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EXECUTIVE SUMMARY 
 

Children and youth in care, on reserve living with disabilities represent an 

underserved group whose characteristics, needs, and experiences need to be 

further understood.  This project is a partnership between three organizations 

involved in First Nations child welfare in the province of Saskatchewan 

(Saskatchewan First Nations Family and Community Institute, Agency Chiefs 

Child and Family Services, Meadow Lake Tribal Council Child and Family 

Services). Together, the project partners developed and implemented a data 

collection tool and conducted interviews with local stakeholders across the 13 

First Nations communities served by the two FNCFS agencies.  These methods 

were used to document:  

(1)the nature and incidence of disabilities among children/youth in care within 

the 13 participating communities;  

(2) the impacts of disability;  

(3) service gaps and needs.  

Another stated goal of this project was to contribute to establishing a culturally-

relevant definition of disability.  A conceptual model of disability was developed 

along with a ‘Disability Information Tool.’  This tool enabled the systematic 

collection of standardized information in six core sections- Demographics; Child 

Welfare Information; Health Condition; Assessment, Diagnosis & Services;  

Functioning; Context,  covering three main areas of the child/youth’s life:  

condition, functioning, and context.  53 tools were completed by reviewing 

active agency files and 21 interviews were conducted with 3 categories of 

stakeholders (CFS workers, Caregivers, Service Providers).    

The results of this project include the first systematic data on children/youth with 

disabilities on reserve and in care collected by First Nations agencies in the 
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province of Saskatchewan.  Along with the qualitative data gathered 

(interviews, thematic and root cause analysis), the information captured by the 

Disability Information Tool is a rich source of information on a broad range of 

topics.  These data provide systematic and quantifiable information on select 

cases from participating agency cases, including child welfare factors (reasons 

for entering care, numbers and types of placements, etc.), disability incidence 

rates, services (ongoing, discontinued and needed), and the social and 

educational impacts of disability.   

Beyond data-based results the outcomes of this project also include a variety of 

actions, including trainings and events, organized in response to specific gaps 

and needs identified by project participants and partners. These included but 

were not limited to:  information sessions by Onion Lake FASD Diagnostic Team 

and trainings for caregivers, protection workers, and group home workers on 

disabilities and therapeutic interventions.  In addition to directly addressing 

certain gaps through this actions, this project increased knowledge and 

capacity by providing opportunities for information gathering and sharing 

among various stakeholders involved in the care of First Nations children and 

youth with disabilities. 

This project also offers a comprehensive recommendation plan that enumerates 

six recommended actions within three strategic areas:  1. Support, 2. 

Engagement and Empowerment, and 3. Integration and Collaboration.   
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BACKGROUND & CONTEXT 
 

 

Children and youth in care, on reserve living with disabilities represent an 

underserved group whose characteristics, needs, and experiences are not fully  

understood. The context of this project and the main circumstances to which it 

responds are: the overrepresentation of First Nations children and youth in the 

child welfare system (both at provincial and federal levels), the intersections of 

disability and neglect and abuse, and finally, the lack of specific, reliable data 

related to disabilities among Indigenous communities in Saskatchewan, 

Canada, and around the world. 

It is a well-established and uncontested fact that First Nations children/youth are 

over-represented in the child welfare system (both in Saskatchewan & Canada) 

(Kirmayer, Sheiner, & Geoffroy,  2016; Fallon et al., 2015; Barker, Alred, & Kerr, 

2014).  As of 2011, only 0.3 percent among non-First Nations children 14 years or 

younger were in foster care in Canada, whereas that percent jumped to 3.6 for 

First Nations children (Statistics Canada, 2013).  This is particularly troubling given 

that, in 2011, Aboriginal children of this age represent 7% of all children in 

Canada, yet account for 48% of all foster children in the country (Statistics 

Canada, 2016).  It is estimated that three times as many First Nations children are 

under government care today than during the height of residential schools 

(Blackstock & Trocmé, 2005).  While this overrepresentation is linked to the multi-

generational effects of residential schools and devastating socio-economic 

conditions, the extreme disproportionate numbers of First Nations children in 

care has also been linked to federal and provincial legislation, legal decision-

making, and racism (Sinclair, 2017).  Moreover, it has been successfully argued in 

the courts that Canada is discriminating against First Nations children by 

providing significantly less funding for First Nations child welfare, contributing to 

this gross overrepresentation (Blackstock, 2016; Barker et al., 2014). 
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A second significant area of the context and motivation for this project is the 

elevated rates at which children and youth with disabilities experience neglect 

and abuse.  Several studies have demonstrated that children with emotional 

and behavioural disorders, and sensory and communication impairments are 

more likely to experience maltreatment (Helton & Cross, 2011; Stalker & 

McArthur, 2010; Jaudes & Mackey-Bilaver, 2008; Fuchs et al. 2007).  Sullivan and 

Knutson (2000), for example, reported that children with disabilities were 3.8 

times more at risk for neglect, 3.1 times more at risk for sexual abuse, 3.8  times 

more at risk for physical abuse, and 3.9 times more at risk for emotional abuse 

than were other children.    

Such statistics seem to be corroborated by data on children and youth in care, 

who have been said to “represent a unique population with disproportionately 

increased rates of developmental disabilities, congenital malformations, mental 

health diagnoses, and social maladjustment” (Popova et al., 2014, p. 84;  Fuchs 

et al. 2008; Harman et al. 2000). Additional research has shown that children in 

out-of-home placement are also disproportionately represented in special 

education (Scherr, 2007; Smithgall et al., 2005).  When it comes to specific 

conditions such as FASD, it has been reported that “the severity of FASD and its 

associated disabilities are a significant and direct predictor of removing children 

from their birth homes and placing them in foster care”  (Popova et al., 2014, p. 

85).  Others have similarly found (this in a sample of Northern Plains American 

Indian children in the United States) that children with full FASD were 64 times 

more likely to be removed from their homes and children with partial FAS were 

14 times more likely to be removed from their homes, when compared to 

children without FAS or partial FAS (Kvigne et al., 2004). The intersections of 

disability and child welfare are thus significant and represent a crucial area in 

need of further investigation. 
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The third main contextual piece that this project responds to is the lack of 

specific, reliable data around disabilities among Indigenous communities and 

children and youth in particular.  This is a gap that exists not only in 

Saskatchewan, but across Canada and around the world (AFN, 2007; Lightfoot, 

Hill, & LaLiberte, 2011; Wright, Hiebert-Murphy, & Gosek, 2005;  Gething, 1994). 

While some data and statistics are available on disability rates and effects in First 

Nations Canadians (AFN, 2007), a problematic lack of comprehensive data on 

disabilities has been noted in Indigenous communities, and among children and 

youth in particular (Wright, Hiebert-Murphy, & Gosek, 2005, p. 4).  This information 

gaps is not limited to Canada, but is a notable problem for Indigenous people 

internationally (e.g. United States – Lightfoot, Hill, & LaLiberte, 2011;  Australia-  

Gething, 1994).  While ample research and data document various disparities in 

terms of the health of Canada’s First Nations, very little comprehensive 

information is available on Indigenous children and youth with disabilities.  As 

Wright, Hiebert-Murphy, and Gosek (2005) have pointed out, 

Currently, there is little data nationally that addresses the incidence and 

prevalence of learning and/or behavioural disabilities among Aboriginal 

children in care, and there is little research on best practice with this 

population. It is clear that there is a necessity to systematically examine 

issues surrounding Aboriginal children and youth with learning and/or 

behavioural disabilities in the care of Aboriginal child welfare 

organizations across Canada. (p.7-8)  

 

Despite being written over ten years ago, the need for more systematic 

research and reporting continues to be a pressing issue, for “decision-making 

that is responsive to the needs of child welfare-involved children and families is 

dependent upon quality data, research evidence, and an organizational 

culture and climate that supports evidence to inform decisions” (Cram et al., 

2015, p. 171). 
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Evidently, the data, as well as discussion and conclusions included in this report, 

respond directly to the long-standing calls for more reliable information and 

greater awareness and understanding of the experiences of First Nations 

children and youth with disabilities. 

After presenting an overview of the project, this report will describe both 

quantitative and qualitative results before offering specific recommendations 

and a general approach for addressing the needs of the vulnerable population 

at the heart of this research. 

 

 

 

 
Big River First Nation, SK.  September 29, 2017 
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PROJECT OVERVIEW 
 

Objectives & Approach 
 

The main goal of this project was to better understand the needs of children 

and youth in care, on reserve with disabilities in order to better serve them. 

Limited information is available on the characteristics, needs, and 

experiences of these children and youth.  As such, the purpose and 

objectives of this project were to: 

 

o Establish a culturally-relevant definition of disability 

 

o Document: 

• the nature and incidence of disabilities among children/youth in care 

within the 12 participating communities 

• the impacts of disability 

• service gaps and needs     

 

o Develop a data collection instrument to gather relevant information from 

case files  

 

These objectives were achieved, as this report will show, through both 

qualitative and quantitative community-based methods.  Qualitative data was 

gathered through one-on-one interviews with various stakeholders and 

quantitative data was collected through the Disability Information Tool, 

developed and employed through the project.  More on these in the sections to 

follow. 

 

Partners & Participants 
 

This partnership-based project engaged two Saskatchewan First Nations child 

welfare agencies, who collectively serve 13 distinct communities.  As an 
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organization founded upon and dedicated to relationship and community 

building, the Institute led this project in close collaboration with the partner 

agencies.  Strong working relationships had already been established between 

the Institute and both agencies, through years of collaborative interaction – 

including trainings, agency participation in SFNFCI working groups and 

meetings, conferences, and consistent knowledge and information sharing.   
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Agency Chiefs Child & Family Services (ACCFS) was founded in 1997, through a 

delegation agreement with the Province of Saskatchewan.  The agency is 

mandated through Provincial Legislation to provide family support services to the 

people of Big River, Pelican Lake, Whitecap Dakota, and Witchekan Lake First 

Nations.  The agency’s vision to “gain what has been lost over the years: 

language, values, and traditions” by “keeping families together and assisting the 

parents to take care of their children” (accfs.ca).  ACCFS offers both protection 

and prevention services and runs to group homes within the communities. 

 

 

 

         

 

 

 

 

 

The Meadow Lake Tribal Council (MLTC) began in 1981 and their Child & Family 

Services agency serves nine First Nation communities in northwest 

Saskatchewan. These communities represent two linguistic groups, Cree in the 

five southern communities served by the agency, and Dene in the four northern 

communities.  MLTCCFS has a main office on Flying Dust First Nation and a sub-

office in Buffalo Narrows from which they offer both child protection and 

prevention services.  The agency is committed to working with families in order 

to meet the needs of their children.   

