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ABSTRACT
Despite the development of an Aboriginal Healing and Wellness Strategy (AHWS), which implemented Aboriginal Health Access Centres (AHACs) to provide integrated healthcare including both mainstream and traditional services, health inequalities persist among the urban Aboriginal population in Ontario. There are multiple social determinants of health (SDOH) besides access to healthcare that affect Aboriginal health. The objectives of this study were to describe the past and current policy strategies to address Aboriginal health in Ontario, and to investigate the ways that service providers perceive health inequalities, demonstrating whether the SDOH are considered in service provision to urban Aboriginal clients. In addition to a document review, interviews were held with representatives from three provincial ministries involved with the AHWS. Through a community engagement research strategy, nine semi-structured interviews were conducted with service providers from various departments within an urban AHAC. Interviews were analyzed using a modified grounded theory, which was guided by the SDOH framework. In understanding policy development, themes included: collaboration with Aboriginal communities and improving access to holistic care. In approaching service provision, themes included: perceived health inequalities and their determinants, what is being done and what must be done to address health inequalities and the use of the SDOH framework in practice. Findings suggest that service providers accurately identify the health needs of their clients, and utilize the SDOH to understand the causes of inequalities, however the SDOH cannot be fully addressed at the service provision level. The SDOH framework must be utilized at the policy level, in order to effectively address the wider determinants of health through intersectoral collaboration between provincial ministries and Aboriginal communities.
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CHAPTER ONE: INTRODUCTION


While Canada is praised for it’s superior healthcare systems, and high life expectancies, populations within the country experience exceedingly negative health outcomes that are often ignored and avoided. The good health of Canadians is recognized globally, and the Canadian healthcare system is one that often stands as a model to other countries largely due to the universal distribution of primary care across the country. However this system often fails to acknowledge and address the social, political and economic factors that contribute to health outcomes. Health inequalities, or differences in health outcomes, exist within Canada, despite the provision of universal care. These inequalities persist most noticeably within minority populations. Within the Canadian context, Aboriginal people suffer the worst health outcomes, and some of the highest rates of morbidity and mortality, with a life expectancy of up to seven years lower than that of the overall population (Waldram, Herring & Young, 2006, Adelson, 2005). Lower annual income and greater levels of poverty within the Aboriginal population serve to perpetuate the poor health outcomes faced by this population. In a country that is believed to have a first class healthcare system, the health inequalities experienced within Canada’s Aboriginal population is unacceptable. This research focuses on urban Aboriginal health, as while there have been policies and programs put in place to address Aboriginal health issues, serious inequalities persist, even within an urban setting.  

Health has historically been measured by the presence or absence of disease and illness, following a Western, biomedical or mainstream conception of the meaning of health. However, it is important to acknowledge alternative understandings of health. Especially considering the different cultural groups found in Canada, it is important to understand the ways that they consider health, and illness. Within the Aboriginal context, researchers, policy-makers and service providers need to consider traditional Aboriginal understandings of health and illness, which may not necessarily translate to being the same, or even similar to the way mainstream health is conceptualized today in Canada. The mainstream biomedical healthcare that has been provided to Aboriginal peoples has been shaped by a history of colonial politics that have served to discriminate Aboriginal people (Adelson, 2005). Despite improvements within the system in recent years, mainstream, clinical approaches to health and health inequalities may not fit well with traditional Aboriginal belief systems, or with the realities of urban Aboriginal life (Adelson, 2005). This realization calls for an examination of the ways that health inequalities are perceived within an urban setting. 

The social determinants of health framework (SDOH), which looks at the social and economic factors that affect health status, accessibility of healthcare and health behaviours, is able to offer a holistic and well-rounded understanding of health and health inequalities. The SDOH also provide evidence to reduce health inequalities. It is for these reasons that I selected this framework to guide my research on health inequalities among the urban Aboriginal population in Ontario, and the perspectives of service providers working with this population.
Inequality and Inequity


There is a significant difference between inequality and inequity, especially when it comes to health. Health inequalities are the differences and disparities in the health status and outcomes of individuals, groups and populations (Kawachi, Subramanian & Almeida-Filho, 2002). Health inequity is defined as the health inequalities that are unfair, or come as a result of injustice (Kawachi et al., 2002). Many health inequalities are also inequitable, caused by persistent injustices. It is also important to consider that health inequalities are not always inequitable, for if health is simply unachievable, biologically for example; this would not be unjust (Marmot, 2007). However, Marmot (2007) writes that when health inequalities can be avoided, but they are not, they can be considered inequitable. Friel and Marmot (2011) state that there is no biological reason why the most socially disadvantaged populations within a country, be it rich or poor, have much worse health outcomes than those groups higher in the social hierarchy. Therefore, most health inequalities experienced by disadvantaged populations, often minorities could be viewed as being inequitable. It is these health inequalities that are unjust, as they reflect an uneven distribution of the SDOH (Kawachi et al., 2002). Kawachi and colleagues (2002) state that the crux of the difference between inequality and inequity is that the identification of health inequities requires normative judgment based on an individual’s thoughts on justice, society and causes of health inequalities. 

Within this thesis, the term health inequality is used in describing the health disparities and problems faced by the urban Aboriginal population in Ontario. The purpose of this study was to understand how health inequalities are understood among service providers, and their perspectives on what causes these inequalities. The term health inequity was avoided through this research to describe these disparities, in order to allow an unbiased collection of data. The identification of health inequity was left to the informants to determine through their narratives. Therefore, I use the term health inequalities throughout the research to refer specifically to health disparities. It is the causes of health inequalities that are found to be inequitable, and that turn health inequalities into health inequities.
The Site: Why Aboriginal Health Access Centres?


It is said that simply providing healthcare is not the solution to health inequalities. While the ability to access healthcare and other social services is crucial to addressing health inequalities and needs, it is not the only solution, nor is it a simple solution. This is known to be true for the general population, but also for the Aboriginal population in Canada, however differences in geography and ability to access care affect the relative importance of accessible care. As part of the Aboriginal Health Policy for Ontario, through the Ontario Aboriginal Healing and Wellness Strategy, implemented in 1994, Aboriginal Health Access Centres (AHACs) were established in 1995 following the model of the previously established Community Health Centres (CHCs). AHACs were designed to be, and today remain, Aboriginal community-led health organizations, providing not only primary care to Aboriginal people, but also traditional healing and cultural programming, health promotion, needs-based programming and services (such as diabetes specialists) and other social services (Association of Ontario Health Centres (AOHC), n.d.). What makes AHACs an interesting site to investigate urban Aboriginal health and health inequalities, is that they were designed to provide more than just clinical, primary healthcare. In fact, AHACs address many SDOH through their mandate, and providing focused care in the areas of chronic disease prevention and management, family focused care, maternal and youth healthcare, addictions counselling, advocacy, networking and empowerment. An AHAC located in an urban setting provides an excellent starting place to examine health inequalities that persist among urban Aboriginal people, and provide the opportunity to seek the perspectives of service providers in diverse provision areas on the needs of their clients.
Research Questions and Objectives


This project was developed to provide an understanding of the current situation in health-related service provision to the urban Aboriginal population in Ontario, and how these services acknowledge the health inequalities and needs of this population. Therefore, the research questions addressed in this project are: 
1. What was the historical and political context for the development of Aboriginal Health Access Centres in Ontario as part of the Ontario Aboriginal Healing and Wellness Strategy? What are the current goals of the Strategy?

2. How do service providers at Aboriginal Health Access Centres in urban Ontario conceptualize and address health inequalities within the urban Aboriginal population?

3. What frameworks do the services provided to the urban Aboriginal population relate to and/or utilize?

The objectives that aimed to be achieved through answering these questions were to:

1. Describe the past and current policy strategies to address Aboriginal health in the urban setting.

2. Understand the ways that service providers perceive the needs of their clients and what is required to improve urban Aboriginal health.
3. Demonstrate if the social determinants of health are considered in service provision to urban Aboriginal clients.
Understanding Health Inequalities and the Social Determinants of Health

Population health has continued to improve worldwide over the past century. Yet, in looking at global data, such as that from the World Health Organization, it is evident that health inequalities exist between different countries and regions, however, dramatic health inequalities also exist within countries, with differences in health occurring over various social lines including socioeconomic, cultural and ethnic lines (Marmot, 2007). Importantly, health inequalities are not only found within poor countries, but also within wealthy countries, including Canada (Marmot, 2007). Inequalities in health between and within countries come from inequalities in socioeconomic conditions, which affect an individual’s risk of illness and the actions taken to deal with illness (Marmot, 2007). Improvements to health in developed countries has been attributed to an increase in quality of the social determinants of health, which has in turn led to a decrease in the incidence of disease and illness (Raphael, 2006). Specifically, the improvement of material conditions through education and investment in early years development, along with increased access to nutritional food sources and a greater provision of social services have been prioritized in developed countries in an effort to improve population health (Raphael, 2006). However, despite this prioritization, historic balancing of power and social structures have limited the efficacy of these increased provisions. 

Every society has hierarchies of power, and other social and economic resources, which are unevenly distributed through the population and take effect on health outcomes (Marmot, 2007). Furthermore, the very policies and programs implemented by governments can serve to create and exacerbate health inequalities within a population, as is seen within Canada (Raphael, 2012). While the improved provision of resources has been prioritized, this has been done so unequally.  And while health has been improved through an increase in the quality of some social determinants, Canadian policy has largely ignored the SDOH approach. The SDOH approach has only recently come into play in Western health research and policy, and remains limited in its application to health policy and programming (Braveman et al., 2011). It is past time that the SDOH are acknowledged in Canadian health policy, and critical that the SDOH be considered when planning health initiatives for populations of minority and populations in poverty, who live through health inequalities, and inequalities in the SDOH. 

Health cannot be easily measured. There are a number of factors and variables that need to be taken into account when examining health and inequalities in health. The SDOH provide a number of variables that can be used to evaluate level of health. If such social factors as income, housing and education can serve as indicators towards the health of a population, or community, then the SDOH must also be used to analyze an understand existing health inequalities. Different theories explain the causes of health inequalities including the behavioural/cultural model, which looks at the way lifestyle affects health, the materialist model focusing on the effects of income on health, the psychosocial model, which looks at the impact of social support and stress and lastly, the lifecourse approach, which studies the effects of advantage and disadvantage on health from before birth to old age. These theories are exclusive of one another, but can be used in conjunction, and each theory acknowledges one or more SDOH, and therefore can be integrated with the SDOH framework to provide a lens through which health, inequalities and their causes can be examined.

The improvement of health and reduction of health inequalities will require not only access to appropriate healthcare, but also action on the SDOH that have such marked effect on health outcomes (Marmot, 2007). Policies and programs that take action on the SDOH will help to build equity in health and society, and will begin to address and reduce existing health inequalities (O’Campo, 2012). Therefore, the SDOH approach is inherent in the study of health inequalities, and cannot be separated from any attempt to reduce inequalities in health.
Aboriginal Peoples of Canada

Any work on issues concerning Aboriginal peoples in Canada must acknowledge the diversity and uniqueness of the cultures found within this population. Furthermore, there exists significant diversity within Nations, tribes and identities such as between the Iroquois, Ojibwa and Cree peoples. The categories of First Nations, Metis, and Inuit are not sufficient in describing the differences between the groups (Wilson & Rosenberg, 2002). Warry (1998) writes that the interests and values of Aboriginal people vary greatly, yet a cultural unity exists between diverse communities. It is difficult to write about these differences specifically, and therefore, some generalizations are made.

It is also important to acknowledge the development of a contemporary Aboriginal culture, as discussed by Warry (1998). Just as mainstream society exists as a contemporary culture, so too do today’s First Nations, Metis and Inuit peoples. Despite centuries of forced assimilation and colonialist objectives, Aboriginal peoples within Canada have resisted and persisted, as evidenced by the continued practice of traditional medicine and ceremonies, although changed through the passing of time, maintained oral histories and languages, and upheld traditional political systems (Warry, 1998).
Aboriginal Health Systems


This study is particularly concerned with the functioning of an Aboriginal health system, and how it serves to understand and address urban Aboriginal health inequalities and needs. Lemchuk-Favel and Jock (2004a) offer a version of the World Health Organization’s definition of an Aboriginal health system as any organization or set of resources that focus on providing action on the health of an Aboriginal community in an effort to improve it. Many Aboriginal health systems integrate healthcare with social services (Lemchuk-Favel & Jock, 2004a). However, there are many challenges to this type of integration, which are often quite detrimental to Aboriginal service provision, including the dominance of the medical model and the focus of disease before the person, a lack of trust among providers and a lack of training and education in multidisciplinary care (Lemchuk-Favel & Jock, 2004a).
Organization of the Thesis


The thesis is organized according to the following description. Chapter Two elaborates on the social determinants of health and provides a description of the concept as an overarching framework through which the study was conducted, including the ways in which the SDOH are used in examining health inequalities and Aboriginal health. The SDOH framework is then used in Chapter Three to organize a review of the relevant literature on Aboriginal health, Aboriginal health policy and service provision in Canada, which serve to support the research. Chapter Four provides a description of the methods used to conduct this research, elaborating on ethical considerations, data collection and analysis. A fifth chapter merges the traditional results section with a discussion on the major themes emerging from the data, offering a concise package of key findings relating to the current literature and research limitations. The concluding chapter will provide an overview of major findings, and offer suggestions and future directions of this research.
CHAPTER TWO: THEORETICAL PERSPECTIVES

This project is framed through multiple theoretical perspectives, which serve to examine health inequalities. The guiding framework used throughout the project, from development through analysis and interpretation, is the social determinants of health (SDOH) framework, which provides an understanding of the factors that affect health and inequalities. Additionally, there are four theories that are effective in the study of health inequalities and their causes, including the behavioural model, the materialist model, the psychosocial model and the lifecourse model. Each of these approaches the problem of health inequalities from a different angle, but may be used in conjunction to provide a well-rounded and holistic understanding of this issue. These theories are situated and encompassed by the SDOH framework and are used in this thesis as a collective. 
Social Determinants of Health

The social determinants of health framework will be used as the guiding framework of this thesis. The SDOH are any non-medical factors, including the social and economic factors, that both directly and indirectly impact health of individuals and populations (Braveman, Egerter &Williams, 2011; Bryant, Raphael, Schrecker & Labonte, 2011). This framework was born from a search by health scholars to find specific factors by which people of different SES experience health and illness (Raphael, 2006). The SDOH framework allows an understanding of health and illness based on the systems and structures that individuals and communities live within, and deems health to be intrinsically connected to social context (Marmot et al., 2008). Therefore, not only does the SDOH framework apply to health at an individual level, it applies to communities and populations at large (Raphael, 2006). The SDOH framework allows an understanding of how health and illness may be caused by social and structural forces, but it also uses this knowledge to provide an understanding on the cause of health inequalities. It was the World Health Organization’s Commission on the Social Determinants of Health (CSDH) in 2007 that drew global attention to the SDOH and how they must be utilized to reduce health inequities (Marmot, 2007). Further, the SDOH framework considers how the inequitable distribution of the SDOH causes health inequalities to persist (Bryant et al., 2011). It is important that health and illness in this discussion is not simply understood from a Western, biomedical model where health is defined as the absence of a clinically recognized disease. Instead, it is crucial that the social determinants of health and illness, and their quality within populations and places be considered. 

The dominant biomedical approach is disease-oriented and tends to focus on disease and negative health exposures, ignoring the determinants or events that led to the development of the disease, or the pathways that lead to a differential exposure to health hazards both within and between populations (O’Campo, 2012). The biomedical framework measures health status through levels of morbidity, mortality and life expectancy, which make up the majority of research on health status. This epidemiological approach has historically been the leading foundation for understanding health and illness within Canada and Canadian policy, where health problems are identified and addressed using curative methods. This approach tends to target high-risk groups with screening and preventative healthcare in an effort to improve population health (Raphael, 2006). However, more recently, there has been an increasing awareness that the basic provision of medical care and curative medicine is not the best method to improving population health or to reducing health inequalities (Braveman et al., 2011). This is demonstrated by the persistence of health inequalities among populations in Canada, where the social determinants approach to health has historically been considered inferior to the biomedical approach (Raphael, 2006). The persistence of health inequalities, especially in Canada and other countries that provide universal healthcare services, may provide the evidence needed to support an alternative approach to health and complete change in health policy discourse and practice. De Leeuw and Greenwood (2011) state that Canada has been a leader in research on SDOH, noting that increasing evidence is mounting, supporting the idea that social determinants have a greater influence on health than the conventional biomedical or behavioural factors that predominate Western thinking. Therefore, in order to offer a well-rounded discussion on health inequalities within the urban Aboriginal population in Canada, this thesis will utilize the SDOH as the key factors influencing health, inclusive to factors such as housing, income and access to healthcare.

While the SDOH and the biomedical model are two very different approaches to the study of health and health inequalities, they can be used complimentarily. The SDOH approach acknowledges the biomedical model, and the health problems identified in epidemiological research, but goes beyond these to look past the behavioural factors that are often identified as being the cause of illness (Raphael, 2006). De Leeuw and Greenwood (2011, p. 56) state that the SDOH approach moves from the “cell to the social,” looking at the “cause of causes” of ill health. Therefore, an examination of the SDOH allows researchers to understand the causes of health inequalities.

There are different levels of social determinants, including proximal determinants, and intermediate determinants. Proximal determinants of health are the factors that affect health on the most individual level and include personal knowledge, attitudes, beliefs and behaviours related to health (Braveman et al., 2011). These can also include the physical and social environment of the individual (Reading and Wien, 2010). Proximal determinants are often the behaviours that are addressed and targeted in health promotion and disease prevention strategies used in public health programs and policies. Under the biomedical model, a change in behaviour could be seen as the solution to a health problem, however the broader, more structural determinants of health, the intermediate factors, may limit this, as these are what shape proximal determinants of individuals (Braveman et al., 2011). The SDOH that operate at this level are very obvious; this is why they are most often targeted by policy and practice.

Intermediate determinants of health include political, economic and sociocultural structures and drivers of health (Marmot, Friel, Bell, Houweling & Taylor, 2008). These determinants include infrastructure, resource distribution and social systems (Reading and Wien, 2010). The intermediate determinants are found in social and economic resources, which can either be attained by, or restricted from populations, and serve to regulate both opportunity and access to healthy living and working conditions, and affect the ability to make healthy choices (Braveman et al., 2011). These are societal factors that cannot be changed at the individual level, and represent a greater challenge to change. Without change however, health-negative intermediate determinants will allow health inequalities to persist. Within SDOH literature, there are 11 key social determinants of health. Denis Raphael, leading Canadian researcher on the SDOH includes upstream determinants such as Aboriginal status, education, employment, early life conditions, healthcare services, social support, housing, income and income distribution (2006). As upstream determinants, these are all regulated or influenced by the control of dominant or governmental forces. Therefore, the distribution of these factors or resources and their provision to the population is in the hands of officials. Often, some populations or groups are neglected or do not receive the same resources.

A third stream of social determinants has been identified in the literature, termed the distal determinants of health. Reading and Wien (2010) state that these are the most broad and most influential factors that operate on social, political and economic lines. Distal determinants are largely ideologies or processes that affect political and societal thinking, and often persist in common discourse. Importantly, these determinants have the ability to affect health over long periods of time, and may affect several generations, leaving lasting effects on entire populations or communities. Colonialism, racism and discrimination are primary examples of the distal determinants of health (Reading & Wien, 2010). These factors may take powerful effect over the upstream determinants, and may go so far as to affect the downstream determinants of health. It is often the marginalized populations within society that are most affected by the distal determinants, which serve to cause health-negative behaviours (Reading & Wien, 2010). However, these determinants can also affect health understandings of the population at large, for example, the persistence of the dominant biomedical model of health and illness.

It is important to understand that individuals understand and experience these broad social determinants of health differently. It is the organization of society, and the ways in which resources are distributed among individuals within society by governments, that affect the quality of the SDOH (Raphael, 2006). Health inequalities are thus created by the differential experience of the SDOH, or the varying quality of the determinants themselves between individuals or social groups within society. It is for this reason that the SDOH framework is useful in this research project.  

The SDOH framework provides conceptual foundation to understanding the most important factors that affect health. The list of determinants are widely accepted, and therefore, will individuals may be affected more by one determinant than by others, the health of all people is the result or the culmination of impact of these social determinants. If inequalities, or problems exist, in any of these health-related areas, then health disparities may arise. Health inequalities among certain populations arise when one or more social determinants are negatively affected by social conditions, across the entire population. This wide-spread negative health outcome is likely only to arise when the inequalities stem from a historically persistent, systemic origin affecting social structures. This is why negative health outcomes and inequalities are seen among minority populations, or those with low status within society. 
Social Determinants of Aboriginal Health

The Aboriginal population shares all of the SDOH that exist among the general population, but there are other, more specific factors that serve to determine Aboriginal health, see Figure 1 (Wilson & Rosenberg, 2002). There is only little known about how social determinants directly influence Aboriginal health, however certain determinants of health are thought to be more important to Aboriginal health than they are to the general Canadian population (Reading & Wien, 2010). As with the SDOH for the general population, the determinants of Aboriginal health are interactive; most are embedded in unequal power relations between political forces and peoples, and a history of persistent colonialism (Richmond & Ross, 2009; Adelson, 2005; Waldram et al., 2006).
Figure 1: Levels of Social Determinants of Aboriginal Health
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The social determinants of health, and their quality, may differ between countries, and populations. Cultural, economic, geographic and political differences all lead to differences in the way the SDOH are experienced. For example, within Canada, having Aboriginal status is a determinant of health as studies have found that Aboriginality decreases survivability and increases early mortality, when compared to the general population (Raphael, 2006; Pampalon, Hamel & Gammache, 2010). Therefore simply having Aboriginal status can affect individual health and population health outcomes.


It is important to remember that the Aboriginal population in Canada is made up of three primary identity groups including First Nations, Metis and Inuit. Within these groups, individual bands, Nations and communities exist independent from one another. Aboriginal identity may also extend to those who do not or cannot claim Status, and the term Aboriginal insufficiently covers all identities. These groups live in different geographic areas and possess different traditions, values, beliefs and heritage. Therefore, it must be assumed that some social and cultural determinants of health will differ both between and among these groups, and the following determinants may not be applicable to all Aboriginal peoples in Canada.

At the distal level of SDOH, Canada’s colonial history of racism, discrimination and forced assimilation has deeply affected the health of the Aboriginal population, and has done so over many generations. Colonialism has been identified as the leading underlying cause of social inequalities that have enabled the development of disease, violence, disability and premature death within the Aboriginal population in Canada (Adelson, 2005; Reading & Wien, 2010). Colonial practices of force assimilation, the creation of the reserve system, residential schools, inadequate service provision and racism in policy and among the public have cause major negative health effects on all aspects of the person, including the physical, mental, emotional and spiritual components of Aboriginal health. The effects of colonialism have led to inequalities in the intermediate determinants of health such as policy and the healthcare system (Reading & Wien, 2010). Colonialism has penetrated and persists within the proximal determinants of health, through behaviours and lifestyle, exacerbated by diminished self-determination of Aboriginal peoples (Reading & Wien, 2010).

Colonialism as a distal determinant of health has led to the development of policies and practices on the intermediate level that have served to disenfranchise and disempower Aboriginal people. De Leeuw and Greenwood (2011) identify the Indian Act, up to and including the present-day version, which is still preoccupied in managing Aboriginal people, and other colonial forces such as territorializing of Aboriginal people and communities as social determinants of 21st century Aboriginal health status in Canada. The Indian Act continues to serve as an authoritative piece of legislation that allows internal colonization to persist, where the Act brought First Nations people under federal control, barring them from determining the outcomes of their own lives (Adelson, 2005). The residential school system is another colonial practice, however ceased, that continues to affect the health of multiple generations of Aboriginal people (de Leeuw & Greenwood, 2011). It is through such policies and practices that colonialism has taken effect on the autonomy and control held by Aboriginal people over their own affairs. Empowerment and autonomy are important considerations within the SDOH framework, and when studying health inequalities, particularly among Aboriginal populations (Marmot, 2007). Empowerment occurs within material, psychosocial and political spheres, where people and communities need resources to live, control over their lives and health, and political voice and power in decision-making and policy planning (Marmot, 2007). The effects of disempowerment, or the barring of access to material needs, autonomy and political standing, have been most detrimental to among indigenous populations (Marmot, 2007). Marginalization and disenfranchisement of indigenous peoples has historically taken place through the dispossession of land and loss of culture, which have resulted in the wide disparities between indigenous and non-indigenous populations within the same country, as reported globally (Marmot, 2007).

Intermediate determinants of Aboriginal health are largely affected by federal and provincial policies, both the education and healthcare systems and other programs and interventions staged by the government. These include income, education, and employment, working conditions, healthcare services, social support and housing. Aboriginal people are affected not only physically by such determinants, but also emotionally, mentally and spiritually, aspects identified on the Medicine Wheel (Reading & Wien, 2010). Reports have shown that such upstream determinants as housing quality and access to care differ between the Aboriginal and non-Aboriginal population in Canada, and that these determinants are almost always lower quality, regardless of geographical location of the Aboriginal community, be it rural, reserve or urban, when compared to the general population (Reading & Wien, 2010). It is evident that the conditions faced by Aboriginal peoples serve to affect their health and wellbeing (Newbold, 1998). These material determinants place mental and emotional stress upon the Aboriginal population, which can in turn affect health-related behaviours.


The downstream, proximal determinants of health are the behaviours and attitudes of individuals that are affected by the upstream and distal social determinants. Outcomes include addictions, violence and depression, all of which are experienced at high rates among Aboriginal communities across Canada, both leading to and stemming from physical and mental health problems (Reading & Wien, 2010). Determinants at this level are a result of the disparities that exist at the economic, political and social level, not because of an inherent Aboriginal trait (Adelson, 2005).

It is clear that a cycle is formed between these levels of the SDOH, where pre-existing, overarching discourses and processes within the distal determinants of health affect the upstream, intermediate determinants through the development of social structures and policy, and the ways in which resources are distributed through society, which in turn affect the downstream, proximal determinants or behaviours that take effect on an individual basis, allowing for health-negative behaviours and beliefs. A well-rounded picture of the social determinants of Aboriginal health emerges, where health hangs in delicate balance with lifestyle and behavioural choices, but also with the quality of resources available, as determined by persistent colonial forces.

Canadian researchers have identified other determinants of Aboriginal health. Wilson and Cardwell (2012) state that the urban Aboriginal population shared the same SDOH as the non-Aboriginal population, but also found that cultural and traditional practices have a significant impact on self-reported health status, as well as chronic illness and disability. Traditional practices such as hunting, fishing and gathering have health-protective effects, and individuals who utilized traditional medicines and healing practices reported better health than those that did not (Wilson & Cardwell, 2012). 

Ultimately, the Aboriginal population in Canada shares the same general SDOH as the Canadian population, but are affected by them in different ways. The persistence of racism and colonialism in political discourse, cultural practices, and use of traditional health methods are determinants that differentiate the general SDOH from those that are unique to the Canadian Aboriginal population, causing health inequalities to persist.

Research on the use of the SDOH framework to examine Aboriginal health has demonstrated its efficacy in understanding the complex factors and history that contribute to health inequalities and outcomes (Richmond & Ross, 2009; Graham & Stamler Leeseberg, 2010). Furthermore, Graham and Stamler Leeseberg (2010) state that the SDOH is an appropriate framework for all levels of government policy makers to utilize to make the structural changes that will be required in order to address and reduce the health inequalities faced by the Aboriginal population in Canada.
Using the Social Determinants of Health to Address Health Inequalities


By understanding the ways in which health is determined through the social determinants of health, we can begin to understand the ways in which health inequalities are determined and how they come about. With this knowledge we will be able to make decisions on the best ways to address and approach health inequalities in policy and practice. Here the SDOH framework serves a guide to direct research on health inequalities, but the SDOH alone do not state why health inequalities exist, they indicate where they exist, and how they may arise. This is why it is necessary within this project to integrate the leading theories on health inequalities to the SDOH framework.

There are four leading theories that examine health inequalities and their causes, and so it is important to understand these leading models, and the way they interact with and affect the SDOH. These theories include the behavioural model, the material model, the psychosocial model, and the lifecourse model. Each of these four theories relies on one or more SDOH to explain the cause of differential health outcomes, or health inequalities among certain groups of people within a population. They also provide an explanation for how inequalities in turn, affect the SDOH.

Health inequities are believed to result from the exposure of individuals and their vulnerable aspects to different material, psychosocial and biological hazards over the life course, based on their socioeconomic status and the circumstances in which they live and grow (Marmot & Bell, 2010). This statement identifies a number of lenses through which inequalities may come about, and situates health inequalities within the social determinants of health framework. The following discussion incorporates the four leading theories on health inequalities into the social determinants of health. Through this section, the SDOH will be used to thread together an integrated understanding of health inequalities using these four theories.

The Behavioural Model

The behavioural model of health inequalities acknowledges the ways that individual or community attitudes and behaviours affect health status and health outcome. Through this perspective, a connection is made between an individual’s place within the social hierarchy and their behaviour through their personal attributes, or cultural identities (Bartley, 2004). This model typically assesses individuals who have a low income, or have a low social or economic status as being unable to cope with their situation and lacking the intelligence and resilience to overcome their situation (Bartley, 2004). In this model, behaviour and personality are then considered the primary indicator of resulting health status, and those with negative health behaviours or attitudes are more likely to experience poor health (Hampson, Goldberg, Vogt & Dubanoski, 2007). The behavioural model utilizes educational attainment, as associated with income and SES to explain health inequalities, thus relying on three social determinants of health to demonstrate the reason why poor health is more prevalent among certain groups or populations.

Educational attainment is a core component of this model, and a core SDOH. A clear link has been made between education level and health behaviour (Bartley, 2004). Level of educational attainment, or the last completed level of education, has been associated with longevity through lifestyle choices and behaviours such as maintaining healthy diets and physical activity, as well as with income level (Adler, Marmot, McEwen & Stewart, 1999). Typically, individuals with a low income and social status also have a low educational attainment level and may have difficulty understanding and complying with public health initiatives and recommendations (Bartley, 2004). In comparison, individuals who have achieved higher levels of education and have greater employment qualifications are found to maintain healthier diets and more active lifestyles (Bartley, 2004). This aspect of the behavioural model is supported by studies that have shown that greater intelligence through higher educational attainment is a primary determinant in achieving better health status, when compared with SES (Bartley, 2004).

