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A B S T R A C T / R E S U M E  

In 1979, responding to the  appalling statistics on Indian health, the  Federal  

Government  announced  a review of the  issue. The Minister specified that  Indian 

representatives would  be consulted,  and appoin ted  two  commissions  to investi- 

gate. This paper outl ines the process of  pol icy deve lopment  in general in relat ion 

to this specific on-going concern.  

Comme  suite aux statist iques désespérantes publiées en ce qui  concerne  la 

santé des indigènes, le gouvernement  fédéral a annoncé  en 1979 que  la situa- 

t ion ferait  l 'ob je t  d ' une  étude spéciale. Le ministre a précisé que  des represent- 
ants de la c o m m u n a u t é  indigène seraient consultés, et  il a n o m m é  deux 

commissions pour  procéder  à l ' enquête .  Cet te  é tude décrit  d 'une  façon générale 

l ' évolut ion d ' une  pol i t ique  en rappor t  avec ce problème spécifique d ' in térê t  

constant .  
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I N T R O D U C T I O N  

In September ,  1979, the  Honourable  David Crombie,  then  former  Minister 

of  Health and Welfare, issued a s t a tement  representing "cur ren t  Federal  Govern- 

ment  pract ice and pol icy in the field o f  Indian hea l th . "  Crombie  declared that  

the "Federa l  Government  is c o m m i t t e d  to  joining with Indian representatives 

in a fundamenta l  review of  issues involved in Indian heal th when Indian repre- 

sentatives have developed their  posit ion,  and the pol icy emerging f rom that  

review could  supercede this po l icy" .  The pol icy s ta tement  was preceded by 

intense lobbying by Indian bands and organizat ions to  repeal restrictive service 

guidelines in t roduced  in Sep tember  1978, to correct  abuses in heal th delivery, 

and to deal with the environmenta l  heal th hazards of  mercury  and f luoride 

pol lu t ion  affect ing part icular  communi t ies .  As an indicat ion o f  good faith the 

object ionable  guidelines were withdrawn,  to  be replaced by professional medical  

or dental  judgement ,  or  by o ther  fair and comparable  Canadian standards. Two  

commissions were subsequent ly  established: one, under  Just ice Thomas Berger, 

to inquire in to  methods  of  consul ta t ion  which would  ensure the involvement  

of  Indian people  in decisions affect ing the provision of  heal th care to  them, and 

a second, under  Dr. Gary Goldthorpe,  to  inquire in to  alleged abuses in medical  

care delivery at Alert  Bay, British Columbia.  

The c o m m i t m e n t  to  consul ta t ion be tween  Health and Welfare Canada and 

their  Indian cl ientele parallels a c o m m i t m e n t  espoused since the early 1970% 

by the  Depar tment  of  Indian and Nor thern  Affairs to  involve Indians in planning 

and adminis t ra t ion of  their  affairs (Weaver: 200). 

On the r ecommenda t ion  o f  Justice Berger an annual sum of  $950,000 was 

al located for  dis t r ibut ion by the  Nat ional  Indian Bro therhood  to  develop health 

consul ta t ion structures within the  nat ional  Indian communi ty .  The possibili ty 

exists, therefore,  for  Indian people to  make  their  own  assessment of  their  health 
needs, to propose  their  own priorit ies for  health pol icy and to  create the struc- 

ture within which ongoing heal th pol icy review and consul ta t ion can take place. 

My interest  in these developments  has been s t imulated by an invi tat ion to  

assist the Union  of  Ontar io  Indians in training c o m m u n i t y  personnel  to  partici- 

pate in the  pol icy consul ta t ion process. The Union  recognized, as do o ther  

Indian organizations,  that  effect ive par t ic ipat ion requires knowledge of  the  
heal th field and of  the  process of  policy development ,  which few of  their  con- 

s t i tuents  n o w  possess. 
The purpose o f  this paper is to  analyze the  policy process as it operates in 

the con t ex t  o f  Indian heal th provisions and to ident i fy  the in tervent ions  most  

likely to  achieve the substantive Indian par t ic ipat ion sought by bo th  Indians and 

government .  Such an analysis should provide guidance for the  adult  educat ion  
effor t  being under taken  with  c o m m u n i t y  personnel.  The historical and organi- 

zational con tex t  within which current  consul ta t ions are being under taken  are 

set ou t  briefly at the outset.  

