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Introduction 

In the summer of 2009 I travelled for the first time to the remote fly-in 

community of Aklavik, located approximately 1200km northwest of Yellowknife, in the 

Northwest Territories (NWT).  In Invialuktun, Aklavik means “place of the barren 

ground grizzly”, and is home to a population of about 645 Inuvialuit and Gwich’in 

people, as well as a small number non-indigenous people.  Aklavik is situated in the delta 

of Canada’s greatest river, the Mackenzie, which pours past neighboring Inuvik into the 

Beaufort Sea, in the shadow of the Richardson Mountains. 

 This journey north happened at the invitation of the Aklavik Health Committee, a 

group of indigenous community-members and health care workers committed to learning 

about and addressing health problems in their community.  Rooted in a commitment to 

community health, the Aklavik Health Committee had recently begun building research 

partnerships using community-based participatory research principles.  Faced with a 

variety of health challenges, the committee became interested in exploring the social 

determinants of health, an interest that culminated in our shared research question - “How 

do people in Aklavik define the meaning and determinants of health in their community, 

and what do they think are the most important strategies to help improve community 

health?” 

 This paper explores this question, and is organized into five parts.  In Part One, I 

provide a background exploring the links between social and epidemiological transitions 

in the western arctic.  In Part Two, I introduce the Aklavik Health Committee and the 

concepts of community-based participatory research that guided our work together.  

Then, in Part Three, I explore how these principles were operationalized in our study, and 

give a detailed review of our research methodologies.  Part Four includes a question-by-

question review of our study results.  Finally, Part Five offers a discussion of research 

findings, and argues that medical anthropology is an essential partner for public health 

science and community health.  This paper demonstrates the importance of adopting a 

biosocial approach to public health in Aklavik and beyond, and argues for an expanded 

critical and collaborative engagement between anthropology and public health.  
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Part One: “Never Say Die” – Social and epidemiological transitions in the western Arctic 

 

Colonization and Settlement 

 Colonialism and settlement are a 

recent and ongoing process in the western 

Arctic, and although Aklavik is 

celebrating its 100th anniversary this year, 

it is one of the oldest continually inhabited 

settlements in the region.  Aklavik was 

founded in 1910 as a fur trading post by 

the Northern Trading Company and later 

the Hudson’s Bay Company.  Yet, it’s 

location at the intersection of the 

Mackenzie Delta, the Richardson Mountains, and the Beaufort Sea has long made the 

area a meeting place for the indigenous peoples of the western arctic.  These include the 

Gwitch’in of the Dene Nation, and the peoples now identifying as Inuvialuit and Inupiat 

from Alaska and the Yukon North Slope (Betts 2005).   

 European explorers, missionaries and traders first ventured up the Mackenzie 

River in the late 18th century as part of the search for the Northwest Passage, and later as 

part of the expansion of the fur trade into north-western Canada (Hayes 2003; Alunk et 

al. 2003: 74; Mackenzie 2001).  The creation of a short-lived whaling station on Herschel 

Island during this period produced an unprecedented level of interaction between 

Euroamericans and indigenous peoples, marked by drastic reductions in whale and 

caribou populations, and by the arrival of new pathogens (Lyons 2010: 122).  A host of 

new infectious diseases including smallpox, tuberculosis, influenza, dysentery, yellow 

fever, typhus, syphilis, and various ‘fevers’ led to a devastating demographic decline 

among the indigenous population in the Mackenzie Delta (Waldram et al. 2007: 49).  By 

1890, a population of approximately 4000 Inuvialuit had been reduced to 1500 by 

infectious disease, and to just 150 by 1910 (Alunik et al. 2003: 110).  In 1928 – within 

living memory of some of the elders I would interview as part of this project - a deadly 

influenza pandemic was inadvertently carried to new settlements along the Mackenzie 
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River by passengers on the Hudson’s Bay Company supply ship Distributor.  Because the 

population had little exposure to similar influenza strains and little experience with such 

widespread infection, the pandemic had a devastating effect.  One in ten Inuvialuit and 

Gwich’in living along the Mackenzie River died from pandemic influenza during this 

period (Piper & Sandlos 2007: 766).    

These social and epidemiological patterns greatly influenced emergent settlement 

and ethnogenisis in the Makenzie Delta.  It was only after 1890 that the numerous 

Inuvialuit kin groups living around the delta began to identify as one people1 (Alunik et 

al. 2003).  Confronted with decreased whale and caribou populations and devastated by 

disease, many Inuvialuit and Gwitch’in peoples congregated in the nascent trading 

settlements of the Delta (Lyons 2010: 24).  This process was accelerated by an increasing 

dependence on the fur trade, the recruitment of indigenous children to residential schools, 

and the postwar expansion of welfare services2 (Farish & Lackenbauer 2009: 524).  

These cumulative patterns increased the number of Inuvialuit and Gwich’in moving to 

Aklavik, and by the 1940’s Aklavik had two residential schools, several churches, a 

Hudson Bay Store, an RCMP station, a Navy communications base, a post office, a small 

hospital, and was well established as the trade and administrative centre of the western 

Arctic (Aquillna 1981: 134).   

 

Aklavik and the Development of the “Modern” Arctic 

In 1947, the first secular public school was established in Aklavik.   Its first 

principle, Moose Kerr, had just completed a graduate degree in anthropology at the 

University of Toronto based on food and nutrition fieldwork among the Cree in northern 

Ontario.  As Brody and Usher wrote in an obituary published in the journal Arctic, Kerr’s 

“awareness of anthropology and strong beliefs in the need for social justice [made him] 

an ideal person to represent the shift from religious to secular education” (2010).   Kerr’s 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 Before this time the Inuvialuit primarily identified themselves by membership in one of seven kin groups 
– the Qikiqtaryungmiut, Kuukpangmiut, Kiitigaaryungmiut, Inuktuyuut, Avvurmiut, Igluyuarungmiut, and 
the Anderson River People (Alunik et al. 2003).  
2 The “baby bonus” was introduced through the federal Family Allowance Act, and is common understood 
as Canada’s first universal welfare initiative.  However, Inuit and aboriginal mothers were not given the 
standard financial support offered to other people in Canada, but were offered goods such as clothing and 
food instead.  For families to receive the allowance, children were required to attend religious residential 
schools located in larger communities (Farish & Lackenbauer 2009: 524). 
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participation in community resistance to plans to relocate Aklavik to the far side of the 

Mackenzie Delta made him an even more important part of the community’s 

development.   

Against the backdrop of the Cold War and Rostow’s modernization theory 

(Gardner & Lewis 1996: 13), the vision of a “new Canada – a Canada of the North” 

became a national priority.  The construction of the Distant Early Warning (DEW) line 

radar system from the Mackenzie Delta to Frobisher Bay, and a mass resettlement 

program targeting northern communities led to massive changes across the north, 

including Aklavik (Damas 2004).  By 1953, the Canadian government’s Advisory 

Committee on Northern Development had planned a relocation scheme for Aklavik.  In an 

expression of what Scott calls “high modernist planning” (1998), the federal government 

proposed a new model town on the far eastern side of the Mackenzie Delta, citing 

concerns about erosion and flooding in Aklavik and seeking to integrate indigenous 

people into the wage economy.  By 1955 construction had begun on the community of 

Inuvik 50km east of Aklavik, and government services were moved there in 1961 (Farish 

& Lackenbauer 2009: 533).   

The creation of Inuvik can be read both in terms of the “highly visible” plans 

described by Scott, and as a colonial project designed to “work on and through the 

practices and desires of [its] population” – an essential feature of the governmental logic 

behind Inuvik’s development (Li 2005: 383; Foucault 1991a; Foucault 1991b).  Li’s 

fascination with  “moments when the targets of expert schemes reveal, in word and deed, 

their own critical analysis of the problems that confront them” is especially valuable for 

understanding the history of Aklavik (2007: 11).  Although residents of Aklavik were 

encouraged to leave their community, many chose to stay, insisting on the viability of 

their way of life.  Moose Kerr became an important voice for this movement, helping to 

communicate their determination to maintain their cultural and socio-economic 

connection to the land, and encouraging the community to “Never Say Die” (Brody & 

Usher 2010: 121).  This phrase has become Aklavik’s motto, featured on the 

community’s flag, in community songs, and on the walls of its public school, which is 

named after Moose Kerr.      

 



	   7	  

Health transitions and social suffering 

Since the 1950’s, indigenous 

peoples across the Arctic have undergone 

an epidemiological transition, with a 

decline in the share of morbidity from 

infectious disease and an increase in non-

communicable chronic disease (Young 

2003: 420).  However, indigenous peoples 

in Canada are still over-represented among 

new cases of infectious diseases such as tuberculosis, influenza, and sexually transmitted 

infections such as syphilis and gonorrhea, suggesting a social gradient in health outcomes 

between indigenous people and others in Canada (Young 2003; Young & Bjerregaard 

2003: 113).  This social gradient is reaffirmed by overrepresentation in the prevalence of 

some chronic diseases, such as hypertension, obesity, diabetes, and some forms of 

cardiovascular disease (Waldram et al. 2007: 95).  Injury prevalence follows an even 

sharper social gradient, as motor vehicle accidents, fires, drowning, suicide, family 

violence, and substance abuse are grossly over-represented among indigenous people in 

Canada (Waldram et al. 2007: 95).  As these social gradients suggest, epidemiological 

conditions in the North are deeply rooted in experiences of social suffering -  “the 

collective and individual human suffering associated with life conditions shaped by 

powerful social forces” (Kleinman 1996; see also Kleinman 1997).  

  

Land claims as a response to social suffering 

In the 1970’s and 80’s, two comprehensive land claims agreements were signed in 

the Mackenzie Delta, reflecting simultaneous efforts by the Government of Canada and 

indigenous peoples to address social suffering and exercise governmental influence 

(Irlbacher-Fox 2009).   

The expansion of oil and gas exploration in the Mackenzie Delta and growing 

concerns about the proposed Mackenzie Valley Gas Pipeline documented by the Berger 

Inquiry (1974) inspired the Inuvialuit to begin negotiating the first “comprehensive land 

claims agreement” in the Arctic (Berkes et al. 2007: 146).  In the 1970’s, Inuvialuit 
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established the Committee for the Original Peoples Entitlement (COPE), and in 1984 

signed the Inuvialuit Final Agreement (IFA) with the Government of Canada.  Through 

the IFA the Inuvialuit relinquished exclusive rights to ancestral lands in exchange for 

legal control over the Inuvialuit Settlement Region (ISR), with ownership of 91,000 

square kilometers, including 13,000 square kilometers with subsurface rights to oil, gas 

and minerals; wildlife co-management with the Canadian Government; and joint 

jurisdiction over education, health, and welfare (Inuvialuit Final Agreement 1984). At the 

same time, the Inuvialuit created the Inuvialuit Regional Corporation (IRC) to manage 

the financial benefits of the IFA (IRC 2007).   

 This process profoundly influenced already established relationships between the 

Dene and the Government of Canada.  In the 1960’s, a social movement of Dene peoples 

including the Gwich’in created the Indian Brotherhood of the NWT, which establishing 

language schools, friendship centers, and political offices for umbrella negotiations with 

the Crown.  During this period, Indian Brotherhood advanced legal challenges to 

Canada’s claims under Treaty 8 and 11 as a manifestation of broader struggles for self-

determination (Irlbacher-Fox 2009: 16).  Negotiations between Canada and the Dene 

continued until the 1990’s, when the Dene refused demands that they accept 

extinguishment of prior Aboriginal rights, which had already been recognized by the 

NWT Supreme Court (in the Paullete case) and by the Supreme Court of Canada (in the 

Calder case).  In an effort to divide the Dene, Canada declared it would begin negotiating 

directly with regional sub-groups.  Facing pressures from mineral exploration and seeing 

the land claims benefits accrued by their Inuvialuit neighbors, the Gwich’in were the first 

of the Dene sub-groups to begin direct negotiations with the Crown (ibid).  These 

negotiations culminated in the Gwich'in Comprehensive Land Claim Agreement in 1992, 

in which the Gwich’in similarly relinquished exclusive rights to ancestral land in 

exchange for legal control of 22,000 square kilometers of land in the NWT and Yukon, 

wildlife and water co-management, and payments to land claim beneficiaries (Gwich’in 

Comprehensive Land Claim Agreement 1992).   