Public health programs or services utilizing this model have typically focused on addressing the negative health behaviours of individuals, social groups or communities. Most contemporary public health interventions primarily emphasize behaviours and their role in the health of individuals (Marmot, 2007). Many of these programs have worked to address health inequalities by educating the public, or a specific group within the public, on more health-positive behaviours or practices (Raphael, 2002).

While it is important to address behavioural factors in many cases, it is also important to contextualize behaviour, and its causes. Marmot (2007) states that behaviour is socially patterned and determined by factors present within society, and represents a SDOH. Therefore, public health action and policy must address the structural drivers behind differences in behaviour within populations; otherwise it is not effective to target the behaviour itself (Marmot, 2007). Therefore, targeting upstream social determinants such as social, or even community structure could provide an understanding as to how behaviours and attitudes are shaped.

While educational attainment and achievement is a good marker for adult health, it is not the only factor that can be considered in affecting health behaviour or coping (Marmot, Ryff, Bumpass, Shipley & Marks, 1997). Some critiques of the behavioural model exist, drawing attention to the ways that this model tends to focus on negative traits and characteristics of individuals or groups. Raphael (2002) states that this model places blame on individuals of lower health status, or those who experience illness as being responsible for their situation by taking part in high-risk activities and behaviours. The model views smoking, alcohol consumption, and the inability to afford a high quality diet as the choice of the individual to put themselves at risk. One of the strongest critiques of this theory is that it fails to take into account the material factors that influence health as well as the social factors that serve to protect or worsen material effects on health (Raphael, 2002). A second major qualm with the behavioural model is that it neglects to acknowledge the causes of such negative behaviours and the social and structural causes of inequalities. The behavioural model acknowledges and addresses only downstream determinants of health, which take place at an individual-level, without considering the determinants that take place on a structural, or political-historical level. While educational attainment can be considered an upstream determinant, as a social resource, the behavioural model regards educational attainment as an individually determined factor. However, when considering educational attainment, there are social forces that restrict or complicate the completion of education, such as racism within the education system, or culturally inappropriate teaching methods, and these are not addressed within the behavioural model. The behavioural lens narrows its focus onto the individual and avoids turning around to view how society and social forces affect behaviour. 

The Materialist Model


Within the SDOH framework, the materialist approach identifies conditions of living as determinants of health (Raphael, 2006). Using this approach towards understanding health inequalities, researchers can look at how material conditions, largely through income distribution, affect the quality and quantity of SDOH for individuals and populations. Material conditions are often dependent on the type of social structure and organization of the setting in which a person lives and has no control over (Bartley, 2004; Marmot, 2007). Material determinants of health include housing, employment, work environment and SES, all of which are dictated by upstream determinants of health such as income (and income distribution) and social and health policies, and therefore require a SDOH approach when addressing inequalities.

The likelihood of physical, social, educational and developmental issues and inequalities can be determined by material SDOH such as housing conditions, employment status and working conditions (Raphael, 2006). These material factors are most often linked to SES, particularly through income. Income and living conditions are largely determined through the government and labour market, and the economic opportunity that it offers to people (Marmot, 2007). Therefore, work and employment are the starting points for several determinants of health (Marmot et al., 2008). Work is often considered to be a protective determinant of health. Employment provides financial security and social status, as well as self-esteem and can protect against physical and psychosocial hazards (Marmot et al., 2008). Unemployment can lead to physical and mental problems, including depression, anxiety, poor coping behaviours such as drinking or smoking and increased suicide rates (Mikkonen & Raphael, 2010). Most importantly, unemployment leads to material deprivation and poverty by eliminating income (Mikkonen & Raphael, 2010). Poverty, as an outcome of negative material conditions, has significant, lasting effects on health. 

It is well documented that countries with high rates of poverty have poorer health (Raphael, 2002). It is economic inequality, and unequal distribution of income across the population that fuels the rise in poverty levels, and increases the income and health disparities between those with high SES and low SES (Raphael, 2002). Bartley (2004) states that individuals with low incomes experience poor health and have lower life expectancies than others, demonstrating how structural conditions affect the quality of material factors, which can be found to determine health status and serve to cause health inequalities. Entire regions that experience higher unemployment rates, and more poverty and pollution, also endure a higher incidence of poor health (Bartley, 2004). Inequalities in income and its distribution have been on the rise in Canada over the past two decades (Raphael, 2002; Mikkonen & Raphael, 2010). This has largely been attributed to the political shift towards capitalist, neo-liberal ideals (Raphael, 2006). These findings support the SDOH approach to health inequalities, in that material factors do take effect on health outcomes, causing disparities between individuals and populations with differing material conditions.

Health inequalities exist not only between the rich and the poor, but also along a social spectrum, known as the social gradient of health. Marmot (2007) writes that simply focussing in the gap in health between the highest and lowest socioeconomic statuses fails to acknowledge all of the people in between, along the gradient. The lower the SES, the lower an individual’s health status, and this occurs consecutively down the gradient between the top SES and the bottom (Kawachi et al., 2002; Marmot, 2007; Marmot et al., 2008). The social gradient of health focuses on the worse health of those with a lower SES, which is measured by income, employment and education, finding that health inequalities are not simply explained by the conditions of disadvantage such as lack of nutrition, adequate housing, or healthcare (Kawachi et al., 2002). Poverty has continuously named as the cause of the cycle of inequality that affects those at the bottom of the social ladder (Kawachi et al., 2002; Mikkonen & Raphael, 2010).


Housing and homelessness are SDOH that are closely intertwined with income and poverty. With the growth of poverty within Canada, and particularly within urban centres, has come an increase in substandard housing for low-income families (Bryant et al., 2011). Housing and home environment are critical determinants of health, where the interaction between income and housing has caused an inequality in health risk, as households experiencing material deprivation are often living in dangerous conditions that may take effect on their health in both the short- and long-term (Bryant et al., 2011).

Marmot and colleagues (2008) include shelter, clean water and sanitation as basic human rights, and determinants for healthy living. 

Availability and access to effective healthcare services is another determinant that is affected by social and political structuring. This is an especially important determinant for individuals of minority, especially Aboriginal peoples, who may have alternative beliefs about health and health-related traditions. Availability of healthcare services is a single factor, which pales to the larger issue of access to adequate care (Newbold, 1998).

Within the materialist approach, exposure to certain material ‘hazards’ have been identified as a factor influencing health inequalities. Material hazards include those present in the home, but most often are attributed to the workplace. Working conditions represent one of the major challenges to health, including the nature of the employment itself, and the availability of work (Marmot, 2007; Marmot et al., 2008). Adverse working conditions are found to cluster among low-wage and low-status occupations and expose workers to greater physical hazards (Marmot et al., 2008). Similarly, Bartley (2004) writes that individuals of lower social class and SES are more likely to be exposed to material hazards due to inadequate or dangerous workplaces, or residence in unsafe or polluted neighbourhoods. Individuals with few influential contacts within their social network, and few workplace or educational qualifications are often unable to secure safe, well-paid jobs and are more likely to be chronically exposed to negative health hazards (Bartley, 2004). This is due to the fact that low-wage jobs often come with the increased chance of an accident, or exposure to harmful substances and extreme temperatures (Bartley, 2004). While many high-income countries have taken action to reduce physical and chemical hazards in the workplace, a large segment of the population continues to work in precarious environments (Marmot, 2007). Furthermore, working conditions are shifting, even in high-income countries, towards less job security and less control over work duties, seriously affecting the health and wellbeing of the population (Marmot, 2007). For example temporary workers have a higher mortality than permanent workers, and the mental health of workers in precarious settings suffers far more than those working in a more comfortable environment (Marmot et al., 2008). Therefore, not only do material conditions alter physical health, but also affect mental health and wellbeing.

The Neo-Materialist Approach

Additionally, a neo-material approach to health inequalities can be placed here. Such an approach looks at how health inequalities within a population result from the ways that economic and social resources are distributed in society (Raphael, 2006). The neo-materialist model states that poor health and large disparities in income between the rich and poor result when a government invests little into public infrastructure and the social determinants of health, and when governments fail to distribute income equitably across the population (Raphael, 2006). This model provides a combination of the effects of material circumstances with the social factors that affect the quality of SDOH, including the amount and types of social provisions made to the population through policy, such as education, transportation and healthcare (Raphael, 2006). Research has shown that social democratic, egalitarian countries, such as most Nordic countries, experience the best health due to an equitable distribution of material resources and income (Raphael, 2006). Individuals and communities do not have direct control over how resources will be distributed, and therefore health outcomes and inequalities cannot be blamed on the individual, but rather the underlying cause must be addressed in order to reduce these health issues.

The SDOH are affected by all social structures, particularly governments, and social and economic policies, not only health policies, as they determine the distribution and quality of the SDOH across the population (Marmot, 2007; Marmot et al., 2008, Bryant et al., 2011). Health systems are another social determinant of health that is out of the control of individuals. Both national and local health systems of disease control and health service provision are important determinants of health, particularly among socially disadvantaged populations, including Aboriginals (Marmot, 2007). The healthcare system is a SDOH itself, and demographic factors are all associated with access, experience and the benefits from healthcare (Marmot et al., 2008). This raises the importance of changing health systems to make them responsive to the needs of the population, especially the segment of the population that suffers the worst level of health (Marmot, 2007). Because health systems are a determinant of health, policies and programs should acknowledge and address the other SDOH, and effectively address the drivers of poor health (Marmot, 2007). This is of critical importance when considering health inequalities experienced by individuals and populations that are significantly affected by such policies and the way that society distributes resources, such as Aboriginal peoples, low-income and other vulnerable groups.

The Psychosocial Model

The psychosocial approach to the SDOH identifies the structure of the social hierarchy and the relationships between individuals, and between individuals and communities as determinants of health. This approach uses two mechanisms to health inequalities, examining them at both an individual- and community-level perspective. This model argues that health inequalities are constructed based on individuals’ perception of their place within the social hierarchy in the population (Raphael, 2006). Additionally, inequalities and disparities in health status result due to other psychosocial factors such as social support, control, autonomy and balance between home and work life (Bartley, 2004). Therefore, while perceptions of place in the hierarchy take place at the individual level, it is upstream and distal determinants such as social policy and the persistence of colonialism that cause individuals to view themselves in low standing.

On an individual level, inequitable societies cause individuals to compare themselves to other members of their society that are higher within the social hierarchy, which in turn bring up feelings of worthlessness that promote stress and poor health through psychobiological pathways (Raphael, 2006). These individuals may try to compensate for these feelings and stress by overworking, making rash decisions and purchases, and taking up health-negative behaviours such as smoking and increased alcohol consumption in an attempt to cope (Raphael, 2006). At the community level, the psychosocial model states that social cohesion among members of society is reduced when the social hierarchy is reinforced and maintained through policies that ignore or reduce the quality of the SDOH (Raphael, 2006). Individual esteem and social connectedness, and cohesion are psychosocial determinants of health that, when inequality is reinforced through society and policy, serve to worsen existing health inequalities among low-income, impoverished or minority groups that make up the bottom rung of the social ladder.

The psychosocial approach focuses on the concept of social support, a SDOH, which is defined as the number and strength of the social relationships that an individual has. Social support is the supportive behaviours and resources (material or emotional) of social ties and networks (Richmond & Ross, 2008). Social support operates not only on individual and community levels, but also on structural, political and economic levels.

Social support is considered to be health-protective against health-negative stresses and can help to limit the ill effects of stressors (Bartley, 2004). Many long-term studies have found that individuals that have good relationships with family and friends, and those who participate within their community are more likely to have greater life expectancies than those who are socially isolated, however, these findings may not prove that psychosocial pathways of health inequalities exist (Bartley, 2004). Further, individuals that have more advantaged positions within the social hierarchy have shown to receive greater levels of social support from their networks beyond their immediate family, indicating that individuals with higher SES have better health so to their extended social networks, in addition to having better education and income (Bartley, 2004). Bryant, Leaver and Dunn (2009) state that social support and social capital work to shape the ability to cope with life situations and also serve to dictate their opportunities to access resources and health information. Social support has been found to be affected by income and other material aspects, and education (Richmond, Ross & Egeland, 2007). This demonstrates the interactions between the SDOH, that no one determinant stands alone, without affecting or being affected by another. McDonnell, Lohan, Hyde and Porter (2009) state that an individual that has many social contacts, and strong relationships within both their immediate and extended networks are more likely to have better health and better access to healthcare. Therefore, strong social support and capital reduces health inequalities, however, societies with unequal material conditions, income and resource distribution, are found to have less social capital.

Like the materialist model, the psychosocial model takes a look at inequalities related to employment and working conditions such as demands, strains and control. Many studies have shown that low control in the workplace and high stress lead to increased blood pressure and other negative outcomes (Bartley, 2004). In particular, stress in the workplace, involving high psychological demands, having low control over tasks and not being adequately rewarded for effort, is associated with many indicators of illness (Marmot et al., 2008). It is often individuals with limited qualifications and poor education that take on low-paying, menial and high-stress jobs. Individuals with low SES have poor working conditions with little control, and little chance of moving up to higher-authority positions. This type of employment serves to maintain an individuals place at the bottom of the social hierarchy, making it difficult to move beyond their position. Therefore, people who are disadvantaged and have low status are more likely to exhibit a greater number of psychosocial risk factors and experience reduced health status (Bartley, 2004). This is also the case with individuals of minority, who begin work in a low position in the social hierarchy. Occupations that offer more control are given to more privileged and better-educated individuals, who are likely to have began with a higher class status and will continue to experience a better level of health (Bartley, 2004). It is evident that there are multiple elements within the psychosocial approach to the SDOH that are critical to understanding health inequalities, which work well when done so in combination with the other approaches and determinants. 


The Lifecourse Model

The final perspective that is used to assess health inequalities using the SDOH is the lifecourse model. The SDOH that drive health disparities, take effect on the developmental trajectories of individuals over the course of their entire life (O’Campo, 2012). Therefore, using this approach to understanding health inequalities is critical to examine how adult health is determined by exposures to and experiences of the SDOH from the pre-natal period through adulthood. The lifecourse model acknowledges many SDOH. Similar to the other models, the lifecourse perspective links health outcomes with the place in the social and economic hierarchy, which depend on intermediate determinants, or the political and cultural environments where the individual or community is located (Bartley, 2004). This model looks at the SDOH effects on health outcomes at all stages of life.

The lifecourse model identifies three different effects to health outcome based on exposures and experiences. Latent effects are experiences in early life of a biological or developmental nature, these are also known as critical periods, where childhood serves as the period where exposures and hazards are most influential to adult health (Bartley, 2004; Kawachi et al., 2002). Pathway effects are the experiences that set individuals on a track towards certain health outcomes; they are moments or events that end up determining health later in life (Raphael, 2006; Kawachi 2002). For example, Raphael (2006) states that children that enter the school system with poor verbal skills tend to have lower educational outcomes and poor employment opportunities in adulthood, which leads to low income and subsequent poor health. The third health effect within this model is cumulative effects, which lead to health outcomes based on an individual’s accumulation of advantage and disadvantage through life (Raphael, 2006). Cumulative effects combine latent and pathway effects in that early life experience and life trajectories both determine the levels of advantage or disadvantage experienced by individuals, based on their social status (Raphael, 2006). These three effects look at the engagement between the individual and various SDOH to determine health outcomes.

The lifecourse model easily blends in SDOH framework, where heavy emphasis is placed on early childhood development. The SDOH are of particular importance to the health of children, where not only do negative living conditions affect health in childhood, but also threaten health into adulthood, with the early onset of illnesses such as diabetes and cardiovascular disease (Raphael, 2012). The Commission on the Social Determinants of Health (CSDH) identified the importance of early child development including physical, cognitive, linguistic, social and emotional development, as critical in reducing health inequities (Marmot et al., 2008). Marmot (2007; Marmot et al., 2008) writes that action on child development should look into physical, cognitive and language, and social and emotional factors that have influence on health, all of which are dependent of economic circumstance and the environmental conditions in which the child lives. Housing, living conditions, safe neighbourhoods, sanitation levels, access to clean water, food security, access to health and social services including education, healthcare, and child care are all social determinants of child health that must be addressed in early years (Marmot, 2007). Early childhood development initiatives should take action on the SDOH, however the economic and social resources available to parents determine the quality of these initiatives (Mikkonen & Raphael, 2010). This brings the lifecourse into union with the material and psychosocial models, where income and resource distribution play significant effect on health outcome. Again, it is the upstream determinants, like social resources that determine these outcomes, and the distal determinants, like existing individualist discourses that limit this critical determinant.

Therefore, the use of the lifecourse model in examining health inequalities allows for an understanding of how the social determinants affect health within each phase of life, and how they set the stage for positive or negative health outcomes later in life (Raphael, 2006). Health has been predicted by the effects of early life experiences on the mental, behavioural and physical development of children, and that the experiences up until the age of six have the greatest effect on adult health (Braveman et al., 2011). Advantage and disadvantage within the SDOH have been shown to have cumulative effects over the life course, and children that are raised in a socially disadvantaged household are more likely to experience poor health and continue to live disadvantageously in adulthood (Braveman et al., 2011). Kawachi and colleagues (2002) support that the lifecourse is crucial to understanding the cause of health inequalities, through many determinants, supporting use of the lifecourse and SDOH framework. 
Action on the Social Determinants of Health


In order for action on the SDOH, the SDOH should be understood and acknowledged by policy makers and service providers in particular, but also by whole governments, society and organizations (Marmot et al., 2008). For example, practitioners and other social and medical personnel should be trained on the SDOH in order to incorporate these factors into practice (Marmot et al., 2008). Researchers have repeatedly noted the importance of guided knowledge transfer between SDOH researchers and policymakers, yet this has not effectively taken place within Canada (Bryant et al., 2011; Raphael, 2008). This has been reviewed in the literature on SDOH.


Despite there being exceptional evidence in support of a SDOH approach to health and illness, Canadian policymakers have been slow to create policies based on the SDOH in order to reduce health inequalities (Pathak, Low, Franzini & Swint, 2012). Even with increasing income inequalities and poverty, Canadian policies have remained indifferent (Mikkonen & Raphael, 2010). There remain significant barriers within Canada limiting its widespread use and acceptance in both policy and practice. Raphael, Curry-Stevens and Bryant (2008) state that one of he major barriers to the use of the SDOH framework in policy and practice is the way that health and illness are conceived of by policymakers, healthcare workers, service providers and the public. The overarching, dominant biomedical and individualist health models place health issues at the individual and cellular level, denying the impact of social structures on health at both an individual and population level. The reliance on quantitative, statistical studies and data to determine the determinants of health and causes of illness has limited the use and acceptance of qualitative data on the SDOH (Raphael et al., 2008). Furthermore, the dominant health discourse views health outcomes, and health disparities as having resulted from individual attitudes and actions (Raphael et al., 2008). Currently, the blend between mainstream biomedical model and the behavioural model of health inequalities are those that are most closely adhered to in Canadian health policies and practices, failing to acknowledge the influence of social and political structures and history.


The current method for addressing health inequalities has been ineffective and warrants change in policy and practice. A SDOH approach to health inequalities would better address the social, political and historical causes for these disparities, and would be more cost-effective than the current model (Pathak et al., 2012).
Integrating Theories

Each of these approaches to the SDOH can be used independently to understand health inequalities. However, simply relying on one or another would restrict a holistic, well-rounded understanding of health inequalities and their cause. Each model falls within the SDOH framework, and helps to understand how health inequalities result from social determinants on the proximal, intermediate, and distal levels. The SDOH framework was chosen as the guiding theoretical framework for this project as it acknowledges the deep complexities that affect the health of Aboriginal peoples within Canada. Furthermore, many scholars on the subject of Aboriginal health argue for and encourage the use of a SDOH framework when studying health and inequalities, stating that understanding the causes of health inequality is crucial to appreciating the state of Aboriginal health (Newbold, 1998; Waldram et al., 2006; Graham & Stamler Leeseberg, 2010). This framework is especially useful here because it can be integrated with four different models that assess health inequalities based on the SDOH. Therefore, these four approaches are integrated under the SDOH framework to allow for a deepened understanding of health inequalities among Aboriginal people in Ontario.
CHAPTER THREE: LITERATURE REVIEW

In this chapter, a review of current literature will be provided as a starting place for investigating Aboriginal health policy in Ontario, and the perspectives of the service providers who deliver care to the urban Aboriginal population. This section will aim to offer the current understanding of health inequalities sustained by the Aboriginal population, in order to lay a foundation to which the research findings will contribute. This chapter will provide a description of current literature on health inequalities, particularly those within Canada, Aboriginal health, and policy and service provision. This chapter is organized following the SDOH structure, beginning with the proximal determinants of Aboriginal health, a discussion on the intermediate determinants, including a review of health policies and issues within the healthcare services, and concluding with a review of the literature on the most distal, overarching determinants of Aboriginal health, featuring Canada’s ongoing history of structural racism. 

This study situates itself within this literature by providing an overview and analysis of the AHWS; it’s development and where it currently stands in addressing Aboriginal health needs. Secondly, while limited information exists on Aboriginal-focused healthcare services, this study provides perspectives from within this setting, in urban Ontario, offering insight into the ways that mainstream and traditional health service providers understand health inequalities, but also how these issues are addressed. This study goes beyond identifying health inequalities and needs as the literature has done, to providing perspective on how these are conceptualized and addressed in policy and in practice among service providers within an integrated setting.
Aboriginal Health in Canada 

Aboriginal health in Canada has been examined in a number of ways, both quantitatively and qualitatively. The majority of policies and programs however, rely on the results of statistical data coming out of the few, inadequate census-type studies conducted on the Aboriginal population. In a review of Aboriginal health research Young (2003) concluded that Canadian studies do not adequately reflect the demography of the Aboriginal population, noting that urban Aboriginal peoples have been particularly underrepresented. Further, research has tended to focus on most on the effects of genetics and behaviour, and environmental contamination on Aboriginal health (Young, 2003). Correspondingly, Wilson and Young (2008) found that urban Aboriginal peoples were vastly underrepresented in the social science literature. Within social sciences research, most of the works reviewed by Wilson and Young (2008) examine health status, while the non-medical determinants of health, and access to health care made up the next largest sets. However, within the health determinants literature, the majority examined lifestyle and behaviour of Aboriginal peoples, which is not sufficient in illustrating a clear picture of Aboriginal health and inequalities (Wilson & Young, 2008). Young (2003) notes that the social determinants of Aboriginal health require further understanding, as they have largely been ignored in Canadian research. Therefore, a limited set of literature will be reviewed in an effort to understand the SDOH of Aboriginal health as it is represented in the research.

Health is understood differently among Aboriginal populations from the mainstream, biomedical view. While the biomedical view assesses the physical health of patients, the Aboriginal wellness model views the individual more comprehensively, and how the physical, mental, emotional and spiritual aspects of a person, and their connection to family and community, affect their health (Adelson, 2005; Smylie & Anderson, 2006). This understanding is not well translated into the mainstream. It is important to consider that there are different health outcomes and experiences between Aboriginal people living in rural, reserve and urban settings. Further, there are different determinants of health between Aboriginal populations in Canada. Aboriginal peoples represent diverse cultural groups, with different social, spiritual and political backgrounds, which contribute to contemporary beliefs and practices (Newbold, 1998).

Traditional healing continues to be an important aspect of Aboriginal health for many Aboriginal people in Canada (Maar & Shawande, 2010). Traditional healing is still commonly sought and practiced outside of the mainstream healthcare system, and many Aboriginal people know how and where to access it in both remote and urban settings (Maar & Shawande, 2010). Recently, there has been resurgence in the practice and acceptance of traditional healing in both Aboriginal organizations and primary healthcare settings (Maar & Shawande, 2010). Maar and Shawande (2010) remark that there is little known about how traditional healing practices can be integrated with mainstream biomedical practices. Lemchuk-Favel and Jock (2004a) offer an excellent framework for and integrated Aboriginal healthcare system. However, integration is difficult in cases where non-Aboriginal service providers possess little knowledge or understanding of traditional healing (Maar & Shawande, 2010).

Health status, morbidity and mortality are all experienced differently between Aboriginal and non-Aboriginal populations in Canada. For example, First Nations suffer from particular illness in a much greater proportion than do non-Aboriginal Canadians (Wilson & Rosenberg, 2002). Furthermore, Aboriginal people have been found to suffer from a greater proportion of infectious disease than non-Aboriginals, and chronic illnesses are on a steep rise within the Aboriginal population (Wilson & Rosenberg, 2002). The leading causes of death among the Aboriginal population includes injury, poisoning, circulatory disease, cancer and respiratory disease, with suicide and self-inflicted injury being the leading cause of death among those aged 10 to 44 (Adelson, 2005). Adelson (2005) states that suicide is the key indicator of social disruption within the Aboriginal population in Canada, and serves to demonstrate the severity of the impacts of colonization and other distal determinants of health such as discrimination. The rates of suicide among the Aboriginal population far surpass that of the general population, representing inequalities in health, and in social and mental health services.

Violence within families, and personal and interpersonal violence has been a marked problem among the Aboriginal population, where physical and sexual abuses continue to rise in many communities, however this does not happen within a vacuum, and levels of violence and violent behaviours are outcomes of social and political processes (Adelson, 2005). Additionally, violence has been linked to substance abuse, where within an urban Aboriginal population, those who had experience physical or sexual abuse were more likely to be dealing with current substance abuse issues (Jacobs & Gill, 2002a; 2002b). Further, Jacobs and Gill (2002a) state that those who were also substance abusers were more often consumed with legal issues, or had also spent time in jail, with greater levels of psychological distress and mental illness including depression and anxiety. These findings demonstrate the connections between illness, behavioural outcomes, mental and emotional health and family life, all of which are affected by social forces including colonization, in breaking down traditional Aboriginal systems.

Attachment to culture and use of traditional practices is also a factor to consider in Aboriginal health. Research has shown that those who spend more time on the land, and those who acquire food through traditional methods are less likely to report themselves as unhealthy, therefore, maintenance of a traditional lifestyle is considered a determinant of Aboriginal health (Wilson & Rosenberg, 2002).
Urban Aboriginal Health


The urban Aboriginal population in Canada continues to grow. Over half of the Aboriginal population in Canada resides within an urban setting (Richmond & Ross, 2009). Over 60 percent of Aboriginal people live in urban centres in Ontario (Smylie et al., 2011). Despite this increasing urbanization of the Aboriginal population, a review of the Canadian literature has shown that there is a scarcity of research on the urban Aboriginal population (Wilson & Young, 2008). The urban population thought to be overlooked in Aboriginal health research due to the pervasive idea that Aboriginal people do not belong within cities (Wilson & Young, 2008). However, as Waldram and colleagues (2006) elaborate, Aboriginal peoples have lived within and close to European settlements since contact. The 1996 Royal Commission on Aboriginal Peoples (RCAP) stated that urban Aboriginal health issues required further research, however Wilson and Young (2008) suggest that this has not been effectively done. 

Research that does exist on urban Aboriginal health in Canada has primarily come out of the discipline of geography, and has looked at movement, mobility, and place and utilization of healthcare services in urban areas. Although most Canadians would think that the majority of Aboriginal people in Canada live on rural or reserve lands, the truth is that most live within or near-to urban settlements. The urban Aboriginal population began to grow around the middle of the 20th century, and more substantially after 1970 (Norris & Clatworthy, 2011). The greatest period of growth for the urban Aboriginal population in Canada is between 1981 and 2001, where in some cities the population more than doubled (Norris & Clatworthy, 2011). The most urbanized Aboriginal groups are Non-Status Indians, with 74% of their population residing in urban areas, and the Metis, with 69% of the population living in an urban centre (Norris & Clatworthy, 2011). Approximately 40% of Registered Indians lived in urban areas, in 2006, while the majority of the Inuit population lives in rural areas (Norris & Clatworthy, 2011). Within Ontario, Toronto has the largest urban Aboriginal population with over 26,500 Aboriginal residents, followed by Ottawa-Gatineau (21,000), Thunder Bay (10,000), Sudbury (10,000) and Hamilton (9,000) (Norris & Clatworthy, 2011). The urban Aboriginal population continues to grow in size, but also in diversity.

A culturally diverse Aboriginal population can be found in Canadian cities, representative of many different Aboriginal identities and backgrounds (Lemchuk-Favel & Jock, 2004b). Despite being home to many healthy Aboriginal people, the urban setting also contains a high proportion of marginalized and transient Aboriginal people, many of whom are homeless, impoverished and lack formal education, employment and social supports (Lemchuk-Favel &J Jock, 2004b). This diverse population can be difficult to plan and provide for due to cultural barriers, and physical barriers to accessing or seeking care (Lemchuk-Favel & Jock, 2004b). The types of services available to this population are then challenged. 

It is also important to consider the type of growth patterns of urban Aboriginal populations, as this significantly affects the social structures of the cities and the services made available to the Aboriginal population, and may by important when addressing the needs of the population (Norris & Clatworthy, 2011). Cities with large and established Aboriginal populations, such as those in the Western provinces like Winnipeg and Saskatoon, will have more Aboriginal community and neighbourhood centres and organizations, and will have greater capacity in meeting the needs of the population with the development of more social support programs applicable to young and older generations (Norris & Clatworthy, 2011). Comparatively, urban areas that are growing, and experiencing increasing growth within the Aboriginal population may need to improve and expand the available infrastructure and social services such as housing to meet the needs of newcomers from non-urban areas (Norris & Clatworthy, 2011). These cities include most within Ontario, including Thunder Bay, Hamilton and Toronto.


When it comes to health status, it is often believed that individuals living in the urban setting will have better health because they live within a close proximity to many healthcare resources. Aboriginal individuals living within an urban area are less likely than those living in a rural or reserve setting to report themselves as unhealthy (Wilson & Rosenberg, 2002). This statistic may be explained by movement and self-selection where individuals choose to live in an urban area in order to seek education, employment, housing and healthcare services that are not available in the North or on reserve (Wilson & Rosenberg, 2002). However, despite the accompanying increased levels of SES that may come with moving into an urban area, new urban Aboriginal people face a decreased level of access to traditional activities, identities and land, as even urban Aboriginal institutions and organizations do not always prioritize the maintenance of culture or tradition, which can affect individuals psychosocially (Wilson & Rosenberg, 2002). The urban setting has considerable effects on health services and health outcomes of the Aboriginal peoples that reside within Canadian cities.
Proximal Determinants of Aboriginal Health 


There are several health-related behaviours existing as proximal determinants of health, associated with the Aboriginal population in Canada that have affected the overall health status of the general population. Some of the most frequently noted behaviours among this population include alcoholism and the misuse of alcohol, excessive smoking, and poor prenatal care, all which lead to increased mortality (Reading and Wien, 2010). Low self-esteem has been linked to substance use and addiction (Newbold, 1998). Within the urban population, for example, drugs were listed as the most important health concern within the 1991 Aboriginal Peoples Survey (Newbold, 1998). The rise in mortality is attributed to conditions resulting from these behaviours, such as lung and heart disease and limited physical, intellectual and emotional development (Reading and Wien, 2010). These health behaviours are exacerbated by poor diet and limited exercise that is frequently experienced among the Aboriginal population (Reading & Wien, 2010). 