HISTORICAL NOTES ON INDIAN POLICY C O N S U L T A T I O N  

The affairs of  Indians in Canada have historically been managed along the 
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lines of colonial administration which formally excluded them from participa- 

tion in decision-making. The Hawthorn Report of 1966 noted that: 

The basic reason for the absence of Indian pressure on govern- 

ments for most of  the post-confederation period is simply that 

they were formally outside the federal and provincial political 

systems. They lacked the federal franchise until 1960 and, with the 

exception of  Nova Scotia, the provincial franchise until the post 

World War II period. As a consequence they lacked even that 

minimum ability to influence the political authorities which comes 

from being on the voters' roll . . . . .  

Their impotence was furthered by a basic (Indian Affairs) Branch 

policy which lasted from the early thirties to the early postwar 

years. A Branch directive in 1933 stated that Indian complaints 

had to be routed through the (local Indian) agent, on the grounds 

that the practice of  Indians attempting to deal directly with 

Headquarters involved an unnecessary waste of  time, and inter- 

fered with efficiency in the conduct of official business (Haw- 

thorn:364). 

The alternative route of  independent political organization to influence 

decision-making was impeded by geographical dispersion and isolation of  bands, 

parochial concerns reinforced by tribal and language differences, and, in the 

1930's, a government proscription on independent fund raising to support 

Indian political activity. 

In the post World War II period the dismantling of colonial empires and the 

emergence of civil rights issues in the United States promoted a reassessment 

by the Canadian government of its management of  Indian Affairs. In the late 

1960's the government launched a formal consultation process on Indian policy, 

soliciting response to a set of questions on revision of  the Indian Act. The 

consultation meetings of 1968-69 were abruptly concluded in June 1969 with 

the presentation of  A Government Statement on Indian Policy, popularly known 

as The White Paper. The proposals contained in the White Paper, that Indians 

and Indian lands should become Canadian with no distinctions of status, bore 

no resemblance to anything Indian spokesmen had presented in the consulta- 

tion meetings and were promptly and universally rejected by Indians across 

Canada. Faced with unified opposition to the policy, the government officially 

shelved it and began allocating funds to Indian organizations to facilitate the 

development of  an Indian position on reform of the Indian Act. 
The legacy of  this history, which still pervades policy discussions, is lack of 

faith on the part of Indians in the intentions of government and skepticism in 

many quarters of government that Indians have the capability of contributing 
significantly to complex decision making. 

The political consciousness which resulted from the threat to Indian survival 

posed by the White Paper has given rise to the formation of  vigorous Indian 
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organizat ions across Canada in the past ten  years. While much  of  the organiza- 

t ions '  act ivi ty has focussed on land claims, heal th issues have also surfaced f rom 

t ime to  time, for  example  with the threat  to  Indians '  life and health created by 

mercury  pol lu t ion  in nor thwestern  Ontario.  

When Health and Welfare Canada announced  cutbacks in Indian heal th care 

in Sep tember  1978 the  organizat ions were an impor tan t  vehicle for  channell ing 

protest .  It was logical then that  Just ice Berger should r e c o m m e n d  that  the 

pro jec ted  consul ta t ion  on heal th pol icy should be developed by the  Indian 

Provincial and Terri torial  Organizations (P.T.O's). 

G O V E R N M E N T  A N D  COMMUNITY S T R U C T U R E S  

The health pol icy consul ta t ions involve those persons o f  native ancestry 

who  are ent i t led to  be registered under  the terms of  the Indian Act  (1951). 

Inuit,  Metis and Non-Status  Indians are exc luded f rom this defini t ion.  Federal  

Government  involvement  in Indian heal th stems f rom the general provision in 

the  British Nor th  Amer ica  Act  that  " Indians  and lands reserved for Indians"  

fall wi thin  the federal rather than  the provincial  sphere o f  responsibili ty.  For  

o ther  Canadians, except  those living in the Yukon  or Nor thwes t  Territories,  

heal th care falls under  Provincial responsibili ty.  