Among the contemporary outcomes of these agreements is the inscription of 

institutionally defined ethnic identities onto a social context defined by histories of group 

intermarriage.  Because most people in Aklavik are of mixed descent – tracing their 
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genealogies to various combinations of Inuvialuit, Inupiat, Gwitch’in, and Euroamerican 

ancesty – youth in Aklavik are often faced with task of selecting their ethnicity as a 

beneficiary of programmes established through the Inuvialuit or Gwich’in agreements.  

Another important outcome is the plurality of groups involved in health promotion 

practices at the community-level, often with little coordination.   

The Inuvialuit and Gwich’in agreements also created new institutions responsible 

for health and social welfare both at the regional and community level.  In Aklavik this 

manifests in three forms of local government – the Hamlet of Aklavik, the Aklavik 

Community Corporation (ACC) connected to the IRC, and the Ehdiitat Gwich’in Band 

Council connected to the Gwich’in Tribal Council.  Both the ACC and the Band have 

parallel resource management boards, and the Hamlet, Band, and ACC each implement 

their own health promotion programs in addition to programs delivered by the local 

health centre and number of other actors.   

At the Territorial level, health programs are delivered through eight Health and 

Social Services (HSS) authorities, including the Beaufort-Delta Regional Health and 

Social Services Authority (BDR HSSA), which serves the community of Aklavik through 

the Susie Husky Health Centre (also known as Aklavik Health Centre) and the Joe 

Greenland Centre, a personal care residence.  In Aklavik, HSS authorities coordinate a 

variety of community-level programs delivered by nursing staff and a community health 

representative, including “drop-in clinics, public health clinics, home care, school health 

programs, and educational programs”, as well as routine visits by physicians and 

specialists.  HSS authorities also coordinate social service programs including “early 

intervention and support to families and children, child protection services, adoptions, 

family violence prevention, mental health, addictions and corrections” through social 

workers based at the health centre, and through a community wellness worker 

specializing in mental health and addictions (Northwest Territories HSS 2010; Beaufort-

Delta Health and Social Services 2010).   

A number of other research and health promotion programs are implemented by 

NGO’s, university-based researchers, and the health research institutes, often with 

funding administered by Health Canada, the Canadian Institutes for Health Research 

(CIHR), or the Public Health Agency of Canada (PHAC).  Coordination among these 
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many actors can be a challenge, and is one of the major themes I will explore in the next 

section of this paper.  

 

Part 2: Community-based research and the Aklavik Health Committee 

Background  

In an effort to increase coordination and community input in the delivery of health 

services, promotion, and research, a group of community members founded the Aklavik 

Health Committee (AHC).   The AHC was originally established in the late 1980’s, but 

was revived in 2004/2005 by community members concerned about health and its social 

determinants in their community.  Rooted in this commitment to community health, the 

AHC is composed of volunteer members representing several key community 

organizations.  These include the Hamlet of Aklavik, the Inuvialuit ACC, the Gwich’in 

Band council, and the principle of Moose Kerr School as well as two ex-officio members 

from the Aklavik Health Centre, including the Nurse in Charge (NIC), and the 

community health representative (CHR).   

 Velma Illasiak, who was born and raised in Aklavik and is now the principle of 

Moose Kerr School, explained to me that the AHC is still in the early stages of it’s 

development as an organization. “We’re not really established as we’d like to be yet,” she 

explained, “but we’re concerned enough to come together to promote health awareness 

and to push for projects that we think are important for resolving some of the health 

concerns in our community”.  

At the time of the AHC’s rebirth, the community was highly concerned about an 

apparent jump in cancer-related mortality.  As another AHC member explained to me,  

 

the health of the community was a concern then because a lot of 
people were passing away with cancer, and I don’t mean one in every 
so many years.  It was pretty consistent for a long stretch there and 
that really was very concerning to the community people. 
 

Although actual cancer prevalence and incidence in Aklavik is unknown, observations 

from health professionals and NWT-wide concer data reaffirmed community concerns.  

In the course of her work as the Aklavik Health Centre’s NIC, Rachel Munday noticed an 
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unusually high incidence of the bacterium Heliobacter pylori among the population – an 

observation of concern because of H pylori’s association with the development of gastric 

cancers, the third most common cancer diagnosis in the NWT (Cheung et al 2008).  

Gastric cancer also appears to be characterized by a social gradient in incidence, as it is 

the second most frequently diagnosed cancer among Inuit men and the third among Dene 

men, but is only tenth overall in Canada (ibid).  

In this context, the AHC concluded that H pylori infection was a community 

health priority, and encouraged further research to assess the prevalence of H pylori 

infection in Aklavik and develop treatment and public health strategies for managing H 

pylori infection (ibid).  Communication between the community, the AHC, and the NIC 

led the NIC to contact the regional Medical Health Officer and Chief Medical Health 

Officer of the NWT, who contacted the University of Alberta’s Division of 

Gastroenterology, who initiated the study.  A mobile endoscopy unit travelled to the 

community and examined nearly 200 individuals, offering antibiotic treatment to those 

infected.  Although data analysis on this research continues, there are already plans to 

expand the project to other communities in the Northwest Territories and Yukon.   The H 

pylori project is a remarkable indication of the capacity for community-based health 

committees to work with health care providers to respond to public health concerns by 

mobilizing and adding to the available health research.  

As the NIC explained to me,  “the health committee is meant to be a sort of 

liaison backwards and forwards between the community and health services in the 

broadest possible sense”.  Another member of the committee explained the importance of 

this kind of collaboration for community health in another way: 

 

Let’s be realistic.  How many people are going to jump for the health 
centre?  It’s a norm, it’s standard, it’s there.  But the Health Committee has 
the weight to say ‘these are the voices of the people, not just your health 
professionals. 
 

The idea of listening to the “voices of the people” is an essential expression of the 

AHC’s commitment to community-based participatory research (CBPR), an umbrella 

term most commonly used in the health field to describe a set of research principals, 
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relationships and methodologies involving a reciprocal partnership between researchers 

and subjects in the production of knowledge and social action (Macauley et al. 1998: 

105).   This approach differs from traditional forms of biomedical and social science 

research in its “commitment to social action, relationship building, and collaborative data 

collection and analysis techniques” (Guta et al. 2010: 35).   

Indigenous communities in northern Canada have taken the lead in codifying 

ethical principles for the conduct of CBPR, in part because of what Flicker and 

colleagues describe as a tendency towards “helicopter research”, a reference to the 

practice of southern researchers flying into a remote northern community, “arriving with 

surveys, taking data, and giving little, if anything, back” (2007: 479).  Marlene Brant 

Castellano writes that as an indigenous woman and co-Director of Research for Canada’s 

Royal Commission on Aboriginal Peoples (RCAP), she met many people indigenous 

people who proposed alternatives to such extractive research relationships. “If we have 

been researched to death,” one Elder proposed, “maybe it’s time we started researching 

ourselves back to life” (2004: 98).  

 

Community-based health research as health promotion 

From the perspective of applied public health, CBPR principles can transform the 

research process itself into a form of community health promotion (Labonte 1994).  In 

this sense, the principles guiding the research process encouraged by the Aklavik Health 

Committee are consistent with those in several important global health documents, 

including the Alma Ata Declaration (1978) and the Ottawa Charter for Health Promotion 

(1986).  These principles are central to the emphasis on “community participation and 

education” in the holistic definition of primary health care set out as part of Alma Ata’s 

call for a commitment to “health for all” (Last 2007: 300).  Similarly, the Ottawa 

Charter’s definition of health promotion as “the process of enabling people to increase 

control over and improve their health” compliments the application of CBPR principles 

for health research.  Attention to the social arrangement of agency in the design of public 

health research and practice is complementary to evidence that social inequalities are too 

often embodied as disease when peoples life options are constrained in ways that leave 

them in harms way (Farmer 1999; Chan 2009).  Because constrained agency is too often 
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a mechanism of social etiology, interventions that increase people’s ability to direct their 

own lives also tend to improve health outcomes.  From this perspective, efforts to 

improve community health are enhanced when they are equitably community-based and 

community-driven. 

 

The Aklavik Health Committee and the Institute for Circumpolar Health Research 

One of the Aklavik Health Committee’s most important partners in building 

CBPR experience and capacity is the Institute for Circumpolar Health Research (ICHR) 

based in Yellowknife, NWT.  The ICHR was first incorporated in 2005 as the Arctic 

Health Research Network Northwest Territories (AHRN – NT), and changed its name in 

2009 to reflect more accurately its circumpolar mandate “to conduct research, facilitate 

research, and engage in research training, knowledge synthesis and dissemination” 

(Chatwood & Young 2010: 25).  In the five years since its inception, the ICHR has 

obtained $4.7 million in grants and contracts, and has developed research partnerships on 

a project-by-project basis with a number of partner organizations, including indigenous 

governments, community organizations, health care providers, universities and federal 

agencies.  The ICHR has developed a number of collaborative CBPR projects in 

partnership with the Aklavik Health Committee.  

Because CBPR renegotiates the category of “researcher” and invites those who 

would be researched to join in defining and exploring research questions, methods, 

analytical approaches, and proposed interventions, it is sometimes considered a form of 

health promotion in itself (Lebonte 1994).  This tendency is concisely communicated in 

the Kellogg Foundation Community Health Scholar Program’s definition of CBPR as: 

  

a collaborative approach to research that equitably involves all 
partners in the research process and recognizes the unique strengths 
that each brings.  CBPR begins with a research topic of importance to 
the community and has the aim of combining knowledge with action 
and achieving social change to improve health outcomes and eliminate 
health disparities  (in Wallerstein et al. 2008: 19). 

 

The connection between health promotion and health research has been a central 

part of several projects supported by the AHC and the ICHR.  In May 2006, the AHC 
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partnered with Moose Kerr School and a graduate student affiliated with the ICHR to 

launch the Youth & Elders Dietary Choices Pilot Project.  The project was “designed to 

engage Aklavik Youth in examining dietary choices and diet-disease relationships” in 

Aklavik, and involved two phases.  In the first phase, students completed dietary recalls 

along with daily classroom discussions as a way of encouraging critical thinking about 

the determinants of nutrition in Aklavik based on dietary choice and its constraint.  In the 

second phase of the project, students decided to create a photo-voice/video project, in 

which they interviewed friends and family about dietary choices, visited their Northern 

grocery store and videotaped food prices, and travelled to nearby Shingle Point on the 

coast to document the seasonal whale and caribou hunt there (ICHR 2010).  The project 

was a remarkable success in terms of its alignment with CBRP principles, and further 

inspired the AHC’s interest in CBPR.   

These research experiences have been important for developing the AHC’s 

capacity to initiate, co-design, and implement CBPR.  This process is deeply informed by 

the interests of its members and their knowledge of health concerns in the community, 

along with past research experiences.  This is especially the case because the Health 

Committee has no guiding documents – although all members of the Committee have 

expressed interest in developing a written mandate, this has not yet occurred.   As a 

result, research agreements are currently developed on a project-by-project basis, 

combining the skills of the outside partners with community interest and initiation.   

 

The Aklavik Health Promotion Research Project 

At the invitation of the Aklavik Health Committee (AHC), I first flew to Aklavik 

in the summer of 2009 as a graduate student participating in the Public Health Agency of 

Canada’s (PHAC) Research Affiliate Program (RAP) hosted by the ICHR.  RAP is a 

program of the federal public service with provides post-secondary students with 

opportunities to conduct innovative research as part of their graduate studies (PSCC 

2010).  During our first meetings in May 2009, we began an iterative process of design 

and redesign that would last many months.  Although my colleagues and I at the ICHR 

had initially understood that the AHC was interested in expanding the Dietary Choices 

Project, our first meetings revealed an interest in broader questions about health and its 
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determinants.  During our meetings, the AHC posed a number of questions – how do 

people in Aklavik define health?  What do people in Aklavik identify as the biggest 

barriers to health?  What ideas are people’s priorities for health interventions?  What kind 

of health research (if any) are people in the community interested in?  These questions 

would become the basis for a new research project based on a partnership between the 

AHC and I, with financial and logistical support from the ICHR and PHAC.   

