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Definitions

This glossary of terms has been provided as a way of ensuring clarity throughout the document. Please read
through these definitions and refer to them as needed.

Aboriginal people or Aboriginal - includes Métis, Inuit and First Nations, regardless of where they live in
Canada and regardless of whether they are“registered” under the Indian Act of Canada.

Average - the average is a measure of central tendency (or the “middle”) that is used in statistics and is
calculated by adding all the values and dividing by the total number of values.

Best practices or promising practices - models, approaches, techniques and initiatives that are based on
Aboriginal experiences; that feel right to Survivors and their families; and that result in positive changes in
peoples lives.

Capacity-building - increase the ability, skill or knowledge on the part of healers, project administrators,
volunteers and community members.

Catalyst - a determinant or factor that provokes or speeds significant change or action.

Community support coordinator (CSC) - Aboriginal Healing Foundation (AHF) regional staff whose
role is to provide advice at the program development proposal level; put communities in touch with other
communities doing similar work; support applicants in setting up links and partnerships; and provide
information on AHF program materials or research, services, programs and other funding sources already
in existence.

Efficacy - the power to produce a result; efficiency or competence.

Genogram - a technique used to identify and increase understanding of the impacts of intergenerational
trauma and often used in conjunction with psychodrama.

Greatest need - where Aboriginal Healing Foundation selected indicators of mental health and family
functioning (i.e., physical and sexual abuse, incarceration, children in care and suicide) show that the group
is at greatest risk, as well as behavioural indicators (i.e., addictions and violence) that reveal to community
members which individuals and families are at greatest risk.

Healing Approaches:
Alternative - approaches incorporating all those strategies outside of most regulated and provincially insured

Western therapies and include, but are not limited to, homeopathy, naturopathy, aromatherapy, reflexology,
massage therapy, acupuncture, acupressure, Reiki, neurolinguistic programming and bioenergy work;
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DEFINITIONS

Traditional - approaches incorporating all culturally based healing strategies including, but not limited
to, sharing, healing, talking circles, sweats, ceremonies, fasts, feasts, celebrations, vision quests, traditional
medicines and any other spiritual exercises; and

Western - approaches incorporating all strategies where the practitioner has been trained in Western
institutions (i.e., post-secondary educational institutions) including, but not limited to, psychologists,
psychiatrists, educators, medical doctors and social workers. For the most part, VWestern practitioners are
regulated by professional bodies, have liability insurance and are state-recognized or their services are
covered by provincial health care plans.

Healing efforts - refer to all activities, whether they are program, home, institution or centre based.
Holistic healing - healing of the mind, body, spirit and emotions.

Individual healing - is focussed upon personal growth and not community development.

Intergenerational impacts - the effects of sexual and physical abuse that were passed on to the children,
grandchildren and great-grandchildren of Aboriginal people who attended the residential school system.

Linear - relating to, resembling or having a graph that is a straight line.
Long-term - refers to the results that are realistic in 10 to 15 years.

Median - the median is a measure of central tendency (or the“middle”) used in statistics and represents the
“half way” mark. In other words, half of all values fall below and above the median.

(n =X) - refers to the number of responses received on a survey question.

Outcome - intended or unintended result.

Output - product or service delivered.

Pivotal - vitally important, crucial.

Program - or project are used interchangeably and refer to the action taken at the community level that is
grant specific. In other words, many communities have several grants from the AHF; however, each grant
is considered a distinct project.

Recidivism - a tendency to relapse into a previous condition or mode of behaviour.

Repertoire - complete list or supply of skills, devices or ingredients used in a particular field, occupation or
practice.
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DEFINITIONS

Residential schools - the residential school system in Canada attended by Aboriginal students. This may
include industrial schools, boarding schools, homes for students, hostels, billets, residential schools,
residential schools with a majority of day students or a combination of any of the above.

Short-term - refers to the kinds of results that are immediately apparent and most often refer to cognitive
change (i.e., changes in attitudes, motivation, ideas, knowledge) and realistic within the life span of the
project.

Survivor - means an Aboriginal person who attended and survived the residential school system.

Sustainability - an indication of longevity beyond the limits of the Aboriginal Healing Foundation either
through the financial contributions of others or through voluntary effort.

The Legacy - refers to the ongoing direct and indirect effects of physical and sexual abuse at residential
schools. This includes the effects on Survivors, their families, descendants and communities (including
communities of interest). These effects may include, and are not limited to, family violence, drug, alcohol
and substance abuse, physical and sexual abuse, loss of parenting skills and self-destructive behaviours.

Univariate - characterized by or depending on only one variable.
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CHAPTER ONE

Introduction

This volume is the consolidation of a series of annual evaluation reports, examining both process and
impact, published over the period 2001 to 2003. The first report, An Interim Evaluation Report of Aboriginal
Healing Foundation Program Activity (2001), focussed on the formative stages of the Aboriginal Healing
Foundation's work (hereinafter referred to as the AHF). The second report, Journey and Balance: Second
Interim Evaluation Report of Aboriginal Healing Foundation Program Activity (2002), concentrated on the
attainment of desired short-term results. The Third Interim Evaluation Report of the Aboriginal Healing Foundation
Program Activity (2003) was a blend of both process and impact evaluation, with the primary intent to
highlight new information as well as reinforce a question-driven framework for the evaluation.

11 Background
1.1.1  The Need for Healing from Residential Schools

Residential schooling for Aboriginal children was a favoured approach to ‘civilizing” the original inhabitants
of Canada from the 1830s, on the initiative of Christian missionaries. The residential school system was
introduced as Canadian government policy, following a report in 1879 on the working of industrial schools
in the United States by Nicholas Flood Davin under a commission from then Prime Minister Sir John A.
MacDonald.

Residential schools operated as a joint partnership between the government of Canada and church entities,
primarily the Roman Catholic, Anglican, Methodist (United) and Presbyterian churches. Residential schools
were also operated by the Mennonite and Baptist churches and the Salvation Army. These schools operated
with the explicit intent of Aboriginal cultural extinction. As stated by Prime Minister John A. Macdonald:
“The great aim of our legislation has been to do away with the tribal system and to assimilate the Indian
people in all respects with the other inhabitants of the dominion, as speedily as they are fit for the change.™
Aboriginal people were forbidden from using their language, interacting with opposite sex siblings, and
having warm familial connections to parents and grandparents, which meant that important cultural and
psychological influences were stripped from young lives. The austere, institutionalized setting where
generations of children were raised often extended no nurturing, personal liberty, privacy or safety that, in
turn, left generations of young Aboriginal people ill equipped for families of their own.

Recognition that the experience of residential schooling had long-lasting damaging effects on Aboriginal
children has emerged slowly in the consciousness of Canadians. Aboriginal people themselves, in many
cases, have been unaware of the connection between the deprivation, humiliation and violence that they
experienced in residential schools and subsequent challenges to their physical, social, emotional and spiritual
well-being. Stories of isolation from family, hunger, and harsh discipline from teachers and supervisors,
had circulated within families, sometimes interspersed with tales of resistance.

Although the schools are often referred to as Indian residential schools, Métis children were recruited to
fill places in them throughout their history. From 1955 to 1970, residential schools and hostels for Inuit
students were operated in the North under federal authority. Before 1955, Anglican and Roman Catholic
churches in the Arctic operated residential schools with federal subsidies. After 1970, schools came under
the authority of the government of the Northwest Territories. In 1969, the Government of Canada ended
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its partnership with the churches in the management of residential schools and adopted a policy aimed at
dismantling the system.? Between the 1800s and the 1990s, over 130 church-run residences, industrial and
boarding schools and northern hostels existed at one time or another, the number peaking at 80 in 1931.3
The last federally run residential school closed in 1996.*

Until the 1980s, a veil of silence concealed thousands of stories of residential school Survivors. There were
the uncounted numbers of students who died shortly after discharge from the schools in poor health or
who were buried on school grounds, victims of malnutrition and disease. There were others who sought to
deny their Aboriginal roots as best they could, becoming lost in unfriendly cities or forming families in
which they never spoke of the past. And there were those who emerged from the schools carrying an
intolerable burden of anger and shame and disconnection from society. In the final decades of the twentieth
century, the silence of residential school Survivors was broken and the link between early abuse and later
distress was acknowledged in public discourse. More recently, Aboriginal people have recognized the
relationship between the intergenerational impacts of residential schools and cycles of abuse.

