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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. 

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 - activities that appear to work best and feel right for survivors and their families.

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

greatest need - where the 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. 

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 focused upon personal growth and not community development

inter-generational impacts - refers to the affects that residential schools have had upon the children and
grandchildren of those who have attended residential schools. 

long term - refers to the results that are realistic in 10- 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) - this refers to the number of responses received on a survey item.

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.  

short term - refers to the results that are realistic within a 4 year time frame.

survivors - refers primarily to those who attended residential school; however, for stylistic simplicity,
this term is often used to denote those who attended residential school as well as those impacted
inter-generationally. 

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

the Foundation - refers to the program activity of the Aboriginal Healing Foundation.

the Legacy - refers to the enduring effects of the physical and sexual abuse suffered in residential
schools including inter-generational impacts.

I
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Executive Summary

The Aboriginal Healing Foundation (the Foundation) is a federally funded
Aboriginally-run, non-profit corporation created in 1998 to support community-based
healing initiatives of Aboriginal people affected by physical and sexual abuse in
residential schools including intergenerational impacts (the Legacy).  This report is an
evaluation initiated and supported by the Foundation with the express purpose of
examining the implementation of service delivery objectives to date, as well as the
attainment of short term outcomes as a way of being accountable to several primary
stakeholders, namely:

• those impacted by the Legacy;
• internal moral authorities1; and
• external supporters of the Foundation. 

The process evaluation was concentrated upon securing and reporting upon the most
relevant information for users (i.e. distribution of resources, target group, team and
community characteristics, lessons learned, best practices and greatest challenges) in a
position to make decisions about funding policy (AHF Board) and program evolution
(communities).  The process evaluation was primarily a descriptive exercise reliant upon
information already available through internal databases, document files and
supplementary information secured through a mail out survey and one-to-one interviews
with national stakeholders (AHF Board members and personnel).  The impact evaluation
has a greater goal orientation and will be done by examining thirteen projects
representing the full range of AHF project types.  The sample of thirteen projects were
also carefully selected to fully represent all target groups, Aboriginal groups, regions
and the range of geographic remoteness.  The case studies will be examining impact by
measuring AHF Board selected indicators (i.e. rates of physical and sexual abuse,
children in care, incarceration and suicide) in addition to indicators selected by the
community before and after program implementation (i.e. a within groups repeated
measures)2.  A sample of 36 project files were reviewed and the mail out survey was sent
to all 344 projects that were operational at the time (January, 2001) with a 74% response
rate.  Whenever possible, relevant numerical information from AHF’s internal databases

1For the sake of clarity, internal moral authority refers to any group which is the accepted
and acknowledged “law” making body that holds collective interests at heart and includes
traditional examples such as clan mothers and elders councils.  Contemporary examples could
include  survivor, youth or women’s groups and health authorities.

2When a standard, valid, reliable and culturally appropriate measurement tool or method is
used, it is usually used at two points in time: before the program and after the program.  This is a
popular way to measure program performance in evaluation and is known as a “within groups
repeated measures” design or the “before and after” design.  
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was also used.  The following text presents highlights from each of the major chapters
of the report.

Who - Participants and Project Teams

According to survey data, a possible maximum of 59,224 participants engaged in
AHF-funded activity3.   When examining quarterly report information, there are
proportionately more females than males and more adults than any other age group.
First Nations on and off reserve make up the bulk of project participants; however, Métis
and Inuit beneficiaries may not be disproportionately represented when considering their
representation in Aboriginal populations nationally.    When considering target group
types, survivors and the inter-generationally impacted represented the vast majority of
project participants.   From the survey, it is clear there were 48,286 participants engaged
in individual healing activity (i.e. healing with a focus on individual progress) with First
Nations on-reserve representing the majority (57%), followed by First Nations off-
reserve (29%), Métis (11%) and Inuit (3%).    Survey data showed that women (44%)
and the inter-generationally impacted (45%) were the most well represented target
groups followed by men (29%), survivors (27%) and youth (27%).   Reasons for
withdrawing from healing were most often related to psychological difficulties (e.g. lack
of trust, fear, denial, addictions).   With respect to training, 10,938 participants were
noted with roughly the same representation of First Nations on-reserve (60%), off-
reserve (26%), Métis (9%) and Inuit (5%).   Trainees were most often women (64%) and
those inter-generationally impacted (47%) by the Legacy.   Trainees withdrew from the
program most often for psychological reasons (e.g. fear, denial, addictions) or to meet
competing responsibilities (e.g. family, work, school).   

Addictions, victimization and abuse are clearly the most severe4 participant
challenges affecting the majority of projects (69%, 58%, and 58%, respectively).  Other
common challenges which are reported as severe by a sizable group (>40%) include
denial or grief, poverty, and lack of parenting skills.  Healing projects identified 7,589
individuals with special needs (e.g. suffered severe trauma, inability to engage in a
group, history of suicide attempt or life threatening addiction).  On average, thirty-
seven percent (median5=25%) of participants require greater than normal attention
to deal with their special needs.  Projects were most likely to deal with special needs by
training some of their employees (61%), enlisting professional support on a monthly or

3This figure contradicts the total of 179,639 taken from quarterly reports. See page 17 for a
fuller explanation.

4Severe means that the characteristic affects 80% or more of participants.

5The 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, i.e. the median for the following numbers: 1, 2, 3, 4, 5, 6, 7, 8, 1000 is 5.
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yearly basis (47%) or relying upon peer support (36%, i.e. those who have special needs
help each other).   The majority of projects (55%) were able to accommodate all who
needed therapeutic healing or desired training but when they could not, they were most
inclined to select survivors and their descendants (26%), those at greatest risk (21%) or
to target specific groups based upon gender, Aboriginal identity, age, sexual orientation
or religion (16%). 

AHF projects reported a total of 1,916 paid employees (1,126  full time).  Teams
were most likely to be composed of administrators, cultural personnel (i.e. Elders,
coordinators, teachers), healers and outreach staff.  Eighty-eight percent of all positions
are occupied by Aboriginal people (n=219, where n represents the number of responses
received for that particular survey item).  Survivors occupy fifty percent of all positions.
The ability of Aboriginal employees to speak the language was consistently and
positively highlighted.  Less than half of the project files reviewed conveyed the use of
outside resources.  Some acknowledged the value of outside resources where
prospective community based healers needed therapeutic assistance themselves.  When
it was used, outside expertise was usually contracted to prepare proposals, conduct
needs assessments, draft final reports, offer training or do evaluations.

The most common training opportunities provided (n=226) were: learning about
history and the Legacy (69%); professional development6 (56%); trauma awareness
(55%);  programs related to family functioning (e.g. child development and parenting
skills) (54%); dealing with family violence (54%); crisis intervention (49%) and
counselling skills (47%).   Over a third (36%) offered advanced training while the
remainder offered basic training.  Although most (74%) felt that the training offered was
adequate, they identified further training needs in the areas of crisis intervention (77%);
trauma awareness (76%); counselling skills (74%); dealing with family violence (73%);
professional development (71%);  family functioning (e.g. child development and
parenting skills) (70%); language and culture (69%); learning about history and the
Legacy (69%).  Most (68%) felt that project personnel would better benefit from
advanced training in this area.

In a typical month, over 13,000 volunteer service hours are contributed to AHF
projects.   Each project enjoys an average of 65 volunteer hours per month.   If we
assume that the value of this contribution could be remunerated at $10/hour, then
volunteer efforts represent an injection of $130,000 dollars per month or $1,560,000
per year.  The four most favoured volunteer endeavours by all groups included: food
preparation (56%), healing circles (54%), workshops (53%), and administration (51%). 

6This may include conflict resolution, leadership skills, legal information, board training,
team building, communication skills, project planning and evaluation, dealing with difficult
people and training to facilitate and organize groups or volunteers.
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What, Where and When 

It is clear that almost half of AHF program resources (47.1%) are being invested in
healing.  Remaining resources in hierarchical order of value are used for prevention and
awareness activities (18.5%), training (9.1%), honouring history (5.2%), building
knowledge (4.9%), assessing needs (3.9%), designing and setting up projects (2.6%) and
conferencing (.6%).  Many projects have very inclusive participant criteria; therefore
resources do not fit neatly into mutually exclusive identity categories (i.e. First Nations
only, Métis only or Inuit only).  For example, the exclusive Métis budget is $349,200;
however, if we examine all budgets where the Métis are included  (e.g. Métis and First
Nation) as well as all categories which have a more general Aboriginal target, the
resources that are available to the Métis could conceivably be as high as $30,634,7007.
The exclusive budgets (i.e. budgets which do NOT include other Aboriginal groups) for
First Nations represents 62%, the Métis portion is 4% and for Inuit 1% of the total
budget.  When looking at the distribution of resources by target group, the same
dilemma of categorization holds true.  In other words, many projects target a variety of
groups, so resources do not fit neatly into mutually exclusive budgets; therefore, all
allocations were added to determine the total amount of resources dedicated (albeit not
exclusively) to specific target groups.   When this was done, youth, service providers
and women were clearly the most commonly named targets, followed by Elders,
children, the incarcerated and men.  The largest proportion of resources is being invested
in what are considered rural8 (38.2%) communities, followed by urban (24.5%) and
semi-isolated (18.4%) environments.  At last, remote communities are receiving almost
nine percent of AHF resourcing (8.9%) and the greatest number of projects appear to be
in Ontario, British Columbia, and Saskatchewan.

Starting with the most pressing need, projects identified pressures to: increase the
number of employees and better benefits; encourage survivor involvement; upgrade and
expand facilities; improve the project and expand it locally as well as provide training

7This figure includes the finance categories listed below:
Aboriginal, including non-Aboriginal 99,000
First Nation, Aboriginal 1,164,300
Aboriginal 25,655,600
First Nation, Métis 218,600
Métis 3,497,200
GRAND TOTAL $30,634,700

8 Remote -  a community that cannot be reached by road or ferry service.
Semi-isolated - a community that can be reached by road or ferry service and is more
than 350 kilometres from a town with more than 1,000 people.
Rural - a community that can be reached by road or ferry service and is more than 50
kilometres from a town with more than 1,000 people.
Urban - a community that can be reached by road or ferry service AND is located
within 50 kilometres of a town/city with more than 25,000 people. 
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for employees and potential healers.   The most expensive of these needs were related to
facilities, teams, project expansion, family support, addressing special needs and
training.  The most common strategies cited to encourage survivor involvement were
word of mouth, meetings with individuals and families in the facility where AHF
activity is held and newsletters.  To guard participant safety, project teams most often
conducted formal criminal record checks through the Canadian Police Information
Centre; held personal interviews with healers or secured character references.  Less
formally, many would periodically check with the participant group or use word of
mouth to determine healer integrity.  The sound majority (67%) were convinced that
they were operating in a manner consistent with the Charter of Rights and Freedoms and
a sizable portion (42%) said the project has had a dramatic impact upon women.  By far,
the most favoured approaches to healing were to use either exclusively traditional
techniques or blend western and traditional methods.  Projects also appeared to favour
either age, gender or other special groupings when managing the healing process.   

A total of 1,686 communities are being serviced by AHF; the bulk of which are
rural9 (55%) or urban (29%).  Ten percent are in semi-isolated areas while six percent
are active in remote areas (this is a slightly different pattern than what has emerged from
looking at the distribution of financial resources by geographic remoteness).   A large
proportion (41%) are in communities of 2,000 or more; however, twenty-one percent
operate in very small communities with 500 people or less.  Projects are delivered in a
variety of venues, the most common of which are  human service agencies, schools,
homes, community gathering places, bush camps and Friendship Centres.    Over a third
(35%) are facing out-right opposition that usually manifests as denial or fear and over a
quarter (26%) are struggling with serious apathy toward project activity.  Poor economic
conditions, substance abuse, family violence and sexual abuse are serious to moderate
challenges facing most of the group (60% or more).  Lack of community resources,
services and transportation are also serious issues faced by about a quarter of all
projects.   When projects were asked to identify what might be happening in their
communities that would facilitate their efforts, they noted several positive influences
including: community support (15%); team strengths (13%); cultural reinforcement
(14%) and justice initiatives (10%).  However, negative forces were also felt including
community instability or tragedy (27%), psychological barriers (fear, denial and
addiction (6%), as well as staff turnover and lack of leadership (8%).  

9 Remote -  a community that cannot be reached by road or ferry service.
Semi-Isolated - a community that can be reached by road or ferry service and is more
than 350 kilometres from a town with more than 1,000 people.
Rural - a community that can be reached by road ro ferry service and is more than 50
kilometres from a town with more than 1,000 people.
Urban - a community that can be reached by road or ferry service AND is located
within 50 kilometres of a town/city with more than 25,000 people. 
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Project Performance   

Information has been gathered to determine what impact, if any, AHF-funded
activity has had upon:

• influencing individuals and communities;
• establishing partnerships and ensuring sustain-ability;
• meaningfully engaging survivors (including the inter-generationally impacted);   
• managing program enhancement;
• ensuring accountability; and 
• reaching those in greatest need. 

While it is still early in the life of this national initiative, some promising evidence is
clear. Data from the mail-out survey showed that projects are clearly observing
immediate, short-term and intermediate outcomes.  So dramatic are the changes that an
overwhelming feeling of progress was expressed by many (64%, n= 223), although
some (36%) felt it was too early to tell.  The increased demand for counselling services,
which numerous projects report, suggests that denial and resistance may be decreasing;
in some cases, referrals have close to tripled.  Document files include comments that can
be interpreted as evidence that healing is taking place.  For example, community
members who first came for services are now giving back to the community as
volunteers and they are moving into leadership roles, returning to school or going back
to work.  Some of the spinoffs are indications of increased community spirit while
others suggest a deepening interest in culture and traditions.  There is a noted increased
sense of hope as walls of silence and denial are dismantled, survivors have reached out
to other survivors to encourage them to heal and many more are connected to the healers
who will help them achieve their personal goals. 

From document review, it is clear that all but one of the thirty-six files reviewed
reported established partnerships and survey results show that the majority (72%,
n=247) of sponsoring organizations were linked with other healing or training efforts.
Relationships are concentrated at the local level and community services are the most
likely partners.  When questioned about how effective their working relationships with
partners were, almost half (49%, n=247) reported very effective.  About two-thirds of
projects (66%, n=253) report receiving donations or funding from other sources but less
than half (39%) reported receiving funding alone.  The funding came from other federal
departments, provincial, municipal, hamlet and other Aboriginal governments, as well as
private granting foundations and community fundraising efforts.  Remarkably,

a total of $5,619,882 was received from partners during the operation of the 99
projects that reported receiving such funds.
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A small group (33 projects in total) reported receiving on-going funding from federal
departments, provincial, municipal, hamlet and Aboriginal governments, as well as
private granting foundations and community fundraising efforts.  In fact,

a total of $4,090,575 of on-going funding was reported by 33 projects. 

Federal and provincial partners have made heftier long term commitments (median of
$82,500 and $92,500 respectively) but did not commit as frequently as Aboriginal
governments and local fund-raisers.  More than half (60%) reported receiving donations
of goods or services at an estimated value of $7,898,920.  Not only are donations of
labour reported by most projects (58%), they are also the most highly valued (median =
$10,000).  Donations of space (55%; median = $4,500), project materials (44%, median
= $1,800), food (41%; median= $800) and transportation (42%; median = $2,000) were
also common.  Community members were rated the most generous donors of goods
and services.  Health services were close behind and they were followed by local
government and social services.

Survivors are engaged most commonly on a monthly basis as advisory committee
members, to evaluate projects or to make decisions regarding program operations.
Almost a third of all projects (27%, n=233) indicated that they had an advisory council
or a board of directors which included survivors; but some are still struggling primarily
because of fear and denial, but also because of mistrust toward the AHF, physical
limitations, competing responsibilities and lack of transportation, outreach or effective
communication strategies.  

Roughly three quarters (74%, n=230) of AHF-funded projects are measuring change
in their program participants in some way.   Healing projects (n=203) most regularly use
informal observations (76%), solicited feedback (64%), evaluations (60%) and formal
observations (54%).  Some report using unsolicited feedback (32%) and only a few
(23%) are using formal assessment.   Although projects are required to describe their
evaluation plans in their proposals, clear and specific methods were articulated by only
a few.   The most sophisticated evaluation efforts revealed that projects were using
standardized, rigorously evaluated, valid and reliable instruments such as the Substance
Abuse Subtle Screening Inventory (SASSI), the Myers-Briggs Type Indicator and the
Gates MacGinite Test for reading.  It is the results of these instruments that will hold
significant weight in quantitatively assessing the impact of AHF-funded activity and it is
recommended that future evaluative efforts focus upon those projects which are using
such tools.  The majority of indicators cited in project proposals suggest that they would
like to impact participant behaviour (e.g. reduced rates of family violence, improved
school attendance, increased rates of parental involvement in schools); however,
quarterly reports were almost exclusively focussed on the attainment of immediate
service delivery objectives.  
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A small group (15%, n=230) believed that they were definitely reaching those in
greatest need.  The sizable majority (68%) felt that although they were probably
targeting most in greatest need, their efforts could be better and some (7%) were unsure
while others (7%) were clear that they were probably not reaching those most affected
by the Legacy.  Rarely (2%) were projects certain that their efforts were not reaching
those in greatest need.  When questioned how many more people could be serviced if
the project had adequate time and resources, a total of 56,857 resulted (n=101).
Although national respondents feel that the Foundation is reaching those who need the
service the most, they acknowledged that things could be better.  They cited community
capacity (i.e. ability to prepare proposals and meet AHF reporting requirements) as a
major barrier to reaching those in greatest need.  Of the two thousand and eight (2,008)
proposals received, six hundred and twenty-four (624) have been funded (31%).   

Projects learned the monumental importance of creating safe healing environments
and recognized that creative and unique strategies are required to deal with the
emotional intensity related to resistance (i.e. fear and denial);  some are still at a loss
about how to do this best.  They felt that screening participants was a valuable exercise
with some even recommending addictions treatment or life skills courses as
prerequisites to participation in AHF activity.   They know that healing will be of a
greater intensity and duration than originally anticipated and that unique approaches
tailored to the needs of specific groups (e.g. gender, family, age, healing stage, religious
or individual preferences) are needed.  They learned that healers need to be fully healed
before they begin practice and then require ongoing self-care and peer support.
Traditional healing seems particularly effective alone or in combination with western
approaches and even seems to work well when merged across Aboriginal cultures.  Well
over half found that they would have benefited from greater capacity including
counsellors specifically trained in residential school abuse, but warned against
simultaneous program delivery and training. Sometimes, project teams and beneficiaries
were equally impacted by the Legacy.  Teams discovered that they needed tools or
strategies to determine where prospective healers were in their own healing journey.   In
many cases, a combination of successful recruitment campaigns and community
“readiness” magnified service demand, resulting in excessive strain on the healing team.
And, while leadership issues were not a dominant theme, it has been suggested that
views held by leaders can have a significant impact on community healing.   A sizable
group reinforced the importance of providing information to the community at the
outset.  They expressed surprise at how little information and understanding there is
about the Legacy, especially for youth and non-Aboriginal human service providers.
And, last, but certainly not least, from a national perspective, it is clear that:

• no single strategy will work for what is an extremely diverse group,
• survivor involvement and strong human resources are essential to success, and
• identifying and addressing inequity, as well as being responsive to community

needs works well. 
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When recounting their best practices, some of the most successful approaches were
group focussed healing (e.g. counselling and peer support), family circles, one-on-one
counselling, traditional healing alone or in combination with western therapies, home
visits, making activities fun, focussing on prevention and role modelling.  Projects were
also thrilled with their reinforcement of culture; they were certain that using the
language, sharing traditions, involving Elders, story telling and retreating to traditional
camps facilitated the healing process.  Many felt that raising awareness was key to the
eventual success of any healing endeavour because knowledge of the Legacy provided a
social context for what is often viewed as an individual’s problems.  When supporting
communities, national stakeholders felt that their best practices were engaging a caring
team that respectfully and personally responds to the community; they unanimously
acknowledged the work of the Community Support Coordinators in this regard.  

The most commonly cited challenges were related to fear, denial, addiction and
other related participant issues followed by resource limitations and community
opposition.  Many document files noted a skills shortage, some so drastic that they were
unable to achieve service delivery objectives.  Even though highly skilled western
practitioners were available, projects lacked someone who could adequately blend
western and traditional approaches.  When community members were available to act as
healers, they occasionally felt too close to clients as relatives, neighbours, life long
friends or even enemies.  There was also a noted lack of tools or abilities to determine
where healers were on their own healing journey so that team leaders could screen for
those who were completely healthy.  The sheer volume of work was a commonly noted
challenge.  Many projects indicated that they were ill prepared to develop programs
without having an intimate knowledge of survivors’ needs and preferences.
Communities still minimize the impact of the Legacy, individuals refuse to admit to
being survivors, youth continue to feel loyalty towards their abusing families, devout
Christians feel criticized when the history is recounted and once trust is achieved, it can
be easily annulled with high rates of staff turnover.    Some projects noted that
provincial agencies continue to refer survivors to western therapists despite the lack of
cultural relevance as well as a general ignorance, and even denial, of the Legacy on the
part of some practitioners. 

Recommendations

From survey data, the most commonly cited recommendations were related to
improvement in program or therapeutic approach, cultural reinforcement, management
and team issues and community involvement.   Of course, each group had their own
priorities.  For survivors, program or therapeutic approach is most important (58%),
while Elders favoured cultural reinforcements (57%).  Professionals most frequently said
that addressing management and team issues would best serve projects (49%) and
sponsors highlighted increased resources (41%).  Youth, women, gay/lesbian and



XI

homeless stakeholders all agree that modifications to the program or therapeutic
approach would best ensure success and most often this referred to addressing the
unique needs of each group.   From the 36 document files that were reviewed, it is clear
that funding and guideline changes are desired to ensure that resources are spent in
Canada; grant recipients make healing available to all, regardless of community-based
political affiliations; communities can operate more than one focussed project and
survivors are recognized as credible healers free of ‘clinical intrusion’ from western
practitioners.  Teams also wanted more time for needs assessment and program
development.   They were frustrated with the volume of forms and reports required and
would like application and reporting requirements significantly streamlined.  Projects
wanted to share more information formally and informally with the national team and
other projects.  To that end, they suggested an annual forum for AHF projects to
network, attend training workshops, do project presentations and recognize the unique
achievements of various activities with an awards ceremony.  They wanted AHF to
distribute a list of all funded projects with contact information, a brief project
description and project guideline materials.   And, they wanted tools to determine
whether or not prospective healers are sufficiently well to lead others on their healing
journey.

AHF staff recommended that greater efforts be made to communicate reporting
requirements that include information more directly relevant to performance.   The
national team (staff and Board members) strongly endorsed consultation with survivors
during the proposal and project development phases as a way of garnering support for
and involvement in the project and to facilitate success.  They recognized that they
needed to be ever diligent at addressing inequities by ensuring that key groups (e.g
youth, the Métis and incarcerated survivors) are drawn in to develop a strategy that
would strengthen outreach efforts; educate the public at large; communicate the history
and impact of the Legacy; secure long term funding commitments from churches and
government and enhance the mandate of the AHF. 

At last, the evaluation team recommends that greater emphasis be placed upon
reporting the attainment of intermediate outcomes in project monitoring activities.  Most
importantly, serious consideration should be given to engaging in a meta-evaluation (or a
critical analysis of key community evaluations), especially of those projects that are
using rigorously tested (i.e. psychometrically evaluated), standardized instruments and a
within groups repeated measures design (i.e. testing project participants before and after
they engage in program activity).  Some thought should also be given to ensuring that
participants are counted only once to guarantee that cost effectiveness calculations are
valid and reliable.
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1. Introduction

1.1    Background

1.1.1    The Need for the Aboriginal Healing Foundation

For over 100 years, thousands of Aboriginal children passed through the
Canadian residential school system. Begun in the 1870s, it was intended, in
the words of government officials, to bring these children into the “circle of
civilization.” The results, however, were far different. More often, the schools
provided an inferior education in an atmosphere of neglect, disease, and
often abuse.  The residential system was chronically underfunded and often
mismanaged, and affected the health, education, and well-being of entire
generations of Aboriginal children.1

Residential schools operated under contractual agreement between the government
of Canada and the Roman Catholic, Anglican, Methodist (United) and Presbyterian
churches with the explicit intent of Aboriginal cultural extinction.  Forbidden from using
their language, interaction with opposite sex siblings and warm familial connection to
parents and grandparents meant that important cultural and psychological influences
were stripped from young lives.  The militaristic setting where generations of children
were raised often extended no affection, personal liberty, privacy or safety which left
generations of young Aboriginal people ill equipped for families of their own.