Early in our process, I discovered how dependant our own CBPR process would 

be on seasonal subsistence patterns in Aklavik.  In the weeks before my arrival people 

had been excitedly looking out to ice on the river, waiting for breakup to signal the 

beginning of new season of hunting and gathering food “out on the land”.  I arrived in 

Aklavik the day the ice broke, and soon after our first meeting I was left to meet on my 

own with members of the Health Committee one-on-one or in small groups.  Throughout 

the summer, we met in town or out on the land as we gathered wild berries or hunted 

caribou, discussing research ideas and developed a plan of action for the fall.  In the fall, 

we would begin meeting as a group again, and begin a process of collaborative design 

that would culminate in data collection during the spring, and transcription, coding, and 

writing the following summer.    

 

Part 3: Methods 

 In this section of the paper, I will present a detailed description of the research 

methods we used in this study, including a discussion of the design process developed in 

partnership with the Aklavik Health Committee, study objectives, research methodology, 

sampling techniques, compensation, consent mechanisms, and data analysis techniques 

used in this research project.  

 

Community-based participatory research design 

Our project was initiated by the Aklavik Health Committee and developed 

through an iterative design process meant to contribute to the Aklavik Health 

Committee’s long-term capacity to promote community health.  Research questions were 

raised by members of the AHC, as used as a basis for discussing appropriate research 

methods.  This process allowed a unique fusion of emic and etic knowledge, and helped 
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optimize our project’s relevance both for the community of Aklavik and for other 

researchers and practitioners concerned with community health in the north (Macaulay et 

al. 1998: 105; Teufel-Shone et al. 2006: 1623).  This design process was inspired by 

CBPR principles consistent with those described by Israel and colleagues (2005) and 

Flicker and colleagues (2010).  

Based on an extensive review of the literature, Israel and colleagues suggest nine 

guiding principals for the conduct of CBPR for public health that both reflect and 

prescribe a set of “best practices” (2005: 9).  These include commitments to: 

 

1) acknowledging community as a unit of identity;  
2) building on community strengths, resources, and assets;  
3) equitable partnership in all stages of the research process, from defining  
problems to collecting and interpreting data, disseminating findings, and applying 
results;  
4) capacity-building for all partners; 
5) combining research and social action for the benefit of all partners;  
6) a biosocial approach attending to the multiple determinants of health  
7) an iterative process to developing systems of partnership; 
8) inclusion of all partners in decisions about the dissemination of results; and  
9) long-term thinking and sustainability beyond a single project or funding period. 
 

Flicker and colleagues articulate a similar set of principles (see Figure 1). While 

these principles represent a set of “best practices”, the authors caution that no one process 

is appropriate to all CBPR.  Rather, these principles encourage all those involved in 

CBPR to jointly decide upon a set of values and guidelines for decision-making as part of 

an iterative approach to design and implementation (Israel et al 2005: 20).  These 

guidelines were codified in our research ethics submission to the University of Toronto, 

with established a commitment to mutual consent by all partners at each stage of the 

design process, with institutional partners like the ICHR and PHAC reviewing the 

completed ethics protocol before submission.  
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Study Objectives 

Our study design is focused on achieving two direct objectives: 1) to identify 

popular perceptions of the meaning and determinants of health, as well as the health 

interventions considered most important by the people of Aklavik; and 2) to identify all 

health promotion programs currently underway in the community of Aklavik.  The first 

project objective is focused on generating data about people’s definitions of health, its 

determinants, and priorities for action.  To date there are no published studies exploring 

these perceptions in the NWT. This objective can be summed in a single research 

question: “How do people in Aklavik define the meaning and determinants of health in 

their community, and what do they think are the most important ways to help improve 

community health?”  

A second project objective is to contribute new data that can be used to assess, 

design, and implement new research and health promotion programs in the Northwest 

Territories.  To date there are no published reviews of health promotion programs taking 
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place in any rural Northern communities in Canada.  For the purposes of this research, 

“health promotion” is operationalized to include any program whose goal is to enable 

people to have more control over their health and its determinants.  This definition is 

consistent with the definition of health promotion articulated in the WHO’s Ottawa 

Charter for Health Promotion (1986).  It is hoped that this research will contribute to the 

production of a comprehensive and “living” list of health promotion programs that can be 

used by the AHC, health services, and community members to help discuss and 

coordinate a community strategy for health promotion in Aklavik.      

 

Ethics Review Process 

The development of this project was supported by the development of a research 

ethics protocol for submission to the University of Toronto, as well as an application for a 

Scientific License through the Aurora Research Institute as required by the NWT 

Scientists Act (see Appendix A).  As part of the Scientific Licensing approval process, 

our research proposal was reviewed by the Aklavik Community Corporation, the Ehdiitat 

Gwitch’in Council, the Gwitch’in Land Use Planning Board, the Gwitch’in Social and 

Cultural Institute, the Hamlet of Aklavik, and the Inuvialuit Community Development 

Division.  This research project was granted ethics approval through the University of 

Toronto’s Office of Research Ethics, and received a Northwest Territories Scientific 

Research License (License #14697).   

 

Research Methodology 

Our research used methodological triangulation, including participant observation, 

focus groups, and semi-structured interviews to collect data.  For six months between 

May 2009 and May 2010 I lived in the community of Aklavik, building research 

relationships and engaging in a process of participatory research design (Flicker 2007). 

This method allowed me to make contextual observations about important social, 

ecological, and political-economic facets of life in Aklavik that proved essential for 

interpreting, coding, and analyzing data collected through other methods, enhancing 

overall data quality through analytical triangulation.  During participant observation, key 

informants – including all members of the AHC - were identified through snowball 
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sampling, and were interviewed using an expanded and more open-ended version of the 

interview script used for semi-structured interviews.  These interviews usually took 

considerably more time than semi-structured interviews. Field notes were taken 

throughout participant observation, and provided an important reference point for data 

interpretation (Russell Bernard 2006: 387).   

Four focus groups were also conducted using focus group guides modeled on the 

same questions used for semi-structured interviews.   One group included members of the 

Aklavik Health Committee. One of these groups included both male and female elders 

from the community.  Another focus group included women aged 18 years and older, and 

a final group included men 18 and older.  All focus groups were facilitated by the author.  

Analysis of focus group data is underway, and is not included in this paper.  

Semi-structured interviews were also used to collect data from random sample of 

thirty community members (n=30).  Interviews were open-ended, allowing participants to 

take the interview in any direction they pleased.  I endeavored to avoid leading statements 

in all interviews, and made use of probing techniques to encourage participants to 

elaborate on themes they brought up by participants in their interviews.  These bracketing 

techniques were included to help ensure that themes arising from the interviews 

originated from the community (Fischer 2009).  In the selection of all methods, we 

endeavored for methodological coherence between research question and methods3 

(Morse et al. 2002). 

Each participant was asked a series of general questions about their sex 

(observed), age (how old are you?), ethnicity (are you a beneficiary of the Gwitch’in or 

Inuvialuit land claims agreements?), and whether or not they were a health service 

provider. All participants were then asked a series of questions (see Appendix J):  

1. How do you define health?   

2. What are the biggest barriers to being healthy in Aklavik? 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3 Because we were interested in exploring what people in Aklavik think, questionnaires and surveys would 
not have been appropriate primary methodologies, because they gather information from participants 
interactions with pre-selected concepts  and themes.  Although collaboration with members of the Aklavik 
Health Committee presented an opportunity to attempt to construct survey tools using local terminology, 
we decided that this would still be a sub-optimal indication of community-generated categories.  Perhaps 
more importantly, members of the Aklavik Health Committee expressed concern about community 
exhaustion with survey tools in general as artifacts of the kind of “helicopter research” we wanted to avoid. 
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3. What do you think are the most important things that can be done to 

improve health in Aklavik?  Is there any kind of health research that 

you think might help improve health in Aklavik? 

4. Do you think that people in Aklavik are aware of the different 

programs in the community that are designed to promote health? 

a. What should be done to help make health programs in Aklavik 

more accessible to people? 

b. Can you list all of the different programs that aim to promote 

health in Aklavik? 

Sampling 

  Participants for semi-structured interviews were selected using a random number 

generator and non-replacement sampling of a list of community household phone 

numbers (n=142), and contacted until the desired sample size of n=30 was reached.  Bias 

associated with unlisted numbers is reflected in the sample.  Households were first 

contacted using a recruitment script [see Appendix H], and the person who answered the 

phone was then invited to participate in an interview at a location of their choosing, and a 

room was available at Aurora College for respondents wishing to conduct interviews in 

private.  Of those people contacted for an interview four (n=4) declined, and seven (n=7) 

were unreachable by phone after three attempts. In cases where an interview was 

conducted in a person’s home, I endeavored to conduct as many interviews as there were 

willing adult (age 18+) participants, and took note of the three (n=3) occasions when two 

interviews were conducted in the same household.  Assuming a total of 150 households in 

the community, the sample captured approximately 18% of all households in Aklavik.  

 Participants in focus groups were selected using two methods.  Current members 

of the Aklavik Health Committee were directly invited to join their own focus group.  

Participants in the elders focus group were selected using snowball sampling.  The 

remaining two focus groups were selected using the random number generator discussed 

above.  Non-replacement sampling was conducted following the selection of the 

interview population (n=30), so that participants who had been contacted for an interview 

were not included in the focus group sample.  
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 This sampling technique was successful in achieving a generally representative 

sample (see Fig. 4).  Indigenous and non-indigenous populations were represented almost 

exactly.  Males and females were also well represented, with a slight over-representation 

of women and under-representation of men.  Youth were excluded from the sample to 

avoid random sampling among a particularly vulnerable group, and so are 

underrepresented in the sample, while 45-59 year olds are overrepresented in the sample.  

However, other age groups, especially 15-24 years, 25-44 years, and elders are fairly 

accurately represented.   

 
	  

	  
	  Total	  Aklavik	  
Population	  (2009)	  
	  	  
	  	  n	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  %	  

Total	  Sample	  
Population	  
(interviews)	  
	  n	  	  	  	  	  	  	  	  	  	  %	  

Total	  	   645	   100	   30	   100	  
Indigenous	  
	  

591	  
	  

91.6	   27	   90	  

Non-Indigenous	   54	   8.3	   3	   10	  
Males	   	   352	   54.6	   14	   46.6	  
Females	  
	  

293	   45.4	   16	   53.3	  

0-4	  Years	   58	   8.9	   0	   0	  
5-9	  Years	   42	   6.5	   0	   0	  
10-14	  Years	   49	   7.59	   0	   0	  
15-24	  Years	   131	   20.3	   3	   10	  
25-44	  Years	   178	   27.59	   10	   33.3	  
45-59	  Years	   123	   19	   12	   40	  
60	  Years	  &	  older	  
	  

64	   9.9	   5	   16.6	  

Figure 4: Participant demographics (with data from NWT Bureau of Statistics 2010) 
 

Consent 

The consent for participant observation was dynamic and continuous, involving 

approval from the Aklavik Health Committee, and dissemination of research plans to 

major community organizations in Aklavik through the Scientific Licensing process.  

And announcement describing the research project and its initiation was also made on 

community radio.  For interviews, informed consent was sought using a written form (see 

Appendix I), which was reviewed out loud with each participant prior to all interviews. 

Some key informants made special requests to be identified by name, and signed their 

consent forms with a note indicating this consent.  This was structured into our ethics 
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protocol as a way of ensuring that those who wanted to identify with the work were able 

to do so.   

 

Compensation 

All interview participants were given a $50 gift card to one of the two grocery 

stores in the community as a small “thank you”.   Food was served at all focus group 

meetings.  

 

Data Analysis 

 Data was analyzed in the context of the study objectives established in partnership 

with the Aklavik Health Committee.  All interviews were transcribed manually and re-

read to ensure the transcript was verbatim and to correct any transcription errors, before 

being reviewed question-by-question using inductive coding (Russel Bernard 2006: 492).  