The physical and sexual abuse at the schools has left a trail of low self-esteem, anger, depression, violence,
addiction, unhealthy relationship and parenting skills, fear, shame, compulsiveness, bodily pain and anxiety.
The cyclical effects (intergenerational impacts) of such unresolved trauma is obvious when the next
generation defends itself by coping in the same way. Breaking the cycle of abuse is essential to Aboriginal
people in dealing with pressing social issues and for Aboriginal communities to be healthy places where
children are raised with love. The AHF's mission and vision is stopping the abuse and helping families to
learn and support their own well-being.

1.1.2  The Aboriginal Healing Foundation

The AHF is a federally funded, Aboriginal-run, not-for-profit corporation that was created on 31 March
1998 to support community-based healing initiatives of Métis, Inuit and First Nation people on- and off-
reserve who were directly or intergenerationally affected by physical and sexual abuse in residential schools.
The AHF is a cornerstone of Gathering Strength—Canada’s Aboriginal Action Plan (announced on 7 January
1998), a government of Canada strategy to initiate the process of reconciliation and renewal with Aboriginal
people. The mission is to encourage and support Aboriginal people (i.e., youth, Elders, gay/leshian, women,
the incarcerated, etc.) in building and reinforcing sustainable healing processes that address the legacy of
physical abuse and sexual abuse in the residential school system (hereinafter referred to as the Legacy),
including intergenerational impacts. The AHF's approach views Aboriginal people as key agents of change
and builds on their strengths and capabilities to heal. The ultimate goal is:

[O]ne where those affected by the Legacy of Physical Abuse and Sexual Abuse experienced in the
Residential School system have addressed the effects of unresolved trauma in meaningful terms,
have broken the cycle of abuse, and have enhanced their capacity as individuals, families,
communities and nations to sustain their well being and that of future generations.®

1.1.2.1 Activities

Initially, a wide range of eligibility for funding existed under the program themes of healing, restoring
balance, developing and enhancing Aboriginal capacity, honour and history. Early in the process, a greater
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investment in needs assessment, program development and set up were made. This approach allowed
communities to start addressing the Legacy at its outer layers. As the AHF evolved, support was more
sharply targeted to fund those projects that could optimize impact on the community, ensure sustainability,
as well as address the healing needs of those who suffer most from physical and sexual abuse through the
use of safe healing practices. The project types eligible for funding are presented in Table 1.

Table 1) Project Types Funded by the Aboriginal Healing Foundation

provide direct healing services through either traditional or Western
approaches; focussed either on the community, family or individual;
and meet the ethical standards of therapeutic care and community-
based healing

Healing Services

activities aimed at raising awareness of the Legacy, early detection and

Prevention/Awareness .
prevention of the effects of abuse

gatherings that include speakers, sessions and participants from a wide

Conference .
geographic area
Honouring History memorials, genealogy and other projects related to remembrance

providing instruction or specialized education for potential healers
Training and curriculum development to build sustainable capacity for the
healing process

Knowledge-Building research in program design and capacity building
Needs Assessment assessing the healing needs of the community

projects that only address start-up and have not initiated the provision

Project Design and Setup of other services

These project types are not to be construed as mutually exclusive; rather, they are offered to bring more
specificity, clarity and organization to a continuum of supported activity.

The AHF designed strategic approaches to deal with the many challenges that arose since its inception.
When it was established in 1998, the AHF faced the challenges of establishing a process to fund community-
based healing projects that address the Legacy on the basis of quality, capability and equity. In addition to
developing this process, the AHF faced the complexity and enormity of unawareness and resistance in
many Aboriginal communities; building a knowledge base related to healing the Legacy; educating the
Canadian public; and the confusion associated with healing and compensation. To meet these challenges,
the AHF developed strategic approaches that fostered access to funding and responded to the healing
needs expressed by communities. For the first year only, AHF instituted a Project Development Assistance
(PDA) program that provided funding to communities to help them develop relevant and workable project
proposals. In the early days of the process, the AHF also hired community support coordinators (CSCs),
who held workshops across the country to explain the funding process to Survivors and community groups.
This program was phased out in August 2003 with the exception of the North, where there is one CSC
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available to Inuit communities.

The AHF also initiated regional gatherings in an effort to be accountable to Aboriginal communities.
Twenty-seven regional gatherings have been held across the country to hear the concerns of Aboriginal
communities and to report upon the activities and finances of the AHF In response to three impact
evaluations and the expressed needs of Survivors, communities and projects, the AHF processes of
application and monitoring have been streamlined over the years, and the funding priorities have been
continually refined. In six years, the AHF has published three application handbooks, each of which was
more understandable and focussed with respect to funding priorities that emerged from three national
surveys, 13 case studies and other research undertaken for evaluation purposes that established timely
funding priorities.

1.1.2.2 Anticipated Outcomes

The underlying assumption is that funded activities will create experiences that will address the healing
needs of Survivors who attended residential schools and the intergenerationally impacted, and will lead to:

 increased understanding and awareness of the Legacy, as well as Survivors' healing issues and needs;

 increased capacity of Aboriginal people to engage in the healing arts/professions;

 strengthened positive ties between those suffering from the Legacy and those in a position to heal;

* more strategic planning with a focus on healing;

* increased documentation and publication of the history, increased honour for those who have suffered;
and

» enhanced healing, which is broadly defined as a reclamation of all that was lost caused by the effects of
attending residential school.

In turn, these short-term outcomes are believed to create conditions that will facilitate sustainable healing
activities and end the intergenerational cycle of physical, sexual and other forms of abuse. The logical
relationship between activities, outcomes and long-term goals is illustrated in Figure 1.
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CHAPTER TWO

The Evaluation

2.1 Conceptual Issues

At the outset, it is important to be clear that this volume describes the AHF's program® evaluation efforts as
away of being accountable to primary stakeholders; namely, those affected by the Legacy (i.e., Survivors,
their families and communities), partners, supporters, and funders—including the government of Canada—
who have an interest in the realization of desired goals. Other primary purposes are to determine the
AHF's contribution to the attainment of immediate goals and objectives, offer insight to decision makers
and information users, and to share the learning and experience of those addressing the Legacy. Table 2
illustrates the key features of the blended evaluation approach used.

Table 2) Five Approaches to Evaluation’

Approach Emphasis Focussing Issues Evaluator’s Role  Evaluation Type
Experimental ~ Research What effects result from  Expert/scientist
design program activities and
can they be generalized?
Goal-oriented  Goals and What are the programs ~ Measurement Impact
objectives goals and objectivesand  specialist
how can they be
measured?
Decision- Decision Which decisions need Decision support | Process
focussed making to be made and what person
information will be
relevant?
User-oriented  Information Who are the intended Collaborator
users information users and
what information will
be most useful?

Responsive Which people have a Counsellor/
stake in the program facilitator
and what are their
points of view?

Dialogue with project teams and Survivors has been used to produce knowledge, guide action and assess
the effort’s worth, while improving motivation and capacity to manage for results.
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Political considerations include the fact that the AHF is an independent Aboriginal entity, operated and
administered by Aboriginal people, and represents public recognition of the institutional trauma and the
intergenerational aftereffects resulting from the internment of Aboriginal children in residential schools.
The AHF Research and Evaluation Committee oversaw the work of the evaluation team, which included
an external national facilitator. Kishk Anaquot Health Research was contracted to do the evaluation since
it specializes in “decolonizing” evaluation practice by balancing the need for confidence with tactics that
are, firstand foremost, accountable to Survivors and their families, along with other internal moral authorities
in which qualitative information features prominently. Unfortunately, the evaluation was not conducted in
the Aboriginal language of choice; however, a popular version of the report will be prepared. Resources for
the evaluation included joint efforts of external facilitators and AHF staff. It is anticipated that this report
will be judged by the extent to which it offers communities a voice and shares considerations for future
direction in addressing the Legacy. The primary evaluation questions are presented in Table 3.

Table 3) Primary Evaluation Questions

What has been the impact on individuals?
* understanding and awareness of the Legacy
* healing
* capacity as healers
Goal Orientation
What evidence is there that What has been the impact on communities?

AHF has contributed to » understanding and awareness of the Legacy
desired outcomes and * ties between those suffering and those in a position to heal
experiences? * strategic planning with a focus on healing

* healing

reconciliation

established partnerships

» documentation and publication of the history, honour for those
who have suffered

For Users and What were the best or promising practices and greatest challenges?
Decision Makers What lessons have been learned?
What will improve success? What can be done to better manage program enhancement?

