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ABSTRACT 

In Canada, young Aboriginal men and women are faced with growing STI rates 

and an HIV epidemic. Individuals affected with HIV or other STIs experience negative 

health outcomes, which have serious implications for society at large. Historical and 

present day social conditions interact and impact on the vulnerability of the Aboriginal 

population. The purpose of this ethnographic study was to enhance the public health 

understanding of Aboriginal youths’ experiences with sexual health services, thus 

acknowledging their own values and practices, along with their interaction with sex, 

gender, place, and other important factors that influence their sexual health-seeking 

behaviours. A community-based qualitative process using document retrieval, individual 

interviews, and participant observation sought to understand youths’ lived experiences 

of accessing sexual health services and HIV/STI testing. A purposeful sample of 20 

Aboriginal youths was used for this study. Thematic analysis was informed by all data 

sources (i.e. interviews, observations, and document retrieval) and was carried out to 

examine and interpret the data for codes, categories, and themes. This process helped 

identify the recurring patterns of similarities and differences that shape youths’ 

experiences and create barriers in the context of sexual health. Four themes were 

identified in regard to access: funding and legislative bodies, intergenerational shaping 

of sexual health, sexual health places and education, and perceptions of sexual health 

services and HIV/STI testing. From these themes and subthemes several 

recommendations are presented in relation to sexual health policies, programs, and 

services. It is vital that health providers and policy makers work with a culturally 
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competent and gender-based approach that is sensitive to the many processes that 

interact to influence the sexual health of youth living in a rural First Nation community. 
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CHAPTER 1: INTRODUCTION 

 Specific to Aboriginal youth is both their willingness to access sexual healthcare 

services, as well as their experiences when they do choose to access. The history of this 

population with the western world has not always been a positive one, nor has it been 

built on a relationship of trust. Rather, these relationships have been built through 

policies of colonization, marginalization, and assimilation, all of which have led to poor 

social, educational, and sexual health outcomes among Aboriginal peoples and their 

youth. Moreover, these historical realities have challenged the relationship between 

Aboriginal peoples and the Canadian healthcare system, creating unwillingness to 

access and mistrust in the system itself (Steenbeek, Tyndall, Rothenberg, & Sheps, 

2006). Understanding this relationship is particularly important at a time when HIV is 

reaching epidemic proportions among Canadian Aboriginal youth. In response to this 

crisis, investigating the ways in which sex, gender, and place affect Aboriginal youths’ 

experiences with sexual health and HIV/STI testing could offer and expand knowledge 

for culturally competent and youth friendly sexual health services. 

 The conceptual foundations of sex, gender, and place have previously been used 

to explore youth barriers to accessing STI testing, sexual coercion attitudes, health risk 

perspectives, sexuality, and schooling (Barth, Cook, Downs, Switzer, & Fischhoff, 

2002; Few, 1997; Fine, 1998; Jardine, Boyd, & Frugal, 2009; MacPherson & Fine, 

1995; Shoveller et al., 2009). In British Columbia, researchers studied the experiences of 

youth accessing STI testing and identified geography, privacy concerns, clinic décor, 

fear of disclosing risky sexual behaviors, and misinformation regarding STI testing as 

distinct barriers. An important finding in this study was that many youth and service 
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providers strongly desired ‘youth-friendly’ STI testing services, but few services (at the 

time of the study) were found to meet this criterion (Shoveller et al., 2009). This study 

also revealed that socio-cultural and structural factors including gender influences, 

place, physical space, and culture interact to influence youth experience in accessing 

testing. 

 Despite the high incidence and overwhelming impact of HIV and other STIs, 

there is a paucity of research that focuses on the subjective experiences of Aboriginal 

youth accessing sexual health services and HIV/STI testing. In line with current research 

recommendations to understand structures that create barriers to access (Duffy, 2005; 

Gahagan, Fuller, Proctor-Simms, Harchette, & Baxter, 2011; Loppie, 2007; Merhabadi 

et al., 2008; Worthington et al., 2010), the current study adds an important qualitative 

inquiry to Aboriginal youths’ experiences with these sexual health services.   

Problem Statement 

 In Canada, young Aboriginal men and women are faced with growing STI rates 

and an HIV epidemic that need to be addressed. Individuals affected with HIV or other 

STIs experience negative health outcomes, which can seriously affect all levels of 

society.  Broader situations (e.g. marginalization, assimilation) and present social 

conditions (e.g. poverty, gender power inequalities) continue to have an impact on the 

vulnerability of the Aboriginal population.  Researchers are calling for studies to address 

the underlying socio-economic, cultural, and political factors that have shaped numerous 

health problems including growing STI rates and HIV epidemic (Lang & Rayner, 2007; 

Mehrabadi et al., 2008; Raphael, 2009; Shoveller et al., 2009). For this reason, there is 

an urgency to understand the present HIV/STI testing patterns among Aboriginal youth. 
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Within social ecological and critical lenses, this study explored concepts of sex, gender, 

and place. The findings provide insight into the possible barriers preventing Aboriginal 

youth from accessing sexual health services and HIV/STI testing.  

Background to the Problem 

The Canadian Aboriginal population is primarily composed of three main 

groups: First Nations People, which is comprised of 633 different Bands with a 

population size of nearly one million; the Métis with about 300,000 peoples and the 

Inuit which consists of about 60,000 peoples (King, Smith, & Gracey, 2009). The health 

status of Canadian Aboriginal peoples is consistently lower than that of the general 

population affecting the wellbeing of Canadian Aboriginal youth (Frohlich, Ross, & 

Richmond, 2006; Jardine et al., 2009). In fact, marginalization, persistent economic 

inequities, abuse, violence, cultural, and social isolation are factors that influence 

Aboriginal youth daily (Hampton, McKay-McNabb, Jeffery, & McWatters, 2007; 

Steenbeek, 2004).  

In 2008, the Public Health Agency of Canada (PHAC) estimated that 4,300 to 

6,100 Aboriginal peoples were living with HIV/AIDS. This is an increase of 24.4% 

from the rate reported in 2005. Canadian Aboriginal youth accounted for 31.4% of all 

positive HIV infections reported between 1998 and 2003 (PHAC, 2007). In addition, 

PHAC estimated that one in five of the 71,600 annually reported chlamydia cases in 

Canada were among Aboriginal youth. Several scholars have argued that the current 

HIV/STI problem facing many Aboriginal youth is largely due to the lack of attention 

around research and health services dedicated to addressing their sexual health needs 

and priorities (Mehrabadi et al., 2008; Worthington et al., 2010). Across Canada, many 
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young men and women including Aboriginal youth experience serious health and social 

problems related to HIV and other STIs (Flicker et al., 2005; Shoveller et al., 2009). 

Social and economic inequities (i.e. differences that impact an individual’s access to STI 

screening, treatment, and prevention), poor sexual health outcomes (e.g. number of 

unwanted pregnancies, sexual violence, and HIV/STI rates), and an individual biological 

sex and gender identity also have contributed to a disproportionate number of HIV/STIs 

cases among Aboriginal youth (Flicker et al., 2005; Shoveller, Johnson, Savoy, & 

Pietersma, 2006; Worthington et al., 2010). 

 Given these well-documented facts, it would appear that the current Canadian 

healthcare system is not addressing the sexual health needs of Aboriginal peoples, 

particularly Aboriginal youth (Smylie et al., 2001; Worthington et al., 2010). It is 

imperative that policy advisors and government health agencies in charge of HIV/STI 

prevention programs understand the underlying factors responsible for the poor health 

outcomes of Aboriginal peoples in Canada. The current study provided information to 

improve our understanding of Aboriginal youth barriers to access sexual health services 

and tailor these services to their needs, which will potentially aid in changing their 

negative health trajectory. 

 "To understand a people or a culture, it is not enough to examine it only with your eyes. 

You must also see how and why it has become what it is, to know its sources and 

traditions".  Jean Jerkest, historian (n.d.) 
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Canadian Aboriginal Peoples Context 

 It has been very well documented that Indigenous peoples and their ancestors are 

considered the first inhabitants in North America. In 500 BCE, First Nations peoples 

settled along Canadian shorelines and lived a healthy lifestyle (Ray, 2010). Often 

migrating between seasons, Aboriginal peoples of Canada, including the Mi’kmaq and 

Maliseet, lived off the land and the sea (Dickason, 2002). They connected to nature and 

viewed health through a holistic lens, meaning they made no distinction between the 

natural world and the spiritual one.  

In times of sickness, Aboriginal peoples often sought the assistance of 

community Elders to communicate with the spirit world. Through public and private 

rituals, the spiritual connection revealed the cause of illness and through health behavior 

change, enabled Aboriginal peoples to attain optimal health (Ray, 2010). Free of outside 

influence, Aboriginal peoples also had organized systems of government, knowledge, 

and kinship (Frideres, 1998). Many authors agree, that prior to European contact and 

colonization, this population rarely endured poor physical and mental health or faced the 

negative socio-economic outcomes affecting many Aboriginal peoples today (Getty, 

2010; Ray, 2010). The colonization of Mi’kmaq and Maliseet Nations people of New 

Brunswick was defined by Ray (2010), who stated:  "The two Native groups suddenly 

found themselves swamped by an alien population with a voracious appetite for their 

land and fisheries and very little sympathy for their well-being" (p. 145). The freedom 

they had once known was now confounded with the history of colonization, 

assimilation, and marginalization. Numbered treaties, the Indian Act, the Constitution 
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Act of 1982, and case laws were now defining the margins by which Aboriginal peoples 

were to live in Canada (Battiste, 2000).  

Mi’kmaq and Maliseet Nations People of New Brunswick     

For thousands of years, the Mi’kmaq and Maliseet people have lived in New 

Brunswick. Like many of their ancestors, they were also nomadic and predominately 

lived on hunting, fishing, and harvesting. The traditional relationship between the people 

and the land was established through Indigenous knowledge and practices passed down 

over time and space. For this reason there continues to be a central belief among many 

Mi’kmaq and Maliseet Nations people today that the earth is a living being that must be 

treated with care (Ray, 2010).   

Aboriginal peoples have significantly higher rates of poor health outcomes when 

compared to the rest of the population, and living in rural communities can hinder 

access to health services. In New Brunswick, distance in travel and other factors such as 

concerns of confidentiality and anonymity become inhibiting factors for Aboriginal 

youth. To understand factors that inhibit access to health services is particularly 

important and significant, as the Maritimes rural population is 20% higher than the rest 

of Canada (PHAC, 2006). In New Brunswick, 64.8% of the population, including many 

Aboriginal communities, live in rural regions (PHAC, 2006). Access to sexual health 

services and HIV/STI testing is important for youth who have a particularly high risk of 

poor sexual health outcomes.  In New Brunswick, 15 First Nations communities belong 

to one of two Aboriginal cultures: Mi’kmaq and Maliseet (Appendix A). The nine 

Mi’kmaq Nation communities are located along the eastern and coastal regions of New 

Brunswick, while the six Maliseet Nation communities are located where two river 
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systems meet (i.e. Saint John and Tobique rivers). The proposed study was carried out 

collaboratively with the Mi’kmaq First Nation of Natoaganeg, also known as Eel 

Ground First Nation, a mid-sized, rural Aboriginal community in New Brunswick.   

Eel Ground First Nation Community 

 Eel Ground First Nation is a Mi’kmaq community with a registered population 

of 937 people, including 215 youths aged 15 to 29 years. It is located about 10 

kilometres from Miramichi City, the fourth largest city in New Brunswick, where there 

is a major hospital and other healthcare facilities. The community has access to a 

federally funded local health centre from Monday to Friday. This centre offers 

community health (e.g. homecare), mental health (e.g. addiction services), and public 

health services (e.g. immunization, wellness, nutrition). The centre is staffed with a part 

time community health nurse, a part-time doctor, and a social worker. Four years ago, 

the health center offered sexual health services (e.g. Pap test, contraception, HIV/STI 

testing) with an independent family doctor and a public health nurse on the last 

Thursday of every month. However, according to the staff, only youth from the 

neighbouring community utilized the sexual health services. For this reason, health 

service providers have voiced their interest in the proposed research because they want 

to understand the factors that inhibit access to sexual health services by Aboriginal 

youth living in the community. 

Research Purpose 

 The purpose of this interpretive ethnographic study was to gain a better 

understanding of the multidimensional relationships between sex, gender, and place and 
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Aboriginal youths’ experiences with regard to sexual health services and HIV/STI 

testing in New Brunswick.  

Research Questions 

 The main research question was: What are the barriers to accessing sexual health 

services and HIV/STI testing for Aboriginal youth in New Brunswick?  

 Sub-questions included: 

1. What are the values and practices concerning HIV/STI testing and access to 

sexual health services among this population in New Brunswick?  

2. How do biological sex, socially constructed gender, and place interact to 

influence these young people’s experiences with sexual health services?  

3. What other underlying structural factors (i.e. social, environmental, and political) 

may be affecting their access to sexual health services? 

4. What can be done to improve sexual health services for Aboriginal youth in New 

Brunswick?  

Conceptual Frameworks 

 To effectively examine the relationships between sex, gender, and place, along 

with Aboriginal youths’ experiences with sexual health services, social ecological, and 

critical social theories were adopted. As well, Indigenous knowledge was respected 

within a community-based research approach.  

Social Ecological Theory 

 In contrast to individual-centered approaches, in which the emphasis is placed on 

individual risk factors, Bronfenbrenner suggests through the Social Ecological Theory 

(Bronfenbrenner, 1979, 1989, 1992; Shoveller et al., 2004) that individuals are 
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inextricably linked to the social contexts and structures in which they reside, and that a 

complex system of relationships are affected by multiple levels within their environment 

(Bronfenbrenner, 1992; Duffy, 2005). Hence, a social ecological approach would 

support the idea that there are multi-level interactions within the environment that can 

influence youth health-seeking behaviours, such as accessing HIV/STI testing services 

(Gahagan et al., 2011; Shoveller et al., 2009). These multilevel interactions are 

described through systems within Bronfenbrenner’s ecological theory and are as 

follows: 

 Microsystem: Aboriginal youths’ individual characteristics and the roles and 

relationships they experience in their immediate environment (e.g. biological sex, 

parents, extended family peers, school, home); 

 Mesosystem: The interrelations between two or more settings of the microsystem 

influencing Aboriginal youth (i.e. the connection between the youth’s peers and his 

or her parents);  

 Exosystem: One or more settings in the larger social system that indirectly affect 

Aboriginal youth (i.e. HIV/STI testing services not being youth-friendly). 

 Macrosystem: The outermost layer of the system, which includes cultural values, 

customs, and laws (i.e. socio-cultural and socio-political characteristics that are 

constituted through gender and place) (Brofenbrenner, 1979). 

When a researcher respects the notion that Aboriginal youth create their own 

realities within the interactions unfolding with the environment, the result is a broader 

contextual insight into their health-seeking behaviours (e.g. sexual health and HIV/STI 

testing services) no longer focused only on individual risk factors. This is particularly 
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important in sexual health research, as there are many complex and significant issues 

that continuously influence the environment, in which youth interact. Sexual health, 

HIV/STIs, sex, gender, and place are all multi-faceted phenomena grounded within the 

dynamics of personal, situational, and socio-cultural interactions (Corcocan, 2000; 

Gahagan, Fuller, Delpech, Baxter & Proctor-Simms, 2010). 

Critical Social Theory 

 Compatible with an ecological approach, critical social theory can be viewed 

within the macrosystem, mesosytem, exosystem, and microsystem. This theory holds 

both a narrow and a broad meaning in the philosophy and in the history of social 

sciences. Often seen as eclectic, critical social theory stems from various German 

philosophers and social theorists (e.g. the Frankfurt School) who describe critical theory 

as seeking the tenet of human emancipation (Horkheimer, 1982). As one’s life 

experience will differ from another, scholars have initially tried to explain and transform 

human domination by theoretically constructing other forms of critical theories (e.g. 

critical social theory and critical race theory) capable of change through multiple beliefs 

of human understanding and also misunderstanding (Creswell, 2007; Denzin, Lincoln, 

& Smith, 2008; Freeman & Vasconcelos, 2010; Freire, 2000). From a social perspective, 

people create their own understandings and misunderstandings of a lived experience 

with the interactions they have in society. In both the narrow and broad senses, a critical 

social theory provides a descriptive basis for social inquiry aimed at decreasing 

domination and increasing freedom of various social forms (Friedland & Mohr, 2004). 

In line with Indigenous knowledge, this basis allows for the possibility of multiple 

understandings and beliefs (Lincoln, Lyndham, & Guba, 2011).   
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 In critical social theory, certain agendas dominate over others, which is in part 

due to underlying ideology. The use of this theory as an underlying construct provided a 

better understanding of the present Canadian healthcare delivery system and how it 

remains uninviting for Aboriginal people. However, to the benefit of a marginalized 

population, an important tenet of this theory is to seek explanations about various forms 

of social and power inequities through which individuals can choose to take action and 

change these injustices. As the political system itself needs to take a more active role in 

understanding Aboriginal youths’ barriers to sexual health services, Aboriginal 

communities can also initiate changes that better respond to the needs of their youths. A 

critical approach allowed the research to capture the historical complexities of power 

relations, power inequities, along with social, environmental, and political factors that 

still remain active today. It also allowed for a better understanding of the potential 

barriers in New Brunswick.  

Assumptions 

1. To be effective, sexual health services and HIV/STI testing have to be tailored to 

the needs of Aboriginal youths; 

2. New Brunswick Aboriginal communities in general have rarely been involved in 

assessing personal and environmental factors capable of influencing access to 

sexual health services; 

3. Aboriginal youth have different experiences from non-Aboriginal youth when 

accessing sexual health services; 
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4. Living in rural communities can be an important barrier when Aboriginal youth 

choose to access sexual health services (i.e. possible linkage with increase in 

poor sexual health outcomes among this population).  

Limitations 

1. The researcher’s limited understanding of the extent of intergenerational trauma 

among Aboriginal peoples could bias the representation; 

2. The history of assimilation, marginalization, and oppression may impact the 

degree to which trusting relationships between the white researcher and 

Aboriginal youth can occur; 

3. The concept of gender in the role of the researcher could become a potential 

barrier during the interview process; 

4. The devastating effects of colonization, along with the private nature of sexual 

health and HIV/STIs, may limit the openness of the discussion required in the 

research. 

Significance 

The current Canadian healthcare system does not adequately address the prevention 

of HIV and other STIs among Aboriginal youth. According to many authors, it is based 

on a Western healthcare model of delivery, which is far from inviting for the Aboriginal 

population (Battiste, 2002; Loppie, 2007; Mehrabadi et al., 2008). An important part of 

this study was to offer possible linkages between social, environmental, and political 

factors that interact to negatively influence Aboriginal youth access to sexual health 

services and improve sexual health outcomes. This ethnographic study also enhanced 

understanding of the influence of Aboriginal culture on accessing sexual health services. 
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In Canada, the high incidence and overwhelming impact of HIV and other STIs among 

Aboriginal youth signifies the importance of gaining a better understanding of their 

subjective experiences with sexual health services and possible barriers. This qualitative 

inquiry explored the relationship between Aboriginal youth and today’s sexual 

healthcare model of delivery. Therefore, the information acquired in this study has the 

potential to assist program advisors and healthcare professionals to enhance sexual 

health services and HIV/STI testing for these youth.  

Summary 

 Chapter one has presented the introduction, problem statement, and background 

to the problem and context. The research purpose, research questions, conceptual 

frameworks, assumptions, limitations, and significance of the study have also been 

described. Chapter two contains the review of related literature and research related to 

the problem being investigated. It also includes the profile of Aboriginal youth health in 

Canada and New Brunswick, current sexual health trends, colonization as a determinant 

of health, statistics on HIV/STI among Aboriginal youth, along with guidelines to 

HIV/STI testing, barriers to testing among Aboriginal youth, sexual health and 

sexuality, sex and gender, place, present healthcare system in New Brunswick 

Aboriginal communities, social ecological and critical social theories. The methodology 

and methods used to gather qualitative data for the study are presented in Chapter three, 

along with the ethical considerations, data management, data analysis, and rigor 

standards for research. The results of analyses and findings emerged from the study are 

part of Chapter four. Chapter five contains a summary and discussion of the study and 

findings. It also offers implications for sexual health practices, future research, study 
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strengths and limitations, programmatic recommendations for sexual health programs 

and HIV/STI testing services and a conclusion.  
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CHAPTER 2: LITERATURE REVIEW 

Profile of Aboriginal Youth Health in Canada 

  A 2004 United Nations report stated that the status of Aboriginal peoples is the 

most pressing human rights issue in Canada (Stavenhagen, 2004). This report recognizes 

that key determinants of health such as poverty, infant mortality, suicide, violence, 

abuse, child prostitution, and criminal detention are much higher among the Aboriginal 

population than any other sector of Canadian society. These issues are alarming 

considering that Canada routinely ranks in the top ten of the United Nations’ Human 

Development Index (HDI), an index that measures quality of life around the world.  

According to the Stavenhagen report, the quality of life among Aboriginal peoples drops 

to the 48th percentile on the HDI listing. Yet, Aboriginal youth are considered the fastest 

growing population in Canada, with approximately 60% of the population being 

younger than age 30 (Canadian Aboriginal AIDS Network, 2010; Health Canada, 

2008a); and the annual population growth being estimated at more than double than that 

of non-Aboriginal Canadian youth. Of the two key distinctive sub-groups of Canadian 

adolescents, Aboriginal youth carry the highest burden in regards to poor sexual health 

outcomes (Canadian Federation of Sexual Health, 2007; Steenbeek, 2004), followed by 

isolated youth living in remote and rural regions (Langille, Murphy, Hughes, & Rigby, 

2001; Shoveller, Johnson, Langille, & Mitchell, 2004).  

Aboriginal Youth in New Brunswick 

 A 2006 Statistics Canada census shows that New Brunswick is home to 17, 655 

Aboriginal people. Between 1996 and 2006 the First Nations population in New 

Brunswick grew by 67%, making it significantly younger than that of the general 
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population (Statistics Canada, 2006). The median age of the New Brunswick First 

Nations population is 31.5 years, compared to the non-Aboriginal population’s median 

age of 41.4 years in 2006. New Brunswick has 15 First Nations communities, which 

belong to one of three cultures: Mi’Kmaq, Maliseet, and Passamaquoddy Nations. These 

three Nations have long and proud histories that date back thousands of years, yet today 

many communities face socio-economic, healthcare, and educational disparities. A 

collaborative review between New Brunswick First Nations communities and the office 

of the Ombudsman (2010) highlights these disparities and the difficulties that affect the 

wellbeing of Aboriginal youth (Table 1). These consequent negative health outcomes 

stress the importance of understanding the present relationship between New 

Brunswick’s health services and Aboriginal youth.   

Table 1  

Determinants Affecting Aboriginal Youth in New Brunswick 

Determinants of Health 

Poverty High Crime Rates Children in Care 

Unemployment Health Problems Loss of language and 

Culture 

Historic Trauma Low Educational Success Sexual Abuse 

Poor Housing Addictions and Violence Lack of Infrastructure 

Note.  The disparities and struggles affecting Aboriginal youth in New Brunswick from 

the Office of the Ombudsman (2010). 

 Poverty is a key determinant affecting the wellbeing of many Aboriginal youth 

in New Brunswick. A 2006 census indicated that First Nations people living on reserves 

had a median income of $11,224 below those living off reserves (Statistics Canada, 
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2008). In New Brunswick, six First Nations communities are located in the poorest 

regions of Canada. According to data from Statistics Canada (2006a) the median income 

of these communities (i.e. Kingsclear, Eel Ground, Tobique, Elsipogtog, Red Bank, and 

Esgenoopetitj) was below $14,000. 

A 2004 strategic plan to improve the lives of Canadians highlighted important 

findings regarding the lives of Aboriginal peoples. These indicated: 

 Aboriginal infant mortality rate is 2-3 times higher than the national average; 

 Risk of death by suicide is 2 to 6 times higher than the national average; 

 52% of Aboriginal children in Atlantic Canada suffer from a chronic health 

condition (CPHI, 2004). 

Being among the most disadvantaged groups in Canada (Canadian Federation of Sexual 

Health, 2007), Aboriginal children and youth need access to health services tailored to 

their needs. Therefore, in order to provide culturally appropriate and youth friendly 

sexual health services the possible barriers of inaccessibility must be understood, along 

with the greater effect of colonization. Many authors agree that poor sexual health 

outcomes are in large part due to the effect of intergenerational trauma and the history of 

colonization (Mehrabadi et al., 2008).   

Colonization as a Determinant of Health 

 Historical contexts, such as colonization, assimilation, and the residential schools 

have had a profound effect on the shaping of Aboriginal youth attitudes toward their 

sexual health. These historical realities of economic and cultural deprivations have 

continued to plague and marginalize this population (Mehrabadi et al., 2008). Decades 

of being subjected to physical, sexual, and emotional abuse, degradation, humiliation, 
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and racism have influenced Aboriginal people’s health outcomes (i.e. cycle of violence, 

mental health illness, chronic diseases, and substance abuse). The effects of colonization 

has caused intergenerational trauma among these peoples and their families. Therefore, 

the socio-political and historical context experienced during colonization must always 

be considered in health promotion practices and programs with this population (Moffitt, 

2004). This inclusion will allow a better understanding of colonization and the way it 

negatively affects the lives of these people (i.e. poor housing, poor education, poverty, 

and violence, including sexual violence).  

In Canada, sexual exploitation of Aboriginal women and girls is a significant 

issue. Sethi (2007) states that 75% of Aboriginal girls under the age of 18 have 

experienced sexual abuse, with 50% under the age of 14, and almost 25% younger than 

7 years of age. The ultimate effect of this abuse is a destructive cycle, one of which can 

render a person incapable of healthy relationships and healthy sexuality. As a public 

health nurse working with youth at a sexual health centre, I have met many, who spoke 

about the effects of intergenerational trauma in their lives. One young woman shared her 

inability "to love and feel true love" because of sexual trauma in her past. Her inability 

to have a nurturing relationship would subsequently cause her to completely disconnect 

(i.e. protective mechanism) during her sexual encounters. This disconnection, a common 

manifestation of mental, sexual and/or verbal abuse, also undermined her ability to 

negotiate safe sex and protect herself from sexual coercion.   

 Many key determinants have challenged the development and wellbeing of 

Canadian Aboriginal peoples. For this population to achieve better health outcomes 

researchers, policy planners, and decision makers need to acknowledge the profound 
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effects of colonization, assimilation, and cultural deprivation (Boothroyd, Kirmayer, 

Spreng, Malus, & Hodkins, 2001; Steenbeek et al., 2006). In Canada, the federal 

government enlisted several church organizations aimed to assimilate or "prepare" 

Aboriginal youth between the ages of 5 to 16 years for life in a "white society". The 

residential school era had a cumulative, intergenerational, and devastating impact on 

Aboriginal family life and dynamics, such as their sense of community, cultural 

identities, and health outcomes (Collin-Vézina, Dion, & Trocmé, 2009). Essentially, 

Canadian Aboriginal peoples have been victims of an oppressive and devastating 

colonial regime. Colonial policies and European ideologies resulted in residential 

schools, reserve communities, erosion of language, and cultural traditions, which in turn 

led to marginalization, loss of identity, and poor health outcomes (MacNeil, 2008). 

 Recent economic growth and prosperity have brought many improvements to the 

lives and health of Canadians. Unfortunately, not everyone shares this economic fortune. 

A significant number of Aboriginal communities are in a state of poverty with 

conditions well below those of average, non-Aboriginal Canadians. Many of its 

members also live with poor and polluted water supplies, inadequate dwellings, poverty-

level incomes, high unemployment, illiteracy, substance abuse, poor health, and 

negative sexual health outcomes, among others (Statistics Canada, 2008). 

 Communicable diseases brought by Europeans and the subsequent epidemics 

were major contributors to the decline of the Aboriginal population. Smallpox, measles, 

tuberculosis, diphtheria, and influenza caused significant proportions of morbidity and 

mortality (Waldran, Herring, & Young, 1995). In 2001, life expectancy of Canadian 

Aboriginal peoples was much lower than that of the general population with Health 
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Canada (2003) reporting a difference of 6.4 years. In 2000, Aboriginal peoples had six 

times the number of tuberculosis cases compared to non-Aboriginals (Health Canada, 

2003). Prior to European contact, communicable diseases such as smallpox, measles, 

and tuberculosis were almost non-existent in these communities (Gracey & King, 2009). 

The historical realities of colonization and intergenerational trauma have shaped 

experiences and memories that are interwoven in the lives of Aboriginal peoples and 

their communities today. They are also fundamental to the understanding of internal and 

external barriers that negatively affect their sexual health (Shoveller et al., 2006). 

Intertwined with the very complex nature of these histories is the relationship between 

sex, gender, and place, which has also been responsible for the shaping of Aboriginal 

youth and their sexual health trends.   

Current Sexual Health Trends in Canada 

 Sexuality is an important part of adolescent development. Factors influencing 

sexual experience and activity include initial sexual encounter, number of sexual 

partners, contraceptive use, pregnancy, and sexually transmitted infections (STIs) 

(Meschke, Bartholomae, & Zentall, 2000). A 2004 Canadian report card regarding 

adolescent sexual behaviour and reproductive health indicated that although the teen 

pregnancy rate has declined over time, close to 40,000 teenagers become pregnant each 

year and a significant number of these pregnancies are unintended (McKay, 2004). 

Studies have shown that the rate of STIs among Canadian teens remains unacceptably 

high as indicated by recorded trends in rising chlamydia rates (Langille et al., 2008; 

McKay, 2004). A 2002, Nova Scotia Student Drug Use survey found that 8% of grade 7 

students have had sexual intercourse. The proportion of students engaging in sexual 
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intercourse increased to 21% in grade 9, 34% in grade 10, and 58% in grade 12. Of the 

students who reported having had sexual intercourse, 38% indicated more than one 

partner in the previous year, 66% indicated unplanned sexual intercourse, and 35% of 

the previous indicated unplanned sexual intercourse while under the influence of alcohol 

or drugs. In New Brunswick, an unpublished study indicated that 82% of young women 

between the age of 18 and 24 years have had multiple sexual partners. This same study 

also highlighted that 36% of the young women had not used any form of contraception 

or barrier method during their last sexual encounter (Dubé, 2005). Numerous economic, 

social, and cultural factors interact to affect youth high-risk behaviours and poor sexual 

health outcomes. Youth who live in poor socio-economic and isolated areas lack access 

to sexual health services and sexual health education (Gahagan et al., 2010). Therefore, 

to better tailor services and decrease poor sexual health outcomes we must learn from 

youth the types of sexual health services needed and the best environments for HIV/STI 

testing. 

Canadian Aboriginal Youth Sexual Health Trends 

 Across Canada, many Aboriginal youth experience serious health and social 

problems related to STIs and unwanted pregnancies at an early age. Results from the 

Ontario Federation of Indian Friendship Centre’s (OFIFC) study indicate that Aboriginal 

youth are at risk largely due in part to their risky sexual behaviors. High rates of STIs, 

pregnancy, inconsistent condom use, and feelings of vulnerability contribute to the 

overall susceptibility of Aboriginal youth (Anderson et al., 2008; Majumdar, Chambers, 

& Roberts, 2004; OFIFC, 2002). In the OFIFC study, 28% of Aboriginal youth 

participants who were sexually active had begun having sex at the age of thirteen or 
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younger, while 66% engaged in sexual intercourse by the age of fifteen (OFIFC, 2002). 

Many Aboriginal youth are not using barrier methods of contraception, which 

subsequently puts them at risk for contracting HIV and other STIs. Despite public health 

efforts, STI rates among Canadian youth are high and continue to rise (Shoveller & 

Johnson, 2006), especially among Aboriginal youth (Merahbadi et al., 2008).   

Statistics on HIV/STIs among Aboriginal Youth 

 Aboriginal youth generally carry the highest burden of negative sexual health 

outcomes in Canada with the highest prevalence among those residing in northern and 

isolated regions (e.g. Nunavut, NWT, Labrador) (Langille et al., 2001; Shoveller et al., 

2004; Steenbeek, 2004). From 2005 to 2006, the HIV rate in Canada for Aboriginal 

peoples rose to 24.4%, an increase of 2.4% in just one year, and Aboriginal youth 

experienced 31.4% of all positive HIV infections from 1998 to 2003 (PHAC, 2007). 

These high rates are compounded by social, economic, and behavioural risk factors such 

as poverty, substance abuse, violence, STIs, and limited access to healthcare services. 

Research has shown that health disparities between Aboriginal and non-Aboriginal 

people in Canada are directly linked to colonization and all other factors affecting their 

communities including the dynamics of an individual’s biologic sex and gender 

(MacNeil, 2008; Newbold, 1998). In Atlantic Canada, a 2007 survey of HIV/STI rates 

in New Brunswick and Nova Scotia clearly indicate a male/female disparity in the rates 

of STIs. In New Brunswick, some STI rates among women are more than double the 

rates for men. For example, female chlamydia rates were 252 cases per 100,000 

compared to 105 cases per 100,000 men (Canadian Federation for Sexual Health, 2007). 

These findings are similar for Nova Scotia with 250 cases per 100,000 women, 
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compared to 86 per 100,000 men (Canadian Federation for Sexual Health, 2007). This 

rate disparity between men and women has been linked to men not accessing HIV/STI 

testing services in some studies (Gahagan et al., 2011; Shoveller et al., 2010). In New 

Brunswick, healthcare providers often refer to the Canadian Guidelines on Sexually 

Transmitted Infections (2008) for treatment (Appendix B).   

Guidelines to HIV/STI Prevention in New Brunswick 

 Testing, treatment, and prevention of HIV/STI in New Brunswick are 

implemented according to Canadian guidelines that include a risk assessment approach. 

Healthcare professionals are expected to follow the provincial public health guidelines 

for reporting and contact tracing for HIV/STI. Every healthcare facility, physician’s 

office, and sexual healthcare centre in the province is expected to follow these 

guidelines. This means that any client whose history or current situation indicates a 

potential risk for an STI has a more detailed history along with appropriate patient-

centered counselling. The 2008 guidelines emphasize a comprehensive approach to the 

treatment of STIs by including various sections important to management and 

prevention, such as reporting to public health authorities and partner notifications. 

 In New Brunswick, some STIs including HIV, chlamydia, and gonorrhoea are 

reportable to public health authorities while others such as human papilloma virus, 

herpes, molluscum contagiosum are not. This means all hospital laboratories in this 

province are obligated to send positive reports to their appropriate regional public health 

authorities allowing for appropriate management and prevention. The ultimate goal is to 

decrease the spread of reportable STIs by preventing, testing, and treating.   
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Barriers to Testing among Aboriginal Youth 

 Barriers to accessing health services have been well studied. Many are related to 

stigma and shame (McKay, 2006; Shoveller et al., 2009; Uuskula et al., 2006), along 

with concerns of confidentiality (Blake et al., 2003), lack of youth friendly services 

(Shoveller et al., 2009), and the gender and judgemental behaviours of healthcare 

providers (Langille & Rigby, 2006; Langille et al., 2001; Gahagan et al., 2011; McKay, 

2006). However, to my knowledge the influence or role of sex, gender, and place have 

not been researched in New Brunswick, and remain important factors that need to be 

understood when building culturally appropriate and youth friendly HIV/STI testing 

services for Aboriginal youth. Additionally, for these health services to be efficient, the 

needs and desires of this population require further investigation in order to make them 

inviting and culturally appropriate.   

Eel Ground, for example, is a rural Mi’kmaq First Nations community located 10 

kilometres from an urban centre in New Brunswick. Here youth have access to a health 

centre, a part-time physician, and community health nurse for various health issues (e.g. 

family planning, PAP smears, prenatal health). However, sexual health education and 

counselling, along with HIV testing are not available and even if these services were 

available, little is known on the social (i.e. fear of judgement, stigmatization, and loss of 

confidentiality) and structural (i.e. transportation, youth friendly health center, 

anonymous testing) contexts that could potentially promote or hinder youth’s access to 

these services. According to Gahagan et al. (2011), these barriers need to be addressed if 

sexual health services are to be effective and inviting.  
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Sexual Health and Sexuality 

 Sexual health is a continuous process of physical, psychological, and socio-

cultural wellness in relationship to sexuality (World Health Organization (WHO), 2006) 

that can be viewed through different types of sexual expressions that foster personal and 

social wellbeing (Health Canada, 2003). For sexual health to be attained, it is necessary 

that sexual rights of all be recognized and respected (Pan American Health 

Organisation, 2000). Therefore, Aboriginal youth have the right to learn and understand 

the meaning of a healthy sexual relationship. In today’s world, young people are often 

bombarded by negative and explicit sexual images and messages; while facing cultural 

obstacles and judgement. This hinders youth from seeking answers to their questions 

about sexual health and intimacy. According to the WHO (2006), sexual health must, at 

the very least, be free from judgement, prejudice, and discrimination particularly when 

sexual behaviours fall outside the accepted boundaries of gender in society.  

The Nova Scotia Health Promotion and Protection Agency (2006) recognizes 

that sexual health is inextricably tied to gender. Gendered experiences during 

adolescence play an important part in the development of sexual health because gender 

roles are socially constructed during this time. In order to enhance the understanding of 

sexual health, the International Conference on Population and Development (ICPD) in 

Cairo created the Program for Action (POA) document, which defines sexual health 

promotion as a strategy: “to promote adequate development of responsible sexuality, 

permitting relations of equity and mutual respect between the genders and contributing 

to improving the quality of life of individuals” (Para. 7.36; United Nations, 1994). 

Sexual health is not only culturally specific, but also gender specific. Gender identity is 
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a process constructed over time, which is developed by interpreting and accepting what 

family, community, culture, and societies say about appropriate roles (WHO, 2006) and 

sexual health behaviours. Similar to the social construction of gender, sexual health is 

part of an ongoing process of physical, psychological, and socio-cultural wellbeing. 

Decisions related to sexuality, reproduction, and health may be determined by a range of 

gender factors, such as power and control within relationships, households, and family 

(WHO, 2006).  

 Aboriginal elders have voiced their concerns regarding the future of their youth. 

They want to find ways to help their communities become healthy and self-sufficient. 

They want to see HIV/STI rates decrease and they want young Aboriginal men and 

women to have meaningful and healthy relationships (Steenbeek, Amirault, & Saulnier, 

2009). However, a distinct shift in the present healthcare delivery systems for 

Aboriginal youth must happen in order to change the negative sexual health trends. 

There needs to be a connection between Aboriginal culture and sexual healthcare 

delivery (Baydala et al., 2008; Worthington et al., 2010).   

Sex and Gender 

 Sex and gender often enter epistemological discourse together "as a shared 

language across all pillars of health research" (CIHR, 2009, p. 3). These two concepts 

often are used synonymously in society, government, and in many cultures. Together, 

sex and gender represent a strong and continuous interconnection that may have serious 

ramifications for the sexual health of young men and women, including young 

Aboriginal men and women who live in societies where men are often seen as superior 

to women. For many decades, the term gender has been included in different realms of 
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ontological and epistemological theory, including biological or physical characteristics 

(Thornhill & Palmer, 2000), social roles (Spence, 1993), social construction (Kimmel, 

2000), and political systems (Connell, 2005). These realms seek to define sex and 

gender either biologically to differentiate males and females, or to understand 

behaviours through a person’s inner masculinities and femininities, both unfolding 

within the human connection in society.  

 Violence, sexual coercion, and high STI rates are prevalent among Canadian 

Aboriginal peoples. Thus, depicting and deconstructing the notions of sex and gender of 

Aboriginal youth will help build Indigenous knowledge in identifying and prioritizing 

sexual health promotion strategies (Jardine et al., 2009). Armed with this knowledge 

young men and women may be able to find balance, spirituality, and strength within the 

healing components of Aboriginal culture in the context sexual health (Battiste, 2000; 

Kenny, 2004).  

Biological Sex   

 The concept of sex is defined through biological characteristics such as anatomy 

and physiology (Health Canada, 2003). This concept describes how body size and 

shape, along with hormonal activity and organ function can render one sex more 

susceptible to a certain disease. The anatomy of a young woman’s cervix and the 

sensitivity of the vaginal tissue lining make them more susceptible to STIs and 

complications of STIs, such as infertility and pelvic inflammatory disease. A clear 

example would be the effects of untreated STIs on young men and women. Another 

would be a tear in the lining of the vagina wall, which becomes an easy entrance for the 

HIV virus. HIV rates among Aboriginal women compared to non-Aboriginal women 
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have disproportionately affected the former; in 2006 the rate of HIV for Aboriginal 

women was 47.4%, compared to non-Aboriginal women’s rate of 20.5% (Public Health 

Agency of Canada, 2006).  