ACCFS Sub-Office, 

Big River First Nation: 

Prevention Worker 

Interviews.   

September 28, 2017 
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In partnership, the research team – the lead researcher and program director 

from SFNFCI, executive directors, and research assistants from each of the two 

agencies, developed a timeline and core activity list that aligned to the stated 

purpose and objectives of the project.  These are described below and a copy 

of the Partner Agreement is included as Appendix 1.  A project pamphlet was 

also developed to share information on the project (Appendix 2).  

            

 

Timeline & Activities 
 

This project officially launched in mid-April 2017.  The timeline and chart below 

give a summary of key activities and the time allotted to the various phases and 

actions of the project. 

 

 

MLTCCFS Sub-Office, 

Key Informant 

Interviews.  

Buffalo Narrows, SK.  

October 11, 2017 
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Summary  of  Project Activities 
  Date of 

Completion 

Hire project staff: Full time researcher  April  2017 

Literature review and information collection on local services  April –Dec 2017 

Partners develop/approve key project forms: 

• Consent Form  

 Terms of reference (Advisory Committee) 

• Oath of Confidentiality (Advisory Committee) 

• Interview Questions  

  

Identify and train Research Assistants (RA’s) from each agency June 2017 

 Draft ‘Disability Information Tool’(DIT) [ 1 Partner Meeting, 1 RA 

Meeting] 

June – July 2017 

 Develop and distribute project brochure  June 17 – Mar 18 

MLTCCFS Elders Advisory Committee   June 2017 

 Data Collection 

• Recruit Participants 

• Conduct Interviews  

• Complete Disability Information Tool (file reviews) 

 July-January 2018 

 

Summary  of  Project Activities 
  Date of 

Completion 

Roll up data   

•Transcribe Interviews 

•Thematic (Root Cause) Analysis 

•DIT Quantitative Analysis 

 January-March  

 2018 

 Share & Vet Findings 

• ACCFS (Spiritwood, March 13) 

•MLTCCFS (Meadow Lake, March 22) 

 

 March 2018 

 Actions (trainings/events in response to participant input) 

• Info Sessions & Presentation by Onion Lake FASD Diagnostic 

Team (Spiritwood- Jan 19;  Meadow Lake – Feb 28) 

• Exceptionalities and Therapeutic Interventions Training for 

Caregivers  (Feb 6-7, ACCFS;  Mar 20-21 MLTCCFS (Buffalo 

Narrows);  Mar 22-23 MLTCCFS (Meadow Lake) 

•Working with Stuck Kids Workshop - 2 attendees from each 

Agency (February 28, Saskatoon) 

• Exceptionalities & DLSA Training for ACCFS Case managers 

(March 6-7, Saskatoon) 

• Reaching In-Reaching Out Resiliency Training (ACCFS & 

MLTCCFS workers)  March 28-29, Prince Albert 

 February-March    

 2018 

Submit report to INAC  March 31, 2018 
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Coupled with the data and report produced through this project, the Actions 

organized and sponsored through the project are important contributions of the 

research partnership.   These Actions (listed in the chart above), included 

trainings and events that were devised and offered in response to specific gaps 

and needs identified by project participants and partners.  In addition to 

addressing certain gaps or needs these Activities aimed to increase knowledge 

and capacity, and to provide opportunities for information sharing, networking, 

and fellowship among various stakeholders involved in First Nations child welfare. 

           

ACCFS Caregiver’s Training, Therapeutic Interventions. Spiritwood, SK.   February 1, 2018 

Community Info Session:  Onion Lake FASD Diagnostic Team, Spiritwood, SK.   January 19, 2018 
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FINDINGS 
 

 

Disability:  Definitions & Scope 
 

It is broadly acknowledged that research and a general understanding of how 

‘disability’ is defined, conceptualized, and enacted in Indigenous communities 

is limited (Sabatello & Shcultx (Eds.), 2014).  And while it has been noted that 

“the definition and perception of disability within the Aboriginal community is 

different from that of mainstream Canada” (Dion, 2017), descriptions and 

qualifications of such differences are sparse.   

This sparsity may be, in part, connected to the fact that there are very few 

Indigenous sources and writings on the topic.  For example, neither of the 

partner agencies in this project have an official or operationalized definition of 

disability that guides their work.  This appears to be common across First Nations 

child welfare agencies across the country.  In a 2005 study of such agencies, a 

majority stated that they had no specific policies concerning children with 

disabilities, and admit that it would be difficult, and in some cases not even 

possible, to report the number of children with disabilities that their agency has 

in care (Wright, Hiebert-Murphy, & Gosek, 2005, p.16, 21, 23). Outside of 

Canada, promising work sheds much needed light on Indigenous views of 

disability. 

In her work, Australian researcher Gething (1994) has noted several important 

differences that distinguish Aboriginal and non-Aboriginal cultures, specifically in 

relation to notions of disability: 

• Many Aboriginal people with disabilities do not recognise or 

acknowledge they have a disability (as defined by government 

legislation)  
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• In itself disability is not regarded in many Aboriginal cultures as a reason 

for accessing services. It is seen as an inability to function physically, 

mentally, spiritually and culturally. It is never seen as a separate issue, but 

is perceived as a factor in the whole and cannot be excluded from the                      

conditions in which people live. 

 

• In some Aboriginal communities the issue of disability is a recent one…. 

As a result some communities have not developed support mechanisms 

outside the extended family..[and] People tend not to talk about 

disability.  

 

• The concept of disability is often not relevant in the Aboriginal context. 

In the eyes of the Aboriginal community, issues associated with 

discrimination and disadvantage from being Aboriginal are more 

important than disability.  (1994, p. 31) 

 

While these differences may not be generalizable across all Indigenous 

communities, Gething has been able to establish that “disability is rarely seen as 

a separate issue, but is perceived as part of problems which are widespread 

and accepted as part of the life cycle” (1995, p. 81). Moreover, her work has 

demonstrated the crucial importance of attending to culturally based ideas, 

assumptions, and ways of being connected to disability. 

  

Within this project, in each interview conducted, participants were asked how 

they understood disability and to offer a definition. On the whole, many 

acknowledged that they didn’t really use the term.  This Service Provider said, for 

example, “I don’t really use the word ‘disability’ – I mostly refer to the specific diagnosis 

or problem that the person has.” Nonetheless when asked, many defined it in a 

broad and inclusive manner, often concentrating on social and functional 

impacts: 

If I had to define disability, I would say a child is disabled when they are 

not able to help themselves physically or mentally. (CFS Worker) 

I would say anything that hinders a child from thriving – that could be 

physical, emotional, or cognitive. (CFS Worker) 
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Defining disability is really hard because there is such a broad range of 

things it includes – from blindness to mental health.  I would say a disability 

is anything that prevents you from functioning in a so called normal way. 

(CFS Worker) 

People who are unable to walk or have some physical issues, also mental 

problems and emotional issues. (CFS Worker) 

For a definition, I guess I would say that disability is where a person is not 

able to function because of some impairment. (Service Provider) 

 

Many participants also addressed the fact that while disabilities are often 

commonly understood as referring to physical conditions, psychological and 

emotional aspects of disability are also essential to consider: 

In terms of a definition, it depends on how you’re looking at it.  There’s 

medical disabilities, those are maybe more obvious or physically 

noticeably, but a lot of others slip through the cracks.  For me, I think that 

disability is connected, with our kids, to acting out, to behavior problems.  

Also, not speaking and language difficulties, that’s a disability too. 

(Service Provider) 

 

I don’t really use the word ‘disability’.  For example, there’s a disability 

group home in one of the communities, and that’s what I think of – 

physical issues that are visible, that’s what I think of when you say 

disabilities.  But special needs probably includes more of the things that 

you can’t necessarily see just by looking at a person.  For example suicidal 

thoughts, FASD, or diabetes. (CFS Worker) 

 

When you say disabilities I automatically think about physical disabilities.  

But there are also a lot of other things that I think count or would consider 

a disability and things that cause a lot of problems in a person’s life.  Like 

for example a lot of our kids have problems with running – taking off, and 

also problems with authority and following instructions. (CFS Worker) 

 

Defining disability is difficult, I have a hard time trying to define.  Usually, I 

just use the word disability if it’s physical.  But there’s so much more, like 

the emotional part.  When that is lacking, I mean I see so many kids who 

need hugs and love, they need that emotional care, they need to be 
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shown that they are cared for.  So this is a type of disability, or leads to a 

type of problem too.  I mean, maybe it’s not a disability, but it is for sure a 

very important need, a special need. (CFS Worker) 

Overall, most participants were definitely in favor of getting children/youth 

assessed and diagnosed in a formal way by recognized medical professionals.  

However, there were some who suggested that 

It doesn’t really make a difference with a diagnosis – if they have one or 

not, nothing really changes.  Having a diagnosis actually doesn’t really 

make a difference – it’s not like their lives suddenly change or anything. 

(Service Provider) 

A variety of opinions clearly exist across project participants, and much more 

work is needed to fully grasp the ways in which distinct communities understand 

and use (or don’t use) the term.  Overall, it appears that in the communities 

represented in this project, “disabilities” as an English language terms and 

concept is not consistently used. While participants themselves do not tend to 

label individuals as ‘disabled’, they do recognize certain conditions, including 

both physical and mental/emotional states, as disabling when they interfere 

with an individual’s ability to function and participate in typical social contexts.   

Participants also acknowledge the broad range of challenges and needs that 

children in care face, and so ‘disabilities’ are not generally viewed as distinct or 

as more or less important an issue.   Participants often displayed a person- or 

child-focused perspective that emphasized the unique qualities, characteristics, 

and needs of each child/youth. 

Additional research involving a broader spectrum of methodologies (including 

but not limited to research conducted in local Indigenous languages, 

ethnographic and narrative methods, participant observation, talking circles, 

photo voice, etc.)  may help further elucidate the meanings and implications of 

diverse understandings of ‘disabilities’ within Saskatchewan’s northern First 

Nations. 
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Conceptual Model 

As a starting point for this project we did a thorough literature review and 

developed a conceptual model of disability.  Our model is built upon two main 

sources – the World Health Organization (2007) and the Saskatchewan Disability 

Strategy (2015).   