In addition, 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 of such
unresolved trauma is obvious when the next generation defends itself and copes in the
same way.  Breaking the cycle of abuse is essential for Aboriginal communities to be
healthy places where children are raised with love.  The Aboriginal Healing
Foundation’s mission and vision is about stopping this abuse and helping families to
learn and support their own well-being.

1.1.2    The Aboriginal Healing Foundation

The Aboriginal Healing Foundation (the Foundation) is a federally funded
Aboriginally-run, non-profit corporation that was created on March 31, 1998 to support
community-based healing initiatives of Métis, Inuit and First Nations people on and off

1Milloy, John.: A National Crime: Canadian Government and the Residential School System,
1879-1986. Winnipeg: University of Manitoba Press, 1999.
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reserve who were affected by physical and sexual abuse in residential schools and the
intergenerational impacts.  The Foundation is a cornerstone of Gathering Strength–
Canada’s Aboriginal Action Plan, a Government of Canada strategy announced on
January 7, 1998 to begin a process of reconciliation and renewal with Aboriginal
peoples.

The ultimate, long term goal or vision statement is:

“one 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.”2

AHF’s approach views Aboriginal people as key agents of change and builds on their
strengths and capabilities to heal.  The belief is that planned, day to day activities will
lead to immediate term outcomes that will, in turn, lead to the longer term outcomes and
the ultimate goal.  Crudely, the logic is represented below.

day to day activities
➥ immediate term outcomes

➥ longer term outcomes 
➥ ultimate goal

those who are suffering the
Legacy meaningfully resolve
their trauma, break the cycle of
abuse and have enhanced their

capacity to sustain well being.

Now, let’s take a more sophisticated look at what activities and intermediate outcomes
will help to achieve the goal of ensuring that those who are suffering the Legacy
meaningfully resolve their trauma, break the cycle of abuse and enhance their capacity
to sustain well being.  

1.1.2.1    Activities

The mission is to encourage and support Aboriginal people (i.e. youth, Elders,
gay/lesbian, women, the incarcerated) in building and reinforcing sustainable healing

2Aboriginal Healing Foundation: Program Handbook, 2nd Edition, page 6.
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processes that address the Legacy of Physical Abuse and Sexual Abuse in the
Residential School System, including Inter-generational Impacts.   A very wide berth of
eligibility for AHF funding exists: projects are essentially designed to support the
community in building, reinforcing and sustaining conditions conducive to healing;
developing and enhancing capacity; restoring balance and returning voice to women;
ensuring honour and sharing history; promoting awareness; nurturing a supportive
public environment; engaging Canadians generally toward reconciliation; encouraging
reconciliation between victims and offenders; supporting centre-based healing activity,
as well as engaging in research, planning and other knowledge building exercises.   

The Foundation’s four main program themes for project funding are: Healing
(community approaches and healing centres); Restoring Balance; Developing and
Enhancing Aboriginal Capacities; and Honour and History. 

Healing and Healing Centre projects (where “centre” can range from trauma
facility to bush camp):

• incorporate traditional healing methods and other culturally appropriate
approaches;

• provide direct healing services (e.g. community therapeutic healing activities and
“healing centre” programs);

• fund client referral, access, treatment, case management, follow-up and after care
services; and 

• meet the standards of therapeutic residential facilities and ethical community
based healing activity.

Restoring Balance projects:

• focus on the early detection and prevention of the effects of abuse on all
generations of Aboriginal people;

• may be directed toward women, families, youth and Elders; and
• may restore culture and Aboriginal spirituality through awareness and

community educational activities.

Developing and Enhancing Aboriginal Capacities projects:

• focus on building a sustainable capacity for the healing process such that
appropriate groups and institutions within the community can meet on-going
healing needs;

• may include curriculum development and specialized education programs;
• should increase the number of Aboriginal people who provide healing services

and provide a supportive environment for those people involved in the healing of
survivors;
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• must address the Legacy of Physical and Sexual Abuse in the Residential School
System, Including Inter-generational Impacts; and

• should be related to specific, individual needs of communities and should
support existing and developing Aboriginal programs.

Honour and History projects:

• create historical records of residential school experiences and acknowledge
students who did not return home physically, mentally, emotionally or
spiritually; and

• may provide funds for a memorial to honour students.

The Foundation also undertakes promotional activities to foster understanding and
appreciation of the issues and needs of survivors to create supportive environments for
the healing process.  And, last, but not least, returning voice to women is a common
thread for all the themes and seeks to address the Legacy of Physical and Sexual abuse
experienced by women and the negative effects these abuses had on the relationships
between women and children. 

The practical application of these themes has resulted in AHF funding of activities
that fall roughly into the following categories:

• community services: community meals; home visits; support networks;
transportation;

• conferences, workshops and gatherings;

• cultural activities: memorials;  performing arts;

• healing services: day treatment healing services; healing circles; in-patient
healing services; centre-based activity;

• material development: educational materials; training materials; video
productions;

• planning: needs assessments; strategic planning;

• research/knowledge building;

• traditional activities, on the land programs; and

• training and educational programs: continuing education; curriculum
development; parenting skills; professional training courses.
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These categories are not to be construed as mutually exclusive, rather they are offered to
bring more specificity, clarity and organization to the kinds of projects that the AHF has
funded. 

1.1.2.2    Anticipated Outcomes

The underlying assumptions are that these series of activities will create experiences
which will lead to:

• increased understanding and awareness (in both Aboriginal and non
Aboriginal communities) of the impact (direct and inter-generational) of the
residential school system, healing issues and needs;

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

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

• increased number and quality of strategic plans with a focus on healing;

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

• enhanced healing; and

• increased reconciliation between victims and offenders, as well as Aboriginal
peoples and Canadians generally.

It is the expressed hope of the AHF that funded efforts will serve as a catalyst to
healing and help survivors better cope with the ubiquitous stressors of the Legacy.   The
logical steps are illustrated in further detail in Figure 1 on the following page that
clearly identifies how AHF expects to achieve long term goals.  In short, Figure 1 offers
the reader a bird’s eye view of AHF activities that will lead to a series of outputs (or
products and services) that will have an immediate impact believed to set the stage for
longer term impacts and, eventually, the ultimate goal.
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2. The Evaluation

2.1    Objectives

The following sections outline a program3 evaluation of the Aboriginal Healing
Foundation (AHF).  Although an organizational evaluation is part of the review exercise
for the AHF, it is not the focus of this report.  Rather, this report highlights the
implementation of service delivery objectives as well as the attainment of short term
outcomes as a way of being accountable to several primary stakeholders, namely:

• those impacted by the Legacy;
• internal moral authorities4; and
• external supporters of the Foundation.

Another primary goal of this report is to provide valuable, relevant information for those
in a position to make decisions about AHF funding and program evolution at both the
national and community level.  

2.2    Approach 

The selected approach is really a blend of several techniques which focus upon
goals, decision-making and useful information.  The process evaluation was
concentrated upon securing and reporting upon the most relevant information for users
(i.e. lessons learned, best practices and greatest challenges) in a position to make
decisions about funding policy (AHF Board) and program evolution (communities).
The impact evaluation has a greater goal orientation and, in the interest of bridging the
need for relevance and scientific rigor, all case studies which inform the impact

3It is important to distinguish program evaluation from organizational evaluation for AHF.
Program evaluation deals specifically with what happened “on the ground” and refers exclusively
to the Foundation’s facilitative role in promoting healing within Aboriginal communities.   An
organizational evaluation of AHF reviews the “entity” and its capacity to function as an
institution outside government and national Aboriginal organizations.  In an organizational
evaluation, the Foundation is under scrutiny as a funding and support mechanism to determine if
it is a workable, if not superior (or inferior), model to other organizations working with
Aboriginal communities.

4For the sake of clarity, internal moral authority refers to any individual or group which is the
accepted and acknowledged "law" making body who holds collective interests at heart and
includes traditional examples such as clan mothers and elders councils who had significant
decision making power and could apply sanctions to those operating outside of commonly
accepted ethical codes.  Contemporary examples could be residential school survivor groups,
youth groups who have been impacted inter-generationally, Aboriginal women’s groups, human
service organizations, parents committees and youth committees who have a vested interest in
improving the lives of young Aboriginal people. 
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To determine what information would be most useful to decision makers as well as
what goals should be focussed upon, a performance “map”6 has been prepared by
summarizing project activities, intended target groups, desired short and long term
outcomes together with potential indicators.  The “map” is intended as a simplified,
bird’s eye view of the evaluation effort that can fit on one page.   

5Reproduced from Stecher, B. M. & Davis, W. A.: How to Focus an Evaluation, Center for
the Study of Evaluation, UCLA, Sage Publications, 1987.  

6Montague, S.: The Three R’s of Performance: Core concepts for planning, measurement and
management, Performance Management Network, Inc., Ottawa, Ontario, 1997. 

Table 1) Five Approchoaches to Evaluation5

evaluation are using a quasi-experimental evaluation design (i.e. a within groups
repeated measures).    Table 1) illustrates the various approaches and highlights the
blend selected for the evaluation of AHF.
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At last, the resource parameters of this endeavour are difficult to ascertain as a
combination of internal and external resources are being used.   Externally, $560,000
over a four year period or .16% (.0016) of the total AHF budget of $350 million has
been allocated to contract the services of an external evaluator; however, much data and
effort has been put into this endeavour by the national AHF team and regional
Community Support Coordinators (CSCs) which probably doubles the investment in
evaluation (or increases the total expenditure to .32% or .0032 of the total budget).  To
put this into context, a general rule for most national programs is that one percent (.01)
of the total budget is allocated to evaluation efforts, although this is highly dependent
upon the type of program and its stated goals. 

2.3    Process Evaluation Methods

The process evaluation was primarily a descriptive exercise reliant upon information
already available through internal databases, document files and supplementary
information secured through mail out survey and one-to-one interviews with national
stakeholders (AHF Board members and personnel).  Two Board members and two
national team members were selected based upon their proximity to project activity.  In
other words, those who were considered to have the most intimate knowledge of
community based activity were selected for interview.  The process evaluation reports
upon community context, target group characteristics, program teams, service delivery
preferences, the distribution of resources and accountability issues.

First, project files were reviewed to determine what information was already
available and what supplemental information would be needed.  A sample of 36 project
files were reviewed (See Appendix A for a complete listing).   Information was mined
from these files according to the document review template in Appendix B and falls
broadly into the following categories: project descriptions, capacity building, successes,
challenges, target groups, linkages and partnerships, grantee/staff recommendations,
lessons learned and evaluation practices.  From the review of document files, it was
determined that a variety of supplementary information was needed and a mail out
survey was developed to fill in the gaps and is included here in Appendix C.   The
survey was piloted with six AHF sites and revisions incorporated to address most of the
noted concerns.  Unfortunately, resources did not allow for the translation of the survey
into Inuktitut.  The survey was then mailed to all 344 projects that were operational at
the time (February, 2001) and one follow up phone contact was made from the national
office to ensure compliance.   At last, the views of key national stakeholders were also
solicited through telephone interviews: the national interview schedule is included in
Appendix D. 

Whenever possible, relevant numerical information from AHF’s internal databases
were used.   When mining important information from document review, all qualitative



11

data was handled manually and drawn into a document review template (see Appendix
B).  A manual process was selected over an electronic one in the interests of cost and
simplicity.  With just 36 files to review, it was felt that the data set was manageable.
Once all files were reviewed and templates complete, the raw information was then
grouped according to major themes (e.g. successes, challenges).  Each theme was then
addressed independently so that the strength of trends could be determined.   

Numerical and categorical data from the mail out survey were analysed using the
Statistical Package for the Social Sciences (SPSS) Version 10.  Analyses included
frequencies, sums and ranges for each question and other univariate descriptive
information (e.g. averages and medians).   All open ended survey data was categorized
and coded and some cross-tabulations were conducted to isolate unique trends.  A total
of three hundred and forty four (344) surveys were sent to grant recipients representing
two hundred and seventy four (274) organizations. See Survey 2001 Locations on the
following page for a picture of national distribution.  Two hundred and eight surveys
(208) were received by AHF representing a response rate of sixty-one percent (61%).
However, cases were weighted to account for missing data from organizations with more
than one grant.    With weighting, the response rate increases to two hundred and fifty-
three (253) or seventy-four percent (74%).7 At last, the framework for organizing all
information during data analysis and report writing is included in Appendix E
(Information Sources and Organization).   

2.4    Outcome Evaluation Methods

The impact evaluation will be informed by thirteen case studies representing each of
the project types funded by AHF.  Indicators for impact analysis were decided by the
AHF Board and include rates of physical and sexual abuse, suicide, incarceration and
children in care8 and, although selected indicators may not always be practically applied

7Many organizations (62 in total) received more than one survey because they were
administering more than one grant which confused them.  As a result, 11 surveys received were
duplicative as they were from the same organization and forty-two were from organizations who
received more than one survey but chose to submit only one response.  It is reasonable to believe
that forty-two organizations felt it did not make sense to complete the same survey twice.  We
have assumed that multiple projects at a single organization have more in common with each
other than projects that are hosted by different organizations.  From a sampling point of view,
projects that are at the same organization are “clustered”.    Based on our understanding outlined
above, we operated under the assumption that the organizations would have completed a single
survey to cover all projects for which they received grants.

8These indices may not always be uniformly defined or readily accessible.  Therefore,
Community Support Coordinators (CSCs) will attempt to secure these rates by examining
hospital separation data, police records or incidence and prevalence rates kept by social service
agencies and public health officials.  Where these statistics are not kept by human service
agencies, interviews with key stakeholders and focus group discussions will attempt to estimate
the incidence and prevalence (i.e. aggregate information) through indirect, anonymous means or
complement social indicators analysis.  
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to each case study, efforts to secure this information will be conducted and experiences
noted in the final report.    In addition, a few select indicators chosen by the community
will be examined in depth.

It is important to note that no direct measurement of the Board selected indicators
was or will be done.  In other words, no survivors were or will be questioned directly
about their individual histories of sexual or physical abuse.  Rather, perceptions,
attitudes and social indicators were or will be examined related to the incidence and
prevalence of sexual abuse or physical abuse in a community in a way that protected the
anonymity of perpetrators and victims.  This may include, but will certainly not be
limited to, anonymous disclosure rates if such incidence or prevalence rates are being
kept by human service agencies or in police records.  Alternatively, if such incidence or
prevalence rates are not being kept by local officials, then those officials or other key
informants were questioned about their perceptions regarding the increase or decline in
the rates of selected indicators. 

The chosen indices (i.e. physical and sexual abuse, children in care, incarceration
and suicide) were thoughtfully explored by reviewing the literature to clarify their
unique definitions, limitations and interpretations.  The abbreviated discussion of
definitions, limitations and interpretations is found in Appendix F (Definitions,
Interpretations and Limitations of Selected Indicators).  For a fuller discussion, the
reader is referred to the complete report entitled Definitions, Interpretations and
Limitations of Selected Indices in the Evaluation of AHF-funded Activity available from
the Research Department of the AHF.   

Case studies are being used to assess the impact of AHF-funded activity.
Methodologically, case studies make sense because the breadth of eligibility for funding
is enormous.  Many varied strategies with vastly different goals are being supported.

Case studies are particularly valuable when the evaluation aims to capture
individual differences or unique variations from one program setting to
another, or from one program experience to another. . . . . .  Regardless, . . . a
case study seeks to describe that unit in depth, in detail, in context and
holistically.  The more a program aims at individualized outcomes, the
greater the appropriateness of qualitative case methods.9

Each case study is using a within groups repeated measures design.   In other words,
a “picture in time” will be developed from community needs assessments or other
project files and proposals.  Board selected indicators (i.e. rates of physical and sexual

9Quinn-Patton, M.: How to Use Qualitative Methods in Evaluation, Sage Publications,
Newbury Park, California, 1987, page 19. 
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abuse, suicide, incarceration and children in care) together with two or three anticipated
outcomes (decided by the community) will be examined before AHF activity begins and
again after the program ends in 2003.  Schematically represented, a repeated measures
design looks like Figure 2 below.  The arrows represent what happened over time with
respect to AHF-funded efforts.  The smaller figures, representing individuals, projects or
communities, change in shape from a rectangle to an oval representing the natural and
inevitable change in all things over time as a result of the effects of history.  The change
in fill represents the hoped for changes resulting from AHF-funded efforts (e.g.
increased awareness, increased capacity, strengthened connection between those in need
and healers, etc.).

Other standard questions in impact evaluation are directly related to program relevance;
however, the Foundation has chosen to discuss issues of program relevance in a separate
document where the future of the organization will be central. 

All data was collected and case studies drafted by the Community Support
Coordinators as a way of minimizing costs.   At least two, and up to four, site visits may
be required.    During site visits, the following techniques were/will be used to gather
information:

• community observations; 
• solicitation of opinions about the program;
• individual interviews with local stakeholders (e.g. project teams, local

professionals, sponsors); and
• social indicators analysis: examination of aggregate hospital separation data,

police records/statistics and incidence/prevalence reports of human service
agencies (e.g. social services and public health).

At last, it is understood that AHF-funded activity is poised to impact major life
management and social issues.  The Foundation acknowledges that the healing journey
will be a long, complicated challenge.   The picture is further blurred by the fact that
program themes and impacts are not mutually exclusive and focus upon residential

To support, build and reinforce
conditions which will sustain
the healing process in Aboriginal
individuals, families and
communities ➢

Figure 2) Indicators Analysis  Before and After AHF 

<————————————————Time————————————————>

Before AHF After AHF
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school survivors from each Aboriginal group (i.e. Inuit, First Nation and Métis) in an
extremely broad range of circumstances (i.e. isolated, rural, urban, incarcerated).   Long
term results should be defined in decades as the Legacy will not be erased by short lived
remedial efforts.  Information is placed in the context of the times and communities in
which AHF-funded projects are operating so that results can be considered holistically
because it is certain that poverty, geographic isolation, environmental issues and lack of
economic opportunity will also affect any selected indicators used to measure AHF
impact.   Therefore, some assessment and discussion of confounding contextual
variables has been provided in both case studies and process evaluation reports.   

2.4.1    Sample Selection

Thirteen projects were selected to participate in the impact evaluation.  A complete
matrix of those projects selected as well as the variables used in the selection process is
included in Appendix G (Sites Selected for Case Study).  Considerations in the selection
of this sample included:

Aboriginal identity and special need: Inuit, Métis, First Nation (status and non-
status), on and off reserve, women, men, youth, elders, the incarcerated, gay,
lesbian and disabled. 

Geo-political boundaries: Representation from all regions are included.  

Remoteness and community infrastructure Sufficient numbers of both isolated
communities with little infrastructure and near urban scenarios were selected.

Project theme area: All project types are represented in the selection of case studies
(e.g. community services, conferences/gatherings, cultural activities, healing
services, resource development; planning; research; traditional activities; as well as
training and education programs).  

The identified weakness in sample selection is that duration of participation was not
considered, meaning that a minimum or maximum amount of time for impact to be
noticeable will be more difficult to determine.
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3. Process Evaluation Results

The following chapter of this report describes the process thus far by answering the
who, what, where and when questions.  Information is drawn from several sources
including AHF databases, document review, responses from the mail out survey and the
opinions of national stakeholders.  As a general introduction to this section, let’s begin
with the opinions of national stakeholders about their relationship with community
based projects. 

When asked what they would like to share about the process to date, national
stakeholders spoke about the ever increasing sensitivity to community needs.   To
illustrate the Foundation’s responsiveness, they cited changes to the proposal review
process which was externally driven, inflexible, and sometimes arbitrary to an internally
managed, more responsive and supportive approach.  Under the current system, when
proposals do not meet minimum criteria but ideas are germane, the Foundation works
with the community by identifying weaknesses (which are often related to proposal
writing skills) and affording opportunity for proposal revisions and re-submission.
Once funded, the Foundation works to build strengths by helping projects fulfill
reporting requirements and has attempted to reduce the administrative response burden
associated with reporting requirements by paring quarterly activity reports to biannual
submissions (when budgets exceed $50,000) while maintaining quarterly financial
statements.    At last, national stakeholders believe that the Foundation has taken great
care to invest where the need is greatest by closely monitoring project targets and
engaging in outreach, when necessary, to ensure an equitable division of resources.

What follows is a quantitative picture of the process to date and the reader is
forewarned that much of the following information is dense.  While it may intrigue
some, it can sedate and confuse others.   The report includes this information because it
answers key questions in the evaluation framework and is important for accountability
purposes.    To help clarify what all the numbers mean, some explanatory notes are
offered here.   First of all, as a way of illustrating how many respondents provided
information to a particular question, the reader will see in parentheses (n=   ) where n is
the number of responses received for that particular survey item.   The number of
responses becomes very important for interpretation when only a few projects have
answered a particular survey item.  In other words, generalizations about the
information presented here can only be made when a sufficient number of responses are
noted.  In addition, two measures of central tendency10 (or the middle) have been used:
the average and the median.   For simplicity, the average is used in many cases;
however, the median or the half way mark is also used where it is believed to be a better

10Central tendency really refers to the “middle” or attempts to describe what is the  typical
or the usual response. 
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measure of central tendency because some responses vary widely, especially when it
comes to funding from other sources.   When there is such wide variability, the median
is a better measure of the “middle” than the average because the average is strongly
influenced by even one very high or very low figure.   To illustrate this point,the reader
is referred to the footnote below.11 Now, let’s look at the data.

3.1    Who

3.1.1    Participant Characteristics

Participant characteristics help planners better understand needs, identify gaps,
mediate the environment or restructure the program to facilitate the achievement of
desired results.  The following information on participant characteristics was drawn
primarily from two sources: data from AHF’s  databases and the mail out process
evaluation survey.   First of all, let’s look at the information available from AHF’s
database which offers participation rates by age, sex, Aboriginal identity and target
group.  These data are to be considered estimates as there is a very sound likelihood that
many participants have been counted more than once12; hence, figures may over-
estimate real participation.   

As a way of illustrating this point, let’s add together the total number of participants
identified by age and sex  (because we can assume that age and sex are mutually
exclusive categories, that is, a male child would not also be counted as a female Elder)
drawn from quarterly reports and compare that number to the number of healing and
training participants reported in the mail out survey.  The total number of participants
reported in quarterly reports (upon which AHF databases are largely dependent) equals
179,639 whereas the total number of healing and training participants reported in the
mail out survey is 59,224 (for the sake of illustration, we have assumed that healing and
training participants are mutually exclusive although we know that they are not: in other
words, the total number of participants is probably less than 59,224).  If 100% of the
mail out surveys had been returned (the reader is reminded that the survey return rate
was 74%), then we might expect this total to reach as many as 80,032, still half of what
was reported in the quarterly reports (179,639).    This figure becomes very important
when calculations of cost effectiveness are done. In any case, these data are used as a
way of representing the possible distribution of participants by sex, age, aboriginal
identity and target group.   

11Let’s say that we want to find the median and the average for the following numbers: 1, 2,
3, 4, 5, 6, 7, 8, 1000.  The average would be 115 but the median would be 5.  Which is the better
measure of the middle or usual response (i.e central tendency)?

12It was noted in document review that quarterly reports often cited the exact same
participation figures as in the previous three quarters leading the reviewer to suspect that just the
final or year end participation rates should be recorded in the companion database.
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From AHF sources, it appears that females may represent a greater proportion of
participants across all ages and that the greatest number of participants fall into the
adult13 category with all other age categories being equally represented.   Figure 3 shows
the number of participants by age and sex. 

Figure 3) Number of Participants by Age and Sex

The vast majority of participants are either status First Nations on or off reserve (85,244
and 30,299 respectively).  The Métis (10,170) are the next most populous group
followed by those who are classified as “other”14 (5,832).   Non-status First Nations
individuals off-reserve (3,564) followed by those on-reserve (2,290) are the next largest
groups and the Inuit had the smallest number of participants (1,771).  Figure 4 displays
the number of participants by Aboriginal identity and sex.