Wherever possible, in vivo coding was used to preserve the actual phrases used by 

participants (Strauss & Corbin 1990: 68).  In cases where themes directly pertaining a 

particular question were addressed at other points in the interview, they were included in 

tallies for that question.  Data was then summarized into “interview response summary 

sheets” for each question, detailing overarching categories and sub-themes with the 

accompanying number of respondents, and including interview numbers (one to thirty) to 

account for overlap between categories (See Appendices C through G).   

  

Part 5: Results 

 This section of the paper reviews the results of data analysis derived from thirty 

semi-structured interviews conducted in spring 2010.  People in Aklavik participating in 

this study discussed their definitions of health, their understandings of the determinants 

of health, their priorities for improving health in Aklavik, and their knowledge of existing 

health promotion programs.  The results section of this paper is divided into four sections, 

each summarizing the coded data from interview questions addressing these topics.   
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Question 1: Definitions of health 

 In question one, each of study’s 30 participants was asked the question “How do 

you define health?”  Responses were coded into 18 themes, which were grouped into 

seven general categories: healthy eating (n=19), substance abuse and addictions (n=8); 

violence (n=2); physical activity and injury prevention; (n=13); mental health (n=10); 

community/social wellbeing (n=11); and having capabilities (n=8) (see Data Summary #1 

and Appendix B).  

 

 
  

 The vast majority of respondents (n=19) defined health in terms of eating healthy 

foods.  Most of these responses (n=13) focused on the importance of “country foods”, 

(also called “traditional foods” and “native foods”).  For this category, most respondents 

simply described the on-the-land foods that they ate.  For example, one respondent 

explained that, “I think our native foods are the best to be eating, our caribou meat, our 

fish, our birds, geese and ducks”.   Other participants mentioned access to other land-

based food sources including berries (ukpik/knukle/cloudberries, blueberries and 

cranberries), muskrat, arctic hare, whitefish, inconnu, arctic char, and beluga whale.  
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These observations are consistent with research on food use and preference among 

Inuvialuit and Gwitch’in people in Akavik and other communities (Wein & Freeman 

1992; Kuhnlien et al 2006).  A second category includes a significant number of 

participants (n=7) who spoke about avoiding unhealthy food, with five out of these seven 

describing these as “white man’s food”.  This category also includes market or “store 

bought” foods in general.  Finally, six participants also spoke generally about the 

importance of fruits and vegetables. 

 Mental health also emerged as an important theme (n=7), with six (n=6) including 

mental wellbeing as part of a holistic definition of health, and another one (n=1) focused 

specifically on access to “support networks for mental health”.  Of the eight people who 

defined health with reference to substance abuse and addictions, seven focused on 

drinking, five on smoking, and four on drugs (without specification).  One participant 

who identified as a survivor of rape and suffered from an unrelated chronic injury spoke 

of using drugs and alcohol as a therapeutic response to trauma.  A relatively smaller 

number of people prioritized the avoidance of violence as central to their understanding 

of health, emphasizing sexual violence (n=2) and assault (n=2).   

Physical activity and injury prevention was also identified as an important theme 

(n=13). Some respondants (n=5) spoke in general terms about spoke about their own 

exercise routines at the community fitness centre, or more generally of the importance of 

“exercising, walking, working out, anything like sports or being out on the land”.  Two 

people also spoke about the importance of avoiding injury.  Yet, most respondents (n=9) 

who referred to physical activity as being intrinsic to health focused on the importance of 

“living on the land”.  “Well,” one fellow explained, ““it's good to be healthy, to be good 

and strong. To go out on the land you have to do lots of hard work out there like haul 

wood, break trails, get water and that, fish and hunt.  Yeah, gotta be strong when you 

catch whale too, gotta pull it up.”  For people in Aklavik, seasonal migration to favorite 

hunting sites remains a central part of their lives, and represents a source of physical, 

social, and spiritual wellbeing.  One Inuvialuk elder I spoke to eloquently connected the 

importance of living on the land to nearly every other theme mentioned in peoples 

definitions of health: 
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you live on the land, have medicine from the trees, the willows and grass, 
all kinds of flowers they have for medicine.  I'll show it to you, stay 
healthy all the time. When the white man come, he bring all kinds of food, 
eh?  And they forget, some people they forget.  And years, long ago, 
Inuvialuit, my mom and dad tell me, they give you long health when you 
have medicine on the land, you live longer.  No, no, no whiskey.  No 
nothing, no drugs.  Just from the land.  Now the white man comes, bring 
lots of bad things I guess, tobacco, smokes, drinks, whiskey (laughing).  
And long ago, Inuvialuit, they knew about all kinds of stuff.  They live on 
the land, and know about all kinds of animals, caribou, moose, ducks, 
birds, and whale, eh?  You go whaling in the summertime, on the coast.  
That time, they have no, no, outboard motor, no nothing.  We paddled.  
We paddled to coast to hunt whale.  They had no rifles, just harpoon. 

 

For many people in Aklavik, being on the land remains an inseparable facet of cultural 

identity that’s central to their understanding of the meaning of being healthy and alive.   

 Similarly important for many respondents is a sense of community and social 

wellbeing (n=11).  These respondents spoke of the importance of helping family and 

friends, and especially about the importance of sharing knowledge with children.  Others 

spoke about the importance of social support networks, especially for elders. For each of 

these people, health is intrinsically social.   One person also defined health in terms of 

access to housing, a theme the reemerged far more frequently when I asked people about 

barriers to health in their community.   

 Finally, a number of participants (n=8) defined health in terms of capabilities – 

being able to work (n=4), and being able to do other things that you value (n=4).  In a 

typical example, one respondent explains “when	  you’re	  healthy,	  you	  get	  to	  do	  a	  lot	  of	  

things”.	  	  	  	  Read	  in	  the	  context	  of	  community	  emphasis	  on	  social	  forces	  as	  the	  most	  

significant	  barriers	  to	  health,	  this	  recurring	  idea	  is	  reminiscent	  of	  Venkatapuram	  

and	  Marmot’s	  ongoing	  work	  on	  linking	  Sen’s	  capabilities	  approach	  to	  human	  

development	  (Sen	  2009)	  with	  the	  evidence	  on	  the	  social	  determinants	  of	  health	  

(Venkatapuram	  &	  Marmot	  2009).	  

 In summary, while a significant number of people in Aklavik explicitly define 

health in holistic terms including psychological (n=7), social (n=11), and physical (n=11) 

wellbeing, the vast majority primarily associate health with eating well (n=19).  Emphasis 

on country food (n=13) and living on the land (n=9) are suggestive of the ongoing 
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significance of land-based activities for people’s definitions of health.  These response 

patterns also suggest a fairly high degree of cultural consonance around the basic 

conceptualizations of health as a state of physical, psychological, and social wellbeing 

rooted in a strong connection to the land.  

 

Question 2: Barriers to health 

In question two, participants were asked “what do you think are the biggest 

barriers to health in Aklavik?”  While responses were consistent with data from question 

one, new themes emerged that give clearer picture of popular perceptions of the 

determinants of health in Aklavik (see Data Summary #2 and Appendix D).   

 

There is more consensus on access to healthy foods as a barrier to health then on 

any other theme mentioned by people in Aklavik (n=25).  Of these, 19 emphasized the 

price of market food the biggest factor preventing people from eating a healthy diet: 

  

The biggest barrier to being healthy is having money to buy healthy 
food.  You gotta have money to buy healthy food and that because 
kids gotta eat.  I think some of them can’t afford it and that’s why they 
just buy junk food and pop 

 
Another participant explained the determinants of dietary choices in similar 
terms: 
 

Having a good health care system available is important, but it’s also 
important to have all the right foods in the community to keep our 
bodies functioning, like vegetables and fruits.  They should have good 
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prices too, at accessible prices, because it’s an arm and a leg to eat 
healthy here…I wouldn’t mind to have lots of fresh veggies and fruit, 
but I can’t afford it.  Instead we use the money that’s there to get 
chips, junk food.  We’d rather have carrots and dip, fruits.  But it’s 
easier to buy a bag of chips than to buy an apple because it’s cheaper.”  

 
As another explained, 
 

You just try buy the basics, eh?  I can’t buy fruit and that, you can’t 
afford it.  And the flour, butter, lard, too much price.  Can’t buy 
nothing else, I have to make it last for the whole month.  Look how 
expensive things are! 
 

Some from this group explained that the cost of market food had increased their reliance 
on country food: 
 

they’re so expensive, the fruits and vegetables.  That’s ridiculous.  That’s 
why I really try to stay with my country food.  You know, like my – I’m 
having a bit of muktuk [the outer layers of a whale] here.  That’s oranges 
for me! (laughing).  What’s healthy for us is trying to figure out more 
ways to eat country food.  Like I said, vegetables and fruit are very 
expensive 

 

Yet, for many people, cost is also a significant barrier to going out on the land.  Of the 13 

people who identified poor access to country food as a barrier to health, eight focused on 

cost.  One participant explained that “we’re loosing our cultural and traditional ways 

because everything is so expensive now.  If I wanted to go out on the land, I’m stuck 

because I don't own a kicker and boat, or skidoo (laughing) because I'm paying housing 

(laughing) and so what do I do?”  

Unemployment (n=5) and dependence on income support (n=4) were also 

identified as barriers to health, together accounting for 8 responses out of 30.  Many 

respondents pointed out that the income support system in the NWT includes structural 

disincentives to seek employment, because people receiving income support are protected 

from the full cost of renting a house in Aklavik – between $1000-$1500/month.  These 

respondents recognized that a situation in which “people can live in a house for 

$30/month until they get a job, and then they can’t afford to live in a house any more” 

represents an “economic barrier to health”.  As this suggests, the price (n=5) and quality 

(n=1) of housing were also identified as barriers, along with homelessness (n=1). One 
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participant told of hearing that a local Member of the Legislative Assembly (MLA) had 

stood in the legislature to speak about the cost of living: 

I know that one day one of the MLA's were talking about cost of living.  I 
wish I could have talked with him first, because I would have taken a 
picture of my house and put my rent on it, and I would have went to my 
fridge and took a picture of it, that empty fridge.  And they talk to us about 
"buy more vegetables", but how could I buy it when I'm paying for this 
little house?   I wanted to take a picture of my cupboards, because even 
though I'm working and get a paycheck, I just buy a hundred dollars worth 
of groceries, and that has to last me two weeks! 
 

There is also a strong consensus around the significance of additions as a barrier 

to health in the community (n=17).  While gambling (n=1), smoking (n=3) and drugs 

(n=6) were each identified, more than half of the sample identified alcohol and 

bootlegging as significant barriers to health in Aklavik (n=16).   In fact, many people told 

me that addictions are endemic in Aklavik.  “More than half of the town likes their drinks 

or dope” one participant explained, “That’s why they can’t catch bootleggers or dope 

dealers – there’s too many.”  For some people, addictions have become a self-

administered therapeutic response to violence and social suffering (Bourgois 2003: 319). 

In December 2009, in the midst of my fieldwork, an alcohol restriction plebiscite was 

organized by concerned elders and health services workers, and was very narrowly 

defeated.  One respondent, a survivor of domestic violence, captured a sentiment shared 

by many people who didn’t support the plebiscite:  

Booze is the main problem, that’s what causes everything.  But I didn’t 
even want to vote in the plebiscite, because as I say, I like my drinks.  To 
tell you the truth, it would have gotten worse, you know, I’m sure. People, 
they like their drugs, not dope but Listerine, hairspray, scope, things like 
that.  They’ll find a way to get it into town and sell it on the black market.  

 

This response reflects a degree of awareness that addictions are often expressions of 

underlying social suffering (Waldram 2007: 109).  At the same time, alcoholism and 

substance abuse recognized “as a great perpetuator of verbal and physical abuse.”  

Although only three people interviewed identified violence and sexual violence as 

important barriers to health, this is better interpreted as an indicator of people’s readiness 

to talk about violence than as an indicator of prevalence.   
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Addictions also registered in participant’s identification of insufficient access to 

addictions and mental health services (n=5).  In total, eleven people focused attention 

nine different issues of access to health services, indicating a common concern in health 

services, but little consensus.   

