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Abstract 

The impact of social networks and relationships on health outcomes has been acknowledged and 

studied within the concept of “social capital” in the field of public health for over two decades. To date, 

however, few research studies have included Indigenous peoples, and even fewer have focused on the 

unique strengths that Indigenous social environments bring to health and well-being. In view of these 

observations, the goal of my thesis is to explore the concept of social capital and its effects on health within 

Indigenous paradigms of community, health, and wellness. This thesis is framed around a mixed methods 

study, drawing from a survey that was conducted as part of the Canadian Alliance for Healthy Hearts and 

Minds study, as well as from interviews with members of Pictou Landing First Nation. Together, the 

findings of this study suggest that individual Indigenous communities possess unique stocks of social 

capital that are distinct from one another, as well as fundamentally different from those of non-Indigenous 

communities. This study also identifies the intimate relation between the construction of social capital and 

cultural ontologies, histories, and identities, and challenges the use of non-Indigenous (or pan-Indigenous) 

metrics of social capital in health research. Ultimately, this study calls for stronger consideration of 

Indigenous social capital as an asset in public health and health promotion involving Indigenous peoples 

and communities.  
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Chapter 1 

 Introduction 

 

And I know you really love it/ when my people play the victim 

‘Cause it makes it seem/ like we’re folding under pressure 

But we up to bat now/ no more playing catcher 

‘Cause we see the bigger picture/ that we have to capture 

See how quick we get together? Man, we out to get ya  

- Red Winter, Drezus1 

 

1.1  Introduction to the study problem 

Over the past two decades, as the truths of the historic and ongoing atrocities committed against 

Indigenous peoples in Canada2 have begun to surface, an outpouring of efforts to document and display 

these stories in academic and popular discourse has ensued.(1–3) This has been particularly true in the 

realm of health research, which has in many cases commodified the study of Indigenous peoples and 

disproportionately benefitted and advanced the careers of non-Indigenous researchers through this 

work.(4) Existing research on Indigenous peoples’ health has revealed that Indigenous peoples score 

lower on nearly every western3-defined metric of health compared to non-Indigenous peoples, with 

significantly lower life expectancies and epidemic rates of diabetes, suicide, and violence against 

women.(5–7) While these findings have increased the urgency to support the health of Indigenous 

 
1 Red Winter is a song written by Plains Cree-Saulteaux hip-hop artist Drezus. This song was released in 2013 and 
became popularly known as the unofficial theme song for the Idle No More movement. (43) This song belongs to 
an album bearing the same name, which has won recognitions including an Aboriginal Peoples’ Choice Award. (43) 
2 Indigenous peoples are the original inhabitants of the land, and in Canada, they comprise First Nations, Inuit, and 
Métis. “Canada” was the name given by European explorers to the land inhabited by Indigenous peoples in the 
northern regions of North America.(44) 
3 The term “western” is used to describe a culture whose values and worldviews originate from European nations, 
including those that are connected to Europe by nature of migration, colonization, or other influence. However, 
the concept of the West extends beyond the geographical; it has been argued that the ideology of the West is one 
that represents as certain type of society against which other societies have come to be ranked and judged.(45) 
The concept of the West has been used as a synonym for societies that are “industrialized, urbanized, capitalist, 
secular, and modern,” (45 p.186) which have been portrayed as superior to their “under-developed” 
counterparts.(45) 
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communities, the paradigm utilized in much of this research has been “damage-centred,” emphasizing 

singular conceptions of Indigenous peoples within a narrative of pain and brokenness that has ultimately 

hampered the recognition of Indigenous communities as spaces of strength.(4,8) 

In response to the prevalence of damage-centred research, Unangax scholar Eve Tuck and Wayne 

Yang (2009) proposed an antidote of “desire-centred research,” which “does not deny the experience of 

tragedy, trauma, and pain, but positions the knowing derived from such experiences as wise.”(4 p.231) 