Figure 4) Number of Participants by Aboriginal Group and Sex

13Child - 0-14; Youth - 15-25; Adult - 26-49; Older Adult - 50+.

14This can include non-Aboriginal and unidentifiable participants. 
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When the data are broken down by target group (e.g. survivors, later generations,
lesbians, gays, etc) and sex, it is clear the groups with the largest number of participants
are later generations (56,037) and survivors (37,880) followed by Elders (11,608), the
disabled (2,329), the incarcerated (1,837) and gay or lesbian groups (1,481).   Figure 5
illustrates the number of participants broken down by special target group and sex. 

Figure 5) Number of Participants by Target Group and Sex

Information about project participants was also obtained from the mail out survey.
Because the bulk of AHF investment is in healing and training, the results are profiled to
highlight these two project types.  Almost half (45% n=253) of projects have a healing
only focus while only a few (5%) are training only, but the largest proportion (50%)
provide both healing and training.  The following sections report on the participant
characteristics for these two project categories separately.

3.1.1.1    Healing Project Participation

It is understood that many different kinds of healing activities are taking place:
some focus on individual healing with regularly scheduled therapeutic approaches and
others have community healing in mind with more sporadic, developmental approaches.
In an effort to distinguish between those which focus primarily on the individual or
more clinical healing from those who have a more group or community development
focus, it was important to take into consideration the degree to which a person is
considered a “participant”.  In other words, we asked projects to consider whether or not
participants were regular beneficiaries (e.g. attended healing circles on a continuous
basis) or are they more likely to only attend only irregular events (e.g. pow wows or
feasts).  A participant’s membership in one of these groups affects their experience of
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the project and results in different outcomes.  Therefore, projects15 were asked to
differentiate between these two categories of participants when enumerating their
participants. 

The first category, individual healing, refers to regular or more routine participation
in a clinical or therapeutic context where the focus is on personal progress.  Individual
healing activities include any project based therapeutic healing, sharing circles, camps,
retreats, ceremonies and counselling.   Individually focussed healing projects provide
services to an estimated 48,286 (n=221) participants with a  median of 133 participants
per project (average=219).   Participants spend an average of one hundred and eighty
three (183) hours in healing activity (median = 60 hours, n=162) and can spend as little
as two or as many as 2,821 hours in programmed healing activity.  The second category,
group healing events, refers to larger community functions which serve to promote
group well being such as feasts, socials, and pow wows.   Group healing projects report
a total of 39,323 (n=204) attendees with a median attendance rate of 100 (average=193).
The reader should note that individual and group healing participants are not mutually
exclusive.  In other words, those who participate in more individualized or clinical types
of healing activities (e.g. centre based therapy, healing circles) may also attend group
healing events (e.g. feasts and pow wows).  Now, let’s look at the characteristics of
healing activity participants (i.e. those participating in healing where the focus is on
individual progress).  Proportionately, the largest groups are on and off reserve First
Nations (57%16, and 29% respectively, n=187) followed by the Métis (11%) and Inuit
(3%).17

15For the ease of reading, “project” is used throughout this report to refer to the group of
individuals who completed the survey.  The survey instructions requested that the following
individuals complete the survey: a project deliverer (e.g., a trainer, healer, researcher), a project
participant (a beneficiary of the healing or training), and a person who is not directly involved in
the project (e.g., nurse, social worker, a Friendship Centre director) whose opinion is important.

16The percentage of participants that fell into an Aboriginal group was calculated using the
number of Inuit participants, let’s say, and dividing by the total number of regular (individual
healing activity) participants.  This proportion or percentage was then averaged over all projects. 

17It should be noted that these distributions may reflect national Aboriginal population
distributions.   
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Figure 6) Healing18 Participation by Aboriginal Identity 

When we look at healing participation by target group, the two largest target groups
appeared to be inter-generationally impacted (45%19, n=180) and women (44%),
followed by men (29%), survivors (28%) youth (27%) and Elders (12%).  Only a few
were incarcerated, gay, lesbian or homeless (3.1%, 2.0%, and 1.8% respectively).  The
reader is reminded that these are not mutually exclusive categories.  In other words, one
participant can fall into many categories (e.g. one person can be a female, incarcerated
youth who is inter-generationally impacted).  Figure 7 shows healing participation by
target group.

Figure 7) Healing Participation by Target Group

18Here healing activity refers to all efforts were progress is on individual development and
not community development.  In other words, this figure refers to participation in healing circles,
counselling sessions, centre based activities, retreats etc and not participation in more community
focussed healing event such as feasts or pow wows.  

19The number of participants in a target group (e.g. youth) was divided by the total number
of individual healing activity participants.  This resulted in a percentage for that target group for
every project, then the average was calculated for all projects.



23

Projects who were finished at the time of the survey (n=83) reported that the vast
majority of participants (72%) had completed the healing program.  Seventy-six percent
of healing projects reported a 50% or better completion rate (n=83) and a 100%
completion rate was noted by one third (33%) of completed healing projects.  A variety
of reasons for withdrawal were offered.  Psychological problems (including fear, lack of
trust, denial, addiction) accounted for most attrition (46%), followed by competing
responsibilities ([19%] e.g. new job, relocation, family crisis or responsibilities) and
physical problems ([15%] e.g. poor health or lack of transportation).  Five percent
reported that participants had passed away or that project qualities (e.g. staff turnover,
inability to accommodate varying healing levels and lack of interest in topics presented)
accounted for withdrawal.   For a small group, participants did not complete the
program because of poor cultural or spiritual “fit” (3% e.g. Christian participants
looking  for an approach other than traditional spiritual practices) or they were
terminated (1% e.g. non-compliance).  Figure 8 illustrates the frequency of reasons cited
for non-completion.

Figure 8) Reasons Why Participants Withdrew from Healing

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 skills acquisition.  Training projects provide services to
10,938 (n=124) participants (median = 22 participants per project; average = 88).
Trainees spend an average of 193 hours in training (median = 74 hours, n=92).   On and
off reserve First Nations constitute the majority of training participants (60% and 26%
respectively, n=108).   The Métis composed nine percent while the Inuit accounted for
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five percent.20 The distribution of each Aboriginal group participating in training is
presented in Figure 9.

Figure 9) Training Participation by Aboriginal Identity

When we look at training participation by target group, it is clear that the inter-
generationally impacted (47%) and women (62%) are well represented.   Men account
for just under a quarter of all training participants (24%) while survivors compose a
average of thirty-four percent.   Almost as many youth are in training as Elders (average
of 13% and 16% respectively), and only a few are incarcerated, gay or lesbian, or
homeless (average of 1.4%, 2.3%, and 1.4%, respectively).   Figure10 shows the
distribution of target groups participating in training.

Figure 10) Participation in Training by Target Group

20It should be noted that these distributions may reflect Aboriginal population distributions. 
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For those projects who had concluded their training programs at the time of the
survey (n=69), seventy-one percent of participants finished the training program.  Half
the training projects reported an 80% or better completion rate and almost a third (28%)
reported that every participant finished the program.   A sizable group of projects (40%)
cited psychological problems (fear, lack of trust, addictions, lack of commitment) as the
primary reason for withdrawal; however physical problems (e.g. poor health) and
competing responsibilities prevented some from concluding their studies (21% and 28%
respectively).   Project qualities accounted for only two percent of the reasons cited for
non-completion.  Figure 11 illustrates frequency of various reasons noted for
participants to withdraw from training. 

Figure 11) Reasons Why Participants Withdrew from Training

3.1.1.3    Participant Challenges

Addictions, victimization and abuse are clearly the most severe21 participant
challenges affecting the majority of projects (69%, 58%, and 58%, respectively).  Other
common challenges which are reported as severe by a sizable group (>40%) include
denial or grief, poverty, and lack of parenting skills.  On the other hand, about a third
(>30%) reported that survivor involvement and history of incarceration were not a
problem.   Figure 12 illustrates the extent to which participant challenges may affect
project operations. 

21Severe means that the characteristic affects 80% or more of participants.
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Figure 12) Severity and Frequency of Participant Challenges

National stakeholders concurred that a history of addiction, suicide, abuse (i.e. as a
victim or perpetrator), adoption, foster care and poverty coupled with denial, fear, grief
and a general lack of communication skills were the most significant challenges facing
participants.  National respondents were inconsistent when estimating how severe the
lack of parenting skills might present as a challenge and they believed that this may vary
by region.  There was also disagreement about the extent to which lack of survivor
involvement may present a challenge to AHF projects. 

Healing projects identified 7,589 individuals with special needs (e.g. suffered
severe trauma, inability to engage in a group, history of suicide attempt or life
threatening addiction).  On average, thirty seven percent (median=25%) of
participants require greater than normal attention to deal with their special needs.
Ten percent of projects reported that all participants have special needs and thirty-one
percent of projects claimed to have less than ten percent of their participant population
with special needs.22 It is interesting to note (and clearly reflective of the need for AHF
supported activity) that less than one percent of participants (3,585) had previously
participated in a similar healing or training program before they began attending an AHF
project (n=114).

22There is a positive linear relationship between family drug or alcohol addictions, history of
abuse as a victim, and history of incarceration, and the percentage of project participants that
have special needs (covariance 0.437, p<.05, n=152).  In other words, as projects report having
more participants in any of the categories named (e.g., history of incarceration) projects also
report having a higher percentage of special needs participants.
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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 serious
issues such as suicide, family violence, and addiction (61%, n=242).  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 in addressing
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 with special needs.   On the positive side, a small
group (3%) reported that they do not have participants with a condition serious enough
to require a different approach.   

3.1.1.4    Participant Selection Criteria

The majority (55%, n=234) were able to accommodate all who needed therapeutic
healing or desired training.   Those who could not accommodate everyone (41%) shared
their selection criteria.  The most commonly cited priorities were survivors and their
descendants (31%, n=104) and those at greatest risk (25%).  A few (18%) targeted
specific groups based upon gender, Aboriginal identity, age, sexual orientation or
religion.  Some (13%) reported that they gave priority to those who self-initiated their
enrollment.  A small group (10%) gave priority to referrals and rarely (2%)  was there
no system for prioritizing participants.  Figure 13 illustrates the distribution of project
approaches to prioritizing potential participants.

Figure 13) Participant Selection Criteria
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3.1.2    The Team - Personnel, Training and Volunteers

AHF projects reported a total of 1,916 paid employees (n=238): 1,126 of which  are
full time positions (i.e. working more than 30 hours per week on a regular basis).  Per
site, average team size was 5 full time employees (median = 2) and 4 part-time
employees (median = 1) for an average team size of about nine.   In hierarchical order,
teams (n=206) are most likely to be composed of administrators, cultural personnel (i.e.
Elders, cultural coordinators, teachers and therapists), healers (i.e. counsellors,
therapists, psychologists, psycho dramatists and acupuncturists), outreach staff, technical
personnel (e.g., research coordinator or assistant, technical advisor, security, and support
development worker), facilitators, and instructors.  Janitors, bus drivers and cooks were
also represented in the distribution of team members and are included in Figure 14 as
project support. 

Figure 14) Number of Team Members by Position 

Eighty-eight percent of all positions are occupied by Aboriginal people (n=219).
When broken down by position, it is clear that eighty-nine percent of administrative
positions are occupied by Aboriginal people, eighty-seven percent of healers are
Aboriginal, and eighty-four percent of outreach team members are Aboriginal.   The
greatest concentration of non-Aboriginal team members exists within project support
positions and facilitation roles (making up 23% and 18%, respectively).  Survivors
occupy fifty percent of positions (n=212).  In examining the distribution of survivors
among the various positions, it is clear that fifty-six percent of technical positions are
occupied by survivors, fifty percent of healers and instructors are survivors, and forty
nine percent of administrators, as well as, facilitators are survivors. The greatest
concentration of team members who did not identify as a survivor within projects are in
outreach and project support positions (making up 62% and 55%, respectively). 



29

Document review reinforced these data as it was clear from project files that the
majority of employees were First Nations, Inuit or Métis and were directly or inter-
generationally affected by the Legacy.  The ability of Aboriginal employees to speak the
language was consistently and positively highlighted.  Less than half of the project files
reviewed conveyed the use of outside resources or expertise although some
acknowledged the value of outside expertise, when community members felt unable to
handle the demands of the client group or were afraid of being seen as an “expert” on
the issues.  Furthermore, document files revealed that outside expertise was invaluable in
scenarios where prospective community based healers needed therapeutic assistance
themselves.   Outside expertise was usually contracted to prepare proposals, conduct
needs assessments, draft final reports, offer training or do evaluations.

Despite the practical benefits to working with external resource personnel, AHF
project teams simultaneously resented their presence.   They acknowledged that
community members were better able to provide insights that facilitated disclosure and
that most survivors were generally 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 . . .We need to stop it here for our
children!  We have to train our people to heal us.”

Notwithstanding the resentment, there was no argument that skills and knowledge were
enhanced by the external, professional training provided. 

The reader is cautioned to note that the following data are based on an under-
reported question (n=29: remember “n” means the number of responses received to the
survey question).23 Forty percent of the personnel included in this analysis hold
diplomas or certificates (59 of 147) while about twenty percent hold an undergraduate
degree and ten percent have either completed a graduate degree or are traditionally
trained.  Almost ten percent (10 of 147 employees), are continuing their education.
These data must be interpreted with great caution as this is a very small sample of the
projects funded by AHF activity.  Still, we are able to gain a better understanding of
qualifications at AHF projects by examining the years of relevant experience personnel
possessed (n=215).  On average team members have twelve years of relevant experience
in their field (median=10).  

23We are unable to suggest that the 29 projects represented in this set of data are
representative of AHF projects in general.
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Beyond the training and experience brought to the program by AHF team members,
many projects offered training.  The most common training opportunities provided
(n=226) were:

• learning about history and the Legacy (69%);
• professional development24 training (56%);
• trauma awareness (55%);
• programs related to family functioning (e.g. child development and parenting

skills) (54%); 
• dealing with family violence (54%);
• crisis intervention (49%);
• counselling skills (47%);
• Aboriginal language/culture (47%);
• computer/internet training (46%);
• CPR/First Aid (31%);
• learning about the application of the Charter of Rights and Freedoms in the

project (26%); and
• “other” training opportunities (1%), including: addictions and alternative

therapies.

Thirty six percent of those projects who offered training reported that it was
advanced: the remaining projects provided basic training (n=226).  Projects were just as
likely to offer basic training on the Legacy (37%) and counselling (24%), as they were
to offer advanced training in the same areas (32% and 23%, respectively).  Advanced
training in professional development and family violence were frequently reported (27%
and 24%, respectively) while basic training included: computer/internet  (35%), trauma
awareness (35%) and family skills/functioning (35%).  Figure 15 illustrates the
percentage of projects offering the type and level of training offered. 

24This may include conflict resolution, leadership skills, legal information, board training,
team building, communication skills, project planning and evaluation, dealing with difficult
people and training to facilitate and organize groups or volunteers.
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Figure 15) Training by Type and Level

Overall, seventy four percent believed that the training provided was adequate, while
the remainder (26%) felt training was inadequate (n=226).  Trauma awareness and
learning about the Legacy are reported as adequate most often (81% for both).  Learning
about the application of the Charter of Rights and Freedoms (37%) and CPR/First Aid
(33%) were least likely to be considered adequate.   Figure16 illustrates the project
perceptions regarding training adequacy by training type.

Figure 16) Assessment of Training Adequacy by Type 
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Still, perceived training needs rank highly within the group.  Those topic areas most
often cited are (n=225):

• crisis intervention (77%);
• trauma awareness (76%);
• counselling skills (74%);
• 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 Legacy (69%);
• learning about the application of the Charter of Rights and Freedoms in the

project (65%);
• computer/internet training (63%);
• CPR/First Aid (61%); and
• “other” training opportunities (16%), including alternative therapies, case

management, justice, program development.

Sixty-eight percent of the projects who believed training was required reported that
personnel would better benefit from advanced training (n=225), while the remaining
projects stated that basic training would suffice.  Learning about the Legacy, counselling
skills, crisis intervention, and trauma awareness are the most commonly cited advanced
training needs (58%, 58%, 57%, and 56%, respectively).  The most frequently reported
basic training needs included: CPR/First Aid (33%), Charter application (33%) and
computer/internet training (25%).   Figure 17 illustrates the percentage of projects
reporting whether their personnel require further training by training type and level.

Figure 17) Further Training Needs by Type
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A strong majority of the document files reviewed (93%) revealed that projects
provided training of some kind to a variety of targets including leadership, project
personnel and community members, generally, as a way of developing 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, lifestyle change.  There was
a noted trend of sharing traditional healing methods at conferences and workshops
where participants learned techniques to engage in spiritual counselling, talking circles,
sweat lodges, pipe ceremonies and handling disclosures.   Some offered instruction as a
way of developing community based trainers; however, there was some noted resistance
to becoming “the expert” because of the daunting task ahead. 

The files suggested training may need to change to better address needs.  For
example, one project noted that it may be more effective to teach more basic adult child
interaction skills before setting out to teach parenting.  It was also suggested training be
focused 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 . . . .”

At last, a discussion about AHF teams would be incomplete without some profile of
the enormous volunteer effort.  In a typical month, over 13,000 volunteer service
hours are contributed to AHF projects (n=207).   Each project enjoys an average of 65
volunteer hours per month (median = 26).   If we take a very conservative estimate of
what that time might be worth and assume that the value of this contribution could be
remunerated at $10/hour, then that represents an injection of $130,000 dollars per
month or $1,560,000 per year. The four most favoured volunteer endeavours by all
groups included: food preparation (56%), healing circles (54%), workshops (53%), and
administration (51%).  Volunteers were also involved in fundraising (24%), operations
(26%), and recruitment (26%).  The overall breakdown of volunteer activity and type
appears in Figure 18 below.
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Figure 18) Volunteer Activity Preferences

*  Note to the reader: “Other” activities that required volunteers included: traditional healing,
sports activities, program development, office assistance, and being a mentor.

3.2    What

The following section describes what happened by looking at the distribution of
resources by Aboriginal identity, target group, remoteness, project type and theme as
well as region.  Identified needs are also profiled in this section along with highlights
upon activities of special interest including:

• how projects have engaged survivors,
• ensured participant safety,
• impressions about adherence to the Charter of Rights and Freedoms and ability

to return voice to women, and, last, but perhaps most importantly,
• preferred or practised approaches to healing.
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3.2.1    Distribution of Resources

The financial information shared here was drawn from AHF’s internal databases and
has been rounded to the nearest hundred dollars (e.g. $10,512,795.00 becomes
$10,512,800).  All data upon which the Figures 19-23 have been based can be found in
Appendix H (Financial Information From AHF).  The reader is cautioned to interpret
these data carefully as the vast majority of projects are very inclusive in their participant
selection criteria.  In other words, communities are opening their arms widely to any and
all who would like to heal regardless of whether or not they are Inuit, Métis, men,
women, young, old, incarcerated or on the streets.  Therefore, in highlighting the
amount of resources that have been specifically targeted to meet the needs of special
groups, it is important to consider all categories of spending where each group is
included.   In fact, resources have been grouped so that it is clear how many resources
are available to each group as well as what has been reserved exclusively for each
group.  In addition, many projects engage in a variety of activities simultaneously (e.g.
training and healing, documenting history and raising awareness, needs assessments and
program design) and thus do not fall neatly into only one thematic realm.

During the first year of operation only, resources could be identified by project
theme.   The largest portion of resources were invested in restoring balance (37.4%),
followed by community therapeutic healing (23.8%).  Healing centres and capacity
building efforts occupied roughly the same amount of resources (14.8% and 14.5%
respectively) while honour and history (8.4%) and returning voice to women (1.1%)
represented small portions of the early budget.   Figure 19 represents the distribution of
resources by project theme for the first year of AHF operation. 

Figure 19) Distribution of Resources by Project Theme (1999/2000)
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It is clear that almost half of AHF program resources (47.1%) are being invested in
healing and national respondents were unanimous in their assertion that the bulk of AHF
resources should be spent thee, with communications and public awareness next in line.
Remaining resources in hierarchical order of value are prevention and awareness
activities (18.5%), training (9.1%), honouring history (5.2%), building knowledge (4.9%),
assessing needs (3.9%), designing and setting up projects (2.6%) and conferencing (.6%).
Eight percent of program resources could not be verified with an activity focus.   This
information is slightly different than what was obtained in document review (36 files in
total were reviewed), where project activity was concentrated upon healing (50%),
education or training (41.6%) and needs assessment (13.9%).  However, the reader is
reminded that document files were not randomly selected for review.   Four of the thirty
six projects reviewed (11.0%) were combined healing and educational projects.  Figure
20 depicts the distribution of resources by project type.

Figure 20) Distribution of Resources by Project Type (2000-2001)

As many projects have inclusive participant criteria, resources do not fit neatly into
mutually exclusive identity categories (i.e. First Nations only, Métis only or Inuit only).
Therefore, the reader is cautioned to note that any one Aboriginal group may benefit
from a number of resource categories.  For example, the exclusive Métis budget is
$349,200; however, if we examine all budgets where the Métis are included  (e.g. Métis
and First Nation) as well as all categories which have a more general Aboriginal target,
the resources that are available to the Métis could conceivably be as high as
$30,634,70025.   Where resources represent exclusive targets, they have been identified
and Figure 21 illustrates the distribution of resources by Aboriginal identity taken
directly from AHF’s internal database.  

25This figure includes the finance categories listed below:
Aboriginal, including non-Aboriginal 99,000
First Nation, Aboriginal 1,164,300
Aboriginal 25,655,600
First Nation, Métis 218,600
Métis 3,497,200
GRAND TOTAL $30,634,700
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Figure 21) Distribution of Resources by Aboriginal Identity

With respect to target groups, although national stakeholders generally felt good that
First Nations on reserve were well represented beneficiaries (although one felt that this
varied by region), they did not believe the representation of Inuit, Metis, youth, homeless,
the incarcerated, gay or lesbian groups was adequate.   Regional differences accounted for
hesitation when determining whether or not survivors and First Nations off-reserve were
well represented.  There was disagreement about whether or not women, men, the inter-
generationally impacted and Elders were receiving their fair share of AHF resources.  

When looking at the distribution of resources by target group, the same dilemma of
categorization holds true.  In other words, many projects target a variety of groups, so
resources do not fit neatly into mutually exclusive target group areas (i.e. women, men,
youth, Elders, incarcerated, disabled, survivors).  To simplify target group
classifications, all allocations were added to determine the total amount of resources
dedicated (albeit not exclusively) to specific target groups.  The calculations used in the
preparation of the following figure which depicts resources by target are presented in
Appendix I (Total Allocation by Target Group).   For clarity, let’s illustrate with an
example: the exclusive budget for youth is $2,547,090; however, if we examine all
budgets where the youth are specified as a target  (e.g. men and youth or Elders and
youth), the resources that are directed at youth are as high as $3,397,63726.  Because

26This figure includes the finance categories listed below:
Elders and youth 119,920
Men and youth 47,060
Whole community and youth 138,760
Gay/lesbian, youth 77,690
Women and youth 88,000
Women, youth, Elders, children, men 94,617
Youth 2,547,090
Youth, children 150,000
Youth, whole community 134,500
GRAND TOTAL $3,397,637
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projects which target the whole community are so plentiful and resources abundant, the
total is not represented in the following bar chart; however, $69,296,173 has been
allocated to such projects.  When reviewing the total amount of resources available to a
single target group, it is clear that service providers, youth and women are the most
commonly targeted groups followed by Elders, children, incarcerated, men, survivors,
the disabled and gay/lesbian groups.27 Figure 22 illustrates the distribution of resources
by target group where totals represent all grants which specifically (although not
exclusively) target a group. 

Figure 22) Total28 Contributions Designated for Specific Target
Groups

*other: it is not clear what other denotes but it may include projects which have a very diffuse target,
or were not classified as having a target or address Canadians more generally. 

27It is not entirely clear what “other” includes but it might refer to a broader Canadian
audience, or  projects with a more diffuse target audience (e.g. whole community).