Within the  Federal  Government ,  Indian Heal th Services are adminis tered 

under  Medical Services Branch of  Health and Welfare Canada while related areas 

such as water  and sewage facilities, housing, and local government  are adminis- 

tered by the  Depar tment  of  Indian Affairs. 

In ter-governmental  and in ter -depar tmenta l  divisions of  responsibil i ty 

generate debate  and delay in dealing with issues, as for example,  when mercury  

pollut ion,  a provincial envi ronmenta l  concern,  a f fec ted  the heal th o f  Indians, 

an area where D.I.N.A. and Health and Welfare are jo int ly  responsible. 

Medical Services Branch is s t ructured as a decentral ized bureaucracy,  

(Figure 1) with pol icy directives emanat ing f rom Ot tawa and imp lemen ted  by 

regional administrators  and on site heal th professionals. Bureaucratic lines of  

au thor i ty  inhibit  responsiveness to local concerns  and tend  to  maintain a f low 

of communica t ion  encapsulated within the system. Professional a u t o n o m y  in 

medical  issues, which is a ccommoda t ed  within  the bureaucracy,  tends also to 
inhibit  involvement  o f  persons, i.e. Indians, who are outs ide the system. 

The Indian polit ical system, responding to the need  to establish communi-  

cations with government  and bureaucracy at various levels, has developed a 

parallel s t ructure (Figure 2). In Indian organizat ions the f low of  au thor i ty  is 
upward f rom band members  to chief  and counci l  on each reserve, to regional 
councils  o f  chiefs, to provincial organizations and finally to  the National  Indian 

Bro therhood  which brings together  issues of  c o m m o n  interest  f rom its consti t-  

uent  members  across the  nation.  It is impor tan t  to no te  that  N.I.B. is regarded 

by the P.T.O's as a federat ion which has no au thor i ty  to direct polit ical deci- 

sion-making but  is required to ref lect  the interests of  its members.  Similarly the 

provincial and regional councils  are expec ted  to provide a voice for local con- 

cerns and to rigorously respect the prerogatives of  band chiefs and councils.  
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The difficulties of developing forceful and unified positions in such a structure 
are evident. Similar to the interest groups which Lindblom describes in The 
Policy-Making Process, much of the P.T.O. activity "is actually given over to 
clarifying the implications of policies for (their) own membership and is there- 
fore not  even designed to achieve direct influence on policy makers" (1968:68). 

INFLUENCING THE POLICY PROCESS 

Policy analyists emphasize that  policy formulation, especially in the public 
domain, is an ongoing process which is typically conservative. Lindblom observes 
that "Usually what is feasible politically is policy only marginally different from 
existing policies." Rather than decrying such constraints, Lindblom suggests 
that the small, incremental changes raise the level of competence of policy by 
concentrating on familiar, better-known experience, reducing the number of  
alternatives to be explored and the complexi ty of factors to be analyzed 
(Lindblom: 26-27). Richard Rose in The Dynamics o f  Public Policy states that:  

"The past commitments  of government - whether measured by 
legislation, by public expenditure or by personnel - are so vast 
that  no political par ty could hope to overturn or greatly alter the 
bulk of commitments  within a four or five-year grant of office by 
election. Among the actions that the government of the day does 
take, the most frequent are those that add on to existing commit- 

ments (1976:21). 

Granting the validity of these assessments, it is unlikely that  the review of 
Indian health policy will introduce a significantly new vision to the field. Indians 
must therefore look to means of establishing a role for themselves in which they 
can exert continuing influence on the evolution of  health policy. 

Analysts also point  out that  although politicians may set the direction of 
policy it is substantially shaped within the bureaucracy by the mult i tude of 
interpretations necessary for implementation.  Thus commitments  to change 
gained in the political sphere can be eroded if the administration is wedded to 
past practice, Especially in periods of economic slow-down, concern about  public 
expenditures brings budget review to the fore as a primary instrument for 
appraising policy choices. Regular program evaluation, including cost-benefit 
analysis, is regarded now as a normal and necessary part of the planning process. 
If Indians are to  achieve substantive participation in the policy process they 
need to seek ways of  breaking through the exclusiveness which has character- 
ized the Medical Services bureaucracy where administrative interpretation, 
budget planning and program evaluation take place. 