In 2015, the government of Saskatchewan launched an official Disability 

Strategy, “in an effort to develop a standard way to describe and understand 

disability that can be used across Saskatchewan programs” (Saskatchewan 

Disability Strategy, 2015, p.49).  The Strategy defines disability as “a limitation in 

functioning that is the result of a dynamic interaction between an individual’s 

health condition(s) and personal and environmental factors” (p.49).  This 

approach recognizes disability as a common, universal human experience, but 

shifts the focus from causes to impacts, concentrating on the interaction 

between personal and environmental factors.  This approach assumes that 

disability can be a transitory condition because “people can move into and out 

of a state of disability depending upon their personal situation” (p.50).  Overall, 

this approach considers the whole person and contributes to an “understanding 

of the many ways people experience disability, the impacts on daily living and 

the capacity for participation and inclusion” (p. 50). 

The World Health Organization has done a lot of research, instrument 

development, and advocacy around disabilities.  In their International 

Classification of Functioning, Disability, and Health (2007), disability is defined as 

any impairment, activity limitation or participation restriction which limits 

functioning within the context (personal and environmental) of a person’s life. 

The WHO approach provides a “multi-perspective approach to the classification 

of functioning and disability as an interactive and evolutionary process” (2007, 

p. 17).   
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Inspired by these two approaches, this project considers three main areas:  

condition, functioning, and contextual factors.  Condition, the actual disorder or 

disability, may be at the center, but is not the main focus.  Instead, there is an 

emphasis on functioning – how the person’s physical functioning, activities, and 

social participation are impacted.  Finally, significant focus is also placed on the 

broader context – both personal and environmental factors.  It is assumed that 

there is a constant, fluid interaction between the particular condition and the 

world in which the person lives.     
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Quantitative Results:  Disability Information Tool 
 

The conceptual model of disability described above informed the development 

of the Disability Information Tool (DIT) used in this project (included as Appendix 

5).  The purpose of this tool was to enable the systematic collection of 

standardized information that covers the three main areas of condition, 

functioning, and context.   This tool was developed as a 4-page tool with 

multiple-choice fields as well as many narrative fields where researchers could 

enter additional details and descriptions.  The tool collects information in six 

distinct sections: 

1 •Demographics 

2 •Child Welfare Information 

3 • Health Condition 

4 •Assessment, Diagnoses, & Services 

5 • Functioning 

6 • Contextual Factors 

 

In order to complete the tool, researchers would review the child/youth’s CFS 

file(s).  On average, this process took 1.25hrs and in many cases, the researcher 

would consult with current or past case workers to obtain additional information 

or to fill in gaps in documentation. 

In addition, we developed a “DIT Guide” that functioned as a type of 

dictionary, providing additional information and definitions in order to 

standardize the data collection process and ensure that there was consistency 

across different researchers/DIT collectors (included as Appendix 6). 
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53 
Cases 

In total, 53 DITs were completed, 26 from 

ACCFS, and 27 from MLTCCFS.  The cases 

reviewed were selected through purposive 

sampling, where supervisors and workers 

identified and recommended cases 

(current and open cases) of children/youth 

with known or suspected disabilities or 

behavioural challenges. 

 

Demographics & Child Welfare Information 

Of the 53 DIT cases, 22 (42%) were female, 29 (56%) were male, and 1 (2%) was 

transsexual (born biologically male, now self-identifying as female). The vast 

majority were status or treaty (41 or 82%) and while all spoke English, 7 (13%) also 

spoke a First Nations language (4-Cree, 3-Dene). 
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When the DIT data on age is averaged, children are, on average, 4 years old 

when they entered care.  When the current ages of all cases are averaged, the 

current average age was 9 years.  This indicates that, on average, the 

children/youth represented in these cases had spent around 5 years in care.  

This averaged data does not account for children who were in and out of care, 

or who have had multiple cases opened.   

Many different pieces of information related to child welfare were collected 

through the DIT, including legal status (both when case first opened, and 

currently), placement information, number of cases opened, and reasons for 

coming into care.   In many cases, there were multiple reasons for why a 

child/youth comes into care.  As the info below indicates, among this sample, 

neglect is the most common reason (45 of 53, 85%), followed by physical abuse 

(12 of 53, 23%).  Notably, 4 of the children/youth were voluntarily put into care 

by the parent/guardians, and in 3 of the 4 cases the files indicate that this 

decision was made in direct response to the disability-related needs (medical, 

behavioural, diet, etc.) of the children.    
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Another set of data collected in this section related to placements – both the 

type and number of times that a child/youth had been moved while in care.  

Some of the highlights of this data include: 

• Average number of placements per child = 7.5 

• Children with only 1 placement (never moved) = 2 

• Child who was moved the most = 23 placements (in 4 years) 

• Number of children who have moved 10 + times while in care = 8   

(15% of cases reviewed) 

 

Conditions 

From the 53 DITs, data was collected on conditions in five categories: (1) 

intellectual/developmental; (2) physical/medical;  (3) emotional/behavioural; 

(4) learning; sensory. For each condition, researchers indicated if a child/youth 

was: 

1. formerly diagnosed  

2. awaiting assessment/ diagnosis 

3. if the file indicated that the child was suspected of having the condition, 

but the child had neither been diagnosed nor referred for 

assessment/diagnosis 

The structure of the questions and analysis done in preparation for this report 

allow for the tally and comparison of ‘instances’ (the number of occurrences of 

1. Diagnoses, 2. Awaiting Assessments, 3. Suspected conditions), but do not 

indicate the number of instances for per child/youth.  In other words, while 137 

instances of diagnosis, assessment, or suspected conditions were found in total, 

we are not able to conclude from the chart below how many instances are 

associated to how many children.  
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Services 

 

The DIT collected three sections of information on services:   

1. Current services (the type of services, the provider, and the location);  

2. Past services (services that were once accessed, but have been 

discontinued; 

3. Needed services (services which are needed but unavailable or inaccessible)  
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In the ‘Current Services’ sections, researchers were able to indicate up to four 

services currently being accessed by the child/youth. In total, 52 entries were 

made, identifying 11 different services that children and youth are accessing.  

Of the 53 cases reviewed, 31 children/youth (58%) were currently accessing 

services:  10 children were receiving only 1 service, 15 children were receiving 2 

services, and 6 children were receiving 3 services.  That means that 22 

children/youth, or 42% of all cases reviewed, were not currently or consistently 

receiving any services.  The most common service being accessed by the 

children whose cases were reviewed is mental health counseling/therapy (36% 

of all services accessed), followed by general medical or pediatric care (13%). 
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Addictions, Suicide, and Self Harm 

 

The original, draft version of the DIT did not collect any information on drug or 

alcohol use or on self-harm and suicide.  However, after early trial collections 

and feedback from project research assistants, a section to collect data in this 

area was added to the DIT.  The results are quite staggering: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

Of the 53 cases reviewed (representing children/youth from both agencies), 13 

or 25% had some type of history with addictions, self-harm or suicide.  While this 

data does not indicate the individual ages of the 13 children/youth, as 

presented earlier, the average current age of all cases was 9.1 years, and only 

11 of the total 53 are currently over the age of 15 years.   This shows that children 

and youth are experiencing challenges related to addictions, self-harm, and 

suicide at quite young ages. 
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Functioning 

 

The DIT collected information on Functioning in terms of the level of limitation or 

restriction that the child/youth experienced in physical or bodily functions as well 

as various social functions.  The scale used in the DIT was a four point scale: 

“MILD” =   a problem that is present less than 25% of the time with an intensity 

the child/youth can tolerate and which happened rarely over the last 30 days 

“MODERATE” =  a problem that is present less than 50% of the time, with an 

intensity which is interfering in the child/youth’s day to day life and which 

happened occasionally over the last 30 days 

“SEVERE” =  a problem that is present more than 50% of the time, with an 

intensity which is partially disrupting the child/youth’s day to day life and which 

happened frequently over the last 30 days 

“COMPLETE” =  a problem present more than 95% of the time, with an intensity 

which is totally disrupting the child/youth’s day to day life and which happened 

every day over the last 30 days. 

While information was collected on a broad range of functioning impacts, the 

chart below highlights results for the key social functions of: participating in 

community, school life, and of family and peer relationships.  
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Qualitative Results: Community Interviews- Root Cause Analysis 
 

The systematic collection of quantitative data was complemented, in this project 

with qualitative methods that reflect SFNFCI’s Indigenous research paradigm.   A 

paradigm is “a set of beliefs about the world and about gaining knowledge that 

goes together to guide people’s actions as to how they are going to go about 

doing their research” (Wilson, 2001, p. 175).  The paradigm that guides this project 

is rooted in an Indigenous worldview that emphasizes relationships as well as social 

and political efforts towards decolonization (Kuokkanen, 2000).  It reflects a 

holistic view emphasizing interconnectedness and is grounded in reciprocity, 

respect and the desire to create and maintain balance and harmony (Battiste & 

Youngblood, 2000).  This Indigenous Research Paradigm supports community-

based research practices that are culturally relevant and benefit the community 

(Kovach, 2009). The diagram bellow summarizes the values, beliefs, and 

assumptions represented in this Indigenous Research Paradigm: 
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SFNFCI’s Indigenous Research Paradigm 

 

Throughout this project, all partners were committed to transparency and ethical 

practice.  We were guided by the OCAP principles (First Nations Information 

Governance Centre, 2014; Schnarch, 2004) which ensure that the participants 

and their communities OWN their information, CONTROL what information is 

shared and how it is used, have easy ACCESS to their information, and actually 

POSSESS that information (a copy of the Consent Form is included as Appendix 

4). 

 

The qualitative portion of this project involved one-on-one interviews with three 

categories of stakeholders:  FNCFS Agency workers comprised the largest group 

(13 of 21, or 62%), Service Providers (5 of 21, 24%), and Caregivers/Foster Parents 

(3 of 21, 14%).   
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Interview participants were asked a range of open-ended questions and were 

invited to share stories as well as opinions, ideas, and potential solutions to any 

problems they identified  (Interview Protocols are included as Appendix 7). 

Each of the interview transcripts was analyzed, initially with a thematic analysis 

where codes were created to reflect patterns, and shared or consistent themes 

expressed across interviews (Boyatzis, 1998).  This preliminary thematic analysis 

revealed a complex web of issues, opinions, and priorities. Given the complexity 

of the themes and the unanimous agreement that the services available to 

children and youth with disabilities in the participating communities was 

inadequate, further analysis was necessary.   