28Total = the sum of all grants with specific target group identified even if other targets are
also named.  Note to the reader, these do not represent mutually exclusive categories: for sums,
see Appendix J.   
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If we look at the distribution of resources by geographic remoteness it is clear that
the largest proportion of resources is being invested in what are considered rural29

(38.2%) communities, followed by urban (24.5%) and semi-isolated (18.4%)
environments.  At last, remote communities are receiving almost nine percent of AHF
resourcing (8.9%).  Figure 23 shows how AHF funds are distributed to communities by
their degree of remoteness.   Consistently, national stakeholders felt that remote and
isolated communities were not receiving an equitable share of AHF resources and there
was some disagreement about whether or not rural communities were adequately
represented.  Although one respondent felt strongly that urban communities were
equitably addressed, the others felt that this situation varied by region.  

Figure 23) Distribution of Resources by Remoteness

At last, the largest number of communities serviced by AHF are in Ontario (103),
British Columbia (94) and Saskatchewan (68) followed by Manitoba (45) and Alberta
(41).  Figure 24 illustrates the number of projects broken down by region.

29 Remote -  a community that cannot be reached by road or ferry service.
Semi-isolated - a community that can be reached by road or ferry service and is more
than 350 kilometres from a town with more than 1,000 people.
Rural - a community that can be reached by road or ferry service and is more than 50
kilometres from a town with more than 1,000 people.
Urban - a community that can be reached by road or ferry service AND is located
within 50 kilometres of a town/city with more than 25,000 people. 
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Figure 24) Number of Projects by Region

3.2.2    Identified Needs

Projects were asked to think about a wish list as a way of identifying and rank
ordering their most urgent needs.  For each ranked need, projects were also asked to
estimate how much it might cost to fulfill that need.  Starting with the most pressing
need, the following list resulted:

• increase employees numbers and benefits;
• improve survivor involvement;
• improve and expand facilities;
• improve the project and expand it locally;
• provide training for employees and potential healers;
• improve family support and parenting skills;
• encourage community involvement;
• obtain professional assessments of skill development and healing;
• secure resources and professionals to deal with special needs;
• develop and distribute information on history and the Legacy;
• offer, increase or improve transportation;
• improve communication (with community, AHF, Canadians generally);
• purchase equipment or supplies;
• solicit and establish partnerships and networks; and finally
• project monitoring and evaluation.
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When we examine how much each need might cost, a different pattern emerges.  The
most costly program needs in order are: facility improvements; team expansion;
program development or enlargement; special needs programming; training;
transportation; Legacy education; family support; developmental assessments;
equipment; evaluation; survivor involvement; community involvement and
communications.  Figure 25 reveals need by median cost while Figure 26 shows total
estimated cost.  When all needs are combined, an estimated $79,220,718 would be
required to address project needs.

Figure 25) Estimated Costs30 of Program Needs by Type

30The reader should note that these costs represent MEDIAN costs or the half way mark
between all responses received, and is the better measure of central tendency in this case.  For a
fuller discussion of what the median means, please see the introduction to Process Evaluation
Results.
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Figure 26) Total Estimated Costs of Program Needs by Type 

It is important to note that while improving survivor involvement was considered a
high ranking need, it was also identified as one of the least costly to meet. 

When asked to rank project needs, national respondents were in agreement that the
highest priority need was to improve or encourage survivor and community involvement.
Other top ranking needs from a national perspective included improved communication
with the community, Canadians generally and the private sector, particularly
communications, on the impact of the Legacy; improved family support and parenting
skills courses; solicitation of partnerships and networks supporting the effort; and
professional assessments of skill development and healing.   One national respondent
felt the remaining priorities in order of importance would be: training; resources to deal
with special needs; program development and expansion; transportation; enhanced
project teams and benefits; facilities; equipment and evaluation. 
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3.2.3    Strategies Used

The scope of AHF-funded activity has been previously described in the introduction.
This section focuses upon discoveries made about the strategies used when reviewing
document files and survey data.   Regardless of project focus, it is the expressed hope of
the Foundation that all will engage survivors to participate.   While many use a variety
of strategies to enlist survivor involvement, the most common strategies cited were
(n=240) word of mouth (89), meetings with individuals and families in the facility
where AHF activity is held (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, at last, “beat
the street” types of outreach efforts (2).  Figure 27 reveals the most commonly used
strategies for enlisting survivors involvement.

Figure 27) Most Commonly Used Methods to Encourage
Survivor Participation

To ensure participant safety, projects used a variety of strategies (n=243) the most
common of which included: 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 the policies and procedures (51) of the project which guaranteed that
healers sign a code of conduct agreement (85), or made some other formal commitment
to guard participant safety (19).   At last, involved participants work to protect each
other (10).  Figure 28 shows how sites have ensured participant safety. 
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Figure 28) Methods Used to Guard Participant Safety

Respondents were also questioned about whether or not the project has operated in a
manner that is consistent with the Charter of Rights and Freedoms.  While the solid
majority (67%, n=242) were certain that project operations were consistent, seventeen
percent felt the project could be better in this regard, fourteen percent were unsure and
two percent believed the project was definitely not operating in a manner consistent with
the Charter.  Figure 29 demonstrates how projects feel about their adherence to the
Charter. 

Figure 29) Impressions about  Consistency with Charter
of Rights and Freedoms 
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Overall, projects were very enthusiastic about the perceived impact of AHF funded
activity on women.31 A sizable portion (54%, n=204) believe there has been a dramatic
influence upon women while thirty seven percent note some influence.  Respondents
share these beliefs primarily because they have observed behavioural changes in the
women involved, but also because the self evaluations or expressions shared with them
by women attest to such impact.  In a few cases, respondent enthusiasm stemmed from
their beliefs about project qualities.   When little or no impact resulted, respondents
believed that more time was needed or that community as well as women’s resistance
were responsible for maintaining the status quo.  Figure 30 illustrates respondents’
impressions about the impact of AHF funded activity upon women.

Figure 30)  Impressions about Impact on Women 

As a way of developing a general view of healing activity, respondents were asked to
share how frequently they used a variety of healing practices.   It is clear that about two
thirds of respondents use a traditional approach (64%, n=212) or some combination of
western and traditional therapies (62%, 233) most of the time or always.  By
comparison, roughly a quarter (24%, n=208) use a western approach as frequently.
Projects were least likely to use alternative therapies (8%, n=204) on a regular (i.e. most
or all of the time) basis but age (38%, n=221) and gender specific (29%, n=220)
groupings were used frequently.   Some projects also used special groupings on a
regular basis (29%, n=135) based upon special needs (34), family (8), sexual orientation
(6), culture (5), language (3) or religion (1).  A few (18%) are using sports and
recreation most or all of the time as a core activity in their healing practice.

31The following discussion and schema are based upon the mean of three answers (questions
E.7-9 in the survey) provided by projects.   



32Percentages have been calculated using a denominator of 36.  Numbers and percentages
reflect what project descriptions specify. Some project characteristics may apply to more projects
than indicated in this table. 

Table 3) Healing Project Characteristics
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Figure 31) How Often Various Healing Practices are Used 

When information is drawn from document review, it is clear that many combine
traditional and western healing approaches, serve a variety of age groups and were
evenly distributed between offering group or individual therapies.  The following table
outline the healing project characteristics32 of those document files reviewed.
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Project descriptions in the document files indicated that the following healing approaches
were being used: naturopathic healing, school-based programming, bush camp retreats,
medicine wheel teachings, healing circles, one-on-one counseling and therapeutic quilting.

3.3    Where 

A total of 1,686 (n=204) communities are being serviced by AHF funded activity.
Projects service a median of three communities (n=204) with forty percent serving only one
community and nineteen percent serving ten communities or more.   The maximum number
of communities targeted in any one given project is 200.   Fifty five percent (n=194) are
servicing rural33 communities, twenty nine percent service urban communities, ten percent
are in isolated areas while six percent are active in remote areas (see Figure 32).

Figure 32) Geographic Remoteness of AHF Sites

A sizable portion are in communities with a population of 2,000 or more (41%,
n=233): the remainder are in communities of 1,999 or less.    Some operate in very
small communities (14%) with 250-499 people and a few (7%) find themselves in
communities with less than 250 people.  Figure 33 depicts the distribution of AHF sites
by community size.

33 Remote -  a community that cannot be reached by road or ferry service.
Semi-Isolated - a community that can be reached by road or ferry service and is more
than 350 kilometres from a town with more than 1,000 people.
Rural - a community that can be reached by road ro ferry service and is more than 50
kilometres from a town with more than 1,000 people.
Urban - a community that can be reached by road or ferry service AND is located
within 50 kilometres of a town/city with more than 25,000 people. 
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Figure 33) Distribution of Projects by Community Size

Projects are delivered in a variety of venues, the most common of which are health
centres (82) or human service agencies (51), local schools (66), home settings (60),
community gathering places (48), bush camps (47) and Friendship Centres (46).  Less
common environments include Aboriginal government administration offices (26),
colleges or universities (7), former residential schools (3) and correctional centres (3).
Project environments are shown graphically in Figure 34. 

Figure 34) Project Environments

To better understand the challenges faced by AHF teams, some energy was spent
trying to assess the community context in which funded activity lives.  The following
figures describe community response to AHF-funded activity, as well as social,
economic and resource challenges that affect project operations.  First, let’s examine the
community enthusiasm for and responsiveness to AHF-funded activity.   The majority of
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projects are facing out-right opposition that they believe is moderate (34%, n=243) or
severe (35%) that usually manifests as denial or fear.  As well, the majority are
struggling with a lack of interest in or apathy toward project activities with over a
quarter (26%, n=243) believing that apathy is a severe problem.

Figure 35) Community Response to AHF

Poor economic conditions, substance abuse, family violence and sexual abuse are
serious to moderate challenges facing most of the group (60% or more).   Adult
illiteracy and lack of active community support are serious to moderate challenges for at
least forty percent.   Figure 36 shows the proportion of sites which experience socio-
economic challenges by type and severity. 

Figure 36) Social and Economic Challenges
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When asked what community challenges projects are facing, national respondents
were consistent in identifying FAS and sexual abuse as severe challenges. Although
there was no agreement upon the severity of the following challenges respondents did
believe that they were either moderate or severe: adult illiteracy; community apathy;
local community opposition (i.e. fear and denial); poverty; substance abuse; family
violence; lack of transportation, community resources, facilities and services; and
suicide.   At least one respondent felt that the lack of acceptance and reinforcement of
Aboriginal language and cultural by local institutions (e.g. schools and hospitals) was
also a moderate challenge facing AHF teams.

With respect to community resources, lack of transportation is the most common
serious challenge, followed closely by lack of more general resources and services.
Figure 37 displays how common lack of community resources is among AHF sites. 

Figure 37) Challenges Associated with Lack of Community
Resources 

Now that we’ve set the stage regarding where projects are operating, let’s look at the
context provided by the times.
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3.4    When

Programs never operate in a vacuum.  Many community events can facilitate or
obstruct program performance and these factors are generally called the effects of
history.  To determine what outside (i.e. outside project activity) forces may have
influenced results, survey respondents were asked to identify what might have helped or
hindered them (n=171).    Respondents noted several positive influences upon their
projects including:

• community support (15%) such as service networking; complimentary
programming, involved and committed leadership as well as a general interest in
addressing the Legacy;

• team strengths (13%) like commitment, debriefing strategies and enhanced
capacity;

• cultural reinforcement (14%) consisting of cultural activities, language courses
and enhanced cultural awareness; and

• justice initiatives (10%) such as crime prevention activities, the implementation
of restorative justice, increased awareness of the Legacy due to local class action
suits and increases in court mandated counselling for men.

However, negative forces were also felt, including community instability or tragedy
(e.g. political turbulence, suicides, murders, trauma) that affected over a quarter of
respondents (27%, n=176).  Personal and psychological barriers such as illness, fear,
denial and addiction adversely affected six percent while staff turnover and lack of
leadership support impeded eight percent and, finally, the environment didn’t help five
percent who had to cope with inclement weather or lack of adequate facilities.  National
respondents were also able to identify several initiatives that they felt would facilitate
the work of AHF 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 would also help AHF projects achieve desired
outcomes, including: youth justice initiatives, advances in substance abuse treatment and
employment programs.  But, the noted lack of mental health initiatives was felt to be a
deterrent to the work of AHF.



53

4. Project Performance Report

The following performance report discusses early abilities to achieve desired
outcomes, lessons learned, as well as community sentiments about the support for and
administration of their activity by AHF.   National stakeholders and project teams have
also shared what they believed were their best practices and greatest challenges.   First,
let’s take a look at the impact that funded activity has had so far. 

4.1    Impact Evaluation 

Information has been gathered to determine what impact, if any, AHF-funded
activity has had upon:

• influencing individuals and communities;
• establishing partnerships and ensuring sustain-ability;
• meaningfully engaging survivors (including the inter-generationally impacted);   
• managing program enhancement;
• ensuring accountability; and 
• reaching those in greatest need. 

While it is still early in the life of this national initiative, some promising evidence is clear. 

4.1.1    Influence Individuals and Communities

Before reviewing the changes observed in individuals and communities identified by
survey respondents, let’s review program logic.  First of all, resources are invested into
activities (e.g. offering healing circles or developing a curriculum).  Activities, in turn,
lead to outputs or service delivery objectives (e.g. # of healing circles held, # and types
of participants, # of curricula developed, distribution and use of curricula, etc).    As the
logic goes, outputs create cognitive changes (e.g. changes in knowledge, attitudes,
beliefs, motivation, skills) that, in turn, lead to behavioural changes (e.g. going back to
school, choosing healthy parenting strategies)  that ultimately create longer term
environmental change (e.g. social conditions).  Schematically represented, the logical
flow of the action and desired change looks something like this34:

34This figure is an adaptation of the TOP model by Bennett, C. & Rockwell, K: Targeting
Outcomes of Programs (TOP);  An Integrated Approach to Planning and Evaluation. Unpublished
manuscript.  Lincoln, Nebraska, University of Nebraska, 1995 done by Obonsawin-Irwin
Consulting, Inc. 
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When questioned about what changes were obvious, survey responses were grouped
according to where they fell on this logical continuum.  As a way of ensuring further
clarity, examples of how specific responses were classified are offered here. 

The ability to meet service delivery objectives or achieve the kind of immediate
outputs desired (e.g. products, reactions and participation) are exemplified by the
following:

• increased participation in healing circles;
• expanded participation of survivors or inter-generational community members;
• more participants in the residential support group; and
• increased requests to have the healing project taken to the communities/

reserves.

Figure 38) Program Logic Review

Long-term
Outcomes
Environmental
conditions

Intermediate
Outcomes
Behavioural
change

Short-term
Outcomes
Cognitive
change

Evaluate Outcomes Outputs or
service
delivery
objectives

Evaluate Processes sessions,
products, 
participation

Interventions
Activities

Inputs
Resources
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Cognitive changes or changes in knowledge, thoughts, attitudes and skills are
illustrated by examples of short-term outcomes below:

• increased understanding of the residential school experience;
• understanding and awareness of issues around and the effects of the impact of

residential school;
• learning/remembering the more positive aspects of the First Nations culture and

traditions;
• increased community awareness;
• increased respect, confidence, or feelings of empowerment;
• letting go of negative attitudes, e.g., self or family blame;
• decreased resistance from the second generation and youth; and
• clients believe their healing is in progress due to the nature of our programs.

The next series of examples are intermediate outcomes and relate directly to
behavioural changes:

• positive changes in physical appearance;
• youth are engaged in healthier activity; and
• participants become community spokespersons/activists.

Some projects provided measures that could arguably be considered longer-term
outcomes such as counsellors closing cases or enrollment in university; however, they
have been conservatively categorized here as intermediate outcomes as they still refer to
individual progress and not environmental change.

Data from the mail-out survey showed that projects are clearly observing immediate,
short-term and intermediate outcomes.  So dramatic are the changes that an
overwhelming feeling of progress was expressed by many (142 of 223) although some
did reserve enthusiasm.   Eighty of the 223 projects answering this question felt it was
too early to discern any change, and one project reported that there was no change.
Overall, projects are reporting primarily short-term outcomes which is normal given the
longevity of the initiative.  Change was classified into five categories as follows
(n=139):

• outputs or service delivery objectives (e.g. participation (53));
• knowledge or awareness (73);
• attitudes (49); and 
• behaviours (31) including the establishment of networks (4). 

These categories follow classic models of outcome measurement and were used as a
basis for organizing the various types of outcomes depicted in Figure 39 below.  The
first column shown are immediate outputs or products of project activities (e.g.
counselling sessions held, participation rates).  The second column represents those
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cognitive changes anticipated in the short term (e.g. knowledge of the Legacy, enhanced
self-esteem), and the third column indicates intermediate outcomes or desired
behavioural change (e.g. living a drug free lifestyle).  

Figure 39) Number of Sites Noting Impact by Type

With respect to what data could be gleaned from the review of project files, success
was primarily measured by the extent to which immediate service implementation
objectives were met.   Although assessments were based on the observations of the
project teams35, the reports submitted suggest that many exciting, positive immediate and
short term outcomes were realized.  One project estimated a total of 6,266 participants!36

Collectively, AHF-funded projects claimed to have increased awareness of the
Legacy; broken through some of the barriers of silence; built support systems, networks
and partnerships; held workshops, retreats, and cultural camps; provided individual and
group counselling and enhanced local care-giving capacity.  Projects employed
Aboriginal people, including residential school survivors and their descendants who,
along with volunteers, had access to a wide range of training opportunities.  Protocols
were developed, research conducted and newsletters printed. 

35Other components of the impact evaluation, including the case studies being carried out on
13 projects, will allow for in-depth assessments of the success of individual projects. In addition,
some of the projects include detailed evaluations designs to be undertaken by the project team or
outside evaluators. The document review is limited in its ability to go beyond describing the
successes reported by projects. It must be recognized that project reports to a funding
organization may be biased in their tendency to present best case scenarios and interpretations. 

36The project reported the following: Healthier lifestyles program included 260 participants;
training was offered to 82 individuals; support network that have been established includes 192
participants; developing community program has included 164 participants; the youth theater
production includes 5,000 viewers; 225 have been involved in relationship skills; 343 have been
involved in promotion of Aboriginal identities. 
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Document files contain a wealth of information that can be interpreted as evidence
of  success.  For example, the increased demand for counselling services, that numerous
projects report, suggests that denial and resistance may be decreasing.  The following
success indicators were gleaned from the project files.  While they cannot speak to the
success or failure of any single project, collectively they suggest that AHF-funded
projects are experiencing some success.

In addition to reports of successfully achieving immediate objectives, the files
include comments that can be interpreted as evidence that healing is taking place.  For
example, one project reported that a number of community members who first came to
them for services are now giving back to the community as volunteers–and one is now
serving on the Board of Directors.  There were also reports of clients moving into
leadership roles, returning to school and going back to work.  Other examples, taken
from the project files follow:

• healing circle attendance is growing;
• increased networking activities with a large variety of other agencies and

communities;
• more requests for counselling, support and skill-building for support staff;
• the number of referrals has close to tripled;
• more northern communities are providing transportation and lodging for

clientele to attend the healing services;
• two of the youth that were accessing the program have moved back home to their

birth families;
• both secondary schools where workshops were held have been in contact with

the program to do further workshops with respect to lower grades and next
school year;

• fourteen children returned to parents from foster care;
• receiving calls from all over the province and other provinces who have heard

about the program; 
• trust is building up and gradual increase of clients;
• ten frontline workers trained; more than 200 clients counselled; education to

government workers, legal forums and a conference (approx. 150 persons);
• good cooperation from the school; counselling sessions for children are held in

the school;
• health board has increased the hours of therapeutic visits; 
• friends bring friends to the program; 
• reputation for being a confidential, safe place;
• workshops picked up momentum as various members from different communities

joined in;
• new clients approaching the healer on a regular basis; 
• healing circle for women is progressing well.;
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• a number of survivors and their descendants have made long term commitments
to counselling and their progress is “visible”;

• some parents have proven dedicated and eager to examine past and current
patterns which impact on their parenting role;

• many clients previously unable to move from their abuse have developed
treatment plans;

• clients entering the field of social work and facilitation;
• team members attending the training have observed that the changes they make

in their own healing and personal growth impacts directly on other family
members;

• some trainees took leave from their training to work on their own issues;
• awareness is growing in areas of safety issues, substance abuse prevention, the

need for action on violence, and the impact of residential school on present
generations;

• increased parental involvement in school;
• some participants are reported to have stronger self-esteem and are requesting

more training or teachings;
• reading tests have shown that the students have increased by 37.2% (high school

students);
• only one student out of the eleven students who have gone through the program

has had further difficulties. ... parents are requesting their children go through
the program as a means of support and help;

• student attendance has increased; and
• women attending the women’s circle are gaining support from other women in

the community. Women are not as isolated and quiet about what women’s issues
are. The silence around sexual abuse and family violence has been broken.
Women healing from their own sexual abuse can better provide their children
with safety and prevention from sexual abuse. As women heal and recover from
sexual abuse or family violence, the men are beginning to see a need to change
also. As one person in the family changes the whole dynamics of the family are
affected.

Where project files included feedback or evaluation forms from workshops, retreats or
conferences, the results were overwhelmingly positive:

• I’m grateful that I had to opportunity to come to this workshop.  I have been lost
and now I’m found and I thank you’s to have assist me to find myself.

• I felt this training gives to us what was once taken away from our people.
• I have learned to be more respectful to others.  I have learned to pray more and

listen to others.  I am an elder and I’m trying to be more understanding to young
people.
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One project included a follow-up survey some time after the event:
• It changed my life - brought my family closer together.  We received more

direction and purpose in life. 
• My family has come a long way since a year ago.  My grandchildren have

become pipe carriers.  My sister and my daughter have become pipe carriers. 
My son and his family have started coming to the weekly ceremonies. 

• Yes.  It helps - not too much suicides now.  More young people in ceremony
compared to last year - from a few to 40 - 50 people.

At last, several unexpected benefits were noted.  Some of the spinoffs are indications
of increased community spirit while others suggest a deepening interest in culture and
traditions.  One community reported that since the AHF-funded project began, there
have been cultural changes in the day care centre, and more community feasts, sweats,
and people seeking information on cultural activities.  Others reported events such as
talent shows, pot luck dinners, private healing circles, pizza day for children, burning
ceremonies, sweats, and full moon ceremonies held as a result of teachings for girls and
women.  The establishment of a  food bank was reported as a spin-off activity by one
project, as well as a breakthrough in getting the school to provide more culturally
appropriate programming. Another was credited with being the impetus for several new
actions for holistic healing, including the rejuvenation of the Mi’Kmaw language.  

While it is understood that it maybe premature to expect change, national
respondents also noted an increased sense of hope as walls of silence and denial are
dismantled, they have watched survivors reach out to other survivors to encourage them
to heal and Elder/youth dynamics seem particularly successful in this regard.    Many
survivors express thanks that their healing has begun and many more are connected to
the healers that will help them achieve their personal goals.   The established
partnerships or linkages are clear to national respondents, as well as the resounding
success of teaching youth about the Legacy.  They witness a variety of healing strategies
that engage survivors and believe that AHF-funded activity is having a positive impact
because participants share their satisfaction.  Early evidence of project ability to
establish partnerships and ensure sustain-ability is also clear. 

4.1.2    Establish Partnerships and Ensure Sustain-ability

Essentially, partnerships help to meet service related or financial needs.  Results
from document review speak primarily about service related relationships between the
project and a variety of agencies; whereas, survey results highlight the financial
implications of the partnerships established, as well as the sustain-ability of project
funding. 
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From document review, it is clear that all but one of the thirty-six files reviewed
reported established partnerships and survey results show that the majority (72%, n=247)
of sponsoring organizations were linked with other healing or training efforts.   As the
chart below (developed from document review) indicates, relationships are concentrated
at the local level and community services are the most likely partners.  The number of
linkages established range from zero to twenty-one, with 8.42 being the average. It
should be noted that projects identified linkages more or less precisely (e.g. some spoke
of inter-agency meetings while others listed the agencies involved in such meetings) so
these numbers provide an indication of the range of relationships developed rather than
an exact count. However, overall, it can be concluded that AHF-funded projects
developed significant working relationships with a variety of service providers and
agencies in their communities and regions, primarily as a way of expanding service
range.  Table 4 lists a variety of organizations and services mentioned in project files
along with the number and percentage of projects where linkages were established.

Table 4) Partnerships Established

37This includes one project where a curriculum on Residential School History and Recovery
is being developed in cooperation with the Saskatoon Public School resource consultants and
teachers.