Did we address the need?

Is the healing process sustainable?

These questions have been framed to determine what have been the most immediate impacts of AHF-
funded effort. The assessment of long-term impact is inappropriate at this stage of the initiative.

2.2 Technical Issues

Methods of inquiry included record review, national surveys, one-to-one telephone interviews, focus groups,
case studies and direct assessments.
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Record Review

In 2000, a sample of 36 AHF-funded project files were randomly selected, which included two Inuit and
one Métis project to ensure fair representation (see Appendix A for a complete listing of project files
reviewed). Information was drawn from the files according to a predetermined format essentially designed
to answer primary evaluation questions (see Appendix B), as well as determine what information was
readily available. More specifically, information was culled for evidence of impact, promising practices,
target group characteristics, challenges, lessons learned, evaluation strategies, quotations, recommendations
and capacity building efforts. In addition, minutes prepared for 27 gatherings were also reviewed to isolate
common issues and concerns. In total, there were 2,537 attendees at these gatherings who responded to an
open invitation through advertisements in newspapers and on radio. Invitations were also delivered by
mail and facsimile with a follow-up telephone call. At last, information was drawn from AHF databases to
profile the distribution of financial resources by project type, target group and geographic location.

National Survey

Once the initial record review of 36 project files was complete, a mail-out survey was developed to address
information gaps. The first version of the national survey was piloted in six sites and revised according to
the feedback received. The second version of the survey was modified to capture impact information without
success,® while the third version was significantly reduced to focus on key variables, namely:

 participation in healing and training by target;
* geographic circumstance;

e team composition;

 special and outstanding needs;

o partnerships;

Survivor involvement; and

*  sustainability.

Three national surveys were sent to operational organizations in English and French with follow-up phone
contact to encourage response. The first national survey (sent January 2001 for the year 2000) was mailed
to 344 active agreements within 274 organizations. A total of 208 surveys from 195 organizations were
received. However, cases were weighted to account for missing data from organizations with more than one
grant. With weighting, the response rate increases to 253 or 74 per cent. The second national survey
(December 2002) was mailed to 384 organizations with active agreements who were asked to complete a
single survey and include information for all their active agreements at the time; there were 176 responses.
The third national survey (August 2004) was mailed to 447 organizations with contribution agreements
ending on or after 31 March 2004, and again were asked to complete a single survey to represent all
simultaneous agreements. A total of 209 responses were received. All three versions of the national surveys
are included in Appendix C and the geographic distribution of the self-selected sample is depicted in
Figure 2. (A map of all funded locations is shown in Figure 3.)
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One-to-One Telephone Interviews

One-to-one telephone interviews with AHF board members and personnel, who were selected based on
their intimate knowledge of community-based activity, were conducted. The national interview schedule
was designed to gather opinions about the distribution of resources, outstanding needs, lessons learned,
challenges and recommendations. The interview questionnaire is included in Appendix D.

A purposeful sampling strategy was used for five national focus groups with “promising™ projects, including
one national gathering. The teams were provided with a summary of learning to date related to healer
qualities, therapeutic approaches, readiness to heal, and community indicators of change. They were then
questioned for further details about each area of interest to isolate trends and uniqueness. The framework
for discussion in the national focus groups is presented in Appendix E.

Case Study

Case studies were used to assess the impact of AHF-funded activity, since many varied strategies to address
the Legacy were supported.t® A maximum variation sampling strategy was used to ensure that cases selected
would include representation from all Aboriginal groups, special need categories, and communities that
varied in geographic remoteness and infrastructure, as well as a full range of project types. Table 4 gives a
description for each project selected for the case studies. The project selection criteria and the case study
summaries are presented in Appendix F

Data was collected and reports drafted by the community support coordinators (CSCs) of the AHF who
conducted one site visit for each case study to gather information through direct observations, individual
interviews with local stakeholders, and requests to local police and other human service agencies for social
indicators when accessible.
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Direct Assessment

Because short-term impact is probably most evident in individual lives, a more discriminating approach to
measuring change was attempted through the development of an individual participant questionnaire
(IPQ) (see Appendix G). This questionnaire was adapted from a tool developed by the clinical team in
collaboration with residential school Survivors working with the Qul-Aun Program at the Tsow-Tun Le
Lum Society, a residential treatment centre in Lantzville, British Columbia. Most adaptations were
included to reflect the unique healing goals of AHF-funded activity and to isolate the successes and
challenges of selected therapeutic approaches. More specifically, the IPQ captured history of personal and
familial experiences in residential school, nature and level of motivation for participation, history of
participation in healing programs, therapeutic goals and their achievement, individual experience of the
therapeutic environment, extent of external support, skills acquisition and service preferences. A total of
384 IPQs were sent to all grant recipients (December 2002) who were asked to reproduce and distribute
them to willing participants as needed. Participants were given the choice of returning the 1PQs directly
to the AHF or submitting them to project teams to be returned in bulk by the coordinator. From December
2002 to June 2004, 1,479 IPQs were received and analyzed for this volume.

The types of data collected, their source and methods of collection are profiled in Appendix H.
2.2.1  Analysis and Design

A content analysis of the open-ended responses, interviews and the documents contained in project files
was conducted. While the process of data analysis was largely inductive (e.g., themes, patterns and categories
emerging from the data), some themes (or organizing principles) were also imposed by the evaluation
questions. In particular, qualitative information was examined for impact on individuals and communities,
as well as issues related to sustainability, partnerships, meeting the need, promising practices, challenges
and lessons learned. Numerical and categorical data resulting from the national surveys and IPQs were
analyzed using the Statistical Package for the Social Sciences (SPSS version 10), and univariate analyses
included frequencies, sums, ranges, averages and medians. Cross-tabulations were done to answer specific
questions about participation and impact and extrapolations were calculated to determine population
estimates. While comparisons would have been valuable, the AHF is on an unprecedented course of
supporting Aboriginal communities to heal from institutional trauma; thus, many initiatives (e.g., substance
abuse treatment or family violence counselling) seemed conceptually ill-suited for comparison. Instead,
evaluation resources have been concentrated to ensure a restorative and capacity building exercise.

Initially, “a within groups repeated measures design™! was selected for the impact evaluation to allow for
comparisons over time; however, with a rapidly approaching AHF sunset, a repeated measures design was
no longer feasible and case studies were redesigned as “post-test only” or one-time only measurement.
Selected social indicators to be used for impact analysis initially included rates of physical and sexual
abuse, incarceration, suicide and children in care. Deemed insufficiently discriminating, these indices
were substituted as signs of intermediate community change by the following:
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 Survivor action and involvement;

 the establishment of partnerships and sustainability;

» theexistence of appropriate services for Survivors and their connection to them,;

» general understanding and awareness of the Legacy's impact;

» community-based team capacity to address the Legacy's impact;

 evidence suggesting healing (e.g., changes in participation, disclosure rates, and community cohesion
to support healing); and

 intent to continue healing efforts made obvious by community plans or visions.

Over time, it also became clear that the most sensitive way to assess change in the immediate-term was to
directly assess individual participants. The development and distribution of the IPQ allowed project teams
to collect information directly from their participants; thus, the units of analysis included both communities
and individuals.

2.2.2  Data Quality, Accuracy and Limitations

Attempts to ensure data quality and accuracy included securing information that was relevant and
triangulating? sources and methods. Surveys and individual participant questionnaires were self-report
instruments heavily reliant upon the abilities and willingness of respondents to engage. Although no training
was offered in the administration of national surveys and IPQs, reference guides were developed and
distributed to clarify outstanding questions and to facilitate accurate self-reports. Some individuals may
have had help from project teams to complete the IPQs and teams were directed to call AHF Research if
they had outstanding questions. All surveys, interview schedules and 1PQs were reliant upon face validity
and no tests were done to measure reliability. While the IPQ is not a standardized instrument, it is clear
that no psychometrically evaluated instrument exists to assess cognitive or behavioural indices of healing
from the Legacy (institutional trauma) for Aboriginal people. Other standardized tools, while arguably
relevant, have not been normalized for a North American Indigenous population. Although the first
national survey was piloted, all other instruments were not due to time constraints. This may have caused
the apparent misunderstanding of some questions that resulted in some lost data.