 Shoveller et al. (2004) revealed through a gender and sex analysis that HIV/STI 

health-related problems and services affect women differently than men. From a 

physiological perspective females are very often asymptomatic to several STIs, and 

therefore, may not recognize the infection before complications occur. For example, 

chlamydia, a common STI, frequently causes no symptoms while invading the lining of 

the vagina and cervix. Chlamydia not only infects the fallopian tubes, but also creates 

pelvic inflammatory disease (PID) that can cause irreversible scar tissue with resulting 

infertility. From a physiological point of view, men are usually more often symptomatic 

to STIs; however, this does not guarantee they will access sexual health services for 

testing and treatment (Shoveller et al., 2009). In fact, studies show that young men 

seldom consult health professionals for STI screening and prevention as compared to 

young women (Shoveller et al., 2004).   

Gender   

 Gender is a social construct developed in our everyday lives (Canadian Institute 

of Health Research (CIHR), 2009). The presence of gender inequity highlights the need 

to understand the many complexities of Aboriginal youth masculinities and femininities 

in sexual health. How young Aboriginal men and women socially construct their gender 

will certainly have an impact on their sexual health outcomes. It will also have an 

impact on the success of any sexual health program, including how health professionals 

promote and approach their respective sexual health programs. Gender has been 
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described as a set of performances that are dictated by the permissions and restrictions 

of a given society and culture (i.e. western views of pink for girls and blue for boys) 

(Francis, 2010; Tolman, Striepe, & Harmon, 2003). These epistemological positions are 

sometimes contradictory and differ in their explanations of gender among different 

cultures and societies. Therefore, gaining a better understanding of gender in Aboriginal 

youth health research is important to inform sexual health programs and services. 

 The social construction of gender plays an integral part in the creation of positive 

trends regarding healthy sexuality. However, notions of Aboriginal sexual health and 

gender remain understudied (Getty, 2010; Tolman et al., 2003). According to Aboriginal 

beliefs, healthy sexuality is more than healthy sexual organs and healthy pregnancies. It 

includes an inter-relationship and connectedness of sexual health with traditional 

worldviews (Aboriginal Nurses Association of Canada (ANAC), 2002). Healthy 

sexuality also includes the knowledge of self, opportunities for healthy sexual 

development and sexual experience, and the capacity for consensual intimacy between 

genders. Much like the understanding of health, the concept of healthy sexuality has a 

holistic meaning in Aboriginal culture (ANAC, 2002). Sexual health encompasses the 

knowledge of birth control and risky behaviours, along with the capability to negotiate 

safe sex or abstinence. Together, the physical, mental, emotional, and spiritual forces 

construct and shape Aboriginal youth’s sexual attitudes, sexual behaviours, and gender 

identity (Delamater & Friedrich, 2002). Crucial to the building of sex and gender 

knowledge and Aboriginal worldview is the collaboration with Aboriginal communities 

and Elders to better weave Indigenous knowledge and culture in the construction of 

gender, sexualities, and sexual health. 
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Gender and Social Power  

 One cannot speak of the social construction of gender among Aboriginal youth 

without including the concept of power. Differential power relations are implicated in 

assimilation, racism, and breaking of Aboriginal peoples way of life (Battiste, 2000). In 

many ways, gender is a system of power whereby women are often perceived to have 

less power than men (Muehlenhard, Peterson, Karwoski, Bryan, & Lee, 2003). 

Foucault’s (1978, 1981) analysis of sexualities, power, and resistance demonstrates how 

gender construction occurs through the desire to regulate sex and define behaviours even 

within dominant forms of femininity or hegemonic femininity. For example, a woman 

who is promiscuous and sexually assertive in society is often negatively labeled in 

society (Cole & Zucker, 2007; Collins, 2004; Connell, 2005). Even with recognizable 

symptoms of STIs, young women may be unwilling to access sexual health services for 

fear of being labeled as promiscuous by others. In some cultures, women are expected to 

be passive and subordinate, which means they are responding to a dominant cultural 

presence embedded in a power related discourse permitted by people in society (Tolman 

et al., 2003). 

 Historical literature has often painted a negative and false picture of Aboriginal 

women. The concepts of race and gender have often served to disempower Aboriginal 

women and labelled them as hyper sexualized, which is false and very problematic when 

violence against Aboriginal women is reaching epidemic proportions in many parts of 

Canada (Acoose, 1995; Jacobs & Williams, 2008). Amnesty International Canada 

(2004) reports that in 2001, 75% of Canadian Aboriginal women and up to 40% of 

Aboriginal children experienced some form of violence. Aboriginal communities are 
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responding by advocating their rights to security and resources. Therefore, sexual health 

resources and services must address issues of gender, violence, and abuse to ensure an 

enhanced and integrated approach to sexual health promotion and HIV/STI prevention 

among young Aboriginal men and women.  

 In Canada, a gender-based analysis is encouraged throughout most national 

departments to reduce gender inequities in policies and programs (CIHR, 2009). 

However, most are not applied and many women, including Aboriginal women are not 

benefiting from gender equality and continue to face discrimination in society (Jacob & 

Williams, 2008). Therefore, enhancing the understanding of sex and gender in 

Aboriginal youths’ experiences with sexual health services will help build awareness 

among health services providers and promote healthy sexual health outcomes among 

this population. 

Place 

 Place is an important part of Aboriginal culture. It is embedded within the lives 

of the people and its inherent meaning includes a structural and relational element. For 

Aboriginal peoples place is more than a geographical location, it includes: the house in 

which they live, the community in which they interact, and the land upon which they 

develop as people (Battiste, 2000; Ray, 2010). In Aboriginal culture, the belief is that all 

living things are connected and share the same soul, as land is where life began (Ray, 

2010). However, meeting the ‘white man’ forever changed the relationship between 

Aboriginal culture and place (Battiste, 2000).   

Prior to colonization, Aboriginal peoples had a harmonious and unconstrained 

relationship with place (Jardine et al., 2009; Wilson, 2003). However, the ‘Indian Act’ 
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of 1876 had an impact on every aspect of Aboriginal peoples’ lives, including Band 

structure and governance, family and relations, community and housing. The act deemed 

that Aboriginal peoples needed special permission to leave the reserve to seek 

employment and education (Ray, 2010). It also deemed that any woman who married an 

Aboriginal man could have Indian status. However, if an Aboriginal woman married a 

white man she would lose her status and everything that came with it (Ray, 2010). These 

constraints and limitations changed people’s level of connection with place. What was 

once a harmonious and open relationship with nature that shaped cultural, spiritual, 

emotional, and physical lives was now restrained and guided by external laws and 

regulations (Jardine et al., 2009; Wilson, 2003). According to Gupta (2000), regions and 

communities located within place are not simply defined, nor are they natural notions of 

reality of what is supposed to be. Rather, they are seen through the dynamics of 

historical, social, political, and cultural realities of place woven through time, space, and 

relations. In Aboriginal culture, family, home, and community are important places for 

youth to reconnect. For Aboriginal peoples, place should promote balance, growth, and 

strength in everyday life (Richmond, Ross, & Egeland, 2007). 

 To build culturally competent sexual health services and to increase access for 

Aboriginal youth, health professionals need to understand the meaning and value of 

place in Aboriginal culture. Aboriginal youth living in rural regions could have different 

experiences accessing sexual health services than non-Aboriginal youth. If the notion of 

place within a sexual health context causes restraints or creates limits it may no longer 

promote health and wellbeing. When seeking to integrate culturally competent sexual 

health services for Aboriginal youth, program planners must understand the importance 
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of place, as it is an integral to the Aboriginal way of life and will have a direct impact on 

any programs designed for youth.  

 The Aboriginal Nurses Association of Canada and Planned Parenthood 

Federation of Canada’s Finding Our Way: A Sexual and Reproductive Health 

Sourcebook for Aboriginal Communities was developed due to concerns regarding 

Aboriginal youth sexual and reproductive health (ANAC, 2002). The document 

highlights the various levels of nature and place interacting together to influence the 

lives of Aboriginal youth. For example, Aboriginal youth shape their values of sexual 

health and HIV/STI testing from social contexts (e.g. family, community, and friends) 

and structural factors (e.g. sexual health center, neighbourhood). Consequently, youth 

will not access a health care facility for testing if they do not feel welcome and 

comfortable. When seeking to build youth friendly services, health care providers need 

to understand the different factors, such as sex, gender, place, distance, socio-economic, 

and political factors interacting to shape Aboriginal youth perception of sexual health 

services.  

Present Healthcare System in New Brunswick Aboriginal Communities 

 Aboriginal communities in New Brunswick have a unique set of health-related 

needs that require a multilevel approach to ensure that quality care is delivered. 

Research has shown that chronic diseases among Aboriginal peoples in Canada are a 

significant problem (Borsollino, 2011). For instance, diabetes is nearing epidemic 

proportions (Oster et al., 2011) and some authors argue that HIV also has reached these 

proportions (Mehrabadi et al., 2008). To enable Aboriginal communities to counter 

these effects, the federal government has funded fully operational health centres in many 
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communities with the ultimate goal to increase health and wellbeing. However, in New 

Brunswick, not every Aboriginal community has a fully functioning health centre and 

those that are functioning do not necessarily offer the same level of care. Some centres 

have part-time doctors, social workers, full time nurse practitioners, community health 

nurses, psychologists, and other healthcare staff while others may only have monthly 

visits from various health care professionals. This inequity significantly contributes to 

poor health outcomes among Aboriginal peoples living in rural areas (Steenbeek et al., 

2009). For Aboriginal youth, sexual health services and HIV/STI testing are not always 

available. In some communities there are no sexual health services and youth need to 

travel outside for testing and treatment. Lack of access to appropriate services may 

decrease Aboriginal youth’s willingness to access services and increase poor sexual 

health outcomes. For this reason the issue of access was of high importance for the Eel 

Ground First Nation community. Health professionals wanted to understand the factors 

that hinder or facilitate Aboriginal youth access to sexual health services and HIV/STI 

testing in New Brunswick.   

Social Ecological Theory 

   A pivotal part of understanding health behaviour was viewing the youth as a 

whole, including his or her interactions in society. Health viewed through a social 

ecological lens implies there are various conditions and multiple factors that need to be 

addressed. This complex vision of health goes beyond individualistic frameworks and 

adopts a more environmental and social approach that holds promise in the promotion of 

sexual health (Duffy, 2005; Gahagan et al., 2011; Shoveller et al., 2006). By taking a 

socio-ecological approach, health service providers widen their view of health 
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promotion and disease prevention to a more multi-layered perspective. Therefore, 

individual, environmental, social, cultural, political, economic, and religious factors 

should be considered in an integrated approach to health. In 1979, Bronfenbrenner 

proposed a multidimensional approach to understanding human development and more 

recently, he has made strategic changes to the initial model in order to strengthen and 

extend the scientific understanding of human development. In Six Theories of Child 

Development, Bronfenbrenner (1992) defines the cornerstone of the model as: 

The ecology of human development is the scientific study of the progressive, 

mutual accommodation, throughout the life course, between an active, growing 

human being, and the changing properties of the immediate settings in which the 

developing person lives, as this process is affected by the relations between these 

settings, and by the larger contexts in which the settings are embedded. (pp. 188) 

 

Bronfenbrenner explains that human development cannot be understood by using only 

an individualistic perspective. Researchers need to include the various contexts and 

interconnections through which linkages can directly and indirectly affect the course of 

human development (Bronfenbrenner, 1992).            

 In 1979, Bronfenbrenner constructed his model with the child in the center of 

what can be viewed as connected circles of context (i.e. social, political, and cultural 

interactions within the environment) set in an overarching system of time and space. In 

this model, all levels of the system can be affected and changed. The first innermost 

level of interaction happens within the microsystem, which is "a pattern of activities, 

roles and interpersonal relations experienced by a developing person in a given setting… 

and containing other persons with distinctive characteristics" (Bronfenbrenner, 1992, p. 

227). In this system, the people and institutions holding unique characteristics are 

interacting with the youth in his or her immediate environment. Next is the mesosystem, 
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which remains unchanged from the original model. This system is comprised of 

"linkages and processes taking place between two or more settings in which the 

developing person actively participates" (Bronfenbrenner, 1979, p. 25). In fact, the 

mesosystem is where two or more microsystems interact, for example certain peer 

influences of high-risk behaviours may cause family turmoil. The third level is the 

exosystem, "one or more settings that do not involve the developing person as an active 

participant, but in which events occur that affect, or are affected by, what happens in the 

setting containing the developing person" (p. 25). In this system, a parent’s negative 

workplace experience may negatively affect family life, which, in turn, will negatively 

affect the youth. The outermost level is the macrosystem. This system has been changed 

from its original version to "the overarching pattern of micro-, meso-, and exosystems 

characteristic of a given culture, subculture, or other broader social context with 

particular reference to the developmentally-instigative belief systems… and patterns of 

social interchange that are embedded in each of these systems" (Bronfenbrenner, 1992, 

p. 228). It includes attitudes and ideologies, values, laws, and customs of a particular 

culture. The theoretical conceptualization is outlined in figure 1.   

 Many authors have applied this multilevel approach to health research. Some 

have focused on health seeking behaviours like HIV/STI testing and needle exchange 

programs (Braine, Des Jarlais, Ahmad, Purchase, & Turner, 2004; DeSimone, 2005; 

Liang et al., 2005; Manhart & Holmes, 2005; Shoveller et al., 2009). Others have 

focused on a multilevel approach to health promotion and prevention (DiClemente, 

Salazar, Crosby, & Rosenthal, 2005; Duffy, 2005; Padilla, Guilamo-Ramos, Bouris, & 

Reyes, 2010) among Aboriginal peoples in the areas of diabetes, hygiene management, 
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and STI prevention (McDonald, Bailie, Grace, & Brewster, 2010; Thompson & Gifford, 

2000). 

 

Figure 1.  Social Ecological and Critical Model of Aboriginal Youth Access to Sexual 

Health Services. 

 Multilevel interventions aim to modify factors operating at macro, exo, and meso 

levels that interact with the microsystem to change individual high-risk behaviours and 

support health seeking behaviours (i.e. HIV transmission) (Duffy, 2005; Moore et al., 

2000; Shoveller et al., 2009). From a sexual health promotion perspective, this 

multilevel systems approach is particularly important because many of the present 

sexual health services needed to alter micro level (e.g. risky sexual practices) and macro 

level factors (e.g. program planning of youth friendly and culturally appropriate sexual 

health programs) are controlled by government directed programs. Most of these have 

an individualistic focus, which is often far from the holistic and multidimensional vision 

of health in Aboriginal culture (Battiste, 2000). 
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For this study, the social ecological model helped outline the interconnectedness 

between the different levels of connections that influence Aboriginal youth in Eel 

Ground. The Social Ecological theory enabled me to understand the many historical 

layers including the socio-cultural and political systems that continue to influence 

Aboriginal youth health outcomes. The devastation of colonization (Battiste, 2000) has 

rippled through all levels of Bronfenbrenner’s systems, causing intergenerational trauma 

on their people and their youth. The systems are all part of and have all been shaken by 

a web of power, which still seeks to ‘normalize’ Aboriginal peoples according to notions 

of Eurocentric knowledge (Battiste, 2000). The youth and the parents, the relationship 

between Aboriginal families and the school system, along with the cultural practices and 

the healthcare system have all been negatively impacted by colonialism. This negative 

impact and intergenerational trauma have caused many Aboriginal peoples to greatly 

mistrust the government and the healthcare system as a whole (Battiste, 2000; 

Worthington et al., 2010).   

A positive outcome of this negative situation is that some Aboriginal 

communities in Canada have pulled all their systems together for the wellbeing of their 

people and are slowly improving their quality of life. Borsellino (2011) references the 

construction of a health care centre that serves 29 First Nations Communities across 

Ontario, calling it "a celebration of working together, a celebration about caring and 

collaboration" (p. 27). Understanding the various systems and building capacity in 

Aboriginal communities will have a lasting effect on the sexual health outcomes of the 

youth. To understand the various factors, including oppressive powers influencing the 
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youth experience with sexual health services, both ecological and critical lenses were 

used in this research.  

Critical Social Theory 

 There is much diversity within both Aboriginal peoples and non-Aboriginal 

people’s experiences with healthcare services in terms of history, culture, and contexts. 

For this reason, critical social theory lends another dimension to the multilevel systems 

approach described above. This theory is not a new approach to research. It arose from 

periods of social upheaval and oppression (Kincheloe & McLaren, 2003). Critical social 

theory is an evolving and varyingly defined concept, which has a goal of challenging 

existing power structures and emancipating people through knowledge (Getty, 2010). In 

response to Aboriginal peoples’ years of oppression, an important tenet of this theory is 

to seek explanations for various forms of social inequities through which individuals can 

choose to take action. Conflicting and interacting structures such as race, class, and 

gender (Fay, 1987; Freeman & Vasconcelos, 2010) can make it difficult to keep with a 

‘normal’ basis of understanding as defined by society. According to Denzin et al., 

(2008), paradigm and inquiry 

... should meet multiple criteria.  It must be ethical, performative, healing, 

transformative, decolonizing, and participatory.  It must be committed to 

dialogue, community, self-determination and cultural autonomy.  It must meet 

people’s perceived needs.  It must resist efforts to confirm inquiry to a single 

paradigm or interpretive strategy.  It must be unruly, disruptive, critical and 

dedicated to the goals of justice and equity. Such a framework lays the 

foundation for the Decade of Critical Indigenous Inquiry. (pp. 2)  

 

 Indigenous scholars and Aboriginal peoples are critical of what they see as 

pervasive inequalities and injustices in everyday social relationships (Battiste, 2000) and 

in many healthcare structures (Chinn & Kramer, 2008). Historical and contemporary 
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documents are replete with evidence that Aboriginal peoples and their ancestors have 

greatly suffered through colonization. Forced to change their traditions and adapt to 

European culture, they were restricted in helping their people with traditional medicine, 

birthing, and healing methods (e.g. stories, songs, and rituals) (Battiste, 2000). For this 

reason, Aboriginal peoples and their advocates began to voice their concerns and 

questioned Indigenous health research that did not include balance, spirituality, and 

strength (Kenny, 2004; Little Bear, 2000). Often portrayed as a deterministic approach 

seeking emancipation, critical social theory is an advocate of change (Freeman 

&Vasconcelos, 2010) and can be compatible with Aboriginal research. However, 

according to Denzin et al. (2008), to be compatible within Aboriginal culture: 

…critical theory must be localized, grounded in the specific meanings, 

traditions, customs, and community relations that operate in each Indigenous 

setting.  A localized critical theory can work if the goals of critique, resistance, 

struggle, and emancipation are not treated as if they have universal 

characteristics that are independent of history, context and agency. (pp. 6) 

 

 Thus, researchers need to balance their personal research agenda and shift their 

focus to include more Aboriginal culture and tradition. Understanding the cultural 

meaning and the peoples’ needs within the healthcare system is crucial for the success of 

any healthcare service within Aboriginal communities. To be successful in research with 

Aboriginal peoples, critical social theory needs to work in concert with Indigenous 

knowledge. It is important to keep in mind that historical and present day events have 

increased the level of mistrust of Aboriginal peoples and research has become moral and 

political (Denzin et al., 2008), meaning this population and their advocates are now 

voicing their rights in research. I applied a lens of critical social theory (Denzin et al., 

2008) to remain situated in the local dynamics of historical, political, and cultural 
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factors that pose barriers to access sexual health services among youth living in a First 

Nation community. Using this theory ensured that socio-historical and continuing issues 

of power were considered when trying to understand the unique experience. 

Summary 

 Examination of the literature of Aboriginal youths’ experiences with sexual 

health services and HIV/STI testing has revealed a complex and multifaceted 

relationship between the present social conditions and history of colonization; the sexual 

health trends and HIV/STI rates; along with the different social and structural barriers to 

testing within the concepts of sex, gender, and place. Much research has focused on 

statistical significance of HIV/STI rates, as well as individual risk factors in the context 

of sexual health. Much less has been done on understanding the underlying social, 

historical, political, and community-based culture of sexual health promotion and 

HIV/STI prevention, which results in ineffective youth related sexual health promotion 

programs and inappropriate HIV/STI prevention strategies. 

 Aboriginal youth appear to be especially vulnerable to poor sexual health 

outcomes due to historical, socio-cultural, and contextual reasons. When a youth 

contracts HIV and other STIs the effects are far reaching in society and the economic 

impact is significant depending on the long-term effects and healthcare needs. For these 

reasons, there is a need for more multi-level and contextual studies of Aboriginal youth 

lived experiences to understand the barriers to access sexual health services and 

HIV/STI testing. Therefore, an in-depth ethnographic community-based approach is 

proposed in order to capture some of the historical, socio-cultural, and structural 

contexts that might impact on promotion and prevention efforts. 
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CHAPTER 3: METHODOLOGY 

 Through a qualitative research approach, this study was built on and expanded 

the emerging body of Aboriginal youth health research. The current study provided 

sufficient flexibility to capture the historical and cultural complexities that have shaped 

this population, and offered insights into the current capacity-building possibilities in 

sexual health within a First Nation community. Ethnographical methods were used with 

a community-based approach guided by Indigenous knowledge to capture issues 

surrounding Aboriginal youths’ experiences with sexual health services and HIV/STI 

testing in New Brunswick.  

Ethnography 

 Ethnography falls within the qualitative paradigm in which knowledge is 

described and interpreted through learned and shared patterns of values, behaviours, 

beliefs, and language of a culture-sharing group (Harris, 1998). This methodology is 

valuable in “gaining access to the health beliefs and practices of culture and… 

facilitating our understanding of health and illness behaviours” (Morse & Field, 1995, p. 

26).  According to Boyle (1994), this type of research permits the holistic representation 

of a person to be gathered through interviews processes and contextualized within the 

data. The proposed study provided an ethnographic community-based account of 

Aboriginal youths’ experiences and generated knowledge within the context of sexual 

health. 

 Ethnography is well suited to provide insight into cultural, social, and political 

aspects of society. According to Polit and Hungler (1999), ethnography offers the 

researcher a way of learning from the people and their culture, which coincides with the 
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principles of community-based research with Aboriginal peoples (Varjas, Nastasi, 

Moore, & Jayasena, 2005). Researchers who work with ethnography have the ability to 

capture rich descriptions of human behaviour within peoples’ everyday experiences 

(Creswell, 2007). Done collaboratively and respectfully, it can provide a format for the 

unfolding of youths’ experiences within the natural settings of their everyday lives and 

interactions.  

 It has been noted that little or no research has been conducted in New Brunswick 

regarding the experiences of Aboriginal youth with sexual health services. Using an 

ethnographical approach allowed Aboriginal youth to share their realities. This shared 

knowledge is considered contextual, meaning that they were able to voice their 

interpretation and understanding of their lived experience. One important characteristic 

of ethnography is the fact that the approach evolves while in the context and therefore it 

cannot be completely pre-planned. In fact, the evolving process is especially important 

when conducting research with youth and sexual health, as many complex and 

significant issues are continuously interacting and being influenced by environmental 

and social interactions.  

Emic and Etic Perspectives 

 Emic and etic are important terms in ethnographic research with Aboriginal 

peoples. The emic view in ethnography is the participant’s own perspective, which is 

usually the main focus of ethnography (LeCompte & Schensul, 1999). The etic view, on 

the other hand, is the researcher’s perspective of the subject at hand. In the proposed 

study, emic data consisted of Aboriginal youths’ stories that described their experiences 

and perspectives with sexual health services and HIV/STI testing. The etic perspective 
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situated the research within the various contexts of sexual health for youth living in a 

First Nation community and allowed the different experiences to unfold while in the 

process. According to Boyle (1994), these terms are directly related to the idea of 

reflexivity in qualitative research.   

Reflexivity in Ethnography 

 Reflexivity can be described as a revelation of the researcher’s own beliefs and 

objectives (Gilbert, 2008) where people are constantly analysing and evaluating their 

own actions. According to Creswell (2007), reflexivity is an important part of 

ethnographic research where the researcher needs to be aware of the potential biases, 

values, and experiences that he or she brings to the research. In this study, my 

understanding of location, bias, and potential influence on the research was critical, as 

the views of the participants and my observations were intertwined to produce a 

potential "third dimension that rounds out the ethnographic picture" (Boyle, 1994, p. 

166). I understood that it was critical to remain located within the research, and not let 

personal values or beliefs influence the emerging information being captured. This 

allowed me to notice important factors, such as historical realities, political agendas, 

geographical locations, gender inequities, and socio-cultural attitudes that might interact 

to influence Aboriginal youths’ choices in accessing sexual health services and HIV/STI 

testing in the community. Anecdotal records were kept (i.e. field notes) of these 

unfolding interactions. In addition, I needed to continually reflect on and reconsider 

whether or not my biases and expectations of the surroundings were influencing the 

results and findings (Denscombe, 2007). How researchers write is a reflection of their 

own interpretation. These interpretations are influenced by many factors including 
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culture, politics, religion, gender, social interactions, and personal upbringings 

(Creswell, 2007). A personal reflection was important prior to commencing research.   

Personal Reflection: Situating Oneself within the Research 

As a researcher, situating oneself within the research is an important step in 

validating one’s role with Aboriginal peoples and their communities. For research with 

Aboriginal people to succeed, community members need to see and understand the 

researcher’s position prior to accepting the research (Battiste, 2000). When I initially 

visited the First Nation community, the members and service providers immediately 

wanted to understand my position within the research, and what the research was 

seeking to obtain. Most importantly, they wanted to understand the benefits of this 

proposed research for their youth. As a personal reflection, I detailed my past and 

present experiences that led to my interest in this research, particularly with Aboriginal 

youth and sexual health. 

 I am of Aboriginal descent. My great great-grandmother was a Mi’kmaq First 

Nation woman from Oinpegitjoig (Papineau First Nation) New Brunswick, who later 

moved to Listuguj, Québec. Growing up, I sometimes attended and participated in 

traditional Aboriginal ceremonies at the church in Listuguj. This was the first of many 

experiences that stirred my interest in Aboriginal culture. My work experience in sexual 

health also caused me to critically question the delivery of healthcare services among 

Aboriginal peoples in New Brunswick. This experience included facilitating sexual 

health conferences for students in middle schools and high schools throughout 

southeastern New Brunswick. During these conferences, I wondered why the provincial 

mandate did not allow me to extend sexual health education to middle schools in 
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Aboriginal communities. I was told that First Nation communities had a separate 

healthcare mandate including sexual health promotion. It was both these personal and 

professional experiences that inspired me to conduct research with Aboriginal youth in 

New Brunswick. I was interested in their wellbeing, and understood that Aboriginal 

community building capacity in sexual health could be attained through collaborative 

research (e.g. CBR), and the building of partnerships.   

Community-Based Research (CBR) 

 In addition to ethnography, I also integrated a CBR approach as it is committed 

to social and community development within Aboriginal communities (Patterson, 

Jackson, & Edwards, 2006). Rooted in the early movements of social justice and anti-

oppression, this approach is based on collaboration, participation, and commitment 

between the researchers and the community (Israel, Eng, Schulz, Parker, & Becker, 

1998; Gryglewicz, Elzy, Brown, Kutash, & Karver, 2014). It involves community 

members in the research process, and recognizes strengths and biases inherent within the 

community (CIHR, 2010).   

Equity and confidentiality are factors that are particularly important in sexual 

health research. When established, these factors allow community members and 

participants to gain a better understanding of the research, which then allows the 

researcher to gain insight into personal and sometimes delicate sexual health 

information. The involvement of the First Nation health service providers allowed a 

better understanding of the contributing factors that inhibit aboriginal youth’s 

willingness to access sexual health services and HIV/STI testing. To better understand 

the relational dynamics between the youth and the different socio-cultural, structural, 
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and political factors, I included the lens of sex, gender, and place in relation to the 

youths’ experiences. According to Shoveller et al. (2009), the relationships between sex, 

gender, and place are ever changing and most likely occur unconsciously when youth 

choose to access services. For this reason, this study highlighted the relational forces 

(Foucault, 1981) in society (i.e. gender inequities, socio-cultural values, and provincial 

healthcare jurisdictions) that influence both young Aboriginal men and women in a 

sexual healthcare setting.   

 Through collaboration and community building, I gained a better understanding 

of the factors that inhibit access to sexual health services. The involvement of various 

Aboriginal community partners in the current study was highly important to its success. 

In collaboration with Aboriginal peoples, CBR is an important tool to develop culturally 

appropriate and methodologically sound research that is mutually beneficial and 

empowering for the participating communities. Defining the problem, gathering 

information, participating in data collection, and data analysis was highly beneficial to 

all stakeholders. Unlike other methodologies, CBR is non-linear and non-prescriptive in 

its approach. This process requires the research team to adapt and sometimes even 

change elements within the research (Strand, Marullo, Cutforth, Stoecker, & Donohue, 

2003). Through a CBR process, community and academic researchers are ideally equal 

partners in the research (Drummond, Letourneau, Weir, & Neufeld, 2008). This 

collaborative process is very important in Indigenous research. For this reason, 

Ownership Control Access Possession principles were developed to ensure Aboriginal 

peoples and communities have ownership, control, access, and possession over all 

research concerning their people (Schnarch 2004).  
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Community-based Research Principles  

 There are many guides to collaborative research with Aboriginal peoples (e.g. 

OCAP principles, CIHR Guidelines for Health Research Involving Aboriginal People, 

and Tri-council policy) to ensure an ethical process is respected. All of these have been 

carefully applied in the research to ensure respect and safety of the culture and the 

community partners. Table 2 illustrates the principles of CBR, as well as the actions that 

have been implemented throughout the study (Strand et al., 2003). 

Table 2  

Community-Based Principles (CBR)  

CBR Principles Action 

 

CBR is a 

collaborative 

approach between 

researchers and 

community 

members. 

 

 Collaboration was on-going through various meetings with the 

advisory committee and other community members:  all who 

have voiced the importance of understanding Aboriginal youth 

experiences with sexual health services and HIV/STI testing in 

their community. 

 Community partners have been involved in the development 

stage of the proposal and continued to be active partners 

throughout the researcher’s PhD.  

 

CBR validates 

multiple sources of 

knowledge and 

promotes the use of 

multiple methods. 

 

 To ensure quality control and increase credibility, multiple 

qualitative methods were employed. Data was gathered 

primarily through fieldwork, participant observation, 

interviews, and document retrieval. 

 As equal partners, community members were part of the data 

collection, analysis, and interpretation of findings.  

 

CBR has as its goal 

social action and 

social change for 

the purpose of 

achieving social 

justice and equity. 

 

 The goal of this research was of benefit to the researcher and 

the university, as well as the Aboriginal community and 

Aboriginal youth.   

 Community building was part of this partnership and health 

centres benefited from sexual health education.   

 Aboriginal communities and Aboriginal youth have a right to 

receive culturally appropriate and ‘youth friendly’ sexual 

health (SH) services. This research will enable community 

health service providers to understand the possible 

contributing factors that inhibit access to sexual health 
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services, and enable them to make the necessary changes to 

achieve culturally appropriate and youth friendly SH services 

in their community.  

 

Advisory committee. Eight members of the Eel Ground First Nation functioned as 

members of the Advisory Committee, and were collaborative partners in the research. 

Youth representatives were approached by the community liaison person and agreed to 

participate. The members include:  

 Executive Director of the Eel Ground First Nation Health Centre 

 Community Elders 

 Community Health Nurse Coordinator 

 Community Health Nurse 

 Community Liaison  

 Young Aboriginal man and woman 

 These members all demonstrated significant leadership and advocacy roles 

regarding the wellbeing and meaningful involvement of Aboriginal youth in the 

community. When immersing oneself in the field, a researcher needs to learn many 

things about the region, the community, the culture, and the people (Fretterman, 1998). 

During initial fieldwork to develop partnerships and research ideas, I met six times with 

several members of the community in 2011 (Appendix C). These meetings led to the 

development of the Advisory committee and enabled me to collaboratively develop the 

research plan with respect to local culture. These meetings also enabled me to build 

relationships with service providers, who became part of the research process by voicing 

their opinions and suggestions about the research.  
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 With respect to the 2007 CIHR ‘Guidelines for Health Research Involving 

Aboriginal People’, the members of the advisory committee have: (1) provided a 

community perspective on the phenomenon under study; (2) collaborated with the 

researcher in meetings with other Aboriginal Elders, Aboriginal community members, 

and Aboriginal youth; (3) collaborated with the researcher on potential participants, 

research protocols, data collection, data analysis, and knowledge transfer activities. 

Indigenous Research 

This qualitative Indigenous research focused on the interaction between sex, 

gender, and place as it related to the sexual health of Aboriginal youth, and specifically 

how it related to sexual health services. It also sought to understand the factors that 

facilitated or hindered Aboriginal youth access to these services. Most importantly, the 

study respected Indigenous knowledge and followed CBR principles to build strong 

partnerships with Aboriginal communities (CIHR, 2007; Drummond et al., 2008; Wuest 

& Merritt-Gray, 1997). The descriptive nature of qualitative research required that the 

research process be flexible, and that the researchers be opened to the emerging data. 

According to Duran and Duran (2000), an Aboriginal worldview is captured through 

various interactions that evolve through multiple interactions. These authors further 

explain the Aboriginal worldview as: 

…a systemic approach to being in the world that can best be categorized as 

process thinking, as opposed to the content thinking found in the western 

worldview.  Process thinking is best described as more action and ‘eventing’ 

approach to life versus a world of subject/object relationships. (pp. 91) 

 

Process thinking and Aboriginal worldview are similar, as they dynamically evolve. 

When considering youths’ experiences, one needs to view the dynamics in the context of 

a continuously evolving perspective.  
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Indigenous Knowledge 

 Historical and contemporary documents are replete with evidence that 

demonstrates the suffering of Aboriginal peoples and their ancestors at the hands of 

Western practices and research (Battiste, 2000; Brown, Smye, &Varcoe, 2005). 

However, through cultural and political venues Aboriginal peoples and their advocates 

have begun to voice their rights regarding the building of Indigenous knowledge 

(Kenny, 2004; Little Bear, 2000). Research ethic boards now request that researchers 

discuss and work with Aboriginal community members to include their way of knowing 

in research (CIHR, 2007). In the following statement, researcher Tuhiwai Smith (1999) 

reflects on the results of past research with Aboriginal peoples and the importance of 

ownership in validating Indigenous knowledge: 

It appals us that the West can desire, extract, and claim ownership of our ways of 

knowing, our imagery, the things we create and produce, and then 

simultaneously reject the people who create and produce, and deny them further 

opportunity to be creators of their own culture and own nations. It angers us 

when practices linked to the last century, and the centuries before that, are still 

employed to deny the validity of Indigenous peoples’ claim to existence, to land 

and territory, to the right to self-determination, to the survival of our languages 

and forms of cultural knowledge, to our natural resources and systems of living 

within our environments. (pp. 1) 

 

 Indigenous knowledge may be different from Eurocentric knowledge; however, 

it remains a legitimate way of knowing and deserves to be acknowledged (Battiste, 

2000). Knowledge in Aboriginal research can be achieved through multiple ways, 

including storytelling as a unique method of sharing. During this time, the collaborative 

relationship between the researcher and participants becomes a natural component of the 

research (Battiste, 2002; Kovach, 2005). Guided by Indigenous knowledge, this study 

sought to create an opportunity to understand and gain insight into Aboriginal youths’ 
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experiences with sexual health services and HIV/STI testing. I began to learn about 

Aboriginal youth way of knowing through the use of participant observation and 

individual interviews. The research and researcher remained community-based, 

collaborative, and action-oriented throughout this ethnographic study.   

Modified Ethnographic Approaches 

The study used a modified ethnographic approach to capture the ways in which 

sex, gender, and place concomitantly affected Aboriginal youth experiences with sexual 

health services. Fieldwork, a way of gathering information, is a hallmark concept in 

ethnography (LeCompte & Schensul, 1999). A modified approach with shorter and 

multiple periods of fieldwork, included participant observation and individual 

interviews. Fieldwork allowed me to gain a rich understanding of youths’ perspectives 

regarding current sexual health services and various factors when accessing these 

services.  

 This modified approach to ethnography has been successful where youths’ 

experiences with STI testing services have been studied (Shoveller et al., 2009). These 

researchers collected a sufficient quantity and quality of data to explain the contributing 

factors that inhibit access to STI testing services. For the current study, shorter and 

multiple field trips enabled me to view different perspectives within the dynamics of 

sex, gender, and place among Aboriginal youths’ sexual health experiences. I have 

extensive experience working with youth in sexual health and I understand that this 

experience can also be a hindrance in research. For this reason, it was critical that I 

remain open and reflexive in the various social and structural settings (i.e. economic 

resources, gender inequalities, and societal attitudes) while influences were unfolding 



 

53 
 

during the process (i.e. Aboriginal community Band council, provincial healthcare 

services).   

I recognized through various preliminary meetings in the community, that health 

service providers were highly interested in the issues pertaining to Aboriginal youths’ 

experiences with sexual health services and were anxious for the research to begin. I 

also understood that relationship building in Aboriginal research was very important and 

I continued to consult and collaborated with the First Nation community members. 

Trust-based relationships with Aboriginal youth and service providers in the community 

were imperative to the success of this research. These relationships enabled the 

participants and the community to view me as an individual, who would not, regardless 

of circumstance, unfairly exploit their willingness to participate. These relationships also 

allowed for multiple realities, such as gender issues, cultural beliefs, and political factors 

to unfold in the research (Loppie, 2007).  

Design 

The chosen methods in this study enabled me to gain a picture of the various 

sexual health experiences and allowed for a more holistic Aboriginal youth perspective 

to evolve. To allow patterns of values and behaviours to emerge, members of the 

advisory committee guided the research process of data collection and analysis. This 

collaborative approach was important to build significant Indigenous knowledge in the 

context of sexual health.   

Sampling and Inclusion Criteria 

 Purposeful sampling was used in this research. Purposeful sampling is a 

hallmark of qualitative methods, and allows the research to efficiently maximize the 
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variation in the experiences described by participants. According to Creswell (2007), 

this approach to sampling ensures that participants who have unique knowledge of the 

experiences and challenges regarding the research focus are recruited. This type of 

sampling provided specific information from the youth and their experiences in the areas 

defined by the research question. In addition, it also allowed me to deliberately seek 

youth capable of describing different sexual health and HIV/STI testing experiences. 

I sought to strategize the sampling to choose young Aboriginal men and women 

who had the capability to describe various sexual health and HIV/STI testing 

experiences. The youth ranged from some who had been tested many times to those who 

have never tested. Participants received honoraria ($25) to cover costs they incurred due 

to taking part in the research (e.g. child care, parking). I screened potential participants 

to determine if they were eligible for the study. Eligibility criteria for the selection of 

Aboriginal youth included: (1) 16 – 25 years of age; (2) currently or previously sexually 

active; (3) able to read, write, and speak English; and, (4) able and willing to participate 

in individual interviews and, (5) able to provide informed consent.  

Observations and events, as well as people, make up the sample in qualitative 

research (Sandelowski, 1995). For this reason, youth related events in the community, as 

well as a selection of documents pertaining to youth, sexual health, and HIV/STI that 

were produced by the First Nation community health center, the provincial sexual health 

programs, the HIV/STI testing services, and the regional media were included for 

participant observation and document retrieval in the study. This type of sampling 

allowed me to gain a better insight into the current and past events that have influenced 

youths’ experiences in the context of sexual health. 
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Sample Size 

 The proposed study had a sample of 20 participants: 10 females and 10 males. 

To achieve an adequate sample, Morse and Field (1995) suggest that the exact number 

of participants should be determined once data saturation is reached and repetitive 

patterns are emerging. According to Patton (2002), secondary sampling also known as 

theoretical sampling can occur if the researcher needs to expand the participant pool in 

order to compensate for interviews that provide less than adequate data or if more 

information is needed.  