A root cause analysis was performed to help further organize the diverse themes 

and to try to identify the key factors and main reasons behind the problem of 

inadequate and unavailable services.   Root Cause Analysis often involve  

Ishikawa or fishbone-diagrams, named after Kaoru Ishikawa who originally 

developed this method of identifying and displaying causes and groups of 

causes of a specific effect (1968).  While this technique was originally developed 

within the area of engineering and production, it has since become a common 

way of investigating incidents in within clinical or healthcare settings (Nicolini, 

Waring, & Mengis, 2011), and has been adapted for diverse uses (e.g. Hall, 2001; 

Scavarda, 2006).    

For the purposes of this project, the cause and effect fishbone diagram inspired 

a causal mapping strategy that reflects First Nations values and contexts.  The 

naturalistic imagery of a tree and roots was used to literally reflect the goal of 

identifying ‘root’ causes and to represent the primacy of nature and cycles of 

growth in Indigenous worldviews.  While traditional fishbone diagrams typically 

organize causes into groupings such as material, management, or method,   the 

categories of causes used here are:  people, place, products, past, and 

processes.  These categories demonstrate a general similarity to some of the 
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traditional ones used by Ishikawa, but are more reflective of relational 

Indigenous worldviews and the interconnected and holistic social contexts of 

the First Nations communities and perspectives that shaped this project. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the sections to follow, each of these five causal categories will be described 

in greater detail, using, to the greatest extent possible, direct quotes and the 

voices of participants. 
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1. PEOPLE 

 

 

 

 

 

 

 

The first category of causal factors is PEOPLE, which refers to characteristics and 

qualities of relevant individuals as well as groups or communities who play a role 

in the design, delivery, or receipt of disability-related services and supports.  Four 

sub-themes emerged within this category, highlighting both power dynamics 

and the importance of mental and emotional health. 

a. Attitudes & Stigma 

When describing the current state of affairs in their communities, a number of 

participants suggested that “There are mostly positive attitudes in the 

communities... People are accepting of others” (Service Provider).  With that 

being said it was also acknowledged that “there might be bullying and teasing 

for young people though” (Service Provider).  This was noted as a particular 

challenge for children/youth in care: 

Bullying or teasing at school can be really hard, for kids with special 

needs, but also those in care, especially those in the group home, 

because everyone knows and they get labeled for living there. “CFS 

Worker (Protection – Sub Office) 

While no participants used the term ‘stigma’, much of what they described, in 

terms of labeling, stereotyping, avoidance, and discrimination, fit precisely with 

the meanings and effects of stigma (Yang et al., 2007; Link & Phelan, 2001).  

Benn defines stigma as “a perceived negative attribute that causes someone to 
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devalue or think less of the whole person” (2017, p. 224).  Stigma, in this sense, 

definitely came up in the ways that participants talked about challenges 

around FASD and was also linked to the engagement of community members in 

need: 

So the problem is the system, but also the people – they are not engaged, 

they can also be embarrassed or sometimes they just don’t like to admit 

that they need help. (Service Provider)   

 

b. Mental & Emotional Health 

A second main sub-theme connected to PEOPLE was mental and emotional 

health.  This is a huge and complicated area which was consistently mentioned 

as a major source of concern.   One CFS worker said “mental health is the 

biggest problem.”  Across the board, participants expressed concern about the 

complex and sometimes overwhelming challenges facing their communities: 

“nothing seems to be working, there are just so many challenges and problems 

that run so deep and noting seems to be getting better” (CFS Worker).  Another 

said, “The situation is really bad, there are so many problems and it just seems to 

be getting worse.  I’m just not sure what would really help.  I don’t know.” 

(Service Provider).  Expressions of hopelessness were also shared: “It’s hopeless.  

Really, it’s hopeless. But it is very frustrating because really all they [children/ 

youth in care] need is a stable home with structure and with care” (CFS Worker).  

These feelings are perhaps not surprising given the constant stress and multiple 

challenges faced by those working with children and youth with high needs.   

For professional participants, all of those interviewed addressed or displayed the 

three core components of burnout: emotional exhaustion (e.g., feeling over-

extended and mentally tired), depersonalization (e.g., a detached and cynical 

response to the work environment or those in need of help), and a lack of a 

sense of personal accomplishment (e.g., feelings of ineffectiveness, 

incompetence, and a lack of achievement)(Maslach & Leiter, 2008; Barford & 
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Whelton, 2010).    For professionals, organizational factors including issues related 

to training, salary and work conditions, combine with the psychological, 

emotional, and practical challenges associated with child and youth care, and 

result in high burnout and staff turnover (Savicki, 2002). 

When it comes to caregivers and foster parents, the story is much the same.  

Professional participants noted often that “often Caregivers are neglected – 

they don’t get the support they need” (Service Provider).  While this is true, the 

challenges that CFS workers and other professionals are facing often limit their 

ability to provide that assistance, attention and support: 

Caregivers need more help, more knowledge, and more support.  

Caregivers call the case managers when they are having trouble with 

their kids, so they need more support, but so do we.  It’s hard to know 

what to do sometimes. CFS Worker (Protection) 

Obviously,. it can be stressful and overwhelming for caregivers to cope with 

repeated exposure to unpleasant situations, trauma, and crisis (Krueger, 2007), 

and when the children and youth that caregivers take in have disabilities, 

behavioural challenges, or mental health issues, this increases the stress 

exponentially and often creates a situation where caregivers are  physically, 

psychologically, and emotionally drained: 

I just don’t know when it’s going to get better, or when it’s going to end, 

because it’s always something and it’s really just so hard. (Foster Parent) 

“It is so hard, and I just don’t know if I can do it, I mean I just don’t know  

how much longer I can keep these kids.  It is just so hard. I’m getting older 

and I have the trouble with my knees and I just can’t do it anymore. 

(Foster Parent) 

c. Suicide & Self Harm 

Another key challenge that stakeholders are dealing with is suicide and self-

harm.  Participants across all three stakeholder groups expressed similar views, 

stating that “suicide is a very real concern – so many kids are doing which 

makes other kids want to do it” (Service Provider).  As one CFS Worker put it, 
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“Suicidal ideation and attempts are also a major concern.  Suicide is the biggest 

problem – maybe it is not a disability per se, but it is definitely a huge issue 

affecting a lot of the kids in care.”   While this worker is unsure of whether 

suicidality can be considered a disability, others clearly identified contributing 

factors such as depression and anxiety as disabilities: 

Suicide and mental health are the other huge problem happening in our 

communities.  Depression and anxiety, those are disabilities.  And there 

are no services, there’s nothing to help people dealing with those kinds of 

things. From December to July in 1 or our communities, just one, there 

were 16 suicide attempts.  We have not had any suicide trainings.  

Training is definitely needed across the board. (CFS Workers) 

Suicide within Saskatchewan’s First Nations is a growing crisis (Derworiz, 2018; 

FSIN, 2017). Project participants acknowledged as much and noted the 

connection between suicide and certain disabilities- “Right now our biggest 

crisis is self harm and suicide.  Also, with FASD there is probably a connection (to 

suicide) because many of these kids (with FASD) experience social isolation, get 

in with gangs and drugs too” (Service Provider).  Another suggested that 

It would also be good to better understand and also to teach people 

about the links between disabilities and suicide.  Some of the suicide 

problem, I think, is connected to the problems that people have – like with 

FASD and learning and communication.  Sometimes they can’t ask for the 

help they need or they don’t know really how their condition is impacting 

them and people don’t understand them and there’s no help. (Service 

Provider) 

This is an important point, because it has often been assumed that people with 

disabilities or cognitive delays are less likely to exhibit suicidal behavior.  This has, 

however, been disproven and suicide among young people with disabilities is 

now considered an under-recognized but crucial problem (OCECYMH, 2014; 

Hannon & Taylor, 2013). Numerous studies have demonstrated that youth with 
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developmental disabilities do in fact think about, attempt, and die from suicide 

(Ludi et al., 2012; Merrick et al., 2005).  Project participants are thus keenly aware 

of various ways in which disabilities and suicidality intersect and would like to see 

additional supports for these children/youth as well as greater access to 

relevant information and training. 

d. Politics & Leadership 

Project participants were not always comfortable or willing to discuss their views 

on their local governance and band leadership.  Some did, however, speak up 

on this subject, expressing a certain level of frustration and disappointment in 

their community leaders.  The sensitive nature of this topic was addressed 

directly by some:  “We need to have stronger leadership.  A lot of the politics 

that exist within and among the communities are problematic.  People are 

afraid to speak up or speak out against the leadership – even when things 

aren’t going well” (CFS Worker).  Caregivers also voiced concerns, for in many 

cases the political atmosphere and dynamics with leadership directly affected 

them: 

I’ve been living on this reserve for 40 years and things are not getting 

better – they’re getting worse.  Leadership is a problem – they’re not 

doing anything to improve the situation.  They won’t help their people.  

From sewage and water, to the schools, to people’s houses – there are so 

many problems and they just don’t help. (Caregiver/Foster Parent) 

Politics and who you know also is a factor, because for example if you or 

the children you are caring for have connection to chief or council or 

some people in the community, then everybody knows and it can 

change the way people treat you or the help you can get and things like 

that. (Caregiver/Foster Parent) 

While this is not an easy topic to broach, it is clearly a concern for many 

community members who feel that their local leaders could be doing more to 

improve the situation in their communities and to lessen the burden of caring for 

children and youth with special needs. 
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2. PLACE 

 

                

 

 

 

 

 

The second category of causal factors is PLACE.  In the context of this project, 

causes within this category relate to the rural and remote settings in which 

participants live.  Two salient sub-themes are captured in this category:  1.locally 

available programs and services, and 2. Travel and transportation. As has been 

noted by others,  

The location of a particular community is also important in understanding 

the context in which communities respond to the needs of children with 

disabilities.  Proximity to larger centers appears to impact considerably on 

the services that can be accessed. Those communities that are close to 

urban centers have greater access to off-reserve services such as 

assessment services, services offered by not-for-profit agencies, and 

specialized intervention services. Remote communities have more limited 

contact with off-reserve service providers and are more limited in the 

extent to which they can partner with other services providers to meet the 

needs of the people in their communities. (Wright, Hiebert-Murphy, & 

Gosek, 2005, p. 44).  

 

Evidently, the challenges and barriers that arise from location have major and 

direct impacts on children and youth with disabilities who on rural and remote 

reserves. 

a. Local Programs & Services 

Overall, it was clear that participants from all stakeholder groups feel that there 

is simply not enough services and support readily available to their children and 
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youth with disabilities.  “In the communities there are no services.  There’s just 

nothing”, said one CFS Worker.  This opinion, if not exact phrase was repeated 

often by other project participants as well: 

“There is nothing in the communities, absolutely nothing for these kids.”   