These behaviours do not exist within a vacuum, and are not free of structural cause. Distal determinants such as poverty, have contributed to high rates of alcohol and substance abuse (Newbold, 1998). Furthermore, health-related behaviours are affected by distal determinants that such as colonialism and forced assimilation that have resulted in a loss of tradition, culture and lifestyle (Newbold, 1998). These factors have caused the disintegration of the community and family, both critical in Aboriginal understandings of health, disrupted good health practices and promoted participation in unhealthy activities, and ultimately led to negative experiences with mainstream healthcare (Newbold, 1998).

A proximal determinant that is specific to Aboriginal health is the role of the environment on culture, and traditional ways of living. This determinant is documented specifically within rural and reserve communities (Richmond & Ross, 2009). The environment is closely tied and related to culture, and affects many aspects of culture and Aboriginal ways of life, as well as other determinants. A connection with the land and environment serves as a way to maintain physical, mental, emotional and spiritual health. However, as a result of social, political and historical structural forces, the cultural connection to the environment has been severed through a process of environmental dispossession (Richmond & Ross, 2009). This has led to a reliance on packaged foods, and a lack on ability to procure traditional foods from the land, and a change in educational activities, where children used to engage in learning with their community on the land (Richmond & Ross, 2009). Environmental dispossession has effectively uprooted and transformed Aboriginal practices, moving further from traditional, towards a Western way of life. In result, Aboriginal culture and behaviour on the land has had to react and change, indicating the importance of the environment-culture interaction (Richmond & Ross, 2009).

Finally, Adelson (2005) brings forth the concept of internalization within the Aboriginal context, where a colonized group judges itself by the values held by the colonizing society, taking on negative and often racist perceptions of themselves and their culture. This process is considered to be dissipating from Aboriginal communities today, however, after a history of suppression and discrimination, the effects of internalized judgements may linger, affecting the upstream determinants of health.
Intermediate Determinants of Aboriginal Health


Poverty, as determined through factors such as income, housing and employment, is perhaps the most important and most telling determinant of health. Within Canada, Aboriginal average household incomes are significantly lower than those of non-Aboriginal people (Adelson, 2005). Adelson (2005) states that poverty, and the hazardous living conditions that result from poverty status contribute directly to the poorer health status of Aboriginal adults and children. It is those that are the poorest and most disempowered that have the worst health, and are the least likely to be able to remove themselves from these circumstances in a persistent cycle of poverty (Adelson, 2005).

Unemployment is the most urgent cause of poverty among Aboriginal peoples (Kendall, 2001). Further, Adelson (2005) states that it is the complex interaction between a number of social determinants that affect employment, and in turn poverty, including job market discrimination, education and loss of authority through cultural genocide, all of which contribute to a cycle of disadvantage. Additionally, all of these determinants are affected and defined through the distal determinants that prescribe ideologies and structures within the workforce.  


The role of education on Aboriginal health has been noted in the Canadian literature. Education is a significant factor in determining Aboriginal health. For example, those who completed secondary and post secondary schooling are less likely to report themselves as being unhealthy (Wilson & Rosenberg, 2002). Aboriginal people with a higher completed level of education have been found to be significantly more likely to seek healthcare through a physician then those who were poorly educated (Newbold, 1997). Here level of education can be seen as providing a greater awareness of healthcare services, as well as a better understanding of the need to seek care. (Newbold, 1997).


Social support has consistently been found to be a determinant of Aboriginal health (Wilson & Rosenberg, 2002). Social support affects health as social ties provide feelings of love and empathy, and they exert pressure to conform to certain health behaviours (Richmond & Ross, 2008). Aboriginal individuals who lack social capital and support from networks have difficulties in accessing health care services due to lack of transportation, information or help with childcare (Levin & Herbert, 2004). It is also critical to consider that social capital can also have detrimental effects on health. Research has demonstrated that many Aboriginal communities experience high levels of social capital (Richmond et al., 2007). However, within the community, addiction and the uptake of undesirable or unplanned roles can have negative effects on health, and this can be sustained by a lack of social support, or negative social support, where individuals and the community exert pressure on others to turn to poor health behaviours (Richmond and Ross, 2008). In the case of social support, it is vey evident how intermediate determinants can affect behaviours and attitudes within the proximal determinants of health.  

Policy: Affecting Aboriginal Health


Healthcare provision for Aboriginal peoples in Canada is a very complex issue. There are various sources of funding and differing ideas of rights and responsibilities of governments, communities and individuals. Currently healthcare is provided through federal, provincial and territorial, and also through Aboriginal organizations on a local level. Therefore, the provision of healthcare to Aboriginal people in Canada comes down to being an issue of policy, and following the implementation of universal healthcare for all Canadians; this issue has often been deferred. The provinces then, are required to provide a great number of services to the Aboriginal population both on the reserve, and those in other rural or urban areas (Fiske & Browne, 2006). A historical review of health policy is necessary to demonstrate the importance of a historical perspective to health, and how it has affected the urban Aboriginal population. 

The health of the Aboriginal population in Canada prior to contact with Europeans was not illness-free. Forensic osteology and anthropological research has demonstrated findings of famines and nutritional diseases, parasitic infections, injuries and other diseases marked on the skeletal remains of pre-contact populations (Waldram et al., 2006). Aboriginal populations at this time dealt with these conditions using traditional practices and healings. At the time of contact in the 1500’s, the disease profile of the Aboriginal population shifted, with deadly infectious diseases being introduced into Aboriginal communities by Europeans and through the trapping and trade networks (Adelson, 2005; Waldram et al., 2006). While infectious diseases such as smallpox, influenza and tuberculosis were among the deadliest illnesses among the Aboriginal population, the social circumstances of the Aboriginal encounter with disease is also important due to the increasing impact that contact and trade was having on Aboriginal communities socially and politically (Waldram et al., 2006). With the development of reservations and settlements, close to European posts, urban diseases began to emerge and affect Aboriginal populations that had once moved across the land and avoided contact with other peoples, these were exacerbated by “urban” effects, such as cramped and inadequate housing, poor sanitation and water sources, and limited, nutritionally-poor food sources (Adelson, 2005; Waldram et al., 2006). With the uptake of disease and illness following contact, came contact with European healthcare practices.

Prior to confederation in 1867, only simple practices existed with regards to the ways in which the health of Aboriginal people would be treated. The earliest Aboriginal contact with biomedical healthcare came with missionaries and fur traders, who offered only rudimentary healthcare services in addition to support religious or HBC causes. Healthcare provision for Aboriginal people from the time of contact has been done with ulterior motives to benefit the state, and to control and assimilate the Aboriginal population (Adelson, 2005; Waldram et al., 2006; Mashford-Pringle, 2011). 

At time of confederation in 1867 with the British North America Act, the federal government in Canada took responsibility for the Aboriginal population, without immediately offering any form of healthcare services (Waldram et al., 2006). The earliest federal approaches to Aboriginal health were concerned primarily with public health and dealing with infectious diseases, protecting the health of the non-Aboriginal population, and promote assimilation (Lemchk-Favel & Jock, 2004b). The process of assimilation of the Aboriginal population through policies and services had an extremely detrimental effect on social conditions and health (Mashford-Pringle, 2011).

The history of federal responsibility for Aboriginal health goes back to the Indian Act of 1876, designed to facilitate the administration of programs and services to Aboriginal people, and to facilitate the process of assimilation (Waldram et al., 2006). The Indian Act served to define who would be considered a “status” Indian, and only those with status were granted the right to services essentially making Aboriginal peoples wards of the state (Waldram et al., 2006; Mashford-Pringle, 2011). While in Section 91 of the Indian Act states that responsibility for Indians and land reserved for Indians is that of the Federal government, Section 92 shifts responsibility for developing and providing human services to Indians to the provinces (Warry, 1998). Many early policies affecting health took little consideration of the Aboriginal population, which was largely isolated on poor-quality reservation land in the beginning of the 1900s (Mashford-Pringle, 2011). Often, where missionaries held responsibility for healthcare, they maintained a greater control over the education of Aboriginal people (Waldram et al., 2006). The development of the residential school system took Aboriginal children away from their families and communities to learn limited reading and writing skills, as well as labour skills, banning the practice of Aboriginal traditions and the speaking of Aboriginal languages (Mashford-Pringle, 2011). Residential schools caused spiritual, emotional, mental and physical abuse to Aboriginal children and youth, which persist to affect the health and wellbeing of families and communities through history. 


Responsibility for Aboriginal health went back and forth between the government, church and traders until the proclamation of universal healthcare and hospital insurance for all Canadians in 1971 (Waldram et al., 2006). At the time, the federal government took responsibility of providing care directly to Aboriginal populations in remote and northern areas, those in the south or living within cities utilized provincially provided services, which were able to bill back to the federal government (Waldram et al., 2006). The frequent shifts in responsibility demonstrate the instability and precariousness of Aboriginal health policy in Canada.

The Minister of Health released a Federal Indian Health Policy in 1979, which sought to provide community development in order to improve Aboriginal health (Mashford-Pringle, 2011; Gabel, 2013). This health policy consisted of three main pillars, including community development, advocacy, and integrated, comprehensive health systems (Mashford-Pringle, 2011; Gabel, 2013). The first pillar was the most significant, intending to remove conditions of poverty that exist within Aboriginal communities, while providing economic, cultural and spiritual development (Gabel, 2013). This policy supported the integration of Aboriginal culture and traditions in Aboriginal healthcare, and stated that Aboriginal people could develop and maintain their own health systems (Mashford-Pringle, 2011). This was the first Canadian policy that acknowledged the impoverished conditions of many Aboriginal communities, as well as acknowledged a need for an integration of Aboriginal culture in healthcare. Gabel (2013) states that this policy never resulted in a strategy to meet its goals, leaving these forward ideas dormant.

In 1989 the Health Transfer Policy was introduced by the federal government, in an effort to help increase the involvement of Aboriginal peoples and communities in healthcare, policy and services (Adelson, 2005; Waldram et al., 2006; Gabel, 2013). This policy was born out of the federal government’s intent to begin an integration of Aboriginal healthcare and the national healthcare system (Adelson, 2005). Health Transfer Policy came about following a long series of consultations between Aboriginal peoples and the Canadian government on how to address the inequalities that existed between the Aboriginal population and the general population (Lavoie, 2008 in Gabel, 2013). The policy allowed the Canadian government to transfer their healthcare funds to Aboriginal communities, where communities were intended to control the administration of both community and regional programs, where knowledge, capacity and funding is transferred from the government to communities so that they are able to facilitate their own health resources based on community needs (Adelson, 2005; Gabel, 2013). The Health Transfer Policy has provided greater community involvement in healthcare since it’s inception (Maar, 2004), however, this policy does not necessarily allow for self-determination on healthcare among Aboriginal communities, and remains in place presently. The Health Transfer Policy represents another policy where Aboriginal communities were consulted and are included in making decisions, but where the Federal government controls funding allotments for mandatory programs there is little flexibility.

Healthcare provision for Aboriginal peoples is very complex at this point in time. This is largely due to the differences in responsibility taken for providing care. The current state of healthcare provision to the Aboriginal population in Canada is still a patchwork of policy and programs, with significant overlaps and gaps (Gabel, 2013). The provision of services remains a debate between the federal and provincial governments, and also concerns municipal governments in cities with a large Aboriginal population. Gabel (2013) states that the participation of all three levels of government makes the healthcare system highly complicated and uncoordinated. The federal government continues to primarily concern itself with the reserve population, while provinces, such as Ontario, pick up responsibility in other areas. The urban Aboriginal population is perhaps most significantly affected by the lack of clarity when it comes to healthcare service provision, as it is often located within a policy vacuum (DeVerteuil & Wilson, 2010). Health services provided within cities fall within the jurisdiction of provinces, with the exception of the federally funded non-insured health benefits (NIHB), which include eye and dental care, and some drug coverage (Lemchuk-Favel & Jock, 2004b). Municipalities or regional health networks may provide healthcare services directed towards the Aboriginal population within their urban boundaries, making provision even more complex and confusing to Aboriginal clients. These policies and practices that have approached Aboriginal health have taken effect on the health outcomes, and the persistence of health inequalities within the Aboriginal population. Lack of clarity over government responsibility to fund provisions has consistently led to gaps in service, and attempts to integrate and facilitate Aboriginal control over health-related decisions and programs have afforded governments with the final decision over program direction.

The Effects of Health Policies on Aboriginal Peoples

The majority of Aboriginal health policies in Canada have addressed specific health or social problems, and seek to address and reduce them. Aboriginal health policies have historically taken a biomedical approach to health, addressing diseases and avoiding their social causes (Ghosh & Spitzer, 2014). This narrow approach focuses on the absence of disease or illness, and neglects the other determinants of health such as poverty, living conditions, unemployment, and education (Newbold, 1998). The social safety net within Canada offers policies that address poverty and unemployment through a variety of federal and provincial assistance programs. Within Ontario specifically, programs such as Ontario Disability Services Program (ODSP) offer support to individuals who are unable to work, as well as the Ontario Works (OW) program, which provides financial support to those who are seeking employment. Anti-poverty policies and programs such as these are set in place to ensure that individuals requiring support are able to have some financial needs met. 

Health policies in Canada also affect the way that Aboriginal people experience healthcare. While in some respects Aboriginal people are constructed as empowered or in control of their care, policies also serve to marginalize and discredit them within a biomedical system (Fiske & Browne, 2006). When policies and health services shift from providing generalized care to providing care with ‘cultural sensitivity’ as a solution to health problems or inequalities related to racism or colonialism, there is often little done to address the imbalanced power relations that continue to exist between service providers and their Aboriginal clients (Fiske & Browne, 2006). Fiske and Browne (2006) write that providing care using cultural sensitivity, can actually ‘other’ Aboriginal clients where it is supposed to eliminate the difference between the provider and the client. 


Aboriginal health policies are often designed with a one-size-fits-all attitude. However, urban centres represent highly diverse spaces, within and between Aboriginal populations. Because Aboriginal individuals come from differing linguistic, cultural, socioeconomic and educational backgrounds, and have differing legal statuses, the common pan-Aboriginal approach to health policy and service delivery is not acceptable (Ghosh & Spitzer, 2014). Culturally appropriate care and policy therefore must acknowledge and consider the diversity of the Aboriginal population (Ghosh & Spitzer, 2014). These findings support the idea that simply aiming to ‘provide culturally sensitive care’ is not enough in order to reduce the health inequalities faced by the Aboriginal population and may actually serve to widen the gap between providers and clients.


The provision of additional health services (NIHB) to Aboriginal people in Canada through Federal policies, rather than provincial policy can also serve to construct Aboriginal people as unworthy recipients, of what non-Aboriginal communities would deem as generous policies (Fiske & Browne, 2006). Non-Aboriginal people come to resent Aboriginal people over the unequal access to Federal resources, or as receiving a significant something for nothing (Fiske & Browne, 2006). These feelings further serve to negatively affect the way the Aboriginal client is perceived within the healthcare services setting. As an example, the well-meaning act of Health Transfer, which promises empowerment and control to Aboriginal communities and clients, has served to ghettoize and discredit Aboriginal clients as medical subjects (Fiske & Browne, 2006). By failing to be healthy, or failing to quit health-negative behaviours, Aboriginal clients are perceived by non-Aboriginals, and service providers as having failed to uphold a Federal policy, perpetuating the existing inequalities between the Aboriginal and non-Aboriginal populations (Fiske & Browne, 2006). This perspective reflects a behavioural explanation for health outcomes, which remains held by much of the non-Aboriginal population. 

Health Transfer, in providing more authority to Aboriginal communities, has allowed Aboriginal clients to gain credit within their own healthcare system. However, when navigating between traditional systems the dominant mainstream system, as they so often must, Aboriginal clients find themselves dismissed or misunderstood by service providers (Fiske & Browne, 2006). Warry (1998) states that inequalities between Aboriginal and non-Aboriginal people in Canada can be reinforced through Health Transfer, by allowing the province to influence perceptions of community need and capacity. Furthermore, Adelson (2005) states that the fatal flaw of Health Transfer is that is reproduces the dependent relationship that already exists between the Aboriginal population and the government, where Aboriginal communities must continuously have programs and plans approved by the federal government. Additionally, the Health Transfer Policy does not recognize the important role of traditional healers in Aboriginal health, or fund the training of Aboriginal healthcare professionals (Adelson, 2005). Without addressing the role of traditional healing, and the importance of an Aboriginal healthcare workforce, the Health Transfer Policy limits the efficacy of it’s funding in Aboriginal communities. The Health Transfer Policy remains a work in progress and is far from perfect, Gabel (2013) states that it is difficult to know conclusively what impacts this policy has had on Aboriginal health. However, it is evident that health policy, and it’s language and delivery, can stand as a barrier to accessing care among Aboriginal clients, and as a wall between clients and providers. 


If health policy in Canada is directed toward improving the health of Aboriginal people, it will depend on the types of improvements made to socio-economic conditions, by paying attention to the SDOH and including the participation of Aboriginal people in decision-making and planning (Newbold, 1998). Simply providing more healthcare services and funding will not address or reduce Aboriginal health inequalities (Newbold, 1998). Therefore, the SDOH must be acknowledged in policy.

Barriers to Utilization and Access of Healthcare Services

Utilization and access to healthcare services are considered important determinants of Aboriginal health (Wilson & Rosenberg, 2002). However, it has been repeatedly confirmed that access to healthcare alone will not serve to improve health status, or eliminate existing health inequalities (Newbold, 1998; Adelson, 2005). The health of Aboriginal peoples in Canada has historically trailed well below the health of the general population, even since the implementation of universal healthcare, and the delivery of specialized programs. Often, the persistence of health inequalities has been blamed on inadequate funding of Aboriginal healthcare programs, along with the assumed trend of Aboriginal people avoiding mainstream care (Newbold, 1998). However, health inequalities cannot be explained by an inadequate healthcare system alone, therefore, even if health differences are acknowledged, the current system may not be adequate to meet Aboriginal health needs. Furthermore, simply providing more health related services is not a solution (Newbold, 1998). Services that are made available to the Aboriginal population are often inadequate and fail to consider Aboriginal meanings of health and Aboriginal-specific health inequalities, creating barriers to care (Adelson, 2005). A summary of literature on barriers to healthcare services provides an understanding of the current knowledge as shown in Table 1.
Table 1: Barriers to utilization and access to healthcare services summary.
	Barrier
	Description
	Example

	Negative interactions between service providers and Aboriginal clients
	The quality of interactions between Aboriginal clients and service providers are a SDOH. Health inequalities may be exacerbated by problems in communication between client and provider (Towle et al., 2006). Such issues include discrimination and racism.
	· Aboriginal clients believe attending physicians have assumed they were intoxicated. (Sherley-Spiers, 1989).
· Female Aboriginal clients reprimanded for bad mothering for bringing their ill child in too late to be treated effectively. (Sherley-Spiers, 1989).

	Fear of judgement
	Based on past experiences, or those of friends or family, Aboriginal people may avoid seeking care within the mainstream setting due to a fear of being judged by non-Aboriginal service providers.
	· Aboriginal clients often feel discriminated against by service providers based on ethnic identity and SES (Levin and Herbert, 2004).
· Urban Aboriginal people fear judgement based on their appearance as living in poverty in inner city neighbourhoods (Browne et al., 2011; Baker & Giles, 2012).

· Aboriginal clients feared being conceived by mainstream service providers as “drug-seeking” (Browne et al., 2011). 

	Lack of culturally appropriate (competent, safe) healthcare
	Access to culturally competent care has been identified as crucial to providing adequate health services to Aboriginal clients (Ghosh & Spitzer, 2014).
	· Providers who were sensitive and open to cultural differences found it easier to establish good, trusting relationships with clients (O’Neil, 1986). 
· Pan-Aboriginal framework in health services makes clients feel marginalized and alienated (Ghosh & Spitzer, 2014; (Senese & Wilson, 2013). 

	Lack of responsiveness of healthcare services to Aboriginal clients
	Aboriginal clients have diverse and additional needs within the SDOH, affecting their ability to access and utilize healthcare services.
	· Aboriginal clients need longer clinical hours and flexible hours for physical and social activities at health centres (Ghosh & Spitzer, 2014).
· Transportation to appointments and childcare services to single parent families needed by urban clients (Ghosh & Spitzer, 2014).



Experience with the healthcare system can have a positive or negative effect on an individual’s use of services in the future. For Aboriginal people in Canada, experience with the mainstream healthcare system can serve as a significant barrier. Less than one percent of Canadian doctors are Aboriginal, therefore, medical care for Aboriginal people in Canada is provided by non-Aboriginal doctors (Towle et al., 2006). The perspectives and sensitivities of these service providers are also important when looking at the interactions between healthcare services and Aboriginal clients. Aboriginal clients fear being dismissed or denied help by medical professionals based on their visibility as Aboriginal, and the racist assumptions that may be applied to their identity (Browne et al., 2011). Common medical discourse places people that are living in poverty, homeless, or substance users as undeserving of medical help, and Aboriginal clients perceive these attitudes among medical professionals in Canada (Browne et al., 2011; Baker & Giles, 2012). The Canadian context within which these interactions occur further reduces Aboriginal people as being dependent on the healthcare system, and undeserving of the benefits provided to them by the government (Warry, 1998). Research has demonstrated that Aboriginal clients fear and distrust mainstream healthcare settings, as they have experienced discrimination and stigmatization from service providers (Levin & Herbert, 2004). These perceptions reflect the persistence of colonial attitudes and beliefs within the mainstream healthcare system. 


A significant barrier to healthcare is access to traditional, or culturally appropriate care. In many cases, instead of integrating traditional care, mainstream services defer Aboriginal clients elsewhere to receive cultural healing, negatively affecting the efficacy of treatment. Ofterntimes, culturally sound approaches are often both desired and needed to effectively address the health needs of Aboriginal people (DeVerteuil & Wilson, 2010). Therefore, the success of healthcare systems and methods that do not integrate Aboriginal concepts can be limited with respect to Aboriginal clients. While mainstream experiences of Aboriginal peoples have been explored, there is little research offered on the use of traditional health services, particularly among the urban Aboriginal population (Wilson & Young, 2008). While urban Aboriginal people use mainstream health services, they also seek traditional healing, which may not be as accessible within the urban setting, therefore there remains paucity in the understanding of traditional healthcare use among urban Aboriginal Canadians.

There remain significant issues related to healthcare services and Aboriginal clients, signifying a need to address Aboriginal-specific needs and health inequalities. Adelson (2005) states that while there are many successful culturally-appropriate urban Aboriginal health resources in Canada, there remains a poor understanding of urban Aboriginal healthcare needs, barriers to access, and limited resources for the urban Aboriginal poor living in cycles of poverty, unable or fearful to access healthcare and social services. Urban Aboriginal healthcare organizations may face further challenges in providing care to clients who are homeless or transient, as they have no way to maintain contact with them (Lemchuk-Favel and Jock, 2004b). This marks the importance of location of healthcare service and mobility of the urban Aboriginal population.


Location of healthcare services is important to Aboriginal health particularly within cities, where mainstream healthcare services are scattered throughout the city. Poonwassie and Charter (2001) state that in many cases, at the municipal level, Aboriginal people are frequent users or services, yet their needs remain untargeted and ignored within the mainstream system. Urban settings are places where Aboriginal people are not thought to have a special status or require culturally appropriate, planned services or programs (DeVerteuil & Wilson, 2010). This persistent line of thinking has affected the way that Aboriginal people utilize services within cities and indicates the continued need for accessible, Aboriginal-focused healthcare and social service centres.

The accessibility of services is considered a determinant of Aboriginal health and must be considered when investigating Aboriginal health service use (Wilson & Cardwell, 2012). Aboriginal clients in Ontario have expressed frustration with the ways in which policy-makers and policies determine the design and delivery of Aboriginal health services within the city, including the location of health centres, often assuming that the majority of the urban Aboriginal population lives within the downtown core of cities (Ghosh & Spitzer, 2014). The positioning of Aboriginal health centres in the core of the city may not make it accessible to all Aboriginal clients, and may create barriers to accessing care (Ghosh & Spitzer, 2014). Inner-city healthcare organizations, both Aboriginal-focused and not, may feel constrained by the limited physical space that they have access to in providing culturally appropriate treatments and programs, such as sweat lodges and powwows (DeVerteuil & Wilson, 2010). Facilities that do not have enough physical space to provide such services may have to rely on moving people to and from rural or reserve settings to accommodate cultural needs and treatment methods. This may limit participation and increase programming expenditures, demonstrating the need for culturally appropriate spaces that acknowledge the importance of providing accessible, culturally safe and effective treatment and programming.

Mobility has been identified as a crucial factor affecting Aboriginal health, service use and policy planning. Aboriginal people are more mobile than other Canadians, and the number of Aboriginal people who are moving away from reserve lands into urban centres is rising (Adelson, 2005). This represents a significant shift in the geographic profile of Aboriginal people in Canada, where the majority of Aboriginal people do not live on reserve lands, contrary to public belief (Adelson, 2005). This high level of movement and mobility place a challenge for policy implementation and program planning, especially with regards to Aboriginal-focused education, social services, housing and healthcare, and this is confounded in urban areas (Adelson, 2009). Snyder and Wilson (2012) found cities with a very visible Aboriginal population had well-established Aboriginal health and social services. However, cities like Toronto or Hamilton have a more mobile population, making it less visible; these cities therefore have fewer services, and less of a history of providing specialized care to the Aboriginal population, which may make it difficult for newcomers to access both conventional and traditional healthcare services (Snyder & Wilson, 2012). 


Urban Aboriginal newcomers to Toronto were more likely to utilize mainstream healthcare services, but were less likely than long-term residents to utilize traditional services, indicating an unmet health need among the urban Aboriginal population (Snyder & Wilson, 2012). Urban newcomers may actually find a lack of services within the city and they that they have a marginalized and compromised status (Adelson, 2005). While moving into an urban setting may seem like a beneficial move with respect to accessing healthcare services, many of those that have moved out of reserves without the necessary education, social support or skills will find that they are outside of the mainstream within the urban setting (Adelson, 2005). Because cities in Ontario have a less established Aboriginal healthcare landscape, urban residents may feel compelled to leave the city to seek both traditional and Aboriginal-focused primary care on reserve. 


It is clear that there are many factors that affect health and healthcare services that stem from issues of urban poverty. As the urban Aboriginal population continues to grow and make up increasing proportions of the urban population in many cities within Ontario, it is becoming more necessary that healthcare services and organizations strive to integrate and meet their needs (DeVerteuil & Wilson, 2010). This is critical in addressing and working to reduce the health inequalities faced by this population.

Service Provision in Aboriginal Organizations

Aboriginal primary healthcare organizations are limited within Canada, however, a series exist within Ontario as Aboriginal Health Access Centres, and also within the Western provinces. These facilities and organizations must work to provide culturally safe, integrated care combining Aboriginal knowledge and mainstream practice. Within a northern AHAC, the traditional Aboriginal strategy of life-long learning is practiced among both Aboriginal and non-Aboriginal service providers by offering or referring clients for traditional teachings, allowing a deepened understanding of clients, and a more holistic approach in providing care (Maar & Shawande, 2010). Clients stated that service providers were supportive of traditional healing approaches, and made these options available, leading to an increasing community interest in traditional healing. This demonstrates that clients feel comfortable utilizing traditional services, and sharing this information with their clinical service providers, despite research that shows that the majority of those who use traditional healing do not share this information with their primary care worker (Maar & Shawande, 2010). Often, this is assumed by researchers to be linked to the identity of the service provider, and whether the client is comfortable sharing this information with a non-Aboriginal or Aboriginal service provider.

As noted earlier, there is a scarcity in Aboriginal health professionals and service providers. This puts a strain on Aboriginal healthcare organizations when it comes to hiring, and may affect utilization of services by Aboriginal clients, representing a determinant of their overall health (Maar, 2004). Aboriginal health organizations must consider whether it is best for their clients to hire an individual with knowledge of the Aboriginal community and their needs, but who lacks formal experience, or a trained non-Aboriginal person who may not have worked in an Aboriginal healthcare setting (Maar, 2004). Service providers who lack formal training may face burnout as they become overwhelmed with the job, and non-Aboriginal providers may face significant cultural barriers leading to frustration (Maar, 2004). Maar (2004) states that within some communities however, clients may prefer to seek care from providers who are not entrenched in the community, as they may provide more confidential services, however both providers and clients see cross-cultural service provision as a challenge.

Service provision within Aboriginal organizations is often determined by available funding and program planning held at the community level. The changes that come with funding opportunities and availabilities and targeted program adjustments often take a heavy toll on human resources (Maar, 2004). Through these changes, the roles of service providers also fluctuate, and do so quite often (Maar, 2004). Changing roles and role requirements add to the stress of the already demanding job of service provision within an Aboriginal organization, contributing to high staff turnover rate within this setting, in some cases as often as four times within five years (Maar, 2004).


The perspectives of social service and healthcare providers working within an Aboriginal organization have not been well studied. However, issues have been found in the recruitment of health providers in Aboriginal organizations (Lemchuk-Favel & Jock, 2004a). Ghosh and Spitzer (2014) state that such providers experience insecurity within their professional careers. Further, service providers entering an integrated care setting where mainstream care and traditional healing are offered face a considerable learning curb, which may contribute to a high rate of staff turnover in this setting (Maar & Shawande, 2010). This could be a factor for service providers deciding to work in Aboriginal healthcare or social services. However, providers within this setting are noted as dedicated and committed to offering their best efforts to improve the health of their clients (Ghosh & Spitzer, 2014). It is important to understand the perspectives and experiences of service providers as they have powerful voices in affecting society’s views and choices about health (Marmot et al., 2008). Health and social service providers may also have important understandings of the efficacy of directing care towards the social causes of illness through the healthcare system (Marmot et al., 2008).