Recruitment 

 Recruitment was done through posters, information session, and previously 

established informal/formal channels of communication in the community. Recruitment 

posters for prospective participants were also posted at local high schools, and handed 

out at various health centres requesting volunteers, describing the study, and providing 

contact information. The posters (Appendix D) were displayed in the reception area of 

the First Nation’s wellness centre and on bulletin boards in other areas in the 

community. Invitation letters were distributed to the youth to explain the purpose of the 

research (Appendix E). The contacts with the executive director, physicians, nurse 

practitioner, community health nurses, and guidance counsellors established during the 

preliminary fieldwork helped facilitate the recruitment process. Prior to data collection, I 

confirmed the participation of one community liaison living in the First Nation 

community. A recruitment plan was established for this study (Appendix F).   
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Methods 

 One of the strengths of an ethnographic approach is the variety of qualitative 

data collection methods that are routinely used. Upon ethics approval from the 

respective University Research Ethic Boards and First Nations ethics committees, the 

study commenced and was informed by the community Advisory committee. According 

to Schensul, Schensul, and LeCompte (1999), the researcher is the most important tool 

for collecting data in ethnographic research. In this study, Aboriginal youths’ 

experiences with sexual health services and HIV/STI testing were captured and 

contextualized through participant observation, field notes, individual interviews, and 

document retrieval (e.g. social activity posters, community program outline, and 

community meeting information). Creswell (2007) explains that using a variety of data 

sources and approaches to understand a problem is one form of triangulation. 

Triangulation not only allows data collection to be broadened, but assists in the 

trustworthiness of the data (Lincoln & Guba, 1985). The proposed research adopted a 

12-week modified approach to ethnography during data collection.   

Data collection 

Participant Observation 

 A participant observer is defined as a researcher immersed in the setting to 

understand what the experience and activities mean to the participant. The purpose of 

participant observation was to observe the culture, the community, the environment, and 

the people. An additional purpose was to engage participants in activities that provided 

useful information. According to Bogdewic (1992), the purpose of participant 
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observation is to "generate practical and theoretical truths about human life grounded in 

the realities of everyday existence" (p. 46).   

 Participant observation is an important part of ethnographic research, and was 

essential to this study. It was crucial to gather local insights into how gender and sex-

based characteristics interacted with place, along with how cultural habits and traditions, 

as well as ideas and values, influenced youth. In a low-key manner, I spent a significant 

amount of time at sexual health and HIV/STI testing sites and engaged in informed 

conversations with community health nurses, physicians, social workers, and 

psychologists. Participant observation enabled me to collect detailed field notes about 

the culture and traditions from a sexual healthcare perspective.   

 Data collection also included participant observations and informal 

conversations with Aboriginal youth and adults in the community, including business 

owners, police officers, and teachers. It included attending activities pertaining to youth 

and sexual health (e.g. public health in services, youth conference, etc.) and spending 

time at after-school sites. More specifically, I observed and participated in five 

organized activities in the span of 12 weeks: a state of the youth conference, a 

community pow wow, a wellness day, and two after school programs for youth. While 

observing during the activities, I volunteered to help with some of the activities (i.e. 

sexual health jeopardy game during the after school program). This allowed me to have 

a closer observation of the culture and the youth. This also helped create relationships of 

trust with the youth and the community members. Information posters were visible in all 

research settings to inform Aboriginal youth and all information was tracked within 

reflective and anecdotal journals (e.g. field notes). 
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Field Notes 

 Throughout the study, I kept observation, theoretical, personal, and 

methodological notes. According to Schensul et al. (1999), field notes constitute a 

scientific record of context and processes happening in the research, which completed 

data collection and analysis. These notes enabled me to transform sequential 

observations into written knowledge and offered records of information acquired during 

the research. In this study, field notes allowed me to discover any discrepancies or 

congruencies within the experiences. This allowed me to analyse the possibility of 

linkages between observations and theoretical perspectives. Over time, field notes were 

effective data collection tools, which revealed patterns that might not have been noticed 

during participant observation and in-depth interviews (Patton, 2002).       

Individual Interviews 

 According to Koch and Kralik (2006), interviews are particularly important in 

order to obtain a comprehensive understanding within the context of individual 

experience. Research interviews can vary from structured, semi-structured, and 

unstructured formats. This study used in-depth, semi-structured interviews to provide 

the participants with an opportunity to engage in a dialogue about their personal 

experiences with sexual health services and HIV/STI testing. According to Schensul et 

al. (1999), semi-structured formats allow the flexibility of exploring undefined topics 

and offer direction with pre-formulated questions based on the research purpose and 

goals. The interviews took an iterative format, which meant that the pre-formulated 

questions could have changed as data collection progressed and Aboriginal youth shared 

their experiences. I was aware that this iterative process could have required a re-
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submission to ethics if important changes were needed, but this was not the case. 

Subsequent to participant-observation, I conducted 20 semi-structured interviews with 

20 participants (i.e. 10 young men and 10 young woman). 

The interview process began with the necessary discussion and completion of the 

consent form, and proceeded to the demographic information and interviews. During the 

interviews, Aboriginal youth were asked to describe their experiences with seeking and 

accessing sexual health services. To better understand factors facilitating and/or 

hindering Aboriginal youth access to these services, questions regarding socio-cultural, 

structural (i.e. gender inequities, societal attitudes, geographical location, economic 

resources), and political conditions (i.e. local politics, social, and cultural norms, 

practices, challenges, availability) were included in the interview. Individual interviews 

(Appendix G) consisted of open-ended questions, which were informed by academic 

consultation and research on youths’ experiences with sexual health services. I 

developed the questions and pre-tested them with a small sample of three youth prior to 

commencing data collection. With respect to CBR principles, I sought approval for 

research questions from the First Nation Advisory Committee. The interview began with 

a series of general questions and then continued with shorter questions to probe for 

accuracy. According to Hermanowicz (2002), the researcher must search for details in 

order to uncover meaning. For this reason, further probes were used as needed to elicit 

more detailed responses and descriptions.   

 I made every effort to engage participants and ensured that they were 

comfortable and in a safe environment during the interviews. Sexual health can be a 

personal and sometime sensitive topic. For this reason, I had a nursing staff member in 
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the building and had on hand contacts for counselling services if needed. Interviews 

were approximately 60 to 90 minutes in length and were audio taped and transcribed 

verbatim for analysis.  

 Following the first set of interviews (n=20), a second set of sub-sample (n= 2) of 

Aboriginal youth expanded on concepts that had emerged through the preliminary 

findings of their first set of interviews. This enabled me to ensure quality control by 

‘member checking’ and asking participants to confirm or clarify their responses 

(Lincoln & Guba, 1985). In order to ensure transparency throughout data collection, I 

advised participants that notes would be taken and kept in a journal to capture events 

and experiences described.  

Document Retrieval 

Relevant documents were retrieved to enhance data collection of Aboriginal 

youths’ experiences with sexual health services. In total, I obtained 18 documents. 

Culturally relevant data included sexual health activities, such as workshops, classes and 

sessions. Other meaningful documents were also gathered as they pertained to the sexual 

health of Aboriginal youth in the community (i.e. newspaper clipping, information 

pamphlets, documents, newsletter, curricula and strategies).    

Data Management 

 For this study, data from various sources, including field notes from participant 

observation, interviews, and document review completed the ethnographic record. I 

expected that each source would produce a variety of information to capture different 

perspectives throughout. The interview tapes were transcribed verbatim into Word, and 

checked for accuracy by reviewing the original field notes and tapes. The field notes 
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were also transcribed as soon as possible following the collection of data and were 

discussed at periodic intervals with my academic supervisors. These steps were taken to 

ensure quality control within the captured data (Lincoln & Guba, 1985). Interview data 

were managed using qualitative research software QSR NVivo 9 for data coding and 

data analysis (QSR, 2009). 

Data Analysis 

 Data analysis was started with the data collection. A deductive-inductive process 

enabled me to look for recurring words or ideas, and assign initial categories to 

represent the meaning of data clusters that relate to a common pattern (LeCompte & 

Schensul, 1999; Lofland & Lofland, 1995). Three steps described by LeCompte & 

Schensul (1999) helped identify the emerging themes pertaining to youths’ experiences. 

These were as follows:  

1. Coded line by line to capture initial ideas and recurring ideas 

2. Developed coding system for the principal emerging categories 

3. Interpreted data and compared constructs for linkages (LeCompte & 

Schensul, 1999).   

Initially, I checked the transcripts of the semi-structured interviews for accuracy and 

adjusted them for misprint while listening to the taped interviews. Data was then 

analyzed using a first-level coding. At this level, I sifted through the data (e.g. 

interviews, field notes, and documents) divided by units, for recurring ideas, and assign 

initial codes. According to LeCompte and Schensul (1999), these codes represent the 

meaning of a common conceptual pattern. Recognition of the significant data was based 

on my understanding of the data. It was also based on my questioning prior to 
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observation in the setting, the participants’ stories, and the literature (Morse & Field, 

1995). The participants’ views and my interpretations became an abstract network of 

concepts that connected to answer the research questions (LeCompte & Schensul, 1999).  

 Through comparison of new data, categories emerged that illuminated 

similarities and differences (Richard & Morse, 2007). This enabled me to see links and 

patterns in the data, which also allowed for an internally consistent narrative (Patton, 

2002). While I examined the emerging data, I tried to see how socio-cultural, structural, 

and political factors manifested themselves in the daily lives of Aboriginal youth. I also 

extrapolated the concepts of sex, gender, and place within the theoretical notions 

manifesting themselves when the youth sought or did not seek to access sexual health 

and HIV/STI testing services. For example, when one youth said, "sexual health means 

being free of diseases that grow and burn for guys", I documented that this was the 

meaning of sexual health for this particular youth. Consequently, I labelled the data 

under the category ‘notions of sexual health’ as part of the codes ‘sex-based’ and 

‘disease oriented.’ As well, I wrote memos throughout data analysis to capture ideas and 

documented recurring categories and themes noted in the data (Morse & Field, 1995; 

LeCompte & Schensul, 1999). Finally, to complete data analysis, categories were 

grouped into major themes as they emerged to explain the experiences of Aboriginal 

youths, and how they conceptualized accessing programs and services. 

Ethical Considerations 

 Prior to commencing, I sought ethics approval from the Aboriginal community 

ethics board, the Mi’kmaq Ethics Watch Committee, and the University of New 

Brunswick Research Ethics Board (Appendices H, I and J). Ethical requirements were 
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respected throughout the study. The participants were asked to provide written informed 

consent and parental consent was also obtained for youth under the age of 19 years 

(Appendix K). During the interviews, participants were told that they could refuse to 

answer any question and that they could terminate the interview at any time without 

explanation or any harm. I ensured that the youth had an opportunity to renegotiate 

consent as the interviews evolved and progressed (CIHR, 2010; LoBiondo-Wood, 

Haber, & Singh, 2010). The consent form was the only place where participants’ names 

were listed, and all consent forms were stored in a locked cabinet separate from the 

demographic sheets, transcripts, and tape-recorded interviews. Only the identifying code 

was on the audiotape, and not the person’s name, thereby ensuring that no one was made 

aware of the participants’ names. As well, no names or identifying characteristics were 

included in the transcripts. 

 Previous sexual health research had shown that Aboriginal youth could be 

victims of sexual abuse and violence (Mehrabadi et al., 2008). Therefore, some 

questions could have possibly triggered emotional responses and for this reason, 

supportive care was available. I was also aware of the section of the Canadian Criminal 

Code that required all health service providers, in position of responsibility, to report 

any sexual abuse of youth aged 18 and younger.   

I seriously considered issues of community ownership, control, access, and 

possession based on the OCAP principles (Patterson et al., 2006). Additionally, with 

respect to CIHR guidelines for health research involving Aboriginal peoples (CIHR, 

2010), I and other members of the Advisory committee mutually agreed on the process 

by which decisions would be made concerning community involvement in the study, 
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data collection, data sharing, and analysis, as well as community, and academic 

dissemination.  

Ownership Control Access Possession Principles (OCAP) 

The OCAP principles, much like the ones guiding CBR, offer a way for 

Aboriginal peoples and communities to make decisions regarding what research will be 

done and who will have access to the information. These principles have emerged as a 

political response to aggressive and possibly insensitive approaches to research and data 

management (Schnarch, 2004).   

 Ownership implies that any knowledge, data, or information captured during 

research belongs to the participants and their communities.   

 Control should be seen in all stages of the research and requires that 

Aboriginal peoples be equally involved to ensure that capacity building and 

sexual health knowledge is gained throughout. The principle of control also 

allows Aboriginal peoples to freely choose research that will benefit their 

people and reject research that will not.   

 Access acknowledges the right of Aboriginal peoples and their communities 

to choose who will have access to the information.   

 Possession is Aboriginal peoples’ distinctive rights to possess all data and 

information captured during research.   

The OCAP principles ensure that Aboriginal culture is respected and correctly 

interpreted prior to being shared or published. Culturally appropriate research is crucial 

when building Indigenous knowledge and exploring Aboriginal health (Canadian 
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Aboriginal Aids Network, 2005; Drummond et al., 2008; Flicker, Savan, Kolenda, & 

Mildenberger, 2007). 

Rigor 

 Quality is essential in qualitative research, as it is in other types of research. 

Therefore, standards for assessing quality in qualitative studies have been defined and 

differentiated from quantitative research by many authors (Creswell, 2007; Lincoln & 

Guba, 1985; Morse, 2003). For this research, guidelines from Lincoln and Guba’s 

(1985) criterion of trustworthiness were used to ensure that a thorough and accurate 

process was respected throughout data collection and data analysis. 

Trustworthiness of Data 

 For assessing trustworthiness of the data, the ethical guidelines for qualitative 

studies state that research be assessed for credibility, transferability, dependability, and 

confirmability (Lincoln & Guba, 1985). Credibility is defined by the representation of 

the participants’ views and the researcher’s perspective (Lincoln & Guba, 1985). 

Therefore, research activities are recommended to help improve the credibility of the 

findings. Member checks, triangulation, field engagement, and consistent observation 

are some of the recommended activities. In the present study, member checks allowed 

for accuracy of the data analysis by allowing participants to read and validate their 

transcribed interviews. Triangulation is also important in the collection of data 

(Creswell, 2007; Denzin & Lincoln, 1994). For this reason, I used multiple sources 

rather than single ones (e.g. observation, interviews, and field notes).   

 Transferability refers to sampling, design, and transfer of findings to other 

groups or research settings (Lincoln & Guba, 1985). This criterion is a detailed 
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documentation of data processing; an important step to ensure future researchers can 

evaluate the documentation and coding scheme for transferability to other populations 

and contexts (Firestone, 1993). Therefore, detailed data sets and distinct descriptors 

were provided to allow a rich and complete description of the research and its findings 

to emerge. 

 The criterion of dependability is used to ensure a logical and traceable 

documentation (Lincoln & Guba, 1985). Reflective appraisal of the project and 

evaluation of the effectiveness of the process of inquiry is encouraged to increase 

dependability (Shenton, 2004). I consulted with my PhD supervisors to ensure 

consistency of the research process. Audits were also done throughout the research 

process and a transparent coding process was kept to ensure coherence and consistency.   

 Confirmability refers to the integrity of the interpretations and findings (Lincoln 

& Guba, 1985). This research activity recommends keeping a clear audit trail of data 

records and field notes to ensure internal coherence of the research product (Lincoln & 

Guba, 1985). The detailed audit trail or documentation was done for all data, findings, 

interpretations, and recommendations. I asked participants and my PhD supervisors to 

review the research product to ensure internal coherence was respected. 

Summary 

 The interpretive community-based approach to modified ethnography guided by 

indigenous knowledge was an appropriate methodology for this research. The flexibility 

within the various ethnographic methods allowed socio-cultural, historical, structural, 

and gender based factors surrounding youths’ experiences within the context of sexual 

health and HIV/STI testing to emerge. Through an inductive-deductive process, new 
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knowledge was gained through the stories shared by the youth. Methods including, 

sampling and recruitment, data sources and management, and analysis have been 

thoroughly described. Ethical considerations were respected and outlined. The research 

findings are further discussed in Chapter four.  
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CHAPTER 4: FINDINGS 

 The purpose of this ethnographic study is to enhance the public health 

understanding of Aboriginal youths’ experiences with sexual health services and 

HIV/STI testing in New Brunswick. In this chapter, findings will be presented to 

illustrate the barriers among Aboriginal youth who choose or do not choose to access 

sexual health services and HIV/STI testing. The data driven analysis was used to 

highlight these barriers and offers insight into the multitude of factors that influence the 

youths’ choices. The voices of all participants will be found in this chapter. The 

following findings are intended to address the main research question and four sub-

questions of this study, which are as follows: 

 What are the barriers to accessing sexual health services and HIV/STI testing for 

Aboriginal youth in New Brunswick?  

 What are the values and practices concerning HIV/STI testing and access to 

sexual health services among this population in New Brunswick?  

 How do biological sex, socially constructed gender, and place interact to 

influence these young people’s experiences with sexual health services?  

 What other underlying structural factors (i.e. social, environmental, and political) 

may be affecting their access to sexual health services? 

 What can be done to improve sexual health services for Aboriginal youth in New 

Brunswick?  

These findings emerged from the analysis of qualitative data collected through 

personal interviews with each study participant in addition to analysis of existing 

documents pertaining to sexual health services and observations of the community. 
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Observation of activities and events such as a youth conference, after-school education 

programs, and a community powwow were included in the database. Field notes 

documenting the thoughts and feelings of the researcher throughout the data collection 

process are used to enhance the analysis, along with theoretical notes, which were 

recorded throughout and considered during the interpretation and thematic analysis to 

identify gaps in the data. Demographic information of the study participants considered 

within the context of the research will be presented, along with coding strategies and 

thematic networks that illustrate participants’ personal accounts. Bronfenbrenner’s 

Social Ecological model (1979, 1992) and the Critical Social Theory (Denzin et al., 

2008) helped contextualize the experiences of these youth and provided a conceptual 

lens for the analysis of the various types of data collected.  

Participant Characteristics 

Twenty Aboriginal youth as key informants, living in a New Brunswick First 

Nation community, were interviewed individually. In order to participate, they needed to 

be able to relate to the experience of accessing sexual health services and HIV/STI 

testing, and to be capable of providing informed consent. To ensure a sex and gender 

consideration and to have a better understanding of the gendered experiences with 

regard to this topic, an equal number of males and females were selected. 

Confidentiality was respected through the use of pseudonyms. 

Twenty-two interviews, including two member validations, with 20 participants 

who self-identify as Mi’kmaq and speak English were conducted. The age of the 

participants ranged from 16 to 25 years, with a mean of 20.1 years. Six are parents, and 

of these, three are single parents. Fewer than half (i.e., nine youths) are still in school, 
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four work full-time, four work part-time, and three are unemployed. As education, 

employment, and income are important predictors of health (MacEwen & Saulnier, 

2011; Prus, 2011), the demographic data related to these determinants are shared below 

and in appendices L, M, and N.  

Education Status 

 In this First Nation community children attend elementary school from 

kindergarten to grade eight and then either attend a provincial high school in a nearby 

city or a First Nation school in a neighbouring community. According to participants, 

the two First Nation schools in the region offer an opportunity to learn about their 

culture, customs, and history, while the non-native high school offers very little 

instruction on these issues. This presents a cultural barrier for many Aboriginal youth 

attending school in New Brunswick. Most of the study participants had attended (or are 

still attending) their community school from kindergarten to grade eight and then moved 

on to the provincial high school. 

Employment and Income Status 

 Most participants are students while others are employed full or part-time. As 

few employment opportunities exist within their community, most need to travel outside 

for work. The majority report a total annual household income of $30,000 to $40,000 or 

higher. However, some participants indicate a total yearly household income of $0 to 

$19,999, which is classified as living below the adjusted absolute poverty measure 

(Human Development Council, 2011). In 2009, the estimated annual income with the 

low-income cut-off (LICO) indicator (i.e. measurement of adjusted absolute poverty) for 

a lone parent with one child residing in a city with a population between 30,000 and 
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99,999 (e.g. Moncton) was $23,685. The median total income for families with children 

in New Brunswick in 2011 was $63,930, while the lowest income was $18,402 (Human 

Development Council, 2011, 2012; Statistics Canada, 2013). The female study 

participants are more likely to have lower household incomes than the male participants. 

These characteristics offer a brief synopsis of the participants, while data coding and 

resulting themes that further explain their experiences in the context of sexual health are 

outlined below. 

Data Coding 

 Participant data was coded using a framework developed from Lecompte and 

Schensul (1999) and Morse and Field (1995) that included theoretical understanding, 

established research questions, along with categories and themes that emerged over the 

course of this study. A social ecological model (Bronfenbrenner, 1979; 1992) and 

critical lens (Denzin et al., 2008) provide a socio-cultural, historical, structural, and 

political lens that includes the concepts of sex, gender, and location (Institute of Gender 

and Health, 2012). The use of this model facilitated a greater perspective of the varying 

influences on Aboriginal youths’ experiences with sexual health services and HIV/STI 

testing. The thematic analysis was informed by all data sources (i.e. observations, 

interviews, and documents) and examined and interpreted the data for codes, categories, 

and broader themes. This process helped identify recurring patterns of similarities and 

differences that shape youths’ experiences in the context of sexual health. In the end, 

four major themes emerged from all data sources: (1) Funding and legislative bodies, (2) 

Intergenerational shaping of sexual health, (3) Sexual health places and education, and 

(4) Perceptions of sexual health and HIV/STIs. Direct quotations from participants, 
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along with data from observation and document retrieval are used throughout to 

illustrate aspects of the theme and substantiate the youths’ experiences with sexual 

health services and HIV/STI testing. Figure 2 presents the thematic networks of the sub-

categories, categories, and themes. 

 

Figure 2. Illustration of themes, categories, and sub-categories of Aboriginal youths’ 

experiences with sexual health services and HIV/STI testing. 

Funding and Legislative Bodies 

 Funding and legislative bodies is the first major theme that emerged. This theme 

encompasses structural and political factors that can positively or negatively influence 

youth-related policies, programs, and services. It also encompasses how participants are 

dependent on First Nation sources of funding and legislative decisions for various 

health-related policies and youth related services. As a result, access to various 

programs and services is greatly influenced by the funding opportunities available for 

youth and how these are implemented at the local level. Because funding is so important 
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for resources, participants’ stories, observations, and documents pertaining to funding 

sources and program guidelines helped identify the conceptual category of meaning 

derived from this theme.  

Funding Community Needs 

 Health Canada is the overarching national health system with funding and 

priorities for Aboriginal people and communities managed by the First Nations and Inuit 

Health Branch (FNIHB).  

Health Canada's role in First Nations and Inuit health began in 1945, when 

Indian health services were transferred from Indian Affairs to Health Canada… 

By the mid-1980s, work began to have First Nations and Inuit communities 

control more health services. Capacity for governance has been increasing over 

the past decade… FNIHB provides for, or supports the delivery of community-

based health programs on reserve and in Inuit communities as well as the 

provision of drug, dental, and ancillary health services to First Nations and the 

Inuit, regardless of residence. The Branch also provides primary care services on 

reserve in remote and isolated areas where provincial services are not readily 

available. (Health Canada, 2013) 

 

 The band council makes funding decisions around the perceived needs of the 

community. Interested stakeholders lobby according to their area of interest while not all 

funding requests can be met. The community health centre director and community 

health nurse report that any health-related funds for the community, including sexual 

health services for youth, must be approved by the Chief and band council in addition to 

grants approved by the FNIHB, whose financial mandate underpins the delivery of 

public health and health promotion services in First Nation communities (C. DeWolfe, 

personal communication, September 1, 2011). Once the Chief and band council approve 

allocation of health funds, the director of the community health centre then distributes 

these among the various health programs. Therefore, a specific focus on sexual health 
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promotion can be challenging in a community with diverse health needs and limited 

funding.  

 For a brief period the sexual health promotion and prevention program in the 

community was offered by the provincial government through a public health outreach 

program with a public health nurse and a family physician. However, the program ended 

in 2010 and funds were no longer available for the sexual health outreach program (K. 

Sobey, personal communication, September 1, 2011). The youth in this study suggest 

that the provincial government could be doing more with regard to health care services 

for their people. Some mentioned the complexities of fund allocation, but most did not 

comment on the laws and treaties guiding First Nation healthcare provision. A number 

of participants did, however, indicate the lack of healthcare services for youth in the 

community. They also note the lack of discourse between First Nation communities and 

the provincial government with regard to inclusive healthcare for their people. Leah 

shares her perspective on healthcare services needed in this community and how she 

interacts with the system both as a young adult and as a healthcare professional. 

Going into the schools to offer health sessions for Aboriginal youth, I’ve 

observed the gap in health services for youth. There are many programs and 

clinics for babies, pregnant mothers, and elderlies, but there isn’t much in terms 

of health promotion, program, and services. I know that the community health 

nurse had put a lot of cultural programs in place like archery and other programs 

related to traditions and practices but not to health promotion and prevention, 

like sexual health, drugs, and alcohol.  
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Marc highlights the importance of funding needle exchange programs for the prevention 

of hepatitis C and HIV/AIDS. He also shares the importance of investing in local health 

promotion, disease prevention, and harm reduction programs:  

In this community, people try to be clean, but there are a lot of people on drugs 

that share needles. They’re not very careful. I’m not against drugs, if you want to 

have fun and party, that’s your choice, but don’t share your material. People need 

to have access to clean material and equipment in this community. In other 

communities, I’ve seen a woman pass out condoms, information, and clean 

equipment… she would help people by giving them information… We need 

something like that around here, more sexual health services and clean needles 

for the people in the community. The government needs to do more and listen to 

our needs. 

 In summary, the funding and legislative bodies theme enhances understanding of 

both local and external influences on health care funding and the challenges around 

having a specific focus on sexual health promotion. Study participants know there are 

intricate dynamics related to the allocation of youth related program funds (i.e. sexual 

health programs) within their community. Some have even voiced the need for greater 

dialogue between government and First Nation communities.  

 Although funding is an important influence in the context of sexual health, so is 

how youth build their understanding of sexual health from generation to generation. 

Therefore, the intergenerational shaping of sexual health theme below offers insight into 

youth’s multidimensional construction of culture, health, and sexual health. 
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Intergenerational Shaping of Sexual Health 

 Intergenerational shaping of sexual health is the second major theme derived 

from data analysis. It includes the context in which participants live out every day 

experiences, but which is influenced by culture and history. Intergenerational shaping 

refers to the perceptions, values, and practices transmitted from generation to generation 

and enacted by youth. In this study, the history of assimilation and marginalization also 

serves to influence access, along with the meaning and understanding of sexual health 

among participants. 

Intergenerational shaping of sexual health can be seen in the often-absent 

construct of sexual health within the community’s health promotion and education 

platforms. For the youth, the intergenerational shaping of sexual health is rooted within 

a historical context of marginalization, assimilation, and abuse, which has had a 

significant impact on their culture as a whole. Some youth share the broader effects of 

history on maintaining their culture. Gina describes the following: "It [Mi’kmaq 

language] stopped so suddenly, there was no continuation and my mother doesn’t speak 

Mi’kmaq because her father married a non-native woman and she didn’t really get 

taught, so she couldn’t really teach me." 

An elder from the community offers an analogy to explain the shattering effects 

marginalization and assimilation have had on its culture and significant disease rates that 

still affect his people today: "It’s like a shattered glass that you try to glue back together, 

but do not have all the pieces needed to put it back together like the way it was in the 

beginning" (R. Noël, personal communication, May 21, 2013). In my conversation with 

R. Noël during a sex and gender conference, he explained how history has forever 
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changed his people in the context of sexual health. Consequently, the intergenerational 

disconnect recognized by many also affects how youth connect culture, health, and 

sexual health. History has not only created barriers to the continuation of many 

Aboriginal traditions and practices, but has also created major rifts in participants’ 

capacity to build a holistic perspective of health, including sexual health. Instead, youth 

have been compelled to seek their own understanding of sexual health, as it appears 

separate from their notions of culture.  

The theme of intergenerational shaping evolves from the broader perspective of 

the intergenerational interactions (e.g. from generation to generation) that create diverse 

perspectives of culture, health, and sexual health. Three conceptual categories of 

meaning are derived from this theme: (1) notions of culture, (2) notions of health, and 

(3) notions of sexual health.  

Notions of Culture 

 Culture and history are embedded within all strata of society and influence 

Aboriginal youths’ everyday experiences and interactions within and outside this 

community. The strong ties to their culture become evident when they speak about their 

traditions, history, and cultural identity. The participants view Aboriginal culture as a 

part of their everyday life; however, most are unable to clearly articulate specific value 

or influence it has. "I don’t know how to explain it; it isn’t really a priority for youth 

living here, but we just know it is really important. The connection is really important," 

says Dana. Fundamentally, these individuals know that their culture reflects who they 

are and that it will impact who they are to become. As such, I make the following 

observation: 
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Leaving the health centre tonight I think about the youth I have met and how 

they have this unspoken amount of respect for their culture. Aboriginal culture 

has been through the test of times and is still very present in the hearts of many 

youth. At this moment I am thinking about my great great-grandmother and 

wonder who she was. An Aboriginal woman, that I know, but I wonder how 

marginalization and assimilation had changed her. I also wonder about the 

intergenerational factor passed down from her ancestors. I want to know more 

about this culture and about the people. (Field Notes, December 10, 2012) 

Although many young adults still have a strong connection to their culture, they 

seem to lack the means to carry forward some of their sacred traditions and practices. 

All participants indicate a willingness to integrate Aboriginal traditional practices into 

their daily lives; however, the traditional learning structures are not in place to support 

transfer and sustainability. From the data presented here, it is evident that Aboriginal 

culture (i.e. practices, oral traditions, and history) intersects with the lives of youth in 

different ways. When asked about his culture, Marc explains how social, structural, and 

political factors create barriers to the sustainability of his Mi’kmaq language. He also 

shares how time has eroded his language and created different dialects: 

I’m strong for Aboriginal culture. I believe that we’re missing our culture as we 

speak because I can’t speak my words… most people I know can’t speak my 

language. Everywhere I go there is French and English and everything but [not] 

Mi’kmaq. Also because I travel a lot, I cannot really practice my language with 

anyone… just like every French community has different French, every reserve 

has a different slang for Mi’kmaq. I would definitely like to see more of my 
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language, but in a realistic manner, the government’s not going to do it and that’s 

just how it is.  

Gina explains the significant effect that structures such as schools and homes 

have on the transfer of customs and traditions. She has learned about Aboriginal culture 

in the community elementary school, but teachings do not continue at home or when she 

or her peers enter the provincial high school. She also believes that a lack of time is a 

significant barrier to the continuation of their culture. She explains that for many it 

requires a continued effort at home and in the community: 

Busy schedules I think are the reason why people don’t attend the traditional 

 activities… It’s not really a top notch or top shelf priority really, but I still think 

it’s important. I went to school in this community. We had art culture classes 

where we learned our language and we did crafts and stuff, it was awesome, but 

as soon as we hit high school, it was done and you kind of lost it. All the 

[cultural] stuff that I learned at the community’s First Nation School is 

completely forgotten. A little bit of Christmas songs I still kind of remember, but 

that is it. I know they have some of it now in high school, but not enough. (Gina)  

Although there are concerted efforts to strengthen the presence of Aboriginal 

culture in the province of New Brunswick, more work is needed. Many youth find it 

difficult to continue their traditions and practices without a strong daily presence. Marc 

explains, "In this community, they’re trying really hard to get more Aboriginal traditions 

in the high school. They have courses and stuff like that, but nothing outside of here. I 

rarely see signs of my culture in other regions." This cultural disconnect between the 

province and the community is important where First Nation and non-First Nation 
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communities live separately, and where most Aboriginal communities are located in 

rural regions.  

In fact, non-Aboriginals in this province rarely visit First Nation communities to 

access programs and services, thus creating further alienation, disconnect, and economic 

instability. Most participants understand that they must leave their communities to seek 

adequate employment, sexual healthcare services, activities, and higher learning 

opportunities. Bernard Richard, previous Ombudsman for the province of New 

Brunswick, describes a "huge divide between First Nation children’s opportunities and 

outcomes compared to those of other children in the province" (Office of the 

Ombudsman, 2010, p. 89). These social inequities and cultural disconnects create 

further instability in the lives of youth and may influence their ability to connect the 

historical, cultural, and holistic perspectives of health.    

Notions of Health 

 Notion of health is the second conceptual category and an important part of 

Aboriginal culture. As a result, certain community values have been highlighted to 

better understand their holistic meaning. The health and wellbeing of Aboriginal 

communities are closely tied to their connection with the earth and the strength they gain 

from this connection. The community health centre observed during the field visits 

offers a holistic perspective, which connects culture and the meaning of health. Situated 

in the heart of the residential area, the centre is within walking distance of the homes of 

many Aboriginal youth. Once in the centre, cultural elements and the inextricable 

connection between health and the earth are visible all around. The community health 
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centre’s website further indicates a commitment to a holistic perspective of health, in 

line with traditional Aboriginal notions of health. 

The community’s vision of good health and wellness is holistic in its approach, 

in that the needs of individuals are recognized from the four aspects: social, 

physical, emotional, and spiritual. The services and programs provided are 

comprehensive, accessible, effective, and equitable so as to meet the health and 

wellness needs of community members encompassing the four aspects. (Eel 

Ground Health Centre, 2014) 

 

As is evident in elements from the posters to the information pamphlets, the health 

director and other health professionals have made significant efforts to promote health 

and wellness within the framework of Aboriginal culture. Balance, harmony, and 

interconnectedness can be seen in all images and publicity material. A first-hand 

experience with this centre is recalled as follows: 

My very first impression walking into the health centre this afternoon is a 

positive one. The community health centre is very nice. The health service 

providers are very friendly and inviting. The waiting room is of neutral color and 

quiet. Dream catchers, pictures, and posters of the Medicine Wheel, sacred 

plants, Elders, and special ceremonies can be seen hanging on the walls. There is 

also a small playroom for visiting children and information booklets on health 

promotion, disease prevention, workplace safety, and community health. There 

is, however, no information connecting culture and health to the various sexual 

health issues for youth (i.e., healthy relationships, pregnancy prevention, birth 

control, condoms, and sexually transmitted infections). Condoms are also not 

easily accessible. (Field notes, April 12, 2011) 

The information pamphlets available at the community health centre primarily 

target Aboriginal people. For example, the cover of a pamphlet for healthy pregnancy 
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portrays a young pregnant Aboriginal woman surrounded by her community members 

(i.e., a female Elder, a young man, and a young mother with her infant), a forest with 

trees, and the moon. The picture illustrates the connection of the young woman and her 

unborn child to her people, to her community, to the earth, and to the spirits. The title of 

the pamphlet is "It takes a village." This holistic perspective has been reflected to some 

of the study participants. Eleven out of the 20 youth define health as a holistic balance 

between physical, mental, and social health, while five out of 20 indicate spiritual health 

as part of their understanding. A word frequency search using transcript analysis 

software showed "people," "health," and "community" were among the ten most 

frequently used words in participant interviews.  

 These findings not only present a broad perspective of health, but also a dynamic 

and interconnected conceptualization of what health is for youth. This understanding is 

congruent with the principal foundation of the Medicine Wheel, which promotes the 

attainment of good health through the balance of the four spheres: mental, physical, 

emotional, and spiritual (Young, Wabano, Burke, Ritchie, Mishibinijima, & Corbiere, 

2013). When defining health, youth in this study also speak of healthy lifestyles (i.e., 

healthy eating and exercise), healthy behaviours (i.e., drug abstinence, alcohol in 

moderation, and protected sexual intercourse), self-actualization (i.e., furthering their 

education), healthy relationships, and happiness. For Peter health means: 

Eating healthier, maintain healthy habits and having an active lifestyle also, 

having a good relationship with my family, and having a good relationship with 

my friends. Also, try to live a stress-free life and know activities you can do to 

keep your stress down, stuff like that. 
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Leah describes health through a holistic lens. Much like the Medicine Wheel, she speaks 

of a holistic balance. 

For me, it’s all aspects of life, so mentally, physically, and psychologically. 

Yoga and meditation are also important. I go to the gym in the community… and 

work out with cross fit training… My partner also exercises and works out. He 

understands what it’s like to want to find that balance between work 

responsibilities, exercise, and relaxation.  

Emma adds happiness to the significant predictors of health. She speaks about creating a 

balance between one’s physical, social, and emotional selves: "to be fit, eat healthy and 

go to the gym. Have healthy relationships because they make you happier. You laugh 

and have fun, that’s healthy." Marc also sees happiness as an important component of 

being healthy. Even though he admits to unhealthy behaviours, for him being happy is 

more important than anything else.  

Health is if you’re happy, then you’re healthy. It’s not just about counting 

calories, exercising every day, doing this and doing that. It’s about smiling and 

being happy. This is healthy to me. I know I smoke a pack a day and I don’t eat 

how I should, but the thing is you only live once… I know my choices are 

sometimes unhealthy, but to me it’s about being happy. 

Notions of health among Aboriginal youth are described in the context of 

connections and holism. Participants define physical (i.e., exercise, activities, recreation, 

and nutrition), mental (i.e., stress, education, and activities), social (i.e., relationships, 

friendships, and activities), and some spiritual (i.e., meditation) connections to describe 

their health. Although all youth clearly define physical health as part of the notions of 
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health, a significant lack of sport related activities and youth recreations are affecting 

many and creating important social and structural challenges.  

Lack of activities and recreation. The activities and recreation sub-category 

emerges from the data as participants share the effect that boredom has on them and 

their peers in the community. The young participants respond to the lack of activities by 

choosing risky behaviours influenced by both social and structural factors (i.e. friends, 

older youth, parties, lack of youth infrastructures, and lack of supervision), while older 

participants chose seclusion and more home-based activities to avoid the consequences 

of choosing risky behaviours.  

 When explaining the essence of this category, the participants share that they 

have had to develop safeguards against the many dangers (i.e., drugs, vandalism, 

unprotected sex, and mingling with older youth) that arise as a result of boredom and 

lack of structured activities in their community. Cathy shares, "there isn’t much to do in 

our community, no activities and no sports. We just walk around, and stop when we see 

something happening. We used to hang out at the skate park at night, but some youth 

vandalized it." For Nicole, the lack of activities and recreation encourages risky 

behaviours. "Youth are bored and always looking for something to do. The young ones 

also tend to hang out with much older youth. That’s why most of them end up getting in 

trouble or getting into drugs." 

Most challenging is the lack of youth-focused infrastructures. Several 

interviewees indicate that they choose to socialize and party in the woods, mingling with 

older youth and adults. Others simply stay home and do nothing to avoid the presence of 

drugs, alcohol, and bullying outside of the home. Leah shares how her social 
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surroundings have significantly impacted who she is, who she is to become, and the 

choices she makes:  

I actually didn’t spend much time here in the community, because I got bullied 

quite a bit. I was seen as an outsider; just never seem to fit in with the other girls, 

which is the reason why I went to school in a nearby community. There I was 

really involved in sports and with student council, which allowed me to build my 

self-confidence and make better choices. When I was younger the only activity 

we had was hang out at the bingo hall down the street. There, I would help clean 

up to get pop and chips. However, as time went along, I was more reluctant to go 

because there was always one girl that used to fight me for my treats and money. 

Going through this wasn’t great but now that I’m older, and have more education 

I’m stronger and more confident to stand up to bullies.  

Hannah shares her concerns regarding the high-risk behaviours youth are choosing in 

the community and her reasons for staying home: 

I just hang out with my mom and my family. I try to stay away from youth in 

this community because there’s a lot of drugs and alcohol on the reserve, I just 

try to be quiet and stay away. 

 While some choose to stay close to home, others who want to participate in 

activities need to travel to other communities. Therefore, distance and lack of structured 

activities are important challenges. Jacob explains:  

I don’t do much in this First Nation community. I work out and play some 

sports, but not here. Like most youth, I have to travel outside of the community 

for my activities. There’s really not much to do for fun. All that you can do is go 
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to the community gym every once in a while to play basketball or floor hockey, 

but that isn’t available on a regular basis.  

Hannah explains how community-based and youth-focused infrastructures are important 

for their wellbeing. She shares how some youth have complicated, abusive, and unsafe 

homes. She also believes that having a safe and structured environment can help build 

self-confidence and self-initiative towards a brighter future. She expresses the following 

on this issue: 

The community should invest in a youth centre. This centre could have 

technology for youth, education on sexual health, and abuse prevention: alcohol 

abuse, sexual abuse, and all that. Qualified mentors should also be on hand to 

speak with youth. There’s a youth centre in one First Nation communities it’s 

pretty good, I used to go. They have all kinds of technology and kids can go 

there right after school if they don’t want to go home. A lot of my friends had 

parents who chose to abuse alcohol and drugs. This centre was a safe place. Most 

youth are there every night to hangout and there’s someone talking to them and 

protecting them because they’re scared to go home. Most don’t want to report 

their parents because they think something bad will happen. This centre helped a 

lot of youth and kept them in school. 