(CFS Worker) 

“Most communities have ‘Doctor Days’, about once a week but none of 

them have permanent doctors always available.”  (CFS Worker) 

“There’s nothing on reserve, just nothing.  A lot of these kids will end up in 

jail by 14 or 15.”  (Caregiver/Foster Parent) 

“More programming and services in First Nations communities are needed 

for kids in care.” (CFS Worker) 

Participants often connected the lack of services to additional problems and 

challenges – such as involvement with gangs, drugs and alcohol; poor 

educational outcomes, and as mentioned above, involvement in the justice 

system.  As one CFS Worker said, 

Another problem is that a lot of the kids have charges, criminal charges – 

for things like breaking and entering, assault, and things like that.  When 

they get involved in the Justice System they get a lot of conditions, have 

to take medication, and it just becomes harder and harder to manage all 

of it. (CFS Worker) 

“Having to leave the community for everything – for medical, mental health, 

everything, that is a problem,” said one Service Provider, “There is nothing 

available locally.”  Moreover, this situation has led some people to relocate or 

required that children/youth with complex needs are sent to homes or facilities 

far from their communities:   

A lot of people just have no choice.  They end up having to move, to 

leave the community, because there is just no way they can get what 

they need in the community. (Service Provider) 

 Many of the challenges and barriers involved with this need to travel out are 

addressed in the following section. 
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b. Travel & Transportation 

The lack of locally available services and supports requires that those caring for 

children and youth with special or complex needs must regularly travel in order 

to access, sometimes even the most basic services. As one Service Provider 

mentioned, “Most services are received outside of the communities.  There are 

mostly referrals out – so the navigators or travel coordinators are key to ensuring 

that that process goes smoothly.”  While some communities do have travel 

coordinators and even medical taxis, the situation is far from ideal and poses 

significant challenges to caregivers.  This is particularly true since not all of the 

transportations option are actually accessible.  Therefore, “Transportation is a 

major challenge.   When kids are small it is easier, but when the child grows up 

it’s too hard – you can’t lift them or move them easily.  And if you have to travel 

regularly it can be such a challenge” (Service Provider).  Additionally, 

depending on the distance of the community from an urban (service) center it 

can “take two days or three days of travel from just one appointment” (CFS 

Worker).    

An additional travel barrier has arisen with the province with the discontinuation 

of the provincial bus service- “with the STC bus services stopped it has become 

very complicated.  Travel and making sure people get to their appointments, 

which are all out of the community, is a real challenge”  (CFS Worker).  As this 

worker points out, other common challenges create barriers for families who 

must travel to access disability-related services: 

It can be so hard for families to get their kids to appointments, because 

they are all outside the community – sometimes they don’t have reliable 

transportation or have other kids and no one to watch them and that 

makes it so hard for them. (CFS Workers)   
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3.    PRODUCTS 

 

 

 

 

 

 

 

The third category of causal factors is PRODUCTS which includes tangible 

objects and/or services. In this project, the PRODUCTS mentioned most by 

participants related to training as well as the quality and types of services 

available and the resources required to support their delivery. 

a. Training and Information 

All three categories of stakeholders identified training as vitally important and as 

a key gap in the context of disability services and supports.  One CFS Worker 

directly stated that “We get no training around disabilities, but it would be really 

good if we did.”  By extension, another Worker suggested that “parents, or 

caregivers, they get PRIDE training, but they don’t get much on special needs.  

They definitely need more training and information, since they are the ones 

actually caring for the children.”  A Service Provider suggested that “we really 

need more training for parents, teachers, anyone really.”  While a general need 

and desire for training was evident, the three areas identified most in regards to 

training needs were: disabilities, parenting, and suicide and self harm:   

There are not enough services right across the board, but one thing we 

really need is education.  We need to educate the parents – teach them, 

offer parenting classes and support.  (Service Provider) 

What would be helpful is information on signs and symptoms of different 

disabilities – what do they look like, so that workers can have a better 

 



 

 

40 

idea. There is a general lack of training for CFS workers, but also in the 

schools too. (CFS Worker) 

I have only had a few short trainings related to kids with high needs – like 

maybe just half-days or afternoon sessions on suicide or self harm.  These 

are the most important.  We need more training on suicide and self harm.  

I’ve also had, one time, something about FASD, but it would be good to 

have refresher courses or more trainings in general. (CFS Worker) 

But suicidal, like how do you identify that and what should you do?  We 

need more regular training.  I had suicide training only once, about 7 

years ago, so workers need more regular training. (CFS Worker) 

 

b. Quality of Available Services 

A second sub-theme in the causal category of PRODCUTS is the quality of 

available services.   While many participants lamented the fact that there were 

no locally available services and supports, there are certain services that all 

communities do have – namely special education and Educational Assistants 

through the schools on reserve.  Additionally, most communities have at least 

some sort of access to counsellors or mental health therapists, though the 

availability of those services vary greatly by community.  

 

Services based in and coordinated by community schools were by far the most 

frequently addressed by participants.  Issues with the equitable funding and the 

quality of education- special education in particular, in on-reserve schools, has 

long been voiced (Phillips, 2017; Auerbach, 2007; Brown, 2005).  Project 

participants echo many of the observations and concerns in the literature, 

including this from one Foster Parent:   

Another problem is the education, the quality of the education that our 

kids are getting on reserve is just not good enough.  I feel sorry for the 

teachers, but we really need to do better.  These kids are graduating but 

when they’re tested their only at a grade 8 level.  That’s not right. 
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Others offered even stronger critiques of the situation, as the CFS worker did 

when she stated that “In our communities, as soon as you turn 5 you are 

automatically registered for school.  But in the schools there is nothing, 

absolutely nothing at all in the schools to help these kids.  All three reserve 

schools got their funding chopped, so there’s nothing – no programs or nothing 

for these kids.”    

One of the most common concerns voiced by participants was the tendency 

for schools to expel children, or to send them home much too frequently 

because of behavioural issues.  The following quotes articulate some of these 

concerns: 

One big problem is that kids are getting kicked out of school.  The school 

should be doing the assessments and monitoring things, making sure the 

child is getting the services and everything, but a lot of times that doesn’t 

happen. (CFS Worker) 

The older boy got expelled so he’s not going to school at all.  The younger 

one is in school in [town], because at the [on-reserve] school they send 

the kids with problems home all the time. (Foster Parent) 

In terms of needs, at the school they just send the kids home – are they 

really allowed to just do that?  Why?  This is a huge problem that needs to 

be addressed. (CFS Worker) 

Last year he was kicked out of kindergarten because of his behavior. 

(Foster Parent) 

 

Participant comments were not all bad, and several spoke positively about their 

experiences and interactions with the schools.  One Foster Parent, for example, 

identified the school as being instrumental in helping her obtain a diagnosis for 

the child in her care:  “He has been diagnosed with ADHD by pediatric 

specialist.  It was the school that first helped us to get the diagnosis.”  In another 

case, a CFS Worker described one community school as “good” because 
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“there was an elder and counseling, so it was really good.”    With that being 

said, the vast majority of participants acknowledge the need for improvement: 

Services through the school are ok, but just not enough and they don’t 

have good training or resources.  So even though there are some services 

offered or run at the school, they aren’t very good, not really making a 

big impact or as much positive impact on the children as they could. (CFS 

Worker) 

A second service area that participants addressed was parenting classes.  Most 

communities offer such trainings and support, particularly for those who are 

involved with the CFS agency.  While parenting classes are widely available, 

many voiced concern of the quality of these services, indicating a need for 

improvement: 

The same goes for parenting classes – they take classes, but they just 

repeat and there’s nothing new, so they don’t continue to learn or 

develop. (CFS Worker) 

What we need is more parenting training.  Parenting training that is 

proper, like adequate and is changed regularly or that progresses.  We 

need better quality classes and more useful information to really make a 

difference. (CFS Worker) 

 

A third area that participants identified as requiring attention was mental health 

or counseling services. Some stated flat out that “the counseling and mental 

health services available in the communities are not good quality” (CFS Worker).  

Above, in the section on confidentiality, it was clear that the counseling services 

available in the communities were being underutilized due to privacy concerns.  

Similarly here, participants note that “There are counselors in each community 

clinic and then [the Tribal Council] has their own counselor, but it doesn’t really 

seem to be helping these kids much” (CFS Worker).  
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c. Cultural Practices 

The third sub-theme is Cultural Practices, which reflects the participants’ opinions 

around the need for more culture and land-based services.  Some of the 

cultural practices mentioned by participants include:  Elder-led services or 

talking circles, pow wows, round dances, drumming, hunting, beading, story-

telling, and sweats.  One CFS Worker stated that “There is a gap between 

culture and the people that need it.  There needs to be more integration of 

cultural practices and knowledge.”  Her opinion is well-supported by research 

which recognizes the curative power of culture based services, practices and 

activities, all of which support the development of maintenance of identity and 

have been shown to contribute to personal and social wellness, restoration, and 

renewal (Brady, 1995; Dell et al., 2011;  Duran, et al., 1998;  Gone, 2013;  Kimayer, 

Brass, & Vlaskakis, 2009).  Kirmayer, Sheiner, and Geoffroy (2016) suggest that 

The reclamation of traditional knowledge and affirmation of collective 

values and restauration of cultural institutions and practices are all seen as 

specific medicine for the historical violence endured by Indigenous 

people. (p. 116) 

From the perspective of participants CFS agencies and community 

organizations are “not very good at using Elders and different cultural resources 

that are available” (CFS Worker).  Another CFS Worker voiced that “Elder 

involvement is key.  We need to have our elders involved in trainings and in 

helping to support the kids and families.”  As the following quote suggests, many 

recognize the value and importance of culture-based services and activities, 

but also acknowledge the funding and resources needed to develop and 

consistently offer such programming: 

Cultural activities, recreation things and sports those are really positive – 

for kids and caregivers too.  So, yeah, that’s something positive, but we 

need more resources to do these kinds of things, to make these available 

in the communities. (CFS Worker) 
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As the following section emphasizes, ensuring adequate and equitable funding 

is a priority for many project participants. 

d. Funding 

Inevitably, in most all social service areas, funding and limited resources are 

commonly identified as a problem.  In this project, the case is no different, 

particularly so because of the notable funding discrepancies between on- and 

off-reserve funding in a number of critical areas (Blackstock, 2011; Dalmater, 

2011; Drummond& Rosenbluth, 2000).  As one CFS Worker put it, 

Funding is a huge problem.   All of these educational places, they are 

severely underfunded.  Plus their funding is always changing.   This is the 

main root of the problem- funding.  Reserve school are so underfunded, 

it’s really a big problem.  The funding depends on the government and on 

leadership, so it is always changing.  The schools are totally underfunded – 

there’s no suicide prevention, nothing.  It’s sad because it is so needed. 