Overall, this data indicates a remarkable agreement among people in Aklavik that 

the cost of living is the most significant barrier to health in their community. A total of 21 

people identified the cost of country food or the price of market food as barriers to health, 

while 8 people focused on unemployment and income support, and five focused on 

housing.  This data suggests a clear demand for action to address the social determinants 

of health in Aklavik.  A similarly significant demand to address issues of alcohol 

addiction (n=16) and access to addictions and mental health services can be interpreted as 

indicating a parallel interest in an increased public health focus on the etiologies of social 

suffering.   

 

Question 3: Ideas for improving health  

 Our third interview question focused on ideas for improving health in Aklavik by 

asking participants to name “the most important things that can be done to help improve 

health in Aklavik?” (see Appendix E).  These responses were coded into four categories: 

“getting on the land” (n=9), “health and social services” (n=13), food and nutrition 

(n=13), and “general community health promotion” (see Data Summary 3) 

 



	   30	  

 

 Responses indicate interest in the expansion of programs to facilitate access by 

youth (n=6) and elders (n=6) to on the land activities, as well as action to decrease the 

overall cost of access to the land (n=4).  Food and nutrition received similar attention, 

with considerable interest in nutrition programs focused on what foods to eat and how to 

prepare them” (n=7).  Several people also generated the idea of lowering the price of 

market food through subsidies (n=3), with similar levels of interest in providing meals for 

children at school (n=2) and for the creation of a community garden (n=2).  Importantly, 

there was also demand for the expansion of pre-natal nutrition and infant feeding 

programmes (n=4), a proposal linked to broader concerns about continuity of care (n=1) 

and program funding (n=1) discussed in question three.   

 A general interest in health promotion is also indicated by interest in education of 

“the	  kind	  where	  they	  show	  us	  what’s	  good	  and	  what’s	  bad	  and	  everything	  like	  that”.	  	  

Other	  responses	  adopted	  more	  ambitious	  proposals	  to	  promote	  community	  

awareness	  of	  a	  holistic	  definition	  of	  health:	  “People	  always	  have	  in	  mind	  that	  just	  

eating	  healthy	  is	  being	  healthy,	  and	  it	  is	  to	  an	  extent,	  but	  you	  have	  to	  have	  mind,	  

body,	  soul,	  the	  environment	  has	  to	  be	  healthy,	  the	  community	  has	  to	  be	  healthy”.	  	  

Importantly,	  there	  is	  also	  a	  pattern	  of	  interest	  the	  organization	  of	  more	  community	  

gatherings	  as	  a	  basis	  for	  enhancing	  “the	  spirit	  of	  the	  people”.	  	  

Many	  proposals	  focused	  on	  health	  and	  social	  services,	  especially	  expanded	  

mental	  health	  and	  addictions	  counseling	  (n=9)	  and	  the	  creation	  of	  a	  new	  community	  

healing	  or	  friendship	  centre	  (n=3)	  that	  addresses	  health	  “beyond	  physical	  ailments”	  

to	  include	  an	  expansion	  in	  “family	  counseling	  services,	  drug	  and	  alcohol	  treatment	  

programming”.	  	  	  At	  the	  same	  time,	  participants	  indicated	  an	  interest	  in	  more	  group	  

activities	  and	  sports	  programming	  (n=6).	  
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	   	  Participants were also asked if there is “any kind of health research that [they] 

can think of that might help improve health in Akalvik.” Ideas for research were 

categorized separately (see Data Summary 3).	  	  The	  most	  remarkably	  persistent	  theme	  

is	  the	  number	  of	  people	  who	  expressed	  no	  interest	  in	  research	  at	  all	  (n=10).	  	  This	  

response	  was	  associated	  with	  complaints	  that	  researchers	  never	  reported	  back	  to	  

communities	  and	  used	  survey	  methods	  associated	  with	  what	  Flicker and colleagues 

call “helicopter research”, a reference to the practice of flying into a remote northern 

community, “arriving with surveys, taking data, and giving little, if anything, back” 

(2007: 479).  This interpretation is reinforced by support	  for	  the	  continuation	  of	  the	  H	  

pylori	  project	  (n=6)	  and	  emphasis	  on	  the	  importance	  of	  reporting	  existing	  research	  

back	  to	  the	  community	  by	  radio	  (n=5,).	  	  This	  data	  should	  be	  taken	  as	  an	  indication	  of	  

people’s	  impatience	  with	  research	  of	  little	  substantive	  benefit	  to	  their	  community.	  	  

	  

	  

	  

	  

	  

	  



	   32	  

Question	  4:	  Awareness	  of	  existing	  health	  promotion	  programs	  

Our final interview question focused on awareness of existing health promotion 

programs in Aklavik, and strategies to promote existing programs.  This question also 

asked participants to list health all health promotion programs in the community, both to 

gauge community awareness of existing health programs, and as a tool to complement 

key informant interviews for populating the health promotion inventory associated with 

research objective two. 

Data Summary #4 indicates 

responses to the question “do you think 

people in Aklavik are aware of the 

different programs in the community that 

are designed to promote health?” As this 

suggests, there is little agreement at the 

community level about people’s 

awareness of health promotion programs 

in Aklavik.   

 When asked ‘what should be done to help improve visibility and accessibility o 

existing health programs in Aklavik?”, responses centered on two themes: early notice by 

radio (n=12) and the use of posters placed in public buildings such as the hamlet office, 

the post office, the Aklavik Health Centre, and the Northern Store (n=10) – essentially, 

an extension of what is already taking place.  A number of other proposals are worth 

special attention despite their status as outliers.  Proposals for home visits and increased 

accessibility were mentioned in six interviews, while improved continuity of 

programming and funding received mention in two interviews.  Issues of funding and 

continuity are key problems for Aklavik’s prenatal nutrition program, which is only 

active three months of the year due to funding constraints.   

  Finally, this question helps provide the basis for an inventory of health promotion 

programmes in Akalvik (see Appendix G).  A total of 47 different programs were 

identified.  While this is the first inventory of health promotion programs conducted in 

the Northwest Territories, it should be considered preliminary until a community review 

and more rigorous inclusion criteria is developed.  Of the 47 different programs 
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identified, only one (income support and social services) is specifically designed to 

address the social determinants of health pertaining to income, employment, and access 

to housing.  However, as discussed in earlier, and current relationship between income 

support and housing creates a structural disincentive for employment, while low incomes 

provided through income support increase the difficulty of accessing healthy foods.  The 

complex interplay between different barriers to health identified in Question Two further 

suggests the need for public health research and practice to look beyond individual 

behavioral risk factors towards the social determinants identified by people in Aklavik as 

the most important barriers to health – factors such as income, the price of housing, food 

prices, and the cost of accessing country food.   

 

Discussion 

 This data demonstrates that the social determinants of health are a essential 

peoples understandings of the meaning of health, barriers to health, and, to a lesser 

extent, strategies for health promotion in Aklavik.  Participants not only drew attention 

the cost of living as a determinant of health, but also described the mechanisms by which 

income, access to healthy foods, housing, social assistance, and addictions are 

interdependent.  Yet, public health practice in Aklavik and the Northwest Territories is 

still largely focused on addressing individual biomedical risk factors such as smoking, 

substance abuse, and lack of physical activity.  This reflects a broader implementation 

gap in Canada between evidence on the social determinants of health and public health 

practice (Raphael 2009: 15), and a resulting outcome gap across the social gradient – a 

pattern of health inequality defined by the social and economic conditions that shape the 

distribution of poverty and ill health (Butler-Jones 2008; Farmer & Campos 

2010: 471).   

 While Canada is a global leader in developing health equity concepts and 

producing documents about the social determinants of health, we have also become our 

own best critic when it comes implementation and practice.  The release of the Lalonde 

Report in 1974 was a watershed moment in global public health.  The report, “A New 

Perspective on the Health of Canadians”, became widely influential because it adopted 

an explicitly biosocial approach, emphasizing the limits of the clinical and the importance 
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of addressing determinants of health outside the health care system (Raphael 2009: 5)i.  

Just four years later Canada signed the “Health for All” declaration at the International 

Conference on Primary Health Care in Alma Ata in 1978.  Calling for action to address 

the social determinants of health and global health inequalities through a commitment to 

primary health careii and “health in all policies”, the Alma Ata Declaration remains a key 

document in global public health (WHO 1978).  More than 30 years later, the Lancet still 

calls the principals on which it was based – “equity, social justice, and health for all; 

community participation; health promotion; appropriate use of resources; and 

intersectoral action” – revolutionary, relevant, and vital for public health (Lawn et al. 

2008: 917).   

These important shifts towards a more biosocial approach to health were 

strengthened by the WHO’s Ottawa Charter for Health Promotion, which conceptualized 

“peace, shelter, education, food, income, a stable eco-system, sustainable resources, 

social justice, and equity” as prerequisite resources for achieving health.  At the same 

time, the Ottawa Charter recognized agency and its constraint as key determinants of 

health by conceptualizing health promotion as “the process of enabling people to increase 

control over and to improve their health” (WHO 1986).  Achieving Health for All: A 

Framework for Health Promotion similarly drew attention to the social determinants of 

health, calling for health in all policies and explicitly rejecting “blame the victim” 

approaches which ignore the very constraints on agency which cause and perpetuate poor 

health (Epp 1986: 32).   

 In Aklavik, these constraints function through low income levels, limited 

employment opportunities, the shortage of affordable housing, and a social assistance 

system that creates structural disincentives to work while providing insufficient income 

support to meet the cost of living a healthy life.  45% of households in Aklavik make less 

than $30,000/year, compared to 19% in the NWT and 26% in the rest of Canada (GNWT 

2008a).   Similarly, the 2004 NWT Community Housing Needs Survey indicated that 

43% of households in rural communities had some kind of housing problem, while 35% 

were in “core housing need” (Wilson 2009: 6).  At the same time, costs of living in the 

NWT’s northern communities are as much as 65% higher than in Edmonton, the nearest 

metropolitan census area. Of these 33 communities, Aklavik has the fifth highest cost of 



	   35	  

living (GNWT 2008b).  Those on social assistance in the NWT face income support 

levels Wilson explains were “originally based on the premise that people would 

supplement their diet with traditional foods” (Wilson 2009: 4).  But as respondents in our 

study observed, costs of accessing country food have made access difficult for some, 

increasing overall reliance on market foods.  When combined with the lack of 

employment opportunities, low incomes, the cost of housing and the price of market 

foods, these financial constraints often mean that healthy choices are impossible to make.  	  

As Kleinman and colleagues suggest, “to say that poverty is the major risk factor for ill 

health and death is only another way of saying that health is a social indicator and indeed 

a social process” (Kleinma, Das, & Lock 1996: XI).   

 

Anthropology in Public Health 

As people in Aklavik remind us, the social determinants of health are the essential 

components of their lives.  In this sense, public health is an intuitive field for 

anthropology.  Human beings are exquisitely social creatures, and our health and 

wellbeing is inextricably tied up in the circumstances in which we are born, grow up, 

live, work and age, and the systems put in place to deal with sickness – the social 

determinants of health.  From Hippocrates’s book Airs, Waters, Places in the first century 

BCE, to contemporary epidemiologists and physicians like Geoffrey Rose (2008), 

Vicente Navarro (1976), Paul Farmer (2010), Kate Pickett, Richard Wilkenson (2006; 

2009), and Michael Marmot (2006), evidence of social gradients in health outcomes has 

drawn attention to these determinants, and with them the relationship between health and 

social justice.  It is in this spirit that Rudolf Virchow, the founder of modern pathology 

and social medicine, famously wrote on the eve of the revolutions of 1848 that “medicine 

is a social science, and politics nothing but medicine at a larger scale” – a statement 

Mackenbach has called “public health’s biggest idea” (2008: 181). 