There is no end to the ways that service providers engage with the SDOH, as determinants such as poverty, housing, food insecurity and social exclusion have been found to be the primary precursors for nearly all health concerns (Raphael et al., 2008). Therefore, Raphael and colleagues (2008) state that it is health workers, service providers that can shift public, professional and policymaker perspectives from their focus on biomedical and behavioural health models to a SDOH framework by presenting stories and examples about the impact of the SDOH on their clients’ lives. This demonstrates the need for qualitative research into the perspectives of service providers on the health of their clients, as this can produce vivid images and justify the importance of the SDOH on health and health inequalities and how a SDOH approach can effectively address the issues of health and wellbeing (Raphael et al., 2008).
Distal Determinants of Aboriginal Health


The distal determinants of Aboriginal health can affect the intermediate and proximal SDOH and help to explain the causes of inequality experienced by the Aboriginal population. Inequities in health cannot simply be regarded as caused by lifestyle, behavioural or cultural issues, but they are the result of the interactions between social, political and economic determinants, and other systemic forces, severing ties to traditional ways of life and disrupting Aboriginal social systems, which ultimately affect health status and access to health care (Browne et al., 2011; Richmond et al., 2007). 

The history and geography of Canada’s Aboriginal people have been subjected to assimilationist policies and practices (Richmond & Ross, 2009). These long-serving policies and practices have left the Aboriginal population marginalized from the political, social and economic aspects of society (Adelson, 2005; Warry, 1998; Richmond & Ross, 2009). Canada’s Aboriginal peoples have been physically displaced from traditional lands, a historical practice that allowed the government to control the movement of Aboriginal people, and acquire more land for itself (Richmond & Ross, 2009). The land is an important part of Aboriginal culture, affecting the health and wellbeing for individuals and communities. The displacement and forced settlement on reserve lands negatively affected traditional Aboriginal cultures and ways of life (Richmond & Ross, 2009). This has negatively affected Aboriginal culture, placing stress and trauma onto whole communities and Nations (Richmond & Ross, 2009).

Aboriginal communities were also subject to forced assimilation, where through intense missionary efforts and the establishment of church-run residential schools, Aboriginal peoples were again subjected to significant cultural loss (Richmond & Ross, 2009). These processes to assimilate Aboriginal people into mainstream society undermined the social and cultural structure of Aboriginal communities, which were supported and strengthened by the family, and the sharing of culture and tradition, effectively destroying Aboriginal identity for many individuals and their communities (Richmond & Ross, 2009). Traditional practices, such as dances, ceremonies, language, and medicine and healing were forbidden, and in some cases outlawed, politically displacing Aboriginal peoples from their culture (Richmond & Ross, 2009). 


Racism is frequently cited as a distal determinant of Aboriginal health. Warry (1998) differentiates between racism and discrimination where racism is an attitude and discrimination is an action, leading to marginalization of a culture. Systemic racism is an attitude inherent in some institutions and organizations (Warry, 1998). It is systemic racism that persists in the education system and healthcare system, where Aboriginal peoples are depicted negatively, and provided for inappropriately (Warry, 1998). Systemic racism is often subtle and easily denied, yet it remains present in contemporary society after a history of legislated discrimination in Canada (Warry, 1998). Racism limits the ways that governments respond to Aboriginal needs, and is seen in how the government tends to favour Western practices and fails to recognize Aboriginal knowledge as critical in the development and self-control of Aboriginal communities (Warry, 1998). Warry (1998) states that Aboriginal practices can offer unique answers to issues that are faced within communities and can provide important information that can help to adjust the social, political, medical and legal systems operating in mainstream society to better meet the needs of Aboriginal peoples.  


The existence of persistent health inequalities among the urban Aboriginal population are both caused and reinforced by the existing healthcare system, and policy setting, and the constraints and barriers put in place by them (Newbold, 1998). Any future research on the social determinants of Aboriginal health cannot advance without recognizing the complex historical, social and political context that has served to shape the health and inequalities faced by the Aboriginal population in Canada (Richmond & Ross, 2009). Furthermore, an integrated approach to the SDOH and health inequalities is needed in order to understand such complex processes that take place in the form of assimilation, colonialism and racism on health outcomes (Richmond & Ross, 2009). 
Summary and Rationale for Current Research

Current literature on Aboriginal health inequalities has explored important issues regarding various SDOH within unique settings, including specific diseases, barriers to access and health policy in rural, reserve and urban populations. A historical perspective has been critical within this literature in understanding the underlying causes for such drastic disparities between the Aboriginal and non-Aboriginal or Canadian population. Literature coming out of the social sciences has provided understandings largely from the experiences of Aboriginal clients, and has provided some perspectives from service providers. It has been noted that there remains little knowledge on the unique health needs of the urban Aboriginal population, and minimal understanding of the way health inequalities are viewed and addressed within an integrated Aboriginal healthcare system. This research aims to fill these gaps, first by providing insight to the development of the Aboriginal health policy in Ontario, and then by examining the ways service providers within an urban AHAC perceive health inequality and address the needs of their clients.

This research utilizes a SDOH framework to guide the project and analysis. The SDOH framework provides a broad approach to the study of health inequalities, but is narrowed here to draw attention to the specific SDOH of the Aboriginal population and the ways that these contribute to persistent inequalities. This framework has been found to be useful to understand health inequalities because it considers health inequalities from multiple avenues, including the behavioural, material, psychosocial and along the lifecourse. In addition, the SDOH framework is applicable here because it values the perceptions of not only the public and healthcare clients, but also those of service providers and policy makers, supporting the study population which includes both mainstream and traditional service providers and provincial government officials.

Aboriginal Health Access Centres make up some of the first integrated healthcare organizations within Canada, where traditional Aboriginal approaches to health and healing are respected, promoted and offered both independently and integrated with mainstream medical care. Aboriginally focused organizations assist in providing a sense of balance between the physical, mental, emotional and spiritual aspects of life for clients seeking care and acknowledge the SDOH unique to their service population (Ghosh & Spitzer, 2014). Therefore, AHACs serve as an excellent site to attempt to further understand urban Aboriginal health, and the ways that health inequalities are being addressed within the urban setting. 

CHAPTER FOUR: METHODS

This project examined the history of current Aboriginal health policies in place within the province of Ontario, and the perceptions of service providers within an urban integrated care setting on the needs of their clients and what is required to address the health inequalities experienced by them. The nature of this project required research to be conducted through a qualitative framework, which would allow an exploratory approach to a sociological and medical anthropological question. A qualitative approach was considered to be most appropriate in being sensitive to the cultural and professional differences that exist within Aboriginal communities in Canada, and also within Aboriginal organizational communities (Gabel, 2013). Conducting qualitative research to address the objectives of this project is most suitable, because it allows for a narrative and dialogue to come about, leaving room for cultural safety and respect, as well as to allow participants to share their knowledge, both practical, professional or traditional, within the research setting. 


In order to meet the objectives, the research utilized two methods of data collection. The first method consisted of a document review including books, government documents and academic articles about Aboriginal health policy in Ontario. The second method consisted of semi-structured interviews with ministry officials who have experience working with the Ontario Aboriginal Healing and Wellness Strategy, a crucial health policy and set of programs provided within the province to Aboriginal people. A second set of semi-structured interviews was held to investigate the perspectives of service providers working within the setting of an urban Aboriginal Health Access Centre, including staff from all areas of the Centre, such as traditional healing staff and clinical staff. Due to the small number of urban AHACs within the province and the limited number of providers employed within this setting, the site will remain unnamed within this thesis, so as to ensure the confidentiality of participants. The AHACs were originally mandated as part of the AHWS, and so they serve as an example of how policy and programming translate on the ground. The findings from this project were intended to provide a clear understanding of the history and current state of Aboriginal health policy in Ontario and an overview of service provision and the views of service providers within an urban integrated care setting on health inequalities and the needs of their Aboriginal clients. This information was intended to provide a better understanding for the general public, as well as policy makers, about Aboriginal health policy and the suggestions of current service providers in a unique and comprehensive care setting. Further, this project was intended to add to the literature on the SDOH, and how this framework is applicable to Aboriginal health, and the study of health inequalities among the urban Aboriginal population. The ultimate goal of this research was to demonstrate how health inequalities among urban Aboriginal people in Ontario should be addressed by policy in the future.
Document Review


Sample


For the document review component of this research, 10 documents from various sources, including government webpages, policy documents, organizational reports and academic books and articles, were read and analyzed based on their subject of the AHWS or AHP. The criteria required for this sample was information on the history and development AHWS and AHACs. A search using McMaster’s electronic library resource provided one academic book. All other documents were systematically selected by searching government websites and accessing public documents through government websites, or through Aboriginal organizations. Additionally, a dissertation on Aboriginal health policy in Ontario was specifically selected for it’s content and review of the AHWS. The sample size of this component was small based on the specific focus on the AHWS. A total of approximately 20 documents and webpages were uncovered. Documents that provided only quotes of the policies, or only mentioned the AHWS were left out of the sample. The 10 documents that made up the final sample were included due to their originality, their importance in provincial policy as executive summaries or longitudinal reviews, and the quality of their historical review in discussing the AHWS from inception to present day. Included within the 10 documents were direct and indirect sources that spoke in part about the AHWS.


These types of documents are very useful to developing an understanding of the policy and programs reviewed in this research. As Atkinson and Coffey state, a researcher must be clear about what these types of documents can and cannot be used for (1997, as quoted in Silverman, 2000, p. 826). Documents such as the ones utilized here are “social facts” because they were “produced, shared and used in socially-organized ways” (Atkinson & Coffey, 1997, as cited in Silverman, 2000, p. 826). This means that they have been written and delivered publically as fact, however, they cannot be called “transparent representations” of the AHWS, the AHACs, or the people that work on and within them (Atkinson & Coffey, 1997, as cited in Silverman, 2000, p. 826). Furthermore, documents cannot be used in place of other kinds of data, especially when trying to study human experience or the inner workings of an organization or policy (Atkinson & Coffey, 1997, as cited in Silverman, 2000, p. 826).  Atkinson and Coffey (1997) state that this is not reason to ignore documents, rather, the very fact that these documents have been written, published and made accessible to the public is the very reason that they should be taken seriously (as cited in Silverman, 2000, p. 826). Therefore, studying the written policies, and documents about the AHWS, was crucial to understanding the history of the AHWS, and to responding to my research objective.


Data Collection


Data was collected through a document review of 10 different types of documents including official policy statements, executive summaries, longitudinal study reports, government webpages, academic books and a dissertation. This method of data collection was selected in order to provide a historical background on the AHWS and the AHACs, as well as to provide a foundation on which to formulate a line of inquiry about the development of the Strategy and AHACs, and how the AHWS currently operates. The review of relevant documents is important when conducting qualitative research, especially when reflecting on a point in history, or a process over time. Marshall and Rossman (2006) state that a document review is the most unobtrusive form of qualitative data collection methods. Marshall and Rossman (2006) state that historical knowledge and contextual information on a specific subject comes from the review of documents. Additionally, a document review can be used to supplement data collected through interviews (Marshall & Rossman, 2006). In this project, interviews were used to supplement and add to the information that was collected through the document review, and to speak to some of the details that left out of these documents, for example, an explanation as to how and why the AHACs are no longer funded under the AHWS. 


Analysis

The document review was conducted through a content analysis (Marshall & Rossman, 2006). The greatest strength of content analysis is its unobtrusiveness, and that it can be conducted without disturbing the research setting (Marshall & Rossman, 2006).


The content analysis of documents began taking place in January 2014. A selection of books, academic papers, dissertations, public and government documents about the AHWS was used to approach the first research question and objective:


Question:

1. What was the historical and political context for the development of Aboriginal Health Access Centres in Ontario as part of the Ontario Aboriginal Healing and Wellness Strategy? What are the current goals of the Strategy?

Objective:

1. Describe the past and current policy strategies to address Aboriginal health in the urban setting in Ontario.


The purpose of an initial document analysis was to gather relevant information about the AHWS and the development of AHACs, so as to inform the interview guide for participants according to the SDOH framework, and to gather an understanding of the tone and themes found within this policy. 


These documents were analyzed for the information offered about the AHWS and AHACs, and close attention was paid to themes emerging from the text. Themes were determined based on the focus, stress or repetition applied to an idea, term or phrase. These themes appeared at least once in each of the published documents, including the book, dissertation and executive summaries. Government webpages provided supplementary information in support of these themes. From the document analysis four main themes emerged in response to the research question:

1. A need for a comprehensive Aboriginal health policy [and strategy] in Ontario

2. Integration and collaboration with Aboriginal communities and interest groups

3. Offer improved access to holistic care

4. Targeting family violence


These themes stood as a foundation, to which the results from my analysis of interviews with ministry officials would be applied.
Semi-Structured Interviews


Setting


This study set out to review current Aboriginal health policies in Ontario and to determine how service providers perceive the health inequalities faced by the urban Aboriginal population and the methods that are taken to address these needs. The setting of an urban Aboriginal Health Access Centre provides an interesting and ideal location to seek the answers to this question, as these centres provide specific and specialized care to the urban Aboriginal population in Ontario through both conventional and traditional streams. AHACs are funded and supported through the province, therefore they serve as a primary access point for Aboriginal people to seek and receive Western medicine. These centres are unique from conventional access points because they offer a wide range of services under one roof, including advocacy, health promotion, social workers and traditional healing. The other goal of this project was to examine whether service providers acknowledge and utilize a certain approach to care in order to understand how professionals conceptualize the needs of their clients.


Any research concerning Aboriginal people in Canada, or their history, culture or health is held to additional ethical standards set by individual research ethics boards and national funding bodies. AHACs employ both Aboriginal and non-Aboriginal service providers, and while participants in this research may or may not be Aboriginal, the project was developed to address Aboriginal health and therefore had to make additional considerations. Chapter 9 of the Tri Council Policy Statement: Ethical Conduct for Research Involving Humans (TCPS 2) entitled “Research Involving the First Nations, Inuit and Métis Peoples of Canada,” was designed to provide a guiding framework for conducting research involving Aboriginal peoples (CIHR, 2010). This framework is to be used in addition to the guidelines provided by the Aboriginal community involved (Gabel, 2013). This guide encourages engagement between Aboriginal communities and researchers and acknowledges that historically, research on Aboriginal peoples was conducted by non-Aboriginals (CIHR, 2010).


Aboriginal Health Access Centres can be considered an organizational Aboriginal community according to Chapter 9 of the TCPS 2, and therefore are to be regarded as any other Aboriginal community, including reserve communities. As an Aboriginal community, the TCPS 2 identifies the need for engagement with organizational communities, typically in the form of review and approval of the research proposal, and engagement as required by researcher and community afterwards (CIHR, 2010). Therefore, it was a goal of this project to engage with the AHAC in a culturally safe way, which was suitable to the researcher and the community.

Ethics


As required by MREB and TCPS 2, and recommended by my supervisor and mentor, I sought to establish a formal relationship with the AHAC, through a written and shared research agreement. I shared my research agreement letter with the community gatekeeper I had with the AHAC. After making edits to the research agreement letter, it was presented to the board of directors of the AHAC, along with a research proposal and outline of my project in late September 2013. The board approved the project, and the executive director, and the primary gatekeeper signed the research agreement in early October. Having secured approval of the urban AHAC community I had connected with, I completed my research proposal for the McMaster REB, which was approved without significant changes in early December 2013. 

Population


The population included in the interview component of this research consisted of two different study groups. The population included both provincial ministry officials and service providers at an urban AHAC. For the first study group, the criteria applied to identifying potential participants, was the association or experience working with the Aboriginal Healing and Wellness Strategy from within one of the five provincial ministries that contribute to the Strategy. Other demographic features such as age, or years working within a provincial ministry were not required, or included. Any potential participant who had experience working on the Strategy or its programs was invited to participate. This population was inclusive of individuals who had worked on the Strategy since it’s inception, and new staff with minimal or specific experience. This population consisted of individuals with current positions within a provincial ministry. This population was chosen to be included in this research in order to provide supplementary information to the document review, and to speak to the information that may be left out of official government documents.

The population included in the second study group were service providers working within an urban AHAC in Ontario. Demographic data such as age, gender, marital status and Aboriginality were not used to identify potential participants. This population was inclusive of individuals with all levels of experience, including both experienced and new staff, within the AHAC or within their field. This population consisted of presently employed service providers from any department or area within the AHAC. This population was selected to participate in the research because there is a lack of literature concerning the knowledge and perspectives held by service providers. Scholars on the SDOH have continuously noted the importance of service providers in using the SDOH to address health inequalities (Marmot et al., 2008; Raphael et al., 2008). The perspectives of service providers can be used to inform both the public and policymakers on the SDOH that affect the health outcomes of their clients. Additionally, there is little work within the literature that looks at the knowledge that can come out of an integrated healthcare setting, such as an AHAC, where clinical and traditional methods of care are utilized. Furthermore, there is a complete lack of information coming out of an urban integrated care setting, on the health inequalities and needs of urban Aboriginal clients. Therefore, this population was selected in order to fill multiple gaps in the literature and to provide new knowledge on the way that health inequalities are perceived within this specific setting. With AHACs considered Aboriginal organizational communities, it was important within this project that I engaged with the AHAC in different stages of the research.

Community Engagement


This project involved community engaged research (CER) with the AHAC in the development of the procedures and interview questions, and the recruitment of participants. Chapter 9 of the TCPS 2 provides a definition of community engagement, as “a process that establishes interaction between a researcher or research team, and the Aboriginal community relevant to the research project” (CIHR, 2010).  The TCPS 2 states that community engagement is a collaborative relationship between community and researcher, however it acknowledges that there are varying degrees of collaboration depending on the community context and the nature of the research (CIHR, 2010). Engagement, according to the TCPS 2, may include the review and approval from the formal leadership within the community to allow the research to be conducted within the community, or extend as far as the empowerment and shared leadership on the project with the community, or the community may not actively engage at all, beyond allowing the research to take place, or registering no objection to it (CIHR, 2010). The TCPS 2 (CIHR, 2010) states that an Aboriginal organizational community can participate in research that is focused on its members, such as the board, or staff, or it could facilitate ethical engagement with the population that it serves, such as the clients of an AHAC, as in the case of this research project. Nation, Bess, Voight, Perkins and Juarez (2011, p. 89) define CER as “a collective approach to research that democratically involves community participants and researchers in one or more phases of the research process.” Nation et al. (2011) state the CER can be divided into two camps, practical and empirical, with practical CER being where dialogue is exchanged between all partners on how best to develop the inquiry, interpret the findings and disseminate and act on them. Empirical CER promotes the examination of power differences between the researcher and the community (Nation et al., 2011). Stoecker and colleagues (1992, 1999, as cited in Nation et al., 2011, p. 90) state that the purpose of CER should be to “democratize knowledge and resist oppression.” Furthermore, Nation et al. (2011) identify another division in CER with community-initiation, where the community organizes itself to address a need and then seeks the involvement of researchers, and community collaboration, where the researcher reaches out to the community to collaborate in answering a research question. Israel, Schulz, Parker and Becker (1998) state that CER itself will not solve inequalities, but because the CER process deals with them, CER has more potential to address inequalities in the SDOH that are associated with health inequalities. 


CER here is not to be confused with community-based participatory research (CBPR). CBPR is defined by Israel and colleagues (1998) as a partnership between the researcher and community members where expertise is mutually shared in order to develop a more enhanced understanding of the research topic, and to integrate knowledge and action in order to benefit the community. The TCPS 2 defines participatory research as “a systematic inquiry that includes the active involvement of those who are the subject of the research” (CIHR, 2010, p. 124). In CBPR, the community has significant control over the development and facilitation of the project, and are able to suggest which questions be asked. The TCPS 2 states that this type of research is often action-oriented, where those involved in the research can come together to define the project, collect and analyze the data, and act on the results of the project (CIHR, 2010). CBPR is the enhanced form of empirical CER, and is more likely to be community-initiated. CBPR has been noted by many scholars as being critical to doing research on issues related to Aboriginal issues, including health, land claims and self-governance (Gabel, 2013). Historically, research concerning Canada’s Aboriginal peoples has typically been conducted by powerful outsiders, on marginalized and powerless ‘others,’ where these ‘others’ have no control over how the research is being done, and what will be done with it. This is seen not only in Canada, but also globally, on other Indigenous and historically marginalized peoples such as those in New Zealand and Australia. A distrust and dislike towards researchers among Aboriginal people, and other marginalised groups is common, and therefore, research can be affected or even denied by communities that have been offered no control (Gabel, 2013). By conducting CBPR, researchers provide communities with control over the research being done, and even over the research question itself. This is seen as being optimal when working with Aboriginal communities that have persistently been left voiceless over the information that they provide. CBPR goes a considerable step further than CER in engaging with the community, where community stakeholders are approached as to whether a project is possible within the community, and what could make the research beneficial to the community. 


The setting and participants involved in the second study group make this project unique when it comes to CER within an Aboriginal community. This is mostly due to its distinction as an Aboriginal organizational community, where participants may or may not be Aboriginal people. Additionally, all community members were professionals in their fields and did not represent a vulnerable population, as clients were not included as participants in this research This project utilized a practical, community collaboration approach to CER, where the AHAC was approached through a gatekeeper, about the project, and whether it would be possible to work with the AHAC to recruit staff and conduct research in a culturally safe way. The primary gatekeeper took the research proposal to the board of directors of the AHAC, where the research project was approved. A formal relationship was then established with the AHAC through a research agreement. Executives and administrative personnel, along with the primary gatekeeper, read and provided feedback on recruitment letters and facilitated the dissemination of the letter to AHAC staff. Therefore, the AHAC was actively involved in the early phases of the research process, including project development, community approval of the research, university ethics approval, the development of interview questions, recruitment and facilitating interactions and interviews between service providers and the researcher within the AHAC. Engagement with the organizational community of an urban AHAC, with the approved and facilitated participation of AHAC staff, follows the concept of community engagement provided by the TCPS 2. Therefore, the interactions with the AHAC that took place within this project agrees with the definitions of community engagement and CER provided by the TCPS 2, and by Nation and colleagues (2011) and was approved by the AHAC.


CBPR was not selected as a research method largely due to the scope of the research as a Master’s project. The community was organizational by nature, different from a residential community or tribal community, however not without its internal and external issues. Yet as it was made up of medical and traditional healing professionals, I believe that the CER approach was appropriate, considering the work-related constraints already held by community members and potential participants. By allowing AHAC executives and a primary gatekeeper regulate the interaction and engagement between researcher and community members, I believe this project was conducted in a culturally safe manner, but also in a way that respected the work and efforts of service providers.

Sample

A purposive, non-random sampling method was utilized within this project, as most often is done to collect qualitative data (Malterud, 2001). Coyne (1997) agrees, stating that all qualitative research utilizes a purposeful sampling method of information-rich cases. Purposive sampling is a method in which the research strategically selects a set of participants, and where and how to do the research (Given, 2008). In this method, the sample is determined based on the research objective (Given, 2008). Patton (2001) states that the strength of purposeful sampling is in selecting information-rich cases to study in-depth, where information-rich cases provide significant knowledge on the subject of the research. Within this study, the subject of provincial health policy and perspectives within integrated Aboriginal healthcare setting, the research objective of studying Aboriginal health inequalities through the SDOH can be met by sampling individuals that work within these settings.

Purposive sampling consists of several different types of sampling methods, which may be used in combination (Coyne, 1997). I employed an expert sampling strategy and snowball sampling methods for both interview study groups. Expert sampling consists of the researcher seeking individuals who have a particular knowledge or expertise on the research subject and will most likely be able to advance the study, and open up new lines of thinking (Given, 2008). Study group populations were selected due to their positions as experts in relation to the AHWS and AHACs. The population was easily identified because in both groups, it is relatively small, being that there are only five ministries involved in the Strategy, and five urban AHACs in Ontario. These groups of experts were selected for their experience and expertise on provincial policies and on health inequalities seen among urban Aboriginal clients and methods of addressing health needs as service providers. The research questions and objectives for this project centred on the perspectives of experts, thus this method of sampling was employed. 

Snowball sampling consists of identifying potential participants from individuals who know other people who will have rich information to include in the research (Patton, 2001). Typically this method is used to gathering information-rich cases or participants (Patton, 2001). In true snowball sampling, the referral of potential participants is sought and intentional. The snowball sampling method within this research was unintentional, however it took place with both study groups, where expert participants referred me to other potential participants by providing contact information or referring their coworkers.

Recruitment


Recruitment for interviews with the first study group took place in January 2014 when an email description of the project was sent out to the five provincial ministries associated with the AHWS, including Ministry of Community and Social Services, Ministry of Health and Long-Term Care, Ministry of Children and Youth Services, Ontario Women’s Directorate and the Ministry of Aboriginal Affairs. Specifically, the Aboriginal Healing and Wellness Strategy Office was contacted. Emails were sent either to ministers directly, through the ‘Contact Us’ channel on ministry websites, or to direct email addresses provided by the ministries to connect with administrators. 


By mid-February I heard back from one ministry and had set up a time for a telephone interview in March. At the time of this interview, the participant referred me to two individuals from different ministries with whom she had a professional connection, and knew they had knowledge of the AHWS, as per a snowball sampling technique. She provided me with the contact information for their offices. At this time in early March, having not heard back from any other ministries, I contacted the offices of these referred individuals directly, providing a summary of my project and letter of information. 


By mid-April I heard back from the offices of the referred individuals, agreeing that they would indeed consent to being participants in my project. For the sake of time and to fit into the schedules of the referred participants, a teleconference interview was held with three staff from two different ministries in early May. This was the final interview held within this phase of the project.


In recruiting the second study group, I immediately connected with the AHAC gatekeeper, to provide proof of my ethics approval, and to begin the recruitment process through the AHAC. Prior to beginning recruitment, I met with executive and administrative staff, along with the primary gatekeeper to discuss the project, recruitment, cultural safety and the dissemination of the research findings. This meeting took place in early February 2014. The executive staff welcomed me to the AHAC and recommended that I try to hold interviews within the AHAC building, as this would be most preferable for their staff. Additionally, I was offered a private space in which I could hold interviews, should the participating staff not have their own office, or prefer to be interviewed in another part of the AHAC. The executive staff and gatekeeper all agreed that my presence at the AHAC was welcome and encouraged, so that staff could get to know me, which would help with recruitment, and allow for me to engage with the community in a personable way. Executive staff requested some revisions to the recruitment letter and letter of information to be distributed to staff. The revisions were made within one week, and recruitment of participants from within the AHAC began in late February with an emailed letter of invitation to participate. The letter of information and a message from the executive and administrative staff stating that the board of directors had approved my project was sent to all staff employed at the AHAC. 


Interviews began in early March. Participants interviewed at the beginning of the study period collected extra hard copy letters of information from me to share with their coworkers in order to refer them to the study, in a form of snowball sampling. This was an unplanned method of recruitment that these participants suggested. Email reminders including the letter of invitation and letter of information were sent out to all staff via administrative staff about once every two weeks until May 1st. In mid-April, after a slow recruitment of participants, I met with the primary gatekeeper to discuss my recruitment progress. The gatekeeper offered me the opportunity to meet AHAC staff. By introducing me to some staff members, and having short discussions with them about the nature of the research and the extent of the interviews, I was able to recruit additional participants. All interviews took place during working hours, within the AHAC, some in the private offices of the participants, some in the room I had booked with the AHAC. 


Participants

Within the first study group, four participants from three different ministries took part in this project. At the time of the interviews, these participants were employed within provincial ministries. The four participants within this sample of the project were representative of three of the five provincial ministries that are involved with the AHWS. Two of these participants had experience with the AHWS in the stages of its development and infancy in the early 1990’s, and were able to speak to it’s history. All four participants, at the time of the interview, had some experience or knowledge of the AHWS in its current state. I had hoped to include at least one participant from each of the five ministries involved in the AHWS, for a minimum of five participants. These interviews were intended to confirm or contrast findings within the initial document review, I believe that they served to be supplementary in nature and therefore, I do not believe the data is any less useful having come from only three of five ministries.


Due to the timing of the interviews in March and May 2013 and the provincial political standing at the time (a provincial election was called on May 2, 2014), ministry participants could not respond to all interview questions listed on the interview guide for ministry officials (Appendix F). Therefore, while this sample was unable to provide details or expectations on the future of the AHWS in Ontario, they were able to speak to and demonstrate the precariousness of provincial policy, specifically Aboriginal health policies that are in place within the province.


Within the second study group, nine participants took part in the project. While Aboriginal or non-Aboriginal identity was not a component of this research, within their interview responses, all participants identified themselves to me as being either Aboriginal or non-Aboriginal. I had hoped to interview between eight and 10 participants, so this selection met my intentions. More detail can be seen in Table 2.

The intention of this phase of the project was to interview service providers from all areas or departments of the AHAC (as listed in Table 1). I had intended to speak to between eight and 10 participants from within all six service areas of the AHAC. As Morse (1994) suggests, at least six participants should be interviewed in qualitative research that seeks to understand experience (as cited in Ryan & Bernard, 2000, p. 780). This could mean to suggest interviewing six participants from within each of the six areas, however, because my project is specifically focused on experience within an integrated care setting, I believe that at least six participants should be interviewed in total. This Phase of the project consisted of interviews with nine participants from four service areas within the AHAC.


The AHACs across the province all provide primary healthcare services, primarily through nurse practitioners, but also through physicians, nurses, foot care nurses and diabetes specialists. Three participants within this phase were representative of the clinical aspect of the AHAC. AHACs also have a traditional healing program consisting of traditional healers and Elders. With both a mainstream and a traditional component, AHACs present a fusion of services, representative of the Canadian healthcare system, and traditional healing systems. Two participants were representative of the traditional healing department. Additionally, all AHACs have a health promotions department, or programming office that may consist of health promotions officers, health educators, nutritionists and FASD specialists. One participant worked in this area of the AHAC. The mental health component is critical to all AHACs, as many recent provincially and federally funded programs apply to this area. Mental health departments often consist of addictions counsellors, social workers, and specialists in child, youth and family health. Three mental health workers participated in this research. The AHACs often have an advocacy area, where staff members assist clients in helping themselves, through transportation services, patient navigation, or outreach. Staff from within this area did not participate in the study.  Table 2 provides an overview of the AHAC service provider participant sample, divided by service area.

Table 2: AHAC Service Provider Participant Sample

	AHAC Department
	Number of Interviews
	Interview Dates

	Administration
	0
	None

	Advocacy
	0
	None

	Health Promotion
	1
	April 2014

	Mental Health
	3
	March 2014

	Primary Healthcare
	3
	March – May 2014

	Traditional Healing
	2
	April – May 2014



Data Collection

Within the first study group, ministries were initially contacted via email with a recruitment script (Appendix A) and the letter of information, which provided the purpose, and extent of the research (Appendix D). When individuals from the ministries contacted me via email to express their interest in participating, they were emailed again to set up a time for a telephone interview, with the letter of information and consent, and with the interview guide (Appendix F) attached to provide a detailed explanation of the study, the outline of the interview questions, and to collect written consent. Providing the interview guide in advance was useful, in that participants had time to confirm their responses, if additional research needed to be done, and it allowed them to elaborate their response.