Education was not the only area for which participants noted funding issues.  

Cultural activities were mentioned often and restrictions were often tied to 

limitation in funding and/or resources: 

We also need more money for sports or community involvement and 

programming – cultural activities like Pow wows and things like that.  

Money for pow wow dresses and money to pay for travel and classes so 

that kids and families can get involved in different things. (CFS Worker) 

Funding was also mentioned as a problematic root cause in child welfare.  In this 

case, a CFS worker explained her position by addressing limits imposed by the 

Ministry of social services (MSS, who fund child welfare off reserve).  She says, 

[Placements] through MSS are the most difficult – they are so sticky on 

what they pay for and what they don’t.  It can be really hard and 

sometimes you can’t get the families the things or the money they need.  

Like on visit, MSS kids only get like $7/day for food.  That’s not enough!  

Food is expensive here, and that is just not enough. 

Even services at the agency’s Group Homes were described as limited due to 

funding and resource availability:  “We have a lot of kids with some type of mild 

intellectual disability.  And at the Group Home things are not really structured.  
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There are lots of kids who are AWOL, there are no restraints, and it doesn’t have 

much programming because of budget restrictions” (CFS Worker).  Across the 

board then, funding limitations pose a considerable risk to the quality and 

availability of services in the participating communities. 

 

 

4. PAST 

 

 

 

 

 

 

 

The fourth category of causal factors is the PAST, which includes causes that 

participants link to historical events and occurrences.  In the context of this 

project, these factors are directly related to the colonial histories of the 

communities involved and to the detrimental legacies of the various forms of 

systematic repression and assimilation that they and their past generations have 

endured.  Past and present Canadian legislation (including the Indian Act) have 

“undermined the autonomy, cultural integrity, and well-being of youth, family, 

and communities” and have had “profound transgenerational effects at 

psychological, social, economic, and political levels, including:  the disruption of 

parenting and family life;  breakdowns in the transmission of cultural knowledge, 

language, and values;  and the undermining of collective identity and 

community solidarity” (Kirmayer, Sheiner, & Geoffroy, 2016, p. 114). There is 

ample evidence that the processes of colonization are a fundamental and 
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underlying determinant of health (Smylie & Firestone, 2016; Reading & Wien, 

2009).   As stated by the Canadian Unicef Committee, 

Poverty, disease, alcoholism and unemployment among Canadian 

Indigenous persons; lack of appropriate services; lack of adequate funds 

for existing services; jurisdictional disputes about service provision: these 

are only a few of the common barriers that affect health and service 

provider for Indigenous children with disabilities. (Canadian Unicef 

Committee, 2009) 

The participants of this project highlighted three main causal roots that are 

connected to the PAST and that have an impact on the quality and availability 

of services available to their children and youth with disabilities:  trauma, 

poverty, and addictions and violence. 

a. Trauma 

There is substantial research and personal histories that attest to the cumulative 

negative effects of exposure to discrimination and colonial repression, which in 

the Canadian context includes residential schools (Bombay, Metheson, & 

Anisman, 2014). In fact, it has been shown that the vulnerabilities associated with 

such transgenerational experiences interact with ongoing adversity to create to 

elevated rates of mental health problems and generally poor health outcomes 

(Kirmayer, Sheiner, & Geoffroy, 2016, p. 115).  Participants acknowledged this as 

well, recognizing that many of the problems and challenges faced by the 

children and youth they care for and support are indeed rooted in the past: 

There are so many different factors that are affecting these kids.  Trauma 

is a huge one.  Mental health is impacted and a lot of their problems stem 

from the parents, who have themselves not dealt with their trauma or 

problems.  It is really a cycle.  A cycle that is hard to break or change. 

(CFS Worker) 
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b. Poverty 

Another widely acknowledged issue that impacts the lives of children and youth 

with disabilities on reserve (and that also has roots in the past) is poverty. “Really, 

poverty is the back drop for everything, “said one CFS worker, “It is the real 

underlying issue.”  While poverty is typically understood as a purely financial 

term, related to things such as income and employment, some have argued 

that poverty is in fact multidimensional and also includes such things as a lack of 

education, health, empowerment, and social connectedness (Samuel et al., 

2018).  Moreover, in Canada,  

The roots of Aboriginal poverty can be traced back to the forced 

relocation of Aboriginal peoples onto Reserves. This destroyed many of 

the traditional ways of life including economic pursuits, and continuing 

lack of funding support or access to aid agencies has perpetuated the 

cycle of isolation and poverty (Samuel et al., 2018, p. 9).  

As one project participant noted that “There is a high rate of welfare, so poverty 

is a huge problem – there are no jobs and this really affects the people, the 

families” (Service Provider).  Indeed, poverty is a social determinant of health 

and has particular impacts on people living with disabilities (Eide & Ingstad, 

2017) whose needs for particular foods, medicines, services and supports are 

often costly.   This financial burden can be significant and numerous participants 

noted that providing for these needs is often difficult for families, particularly 

since they live in rural and remote communities.    

 

c. Addictions & Violence 

Both of the previous factors, poverty and trauma, act as causes for a third issue 

rooted in the past – addictions and violence.  Many project participants 

identified drugs and alcohol, and the associated violence as rampant and 

devastating in their communities.  “At CFS the main issues we see that are 
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related to kids coming in to care are:  drugs and alcohol, abandonment, sexual 

assault, and domestic violence is a huge problem.  Domestic violence is just so 

common and such a big problem” (CFS Worker).  Another worker suggests that 

“the fundamental problems in the communities are related to drugs and 

alcohol.”  Yet another adds, “another major problem or factor that affects the 

kids and communities is gang activity.  It’s a major problem” (CFS Worker).  There 

is clear evidence that past trauma, including the shared colonial history of 

Canadian Indigenous people, contributes to elevated rates of violence, 

addictions, and a variety of mental health issues (Menzies, 2010; Quinn, 2007).  

Statements from most participants attest to the devastating effects of 

intergenerational trauma, and identify the social results of this trauma, including 

addictions and violence, as contributing factors to the number and state of 

children and youth in care:  “With the natural parents of kids in care there is just 

so much violence.  It’s a real problem and has such a negative and lasting 

impact on kids” (CFS Worker). 

 

5. PROCESSES 

 

 

 

 

 

 

 

 

The final category of causal factors is PROCESSES, which refer to the way that 

work is done and flows within and between individuals, agencies, or 

organizations.  Processes are generally a series of actions or steps taken in order 
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to achieve a particular goal or objective, and in this project, participants 

highlighted two characteristics of processes they experience as particularly 

problematic:  CONFIDENTIALITY and COMPLEXITY, as well as two service areas:  

ASSESSMENT & DIAGNOSIS and CHILD WELFARE. 

 

a. Confidentiality 

Confidentiality appears to be especially problematic in relation to mental health 

and counseling services.  As one Service Provider said, “mental health is a very 

big concern in most of the communities, but confidentiality and privacy are a 

really big problem so even when there is some type of counsellor available, they 

don’t like to go.”  This appears to be a problem with other services as well, such 

as “parenting classes and workshops about alcohol” where “people are worried 

about confidentiality, about sharing things because in a small community 

everybody knows and talks and it gets out there so fast” (CFS Worker).  Evidently, 

this is a major barrier to service access because “people don’t want to talk to a 

councilor from the community because they don’t trust them, there’s no 

confidentiality.  It would be more effective to have someone from outside – with 

no ties to the community” (CFS Worker).  This introduces several challenges, 

because while people do want services to be accessible and available in their 

communities, they often prefer that those services be delivered and 

administered by people from outside the community.   

b.  Complexity 

Complexity, in this context, refers to processes that involve multiple points of 

contact, a variety of forms or complex paperwork, significant requirements 

(eligibility, financial, educational, etc.) and/or strict regulations.  From 

participants’ perspectives, complexity impeded service access in a number of 

ways.  The following quotes summarize some of these:     
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Some money and programs are available, but the people don’t do it – 

there’s either too much paperwork or too much red tape – like needing 

approval or being pre-approved.  So much bureaucracy.” (Service 

Provider) 

He is on the Alvin Buckwold wait list.  It’s been more than 1 year since he 

got placed on that waitlist and the paperwork was just crazy.  There were 

so many forms and so much paperwork. (Foster Parent) 

Everything they do they need to get assessed or go through all of these 

steps.  It’s so complicated and sometimes they have to give the same 

information many times. (Service Provider) 

There is slow response times – everything takes so long, such long wait 

times and changing people, and not knowing who to call. (Service 

Provider) 

 

There are counselors or therapists, but you have to make an appointment 

in advance and have to register and do all this stuff, so people just don’t 

go. (Service Provider) 

There’s so much that people need but also, they need to have 

certification in this or that and the red tape around all of it is a real 

challenge and barrier. (Service Provider) 

In the child welfare context such complexities can be exacerbated by difficult 

to reach or non-cooperative birth parents.  As one CFS worker explained while 

discussing two siblings on her caseload,   

It’s hard because we can’t get a hold of the mom, so that holds up the 

process.  Also, neither of the boys have status, we went to get the forms, 

but it is hard to get both or even either of the parents to sign them.  They 

got lost and we’ve had to start over. 

Professionals and families alike described many instances of ‘jumping through 

hoops’ and getting caught up in the ‘red tape’ of multiple distinct processes 

and procedures.  Achieving an assessment or diagnosis, setting up services, 

ensuring that the child/youth makes it to appointments or actually accesses 

needed services are each challenging, multi-step processes in themselves, so 

when additional complexities (such as those connected to location, language, 
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poverty, or trauma) are added to this, the barriers and challenges are 

compounded in ways which make clear solutions elusive.  

c. CFS Agency 

Community perceptions of CFS agencies are often fairly negative.  Others have 

described the tensions that can exist within First Nations communities and their 

child welfare agencies:  “[First Nations] child welfare agencies, in particular, can 

be caught between working within the constraints creating by their funding 

structure and meeting the expressed needs of community members. Strained 

relationships between the child welfare agency and the community can result.” 

(Wright, Hiebert-Murphy, & Gosek, 2005, p. 53).  While community participants in 

this project did not disparage the child welfare agencies they work with, they 

did identify certain processual issues within the agencies as problematic. 