As Virchow’s idea suggests, public health is itself a contested cultural practice 

informed by various understanding of health and its determinants (Trostle 2005).  How 

we define a problem determines to a large extent how it is addressed.  Defining health 

problems in biomedical terms, for example, tends to similarly orient the search for 

solutions towards laboratory research and clinical practice.  Public health is distinguished 
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from biomedicine by its mission to look upstream from the clinical presentations of 

disease to their social etiology, and to mobilize society to promote, protect, improve, and 

restore the health of individuals and populations (Last 2007: 306; Hahn 1999: 23).  

Like its more quantitative cousin social epidemiology, one way that medical 

anthropology contributes to public health is by encouraging analysis and prevention 

strategies that both include and look beyond individual biomedical risk factors (such as 

smoking, substance abuse, and lack of physical activity) towards the social determinants 

of health (Marmot 2008).  Implicit in this approach is a lifecourse perspective attentive to 

the effects of prior living conditions on present and future health status.  Similarly 

implicit in this analysis is a biosocial perspective, attentive to the biological embodiment 

of social conditions.  As Mann suggests, health is always made up of two stories – a 

biological story with microscopic agents and a social story with human determinants 

(Saussy 2010: 3).  A biosocial analysis of health encourages attention to the relational 

constraints and possibilities of both on the cumulative interplay between exposure, 

susceptibility, and resistance (Krieger 2001).     

Another, equally important way that anthropology contributes to public health is 

by encouraging the interpretation of public health science as cultural practice, with it’s 

own contingent and substantively loaded categories of analysis (Trostle 2005).  Mitchell 

(2002), Rose (1999), and Ferguson (1994) have each demonstrated that technical 

discourses have a tendency to exclude problems they do not address.  Physician-

anthropologist Paul Farmer similarly argues that when public health researchers and 

practitioners arbitrarily restrict the causal field of analysis to focus on individual risk 

factors, they risk creating “visual field defects” – analytical blind spots that omit the 

political-economic and historical factors that influence the social determinants of health 

(Farmer 2005: 12).   

Anthropology often goes a step further in its analysis by looking at the 

determinants of discourse.  Gavin Smith for example takes this analysis a step further by 

suggesting that such visual field defects are not arbitrary at all.  Smith argues that in an 

era of neoliberal reform characterized by cuts to social investment and a corresponding 

focus on individual responsibility in public policy, researchers and public health 
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practitioners often accept such closures as they adapt to limiting funding criteria and job 

descriptions (Smith 2002).  

Anthropology is by no means immune to such visual field defects.  During his 

famous 1930’s fieldwork among the Nuer of southern Sudan, British anthropologist 

Evans-Pritchard focused on kinship and social organization, while ignoring the counter-

insurgency campaign waged against the Nuer by the British in 1929 – an event of 

profound significance for the people whose lives he sought to understand (Vincent 2002: 

30; cf. Evans-Pritchard 1940).  In a more recent essay, Orin Starn laments that Andean 

anthropologists have too often focused only on “ceremonial exchanges, Saint’s Day 

rituals, weddings, baptisms, and work parties.  Another kind of scene, just as common in 

the Andes, almost never appeared: a girl with an abscess and no doctor, the woman 

bleeding to death in childbirth, a couple in their dark adobe house crying over an infant’s 

sudden death” (Starn 1992: 168).    

Critical self- reflection on these kinds of omissions within anthropology 

encouraged the development of medical anthropology as an interdisciplinary sub-field, 

and encouraged anthropologists to critically engage and learn from the public health 

sciences. While no discipline is immune to such visual field defects, medical 

anthropology has learned to contribute to their alleviation by 1) exposing their context 

and contingency, and by 2) focusing on the voices and experiences of those people public 

health aims to assist. 

Paul Farmer offers brilliant examples of both of these practices in action.  

Farmer’s work is analytically premised on the anthropology of structural violence – an 

analysis of the social and economic conditions that shape and constrain people’s agency 

in ways that place them in harms way – and on an ethics of pragmatic solidarity, “a 

commitment to struggle alongside the destitute sick and against the political and 

economic structures that cause and perpetuate poverty and ill health” (PIH 2006).   

In a paper entitled “Structural violence and clinical medicine”, Farmer and 

colleagues suggest that clinicians concerned about community health must work at 

multiple levels, “from distal interventions – performed late in the process, when patients 

are already sick – to proximal interventions – trying to prevent illness through efforts 

such as vaccination or improved water and housing quality”, the traditional terrain of 
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public health (2006: 1686).  Whether as a deliberate critique or by analytical intuition, 

Farmer and colleagues reverse the meanings of the words “distal” and “proximal” as they 

are normally used in epidemiology.  Interestingly, epidemiologists use the word 

“proximal” to identify causes or risk factors closer to individual-level biomedical 

interventions, which Farmer and colleagues identify as usually occurring late in the story 

of disease onset (cf. Last 2007: 305).  Similarly, epidemiologists use the word “distal” to 

refer to causes or risk factors that are more remote from individual biomedical 

intervention and the “obvious direct cause of a departure from good health” (Last 2007: 

96) – those that Farmer and colleagues suggest are closer to the social determinants of 

health.  By flipping the script, Farmer and colleagues imply an interesting question: distal 

and proximal to what?  Where do we start from when determining the order of etiology 

and corresponding strategies for public health intervention (ie. individual clinical 

interventions or action on the social determinants of health)?   

As this example suggests, the descriptive and analytical language of etiology, risk, 

susceptibility, and exposure is itself loaded with implicit meaning that substantively 

affects the way sickness and health are understood and addressed.  By making the 

implicit explicit, anthropology can help stimulate critical discussion about these 

assumptions – along with their context and contingency – and encourage researchers and 

practitioners to unpack the categories that inform the way we gather and think about data.  

In doing so, we can improve our capacity to critically interpret and mobilize evidence for 

public health (for similar arguments from an epidemiological perspective, see Marmot & 

Friel 2009: 1095; Raphael 2000: 355).   

Most importantly, medical anthropology can also help offer a window into the 

categories and ideas held by the populations that public health research and practice are 

meant to serve.  The growing popularity of community-based participatory research 

(CBPR) principles as “best practices” for health research involving indigenous people 

and northern communities is one more opportunity for people who are the focus of public 

health programs “to reveal, in word and deed, their own critical analysis of the problems 

that confront them” (Li 2007: 11).   

	  
 



	   39	  

Conclusion 
In our exploration of community perceptions of the meaning of health and its 

determinants, we found that a significant majority of people in Aklavik understand the 

meaning and barriers to health in social terms, with particular emphasis on the cost of 

living, their capacity to eat healthy foods, and the continuation of valued social practices.  

Complementing a growing body of evidence on the importance of addressing the social 

determinants of health, these findings imply that public health interventions must look 

beyond individual deficiencies and towards these social determinants if they are to 

effectively address persistent barriers to community health.  Principles for community-

based participatory research offer an excellent set of guidelines for building healthy 

partnerships that improve the capacity of all partners to contribute to community health.  

Medical anthropology contributes an essential voice to public health science by focusing 

attention on the voices of those public health seeks to support, exposing the contingency 

of public health discourse as a cultural process, and contributing a biosocial approach to 

public health research, policy, and practice.  
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Appendix B:  Aklavik Health Committee Letter of Support 
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Appendix C: Interview Response Summary for Question 1 – 
 
“How do you define health?” 
	  
Healthy	  Eating:	  n=19	  	  

Eating	  country	  foods/traditional	  foods/native	  foods:	  n=13	  	  
(Interview	  #1,6,7,8,9,16,17,18,20,23,24,30)	  
Avoiding	  unhealthy/”white	  man’s”	  food:	  n=7	  (#	  1,2,7,8,12,17,23)	  
Eating	  fruits	  and	  vegetables:	  n=6	  (#4,5,10,11,26)	  

	  
Substance	  Abuse	  and	  Addictions:	  n=	  8	  	  

Avoiding	  smoking:	  n=5	  (#	  2,3,6,14,17)	  
Avoiding	  drinking:	  n=7	  (#	  2,3,6,11,12,15)	  
Avoiding	  drugs:	  n=4	  (#2,3,14)	  
Access	  to	  drugs	  and	  alcohol	  as	  self-‐therapy:	  n=1	  (#15)	  

	  
Violence:	  n=2	  

Absence	  of	  sexual	  violence:	  n=2	  (#3,15)	  
Absence	  of	  violence	  (general):	  n=2	  (#3,15)	  

	  
Physical	  Activity	  and	  Injury	  Prevention:	  n=13	  	  

Living	  on	  the	  land:	  n=9	  (#2,3,5,8,9,11,18,20,24)	  
Regular	  exercise:	  n=5	  (#5,6,11,14,23)	  
Lack	  of	  injury:	  n=2	  (#1,9)	  

	  
Mental	  health:	  n=10	  
	   General	  mental	  health	  and	  wellbeing:	  n=8	  (#5,9,17,15,20,21)	  
	   Access	  to	  mental	  health	  support	  networks:	  n=1	  (#12)	  
	  
Community/social	  wellbeing:	  n=11	  

Helping	  family,	  children,	  elders,	  and	  friends:	  n=11	  (#4,5,6,11,12,22,30,29,28,27,26)	  
	   Having	  access	  to	  housing:	  n=1	  (#28)	  
	  
Being	  capable/having	  capabilities:	  n=8	  

Capable	  of	  doing	  work:	  n=4	  (5,9,16,19)	  
Being	  able	  to	  do	  what	  you	  value:	  n=3	  (1,4,11,23)	  

	  
 
 
 
 
 
 
 
 
 
 
 
 
 
	  



	   50	  

Appendix	  D:	  Interview	  Response	  Summary:	  Question	  2	  –	  
“What	  do	  you	  think	  are	  the	  biggest	  barriers	  to	  health	  in	  Aklavik?”	  
	  
Access	  to	  healthy	  foods:	  n=25	  

Price	  of	  market	  food:	  n=19	  (Interview	  #	  5,	  8,9,12,13,14,15,17,18,19,20,21,22,23,24,26,27,29,	  30)	  
Access	  to	  country	  food:	  n=13	  (Interview	  #1,2,4,6,9,12,14,16,18,	  23,	  24,	  29,	  30)	  	  

	   	   Cost	  of	  going	  out	  on	  the	  land:	  n=8	  (Interview	  #12,14,16,18,23,24,29,30)	  
	   	   Other	  barriers	  to	  accessing	  country	  food:	  n=5	  (Interview	  #1,2,4,6,9,23)	  
	   	   Low	  youth	  interest	  in	  eating	  country	  food:	  n=3	  (Interview	  #1,2,4)	  
	   	   Access	  to	  traditional	  medicines:	  n=1	  (Interview	  #2)	  
	  
Insufficient	  physical	  activity:	  n=3	  

Lack	  of	  physical	  activity:	  n=3	  (Interview	  #5,26,27)	  
Not	  enough	  organized	  sports	  or	  other	  physical	  activities:	  n=2	  (Interview	  #	  26,27)	  

	   Note:	  going	  on	  the	  land	  is	  considered	  important	  in	  part	  because	  to	  its	  contribution	  to	  physical	  	  
activity.	  	  While	  respondents	  tended	  to	  discuss	  the	  difficulties	  of	  going	  on	  the	  land	  in	  terms	  of	  
access	  to	  country	  food,	  these	  themes	  should	  also	  be	  considered	  in	  light	  of	  their	  contributions	  to	  
physical	  activity)	  

	  
Unemployment	  and	  income	  support:	  n=8	  

Unemployment:	  n=5	  (Interview	  #13,14,16,20,30)	  
Dependence	  on	  income	  support:	  n=4	  (Interview	  #1,8,	  13,	  25)	  
	  

Housing	  issues:	  n=6	  
Price	  of	  housing:	  n=5	  (Interview	  #14,17,22,29,	  30)	  
Homelessness:	  n=1	  (Interview	  #3)	  
quality	  of	  housing:	  n=1	  (Interview	  #17)	  

	  
Addictions:	  n=17	  

Alcohol:	  n=16	  (Interview	  #2,3,6,8,9,11,12,13,16,21,23,24,25,30)	  
Drugs:	  n=6	  (Interview	  #3,6,13,16,25,30)	  
Smoking:	  n=3	  (Interview	  #6,9,10)	  
Gambling:	  n=1	  (Interview	  #3)	  

	  
Violence:	  n=3	  

General	  Violence	  n=3	  (Interview	  #3,15,23)	  
Sexual	  violence	  n=3	  (Interview	  #3,15,23)	  

	  
Access	  to	  health	  services:	  n=11	  

Insufficient	  access	  to	  addictions	  and	  mental	  health	  services	  n=5	  
(Interview	  #	  12,22,23,25,30)	  
Not	  enough	  health	  promotion	  activities	  n=2	  (Interview	  #26,30)	  
Insufficient	  access	  to	  physicians	  and	  dentists	  n=2	  (Interview	  #19,21)	  
Price	  of	  medications	  n=1	  (Interview	  #9)	  
Insufficient	  access	  to	  continuous	  care	  providers	  n=1	  (Interview	  #22)	  
Insufficient	  access	  to	  cognitive	  &	  developmental	  disability	  support	  services	  n=1	  	  
(Interview	  #	  22)	  
Insufficient	  accessibility	  to	  mobility	  devices	  n=1	  (I#	  2)	  
Insufficient	  occupational	  health	  standards	  n=1	  (I#=1)	  

	  
Other	  

Nepotism	  (political	  and	  economic)	  n=4	  (I#	  16,19,28,30)	  
Lazyness	  n=1	  (I#5)	  
Roads	  too	  dusty	  n=1	  (I#	  10)	  
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Appendix E: Interview Response Summary for Question 3 - “What do you think 
could be done to help improve health in Aklavik?” 
	  