James Anderson proposes that  the policy process can be conceptualized as 
a sequential pat tern in which five functional categories of  activity can be distin- 

guished. The categories are: 

1. problem definition and agenda setting, getting on the government agenda 

for action; 
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2. policy formulat ion,  developing al ternat ive ways of  dealing with ident i f ied 

problems;  

3. policy adopt ion,  by legislation or  o ther  legit imizing procedures;  

4. policy implementa t ion ;  and 

5. policy evaluation, examining impact  and effectiveness. 

(1976:5)  

Anderson ' s  categories are useful for examining more  closely the critical 

issues which need to be considered by Indians and their  organizat ions if  they  

wish to capitalize on the Minister 's invi ta t ion to develop a posi t ion on heal th 

issues and Just ice Berger's r ecommenda t ion  that  s tructures to support  ongoing 

consul ta t ion should be established. 

Problem Definition and Agenda Setting: At  any given t ime there are numerous  

i tems being proposed  for public act ion by interes ted segments of  the populat ion.  

The problems selected for act ion must  generally be regarded by the polit ical 

c o m m u n i t y  as having significant public support  and falling within the juris- 

dict ion o f  governmental  author i ty .  Despite their  minor i ty  status in the Canadian 

populat ion,  representing approximate ly  1.5% of  the whole, Indians have been 

relatively successful in the past ten years in claiming a t ten t ion  for their  concerns.  

Probably their  most  impor tan t  lever derives f rom the social and political value 

of  equi ty ,  which implies that  in a democrat ic  society just t rea tment  o f  members  

requires special measures to compensate  for inequalities. The social and econom- 

ic disadvantage of  Indians in con tempora ry  society is seen by many  as a conse- 

quence of  unjust  t rea tment  in the past and therefore  their  presentat ions have a 

moral  force which helps to gain a place on the public agenda. Also in the past 

ten years Indians have acquired skills in using the courts  to  establish the legal 

meri t  of  certain claims, and in recruit ing the suppor t  of  interest  groups such as 
environmentalists ,  churches and human rights advocates. 

However,  gett ing on the agenda for public considerat ion o f  their  problems 

is no t  synonymous  with influencing policy. For  example,  criticisms of  the White 

Paper were sufficient to stop its implementa t ion ,  but  a dozen years later there 

has been no change in the Indian Act  which inst i tut ionalizes an obsolete  fo rm of  

Indian-government  relations. L indblom points  out  that  interest  groups are more  
effect ive in drawing a t ten t ion  to problems than in developing solutions. When 
art iculat ion of  problems creates a c l imate  for change, lengthy delays in develop- 

ing alternatives can mean that  o ther  issues gain pr imacy and new effor ts  have 
to be made to get on the public agenda for decision making. 

Since Indian priorities in heal th planning are l ikely to vary f rom one 

regional group to another,  i t  will be impor tan t  to  establish with the Minister 

that  a new policy should acknowledge the legi t imacy of  such variation. New 
initiatives should no t  be l imited to  the minimal  areas in which national consen- 

sus can be achieved, nor  delayed unti l  a comprehens ive  " Indian  pos i t ion"  is 

art iculated.  Inf luencing revision of  heal th  policy will require that  Indians moun t  

an ongoing ef for t  to define problems and press for change, utilizing current  

defini t ions of  "publ ic  in teres t"  to bolster  their arguments,  and recruit ing allies 
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as they  have done  on o ther  issues. 

Policy formulation : Policy alternatives are usually presented in terms of  rational 

analysis of  the problem, and pro jec ted  benefits of  the solut ion proposed.  Policy 

makers  also look at the costs associated with the alternatives, both  mone ta ry  

and political costs o f  bypassing compet ing  priorities. Political decision makers 

rely on the best in format ion  available, which may be researched by commissions  

of  inquiry,  consul tant  analysts, civil servants with program responsibili ty,  or 

partisan interest  groups. The complex i ty  o f  any social issue is such that  analysis 

is always insufficient  to account  for the  potent ia l  impact  of  all variables and 

rational analysis is always supplemented  with value judgements  and speculation.  