When questioned about how effective their working relationships with partners were,
almost half (49%, n=247) reported very effective, however, about one-fifth of all
projects (20%) rated their partners as only somewhat effective or ineffective.   Figure 40
illustrates team opinions about their established partnerships.  
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Figure 40) How Effective were AHF Partners?

Now, let’s take a hard look at the financial implications of the partnerships
established.  In the presentation of this financial information, the median or the half way
mark is used.  In other words, half of all costs associated with a particular category, let’s
say salaries, are either higher or lower than the median.  The median has been selected
for use in this section because donations vary widely.   When there is such wide
variability, the median is a better measure of the “middle” than the average or mean,
because the average is strongly influenced by even one very high or very low figure.   To
illustrate this point, the reader is referred to the footnote below.38

About two-thirds of projects (66%, n=253) report receiving donations or funding
from other sources but less than half (39%) reported receiving funding alone.  The
funding came from other federal departments, provincial, municipal, hamlet and other
Aboriginal governments, as well as private granting foundations and community
fundraising efforts.  Remarkably,

a total of $5,619,882 were received from partners during the operation of the 99
projects that reported receiving such funds. 

There is a greater probability that projects will receive funding from an Aboriginal
government or community fundraising than from any other source.  Although the largest
median donations were received from local health and social service agencies ($30,000):
only nine projects reported receiving such donations39 (See Appendix J for Funding

38Let’s say that we want to find the median and the average for the following numbers 1, 2, 3,
4, 5, 6, 7, 8, 50.  The average would be 9.5 but the median would be 5.  Which is the better
measure of central tendency?

39See Appendix J for a chart which summarizes the median, minimums, maximums, and
sums for each category.  When considering information such as sums, the number of respondents
must also be taken into consideration. 
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Received from Other Sources).   By comparison, twenty five communities reported
receiving a median of $27,621 from federal sources making federal governments the
most generous donors and almost a quarter received funding from  private sources
(22%).  The pattern of funding received is depicted in Figure 41, and as a way of
ensuring that each donation is kept into perspective, the reader will note that the number
of projects who claimed to receive these contributions is displayed close to the x-axis
(i.e. the horizontal axis) and to the right of the bar showing the median amount of the
donation.

Figure 41) Median Funds Contributed by Source

A small group (33 projects in total) reported receiving on-going funding from
federal departments, provincial, municipal, hamlet and Aboriginal governments, as well
as private granting foundations and community fundraising efforts.  In fact,

a total of $4,090,575 of on-going funding was reported by 33 projects. 

Federal and provincial partners have made heftier long term commitments (median of
$82,500 and $92,500 respectively) but did not commit as frequently as Aboriginal
governments and local fund-raisers; however, the ability of Aboriginal governments and
local fund-raisers to sustain the healing effort is very limited (median ongoing
commitments of $24,000 and $2,000 respectively).   The pattern of on-going funding
from other sources is depicted in Figure 42.  Again, the reader will note that the number
of projects who claimed to receive these contributions is displayed close to the x-axis
(i.e. the horizontal axis) and to the right of the bar depicting the median amount of
ongoing commitment. 
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Figure 42) Median On-going Funds by Source

More than half (60%) reported receiving donations of goods or services at an
estimated value of $7,898,920.  Not only are donations of labour reported by most
projects (58%), they are also the highest valued (median = $10,000).  Donations of
space (55%; median = $4,500), project materials (44%, median = $1,800), food (41%;
median= $800) and transportation (42%; median = $2,000) were also common.   The
pattern of donations received are depicted in Figure 43.   Once more, the reader will
note that the number of projects who claimed to receive these donations is displayed
close to the x-axis (i.e. the horizontal axis) and to the right of the bar depicting the
median amount of donations contributed. 
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Figure 43) Median Value of Donations** by Type

* other includes too few projects in each category to break-out, except for “professional
development” and “utilities” (above).  Other includes: promotional material and medicine, in addition
to statements that are not appropriately phrased.

** this includes only the donations that were larger than zero.

Community members were rated the most generous donors of goods and services.
Health services were close behind and they were followed by local government and
social services.   Figure 44 illustrates project ratings of donor generosity.

Figure 44) Most Generous Donors by Type
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Beyond securing the support of the community at large, AHF projects have also
endeavoured to enlist the active involvement of survivors (including the
intergenerationally impacted).  The following section reviews their progress to date. 

4.1.3    Engage Survivors to Ensure Accountability

Survivors are engaged most commonly on a monthly basis as advisory committee
members (n=209), to evaluate projects (n=212) or to make decisions regarding program
operations (n=223).   Almost a third of all projects (27%, n=233) indicated that they had
an advisory council or a board of directors which included survivors and meets on
average about ten times per year.   Representation on these governing boards is as
follows (n=171): 217 are incarcerated, 63 are gay or lesbian, 2,465 are women, 1,426
are youth, 39 are homeless and 804 are Elders.  When broken down by ethnicity, it
appears that First Nations groups (on-reserve 30%, n=115; off-reserve 31%, n=55) were
most likely to have a governing board of survivors than either Métis (18%, n=11) or
Inuit groups (0%, n=4).  While the majority (58%, n=228) have no difficulty getting
survivors involved, some (42%) are still struggling primarily because of fear and denial
but also because of resentment toward the AHF; physical limitations; competing
responsibilities and lack of transportation, outreach or effective communication
strategies.  Still, most are guided by survivor input through informal exchanges on a
daily or weekly basis (23% and 33% respectively, n=219).   Survivors were least likely
to be involved in the development of program content or materials (n=209) as well as
project personnel evaluations (n=211) with almost one-fifth (18%) of all respondents
stating that survivors were never involved in these project management functions.
Figure 45 shows the type and frequency of survivor involvement in project management
activity. 

Figure 45) Frequency of Survivor Involvement in Project
Management by Activity
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While it is often recognized that survivor involvement is key to a project’s success,
other strategies are also important to manage program efficacy and enhancement.   An
effort was made to determine what methods were being used to ensure the attainment of
desired results.   The following section highlights the details of project efforts in this
regard.

4.1.4    Manage Program Enhancement

Roughly three quarters (74%, n=230) of AHF-funded projects are measuring change
in their program participants in some way.   Healing projects (n=203) most regularly use
informal observations (76%), solicited feedback (64%), evaluations (60%) and formal
observations (54%).  Some report using unsolicited feedback (32%) and only a few
(23%) are using formal assessment.    Rarely (2%) do projects use after-care or follow
up practices as a way of measuring change on the healing journey.   With respect to
training projects, twenty-two percent are not measuring change in any way (n=137).
When changes in trainees are measured (n=197), the most common methods are
solicited feedback (40%), informal observations (37%), formal observations (25%),
unsolicited feedback (20%) or formal testing (12%).    A small number (5%) use
evaluations or follow-up strategies to determine if knowledge or skills acquired during
training have been applied.    

When reviewing project files, all made reference to evaluation by addressing
methods planned or used; identifying proposed indicators and sharing accountability
strategies.  A number of files even had completed evaluation reports of their own.
Although projects are required to describe their evaluation plans in their proposals,
clear and specific methods were articulated by only a few.  Data collection methods
varied and included participant evaluation, community questionnaires, focus groups, key
informant interviews and even more standardized, rigorously evaluated instruments such
as the Substance Abuse Subtle Screening Inventory (SASSI), the Myers-Briggs Type
Indicator and the Gates MacGinite Test for reading.  It is the results of these instruments
that will hold significant weight in assessing the impact of AHF-funded activity and it is
recommended that future evaluative efforts focus upon those projects which are using
such standardized, rigorously tested, valid and reliable instruments.  Still, some
difficulties were noted when collecting data and relate to survey completion and follow-
up.  These difficulties may indicate the sensitive nature of AHF program activities and a
need for community-based evaluation training. 

• field workers found out that the majority of people were afraid to do the
questionnaires. We as a team concluded the fear came from the unknown and un
dealt issues within each individual’s life.



67

• incomplete data collection– frustrating outcome given the time and energy
invested in completing the Achenback Child Behaviour Checklist and Teacher
Report forms during pre-group phase.

Proposed indicators were either specifically stated or inferred from statements
regarding desired program outcomes (e.g. reduction in family violence).  For the
purposes of the document review, indicators have been categorized under the following
headings: awareness, knowledge, attitudes and behaviours.  The overwhelming majority
of indicators suggest that projects would like to impact participant behaviour (e.g.
reduced rates of family violence, improved school attendance, increased rates of parental
involvement in schools); however reports were almost exclusively focussed on the
attainment of immediate service delivery objectives.  The following table illustrates
other examples of desired outcomes cited.

Table 5) Indicators of Change that AHF Projects Desire
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Evaluation reports were completed for some (17%) of the project files reviewed;
however, team impressions regarding project implementation and impact were included
in the solid majority of files (72%) .  Most qualitative information in project files reveals
that AHF investment is valued and needed.   Although many projects proposed
evaluation strategies that measured change in behaviour, their data collection efforts and
analyses were almost exclusively focussed upon more immediate outputs and outcomes
(i.e. service delivery objectives).  In other words, there is an overwhelming focus on
reporting activity but very little on the achievement of desired results for individuals,
families or the community.  In fairness, the evaluation of behavioural indicators is
premature.  After all, the initiative is only a few years old and community based teams
find themselves in the unenviable and unprecedented task of simultaneously determining
needs, building capacity, struggling with denial while designing and implementing
programs to address the Legacy.   Still, more rigorous effort is required to report
changes in realistic short term indicators (e.g. changes in awareness and attitude) in a
way that is clear and measurable.

Sometimes, reports indicate positive participant feedback without any submission of
the participant evaluation forms (i.e. raw data).  Similarly, there were claims of high
participation rates without corresponding details regarding the proportion of survivors
within the community who are engaged.  Many noted increases in service demand
without illustrating, even anecdotally, how they knew there had been an increase.  In
some cases, raw data is included in progress reports (e.g. participant satisfaction forms)
but no analysis or synthesis of participant voice is included.   This is probably owing to
the therapeutic demands upon project teams, as well as community capacity.

Still, there are some stellar examples of community-based self-evaluation that are
worthy of note here.  One project questioned participants directly, in an open ended
fashion, about their expectations and whether or not the project was able to meet these
expectations (e.g. usefulness of information provided, effectiveness of facilitators and
staff, quality of the gathering). This information provided rich qualitative data from
which a clear picture of project activities and impacts could be gleaned and analyzed.
Another proposed using ‘key features’ to determine project performance.  Such ‘key
features’ would be determined by consensus among the stakeholders (i.e. participants
and project deliverers) and could include participant life satisfaction, observable changes
in self-sufficiency, effectiveness of project management and the degree to which the
project was able to become financially self-sustaining.   Finally, another project
undertook an impact evaluation using a within groups repeated measures approach for a
twelve-week program.   While the final report “notes very little change”, it also cautions
that the length of the program was only twelve weeks, and thus no significant changes
were expected.  
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In addition to evaluation, a full series of accountability activities ranging from
formal written reports and meetings to less formal community feedback sessions and
media coverage were noted including:

• quarterly reports;
• evaluation report;
• monthly reports;
• call-in radio show to elicit community feedback;
• scheduled monthly dinner;
• community feedback sessions;
• newsletters, local health fairs, conferences;
• internal monitoring body (e.g., Volunteer Community Survivors Committee); and
• monthly inter-agency meetings.

Finally, in an effort to ensure that resources are appropriately distributed, some attempt
was made to determine if AHF was reaching those most burdened by the Legacy. 

4.1.5    Reach Those in Greatest Need

A small group (16%, n=230) believed that they were definitely reaching those in
greatest need.  The sizable majority (68%) felt that although they were probably
targeting most in greatest need, their efforts could be better, and some (7%) were unsure
while others (7%) were clear that they were probably not reaching those most affected
by the Legacy.  Rarely (2%) were projects certain that their efforts were not reaching
those in greatest need.   From other sources, it is clear that widespread fear and denial or
under-resourcing may be inhibiting progress in this regard.  National respondents were
unanimous in their estimation that the Foundation was able to meet only a few needs
and that the task at hand was far greater than the resources (time or money) allocated to
the effort.  Figure 46 illustrates project perceptions regarding their ability to reach those
in greatest need. 
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Figure 46) Ability to Reach Those in Greatest Need

When questioned how many more people could be serviced if the project had
adequate time and resources, a total of 56,857 resulted (n=101).  On average, that
would mean 563 people for each project (median = 100).  

Although national respondents feel that the Foundation is reaching those who need
the service the most, they acknowledged that things could be better.  They cited
community capacity (i.e. ability to prepare proposals and meet AHF reporting
requirements) as a major barrier to reaching those in greatest need.  Of the two thousand
and eight (2,008) proposals received, six hundred and twenty four (624) have been
funded (31%).   Those that do not receive funding may not directly address the Legacy
(i.e. physical and sexual abuse), have sufficient accountability strategies to survivors and
community or lacking required information.  As well, the enduring misunderstanding
that AHF resources equalled compensation for survivors has meant that some in great
need are confused by the purpose of the Foundation.  For those communities who write
well, prepare complete proposals and meet minimum reporting criteria, the Foundation
works well; but, those in greatest need do not always have such capacity.  The
Foundation has responded with a more interactive and supportive proposal approval and
project monitoring process in an attempt to reach those communities.  Still,
simultaneous court proceedings, sensational and often misguided media coverage,
together with the overall sensitivity of the issue, has led to misconceptions about the
Foundation’s essence and purpose.  The Foundation uses public education to quash
misunderstandings so that survivors will engage in healing, not as a substitute for
redress, but in addition to their quests for justice.  Now, let’s examine what has been
learned along the way.
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4.2    Lessons Learned

When reviewing project files, it was clear the everyone had something to share about
what they learned.  Their lessons fell roughly into three broad categories:

• service delivery;
• project teams; and
• communication.

4.2.1    Service Delivery 

Almost two-thirds (22 files of 36) reported service delivery lessons.   Before services
can begin in earnest, projects determined that breaking through fear and denial can be a
tremendous, complex task.  To earn trust, projects needed to create safe healing
environments by:

• having clearly defined, well published confidentiality procedures that participants
could understand;

• providing support for participants during and after workshops;
• holding smaller, more private discussion groups; and
• as well as ensuring that healers are sufficiently healed before they are entrusted

with healing others. 

Unique strategies are required to deal with the emotional intensity related to resistance
(i.e. fear and denial) and some projects are still at a loss about how to do this best.  In
their quest, one project felt that “any ideas on how to reach the residential school
survivors without further breeching their sensitive trust concerns would be an asset to
the project.”

Once there is a willingness to engage in healing, projects felt that screening
participants was a valuable exercise with some even recommending addictions treatment
or life skills courses as prerequisites to participation in AHF activity.   With respect to
healing services, many report that sessions should be longer in duration and even though
intensive or retreat formats work well, they are still only a beginning: follow-up is
absolutely necessary.  Some prefer working with same gender groups, although
sometimes participants recommended including the whole family in healing.  Two
projects noted difficulty getting men’s groups started.  One is increasing their
advertising efforts while the other hired an experienced male facilitator — a clear
preference for men.   When considering healers, projects consistently cited the need for
self-care and peer support, as well as the pivotal importance of healing the healers.  One
project team discovered that it was impossible to continue their quest to heal others
without first taking the time to heal themselves.   At last, over a third (36.1%) reported
on the value of traditional healing and the need to increase the use of traditional healers,
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Elders and cultural teachings either alone or in collaboration with other methods.
Traditional approaches appear to blend well with western approaches and even seem to
work when merged across Aboriginal cultures.

4.2.2    Project Teams

Well over half (56%, n=36 document files reviewed) found that they would have
benefited from greater capacity including counsellors specifically trained in residential
school abuse but a few warned against simultaneous program delivery and training
reporting that “intensive training interferes with counselling and impacts the services
provided to clients”.  Sometimes, project teams and beneficiaries were equally impacted
by the Legacy.  One project noted:

Training for frontline workers was a huge factor in them realizing that they
themselves had inherited the dysfunctional behaviours of the Residential
School Legacy.  It gave the participating frontline workers an opportunity to
dig deeper within themselves recognizing that each of them need to work . . .
so that they can enhance their helping skills and abilities.

“...we continue to recognize our own need for personal growth as part of our
need as caregivers working towards supporting our families and communities
in their healing.”

In many cases, a combination of successful recruitment campaigns and community
“readiness” magnified service demand had excessively strained the healing team.
Projects reported the need for more support staff, therapists, healers, Elders and helpers
to deal with this increased demand; ideally, those who could speak the language.
However, not all of the capacity needs identified are directly related to project activities;
for example, one project mentioned the need for addictions workers in all of their target
communities.  At last, while leadership issues were not a dominant theme, the following
quote suggests that views held by leaders and project teams can have a significant
impact on community healing:

We need to start with the staff and leadership and their mind set and goals
before we begin to undertake such a great healing initiative.... 

We would suggest that other communities find out where their leaders and
front line workers stand on the healing of their Nations.  If they are not in
agreement, many problems and feelings about the abuses may cause
disharmony.
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4.2.3    Communication

A sizable group (39%) reinforced the importance of providing information to the
community at the outset.  They expressed surprise at how little information and
understanding there is about the Legacy, especially for youth40 and non-Aboriginal
human service providers.  A historical overview of residential schools was reported as
being integral to the counselling process and, in at least one site, information sessions
were more highly attended than therapeutic ones.  Providing information may be the
early step required to break through silence and denial. 

Projects also recommended improved communication strategies to:

• market AHF projects;
• provide more information on residential schools and their impacts (as well as

related issues such as suicide prevention); and
• de-mystify traditional ceremonies.

Such strategies should be specifically designed for each target audience and resources
should be available for video production or one-on-one communication when that
appears to work best (e.g. with local teachers).   For greater mass communication, a
number of projects discovered that “food always draws a good crowd and brings people
back.” At last, one group found that the demand for clinical services tends to take over
all or most of the available time leaving communication as a low priority: they proposed
rescheduling communication efforts whenever caseloads are reduced.

Turning now to survey results, lessons learned were most frequently related to
program delivery (34%, n=215) and administration (34%).   With respect to service
delivery, projects learned that specific therapeutic plans or approaches are needed for
individuals and unique groups (e.g. families, youth, men, gay/lesbian) that realistically
reflect attainable outcomes.  Administratively, they shared that organizing, planning,
meeting deadlines, securing additional resources together with sound financial
management and team building exercises were invaluable. 

As projects began to address the impact of the Legacy, it became abundantly clear
that needs were far greater than anticipated (32%).  Projects learned that they needed
more time for:

• research;
• a more thorough and methodical assessment of need (i.e. of the real impact of

the Legacy and it’s associated problems as well as the loss of culture); and
logically,

40The history of residential schools is not taught in many schools, and some parents and
grandparents remain reluctant to talk about it.
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• program planning and delivery, especially for establishing trust (most notably
with men) and realistically addressing the problem.

Lessons related to team capacity (31%) were also noted, that often centred around hiring
protocols and team empowerment.  Team leaders found out that they should have
elevated qualification requirements and participated in more rigorous screening
procedures (including more exhaustive reference checks).   They discovered that they
needed tools or strategies to determine where prospective healers were in their own
healing journey.   Projects also noted that involving team members in project planning
and monitoring, supporting field workers and fostering trust between the team and
participants were particularly effective.

AHF teams also learned the value of community involvement (22%) in program
planning, promotion and delivery, as well as in creating awareness of the Legacy.  They
noted that community cohesion and empowerment were important indicators of healing.
At last, a few learned that, to be effective, they had to improve networks (8%), program
promotion (7%) and participant involvement (2%).  Figure 47 illustrates the percentage
of projects reporting the types of lessons learned.

Figure 47) Lessons Learned

From a national perspective, it is clear that:

• no single strategy will work for what is an extremely diverse group;
• survivor involvement and strong human resources are essential to success; and
• identifying and addressing inequity, as well as being responsive to community

needs, works well. 
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4.3    Best Practices

With respect to survey data, best practices fell into several broad categories
including:

• approaches to therapy;
• reinforcing culture;
• therapist/healer qualities; 
• administrative strategies;
• targeting activity; and
• communication and networking.

A variety of healing strategies were considered effective by many project teams
(65%, n=221).    Included in some of the most successful approaches were group
focussed healing (e.g. counselling and peer support), family circles, one-on-one
counselling, traditional practices, combining alternative and traditional therapies, home
visits, making activities fun, focussing on prevention and role modelling.  Projects were
also thrilled with their reinforcement of culture (43%) through the use of healing circles
and ceremonies (e.g. sweat lodges, smudging).  They were certain that using the
language, sharing traditions, involving Elders, story telling and retreating to traditional
camps facilitated the healing process. 

Some noted communication and networking as their best practices (about 20% for
each strategy) and included examples such as conferences, outreach, promotion,
partnerships and sharing.  Administrative strategies were shining examples of excellence
for several (19%) who emphasized planning, soliciting feedback, team building,
accountability and group decision making.   Ensuring appropriate practitioner and
healing environment qualities were noted by only a few as best practices (8%, 4%
respectively) .  Figure 48 illustrates the percentage of projects reporting their best
practices by type.  

Figure 48) Best Practices
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When supporting communities, national stakeholders felt that their best practices
were engaging a caring team that respectfully and personally responds to the
community.  They unanimously acknowledged the work of the Community Support
Coordinators in this regard.  The Foundation’s communication efforts, including regional
gatherings, web page and relationship with the media, were also cited as best practices.  

When given an opportunity to rate AHF support for and administration of project
teams, this is what they had to say: While AHF’s national team, application and
funding processes get good grades, respondents were slightly less enthusiastic about
CSC and Board support, project monitoring or evaluation and regional gatherings.
Figure 49 shows how various administrative functions are perceived at the community
level. 

Figure 49) Rating of Support for and Administration of AHF Projects

When information from document review is considered, it is clear that best practices
are most commonly related to:

• communication;
• project team characteristics; and 
• approaches to therapy. 

Many felt that raising awareness was key to the eventual success of any healing
endeavour.  Knowledge of the Legacy provided a social context for what is often viewed
as an individual’s problems.  One group reported that when the history of the residential
school is given to back to the community and to survivors, “it allows them to better
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understand why and how the sexual and physical abuse took place at these schools.”
Increased awareness led to breaking the silence, with one project reporting that Elders
“embarked on new levels of healing” once they began to talk about their residential
school experiences.  In fact, document files revealed that a wide variety of audiences
(e.g. survivors, later generations, service providers, teachers, students and non-
Aboriginal peoples) benefited from learning more about the Legacy.    One video
production was credited with leading a community’s efforts to address the Legacy, and
local media, especially radio, were considered very effective to raise awareness.
Awareness of the Legacy was raised passively (i.e. by the existence of the project) or
actively through media and other concerted efforts:

On June 1 the participants initiated a walk to the legislative building to
promote and create public awareness about the legacy of abuse in residential
schools.  There were about 150 people who attended. Media coverage of the
walk was good.

The opportunity to educate non-aboriginal people of the long-term effects of
the residential school system has been both rewarding and astounding.
Shocking in the sense that the feedback that I have received from the
workshops is that most people never really looked at the residual effects of
such a system and now they seem to have a better understanding of what
First Nations people in general, as well as, what the Two-Spirited people are
going through today.

Another widely acknowledged “best practice” was selecting and developing a strong
project team.   Unequivocally, having well trained Aboriginal teams who were fluent in
their language was considered very powerful.    Sometimes, this meant focussing energy
upon capacity building.  Training has been made available to project teams, volunteers,
Elders, survivors, and even employees of community based services.  Even where
projects worked with non-Aboriginal therapists, training was the link to ensuring
Aboriginal healers would be available over the longer term.   Efforts to build capacity
are often cited as effective strategies because they enabled the active participation of
survivors in all aspects of project delivery: one group trained survivors, then made them
responsible to get other survivors involved.   Another, trained survivors to direct and
support the healing project in the capacity of a volunteer community committee, and
many groups noted that their project teams were made up entirely of survivors (and their
descendants).  In short, involving survivors on project teams or administratively was a
highly regarded strategy. 

With respect to therapeutic approach, many worked with specific groups (e.g.
gender, age, school-based) because it allowed them to more effectively address unique
needs.  Use of traditional healing alone or blended with western therapies were also very
popular, and the use of Elders was frequently mutually rewarding:
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The Elders were very dependable and dedicated to our program.  In fact,
they often commented on how they looked forward to coming into the school
every week.  The Elders also pointed out, time and time again, how good it
made them feel to finally be used as resource people on a regular basis.