Hannah also explains that she has been lobbying the First Nation Band Council for 

many years on this issue, but other pressing economic, political, and cultural issues 

continue to be priority for this community. "Until they realise that the youth are the 

future and that they need to invest in them, things won’t change. I hope [they do], but I 

don’t know." 
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A provincial youth advocate strongly believes that the lack of activities available 

is responsible for most youth choosing risky behaviours, such as unprotected sex. His 

2011 report noted the importance of youth programs and the right to activities for all 

youth in New Brunswick. The document focuses on Article 31 of the United Nations 

Convention on the Rights of the Child that includes five distinct rights: the right to rest, 

the right to leisure, the right to play, the right to recreational activities, and the right to 

participate in cultural life and the arts (Office of the Child and Youth Advocate, 2011).  

In summary, the sub-category lack of activities and recreation demonstrates 

challenges that youth experience in social, political, and structural arenas that render the 

attainment of positive health outcomes difficult for most. The main challenges are poor 

availability and access to the limited resources that result, for some, in either 

participation in high-risk activities or isolating themselves in order to avoid bullying or 

participation in the negative behaviours. Through these experiences youth are not only 

constructing their notions of health, but are also constructing their notions of sexual 

health.  

Notions of Sexual Health 

The notions of sexual health are the final conceptual category within the theme 

of intergenerational shaping of sexual health. Despite its significance, sexual health is 

rarely mentioned or linked when youth define culture and health. "I learned a lot about 

my culture growing up in this community, just nothing about the culture and sexual 

health," said Adam. In the same manner, Ugo agrees, "as far as I know, there is no 

connection between sexual health and Aboriginal culture. I’ve learned about my 

language and my history, but nothing about sexual health." However, for most, 
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willingness to learn is present in the data. Dana said simply, "I would love to hear the 

stories about our culture and our traditions with sexual health."  

Adapting to this lack of cultural connection, the youth have developed personal 

perspectives of sexual health. Initially, participants were mostly unsure when asked 

about sexual health, but later offered their conceptualization of a disease-oriented 

perspective and an understanding of the importance of protection. For Hannah, sexual 

health encompasses birth control and emergency contraception. Adam defines sexual 

health through the notions of disease meaning "sexually transmitted infections… 

because usually your sexual health has to do with the action you get [sexually] and your 

risk-taking behaviours." France continues with her perspective, referencing "the sex 

disease and that’s pretty much how I see it."  

When defining their "protective" perspective of sexual health, these individuals 

not only emphasize protection against pregnancy and sexually transmitted infection, but 

also protection from abuse. Nicole defines sexual health as being, "disease free and baby 

free. It can also mean having to say no to a pushy partner and leaving." For Stephen, it’s 

about being safe and using protection during sexual intercourse, "I just find it takes 

things to a different level, and condoms are important." Most participants share their 

uncertainty with the basic understanding of sexual health, but understand that it requires 

protection and safety. "I don’t really know, but I would have to say being safe and 

wearing condoms," said Thomas. "I’m not sure, but I would think it is someone who is 

careful in that area. When they have sex I mean… they do it safely, wearing condoms 

and getting tested, "continues Brian. 
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Hannah describes her perspective of sexual health, one that encompasses 

protection, disease, and education: 

It’s larger than just sex. It’s about teaching our young ones how to be protected. 

It’s about the youth because I have nephews and nieces who are young teenagers 

and they have to know what’s going on. They need to learn about this, because if 

they don’t they’ll end up unprotected... younger teens in this community don’t 

know about the emergency contraception and how to put on a condom. They 

think it’s funny… and they don’t really take it seriously. You can get pregnant or 

catch something. They need to know.  

In the past, strong family and community connections in Aboriginal communities 

encouraged open discussion and ceremonies to commemorate many of life’s transitions, 

including those related to sexual health (i.e. puberty, sexual identity, fertility). In earlier 

times, Aboriginal peoples and their communities collectively promoted healthy 

sexuality, healthy relationships, and disease prevention (ANAC, 2002). Among the few 

formal documents available pertaining to sexual health promotion through Aboriginal 

culture is an educational guide released by the Aboriginal Nurses Association of Canada 

in 2002. The document was explored for Aboriginal worldviews on culture and sexual 

health.  

For Aboriginal peoples, a broader view of health is integral to our beliefs and 

values. Good health, including sexual and reproductive health, is a balance of 

physical, mental, emotional, and spiritual components. Health is achieved when 

we live in balance with the natural world and maintain strong connections among 

individuals, families, communities and nations. (ANAC, 2002) 

 

 Thinking about his people and his culture in the beginning, before 

marginalization, abuse, and discrimination became major elements in Aboriginal 
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society, Adam recalls learning: "we had no disease, no abuse, and no violence before 

they [Europeans] came and took everything from us." Many youth agree that the 

repressive European colonization forever altered the landscape of sexual health for the 

Aboriginal peoples. To gain further understanding of Aboriginal views of colonial 

repression and the impact it has had on modern Aboriginal culture and sexual health, the 

document from Kinnon and Swanson (2002) was examined:  

…contact with Europeans and colonialist attitudes brought serious disruptions to 

family  and community… repressive religious attitudes, new diseases, residential 

schools that removed generations of children from family and community life, 

racism and exclusion  that affected self-esteem and high levels of poverty and 

poor living conditions. All of  these have left a legacy that makes achieving 

sexual health a great challenge. (pp. 1) 

  

Marc agrees that history has been a significant barrier to the construction of sexual 

health in Aboriginal culture. To further imply the impact of history, he explains how 

residential schools have created significant challenges to sexual health among his family 

members, who most are the gatekeepers (i.e. Elders) of their culture. Intergenerational 

shaping of sexual health stems from a multi-level perspective (i.e. culture, relationships, 

history, education) including the impact of colonialism and the ongoing formulation and 

reformulation of sexual health. Leah further shares the lack of openness toward sexual 

health in her community: 

I have never heard of any stories or traditions pertaining to sexual health and 

Aboriginal culture in this community. I cannot see anyone approaching an Elder 

to learn about sexual health, maybe a grandmother, but even there… we have our 

annual powwow where everyone comes together, but focused on sexual health 

traditions like coming into womanhood and moon phases, nothing… it’s really 

not that open here. People keep a lot to themselves and share very little.  
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In some First Nation communities, Aboriginal people and Elders do promote 

specific cultural traditions and values towards sexual health. These traditions pertain 

primarily to puberty and the coming of adulthood (i.e., moon phases, menstrual cycle, 

boyhood to manhood, girlhood to womanhood) (Anderson, 2000). Peter speaks about 

the importance of adding more sexual health education for the youth in his community:  

They should have more about sexual health for sure… Youth should be learning 

about the good and the bad [sexual health]. There are a lot of teen pregnancies on 

this reserve and youth are doing it for stupid reasons. I know one kid who is just 

doing it to get a house. She is so young and she so has many kids. 

Sexual health remains a sensitive topic for many of the youth, and it was made clear by 

participants that they appreciate when the sexual health educators are young and have 

cultural similarities and connections to them. This reinforces the cultural connection for 

youth.  

 In summary, intergenerational shaping of sexual health is an abstract theme that 

describes how participants understand and describe sexual health with a lineal 

perspective from Elders and family members. The underlying foundation of this theme 

is grounded in the context of youth living in this First Nation community. It is evident 

that, while participant’s construction of sexual health is one of uncertainty and safety, it 

also integrates concepts of disease, abuse, silence, and pain; all of which further create 

constraint in the present sexual health promotion landscape through the various sexual 

health places and education.  
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Sexual Health Places and Education 

Sexual health places and education is the third major theme of this study which 

emerged from the following conceptual categories: (1) Elders, family, and sexual health; 

(2) sex, gender, and sexual health; (3) dynamics in sexual health places; and (4) formal 

and informal education. This major theme illustrates how participants face different 

levels of interaction in a sexual health context, which create varying degrees of 

challenges. It also encompasses the knowledge that while youth interact with various 

formal systems for the purpose of sexual health promotion and prevention, they also 

build their own individual experiences and perspectives with regard to these services 

and the people with whom they interact. Youth are not just silent observers in these 

interactions; rather, they play an active role in the moulding of their experiences and 

their perceptions toward sexual health with many people and places, including Elders 

and family members. 

Elders, Family, and Sexual Health 

 The present category describes a complex dynamic based on cultural, historical, 

and social factors. In this community, like in most First Nation communities, Elders are 

very important people; they play a significant role in the continuation of Aboriginal 

culture through the teaching of traditions, values, and practices. For youth in this study, 

Elders are venerated and highly respected for their wealth of sacred knowledge and their 

link to higher spiritual meaning. The level of respect renders the idea of speaking about 

sexual health with an Elder unacceptable and even impossible for many. Marc describes 

how historical injustice has created a significant barrier to the discussion of sexual 

health in his own family and other community members: 
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It’s all about who the Elder is. For us, it’s more like asking your grandfather or 

grandmother, or your aunts and uncles. However, most of my uncles and aunts 

have suffered in the residential schools, even my great uncles and my great 

aunts. They have always frowned upon all of that [sexual health] because of 

what they went through. Most of my family members drink to cover their pain; 

they don’t really talk to you much about anything having to do with sexual 

health or anything around it. 

Hannah shares her experience of growing up and not being able to speak freely 

about important sexual health issues in front of her grandmother, who is an Elder. "All 

we [she and her siblings] wanted was to hear a story about Aboriginal culture and sexual 

health, but other family members would promptly stop the conversation." This unwritten 

rule calling for no acknowledgement of sexual issues creates significant levels of 

uncertainty, discomfort, and misrepresentation for youth. At a very young age, Hannah 

and her siblings were taught that topics related to sexual health were off limits. 

Therefore, the natural elements of growing up (i.e., puberty, boyhood to manhood, 

girlhood to womanhood, relationships) became complicated and confusing notions for 

youth. Today, Hannah disagrees with this practice and sees the importance of sexual 

health promotion through the voice of the Elders. 

Why is it so shocking to talk about sexual health in front of Elders? We can’t say 

it in front of young kids, and now we can’t say it in front of Elders too. I don’t 

know, but they should be able to talk and be open to tell and share their stories 

about what they’ve learned…. I’ve never heard Elders speaking about sexual 

health, but they should be able to share their stories. 
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While Hannah sees the importance of having Elders share their knowledge and stories 

on sexual health education, most participants view age as a significant barrier to 

discussion on this topic. All participants mention the importance of being comfortable 

when discussing issues pertaining to sexual health, and they state that they would be 

more comfortable with a younger, knowledgeable sexual health educator. Jacob explains 

the important role Elders have in the transfer of Aboriginal customs and traditions, but 

unlike Hannah does not see their role in sexual health promotion.  

I have never heard of Elders in this community speaking about Aboriginal 

culture and sexual health. I mean they always tell their stories about our 

traditions and  culture. But to talk about sex, I wouldn’t be comfortable 

personally. I also would imagine they would feel very uncomfortable to share 

information about sex… Even though I am very interested in learning about my 

history and traditions, I wouldn’t want to learn about sexual health from Elders. 

For me, learning about sexual health is awkward.  

The Elders, family, and sexual health category highlights the respect Aboriginal 

youth have toward their Elders, but this high esteem also serves as a significant barrier 

in the context of sexual health, as these holders of sacred knowledge are not seen as 

approachable when it comes to talking about these issues. Assimilation, marginalization, 

history, age, and discomfort intersect and inhibit youth when seeking to understand the 

cultural context of sexual health. As a result, youth construct their own understanding of 

sexual health in the absence of cultural traditions and also learn to interact with others 

about sexual health with some feelings of inhibition and discomfort toward sexual 

health.  
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Sex, Gender, and Sexual Health 

 Sex, gender, and sexual health comprise a conceptual category that describes an 

iterative process of internal and external factors. The data demonstrates a set of socially 

constructed roles and behaviours attributed to both males and females, which create a 

positive or negative influence on the participant’s health-seeking behaviours (Institute of 

Gender and Health, 2012).  These socially constructed factors are also dependent on the 

youth’s situated moment in time.  

Youth interact with many people, institutions, and communities throughout their 

lives. These societal interactions are the means by which participants build their gender 

roles and relate to other genders, which in turn influence the behaviours they choose 

(i.e., risk taking, health seeking, and health related behaviours). Adam, one of the 

youngest participants, shares an example of a situated construction of gender, along with 

his perception of how men and women interact in society with regards to sexual health: 

I actually heard people talking about this not too long ago… if a man sleeps with 

an older woman he is seen as a hero, but if a woman sleeps with an older man 

she is considered a slut. I, myself, honestly don’t know. To me it shouldn’t really 

matter, because age is just a number... I think we are all equals on the inside.  

Jacob speaks about equality between genders and how people in society should stay 

away from harsh judgements without really knowing the context or situation for which 

they are passing judgement:  

Actually, it doesn’t really matter who is having sex with whom, and with how 

many people. It’s acceptable for both sides, if that is what they are choosing to 

do. Labelling, I guess, is just plain dumb. You shouldn’t have to call them out on 
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something, because it’s their personal life and if they are not hurting anyone... 

Personally I think if you’re not in it, butt out. 

Emma thinks men are generally more comfortable when it comes to sex, but 

when it comes to the perception toward the number of sexual partners, she doesn’t see 

the difference. "I think men are just more comfortable about sexuality and it’s different 

for a woman. But for the amount of partners, I don’t think it really matters, because they 

both did sleep with a lot of people." "I think they [gender based and social perspectives 

of sexual health] are the same," says Cathy. Hannah shares her perception of the concept 

of sex differences: 

Yes, there is a difference between the needs of men and women with regards to 

sexual health. I can’t personally speak about men, but for us it’s a lot different 

because we have to get pregnant and different things like that. The guys don’t go 

through what we go through when it comes to sexual health…. but I’m the one 

giving birth and my hormones are to here [lifting her hand to show a high level]. 

With regard to sex, gender, and society perceptions, Marc talks about "classic thinking" 

of gender, sex, and gender-based differences: 

I guess it would be classic thinking that if a girl sleeps around a lot, she’s a slut, 

and if a guy sleeps around a lot, and then he’s a dog and a player. But for me, it’s 

if you sleep around a lot, you’re a slut no matter who you are. I have had my 

share of sexual partners so it’s like if you want to talk about me that’s fine, but I 

don’t really care. It’s what I’ve done and it doesn’t define who I am now. Sure, I 

feel somewhat bad for breaking a lot of hearts, but it’s the game. I know it 

shouldn’t be a game, but it’s been that way for years and even for centuries. 
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Gina shares her thoughts on gender-based thinking in society. "A guy can be a super 

slut, and a girl can be with one guy and be stereotyped as a slut. Stereotypes are stupid." 

Hannah notes how advertisement and media are important outlets that influence the 

perception of gender for many youth: 

When we talk about sexuality and how society sees men and women, I don’t 

think it’s any different. They might have different values, but we’re all equal. 

We see stuff on TV and most commercials are targeting women, like the STI 

vaccine. You really don’t see anything for guys. You never see commercials 

promoting testing of HPV for guys. Advertising should be for both, not just 

women. That would take some of the responsibility off of us and give some to 

them.  

According to Karl, youth learn many things through the media, people, and society. 

However, he remains adamant that equality should prevail when discussing sex, gender, 

and sexual health: 

On TV and in the community, perception on sex is just all over the place 

between what a guy can do and what a girl can do. I say that men and women are 

all equal; there is no difference, even if society says there is. 

 The category of sex, gender, and sexual health presents the perspective of how 

youth construct their gender. It includes gendered expectations of their peers and how 

this may hinder their willingness to learn and share important sexual health information. 

This category also shows how gender based inequities and interactions can create 

preconceptions of what it is to be a man or a woman and further implies that gender and 

sexuality are socially constructed through time and place. The younger participants 
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rarely discriminate when it comes to sex, gender, sexual health, and societal perceptions, 

while the older participants agree that there is a significant difference. Even though they 

have been and will continue to be exposed to gender stereotypes that pervade North 

American society, most participants see men and women as equal, and most do not 

personally relate to stereotypical ways of thinking. Gender-based differences can create 

complex dynamics when it comes to youth choosing or not choosing to access various 

sexual health places (i.e. community health centre, sexual health centre, and primary 

care settings) and are outlined next.  

Dynamics in Sexual Health Places 

This category describes the experience of participants with various healthcare 

places providing sexual health services. Dynamics in sexual health places is best defined 

as a multi-level, dynamic experience that occurs prior to, during, and after access to 

different sexual health places. This iterative process is significant, as each factor and 

experience may hinder or facilitate the willingness of an individual to access services. 

"Its [sexual health] an embarrassing topic… and most of us just don’t want talk about it. 

Also, youth in this community do not generally access the local health centre for sexual 

health services, because they don’t offer any sexual health services," said Quinn. 

However, for Irene there is no complication. "The community health centre is just a 

place you go. I go every other year for my pap test and get tested at the same time, 

nothing major." 

For Leah "it is always very awkward and embarrassing the first couple of times 

you access sexual health services." She continues, further explaining the reasons behind 

the feelings of embarrassment:  
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Even when you know what to expect and what you are there for, it’s still 

embarrassing, uncomfortable, and very private. I know we’ve made some 

progress, because years ago you couldn’t even say sex or talk about anything 

having to do with it. Now I find people are starting to be more open to talk about 

different sexual health issues. I mean we are not totally there, but we have made 

some progress. Sexual health is starting to be more socially accepted, and it 

should be. Society would have a lot less problems if youth would just open up 

and access different sexual health services to receive proper sexual health 

education. 

 The different sexual health places for youth living in this community are the 

First Nation community health centre situated in the heart of the community, the sexual 

health centre located in a city about 25 km away, the hospital (i.e., the emergency 

department) located 17 km from the community, and the health practitioner offices (i.e. 

physician and nurse practitioner) situated about 20 to 30 km from the community. 

Participants share that they receive a more complete sexual health education format 

from the sexual health centre located in the regional public health office in the city.  

In general, the male participants in this study seem reluctant to access sexual 

health services and HIV/STI testing at the external public health run sexual health centre 

or the community health centre. Less than half of the participants (i.e., one male and six 

female youth) have accessed their community health centre for HIV/STI testing; yet all 

20 participants speak about the importance of having a health centre in their community. 

The findings indicate that gender-based stereotypes around accessing the clinics appear 

to be age related. The younger male and female participants acknowledge the presence 
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of gender-based stereotypes in society; however, most do not personally agree with 

them. This acknowledgement doesn’t seem to be enough to motivate the male 

participants to access (e.g. only one out of ten male participants accessed sexual health 

services at the community health centre, none accessed the sexual health centre in the 

city). Older participants also agree on the presence of societal stereotypes related to 

sexual health and HIV/STI, but most also acknowledge that gender-based stereotypes 

are important barriers to access for both. Leah shares her thoughts on the gender 

differences with regards to access as follows:  

More women would come at the health centre, but guys just don’t. I could never 

see my boyfriend coming in here. He’s so private and reserved. He does not want 

anyone to know his business. If he has an issue, he’ll make a doctor’s 

appointment and see the doctor privately. And I think a lot of men are like that. 

My brothers were drilled the same way as I was on safe sex and they would 

never come here [the community health centre]. If it’s pertaining to sexual 

health, they’ll go to the doctor, I think because he is a guy. 

In the different primary care settings (i.e., family physicians and emergency 

services), youth did not receive complete and comprehensive sexual health education. 

However, the male youth still preferred the quick sexual health delivery model of care in 

the family physician’s office and the emergency healthcare setting to the public health 

service delivery model of sexual health promotion and HIV/STI prevention. Nine out of 

the 20 youths have been tested for HIV and other STIs, and out of these, two are males 

and seven are females. Three are 17 years and younger, while six are 22 years and older. 
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While the numbers are small, this shows both gender and age-based differences in this 

group.  

All agree that characteristics of health service providers play an important role in 

the success of any sexual health program. For Peter, "gender is an important factor. I 

think for a guy it would be a lot easier to talk about this with another guy, instead of like 

a younger male coming to talk to a woman, even if she is a doctor. That would be very 

uncomfortable for any guy, I would believe." Given that sex is generally considered a 

very intimate and private topic for participants, many are reluctant to share any 

information pertaining to his or her personal sexual health and history, particularly with 

someone of the opposite sex. In addition, participants identified service delivery models 

of care; socially constructed gender, and the way clinics are named (i.e. sexual health 

centre) as potential inhibitors to access.  

First Nations health centre. The youth are very positive about the services 

offered at the First Nation health centre and the health care providers themselves. "The 

other sexual health place downtown and the doctor’s office are not as nice as our 

community health centre," shared Gina. She continues to explain why sexual health 

education at the community health centre has been important for her:  

Here at the health centre there used to be a nurse that would come and talk to us 

about protection. She would explain that if you don’t use condoms, you’re not 

protected. She would also tell us that if we didn’t use condoms before, we 

needed to tell the person. She taught us to value yourself and others. If you don’t 

want it, you don’t have to have it. That’s what she taught me. 
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Most youth in this study demonstrate no reluctance to access the health centre 

for general services, but become more hesitant when asked if they would access for 

sexual health services and HIV/STI testing. The many social, cultural, structural, and 

political barriers that have been previously outlined may explain the reluctance to access 

these services locally. Leah asserts that living in a small community is challenging for 

youth who are sexually active and want to get tested at the health centre, which is 

located in the heart of the community. She also reinforced the concepts of 

confidentiality and anonymity as barriers to access services.  

[In] small communities, people know everything and for a young person that can 

be very intimidating. I know that confidentiality and anonymity are two 

significant barriers for youth living in this community. That’s why they don’t 

access the community health centre for sexual health and testing. They only 

access the centre for more general health related issues, such as colds, 

vaccinations…  

 The centre offers minimal sexual health services, such as pregnancy prevention 

(i.e., emergency contraception, and condoms), pregnancy testing, HIV/STI testing, and 

some STI treatments (i.e., chlamydia and gonorrhea). Other, more specialized sexual 

health services (i.e., sexual health counselling, harm reduction, HPV and herpes 

treatment) are no longer available due to provincial budget cuts, and people must travel 

to the neighbouring city for these services. The health centre does offer a Women’s 

Wellness Clinic with a nurse practitioner once a month; however, few participants use 

these services even though they are considered important by most of the female 

participants.  



 

103 
 

 For Irene, accessing the centre for sexual health services and HIV/STI testing 

was not an issue. She always had positive experiences, which is why she doesn’t 

understand youth who refuse to access it. She suggests parental relationships as a 

possible indicator of access.  

I’m extremely open with my mother, and this allows me to be comfortable with 

sexual health. However, I find that the other girls on the reserve don’t want to 

access the community health centre. Some of my friends are afraid to be judged, 

because if people see you accessing these services then they might assume you 

have something... I know when I came to see the nurse practitioner there was 

nobody in the waiting room and the clinic wasn’t busy at all, not a lot of people 

come... I know how some of the girls are from here and they kind of just feel like 

people are judging them and they don’t want people to know their business.  

 Leah offers insight into how family, community, and culture are all influential 

factors in Aboriginal youths’ choices to access local healthcare services: 

Having credible health professionals, Aboriginal or not, I think is important for 

any sexual health program. Because we live in an Aboriginal community, a lot of 

people say that all healthcare staff should be Aboriginal. However, I don’t tend 

to agree with this… I think that if you’re educated and that you can do the job 

and do it well, then that’s what matters. I think it’s great to have credible nurses 

from outside the community; this reinforces confidentiality and anonymity, 

much needed in small rural communities. I know some people would feel more 

comfortable with a nurse of Aboriginal culture working at the health centre… 

but [among] the younger crowd I don’t think this is an issue. I don’t really need 
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to have everything and everyone around me to be Aboriginal, but I do 

understand that for some people this is very important.  

Better harm-reduction services and better hours of operation are also important 

indicators of access highlighted by some participants. Marc shares:  

I think it’s mostly about people actually getting their equipment and protection. I 

mean clean needles and easier access to condoms, that’s the best thing they can 

do here. The health centre is only open so many hours in a day, and youth often 

need condoms when it’s late, not during the day. I work 9:00 to 4:00, so I don’t 

need condoms from 9:00 to 4:00. It’s at 1:00 in the morning or 2:00 in the 

morning that you need them.  

Gina also suggests similar efforts to increase accessibility, increased access, more ready 

information, and confidentiality: 

More information on the STI testing procedures would be great, because then 

guys would know that they don’t have to get a Q-tip up the penis for an STD test. 

Also, opening this place up during the evening because then you have more time 

to get here. Also the health centre should have its parking lot in the back, and 

then nobody would see your truck and nobody would know that you were here. 

It’s a small community and if someone knows your truck, then they see you’re at 

the health centre and then they’ll ask you about it. It’s really not confidential. 

Having a parking lot in the back would be better, more confidential and more 

accessible.  

Adam speaks about trust and lack of information and how these can influence his 

willingness to access:  
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It was nerve wracking and awkward telling a nurse I wanted to get tested 

because it’s personal and you are telling someone you don’t know that you want 

to get tested and why. Also, the fact that I had to pee in a bottle and had to give it 

to the nurse, that was really stressful. I was still experimenting then and I was 

afraid they would do a drug test without telling me. 

 In response to the lack of localized health services for youth, a community health 

nurse working at the centre did pilot an after-school program. Once a week for nearly 

two hours, the program offered youth under the age of 18, education pertaining to the 

promotion of sexual health and prevention of drugs, alcohol, pregnancy, HIV/STIs, and 

abuse (i.e., sexual, physical, emotional, and cyber abuse). Attendees received a meal and 

had the chance to discuss the health-related information received over dinner. 

Unfortunately, the program did not last as youth attendance became inconsistent.  

 All participants who attended agree that they greatly benefited from this program 

and the information provided. They also speak positively about the learning format and 

found it to be very informative. The chance to learn with others in an informal way 

allowed them to speak openly and ask questions they wouldn’t normally feel 

comfortable asking. Participants indicate that they would greatly appreciate having this 

program again. Emma, who has never accessed the community health centre for 

HIV/STI testing states that she loved the after-school program: 

The most I learned about sex was last year, coming here at the health centre with 

the nurse after school. We learned many things including the importance of 

condoms, [and about] STIs and pregnancy. We also learned how one little 

mistake could turn into something big, like having sex once without a condom 
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can give STIs and can get you pregnant. They also talked about what you can do 

when you get pregnant, where you can go for help and where you can get tested. 

We learned a lot coming here and it was great. I wish they still had these 

sessions. 

Adam agrees, sharing his experience: 

We used to have a sexual health program here sometimes after school on 

Thursday with the community health nurse. We learned about the signs of STIs 

and infections. We also learned about the services that we have here and we 

liked the food. I was very comfortable, it was all people we knew and I had no 

problems to answer the questions; it was all the Aboriginal youth I hang out 

with…. 

For Cathy, the informal, fun, and interactive sexual health-learning format is what she 

prefers:  

We would play games and have food. We learned about a lot of stuff. We would 

talk about STI, and we even had a Jeopardy game. It was a lot of fun. The games 

were fun, they made you think and they made you want to know more. 

Some important barriers (i.e. lack of confidentiality and anonymity; non-flexible hours 

of operation; lack of youth sensitive programs and lack of sexual health programs and 

services) have been highlighted, along with social and suggested structural features (i.e. 

fun and interactive sexual health learning format; knowledgeable, youth friendly, and 

gender sensitive programs and services) for the community health centre.  Participants 

also discussed the sexual health program in the neighbouring city.  
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Sexual health centre. Youth who reported having accessed the sexual health 

centre in the nearby city said they felt awkward initially, but felt more comfortable as 

time went on. Health service providers have a significant influence on the youths’ level 

of comfort and willingness to access. However, some youth suggest changing the name 

of the clinic so that the type of services that they are accessing would be less apparent to 

others. At the centre, the public health nurse offers a complete sexual health promotion 

and prevention program that includes education about the use of contraception, 

emergency contraception (ECP), HIV/STI, testing procedures, and relationships. Irene 

shares her positive experience with the services:  

I was like 17 the first time, and there was a chance that I had abnormal cells on 

my cervix and the nurse explained everything. It was comforting to know what 

they were going to do and that it was extremely common. Then she went over 

things like STIs and HIV testing and how it’s confidential. She was thorough and 

that helped calm my stress. It was just a good experience in a potentially 

awkward situation. 

According to Leah, youth should be comfortable at the sexual health centre, because it is 

youth oriented and the health service providers are very receptive and comfortable with 

this topic. She sees this openness as positive as youth are apprehensive about accessing 

services: 

At the sexual health centre in the neighbouring city, I got a pap test, HIV testing, 

birth control, and education. It was very comfortable. That’s the good thing 

about the public health nurse working at the sexual health centre, she’s so open 

and thorough and you are not leaving her office until you know about safe sex, 
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birth control, and side effects. This is great, because a lot of time you see people 

walk out with very little information, a prescription and they’re hoping for the 

best. It’s private on the top floor, and you don’t really see…  

Olivia explains how comfortable she was attending this centre and explains how the 

health care provider and gender play an important role in the comfort level of youth:  

The sexual health clinic downtown is for all youth. Anyone can go and they do 

testing, like HIV or pregnancy testing. The health service provider was a woman 

and that made  me more comfortable. She was also very friendly, nice, and 

thorough with the information she gave me. She explained everything, which 

helped alleviate some of my fear. It was not intimidating at all and I knew 

everything was anonymous and private.  

Irene also notes that the name of the clinic can be a potential barrier for some, as 

it hinders confidentiality and anonymity. "Maybe not calling it a sexual health centre or 

a sexual health day or a Women’s Wellness would help a little bit, because then they 

know that there’s something involving sexual health." Leah agrees:  

The odd time someone else comes in at the same time as you, you’re kind of 

looking at each other and know that you are there for something having to do 

with sexual health. Well, I mean, nobody knows what you’re here for [SH 

services]. You’re going to see the nurse but nobody knows, so it doesn’t really 

matter. There, it’s a little bit different because you’re going to the sexual health 

clinic. It’s not just a health centre; it’s a sexual health centre, so you know that 

you’re in there for some reason.  
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The category of dynamics in sexual health places illustrates how participants 

adapt to the social, structural, and cultural factors presented to them on a daily basis. 

This includes the primary care service delivery model of care described below. 

 Primary care setting.  The primary care setting emerged as a place related to 

sexual health prevention activities that young people undertook following risky 

behaviour (i.e., unprotected sex or injection drug use). This category describes an 

indirect, multidimensional process that includes external and independent factors (i.e., 

the availability of HIV/STI testing, provincial healthcare policies, health authority 

service delivery model of care, and funding of programs), along with personal feelings 

of reluctance, uncertainty, and vulnerability when accessing and sharing information.  

 Youth interact directly with health service providers during testing in a primary 

care setting; however, the interaction is short and often lacks sexual health promotion 

and HIV/STI prevention content. For example, some young women access their family 

physician for their annual pap test and although they acknowledge being a little 

uncomfortable, they still access services. The lack of personal contact was however, a 

significant positive feature for many male participants who feel more comfortable with a 

quick sexual health service delivery model of care at the emergency department or the 

physician’s office. Unlike female participants who have accessed sexual health 

promotion places (i.e. sexual health centre in the city and the community health centre), 

nine out of ten male participants have never accessed sexual health services and 

HIV/STI testing at these clinics. This indicates an important sex and gender based 

inequity in the current sexual health promotion model of care. Like most male 

participants, Marc prefers the quick and informal model of prevention and describes the 
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primary care model as a means for easier access to sexual health services and HIV/STI 

testing. He shares his experience as follows:  

I’ve accessed the neighbouring city hospital because I got nervous a couple 

times. I was at a party and I didn’t really remember a whole lot, which is why I 

needed to get tested… I chose the hospital because it just felt more comfortable. 

They seem to have the best testing service and quicker results. I don’t find it’s as 

thorough as the health centres and there isn’t much information or pamphlets. 

They test and that’s it. I’m just more comfortable, I don’t need to share as much.  

He further explains that confidentiality and anonymity are important predictors of access 

for him. Living in a small community, confidentiality becomes an important factor with 

regard to sexual health and HIV/STIs.   

I have never accessed the health centre here for sexual health services or 

HIV/STI testing. My aunt and my cousin work here, that is probably why. I have 

accessed the sexual health centre in the neighbouring city just to grab condoms 

and that’s it. I also feel awkward to go buy condoms at the store in this 

community because I know everybody … 

In terms of sexual health programs and HIV/STI testing services, Brian assumed that 

only the hospital tested for HIV and other STIs: "I don’t know of any places around here 

for sexual health services. I would just assume you go to the hospital…" 

 Complicating their relationship with healthcare places in terms of sexual health 

promotion and prevention, youth must also contend with the influence of both biological 

sex and socially constructed gender when choosing to access these services, further 

creating a gender-based inequity within the present sexual health promotion model of 
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care. The final category of formal and informal education will help to further explain the 

sexual health places and education theme.  

Formal and Informal Education 

 Sexual health education is part of a dynamic and interactive system that 

integrates formal and informal sources (Kubicek, Beyer, Weiss, Iverson, & Kipke, 

2010). Formal sources include parents, Elders, health care services, and school; while 

informal sources include friends, peers, and the internet. The study participants indicate 

that they have received very little formal sexual health education in school and primarily 

learned from informal information sources.  

School and sexual health. There is very little sexual health education within the 

school systems. Information pertaining to school and cultural activities, sports and 

recreation, and academic curriculum and calendars, is available on school websites. 

However, there is no information concerning sexual health promotion and prevention. 

Some participants share that during their 13 years of education they learned nothing 

pertaining to sexual health. Others learned about a risk- and disease-oriented form of 

sexual health education, not an integrated model of sexual health promotion (i.e., sexual 

health, healthy sexuality, healthy relationships, and healthy sexual experiences).  

The provincial school system does integrate sexual health topics throughout its 

curriculum. However, beyond physiological sex-based information, the psychological, 

emotional, and social content is left to the discretion of the teacher (J. Maurice, personal 

communication, November, 2011). In the province of New Brunswick, students learn 

about sexual body parts and pregnancy as early as kindergarten to grade two and learn 

about puberty from grade four to grade seven (Department of Education Educational 
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Programs & Services Branch, 2001). The topics of healthy sexuality and relationships 

are scheduled for grade seven or eight, while STIs, contraception, pornography, and 

other important sexual health outcomes are covered between grades 9 and 12 

(Department of Education Educational Programs & Services Branch, 2007; Department 

of Education Educational Programs & Services Branch, 2005). 

For many, the collective inability to speak effectively about sexual health is due 

to the lack of knowledge on the issue. For Leah, sexual health education is inconsistent 

and incomplete; however, she still feels that it has a positive impact. "I was very 

fortunate because most youth did not receive any sexual health education." She shares 

her positive experience learning about sexual health in middle school in a neighbouring 

First Nation community.  

We always had something throughout the year about sexual health. We learned 

about periods and sex, along with development and puberty. We had really great 

teachers, and most were parents. Some teachers were open and comfortable to 

teach us about sexual health issues, but not everyone. Fortunately for my year, I 

always had someone I could talk to. I’ll never forget my teacher in grade 6. 

When I started my period, she [teacher] sat down and talked to me about 

everything, which was very comforting.  

Talking about sexual health is embarrassing for most participants because they 

view it as a very private subject. However, the lack of formal education further impedes 

youth’s perception of sexual health. Most participants seem uncomfortable when it 

comes to speaking and learning about sexual health. Nevertheless, they all want to learn 

more factual information. Dana recalls receiving minimal information:  
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I never had sexual health education in school. In middle school, there was a 

health and wellness class, but we didn’t really learn about sexual health. The 

class was based on alcohol and drugs. The year before me had something on 

puberty and periods, but not my year. We also had nothing from grade 9 to grade 

11; maybe we will next year. 

Peter explains how sporadic and incomplete his sexual health education was while 

growing up, and the discomfort from some of the learning activities:  

To tell you the truth, we didn’t learn much. I remember in elementary school, we 

did have a sex ed. class where we put a condom on a banana and that was pretty 

much it. If I remember correctly, we did talk a little bit about the reproductive 

system and stuff like that in high school, but most of us were not attentive and 

not listening. I know I found it kind of funny and embarrassing to talk about 

sexual health. I didn’t really want to talk about it or even less ask questions.  

Leah explains the importance of learning about sexual health from a formal perspective. 

This prepared her to be strong and make better choices when it came to important sexual 

health issues. 

In class, my teacher talked about safe sex, puberty, and how your body develops, 

but also about respecting yourself to say no if you’re not ready to have sex. 

Sexual health has been always a part of my learning, and that made a difference 

in the choices I made.  

 Youth spend a considerable amount of time in school and from these interviews 

it appears that primary and secondary schools could be an important source of sexual 

health education. Unfortunately, this is not consistent throughout the province and the 
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majority in this study report having received little to no sexual health education either in 

school or at home. 

Parents and sexual health. Parents could be a significant source of sexual 

health education and are typically the first source of information for children. The 

importance of this interaction lies not only on the parent’s capacity to share his or her 

values with regard to sexual health, but also impacts the child’s psychological and 

emotional development. According to participants having self-esteem, self-respect, and 

self-confidence helps them make better choices in difficult situations.  

Leah’s mother has played a very important role in helping her make good 

choices with regard to sex through support and encouragement. 

I had a really open relationship with my parents. My mom is my best friend and 

she would say, if you are ready to have sex tell me, because I want you to be on 

birth control and I want you to practice safe sex. She would always tell me to be 

ready and to never flaunt myself. I know a lot of girls, including my own friends, 

who don’t have that same relationship with their mother. They could never 

openly ask questions about sex and now they’re out there with a lot of people. 

I’ve dated a few guys and had sex. However, having that open relationship with 

my mother helped build my self-respect and my self-worth.  

Studies have shown that youth who have an open relationship with their parents often 

delay the first onset of sexual intercourse and make better choices when it comes to sex 

(Aspy et al., 2007; Markham et al., 2010). Leah further explains the positive impact her 

parents had on her life: 
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My parents started teaching me when I was probably 7 or 8 about self-esteem. 

My mom would always say you’re beautiful, you’re smart, and I believed her. 

Those are the things that made a difference when I was growing up. When I was 

picked on at school and teased because of my looks, my mom would remind me 

that I was beautiful, smart, and that I was going to do great things in life. She 

would say you’re going to go to university, you’re going to work, and you’re 

going to make a difference and that’s exactly what I am doing… all those things 

helped me choose good relationships, use protection, and be happy.  

Emma recounts a similar positive and open relationship with her mother, which has 

made a significant difference in the choices she made with regards to sexual health: 

My mom talked to me about birth control. She knows I am sexually active, 

because I can tell her anything. We have an open relationship and we’re close. 

My mom used to talk to me about sexual health all the time growing up. She 

would talk about how to be safe, how to put [on] a condom, and to let her know 

if I wanted to go on birth control. 

 Fourteen of the 20 youth in this study do not have open relationships with their 

parents, and therefore feel unable to talk to them about sex. This means that they receive 

very little information relating to sexual health at home or at school. None of the male 

participants report ever having received sexual health information from their parents or 

other family members. To this effect, Karl adds, "my dad would just say, wrap it up, 

son, and that was it." Peter admits that he received the same deflective response when it 

came to discussing sexual health issues at home: 
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 We never talk about sexual health at home; my father would just say if you come 

 home with a kid, I’ll beat you. When I started dating my girlfriend, that’s when 

 he started warning me. We never really talked about it because I think we were 

 both too embarrassed to say anything about it.  

Although parents can be an important influence for youth, friends also have a significant 

impact when it comes to relating sexual health information for youth in this study. 

Friends and sexual health. From adolescence to adulthood, friends are 

particularly important. Most participants identify friends as their main source of sexual 

health information, often turning to them for information on various STI symptoms, 

choice of birth control, and choice of condoms, readiness for sexual intercourse, 

relationships, and other social aspects of sexual health. For Marc, the influence of his 

friends is not a positive one, which was why he sought help from his trusted family 

members during his later teens. Under the influence of his friends, he engaged in 

unprotected sex with multiple partners as well as use drugs and alcohol. He reports: 

Through my friends, I learned a lot of bad stuff. They partied a lot and sex was 

something casual, no strings. When I was young, I didn’t worry much about 

relationships, which is why they never lasted. My relationships were all very 

casual… and when I needed information, I got it from my friends on the street. I 

learned as I went… What my friends didn’t teach me was to stay away from 

drugs and needles. My family helped me out with that later. 

Adam also depends on his friends for information pertaining to sexual health. 

Because he receives little sexual health information at school or at home, he depends on 

informal sources.  
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Most of the information and education I received about sexual health was on the 

streets and from my friends. What I didn’t get from them, I searched on the 

Internet. When I was young, I learned about where babies come from by 

watching movies and for the longest time I really thought a hare was in charge of 

babies.  