The role of  interest  groups in generat ing policy alternatives is discussed at 

some length by Lindblom in The Policy Making Process. He suggests that  parti- 

san analysis, to be effective, need no t  include all the facts and present a balanced 

point  of  view, since interest  group posit ions will probably  be examined  in the 

con tex t  of  in format ion  f rom other  sources. If interest  groups can rat ionalize 

their posi t ions as sharing c o m m o n  values with the pol icy makers, their views 

are more  l ikely to gain acceptance.  

Indians and their  organizat ions are handicapped in developing compara t ive  

analyses o f  medical  strategies and program costs by the lack of  medical and 

financial professionals in their  membership.  On the o ther  hand, they  have 

superior access to  in format ion  about  problems in matching needs and services 

at the delivery level. They also are in a posi t ion to investigate the personal and 

c o m m u n i t y  condi t ions  which cont r ibute  to suicide, a lcohol  abuse, accidents  

and violence, which const i tu te  the greatest threats to the life and heal th of  

you th  and young  adults. Health professionals acknowledge their  impotence  to 

improve Indian heal th in the face of  problems which derive f rom social and 

environmenta l  condit ions,  spiritual malaise, and self imposed  risks. 

The president o f  the National  Indian Bro therhood  has stated that :  

" T o  be forced to live a life that  is to ta l ly  ou t  of  one 's  own control  
is a source of  constant  stress, and leads to weakness and demorali-  

zat ion o f  individuals and entire communi t ies .  We as Indian people  

have been forced into  coerced dependence  upon  paternalist ic and 

ever-shifting federal policies and this s i tuation has con t r ibu ted  to 

a great ex ten t  to the manifes ta t ions  of  social ill heal th now seen 

among us, including a lcohol  and drug abuse, family breakdown,  

suicides, accidents,  and violent  deaths. There is increasing evidence 

that  the stress o f  dependence  and uncer ta in ty  leads to physical 

sickness and disease as well ."  
(Starblanket  : 1979) 

Indian organizat ions have already begun to map out  strategies for revising 

the health care system and their  role in it. (Berger: 1980:15-15).  The direct ions 

proposed rest on a political analysis - that  the fit  be tween  needs and services, 

the appropr ia te  dis t r ibut ion of  services, and the counter ing of  heal th destroying 
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dependency can best be achieved by introducing community control of health 

programs and promoting community responsibility for sustaining health. 

The proposition that community responsibility for health programs will 

reduce morbidity and mortality rates cannot be argued by citing demonstrable 

cause-effect relationships. It is a hypothesis which draws some support from the 

experience of developing countries. The strategy of placing responsibility for 

solving Indian problems in the hands of Indians is one which accords with the 

ideology espoused by government in the past decade. What remains to be 

demonstrated is that local, regional and provincial organizations have the capa- 

bility to set up responsible and effective health programs under community 

control. 

To counter the persistent tendency to centralize government control of 

decision making and exclude laymen from directing the practice of professionals, 

it will be necessary for Indians to mobilize evidence that their alternative struc- 

tures are effective in improving the health status of the people and that they are 

cost-efficient. 

The invitation from the minister to present a position from which new 

policy can be formed is seductive. If Indian people respond by attempting to 

propose solutions to old and resistant problems they might well find that they 

are predicting more benefits than could realistically be achieved in the short 

term. Their credibility as joint policy makers might then be jeopardized. 

The most promising course of policy change would appear to be establishing 

demonstration areas where alternative health structures are introduced. The 

experience gained in demonstration projects, if disseminated to other groups, 

could provide the basis for rational planning and adaptation of programs to 

regional variations. Health policy formulation would be perceived as an evolu- 

tionary process producing appropriate, effective and varied structures. The 

thrust of national policy would be to foster the process of adaptive program 

development. Within this context  the benefits of community control could be 

tested and its form of implementation refined over time. 

Policy Adoption and Implementation: The limitations of  policy statements in 

effecting change and the role of  administrators in shaping the operational 

policy are illustrated by the course which has been followed in applying the 
policy announced by Mr. Crombie in September 1979. 

The 1979 policy acknowledged the "intolerably low level of  health of many 

Indian people" and made a commitment  to seek improvement by building on 

the three pillars of  community development, a collaborative relationship 

between Indians and the Federal Government, and the resources of the existing 

Canadian health system. The one concrete decision included was the withdrawal 

of the guidelines for health service cutbacks introduced in September 1978. 