Participants, for the sake of time and efficiency, preferred telephone interviews. The letter of information and consent form were reviewed prior to the interviews. The interview began only after I confirmed with the participants that this was acceptable and consent was given verbally, recorded on the verbal consent log (Appendix C).


I conducted the telephone interviews following an interview guide (Appendix F), as I have had experience in conducting recorded telephone interviews in the past. The interview guide was developed for the McMaster REB submission, using the SDOH framework to frame and situate my questions. In interviewing participants in this study group, it was important to format my questioning to gather a historical understanding of the AHWS, and the development of AHACs, but also to learn what health inequalities or issues served as the target of the AHWS in it’s initial development. Therefore, questions were phrased openly to allow participants to expand on the historic, current and future goals of the AHWS. Questions were phrased in a way that would allow participants to identify the health determinants that served as the primary targets of the AHWS. Examples of questions included within the interview guide are:

1) Can you tell me about the original plan for Aboriginal Health Access Centres within the Strategy?

2) What health inequalities did the Strategy initially intend to address?


Within the second study group, AHAC staff members were initially contacted via email through administration, including an email recruitment letter and the letter of information (Appendix B). Every email reminder after the first also included these documents. Once an individual contacted me, either via telephone or email, to express an interest in participating in the project, I immediately emailed them with another copy of the letter of information and consent form and the interview guide (Appendix E) to set up or confirm the date, time and location of the interview. I reviewed the documents with participants in person prior to the interview, in order to gain informed consent. 


All interviews with the second study group were conducted in person at the AHAC, and followed an interview guide specific to this study group (Appendix G). The interview guide was developed using the SDOH framework to frame and situate my questions. It was important to be direct, allowing for the participants to voice their opinions on the health inequalities they see among their clients, and the ways that they work to address them, but focusing on specific health determinants. For clinical service providers, this could be understood very literally, as in what health problems do they diagnose most often, how are they treated. For mental health workers, or for traditional healing providers, this could be understood in a more psychosocial, or emotional sense. Therefore, the phrasing of the questions left the meaning of ‘health inequalities’ and ‘health determinants’ up to the participant to define in their own terms, allowing for a more complete collection of data from service providers working in very diverse settings. It was also very important that the interview guide was respectful and neutral in it’s phrasing, so as not to favour one service provision area over another. Therefore, I utilized the SDOH framework to develop my questioning, and also to acknowledge the many service provision areas that address the various social determinants of health. Examples of questions included within the interview guide are:

1) In your professional experience working at this AHAC, what health inequalities are clear within the population that you serve?

2) How do you define these inequalities?

· What do you believe is the cause for such inequalities?

3) In your profession, what do you identify as the most important determinants of health? [What determinants of health do you assess?]


On the day of the interviews I reviewed the letter of information, consent form, and the interview guide with participants in both study groups. Participants also chose whether or not I could record the interview. All but one participant agreed to have their interview recorded. All participants agreed to having hand-written notes taken.  Only after participants confirmed their consent verbally and in writing did the interviews and the recordings begin.


I conducted two telephone interviews with ministry officials, one one-on-one interview, the second a teleconference with three ministry officials. Within the second study group of AHAC service providers, all nine interviews were conducted in person. I conducted all interviews as I have had experience conducting in-person and telephone semi-structured interviews in the past. Interviews were recorded using an Olympus digital voice recorder and were uploaded to a password-protected computer via a USB device. Interview consent forms and hand written notes taken during the interviews were kept in a folder in a locked office at McMaster University. Most interviews were conventional in nature, following the interview guide strictly, however some consisted of traditional teachings, experiential learning components, and stories and anecdotes that were associated with the interview questions, or told to help clarify a perspective to me as the researcher. The diversity of the interviews demonstrates the diversity of care and experience within the AHAC, and knowledge within provincial ministries.

Analysis

The primary goal of this project was to understand the AHWS and uncover the perceptions of service providers within an integrated healthcare setting. This research placed emphasis on the professional opinions of ministry officials and service providers, based on their professional experiences within this specific care setting. Considering the gaps in the literature, attention was placed on the perceptions of service providers, as no investigation has yet been undertaken to look specifically at the experiences and understandings of service providers within an integrated healthcare setting. Therefore the method used to analyze the data collected was required to acknowledge the voices and experiences of the participants in a way that did not restrict or presume their meaning.


This research utilized a modified grounded theory methodology to examine the data gathered on Aboriginal health policies, urban Aboriginal health inequalities, and practices used to address them within an integrated healthcare setting. The project was designed and guided by the SDOH framework, in approaching health inequalities and addressing Aboriginal health policy. The interview guides for both study groups were developed using the SDOH framework, and it was especially important that this was done, in order to best question participants and come to an understanding on their perceptions of Aboriginal health inequalities and needs. The SDOH framework was relied upon up to and during analysis, however I utilized a grounded theory approach to analysis as a guide in coding and performing a thematic analysis. The analysis of this study utilized a constructivist approach to grounded theory as developed by Charmaz (2000). It is for this reason that I utilize a ‘modified grounded theory.’ A true grounded theory approach to research would prohibit a guided research question and leading theory, and would rely upon the data to frame an answer to a non-predetermined research question, as the originators of grounded theory intended (Glaser, 1992). Grounded theory here was utilized as a method of analysis when reviewing the transcribed interviews.

Glaser and Strauss first described grounded theory in 1967, where any preconceptions held by researchers on data collected within their field (Charmaz, 2006). Glaser (1992) writes that the purpose of grounded theory is not to test hypothesis or assumptions, but rather to allow the data to provide new, original ideas and concepts. Therefore, Glaser (1992, as cited in Charmaz, 2000) argues that grounded theory methods allow researchers to generate theories, not verify them. By relying on the data itself for a resulting original theory, grounded theory essentially eliminates the need for a guiding theory in approaching research, as in Glaser’s (1992) work, data from the participants is used to form a theory, reflecting traditional positivism (Charmaz, 2000). 

Charmaz’s (2000) constructivist grounded theory acknowledges the creation of data by both the participant and the researcher, and seeks to draw out the meaning of participants’ narratives, challenging the original intent of grounded theory, where the researcher remains largely an outsider. Grounded theory does not provide instructions for data collection, but rather details methods for data analysis, but it recognizes the interaction between data collection and analysis (Charmaz, 2000). Constructivist approaches do not seek the truth as a single, universal and lasting object rather it addresses the realities of individuals and communities (Charmaz, 2006). Grounded theory methods represent only a moment of time, and only a part of society, or a part of a community, and therefore, cannot be used to produce general overarching theories (Charmaz, 2000). This study did not intend to produce a universally applicable finding; rather it was designed to report on the conceptions and experiences of a select population, on a particular moment in Aboriginal healthcare policy and practice. Constructivist grounded theory helps to develop qualitative research traditions by studying experience through the viewpoint of those that live it (Charmaz, 2000). This makes the use of grounded theory methods appropriate for this qualitative study.

A key consideration in research involving Aboriginal participants and communities is the position of the researcher. Charmaz (2006) argues that the original foundation grounded theory by Glaser and Strauss ignores the position and experiences of the researcher and states that these are just as critical in the formation theories as the actual collected data. Charmaz (2006) further states that findings taken from the data are interpretations belonging to the researcher based on the engagement between researcher and participant. Charmaz (2000) writes that constructivist grounded theory methods allow for a more reflexive analysis, where the researcher’s work is a construction based on their position related to the participants, rather than an objective product. A constructivist approach is also favoured, in that it recognizes that all concepts and ideas come from the researcher’s interactions with participants and information and thus it makes clear that research cannot be unbiased, but it can be clear about where and why interpretations arise. Therefore, the analysis conducted relies on constructivist grounded theory methods, as the position of the researcher is critical in research on Aboriginal issues, where the third-party outsider researcher has historically misinterpreted and misrepresented Aboriginal communities, perpetuating colonialism in research. 

Using the SDOH framework as a guiding theory in approaching and addressing health inequalities was a critical component in this project, as it provided a way to conceptualize health inequalities. The use of grounded theory in analysis allowed the narratives stemming from interview data to produce meaningful concepts and themes regarding urban Aboriginal health, inequalities, programs and services from service providers working in an urban Aboriginal integrated care setting. The SDOH framework was used in reviewing the analysis, in looking for comparisons between emergent themes, and the SDOH and health inequalities.

Thematic Analysis of Semi-Structured Interview Transcripts

A thematic analysis of the interviews began at the time of transcription, when digital .mp3 files were manually transcribed using Olympus Sonority Version 1.2.0 into Microsoft Word documents. The Olympus software allowed for playback at 50% of the original speed, which allowed for a smoother transcription process. Sections of the audio file was played back repeatedly in order to ensure I had accurately captured the tone, or utterances of the participants, and I referred to my hand-written notes while transcribing to clarify my transcriptions. Participants’ personal information was not included in the transcription. All electronic files referred to participants by a participant code that only I understood, separating study group participants from one another. I also took time to include a description of the gesticulations and demonstrations made by participants during the interview. Silverman (2000) states that the preparation of transcripts is not simply a technical detail, and as Charmaz (2000) contends, when following grounded theory, analysis begins early. Ryan and Bernard (2000) concur with this, stating that the researcher can identify themes before, during and after the collection of data. As in constructivist grounded theory methods, I was able to begin to pick out themes after the first interview was transcribed.

Following the completion of the transcriptions, I created a table in a Microsoft Word document for each transcription that would allow me to conduct line-by-line coding and memoing, as prescribed in grounded theory analysis methods by Charmaz (2000) and Ryan and Bernard (2000). In grounded theory, coding is the process whereby the researcher identifies potential themes or concepts by considering examples from the text (Ryan & Bernard, 2000). Line-by-line coding provides a “code” or “tag” for each individual line (or segment) of text in a transcript (Charmaz, 2000; Ryan & Bernard, 2000). Ryan and Bernard (2000) state that the act of coding is meant to reduce data, not to proliferate or expand it, this is to help simplify the complex findings within the data. Coding is an inductive process, restricting the researcher from implying their beliefs or assuming they share the same views as their participants (Charmaz, 2000). Charmaz (2000) recommends the use of active codes, or codes reflective of the present, so as not to force participants’ narratives into the past. For my line-by-line coding, I took sequences of the transcript and inserted them into the first column in the table, in the second column I wrote in corresponding codes, and in the third I wrote a memo (if necessary) on the corresponding quote or code (see Table 3). A memo is a step between coding and the written analysis, where the researcher can elaborate the processes, assumptions and actions that are inferred by the codes (Charmaz, 2000). Memo writing is useful in helping the researcher to understand their ideas about the data, to refine the resulting categories and record relationships among themes (Charmaz, 2000; Ryan & Bernard, 2000).
Table 3: Interview Coding Table

	INTERVIEW STATEMENT
	LINE-BY-LINE CODING
	MEMO

	
	
	



I coded the ministry officials’ transcripts and five of the service providers’ transcripts line-by-line in order to develop a sense of the emergent themes. I paid close attention to the SDOH during coding, constantly checking my codes under the SDOH framework, to distinguish especially whether the SDOH are present within service providers’ perceptions and experiences. I also practiced grounded theory’s constant comparative method, going back and forth between transcripts where either the codes, or wording proved similar (Charmaz, 2000). This practice allowed me to develop more concrete and frequently used codes that formed the foundations of overarching themes. Ryan and Bernard (2000) state that no matter how the researcher actually does the coding, by the time themes have been found, that can be applied across all of the data, a lot of interpretive analysis has already been completed. 

The analysis of transcripts of interviews with the ministry officials differed from that of the service providers only where I compared the resulting themes with those from the document review. Following grounded theory’s constant comparative method where codes are compared to one another and to leading themes, I was able to compare my resulting codes from the two interview transcripts to the themes that had emerged from the document analysis to determine if these codes did indeed reflect the data (Charmaz, 2006). Interestingly, within this analysis, participants were not always able to respond to interview questions for political reasons, as a provincial election had just been called prior to the second interview. Charmaz (2000) notes that what respondents may assume, or do not say, may be more important than what they do say. Therefore, this instance proved particularly important in my analysis, where a new theme, outside of those discovered within the document review, emerged; the effects of playing politics. The results of this analysis provided quotes from experts that supported the themes and findings from the document review.


Therefore the themes resulting from both sets of data, both the documents and the supplementary interviews include the following, in response to the first research question:

1. A comprehensive Aboriginal health policy in Ontario

2. Integration and collaboration with Aboriginal communities 

3. Improving access to holistic care

4. Separation and divergence 


After I completed coding the first sets of service providers’ transcripts, the themes were becoming more obvious, so I categorized the codes based on my research questions:
1. The health inequalities within the urban Aboriginal population and the determinants of health inequalities

2. What is being done to address health inequalities within the AHAC

3. What must be done and barriers to address health inequalities

4. The SDOH framework used in practice


For the remaining transcripts, I practiced selective coding, in which I used initial codes to guide my coding, organizing the codes under each category (Charmaz, 2000). This is useful in determining if the codes and overarching themes fit into the categories, and if they fit with the leading theory (Charmaz, 2000). By doing focused coding, I was able to see if participants’ responses were agreeable as to how health inequalities are perceived within the AHAC, and to if the themes utilized a SDOH framework. 

Another form of transcript analysis, proposed by Silverman (2000), is conversation analysis, in which he recommends that in reviewing transcripts, researchers identify sequences of related talk within and between their interviews, explain how participants take on roles or identities through their responses, and look for areas of the transcript where the participant produces an unexpected outcome, such as laughing or asking a question. Silverman (2000) also instructs researchers to avoid defining a sequence of the response as being due to the participants intentions, analyzing one line of the transcript without also looking at it’s context, and explaining a response as being due to the participant’s role or status. I found this final instruction difficult in my analysis, as I had set out to interview participants based on their roles as service providers, whether that was as a doctor, social worker or Elder. In completing my first few interviews, however, it became clear that personal experience and opinion is intimately linked to that in a professional setting, and that most responses were given from both a personal and professional standpoint. It became clear that there was no way to separate the personal experience from the professional experience within the data, and so I carried on through my coding, cognizant of the fact that service provision is a personal and lived experience.

The next step taken in the analysis, once themes have emerged, is to see how they relate to one another under the guiding theory (Miles & Huberman, 1994, as cited in Ryan & Bernard, 2000, p. 782). Charmaz (2000) and Ryan and Bernard (2000) recommend looking for negative cases within the data, which may disconfirm the theory, or suggest alternative themes. I went back through my transcriptions looking for key negative cases falling under any of the four main categories. Finding no major negative cases, I was able to confirm the leading resulting themes.

Lastly, within each broad theme, I performed axial coding, where I compared the corresponding codes within the theme to one another, to develop subthemes (Charmaz, 2000). Subthemes help to develop the larger theme, but they also require a discussion in their own right, as they are representative of the social interactions or experiences that give way to the larger theme (Charmaz, 2000).

Themes were identified through the review of the codes that appeared from analysis, and comparing these to conclude which codes appeared most often in response to each interview question. Additionally, if codes appeared in the responses to multiple questions, in multiple interviews, they were confirmed as themes. The completion of analysis resulted in a plethora of themes and concepts beyond the scope of this project. For that reason, I will discuss the themes that most acutely address my research questions, and meet my research objectives. 
Reflexivity 

Lastly, as a researcher coming from a background in Anthropology with interests in Aboriginal health, I acknowledge the importance of reflexivity. Malterud (2001) states that a researcher’s background and position will come to affect the topic that they approach, the methods that they employ and findings that they believe are the most important. Furthermore, a researcher’s position will affect the way they interpret and present their research findings (Malterud, 2001). The practice of reflexivity brings forth any of the researcher’s preconceptions held on the research topic prior to the project, the relevant personal and professional experiences of the researcher, their motivation for conducting the research and their perspectives or theoretical foundations based on their interest (Malterud, 2001). I have sought to practice reflexivity throughout this research.

I have to recognize my social location and position and the ways that this may have affected or biased my interpretation of results, and the way I conducted my research. I am not an Aboriginal person. Going into this project, I had to learn where to situate myself with respect to the research questions, and the community I would work with in order to answer them. In order to do this research effectively, I prioritized cultural safety, where I understood that my cultural situation as a non-Aboriginal research was engaged with the culture of an urban Aboriginal health access centre (Baker & Giles, 2012). I recognized the historical imbalances between non-Aboriginal researcher and Aboriginal patient, and what I needed to do to ensure that I conducted my project in a culturally safe manner. I understand the cultural history of Aboriginal peoples in Canada and the history of my own cultural position (Baker & Giles, 2012). My past experiences do not include work of this kind with an Aboriginal community or organization, so I took direction from Aboriginal scholars and community members, as well as non-Aboriginal scholars who have done research in this area. In engaging with the Aboriginal community (the AHAC) I confirmed all correspondence first through a gatekeeper, who served as a mediator between myself and the community, and as a person who upheld the best interests of the community.
CHAPTER FIVE: FINDINGS

This chapter provides the results stemming from the research, highlighting the most important and commonly found themes, and offer a discussion using relevant literature to describe the primary findings. This chapter combines a traditional results section with a corresponding discussion in order to demonstrate the relationship between the data and the literature. The first section of this chapter will review the results of the document review, where analysis was performed to provide background on the Aboriginal Healing and Wellness Strategy and on the development of Aboriginal Health Access Centres in Ontario. This section will integrate the findings and passages collected during interviews with provincial government staff that holds knowledge on the history of the Strategy and on the current standing of AHACs in Ontario. The second section of this chapter will delve into the results from interviews with AHAC service providers, examining how they conceptualize health inequalities and how inequalities are addressed in an urban AHAC setting. 


The document review and interviews with ministry officials provided a collection of pertinent themes that offer an understanding of the development of the AHWS and provincial AHACs, along with a conceptualization of the standing of the Strategy and AHACs at present. The results will be presented in a way that provides a clear and chronological understanding of Ontario’s Aboriginal health policies as they were developed, implemented, amended and as they remain at this time. The major themes that will be discussed include:
1. A comprehensive Aboriginal health policy in Ontario

2. Integration and collaboration with Aboriginal communities 

3. Improving access to holistic care

4. Separation and divergence 
Theme One: A Comprehensive Aboriginal Health Policy for Ontario


Beginning in 1993 the province began to reshape its stance and approach to governing and providing the delivery of healthcare services to Aboriginal people (Maar, 2004). As a result, Ontario was the first province to develop a comprehensive Aboriginal Health Policy (AHP) (Warry, 1998). The purpose of the Aboriginal Health Policy for Ontario was to serve as a governing policy to Aboriginal health in the province. The development of the AHP dates back past the 1993 shift in prioritization, to a 1992 document by the Ontario Ministry of Health at the time (now the Ministry of Health and Long-Term Care) entitled ‘Goals and Strategic Priorities’ (OAHAI, 1999a). Within this document the Ministry made a commitment to work with Aboriginal communities and organizations to develop “a health policy that would meet the specific needs of the Aboriginal population of Ontario” (OAHAI, 1999a, p. 1). At this particular point in time in provincial policy a number of issues were identified with regards to Aboriginal involvement in decision-making. For example, one document states that there was:
“A lack of Aboriginal influence in health planning; lack of Aboriginal involvement in legislation affecting the Aboriginal community; a need to identify strategic priorities in Aboriginal health; a need for ongoing provincial support for Aboriginal health; and, a need to clarify provincial versus federal responsibility for Ontario’s Aboriginal population” (OAHAI, 1999a, p. 1).

The development of a comprehensive policy on Aboriginal health was a complex process involving extensive consultation with Aboriginal communities, including First Nations, Inuit and Metis communities and interest groups within the province (AOHC, n.d.). The AHP was designed by Aboriginal community representatives and the Ministry of Health to set priorities, provide programming and supports to Aboriginal communities, support holistic health approaches and allow for collaboration and integration of several provincial ministries, which was rarely done. Through intensive workshops, meeting and traditional gatherings with Aboriginal community leaders, three strategic areas were identified in the creation of the policy: health status, access to services and planning and representation (OAHAI, 1999a). Through these consultations, Aboriginal community-led primary healthcare was identified as a critical requirement for the future of Aboriginal health and healthcare services (AOHC, n.d.).


The ultimate goal of the policy was to “improve the health of the Aboriginal community through equitable access to health care, Aboriginal-specific health care facilities, improved standards of care, the provision of culturally-appropriate health services, and the promotion of a healthy environment” (OAHAI, 1999a, p.1).

The Aboriginal Health Policy for Ontario was finally implemented in 1994, with the release of a document entitled ‘New Directions: Aboriginal Health Policy for Ontario.’ Through this policy, the Ministry of Health and Long-Term Care could assess inequities in Aboriginal health programming, respond to Aboriginal health priorities, make adjustments to existing programs to better meet the needs of Aboriginal people, reallocate resources to Aboriginal initiatives and improve the collaboration between provincial ministries in order to better support holistic approaches to health (National Collaborating Centre for Aboriginal Health, 2011). 

Initially, the policy was met with criticisms that it would undermine the responsibility of the federal government in funding healthcare services, and would allow Health Canada to step back from delivering healthcare services (Warry, 1994). However, the province maintained that its services were provided in addition to federal programs, not instead of, in an effort to provide the most comprehensive care for Aboriginal people (Warry, 1998). This stance was reflective of a new line of thinking on Aboriginal health opposing a history of patchwork delivery between federal and provincial governments. Thus, the AHP was designed to address the issue of clarifying governmental responsibility and improving current delivery structures. 

Interviews with ministry officials supported the idea that the AHP was developed as a result of a need for health access and a way to address family violence:
“Health access definitely was a huge part of the Strategy’s beginnings through the Ontario Aboriginal Health Policy, but at the same time there was huge need out there for addressing family violence in Aboriginal communities. So there was the family violence healing strategy that was put together.”

“The [AHP] and the family violence strategy kind of came together because both offered programs and services that address both family violence and health-related services, um and it could be easily blended within the mechanism of the Strategy to be able to fund these things in communities.”


The AHP was also developed as a way to integrate traditional Aboriginal approaches to health and wellness, as the policy states that “traditional approaches to wellness, including the use of traditional healers, medicine people, midwives and elders are recognized, respected and protected from government regulation. They enhance and compliment healing, as well as programs and services throughout the health system” (Ontario MHLTC, 1994). Importantly, one organizational document states “the Aboriginal Health Policy is clearly a document for decision-makers rather than direct service providers” however it provides “a rationale for the development of Aboriginal community-run programs and services” (OAHAI, 1999a). This document goes on to state that service providers can utilize this policy “to provide awareness to mainstream service providers about the various barriers which the Aboriginal community faces in accessing health care” (OAHAI, 1999a).

While the policy was not made to be transferrable to areas outside of policy-making, it is evident that the goal of developing a comprehensive policy in addressing Aboriginal health inequalities can additionally be met through an understanding among service providers. This change in Aboriginal health policy discourse marks a positive turn away from the paternalistic and colonialist intentions that have echoes through health-related policies, both federal and provincial, in the past, as reviewed in Chapter Three.

The AHP was written and designed in a time before the SDOH came into health policy discourse. The AHP prioritizes increased access to healthcare services to Aboriginal peoples within the province, however, more recent SDOH literature states that simply increasing access to and providing more options for healthcare services is not enough to improve Aboriginal health, as the AHP set out to do (Newbold, 1998; Mikkonen, 2010). To date, this policy remains the most comprehensive Aboriginal health policy in Canada (NCCAH, 2011).

Ontario Aboriginal Healing and Wellness Strategy

Ontario was also the first province to develop an Aboriginal health strategy, in accordance with its newly developed AHP.  One year after the AHP was set in place, in 1994, the province developed the Aboriginal Healing and Wellness Strategy in order to meet the outlined principles of their new Aboriginal Health Policy, and the recent provincial Aboriginal family violence prevention strategy (Maar, 2004).


The AHWS was initially governed by an integration of 10 different provincial ministries, which had never worked in such a collaborative way in the past, and eight Aboriginal organizations, utilizing a consensus model in decision-making (Maar, 2004). Aboriginal representation in the AHWS included non-status, Inuit and Metis peoples alongside First Nations organizations (Maar, 2004). This policy was the first of it’s kind to integrate government and community control over healthcare services (Maar, 2004). Ontario was deemed a “leader” and a “role model” not only to other provinces within Canada, but around the world, for developing a strategy that integrated government and Aboriginal communities, but also sought to integrate mainstream and traditional Aboriginal health perspectives and practices.

The AHWS was designed to fund and support community-based healthcare and mental health services in order to improve health status and reduce family violence (Maar, 2004). These programs and services were intended to be delivered within an Aboriginal model of care as determined by communities, with emphasis placed on access to both mainstream and traditional healthcare, as well as providing a continuum of care to clients (Maar, 2004).


There were a number of key inequalities and issues that the Strategy aimed to address, as determined through the AHP. As one ministry official stated:
“There were a number of issues that were identified and that need to be addressed, so including access to services, for example, some of the barriers that were identified were transportation, supportive facilities, language, communication and cultural barriers, client advocacy, recruitment retention and professional development of healthcare workers, traditional healers and midwives. Those were some of the key issues.”
Theme Two: Integration and collaboration with Aboriginal communities


The second major theme to emerge from the document review is the integration of Aboriginal ideas and collaboration with Aboriginal communities in setting for an Aboriginal health policy within Ontario, and a subsequent strategy to achieve the goals set out within the policy. One organizational document stated that the AHP “reflects a new relationship between the Aboriginal and provincial governments, as partners in the goal to improve the health of the Aboriginal population in Ontario” (OAHAI, 1999a).
This marked a move towards Aboriginal input in provincial policy making, particularly with regards to healthcare and programming for the Aboriginal population in Ontario.


Prior to actually implementing the Strategy, the province facilitated lengthy consultation and discussions with Aboriginal communities in order to construct a sound Aboriginal Health Policy, reflective of the goals and needs of the these communities (Gabel, 2013). Gabel (2013) notes that this was the largest consultation of its kind between the province and Aboriginal people in Ontario, with over 6,000 individuals from 250 different communities. This consultation was one of the most extensive between the government and Aboriginal peoples in Canada (AHWS, 2000). A Joint Management Committee was formed to allow for decision-making to go on between the Aboriginal community made up of eight Aboriginal organizations and the government, made up of 11 provincial ministries (Gabel, 2013). The Strategy marked a considerable move forward in the provision of appropriate healthcare to Aboriginal people in the province and serves as an example to other provinces and territories.


Interviews with ministry officials stressed the importance of these consultations with Aboriginal communities and interest groups, as one ministry official stated:
“…The AHP was developed after extensive consultation with the First Nations on and off reserve Aboriginal organizations, the Metis organizations, the Ontario Federation of Indians, over a two year period. So it was developed in conjunction and in collaboration with them.”


Gabel (2013) argues that the AHWS is premised around the idea of self-determination in health, and when compared to some other federal policies, such as the Health Transfer Policy, it is more closely aligned with the idea of self-determination that existed prior to colonization. Unlike many earlier policies and programs, the AHWS was designed to be inclusive of all Aboriginal people. Gabel (2013) states that the Strategy represents First Nations, but also includes non-Status Indians, Inuit and Métis, which are often overlooked in planning. The AHWS was developed with the intention to provide holistic approaches to healthcare, allowing for the implementation of programs rooted in cultural themes and bringing light to the importance of traditional healing (Warry, 1998). Warry (1998) states that the use of traditional medicine is an essential provision under the Ontario AHWS. For example in the mid-1990’s the province funded the building of traditional healing lodges under the AHWS (Warry, 1998). 


Over the last few decades, policymakers in Canada and internationally have demonstrated support towards traditional healing practices being integrated with primary care, particularly, the province of Ontario has done this in the Aboriginal Health Policy (Maar & Shawande, 2010). The policy states that “Traditional approaches to wellness, including the use of traditional healers, medicine people, midwives and elders are recognized, respected and protected from government regulation. They enhance and compliment healing, as well as programs and services throughout the health system” (MHLTC, 1994). This principle clearly emphasizes the importance of Aboriginal determination on how traditional methods are used and regulated.


The AHACs were designed to integrate traditional Aboriginal practices and methods of care. After the AHP was instated, supporting the integration of Aboriginal practices, it became crucial to offer these in an integrated setting though the AHACs. “These centres are Aboriginal first and foremost, from staffing and governance to visible expressions of Aboriginal culture and hosting community events. They have been successful in breaking down barriers so often seen within mainstream health services and Aboriginal Peoples” (Lemchuk-Favel & Jock, 2004b, p. 49).

Theme Three: Improving Access to Holistic Healthcare

The theme of increasing access to holistic healthcare was continuously brought up in review of all documents, including academic and policy papers. This was a primary goal of the AHP, where holistic health would incorporate Aboriginal understandings of physical, mental, emotional and spiritual conceptions and needs of individuals, families and communities (Ontario MHLTC, 1994). The AHP strategy to ensure access to this type of care was the development of supportive facilities, including the development of directed healthcare centres where traditional approaches are acknowledged and accepted (Ontario MHLTC, 1994). The formation of Ontario’s Aboriginal Health Access Centres took place in 1994, at the time of the implementation of Ontario’s Aboriginal Healing and Wellness Strategy, a part of the Aboriginal Health Policy for Ontario. In an effort to meet the goals set forth by the AHWS, 10 Aboriginal Health Access Centres were established in an effort to improve Aboriginal access to culturally founded primary healthcare and offering diverse, community-driven programs to meet the needs deemed necessary by communities (Maar, 2004). An official involved with Strategy in its early days stated: 
“All Ontarians had access to health services regardless of where they lived... But the difference with the need for AHACs was to increase access to culturally appropriate services, which was very different from being able to access a nurse or a doctor at a clinic, a walk-in clinic, at a hospital, what have you, community practice. So being able to increase access to culturally safe practices would probably be the biggest part of it.”

The establishment of these centres was based upon an earlier strategy to provide comprehensive healthcare services and social support programs to communities facing barriers in accessing care, through Community Health Centres. Two had already existed at this time in Toronto (Anishnawbe Health Toronto) and Timmins (Misiway Milopemahtesewin) with mandates to serve the Aboriginal community, using a pre-existing CHC framework (AOHC, n.d.). Beginning in 1995, AHACs began to open their doors within selected communities, with a total of 10 in full operation by 2000. Figure 2 shows the locations of the AHACs within the province, indicating the five AHACs, which are located in and prioritize urban communities.