Still, some are struggling with a variety of systemic barriers that hinder their ability to
achieve desired results and, in some cases, even to implement planned service delivery
objectives. 

4.4    Greatest Challenges

The most commonly reported challenges were related to participant issues (41%,
n=229).  More specifically projects had difficulty with recruitment, reluctance, denial,
fear, lack of commitment, unwillingness to disclose, substance abuse and suicide
attempts.   Resource limitations also plagued many (30%).  Teams struggled, often
amidst crisis, to meet needs and maintain professional standards.  They would have
enjoyed any additional support in the form of an expanded team or a mentoring/training
program.   Community opposition was also cited as a challenge (18%), as
misconceptions about the intent of AHF-funded activity, politics and other systemic
barriers were apparent to several groups.    A few were stressed by therapeutic issues,
such as ensuring the proper fit between healing practices and participant needs (10%),
while others were overwhelmed with administrative paper work (i.e. reporting
requirements) (10%) and team issues (e.g., retaining staff, need for training) (9%).  At
last, just a few noted communication as a challenge (6%).  Figure 50 illustrates the
percentage of projects reporting challenges.
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Figure 50) Greatest Challenges

Unanimously, project files reviewed acknowledged challenges, including internal (e.g.
personnel, resources and program development) and external issues (e.g. involvement and
support of participants, community, leadership and institutions).  Often, internal and
external forces overlapped, magnifying the barriers encountered.

First let’s look at the internal forces that function to inhibit project performance. Many
document files noted a skills shortage, some so drastic that they were unable to achieve
service delivery objectives.  Sometimes, even though highly skilled western practitioners
were available, projects lacked someone who could adequately blend western and
traditional approaches.   In other scenarios, the need for team members who were adept at
handling crisis situations was noted.  Frequently, it was the gender of the healer or
therapist that presented a problem: women wanted females facilitating their same gender
groups and men, of course, wanted males.   Finding Aboriginal people with the
appropriate skill sets was also a noted challenge.   When community members were
available to act as healers, they occasionally felt too close to clients who were relatives,
neighbours, life-long friends or even enemies.  There was also a strong and reoccurring
need to ensure that healers were completely healthy.   Lack of stable and effective working
relationships within the project or with partners creates some discomfort for AHF teams.   

The sheer volume of work was a commonly noted challenge.  Competing
responsibilities resulted in delays, rescheduling and service delivery gaps.  In some cases,
therapists doubled as administrators and were caught in the unenviable position of making
choices between service delivery and management.  It appears that,
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“time spent away from direct client service seems hard to justify when the
requests for services are as intensive as they currently are; our staff work extra
long days regularly in order to meet these needs; staff burnout is a continuing
concern.”

Overwhelming service demand and competing responsibilities may explain resulting
over-expenditures, budgetary sacrifices or the complete use of annual allocations in the
first quarter.  The scarcity of time left many in a crucial balancing act where “when the
number of active clients is high, the public awareness and education activity suffers.”
Logically, many also cited a lack of sufficient resources, both financially and materially,
to meet service demand.  A number of projects reported the implementation of fund-
raising initiatives for specific objectives and needs that covered a wide range of goods
and services: literature, computers, sound systems, office space, training facilities and
transportation.  

With respect to program development, AHF is really breaking new ground.   Very
little exists that is specific to addressing the Legacy.   Many projects indicated that they
were ill prepared to develop programs without having an intimate knowledge of
survivors’ needs and preferences.  This led to the use of arguably irrelevant, overly
academic training curricula.  Comparable experiences and reactions were noted in
research projects who were lost on how to tactfully approach such delicate issues.

“This ever present concern for us as ‘researchers’ was, how do we design
such a study, how do we do relevant statistics, how do we implement the
survey, how do we analyze the data for it to make sense and to do justice to
the community.”

Managing a variety of therapeutic preferences in one project was also a noted challenge.
Some people prefer same gender groups or are sensitive about the use of traditional or
western approaches; but, it is clear that there is a great need for more skilled personnel
in both western and traditional therapeutic approaches of both genders.  At last, projects
are also facing the dilemma of having one project meet the needs of several
communities in a culturally cogent way who may or may not be culturally similar. 

Beyond the internal challenges faced by project teams, many external forces limited
AHF-funded activity.  Ultimately, results are controlled by community acceptance of AHF
intervention; but, denial and fear loom menacingly over many.  Regularly, sites noted that
communities still minimize the impact of the Legacy and individuals still refuse to admit
to being survivors.  Some communities are suffering from harsh social disintegration,
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unhealthy family dynamics, as well as, a generally accepted negative attitude toward AHF
efforts.  Albeit rare, there are communities who have reported that rape and spousal assault
are considered to be socially acceptable behaviours in their communities, and that schools
were unsafe places where students were threatened or assaulted physically and sexually.
In such scenarios, interest and involvement had to be nurtured, but sometimes this led to
engaging with participants who were violent, pessimistic, emotionally closed or suffering
from substance abuse addiction.  Project personnel still spent a great deal of time and
energy attempting to break through the wall of silence and skepticism, while sensitively
convincing individuals of the importance of the work. 

We became aware very early in the game that people had the right to refuse
to participate.  And, they had the right to be free of coercion, . . . .  It became
delicate at times, because our repeated questions of, “Do you want to do a
group tonight?”, “Do you want to do a questionnaire?”, and “Can we do an
interview with you?”, sometimes felt like coercion.  But, we were also very
aware, because we were both residential school survivors, that those guarded
secrets sometimes needed gentle prodding to bring it to the surface.

But there are other psychological barriers to gaining full participation from
community members.  One project found it difficult to overcome the loyalty that some
youth feel towards their abusing families.  Similarly, devout Catholics are suspicious and
feel criticized when the history is recounted.  Once trust is achieved, it can be easily
annulled with the high rates of staff turnover.  Some communities are experiencing little
or no support from leadership and, in some cases, leadership was staunchly resistant.   At
last, the focus on “compensation” continues to prevent potential clients from seeking
help, community tragedies (e.g. suicides) often interrupt program scheduling and poverty
presents an enormous program challenge. 

“It should be noted that people who are experiencing severe poverty may
often opt for training that provides hope of employment, personal healing
becomes secondary to them in their day-to-day survival.”

With respect to institutional challenges, some projects noted that provincial agencies
continue to refer survivors to western therapists despite the lack of cultural relevance, as
well as a general ignorance, and even denial, of Legacy on the part of some practitioners.
The majority of files reviewed indicate that projects are overwhelmed by the response
burden created by AHF reporting requirements, ever-changing formats, and are frustrated
by incomplete data collection.   They noted that administrative reports took an enormous
amount of time away from service delivery.  At last, the uncertainty of the project’s future
is apprehensively felt by many. 
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“Further, there is a frustration at this time about the future of our proposal.
Commitments have been made to families for support and counselling yet it is
unclear whether we will be able to continue . . . . .  It is very disconcerting for
staff who have worked well all year to be uncertain if their job will continue.”

The national team felt challenged by their limited ability to reach remote
communities, support those who have a good idea but lack human resources, and
covering the vast Canadian landscape.  They were daunted by the enormity and
complexity of educating the Canadian public, resistant politicians, and the confusion
associated with healing and compensation. And, last, but certainly not least, challenges
lay ahead from the national perspective in:

• addressing numerous concerns identified in proposals;
• servicing the North where more interactive work planning is needed;
• dealing with high staff turnover rates, and last, but most poignantly; and
• initiating the unprecedented work of unravelling the impact of the Legacy,

opening wounds and expecting them to heal without after- care or sufficient
time. 

What follows is a summary of recommendations made to the Foundation from survey
respondents, quarterly reports, and the evaluation team.
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5. Recommendations

Each target group has its own perspective on how AHF funded activity can improve.
Projects were asked to identify what they felt might be the recommendations offered by
select target groups or stakeholders (e.g. survivors, elders, project team members,
project sponsors, youth, women, gay or lesbian people, and the homeless).  The
following results reflect this indirect assessment made by those completing the survey
regarding the opinions of the key stakeholders.

To be clear, the recommendations are classified into several broad areas as follows:

• program or therapeutic approach,
• facilities and equipment,
• communication/networking,
• management/team issues,
• community,
• resources and
• culture.

With respect to program or therapeutic approach, the recommendations recorded
ranged from ensuring greater sensitivity to group specific needs by establishing unique
care for youth, gay and lesbian participants, Elders, women and men to offering more
individualized counselling.  Some recommended focussing therapeutic efforts on self-
esteem enhancement, confidence building and personal empowerment, while others
called for crisis intervention services, home care, better security and safety measures and
increased use of retreats for healing purposes.   Recommendations in this category also
reinforced the value of parenting and interpersonal communication skills, education
about the Legacy and program continuity.

Facilities and equipment recommendations revolved around the need for more
space or enhancing the accessibility of the current space and greater access to
computers.  When offering recommendations related to communication or networking,
perspectives centred around increased interaction with potential participants and
supportive organizations. They wanted to increase survivor involvement and awareness
of the Legacy, as well as strengthen partnerships, upgrade  referral process and gain
greater access to specialists.

Management and team related recommendations were characterized by the
following examples: more training (e.g. mandatory anti-homophobic workshops),
increased staff continuity and qualifications, greater matching of team abilities with
target populations together with changes to policy, procedures and reporting formats.
With respect to community recommendations pointed towards the importance of
ensuring that more Elders, youth, men, leaders, survivors, and other target groups are
involved in decision making about program evolution and sustain-ability. 
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Resource recommendations were almost always related to the recognition that the
impact of the Legacy is far more pervasive and complicated than originally imagined.
It is important to understand the relationship of resources to results and the ability of the
Foundation to reach all those in need.  In evaluation, resources, reach and results have
clear implications for one another.  If resources are limited, projects are required to
focus their efforts and some may need to be very narrow in their hopes for change (i.e.
results), as well as, in their hopes to service all those in need (i.e. reach).   In short, there
are key variables when measuring program performance and they are:

• resources (how much money we had);
• reach (how many people we tried to influence); and 
• results (what we hoped for and were able to achieve).

In the final analysis, the relationship between these three variables is necessary to
understanding what happened and what changed, if anything.  Repeatedly, and from
every data source, it is clear that the healing required is of a greater intensity and
duration than anticipated, and programs would like to operate with adequate equipment
and space.

Many recommendations emphasized the role of culture in program practice. They
felt that increased cultural awareness and pride facilitated the achievement of long term
goals and advised the resurrection and reinforcement of traditional healing practices and
social organization (e.g. traditional roles, language, bush camps and the guidance of
Elders).

First, let’s examine the results across all target groups.   The most noted suggestions
for improvement were related to program or therapeutic approach, cultural
reinforcement, management and team issues and community involvement.   Of course,
each group had their own priorities and for simplicity and clarity, only the three most
commonly cited suggestions for improvements are noted for each target group (A fuller
illustration of the suggested improvements from each target group is provided in
Appendix K).  For survivors, program or therapeutic approach is most important (58%),
while Elders favoured cultural reinforcements (57%).  Professionals most frequently said
that addressing management and team issues would best serve projects (49%) and
sponsors highlighted increased resources (41%).  Youth, women, gay/lesbian and
homeless stakeholders all agree that modifications to the program or therapeutic
approach would best ensure success (78%, 86%, 69%, and 73%, respectively).  Figures
51 and 52 illustrate the unique suggestions of each target group.
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Figure 51) Recommended Improvements from Survivors, Elders,
Professionals, and Sponsors

Figure 52) Recommended Improvements from Youth, Women,
Gay/Lesbian and the Homeless
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From document review, a slightly different pattern of recommendations emerged.
Almost half (44%) of the document files provided feedback regarding the grantee-
Aboriginal Healing Foundation (AHF) relationship and addressed the following themes:

• funding and guideline changes;
• reporting and;
• information sharing.

Now that projects have been up and running for a year or longer, they know that
additional salary funding to compensate project personnel in the form of Employee
Assistance Programs and paid leave to prevent ‘burn-out’ is required.  Listed below are
other recommended funding and guideline changes:

• that a policy or funding guideline be implemented to ensure that training funds
are spent in Canada;

• that AHF ensures that grant recipients make healing activities available to all
grass roots;
people regardless of their political affiliation within a First Nation or Aboriginal
community;

• more than one project in a community are funded (e.g., youth project in addition
to a survivor focused project);

• survivors helping survivors be recognized as a credible healing method; ‘clinical
intrusion’ needs to be avoided; and

• that additional time be allowed for needs assessment and developmental
processes where warranted.

Project personnel were often frustrated with the volume of forms and reports
required, and they would like AHF to place less emphasis on application completion and
revise reporting requirements so they are less repetitive and complicated.  Some called
for national team visits as a way of ensuring that recipients are delivering a project as
articulated in their proposal.  

Projects want to share more information formally and informally with the national
team and other projects.  To that end, they suggested an annual forum for AHF projects
to network, attend training workshops, do project presentations and recognize the unique
achievements of various activities with an awards ceremony.  They wanted AHF to
distribute a list of all funded projects with contact information, a brief project
description and project guideline materials.  At last, they also felt that the development
of a resource library would contribute to their effectiveness.  Projects want AHF to
advise them about funding termination decisions in a timely fashion.  When project staff
are uncertain about whether or not funding will be continued, their tendency may be to
secure other employment rather than live with the uncertainty.  Finally projects
requested that a description of the healing journey is provided so communities will
know whether or not Elders who assume ‘practitioner’ roles are healed.  By undertaking
these recommendations, AHF could further contribute to both the safety of project
clients and the quality of services.
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The unique perspective of the national team was also apparent in document files, and
the following discussion highlights their perspectives on change.  AHF staff
recommended that greater efforts be made to ensure that project co-ordinators are fully
aware of reporting requirements so that reports are complete and that quarterly reports
include more information that is directly relevant to performance.  They felt that site
visits could be used as a vehicle to determine project impact.   Some concerns were
expressed that projects may not have adequate insurance coverage for their activities
(e.g. counselling) and recommended that greater care be taken to guarantee that projects
understood their liabilities.  The national team endorsed consultation with survivors
during the proposal and project development phases as a way of garnering support for
and involvement in the project.  To facilitate success, national respondents felt that they
needed to be ever diligent at addressing inequities by ensuring that key groups (e.g
youth, the Métis and incarcerated survivors) are drawn in to develop a strategy that
would strengthen outreach efforts; educating the public at large; communicating the
history and impact of the Legacy; securing long term funding commitments from
churches and government and enhancing the mandate of the AHF. 

At last, the evaluation team had these comments and recommendations to offer.
Many projects and to a significant extent, even the project monitoring and evaluation
function of the Foundation, focus very heavily upon service delivery objectives as
though they are the ultimate outcome.  In other words, there is a confusion of the
“means” with the “end”.  To be clear, let’s review the logic of AHF program activity. It
is assumed that service delivery will lead to short term outcomes, which in turn, will
lead to longer term outcomes and finally lead us to our ultimate goal of sustainable
healing.  The logic is represent schematically below.

service delivery
➥ short term outcomes

➥ longer term outcomes 
➥ ultimate goal 

those who are suffering the Legacy
meaningfully resolve their trauma,
break the cycle of abuse and have
enhanced their capacity to sustain

well being.  

What has happened in the majority of document files is an overwhelming emphasis on
service delivery and implementation without a corresponding measurement of short term
outcomes.  In cases where denial is an issue, then service delivery and participation are
clearly “ends”; however, the desired outcomes of AHF funded activity are much greater
“ends” than merely service delivery.   In other words, many projects and internal
monitoring functions appear to rest comfortably upon the completion of day to day



88

activities or service delivery objectives, without any evidence that short term outcomes
have been achieved despite the fact that more rigorous evaluation plans were submitted
with project proposals. In addition, while the age, sex, special needs and aboriginal
identity data submitted in quarterly reports appears very thorough, it is not clear that
individuals are being counted only once. 

Project reports may be selective as they focus more on positive aspects of the project
than negative, and there is wide variability in the amount of documentation offered by
the community-based team.  Some have external evaluation reports or raw data from
client satisfaction surveys but do not include evaluation reports, raw or aggregate data
consistently, if at all.  At last, there is a substantive amount of repetition as various
reports produced during the course of a project contain much of the same information.
This is particularly important when it comes to statistics related to program
participation.  Unless an end of project summary exists, it is difficult to get an accurate
read of the number of individuals participating in a project, and virtually impossible to
do a cost benefit analysis.

If further development of the project monitoring and evaluation functions evolves to
a point where qualitative information is drawn from the text of submitted reports as part
of the internal evaluation process, a coding scheme should be prepared.  The advantage
to using qualitative data analysis software for AHF reports is that coded segments can be
quickly retrieved and little or no supplementary data need be collected, except where
unique cases need detailed scrutiny.  In addition, serious consideration should be given
to engaging in a meta-evaluation (or a critical analysis of key community evaluations),
especially of those projects that are using rigorously tested (i.e. psychometrically
evaluated), standardized instruments and a within groups repeated measures design (i.e.
testing project participants before and after they engage in program activity).
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6. Concluding Remarks

In conclusion, it is important to identify the weaknesses of this evaluation effort.
AHF is embarking on an unprecedented journey; and while family violence and
substance abuse treatment initiatives are arguably comparable, the efforts of Aboriginal
peoples to heal from the Legacy will be faced with unique challenges.  Therefore,
comparative information was not included because it was essentially unavailable.  In
addition, the range of affordable methods were heavily reliant upon self-report data for
both descriptions of program impact and attribution analyses.  At last, while the research
team has been a keen partner and functioned like an evaluation steering committee, there
were no resources to facilitate the participation of key community agents.   Still, the
information available suggests that something is definitely happening with respect to
awareness of the Legacy and the initiation of a long and complicated healing journey.
While we believe intuitively that AHF has played a role, we cannot say with certainty
how powerful that role has been. 

Ultimately, AHF cannot be separated from the Canadian context where the link
between health and social stratification is strong.41, 42, 43, 44 Health, after all, is the by-
product of strong social organization and not an end to a complicated array of services.
Any evaluation of AHF efforts must be framed within a comprehensive health paradigm
which closely parallels traditional Aboriginal notions of well-being.   The paradigm
known as the health determinants framework is being advocated by leading economists,
sociologists, psychologists and health practitioners alike and is really the long overdue
recognition of what the Elders have been saying all along.   Within the health
determinants framework, any healing initiative is extremely limited in its ability to
change the rank of Aboriginal peoples in the Canadian social hierarchy and it may be
this factor that affects health and healing more powerfully than any service related
program.

41Syme, S. L.: The social environment and health.  Health and Wealth, Proceedings of the
American Academy of Arts and Sciences, 123(4): 79-86, 1994.

42Frank, J. W. and Mustard, J. F.: The determinants of health from a historical perspective.
Health and Wealth, Proceedings of the American Academy of Arts and Sciences, 123(4): 1-19,
1994.

43Wilkinson, R. G.: the epidemiological transition: From material scarcity to social
disadvantage.  Health and Wealth, Proceedings of the American Academy of Arts and Sciences,
123(4): 61-77, 1994.

44Renaud, M. The future: Hygeia versus Panakeia.  In Why are Some People Healthy and
Others Not?, eds. R.G. Evans, M. L. Barer, and T. R. Marmor, New York (NY): Aldine de
Gruyter, 1995.
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Still, there are key psychological forces which AHF directly serves to strengthen. 

"Beyond the looking-glass self (the self defined by society and the
perceptions of others) is a self that develops out of the autonomous and
efficacious actions of the individual.  It is a self that derives its experiential
locus not primarily from the imagined perceptions of others, but from a sense
of volition or causal agency and its consequences . . . . "45

This orientation is most consistent with traditional Aboriginal views that various
conceptualizations loosely labeled as self-confidence or esteem are drawn exclusively
from industrious, efficacious interaction with the environment.46 Personal industry is
fundamental to the healing journey, and the best way to boost beliefs in personal ability
is through accomplishment.    In other words, AHF functions to plant these seeds in
Aboriginal minds. 

“I can overcome the challenges presented to me in my childhood.  I can
change how I interact with my spouse and my children.  I can live a more
peaceful life because I understand how the Legacy has affected me.  I can
succeed at training programs and I can change how other survivors view
themselves because I have  shared the history, explained the impact of the
Legacy and have initiated healing at the local level with other survivors who
now support its celebration. I can revise healing practices to become more
culturally hospitable and I can facilitate the dismantling of the wall of
silence. ”

Aboriginal people will lead the way on this healing path, not only through the
development of strong selves, but also by changing the nature of “healing from the
Legacy” that never seemed to feel good or work right.    These individuals will feed fuel
needed to address the Legacy’s impact because those that come after them will learn
vicariously that they too can be part of ensuring that tomorrow is better than today.47

And, the movement will begin to change Canadian society.   

“Rather than attempting to close the door on the past, looking only to the
future of communities, the terrible facts of the residential school system must
be made a part of a new sense of what Canada has been and will continue to
be for as long as that record is not officially recognized and repudiated.

45Gecas & Schwalbe, 1983, page 79.

46In consultation with Algonquin Elder and linguist Ernest McGregor, September 12, 1987. 

47Bandura, A.: Self Efficacy: Toward a Unifying Theory of Behavioural Change, Psychological
Review, 1977, Volume 84, No. 2, 191-215.
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Only by such an act of recognition and repudiation can a start be made on a
very different future. . . . . The future must include making a place for those
who have been affected by the schools to stand in dignity, to remember, to
voice their sorrow and anger, and to be listened to with respect.”48

The greatest challenge that remains is to creatively reach those who are in denial of
the problem or fear the healing journey.  This challenge must be undertaken through the
collaborative efforts of those who have successfully dismantled individual and
community resistance.  The influence of AHF, at least for the near term, may be
strongest in opening up survivors and their families to the possibility of a different way
of life.  But, beyond the facilitation of disclosure and acknowledgement of the impact of
the Legacy, there is a long and complicated road to well-being.  When survivors do
embark on this journey, there must be respect and recognition for the challenges they
will face.  What is essential to this analysis is that there is still a great disparity between
Aboriginal communities on the healing journey.  For the future, AHF must continue its
work to support those who have been weakened by the Legacy, it must continue to
monitor its investment to ensure that funds equitably address all those in the circle with
clearly defined (measurable, specific and time limited) service delivery objectives, as
well as distinct targets and desired outcomes.