Three months after the policy was announced the Conservative government 

was defeated. The Liberal Government, on taking office, decided to honour the 

commitment  made by their predecessors and to recognize the work of  the two 

commissions, Berger's and Goldthorpe's, which had been established. 

In February 1981 a senior civil servant described the impact of the policy 
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on the bureaucracy. The application of professional judgement in provision of  

eyeglasses, dental care and prescription drugs had resulted in mushrooming 
costs in the first two categories, and the approved budgets were grossly inade- 

quate, creating pressures on other categories of budget expense. There were no 
interpretations of  which "comparable Canadian standards" would be selected 
to establish service levels. The commitment  to improve health through com- 
munity development touched on an area outside the jurisdiction of  Health and 
Welfare. The traditional relationship between Indians and the Federal govern- 
ment is undergoing constant redefinition and is defined differently by various 
actors in the relationship. 

In short, the new policy, with the obligations it implied, and the expecta- 
tions it created, was a bureaucratic headache. In the absence of interpretations 
of terms and guidelines for practice, it could not be implemented except in 
sporadic and inconsistent fashion. The policy directorate of  Health and Welfare 
in 1981 was gathering advice from the operations bureaucracy as to how the 
policy might be interpreted in practice. In the meantime, in another direction, 
policy discussions were going on with the National Indian Brotherhood and the 
Provincial and Territorial organizations. Indian people, bureaucrats and field 
personnel all were ill-informed about their respective rights and obligations and 
the confusion was causing stress and dissatisfaction in all quarters. 

In their presentation to Dr. Goldthorpe 's  inquiry into incompetence and 
discrimination in local health service, the Nimpkish Band of Alert Bay, B.C. 
proposed a new structure for the delivery of health care. They recommended 
the creation of  a Nimpkish Health Board which would exercise jurisdiction over 
all matters related to the health of Nimpkish people. A proposed Nimpkish 
Health Centre would be the focal point for a comprehensive network of health 
services, with professionals employed by the Board. A central principle in the 
plan was establishing accountabil i ty of health staff to the Indian people. The 
arguments presented by the Nimpkish have so far met resistence from the 
district hospital, the provincial medical association, the local non-Indian com- 
munity and Medical Services Branch. 

The judgement of the Nimpkish was that  unless they gained a foothold in 
the implementation of policy, the adopt ion of reformed principles would have 
little impact at the community  level. 

Clearly, the capacity to plan and manage units for the administration of 
health programs will require a significant upgrading of administrative skills in 
the communities and regions which press for this alternative. Without such 
structural change, the gains made in political negotiations are likely to be 
changed beyond recognition as they are transmitted through successive layers 
of the bureaucracy. 

Policy Evaluation: Along with lobbying efforts of  Indian people, a major stimu- 
lus to the current policy review has been the evidence drawn from health statis- 
tics that the health of Indians is intolerably poor. Mortality rates of various age 
groups, life expectancy, hospital usage, incidence of particular diseases, etc., 
provide a means of comparing Indian health indicators with national norms. For  
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example, the rates of perinatal mortality among infants in the Northwest Terri- 
tories are: 10 per thousand for the white population, 28 per thousand for 
Indians, and 40 per thousand for Inuit, compared with 17.6 perinatal deaths 
per thousand for the whole of Canada. (Berger, 1980b:22). 

Effectiveness of programs to improve health can be monitored through 
these statistical indicators. However, statistics cannot explain the story behind 
particular incidents which add up to change or resistance to change. Social 
scientists and professionals have devised means of measuring social impact of 
measures taken. These social impact studies are often used in conjunction with 
program evaluations measuring achievement of program goals on various scales 
including the criterion of efficiency, that is, achieving maximum benefits at 
minimum cost. 

Although a crisis can precipitate new policy directions, incremental changes 
arising from recurring policy review are important components of policy 
development. 

Indian organizations have participated in one aspect of program evaluation, 
the channelling of user response to the policy makers to pinpoint areas of 
dysfunction. Complaints about communication problems between health person- 
nel and patients, for example, have prompted effort to provide interpreter 
services in some situations, while the attitudinal problems which constitute an 
even greater problem in communication have not been the object of problem- 
solving efforts. 