The AHACs were developed to have a strong focus directed towards the provision of mainstream primary healthcare, often offered by nurse practitioners. However, through the development of the AHACs, and the delivery of traditional healing services, access to traditional healthcare was formalized, demonstrating the government-supported commitment to traditional Aboriginal approaches (AHWS, 2000). Each AHAC was intended to meet the need identified by its service community, including nearby reserves, or the surrounding urban community (AHWS, 2000; Maar, 2004). With needs being identified by the community, and addressed through the provision of both primary and traditional care, acknowledging the physical, mental, emotional and spiritual, AHACs provide improved, formal access to holistic healthcare, as an integrated healthcare site.
Figure 2: Aboriginal Health Access Centres in Ontario. Highlighted locations indicate urban AHACs. (Modified source: Ontario’s Aboriginal Health Access Centres, 2010).
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Theme Four: Separation and Divergence

The fourth theme that came up in the interviews with officials, and in recently published documents, was the separation of the AHACs from the AHWS. The separation of the AHACs out from under governance of the AHWS took place at the time of the Strategy’s 2010 renewal. Table 4 provides a summary of the changes to the AHWS and separation of the AHACs. 


In September 2010, the Strategy office, representing the Ministries associated with the Strategy, posted a letter to the Aboriginal partners involved, stating that the Aboriginal Healing and Wellness Strategy had been renewed (Ontario MCSS, 2010). Further, the Ministry stated that the 10 Aboriginal Health Access Centres would no longer be funded through the Strategy, but rather become the responsibility of the Ministry of Health and Long-Term Care (Gabel, 2013).
Table 4: Summary of AHWS structure before and after the 2010 renewal

	AHWS 1994-2010
	AHWS Following 2010 Renewal

	AHACs funded through AHWS.
	AHACs no longer funded under AHWS after lobby effort of AHACs. AHACs now funded directly by the MHLTC.

	Decision-making by Joint Management Committee, including provincial ministry officials and members of various Aboriginal communities and interest groups (AHWS, 2000).
	Joint Management Committee dismantled due to administrative issues and conflicts between Aboriginal organizations (Gabel, 2013). Decisions made by AHWS Office, MCSS.

	Primary goals were to improve Aboriginal health status [through access to healthcare services] and reduce family violence (AHWS, 2000; Gabel, 2013).
	Aims to improve Aboriginal health and reduce family violence through a combination od traditional and mainstream programs (MCSS, 2012).



Funding was a frequently occurring theme with ministry staff demonstrating the separation of the health access centres from the governance of the Strategy office, bringing AHACs into a new funding agreement directly between the Ministry of Health and Long-Term Care. Officials expressed that the separation occurred on the grounds of the AHACs seeking improved funding. A ministry official with extensive experience working with the AHWS stated:
“The AHACs themselves had been asking for many years for the Strategy to be able to address inequities that they felt was part of the service system between their grouping of AHACs… versus CHCs, which are mainstream equivalents. So that was one of the reasons. So they launched a very strong lobbying campaign, brought in an Association of Community Health Centres (ACHC) to kind of help them form their own association of AHACs, coordinated a lot of efforts to look at trying to get increased funding. So when the whole Strategy itself came up for renewal, they put a wonderful campaign forward about how they really weren’t able to leverage any increases that were part of the service, the health service system because they were positioned within the Strategy, and they were able to kind able to make a very good case for that. And the reason that they wanted to come and do that as a strategy was to be able to access those additional dollars.”
A second official, familiar with the MHLTC’s absorption of the AHACs stated:

“There was a lobby effort made by the AHACs to have a more direct relationship with the MHLTC because they had evolved and matured and they felt they were in a better position to work directly with the Ministry to access enhanced funding that they felt the CHCs were receiving and they had limited access to.”


Through this shift there has been a change in funding structure, but government officials state that AHAC funding has increased, nearly doubling in some cases. Officials stated that AHACs have been “happier with that direct relationship” with the MHLTC. 
“…There are a number of programs and services that the Ministry (MHLTC) funds through the AHACs and I can just give you examples… Nurse Practitioner funding, you know, they receive what we would call a ‘global budget’ so out of their Global Budget, which has been almost doubled, they receive funding for at least one FTE physician, at least one FTE traditional healer, or a traditional medicine person and then the other support staff including nurses, dieticians and again as I said at least one nurse practitioner…”

Following renewal, the structure of the Strategy changed, especially with the way that is, and continues to be governed. One ministry official elaborated on the funding structure that currently informs the AHWS:
“We have our own kind of defined structure… I don’t know if you realize that when the AHACs left, there was a whole renewal of the Strategy that occurred at the same time. So our governance structure is a lot different than the way it used to be. So [the] Ministry of Community and Social Services is the lead ministry for the Strategy. We have Memorandum of Understanding (MOU) with our other four partner ministries, which sets out all our funding accountability, everything related to the Strategy, programs and services and what the expectations, rules and responsibilities of all the ministries are.”

Redirecting Focus: From Access to Addressing Family Violence

The final subtheme that came about in the most recently published documents, and in the interviews was the way that programming focus was redirected within the current AHWS following it’s renewal in 2010. While increasing healthcare access and reducing family violence were both listed as priorities of the AHP and AHWS, the past two decades of programs have sided towards the increase in access to culturally appropriate care, as was done through the development of the AHACs. After the AHACs were removed from AHWS governance, the Strategy was then able to redirect its focus to addressing family violence. As ministry officials expressed:

“[MCSS is] looking more at family violence at this particular juncture, after the renewal of the Strategy and the AHACs were taken out, all that kind of ability to address primary healthcare services, like the pure, hard-core chronic, or acute health needs were gone. So we need to kind of focus and look at not only providing the soft kind of health services, so the planning, that type of stuff, but we’re really focussing more now on trying to address the family violence aspect of programs and services.”


A second ministry official provided support to this statement, indicating that family violence continues to exist as a major issue, despite the past efforts of the AHWS: “…A huge health inequity that still exists out there is family violence. I don’t know whether it has been addressed very well over the years, I think it’s still a stigmatized area of concern, that maybe many communities haven’t been able to kind of open the doors to address those issues.”

Several studies have demonstrated the impact of family violence within the Aboriginal population, where at least 75% of Aboriginal women have found themselves victims of family violence, up to eight times what is estimated for Canadian women as a whole (Shah & Ramiji, 2005). Further, nearly 60% of women who have experienced abuse stated that their children had witnessed it (Shah & Ramiji, 2005). With the AHACs complete and operational, the AHWS has seen to one of it’s primary goals, and now appears to be directing attention towards the second major goal of reducing family violence which today remains prevalent. 

While no longer a part of the AHWS, AHACs continue to serve as a place where Aboriginal clients are able to choose whether to seek traditional healing and mainstream healthcare services, or a combination of both, and as a setting where clients are not subject to condemnation by their healthcare providers, as well as points of access to other social services within their communities (Maar, 2004; Gabel, 2013). This is done through the provision of both mainstream and traditional services. 
Perceptions From Within: Examining the ways in which AHAC service providers conceptualize and address health inequalities


Interviews with service providers from within an urban integrated healthcare system revealed a number of perspectives on urban Aboriginal health inequalities and determinants that persist within Ontario. Interviews resulted in themes that reflect how service providers approach Aboriginal health within a diverse urban setting. Service providers will be identified by code, for example ‘Service Provider 1’ will be identified as ‘SP1’ in text. The overarching themes that will be discussed are:
1. The health inequalities within the urban Aboriginal population and the determinants of health inequalities
2. What is being done to address health inequalities within the AHAC

3. What must be done and barriers to address health inequalities
4. The SDOH framework in practice 
Theme One: The Health Inequalities Within the Urban Aboriginal Population and the Determinants of Health Inequalities 

Health Inequalities Within the Urban Setting


Service providers listed a number of health inequalities that they perceive as the most persistent among their clients, including:

· Mental, emotional, spiritual health issues

· Addiction and substance abuse

· Chronic illness 

· Concurrent disorders


The most frequent inequality expressed in the interviews with service providers was the presence of mental, emotional and spiritual health inequalities. Staff mentioned the mental, emotional or spiritual state of their clients’ health. As one provider stated, “I believe spirituality is a number one issue that I [see] with people” (SP8). Practitioners in all areas of the AHAC frequently cited addiction to drugs, alcohol and smoking, and substance abuse, and addiction was often listed concurrently with mental health issues. As one provider stated, “Drugs and alcohol are huge, all right? And they’re huge because of the simple fact that Aboriginal people carry around a lot of spiritual pain” (SP4). The effects of maternal alcohol abuse was mentioned by providers who work with many clients that they believe to be affected by Foetal Alcohol Spectrum Disorder (FASD). Service providers in all departments also frequently mentioned chronic illness. Many listed diabetes, obesity and mobility issues, such as arthritis as being the most commonly addressed illnesses among their clients. Chronic illnesses were often cited by clinical practitioners, however staff working in mental health and traditional healing departments also acknowledged chronic disease, especially diabetes, and the ways in which chronic and mental illnesses concur. As one primary health worker (SP2) stated:

 “We have a population of diabetics, hypertension, heart disease, those are big. Mental health issues, for sure. You know, when I say ‘addictions’ it’s only those that have, are in recovery, that I see. Like there’s probably more that I don’t see. But the clients that I see say, ‘I used to be a big drinker, I don’t drink anymore.’ And they’ve sort of, gone through their addiction, and they still battle with it, right? Smoking’s huge. I guess obesity, diet, like nutrition’s poor, unfortunately.” 

The inequalities that were perceived among the urban Aboriginal population by AHAC service providers are consistent with those identified within the literature. Within the Our Health Counts (OHC) urban Aboriginal health database for southern Ontario, completed in 2011, health inequalities were prevalent within the population (Smylie et al., 2011). It was not surprising that providers listed mental and emotional health inequalities as the leading issues among their clients, as in the urban Aboriginal population, over 40% of clients had been diagnosed with a mental health disorder (Smylie et al., 2011). In terms of chronic illness, diabetes was often listed by providers, supported by the database which states that diabetes among the urban Aboriginal population in southern Ontario is three times higher that among the total population (Smylie et al., 2011). Issues of addiction such as smoking and drinking were mentioned by clinical, mental and traditional service providers, and this was expected, as nearly 90% of urban Aboriginal people indicated that they smoked daily or occasionally and 55% drank with the same frequency in the OHC database, these rates were each over three times those of the general urban population (Smylie et al., 2011). This research demonstrates that the inequalities perceived by service providers as the most important health issues, are indeed major issues within the urban Aboriginal population in Ontario.

The finding that the respondents did not identify family violence or abuse as health inequalities was surprising, as it remains a considerable problem identified within Aboriginal communities and a focus of much literature and provincial policy. The urban Aboriginal population in southern Ontario has reported high levels of community and family violence with significant impact on children (Smylie et al., 2011). One possible reason for this being left out from discussion is the fact that family violence is a private issue, retained in confidence by providers. Another possibility is that the issues of family violence have not presented with frequency at the AHAC, as families dealing with such issues may choose to avoid healthcare services in fear that authorities will be notified, and their families will be separated with children being removed from the home by child protection services. This postulation is supported by the urban Aboriginal health database, where less than half of survey respondents felt there were adequate resources to address family violence within their urban community (Smylie et al., 2011; Firestone, 2013). This finding may indicate a gap in service providers’ understanding of the pressing social needs in the urban community that they serve. Alternatively, this could indicate that another social service provider or centre is addressing these needs.

Determinants of Urban Health Inequalities

The clearest theme emerging from interviews with service providers was the perception that health inequalities are socially determined. Interestingly, all service providers mentioned determinants outside the scope of their own practice. The determinants of health and inequalities that were cited by service providers include:
· Intermediate determinants: poverty, education, employment, social safety net, access to healthcare, food security, housing and social cohesion
· Distal determinants: history of marginalization, colonialism, generational trauma, and persistent racism
· Proximal determinants: Lifestyle and individual responsibility 

The primary determinant that recurred in all nine interviews was the way that poverty as determined by income, affected the health of urban Aboriginal clients. Poverty was consistently listed as the primary determinant of health inequalities faced by clients, and it was often listed first, above all other perceived inequalities. Poverty can therefore be considered the most important determinant of health inequalities as perceived by service providers within the urban setting. Providers also indicated that it affects many other determinants of health. A member of the primary health team summarizes: 
“So I mean, urban-wise, I would say, so poverty right, the rates we just learned, we just learned the rates of poverty of the population in sort of [the urban] area and its substantial. The access to safe and good food. So food security is definitely an issue. I have never encountered in my practice, so many iron deficient people in my practice, so it’s totally fascinating. Um, so poverty, food security, um, housing. But I’m not so sure, because I don’t know, I haven’t been in [this city] for long enough to know the quality of housing. But if you’re poor, your quality of housing is going to suck, compared to if you’re not poor, right. And then I guess you go back historically right, well, not even so. I mean people, the racism and stuff that still exists is shocking, like I don’t know where it comes from. And then if you go back, I still think there is so much that is stemming from the whole colonization thing, process, whatever you want to call it, and residential schools, its awful, awful, awful. And I think, these unhealthy sort of things that people use to help themselves, so addictions and smoking, right and all this contributes to, and we know for a fact the difference for health status for an Aboriginal person compared to another person probably like you and me. And I think another thing, I just thought of right like, and I don’t know how you even frame this as a health inequity, but I think it is. If you are cranking out a whole bunch of kids… that’s great because the population is growing and stuff, but if everybody’s growing into poverty, is that great? Yeah, and I mean, I run into lots of kids who are not in school. I don’t know if that is significant, compared to mainstream kids. When I was in [another city], I’d see kids who didn’t go to school either. So I don’t know if it’s just sort of people who are poor and disadvantaged and marginalized just don’t go to school, regardless of who they are.” (SP1)

Service providers stated that the majority of the population that they serve represent low-income households and the majority live in poverty. Further, service providers indicated that poverty was an issue that moves through generations and families, as one practitioner stated, “You learn to live in poverty, you learn that’s kind of the norm.” Generations of poverty have lead to generations relying on social assistance programs, as service providers perceive, because their clients have often completed little schooling, and experience a lack of employment. The urban Aboriginal health database cites high levels of poverty within this population, with over 70% of urban Aboriginals living in the lowest income bracket (Smylie et al., 2011; Firestone et al., 2014). Other health determinants listed by service providers included access to healthcare and specialist services, education, employment, food security, and housing. Often in the interviews, service providers attributed these issues to distal determinants such as historical traumas and marginalisation by the government, as one provider stated, “You have to bring up the financial aspect and poverty. And a lot of them are on Ontario Works, and a lot don’t work, or are not able to work for different reasons. And I think a lot of that has to do with the history unfortunately, we kind of put them through.” A second service provider elaborates on access to healthcare services, social safety net of NIHB, and food security:
“The biggest one that comes up, that I think of is access to health services. Um, certainly, our access here at the clinic, I know that questions what we provide here, but you know, there’s access to primary healthcare, but when it comes to specialists in our area, for example, we just had our only geriatrician for the region, leave. We don’t know why. We also have [had] a rheumatologist leave, and the Aboriginal population is three times more likely to have rheumatoid arthritis, so that’s a big need. And that’s only the tip of the iceberg… Specialists are really lacking, particularly within this area. Access to other services, like urgent care, so if any of our patients in [nearby reserve], or urban Aboriginals here in [the city], their only access to after-hours care is an emergency department. There’s no urgent care centre here in [the city], which I think is ridiculous… Access to physiotherapy, we can easily prescribe medications… Prescribe that, and it’s covered [by NIHB]. But yet, physiotherapy is not covered, which is the basic foundational building blocks to getting people back on their feet. So that’s a big problem. So that’s access. The ability to afford healthy foods. There’s certainly shops around here, but sometimes it’s a matter of addictions versus putting food on the table, or paying bills.” (SP3)

It was surprising to hear service providers list access to healthcare services as a determinant of health inequalities, as it was expected that individuals working within the integrated healthcare system would state that access to the services they provide was at least adequate. However, this finding is consistent with the literature, where 40% of urban Aboriginals in southern Ontario believed their access to healthcare services was only fair or poor, and 50% had experienced issues and barriers in accessing specialist services (Smylie et al., 2011; Firestone, 2014). Despite this findings, the identification of access to healthcare and specialists as a determinant of health is consistent with the SDOH framework (Mikkonen & Raphael, 2010; Raphael, 2006).

Poverty, education, employment, food security, access to healthcare services, housing and social cohesion are intermediate determinants of health that service providers perceive as being affected by distal determinants such as history and generational trauma, as demonstrated above. The subject of history and generational trauma were frequently listed health determinants within the interviews. Service providers indicated the persistence of racism towards Aboriginal people within the mainstream healthcare system, but also within society at large. This was emphasized when discussing the mental and emotional health and addictions issues that are seen within the Aboriginal population. Additionally, service providers described how parents who have poor health and do not know how to access healthcare services are more likely to raise unhealthy children, creating a cycle of poor health within families over the course of generations, as one mental health worker stated:
 “So for example of poverty, to elaborate on that, for a lot of the families I work with, so, I don’t know if it’s easiest to say, to start at the micro-level, so you have a child, and single mom, and they’re struggling with poverty, and maybe the mom’s young, and so she has kids that she’s raising, she doesn’t have time to work or perhaps, the education. So they’re on social assistance and then, you know, that mother grew up in a family that was somewhat disconnected, and one of the parents or grandparents went to residential school and they grew up in poverty as well, and not a lot of people in their family took part in education. If you go forward one more generation, again, partly, um, they probably participate much in education because they weren’t allowed to, you know. …In that sense its all, directly still linked to the um, the impact of our colonial history.” (SP5)

A member of the traditional healing department connects the effects of a colonial history to the mental, emotional, spiritual and physical health of Aboriginal people:

“The loss of the culture, the loss of language and how the government deals with natives, there’s a lot of loss there. So, the issues, the health issues, those issues are all emotional, they’re mental issues, and those issues all affect the body. You know, when you look at the concept of the Medicine Wheel and you see those four aspects, the mental, the physical, the emotional and spiritual. When one of those isn’t operating right, it affects the other. There is no denying that…” (SP7)

Surprisingly few service providers focused their understanding of health inequalities on the more proximal determinants of health, such as individual behaviours and lifestyles. One service provider indicated the responsibility of the individual to improve their health by changing their attitudes and ways of thinking:
“I see people come through here so much, with so many issues. They’re experiencing such inner turmoil and pain, and they don’t know that they’re the only ones that can change that. It’s not the world doing it to us, though that’s what we wanna think. ‘It’s the government’s fault that I’m poor, that I’m unemployed, it’s the governments fault that we’re so, you know, so oppressed. It’s my spouses fault that I’m so um, unhappy all the time, or the bank’s fault that I’m out, stressed out, cuz I owe this money.’ That’s not what’s stressing those people out, yeah those things may be happening to you, but, what’s stressing you out, is your thinking behind those things. How do you think about this? How will you react to those things? And your thinking is the only thinking that controls you. Nothing, no, nothing else. You can’t change your partner, you can’t change the government and how they think, the government has been oppressing people for hundreds and hundreds of years, all over the world, not just here in North America. You look back, and these struggles are going on all over the world, not just here.” (SP7)

The determinants of health identified by service providers, and the way that they were acknowledged, as interdependent and complexly related are consistent with the SDOH framework, and literature on the social determinants of Aboriginal health (Mikkonen & Raphael, 2010; Loppie Reading & Wien, 2009). It is evident that service providers acknowledge the interconnectedness and relationship between the determinants of health inequalities, a key aspect of the SDOH framework (Raphael, 2008). While the literature indicated that the proximal determinants such as health behaviours of smoking or drinking are the most obvious, and most often targeted by healthcare providers, AHAC service providers direct their attention to the intermediate determinants of their client’s health (Braveman et al., 2011). The consistency of the findings with the SDOH framework as outlined in Chapter Two indicates that understandings of the SDOH have penetrated and been accepted into the service provision level. One explanation for this could be the push towards holistic healthcare provision through administration, or the fact that clients’ needs are highly complex, and in order for treatment or therapy to be effective, service providers must address the financial, or housing situation of their client.

Importantly, service providers demonstrated that they were acutely aware of the impact of the history of Aboriginal peoples in Canada on their current health status today, indicating that service providers within the urban AHAC acknowledge the distal determinants of Aboriginal health in their practice and assessment of client health. This is evidenced by service providers’ perceptions that the effects of colonialism through the residential school system has affected Aboriginal health over several generations, and has manifested in health inequalities such as the high rates of mental illness and addiction, consistent with the SDOH framework (Mikkonen & Raphael, 2010; Loppie Reading & Wien, 2009). The fact that service providers conceptualize health inequalities through an understanding of distal determinants supports the use of the SDOH in practice, and in offering culturally safe care (Baker & Giles, 2012).

SDOH literature states that ideological differences exist between service providers in the mainstream setting on concepts of health determinants and health inequalities, especially between health domains, such as the clinical, mental health, health promotion and traditional healing (Raphael 2002; 2008). It is often these ideological differences that restrict services based on the SDOH. However, within the AHAC, service providers demonstrated a collective understanding on health inequalities and the determinants of health where primary care, mental health and traditional healing staff list physical, mental, emotional and spiritual health issues equally. It could be expected that clinical practitioners would favour a more biomedical or behavioural understanding of health and inequalities, however the clinical staff perceived their clients physical health as it is affected by their mental, emotional and spiritual health. Correspondingly, service providers working in departments outside of the clinic linked the mental, emotional and spiritual health of their client to physical and material factors, such as chronic disease and housing. These findings contribute to support for the SDOH in service provision, and their capacity in understanding the health needs and approaches to healthcare provision.
Theme Two: How Health Inequalities are Addressed Within an Urban AHAC

A further goal of this research was to understand how service providers address health inequalities. Service providers demonstrated the importance of addressing the health of the whole person, thereby acknowledging the multiple determinants of their clients’ health. The key strategies identified within the analysis included:
· Providing individualized care
· Understanding the history of Aboriginal health
· Developing trusting relationships
· Utilizing mixed methods

Service providers within all areas of the AHAC noted the individuality and complexity of each client and spoke on the importance of addressing the needs of each client individual, looking at what their needs are, in relation to their health. Service providers often mentioned the importance of understanding the life and social situations of their clients, and their health and wellbeing at this time in their life, not just their illness. Conversations around past and current health situations were important to addressing the needs of the client, as well as discussions on the income and financial means of the individual, as income and poverty were identified as the primary determinants of health perceived by service providers. In order to fully understand the needs of each client, service providers offered more of their time in appointments and meetings with clients. By looking at multiple aspects of a client’s life in order to address their health needs, service providers acknowledge multiple determinants of health. The number of factors that service providers address and their complexity often cause strain to providers, as one staff member states. “Its very frustrating, so I focus on just what we can do, to work with what we have. Do you know what I mean? Cuz I can’t change what they have, but I work with it.” Providing time and choice to Aboriginal clients was considered important, especially considering the number of treatment plan options that are available and appropriate, as one practitioner indicates:
“I think it’s often, just asking the question, you know, ‘What kind of services would you like?’ You know? ‘Would you like traditional healing as an option? What type of programming would you like to be in touch with?’ Specifically in my teaching, like when I’m providing them education and what not, if they’re not interested in Western medicines, I will kind of broach it in the fact that I’ll let them know what options there are, just so that they can know, and if they don’t want to hear it, then I won’t tell them, you know, and document that.” (SP3)

In addressing the needs of their clients, service providers mentioned the need to be culturally competent. Cultural competence exists as a set of behaviours and attitudes among providers that develop from an awareness of cultural meanings of health (NAHO, 2008). Cultural competence allows service providers to work effectively with their clients to address health needs (NAHO, 2008). The participation in cultural competency training, offered through the AHAC to service providers was described as eye opening and useful to staff within the AHAC in understanding the population they serve, and some of their health concerns. The importance of cultural competence among service providers was considered crucial to approaching health inequalities, as one service provider elaborated:
“In a general sense, I do try to be culturally sensitive, I get a sense of where the patient is at, what their health is on the health spectrum. And what I can do to help them, not ‘This is what you need to do to be a better person.’ But, ‘This is the situation, what can I do to make it better for you?’ I try to educate. Just sort of try to work, work together [with them], as a team.  And I had heard the other day at this cultural competency [course], stressing the fact that the relationship between the patient and the caregiver is therapeutic of itself, we have to remember that, just that right there is so powerful… I think it’s, it’s just really important that the providers really get a sense of the traditional ways of Aboriginals, and I think its invaluable that we do the sweat lodges, sit in a circle, see what the women’s group has done, what are they are talkin’ about, cuz that helps us understand more, you know. I think we need to take from them [knowledge], more that we can give to them, to tell you the truth, to get a better understanding [of their needs].” (SP2)

The literature on cultural competency is primarily framed around the understandings of non-Aboriginal service providers, as there are relatively few Aboriginal physicians within the Canadian healthcare system (Levin and Herbert, 2004). Aboriginal clients often expressed feelings of fear of being judged for their ethnicity and socioeconomic status by service providers, which may serve to limit or dissuade their use of health services (Browne et al. 2011). AHACs serve as places where Aboriginal clients can feel safe and welcomed in accessing mainstream and traditional healthcare, so it is all the more crucial that AHAC staff provide culturally safe care. Part of the importance of cultural competency was an understanding of the history of Aboriginal peoples in Canada, and an understanding of their health through history.

Service providers noted the importance of understanding the history of Aboriginal health issues, particularly remarking on the impact of colonialism, and practices of assimilation, such as through the residential school system. As one service provider stated: “It’s oppression. It does affect health. It affects heath big time.” Relating to clients and providing health education to clients was often mentioned with regards to understanding Aboriginal history. As one practitioner stated, “Sometimes you have to tell them the history of our nations, and how they got diabetes to begin with” (SP8). Service providers valued an understanding of Aboriginal history because it allowed them to relate to their clients. Understanding the generational, or family histories of clients was also essential to some service providers in order to fully understand their health situations, such as addictions and mental health issues. 

“I look at people from a holistic view. I not only incorporate my training from the Western approach, in providing [my] assessment. I also look very, very, deeply and spend a great deal of time looking at spiritual belief, spiritual practice, involving elders or, folks from the community, you know, to explore that. One of the major factors that I look at is history. Um, you know, history from generational, you know, backgrounds, aunts, uncles, you know, even back to grandparents and so forth. Looking for those markers that pop up that say you know what, there’s a chemical dependency problem, schizophrenic problem, you know, mental health issues.” (SP4)

Addressing inequalities by first gaining an understanding of Aboriginal history is noted as critical in the literature on Aboriginal client-provider relationships (Browne 2011; Elliot & de Leeuw, 2009). This research demonstrates that this is important within an integrated Aboriginal healthcare setting. Culturally appropriate care can only be provided when the service provider understands the history of the culture and the specific family and life history of the individual that they are working with (Towle et al., 2006; Elliot & de Leeuw, 2009). Access to culturally sensitive healthcare is as important as the other determinants of health, and that lack of access to proper care can be as detrimental or worse than a lack of the other determinants (Ghosh & Spitzer, 2014). Towle and colleagues (2006) state that physicians must learn about their clients’ histories and provide additional time in consultation on order to build trust with their Aboriginal client, as they may have different concepts of history, time and trust from that of biomedical training. The literature shows that this understanding can help to build relationships and trust, especially where providers seek to understand the personal histories of their clients (Elliot & de Leeuw, 2009). These findings urge an integration of Aboriginal concepts of healing into mainstream systems, particularly in regions where Aboriginal people make up a large proportion of the population, or are frequent healthcare service users.

Within the AHAC health inequalities are addressed by establishing trust and relationships of sharing between providers and clients. As one service provider stated: “[If] you don’t have the trust of the client then you’re certainly not going to get anywhere” (SP4). The AHAC itself, as a centre geared towards and respectful of Aboriginal peoples serves as a place where trust can be established. Service providers often stated that clients preferred to receive care from the AHAC because many staff and administrators are Aboriginal people themselves, offering a sense of comfort to clients. Providers believe that the identity of the AHAC as an Aboriginal organization, with Aboriginal staff serves to eliminate a barrier of distrust between Aboriginal people and the healthcare system, and serves as a foundation to establishing trust, a point that service providers noted as critical to addressing the health inequalities and needs of their clients. As one worker stated:
 “As an Aboriginal Access Centre, I think that alone can kind of eliminate a lot of peoples’ discomfort in say, accessing mainstream [healthcare], because when you go into an Aboriginal organization or are working with an Aboriginal [provider], I feel like a lot of Aboriginal people have a lot more willingness to do that because they know that they already have something in common.... So, I think that that helps a lot; I also think that our particular agency as an Aboriginal agency has a good reputation in the community… I would say that us just being who we are helps eliminate a lot of that barrier.” (SP5).

Developing trusting relationships with clients also involved keeping one’s word, service providers frequently commented on the importance of standing by what they informed their clients. Taking time to build relationships was important to establishing trust with clients, in order for service providers to fully understand the health situation and needs of the individual, in order to effectively address those needs. Service providers suggested that it may take multiple appointments with a client in order to develop a strong and trusting relationship where the client feels comfortable enough to reveal the true reason for their seeking care. In approaching the health needs of their clients, and addressing the inequalities that their clients faced, service providers repeatedly cited the importance of openness and a non-judgemental approach to working with their clients. 
“That kind of transparency and that open and honesty, you know, is, the primary starting point, no matter where you are, no matter what culture you’re in. It’s a primary starting point. You know, in order to have some validity, you know, as a practitioner, or as a human being. I appear to be a white guy… so I gotta earn that trust. But I also tell many of my clients who wish to choose the traditional sort of cultural approach, that you know what? They’re going to need to teach me. Well guess what? I just give ‘em a reason now. I give ‘em a reason to keep comin’ back because regardless of whether I agree with his culture or I don’t, the fact is its his culture, and I better make room in my life for it, if I wanna make any inroads. So I think that, you know, primarily the key secret there is to have a very, very open mind and to be non-judgemental.” (SP4).

The open, honest and non-judgemental approach to service provision within the urban AHAC is supported in the literature as a successful method to establish rapport with Aboriginal clients, and improve their experience of the healthcare system. While there is limited literature on the success of integrated Aboriginal healthcare systems, the existing literature states that Aboriginal clients have been highly satisfied with the services provided at AHACs, largely because services were provided through non-judgemental staff that respected their Aboriginal culture and spiritual beliefs (Lemchuk-Favel & Jock, 2004a; AHWS, 2000). Barriers to developing trust between the service provider and Aboriginal client can be overcome when the client feels that they have a voice in the encounter, and enough time to make it known (Towle et al., 2006). The findings of this research demonstrate that service providers value and seek information from their clients to understand their needs, and unique histories to address inequalities.