They continue to note that “utilizing a desire-based framework is about working inside a more complex 

and dynamic understanding of what one, or a community, comes to know in (a) lived life.” (4 p.231) In 

many ways, this framework shares similar objectives with what other researchers have termed “strengths-

based research”, which strives to bring a more balanced approach to research and to practice.(8,9) Despite 

the much-needed application of these frameworks to mainstream research involving Indigenous peoples’ 

health, however, damage-centred paradigms continue to predominate as the default undertone of health 

research literature.(8,10)   

Among existing studies of Indigenous peoples and communities that have applied strengths-based 

approaches, particular attention has been given to the concept of resilience, which recognizes the 

characteristics that enable people to overcome adversity (though arguably, the concept itself is still 

“damage-centred” in its predication upon accepting the occurrence of adversity or pain in the first 

place).(11–14) One related feature that has been explored as an asset or resource for resilience is “social 

capital,” which is defined classically as “features of social organization, such as trust, norms, and 

networks, that can improve the efficiency of society by facilitating coordinated action.”(15 p167,16) 

Elsewhere, social capital has been named “the glue that holds communities together.”(17 p1,18) For the 

purposes of this thesis, definitions of social capital will be used broadly, recognizing that there is 

conceptual and theoretical disagreement on what the concept should and should not purport to encompass.  

Social capital itself has been extensively studied in contexts beyond resilience development, 

extending into studies in the political, technological, economic, and health services realms.(19) Despite 
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the breadth of subject matter to which the concept has been applied, the study of social capital has been 

primarily restricted to non-Indigenous peoples, and the definitions, conceptualizations, and experiences of 

social capital within Indigenous contexts remain sparsely considered.(20–22) This is a significant gap in 

the research literature because social capital represents a promising avenue for the pursuit of strengths-

based health research, and the inadequate understanding and appreciation of the unique social 

constructions and organizations of Indigenous communities currently hinders western contributions to 

meaningful public health and health promotion within these locales. Furthermore, the capacity for social 

capital to relate to thriving health outcomes within Indigenous contexts may represent novel approaches 

for supporting the health and well-being of Indigenous communities, a goal to which the Government of 

Canada has repeatedly committed to pursuing.(23) This thesis explores some of these gaps, with the 

broader goal of contributing to a strengths-based health research literature that exposes the limitations of 

damage-centred rhetoric.  

1.2  Introductions in Indigenous health research  

In Indigenous research, it is customary to introduce ourselves and make explicit the way we 

position ourselves within our work.(24) In many ways, this thesis is not simply a retelling of my research; 

it is also an intimate reflection on my individual journey as a non-Indigenous researcher and as a person 

of colour confronting my own conceptions of race, identity, and politics. As such, it appears suitable that 

my identity and how I came to do this research be disclosed at the onset, as it will impact the way that 

you, the reader, critically assess and evaluate my work.(25) The epistemological position that I take is that 

all research is political, and research involving Indigenous peoples and communities perhaps more so, 

because it exists amidst a fraught history of colonialism that has only recently begun to be acknowledged 

by our country. In the following section, I situate myself in relation to this thesis, after which I provide a 

brief overview of the colonial history and contemporary reality of research among Indigenous 

communities. This chapter ends with an outline of the objectives of my thesis research and an explanation 

of the organization of this thesis and the chapters to follow. 
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1.2.1 Positionality Statement  

My English name is Sharon Yeung, but the name more significant to me is my Chinese name, 楊

愷佁 (yáng kǎi yǐ). This is the name my parents carefully curated for me, chosen for its linguistic and 

pictorial beauty. It was the first identifier I ever learned to describe myself, and it remains my primary 

identifier to most of my family. I am a twenty-five-year-old, cis-gendered female, a first-generation 

settler, a person of colour, and a visible minority.  

My parents immigrated from Hong Kong in 1990, in anticipation of the 1997 return of Hong 

Kong to the People’s Republic of China, and while Canada is my home country, they still strongly 

consider Hong Kong to be theirs. I grew up in a predominantly white, upper-middle class neighbourhood 

in Toronto, which occupies the traditional territories of the Ojibway, the Anishnaabe, and the Missisaugas 

of the New Credit.(26) I attended an elite private school in mid-town Toronto, where I was one of few 

people of colour. My formative years taught me about race as a personal identifier and classifier that 

separated me from the surrounding white majority and defined the way I interacted with the world. I 

shunned this fact, and for most of these years, denied and repressed my racial and cultural identities. I 

channeled much of my loneliness and anger about experiencing exclusion into studying (to the delight of 

my parents), and reading, which appealed to my inner romantic that yearned to believe that the world’s 

harshness was juxtaposed with beauty and magic. I think, in many ways, that my quest for beauty 

continues to this day; I find myself drawn to the things most overlooked, ignored, or forgotten, striving to 

find alternative perspectives from the mainstream.  