Attempts to secure all evidence, both positive and negative, were limited to information obtained through
national surveysand IPQs. While it is clear that some are not achieving the same level of personal satisfaction
from their participation, time and resource limitations have prevented in-depth exploration of this group.
Although immediate satisfaction and goal achievement are clear in the majority, it is not clear what the
long-term consequences are or if AHF-funded projects create enduring change in their participants. In
short, the most important information missing is the longer term follow-up of participants' progress. Similarly,
the identified weakness in sample selection is that duration of participation was not considered, meaning
that a minimum or maximum amount of time for more enduring impact is more difficult to determine.

Quantitative information included national surveys, IPQ data and the AHF's internal records. National
survey response rates ranged from 74 per cent in 2001 to 46 per cent in 2004. WWhen examining respondents
to nonrespondents, there were discernible differences on a number of variables, including organization
type, region, ethnicity, year grant was made, grant amount and project type; therefore, extrapolations are to
be viewed with caution and considered rough estimates of the population. The number of IPQ respondents
(n=1,479) remains a very small, self-selected sample with a dominant First Nations perspective; however,

VOLUME Il MEASURING PROGRESS. PROGRAM EVALUATION



16

CHAPTER TWO

the strength of the sample is directly related to the fact that these voices have been drawn from, at least, 143
different organizations representing a variety of project types in diverse communities. Still, there is a noted
dominance of First Nation voice in both the participant and survey samples, meaning that the unique
issues and needs of Métis and Inuit groups require further scrutiny.

With respect to project files, it is important to note that they tended to focus more on positive aspects than
on the negative. There was also wide variability in the detail and sophistication in these reports; some refer
to the use of standardized instruments, external evaluations or raw data, but few included their reports or
aggregate information. Many projects either were not able to do the evaluation as planned or believed their
project monitoring reports were adequate to meet evaluation requirements. Although many report progress
related to activities and products, very few are reporting the desired change that may have resulted from
their activity.

Several field guides and training sessions were offered to the community support coordinators (CSCs)
before embarking upon case studies in order to reduce bias and ensure conformity in methods, thereby
enhancing reliability. Respondents were encouraged to answer honestly—even if their comments would
cause controversy—in at least two introductory remarks preceding interview questions to reduce bias.
Multiple evaluators were not available within resource limitations; however, case study analysis done
internally by CSCs was verified by an external evaluator that may have reduced bias. Half the time, the
CSC role as a public relations and support arm of the AHF allowed for extended and multiple contacts
with informants before the evaluation, which helped to increase familiarity and comfort in the data collection
phase. CSCs were reliant on information that was most readily available. In addition, because direct
assessment was problematic for AHF personnel, the perceptions of key informants were weighted heavily
in case studies.

Lastly, the statements and findings reported here will speak to the contribution®® that the AHF has made
to addressing the legacy of physical and sexual abuse arising from residential schools. This report will
provide users and decision makers with guidance for developing programs that work better and feel right
based upon what are “plausible associations™ between activities and outcomes. The process is concentrated
upon meeting the multiple goals of confidence, sharing the understanding and experience of Aboriginal-
controlled efforts to address the Legacy, and bolstering Aboriginal capacity to enhance program
management.®®
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Who, What, Where and When

This chapter focusses primarily on quantitative information related to process or program implementation
obtained from national surveys and AHF internal databases. A core set of data (e.g., participation rates,
team characteristics, partnerships and extent of outstanding need) is based upon the merger of survey
information from distinct organizations over time (i.e., surveys one, two and three and, unless otherwise
stated, the results reported here refer to this longitudinal and merged data set, n=467).1 Other, more
specific data (e.g., number of hours spent in healing activity or training and outstanding training needs) are
replicated from either the first survey (indicated here by S1) or the second survey (identified as S2), since
most information was removed from the third survey to streamline data collection efforts. In addition,
because the merged survey data is based upon a sample of 467*" distinct organizations, and more than 725
organizations have been supported by the AHF to 1 September 2004, extrapolations® are offered as a way
of highlighting the potential impact of funded activity and are prefixed by the following denotation:
[Ext:].

Because this section paints a quantitative picture of national activity, there are many numbers reported that
require explanation. First, each survey question was not answered by all potential respondents; therefore, the
number of respondents is indicated in parentheses (n=) where “n”is the total number of responses received for
that particular survey item.'® Second, there are two measures of central tendency® used: the average and the
median. For simplicity, the average is used in many cases; however, when the median is vastly different from the
average or when the standard deviation is high, the median or the half-way mark is used because it is a better
measure of the “middle” (averages are strongly influenced by even one very high or very low figure?).

3.1 Who

Participant characteristics help planners to better understand needs, identify gaps, mediate the environment
or restructure the program to facilitate the achievement of desired results. Since the bulk of AHF investment
is in healing and training, the results are profiled to highlight these two project types. Many projects (43%,
n=467) had a healing-only focus, while only a few (4%) were training only. The largest proportion (49%)
provided both healing and training and a few offered neither healing or training (4%). The following
sections report on the participant characteristics for these healing and training project categories only.

3.1.1 Participants
3.1.1.1 Healing Project Participation

Respondents understand healing to involve individual healing and group healing events. Individual healing
involves regular or more routine participation in clinical or therapeutic contexts that focus on personal
progress. Group healing events are larger community functions that promote group well-being and include
feasts, socials and pow wows. While attempts were made to distinguish between individually focussed
healing and group healing events, respondent ideas about healing were more inclusive.

An estimated total of 111,170 (n=394) participants with a median of 122 participants per project
(average=282) attended healing activities for this set of AHF-funded projects [Ext - 204,564: n=725].
Participants spend an average of 149 hours in healing activity (median=80 hours, n=117, S2) and can
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spend as little as two or as many as 1,225 hours in programmed healing activity.?> Proportionately, the
largest groups are on- and off-reserve First Nations (53% and 28%, respectively), followed by the Métis
(10%), others? (7%) and Inuit (2%).* By comparison, the latest census data reveal that 62 per cent of the

Aboriginal people in Canada identify as North American Indians, 30 per cent as Métis and 5 per cent as
Inuit.»

Figure 4) Healing Participation by Aboriginal Identity (2004)

. First Nation on-reserve
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. First Nation off-reserve
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When looking at the healing participation by target group, the two largest target groups appear to be the
intergenerationally impacted (49%) and women (38%), followed by youth (30%), men (25%), Survivors
(25%) and Elders (9%). Only a few were incarcerated, gay, lesbian or homeless (4%, 1% and 3%, respectively).?’
It is important to note that these are not exclusive categories. In other words, one participant can fall into

many categories, such as a male Elder who is a Survivor. Figure 5 shows healing participation by target
group.
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Figure 5) Healing Participation by Target Group (2004)
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Interesting to note is that 11,325 participants had previously participated in a similar program before they
began attending AHF-funded activity (n=145). If we assume that this group refers to healing participants
and consider them against the total number of healing participants identified in these same projects or 34,953
(n=138),% it is possible that approximately 33 per cent may have previously participated in a similar
program. In other words, the data suggest there are a sizeable proportion of participants who are engaged
in addressing the Legacy who have never engaged before.

Survey respondents report that, although most participants completed their healing programs, some left
prematurely because they were not “ready” to heal. Readiness was often defined by project teams as a stable
commitment to sobriety and a drug-free lifestyle, as well as sufficient trust and a willingness to feel. Survey
respondents also report that small community dynamics worked against some people who were initially
interested, but remained unconvinced that confidentiality and safety could be guaranteed. Some began
healing programs during a crisis then left when the crisis was over. Lack of child care and transportation, as
well as physical illness, thwarted some participants' continued involvement. Competing responsibilities
made setting aside time for healing acommon struggle. A few left due to “profound philosophical differences”
related to poor cultural or spiritual “fit” (e.g., Christian participants looking for an approach other than
traditional spiritual practices). Some participants were asked to leave because their behaviours presented a
risk to others.

3.1.1.2 Training Project Participation

Training activity refers to any regular or routinely scheduled instruction, such as courses, workshops,
conferences, and formal classroom or academic training, where the emphasis is on individual skill acquisition.
Training projects provide services to 28,133 participants (n=246; median=31.5 participants per project;
average=114 [Ext - 49,095: n=429%]). Trainees spend an average of 193 hours in training (median=74
hours,n=92, S1). On- and off-reserve First Nation people constitute the majority of training participants
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(57% and 24% respectively, n=246). The Métis composed 12 per cent, while the Inuit accounted for 1 per
cent.* The distribution of each Aboriginal group participating in training is presented in Figure 6.