Within the theme of developing trust, service providers often spoke of the importance of confidentiality when they provide care to their clients. “I tell people what we talk about here, stays in this room. And, so when they come here, I’m sure they’re out there listening for their names. They know that I’m telling the truth, that I’m not gonna go out there and cause them problems” (SP6). Additionally, all service providers were acutely aware of the impact their identity had on their effectiveness in meeting the needs of their clients. A service provider’s personal identity as Aboriginal or non-Aboriginal, or as a member of the local Aboriginal community was perceived to determine their success in developing a trusting relationship with their clients and ensuring confidentiality. Two service providers stated that their success in working with clients was partially due to the fact that they were unknown in the community, having been raised and educated in a different area. Service providers that did grow up within the local Aboriginal community stated that they avoided going out in public in order to respect their clients’ privacy. Ensuring and maintaining confidentiality, and acknowledging one’s identity in relation to the client was a significant factor in developing a trusting relationship.

Issues of confidentiality and identity within AHACs have been addressed in the literature, and support the results above. Within a northern AHAC, clients of the mental health program found that confidentiality may be an issue when their providers are socially connected to the community (Maar, 2004). Within First Nations communities, families and interpersonal relationships are significant factors of community life and the potential of sharing of information between individuals and health workers may cause concern for some clients (Maar, 2004). Therefore, some clients could prefer receiving care from a provider that is not associated with the local Aboriginal community. Oppositely, clients that share a cultural history with their provider may find the relationship therapeutic and may be more trusting as a result (Maar, 2004). For some other clients, sharing ties with their provider may be a barrier, and they may prefer to seek advice from a provider who is not connected to their community, or from a non-Aboriginal provider (Maar, 2004; Maar & Shawande, 2010).


A challenge that arose in this area was the feelings of mistrust that arose during some interactions between non-Aboriginal service providers and their clients. Both Aboriginal and non-Aboriginal practitioners acknowledged this challenge to developing relationships with clients in order to address their health needs. A provider in the traditional health department stated: “It’s a native thing, you know, its like, ‘If you’re native, then I trust you, you know, If you’re not, then I don’t.’” In addressing this barrier, a non-Aboriginal practitioner stated: 

 “I think it’s a trust issue, it comes down to trust. And I think, you know, with, maybe the fact that we’re non-Aboriginals, most of the providers, [in] primary healthcare, are non-Aboriginal. I don’t know how much that has to do our relationship, but I think it would have something to do with it, right? And how do you fix that? I think you just have to build one-on-one relationships… I think, if we’re not 100% honest with each other, it’s very hard to, you know what I mean, meet in the middle. So it’s very complex, working in this type of situation.” (SP2)

Research from the Northern AHAC experience demonstrates that this is a continuing issue, where clients perceive their non-Aboriginal providers as culturally competent and supportive of traditional methods, yet are not comfortable discussing traditional options with them (Maar & Shawande, 2010). There remains a perception among Aboriginal clients that traditional and clinical approaches to health must remain separate (Maar & Shawande, 2010). In an effort to address this barrier, one non-Aboriginal, mainstream healthcare provider stated:

“I often times will come in, just as you are here right now and we’ll talk about whatever their issues are and then I’ll usually go over some preventative things… and then once we’re done at the end there, I always finish it off with ‘We do have traditional healing here, we have Elders and we have councillors, if you’re ever wanting [to see one], and also programming, if you’re ever interested in taking an interest in those.’ So if they are, and they’re interested particularly in the programming, we have a referral form for health promotion that I can say if they’re interested in traditional programs, so then I can hand that to the manager for health promotions and then she can be in touch with them.” (SP3).

This method is supported in the literature, where integration and promotion of traditional healing among all clinical staff is recommended (Maar & Shawande, 2010). Therefore, the barrier that may exist in some encounters between a client and a non-Aboriginal practitioner could be addressed by providing culturally safe care, which values the clients’ choice in the type of care they would prefer to receive, and developing a trusting relationship, where clients are afforded voice and decision-making authority when service providers offer both clinical and traditional options to them.

Service providers often referred to using mixed methods in their practice in addressing the health needs of their clients. Particularly, service providers spoke of mixing Western and traditional methods of care in their practice. Practitioners within the primary care clinic and mental health department stated that they incorporated the medicine wheel framework with their Western training in order to offer holistic care. It was repeatedly stated that practitioners only provided the traditional teachings that they were trained or knowledgeable in, taking note that they cannot replace the role of a traditional Elder, or enforce a teaching from a different background of their client. Service providers who were not able to provide traditional teachings when clients asked for them, sought the help of a team member who was able to do so, or referred their clients to the traditional healing department. One staff member within the mental health department summed up the role of a service provider within an AHAC very well: “In this position we have to know twice the knowledge, right? We have to know culturally and we have to know all the Western therapies and methodologies, and things like that, so we have to be double. We have to be two experts, almost, right?” (SP6). By utilizing both mainstream and traditional methods, service providers are able to demonstrate an understanding of Aboriginal health needs and encourage the utilization of one or both types of healthcare. A mixed methods approach additionally provides clients with autonomy over their own healthcare decisions and allows for a culturally safe client-provider encounter. 
Theme Three: What Needs to be done to Address Health Inequalities

The third theme identified within the analysis is what service providers identified as what must be done in order to continue to address health inequalities within the AHAC in an effort to reduce them, and barriers to addressing inequalities. A number of factors were indicated, including:
· Increase integration

· Improve accessibility
· Address issues with funding and support
· Acknowledge the needs of the community


The integration and collaboration of staff and departments within the AHAC was frequently addressed within the interviews. Participants stated that all departments within the AHAC meet together quarterly to discuss AHAC happenings and issues, this was listed as the only time when all departments integrated in person. Participants acknowledged the integration of services under one roof and how this supports their practice, unity and is almost therapeutic to providers, in that it may acknowledge their own Aboriginal identity.
“It’s an awesome place because you have all like-minded people, and it gives you a sense of, of okay we’re all here to, we have one goal in mind. And there’s open communication and it just feels comfortable. Like it doesn’t feel like, it just feels, I don’t know how to explain, it just feels good. Cuz we’re allowed to smudge, we’re allowed to participate in our own culture, while working, right?” (SP6)

This sense of unity and common drive to meet the primary goal of improving the health status of the urban Aboriginal community was important to integration within the AHAC. Importantly, participants demonstrated that simply providing multiple services within one facility does not necessarily mean that these services work in an integrated manner. The interviews revealed that participants often saw the AHAC as being divided between departments, where instead of working on an integrated basis, departments work separately and independent of one another. Due to this overall sense of division, participants stated that they would like more opportunities to collaborate with other departments to address the health needs experienced by clients. Participants noted that they cannot provide all of the services that their client may need, and that working closely with a provider from within another department would be extremely helpful, as one service provider “can’t do all of the work” required to improve a client’s health. One service provider stated that integration does not take place often “because we kind of operate on our different levels, you know what I mean? They’re upstairs, we’re down here, and we’re all busy” (SP5). This statement indicates that departments are focused on providing specific services directly to clients.

Interestingly, another service provider within the primary health clinic noted that a greater level of support for the primary care clinic exists, compared to the other departments, with regards to status within the AHAC, and funding: “There seems to be a lot of power, for the lack of a better word, bestowed upon the clinicians. And there’s no real melding between the programs. Everybody’s really kind of off in their own little silo. And it’s fascinating for such a small place” (SP1). This statement further indicates the sense of division between departments, housed within one small building. Traditionally in primary care settings, physicians and other medical staff have been afforded authoritative managerial roles, with other health professionals excluded from the decision-making process (Lemchuk-Favel & Jock, 2004a). Literature on integrated healthcare systems recommends complete inclusion of all practitioners in determining delivery of care, including funding, and this is supported by Aboriginal custom in which health system management is comprised of all health professionals, including primary care and traditional practitioners (Lemchuk-Favel & Jock, 2004a). 

This theme is supported by literature on health service integration. Several barriers exist in integration, and the dominance of the medical model is often cited, where it is favoured over other approaches to health (Lemchuk-Favel & Jock, 2004a; Howard et al., 2000). The dominance of the medical model is felt within the urban AHAC, where the clinic is observed to have more power, and access to more resources. Within the AHAC setting, over a decade ago, staff participated collaboratively in program planning activities (Maar, 2004). Some providers found this time-consuming, and took them away from important work with their clients, however this practice allowed providers to learn about the scope of their co-workers’ practice, and helped to develop an interdisciplinary team (Maar, 2004). Maar (2004) found that while this was a meaningful and valuable experience for service providers to learn about health needs within the community, a more efficient way of coordination and planning must be developed. It is evident that this remains to be an issue within AHACs, and that integration is important, yet fails to be adequately facilitated. Literature also indicates that lack of integration is particularly exacerbated within Aboriginal systems, where the biomedical model and the traditional Aboriginal model may be considered in contrast (Lemchuk-Favel & Jock, 2004a). While there is a desire for increased integration within the urban AHAC, literature from the Northern experience indicates that integration is often limited due to the high demand for direct client services (Maar & Shawande, 2010). A more interdisciplinary team-based approach, where teams are made up of members from all areas of the AHAC, could help to improve integration and client-provider relationships (Maar, 2004).

The issue of accessibility and space within the AHAC to provide adequate care came up consistently throughout the interviews with service providers. The AHAC sampled for this study is located downtown, within a low-income neighbourhood with a large Aboriginal population and is a visible Aboriginal organization. Visibility of the AHAC, and it’s place within the city was supported and considered positive by service providers, however it was made clear that the physical space affected service provision and serves as a barrier in effectively addressing the health inequalities and needs of clients. As one provider working outside of the primary health clinic stated:
“Is the space adequate enough? No. Absolutely not. Um, people are crammed into nooks and crannies and I’ve been here for two months, I still don’t have an office… you know, it’s just impossible to do that kind of work, you know. You need a space. My clients need the space. They need to be able to come in to my office and feel comfortable so that, you know what, they can start talking about the difficult things goin’ on in their lives. You know, workin’ in a broom closet is not gonna do that for ‘em, right? So here I am again, I’m feelin’ like I’m victimizing them all over again. Cuz I’m not comfortable in the space, how can I expect them to be? So space is huge… From a professional standpoint, how can I provide therapy? How can I provide you know, a trusting, nurturing environment, under those conditions?” (SP4).

These perspectives are reflective of the literature where accessibility and location of healthcare services are determinants of Aboriginal health, and size, space and location all serve to affect the provision of culturally safe care (Wilson & Cardwell, 2012; Ghosh & Spitzer, 2014; DeVerteuil & Wilson, 2010). In locations where service providers are restricted to a limited amount of space for treatment, they may feel as though they are not providing effective or appropriate care to their clients. 

Service providers acknowledged the relationship between accessibility, location, rapport, mobility and transportation when considering what must be done to address health inequalities among their clients. As one service provider stated: 
“Heck, you know, um, I’d like to say that we could build this beautiful building that’s gonna invite everyone in it, that, and meet all their needs and it’s gonna be one big, happy place. And I know that that’s what we’re working towards. I just think it comes back to the, you know, trusting, building a good rapport, having good relationship, keeping in touch with our clients, making sure if they stop coming to us, or if they, they stop getting certain test done, that we need to monitor or manage their illnesses. We really try to intercept quickly to find out what’s happening, so we don’t lose them. And the other big, huge factor against this too, is the transitions of, of our patients. They seem, you know, they might start in [one city], then go to [another city], might go to the reserve, might go to the States. And because of that, um, it goes back to just the transportation, if they don’t own a car, they have to go somewhere they can walk, and see you lost that connection too, right? That gets difficult. So, I don’t know what the answer [to reducing health inequalities] is, I don’t know, I wish I had one.” (SP2)

It is evident through the above passage that service providers within the AHAC acknowledge and feel pressured by the complexity of their clients’ needs and social situations. Beyond their immediate practice and skills, service providers must consider the wider factors and determinants that affect the ways in which clients’ access and utilize their programs and services.

In each interview, service providers offered perspectives on the way that funding affects service provision, and how it must be addressed in order to meet the needs of their clients. Staff often mentioned the difficulties that come with seeking additional funding for their programs, as one provider stated “fund us properly, to do the job and don’t make AHACs grant-chase,” (SP1) referring to the amount of time AHAC staff spent trying to secure additional funding in order to maintain and support new programs. The impact of underfunding was particularly felt among practitioners who provided services outside of the clinic setting, including those who worked in the mental health, health promotion and traditional healing departments. A practitioner within traditional healing (SP7) acknowledged that the primary care clinic was well funded because it was a necessity, and works well for clients, yet noted that the “lesser sciences” such as mental health and addictions were perceived as being less important, received less funding and thus struggled to meet the demand for service, as one provider stated:
“Um, I’ve always struggled with low budgets, you know? Um, when the AHWS first came out with the concept of AHACs, traditional healing was supposed to be on the same level as the clinical part of it. But that’s not, that hasn’t happened… And a part from you know, writing proposals to augment our funding, well, you get funding for a year and they want you to sustain. How are you gonna sustain it? …So, traditional healing could be better funded. I think it needs to be taken seriously, like the clinic does.” (SP7)

The observation that the primary health department receives priority in terms of funding, over the other departments including mental health and traditional healing, further serves to demonstrate the division between departments. As is the case with AHACs in the North, chronic underfunding presents a significant challenge to the integrated healthcare system (Maar & Shawande, 2010). Underfunding of Aboriginal mental health services limits the review of client cases, and impedes interdisciplinary collaboration, as there is such a significant demand for direct client care (Maar & Shawande, 2010). This is experienced within the urban AHAC setting, especially among mental health and traditional health workers, who must supplement their funding.

Within the AHWS, and the current relationship between AHACs and the MHLTC, funding is prioritized around the delivery of primary care. The literature shows that Aboriginal organizations and communities are often required to submit proposals for grants in order to receive additional government funding, especially for non-primary health programs, and make a strong case for continued and new funding envelopes, creating administrative strain and anxiety (Gabel, 2013). Most organizations have to write proposals for small, short-term pockets of funding, with the hope that more funding will become available to sustain their programming, however this is not always the case (Maar, 2004). Gabel (2013) states that funding for Aboriginal healthcare services often comes in envelopes to be directed to specific, prescribed programs. This creates difficulties for service providers when it comes to the government-required reporting for accountability, and the format used to process information (Gabel, 2013). As service providers noted, the paperwork can become redundant and time-consuming. Additionally, Gabel (2013) notes that due to the question of whether funding will continue into the next fiscal year, organizations find it difficult to recruit and retain staff.

Another issue that arose from the interviews was the way that government-funding streams acknowledge the needs of Aboriginal peoples. In the words of one practitioner, service providers are “being forced into providing care the way the government wants [them] to provide care.” To receive funding, additional paperwork or data may be required from clients to contribute to databases. Funding would only be provided or maintained when service providers collect and deliver this data. This process does not fit with an Aboriginal understanding of health needs, and these requirements may affect client-provider relationships, causing distrust, or inhibit one-on-one work between client and provider due to the extra time spent completing paperwork. Such information is useful when evaluating funding, however, the demand for such data is reminiscent of colonialist control held over Aboriginal peoples by governments. As one service provider (SP4) stated:
“I think our government has to take a completely different look at funding streams and how that funding models and how that works. Aboriginal people do not fit into the normal, sort of, uh, equation of what the LHIN [Local Health Integration Network] or what the province considers to be a funding model. We don’t fit in to that because, you know what? We do things very, very differently. We do things more from a heart-centre than we do from our head. And we’re trying to get our people back to that. Very difficult to do, under the present guidelines, rules, regulations, funding streams, however you wanna look at it. Very difficult to do under the present system… we can’t meet a model that doesn’t meet our needs.” 

The literature supports these statements, where AHACs and service providers are often forced to fit their work into the strict parameters set forth by government funding agencies, which utilize a definition of ‘culturally-appropriate’ that does not match that of the unique community within which programs are being offered (Maar, 2004). Furthermore, the pressure that funding streams places on organizations and service providers to meet predetermined health outcomes can negatively affect the provision of integrated care (Maar, 2004). Aboriginal understandings of health do not always match what is required from government agencies, creating a strain on Aboriginal service providers especially, who must provide care by balancing two different worldviews.  

The final factor required to address health inequalities within the AHACs is acknowledging and prioritizing the needs of the urban Aboriginal community. Providers indicated that they believe the specific needs of their clients are not being met, as one service provider stated, “I am sure we’re not meeting all their needs. I’m sure we’re not, which is unfortunate.” It was clear that issues of integration, accessibility and especially funding direction inhibit the ability for service providers to meet the needs of their clients. However, service providers suggested that these administrative issues should not get in the way of identifying new areas of need by seeking direction from the community: 
“We need to ask the people that we serve… So I think we need to go to the people and say ‘what is it that you really want or need?’ And we need to shut up and not say ‘oh we cant do that, we can’t do that, we can’t do that,’ right? Because it doesn’t work. Not that I want to work 24 hours a day, 7 days a week. I don’t. But I think that when you work with the people that you’re serving, there’s mechanisms to sit down and figure out what they need, what can we offer that will fit both [their needs and our abilities]. Yeah, so really, doesn’t matter what I think, because I’m only coming at it from my perspective.” (SP1)

In many instances, the inequalities that are being met with government funded programs are not the ones that clients need, or the ones that service providers feel compelled to address. Service providers demonstrated that the community must be put first in making decisions on programming and funding. Literature acknowledges the importance of the provider position, and the relationship between client and provider in determining the health inequalities that should be prioritized through an understanding of the social situation of clients (Raphael et al., 2008). Especially when working with Aboriginal communities, a continuum of consultation is crucial to understanding and addressing the needs of the community (Lemchuk-Favel & Jock, 2004a). 
Theme Four: SDOH Framework in Practice

Results from the analysis provide a final theme concerning the utilization of the SDOH by service providers within the urban AHAC including:

· Conceptualizing inequalities using the SDOH framework

· Benefits and barriers to the SDOH framework in practice

Collectively, service providers identify primary health inequalities among their urban Aboriginal clients, and these perceptions are supported by the relevant literature and the Our Health Counts urban Aboriginal health database (Smylie et al., 2011). It is evident that service providers are aware of the SDOH, whether they recognize them as a framework or not, that affect the health status of their clients, and lead to the inequalities experienced by this population. Awareness of the various determinants of urban Aboriginal health including proximal, intermediate and distal determinants, are present among the service providers interviewed, and was critical to their understanding of how their clients may have come to be in their current health situation. Individual service providers however, are unable to act on each health determinant, due to the complexity of the health situation, but are able to use this knowledge to provide their client with the option to seek additional care within other AHAC departments, or to advocate for their client with regards to additional government or organizational support. Therefore, The SDOH framework is applicable within the integrated healthcare setting, but is not necessarily useful in addressing health inequalities at the level of service provision.

One of the major barriers to the SDOH framework being understood and utilized by health professionals and policymakers is the concept of individualism and individual responsibility for health outcomes based on social status, income and other determinants (Raphael et al., 2008). This belief supports the idea that health problems belong to the individual and are not issues of society (Raphael et al., 2008). This research demonstrates that there is little support for individualism among service providers working within an urban AHAC. All providers interviewed for this study supported an understanding of the SDOH and the impact that they have on the health of their clients. However, service providers perceived their efforts as only affecting Aboriginal health outcomes at the individual level, as one clinical practitioner stated, “The older I get, and the more I work, the more I realize that what I do is not impacting on those broader determinants of health, but we like to think that we are” (SP1). A second service provider summarized the complexity of addressing the SDOH in practice, indicating that for real change on the health of the Aboriginal population, social determinants must be addressed at the government and policy level, and that providing more services and programs only addresses the immediate outcomes of health inequality, such as illness, or addiction, and does not alter the causes of inequalities in the first place:
“I’m just thinking of poverty, I mean what ways can you work on that? Better housing would be one. Ah… it’s one of those things that’s hard for me because I understand it and I understand how it works, but it’s so, kind of, large and overwhelming, that it is kind of hard for me to try to pin-point exactly where [addressing] it would start. It’s like that self-determination for Aboriginal people needs to happen, like, nationally, across country for there to be some kind of new, re-structured relationship with the government of Canada. That allows us that more self-determination over our people and lands, and management of lands. So it really does need to start at that larger level: the relationship of the government with Aboriginal people. Um, and cuz once that’s in place, then I think it will be able to trickle out. Because it needs to start at the top and go down. It can’t, it can’t just start from the bottom and go up. Even just increasing some, adding some houses to the [Aboriginal housing program] is not gonna do it, either. Right? It doesn’t address the root cause of the inequities, so the root cause of the inequities needs to be addressed, pretty much. Um… there really is no better answer, yeah, because to address anything at the individual level is really, its always just putting a Band-Aid on it, right?” (SP5)

The findings within this research support the SDOH literature, where health service providers utilize the SDOH framework as motivation for change in addressing health inequalities (Raphael et al., 2008). Acknowledging the SDOH within a healthcare setting can have major positive influences for policy change, when service providers use the SDOH, and the issues their clients’ experience, voicing concern over the heavy impact of poverty, persistent racism, as motivation to promote alternatives to the mainstream approach to health inequalities (Raphael et al., 2008). The needs of clients are acknowledged when service providers speak out against the poverty, social exclusion, inadequate services and other health inequalities (Raphael et al., 2008). Further, service providers are able to address their clients health needs by improving AHAC services through integration, accessibility, funding and community involvement. This research demonstrates that an understanding of the SDOH in conceptualizing and addressing the health needs of the urban Aboriginal population is crucial, in order to understand the individual needs of each client, and the causes of their health situations. However, the SDOH approach to addressing health inequalities is complex and inadequate at the service provision level on the ground. The use of the SDOH framework is applicable and necessary at the health administration level, for managers to prioritize health departments and programs within an integrated health setting. Further research should be directed towards the ways in which health service managers, directors and administrators utilize the SDOH in the health planning process. One service provider offered an excellent summary of their role and impact on policy using the SDOH, and how while they are only able to address some of the health needs of their clients on an individual level, they are addressing an reducing inequalities through their practice:
“As a member of professional organizations, I think you can somehow have a smidge of an impact on policy, right, in the bigger picture by bringing forward things. Organizationally, I mean I think that the place where I have the biggest skill and the biggest ability is to, in that one-on one interaction… Well I think my thing is individual and that’s just me personally, at this stage in my career and my skillset, that I can make a difference with respect to those inequalities by being trustworthy and non-judgemental and accepting and providing people with the best possible information, and then advocating for their individual behalf. Right, that’s not going to change the big picture, but it maybe changes one life at a time.” (SP1)
Research Limitations


As a qualitative research study, this project was not intended to provide a generalized understanding of Aboriginal health or healthcare settings. Rather, I sought to understand the development of Ontario’s Aboriginal health policies and the understandings of health inequalities and determinants among service providers within an urban AHAC. The findings that occurred here could be applied to other urban AHACs in the province, or similar integrated healthcare settings directed towards an Aboriginal population. Despite efforts made, research limitations arose during the course of the study, which may have affected the outcomes and tone of the results. 

I had hoped to speak to at least one participant from each of the five ministries currently involved with the AHWS in order to gather a well-rounded understanding of the AHWS, however I spoke to four individuals from three Ministries. One of the ministries that did not participate had only joined the AHWS as a partner during the 2010 renewal and would likely not have been able to provide details on the development of the Strategy. Further, the two ministries that were left out are directed towards women’s and family issues and services, which I would anticipate would echo the emphasis placed on addressing family violence as the participating ministry officials did. Therefore, I believe the involvement of the three participating ministries offered well-rounded perspectives, mitigating the limitation of full participation by all ministries involved with the AHWS.

Similarly, I intended to speak to individuals from all six areas within the AHAC to provide a well-rounded understanding of perspectives, however, I spoke to service providers from within four areas. I believe that this is an adequate sample, as I spoke to a nearly even amount of clinical, mental health and traditional service providers. The area that was missing from participation was the advocacy department, which may have been able to provide insight on how the AHAC works with other community organizations and social services, as well as how the AHAC addresses determinants of health such as housing, employment and social security by assisting clients with accessing services and opportunities and completing required paperwork. To mitigate the limitation of not having participation of all areas, service providers were asked how they work and integrate with other departments, and considering the consensus among participants; I believe that the perspectives on this subject would be similar among staff in advocacy.

My position outside of the health professional and Aboriginal community may have affected the collection of data, analysis and the presentation of the results. In order to account for this, and within the requirements of good qualitative research, I have stated my position, and acknowledged my stance towards this subject. Further, I took steps in educating myself in cultural safety and Aboriginal history.

CHAPTER SIX: CONCLUSIONS


The first purpose of this study was to provide a concise understanding of the development of Aboriginal health policy within Ontario, as well as convey the current goals of AHWS. Secondly, this study investigated the perceptions of service providers within an integrated Aboriginal healthcare setting on the health inequalities and determinants of health among their clients. Lastly, this research endeavoured to determine whether the SDOH are considered in practice among these service providers, and whether the SDOH framework is useful at the service provision level. The findings of this study contribute to understandings of urban Aboriginal health, and serve to support SDOH literature, as it describes Aboriginal health. While the SDOH framework is useful to understanding Aboriginal health inequalities and needs, this research has demonstrated that the SDOH framework cannot be effective if applied only at the service provision level. Inequalities in the SDOH, as identified by service providers, must be addressed at the policy level, through integration, inter-sectoral collaboration, and most importantly, Aboriginal determination.
Conclusions

This research has demonstrated that the Aboriginal Healing and Wellness Strategy was implemented as part of a new Aboriginal policy. As a strategy to come out of the Aboriginal Health Policy for Ontario, this policy had, and continues to operate under two primary goals, which included increasing access to healthcare services and reducing family violence among Aboriginal communities. At the time of its last renewal, AHACs were separated from under the AHWS, and entered a direct funding agreement with the MHLTC. At the same time, the AHWS Joint Management Committee, made up of Ministry officials and Aboriginal key stakeholders disbanded, and the AHWS, and funding planning for the AHACs no longer operate under direction of an Aboriginal interest group. This could be considered a step backwards away from self-determination and integration of Aboriginal perspectives on health. However, more direct relationship between Aboriginal communities and the government may result in a more effective method of service delivery and funding. This was also seen when the AHACs entered into a direct funding relationship with the MHLTC. Ultimately, Aboriginal representation and guidance over the overarching AHWS is missing from the policy’s structure. 

Service providers had an accurate understanding of the health needs and inequalities among the population they serve. Interestingly, family violence was not addressed by service providers in this research, indicating that a gap may exist in perspectives on health needs, or whether this issue is being effectively addressed by social services within the city. Service providers additionally provided an understanding of the SDOH of their clients’ health, and how determinants on all levels serve to affect health outcomes and how they can be addressed. Poverty is perhaps the single most important determinant of Aboriginal health within the urban setting, as indicated through this research by service providers and confirmed by Firestone and colleagues (2014). While it is critical that service providers have an understanding of the determinants that affect their clients’ health, this research demonstrates that service providers are unable to address or have effect on all of the SDOH, as they deal with complex cases, that require multiple services at various levels, especially at the policy and planning level. The major intermediate determinants of health that providers identified, including poverty, lack of education and poor housing, and the distal determinants such as persistent racism, are difficult to address at the service provision level within a health access centre. Therefore the SDOH framework is important for service providers to understand with regards to the causes of their clients’ health inequalities and needs, and how to address treatment. However, the SDOH cannot be addressed completely at the service provision level.

Instead, inequalities are addressed by AHAC service providers through the provision of individualized care, with an understanding the history of Aboriginal health, allowing service providers to develop trusting relationships with clients, while using mixed methods to combine traditional care with mainstream, or clinical care. Service providers indicated that their practice improves small aspects of their clients’ lives, at the proximal level, but also demonstrate that while their contributions cannot address all of their clients’ social or economic needs, they feel they are making a positive difference. 

Recommendations for Policy and Practice 


Findings from this research are able to offer three recommendations:
1. Restructure Aboriginal health policy in Ontario using SDOH framework

The future of Aboriginal health policy in Ontario requires revision and an integration of the SDOH framework in restructuring. The findings of this research demonstrate the complex relationship between health inequalities and the SDOH, and especially the influence of intermediate determinants such as income and employment, and poverty, on Aboriginal health. Additionally, healthcare service providers expressed concern that they are unable to address all of the needs of their clients, such as ensuring they have appropriate housing and nutrition. Therefore, these inequalities in the SDOH must be addressed within policy, and Aboriginal health should be a matter of provincial policy, in order to address wider social issues that affect Aboriginal health and to incorporate and value Aboriginal leadership and control in decision-making. 

Future Aboriginal health policy must be restructured to acknowledge and address the SDOH as experienced by rural, reserve and urban Aboriginal populations in Ontario. Such a policy will require continuous intersectoral ministry and Aboriginal stakeholder collaboration to address the SDOH of Aboriginal health. Currently, the AHWS serves as a useful policy that demonstrates that intersectoral collaboration between provincial ministries and Aboriginal communities towards a common goal is possible. However, planning, funding and evaluation structures between the province, communities and health service providers do not necessarily reflect Aboriginal values, making it inadequate in supporting action on the SDOH and reducing Aboriginal health inequalities. Additional ministries including education, housing and employment should be involved with future Aboriginal health policy, providing integration of programs and services within their capacity towards addressing health-related needs in a singular Aboriginal health policy.

The AHWS also demonstrated that joint policy management by a committee of Aboriginal representatives from First Nations, Métis and Inuit communities may not be conducive to planning and decision-making due to differences and tensions between these groups, and direct funding relationships between communities and the province were developed, which may give more authority over planning to communities. Future Aboriginal policy will require clear Aboriginal leadership and representation in planning province-wide programs, services and evaluation models.

Only through the acknowledgement of all relevant SDOH and planning led by Aboriginal community leaders and stakeholders, will Aboriginal health inequalities be effectively addressed. It is imperative that the experiences and perspectives of service providers and clients be translated into policy and planning through effective information sharing between SDOH researchers and policy-makers. Successful future planning and policy-making for Aboriginal health must operate on a continuum of communication, evaluation and renewal between multiple ministries, communities, service providers and SDOH researchers, but value Aboriginal ideals and control first and foremost in addressing inequalities.
2. Improve quality of care for the urban Aboriginal population


The findings of this research reveal that there are a number of issues that currently serve as barriers, or issues towards providing quality care for the urban Aboriginal population within existing AHACs including, adequate space, funding and evaluation models of programs and services, training of service providers, and education and recruitment of Aboriginal service providers. These must be overcome, and the quality of care must be improved using the SDOH as a guide. 