Integrating Indian participation in the evaluation process would mean 
giving them access to statistical information, the means to investigate impact 
issues, and some input into setting priorities in a situation of finite resources. 
It is relatively comfortable for program staff to deal with criticism coming from 
outside the system, because outsiders' judgements can always be faulted as not 
having all the facts. Including Indian representatives in a research and develop- 
ment cycle would involve sharing power which now resides predominantly in 
the bureaucracy. It would require that Indians become proficient in weighing 
research data and negotiating priorities. 

The character of much Indian-government interaction at present is con- 
frontative rather than collaborative. The government has declared that the 
relationship between Indian people and the Federal Government: 

"must be strengthened by opening up communications with the 
Indian people and by encouraging their greater involvement in 
the planning, budgeting and delivery of health programs " (Canada: 
1979). 

Indian people have moved from a stance of submission to one of challenge. 
The memory of past betrayals makes it difficult to distinguish between colla- 
boration and capitulation. If evaluation, including Indian input is to be a stimu- 
lus to policy development rather than precipitating defensive conservatism, the 
participants in evaluation need to be clear that they share overarching and 
mutually confirming values. 
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IMPLICATIONS FOR ADULT EDUCATION 

Examining the structure within which ongoing policy consultation would 

take place, it is possible to identify the information which needs to be accessed, 

the skills which need to be developed, and the communication networks which 

need to he established and maintained to support the process. This analysis 

provides direction for focussing adult education efforts to respond to these 

needs. 
Indians now have, through the National Indian Brotherhood and the Provin- 

cial and Territorial Organizations, considerable knowledge about policy making 

process and strategies for getting issues on the government agenda for decision 

making. Bringing this knowledge to bear in effecting policy reform is impeded 

by the restricted mandate held by the organizations, and the geographical 

dispersion and diversity of their constituencies. Ponting and Gibbins observe 

that organizations like the National Indian Brotherhood often find themselves 

"working on a plane that is not well understood at the grass roots level" (1980: 

241). In the face of government reluctance to accord to Indian organizations 

anything more than a marginal and advisory role in planning (Weaver, 1981: 

201) a well informed and supportive constituency is essential to effectiveness. 

Indians at the community level have an acute awareness of health problems 

and program impacts. In some localities, like the Nimpkish band, they have 

formulated community-based strategies for acting on that awareness. However, 

information about how to inject community initiatives into the bureaucratic 

system and how local perceptions can be accommodated in policy formulations 

remains a mystery to most community people. 

An adult education effort to bridge the gap which now exists between 

Indian communities and their policy strategists would focus on demystifying 

the process by which empirical evidence, or first-hand experience, becomes 

the data base for policy formulation. The capacity of unsophisticated popula- 

tions to reflect on their experience and conceptualize alternative paths in a 

larger context  has been confirmed in field projects employing participatory 

research methods. (Tandon and Fernandes: 1981; Tobias: 1981). The key to 

successful community participation in a cycle of research and development lies 

in engaging the people whose experience is being analyzed in the process of 

analysis so that the connections between observable reality and abstract formu- 

lations are evident to all the participants. Thus, the sense of alienation which 

community people experience when information collected from them is 

employed in mysterious ways by technocrats, and the frustration of organization 

personnel at the lack of comprehension and support of their initiatives, will be 

reduced. The actors who have tended to operate on different planes expand their 
competence by gaining effective access to information held by each other. 

Involvement in a participatory process of research and development will 

require that Indians acquire a number of specific skills. Information on particu- 

lar features of community experience must be selected and organized to support 

new initiatives. Proposals must be written with pragmatic attention to the values, 

procedures and constraints which operate in the realm of bureaucracy and the 
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public domain. The hopes and needs of the community  must be interpreted in 
terms of  specific goals, cost forecasts and projected outcomes. Evaluation must 
be applied as a tool for development, not  evaded as a threat to program survival. 