Figure 6) Training Participation by Aboriginal Identity (2004)
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When looking at training participation by target group, it is clear that the intergenerationally impacted
(64%, n=246) and women (53%) are well represented. Men account for just over a quarter of all training
participants (27%), while Survivors compose 32 per cent. Almost a third of the training group are youth
(30%) and 13 per cent are Elders. Only a few are incarcerated (3%), gay or lesbian (2%) or homeless (2%).
Although there are slight changes in this distribution at different measurement periods, the relative
proportions remain similar.®! Figure 7 shows the distribution of target groups participating in training.
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Figure 7) Training Participation by Target Group (2004)
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Survey respondents reported that participants withdrew from training for the following reasons: competing
responsibilities related to job or family; did not feel “ready” to engage because the material re-traumatized
them; or they felt unable to handle the inevitable demands resulting from their newly acquired skills.
Although they were keen to learn more about addressing the effects of residential school experiences, some
trainees thought they needed personal healing first and remained uncertain about their abilities to manage
disclosures and provide general support to others in the future. Some trainees were not committed to
complete the program(s), others moved away and some were incarcerated during their training period.
Personal problems were regularly cited as a barrier to completing the training program(s) as trainees
struggled with addictions or poor health. On rare occasions, a couple of trainees left their program(s)
because of “profound philosophical differences” with the training approaches. Logistical barriers included
lack of transportation, child care, inconvenient scheduling (i.e., training offered during daytime business
hours) and inadequate remuneration for their participation. Finally, a few trainees were asked to leave
because they did not comply with project policies.

3.1.1.3 Participant Challenges

Addictions, victimization, poverty, denial and grief are the most severe participant challenges reported by
over 50 per cent of all projects. Other common challenges that were reported as severe by a sizeable group
(>25%) included poor parenting skills, history of abuse as a perpetrator, poor communication skills and
FAS/FAE. More than half of all respondents categorized HIV/AIDS, youth gangs, lack of literacy skills
and involvement with the criminal justice system as either a slight problem or no problem. Figure 8
illustrates the extent to which participant challenges may affect project operations.
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Figure 8) Participant Challenges (2004)
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Healing projects identified 27,855 individuals with special needs (n=267, e.g., suffered severe trauma,
inability to engage inagroup, history of suicide attempt or life-threatening addiction) [Ext - 75,636: n=725].
On average, 37 per cent (median=25%, n=152, S1) of participants require greater than normal attention
to deal with their special needs.* Projects were asked a series of questions regarding how they deal with
special needs; most frequently, projects reported that some employees are trained to deal with more serious
issues such as suicide, family violence and addiction (61%, n=242, S1). In some cases, all employees are
trained to deal with serious issues (25%), but some (9%) report not having any special training, community
services or volunteer support to help them address special needs. Other commonly cited strategies included
inviting professionals to provide monthly or yearly support (47%), with some reporting weekly professional
support (31%). Projects also frequently relied on peer support (36%) or trained volunteers who work one-
on-one with individuals and families (19%), although a small percentage (5%) enlisted untrained volunteers.
Some had no other choice but to make referrals (8%) or engage in case management with another agency
(3%), while others used traditional methods (8%) to assist. On the positive side, a small group (3%) reported
they do not have participants with a condition serious enough to require a different approach.

Respondents thought that special needs were best addressed with more individually focussed, longer
term, consistent holistic treatment that included appropriate referral, aftercare and follow-up. As away to
address special needs, teams consistently cited increased service access, either through more developed
local networks or service organizations. In fact, the majority (58% and 51% respectively, n=177,S2) thought
that increasing access to the project team and to visiting professionals were needed. In particular, respondents
called for:
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» speech therapy,

* educational psychology,
* occupational therapy,

» special education,

* vision therapy,

* infant stimulation,
 addiction treatment,

*  crisisshelter,

o 24/7 intervention,
 literacy programs,

» family facilities,

» couples counselling,

o play therapy,

* psychodrama,

* bodywork, and

» outreach (especially for the incarcerated and the intergenerationally impacted).

Many recommended that these services be designed and controlled by Aboriginal people. Cultural
reinforcement, the role of cultural healers, Elders and traditional approaches were also recognized as effective
ways to address special needs. One thought that more effort to encourage support for cultural practices
within non-Aboriginal institutions and among their practitioners was warranted. Specific strategies and
training were most commonly cited as solutions (76%, n=177, S1) to treat the special needs of offenders,
adolescents and Elders; adequately respond and debrief during crisis; skilfully manage behavioural challenges;
successfully resolve sexual abuse trauma; and diagnose FAS/FAE.

A few suggested that environmental change would bring attention to special needs. More specifically, they
recommended the restoration of strong, traditional social organizations, as well as improving community
conditions, so that an improved quality of life could be offered as an incentive to heal. Individual healing,
they claimed, must be coupled with a broader community development approach where improvements
could be measured at a variety of levels and where the “healed” individual could find opportunity and
adequate housing. When this was not possible, some suggested that an opportunity to heal outside of the
community might help, but the issue of aftercare, follow-up and long-term support would have to be
addressed. Other ideas included developing a climate of trust and making available traditional lands or
sacred sites as healing centres. Supportive environments would also eliminate the barriers to participation
for those with a high level of need by providing child care, transportation or temporary housing for transient
individuals.

3.1.1.4 Participant Selection Criteria

The majority (56%, n=164, S2) claim to be unable to accommodate all who need therapeutic healing or
desire training.* Faced with this dilemma, teams that reported selection criteria in the second survey were
most likely to select participants based on their level of need or risk and“readiness.” Readiness was usually
characterized as self-motivation, stability, sobriety and a demonstrated interest in, and commitment to,
healing or training. Others gave Survivors and their descendants high priority, while some thought that
children and youth or families with children should be first. A few had a*“first come, first served” policy,
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used a random approach or were pressured by the need to maintain geopolitical fairness in service access.
The distribution of participant selection criteria from respondents of the first survey is depicted in
Appendix I.

3.1.2 Team Characteristics and Training

AHF-funded projects reported a total of 4,833 paid employees (n=330) [Ext - 10,618: n=725]; 2,004 of
which are full-time positions (i.e., working more than 30 hours per week on a regular basis) and 2,829 are
part-time [Ext - 4,403 full-time: 6,215 part-time: n=725]. The average project team size was six full-time
employees (median=3) and 11 part-time employees (median=4) for an average team size of about 15. In
order of frequency (S2), teams were most likely to be composed of management positions,* Elders and
other cultural teachers, resource personnel,® counsellors, general project team members,* office
administration, professionals®” and communications (see Appendix J).

Aboriginal people occupy 91 per cent of all full-time positions and 85 per cent of all part-time positions
(n=160, S2). Table 5 shows the breakdown of the Aboriginal identity in full- and part-time teams.

Table 5) Aboriginal Identity of Full- and Part-time Project Teams

Identity Full-time Part-time
First Nations 79% 70%
Meétis 11% 14%
Inuit 2% 9%
non-Aboriginal 9.5% 14.7%

By position, 89 per cent of administrative positions, 87 per cent of healers and 84 per cent of outreach team
members are occupied by Aboriginal people (n=219, S1). The greatest concentration of non-Aboriginal
team members exists within project support positions and facilitation roles (making up 23% and 18%,
respectively). Survivors (those who attended residential schools) occupy 32 per cent of all employee positions
(n=185, S3) and the intergenerationally impacted occupy 60 per cent. Of the volunteer group, 43 per cent
(n=129, S3) were Survivors while 57 per cent were intergenerationally impacted. Those on contract or
who receive honoraria were almost evenly divided between Survivors (47%) and the intergenerationally
impacted (44%, n=163, S3). Governance structures (board and advisory committees) are composed of 51
per cent Survivors and 43 per cent intergenerationally impacted (n=176, S3). Most of the time, Survivors
are involved in hiring and team evaluation decisions (73%, n=357).