Getting	  on	  the	  land:	  n=9	  

Expand	  programs	  to	  take	  youth	  out	  on	  the	  land:	  n=6	  (Interview	  #1,2,6,11,13,16)	  
Expand	  programs	  to	  take	  elders	  on	  the	  land:	  n=6	  (#1,2,6,13,15,16)	  
Decrease	  cost	  of	  access	  to	  the	  land:	  n=4	  (#12,16,18,30)	  

	  
Health	  and	  social	  services	  n=13	  

Creation	  of	  a	  new	  community	  healing	  centre	  or	  friendship	  centre:	  n=3	  (#19,25,28)	  
Expanded	  mental	  health	  and	  addictions	  counseling:	  n=9	  (#12,13,19,22,25,26,27,28,30)	  
Alcohol	  restriction:	  n=2	  (#6,8)	  
Reducing	  gambling:	  n=3	  (#3,8)	  
Community-‐based	  care	  for	  people	  with	  developmental	  disabilities:	  n=1	  (#22)	  
Community	  health	  advisory	  group	  that	  meets	  regularly:	  n=1	  (#22)	  
Improve	  community-‐level	  continuity	  of	  care:	  n=2	  (#1,8)	  
Promote	  fitness	  centre:	  n=2	  (#6,25)	  

	  
Food	  and	  Nutrition	  n=13	  

Nutrition	  program	  (what	  healthy	  foods	  to	  eat	  and	  how	  to	  prepare	  them):	  n=7	  	  
(#3,4,5,7,19,20,21)	  
Extend	  prenatal	  nutrition	  and	  infant	  feeding	  programs:	  n=4	  (#6,20,26,27)	  
Lower	  price	  of	  market	  food:	  n=3	  (#5,20,30)	  
Program	  providing	  food	  for	  youth	  at	  school:	  n=2	  (#6,23)	  
Community	  garden/greenhouse:	  n=2	  (23,	  29)	  
More	  country	  food	  for	  elders:	  n=1	  (6)	  

	  
General	  community	  health	  promotion	  n=22	  

General	  health	  education:	  n=10	  (#4,5,7,12,14,17,19,26,29,	  30)	  
More	  community	  gatherings:	  n=10	  (#2,4,5,6,7,8,10,20,21,24,29)	  
More	  organized	  physical	  activities	  and	  sports:	  n=6	  (#5,6,10,18,21,25)	  
More	  organized	  activities	  for	  elders:	  n=3	  (#5,12,15)	  
More	  prizes	  at	  community	  events:	  n=3	  (#9,10,16)	  
Increase	  employment	  opportunities:	  n=2	  (#12,13)	  

	  
Research:	  

No	  interest	  in	  research:	  n=10	  (#1,6,11,13,14,15,17,18,26,27)	  
Continue	  H.pylori	  project:	  n=6	  (#5,7,9,12,19,25)	  
Communicate	  existing	  research	  by	  radio:	  n=5	  (#4,5,7,13,18)	  
How	  to	  reducing	  addictions,	  use	  of	  alcohol,	  drugs,	  smoking:	  n=4	  (#2,3,6,19)	  
General	  health	  education:	  n=4	  (#4,5,7,19)	  
How	  to	  reduce	  price	  of	  market	  food:	  n=3	  (#5,20,30)	  
Nurse-‐led	  community	  health	  research	  using	  home	  visits:	  n=2	  (#7,	  13)	  
Methods	  for	  community	  gardening:	  n=2	  (#23,	  28)	  
Wildlife	  population	  health:	  n=2	  (#1,21)	  
Developing	  on-‐the-‐land	  health	  education	  for	  youth:	  n=1	  (#2)	  
Prostate	  health:	  n=1	  (#16)	  
Lessons	  from	  international	  models	  for	  community	  health	  workers:	  n=1	  (#29)	  
Correlation	  between	  graduation	  rates	  and	  population	  employed	  or	  using	  income	  support:	  
n=1	  (#28)	  
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Appendix F: Interview Response Summary for Question 4 – “Do you think that 
people in Aklavik are aware of the different programs in the community that are 
designed to promote health?” 
	  

Yes:	  n=8	  (#3,	  6,	  10,	  19,	  21,	  23,	  29,	  30)	  
No:	  n=8	  (#4,	  5,	  7,	  11,	  12,	  13,	  16,	  25)	  
Some	  people:	  n=7	  (#1,2,	  8,	  17,	  22,	  24,	  28)	  
Other:	  	  n=7	  (#9,	  14,	  15,	  18,	  20,	  26,	  27)	  

	  
“What	  should	  be	  done	  to	  make	  health	  programs	  in	  Aklavik	  more	  visible	  and	  accessible	  to	  people	  
in	  the	  community?”	  
	  
Radio	  (n=13)	  

-‐	  Provide	  early	  notice	  on	  radio:	  n=12	  
	  (#1,9,	  13,	  15,	  16,	  17,	  18,	  20,	  23,	  26,	  29,	  30)	  
-‐	  Announce	  on	  CBC	  radio:	  n=2	  (#	  15,	  23)	  
-	  Announce	  at	  Bingo	  broadcasts:	  n=5	  (#	  14,	  15,	  16,	  18,	  20)	  

	  
Posters	  and	  Newsletters	  (n=14)	  

-‐	  Post	  announcements	  in	  public	  buildings	  (in	  hamlet	  office,	  post	  office,	  and	  community	  
health	  centre,	  Northern	  Store):	  n=10	  (#3,9,12,14,20,24,26,28,29,30)	  
-‐	  Distribute	  newsletters:	  n=1	  (#25)	  
-‐	  Word	  of	  mouth:	  n=5	  (#7,	  18,	  23,	  26,	  30)	  

	  
Home	  visits	  and	  accessibility	  (n=6)	  

-‐	  Visit	  homes	  to	  announce	  programs/events:	  n=2	  (#12,	  17)	  
-‐	  announce	  programs/events	  at	  group	  meetings:	  n=1	  (30)	  
-‐	  Recruit	  elder	  participants	  directly	  at	  Joe	  Greenland	  Centre:	  n=1	  (?)	  
-‐	  Facilitate	  transportation	  to	  programs/events:	  n=1	  (#8)	  
-‐	  Ensure	  accessibility	  to	  people	  with	  auditory	  disabilities:	  n=1(#11)	  

	  
Improve	  continuity	  (n=2)	  

-‐	  Ensure	  continuity	  of	  programming:	  n=1	  (#8)	  
-	  More	  year-‐round	  program	  funding:	  n=1	  (#	  6)	  

	  
Other	  (n=4)	  

-‐	  Increase	  involvement	  of	  professionals	  in	  community	  life:	  n=1	  (#13)	  
-‐	  Expand	  health	  education	  for	  schoolchildren:	  n=1	  (#	  23)	  
-‐	  Provide	  incentives	  /	  door	  prizes:	  n=1	  (#9,	  23)	  
-‐	  Combine	  social	  events	  with	  education:	  n=1	  (#22)	  
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Appendix G – Partial Inventory of Community Health Promotion Programmes in Aklavik, NWT 
 
Health and Social Services 

- Community Health Representative (CHR): n=1 (#26,5) 
- Brighter Futures Program: n=2 (#12, 26) 
- Diabetes/healthy eating/nutrition programs n=6 (6,14,16,21,28,30) 
- Smoking cessation program/”Don’t be a butthead”: n=1 (30) 
- Elders Tea: n=5 (#1,5,15,22,24,26) 

  - Regional senior safety calendar: n=1 (#30) 
- TB Surveillance Program: n=1 (#30) 
- hand washing/good hygiene/H1N1: n=3 (#12,14,30) 
- HPV education: n=1 (#30) 
- Oral health promotion: n=3 (#22,28,30) 
- Swim vest program (0-7 yrs): n=1 (30) 

  - Fall prevention signage: n=1 (#30) 
  - Safe travel plan cards: n=1 (#30) 
  - Emergency supplies for travel on the land (SPOT, etc): n=1 (#30) 
  - Bike helmets: n=1 (#30) 
  - Yearly Health and Career Fair: n=1 (#30) 

- Health Centre (unspecified) n=3 (#20, 26, 28) 
- Prenatal nutrition program: n=9 (#1,5,6,17,21,23,26,27,28) 
- Well baby/post partum check-up: n=1 (22) 
- Well Man/Well Woman n=1 (22) 
- Group Activities at Joe Greenland Centre: n=1 (# 15) 
- Community Wellness Worker/Addictions councelling n=6 (4,19,23,22,25,29) 
- Fitness Centre/Exercise group organized by Community Wellness Worker n=8 (4, 6, 7, 9,16, 18, 
20, 26) 
- Addictions Awareness Week: n=1 (22) 
- Nordic Walking Program: n=2 (#10, 29) 
- Income Support & Social Services: n=1 (22) 

 
Local Government (Hamlet, Gwitch’in Band Council, Aklavik Community Corporation) 

- Inuvialuit Regional Corporation (IRC) programs: n=1 (# 28) 
- Aklavik Community Corporation (ACC) programs: n=2 (#12, 28) 
- G’wichen Band Council soup kitchen/Cooking course: n=5 (#1,9,15,23,29)  
- Hamlet pre-school program: n=1 (6, 19) 
- Aklavik Justice Committee: n=1 (#3) 
- Community radio programs: n=1 (#2) 
- Youth Centre: n=2 (#16, 26) 
- Vollyball: n=1 (#6, 7) 
- Curling Club: n=1 (#26) 
- Canoe Club: n=1 (#26) 
- Bingo: n=1 (#12) 
- Square Dancing for Kids: n=1 (#12) 
- Transport for elders to out-of-town funerals: n=1 (#15)  
- Drum Dancing: n=2 (#12, 13) 
- Carnival Club: n=3 (#10, 24, 26) 
 

Other 
- School taking youth out on the land: n=2 (#2, 12) 
- Healthy Foods North in Inuvik: n=2 (#1, 6) 
- NGO contributions to prenatal nutrition program (see above) 
- Consultancy for Atlantic Education – Tobacco Control program: n=1 (#30) 
- H.pylori Project: n=4 (#22,25,28,30) 
- Church Programs: n=1 (#25) 
- Aboriginal Healing Foundation: n=1 (#26) 
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APPENDIX H - Recruitment Script 
  
P = Potential Participant;     I = Interviewer 
 
I – Hello, may I please speak to [name of potential participant]? 
 
P - Hello, [name of potential participant] speaking.  How may I help you? 
 