While a small corps of  program directors and policy planners in the national 
and regional Indian organizations have gone far in developing the technical 
skills to engage with these facets of planning, many Indians at the community 
level perceive these technical functions as the preserve of bureaucrats and 
consultants. The mushrooming body of experience in adult education attests 
to the fact that when adults, whatever their level of  formal education, have an 
opportuni ty  to learn new skills which relate to their perceived needs and 
personal goals, they are both highly motivated and proficient learners (Knowles, 
1970; Barndt, 1980). Unquestionably, the diffusion of technical planning skills 
beyond the national and regional organizations and into the communities is 
essential for effective Indian participation in policy development. Local health 
committees and district health boards have already emerged in a number of 
regions as focal points for Indian involvement in health planning. A concerted 
adult education effort is now needed to facilitate and extend the penetration of 
Indian people into the health management terri tory occupied predominantly by 
professionals and bureaucrats. 

Justice Thomas Berger's Report  of  Advisory Commission on Indian and 
Inuit  Health Consultation (1980a), revealed that innovative projects in Indian 
health management were born and often died unknown and unheralded. He 
recommended that a national Indian health conference be convened to promote 
the exchange of information and experience among dispersed Indian communi- 
ties. While a high profile information forum will undoubtedly serve to raise 
Indian consciousness of options available in health planning, creating and main- 
taining communication networks to share knowledge and mobilize action must 
be established as a complementary priority. Existing lines of  communication 
among interested parties in Indian health tend to be inefficient, blocked, or 
distorted. Some problems of communication within the Indian political system 
and the medical services bureaucracy, and between Indians and government, 
have been mentioned already. Although communications within and between 
these systems might be rendered more effective through adult education inter- 
ventions, perhaps the most productive initiative would be to focus on facilita- 
ting community- to-community communication. 

The differential pace of development in dispersed Indian communities has 
been a persistent problem in formulating global policy. Berger proposes that 
exchange of information on health planning strategies, successful and problem- 
atic experiments, would be an effective stimulus to local health development. 
Since the primary and preferred mode of  communication at the community  
level is oral, the opportuni ty  for person-to-person exchange will need to be 
supported by purposely created networks, which have ongoing financial support. 
The techniques of popular education employed in China and other developing 
countries could be utilized to maximize the efficiency and effectiveness of  a 
community directed education effort. (Chu: 1978) 

This discussion of the role of adult  education in health policy development 
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has focussed on action in the Indian community.  Clearly such actions will not  

be productive unless there is corresponding movement in the existing health 

care system. 
Priority will have to be given to "promoting the capacity of  Indian com- 

munities to play an active, more positive role in the health system and in 
decisions affecting their health" in practice as well as principle (Canada: 1979). 
The shift from a paternalistic, t reatment  oriented approach will require re- 
education of  government and professional personnel as well as Indians. 

CONCLUSION 

Health policy consultation is emerging as an arena of working out a kind of  
collaborative relationship between Indians and the Federal Government which 
has not  been attained in other areas of  planning and negotiation. In the consulta- 
tion Indians are handicapped by  local and regional fragmentation, lack of 
substantive knowledge in the health field, and lack of experience with the 
policy process typical of  government practice. The Indian community  is 
strengthened by a cross-national determination to gain a larger degree of  self- 
governance. 

The Federal Government is motivated to pursue consultation by the demo- 
cratic ideal of equity and by the embarrassment of having a visible minori ty in 
abominable health. The government role in designing new health structures is 
limited by the innate conservatism of  government and the complexities of  
inter-departmental  collaboration. 

Both Indian and Government statements have expressed the perception 
that increased Indian participation in policy planning is necessary and acceptable 
as a means of effecting change. While the health minister 's statement discusses 
only developing a position in preparation for policy reform, Justice Berger's 
commission report  refers to the need for establishing structures for ongoing 
consultation. Indian organizations are promoting communi ty  control  of health 
planning and programs as part of an overall thrust toward self-governance. 

How Indians will participate in health policy development remains to be 
determined. The foregoing analysis supports the view that the substantive Indian 
participation in policy development sought by Indians and government will 
require that Indians acquire the expertise to contribute at every stage of the 
policy process: in problem definition, formulating action alternatives, negotiat- 
ing adoption, influencing interpretat ion and implementation, and reviewing and 
revising ongoing programs. Substantive Indian participation in all these phases 
will require a radical revision of the structural relationships which have prevailed 
in a colonial environment. Both Indians and Government personnel will need to 
engage in a re-education process to facilitate the absorption of new knowledge 
about the other 's  ways, att i tudinal change, and development of organizational 
structures to translate the promise of consultation into the reality of social 
change. 
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