48Royal Commission on Aboriginal Peoples: Report of the Royal Commission on Aboriginal
Peoples, Volume 1 Looking Forward, Looking Back, Minister of Supply and Services, 1996,
page 382.
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Listing of  Document Review Files Appendix A

1) CT - 53 - NS - Eskasoni Mental Health and Social Work Services - NS
2) CT - 65 - BC - Gitsan & Wet'suwet'en Res School Committee - BC
3) CT - 78 - NB - Enhancing Holistic Treatment Naturopathic Healing - NB
4) CT- 161 - BC - Tseil-Waututh Nation
5) CT- 167 - SK - Healing within the Circle - Saskatchewan
6) CT - 180 - SK - Ile-a-la-Crosse Friendship Centre
7) CT- 190 - SK - Healing Families Together-Outreach Program -SK
8) CT - 229 - Sask - P. A. Associated Counselling and Mediation Services
9) CT- 267- ON - Knaw chi ge win (Making Things Right) - Ontario
10) CT- 316 - AB - Alexis Health Department
11) CT - 302 - BC - Urban Native Youth Assoc.
12) CT - 324 - ON - Mnjikaning First Nation
13) CT- 350 - BC - Reclaiming Our Pride, Communities and Families - BC
14) CT - 377 - ON - Minwaashin Lodge: Aboriginal Women’s Support Centre
15) CT- 391 - NS - Membertou Wellness Committee 
16) CT - 411 - Hamlet of Cape Dorset
17) CT- 917 - QC - Nemaska First Nation Community Healing Project - Quebec
18) CT- 2429 - SK - Building a Nation Life Skills Training Inc.
19) DV - 101 - AB - Loon River First Nation Community Wellness project - Alberta
20) DV -160 - NT - Spirit Awakening - Northwest Territories
21) DV - 165 - Sask - P. A. Associated Counselling and Mediation Services
22) DV - 181 - Sask - Cote First Nation
23) DV - 232 - ON Algonquins of Pikwakanagan First Nations
24) DV - 266 - ON - On the Road - a mobile healing circle - Ontario
25) DV - 307 - ON - Children of Shingwauk Alumni
26) DV - 343 - AB - Kainaiwa AAKSSOKINAAPIOHSIWA  - Albta
27) DV - 310 -QC - Conseil de la Nation Atikamekw
28) DV - 369 - SK - Agency Chiefs Tribal Council
29) DV - 375 - QC - Council of the Cree Nation of Mistissini
30) DV - 491 - BC Tsawataineuk Band Council
31) DV - 581 - ON Ojibways of the Pic River First Nations
32) DV - 592 - ON Walpole Island
33) DV - 597 - MB - Ma Maw Wi Chi Itata Centre Inc
34) DV - 1369 - BC - Chawathil First Nations
35) HH - 42 - SK The Stardale Women’s Group Inc.
36) RB - 235 - Mianigsijit (Baker Lake)
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Document Review Template Appendix B

Project Number:
Project Title:
Grantee:
Region:
Start Date:
End Date:
Contribution Amount:

Documents included in file: (check)
___  Final Project Monitoring Transfer Sheet
___  Project Performance Review Format: 4th Quarter

___  3rd Quarter Project Monitoring Transfer Sheet
___  Project Performance Review Format: 3rd Quarter

___  2nd Quarter Project Monitoring Transfer Sheet
___  Project Performance Review Format: 2nd Quarter

___  1st Quarter Project Monitoring Transfer Sheet
___  Project Performance Review Format: 1st Quarter

___  Application for Project Funding
___  Review Criteria

Supporting Documents (e.g. final reports, evaluation reports): List titles:

Project Description:(Summary)

Target Groups
___  First Nations - on reserve
___  Inuit
___  Métis
___  Women
___  Youth
___  Elders
___  Incarcerated
___  Gay, Lesbian & Bisexual
___  Off reserve FN
___  Other (specify)
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Challenges:
References to challenges, obstacles and barriers mentioned in the project reports, including
responses to the question, Was there anything that you would not do the next time? Also refer to
sections of quarterly reports asking for explanations where objectives were not achieved.

Lessons Learned:
Specific references to lessons learned or problems, obstacles or challenges that were overcome
in the course of the project and how they were overcome. Also refer to responses to the ques-
tion: Are there any changes that you would make in the development or implementation of the
project? And relevant responses to: Are there any activities or approaches that you think other
projects or the Foundation would find useful?

Successes:
References to successful activities including responses to reporting question, What activities
would you continue... and relevant responses to: Are there any activities or approaches that you
think other projects or the Foundation would find useful... Also, references to unanticipated
benefits of the project and responses to Other results, observations, spinoffs, comments sections
of reports.

Evaluation:
i) If the project has been completed, does the final report include an evaluation or has a separate
evaluation report been submitted? Yes ___ No ___

If yes, include details (e.g. name of report, author, whether it was done internally or externally)

ii) Evaluation Methods:
References to the methods used to evaluate the project. If project is in process, refer to the eval-
uation methods outlined in the project proposal.

iii) Evaluation Results
Reported results of evaluations, including participant feedback.

Comments and Quotations - Any additional, miscellaneous or supplementary information
that is noteworthy or unique, including particularly powerful or insightful quotations.

TO BE CONSIDERED: (The question is, would these categories provide any useful information that
will not otherwise be captured?)

Capacity Building:
___  Training (including details such as who was trained and the nature or content of the training)
___  Hiring community members 
___  Use of resources/expertise from outside the community (provide details regarding how this

supports capacity building)
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Linkages/ partnerships with other organizations, agencies, programs, services, etc.: (is there a
need to address linkages since all projects seem to have developed them?)

Site Visit
Note any references to a recommended site visit or reports on a site visit by AHF staff. (NOTE:
visits by community support workers are not referred to as site visits, so the wording should be
changed to include these visits as well.)

Recommendations made by AHF staff and reviewers:
Recommendations made by project grantees:
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Mail Out Process Evaluation Survey 2001 Appendix C 
DESIGNED TO BE FILLED OUT WITH YOUR GUIDE

Project Name: __________________________   Project Code: __________________
Location (City/town/hamlet or village):_________________________________
Region: _____________________________Project Start Date: _________________

This survey is intended to be completed by a group if possible.  The group should include at least:
· one project deliverer (trainer, healer, etc)
· one survivor or someone affected by inter-generational impacts who has participated in

the decision making process about the project
· one community service provider who has been involved indirectly by either accepting or

providing referrals (e.g. the public health nurse or local social worker).

If you have any questions about how a particular question should be answered, please consult your Survey Guide.
If time does not allow the gathering of a group to complete this survey, please have a community member who is
most familiar with the program, fill out the questionnaire. 

A. WHO
Participants

A.1 Is your project ...
❑ a healing project?  If your project has a healing component, answer questions A.2 through

A.5, otherwise proceed to A.6.
❑ a training project?  If your project has a training component, answer questions A.6 to A.9

A.2 How many individuals have participated in healing activity as a client (includes centre based
therapeutic healing, sharing circles, camps and retreats, etc.)?  Each client should only be
counted once.

_____ total # of people who have participated in healing activity. 
❑ Not sure
❑ Not applicable (e.g. video production, research or documentation projects)

A.3 How many individuals participated in a group event associated with the healing activity
(includes a feast, social, pow wow etc.)?  Consult your Survey Guide for this question. 

_____ total # of people who have participated in healing activity. 
❑ Not sure
❑ Not applicable

A.4 How many individuals who participated/are participating in AHF funded healing activity are in
the following categories?  (Provide the best estimate).

_____ First Nations on reserve
_____ First Nations off reserve
_____ Metis
_____ Inuit
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A.5 How many individuals who participated/participating in AHF funded healing activity are in the
following categories?  (Provide the best estimate).

_____ youth
_____ women
_____ gay or lesbian
_____ incarcerated
_____ men
_____ Elders
_____ inter-generationally impacted
_____ homeless
_____ survivors

If your project has a TRAINING component, answer questions A.6 to A.9.

A.6  How many individuals have participated in training as trainees (includes workshop participation,
formal classroom training, etc.)? 

_____ total # of people who have participated in training. 
❑ Not sure
❑ Not applicable (e.g. video production, research or documentation projects)

A.7 How many individuals participated in a group event or group events (includes a feast, social,
pow wow etc.) associated with the training activity?  

_____ total # of people who have participated group event associated with training activity. 
❑ Not sure
❑ Not applicable

A.8 How many individuals who have participated in AHF funded training are in the following
categories?  (Provide the best estimate).

_____ First Nations on reserve
_____ First Nations off reserve
_____ Metis
_____ Inuit

A.9 How many individuals who have participated in AHF funded training are in the following
categories?  (Provide the best estimate).

_____ youth
_____ women
_____ gay or lesbian
_____ incarcerated
_____ men
_____ Elders
_____ inter-generational
_____ families
_____ homeless
_____ survivors
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A.10 To what extent do the following participant characteristics present challenges/difficulties you
must deal with in operating your AHF project?  (Indicate the extent of the challenge by checking
the appropriate box.)

(a) lack of survivor involvement in the project ❑ ❑ ❑ ❑

(b) history of incarceration ❑ ❑ ❑ ❑

(c) denial, fear, grief ❑ ❑ ❑ ❑

(d) lack of parenting skills ❑ ❑ ❑ ❑

(e) history of suicide attempts ❑ ❑ ❑ ❑

(f) history of abuse as a victim ❑ ❑ ❑ ❑

(g) history of abuse as an abuser ❑ ❑ ❑ ❑

(h) history of adoption ❑ ❑ ❑ ❑

(i) history of foster care ❑ ❑ ❑ ❑

(j) family drug or alcohol addictions ❑ ❑ ❑ ❑

(k) poverty ❑ ❑ ❑ ❑

(l) lack of literacy skills ❑ ❑ ❑ ❑

(m) lack of communication skills ❑ ❑ ❑ ❑

(n) Other Please specify _____________________ ❑ ❑ ❑ ❑

Notes or comments: _____________________________________________________________

A.11 How many of the people participating in your healing project require greater attention because
of special needs (e.g. severe trauma suffered, inability to open up in a group, history of suicide
attempt or life threatening addiction, etc.)?  ____________

A.12 How are special situations addressed in your project?

Check One, if it applies:
❑ we do the best we can without special training, community services or volunteer support
❑ all employees are trained to deal with serious issues (e.g. suicide, family violence, addiction)
❑ some employees are trained to deal with serious issues (e.g. suicide, family violence,

addiction)

Severe Moderate Slight No
(>80%) (40-80%) (1-40%) Problem 
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Check One, if it applies:
❑ visiting professionals (specifically trained to deal with special needs) provide support

weekly
❑ visiting professionals provide support monthly or yearly
❑ we believe that there is no one in our project with a condition that is serious enough to

require a different approach

Check One, if it applies:
❑ volunteers (with special training) work one on one with these individuals/families
❑ volunteers (without special training) work one on one with these individuals/families
❑ we rely on peer support 

Check if it applies:
❑ other, please specify ___________________________________

A.13 Is your project able to accommodate all the people who need therapeutic healing or who desire
training?
❑ Yes If yes, proceed to question A.15
❑ No If no, proceed to question A.14

A.14 If your project found it could not/cannot enroll all who want to participate, how would you/do
you choose participants?   In other words, who is given first priority?

________________________________________________________________

A.15 In the opinion of the group gathered to answer this survey, is the project reaching those who
need the service the most?  Please check only one response.

5 4 3 2 1____________ ____________ ____________ ____________ ____________

Yes Yes Not sure Probably Not Definitely Not
Definitely But could be

better

If the group answered probably not or definitely not, offer an explanation for why they feel this
way.______________________

A.16 How many more people in need of therapeutic healing/training could you serve if you had more
space/qualified human resources/ money?
_______ (# of people seeking healing services/training)
_______ unsure

A.17 How many people currently participating in therapeutic healing/training have participated in
another similar healing/training project (not funded by AHF) BEFORE they came to your
project? (Please consult your Survey Guide.)

❑ None
❑ Unsure
# of people who have participated in previous healing projects____________
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Personnel and Volunteers

A.18 Please think about the total duration of your project.  Over that time period, how many full time
(who work 30 hours per week or more) paid employees did/do you have in total?                 

A.19 Please think about the total duration of your project.  Over that time period, how many part time
(who work less than 30 hours per week) paid employees did/do you have in total?

A.20 What kind of training did employees take during the project?  Check all that apply.  Please also
tell if the training was adequate or inadequate to meet project needs by checking the appropriate
box.  Use your survey guide to help answer this question if needed.

(a) Crisis intervention ❑ ❑ ❑ ❑

(b) Trauma awareness ❑ ❑ ❑ ❑

(c) Counselling Skills ❑ ❑ ❑ ❑

(d) Aboriginal language/culture ❑ ❑ ❑ ❑

(e) Computer/Internet Training ❑ ❑ ❑ ❑

(f) Learning about the History and
Impact of Residential Schools ❑ ❑ ❑ ❑

(g) Learning about the application of the Charter
of Rights and Freedoms in the project ❑ ❑ ❑ ❑

(h) Dealing with Family Violence ❑ ❑ ❑ ❑

(i) Professional Development Training ❑ ❑ ❑ ❑

(j) CPR/First Aid ❑ ❑ ❑ ❑

(k) Programs related to family functioning
(e.g. child development and parenting skills) ❑ ❑ ❑ ❑

(l) Other Please specify ❑ ❑ ❑ ❑
________________________________
________________________________

A.21 What additional training was/is needed for the same employees?

Basic Advanced Training was/is Training is/was
training training ADEQUATE for NOT ADEQUATE

project needs for project needs
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(a) Crisis intervention ❑ ❑

(b) Trauma awareness ❑ ❑

(c) Counselling Skills ❑ ❑

(d) Aboriginal language/culture ❑ ❑

(e) Computer/Internet Training ❑ ❑

(f) Learning about the History and Impact of
Residential Schools ❑ ❑

(g) Learning about the application of the Charter of
Rights and Freedoms in the project ❑ ❑

(h) Dealing with Family Violence ❑ ❑

(i) Professional Development Training ❑ ❑

(j) CPR/First Aid ❑ ❑

(k) Programs related to family functioning
(e.g. child development and parenting skills) ❑ ❑

(l) Other Please specify ❑ ❑

____________________________________
____________________________________

A.22 In a typical month, estimate the number of hours of volunteer service contributed to the project.
_________

A.23 Where were volunteers (not paid employees) most likely to contribute their time.  Please check only the
most common activities.

❑ Administration (planning, management)
❑ Food preparation
❑ Operations (maintenance)
❑ Workshops
❑ Fund-raising
❑ Healing Circles
❑ Recruitment
❑ Transportation (e.g. providing or bus monitoring) 
❑ Other Please specify __________________________________

Basic Advanced
training training



B. WHAT

B.1 Where are MOST (i.e. more than 50%) of your project resources spent?  (Choose only two).  Please refer
to the survey guide for definitions of these answer categories.  

❑ communications or public awareness
❑ research or history documentation (honour)
❑ healing
❑ training
❑ curriculum development
❑ community service
❑ reconciliation
❑ strategic planning
❑ needs assessment
❑ Other (please specify:)_______________________________

If your project has a healing component, answer questions B.2 through B.6, otherwise proceed to B.7.

B.2 If your project has a healing (centre based, healing circles, counselling etc) component, estimate how
many hours an INDIVIDUAL participates in healing activity from the beginning of the healing program
to the end?  Please consult your Survey Guide to answer this question. ____________

B.3  What is the total number of people who have participated in AHF funded healing activities?  Do not
count the same person twice and consider all healing activities offered during your contract with AHF. 
Please consult your survey guide to answer this question. 

____ (TOTAL # of participants)

B.4    How many individuals completed the healing project? ______

B.5 How many individuals did NOT complete the healing project? ______

B.6 Why did they not complete the healing project?  Please explain.
_________________________________________________________________________
_________________________________________________________________________

If your project has a training component, answer questions B.7 through B.12, otherwise proceed to the next
section.

B.7 Please estimate how many hours INDIVIDUAL participants have attended training sessions.  You may
wish to consult your Survey Guide to answer this question. _______________________

B.8  What is the maximum number of trainees you can enroll in your training project in a given year?_____ 
(# of trainees)

B.9    How many completed the training project? ______

B.10 How many did not complete the training project?  Provide your best estimate ________ 

B.11 Why did they not complete the training?  Explain
_________________________________________________________________________
_________________________________________________________________________

102



103

B.12 How do employees promote your project?  (Please check all that apply.) 

❑ Participated in public speaking and other public forums
❑ Attended/Hosted workshops
❑ Distributed literature
❑ Put articles to local newspapers/journals/newsletters
❑ Put articles to other newspapers/journals/newsletters
❑ Invited, spoke to or met with local politicians
❑ Met with local service agencies
❑ Invited other projects to visit 
❑ Meetings
❑ Outreach
❑ Use of local radio station
❑ Public relations or media relations events
❑ Sent out a petition and letters for more money
❑ Shared printed materials with other AHF projects  
❑ Visited other AHF sites
❑ Other, Please specify _________________________________________

B.13 What is main method of promotion? _______________________________ 

C. WHERE

C.1 How many communities does this project serve? ________________

C.2 Describe your community or most of the communities that you serve. 
(Please check only one).

❑ Remote -  a community that cannot be reached by road or ferry service
❑ Isolated - a community that can be reached by road or ferry service and is more than 350 kilometres

from a town with more than 1,000 people.
❑ Rural - a community that can be reached by road ro ferry service and is more than 50 kilometres from

a town with more than 1,000 people
❑ Urban - a community that can be reached by road or ferry service AND is located within 50

kilometres of a town/city with more than 25,000 people. 

C.3 How many people live in your community?  If your project serves more than one community, what is the
average population of those communities?  If you are unsure, ask your local government.  Please consult
your Survey Guide to complete this question.
_____________ # of people in the community OR the average # of people in the communities 

C.4 Where was the project delivered?    

❑ at the Friendship Centre
❑ at the local health centre
❑ at the local school
❑ at a bush camp
❑ in home settings
❑ other (please specify)_________________________
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C.5    Is the agency or organization delivering AHF funded activity linked with other healing or training efforts?

❑ No
❑ Yes, Please explain ____________________________________________

C.6 To what extent do the following issues affect your community? (Please indicate the extent of the
challenge by checking the appropriate box)

(a) Adult illiteracy (inability or difficulty
reading MOST printed material in any
language including Inuktitut syllabics) ❑ ❑ ❑ ❑

(b) Lack of acceptance of Aboriginal language and
culture by local institutions (e.g. schools, hospitals) ❑ ❑ ❑ ❑

(c) Apathy or lack of active Aboriginal community support ❑ ❑ ❑ ❑

(d) Local community opposition (fear, denial) ❑ ❑ ❑ ❑

(e) Poor local economic conditions (e.g. high
unemployment, poor housing conditions) ❑ ❑ ❑ ❑

(f) Substance abuse ❑ ❑ ❑ ❑

(g) Family violence ❑ ❑ ❑ ❑

(h) Sexual Abuse ❑ ❑ ❑ ❑

(i) Lack of transportation (local bus, vehicles, etc.) ❑ ❑ ❑ ❑

(j) Lack of community resources, facilities, services, etc. ❑ ❑ ❑ ❑

(k) Suicide or attempted suicides ❑ ❑ ❑ ❑

(l) Fetal alcohol syndrome (FAS)/fetal
alcohol effects (FAE) ❑ ❑ ❑ ❑

D. WHEN

D.1 What other community/family events or healing efforts happened/are happening which may have an
impact on your results?  Consider all aspects of community life (e.g. rash of suicides, reawakening of
culture, widespread early intervention projects, political upheaval, court cases, increased provincial
funding for health services, new treatment centre, new road access, relocation) (Please consult your
Survey Guide for the definition of impact.)   Please explain
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 

E. HOW

Project Features

E.1 How do you encourage survivors to participate?  (Please check all that apply.) 

❑ Meet with individuals or families (in our facility) 
❑ Invite individuals/families to visit the project
❑ Advertise
❑ Circulate pamphlets and brochures in the community

Severe Moderate Slight No
Challenge Challenge Challenge Problem 



105

❑ “Beat” the street (seek participants by having a presence in the street) 
❑ Consult with other social service and health care providers
❑ Use of community bulletin boards
❑ Join inter-agency groups (e.g. health, social service, teachers, and police)
❑ By word of mouth
❑ Interviews
❑ Telephone campaigns
❑ Newsletters
❑ Home Visits
❑ Annual open house
❑ Involvement in all aspects of human services in the community
❑ Other ______________________________________________________

E.2 Which method is used the most?
______________________________________________________

E.3 How do you ensure participant safety?  (Please check all that apply) 

❑ Child Abuse Register check
❑ thorough criminal records checks by the CPIC (Canadian Police Information Centre) 
❑ By word of mouth
❑ Interviews
❑ Interviews
❑ periodically check with participant group to ensure their safety
❑ consult with others who have used their services
❑ consult with their professional associations regarding their history of professional conduct
❑ all healers (practitioners) must sign a code of ethics
❑ character references

❑ Other , please specify ___________________________________________
❑ Other, please specify ____________________________________________

E.4 Do you have a waiting list (formal or informal) for those who want  to enrol in therapeutic
healing/training?
❑ Yes If yes, proceed to Question E.5
❑ No If no, proceed to Question E.6

E.5 If a waiting list is maintained (formal or informal), what is/was the maximum number of people on that
waiting list at any given time? _________

E.6 In the opinion of the group gathered to answer this survey, has the project operated in a manner consistent
with the Charter of Rights and Freedoms?  Please check only one response that best describes how the
group feels. 

5 4 3 2 1____________ ____________ ____________ ____________ ____________

Yes Yes Not sure Probably Not Definitely Not
Definitely But could be better

Explain why your group feels this way. _________________________________
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E.7 How effective was your project at empowering INDIVIDUAL WOMEN participants?  Please circle only
one response.

2 3 4 1 0____________ ____________ ____________ ____________ ____________

little or no some influence dramatic Not Sure Not Applicable
influence influence

Explain why your group feels this way._______________________________________________

E.8 How effective was your project at empowering WOMEN AS A GROUP who have participated?  Please
check only one response.

2 3 4 1 0____________ ____________ ____________ ____________ ____________

little or no some influence dramatic Not Sure Not Applicable
influence influence

Explain why your group feels this way._________________________________

E.9 How effective was your project at changing the STATUS AND DECISION MAKING POWER OF
WOMEN IN THE COMMUNITY who participated? Please check only one response.

2 3 4 1 0____________ ____________ ____________ ____________ ____________

little or no some influence dramatic Not Sure Not Applicable
influence influence

Explain why your group feels this way. ________

E.10 What are the key features of your healing (centre based, sharing circles, retreats, one-to-one or  family
counselling or any other type of healing) project? (Check one box for each item indicating how often each
approach is used)

Always Most of Sometimes Rarely Never
the time

(a) Use of traditional approaches only (e.g.
healing/sharing circles, consultations or free time
with Elders, cultural teachers, traditional people,
spiritual guides; Aboriginal celebrations,
ceremonies, dances, songs, story telling, fasting,
sweats; land, bush or camp based activity) ❑ ❑ ❑ ❑ ❑

(b) Use of a western therapeutic approach only
visiting professionals (e.g. those trained in
western institutions such as psychologists,
psychiatrists, educators, trainers) ❑ ❑ ❑ ❑ ❑

(c) Use of a combined approach including both
traditional and western therapeutic methods ❑ ❑ ❑ ❑ ❑
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(d) Gender specific treatments (i.e. separate
groups for men and women) ❑ ❑ ❑ ❑ ❑

(e) Age specific treatments (i.e. separate groups
for children, youth, Elders, etc) ❑ ❑ ❑ ❑ ❑

(f) Any other grouping based upon___________
(please specify what type of group) ❑ ❑ ❑ ❑ ❑

(g) Sport, recreational activities (e.g. music, drama) ❑ ❑ ❑ ❑ ❑

(h) Alternative therapies (e.g. homeopathy,
naturopathy, aromatherapy, reflexology, massage
therapy, Reiki, etc) ❑ ❑ ❑ ❑ ❑

(i) Other, please specify ❑ ❑ ❑ ❑ ❑

______________________________________

(j) Other, please specify ❑ ❑ ❑ ❑ ❑

______________________________________

F. MEASURING CHANGE

F.1 Are you measuring changes in AHF project participants (e.g. participant knowledge, attitudes or
behaviour)?
❑ Yes If you are measuring changes, proceed to question F.2
❑ No If you are not measuring changes, proceed to question F.5

F.2 For projects with a healing component, please tell us how you measure change in  project participants
(e.g. participant knowledge, attitudes or behaviour) with respect to their healing journey?  For complete
definitions of each answer, see the Survey Guide.  Check all that apply below.
❑ informal observations (not written or recorded)
❑ formal observations (written and recorded)
❑ evaluations (specific effort to measure project performance)
❑ solicited feedback (ask for the opinion of others and record)
❑ unsolicited feedback (do not ask for the opinion of others)
❑ formal assessments (tests or surveys) of substance use
❑ other, please specify ________________________________

F.3 For projects with a training component, please tell us how do you measure change in knowledge, ability
or skill in trainees?  For complete definitions of each answer, see the Survey Guide.  Check all that apply
below
❑ No testing is done, we assume that if they have participated in the training project that their knowledge,

skills and ability have changed

If you are measuring, check all that apply below.

❑ informal observations (not written or recorded)
❑ formal observations (written and recorded)
❑ formal testing (specific effort to measure changes in knowledge, skills or behaviour)
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❑ solicited feedback (ask for the opinion of trainee about what they believe they have learned or can do
now that they didn’t know or could do before)

❑ unsolicited feedback (do not ask for their opinion about how they have changed, but they provide it
anyway)

❑ other, please specify ________________________________

F.4 What is done with the information that is collected regarding change in individual project participants? If
nothing is done state that in the space provided.
_________________________________________________
_________________________________________________

F.5 How often does your AHF project engage survivors in the following project management activities?