Like most of the youth in this study Emma learned little about sexual health in school 

and wasn’t comfortable talking to her mother about sex and protection and, therefore 

depends on others for important information. 

Mostly, I got my information from friends. We would just talk about everything, 

like diseases and how gross they are. We also speak about things that can happen 

when you have sex without a condom. We’ve just always leaned on each other 

for everything and we share what we find out, good or bad. 

 In summary, the theme of sexual health places and education offers meaning to 

the various socio-cultural and structural factors and provides perspective into youths’ 

experiences in the wider context of sexual health and the social construction of gender. 

These often defining factors happen through an interactive process that occurs between 

different systems such as government and First Nation governing parties, people, places, 

and the youth. Thus, creating the significant challenge of limiting formal sexual health 

education and promotion for youth, and further alter their experiences and perceptions 

toward sexual health and HIV/STIs. 

Perceptions of Sexual Health and HIV/STI Testing 

 This study offers a glimpse into Aboriginal youth’s construction of sexual health, 

along with various barriers that influence participant’s willingness to access services. 
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Perceptions of sexual health and HIV/STI testing is the final theme that emerged from 

the data and is composed of three conceptual categories: (1) HIV/STI testing, 

contraception, and safety; (2) sex, gender, and HIV/STI testing; and (3) confidentiality 

and anonymity. This theme illustrates participants’ perspectives and experiences with 

sexual health programs and services. For Hannah, sexual health is about protection and 

getting tested for sexually transmitted infections. "Make sure that you’re protected when 

you’re with a new partner or more than one partner. I’ve been with my partner for a long 

time, and I still go for my regular check-ups and get tested, you never know." Many 

identify the meaning of sexual health with pregnancy prevention along with the notion 

of safety (e.g. meaning being safe when sexually active and getting testing). 

HIV/STI Testing, Contraception, and Safety 

 This concept involves the perception participants have with regards to HIV/STI 

testing, including experiences with sexual health services. This category is characterized 

by the general understanding among youth about the importance of getting tested and 

being safe.  

Participants value safety. "It’s about protecting yourself and others," says Brian. 

In this study, safety for youth by definition is the value of being safe, being protected, 

and protecting others by getting tested for HIV and other STIs. Most view HIV/STI 

testing as an integral part of sexual health. "It’s important to get tested, because then you 

are aware of what’s going on with you and you’re safe. It gives you peace of mind just 

knowing. It’s your sexual health," shares Cathy. Leah explains her perspective on 

HIV/STI testing and how knowledge is power. 
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I think everybody should be tested, because I see the effects of HIV and STIs at 

work. Very often people come in and don’t even know that they have an STI. If 

you’re not safe sexually, you should be tested. And even if you are safe, you 

should still be tested. People don’t realize that testing is knowledge to protect 

yourself. There is so much more that can happen from an STI and many people 

are not even aware they have it. To make matters worse, most people know 

something’s not right and are still not getting tested. Education, that’s what really 

important to be safe. You get tested and you know. It’s like a clean slate.   

Brian stresses the importance of getting tested if you are sexually active with more than 

one person. 

Yes it is important to get tested if you are sexually active a lot. Because then 

you’re at risk, you’ve been around. Getting tested is being safe, and then if you 

have something you can prevent others from getting it. You might have 

something, so get tested and get treated.  

Most of the participants express the desire to be “safe,” and others cite that 

getting tested and using barriers methods is the right thing. Karl explains that symptoms 

and uncertainty have influenced many of his friends to go in for testing. "Because they 

think they have sexual transmitted diseases. I have a lot of friends who say to me: I have 

to go get tested, I don’t feel good, it doesn’t feel right." Emma speaks about the 

importance of getting answers and knowing your partner. "Youth get tested to get the 

straight answer and to know if their partner has anything, then they can get treatment. 

They know they’re clean and if they catch an STI they would know who gave it to 

them."  
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Brian admits, "I know nothing about getting tested [for STIs]. They never taught 

us that in school and that’s why I just never got tested." Hannah explains that knowledge 

and maturity are important predictors in youths’ choices to get tested for HIV and other 

STIs. Privacy is also an important issue for participants and needs to be highlighted in 

the service delivery model of sexual health promotion. Hannah notes that, for some 

youth, sexual health is so private that they do not want to share information regarding 

what they have done or with who they have been:  

Getting tested for HIV and other STIs is important because HIV is a very bad 

virus. People should be aware of how it affects you for the rest of your life. It 

doesn’t go away like chlamydia or other STIs, and it can also kill you. People my 

age know it’s simple, but the younger ones probably don’t and are probably 

scared to get tested. They probably think you always have to tell this big story 

and some of them just don’t want to. They don’t want to speak about what they 

did; they just want to get tested. 

The participants’ median age for the first onset of sexual intercourse is 15.1 

years, and 14 of the 20 participants have had 4 or more sexual partners. Marc reports 

having had multiple sexual partners and explains his social surroundings as an 

influential factor in his promiscuity. "All my friends were big partiers, and sex meant 

nothing. I had a lot of sexual partners when I was young; it was just what you did. Now 

I’m older and know more, so I just don’t need that anymore." 

Most participants agree on the importance of safety during sexual intercourse to 

prevent contracting HIV and STIs; however, when prompted on their personal use of 



 

121 
 

condoms most admitted that they do not use them. Leah is fully aware of the importance 

of using protection yet reports: 

Personally, I don’t use condoms. I have always had long-term relationships, and 

the guy I am with now, I’ve known him forever. I know you can never be 100% 

sure, but I just don’t like condoms. Birth control is really important to me, but I 

just don’t like condoms. I guess it’s a personal thing. If I had multiple sexual 

partners, I would probably be more inclined to use condoms… I know a lot of 

my friends use them because they’re with a lot of different people and it’s great 

that they are protected.  

Adam doesn’t use barrier methods, but he does get tested on a regular basis.  

I think I’ve only used condoms twice. Sure I get scared and stressed, but it just 

doesn’t feel the same with a condom. I have tried them all and none feel right. I 

often think about what if I got something like herpes, hepatitis, HIV, gonorrhea, 

and chlamydia… I know all of this, but I just don’t like the feeling of using a 

condom, it hurts… I get tested every six months. I know it would be safer to use 

a condom, but I just don’t like it. 

Karl shares, "condoms are about protection and safety. It’s just easy to choose a 

condom and be protected. I don’t know what the big deal is. If you have sex, you protect 

yourself." To this, Stephen adds, "I’ve seen people do it without condoms and I know 

that they have hepatitis C and some other bad STI. That’s just stupid; they should have 

been smart before they just did it [sex]." Hannah explains her perception of youth 

choosing unprotected sex in this First Nation community and how her friends react in 

that situation:  
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There are a lot of people on the reserve that don’t really care about other 

people’s health. They refuse to use condoms and they should be using them. 

Most guys say it feels better without them. Why would you want to risk your 

health with an STD like HIV for a few seconds of pleasure? A lot of my single 

friends say the guys are usually always the ones saying no to condoms. My 

girlfriends are smart because they usually carry them and if not, they won’t go 

on with it. 

Marc does not agree with the present policy of non-disclosure for HIV, hepatitis C, and 

other STIs adopted by the provincial public health department:  

Public awareness on HIV and other STIs, I feel is very important. If the 

community health centres or health services know anything about an infected 

person, they should notify the community about the infection and the infected 

person. This would protect many people… I know it’s hard because there are so 

many people, but there should be a way for people to know who has what. I 

know all about confidentiality, but the thing is, people have a right to know and 

protect themselves. You don’t play with hepatitis C and AIDS because these are 

life-threatening diseases. It’s about public awareness and safety. 

This category describes perceptions of sexual health and testing of participants. 

Accessing HIV/STI services is a complex experience with characteristics of uncertainty, 

discomfort, and reluctance balanced against perceived importance of protection and 

safety. Age, privacy, and gender are also important factors influencing their experiences 

with testing and contraception. Of the nine youths that have been tested, seven are 

young women (i.e. age range from 16 to 24 years) and two are young men (i.e. one of 16 
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years and the other 23). Youths’ perceptions of sexual health services and HIV/STI 

testing theme also relates to the importance of understanding and integrating the 

concepts of sex and gender in all sexual health promotion strategies and HIV/STI 

prevention interventions. 

Sex, Gender, and HIV/STI Testing 

 This category describes how participants choose to interact with testing services. 

The social construction of gender and gendered expectations can be significant 

inhibitors in the willingness of youth to access services. Although HIV/STI testing 

services are intended for both men and women, gender-based issues do create different 

barriers.  

Participants do acknowledge how society and people are significant enablers in 

the creation of gender preconceptions and inequities between men and women, 

particularly with regard to HIV/STI. For Thomas, "it’s no different than any other 

person who is getting tested," because, "they both are tested the same way." "There 

shouldn’t be any differences, they’re just both trying to be safe," states Quinn. Cathy 

expects both men and women would be nervous and scared. However, Ugo has never 

been tested and has created a hegemonic gender-based perspective toward HIV/STI 

testing through his interactions with the world around him. When prompted about the 

gender difference, he states, "The girl would be a bit more anxious and worry, while the 

guy he might be like here’s my arm, get it over with, and I’m good." Dana, however, 

knows there is a difference, but doesn’t know how this preconception developed. Olivia 

explains the significant difference that exists between men and women in society. 

Below, she shares one of her gendered experiences in school: 
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In society, there is a huge difference between a guy and a girl who get tested. A 

girl comes in, people will perceive her as someone who’s slutty I guess. I know 

going through school, if a girl had multiple sex partners, she was deemed that 

way, where the guy [who did the same] would get high fives across the board 

from his friends.  

Gender-based perspectives do exist, according to Irene, and she believes this is a 

significant barrier for young men accessing sexual health services: 

Oh yes, it is different. Like if they see a man come in for testing, they would 

judge right away… because you never see men in the sexual health clinic. 

Maybe in larger cities, but not around here… I’ve never seen a man come in for 

a check-up or anything like that. 

Marc agrees and sees these gender-based perspectives being created through the many 

interactions in society. Nevertheless, he also shares his own personal insecurities with 

regard to HIV/STI testing, as a young man accessing this service. 

Most of the time guys just don’t want to go in for testing; it’s almost like they 

feel their manhood is being taken away. I find women just feel more comfortable 

with testing. They should feel comfortable because it’s done on a regular basis, 

like their Pap test every year… My girlfriend will say, I don’t want to go to the 

doctor’s but I have to, and I’m like, I don’t want to go to the hospital so I’ll wait 

a little. I find women just take better care of themselves. Mostly, when I get 

blood work done and stuff, it really freaks me out. I’m just really insecure when 

it comes to that, the not knowing part is really hard and I think it’s like that for 

most guys. 
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When prompted on what can be done to encourage young men to come in for testing, 

Marc adds: 

That’s a tough question to answer, because most men will go if they want to go 

and they won’t go if they don’t want to go. It’s as simple as that. If they 

understood that this is someone else’s life in their hands then I think they would 

be more willing to get tested,  because if you’re infected, you can infect someone 

else and ruin their life.  

 The sex, gender, and HIV/STI testing category can be summarized as 

encompassing internal and external factors causing conflicting perceptions of men and 

women and creating the unwillingness to get tested. Although most youth agree on the 

importance of getting tested, most do not understand the testing process or how to 

access it, and others simply delay the process altogether through lack of knowledge or 

unwillingness to access it. Men more often than women are reluctant to access the 

present testing service delivery model of care. For most, fears of public exposures are 

important factors that create a challenge to access.  

Confidentiality and Anonymity 

 Confidentiality and anonymity is the final category within perceptions of sexual 

health and HIV/STI testing theme. This category is an important predictor of willingness 

to access sexual health services and HIV/STI testing. Youth choose to access these 

services either when they feel comfortable or feel pressured (i.e., risky sexual 

behaviours). They also need to feel respected and not judged by their health care 

provider, which is also a significant predictor to future access, along with perceptions of 
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confidentiality and anonymity. For Leah, the uptake of sexual health services in small 

communities is difficult to manage because of confidentiality issues.  

[In a] small community, people know everything. I can give you a list of who’s 

sexually active under the age of 13. They’re supposed to be little kids playing 

with dolls, and they’re not. So I think a lot of them don’t want people to know 

their business. I would say confidentiality and anonymity is an important factor.  

Brian reports that marketing is important in the promotion of community sexual health. 

He has never personally accessed sexual health services at the First Nation community 

health centre, but says, "They would need to advertise that sexual health services are 

confidential and that no one will know your business. This might encourage youth to 

access services." Conversely, Hannah does feel very comfortable when accessing local 

sexual health services. Confidentiality and familiarity are important to her, and knowing 

her health service provider allows her to be more open and straightforward about her 

sexual health issues, as she reports:  

I access the health centre because I feel like I can talk to them without them 

going and saying everything. It’s more open here… Once I know it’s 

confidential, then I feel like I can speak. When you come here at the health 

centre, you wait for a few minutes and then they come… ask your name and take 

your blood then it’s done. They can offer you any information you need with 

regards to sexual health, but if you just want to be in and out, they can do that 

too… I choose the health centre because it’s my community. 

Olivia explains why confidentiality could be an important barrier for youth living in this 

community: 
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An important reason is probably because they don’t want to come to somebody 

that they know…. They might go and get tested for AIDS and then worry that 

they’re going to go home and talk about it at suppertime. If it were an outside 

person that they didn’t know, they’d probably come. That’s why I went to get 

tested in the neighbouring city because I didn’t know anybody there and I just 

felt more comfortable knowing that. I don’t think it is a guy thing or a girl thing I 

just think it’s a confidence thing.  

Building confidentiality and trust is not an easy task. However, having health service 

providers who live outside the community might encourage youth to access sexual 

health services in the community, according to Olivia: 

The health centre would have to bring in somebody that didn’t live in this First 

Nation community for sexual health services. I know that’s a big thing for 

everyone is that they don’t want their business out there. Everybody knows 

everyone around here. That’s why they don’t feel comfortable. 

 Confidentiality and anonymity is a significant category within the context of 

sexual health and HIV/STI, particularly within small communities. There are many 

challenges within these contexts, so ensuring and promoting confidentiality and 

anonymity should be a top priority for all sexual health places. Participants have shared 

that getting testing is a significant step toward self-sufficiency, self-protection, and 

protection of others; however, if they don’t trust the system they won’t get tested. 

 Perception of sexual health and HIV/STI testing is a theme that describes how 

participants perceive their life experience with the present sexual health and HIV/STI 

testing services. In this study, perceptions are constructed when youth interact with 
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various people and places. These also become important inhibitors for individuals’ 

health seeking and willingness to get tested. Gender differences and stereotypes, along 

with perceived confidentiality and anonymity based on personal accounts are important 

challenges when youth choose to access sexual health promotion and HIV/STI 

prevention. 

Summary  

This chapter provides an in-depth discussion of Aboriginal youths’ experiences 

with sexual health services and HIV/STI testing based on data sources that include semi-

structured interviews, observation, and document retrieval. The study analysis provides 

insight into the multi-level interactions that can create barriers to youth’s access to 

services. The overarching historical, cultural, and political factors as well as social and 

structural factors that have created throughout the years the intergenerational shaping of 

sexual health influences these interactions. As well, there are indirect links between First 

Nations regulations and funding legislation responsible for sexual health and youth-

oriented programs and policies. The significance of sexual health places and sexual 

health education in the realization of sexual health, the creation of gender based 

inequities, and the importance of perceived confidentiality and anonymity are significant 

for participants.  

Participants’ experiences shed light on areas for improvement, while recognizing 

that this diverse group has different life experiences and a variety of sexual health needs. 

They all appear to understand the importance of sexual health promotion and yet they 

have limited resources to attain positive sexual health outcomes in their community. The 
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youth are proud of the health centre, but, as depicted in this chapter, many barriers are in 

place that hinders their willingness to access.  

Chapter five presents a summary and discussion of the findings related to the 

overarching themes and theoretical framework (Bronfenbrenner, 1979, 1992), along 

with relevant literature. Also included are the implications for sexual health practices, 

future research, study strengths and limitations, and programmatic recommendations for 

sexual health programs and HIV/STI testing services.  
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CHAPTER 5: DISCUSSION, RECOMMENDATIONS, AND CONCLUSION 

 This study examined Aboriginal youths’ experiences with sexual health services 

and HIV/STI testing in New Brunswick and this chapter provides a discussion of the 

findings in relation to the broader sexual health literature and specifically, 

Bronfenbrenner’s Social Ecological theory (1979, 1992). These findings provide a 

multi-level community-based and culturally situated perspective on sexual health 

promotion and HIV/STI prevention among Aboriginal youth living in a First Nation 

community.  

 Aboriginal peoples, including Aboriginal youth living in New Brunswick, have 

faced and continue to face many challenges as a result of colonialism, assimilation, and 

marginalization. In the context of sexual health and HIV/STI prevention, the effect of 

these challenges from generation to generation may never be thoroughly understood. 

During this study, I met many Aboriginal peoples, most of whom do not want to forget 

the past but wish to move on and build stronger communities to help their youth attain 

better health outcomes. As a sexual health nurse, I believe all health professionals 

working with Aboriginal youth require an overarching understanding of the impact of 

colonialism. I also believe, sexual health and HIV/STI policy makers, program advisors, 

and health service providers must integrate First Nation OCAP principles (Schnarch, 

2004) into community-based and contextual strategies in health promotion and disease 

prevention when targeting youth living in a First Nation community. These collective 

and integrated collaborative efforts will better tailor services to the needs of youth, while 

preventing missed opportunities in the context of sexual health and HIV/STI. This is 

particularly important in a province where the sexual healthcare landscape continues to 
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change in terms of youth-targeted programs and service delivery models of care. This 

chapter offers a summary, discussion, and reflection on the findings of the study. 

Summary 

The purpose of this ethnographic study is to enhance the public health 

understanding of Aboriginal youths’ experiences with sexual health services through a 

process that provided an opportunity for youth to articulate their values and practices 

and to examine their interactions with key determinants of health such as sex, gender, 

place, and other social, political, and structural factors that influence their sexual health-

seeking behaviours. The main research question focused on identifying possible access 

barriers to sexual health services and HIV/STI testing, while the four sub-questions 

delineated multi-level factors or systems that influence and affect Aboriginal youth in 

the context in which they reside.  

An ethnographic, community-based, qualitative process was undertaken, using 

individual interviews, participant observation, and document retrieval to understand 

youths’ lived experiences in accessing sexual health services and HIV/STI testing while 

living in a New Brunswick First Nation community. This research also expanded on the 

emerging body of Aboriginal youth health research using active collaboration, 

participation, and community-based strategies with Aboriginal community members and 

key informants in the field of sexual health (Mill et al., 2012; Prentice et al., 2011). A 

total of 10 female and 10 male participants contributed to this research. Two local 

women acted as gatekeepers and facilitated contact with youth in the community. These 

women collaboratively worked with me throughout the 12 weeks of data collection and 

related research activities and ethical practices were rigorously maintained with respect 
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to the participants’ rights to confidentiality, as well as principles of ownership, control, 

access, and possession during data collection and analysis (Schnarch, 2004).  

The research remained community-based, collaborative, and action-oriented. The 

findings from the study will assist in defining and illuminating the contributing multi-

faceted factors (i.e., values and beliefs; funding sources and programs; place and 

education; sex and gender) that create barriers to access, as well as challenges to the 

current capacity-building possibilities in a sexual health context within a First Nation 

community. Up to date there has been very little research has been conducted in New 

Brunswick regarding the experiences of Aboriginal youth and sexual health. The 

findings present recommendations for various provincial youth-related sectors focused 

on a multi-level community-based and culturally situated approach to sexual health 

promotion and HIV/STI prevention. The hope would be that First Nation band councils, 

policy-makers, health authorities, health service providers, and educators could begin to 

partner and collaboratively discuss issues pertaining to the achievement of an all-

encompassing community-based, culturally appropriate, youth-friendly, and gender-

based sexual health program in their respective communities. Throughout the study I 

listened to and recorded the voices of the youth as they shared their stories and 

experiences. The following discussion is my interpretation of what the participants’ told 

me in light of the historical and present-day factors that influence youths’ sexual health 

and HIV/STI experiences.  

Discussion 

 A number of recurrent dominant barriers to youth’s willingness to access sexual 

health services have been clearly defined: the lack of funding and policies; the 
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intergenerational effect of history; the lack of sexual health places and education; and 

the perceptions created as a result of gender-based differences and societal stereotypes. 

Within these also emerged issues related to confidentiality and anonymity within 

facilities and services. These major, multi-level factors have been determined to 

constrain youth’s participation in various sexual health programs and services.  

Earlier sexual health and HIV/STI research with a system-level perspective has 

focused on a multi-level conceptual construction of health-seeking behaviours, such as 

individual versus multi-level approaches to health promotion, the building of social and 

structural contexts within HIV prevention, and to some degree the cultural 

understanding of a social ecological approach to health promotion and disease 

prevention (Duffy, 2005; Gahagan, Jason, & Pender, 2011; Reilly et al., 2011; Shoveller 

et al., 2009). These studies, however, did not encompass socio-political, cultural, and 

gender-based perspectives among Aboriginal youth. Such factors cannot be ignored if 

programs are to be inclusive and comprehensive in addressing their needs in rural 

regions – particularly in a province where the political and sexual health promotion 

landscapes continuously influence the availability of sexual health services and HIV/STI 

testing. In addition, previous studies have not included the interrelated and extended 

effects of assimilation, marginalization, and residential schools on youths’ perceptions 

and experiences in the context of sexual health.  

 Researchers investigating multi-dimensional approaches (as described in Chapter 

2 and in the literature) defined a systems model that integrates various levels of societal 

influence on health-seeking behaviours (Gahagan et al., 2011; Voisin, Hong, & King, 

2012) and offered policy makers and health service providers a more integrated and 
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contextual perspective to sexual health promotion and disease prevention programs 

(Duffy, 2005; Gahagan et al., 2011; Reilly et al., 2011; Shoveller et al., 2009). Prior to 

this study, such a systems approach has been integrated in the fields of diabetes, dental 

management, HIV program management, and health promotion among Aboriginal 

peoples (McDonald et al., 2010; Prentice et al., 2011; Reilly et al., 2011; Thompson & 

Gifford, 2000), but not in the field of sexual health promotion and HIV/STI prevention 

for Aboriginal youth. 

Although some steps have been taken toward a better understanding of the high 

rates of HIV/STIs among Aboriginal youth in Canada (Mill et al., 2012), young people, 

Aboriginal peoples, and women still constitute important at-risk populations for 

HIV/AIDS and other sexually transmitted infections such as chlamydia and gonorrhoea 

(First Nations Information Governance Centre, 2012; PHAC, 2012; PHAC, 2013). 

Negative health outcomes, along with broader cultural and political situations (i.e., 

marginalization, assimilation, residential schools, and health provision treaties), and 

present social and structural First Nation community contexts (i.e., gender-based 

inequities and gender relations; lack of activities, lack of sexual health education, lack of 

youth services, issues of confidentiality and anonymity in sexual health facilities) are 

significant factors that continue to impact and create vulnerability among young 

Aboriginal men and women living in New Brunswick.  

Different government and academic sectors have called on researchers and First 

Nation community members to collaboratively address the underlying socio-economic, 

cultural, historical, and political factors that have contributed to numerous health 

problems, including growing HIV/STI rates, among Aboriginal peoples (Lang & 
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Rayner, 2007; Mehrabadi et al., 2008; Mill et al., 2012; Prentice et al., 2011; Raphael, 

2009; Shoveller et al., 2009).  In response, the present study applied a community-based 

socio-ecological perspective to Aboriginal youths’ experiences with sexual health 

services and HIV/STI testing while living in a rural region of New Brunswick. Many 

authors agree that further studies in this area are needed to strengthen programs and 

services targeting the sexual health wellbeing of this population (Mehrabadi et al., 2008; 

Mill et al., 2012; Prentice et al., 2011; Trickett et al., 2011). This collaborative research 

initiative has revealed that this First Nation community has distinctive needs that should 

be addressed and framed within its own historical, cultural, social, and structural 

context. 

To better understand the reasons why youth choose to access services or not, a 

multi-level ecological perspective can be helpful in contextualizing the factors that 

inhibit or facilitate sexual health seeking behaviours (Bronfenbrenner, 1979, 1992; 

McLeroy, Bibeau, Steckler, & Glanz, 1988; Trickett, 2009; Trickett et al., 2011). A 

systems approach enables health service providers to view and understand the dynamic 

effects of many factors in creating barriers to access, while a community-based 

approach allows them to see, understand, and take into account the different socio-

cultural and structural dynamics occurring in the community. The following is an 

ecological reflection on these experiences. 

A Social Ecological Systems Perspective 

 Through my experience as a public health nurse and my review of the literature, 

I have found that sexual health promotion and HIV/STI prevention can be approached in 

numerous ways. In New Brunswick, a population-based approach (Jacka, Mykletun, & 
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Berk, 2012; Raphael, 2001) that is multi-level is replacing individual-based nursing 

intervention strategies within various sexual health centres (Latkin, Weeks, Glassman, 

Galletly, & Albarracin, 2010; Raphael, 2001; Richmond & Ross, 2009). Although still 

in the initial phases, this systems approach will expand public health nurses’ and 

physicians’ understanding of various social and structural factors influencing present 

sexual health initiatives in the province.  

 To the best of my knowledge, this present study is a first attempt to use both 

gender-based and social ecological analysis in collaboration with Aboriginal peoples 

and youth living in a New Brunswick First Nation Mi’kmaq community. Overall, the 

experiences of youth in the context of sexual health and HIV/STI achieved a good 

degree of fit with a social ecological community-based perspective. For a sexual health 

nurse working in public health, the different societal and contextual factors that may 

influence sexual health seeking behaviours could be identified within this perspective. 

When assessing the data from this study through the lens of Bronfenbrenner’s social 

ecological model (1979, 1992), it is clear that Aboriginal youths’ experiences with 

sexual health services and HIV/STI testing in New Brunswick are multi-faceted and 

influenced by a wide variety of issues. This suggests that their experiences are 

dynamically linked to the context in which they grow and live. For example, in this 

study, multi-level issues are presently affecting youth’s willingness to access. Many 

historical, socio-cultural, structural, and gender-based factors are responsible for 

negatively influencing sexual health seeking behaviours in their community and region. 

Therefore, neglecting to acknowledge or integrate these issues in any sexual health 

program will only allow these inhibiting factors to continue. Although the social 



 

137 
 

ecological model did offer important insight into youths’ sexual health experiences, it is 

important to note that the study was community-based and remained grounded in the 

community context through the collaborative research initiatives with the community 

advisory committee and the youth. As I further discuss the model relative to the data 

collected and the literature, I will offer a reflection on the chosen model and its 

challenges. I will also offer recommendations for future models in the area of sexual 

health among Aboriginal youth living in a rural First Nation community.  

 Through the initial development of this research proposal with the community 

advisory committee and the review of the literature, I learned that Indigenous 

knowledge is holistic, relational, dynamic, experiential, story based, and ecological 

(Battiste, 2002; Denzin, Lincoln, & Tuhiwai Smith, 2001). The social ecological model 

is also dynamic, experiential, and relational within multi-level societal systems 

responsible for influencing peoples’ experiences (Bronfenbrenner, 1979, 1992; McLeroy 

et al., 1998; Shoveller et al., 2009; Trickett, 2009; Trickett et al., 2011). Although 

Bronfenbrenner’s social ecological framework (1979) was initially developed to inform 

psychologists and educators on child development, it does offer a broad conceptual 

perspective into how Aboriginal youth construct their knowledge through the many 

experiences with the various community- and region-based sexual health education and 

promotion programs. The model is described as a series of concentric and 

interconnected social systems (micro-, meso-, exo-, and macro-), which are embedded 

within a broad and dynamic context interacting with individuals and environments to 

influence health outcomes (Bronfenbrenner, 1979, 1992; Golden & Earp, 2012; Richard, 
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Gauvin, & Raine, 2011). Figure 3 illustrates the different barriers to access for 

Aboriginal youth living in a First Nation in New Brunswick. 

 

Figure 3. Illustration of the social ecological lens to Aboriginal youths’ experiences 

with sexual health services and HIV/STI testing.  

 The funding and legislative bodies and the intergenerational shaping of sexual 

health have been identified as overarching themes in this study. Through a social 

ecological lens, these themes are located within the broader macrosystem, in which 

political, historical, and cultural venues interact to influence the lives of Aboriginal 

youth. Funding needs of the community members and ideas regarding culture, general 

health, and sexual health are underlying factors that create and conceptualize the greater 

perspective of sexual health for the youth. As further defined by Bronfenbrenner in 

1992, the mesosystem comprises the different people and places in society that interact 
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with each other to influence individual experiences. Therefore, sexual health places and 

sexual health education form an interactive and dynamic system, in which categories 

such as Elders, family, and sexual health; sex, gender, and sexual health, and dynamics 

in sexual health places and education interact to influence how youth construct their 

sexual health knowledge and perceptions. The microsystems are represented within and 

across the various levels of the model; these are agents that can be found interacting 

with each other and with youth within and throughout all systems. In other words, the 

microsystems are the many people and places that interact with youth in this First 

Nation community and surrounding region to influence health-seeking behaviours. 

These people and places include family members, Elders, friends, teachers, and health 

service providers within the community, geographic region, sexual health facilities, and 

services. From an individual perspective, the different social and structural interactions 

have shaped Aboriginal youths’ perceptions of sexual health and HIV/STI testing. In 

this part of the framework, the youth create their understanding and perspectives 

regarding various sexual health issues, including HIV/STI testing, sex, gender, 

contraception, and safety, as well as issues pertaining to confidentiality and anonymity.  

 Since the 1970s, the social ecological model has evolved and generated much 

enthusiasm among researchers and health promotion practitioners (Golden & Earp, 

2012; Richard, Gauvin, & Raine, 2011). From a model focused on human development 

(Bronfenbrenner, 1979) to multi-level intervention strategies in health promotion 

(McLeroy et al., 1988), and environmental dimensions to influence health behaviours at 

a population level (Cohen, Scribner, & Farley, 2000), the social ecological model has 
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been the object of numerous contributions in health related studies and intervention-

based strategies of health promotion and disease prevention.  

Even though the social ecological lens allowed some insight into the different 

patterns of interaction that happen over time between individuals, places, and 

institutions, it did not allow the full extent of history, culture, and genders to unfold in 

the context of sexual health and HIV/STI among Aboriginal youth. The Bronfenbrenner 

social ecological model (1979, 1992) was not initially based on an Aboriginal, gender, 

or HIV/STI lens; therefore it is missing important contextual, cultural, and community-

based perspectives to fully understand the multi-layered factors and extended effects 

relating to sexual health among youth living in a First Nation rural community. 

 To overcome this deficiency a group of researchers, policymakers, community, 

and public health advisors gathered in Chicago in 2009 to discuss issues pertaining to 

community specific interventions. During this meeting, Trickett and al. (2011) put forth 

a community intervention paradigm, which is situated in ecological and community-

based perspectives pertaining to public health, psychology, anthropology, and other 

social sciences. Four primary assertions were defined to advance and guide the science 

of community intervention: ‘goals of community interventions; community 

interventions are complex interactions; collaborative interventions are essential; and 

culture pervades all aspects of community interventions’ (2011, p. 1412). These authors 

acknowledge that the paradigm is in need of further theorizing and conceptualisation; 

however, the addition is an important step toward the integration of multi-level 

perspectives, community context, and collaboration of knowledge to reduce health 
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disparities and poor health outcomes in at-risk populations and to guide policy 

development and program planning.  

 Crucial facts have been highlighted in this study and must be considered 

regarding policies and programs pertaining to sexual health and HIV/STI among this 

and similar population groups. First, aboriginal youth are an important at-risk population 

for HIV/STI (i.e. marginalized youth, lack of youth related activities, alcohol, drugs, and 

unprotected sex). Second, their challenges to sexual health promotion and HIV/STI 

prevention are vast and complex (i.e. history of assimilation and marginalisation, lack of 

sexual health and HIV/STI resources, lack of cultural sensitivity to sexual health, 

gender-based differences and stereotypes). A novel, strategic, and concerted sexual 

health approach is greatly needed for nurses and others working with Aboriginal youth 

living in a First Nation community. As a researcher and public health professional, I 

support Trickett’s (2009) position on the importance of emphasizing a socio ecological 

conceptual perspective using a community-based and culturally situated approach to 

strengthen partnerships and jointly respond to the many health disparities (i.e. HIV/STI), 

I also see the importance of integrating a conceptual perspective to the societal context 

in which youth are immersed. Given that the New Brunswick sexual health 

programmatic guidelines have recently changed to a population based approach and no 

longer focus their main efforts on individual health behaviours, nurses working in sexual 

health need a conceptual foundation to apply culturally comprehensive and integrated 

sexual health promotion and HIV/STI prevention strategies among Aboriginal youth. A 

socio-ecological, community-based, culturally situated, and gender-based conceptual 

model would enhance their approach. 
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 The systems and barriers to accessing sexual health services and HIV/STI testing 

in this study will be discussed through the four themes that have been identified to 

address the research questions pertaining to values and practices; socio-cultural, 

political, and structural factors; and sex, gender, and place. For the youth in this study, 

barriers to accessing sexual health services and HIV/STI testing stem from funding and 

legislative bodies, intergenerational shaping of sexual health, sexual health places and 

education, and perceptions of sexual health services and HIV/STI testing. 

Funding and Legislative Bodies 

 Funding and legislative bodies represents the first major theme in this study. 

This refers to how youth-related programs, including sexual health and HIV/STI, are 

dependent on external sources of funding regulated by First Nation and government 

officials, along with health authorities and other sectors in the society. Thus, political 

and structural systems can indirectly influence youths’ experiences by impacting youth-

focused policies, programs, and services. In this study some participants previously had 

responded to the lack of resources and programs by lobbying the First Nation Band 

council and voicing the need for youth and sexual health services in the community 

(e.g., harm-reduction programs for injection drug users, needle exchange programs, and 

sexual health services). Others chose more individual behavioural responses through 

participation in high-risk activities, influenced by a sense of apathy; withdrawing from 

activities; or by traveling to other regions to access services and activities.  

 Injection drug use and lack of appropriate harm-reduction services was a 

significant issue for some participants. Specifically, they noted that drug and alcohol use 

among youth and others in the community was a significant problem responsible for 
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high-risk sexual behaviours and the transmission of hepatitis C, HIV, and other STIs. 

Protection against transmission is complicated and with poor access to condoms, clean 

needles, or testing services the choice is made to engage in unprotected sex and reuse 

needles resulting in poor health outcomes. Parker, Jackson, Dykeman, Gahagan, and 

Karabanow (2012) point out that there are many benefits to creating more integrated 

harm-reduction programs for substance use in remote communities where access to an 

array of health services is often limited due to geographic location. According to these 

authors, harm-reduction programs should be sensitive to social stigmas and ensure 

confidentiality and anonymity while integrating needle exchange materials, medically 

supervised injection facilities, condom provision, and counselling on important issues 

pertaining to sexual health promotion and HIV/STI prevention for youth.  

 The present findings also conceptualize how older youth advocate for what 

younger generations need in terms of developing positive sexual health outcomes. 

Participants described the intricate dynamics related to funding and resulting low 

availability of youth-related programs in their community. Others shared the many 

burdens youth have to overcome, with positive sexual health outcomes out of reach for 

some in this small rural community. Consistent with the interpretations of Schofield 

(2012) and Prentice et al. (2011), these youth are among a distinct population typically 

identified as bearing a particular health burden, along with many socio-economic, 

household, and geographical barriers that can be difficult to surmount, especially when 

resources are lacking. The authors further explain that inclusive and integrated 

healthcare policies and services are difficult to attain due to the complexities of health 

and healthcare issues affecting youth in society today. Schofield further argues that a 
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dynamic gender-based model should be used to develop effective approaches to address 

healthcare issues among men and women in specific social settings or contexts. Many 

authors agree that the use of such a model would provide a more solid foundation for 

understanding the barriers and experiences that young men and women face when 

accessing various healthcare services (Bottorff, Oliffe, Kelly, & Chambers, 2012; 

Gahagan, Jason, & Pender, 2011; Johnson & Repta, 2012; Shoveller et al., 2010).  

 Youth have reaffirmed the importance of increasing discourse on access to 

youth-related and culturally appropriate programs, which would help to decrease the 

barriers to access and increase positive health outcomes among their group. The findings 

of the present study also highlight the intricate junctures created between political, 

cultural, and social realms under the theme of funding and legislative bodies; as a result, 

there is an urgent need to identify specific health indicators to help measure healthcare 

needs (i.e. Aboriginal youth living in remote regions). According to Schofield (2012), 

category-based data is presently being used to inform government officials, band 

councils, and national funding bodies (i.e. FNIHB) to advance health policies and 

strategies. However, adding a gender-based perspective grounded in a specific social 

context would enable officials to have a more comprehensive picture and allow policies 

to inform programs and services based on the needs of all youth. By doing so, 

authorities would need to consider the intricate social norms and structural factors that 

intersect to significantly influence the health status of various groups in society. 

Therefore, consultations with youth regarding youth-targeted programs and services, 

such as sexual health promotion and HIV/STI prevention would be important to their 

success. 
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 Aboriginal healthcare in Canada has become very complex as a result of self-

government agreements (National Collaborating Centre for Aboriginal Health, 2011). In 

1989, the Health Transfer Policy framework provided First Nation band councils the 

right to control their community-health programs and hire health service providers 

(Lavoie et al., 2010). Within the federal agreements, the First Nations and Inuit Health 

Branch is an external funding source for First Nation programs and services. This 

national body offers limited funds for specific public health and prevention services, 

such as non-insured health benefits (i.e. dental hygiene, prescription drugs, community 

services, vision coverage) (Health Canada, 2008b; 2008c). The funds are initially 

transferred to the community band council and then reallocated to the community health 

centers for specific programs and services.  

 In the context of this study, the theme of funding and legislative bodies was 

significant in this community due to the lack of youth-related and gender-based 

HIV/STI programs and services. Although this theme does not have a direct relationship 

with the youth, it indirectly influences availability and access. First Nation, government, 

and education policies and legislations remain a significant source of influence on 

funding for all programs, activities, and services in the community and surrounding 

region. This is corroborated with findings from Daley et al. (2010) in a study that 

focused on understanding the barriers to access cervical cancer screening and treatment 

among women. Through a socio-ecological lens the authors identified funding streams 

and state regulations as capable of creating significant barriers to health seeking 

behaviours in the prevention of cervical cancer. Other important factors that created 
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barriers to access are related to socio-economic and structural issues (i.e. available 

resources and services). 

Socio-economic and Structural Factors  

The teenage and young adult years involve many social and economic 

transitions. In combination with the economic instability of this period, many factors 

may influence youth’s decision making regarding their sexual health (Byers, 2011). At 

the time of this study, some of the participants were still in high school, some were in 

college or university, and others were employed or unemployed. Some of the youth 

interviewed have children of their own and/or other significant responsibilities, which 

influence sexual health seeking behaviours. As the youth grow up and start to define 

who they will become as adults, many social and structural pressures intersect in their 

everyday lives and significantly influence their choices. Consistent with other studies on 

HIV prevention targeting Aboriginal youth (Mehrabadi et al., 2008; Prentice et al., 

2011), many of the youth had histories of physical or sexual abuse, injection drug use, 

alcohol abuse, and other high-risk experiences. In an integrated approach to sexual 

health promotion, these risk experiences must be understood in a historical perspective, 

as they create significant barriers in the context of sexual health and HIV/STI (Prentice 

et al., 2011; Worthington et al., 2010). According to the youth in this study, the 

atrocities of the residential schools have rendered the discussion of sexual health 

difficult for many, thus creating a significant lack of sexual health education for most 

youth from family members, Elders, and educators.  

In contrast to several previous studies (Mehrabadi et al., 2008; Richmond & 

Ross, 2009), the economic status of most participants in the present study was well 
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within the provincial average; however, a clear gender-based difference did exist in 

terms of unemployment and low income. In Canada and New Brunswick, there is an 

ongoing debate regarding gender-based wage equity, as well as an ongoing demand for 

improved poverty estimates. However, at present Statistics Canada does not provide this 

information due to a lack of consensus regarding the national poverty threshold 

(Raphael et al., 2004; Valletta, 2006). Instead, government officials offer a national 

measurement of adjusted absolute poverty using a low-income cut-off (LICO) indicator 

(Raphael et al., 2004), which was not measured in this collaborative research initiative, 

but was used to inform the research. 