One common complaint by Foster Parents in this project was the lack of 

information they received when the agency placed children with them: 

 

They just drop them off but don’t give any information – no medical 

history, no nothing.  So I had to figure it out on my own.  The first thing I did 

with each of them was take them to the doctor here in Spiritwood to get 

checked, for a physical. (Caregiver/ Foster Parent) 

When we got him they didn’t give us any information at all, but I knew his 

mother and I knew that she had drank the whole way through her 

pregnancy. (Caregiver/ Foster Parent) 

With all of them [kids placed in their homes] we got no information at all 

from CFS when they dropped the girls off. (Caregiver/ Foster Parent) 

In addition to the lack of information or documentation initially being shared 

with them, Caregivers also shared concerns about staff turnover within the 

agencies: “It’s been 2 years since we got the girls.  We have gone through 8 

different workers for them.”  This Caregiver added that it “has been difficult and 

we get no support from the Agency.”  The absence of support was identified by 

others as well, with one Caregiver stating “we can’t really rely on CFS for help or 
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support.”    CFS Workers, acknowledge some of these issues as well, connecting 

them the burdensome caseloads and other processual constraints: 

Because we are so busy, we have such big caseloads that we can’t really 

do the best for each family or caregiver – we just don’t have the time.   A 

lot of it is left up to the families. (CFS Worker) 

Often Caregivers are neglected – they don’t get the support they need. 

(Service Provider) 

Caregivers need more help, more knowledge, and more support.  

Caregivers call the case managers when they are having trouble with 

their kids, so they need more support, but so do we.  It’s hard to know 

what to do sometimes. (CFS Worker) 

       

Another essential component of CFS Agency processes addressed often by 

project participants (and supported by quantitative data from the DITs) was 

placements. Multiple or frequent placements were frequently described as 

having strong negative impacts on children and youth in care. As one CFS 

Worker astutely stated, 

The number of times a child in care is moved around is also a big problem.  

The number of moves definitely impacts the kids.  And placement 

breakdowns are so common.  When the children have high needs, it 

happens a lot.  But it is not just about the kids – it’s the caregivers too and 

their ability to cope.  There’s two sides to the problem. 

Another Worker similarly noted that “One major issue is caretaker 

breakdowns…The moving affects them [children/youth] really bad.  They get 

angry and it is so difficult.  It’s really, really hard on them.”  This statement is 

supported by substantial research showing that children who are moved or  

placed multiples times in foster care are more likely to experience poor 

psychological, social and academic outcomes and less likely to achieve family 

reunification (Aarons et al., 2010; Barth et al., 2007).  Further to this studies have 

also shown that placement changes are associated with behavioral and mental 

health problems, and impaired the ability of the child to form strong, affective 

https://www.sciencedirect.com/topics/medicine-and-dentistry/foster-care
https://www.sciencedirect.com/topics/medicine-and-dentistry/family-reunification
https://www.sciencedirect.com/topics/medicine-and-dentistry/family-reunification
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relationships with caretaking adults (Barth et al., 2007).  Frontline health 

researchers working with Canadian First Nation communities have also stated 

that “multiple placements make it difficult to ascertain if the medical care 

needs of foster care children are being met in a timely and consistent manner” 

(Di Pietro & Illes, 2016, p. 247).    

The negative impacts of multiple placements are impossible to deny, however, 

given that (as mentioned above) caregivers are often not given adequate 

information, training or support, it is difficult to hold them responsible for being 

unable to care for high needs children and youth.  On Caregiver shared this 

about the child in her care- “I think he was in 6 different homes before he came 

to us, because no one can handle him.  It is very stressful.”  CFS Workers also 

acknowledge the challenges of keeping high needs kids in a single home - “The 

poor caregivers just can’t take care of them [kids with disabilities – particularly 

disabilities resulting in challenging behvaiours], they can’t control them.”  The 

processes involved in placements and placement breakdowns are complex, 

and it is clear that feasible solutions need to be put in place in order to minimize 

the impacts of multiple moves, particularly on children and youth with 

disabilities. 

 

d. Assessment & Diagnosis 

One final area of PROCESSES that was talked about often by participants was 

assessment and diagnosis.   As previously mentioned, a majority of participants 

felt that “It is really very important to get diagnoses” (CFS Worker):   

It is really, very important to get formal diagnosis.  So many kids are not 

diagnosed and this is a problem.  But another problem is being 

misdiagnosed.  This happens and is also a danger. (CFS Worker) 

Getting the right diagnosis is very important so that the different services 

needed or the needed supports could be put in place. (CFS Worker) 
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Given the value and importance placed on obtaining formal diagnoses, it 

makes sense that under-diagnosis is, from the perspective of participants, a 

major problem: 

On my case load, or at least I know there is one mother, she has 6 or 8 

kids, all of them are in care.  She’s using drugs and alcohol and was using 

the whole time when she was pregnant with all of them.  None of these 

kids have been assessed.  They have a lot of different problems, but never 

had any real assessment or diagnosis. (CFS Worker) 

Of all the kids with challenges on my caseload none of them have any 

formal diagnosis – they have not had any formal assessments of any kind.  

(CFS Worker) 

Most of the disabilities I see are undiagnosed.  There are lots of learning 

disabilities and intellectual disabilities. (CFS Worker) 

Another key piece of the diagnosis process that concerns project participants is 

the need for early diagnoses and interventions: 

One of the biggest needs is that if kids are FASD or ADD, they need help 

before they get to school.  Even with other disabilities, they need to be 

able to get help that prepares them for school so that they can be more 

successful.  Right now there is nothing and so when kids get to 

kindergarten it is a big shock and they can’t do it.  It causes so many 

problems. (CFS Worker) 

The schools do assessments, which is good, but that doesn’t help younger 

kids.  We need to have services and assessments for toddlers, or younger 

kids before they get to school. (CFS Worker) 

 

In addition to the lack of early diagnosis and intervention, another element of 

the diagnostic process that participants identified as inefficient and ineffective 

was excessive wait times.  This quote sums up the frustration many feel in this 

regard: “The timeline for services and assessments is so slow.  I takes so much 

time and there are so many different waitlists and processes” (CFS Worker).  

Several participants described the process of getting a diagnosis (particularly for 

FASD) as “complicated” and difficult to navigate - “there is slow response times 
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– everything takes so long, such long wait times and changing people, and not 

knowing who to call” (Service Provider).  On six separate occasions participants 

stated that a child on their case load or in their care was “on the Alvin 

Buckwold1 wait list”, but that it had been one, two, or even three years and they 

still “hadn’t heard anything back yet” and were “just waiting”. 

Together, then, issues with waitlists, a lack of early intervention options, and the 

complexity of the assessment and diagnostic process represent significant 

barriers in lives of children and youth with complex needs.  

The preceding pages offer a comprehensive thematic and root cause analysis 

which spotlights the voices, stories, and ideas of project participants. Given that 

this project is essentially a problem-based one focused, aimed at better 

understanding service gaps and needs, it is perhaps not surprising that so much 

of the discussion has focused deficits and inadequacies.  There are undoubtedly 

many problems and challenges when it comes to adequately caring for 

children and youth with high needs who have difficult and traumatic histories.  

Yet, there are strengths and points of positivity that can be built upon and used 

to inform meaningful and relevant solutions. 

Chief among these is culture – there are many positive, inspiring, and healing 

aspects of the Cree and Dene cultures of the First Nations communities 

represented in this research. Capitalizing on existing cultural resources and 

ensuring access and incorporation of traditional knowledge and practices into 

local services and supports is something that participants would like to see.  As 

one CFS Worker said, “I think that identity and being connected to their 

communities helps the kids…Overall I think that cultural practices and 

knowledge are an important positive factor in these kids’ lives.”  Moreover, the 

                                                           
1 The Alvin Buckwold Child Development Centre is a diagnostic and treatment service centre for 

children 0-18 years of age with developmental, cognitive and/or physical challenges. It is 

located in Saskatoon and is one of the places where families on reserve in Northern 

Saskatchewan can have their children assessed and formally diagnosed. 
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small size of most communities was also seen as a strength because: “in small 

communities there is lots of support and help available – people help each 

other and take care of each other” (Service Provider).  

The recommendations outlined in the following section demonstrate ways that 

existing strengths may be further developed and used as the basis of positive, 

sustainable change. 
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CONCLUSIONS & RECOMMENDATIONS  
 

 

This project was motivated by a desire to document service-related experiences 

and to collect systematic data on children and youth in care and on reserve 

with disabilities.   Ultimately, it is hoped that this work may contribute to 

improving the services and outcomes of these children/youth.  The previous 

discussions and analyses have highlighted the complexity of the current state of 

affairs and the challenges that the First Nations communities involved in this 

project face in addressing it.  Overall, the findings presented echo conclusions 

drawn by others who have conducted similar work in other Canadian First 

Nations: 

In discussing disability and the communities’ responses to the needs of 

children with disabilities and their families, it is clear that the issue of 

childhood disability cannot be easily separated from other social issues 

within the communities. 

Participants identified a number of issues they see as related to childhood 

disability including self-governance issues, poverty, the effects of 

residential schools, family violence, child abuse history, fear of child 

welfare, lack of economic opportunities, lack of recreational facilities, 

increase of drugs on reserve, overcrowding, lack of housing, parents with 

disabilities raising children with disabilities, and teen pregnancy. (Wright, 

Hiebert-Murphy, & Gosek, 2005, p. 42).    

This complexity then, along with our collective inability to effectively address 

systemic problems and produce large scale positive change, has enormous 

social (Ungar, 2013) as well as economic costs (Department of Finance 

Canada, 2015).  As this participant’s comments suggest, real action, informed 

by a deep understanding of the situation is required- 

But you know, with a project like this, with research, what are you really 

hoping to do?  What can you really do in 1 year?  It’s only really 

scratching the surface, it’s only the tip of the iceberg.  There is actually so 

much to learn and to do; so much to change and improve. (CFS Worker)  
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In an effort to inspire and support the type of transformative action necessary to 

improve things, we have developed a recommendation plan.  Instead of a 

simple list of recommendations, we are suggesting a comprehensive approach 

which has three basic components:  1. Support, 2. Engagement and 

Empowerment, and 3. Integration and Collaboration.   
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SUPPORT 

1 • Support more action oriented research and service development/delivery 

through:  

- increased resources and consistent/long term funding 

- Building local capacity 

- Offering quality training 

- Developing sustainable solutions 

- Offer ongoing support through mentorship 

 

As indicated in the plan diagram, support is crucial and must be on-going, 

taking many different forms.  Initially, change may be started through an initial 

influx of resources and funding.  These forms of support are necessary for 

developing and launching program, services, or mechanisms of change.  In a 

national study on children and youth with disabilities in the care of First Nations 

child welfare agencies, it was noted that a number of children who come into 

their agencies’ care do so “primarily because services and supports for children 

are unavailable.” A primary reason for the placement of these children is thus 

the “lack of services within the community necessary to maintain the child either 

at home or in the community” (Wright, Hiebert-Murphy, & Gosek, 2005, p. 