Daily Weekly Monthly Yearly Never

(a) Developing project materials or content ❑ ❑ ❑ ❑ ❑

(b) Decision making ❑ ❑ ❑ ❑ ❑

(c) Informal communications to seek
advice/exchange ideas ❑ ❑ ❑ ❑ ❑

(d) Evaluating progress or performance
of project ❑ ❑ ❑ ❑ ❑

(e) Evaluating progress or performance of
AHF team members ❑ ❑ ❑ ❑ ❑

(f) As part of an advisory or governing
committee ❑ ❑ ❑ ❑ ❑

F.6 Does your project have an advisory council or a board of directors which involves survivors enrolled in
the project? 
❑ No
❑ Yes 

How many survivors or inter-generationally impacted participate on a regular basis?  _______ #
How many are incarcerated?  _____ #
How many are gay or lesbian?_____ #
How many are women?_____ #
How many are youth?_____ #
How many are homeless?_____ #
How many are Elders?_____ #
How many times per year does it meet?  _______ #

F.7 Do survivors participate in staff hiring/evaluation decisions?
❑ Yes
❑ No Why not_________________________________________
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F.8 Has it been difficult to get survivors involved?  
❑ No
❑ Yes. If so, what are the barriers to survivors being more involved?  In other words, why has

it been difficult to involve survivors?
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________

G. PROJECT FINANCES

G.1 Take some time to think about a wish list for your project.  In the left hand column, rank order your most
important project needs by putting a 1 by the most important need, a 2 by the second most important and
so on.    In the right hand column, estimate how much money would be required to address this need. 

$
____  Increase employees numbers and benefits ______________
____  Improve the project and expand it locally ______________
____  Provide training for employees and potential healers ______________
____  Offer, increase or improve transportation ______________
____  Improve and expand our building ______________
____  Develop/distribute information on the history and

impact of residential school ______________
____  Purchase equipment or supplies ______________
____  Special needs (resources, professionals) ______________
____  Solicit and establish partnerships/networks ______________
____  Improve communication (with community, AHF,

Canadians generally) ______________
____  Project monitoring and evaluation ______________
____  Obtain professional assessments of skill development and healing ______________
____  Improve survivor involvement ______________
____  Improve family support and parenting skills ______________
____  Encourage community involvement ______________

Grand Total ______________

G.2 Do you think part of the project budget should be set aside for evaluation?
❑ Yes
❑ No

G.3 How much funding did you receive from other sources while operating the project? (i.e. from the date you
first received funding from AHF until you stopped receiving funding OR if you are still receiving funding,
to the present date)  How much have these same partners committed to ongoing funding of healing,
training, service or research projects or any other AHF related activity?

Funder Contributions made Amount of ongoing 
during project operation commitment to funding

Other federal departments, branches or divisions $__________.00 $__________.00

Provincial or Territorial governments $__________.00 $__________.00

Municipal or Hamlet governments $__________.00 $__________.00

Aboriginal governments $__________.00 $__________.00



Private granting foundations $__________.00 $__________.00

Community fund raising efforts $__________.00 $__________.00

Other (please specify) $__________.00 $__________.00

$__________.00 $__________.00

$__________.00 $__________.00

$__________.00 $__________.00

G.4 What is the estimated value of donated goods or services (in-kind contributions) you have received (i.e.
from the date you first received funding from AHF until you stopped receiving funding OR if you are still
receiving funding, to the present date) for the following? (Please estimate APPROXIMATE VALUE.)

Cannot Estimate

Transportation $__________.00 ❑

Food $__________.00 ❑

Project materials $__________.00 ❑

Labour (including volunteers) $__________.00 ❑

Space for project $__________.00 ❑

Other (PLEASE SPECIFY):

________________________ $__________.00 ❑

________________________ $__________.00 ❑

________________________ $__________.00 ❑

❑ None

G.5  Who donates the largest amounts of goods and services to your project? Identify the three most generous
partner by putting a 1 by the most generous, 2 by the next most generous partner and so on. 
___  school
___  health services
___  social services
___  police
___  local government
___  local businesses
___  community members
___  local church
___  other, please specify ___________________________________________
___  other, please specify___________________________________________
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H. FIRST IMPRESSIONS ABOUT AHF FUNDED ACTIVITY

H.1 How effective were working relationships between partners?

0 1 2 3 4____________ ____________ ____________ ____________ ____________

not applicable ineffective somewhat moderately very
effective effective effective

If the group answered “ineffective”, explain why the group feels this way? 

_________________________________________________

H.2 What are the most important lessons that you learned while developing, implementing and completing this
project? Please specify _________________________________________________

H.3  What are your best practices?  Please specify _________________________________________________

H.4 What were your greatest challenges? Please specify
_________________________________________________

H.5  What will improve the success of future projects from a:
survivor’s perspective?
Elder’s perspective?
project team members/leaders/trainers/healers?
project sponsor’s perspective?
youth perspective?
women’s perspective?
gay and lesbian perspective?
homeless people’s perspective?

H.6 Has anything changed as a result of your AHF funded activity so far?

❑ No.  Explain why you feel nothing has changed. 
❑ It may be too early to tell.  
❑ Yes, Explain why you feel things have changed.
___________________________________________________________________
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H.7 Rate each of the following aspects of the Aboriginal Healing Foundation activity on a scale of 1 to 5,
where 1 = poor, 2 = fair, 3 = good, 4 = very good, and 5 = excellent.

poor fair good very good excellent
(a) application for funding process (principles,

guidelines, support in completing application) 1 2 3 4 5
(b) Support and assistance from the Community

Support Coordinators    1 2 3 4 5
(c) Support and assistance from the national

team (head office staff)     1 2 3 4 5
(d) The support and representation provided by

the national board. 1 2 3 4 5
(e) Funding processes (e.g quarterly monitoring

reports, cash flow and renewal) 1 2 3 4 5
(f) Monitoring and Evaluation process 1 2 3 4 5
(g) Gatherings 1 2 3 4 5

Survey Contacts: Indicate below, the name of the person who has coordinated the completion of this survey.  The
survey contact information will not be placed in the data base, and will be used only in the event that we need to
ask you what a certain answer means.  (PRINT OR TYPE.)  Please also secure a sponsor’s signature who has
reviewed the answers presented in this survey.

The project deliverer participating in the completion of this survey:

The Survivor participating in the completion of this survey:

The Community Service provider participating in the completion of this survey:

Other interest parties participating in the completion of this survey:

QUESTION J.1
This question is to be completed in confidence by the project director. 

Please complete this table for all full time and part time positions.  Make extra copies of this page if necessary.
To complete this question, please refer to your survey guide.

Position or Role Aboriginal
(Yes or No)

Healed Survivor
(yes or no)

Type of diploma/
degree or certificate

# of years rele-
vant experience 



113

National Interview Appendix D

This interview is intended to gather a national perspective about AHF funded activity at the community
level.   Therefore, in responding to these questions, please focus upon the program activity sponsored by
the AHF and not on the organizational activity at the national office.  An organizational review is being
conducted but does not form part of this effort.   You have been selected as a national representative with
the greatest insights regarding project activity. 

1) Is there anything that you would like to share about the evolution (e.g. eligibility criteria, funding
policy, focus, administration as they relate to community level activity) of the Foundation from its
inception to now?

2) Please share your impressions about whether or not each of the following groups or community types
have received their equitable share of AHF resources. 

Definitely I don't I think so Yes Not sure
not think so Definitely

(a) First Nations on reserve ❑ ❑ ❑ ❑ ❑

(b) First Nations off reserve ❑ ❑ ❑ ❑ ❑

(c) Inuit ❑ ❑ ❑ ❑ ❑

(d) Metis ❑ ❑ ❑ ❑ ❑

(e) youth ❑ ❑ ❑ ❑ ❑

(f) women ❑ ❑ ❑ ❑ ❑

(g) incarcerated ❑ ❑ ❑ ❑ ❑

(h) homeless ❑ ❑ ❑ ❑ ❑

(i) gay or lesbian ❑ ❑ ❑ ❑ ❑

(j) men ❑ ❑ ❑ ❑ ❑

(k) Elders ❑ ❑ ❑ ❑ ❑

(l) inter-generationally impacted ❑ ❑ ❑ ❑ ❑

(m) survivors ❑ ❑ ❑ ❑ ❑

(n) Remote -  cannot be reached by road or
ferry service ❑ ❑ ❑ ❑ ❑

(o) Isolated - can be reached by road or ferry
service and is more than 350 kilometres from
a town with more than 1,000 people. ❑ ❑ ❑ ❑ ❑

(p) Rural - can be reached by road ro ferry
service and is more than 50 kilometres from
a town with more than 1,000 people ❑ ❑ ❑ ❑ ❑

(q) Urban - a community that can be reached
by road or ferry service AND is located
within 50 kilometres of a town/city with more
than 25,000 people ❑ ❑ ❑ ❑ ❑



3) From your perspective, to what extent do you believe the following participant characteristics present
challenges/difficulties in operating AHF projects?  (Indicate the extent of the challenge by checking the
appropriate box.)

(a) lack of survivor involvement in the project ❑ ❑ ❑ ❑

(b) history of incarceration ❑ ❑ ❑ ❑

(c) denial, fear, grief ❑ ❑ ❑ ❑

(d) Lack of parenting skills ❑ ❑ ❑ ❑

(e) history of suicide attempts ❑ ❑ ❑ ❑

(f) history of abuse as a victim ❑ ❑ ❑ ❑

(g) history of abuse as an abuser ❑ ❑ ❑ ❑

(h) history of adoption ❑ ❑ ❑ ❑

(i) history of foster care ❑ ❑ ❑ ❑

(j) Family drug or alcohol addictions ❑ ❑ ❑ ❑

(k) Poverty ❑ ❑ ❑ ❑

(l) Lack of literacy skills ❑ ❑ ❑ ❑

(m) Lack of communication skills ❑ ❑ ❑ ❑

(n) Other Please specify _________________ ❑ ❑ ❑ ❑

Notes or comments:_______________________________________________________

4)  In your opinion, is the Foundation reaching those who need it the most?  Please check only one
response.

5 4 3 2 1____________ ____________ ____________ ____________ ____________

Yes Yes Not sure Probably Not Definitely Not
Definitely But could be better

Please offer an explanation for why they feel this way.
_______________________________________________________________

5)  Where should MOST (i.e. more than 50%) of AHF resources be spent?  (Choose only two).  Please
refer to the survey guide for definitions of these answer categories.  

❑ communications or public awareness
❑ research or history documentation (honour)
❑ healing
❑ training
❑ curriculum development
❑ community service
❑ reconciliation
❑ strategic planning
❑ needs assessment
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Severe Moderate Slight No
(>80%) (40-80%) (1-40%) Problem 
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Severe Moderate Slight No
Challenge Challenge Challenge Problem 

❑ Other (please specify:)_______________________________

6) From your knowledge of the communities being serviced, to what extent do the following issues
affect them? (Please indicate the extent of the challenge by checking the appropriate box)

(a) Adult illiteracy (inability or difficulty
reading MOST printed material in any
language including Inuktitut syllabics) ❑ ❑ ❑ ❑

(b) Lack of acceptance of Aboriginal language
and culture by local institutions (e.g. schools,
hospitals) ❑ ❑ ❑ ❑

(c) Apathy or lack of active Aboriginal
community support ❑ ❑ ❑ ❑

(d) Local community opposition (fear, denial) ❑ ❑ ❑ ❑

(e) Poor local economic conditions (e.g. high
unemployment, poor housing conditions) ❑ ❑ ❑ ❑

(f) Substance abuse ❑ ❑ ❑ ❑

(g) Family violence ❑ ❑ ❑ ❑

(h) Sexual Abuse ❑ ❑ ❑ ❑

(i) Lack of transportation (local bus,
vehicles, etc.) ❑ ❑ ❑ ❑

(j) Lack of community resources, facilities,
services, etc. ❑ ❑ ❑ ❑

(k) Suicide or attempted suicides ❑ ❑ ❑ ❑

(l) Fetal alcohol syndrome (FAS)/fetal
alcohol effects (FAE) ❑ ❑ ❑ ❑

7) What other national programs or healing efforts do you believe will have an impact on AHF results? 

Explain _______________________________________________________
________________________________________________________________

8) What percentage of the total number of proposals submitted, actually receive funding? 

9) What are the core problems with proposals that are rejected?  How does the AHF address these issues?

10) How effective were AHF projects at empowering WOMEN?  Please check only one response.

2 3 4 1 0____________ ____________ ____________ ____________ ____________

little or no some influence dramatic Not Sure Not Applicable
influence influence
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Explain why you feels this way.
_______________________________________________________________

11)  Did you believe that survivors (including inter-generationally impacted) are getting the kind of
service they want?

1 2 3 4____________ ____________ ____________ ____________

No, definitely not No, not really Yes, generally Yes, definitely

12)  To what extent has AHF funded activity met survivors (including inter-generationally impacted)
needs?

4 3 2 1____________ ____________ ____________ ____________

Almost all Most needs Only a few needs None of the needs
needs have been met have been met have been met have been met

13) Take some time to think about a wish list for the Foundation and its ability to support communities
in their quest for sustainable healing.  In the left hand column, rank order your most important needs by
putting a 1 by the most important need, a 2 by the second most important and so on.    In the right hand
column, estimate how much money would be required to address this need.

$
____ Increase project employee numbers and benefits ____________
____ Improve projects and expand them locally ____________
____ Provide training for project employees and potential healers ____________
____Offer, increase or improve transportation ____________
____Improve or expand facilities ____________
____Develop/distribute information on the history and impact of

residential school ____________
____Purchase equipment or supplies ____________
____Special needs (resources, professionals) ____________
____Solicit and establish partnerships/networks ____________
____Improve communication (with community, Canadians

generally, private sector) ____________
____Project monitoring and evaluation ____________
____Obtain professional assessments of skill development and healing ____________
____Improve survivor involvement ____________
____Improve family support and parenting skills ____________
____Encourage community involvement ____________

Grand Total ____________

14) What are the most important lessons that you learned while developing, implementing and
administering Foundation activity?

Please specify _________________________________________________
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15) With respect to supporting communities, what do you believe are the Foundation's  best practices?

Please specify _________________________________________________

16) With respect to supporting communities, what are the Foundation's greatest challenges?

Please specify _________________________________________________

17) How can the Foundation facilitate the success of future projects from your perspective?

Please specify ______________________________

18) The interim evaluation report due in June is focussing upon the process of implementing AHF
funded activity at the community level, is there anything more that you would like to add regarding
theses processes so far?
___________________________________________________________________

19) It is understood that expecting major change at this stage of the Foundation's life maybe premature;
however, given your national view of AHF activity at the community level, do you believe anything has
changed (at the community level) as a result of AHF funded activity so far?

❑ No.  Explain why you feel nothing has changed. 
❑ It may be too early to tell.  
❑ Yes, Explain why you feel things have changed.
____________________________________________________________________
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Definitions, Interpretations and Appendix F
Limitations of Selected Indicators

Five indicators have been selected by the AHF Board to measure change resulting
from AHF funded activity.  They include: rates of physical abuse, sexual abuse,
children in care, suicide and incarceration.  To be clear each term is defined,
influences upon these indicators identified and information sources suggested in this
appendix.  Care was taken not to confuse reported rates of abuse with actual rates.
Reported rates are usually just a small amount of actual rates because actual rates
include reported and unreported cases.   When the actual rate of abuse is lowered it is
always an good sign.  However, when there are more reported cases of abuse, it may be
a good or a bad sign.  Increases in the reported rates of abuse may reflect increased
awareness as well as increased willingness to report.  Therefore, reported rates must be
interpreted very carefully because much depends upon why the reports have increased.
Actual rates of abuse are always best measured by asking victims about their
experiences of abuse in way that makes them feel safe and protects them from further
harm; however, no direct measurement from survivors or the  inter-generationally
impacted was done.

Indicators, normally described by a number like an average or a ratio (i.e.
percentage) or a rate (i.e. 16/100,000), may, for Foundation purposes, be represented by
numbers alone (i.e. number of children in care, number of cases of physical and sexual
abuse, number of community members incarcerated).   It is understood that Community
Support Coordinators (CSCs) may have difficulty finding information that specifically
describes First Nations, Inuit or Métis communities especially in urban centres;
however, they were directed to any Aboriginal agencies and institutions that might have
information on selected indicators.

Physical Abuse

Physical abuse is any physical act intended to harm, injure or inflict pain on
another person.  Reported rates are influenced by:

• law and changes in law over time,
• cultural values,1

• policies and professional practices and their changes over time,

1See the Canadian Incidence Study of Reported Child Abuse and Neglect, Bureau of Reproductive and
Child Health, Child Maltreatment Division. A project summary was found at  A similar point is made in
Family Violence in Canada: A Statistical Profile 2000, p. 31.
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• victims’ willingness to report,
• recording practices of police and last, but not least,
• real (or actual) rates of abuse.  

The kind of information on physical abuse that is useful for your evaluation is
highlighted in the following table. 

To get this information, CSCs were directed to contact:

• local police (provincial, regional First Nations police services and RCMP),
• hospitals,
• anyone who keeps a record of reasons for medical transportation covered by

Health Canada’s Non-Insured Benefits Program, especially in isolated situations
• women’s shelters and safe homes,
• social service agencies,
• public health nurses or health centres and possibly
• addictions counselors as well as previously conducted
• needs assessments with reported rates or actual rates of abuse.  

Sexual  Abuse

Sexual abuse refers to unwanted or forcible sexual touching or activity.2 Child
sexual abuse is more precisely defined any incident when a child is used for sexual
purposes by an adult or adolescent including exposing a child to sexual activity,
engaging them in fondling, intercourse, juvenile prostitution or exploitation
through pornography.3

Age &
Sex of the
Victim

Relationship
of Accused
to Victim

Where did
the
information
come from?

How was physical abuse
defined? Are other
influences at work which
change the rate?

How was
the
information
gathered?

2Canadian Panel on Violence Against Women, “Facilitator’s Guide” 1993.

3National Clearing House on Family Violence, Fact sheet: Child Sexual Abuse (http://www.hc-
sc.gc.ca/hppb/familyviolence/html/csaeng.html - January 1990, revised February 1997).
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The date when the incident took place also influences how we should think about
this information.  For example, if an adult reports an incident that occurred during their
childhood, this could be viewed as a positive step in the healing process.  In general,
reported rates of sexual abuse are influenced by:

• real rates of abuse,
• a victims’ willingness to report the abuse,
• the charging policies as well as the recording practices of police. 

We need to be clear about exactly what reported rates include.  If a case is
“unfounded” (i.e. police have determined that a crime was not committed) then these
cases should NOT be included.  Cases that are “cleared by charge” or  “cleared
otherwise” and should be included in reported rates.   At last, it should be clear if
suspected and confirmed cases are included and if physical and sexual abuse have been
grouped together (because sometimes they are grouped together in police reports). 

The following table has been prepared for your convenience.  It highlights the kind
of information on sexual abuse that is needed to help make sense of the information.

Sexual assault rates are available through police reports which will include the date
of the assault, relationship between the victim and the accused, and whether the incident
is cleared by charge, cleared otherwise or unfounded.  Surveys that ask victims
directly about their experiences of abuse (i.e. victimization surveys), if already
available in previously conducted needs assessments or research, will provide the best
information about rates of sexual abuse. Other sources include intake information from
sexual assault and rape crisis centres, child protection agencies, teachers, school
counselors, social workers, nurses and other health care workers.

Age Sex Relationship
of Accused
to Victim

Where did
we get the
information?

How was abuse defined?
What things might
influence the rates of
abuse we found? 

How was
the
information
gathered?
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Children in Care

Children in care is defined broadly to include all children (under the age of 18
years) placed in out-of-home care by child welfare agencies, whether voluntary or
involuntary, temporary, emergency or long term, court-mandated or not, including
all forms of placement – foster homes, group homes, institutions, and placement in
the care of relatives or customary care. Rates of children in care must be interpreted
very carefully because it can be a positive as well as a negative indicator of healing,
depending on the context.  Out-of-home care decisions are influenced by:

• social worker training,
• the judge reviewing the case,
• agency policy,
• provincial or territorial laws and directives as well as
• poverty and unemployment. 

Be careful.  The information you collect may represent the number of cases or
episodes where children were placed in out-of-home care or the number of children in
care.   Measuring cases or episodes may count a child who is returned home and re-
enters care at a later date twice; however, information on the number of cases may more
readily be available.  If at all possible, information should be collected on the number of
children in out-of-home care.   For the purposes of our evaluation it will be important to
collect information for the full calendar year preceding any AHF funded activity.  The
following table has been prepared for your convenience. 

Children in Care in (Year)

Local child protection agencies or provincial and territorial governments will
have this information. 

Total # of
Children in
community

Total # of
Children in
Care

Where did
we get this
information?

What might influence
the information we
found?



4Statistics Canada, The Daily, “Adult correctional services”, Thursday, June 1, 2000.

5Statistics Canada presents data on youth custody under the headings remand, secure custody, open
custody and total custody. In the case studies the focus is on obtaining data on total custody. 
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Incarceration

Incarceration rates are measured two ways: the number of annual admissions
to correctional facilities or community supervision programs; and the number of
offenders imprisoned or serving a sentence in the community at a given time.4 We
need information collected on the number of adults from the case study
community/region who are incarcerated as well as the number of youth who have been
remanded into custody or who are in open or secure custody.5 Incarceration rates are
influenced by:

• changes in law,
• admissions recording practices,
• self identification of Aboriginal status,
• policy, as well as
• community use of restorative justice or alternatives to imprisonment. 

The way an admission to prison is recorded may lead to one person who is serving a
number of short sentences being counted more than once.  Similarly, when one young
offender goes from remand to open custody to probation, the records may count as three
admissions.6 Therefore, it is important to be careful and clear about how admissions are
recorded.  

Information Needed for Incarceration Rates

Incarceration rates for adults and youth which identify the number of Aboriginal
people is collected nationally by the Solicitor General.    The Canadian Centre for
Justice Statistics also collects information on young offenders aged 12-17 and only those
youth who identify as Aboriginal can be separated for our use.  It may be difficult to
obtain community level information, especially in urban centres: however, police and
court records (especially sentencing reports) are potential sources of information,
especially if the community is isolated or on-reserve.

6Statistics Canada, The Daily, Friday, September 29, 2000 “Youth custody and community service.”

Sex Adult/Youth
Is the institution
federal, provincial,
or territorial?

How have the records on admis-
sions been kept?  Would one per-
son be counted more than once?



Suicide

Suicide is an injury deliberately inflicted on oneself with the intention of ending
one’s life.7 Suicides represent only a small part of all suicide attempts; therefore, it is
important to collect information on attempted suicides too.  There are major differences
between males and females with respect to suicide and suicide attempts: males are four
times more likely than females to commit suicide but attempted suicides are more
common among females. 

Official records often under-report suicide because forensic, social, cultural and
religious factors can influence whether or not a death is classified as suicide.  Some
accidental deaths may be classified as “undetermined” but, in fact, they could be due to
suicide.  National suicide rates are reported under the following age categories: under
15, 15-19, 20-24, 25-44, 45-64, 65+.  Therefore, it is hoped that information for AHF
evaluations could be collected the same way. 

Coroner’s records and death records list suicide as a separate classification.  It is
reported that approximately 2% of all hospital admissions are due to self-inflicted
injuries.8 Therefore, emergency departments and health centres should be able to
provide information on suicides and attempted suicides. 
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7Canadian Institute for Health Information, Community Health Indicators: Definitions and
Interpretations p. 146 Much of this section is based on information provided by CIHI under two indicators:
Suicide Mortality Rates (p.146-147) and Proportion of Population Having Seriously Considered Suicide
(104-105).

8Federal, Provincial and Territorial Advisory Committee on Population Health, p. 19.

Suicide Suicide Attempts

Age Male Female Male Female

Under 15

15-19

20-24

25-44

45-64

65+
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Financial Information from AHF Appendix H
April 3, 2001
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Funds from Other Sources Appendix J

Table J.1) Range and Median of Funds from Other Sources

Table J.2) Range and Median of Donated Funds and
Estimated Value of Goods and Services
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Stakeholders’ Suggestions for Improvement Appendix K

Figure K.1) Survivors’ Priorities

Figure K.2) Elders’ Priorities
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Figure K.3) Professional Priorities

Figure K.4) Sponsor Priorities
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Figure K.5) Youth Priorities

Figure K.6) Women’s Priorities
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Figure K.7) Gay/Lesbian Priorities

Figure K.8) Priorities of the Homeless
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