Survey findings confirmed results obtained from document review: the majority of employees were First
Nations, Inuit or Métis and were directly or intergenerationally affected by experiences at residential
schools. In addition, the fact that some Aboriginal employees speak their respective Indigenous languages
was consistently highlighted. Although some acknowledged the value of outside expertise, less than half of
the project files reviewed indicated the use of outside resources or expertise. Usually, outside expertise was
drawn upon to meet client group needs when community members felt they were unable to do so or were
afraid of being seen as “experts”on the issues. Further, outside expertise was deemed to be invaluable where
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potential community-based healers needed therapeutic assistance themselves. Outside experts were usually
contracted to write proposals, conduct needs assessments, draft final reports, offer training or undertake
evaluations. Despite the practical benefits of engaging external expertise, AHF-funded project teams
simultaneously resented their presence, stating that community members are better able to facilitate
disclosure and that most Survivors are more comfortable with Aboriginal healers.

Get our own people to heal us. It took me six years for me to talk about my past! I held hurt for fifty
years to see the faces of my abusers. It took actual deaths for me to focus on my childhood ... e
need to stop it here for our children! We have to train our people to heal us (Anonymous).

Notwithstanding this resentment, community members acknowledged that training provided by external
experts enhanced their abilities to meet Survivors needs.

Beyond the training and experience brought to the program by AHF-funded project team members, many
projects offered training. The most common training opportunities provided (n=226, S1) were:

» learning about history and effects of abuse experienced at residential schools (69%);

» professional development® training (56%);

» traumaawareness (55%);

» programs related to family functioning (e.g., child development and parenting skills) (54%);
 dealing with family violence (54%);

o crisis intervention (49%);

» counselling skills (47%);

» Aboriginal language/culture (47%); and

» computer/internet training (46%).

Overall, 74 per cent thought that the training provided was adequate, while the remainder (26%) thought
training was inadequate (n=226, S1). Perceived training needs most often cited were (n=225, S1):

*  crisis intervention (77%);

» traumaawareness (76%);

 counselling skills (74%);

o dealing with family violence (73%);

» professional development training (71%);

» programs related to family functioning (e.g., child development and parenting skills) (70%);
» Aboriginal language/culture (69%);

 learning about history and the impacts of residential schools (69%);

* learning about the application of the Charter of Rights and Freedoms in the project (65%);
o computer/internet training (63%);

» CPR/First Aid (61%); and

VOLUME Il MEASURING PROGRESS. PROGRAM EVALUATION



26

CHAPTER THREE

» ‘“other” training opportunities (16%), including alternative therapies, case management, justice, and
program development.

Of the projects who believed training was required, 68 per cent reported that personnel would better
benefit from advanced training (n=225, S1), while the remaining projects stated that basic training would
suffice.

The majority of projects reviewed in document files (93%, n=36) provided training to a variety of target
audiences, including community leadership, project personnel and community members, in efforts to
implement healthy and culturally respectful programs. Occasionally, volunteers were trained and sometimes
training was collaboratively sponsored with other Aboriginal organizations. Skills were acquired in
administration, facilitation, counselling, healing and lifestyle change. There was a noted trend of sharing
traditional healing methods at conferences and workshops where participants exchanged knowledge about
techniques of spiritual counselling, talking circles, sweat lodges, pipe ceremonies and handling disclosures.
Some offered instruction as a way of developing community-based trainers.

The modification of training approaches on an ongoing basis is needed. For example, one project noted
that teaching more basic adult-child interaction skills should precede teaching parenting skills. Also
suggested was that training should be focussed upon leadership and project personnel.

We have had to look at the health and healing of our staff in order to provide safe practices for our
clients. We have had to take a better look at our leadership and the direction that they are taking
before we are able to move forward (Anonymous).

A discussion about team characteristics would be incomplete without mention of the generous contributions
made by volunteers. In a typical month, over 23,660 volunteer service hours are contributed to AHF-
funded projects (n=263) [Ext - 36,704: n=408%]. Each project enjoys an average of 90 volunteer hours per
month (median=28). Assuming that volunteer time would be remunerated at $10 per hour, a conservative
estimate of the dollar value for volunteer time would be $236,600 dollars [Ext - $367,704] per month or
$2,839,200 per year [Ext - $4,412,448].

3.2 What
This section describes the distribution of resources by project type, self-identified Aboriginal organization

type, remoteness, as well as region. Identified needs are also profiled along with preferred or practised
approaches to healing.
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Distribution of Resources

Clearly, the bulk of AHF resources (committed by October 2003 with 72 per cent transferred to projects
as of 1% September 2004) has been invested in healing services (70.9%). Prevention and public awareness
activities received the second highest amount (11%). Remaining resource allocations, in descending order
of value, were for training (7.1%), knowledge building (6.6%), honouring history (1.7%), assessing needs
(1.2%), designing and setting up projects (1.1%) and conferences (.4%). It is important for the reader to
understand that many projects also engaged in a variety of activities simultaneously (i.e., training and
healing, raising awareness and documentation). Therefore, although Figure 9 offers a rough guide for
investment, activities do not always fit neatly into only one project-type category.

70.9% $265,117,760

Figure 9) AHF Investment by Project Type (1999-2004)
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Figure 10 shows the percentage of funding committed to organizations that self-identified as Aboriginal,*
First Nations, Inuit or Métis. A small percentage of organizations did not complete this portion of the
application and therefore their affiliation is unknown.

Figure 10) Distribution of Resources by
Aboriginal Identity of Recipient Organization (2004)"
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3.2.2 ldentified Needs

Priority needs of AHF-funded projects have remained relatively stable over the measurement period 2000—
2002. Increasing the size of the team and improving Survivor involvement have been the two most important
needs. These are followed closely by project expansion, training, community involvement and family
support. Table 6 compares the ranking order of needs in 2002 with the 2000 results. Starting with the most
pressing need, the following lists resulted.
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Table 6) Needs of AHF-funded Projects in Order of Priority (2000 and 2002)

Needs in Order of Priority, 2000 Needs in Order of Priority, 2002

1 Increase employee numbers and benefits 1 Increase employee numbers and benefits

2. Improve Survivor involvement 2. Improve Survivor involvement

3. Improve and expand facilities 3. Improve the project and expand locally

4, Improve the project and expand locally 4. Provide training

5. Provide training 5. Encourage community involvement

6. Improve family support and parenting 6. Improve family support and parenting
skills skills

7. Encourage community involvement 1. Develop and distribute information on

8. Professional assessments of skill history and the Legacy
development and healing 8. Improve and expand facilities

9. Resources and professionals to deal with 9. Resources and professionals to deal with
special needs special needs

10.  Develop and distribute information on 10.  Enhance partnerships and networks
history and the Legacy 11.  Improve and offer transportation

11.  Improve and offer transportation 12.  Professional assessments of skill

12.  Improve communication (with development and healing
community, AHF, Canadians generally) 13.  Purchase equipment or supplies

13.  Purchase equipment or supplies 14.  Improve communication (with

14.  Enhance partnerships and networks community, AHF, Canadians generally)

15.  Project monitoring and evaluation 15.  Project monitoring and evaluation

A different pattern emerges on examination of the costs associated with need. The most costly program
needs, in order, are facility improvements, team expansion, program development or expansion, special
needs programming, training, transportation, education about the impacts of residential schools, family
support, professional assessments, equipment, evaluation, Survivor involvement, community involvement
and communications. Figure 11 reveals the average median cost from both national surveys (2000 and 2002),
while Figure 12 shows the average total estimated cost from both national surveys. When all the needs are
added together, an estimated $111,375,920 (n=282, S1, S2) [Ext: $140,855,595, n=573]* would be required

to addre

ss these project needs.

VOLUME Il MEASURING PROGRESS. PROGRAM EVALUATION




30 CHAPTER THREE

Figure 11) Averaged Median Estimated Costs* of Program Needs by Type
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Figure 12) Averaged Total Estimated Costs of Program Needs by Type
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It is important to note that improving Survivor and community involvement, together with increased
family support and parenting skill courses, were considered high-ranking needs and all were identified

among the least costly to meet.

When asked to rank project needs, respondents from across Canada consistently identified improving and
encouraging Survivor and community involvement as the highest priority. From a national perspective,
top-ranking needs were improved communication with the community, Canadians generally and the private
sector, particularly communications on the impacts of residential schools; improved family support and
parenting skills courses; securing partnerships and networks supporting the effort; and professional
assessments of skill development and healing. One national respondent identified the following priorities
in order of importance: resources to deal with special needs, program development and expansion,
transportation, enhanced project teams and benefits, facilities, equipment and evaluation.
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Finally, a snapshot of the healing approaches that are most commonly used is presented. Grouping by age
and gender is popular and almost a third (27%, n=160, S2) use sport or recreation on a regular basis (most
of the time or always). Figure 13 illustrates how frequently various healing approaches are used.