Intergenerational Shaping of Sexual Health 

 The intergenerational shaping of sexual health theme emerged through youths’ 

notions of culture, health, and sexual health. This broad perspective was developed 

through various historical and cultural interactions that have built the fundamental 

aspects of Aboriginal youths’ values and practices with regards to sexual health. Most 

participants in this study identified a deep connection to the values and practices of their 

culture, through which they view health in a holistic perspective linking body, spirit, and 

earth. They described the importance of integrating balance, harmony, and 

interconnectedness in their everyday lives. 

 When seeking to understand Aboriginal youths’ values and practices concerning 

sexual health services and HIV/STI testing, one needs to begin with the foundation of 

these values and practices, particularly the culture in which they are immersed. Through 

the many interactions with First Nation peoples and the literature, I have learned that 

Aboriginal culture is sacred to many people. It is also dynamic and includes a multitude 
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of perspectives and narratives (Battiste, 2002; Nelson, Abbott, & Macdonald, 2010). In 

this study, all participants identified a deep connection to their culture; therefore, 

understanding its role and influence was significant for this subject area. This is 

consistent with other studies (Bucharski, Reutter, & Ogilvie, 2006; Ruttan, LaBoucane-

Benson, & Munro, 2008; de la Sablonnière, Pinard Saint-Pierre, Taylor, & Annahatak, 

2011) that identify the importance of culture in the healthcare context of Aboriginal 

peoples, including youth. Although, this overarching theme is in part responsible for the 

development of Aboriginal youths’ values, beliefs, and practices with regard to sexual 

health services and HIV/STI testing, it is also linked with other systems responsible for 

influencing how they choose to interact in society through sex, gender, and place.  

 In the context of culture and sexual health, the study findings highlight larger 

and dominant intergenerational effects of colonialism that cannot be discarded when 

discussing Aboriginal youth and sexual health. This is because the legacy of residential 

schools has impaired sexual health perspectives and experiences for youth (Ruttan, 

LaBoucane-Benson, & Munro, 2008), most of whom have grown up without the 

opportunities to learn about positive notions of sexual health. The lack of sexual health 

education, lack of access to sexual health resources, lack of trust in the process of 

HIV/STI testing, and community isolation compounded this deficit for youth. These 

patterns naturally influence sexual health experiences, thus perpetuating Aboriginal 

youth’s construction of sexual health.  

 Broadly situated in Aboriginal culture, assimilation and marginalization are 

significant influences that extend through all levels of Aboriginal youth sexual health 

development, including sexual health values and beliefs, community sexual health 
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policies and programs, youth’s formal and informal sexual health education, and youth’s 

sex and gender, all while creating feelings of mistrust and uneasiness towards accessing 

sexual health places. In this study, various dynamic social systems have interacted with 

youth at different levels and at different times. From generation to generation, these 

interactions have influenced not only the greater overarching system of culture, but also 

other societal systems involved in shaping Aboriginal youths’ experiences in sexual 

health (i.e., sexual health places and gender relations, sexual health education and 

perceived barriers, HIV/STI testing and gender differences). Although historical 

assimilation strategies have tried to shift, change, and even eliminate Aboriginal 

peoples’ ties to their culture, they have not been entirely successful. They have, 

however, been successful in changing previous linkages between Aboriginal culture and 

sexual health, as well as in changing the traditional holistic perspective of health, which, 

according to some, no longer incorporates a holistic understanding of sexual health 

(ANAC, 2002).  

 Sexual health is considered by most to be a separate component that is not 

culturally influenced. While all the youth interviewed in this study want their culture to 

always be a part of their lives, most are not sure how to continue their traditions or move 

forward in the 21st century with a cultural perspective of sexual health. Youth have said 

that they are not comfortable speaking with Elders about sexual issues and for many, 

Elders are the connection to the past, present, and future regarding historical and cultural 

traditions. Most Aboriginal peoples, including Elders have been negatively affected by 

the residential schools, which according to the literature and my experience can 

significantly alter the transfer of any knowledge pertaining to Aboriginal culture and 
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sexual health traditions or practices (ANAC, 2002; Bingham, Leo, Zhang, Montaner, & 

Shannon, 2014). The history of assimilation has rendered Aboriginal youth ill-informed 

of any traditional knowledge or practice pertaining to sexual health, which in turn has 

prevented the construction of historical linkages between notions of culture, health, and 

sexual health.  

The youth have little to no sexual health education, and no sexual health 

programs or services in place to help them integrate a cultural perspective in their 

construction of sexual health. This is particularly worrisome as youth are continuously 

bombarded with sexual stimuli from various media outlets and peers (Byers, 2011). In a 

study completed by Byers et al. (2003a) regarding sexual health education in New 

Brunswick, teachers and parents did not score very well when it came to sexual 

communication. Although parents supported sexual health education, most did not 

provide detailed sexuality education that included birth control, safer sex, sexual 

decision-making, and sexual pleasure for their children. With respect to sexual health 

education in school, 93% of teachers in Byers et al. (2003a) study agreed on the 

importance of integrating sexual communication in the classroom. However, most felt 

only somewhat knowledgeable and comfortable with the topic because only 35% 

received appropriate training while 85% were required to teach sexual health. Although 

most youth in this study have received little to no sexual health education, they have 

constructed a disease-oriented perspective focused on sexually transmitted infections, 

sexual coercion, and sexual abuse.  

 For youth, the intergenerational shaping of culture, health, and sexual health is 

embedded within all strata of society and influences their experiences and interactions 
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both directly and indirectly. Although multi-level interactions helped develop their 

experiences and perspectives with regards to sexual health, the youth did not learn how 

to integrate sexual health in their overarching conceptualization of culture and health. 

Instead, they define it separately in terms of HIV/STI as it relates to testing, 

contraception, unprotected sex, sex and gender, confidentiality, and anonymity.   

Sexual Health Places and Education 

 The theme sexual health places and education, describes how Aboriginal youth 

interact with various sexual health programs, services, and education settings through 

formal and informal sources in their community and surrounding region. Young men 

and women interact with many different people and places (e.g., Elders, family 

members, friends, health service providers, teachers, schools, community health centers, 

sexual health centers, and hospitals). Through these interactions, youth construct beliefs 

pertaining to sexual health, HIV/STI, and gender, which in turn create barriers to access.  

 All participants understand that many gender-based differences exist in society. 

Although most personally disagree with them, they still acknowledge their significance 

in the context of sexual health and sexuality. Understanding these differences requires 

an examination of the influence of biological sex and socially constructed gender on 

health experiences and health seeking behaviours, which is important in any healthcare 

perspective, including that of youth. According to the data, gender emerged as a highly 

contextual factor influenced by the place in which youth live and grow. This further 

acknowledges that gender is socially constructed while youth interact with people and 

learn through different historical, socio-cultural, and structural norms in society.   
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 The findings in regards to sexual health places and education are in agreement 

with Johnson, Repta, and Kalyan’s (2012) perspective on social locations. According to 

these authors, social and structural norms significantly influence health-seeking 

behaviours and health experiences among minority populations and should be integrated 

in all studies seeking to further enhance understanding between health seeking 

behaviours and gender. Evans, Frank, Oliffe, and Gregory (2011) agree that men and 

women’s experience of health occurs in the context of gender relations within a specific 

social setting in which sexual health is included. To fully elucidate the ways that social 

factors shape the gendered sexual health experiences among youth in this community, 

observations were made of socio-cultural, political, structural, and economic 

determinants, which are interrelated with other significant social norms such as gender 

relations, gender roles, and gender performances. The findings have the potential to 

enhance the public health understanding of gender and how stereotypes can be 

detrimental to youths’ willingness to access sexual health services.   

 The majority of participants in this study shared that societal stereotypes and 

gender-based differences were among the most important inhibitors to access. 

According to Bortoff, Oliffe, Kelly, and Chambers (2012), the social construction of 

gender should remain situated in the population context, with whom the youth interact to 

discuss sexual health related issues and where they can access HIV/STI testing services. 

To further inform discussion, these authors explain how gender is constructed and 

deconstructed through different socio-cultural norms and interactions, which influence 

gender relations, gender roles, and gender performances in societies. 

There are many gender relations, contextualized by culture and social location… 

these distinctly different idealized masculine and feminine health practices are 
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deconstructed, with particular emphasis on unraveling the ways that culturally 

dominant forms of practicing gender are negotiated, coproduced, and performed 

with interpersonal relationships. In addition, examinations of gender relations 

focus on describing activities  and transactions that give meaning to interactions 

within specific cultural, historic, and  social contexts. (2012, pp. 176)  

 

 Schippers (2007) offers an extended perspective of Connell’s Theory of Gender 

Hegemony that values both masculinity and femininity as factors capable of influencing 

a person’s desire to access healthcare programs and services. Bortoff et al. (2012) 

support Connell’s theory and acknowledge the importance of integrating a gender lens 

to inform various healthcare settings, including sexual health places and education. In 

this study, different social norms did influence youth’s willingness to access. Even 

though the majority of the participants were sexually active, more than half had never 

been tested for HIV/STIs, nor had they visited the community health center or sexual 

health center for services. Further highlighting gender-based differences, only one out of 

ten young men had ever accessed the community health centre for testing, while none 

had accessed the sexual health centre in the neighbouring city.  

 During a social interaction, there are internal forces (i.e. femininity and 

masculinity) that influence each person’s response (Oster et al., 2007). These forces can 

create important inhibitors to the sexual health seeking behaviours of youth. When 

gender interactions occur they happen at different times in life and with different people 

in society; therefore, location (i.e. moment in time) becomes an influential marker in the 

social construction of gender. In this study, the youth are at different stages in their 

lives, which means their past and present experiences have influenced their perceptions 

of gender and how it influences their sexual health seeking behaviours. For example, the 

younger participants in the study were more uncomfortable accessing sexual health 
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services as whole, meaning other factors (i.e. uncertainty, confidentiality, lack of 

knowledge, lack of services, and trust issues) along with the health service provider’s 

gender were causing their reluctance to access. While most male participants felt very 

uneasy to access, they still acknowledged the importance of getting tested and preferred 

to interact with a same gender health service provider. This could explain the male 

participant’s preference toward the quick and informal way of accessing HIV/STI 

testing through a primary care model, rather than a sexual health promotion approach 

focused on education and counselling. This male perspective in relation to sexual health 

models of service provision did not emerge from the older females’ stories. Rather, they 

defined access to sexual health services as part of an integrated perspective of general 

healthcare in achieving positive health outcomes.  

The youth in this study have had different life trajectories; however, socio-

structural pressures exist in their everyday lives and have significant impact on the 

choices they make, such as accessing health services. For youth still in high school, 

these come from peers, teachers, and parents, as well as community services, school, 

media outlets, and extra-curricular activities. For youth in college or university, 

pressures are also significant and may come from social circles, family members, and 

educational institutions, as well as the workplace and community services. Similarly, 

youth who are no longer attending school and who are now in the workforce or 

unemployed may feel pressure from family members, social surroundings, and 

workplace, as well as facing new financial responsibilities, housing needs, and 

continuing education challenges. It is within these social circles and structures that 

youth interact, build, and create their value and belief systems, as well as develop their 
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attitudes and ultimately make choices pertaining to important life issues, including 

sexual health (Boyce et al., 2006; Byers, 2011). Some female participants noted the 

importance of sexual health promotion initiatives in school and at home because youth 

who had healthy relationships with their families and had access to formal sexual health 

education were more likely to access sexual health resources and less likely to choose 

risky sexual health behaviours. This suggests that for some, positive sexual health 

reinforcement and sexual health education at home and at school influence their 

perceptions and choices to access sexual health services and HIV/STI testing across 

their life stages (i.e., experience, maturity, social interactions, and gender).  

Perceptions of Sexual Health and HIV/STI Testing 

 This theme is the fourth major theme identified in youths’ experiences and 

interactions with various people and places in the region. Through these interactions, the 

youth have constructed their perceptions of sexual health services and HIV/STI testing, 

which in turn become significant inhibitors to access (i.e., confidentiality, anonymity, 

and stigma related to gender-based differences) as well as enablers (i.e., safety, 

protection, and testing).  

 By interacting with different societal systems, youth learn about the different 

sexual health drivers in society; as a result, some have developed notions of protection 

and safety associated with HIV/STI prevention strategies. Consistent with prior studies 

(Johnston & Boyle, 2013; MacDonald, Bailie, Grace, & Brewster, 2010; Prentice et al., 

2011; Richmond & Ross, 2009), the majority of young Aboriginal men and women in 

this community have faced their share of health and social challenges (e.g., adolescent 

pregnancies, unemployment, drugs, alcohol, lack of resources and activities). However, 
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even though some social health markers have intersected and influenced their sexual 

health related behaviours, these have not prevented all youth from constructing some 

positive perspectives toward the notions of protection and the importance of safety in 

the context of HIV/STI.  

 The findings further conceptualize gender roles as important factors influencing 

males and females approach to negotiating safer sex with their partners. Some of the 

female participants have taken a leading role and choose to carry male condoms for 

protection against HIV/STIs and unintended pregnancies. Several have also stated that 

they would refuse to have sex if their partner was not willing to use a condom. Although 

this finding is important, the majority of studies still suggest that male partners have 

more power in a sexual relationship, including the choice of using a condom or not 

during sexual intercourse (Cook, 2012; DePadilla, Windle, Wingood, Cooper, & 

DiClemente, 2011; Vasilenko, Kreager, & Lefkowitz, 2013). On this topic, Cook (2012) 

wrote that "… it may be harder for women to negotiate safer sex and ask for condoms to 

be used" (p. 535), which emphasizes the importance of acknowledging the notions of 

gender-based dynamics, expectations, and even gender-based violence as possible 

inhibitors to HIV/STI prevention initiatives. Vasilenko et al. (2013) also believes that 

health service providers should educate youth on the negative effects of unequal gender 

power relations. This initiative would further enhance sexual health prevention 

strategies and target gender related barriers involved in the use of protection. Most 

males in this study did not want to use condoms due to feelings of discomfort, stigma, 

and a decreased sense of pleasure. Many authors support this finding and explain that 

young men who abide by traditional norms of masculinity are more likely than not to 
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hold negative attitudes about condoms, and therefore, are less likely to use condoms 

consistently, and more likely to have multiple sexual partners (Connell, 2005; Kirby & 

Lepore, 2007; Marcell, Ford, Pleck, & Sonenstein, 2007; Shoveller et al., 2009).  

 The study findings are also consistent with those from previous research in 

which confidentiality, anonymity, and perceived stigmas associated with gender-based 

differences were significant barriers to accessing HIV/STI testing. These factors did 

influence youth’s decision-making around accessing programs and services. For 

example, most male participants verbalised the importance of getting tested, but still 

chose not to access testing services. A socially constructed, gender-based, and sexual 

double standard was often implied by the youth: "a guy who goes in for testing is seen 

as a hero, but a girl is frowned upon and stereotyped as a slut." Although most agreed 

with this gender-based stereotypical statement during the interviews, most male 

participants chose not to get tested for HIV/STIs.  

 The findings also support that gender is an influential marker with regards to 

youths’ perceptions toward different health service providers. Many participants are 

more comfortable discussing sexual health issues with people of the same gender, which 

may further explain why most males in this study never accessed sexual health services 

for HIV/STI testing as the sexual health nurses are most frequently female. As well, 

according to the participants, perceived systemic barriers to access included long wait 

times, mistrust in the system, apprehension concerning positive results, and societal 

gender-based stereotypes.  

 In summary, the funding and legislative bodies, the intergenerational shaping of 

sexual health, sexual health places and education, along with perceptions of sexual 
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health services and HIV/STI testing have been identified to explain the different barriers 

to accessing sexual health programs and services among Aboriginal youth living in a 

First Nation community in New Brunswick. These multifaceted themes illustrate the 

importance of integrating a multilevel perspective to the various sexual health 

promotion programs and models of service delivery in order to capture the many factors 

that interact to influence participants’ lived experiences and create barriers to services. 

These factors stem from overarching systems (i.e., historical, socio-cultural, structural, 

and political) that create and recreate barriers to the different sexual health places and 

people involved in sexual health promotion strategies among youth.  

Reflections on Critical Social Theory 

 Understanding that many Aboriginal peoples have faced and continue to face 

many social challenges in Canada, I wanted to remain true to the youth and their 

experiences in this research. For this reason, a critical social lens was used to ensure that 

the disparities, injustices, and other factors influencing Aboriginal youths’ access to 

sexual health and HIV/STI services were highlighted. Although the community-based 

and OCAP principles may have been enough to lead the understanding of youths’ lived 

experiences, I am not a First Nation member and as a researcher I needed to reflect 

critically on the broader issues influencing youth and Aboriginal peoples throughout the 

study.  

 Many Indigenous scholars agree that a critical perspective is essential and that 

claims about cultural knowledge cannot be limited to one approach to ensure that the 

end result truly reflects the voice of the people. To deconstruct non-Aboriginal 

assumptions, motivations, and values in the context of sexual health, Hoare, Levy, and 
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Robinson (1993) offer an important statement to researchers that "if knowledge is 

fundamental to understanding, interpreting and establishing values within a society, then 

control over its production becomes an integral component of cultural survival" (p.46). 

The collaboration and participation of the Aboriginal peoples and the youth was pivotal 

to the success of this study. Together, Indigenous knowledge, OCAP principles, social 

ecological, and critical social lenses kept the study situated in the local dynamics of 

accessing or not accessing services while living in a First Nation community. This 

theoretical combination not only allows an Aboriginal worldview to inform the research, 

but it also allows a dynamic and multi-level perspective to unfold in the context of 

sexual health and HIV/STI among Aboriginal youth. These socially constructed and 

contextual factors are significant and are critical to the uptake and the building of 

culturally appropriate, youth friendly, and gender sensitive services. They also have 

important implications for health service providers working in the field and should be 

reflected in all policy discourse pertaining to Aboriginal youth and sexual health 

programs in the province of New Brunswick. 

Implications for Sexual Health Practices 

 The research findings have implications for health professionals and educators 

working in the field of sexual health promotion and HIV/STI prevention. These include 

health service providers (nurses and physicians) who work with youth to provide 

counselling, education, and HIV/STI testing at the First Nation community health 

center, at the sexual health center in public health, and in primary care settings. 

 First, because Aboriginal youth have many overarching barriers to surmount 

before entering a center, clinic, or office to ask for sexual health services or HIV/STI 
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testing, all health service providers need to consider the roles they can play in becoming 

advocates. Providers need to consider the importance of being proactive by asking all 

youth about sexual health issues, regardless of how much information they initially 

volunteer about their sexual health status. Education on various sexual health promotion 

and prevention strategies (e.g., healthy relationships, importance of condom use, 

pregnancy and HIV/STI prevention, etc.) should also be offered to youth visiting health 

service facilities. In my experience as a public health nurse in sexual health, I have 

learned that, while some youth may not openly interact during the first visit, they still 

captured the meaning of my sexual health promotion and prevention messages (i.e. the 

importance of getting tested, of using a condom, of getting to know your partner before 

having sex). People working in First Nation communities, federal and provincial 

government offices, schools, should use creative, youth friendly, and community-based 

strategies to promote sexual health for all youth including difficult to reach populations, 

such as youth living in rural regions, LGBTQ youth, Aboriginal youth, and male youth. 

Outreach sexual health programs, mobile HIV/STI testing and harm reduction services, 

sexual health promotion gender-based media advertising, and school-based sexual health 

programs are important strategies that can be integrated into existing systems used by 

health service providers. 

 Second, many nurses have a significant role to play in the provincial sexual 

health landscape. For this reason, it is important for policy makers to seek their input 

and for them to share their knowledge in order to affect youth-related sexual healthcare 

policies, programs, and services. Policy makers and program advisors need to 

understand the complexities and affects related to socio-cultural, historical, and 
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structural factors affecting youth living in a rural First Nation community (i.e., travel 

distance and location; available resources and education; gendered power relations and 

roles). They must also be advised on the importance of collaborative community-based 

initiatives needed to unpack the key components within these multi-level factors that 

affect youth’s health-seeking behaviours. Both young men and women in this study 

possess adequate knowledge about high-risk sexual activities, and the competence to 

apply the necessary sexual health prevention strategies. However, they are still having 

unprotected sex, becoming pregnant, and contracting HIV/STIs. Thus, it is clear that in 

order to be effective, sexual health program planners must seek further understanding of 

inhibiting factors and adapt services to fit with Aboriginal youth’s socio-cultural context 

and historical realities by listening to them and changing programs and services to meet 

their needs. For this to happen, youth must be actively consulted and provided the 

opportunity to interact with policy makers and program advisors within various youth-

related sectors. 

 Finally, health service providers need to consider the influence of gender-based 

differences in all sexual health contexts. Gender, as a key determinant of sexual health, 

affects interpersonal interactions. It influences a young person’s willingness to access 

important sexual health information and to openly share relevant information pertaining 

to sexual health issues. It is well documented that biological sex and socially constructed 

gender intersect with other determinants to influence sexual health outcomes (Bortoff et 

al., 2012; Gahagan et al., 2011; Shoveller et al., 2009). For example, young men and 

women almost always have inner struggles with factors of masculinity and femininity 

that influence gender relations and create gendered power inequities. Therefore, as a 
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health service provider it is important to take into account that youth might not feel 

comfortable and may be reluctant to share information related to their sexual 

experiences. They might also be unwilling to request an HIV/STI test or ask about ways 

to protect themselves. 

Future Research 

 This study provides an opportunity to extend the understanding of multi-faceted 

barriers to accessing sexual health services and HIV/STI testing programs for aboriginal 

youth. The multi-level approach used herein was valuable to enhance the understanding 

of the various inhibitors and facilitators pertaining to health seeking behaviours. 

 It would be informative to replicate the present community-based study with 

other First Nation communities with different characteristics; for example, future studies 

could invite youth from other First Nations in New Brunswick (e.g., Maliseet, Mi’kmaq, 

and Passamaquoddy), as well as those from various sexual minority groups (e.g., 

LGBTQ youth). To describe the varied cultural realities and social contexts, and 

highlight the structural processes in more detail, researchers could also focus on the 

experiences of Aboriginal youth living in different First Nation communities and 

compare with both Aboriginal and non-Aboriginal youth living in urban regions. This 

type of study could offer an overarching population perspective on the needs of youth 

that is grounded in their present contexts and realities as they relate to sexual health and 

HIV/STI. 

 The notions of cultural sensitivity and community context within the provincial 

healthcare system also need to be explored in more depth. In light of the many health 

burdens and increasing rates of chronic diseases among Aboriginal peoples, it is 
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important to understand their perspectives, including those of the Elders, so that these 

can be considered within the present healthcare platform where services could be 

enhanced to attain better health and social outcomes (Lang & Rayner, 2007; Mehrabadi 

et al., 2008; Mill et al., 2012; Prentice et al., 2011; Raphael, 2009). Therefore, future 

research should consider the First Nation OCAP principles (Schnarch, 2004), along with 

a social ecological community-based, culturally situated, and gender-based approach to 

allow the influential factors to unfold within a First Nation context.  

Strengths and Limitations 

 The findings of this community-based ethnographic study have provided an 

understanding of the multi-level factors that interact to influence Aboriginal youths’ 

experiences with different sexual health promotion and HIV/STI prevention programs. 

The time I spent in the field for the present study contributed to the understanding of the 

socio-cultural, historical, political, and structural processes and norms that create sexual 

health barriers to accessing sexual health services. Describing these processes sheds new 

light on the relationship youth have with the various programs and services related to 

sexual health (i.e., the community health center, the sexual health center, and the 

primary care settings). In addition, this study provides new insight into many of the 

challenges and realities that occur within the context of time and location, such as those 

of youth living in a remote First Nation community.  

 The various data collection methods used in this study, such as observation, 

participant-observation, interviews, demographic data, and retrieval of documents, 

allowed me to develop a comprehensive picture of the many barriers that exert influence 

on youth’s actions and choices. I also ensured that privacy and confidentiality were 
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respected during the individual interviews, which allowed youth to openly share their 

experiences. Youth appeared comfortable during the research process. Furthermore, 

collection and analysis occurred over a period of time and was supported through 

collaboration with the First Nation community advisory committee and the youth. This 

approach contributed to a more holistic and cultural perspective on the phenomenon in 

the context of sexual health and HIV/STI. The study process remained community-

based, flexible, and open to the various gendered power relations involved in the multi-

faceted experiences. 

 While recognizing these strengths, I also acknowledge that this research has 

several limitations, which should be taken into consideration when reviewing the 

findings. The first of these is the sample size. Although the number of participants is not 

unusually small for a qualitative research project, caution must nonetheless be exercised 

when extrapolating the findings to other youth from different First Nation communities. 

Context is very important in collaborative research with Aboriginal peoples, as socio-

cultural, structural, and political factors may vary between communities.  

 Second, although purposive sampling was used to attain variable social 

demographics, characteristics, and gender-based perspectives, the experiences of some 

youth – particularly those younger than 16 years of age and LGBTQ youth –were not 

represented. This limitation is particularly important with respect to transferring the 

findings to sexual minority groups, because sexual health and HIV/STI may be different 

for these individuals and sexual identity can have an additive effect on health care 

access and therefore outcomes. Many studies have described the discrimination that 

LGBTQ individual’s experience, which creates further structural barriers to access 
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sexual health promotion and HIV/STI programs. Homophobia is an important inhibitor 

for many who self-identify as LGBTQ and, according to Mayer et al. (2008), often 

result in significant stress levels that in turn inhibit access.  

Programmatic Recommendations for Sexual Health Practices 

 Aboriginal youth in this study shared their experiences of navigating the present 

sexual heath and HIV/STI programs while living in a rural First Nation community. 

During the interviews, they offered recommendations to improve these programs and 

create youth-friendly and comprehensive services. These include: 

 To ensure confidentiality and anonymity it would be beneficial to have a health 

service provider from outside the community. This would improve and facilitate 

access for those who are reluctant to discuss sexual health issues with someone 

they know. They also suggested moving the community health centre’s main 

parking and entrance from the front to the back of the building, as doing so 

would improve their sense of anonymity when accessing sexual health services 

and HIV/STI testing. 

 To ensure the uptake of a sexual health program in the community, having 

consistent but flexible hours of operation, along with better advertising of the 

different sexual health services offered at the community health centre are 

important. Participants also suggested having a full-time nurse present at the 

First Nation schools and provincial high school to increase sexual health 

promotion and HIV/STI prevention. 

 Even though most of the interviewed youth were reluctant to access sexual 

health services at the community health centre, all acknowledged the importance of 
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having a health centre available in the community. From this study, and from my 

experience as a public health nurse working at the sexual health centre, I have found that 

youth need to feel they can trust the system and the people within it before they feel 

comfortable enough to share important sexual health information and be open to 

improve their sexual health outcomes. 

Conclusion 

 This study enhances the public health understanding of the interrelated factors 

(i.e., culture, history, politics, sex, gender, social norms, and contexts) that can influence 

Aboriginal youths’ health-seeking experiences and sexual health outcomes. This account 

of youth’s lived experience highlights the intersections of a multi-level system that 

includes different factors that create and recreate barriers to access among Aboriginal 

youth across different times and locations. For youth living in a rural First Nation 

community in New Brunswick, findings suggest that present sexual health promotion 

and HIV/STI prevention strategies fail to address the many different systems influencing 

and inhibiting access.  

 Gender is a key determinant of health and an important contributor in the 

creation of power imbalance within gender relations and gender roles, which may hinder 

youth’s willingness to access sexual health services. In a social context, gendered power 

relations continue to be neglected within various programs and services of the provincial 

sexual health platform. Sexual health education, programs, and services fall short of 

adequately reaching the study population, who, like many others, are in great need of 

promotion and prevention strategies to attain positive sexual health outcomes across the 

life course. 
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 People and places in the overarching systems in society need to work in 

collaboration and partner with the various youth-related sectors to create comprehensive 

and integrated sexual health programs and services that target the needs of this 

population. Youth also need to be involved and consulted in order for their needs to be 

met. From a multi-level perspective, people and places involved with youth also must 

acknowledge the significance of history and how it has shaped the current sexual health 

patterns of these young men and women. To improve the health of all youth in the 

province of New Brunswick, sexual health programs must integrate a culturally safe and 

gender-based approach to remain inclusive to the many processes that interact to 

influence the sexual health of youth living in a rural First Nation community.  

 Although Canada is widely considered a leader in population health and health 

promotion, First Nation peoples and citizens of New Brunswick continue to have the 

highest incidence of chronic diseases and HIV/STIs that seriously burden people and the 

healthcare system (Prentice et al., 2011; Twells, Gregory, Reddigan & Midodzi, 2014). 

The World Health Organization (2007) has identified the social determinants of health 

as causal factors linked directly to population health outcomes and considered 

‘fundamental structures of social hierarchy and the socially determined conditions’ 

created in cities, regions, and communities where ‘people grow, live, work, and age’ 

(2007) (p.3). Socio-economic status, education level, gender, culture, lifestyle, and 

access to health promotion programs and disease prevention services are all directly 

linked to health outcomes of any given population. However, the New Brunswick 

government appears to focus healthcare funding efforts more on acute and chronic 

disease management and less on health promotion. As health professionals, we are 
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bound to follow institutional mandates for service delivery models of care. However, 

there are presently significant social and health related disparities with regards to 

accessing sexual health services and HIV/STI testing. Provincial healthcare continues to 

focus on urban regions and clinical-individual intervention strategies, which are 

important but non inclusive of First Nation community context, historical realities, and 

cultural perspectives that have significant causal effects on the generally poor health 

outcomes of this population. It is clear that to integrate a population health perspective 

inclusive of all communities and to improve key determinants of health for the people of 

New Brunswick, government officials, First Nation communities, and health authorities 

need to work together to address the health disparities affecting Aboriginal peoples and 

their youth.   

 Professionals working in health promotion and disease prevention need to break 

down the institutional barriers and allow their programs and services to answer the 

needs of all people living in New Brunswick, including Aboriginal peoples living in and 

outside of First Nation communities. These professionals should always be respectful of 

First Nation OCAP principles (Schnarch, 2004), while applying socio-ecological, 

community-based, culturally situated, and gender-based sexual health promotion and 

prevention strategies that will improve Aboriginal youths’ sexual health outcomes. 

History, culture, community, gender, and context are significant determinants in the 

lives of Aboriginal youth living in a New Brunswick First Nation community. To be 

successful and change the present health outcomes of Aboriginal youth, these factors 

must be considered and integrated in all sexual health related programs and HIV/STI 

services. 



 

169 
 

REFERENCES 

Aboriginal Nurses Association of Canada (2002).  Finding our way: A sexual and 

reproductive health sourcebook for Aboriginal communities.  Ottawa, ON: 

Author. 

Acoose, J. (1995).  Iskwewak-Kah’ Ki Yaw Ni Wahkomakanak: Neither Indian 

princesses noreasy sqaw.  Toronto, ON: Women’s Press. 

Ajzen, I., & Fishbein, M. (1980).  Understanding attitudes and predicting social 

behavior.  Englewood Cliffs, NJ: Prentice-Hall. 

Aguilera, S., & Plasencia, A.V. (2005).  Culturally appropriate HIV/AIDS and substance 

abuse prevention programs for urban Native youth.  Journal of Psychoactive 

Drugs, 37(3), 299-304. 

Amnesty International Canada (2004).  Stolen sisters: A human rights response to 

discrimination and violence against Indigenous women in Canada.  Ottawa, ON: 

Author.  Retrieved from http://www.amnesty.ca/stolensisters/amr2000304.pdf 

Anderson, K. (2000).  Honouring the blood of the people: Berry fasting in the twenty-

first century. In R.F. Laliberte et al., (Eds.), Expressions in Canadian Native 

Studies (pp. 384). University Extension Press, University of Saskatchewan: 

Saskatoon, Saskatchewan. 

Anderson, N., Shea, B., Archibald, C., Wong, T., Barlow, K., & Sioui, G. (2008).  

Building on the resilience of Aboriginal people in risk reduction initiatives 

targeting sexually transmitted infections and blood-borne viruses: The 

Aboriginal community resilience to AIDS (ACRA). Pimatisiwin.  Journal of 

Aboriginal and Indigenous Community Health, 6(2), 89–110.  

http://www.amnesty.ca/stolensisters/amr2000304.pdf


 

170 
 

Aspy, C. B., Vesely, S. K., Oman, R. F., Rodine, S., Marshall, L., & McLeroy, K. 

(2007).  Parental communication and youth sexual behavior. Journal of 

Adolescence, 30(3), 449–466. doi:10.1016/j.adolescence.2006.04.007. 

Baydala, L., Letourneau, N., Bach, H., Pearce, M., Kennedy, M., Rasmussen, C., 

Sherman, J., & Charchun, J. (2008).  Lessons learned through research with 

Mother Earth’s Children’s Charter School.  Pimatisiwin: Journal of Aboriginal 

and Indigenous Community Health, 5(2), 201-216. 

Barth, K. R., Cook, R. L., Downs, J. S., Switzer, G. E., & Fischoff, B. (2002).  Social 

stigma and negative consequences: Factors that influence college students’ 

decisions to seek testing for sexually transmitted infections.  Journal of 

American College Health, 50(4), 153-159. 

Battiste, M. (2000).  Reclaiming Indigenous voice and vision. Toronto, ON: University 

of British Columbia Press. 

Battiste, M. (2002).  Indigenous knowledge and pedagogy in First Nations education - A 

literature review with recommendations.  In National Working Group on 

Education, Our children: Keepers of the sacred knowledge. Ottawa, ON: Indian 

and Northern Affairs Canada, February. 

Bingham, B., Leo, D., Zhang, R., Montaner, J., & Shannon, K. (2014).  Generational sex 

work and HIV risk among Indigenous women in a street-based urban Canadian 

setting. Culture, Health & Sexuality: An International Journal for Research, 

Intervention and Care, 16(4), 440–452.  

Blake, D. R., Kearney, M. H., Oakes, J. M., Druker, S. K., & Bibace, R. (2003).  

Improving participation in chlamydia screening programs: Perspectives of high-



 

171 
 

risk youth.  Archives Pediatric Adolescent Medicine, 157(6), 523-529.  

Blakney, S. L. (2003).  The Aboriginal forestry in New Brunswick: Conflicting 

paradigms.   Environments, 31(1), 61-78. 

Bogdewic, S. P. (1992).  Participant observation. In Crabtree BF, Miller W (Eds.). 

Doing Qualitative Research (Vol. 3) (pp. 45-69).  Newbury Park, CA: Sage. 

Boothroyd, L. J., Kirmayer, L. J., Spreng, S., Malus, M., & Hodgins, S. (2001).  

Completed suicides among the Inuit of Northern Québec: A case control study.  

Canadian Medical Association Journal, 165(6), 749-755. 

Borsollino, M. (2011).  Repairing native health: Health status indicators of Canada’s 

First Peoples remain poor but there are some improvements and glimmers of 

hope.  The Medical Post, 47(1), 27-32. 

Bottorff, J. L., Oliffe, J. L., Kelly, M. T., & Chambers, N. A. (2012).  Approaches to 

examining gender relations in health research. In J.L. Oliffe & L. Greaves, 

Designing and conducting gender, sex & health research (pp. 175-188).  Sage 

Publications, Thousand Oaks: California.  

Boyle, J. S. (1994).  Styles of ethnography. In J.M., Morse (Eds.), Critical Issues in 

Qualitative Research Methods (pp. 159-185). Thousand Oaks, CA: Sage.  

Braine, N., DesJarlais, D. C., Ahmad, S., Purchase, D., & Turner, C. (2004).  Long-

terms effects of   syringe exchange on risk behaviour and HIV prevention.  AIDS 

Education and Prevention, 16(3), 264-275. 

Bronfenbrenner, U. (1979).  The ecology of human development: Experiments by nature 

and design.  Cambridge, MA: Harvard University Press. 

Bronfenbrenner, U. (1989).  Ecological systems.  Annals of Child Development, 6, 187-



 

172 
 

249. 

Bronfenbrenner, U. (1992).  Ecological systems theory.  In R. Vasta (Eds.), Six theories 

of child development: Revised formulations and current issues (pp. 187-249).  

London, UK: Cambridge University Press. 

Brown, A. J., Smye, V. L., & Varcoe, C. (2005).  The relevance of post-colonial 

theoretical perspectives to research in Aboriginal health.  Canadian Journal of 

Nursing Research, 37(4), 16-37. 

Bucharski, D., Reutter, L., & Ogilvie, L. (2006). You need to know where we’re coming 

from: Canadian Aboriginal women’s perspectives on culturally appropriate HIV 

counseling and testing.  Health Care of Women International, 27(8), 723-747.  

Byers, E. S., Sears, H. A., Voyer, S. D., Thurlow, J. L., Cohen, J. N., & Weaver, A. D. 

(2003a). An adolescent perspective on sexual health education at school and at 

home: I. High school students.  The Canadian Journal of Human Sexuality, 12, 

1-17.  

Byers, E. S., Sears, H. A., Voyer, S. D., Thurlow, J. L., Cohen, J. N., & Weaver, A. D.  

(2003b). An adolescent perspective on sexual health education at school and at 

home: II. Middle school students.  The Canadian Journal of Human Sexuality, 

12, 19-33.  

Byers, S. (2011). Beyond the birds and the bees, and was it good for you? : Thirty years 

of research on sexual health communication.  Canadian Psychology, 52(1), 20-

28.  

Canadian Aboriginal AIDS Network (2005).  Community-based research with 

Aboriginal communities.  Ottawa, ON: Author.  Retrieved from www.caan.ca 

http://www.caan.ca/


 

173 
 

Canadian Aboriginal AIDS Network (2010).  Announces the Formation of the National  

Aboriginal HIV/AIDS Youth Council.  Ottawa, ON: Author.  Retrieved from 

www.caan.ca 

Canadian Federation for Sexual Health (2007).  Sexual health in Canada.  Ottawa, ON: 

Author. 

Canadian Institute for Health Information (2004).  Improving the health of Canadians.  

Ottawa, ON: Author. 

Canadian Institute of Health Research, Natural Sciences and Engineering Research 

Council of Canada & Social Sciences and Humanities Research Council of 

Canada (2005).  Tri-Council policy statement for ethical research involving 

humans.  Ottawa, ON: Author. 

Canadian Institute of Health Research (2007).  CIHR guidelines for health research 

involving aboriginal people.  Ottawa, ON: Author. 

Canadian Institute of Health Research (2009).  Gender and sex-based analysis in health 

research: A guide for CIHR researchers and reviewers.  Ottawa, ON: Author. 

Canadian Institute of Health Research (2010).  CIHR HIV/AIDS community-based 

research program.  Ottawa, ON: Author.  Retrieved from http://www.cihr-    

irsc.gc.ca/e/25835.html 

Institute of Gender and Health (2012).  A gender, sex and health research casebook: 

What a difference sex and gender make. Vancouver, BC: Author. 

Chinn P. L., & Kramer M. K. (2008).  Integrated theory and knowledge development in 

nursing (7th ed.).  St. Louis, MO: Mosby Elsevier. 

http://www.caan.ca/


 

174 
 

Cohen, D. A., Scribner, R. A., & Farley, T. A. (2000).  A structural model of health 

behavior: A pragmatic approach to explain and influence health behaviors at the 

population level. Preventive Medicine, 30(2), 146-154.  

Cole, E. R., & Zucker, A. N. (2007).  Black and white women’s perspectives in 

femininity. Cultural Diversity and Ethnic Minority Psychology, 13(9), 1-9. 

Coleman, E. (2002).  Promoting sexual health and responsible sexual behaviour: An 

introduction.  The Journal of Sex Research, 39(1), 3-6. 

Collins, P. H. (2004).  Black sexual politics: African Americans, gender and the new 

racism. New York, NY: Routledge. 

Collin-Vézina, D., Dion, J., & Trocmé, N. (2009).  Sexual abuse in Canadian Aboriginal 

communities: A comprehensive review of conflicting evidence. Pimatisiwin: A 

Journal of Aboriginal and Indigenous Community Health, 7, 27-47. 

Commission on Social Determinants of Health (2007).  Commission on social 

determinants of health's interim statement.  Geneva, Switzerland: Author.  

Retrieved from 

http://www.who.int/social_determinants/resources/csdh_media/csdh_interim_sta

tement_07.pdf 

Connell, R. W. (2005).  Masculinities (2nd ed.).  Los Angeles, CA: University of 

California Press. 