I - My name is Andrew Bresnahan.  I’m a graduate student at the University of Toronto, and I’m working 
with the Aklavik Health Committee to do research on people’s perceptions about health and health 
programs in Aklavik.  As part of the research we are contacting people in Aklavik to do interviews about 
what they think about health issues in Aklavik, and what should be done to improve health services in 
Aklavik, and I’m calling to see if you’d be interested in doing an interview with me sometime.    
 
Is this a good time to give you more information about the interviews? 
 
P - No, could you call back later (agree on a more convenient time to call person back). 
OR 
P - Yes, could you provide me with some more information regarding the interviews you will be 
conducting? 
 
I - Background Information: 
 

-I will be undertaking interviews starting in [insert date]. 
-The interview can be as long or as short as you want. 
-Involvement in this interview is entirely voluntary and there are no known  
or anticipated risks to participation in this study. 
-The questions are quite general (for example, “what do you think should be  
done to improve health programs in Aklavik?”), and we take the interview in  
any direction you want. 
-You may decline to answer any of the interview questions you do not wish to answer and may 
stop the interview at any time.    
-With your permission, the interview will be tape-recorded to facilitate collection of information, 
and later transcribed for analysis.    
-All information you provide will be considered confidential.    
-I would like to assure you that this study has been reviewed and received ethics clearance through 
the Office of Research Ethics at the University of Toronto. However, the final decision about 
participation is yours.   If you have any questions regarding this study, or would like additional 
information to assist you in reaching a decision about participation, please feel free to contact me 
at 978-2005, or my supervisor, Dr. Daniel Sellen at (416) 978-8112.   
-Are you interested in arranging a time to meet and do an interview?  I can meet wherever you 
would like and at whatever time works best for you.   

 
P - No thank you. 
 
OR 
 
P - Sure (arrange time/place for interview) 
 
I – I’m really thankful for your time. 
  
P - Good-bye. 
 
I - Good-bye. 
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Appendix I: Informed Consent Form for Semi-structured Interviews 
 
[University of Toronto Letterhead will be used here, replacing “Appendix A” text above] 
 
Date: [Insert Date of Interview] 
Study Name: The Aklavik Health Promotion Research Project 
Researcher: Andrew Bresnahan  
Sponsors: University of Toronto; Institute for Circumpolar Research; Public Health    
                 Agency of Canada; Aklavik Health Committee. 
 
Purpose of the Research:  This research project has two main goals: 

1) to learn what people in Aklavik think about health, what makes people healthy and what makes 
people unhealthy, and what should be done to help people be become more healthy.   

2) to identify all programs taking place in Aklavik that aim to promote health.  
 
What You Will Be Asked to Do in the Research: 
As an interview participant, you will be asked to answer some questions about health and health programs 
in Aklavik.  Among other things, I will ask you questions about what health means to you, what barriers to 
health exist in Aklavik, things that can be done to improve health in Aklavik, and about existing programs 
to improve health.  We can take the interview in any direction you want, and it can be as short or as long as 
you want it to be.  I will take notes, and our conversation will be recorded using a voice recorder.       
 
Risks and Discomforts: 
Sometimes talking about health can be uncomfortable.  You do not need to answer any questions that make 
you feel uncomfortable, and we can turn the voice recorder off at any time.   
 
Benefits of the Research and Benefits to You:  
There will be no direct benefit to you, but your participation may lead to improvements in public health 
practice in Aklavik and in other communities in the north.  Information that learned through this study may 
be used by Aklavik Health Committee identify to help decide what kinds of health research and health 
promotion programs ought to happen in Aklavik in the future.   
 
Voluntary Participation:  
Your participation in the study is completely voluntary and you may choose to stop participating at any 
time. Your decision not to volunteer will not influence the nature of your relationship with any person or 
group connected with this research now or in the future.  
 
Withdrawal from the Study:  
You can stop participating in the study at any time, for any reason, if you so decide.  Your decision to stop 
participating, or to refuse to answer particular questions, will not affect your relationship with the 
researchers, the University of Toronto, or any other group associated with this project.  
 
Confidentiality:  
Nothing that you tell me today will be attributed to you by name, unless you specifically request otherwise 
in writing.  Confidentiality and anonymity will be provided to the fullest extent possible by law.  Any notes 
or audio recordings from this interview will be safely stored in a locked facility and only the principal 
investigator will have access to this information, unless you specifically request otherwise in writing.  
 
Access to Information from Research:  
The knowledge that we get from this research will be available to you and your community through the 
Aklavik Health Committee before it is made widely available to the public. Afterwards, the results of the 
research may be published so that other interested people may learn from the research.   
 
Questions About the Research? 
If you have questions about the research in general or about your role in the study, please feel free to 
contact Andrew Bresnahan (the researcher) by telephone or e-mail (867-978-2005; 
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andrew.bresnahan@utoronto.com); or the researcher’s academic supervisor at the University of Toronto, 
Dr. Daniel Sellen, who can also be reached by telephone or email (416-978-8112; dan.sellen@utoronto.ca).  
You can also contact the Office of Research Ethics at ethics.review@utoronto.ca or 416-946-3273, if they 
have questions about your rights as a participant.  
 
 
Legal Rights and Signatures:  
 
I ___________________________, consent to participate in the Aklavik Health Promotion Research 
Project conducted by Andrew Bresnahan.  I have had all my questions about the project answered to my 
satisfaction.  I understand the nature of this project and wish to participate.  I am not waiving any of my 
legal rights by signing this form.  My signature below indicates my consent.  
 
 
Signature                                                                   Date_____________________________  
Participant 
 
  
Signature ___                                                     ___ Date_____________________________  
Principal Investigator 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



	   57	  

APPENDIX J - Semi-Structured Interview Guide  
 
(How to read this Interview Guide): This interview guide is meant to serve as a general guideline for the 
conduct of semi-structured interviews as part of the Aklavik Health Promotion Research Project. 
Throughout this interview guide the words “I” or “the researcher” refer to the sole interviewer, Andrew 
Bresnahan.  Words in italics represent actions taken by the researcher, while all other words or slight 
variations of them are to be spoken out loud in dialogue with the participant. I endeavor to ensure that the 
information communicated in each interview is consistent with this guide, although exact wording may be 
adapted as appropriate to the interaction.  
 
(Opening): My name is Andrew Bresnahan and I’m a graduate student at the University of Toronto.  My 
research is supported by the Public Health Agency of Canada and the Institute for Circumpolar Health 
Research, which is based in Yellowknife.   
 
(Purpose): I was invited to Aklavik by the Aklavik Health Committee last spring to learn more about how 
people think about health, and to help find ways for people in the community to have more influence on the 
kinds of health promotion and health research programs that happen in Aklavik. 
 
(Motivation): Information from this and other interviews that I’m doing in the community will help the 
Aklavik Health Committee, health care providers, and health researchers understand how people in Aklavik 
think about health and health promotion.  
 
(Consent): This piece of paper is an informed consent form, and it’s meant to communicate the reasons for 
doing this research, what you’ll be asked to do in the interview, the risks and benefits of participating, and 
that participating is voluntary and confidential. (Hand consent form to potential participant). It also 
explains how information from this interview will be used in the future. By signing it, you are agreeing to 
participate in this research project.  Would you like me to read it out loud? (If “yes”, proceed to [a], if “no”, 
proceed to [b]).  

a) Great! It’s good to read it together.  Please feel free to stop me at any     
time if you have any questions, okay?   
b) Okay.  Please read this, and feel free to stop at any time if there is anything you don’t 
understand or if you would like me to help clarify anything.   

 
(Time Line):  Thank you for participating. This interview can be as long or as short as you’d like.  I’ll start 
by asking a few basic questions about you, and then move on to the four main interview questions. You can 
answer any way you’d like, and we can take the interview in any direction you would like. There are no 
right or wrong answers to any of these questions, and you can take them in any direction you’d like.  I’m 
really interested in anything that you think about health.  Are you ready to get started? 
 
(BODY): Interview Questions: Some questions are accompanied (in brackets) by an alternative phrasing: I 
endeavor only to use these alternative wordings if a participant asks for clarification of the meaning of 
question. 
 
Transition: I’d like to start with a few general questions:  
 
A. General Questions:  

1. (SEX) Are you male or female? 
2. (AGE) How old are you? 
3.  (ETHNICITY) Are you a beneficiary of any land claims agreements? (ie. Inuvialuit Final 
Agreement; Gwitch’in Land Settlement)  
4. Are you a health care provider? (ie. Nurse, social worker, community welness worker, health 
educator, other?) 

 
NOTE: (ALONE or ACCOMPANIED AT TIME OF INTERVIEW): I will note for each interview 
whether people were interviewed alone or with other people present.   

 



	   58	  

B. Questions for the Aklavik Health Committee (if respondent is a member of the Aklavik Health 
Committee, continue with section B; otherwise skip ahead to section C).  
 

1. What is the Aklavik Health Committee?  (imagine I know nothing about the Aklavik Health 
Committee: what would you like me to know about it?) 

 
2. How does the Committee promote health in Aklavik? 

 
3. What first inspired people to create a Health Committee in Aklavik? 

 
4. What inspired you personally to get involved in the Aklavik Health Committee? 
 a. How long have you been involved in the committee? 

 
5. What projects has the Health Committee been involved in the past? 

 
6. How did the health committee first get involved as a partner in health research? 

 
7. Has the role of the heath committee changed over time? 

a. What role do you hope the committee will play in Aklavik in the future? 
 

8. What role do you hope the health committee will play in Aklavik in the future? 
 
C. Questions for everyone 
 

1. What does health mean to you?  
(How do you define health?; What does it mean to be healthy?) 
 

2. What are the biggest barriers to being healthy in Aklavik?  
(What makes it most difficult for someone in Aklavik to be healthy?) 
 

3. What do you think are the most important things that can be done to help people in Aklavik be 
healthy? 

a. Are there any particular interventions that you think would help improve health in 
Aklavik? 

b. Is there any kind of health research that you think might help improve health in Aklavik? 
 

4. Do you think that people in Aklavik are aware of the different programs in the community that are 
designed to promote health?  

a. What should be done to make health programs in Aklavik more   
visible and accessible to people in the community? 

b. I’m trying to list all of the different programs that are meant to   
improve health in Aklavik. Can you name all of the different programs that aim to 
promote health in Aklavik? 

 
(Probing Techniques): Because these interviews are open-ended, they may move in many different 
directions.  However, I plan to use the following probes to stimulate responses: 
 
The silent probe: sometimes being quiet and waiting for more information is an appropriate way to 
welcome and encourage someone to share more.  
 
The “tell-me-more” probe: “Could you tell me more about that?” ; “What makes you feel that way?” ; or 
variations on this phrasing can help stimulate more information.  
 
The echo probe: This probe consists of mirroring or repeating what someone has said back to them, and 
asking the participant to continue.  Alternatively, the mirrored statement can be followed with “do I 
understand you correctly?” this probe can be   
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(Closing): I’m really thankful to you for taking the time to do this interview.  Is there anything else that 
you’d like to talk about before we finish the interview? 
 
(Follow-up): Is it alright for me to contact you again if I have any more questions?  Feel free to contact me 
if you think of any questions that you’d like to ask me later: my contact information is on your consent 
form. Thank you for your time! 
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i Lalonde applied a “health fields” concept that conceptualized health as involving relationships between 
human biology, the social environment, behavior and health care systems.  The Lalonde report was a 
dramatic break from an exclusively biomedical focus on human physiology and biology as the sites of 
health interventions, and implied a much broader scope of health promotion. 
 
ii Conceptually, primary health care is radical in its holism.  According to John Last, “the WHO defines 
primary health care as essential health care made accessible at a cost that the country can afford, with 
methods that are scientifically sound and socially acceptable.  Everyone should have access to it and be 
involved in it, as should other sectors of society.  It should include community participation and education 
on prevalent health problems, health promotion and disease prevention, provision of adequate food and 
nutrition, safe water, basic sanitation, maternal and child care, family planning, prevention and control of 
endemic diseases, immunization against vaccine-preventable disease, appropriate treatment of common 
diseases and injuries, and provision of essential drugs (2007: 300).   
 