22).   This points not only to the need for new programs and services, but also to 

the incredible potential of new or additional supports to positively impact 

communities and to decrease the numbers of children coming in to care. 

Further along in the process, once communities have been engaged and 

changes have been implemented, additional support is required, this time in the 

forms of training and capacity building.  By supporting key stakeholders with 

additional information and training, they will be able to continue to develop 

and expand what has been started. Building capacity would enable greater 

independence and autonomy which leads into the final forms of support 
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recommended by the plan:  sustainability and mentorship. Mentorship would 

involve developing relationships with specialists or those with more experience 

and expertise in order that learning and best practices may be nurtured, shared, 

and strongly instilled.  The various, interconnected and on-going forms of 

support would be the basis for long-term, sustainable improvements. 

 

ENGAGE & EMPOWER 

2 • Engage all levels of the community (not just leadership or decision makers) in 

identifying problems and solutions, with a focus on families and caregivers. 

Engaging communities in respectful and empowering ways is essential in 

creating positive change.  As others have noted, 

The solutions to the problems surrounding Indigenous welfare for children 

with disabilities will have to come from within the communities themselves. 

This change can only be achieved if those communities are empowered 

and are recognised to have the ultimate responsibility for their children. 

…. Moreover, Indigenous leadership is necessary for the advocacy for the 

rights of Indigenous children with disabilities to reinstate and reinforce the 

Indigenous perspective on disability.  (Dion, 2017, p. 30; Harris-Short, 2016;  

Fuchs et al., 2005) 

It only makes sense to engage and meaningfully include those directly involved 

and affected by the services, policies, and systems targeted for reform.  As 

discussed previously, there is great promise and opportunity in building upon 

existing strengths and relationships within the communities.  As Saleebey (2006) 

states, “The strengths perspective suggests that perhaps the best way to support 

marginalised individuals is to put the focus on ‘what people want their lives to 

be like, and what resources and strengths they have or need to get there’ (p. 

12).  It is imperative, therefore, that all members of these communities have a 

chance to contribute in culturally relevant and resonant ways: 

If Aboriginal people with disabilities are to gain any real benefit, cultural 

sensitivity is required in both statistical data collections and in design and 

implementation of service delivery. Issues in this area are highly complex 
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and· suggest that, if effective services are to be achieved, providers must 

step aside from their long held practices and orientations to take an open 

and innovative approach to planning and implementation which looks at 

issues from the points of view of Aboriginal people, not those of accepted 

service models. (Gething, 1994, p. 33) 

 

Engagement and empowerment are very much related to openness then, and 

to making room within existing social and power structures for new and 

innovative solutions.  

 

3 • Create change by collectively addressing broader social determinants of 

health and wellness (intergenerational trauma, poverty, violence, addictions, 

food security, etc.) 

As has been made clear throughout this entire report, the systems and 

experiences being addressed here are exceeding complex.  In health contexts, 

this complexity is often framed in terms of ‘social determinants’.   The World 

Health Organization defines social determinants of health as: “the conditions in 

which people are born, grow, live, work, and age, including the health system. 

These circumstances are shaped by the distribution of money, power and 

resources at global, national and local levels”(WHO, 2018).  In other words, 

“social determinants of health include the social and economic factors in 

people’s lives that directly and indirectly produce certain health outcomes” 

(Reading & Wien, 2009).   

In Canada, it is evident that “through colonization, systematic racism and 

discrimination, Aboriginal peoples have been denied access to the resources 

and conditions necessary to maximize socio economic status and as a 

result…face higher rates of unemployment, scarce economic opportunities, 

poor housing, and lower educational attainment than their non-Aboriginal 

counterparts” (Appiah-Kubi, 2015).  Other studies with First Nations communities 

have shown that participants  
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identified many issues that they see as relevant to understanding 

childhood disability and how to improve the lives of these children and 

their families. These issues include, for example, poverty, the effects of 

residential schools, family violence, previous history with child welfare, lack 

of economic opportunities, lack of housing, and substance abuse. The 

community context must be central in the development of policies and 

practices for children with disabilities. Efforts to address these broader 

social issues will positively impact children with disabilities and their 

families.  (Wright, Hiebert-Murphy, & Gosek, 2005, p. 68) 

One of the broadest recommendations of this project therefore, is the need to 

systematically address the social determinants of health.  Importantly, this 

requires a focus not on individuals, but on participating communities as a whole. 

As others have suggested, the conditions behind such things as “the high rates 

of First Nations children in care, suicide, and domestic violence” are  

related to the loss of culture and that solutions will not be found on an 

individual case level, but rather on a community level. These conditions 

reflect generations of cultural and spiritual destruction. These problems 

are not individual problems requiring individual approaches. They affect 

entire communities and require community healing and the prevention of 

further intergenerational damage. Native agencies face the challenge of 

providing services that treat underlying causes by community healing. 

(Timpson, 1995) 

 

 4 • Create greater access and integration of Indigenous culture and land-

based activities into the lives and services of children and youth with disabilities 

Building on Recommendation #3, it is imperative that culture and cultural ways 

of being and knowing are at the root of any and all efforts for change and 

improvement.  In the Canadian context, the deliberate suppression of 

Indigenous cultural identity and practice means that “culture is a salient 

construct for Indigenous people, both as a site of collective wounding, trauma, 

and loss, and as a potential vehicle of restoration and renewal” Kimayer, Brass, 

& Vlaskakis, 2009, p. 116-7).  Many have noted the positive potential of culture, 

and there is strong evidence that “land-based activities, grounded in respect 
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and caring for the land, correlate with indicators of health and well-being for 

Indigenous people (Brugess, Berry, Gunthorpe, & Bailie, 2008;  Kant, Vertinsky, 

Zheng, & Smith, 2013; Kirmayer, Sheiner, & Geoffroy, 2016, p. 117-8).  Project 

participants agree with such findings, and has been presented in previous 

sections, they too identify cultural activities and practices as a priority for further 

development and as a powerful means of strengthening their communities and 

supporting children and youth with disabilities. 

 

INTEGRATE & COLLABORATE 

5 •  Coordinate across sectors and integrate services to create a greater 

continuity of care  

 

Academic and community research alike emphasize the need for 

“comprehensive, coordinated, and integrated service delivery for children with 

disabilities and their families” (Wright, Hiebert-Murphy, & Gosek, 2005, p. 

67). Integrated care systems are widely recommended and have been shown 

to positively impact users’ lives: 

Children and youth requiring care in their home and community 

experience the best results when services and supports are integrated at 

every level including the overall system level. Such a system needs to 

encompass formal and informal services and supports, flowing from 

institutions to home, school, day care, and back to institutions, when 

appropriate. (Hanvey, 2002, p. 21) 

 

In fact, many have specifically identified child welfare agencies as a potential 

key player in such a system, suggesting that CFS agencies may act as referral 

and connections hub.  Shannon and Tappan, for example (2011) suggest that 

agencies should be viewed as “a catalyst for services rather than the sole 

service provider…[They] can focus on bringing community partners together to 

support the needs of children with developmental disabilities and their families” 

(p. 304).  Others agree, proposing that “child welfare providers should 
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collaborate with the disability organizations in their communities in order to build 

strong connections between service providers“ (Lightfoot, Hill, & La Liberte, 2011, 

p. 5).    

From the perspective of project participants, another recommendation that fits 

in here is the development of “more generalist, open services – less separate 

and specific” (Service Provider).  This participant goes on to say that “We don’t 

need to have all these separate departments and offices and funding – we 

need things to be more together.”   Other participants had a similar solution in 

mind as well:  

 It would be so much better if there was just one place where people 

could just go – all the time, open all the time, instead of knowing who to 

call, where to go, and having everything separate.  It would be so much 

easier for the people, help with access and getting people help for 

different things, all at one, or all at the same place at least. (Service 

Provider) 

Such innovative ideas, rooted in the lived experiences of participants, hold 

great potential and should therefore be seriously considered as potential 

solutions to existing problems and barriers. 

 

6 •  Encourage agencies and organizations to collect, report, and share data 

and information relevant to children/youth with disabilities  

This project was developed, in part, to respond directly to the absence of 

systematic and reliable data on First Nations children and youth with disabilities.  

By engaging with communities, sharing information and results, the project has 

also demonstrated the value in sharing such information, not only with 

governmental or professional agencies, but with all community members.  

Others have likewise recognized the importance of this work: 

There are several reasons why it is important for Child Protective Services 

(CPS) to identify children with  developmental disabilities. First, children 

with developmental disabilities are more likely to be maltreated than are 
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children who do not have developmental disabilities….. Second, CPS 

systems already serve significant numbers of children with developmental 

disabilities…[It is ] estimated that two-thirds of children in foster care were 

experiencing developmental delays. Third, developmental services are 

critical for children who enter CPS systems because they often have 

unmet developmental needs... Finally, the CPS screening and 

investigation process offers an opportunity to identify disabilities and refer 

for services and community supports regardless of maltreatment 

substantiation. (Shannon, & Tappan, 2011, p. 297) 
 

It makes obvious sense that not knowing the prevalence of children with 

disabilities in the child welfare system and the characteristics of these children, it 

is “exceedingly difficult to provide appropriate services and supports for children 

and their families” (Bruhn, 2003; Horner-Johnson & Drum, 2006). 

The Disability Information Tool developed through this project is a very important 

contribution of this project.  The two agencies who partnered on this project 

may now continue to use the Tool to collect information, and there is potential 

opportunities to adapt and expand its use among other FNCFS agencies in 

Saskatchewan.   Once more agencies adopt and implement the tool it will then 

be possible to share and consolidate information on a provincial level, which 

may be a powerful means of documenting needs and advocating for 

additional resources.  The old adage that ‘knowledge is power’ is fittingly 

applied in this case, and it is therefore a recommendation of this project that 

information relevant to children and youth with disabilities in care and on 

reserve living with disabilities be collected and shared in systematic ways.  
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Appendix  5:  Disability Information Tool  

 



 

 

84 

 

 



 

 

85 

 



 

 

86 

 

 



 

 

87 

Appendix  6:  Disability Information Tool Guide 

 

 



 

 

88 

 



 

 

89 

 



 

 

90 

 



 

 

91 

 



 

 

92 

Appendix 7:  Interview Protocols  
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