Figure 13) How Often Various Healing Approaches are Used
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3.2.3  Strategies Used to Enlist Survivor Support

This section highlights the strategies used to garner participation in projects, as reported in the 2000
process evaluation survey. Regardless of project focus, it is the AHF's expressed intention that all projects
will actively engage Survivors to participate. While many diverse strategies have been used to engage
Survivors, these are the most common (n=240, S1): word of mouth (89), meetings with individuals and
families in the project facility (37), newsletters (27), telephone campaigns (24), pamphlets or brochures
(20), advertisements (19), interagency groups (16), home visits (14), community bulletin boards (13),
involvement in all areas of human service delivery (7), interviews and inviting individuals and families to
visit the project (6), and “beat the street” types of outreach efforts (2). Appendix K presents the most
commonly used strategies for enlisting Survivors' involvement.

To ensure participant safety, projects used a variety of strategies (n=243, S1), such as criminal record
checks through the Canadian Police Information Centre (CPIC) (194), personal interviews (173), character
references (168), periodically checking with the participant group to ensure their safety (155), word-of-
mouth (119), and consulting with other service beneficiaries (119). Some methods were directly related to
individual project policies and procedures (51), requiring healers to sign a code of conduct (85) or make
another formal commitment to guard participant safety (19). Also, participants worked to protect each
other (10). Appendix L illustrates how teams have guarded participant safety.
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3.3 Where

The largest proportion of respondents continue to service rural* communities (49.7%, n=384), followed
by urban (34.6%), isolated (7.6%) and remote (8.1%) environments. Figure 14 shows the distribution of
respondents by degree of remoteness.

Figure 14) Distribution of Respondents by Remoteness (2004)
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The largest number of grants were to projects in Ontario (290), followed by British Columbia (248),
Saskatchewan (237), Manitoba (168) and Alberta (151). Figure 15 illustrates the number of grants broken
down by region.
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Figure 15) Number of Grants by Region (2004)
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The solid majority were in communities with populations of 2,000 or more (65%, n=161, S2). The remaining
projects are in communities of 1,999 or less. Some operate in very small communities (15%) with 500
people or less. Figure 16 depicts the distribution of the AHF-funded project sites by community size.

Figure 16) Distribution of Projects by Community Size
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Projects are delivered in a variety of venues, the most common of which are health centres or human service
agencies, local schools, home settings, community gathering places, bush camps and friendship centres. Less
common environments include Aboriginal government administration offices, colleges or universities, former
residential schools and correctional centres (S1). Project environments are shown graphically in Appendix M.
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All environments have elements that either facilitate or hinder projects in achieving desired outcomes.
Early in the life of the AHF, the majority of projects were facing outright opposition to addressing the
Legacy (69%, n=243, S1) with over a quarter (26%) believing that apathy was a severe problem; however,
over time, survey respondents experienced less resistance and enjoyed more support—a finding that
reinforces the assertion that healing takes a long time. In other words, it is entirely possible that initial
inaction, disinterest or apathy was merely a predictable and early phase of confronting a traumatic past.
Less than a third of the projects reported that leadership, community support and participation were
serious challenges (n=156, S2). In fact, over half felt that the leadership provided outstanding or moderate
support. Lack of adequate housing and unemployment are severe challenges for a sizeable proportion of
project teams (40%, n=156, S2). Communities that offer a range of health and social services, and those
which support the integrity of Aboriginal cultures and languages, were most often cited as those that
offered benefits to projects. Perceptions about community challenges and benefits are highlighted in
Appendix N.

34 When

Day-to-day happenings are as much a product of the times as they are of the players who create them.
History sets the stage for current events and the drama that unfolds affects all life; therefore, it makes sense
to examine the times and conditions in which projects operate. The greater world of influence includes
community forces, but also extends to provincial and national policy. To better understand the influence of
these forces, projects were asked to identify what happened in their world that helped or hindered them.
To begin, the facilitating forces will be described, followed by an abbreviated checklist that can be used to
supplement the community report card proposed by Four Directions International® as a way of measuring
change. Following the discussion on what helps, greater focus is directed to the community events and
broader structural impediments to healing. Again, a checklist will summarize these forces as a way of
highlighting the nature of “special needs” communities.

Cultural pride, practice and celebration were commonly considered to be supportive forces in communities
since they affirm and help in identity formation. The effects of litigation on the impacts of healing projects
cannot be stated with absolute certainty, however, some trends are associated with litigation. First, litigation
has engaged Aboriginal people, the federal government, church entities and the legal community in dialogues
about residential schools—specifically physical and sexual abuse. Second, the court cases have raised the
ire of those who believe that public funds for healing should instead be used to compensate personal injury.

Interagency collaboration and building professional networks contributed by offering complementary
services and support to project teams. Teams that are comprised of deeply committed people who regularly
debrief on this emotional subject also contribute greatly to project success. Easy local access to services,
supportive leadership, recreational programming (especially for youth), family support, student support,
children’s services and team training were also credited with helping projects achieve their goals. Similarly,
crime prevention and restorative justice initiatives are complementary programs. When the community
culture supports mothers' groups, Elders’ gatherings, language immersion opportunities and alcohol-free
social events, a very ripe climate exists for individual healing. When high-profile individuals disclose,
responsible parties make public apologies and the media are quick to cover these events a climate becomes
conducive for more disclosure. Increased awareness of the impacts of residential schools functions in similar
ways. With improved understanding, individuals and families are more likely to break the silence and seek
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services. Most importantly, many Aboriginal people and communities are just plain tired. The burden of
residential school experiences has been long lived and heavy, leading many to genuinely want healing and
cultural reclamation.

What helps
v" cultural pride, practice and v’ family support (particularly
celebration parenting skills)
v'interagency collaboration and v’ student support
professional networks v' recreation (i.e., Elders’ gatherings,
v’ easy, local access to a variety of alcohol-free social events, youth
services activities)
v’ training v' children’s services
v’ awareness of the Legacy v youth programs
v'media coverage v increased openness facilitated by
v’ public apologies v'individuals and communities
genuinely want healing

The most commonly cited environmental challenges relate to violence (including violent deaths such as
murder and suicide): youth gang and criminal activity, widespread vandalism and an increasingly distorted
‘culture” of violence. Widespread abuse of alcohol and street drugs, increasing dependence upon prescription
medication and excessive gambling hinder project performance. Substance abuse by parents and leaders is
especially harmful. Lack of employment, crowded living conditions, illness and family dysfunction
(particularly a lack of parenting skills) were cited as obstacles to progress. Next are the problems in the
political arena: mismanagement of community resources, instability and healing as a low political priority.
Service budget cuts and relocation prevented much-needed complementary support. Similarly, projects
having to cope with poor facilities and inclement weather experienced greater challenges than others.
High staff turnover, lack of skills, training or clinical supervision, and a lack of mental health initiatives left
some projects feeling overwhelmed. Gossip, denial and a“don't talk, don't feel” social norm stalls healthy
movement. Interestingly, a couple of communities reported that religious groups were working at cross
purposes with AHF-funded activities by attempting to repress the reclamation of traditional Indigenous
spirituality and cultural celebration.
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What hinders

D N N N N N

<

climates where violence is
pervasive, tolerated, considered
normal

youth criminal or gang activity
murder and suicide

addictions (alcohol and drug)
political instability

imbalanced political priorities (i.e.,
when land claims or other issues
consume all political energies)

gambling
abuse of prescription medication
illness

v

<

<

DN NN

religious resistance to resurrection

of traditional spirituality and
cultural celebration

crowded living conditions
unemployment

gossip, denial, “dont talk, don't
feel” attitudes

mismanagement of community
resources

service budget cuts

lack of training and skills
lack of clinical supervision
staff turnover

Respondents from across Canada also identified several initiatives that would facilitate the work of AHF-
funded projects including early intervention programs, such as Aboriginal Head Start (AHS), and efforts
to curb fetal alcohol syndrome and fetal alcohol effects. They believed that several other federal efforts also
complement AHF-funded projects such as youth justice initiatives, advances in substance abuse treatment
and employment programs. The lack of mental health initiatives was thought to impede progress in healing

efforts.
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Sharing Experience and Learning

Although AHF-funded activity is part of a broader healing movement, for many communities, these
resources represent their first chance to address the legacy of physical and sexual abuse in residential schools.
Without a wealth of documented protocol and easily accessible solutions, many are engaged in a“learn-as-
you-go”approach. This chapter shares their experiences by weaving together their challenges and the creative
ideas generated as a result. Much of this information and the themes generated were drawn from focus
group discussions, case studies and the stories relayed in regional gatherings and project monitoring reports.
The emphasis was on profiling the quality of experience and learning, not its quantity. (The tables in Appendix
O outline the frequency of noted lessons learned, best practices and challenges from 13 case studies related
to the themes identified here.) Whenever data were available, quantities or proportions are cited, but the
bulk of this section relays shared ideas. The lessons learned have evolved into practices that are effective,
easily adapted* and feel right to Survivors and their families. Although the term “best” practice is used
because it is easily understood, it should not be viewed as the only way, nor should it create competition;
rather, the terms“best” and “promising” practice are used interchangeably for stylistic simplicity.