Funding and development of service structure must utilize the SDOH framework to better understand and plan for urban Aboriginal health needs. This may take place with reassessing funding and delivery structure, such that one service department or ideology, such as biomedical dominance, is not reinforced, and so that AHACs have the resources to ensure enough space to meet the needs of the growing urban Aboriginal population. This must be addressed at the government level, where AHACs have a direct funding and assessment relationship with the MHLTC. New models for funding and evaluation must be developed reflective Aboriginal values and ideals, because as the findings of this research indicate, these do not fit with the current, mainstream MHLTC models.

Within training and practice, both Aboriginal and non-Aboriginal service providers must learn about and acknowledge the SDOH framework to approaching health and inequalities, and especially on how these affect Aboriginal health and options for treatment and care. Education on the SDOH should take place in training, and in practice through continuing educational programs for staff. Along this line, the acceptance and promotion of the SDOH framework in medical schools and health-related education programs, especially in terms of Aboriginal health, will serve to prepare and encourage students to pursue careers in Aboriginal health. Aboriginal students may be encouraged through the promotion of the utility and importance of personal experience and cultural understandings in providing care to the population. 
3. Increase interdepartmental collaboration in integrated healthcare settings

AHACs serve as integrated healthcare organizations, however, through this research it has been demonstrated that integration does not take place between departments on a case-by-case basis, or to address broader community issues. There is much support for case management within integrated healthcare systems (Lemchuk-Favel & Jock, 2004a; Howard et al., 2000). Therefore, while case management often occurs within departments, management should take place on an interdepartmental or interdisciplinary basis within the AHAC, in order to facilitate integration of information and knowledge sharing between all areas of service provision. A truly integrated approach to healthcare provision will ensure a continuum of care that acknowledges multiple SDOH through collaboration and information sharing among service providers.
Areas for Future Research

Future research on the SDOH is recommended to fill the gaps that this study leaves open. By acknowledging and mitigating the limitations confronted in this research, a future study could repeat this process on a larger scale. In view of the findings that service providers effectively utilize an understanding of the SDOH to acknowledge health inequalities among their clients, future research should be directed towards furthering these understandings, and coupling them with client experiences and governmental perspectives. The proposed study could add to the current research by seeking to understand the perspectives of service providers working within AHACs on rural and reserve settings and in other urban settings to broaden and compare service providers’ understandings of health inequalities from within these integrated settings in Ontario. This larger-scale version of the present study will provide a well-rounded understanding of perspectives within the Aboriginal-focused healthcare system in Ontario and may serve to support the recommendations and offer conclusive evidence towards the development of a new Aboriginal health policy and program/service evaluation methods.

Further, this future study should be widened to include the perspectives of service providers working within a mainstream healthcare setting, or within Aboriginal community social services, as well as to policy-makers and ministry officials, on perspectives of Aboriginal health inequalities and their determinants. The ways in which service providers and policy-makers understand and conceive of health inequalities and their determinants is critical to the production of a sound and Aboriginal-appropriate approach to health service provision and the development of an effective Aboriginal health policy.

A third and final phase to the proposed research is the incorporation of a CBPR approach to understanding the experiences and perspectives of Aboriginal clients with regards to AHACs, and social services alike. Such an approach would allow Aboriginal communities themselves to bring up questions of best practice and critical health and social needs among their populations. Findings within this phase could provide insight on the SDOH experienced by communities, and how clients experience integrated healthcare service provision. 

Investigating the perspectives on Aboriginal health inequalities and determinants among clients and communities, service providers, and policy-makers through a SDOH framework will offer evidence towards addressing the SDOH in both practice and policy effectively. This future study would provide direction to the restructuring of Aboriginal health policy within Ontario, as this thesis recommends. Additionally, it would provide the information required to develop an overarching policy model that could be implemented within other provinces and territories, or across Canada.
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Appendix A – Telephone/Email Recruitment Script for Ministry Officials

I am inviting you to participate in an interview, which is expected to take between 30 and 60 minutes of your time. As part of the graduate program in Health, Aging and Society at McMaster University, I am carrying out a study to learn about how health inequalities among the urban Aboriginal population in Ontario are conceptualized and addressed by Aboriginal Health Access Centre staff including physicians, social workers and traditional healers. To help me understand the ways that the health needs of the Aboriginal population in Ontario are being met, I am interested in learning how the provincial ministries associated with the Ontario Aboriginal Healing and Wellness Strategy conceptualize health inequalities within the urban Aboriginal population, and the association between the Strategy and Aboriginal Health Access Centres. Furthermore, I am interested in the types of services and programs offered through the Strategy, and those that are offered by urban Aboriginal Health Access Centres in order to understand which health needs are prioritized and how these services and programs may work to reduce or eliminate some health inequalities among this population. The interviews may be lengthy, as one section will ask for a review of past practices and policies associated with the Ontario Aboriginal Healing and Wellness Strategy. 
I obtained your office telephone number/email from the list of Ontario ministries associated with the Ontario Aboriginal Healing and Wellness Strategy.

It is expected that there will be minimal risks to you in taking part in this interview. However, if you experience any sort of concern, it is your right to refuse to answer any question(s); you may also stop the interview and/or choose to discontinue your participation in this study at any time. I have attached a copy of a letter of information about the study that gives you full details. This study has been reviewed and cleared by the McMaster Research Ethics Board.  If you any have concerns or questions about your rights as a participant or about the way the study is being conducted you can contact:



The McMaster Research Ethics Board Secretariat 



Telephone: (905) 525-9140 ext. 23142




c/o Office of Research Services




E-mail: ethicsoffice@mcmaster.ca 

I am providing you with an attachment of the digital version of my Letter of Information about my project that you will be able to download and retain for your records. This will allow you to review the details of the project in order to help to decide if you are interested or able to participate. The Letter of Information comes with an attached Consent Form for you to review and complete in writing, and return a scanned version to me at the email address below if you would like to participate in this project. 
I would like to thank you in advance for your time and consideration. If you are still interested we will set a date, time and location for the interview to take place.

Alicia Powell B.Sc., 
Masters Candidate (2014) 
Department of Health, Aging & Society

McMaster University, Hamilton Ontario 
Tel: 905-525-9140 Ext. 27203
powellak@mcmaster.ca
Appendix B – Recruitment Letter for Service Providers
















February 27, 2014

Dear Staff of [Name] Aboriginal Health Centre,

I am a second year Master of Arts (MA) student in the Department of Health, Aging and Society at McMaster University. My research interests focus on health inequalities, especially those persisting among the Aboriginal peoples of Canada within an urban setting. Additionally, I am interested in the social determinants of health and the degree to which inequalities in the social determinants of health act as barriers to addressing health disparities among Aboriginal peoples.

For my MA thesis project, I would like to investigate these areas further by looking at the historical and political development of healthcare policies in Canada, specifically the Ontario Aboriginal Healing and Wellness Strategy, and its current and future goals within the province. From there, I will be looking into the unique setting of Aboriginal Health Access Centres within urban areas in Ontario. I would like to understand ways in which staff within an urban AHAC conceptualize and address the health inequalities and needs of Aboriginal clients that they see every day. Further, I would like to examine the strategies they use in their practice and the programs they offer. I hope that by acquiring the professional opinions of staff members at the AHACs, would lend to future provincial and local policies and program being better informed in order to improve health status and reduce inequalities. 

As a staff member of [Name AHAC], I would like to invite you to participate in my study. I would like to hold one-on-one interviews with participants, which could take up to an hour. The questions I ask will be based on your professional opinion and experience within the AHAC setting. Interviews can take place within the [city name] location during regular working hours, or elsewhere outside of working hours, should that be preferred. Additionally, if we are not able to meet in person, or if you work in the [city name] location, interviews can be held over the telephone. All interviews will take place within a private and safe space, in order to protect the confidentiality of participants. Your participation in this study will not affect your position or employment at [Name AHAC].
If you are interested in participating in my project, you may contact me, Alicia Powell, by telephone at (905) 902-4354 or email at powellak@mcmaster.ca. Attached with this letter, you will find my Letter of Information containing a detailed description of the project and an example of the Informed Consent sheet. Please review and retain these documents for your records. If you contact me to express your interest, we will review the Letter of Information and I will answer any questions you have about the project and your involvement.

Interviews will take place through April. If you choose to participate, we will arrange a date and time that works best for you to meet for approximately one hour. You will decide whether you would like your interview to be audio-recorded. If you participate, you can choose to stop your involvement at any time before May 1. I will be working with [Name AHAC] over the course of my project and will strive to complete my research in a culturally safe manner. 


My project has been reviewed and cleared by the McMaster Research Ethics Board.  If you have questions or concerns about your rights as a participant or about the way the study is being conducted you may contact:




McMaster Research Ethics Board Secretariat 




Telephone: (905) 525-9140 ext. 23142




Gilmour Hall – Room 305 (ROADS)




E-mail: ethicsoffice@mcmaster.ca
I look forward to working together with the staff at [Name AHAC] on what I hope will be a productive and insightful project.

Sincerely,

Alicia K. Powell

B.Sc., M.A. (candidate)

Department of Health, Aging and Society

McMaster University
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Appendix D – Letter of Information and Consent for Ministry Officials
LETTER OF INFORMATION / CONSENT 

A Study of/about the ways in which urban Aboriginal health inequalities are conceptualized and addressed

Investigators:                                                                            

Principal Student Investigator:

Faculty Supervisor:
Alicia Powell




Dr. Lydia Kapiriri

Department of Health, Aging and Society 
Department of Health, Aging and Society

McMaster University 



McMaster University 

Hamilton, Ontario, Canada


Hamilton, Ontario, Canada

(905) 902 - 4354



(905) 525-9140 ext. 27203
E-mail: powellak@mcmaster.ca


E-mail: kapirir@mcmaster.ca

Purpose of the Study 
I am conducting this research as part of my Master of Arts thesis within the Department of Health, Aging and Society at McMaster University. My project is titled “Addressing Inequalities: Aboriginal Health Access Centres in Urban Ontario.” The purpose of this research is to understand how healthcare is provided to the urban Aboriginal population in Ontario and then primarily to understand how healthcare and social service providers conceptualize and address the health inequalities that continue to exist within this population. The first part of the project will look into the Ontario Aboriginal Healing and Wellness Strategy and will collect information about it from provincial ministries involved in the Strategy. This part of the project will investigate the ways that the provincial ministries associated with the Ontario Aboriginal Healing and Wellness Strategy conceptualize the health needs of Aboriginal people living in urban areas, and the ways that the Strategy addresses the health needs of this population. Furthermore, this project aims to understand the development of Aboriginal Health Access Centres as part of the Strategy, and how they came to be independent from the Strategy. The project will then focus on the work of Aboriginal Health Access Centres in urban settings, to understand the ways in which staff including physicians, traditional healers and social workers conceptualize and address the health inequalities faced by the urban Aboriginal population. Health inequalities persist in urban settings among the Aboriginal population in Canada and there is very little known about the ways that healthcare and social service workers who provide care directly to this population, understand and work to reduce these health inequalities.

Procedures involved in the Research

If you choose to participate in this study, you will be interviewed over the telephone based on your position as a representative of one of the five provincial Ministries associated with the Ontario Aboriginal Healing and Wellness Strategy, and will be asked questions based on your professional opinion and about your professional position. Interviews are expected to take between 30 and 60 minutes to complete. The time and place of the interview is flexible, and will be scheduled at your convenience. With your permission, interviews will be tape-recorded and hand-written notes may be taken. As a participant you have the right to refuse the recording of your interview, in which case only hand-written notes can be used as data. You also have the right to refuse to answer any question that you are not comfortable answering and you can end the interview at any time. All recordings and notes will be stored in a locked cabinet of a locked office at McMaster University. All personal information will be destroyed following the completion of this project.

During the interview you will be asked questions based on your profession and position, as a representative of a provincial Ministry, about the Ontario Aboriginal Healing and Wellness Strategy and the health needs and inequalities among the urban Aboriginal population in Ontario. I will ask two sets of questions, the first pertaining to the history of the Ontario Aboriginal Healing and Wellness Strategy and Aboriginal Health Access Centres and the second about the programs and services currently provided by the Strategy that address and work to reduce or eliminate the health inequalities faced by the urban Aboriginal population. For example, within the first set of questions I will ask:
· What was the original plan for Aboriginal Health Access Centres within the Strategy?
· What health inequalities did the Strategy initially intend to address?

· When did funding for AHACs cease?

Within the second set of questions I will ask:
· What health inequalities or health needs do you believe in your professional opinion to be the most critical within this population?

· What does your office [or the Strategy] do to address these inequalities and needs?

· Does the Strategy employ any traditional methods or frameworks?

Potential Harms, Risks or Discomforts:

The risks involved in participating in this study are minimal. The questions that I am asking you are based on your professional opinion or stance and are not intended to be personal in any way. However, you may feel uncomfortable with questions aimed to understand the ways in which health inequalities are addressed by the Strategy or if this issue is a personal one for you. You may experience feelings of worry or concern if the issue of health inequalities among the urban Aboriginal population is of personal concern for you or a member of your family. You will not be asked about personal issues or identities during the course of this project. It is important to note that your personal information will in no way be directly linked to the data that you provide in the report, as each participant will be given an identification number during the data collection phase, and will be referred to in the report as a Ministry official. However, if the report is published, there is no control over who may access it.

You do not need to answer questions that you do not want to answer or that make you feel uncomfortable or concerned, and you can withdraw from participation at any time during the interview, and up until May 1, 2014. If you choose to withdraw, your personal information and any data you provide will be destroyed. I describe below the steps I am taking to protect your privacy.

Potential Benefits
This research is not likely to benefit you directly. I hope to learn more about the ways in which the province and community-based physicians and service providers conceptualize and address the health inequalities faced by the urban Aboriginal population in Ontario. By better understanding the Ontario Aboriginal Healing and Wellness Strategy and its goals for the urban Aboriginal population, it may become clearer how urban community-based Aboriginal Health Access Centres work in relation. With this knowledge, researchers and others may be able to identify where differences are in identifying the health needs of this population and the ways to approach them.

I hope that what is learned as a result of this study will help us to better understand what inequalities are the most prevalent within the urban Aboriginal population in Ontario, what health options are available through the province and what practitioners and other professionals do to address these issues on the ground. This could help in future policy-making and service provision, and in best defining the health needs of the urban Aboriginal population in Ontario.

Confidentiality 

You are participating in this study confidentially. I will not use your name or any information that would allow you to be identified personally. In the written report, you will only be referred to as an official from one of the five Ministries associated with the Ontario Aboriginal Healing and Wellness Strategy. The particular ministry that you represent will not be indicated or directly linked to the information you give to me in the final report. No one but my supervisor and I will know whether you participated unless you choose to tell them. However, since your community as Ministry officials is small, others may be able to identify you on the basis of references or points that you make. Please keep this in mind in deciding what to tell me.

The information you provide in hardcopy such as your consent form and any handwritten notes will be kept in a locked cabinet in a locked office at McMaster University where only my supervisor and myself will have access to it. Audio recordings will be transferred to a computer within 24 hours of the completed interview and then be erased from the device. Information kept on a computer will be protected by a password. Once the study has been completed, the data you provide will be destroyed if you request that this be done at the time of consent. With your permission, the researcher will maintain an archive of the data, without identifying information, in a password-protected computer indefinitely.

Legally Required Disclosure
Although I will protect your privacy as outlined above, if the law requires it, I will have to reveal certain personal information (e.g., patient abuse, professional misconduct, public health risks). If legal authorities request the information you have provided, I may be required to reveal it.  
 Participation and Withdrawal

Your participation in this study is voluntary and it is your choice as to whether you would like to be a part of the study. If you decide to be part of the study, you can stop (withdraw), from study for whatever reason, even after signing the consent form or partway through the study or up until approximately June 1, 2014. If you decide to withdraw, there will be no consequences to you. In cases of withdrawal, any data you have provided will be destroyed unless you indicate otherwise. If you do not want to answer some of the questions you do not have to, but you can still be in the study.

You can no longer withdraw from this study after approximately June 1, 2014, when I expect to be finished writing and preparing to submit my thesis.

Information about the Study Results

I expect to have this study completed by approximately July 1, 2014. If you would like a brief summary of the results, please let me know how you would like it sent to you below.  

Questions about the Study
If you have questions or need more information about the study itself, please contact me at:

powellak@mcmaster.ca
(905) 902 - 4354


This study has been reviewed by the McMaster University Research Ethics Board and received ethics clearance.

If you have concerns or questions about your rights as a participant or about the way the study is conducted, please contact: 




McMaster Research Ethics Secretariat




Telephone: (905) 525-9140 ext. 23142




c/o Research Office for Administrative Development and Support 




E-mail: ethicsoffice@mcmaster.ca
CONSENT

· I have read the information presented in the information letter about a study being conducted by Alicia Powell, a graduate student in the Department of Health, Aging and Society at McMaster University.  

· I understand that personally identifying information will not be used as data or published within the report.

· I understand that I have the right to refuse to have my interview recorded and the data that I provide will be hand-written.

· I understand that the data I provide in written form or audio recordings will be kept secure in a locked cabinet in a locked office at McMaster University and will be accessible only to the researcher and her supervisor.

· I have had the opportunity to ask questions about my involvement in this study and to receive additional details I requested.  

· I understand that if I agree to participate in this study, I may withdraw from the study at any time or up until approximately June 1, 2014 for writing purposes. If I choose to withdraw, all of my data will be destroyed.

· I have been given a copy of this form. 

· I agree to participate in the study Addressing Inequalities: Aboriginal Health Access Centres in Urban Ontario.

Signature: ______________________________________

Name of Participant (Printed) ___________________________________

1. I agree that the interview can be audio recorded. 

· Yes

· No

2.   


· Yes, I would like to receive a summary of the study’s results. 

Please send them to this email address __________________________________________ 

Or to this mailing address:
 ________________________________________________





_________________________________________________





_________________________________________________

· No, I do not want to receive a summary of the study’s results. 

3. I agree to allow the researcher to retain the data that I provide indefinitely for on-going or future research on this subject.

· Yes

No, I would like the data that I provide destroyed after one year.

Appendix E – Letter of Information and Consent for Service Providers
DATE: ___________

LETTER OF INFORMATION / CONSENT 

A Study of/about the ways in which urban Aboriginal health inequalities are conceptualized and addressed

Investigators:                                                                            

Principal Student Investigator:

Faculty Supervisor:
Alicia Powell




Dr. Lydia Kapiriri

Department of Health, Aging and Society 
Department of Health, Aging and Society

McMaster University 



McMaster University 

Hamilton, Ontario, Canada


Hamilton, Ontario, Canada

(905) 902-4354




(905) 525-9140 ext. 27203
E-mail: powellak@mcmaster.ca


E-mail: kapirir@mcmaster.ca

Purpose of the Study 
I am conducting this research as part of my Master of Arts thesis within the Department of Health, Aging and Society at McMaster University. My project is titled “Addressing Inequalities: Aboriginal Health Access Centres in Urban Ontario.” The purpose of this research is to understand how healthcare is provided to the urban Aboriginal population in Ontario and then primarily to understand how healthcare and social service providers conceptualize and address the health inequalities that continue to exist within this population. The first part of the project will look into the Ontario Aboriginal Healing and Wellness Strategy and will collect information about it from provincial ministries involved in the Strategy. The project will then focus on the work of Aboriginal Health Access Centres in urban settings, to understand the ways in which staff including physicians, traditional healers and social workers conceptualize and address the health inequalities faced by the urban Aboriginal population. Health inequalities persist in urban settings among the Aboriginal population in Canada and there is very little known about the ways that healthcare and social service workers who provide care directly to this population, understand and work to reduce these health inequalities.

Procedures involved in the Research

If you choose to participate in this study, you will be interviewed in person based on your position within an urban Aboriginal Health Access Centre, and will be asked questions based on your professional opinion and about your professional position. Interviews are expected to take up to 60 minutes to complete. The time and place of the interview is flexible, and will be scheduled at your convenience. With your permission, interviews will be tape-recorded and hand-written notes may be taken. As a participant you have the right to refuse the recording of your interview, in which case only hand-written notes can be used as data. You also have the right to refuse to answer any question that you are not comfortable answering and you can end the interview at any time. All recordings and notes will be stored in a locked cabinet of a locked office at McMaster University. All personal information will be destroyed following the completion of this project.

During the interview you will be asked questions based on your profession and position as a staff member of an urban Aboriginal Health Access Centre. I will ask two sets of questions, the first pertaining to the health inequalities and health needs faced by the population you serve and the second about the ways in which the Centre and you professionally, address and work to reduce or eliminate these inequalities. For example, within the first set of questions I will ask:

· What is your professional position within the urban Aboriginal Health Access Centre?

· Within your position, how do you define the health inequalities faced by the population you serve?

· In your professional opinion, what are the most frequently observed health inequalities among this population?


Within the second set of questions I will ask:

· In your professional opinion, what does an organization such as an Aboriginal Health Access Centre do to reduce the health inequalities experienced by the urban Aboriginal population?

· Within your position, what practices or methods do you use to address these inequalities?

· In your professional opinion, what do you perceive as the benefits of seeking care at an AHAC?

Potential Harms, Risks or Discomforts:

The risks involved in participating in this study are minimal. The questions that I am asking you are based on your professional opinion and are not intended to be personal in any way. However, you may feel uncomfortable with questions aimed to understand the health inequalities that are faced by the population that you serve. You may experience feelings of worry or concern if the issue of health inequalities among this population is of personal concern for you or a member of your family. You will not be asked about personal issues or identities during the course of this project. It is important to note that your personal information will in no way be directly linked to the data that you provide in the report, as each participant will be given an identification number during the data collection phase, and will be referred to in the report as a member of staff at an unnamed AHAC. However, if the report is published, there is no control over who may access it.

You do not need to answer questions that you do not want to answer or that make you feel uncomfortable or concerned, and you can withdraw from participation at any time during the interview, and up until June 1, 2014. If you choose to withdraw, your personal information and any data you provide will be destroyed. I describe below the steps I am taking to protect your privacy.
Potential Benefits
This research is not likely to benefit you directly. I hope to learn more about the ways through which healthcare and social services are provided to the urban Aboriginal population, and what is being done to address the health inequalities that persist within the urban setting. I believe that the practitioners and service providers that work directly with this population have important insights to reveal in understanding the health-related needs of the urban Aboriginal population and what practices or methods best address them. I hope that what is learned as a result of this study will help us to better understand what inequalities are the most prevalent within this population, what health options are available and what practitioners and other professionals do to address these issues on the ground. This could help in future policy-making and service provision, and in best defining the health needs of the urban Aboriginal population in Ontario.

Confidentiality 

You are participating in this study confidentially. I will not use your name or any information that would allow you to be identified personally. In the written report, you will only be referred to as a member of staff at an unnamed urban AHAC in Ontario, not by your position. No one but my supervisor and I will know whether you participated unless you choose to tell them. However, since your community as staff within an urban Aboriginal Health Access Centre is small, others may be able to identify you on the basis of references or points that you make. Please keep this in mind in deciding what to tell me.

The information you provide in hardcopy such as your consent form and any handwritten notes will be kept in a locked cabinet in a locked office at McMaster University where only my supervisor and myself will have access to it. Audio recordings will be transferred to a computer within 24 hours of the completed interview and then be erased from the device. Information kept on a computer will be protected by a password. Once the study has been completed, the data you provide will be destroyed if you request that this be done at the time of consent. With your permission, the researcher will maintain an archive of the data, without identifying information, in a password-protected computer indefinitely.

Legally Required Disclosure
Although I will protect your privacy as outlined above, if the law requires it, I will have to reveal certain personal information (e.g., patient abuse, professional misconduct, public health risks). If legal authorities request the information you have provided, I may be required to reveal it.  
 Participation and Withdrawal

Your participation in this study is voluntary and it is your choice as to whether you would like to be a part of the study. If you decide to be part of the study, you can stop (withdraw), from study for whatever reason, even after signing the consent form or partway through the study or up until approximately June 1, 2014. If you decide to withdraw, there will be no consequences to you. In cases of withdrawal, any data you have provided will be destroyed unless you indicate otherwise. If you do not want to answer some of the questions you do not have to, but you can still be in the study.

You can no longer withdraw from this study after approximately June 1, 2014, when I expect to be finished writing and preparing to submit my thesis.

Information about the Study Results

I expect to have this study completed by approximately July 1, 2014. If you would like a brief summary of the results, please let me know how you would like it sent to you below.  

Questions about the Study
If you have questions or need more information about the study itself, please contact me at:

powellak@mcmaster.ca
(905) 902-4354


This study has been reviewed by the McMaster University Research Ethics Board and received ethics clearance.

If you have concerns or questions about your rights as a participant or about the way the study is conducted, please contact: 




McMaster Research Ethics Secretariat




Telephone: (905) 525-9140 ext. 23142




c/o Research Office for Administrative Development and Support 




E-mail: ethicsoffice@mcmaster.ca
CONSENT

· I have read the information presented in the information letter about a study being conducted by Alicia Powell, a graduate student in the Department of Health, Aging and Society at McMaster University.  

· I understand that personally identifying information will not be used as data or published within the report.

· I understand that I have the right to refuse to have my interview recorded and the data that I provide will be hand-written.

· I understand that the data I provide in written form or audio recordings will be kept secure in a locked cabinet in a locked office at McMaster University and will be accessible only to the researcher and her supervisor.

· I have had the opportunity to ask questions about my involvement in this study and to receive additional details I requested.  

· I understand that if I agree to participate in this study, I may withdraw from the study at any time or up until approximately June 1, 2014 for writing purposes. If I choose to withdraw, all of my data will be destroyed.

· I have been given a copy of this form. 

· I agree to participate in the study Addressing Inequalities: Aboriginal Health Access Centres in Urban Ontario.

Signature: ______________________________________

Name of Participant (Printed) ___________________________________

1. I agree that the interview can be audio recorded. 

· Yes

· No

2.  

· Yes, I would like to receive a summary of the study’s results. 

Please send them to this email address __________________________________________ 

Or to this mailing address:
________________________________________________





_________________________________________________





_________________________________________________

· No, I do not want to receive a summary of the study’s results. 

3. I agree to allow the researcher to retain the data that I provide indefinitely for any on-going or future research on this subject.
· Yes

· No, I would like the data that I provide destroyed after one year.
Appendix F – Interview Guide for Ministry Officials 
PHASE ONE – Provincial Ministries

ADDRESSING INEQUALITIES: ABORIGINAL HEALTH ACCESS CENTRES IN URBAN ONTARIO
Alicia Powell, (Master of Arts student)
(Department of Health, Aging and Society – McMaster University)
Information about these interview questions: This guide gives you an idea what I would like to learn about the Ontario Aboriginal Healing and Wellness Strategy and the health inequalities and needs that it seeks to address. Interviews will be one-to-one over the telephone and will be open-ended (not just “yes or no” answers). Because of this, the exact wording may change a little. Sometimes I will use other short, probing questions to make sure I understand what you told me or if I need more information when we are talking, such as “please tell me more,” or “why do you think that?”

Position Questions

1) How long have you been a part of your Ministry?

2) What is your experience with the Ontario Aboriginal Healing and Wellness Strategy?

Historical Review Questions

3) Can you tell me about the original plan for Aboriginal Health Access Centres within the Strategy?

· Were urban and rural locations equally prioritized?

4) What health inequalities did the Strategy initially intend to address?

· Were any of these specific to the urban population at the time?

5) When did funding for AHACs cease?

6) For what reason did funding for AHAC cease?

Programs and Services Questions

1) What health inequalities or health needs do you believe in your professional opinion to be the most critical?

· Within the urban population?

2) What does your office [or the Strategy] do to address these inequalities and needs?

· What programs and services are currently being offered?

· Are there any programs or services specific to the urban population?

3) What methods does the Strategy use to approach these issues? [Do programs focus on changing practices and behaviours, addressing historical traumas, working with the whole family unit]

4) Does the Strategy employ any traditional methods or frameworks?

· How do you ensure that services and programs are culturally competent or relevant?

5) Do you believe that the urban population is able to access and utilize these services?

Is there anything I may have forgotten? Is there anything else about the Strategy, currently or in the past that I should know?

END

Appendix G – Interview Guide for Service Providers
PHASE TWO – Urban Aboriginal Health Access Centre Staff
ADDRESSING INEQUALITIES: ABORIGINAL HEALTH ACCESS CENTRES IN URBAN ONTARIO
Alicia Powell, (Master of Arts student)
(Department of Health, Aging and Society – McMaster University)
Information about these interview questions: This guide gives you an idea what I would like to learn about urban Aboriginal Health Access Centres and the health inequalities and needs that they seek to address. Interviews will be one-to-one over the telephone and will be open-ended (not just “yes or no” answers). Because of this, the exact wording may change a little. Sometimes I will use other short, probing questions to make sure I understand what you told me or if I need more information when we are talking, such as “please tell me more,” or “why do you think that?”

Position Questions

1) What is your position of employment at the AHAC?

2) How long have you worked at the AHAC?

3) What is your experience in providing care to Aboriginal patients/clients?

4) Have you completed any specific training on providing care to this population?

Health Inequalities Questions

1) In your professional experience working at this AHAC, what health inequalities are clear within the population that you serve?

2) How do you define these inequalities?

· What do you believe the cause for such inequalities is?

3) Do you believe there is a difference in health status between the Aboriginal and non-Aboriginal population in this area?

4) In your profession, what do you identify as the most important determinants of health? [What determinants of health do you assess?]

· Why?

· What determinants do you focus on in your practice?

Providing Care Questions

1) What healthcare and social services do you believe are needed to address the inequalities faced by this population?

2) What does the AHAC do to address these inequalities?

· What social services, medical services are provided?

· Do staff consult together on individual patients?

· What traditional services are provided?

3) How are these services and programs funded?

4) Do you believe that patients are able to easily access this location?

· How do clients become aware of the AHAC and it’s services?

· How are services promoted to clients?

5) What methods or frameworks do you utilize in your practice?

6) OHC Report states that many participants felt that they had poor access to healthcare services. Some listed barriers as feelings of prejudice from providers, and a lack of trust in the provider. How do you address this issue and promote trust and relationship with patients? 

7) How do you work with clients from such diverse traditions and backgrounds?

8) What additional services are provided through the AHAC?

· Do you make referrals to other programs/organizations?

· How do you work with external organizations?

9) In your professional opinion, what do you believe must be done [or continue to be done] in order to reduce the inequalities or problems faced by this population?

· What do you believe is needed to improve health status?

Is there anything I may have forgotten? Is there anything else about your work or the Centre that I should know?








END
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