Cook, C. (2012).  “Nice girls don’t”: Women and the condom conundrum.  Journal of 

Clinical Nursing, 21(3-4), 535-543. doi: 10.1111/j.1365-2702.2011.03879.x 

Corcoran, J. (2000).  Ecological factors associated with adolescent pregnancy and 

parenting, Social Work Research, 24, 29-39. 

http://www.who.int/social_determinants/resources/csdh_media/csdh_interim_statement_07.pdf
http://www.who.int/social_determinants/resources/csdh_media/csdh_interim_statement_07.pdf


 

175 
 

Creswell, J. W. (2007).  Qualitative inquiry & research design: Choosing among five 

approaches (2nd ed.).  London, UK: Sage Publications. 

Daley, E., Alio, A., Anstey, E. H., Chandler, R., Dyer, K., & Helmy, H. (2010).  

Examining barriers to cervical cancer screening and treatment in Florida through 

a socio-ecological lens. Journal of Community Health. 36(1), 121-131.  

DeLamater, J., & Friedrich, R. (2002).  Human sexual development.  Journal of Sex 

Research, 39, 10-14. 

De la Sablonnière R., Pinard Saint-Pierre F., Taylor D. M., & Annahatak J. (2011).  

Cultural narratives and clarity of cultural identity: Understanding the well-being 

of Inuit youth. Pimatisiwin: A Journal of Aboriginal and Indigenous Community 

Health, 9(2), 301-322. 

Denscombe, M. (2007).  The good research guide for small-scale research projects.  

Bucking- Hamshire: Open University Press. 

Denzin, N. K., Lincoln, Y. S., & Tuhiwai Smith, L. (2008).  Handbook of Critical and 

Indigenous Methodologies.  Los Angeles, CA: Sage. 

Denzin, N. K., & Lincoln, Y. S. (1994).  Introduction: Entering the field of qualitative 

research.  In N. K. Denzin, & Y. S. Lincoln (Eds.), Handbook of qualitative 

research (pp. 1–17).  Thousand Oaks, CA: Sage. 

DePadilla, L., Windle, M., Wingood, G., Cooper, H., & DiClemente, R. (2011).  

Condom use among young women: Modeling the theory of gender and power.  

Health Psychology, 30(3), 310-319. 

Department of Education Educational Programs & Services (2001).  Health education 

curriculum kindergarten – Grade 5.  Government of New Brunswick: Author. 



 

176 
 

Department of Education Educational Programs & Services (2005a).  Health education 

curriculum – Grade 7.  Government of New Brunswick: Author. 

Department of Education Educational Programs & Services (2005b).  Health education 

curriculum – Grade 8.  Government of New Brunswick: Author. 

Department of Education Educational Programs & Services (2007).  Physical education 

and health – Grade 9/10.  Government of New Brunswick: Author.  

Deschamps, G. (1998).  We are part of a tradition: A guide on two-spirited people for 

First Nations communities.  Toronto, ON: 2-spirited People of the 1st Nations. 

DeSimone, J. (2005).  Needle exchange programs and drug injection behavior.  Journal 

of Policy Analysis and Management, 24(3), 559-577. 

Dickason, O. P. (2002).  Canada’s First Nations: A history of founding peoples from 

earliest Times (3rd ed.).  Toronto, ON: Oxford University Press. 

Diclemente, R. J., Salazar, L. F., Crosby, R. A., & Rosenthal, S. L. (2005).  Prevention 

and control of sexually transmitted infections among adolescents: The 

importance of a socio-ecological perspective-a commentary.  Public Health, 119, 

825-836. 

Drummond, J., Letourneau, N., Weir, A., & Neufeld, S. (2008).  Effectiveness of 

teaching and early parenting approach within community-based support services 

for adolescent mothers.  Research in Nursing and Health, 31(1), 12-22. 

Dubé, A. (2005).  Knowledge in regards to the human papilloma virus and Pap test, 

attitudes and intention to have a Pap test with young women.  Unpublished 

master thesis, Université de Moncton: Moncton, New-Brunswick. 



 

177 
 

Duffy, L. (2005).  Culture and context of HIV prevention in rural Zimbabwe: The 

influence of gender inequality.  Journal of Transcultural Nursing, 16(1), 23-31. 

Durran, B., & Duran, E. (2000).  Applied postcolonial and research strategies.  In M. 

Battiste (Eds.), Reclaiming Indigenous voice and vision (pp.86-100).  

Vancouver, BC: University of British Columbia Press. 

Eel Ground Health Centre (2014). Community health vision. Eel Ground, New 

Brunswick: Authors.  Retrieved from 

http://www.eelgroundhealthcentre.com/?page_id=82  

Evans, J., & Frank, B. (2003).  Contradictions and tensions: Exploring relations of 

masculinities in the numerically female-dominated nursing profession.  The 

Journal of Men’s Studies, 11(3), 1-15. 

Evans, J., Frank, F., Oliffe, J. L., & Gregory, D. (2011).  Health, illness, men and 

masculinities (HIMM): A theoretical framework for understanding men and their 

health.  Journal of Men’s Health, 8(1), 7–15.  

Fay, B. (1987).  Critical social science.  Ithaca, NY: Cornell University Press. 

Few, C. (1997).  The politics of sex research and constructions of female sexuality: 

What relevance to sexual health work with young women?  Journal of Advance 

Nursing, 25, 615-625. 

Fine, M. (1988).  Sexuality, schooling and adolescent females: The missing discourse of 

desire.  Harvard Educational Review, 58, 29-53. 

Firestone, W. A. (1993).  Alternative arguments for generalizing from data as applied to     

qualitative research.  Educational Researcher, 22, 16-23. 

First Nation Information Governance Centre (FNIGC) (2012).  First Nation regional 

http://www.eelgroundhealthcentre.com/?page_id=82


 

178 
 

health survey (RHS) 2008/10: National report of adults, youth and children 

living in First Nations communities.  Ottawa, ON: Author.  

Flicker, S., Savan, B., Kolenda, B., & Mildenberger, M. (2007).  A snapshot of 

community-based research in Canada: Who? What? Why? How?  Health 

Education Research, 23(1), 106-114.  doi: 10.1093/ her/ cym007 

Flicker, S., Skinner, H., Read, S., Veinot, T., McClelland, A., Saulnier, P., & Goldberg, 

E. (2005).  Falling through the cracks of the big cities: Who is meeting the needs 

of HIV-positive youth?  Journal of Public Health, 96(4), 308-312. 

Foucault, M. (1978).  The History of Sexuality.  New York, NY: Vintage. 

Foucault, M. (1981).  Power/Knowledge: Selected interviews and writings 1972-1977. 

NewYork, NY: Pantheon Books. 

Francix, B. (2010). Re/theorizing gender: female masculinity and male femininity in the 

classroom? Gender and Education, 22(5), 477-490.doi 

10.1080/09540250903341146 

Freeman, M., & Vasconcelos, E. F. (2010).  Critical social theory: Core tenets, inherent 

issues.  Critical Social Theory and Evaluation Practice, 10(127), 7-19. 

Freire, P. (2000).  Pedagogy of the oppressed (30th anniversary Ed., with an 

introduction by Donaldo Macedo).  New York, NY: Continuum. 

Fretterman, D. M. (1998).  Ethnography: Step by step. Thousand Oaks, CA: Sage. 

Fried, S., Miller, A., & Rothschild, C. (2005). Lesbians, gender and human rights 

violations available through Amnesty International.  Retrieved from 

http://www.amnestyusa.org/women/lesbians.html 

Frideres, J. S. (1998).  Indigenous peoples of Canada and the United States of America: 

http://www.amnestyusa.org/women/lesbians.html


 

179 
 

Entering the 21st century.  Ottawa, ON: University of Ottawa Press. 

Friedland, R., & Mohr, J.W. (2004).  The cultural turn in American sociology.  In R. 

Friedland and J. W. Mohr (Eds.), Matters of culture: Cultural sociology in 

practice (pp. 1-68).  Cambridge, MA: Cambridge University Press.   

Frohlich, K., Ross, N., & Richmond, C. (2006).  Health disparities in Canada today: 

Some      evidence and a theoretical framework.  Health Policy, 79, 132-143. 

Gahagan, J. C., Fuller, J. L., Proctor-Simms, M., Harchette, T. F., & Baxter, L. N. 

(2011).  Barriers to gender-equitable HIV testing: Going beyond routine 

screening for pregnant women in Nova Scotia, Canada.  International Journal 

for Equity in Health, 10, 1-12. 

Gahagan, J., Jason, T., & Pender, C. (2011).  Promoting adolescent males’ health: 

Utilization of school-based youth health centers in Nova Scotia, Canada.  

Journal of Community Medicine and Health Education, 1, 112.  

doi:10.4172/jcmhe.1000112 

Gahagan, J. C., Fuller, J. L., Delpech, V. C, Baxter, L. N., & Proctor-Simms, M. (2010).  

HIV counselling and testing in Nova Scotia: The provincial strategy in the 

context of an international debate.  Canadian Journal of Public Health, 101(4), 

300-302. 

Gatali, M., & Archibald, C. (2004).  Women and HIV. BMC Women’s Health, 4(Suppl 

1), S27. 

Getty, G. (2010).  The journey between western and Indigenous research paradigms.  

Journal of Transcultural Nursing, 21(1), 5-14. 

Gilbert, N. (2008).  Researching Social Life.  California, CA: Sage. 



 

180 
 

Golden, S. D., & Earp, J. A. L. (2012).  Social ecological approaches to individuals and 

their contexts: Twenty years of health education & behavior health promotion 

interventions. Health Education & Behavior, 39, 364-372.  

Gracey, M., & Malcom, K. (2009).  Indigenous health part 1: Determinants and disease 

patterns. Lancet, 374, 65-75. 

Gryglewicz, K., Elzy, M. B., Brown, R. R., Kutash, K., & Karver, M. S. (2014).  It’s 

time to talk about it: Utilizing a community-based research approach to develop 

a family guide for youth suicide prevention.  International Journal of Child, 

Youth and Family Studies, 5(1), 47–69. 

Gunatilake, S. (1998).  Recognizing and preventing sexually transmitted diseases among 

adolescents.  In A. Henderson, S. Champlin, & W. Evashwick (Eds.), Promoting 

teen health: Linking schools, health organizations and community (pp.100-116).  

Thousand Oaks, CA: Sage 

Gupta, G. R. (2000).  Approaches for empowering women in the HIV/AIDS pandemic: A 

gender perspective.  Expert group meeting on "The HIV/AIDS pandemic and its 

gender implications" in Windhoek, Namibia. International Center for Research 

on Women (ICRW) United States of America. Washington, DC: Author. 

Guta, A., Nixon, S., Gahagan, J. C., & Fielden, S. (2012).  "Walking along beside the 

researcher": How Canadian REBs/IRBs are responding to the needs of 

community-based participatory research.  Journal of Empirical Research on 

Human Research Ethics: An International Journal, 7(1), 15-25.   



 

181 
 

Hampton, M. R., Mckay-McNabb, K., Jeffery, B., & McWatters, B. (2007).  Building 

research partnerships to strengthen sexual health of Aboriginal youth in Canada.  

Australian Community Psychologist, 19, 28-38. 

Harris, M. (1968).  The rise of anthropological theory.  New York, NY: Crowell. 

Health Canada (2003).  Exploring concepts of gender and health.  Ottawa, ON: Author. 

Health Canada (2008a).  Best practices: Early intervention, outreach and community 

linkages for youth with substance use problems.  Ottawa, ON: Author.  Retrieved 

from http://hc-sc.gc.ca/hc-ps/alt_formats/pacrb-dgapcr/pdf/pubs/adp-apd/bp-mp-      

intervention/Youth_Outreach.pdf 

Health Canada (2008b).  First Nations and Inuit health branch.  Ottawa, ON: Health 

Canada Fact Sheet.  Retrieved from http://www.hc-sc.gc.ca/ahc-asc/branch- 

dirgen/fnihb-dgspni/fact-fiche-eng.php  

Health Canada (2008c).  Fact sheet - First Nations and Inuit health branch. Ottawa, 

ON: Author. Retrieved from http://www.hc-sc.gc.ca/ahc-asc/branch-

dirgen/fnihb-dgspni/fact-fiche-eng.php  

Henderson, Y. B. (2000).  The context of the state of nature.  In M. Battiste (Eds.), 

Reclaiming     Indigenous voice and vision (pp. 10-38).  Vancouver, BC: 

University of British Columbia Press. 

Hermanowicz, J. C. (2002).  The great interview: 25 strategies for studying people in 

bed. Qualitative Sociology, 25(4), 479-499. 

Horkheimer, M. (1982).  Critical Theory. New York, NY: Seabury Press. 

Human Development Council (2011).  Child poverty report card: November 2011.  

Saint John: NB. 

http://hc-sc.gc.ca/hc-ps/alt_formats/pacrb-dgapcr/pdf/pubs/adp-apd/bp-mp-%20%20%20%20%20%20intervention/Youth_Outreach.pdf
http://hc-sc.gc.ca/hc-ps/alt_formats/pacrb-dgapcr/pdf/pubs/adp-apd/bp-mp-%20%20%20%20%20%20intervention/Youth_Outreach.pdf
http://www.hc-sc.gc.ca/ahc-asc/branch-%20dirgen/fnihb-dgspni/fact-fiche-eng.php
http://www.hc-sc.gc.ca/ahc-asc/branch-%20dirgen/fnihb-dgspni/fact-fiche-eng.php
http://www.hc-sc.gc.ca/ahc-asc/branch-dirgen/fnihb-dgspni/fact-fiche-eng.php
http://www.hc-sc.gc.ca/ahc-asc/branch-dirgen/fnihb-dgspni/fact-fiche-eng.php


 

182 
 

Human Development Council (2012).  Child poverty report card: November 2012.  

Saint John: NB.  

Human Resources Development Canada (2001).  National aboriginal youth strategy: 

December 1999.  Ottawa, ON: Author. 

Hutchinson, P. J., Richardson, C. G., & Bottorff, J. L. (2008).  Emergent cigarette 

smoking, correlations with depression and interest in cessation among 

Aboriginal youth in British Columbia.  Canadian Journal of Public Health, 

99(5), 418-422. 

Israel, B. A., Eng, E., Schulz, A. J., Parker, E. A., & Becker, A. B. (1998).  Review of 

community-based research: Assessing partnerships approaches to improve public 

health. Annual Review of Public Health, 19(1), 173–202. 

Jacka, F. N., Mykletun, A., & Berk, M. (2012).  Moving towards a population health 

approach to the primary prevention of common mental disorders.  BioMed 

Central Medicine, 10, 149. Retrieved from 

http://www.biomedcentral.com/content/pdf/1741-7015-10-149.pdf  

Jacobs, B., & Williams, A. (2008).  Legacy of residential schools: Missing and 

murdered aboriginal women. In Brant C. Castellano, L. Archibald, & M. 

DeGagné, From truth to reconciliation: Transforming the legacy of residential 

schools (pp.119-140). Ottawa: AHF. 

Jardine, C. G., Boyd, A. D., & Frugal, C. M. (2009).  Gender and place influences on 

health risk perspectives in northern Canadian Aboriginal communities.  Gender, 

Place & Culture, 16(2), 201-223. 

http://www.biomedcentral.com/content/pdf/1741-7015-10-149.pdf


 

183 
 

Johnson, J. A, Vermeulen, S. U., Toth, E. L., Hemmelgarn, B. R., Ralph-Campbell, K., 

Hugel, G., King, M., & Crowshoe, L. (2009).  Increasing incidence and 

prevalence of diabetes among the status Aboriginal population in urban and rural 

Alberta, 1995-2006.  Canadian Journal of Public Health, 100(3), 231-236.  

Johnson, J. L., & Repta, R. (2012).  Sex and gender: Beyond the binaries.  In J. Oliffe, & 

L. Greaves.  Designing and conducting gender, sex & health research (pp 17-

37).  Sage Publications. Thousand Oaks, CA: Sage 

Johnston, S., & Boyle, J. S. (2013).  Northern British Columbian Aboriginal mothers 

raising adolescents with fetal alcohol spectrum disorder.  Journal of 

Transcultural Nursing, 24(1), 60–67. 

Kenny, C. (2004).  A holistic framework for Aboriginal policy research.  Status of  

 Women Canada Government of Canada.  Ottawa, ON: Author.  

Kimmel, M. (2000).  The gender desire: Essays on male sexuality.  New York, NY: 

State University of New York Press. 

Kincheloe, J., & McLaren, P. (2003).  Rethinking critical theory and qualitative 

research. In N. Denzin, & Y. Lincoln (Eds.), The landscape of qualitative 

research: Theories and issues (pp. 433-489).  Thousand Oaks, CA: Sage. 

King, M., Smith, A., & Gracey, M. (2009).  Indigenous health part 2: The underlying 

causes of the health gap.  Lancet, 374(9683), 65-75. 

Kinnon, D., & Swanson, S. (2002).  Finding our way: Sexual and reproductive health  

 for Aboriginal communities. Ontario Health Promotion E-Bulletin, 2002 (279).  

 Retrieved from http://www.ohpe.ca/node/181  

Kirby, D., & Lepore, G. (2007).  Sexual risk and protective factors: Factors affecting  

http://www.ohpe.ca/node/181


 

184 
 

 teen sexual behavior, pregnancy, childbearing and sexually transmitted disease.   

 Washington, DC: ETR Associates and the National Campaign to Prevent Teen  

 and Unplanned Pregnancy.  

Koch, T., & Kralik, D. (2006).  Participatory action research in health care.  Oxford:  

 Blackwell. 

Kotchick, B. A., Shaffer, A., Forehand, R., & Miller, K. S. (2001).  Adolescent sexual  

 risk behavior: A multi-system perspective.  Clinical Psychology Review, 21(4),  

 493–519. 

Kovach, M. (2005).  Emerging from the margins: Indigenous methodologies. In S. 

Strega, & L. Brown (Eds.), Research as resistance – Critical, Indigenous and 

anti-oppressive approaches (pp. 19-36).  Toronto, ON: Canadian Scholars Press. 

Kubicek, K., Beyer, W., Weiss, G., Iverson, E., & Kipke, M.D. (2010).  In The dark: 

Young men’s stories of sexual initiation in the absence of relevant sexual health 

information. Health Education & Behavior, 37(2), 243-263.  

doi:10.1177/1090198109339993. 

Lang, T., & Rayner, G. (2007).  Overcoming policy cacophony on obesity: An 

ecological public health framework for policymakers.  Obesity reviews, 8(1), 

165-181. 

Langille D. B., Proudfoot K., Rigby J., Aquino Russell C., Strang R., & Forward K. 

(2008).  A pilot project for chlamydia screening in adolescent female using self-

testing: Characteristics of participants and non-participants.  Canadian Journal 

of Public Health, 99, 117-120. 

http://che.medicine.dal.ca/files/Chlamydia_Screening_Pilot.pdf
http://che.medicine.dal.ca/files/Chlamydia_Screening_Pilot.pdf
http://che.medicine.dal.ca/files/Chlamydia_Screening_Pilot.pdf
http://che.medicine.dal.ca/files/Chlamydia_Screening_Pilot.pdf


 

185 
 

Langille, D. B., & Rigby, J. (2006).  Factors associated with Pap testing in young 

women in    northern Nova Scotia.  Canadian Journal of Public Health, 97, 183-

186. 

Langille, D., Murphy, G. T., Hughes, J., & Rigby, J.A. (2001).  Nova Scotia high school 

students’ interactions with physicians for sexual health information and services.  

Canadian Journal of Public Health, 92, 219-222. 

Latkin, C., Weeks, M., Glasman, L., Galletly, C., & Albarracin, D. (2010).  A dynamic 

social systems model for considering structural factors in HIV prevention and 

detection.  AIDS and Behavior, 14(Supplement 2), 222-238.  

Lavoie, J. G., Forget, E., Prakash, T., Dahl, M., Martens, P., & O’Neil, J. D. (2010).  

Have investments in on-reserve health services and initiatives promoting 

community control improved First Nations’ health in Manitoba? Social Science 

& Medicine, 71, 717-724. 

LeCompte, M. D., & Schensul, J.J. (1999).  Ethnographers’ toolkit, book 5: Analyzing 

and interpreting ethnographic data.  Walnut Creek, CA: Altamira Press. 

Liang, T. S., Erbelding, E., Jacob, C. A., Wicker, H., Christmyer, C., Brunson, S., ... 

Ellen, J. M. (2005).  Rapid HIV testing of clients on a mobile STD/HIV clinic.  

AIDS Patient Care and STDs, 19(4), 253-257. 

Lincoln, Y. S., Lynham, S. A., & Guba, E. G. (2011).  Paradigmatic controversies, 

contradictions, and emerging confluences, revisited. In N. K. Denzin, & Y. S. 

Lincoln (Eds.), The Sage handbook of qualitative research (pp.97-128).  Los 

Angeles, CA: Sage. 

Lincoln, Y. S., & Guba, EG. (1985). Naturalistic Inquiry.  Newbury Park, CA: Sage. 

http://books.google.com/books?hl=en&lr=&id=2oA9aWlNeooC&oi=fnd&pg=PA5&sig=GoKaBo0eIoPy4qeqRyuozZo1CqM&dq=naturalistic+inquiry&prev=http://scholar.google.com/scholar%3Fq%3Dnaturalistic%2Binquiry%26num%3D100%26hl%3Den%26lr%3D


 

186 
 

Little Bear, L. (2000).  Jagged Worldviews Colliding.  In M. Battiste (Eds.), Reclaiming      

Indigenous voice and vision (pp. 10-38).  Vancouver, BC: University of British 

Columbia Press. 

LoBiondo-Wood, G., & Haber, J. (2010).  Nursing research: Methods and critical 

appraisal for evidence-based practice.  Toronto, ON: Elsevier Inc. 

Lofland, J., & Lofland, L. (1995).  Analyzing social settings: A guide to qualitative 

observation and analysis (3rd ed.).  Belmont, CA: Wadsworth Publishing. 

Loppie, C. (2007).  Learning from the grandmother: Incorporating Indigenous principles 

into qualitative research.  Qualitative health research, 21(6), 276-284. 

MacDonald, E., Bailie, R., Grace, J., & Brewster, D. (2010).  An ecological approach to 

health promotion in remote Australian Aboriginal communities. Health 

Promotion International, 25(1), 42-53. 

MacEwen, A., & Saulnier, C. (2011).  Cost of Poverty in New Brunswick. Canadian  

 Centre for Policy Alternatives (CCPA).  Halifax, NS: Author. 

MacNeil, M. S. (2008).  An epidemiologic study of Aboriginal adolescent risk in 

Canada: The meaning of suicide.  Journal of Child and Adolescent Psychiatric 

Nursing, 21(1), 3-12. 

MacPherson, P., & Fine, M. (1995).  Hungry for an ‘Us’: Adolescent girls and adult 

women negotiating territories of race, gender, class and difference.  Feminism & 

Psychology, 5(2), 181-200. 

Majumdar, B. B., Chambers, T. L., & Roberts, J. (2004).  Community-based, culturally 

sensitive HIV/AIDS education for Aboriginal adolescents: Implications for 

nursing practice.  Journal of Transcultural Nursing, 15(1), 69-73. 



 

187 
 

Manhart, L. E., & Holmes, K. K. (2005).  Randomized controlled trials of individual-

level, population-level, and multilevel interventions for preventing sexually 

transmitted infections: What has worked?  The Journal of Infectious Diseases, 

191(Suppl. 1), S7-S24. 

Marcell, A. V., Ford, C. A., Pleck, J. H., & Sonenstein, F. L. (2007).  Masculine beliefs, 

parental communication and male adolescents’ health care use.  Pediatrics, 119, 

966-975.  

Markham, C. M., Lormand, D., Gloppen, K. M., Peskin, M. F., Flores, B., Low, B., & 

House, L. D. (2010).  Connectedness as a predictor of sexual and reproductive 

health outcomes for Youth.  Journal of Adolescent Health, 46(3), S23–S41. 

doi:10.1016/j.jadohealth.2009.11.214. 

 McKay, M. (2000).  Prevention of sexually transmitted infections in different 

populations: A review of behaviorally effective and cost-effective interventions.  

The Canadian Journal of Human Sexuality, 9(2), 95-120. 

McKay, A. (2004).  Adolescent sexual and reproductive health in Canada: A report card 

in 2004.  The Canadian Journal of Human Sexuality, 13(2), 67-81.  

McKay, A. (2006).  Trends in teen pregnancy in Canada with comparisons to U.S.A. 

and England/Wales.  The Canadian Journal of Human Sexuality, 15, 157–161.  

McLeroy, K. R., Bibeau, D., Steckler, A., & Glanz, K. (1998).  An ecological 

perspective on health promotion programs.  Health Education Quarterly, 15(4), 

351-377.  

Mehrabadi, A., Craib, K. J., Patterson, K., Adam, W., Moniruzzaman, A., Ward-Burkitt, 

B., ... Spittal, P. M. (2008).  The cedar project: A comparison of HIV-related 



 

188 
 

vulnerabilities amongst young Aboriginal women surviving drug use and sex 

work in two Canadian cities.  International Journal of Drug Policy, 19(2), 159-

168. 

Meschke, L. L., Bartholomae, S., & Zentall, S. R. (2000).  Adolescent sexuality and 

parent-adolescent processes: Promoting healthy teen choices.  Family Relations, 

49(2), 143-154. 

Mill, J. E., Wong, T., Archibald, C., Sommerfeldt, S., Worthington, C., Jackson, R., ... 

& Myers, T. (2012).  Aids’ is something scary: Canadian Aboriginal youth and 

HIV testing.  Pimatisiwin: A Journal of Aboriginal & Indigenous Community 

Health, 9(2), 277-299.  

Moffitt, P. M. (2004).  Colonialization: A health determinant for pregnant Dogrib 

women.  Journal of Transcultural Nursing, 15(4), 323-330. 

Moore, D., Carr, C. A., Williams, C., Richlen, W., Huber, M., & Wagner, J. (2010).  An 

ecological approach to addressing HIV/AIDS in the African American 

community, Journal of Evidence-Based Social Work, 7, 144-161. 

Morse, J. M., & Field, P. A. (1995).  Qualitative research methods for health 

professionals (2nd ed.). Thousand Oaks, CA: Sage. 

Morse, J. M. (2003).  Principles of mixed methods and multimethod research design.  In 

A. Tashakkori, & C. Teddlie (Eds.), Handbook of mixed methods in social & 

behavioral research (pp. 189-208).  Thousand Oaks, CA: Sage. 

Muehlenhard, C. L., Peterson, Z. D., Karwoski, L., Bryan, T. S., & Lee, R. S. (2003).  

Gender and sexuality: An introduction to the special issue.  The Journal of Sex 

Research, 40 (1), 1-3. 



 

189 
 

National Collaborating Centre for Aboriginal Health (2011).  Setting the context: The 

Aboriginal health legislation and policy framework in Canada.  Prince George, 

BC: Author. 

Nelson, B. K., Abbott, R., & Macdonald, D. (2010).  Indigenous Australians and 

physical activity: Using a social-ecological model to review the literature.  

Health Education Research, 25(3), 498-509.  doi: 10.1093/her/cyq025 

Newbold, B. K. (1998).  Problems in search of solutions: Health and Canadian 

Aboriginals. Journal of Community Health, 23(1), 59-73. 

Nojcicki, J. M., & Malala, J. (2001).  Condom use, power and HIV/AIDS risk.  Sex 

workers bargain for survival in Hillbrow/Joubert Park/Beca, Johannesburg.  

Social Science and Medicine, 53, 99-122. 

Nova Scotia Health Promotion and Protection Agency (2006).  Framework for action: 

Youth sexual health in Nova Scotia.  Halifax, NS: Author.  

Office of the Child and Youth Advocate (2011).  PLAY MATTERS! 2011 State of the 

child report: A children’s rights and well-being framework for New Brunswick.  

Fredericton, NB: Author.  Retrieved from http://www.gnb.ca/0073/Child-

YouthAdvocate/playmatters-jouercacompte/Report/2011StateChildReport.pdf  

Office of the Ombudsman (2010).  Hand-in-hand: A review of First Nations child 

welfare in New Brunswick.  Fredericton, NB: Author. 

Ontario Federation of Indian Friendship Centres (2002).  Tenuous connections: Urban 

Aboriginal youth sexual health & pregnancy.  Toronto, ON: Author. 

Oster, R. T., Johnson, J. A., Hemmelgarn, B. R., King, M., Balko, S. U., Svenson, L. 

W., Crowshoe, L., … Paechter, C. F. (2007).  Being boys, being girls: Learning 

http://www.gnb.ca/0073/Child-YouthAdvocate/playmatters-jouercacompte/Report/2011StateChildReport.pdf
http://www.gnb.ca/0073/Child-YouthAdvocate/playmatters-jouercacompte/Report/2011StateChildReport.pdf
http://www.canadianmedicaljournal.ca/search?author1=Richard+T.+Oster&sortspec=date&submit=Submit
http://www.canadianmedicaljournal.ca/search?author1=Jeffrey+A.+Johnson&sortspec=date&submit=Submit
http://www.canadianmedicaljournal.ca/search?author1=Brenda+R.+Hemmelgarn&sortspec=date&submit=Submit
http://www.canadianmedicaljournal.ca/search?author1=Malcolm+King&sortspec=date&submit=Submit
http://www.canadianmedicaljournal.ca/search?author1=Stephanie+U.+Balko&sortspec=date&submit=Submit
http://www.canadianmedicaljournal.ca/search?author1=Lawrence+W.+Svenson&sortspec=date&submit=Submit
http://www.canadianmedicaljournal.ca/search?author1=Lindsay+Crowshoe&sortspec=date&submit=Submit


 

190 
 

masculinities and femininities.  Canadian Medical Association Journal, 183(12), 

E803-E808. 

Padilla, M. B., Guilamo-Ramos, V., Bouris, A., & Reyes, A. M. (2010).  HIV/AIDS and 

tourism in the Caribbean: An ecological systems perspective.  American Journal 

of Public Health, 100(1), 70-77. 

Pan American Health Organization (PAHO), Regional Office of the World Health 

Organization (2000). Promotion of sexual health: Recommendations for action.  

Washington, DC: PAHO.  Retrieved from 

www.paho.org/English/HCP/HCA/PromotionSexualHealth.pdf 

Parker, J., Jackson, L., Dykeman, M., Gahagan, J., & Karabanow, J. (2012).  Access to 

harm reduction services in Atlantic Canada: Implications for non-urban residents 

who inject drugs.  Health and Place, 18(2), 152-162.  doi: 

10.1016/j.healthplace.2011.08.016  

Patterson, M., Jackson, R., & Edwards, N. (2006).  Ethics in Aboriginal research: 

Comments on paradigms, process and two worlds.  Canadian Journal of 

Aboriginal Community-based HIV/AIDS Research, 1(Summer), 47-57. 

Patton, M. Q. (2002).  Qualitative research and evaluation methods (3rd Ed.).  Thousand 

Oaks, CA: Sage. 

Polit D. F. & Hungler B. P. (1999).  Nursing research: Principles and methods (6th Ed).  

Philadelphia, NJ: Lippincott. 

Prentice, T. (2004).  HIV/AIDS and Aboriginal women, children and families.  Ottawa, 

ON: Canadian Aboriginal AIDS Network. 

http://www.paho.org/English/HCP/HCA/PromotionSexualHealth.pdf


 

191 
 

Prentice, T. (2010).  HIV prevention messages for Aboriginal youth.  Final Report.  

Ottawa, ON: The Canadian Aboriginal AIDS Network (CAAN).  Retrieved from 

http://www.caan.ca/english/grfx/resources/publications/youth_prevent.pdf  

Prentice, T., Mill, J., Archibald, C. P., Sommerfeldt, S., Worthington, C., Jackson, R., & 

Wong, T. (2011).  Aboriginal youth experiences of accessing HIV care and 

treatment.  Journal of HIV/AIDS & Social Services, 10, 395-413.  

Prus, S. G. (2011).  Comparing social determinants of self-rated health across the United 

States and Canada.  Social Science & Medicine, 73(1), 50-59. Retrieved from 

http://dx.doi.org/10.1016/j.socscimed.2011.04.010  

Public Health Agency of Canada (2006).  How healthy are rural Canadians: An 

assessment into their health status and health determinants.  Ottawa, ON: 

Author.  Retrieved from 

http://www.cihi.ca/cihiweb/dispPage.jsp?cw_page=GR_1529_E 

Public Health Agency of Canada (2007).  HIV/AIDS Epi Updates, November 2007.  

Ottawa, ON: Author.  

Public Health Agency of Canada (2008a).  Canadian guidelines for sexual health 

education.  Ottawa, ON: Author. 

Public Health Agency of Canada (2008b).  Canadian guidelines on sexually transmitted 

infections.  Ottawa, ON: Author.  Retrieved from http://www.phac-   

aspc.gc.ca/std-mts/sti-its/ 

Public Health Agency of Canada (2009).  Aboriginal data at Statistics Canada: Social 

and Aboriginal statistics division.  Ottawa, ON: Statistics Canada.   

http://www.caan.ca/english/grfx/resources/publications/youth_prevent.pdf
http://dx.doi.org/10.1016/j.socscimed.2011.04.010
http://www.cihi.ca/cihiweb/dispPage.jsp?cw_page=GR_1529_E
http://www.biomedcentral.com/sfx_links?ui=1471-2334-8-132&bibl=B2


 

192 
 

Public Health Agency of Canada (2010).  HIV among Aboriginal people in Canada.  

HIV/AIDS Epi Updates, July 2010.  Ottawa, ON: Author. 

Public Health Agency of Canada (2012).  Summary: Estimates of HIV prevalence and 

incidence in Canada, 2011.  Ottawa, ON: Author. 

Public Health Agency of Canada (2013).  The chief public health officer’s report on the 

state of public health in Canada: Infectious disease- the never-ending threat.  

Ottawa, ON: Author.  Retrieved from http://www.phac-aspc.gc.ca/cphorsphc-

respcacsp/2013/assets/pdf/2013-eng.pdf  

QRS International Pty. Ltd. (2010).  QSR Nvivo revision 8 (Nvivo9) [Computer 

software]. Victoria, Australia: QSR International Pty. Ltd. 

Raphael, D. (2001).  From increasing poverty to social disintegration: How economic 

inequality affects the health of individuals and communities.  In P. Armstrong, 

H., Armstrong, & D. Coburn (Eds.), Unhealthy Times (pp.223-246).  Toronto: 

Oxford University Press. 

Raphael, D., Macdonald, J., Colman, R., Labonte, R., Hayward, K., & Torgerson, R. 

(2005). Researching income and income distribution as determinants of health in 

Canada: Gaps between theoretical knowledge, research practice, and policy 

implementation.  Health Policy, 72(2), 217-232.  

Raphael, D. (2009).  Social determinants of health: Canadian perspectives (2nd ed.).  

Toronto, ON: Canadian Scholars' Press Incorporated. 

Ray, A. J. (2010).  An illustrated history of Canada’s Native People.  Toronto, ON: Key 

Porter Books. 

http://www.phac-aspc.gc.ca/cphorsphc-respcacsp/2013/assets/pdf/2013-eng.pdf
http://www.phac-aspc.gc.ca/cphorsphc-respcacsp/2013/assets/pdf/2013-eng.pdf


 

193 
 

Reilly, R. E., Cincotta, M., Doyle, J., Firebrace, B. R., Cargo, M., van den Tol, G., … 

the Heart Health Project Steering Committee (2011).  A pilot study of Aboriginal 

health promotion from an ecological perspective.  BMC Public Health, 11, 749-

758.  doi:10.1186/1471-2458-11-749 

Richards, L., & Morse, J. (2007).  User's guide to qualitative methods (2nd Ed.).  

Thousand Oaks, CA: Sage. 

Richard, L., Gauvin, L., & Raine, K. (2011).  Ecological models revisited: Their uses 

and evolution in health promotion over two decades.  Annual Review of Public 

Health, 32, 307-326.  doi: 10.1146/annurev-publhealth-031210-101141. 

Richmond, C. A., Ross, N. A., & Egeland, G. M. (2007).  Social support and thriving 

health: A new approach to understanding the health of Indigenous Canadians.  

American Journal of Public Health, 97, 1827-1833. 

Richmond, C. A. M., & Ross, N. A. (2009).  The determinants of First Nation and Inuit 

health: A critical population health approach.  Health & Place, 15(2), 403-411.  

Ruttan, L., LaBoucane-Benson, P., & Munroe, B. (2008).  A story I never heard before: 

Aboriginal young women, homelessness, and restoring connections.  

Pimatisiwin: A Journal of Aboriginal and Indigenous Community Health, 6(3), 

31-54.  

Schensul, L., Schensul, J., & LeCompte, M. D. (1999).  Essential ethnographic 

methods.  Walnut Creek, CA: AltaMira. 

Schippers, M. (2007).  Recovering the feminine other: Masculinity, femininity, and 

gender hegemony.  Theory and Society, 36, 85-102. 

Schnarch, B. (2004).  Ownership, Control, Access, and Possession (OCAP) or self-



 

194 
 

determination applied to research.  First Nations Centre, National Aboriginal 

Health Organization.  Toronto, ON: Author. 

Schofield, T. (2012).  Gender, health, research, and public policy.  In J. Oliffe, & L. 

Greaves, Designing and conducting gender, sex & health research (pp. 203- 

214).  Thousand Oaks, CA: Sage.  

Sethi, A. (2007).  Domestic sex trafficking of aboriginal girls in Canada: Issues and 

implications. First Peoples Child and Family Review, 3(3), 1-2.  

Shenton, A. K. (2004).  Strategies for ensuring trustworthiness in qualitative research 

projects. Education for Information, 22, 63-75. 

Shoveller J.A., Johnson, J., Rosenberg, M., Greaves, L., Patrick, D., Oliffe, J., & 

Knight, R. (2009).  Youth’s experiences with STI testing in four communities in 

British Columbia, Canada.  Sexually Transmitted Infections, 85(5): 397-401. 

Shoveller, J. A., & Johnson, J. L. (2006).  Risky groups, risky behavior, and risky 

persons: Dominating discourses on youth sexual health.  Critical Public Health, 

16(1), 47–60.  

Shoveller, J. A., Johnson, J. L., Savoy, D. M., & Pietersma, W. A. (2006).  Preventing 

sexually transmitted infections among adolescents: An assessment of ecological 

approaches and study methods.  Sex Education, 6(2), 163-183. 

Shoveller, J. A., Johnson, J. L., Langille, D. B., & Mitchell, T. (2004).  Socio-cultural 

influences of young people’s sexual development.  Social Science & Medicine, 

59, 473-487. 

Smith, L. T. (1999).  Decolonizing methodologies: Research and Indigenous peoples.  

New York, NY: St. Martin’s Press. 



 

195 
 

Smith, L. T. (2000).  Kauppapa Maori research.  In M. Battiste (Ed.), Reclaiming 

indigenous voice and vision (pp. 225-247).  Vancouver, BC: University of 

British Columbia Press.   

Smylie, J., Lessard, P., Bailey, K., Couchie, C., Driedger, M., Eason, E. L., … & 

Seethram, K. (2001).  A guide for health professionals working with Aboriginal 

peoples: Health issues affecting Aboriginal peoples.  Journal of Society of 

Obstetricians and Gynaecologists of Canada, 23(1), 54–68.   

Spence, J. T. (1993).  Gender-related traits and gender ideology: Evidence for a multi 

factorial theory.  Journal of Personality and Social Psychology, 64, 624-635. 

Satistics Canada (2006a).  Aboriginal children’s survey, 2006: Family, community and 

childcare.  Ottawa, ON: Author. Retrieved from 

http://www12.statcan.gc.ca/census-recensement/2006/dp-pd/89-

635/P3.cfm?Lang=eng&age=3&ident_id=1  

Statistics Canada (2006b).  Census of Population, Statistics Canada catalogue no. 97-

558-XCB2006006.  Ottawa, ON: Author. 

Statistics Canada (2008a).  Aboriginal peoples in Canada in 2006: Inuit, Métis and First 

Nations, 2006 Census.  Ottawa, ON: Author.  Retrieved from 

http://www12.statcan.ca/census-recensement/2006/as-sa/97-558/pdf/97-558-

XIE2006001.pdf 

Statistics Canada (2008b).  Aboriginal Children’s Survey (ACS).  Ottawa, ON: Author. 