It is important to remember that learning often occurs under unique circumstances and is influenced by a
project’s goals, objectives, services, target groups, team characteristics, community context and length of
operation. What is obvious to one team may take months of trial and error for another to discover or it
may be inappropriate in another setting. In spite of their singularity, sharing the learning and experience
across projects can reduce the need for trial and error in responding to, sometimes, universal challenges.
Although difficult to classify since many tests have been met with complex and multifaceted strategies, the
knowledge acquired from their experiences fall roughly into the following categories:

* engaging participation and support;

» team issues, qualities and care;

» program and therapeutic approach; and
» partnerships and sustainability.

41 Engaging Participation and Support

In many scenarios, the community culture contributed to the program’s success; it is most effective when
there was a genuine desire to engage in healing, where there was an effective network of culturally appropriate
or sensitive services and there was a spirit of cooperation or “togetherness.”” Increased project momentum
led to increased participation and the dynamics fed into each other. Projects described the culture of violence
as one where the crimes committed in residential schools have been internalized and considered a normal
part of life.

The Legacy of abuse stemming from Residential school was a hate crime ... This attitude has been
passed on from the initial abusers to the victims and the victims to subsequent generations.*

Sometimes, healing competed unsuccessfully with other political priorities for leadership energy and
attention. Community acceptance or, at a minimum, tolerance of healing activity was key. Healing goals
were thwarted when there was an internal culture of violence,* outright opposition to AHF-funded healing
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effort,® and individual concern about monetary compensation. When the community climate hindered
efforts, project teams made it clear that outside help is required.

One of the most commonly cited barriers to engaging the community was related to denial of the Legacy.>
Communities habitually minimize the impact of the Legacy and individuals refuse to admit to being
Survivors. Therefore, teams spend extra time and energy dismantling fear and denial while sensitively
convincing people to engage.

When leadership was still in need of healing, enforced silence and normalized dysfunction translated as
expressed approval of ongoing sexual abuse and created hostile environments for project teams.*

[A] number of individuals got together and somehow developed a ledger of names of abusers,
individuals who were very prominent in the community ... people are more reluctant now to
discuss the healing process because they don't want to be seen as taking sides. If information on
disclosures is released we would have a heck of a time continuing our existence.

The reluctance to engage in healing was generally viewed as a layered emotional wall where surface denial
masks shame, guilt, anger and, ultimately, fear of the unknown, loss, re-traumatization and punitive
consequences. In communities where violence is socially acceptable and students are at risk even at school,
nurturing interest and involvement sometimes led to working with participants who were violent, pessimistic,
emotionally closed or suffering from serious addiction and poor impulse control. Barriers were also created
by the loyalty that youth felt toward their abusive families and the suspicion generated for devout Christians
when history was recounted. Climates where gossip and anger prevail were also considered roadblocks to
establishing trust and enlisting participation, especially when the focus on monetary compensation for the
Legacy outweighed a desire for healing.

Community crises, especially suicides, always derailed community action.

Geography works against isolated or remote communities where access to technology, trained staff, a network
of human services and even infrastructure are scarce. Some teams promoted their services to Survivors in
nearby communities that were not addressing the Legacy.

Poverty and racism offer challenges to community participation. Being poor narrows people’s options.
Healing was not always a priority with community members preoccupied with basic survival issues (e.g.,
food and shelter). If it is a choice between paying for child care, groceries or utilities or pay transportation
to participate in healing, the choice is clear. Still, teams used numerous strategies to improve access, including
varied scheduling (e.g., evening sessions for those employed during the day), providing home visits, offering
transportation and eliminating barriers to participation (i.e., offering child care, food, accommodations).

Some case studies revealed that a facility was not ideal if it was cold, formal or housed in institutions that
reproduced the initial trauma induced by the Legacy, or it was too closely associated with stigmatizing
services (e.g., alcohol and drug treatment) to allow for comfortable involvement. Some facilities (e.g., trailers)
lacked privacy to allow for confidential consultations or they were too small for large groups to meet. One
team suggested that to properly service a community the program should have its own facility.
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Occasionally, the words “residential school” drove people away from activities. Teams had more success
being open to community-wide participation than targeting Survivors.

Furthermore, while AHF-funded projects are beacons of cultural reclamation, celebration and reinforcement,
the broader Canadian context does not safeguard Aboriginal cultural integrity (e.g., translation services,
culture and language education, or the integration of Aboriginal worldviews and philosophies in policy
and practice).

Understanding the impact of the Legacy is perhaps best indicated by program demand. Some projects that
were still struggling with denial did not operate to full capacity, although many projects did. Most others
could not meet service demand, especially as momentum was gathered and participants began reaching
out to others to encourage them to heal. Youth and Elder dynamics seemed particularly successful in this
regard. Team creativity shone brightly in enlisting participation and support. While the most promising
practices have limited influence on lack of adequate infrastructure and systemic barriers, such as racism or
poverty, they were excited about how they could engage those resistant to participation.

Building Relationship

Teams operated on the principle that all healing is based upon relationship. The importance of relationship
was a consistent theme in focus group discussions, gatherings and case studies. Building a relationship
requires time, patience and persistent effort and is characterized by prolonged and informal exchange. Trust
and intimacy are achieved indirectly through opportunities for learning, shared experience, celebration, as
well as personal expression. Team members that were outgoing and visible in the community, through their
active involvement or outreach efforts, were more likely to engage participation. This created casual
opportunities that allowed Survivors to become familiar and comfortable with healers at their own pace in
less threatening venues. Fear and denial, both natural defences against a threatening situation and entirely
predictable reactions to traumatic experience,* are best dissipated when acceptance and safety are primary
elements of the relationship.

Acceptance means welcoming all, acknowledging strengths, honouring Survivors, and meeting people at
their current level of need and understanding so that trust can be established to work on more sensitive
and deeply rooted dilemmas over the long-term. In focus group discussions, project teams believed that
when sexual violation of children, spousal abuse and other extremely violent acts are acknowledged as
“matter of fact” manifestations of the Legacy, people will accept help. Without judgement, intense emotions—
shame, guilt and especially anger—are validated, expressed fully, viewed as natural and necessary for grieving
and, ultimately, skilfully handled and relieved by therapeutic teams. Differences in the expression of anger
among the genders must be accommodated. When the emotional intensity of a healing session escalates,
grounding techniques® and a buddy system were used and recommended by one team.

To some people, the word “healing” implies that a flaw must be corrected or overcome. When translated
into Inuktitut,“Mamisaq” is usually meant as“physical” healing; thus, the word“healing” has a problematic
cultural interpretation and may be viewed as a weakness by both men and women.
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The Survivor frequently resists mourning, not only out of fear but also out of pride. She may
consciously refuse to grieve as away of denying victory to the perpetrator. In this case it is important
to reframe the patient’s mourning as an act of courage rather than humiliation.*

Sex-role stereotyping may mean that such feelings are even more pronounced among men.

Although abuse of power is the fundamental dynamic behind all forms of victimization, many
male victims do not report feeling powerless and do not see themselves as “victims.”’

Thus,“healing” may force an unwilling identification as a victim and the ways in which healing, counselling
and therapy are framed require further discussion, especially by men. Focussing peer pressure positively,
structuring the healing journey as an act of courage and empowerment and refraining from focussing on
weakness provided a greater feeling of emotional safety