Statistics Canada (2008c).  Aboriginal Population Profile, 2006 Census.  Ottawa, ON: 

Author Retrieved from 

http://www12.statcan.ca/English/ensus06/data/profiles/aboriginal 

http://www12.statcan.gc.ca/census-recensement/2006/dp-pd/89-635/P3.cfm?Lang=eng&age=3&ident_id=1
http://www12.statcan.gc.ca/census-recensement/2006/dp-pd/89-635/P3.cfm?Lang=eng&age=3&ident_id=1
http://www12.statcan.ca/census-recensement/2006/as-sa/97-558/pdf/97-558-XIE2006001.pdf
http://www12.statcan.ca/census-recensement/2006/as-sa/97-558/pdf/97-558-XIE2006001.pdf
http://www12.statcan.ca/English/ensus06/data/profiles/aboriginal


 

196 
 

Statistics Canada (2009).  Aboriginal data at Statistics Canada: Social and Aboriginal 

statistics division.  Ottawa, ON: Author. 

Statistics Canada (2013).  Median total income, by family type, by province and territory 

(All census families): CANSIM, table 111-0009.  Government of Canada.  

Ottawa, ON: Author.  

Stavenhagen, R. (2004).  “Human rights and indigenous issues: Mission to Canada”, 

Report of the special Rapporter on the situation of human rights and fundamental 

freedoms of indigenous people.  Ottawa, ON: Author.  Retrieved from 

http://www.ohchr.org 

Steenbeek, A., Amirault, M., & Saulnier, G. (2009).  Strengthening community-based 

approaches to HIV/AIDS & STI screening, treatment & prevention among 

Aboriginal people in the Atlantic region.  A report prepared for Atlantic 

Aboriginal people and Health Canada.  Halifax, NS: Author. 

Steenbeek, A., Tyndall, M., Rothenberg, R., & Sheps, S. (2006).  Determinants of 

sexually transmitted infections among Canadian Inuit adolescent populations.  

Public Health Nursing, 23(6), 531-534.   

Steenbeek, A. (2004).  Empowering health promotion: A holistic in preventing sexually 

transmitted infections among First Nations youth and Inuit adolescents in 

Canada.  Journal of Holistic Nursing, 22(3), 254-266.    

Strand, K., Marullo, S., Cutforth, N., Stoecker, R., & Donohue, P. (2003).  Community-

based research and higher education: Principles and practices.  San Francisco, 

CA: Jossey Bass. 

Thompson, S. J., & Gifford, S. M. (2000).  Trying to keep a balance: The meaning of 

http://www.ohchr.org/


 

197 
 

health and diabetes in an urban Aboriginal community.  Social Science & 

Medicine, 51, 1457-1472. 

Thornhill, R., & Palmer, C. T. (2000).  A natural history of rape: Biological bases of 

sexual coercion.  Cambridge, MA: Massachusetts Institute of Technology Press. 

Tolman, D. L., Striepe, M. I., & Harmon, T. (2003).  Gender matters: Constructing a 

model of adolescent sexual health.  The Journal of Sex Research, 40, 4-12. 

Trickett, E. J. (2009).  Multilevel community-based culturally situated interventions and 

community impact: An ecological perspective.  American Journal of Community 

Psychology, 43, 257-266.  

Trickett, E. J., Beehler, S., Deutsch, C., Green, L., Hawe, P., McLeroy, K., … & 

Trimble, J. (2011). Advancing the science of community intervention.  American 

Journal of Public Health, 101, 1410-1419. 

Tuhiwai Smith, L. (1999).  Decolonizing methodologies: Research and indigenous 

peoples. University of Otago, Otago University Press: Dunedin, New Zealand. 

Twells, L. K., Gregory, D. M., Reddigan, J., & Midodzi, W. K. (2013).  Current and 

predicted prevalence of obesity in Canada: A trend analysis.  Canadian Medical 

Association Journal, 2(1), E18-E26. 

UNAIDS (2004).  2004 Report on the global AIDS epidemic: 4th report.  Geneva, 

Switzerland: Author.  Retrieved from 

http://www.unaids.org/bangkok2004/gar2004_html/GAR2004_00_en.htm 

United Nations (1994).  The International Conference on Population and Development 

(ICPD) created the program for action.  Conf. 171/13.  Cairo, Egypt: United 

Nations Press. 

http://www.unaids.org/bangkok2004/gar2004_html/GAR2004_00_en.htm


 

198 
 

Uuskula, A., Kangur, K., & McNutt, L. A. (2006).  Barriers to effective STI screening in 

a post-society: Results from a qualitative study.  Sexually Transmitted Infections, 

82, 323-326. 

Varjas, K., Nastasi, B. K., Moore, R.B., & Jayasena, A. (2005).  Using ethnographic 

methods for development of culture-specific interventions.  Journal of School 

Psychology, 43, 241-258. 

Valletta, R. G. (2006).  The ins and outs of poverty in advanced economies: Government 

policy and poverty dynamics in Canada, Germany, Great Britain, and the United 

States.  Review of Income and Wealth Series, 52(2), 261-284. 

Vasilenko, S. A., Kreager, D. A., & Lefkowitz, E. S. (2013).  Gender, contraceptive 

attitudes, and condom use in adolescent romantic relationships: A dyadic 

approach.  Journal of Research on Adolescence.  doi: 10.1111/jora.12091 

Voisin, D. R., Hong, J. S., & King, K. (2012).  Ecological factors associated with sexual 

risk behaviors among detained adolescents: A systematic review.  Children and 

Youth Services Review, 34(10), 1983-1991. 

Waldo, C. R., & Coates, T. J. (2000).  Multiple levels of analysis and intervention in 

HIV prevention science: Exemplars and directions for new research.  AIDS, 

14(S2), S18-S26. 

Waldram, J. B., Herring, A., & Young, T. K. (2006).  Aboriginal health in Canada: 

Historical, cultural and epidemiological perspectives (2nd ed.).  Toronto, ON: 

University Press. 

Wilson, K. (2003).  Therapeutic landscapes and First Nations peoples: An exploration of 

culture, health and place. Health & Place, 9, 83–93.  



 

199 
 

Wilson, K., & Cardwell, N. (2012).  Urban Aboriginal health: Examining inequalities 

between Aboriginal and non-Aboriginal populations in Canada.  The Canadian 

Geographer, 56(1), 98-116.  

World Health Organization (2006).  Defining sexual health: Report of a technical 

consultation on sexual health.  Geneva, Switzerland: Author.  Retrieved from 

http://www.who.int/reproductivehealth/publications/sexual_health/defining_sexu

al_health.pdf 

World Health Organization (2008).  Promoting the sexual health and reproductive health 

of adolescents.  Geneva, Switzerland: Author.  Retrieved from 

www.who.int/reproductive-health/adolescent/index.html 

Worthington, C., Jackson, J., Mill, J., Prentice, T., Myers, T., & Sommerfeldt, S. (2010).  

HIV testing experiences of Aboriginal youth in Canada: Service implications.  

Aids Care, 22(10), 1269-1276. 

Wuest, J., & Merritt-Gray, M. (1997).  Participatory action research: Practical dilemmas 

and emancipatory possibilities. In J. Morse (Ed.), Completing a qualitative 

research project: Details and dialogue (pp. 283-306).  Thousand Oaks, CA: 

Sage. 

Young, N. L., Wabano, M. J., Burke, T. A., Ritchie, S. D., Mishibunijima, D., & 

Corbiere, R. G. (2013).  A process for creating the Aboriginal children’s health 

and well-being measure (ACHWM).  Canadian Journal of Public Health, 

104(2), e136-e141.  

 

 

 

 

http://www.who.int/reproductivehealth/publications/sexual_health/defining_sexual_health.pdf
http://www.who.int/reproductivehealth/publications/sexual_health/defining_sexual_health.pdf
http://www.who.int/reproductive-health/adolescent/index.html


 

200 
 

APPENDIX A: MAP OF FIRST NATION COMMUNITIES IN NEW 

BRUNSWICK 

 

Map of First Nation communities 
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APPENDIX B: CANADIAN GUIDELINES ON SEXUALLY TRANSMITTED 

INFECTIONS 

 

Sexually Transmitted Infections Guidelines (PHAC, 2008) 

 

 Screening Testing Treatment 

 

Chlamydia 

 

- Sexually active females and 

males under 25 

- Pregnant women (1st 

prenatal; re-screen 3rd) 

- Sexually contacted 

chlamydia 

- New partner or >2 sexual 

partners in past year  

- Previous STI 

- Vulnerable population (i.e. 

sex trade) 

* Repeat screening 6 months 

post-treatment for infected 

person. 

 

- First-catch urine 

- Urethral swab  

- Cervical swab 

*If testing is done by 

methods other than 

NAAT and sexual 

contact occurred <48 

hours prior to testing, 

tests may be falsely 

negative 

 

- Doxycycline 100mg 

PO bid for 7 days 

- Azithromycin 1g 

PO in a single dose 

if poor compliance 

is expected with 

first line treatment. 

*Treatment for adults 

(non-pregnant and 

non-lactating): 

urethral, 

endocervical, rectal, 

and conjunctiva 

infection. 

 

 

Gonorrhea 

 

*Same screening population as 

Chlamydia 

 

*Same medical testing 

procedures as chlamydia 

 

- Cefixime 400mg 

PO in a single dose 

*Treatment for youth 

9 years of age or 

older and adults. 

 

 

HIV 

 

- An ‘opt-out’ policy treats 

HIV screening as a routine 

prenatal screening test 

- Vulnerable population (i.e. 

sex trade, drug-injecting) 

- Occupational transmission 

(i.e. percutaneous, mucous 

membrane, and skin) 

 

- Serology 

*Typical window period 

for testing HIV is 3 

months. 

 

- PHAC guidance for 

health professionals 

(i.e. CCDR 2007, 

vol. 33, S2) 

*Persons with HIV 

infection should be 

informed of the 

medico-legal 

requirement to 

disclose their HIV 

status to a potential 

sexual or drug-

injecting partner.  
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APPENDIX C: MINUTES FROM EEL GROUND FIRST NATION MEETINGS 

 

Minutes from meetings with Eel Ground First Nation Health Center 

 

Wednesday, February 23rd, 2011 from 9h30 to 11h00 

Present:  Carolyn DeWolfe (Executive director)  

    Karen Sobey (Community health nurse) 

    Wendy Chadwick (Community health nurse) 

 

Goals: Present my research project and see how we can work together for the sexual 

health needs of Aboriginal youth in Eel Ground First Nations 

Content:  While visiting the health center, you can easily notice through the décor the 

merging of Aboriginal culture and health.   

I started by explaining my research and my interest in sexual health.  I also spoke about 

my background as a sexual health nurse.  They then started to explain their programs in 

community health care and other services offered through their center.  Sexual health 

services are offered on every third Thursday of the month in the afternoon.  Dr. Nina 

Zigante, along with Jeannie Breau, public health nurse offer these services (e.g. pap 

tests, HIV/STI testing, birth control prescription) to youth in the community.  This 

service has been offered since April 2010 and very little Aboriginal youth access the 

services.  Interestingly, only youth from the neighbouring city drop into the center.  

Karen explained that this research would greatly help the center understand the barriers 

inhibiting youth in the community from accessing their services.  She did acknowledge 

that privacy and confidentiality could be major barriers, as Eel Ground is a smaller First 

Nation community compared to others.  They were very fortunate to have a health 

center and stressed the importance of understanding these barriers.  

They suggested I meet with Byron Boucher, director for Child and Family services and 

Marjorie Caissie, guidance counsellor at Miramichi Valley High School.  As both 

service providers, meet with a lot of youth from Eel Ground First Nation Community. 

Conclusion: Very excited about the research and definitely want to partner through 

community based research in understanding Aboriginal youth’s experiences with 

HIV/STI testing services.     

 

Monday, April 4th, 2011 from 9h30 to 10h15 

Present: Marjorie Caissie (guidance counsellor, Miramichi Valley High School) 

 

Goals: Explain my research and receive feedback 

 Understand how to better meet the youth 

 

Content: We discussed a lot about the importance of implicating Aboriginal people in 

research and how histories have rendered her people doubtful of all research.  She was 

also happy that I was doing a community based research, as she sees this as a gold 

standard to any research done with Aboriginal people. 

She also discussed her concerns with the poor sexual health outcomes of Aboriginal 

youth in Eel Ground and also in her own First Nation community of Red Bank.  She 

agrees that healthcare delivery needs to understand Aboriginal youth barriers to 
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accessing services.  These services need to ask them what they need and what they want, 

in order for these services to truly answer the needs to this population. 

 

Conclusion:  She agreed with the importance of this research in NB and suggested I 

meet with Cheryl Ward, Aboriginal youth worker in Eel Ground.   

 

Monday, April 4th, 2011 from 11h00 to 12h00 

Present: Carolyn DeWolfe (Executive director) 

   Cheryl Ward (Youth care worker) – Aboriginal 

   Karen Sobey (Community health nurse) 

   Wendy Chadwick (Community health nurse) 

    

Goals: Explain my research and receive feedback 

 Form Advisory Committee 

 

Content: The visit of the center took about 60 minutes.  In this meeting we spoke a lot 

about the logistics of the research (e.g. Advisory committee, community liaison, data 

collection methods and analysis).  They had many questions on ethics and how I would 

proceed.  I explained the various ethic boards that needed to approve the research prior 

to commencing.  We also agreed that Carolyn was going to discuss with Chief Ginnish 

about the research and how we should proceed locally.   

 

Karen, the community health nurse, explained that she was applying for funding to start 

a sexual health program in the middle school.  She wanted to know if I could help her 

with this.  Together, we looked at the proposal guidelines and what needed to be done 

for program planning.  She had previously met with the school principal, guidance 

counsellor, public health and director of social services, all agreed for the development 

of a sexual health education program in Eel Ground middle school.  I spoke to her about 

the sexual health program in Moncton and the education that was done in the middle 

schools.  I suggested she meet with one of the sexual health nurses at the centre and left 

he phone number.  I also agreed to help with the sexual health education piece of the 

proposal. 

 

Conclusion:  Carolyn would communicate with Chief Ginnish and I would help Karen 

with sexual health education proposal.  Next meeting will be after my PhD thesis 

proposal evaluation. 

 

Wednesday, May 18th, 2011 from 10h00 to 11h00 

Present: Chief Ginnish (Chief of Eel Ground First Nation 

   Carolyn DeWolf (Director of health centre) 

   Karen Sobey (Community Health Nurse) 

 

Goals: Explain my research and receive feedback 

 Sign agreement with Chief Ginnish and Carolyne 
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Content: The meeting at the center took about 60 minutes.  In this meeting we again 

spokes about the logistics of the research (e.g. Advisory committee, community liaison, 

data collection methods and analysis) for Chief Ginnish.  He had many questions on 

ethics and how I would proceed.  I explained the various ethic boards that needed to 

approve the research prior to commencing.  He was pleased and agreed with Carolyn 

that this research was necessary for the youth in Eel Ground and for the health centre.  

Conclusion:  We signed the research agreement, Chief Ginnish, Carolyne and I.  

Wednesday August 10th, 2011 from 15h30 to 16h30 

Present: 12 Aboriginal youth from Eel Ground First Nations 

   Karen Sobey (Community Health Nurse) 

 

Goals: Sexual health education 

 Questions and answers 

 

Content: Power point presentation on various sexual health issues (i.e. pregnancy, STIs, 

testing and sexual health); Karen also explained the different services offered at Eel 

Ground Health centre and how these were also confidential. 

 

Wednesday, August 10th, 2011 from 16h00 to 17h30 

Present: Karen Sobey (Community health nurse) 

   Cheryl Ward (Youth care worker) – Aboriginal 

   Wendy Chadwick (Community health nurse) 

  Trent Francis and Sarah Jane Augustine- Young Aboriginal man and woman 

  Raymond and Shirley Ward (Community Elders) 

 

Goals: Explain my research and receive feedback 

 Answer any questions 

 

Content: The visit of the center took about 90 minutes.  In this meeting about the youth 

living in Eel Ground and Aboriginal culture.  We also discussed sexual health education 

received in the school and at home.  We discussed the purpose, the questions, the 

approaches and the methods of the research.  We discussed and they agreed on the 

logistics of the research (i.e. the purpose, the questions, the approaches and the 

methods).  The community Elders said that youth in Eel Ground are like youth 

anywhere, they just want to have fun, laugh and be happy.  They agreed that the 

research should focus on them and how they perceive sexual health services in the 

region.  Much like the others, they had many questions on ethics and how I would 

proceed.  I explained the various ethic boards that needed to approve the research prior 

to commencing.  

 

Conclusion:  Next meeting following thesis proposal defence. 

 

Wednesday December 14th, 2011 from 15h30 to 16h30 

Present: 10 Aboriginal youth from Eel Ground First Nations 

   Karen Sobey (Community Health Nurse) 

  Cheryl Ward (Youth care worker) – Aboriginal 
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Goals: Sexual health Jeopardy (education) 

 Questions and answers 

 

Content: I offered a Sexual health jeopardy game for the Eel Ground Health Centre.  

The interactive game allows youth to learn about different sexual health issues and 

participate with other youth (i.e. relationships, pregnancy, STIs, testing and sexual 

health). 
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APPENDIX D: POSTER FOR YOUTH 

 

Research Project with Aboriginal Youth in Eel 

Ground 
Accessing sexual health services  

 

 
 

Are you 16 to 25 years of age?  Have you ever visited or wanted 

to visit sexual health services?  Have you ever wanted or had 

testing done for HIV or other STIs?  I would like to hear about 

your experiences. 

 
If you are interested in this study, please email Anik Dubé at 

anik.dube@umoncton.ca 
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APPENDIX E: INVITATION LETTER FOR ABORIGINAL YOUTH 

 

Invitation Letter for Aboriginal youth 

 

Study title:  Understanding Aboriginal youths’ experiences with sexual health services 

and HIV/STI testing in New Brunswick through the lens of sex, gender and place 

 

Principal investigator:  Anik Dubé, PhD(c), Interdisciplinary Studies, School of 

Graduate Studies, University of New Brunswick, Phone number: (506)-858-4256; 

Email: anik.dube@umoncton.ca 

 

Supervisors:  Dr. Lynne Duffy, professor, School of Nursing, University of New 

Brunswick, Phone number: (506) 856-2682; Email: lduffy@unb.ca and Dr. Jacqueline 

Gahagan, professor, School of Health and Human Performances, (902) 494-1155; 

Email: Jacqueline.gahagan@dal.ca   

 

 
Introduction:  My name is Anik Dubé.  I am a Registered nurse and a PhD student.  As 

part of my doctoral studies, I would like to invite you to take part in this research study.  

I am interested in understanding your experience with accessing sexual health and 

HIV/STI testing in New Brunswick.  

 

What is the purpose of this study:  The purpose of this study is to talk to youth living 

in your community about their experiences with sexual health services and testing for 

sexually transmitted infections (STIs).  I would like to talk to youth who are currently or 

have previously been sexually active.  I also would like to talk to youth who are 16 to 25 

years of age. 

 

What will happen during this study:  You can choose the time and place when I will 

come to talk to you.  The confidential interview will last 1 hour.  You will be asked to 

talk about what it is like to access sexual health services?  You will be asked about what 

you have learned about sexual health growing up?  You will also be asked about things 

that are missing from youths’ sexual health services.  

 

I will ask some youth if I can talk to them a second time.  This will enable me to better 

understand why some youth choose to access sexual health services and others do not.  

You will be invited to read your typed interview to make sure it is correct.  However, if 

you decide not to read your interview, I can call you to give you an overview of what 

was typed.   

 

The talk with you will be recorded on tape and then typed out by me.   The typed out 

copies and tape recordings will be kept for at least 5 years.  Your consent to take part in 

the study will also be kept for 5 years.  Anik Dubé will keep all recordings under lock 

and key.  Your consent form will also be kept under lock and key in a separate location.  

Anik Dubé and her two supervisors are the only people who will review the written 

mailto:anik.dube@umoncton.ca
mailto:lduffy@unb.ca
mailto:Jacqueline.gahagan@dal.ca
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interview.  To ensure confidentiality, your name or any information that may identify 

you will never be used. 

 

What will happen if you choose to participate in this study:  You do not have to be 

in this study if you don’t want to. You may refuse to answer any questions.  You may 

leave the study at any time by telling the researcher.  Being in the study or dropping out 

will not change any services you receive.  No one at the health centre will know what 

was discussed.  You will be offered a 25$ gift card for participating in this study.   

 

Your participation will offer valuable information on what is needed to have ‘youth-

friendly’ sexual health services.  Your participation will also help promote more 

respectful and accessible sexual health services and HIV/STI testing for Aboriginal 

youth in New Brunswick.   

 

Are there any risks to participate:  I do not expect that being in this study will harm 

you.  Sometimes talking about your experience can upset you or can make you think 

about things you have not dealt with.  If this happens, you can stop participating 

immediately.  I will provide you with contact information for service providers (e.g. 

counsellor, psychologist, crisis lines) able to help you with these feelings. 

 

Whom can I contact for additional information: This project has been reviewed by 

the Research Ethics Board of the University of New Brunswick and is on file as REB 

2012-070.  

For more information about the research you can call Anik Dubé at 506-858-4256 or 

email anik.dube@umoncton.ca.  If you have any concerns, you can call Dr. Steven 

Turner, Chair of the Research Ethics Board for the University of New Brunswick at 

(506) 453-5189 or Dr. Linda Eyre, Assistant Dean of Interdisciplinary Studies at (506) 

447-3044.  These contacts are not part of this study.   

 

Study findings:  If you want a summary of the results, please let me know at the end of 

the interview or by calling me at (506) 858-4256 and leave me your name, mailing 

address and postal code. 
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APPENDIX F: RECRUITMENT PLAN 
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APPENDIX G: INTERVIEW GUIDE FOR ABORIGINAL YOUTH 

 

Interview Guide 

 

Purpose: To better understand the complex and multidimensional relationships between 

sex, gender and place and Aboriginal youths’ experiences with regard to sexual health 

services and HIV/STI testing in New Brunswick. 

 

1. Tell me a little about yourself? And about your life in Eel Ground? (Probes: 

interest, hobbies and activities with friends?) 

 

2. What does being healthy mean to you? 

 

3. When I say sexual health, what is the first thing that comes to mind? (Probes: 

What about relationships, dating, HIV and other STIs?) 

 

4. Tell me about what you have learned in school or at home about sexual health? 

(Probes: how old were you? Can you remember what you were told/what you 

found out? How did you feel? Was there anything missing from the information 

received?) 

 

5. In some Aboriginal communities, Elders have special teaching days to teach 

youth about sexual health (e.g. bodily changes, periods, pregnancy, healthy 

relationships, love, when to have sex, contraception, STIs, etc.).  Tell me about 

your learning in regards to Aboriginal culture and sexual health? (Probes: How 

different was this from what you learned in school or at home?) 

 

6. Are there any other people or places that you have found useful in finding out 

about relationships, sex, contraception and STIs? 

 

7. What do you think about HIV/STI testing? (Probes: Why is it important to get 

tested? Why or why not?) 

 

8. What other reasons do you think people get tested?  (Probes: For example, some 

people get tested for HIV and other STIs prior to becoming sexually active with 

a new partner; others want to know there health status.  What are your thoughts 

on these reasons?) 

 

9. Have you ever visited a clinic or health center that provides sexual health 

information and/or HIV/STI testing?   

 

a. Yes                 No 

b. If yes, which clinic? 

c. If yes, what service did they provide? 
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10. If yes, when you visited this service how was your experience? How were the 

testing procedure and the health service provider? (Probes: Do you think this 

place is comfortable for youth (young men and women)?)  

  

a. Why did you choose this place over another? 

 

b. How were the surroundings (Probes: Reception area, waiting area, exam 

room and other) 

 

11. Why do you think youth in Eel Ground may not be accessing sexual health 

services and HIV/STI testing? (Probes: Gender? Confidentiality and privacy? 

Distance?) 

 

12. What do you think are the most important features of a sexual health service for 

young people? (Probes: Are there differences in the needs of young men and 

women?  

 

13. Tell me about how you think a man is perceived differently than a woman in 

regards to sexuality? (Probes: if a young man is sexually active vs a young 

woman? What do you think a person thinks about a young man getting tested for 

HIV/STIs and is it different for a young woman?) 

 

14. In term of healthcare, do you feel that the needs of your community are met?  

Could you elaborate? (Probes: Aboriginal health treaties? Provincial 

government, are the government people doing enough?) 

 

15. What could make healthcare or sexual health services better for youth in this 

area? 

 

16. Is there anything else we should have talked about with regards to your sexual 

health or HIV/STI testing experiences? 

 

 

 

 

 

 

I want to thank you for meeting with me and sharing your 

experience. 
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APPENDIX H: PRIVACY AND PROTECTION OF PERSONAL 

INFORMATION 

Privacy and Protection of Personal Information Agreement with Eel Ground 
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APPENDIX I: UNB RESEARCH ETHICS BOARD 
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From: "turner@unb.ca" <turner@unb.ca>  

Reply-To: "turner@unb.ca" <turner@unb.ca>  

Date: Tuesday, 26 June, 2012 1:36 PM  

To: Anik Dube <anik.dube@umoncton.ca>  

Subject: REB 2012-070  

  

Ms Anik Dube            

Interdisciplinary Graduate Studies  

Dear Ms Dube,  

  

As Chair of the UNBF Research Ethics Board (REB), I have reviewed your application 

(Understanding Aboriginal Youths' Experiences with Sexual Health Services and 

HIV/STI Testing in New Brunswick through the Lens of Sex, Gender, and Place -- REB 

#2012-070) for its compliance with Tri-Council Policy (TCP) and with UNB Policy 

(UPRIH). On the basis of the review, I consider your project to be eligible for delegated 

review since any risk to participants that might exist appears not to exceed the "minimal 

risk" outlined in TCP. I am also pleased to inform you that, in my opinion, your project 

is in compliance with TCP and UPRIH. Accordingly, please consider this E-mail to 

represent notification of REB approval of your project. Formal approval will be sent 

from the Office of the Vice-President (Research) in a few days.  

  

May I make a few comments on your very well designed application?  First, if you are 

faculty member at UMoncton as well as a graduate student at UNB Fredericton it may 

be necessary for you to also apply for ethics approval from the UMoncton Research 

Ethics Board; I leave it to you to look into that matter.  The participation of Dr. Gahagan 

from Dalhousie as a supervisor may also trigger the need for ethics review at Dalhousie; 

that, too, I must leave to you and Dr. Gahagan to inquire about.    

  

You will be obtaining parental approval as well as participant-approval for the 

participation of youth under nineteen in your project, and that eliminates most of the 

grounds for ethical concerns about the project.  However, some youth under nineteen 

may be unavoidably reluctant to express interest in the study if they know their parents 

will be involved.  In the interest of full and early disclosure, you might wish to consider 

altering the Invitation Letter (Appendix D) to alert them to this fact so they can make a 

more informed decision about whether to go ahead.  Doing so, however, is only a 

suggestion and not a requirement for ethics approval from UNB Fredericton.  

  

The Invitation Letter should also contain the phrase, "This project has been reviewed by 

the Research Ethics  

Board of the University of New Brunswick and is on file as REB 2012-070."  

  

Approval of the project is not conditional in any way upon your applying to or obtaining 

clearance from, the Mi'kmaw Ethics Watch, but I would be grateful if you would send to 

me a copy of their approval and comments when it comes in.  
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The Tri-Council Guidelines require researchers to submit a written research agreement 

with responsible elements of the community, attesting that the community understands 

and has been actively involved in the development of the research.  I'll accept the 

Privacy and Protection of Personal Information Agreement with Eel Ground, signed by 

Chief Ginnish, as satisfying that requirement; however, it doesn't fully meet the 

intention of attesting to active community involvement.  Your attempts to form an 

advisory committee and use a community liaison person as intermediary do speak to that 

requirement.  

  

Please note that, in the future, if you find that you must make any changes to your 

protocol, any such changes must be considered and approved by the REB before they 

are implemented.  

  

In the event that you have not already done so, please take a moment to send, by e-mail, 

a copy of your summary (your answer to question # 1. of the ethics application form) at 

your earliest convenience.  It should be sent to ethics@unb.ca.  I thank you in advance 

for your co-operation in this matter.  

  

Best wishes for the successful completion of your research project.  

  

Steven Turner, Chair  

UNBF Research Ethics Board  
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APPENDIX J: MI’KMAW ETHICS WATCH 
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APPENDIX K: CONSENT FORM FOR INTERVIEWS 

 

Consent Form- Sexual health services and HIV/STI testing experiences 

 

Title of Project 

 

Understanding Aboriginal youths’ experiences with sexual health services and HIV/STI 

testing in New Brunswick through the lens of sex, gender and place 

 

Part 1: Researcher Information 

 

Name of Principal Investigator: Anik Dubé 

Affiliation: Interdisciplinary Studies, University of New Brunswick 

Contact information: (506)-858-4256 

 

 

Name of Supervisors: Dr. Lynne Duffy & Dr. Jacqueline Gahagan 

Affiliations: Professors- Faculty of Nursing, University of New Brunswick and Faculty 

of Health and Human Performance, University of Dalhousie 

Contact Information: (506) 856-2682 and (902) 494-1155 

 

 

Part 2: Consent to Subject 

 Yes No 

Do you understand that you have been asked to be in a 

research study? 
  

Have you read and received a copy of the attached 

information sheet? 
  

Do you understand the benefits and risks involved in 

taking part in this research study? 
  

Have you had an opportunity to ask questions and discuss 

the study? 
  

Do you understand that you are free to refuse to participate 

or withdraw from the study at any time?  You do not have 

to give a reason and it will not affect your access to any 

services. 

  

Has any issue of confidentiality been explained to you?  

Do you understand who will have access to your 

records/information? 

  

 

- I understand the reasons and my role in this study.  I agree to take part. 

- I agree that any information I provide can be used in presentations, journal articles, 

books, and/or teaching materials. 

- I agree that transcripts, with my name and personal information removed, can be 

used for other studies.  If another study is done it would first be submitted for ethical 

approval.  
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- My name will not be made public unless I pre-approve it. 

- Signing this also shows that I have read and received a copy of the description of the 

study and the consent form. 

 

Part 3: Signatures 

I agree to take part in this study. 

 

Signature of Research Participant: 

 

Print Name: 

 

 

I believe that the person signing this form understands what is involved in the study and 

voluntarily agrees to participate. 

 

Researcher: 

 

Printed Name: 

 

* A copy of this consent form will be given to the participant and/or parent. 
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APPENDIX L: KEY PARTICIPANTS SOCIO-DEMOGRAPHIC DATA 

ID # Name/ 

Pseudonym 

Gender Age Status Education 

01 Adam 

 

Male 16 Mi’kmaq Student- high school 

02 Brian 

 

Male 17 Mi’kmaq Student- high school 

03 Cathy 

 

Female 16 Mi’kmaq Student- high school 

04 Dana 

 

Female 17 Mi’kmaq Student- high school 

05 Emma 

 

Female 17 Mi’kmaq Student- high school 

06 France 

 

Female 20 Mi’kmaq Student- college 

07 Gina 

 

Female 24 Mi’kmaq High school- completed 

08 Hannah 

 

Female 23 Mi’kmaq High school- completed 

09 Irene 

 

Female 22 Mi’kmaq College- completed 

10 Jacob 

 

Male 22 Mi’kmaq College- completed 

11 Karl 

 

Male 22 Mi’kmaq College- completed 

12 Leah 

 

Female 23 Mi’kmaq University- completed 

13 Marc 

 

Male 23 Mi’kmaq Student- high school 

14 Nicole 

 

Female 23 Mi’kmaq High school- completed 

15 Olivia 

 

Female 24 Mi’kmaq High school- completed 

16 Peter 

 

Male 25 Mi’kmaq College- completed 

17 Quinn 

 

Male 17 Mi’kmaq Student- high school 

18 Stephen 

 

Male 16 Mi’kmaq Student- high school 

19 Thomas 

 

Male 19 Mi’kmaq Student- college 

20 Ugo 

 

Male 16 Mi’kmaq Student- high school 



 

223 
 

APPENDIX M: KEY PARTICIPANTS DATA 

ID 

# 

Name/ 

Pseudonym 

Gender Age Living 

arrangements 

Income status Occupation 

01 Adam Male 16 Living with 

family 

$40 000 and 

over 

Employed part-

time 

02 Brian Male 17 Living with 

family 

$40 000 and 

over 

Student 

03 Cathy Female 16 Living with 

family 

$40 000 and 

over 

Student 

04 Dana Female 17 Living with 

family 

$40 000 and 

over 

Student 

05 Emma Female 17 Living with 

family 

$40 000 and 

over 

Student 

06 France Female 20 Renting 

apartment 

$20 000 - $29 

999 

Unemployed 

07 Gina 

 

Female 24 Home owner $10 000 - $19 

999 

Unemployed 

08 Hannah Female 23 Renting 

apartment 

$30 000 - $39 

999 

Employed part-

time 

09 Irene Female 22 Renting 

apartment 

$30 000 - $39 

999 

Employed full-

time 

10 Jacob Male 22 Renting house $40 000 and 

over 

Employed part-

time 

11 Karl Male 22 Home owner $30 000 - $39 

999 

Employed full-

time 

12 Leah Female 23 Renting 

apartment 

$40 000 and 

over 

Employed full-

time 

13 Marc Male 23 Living with 

friend 

$0 - $9 999 Student 

14 Nicole Female 23 Living with 

friend 

$10 000 - $19 

999 

Unemployed 

15 Olivia Female 24 Renting 

apartment 

$10 000 - $19 

999 

Employed part-

time 

16 Peter Male 25 Renting 

apartment 

$40 000 and 

over 

Employed full-

time 

17 Quinn Male 17 Living with 

family 

$30 000 - $39 

999 

Student 

18 Stephen Male 16 Living with 

family 

$40 000 and 

over 

Student 

19 Thomas Male 19 Living with 

family 

$40 000 and 

over 

Student 

20 Ugo Male 16 Living with 

family 

$40 000 and 

over 

Student 
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APPENDIX N: KEY PARTICIPANTS SEXUAL HEALTH DATA 

ID 

# 

Name/ 

Pseudonym 

Age Age of 

onset 

sexual  

intercourse 

Number 

of sexual 

partners 

Accessed 

community 

health 

center 

# of time 

accessed SH 

place for 

HIV/STI testing 

01 Adam 16 15 4 Yes 4 

02 Brian 17 17 1 Yes never 

03 Cathy 16 14 5 Yes 1 

04 Dana 17 15 5 Yes never 

05 Emma 17 14 5 No 1 

06 France 20 16 2 No never 

07 Gina 24 16 4 Yes 2 

08 Hannah 23 14 6 Yes 4 

09 Irene 22 16 5 Yes 3 

10 Jacob 22 15 5 No never 

11 Karl 22 17 5 No never 

12 Leah 23 15 3 Yes 1 

13 Marc 23 11 8+ No 7 

14 Nicole 23 14 6 Yes never 

15 Olivia 24 16 4 Yes 3 

16 Peter 25 16 1 Yes never 

17 Quinn 17 15 1 Yes never 

18 Stephen 16 15 8 Yes never 

19 Thomas 19 14 4 Yes never 

20 Ugo 16 16 1 Yes never 
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APPENDIX O: NEW BRUNSWICK HEALTH NETWORKS 

Map of NB Healthcare facilities 

 

 

 

 

 

 



 

 
 

CURRICULUM VITAE 
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 ANIK DUBÉ 
Assistant Professor 

School of Nursing 

 Faculty of Health Sciences and Community Services 

 Université de Moncton 

   

 

2. EDUCATION 

Diploma Discipline Institutions Year 

Doctorate- PhD  Interdisciplinary University of N.B. present 

Master’s Nursing science Université de Moncton  2005 

Bachelor Nursing science Université de Moncton 1995 

 

 

3. SHOLARSHIP 

 

 

 

4.  TEACHING EXPERIENCES 

  

             Scholarship Institution/ funds Date 

 

Interdisciplinary PhD University of New-Brunswick 

7 000$ 

2012-2013 

Consortium National de la 

Formation en santé (CNFS) 

Université de Moncton 

75 000$ 

2008-2011 

          Courses Location Date 

 

Professor 

SANT 3003: Population health 

SINF 4633: Health and chronicity 

III  

SINF 1623: Health and chronicity II  

SINF 2603: Health and chronicity I 

SINF 6743: Primary health care 

School of nursing 

Université de Moncton 

2013-2015 

 



 

 
 

 

 

5.  FUNDING SOUGHT OR HELD IN RESEARCH 

 

Investigators 

 

Title Funding 

organization 

and role 

Amount Year 

Doucet, S.* & 

Dubé, A. 

New Brunswick 

Community of Practice in 

Interprofessional 

Education and Practice 

Workshop 

 

NBHRF 

Co-applicant 

4 300$ 2014 

Carrier, N.*, 

Beauchamp, J.* 

Dubé, A., 
Landry, V., 

Johnson, M., 

Jbilou, J., Talbot, 

F., & Bouchard, 

P. 

L’interprofessionnalisme, 

une perspective de 

l’apprenant en santé dans 

des communautés 

francophones en situation 

minoritaire (CFSM) 

 

CNFS 

Co-investigator 

22 000$ 2014-

2015 

Johnson, M.*, 

Doucet, S. & 

Dubé, A.  

Connected voices- 

integrating 

interprofessional patient 

oriented mobile health 

interventions to manage 

chronic disease and 

promote smoking 

cessation 

 

Pfizer and the 

NBHRF 

Co-investigator 

225 000$ 2013-

2015 

Jbilou, J.*, 

Bélanger, M., 

Chomienne, 

Équipe de recherche en 

cybersanté préventive 

mobile ciblant les jeunes 

CNFS 

Co-investigator 

20 000 $ 

 

2012 

Professor 

SANT 3003: Population health 

SINF 4563: Directed studies 

SINF 1623: Health and chronicity II  

SINF 2603: Health and chronicity I 

School of nursing 

Université de Moncton 

2012-2013 

 

Lecturer 

SINF1003: Introduction to nursing 

profession 

SINF1023: Person and health 

SINF3563: Community health 

SINF3583: Community health clinic 

SINF4573: Themes in community 

health 

School of nursing 

Université de Moncton 

2008-2009 

 

 

 



 

 
 

M.H., Dubé, A., 

Salaheddine, 

E.A., Forgues, E., 

Gagnon, M.P., & 

Pakzad, S. 

 

francophones scolarisés au 

Nouveau-Brunswick 

 

Jbilou, J*, 

Bélanger, M., 

Chomienne, 

M.H., Dubé, A., 

Salaheddine, 

E.A., Forgues, E., 

Gagnon, M.P., & 

Pakzad, S. 

 

Cybersanté préventive 

mobile: Accès à des 

services sécuritaires et de 

qualité pour les jeunes 

francophones du Nouveau-

Brunswick 

 

FESR 

Co-investigator 

7 000 $ 

 

2012 

 

Gahagan, J.*, 

Dykeman, M., 

Haase, D., Harris, 

G., Hughes, J., 

Jackson, L., 

Karabanow, J., 

MacDonald, J.A., 

Mugford, G., 

Numer, M., 

Steenbeek, A. & 

Tirone, S. 

 

Our Youth, Our Response: 

Building Capacity for 

Effective Policy and 

Programming Responses 

in the Atlantic Region  

NSHRF 

Collaborator 

100 000 $ 

 

2010 

 

 

Dubé, A.*  Scan environnemental: 

Ressources pour le VPH et 

le cancer du col utérin au 

Nouveau-Brunswick 

Cervical Health 

EPA Working 

Group 

Department of 

health-

Government of 

New Brunswick  

Principale 

investigator 

 

5 000 $ 

 

2010 

Aquino-Russell, 

C.*, Ursel, K., 

Dubé, A., 

Charron, D. 

 

Community Action 

Project: Emerging from 

the Shadows 

 

VON 

Co-investigator 

25 000 $  

 

2009 

Aquino-Russell, 

C.*, Ouelette, G., 

Ursel, K., Dubé, 

A., Charron, D., 

Then and Now: A 

Phenomenological Study 

of Nurses’ Learning 

Experiences with the New 

New Brunswick 

Critical Care 

Nursing  

Co-investigator 

1 000 $ 

 

2009 

 



 

 
 

Beiswanger, D. 

& Murphy, N. 

Brunswick Critical Care 

Nursing Program 

Tomblin-

Murphy, G.*, 

Alder, R., 

Maddalena, V., 

Maynard, M., 

Schaller, E. & 

Price-

MacDonald, J. 

Evaluation of the Research 

to Action, Applied 

Workplace Solutions for 

Nurses 

      

 

Canadian 

Federation of 

Nurses Union 

(CFNU) 

Collaborator 

100 000 $ 

 

2009 

* Principal investigator 
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