I think it was in part this quest for alternate meanings and perspectives that led me to my first 

visit to an Indigenous community; prior to this, I had had very few personal experiences with Indigenous 

peoples, and my understanding of Canadian history primarily began post-contact. In my final year of high 

school, I was presented with an opportunity to participate in a service-learning project in Moose Factory, 

Ontario, which I undertook with some sense of curiosity and adventure. I have sparse memories of that 
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particular trip, but I recall feeling pleasantly surprised by the kindness of the community members and the 

state of the community itself (though I must, embarrassingly add, that my initial expectations had been 

grounded in the stereotypical portrayals of popular media and history textbooks of Indigenous 

communities as desolate locations). The following year, I found a summer job working with youth from 

Migisi Sahgaigan (Eagle Lake) and Aroland First Nations that allowed me to live within these 

communities for the summer months. These communities captured my heart in a way I never thought any 

place or people could; what touched me most was that despite the vast difference of lived experience that 

lay between me and the members of these communities, I was treated with a kindness and welcome I did 

not expect or understand. I returned to work in the same job the following summer, this time in the fly-in 

community of Kasabonika. These experiences were particularly compelling and meaningful to me 

because they effectively forced me to confront my own identity, privilege, and my self-imposed denial of 

my own race, when many Indigenous peoples were subject to the erasure of their culture, and resist and 

mourn the loss of their culture to this day.  

Around the same time, I entered university to study health sciences, and in my confusion about 

my career trajectory, I eventually enrolled in a global health specialization. The curriculum within this 

program emphasized understanding social and structural determinants of health, particularly as they 

pertained to international health. At the time, the concept of “glocal” health had become a buzzword of 

sorts, and I found myself especially challenged to consider how the concepts I learned pertaining to global 

health development were relevant to my lived experiences among Indigenous communities. I grew 

increasingly uncomfortable as I tried to reconcile the relative privilege Canadians have in relation to 

many other people in the world with the fact that I had personally witnessed such immense disparities 

within our own country. I also struggled with communicating to my peers and colleagues that the 

portrayals of Indigenous communities and the misconceptions I had about these spaces were nothing 

further from the truth; I found I did not know how to tell these stories. In part, I also wondered if these 

stories were, in fact, secrets I was not supposed to tell. 
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  Over the course of my undergraduate degree, I continued to explore the meaning of working with 

Indigenous peoples and communities. My background, up until that point, had largely been in biomedical 

research, so it seemed natural for me to pursue Indigenous health studies in the context of the academy. I 

ended up working with various different professors in the domain of Indigenous health, as well as with 

members of Six Nations of the Grand River, which was situated in proximity to my university campus. 

These experiences were diverse – the backgrounds of these individuals, many of whom eventually 

became my personal mentors, ranged from anthropology, to history, to nursing, to medicine. Throughout 

these experiences, I observed the ways in which academia attempted to intersect with communities; I 

observed the ways in which it fell short, and ways in which it seemed to help. I observed many different 

approaches to working with Indigenous peoples and communities, different rationales and motivations for 

the work, and different impacts and consequences this work had. The diversity of these observations was 

confusing, and I began to question what it really meant to do meaningful research with Indigenous 

communities that was grounded in genuine intentions and motivations.  

When I arrived at Queen’s University in the fall of 2016, I felt convinced that the only way I 

could pursue further Indigenous health research was by finding a supervisor who resonated with my 

philosophies towards ethical, community-engaged research. When I eventually signed on as a graduate 

student with Dr. Heather Castleden, she afforded me the opportunity to live and work for a summer as a 

Research Assistant in the Mi’kmaw community of Pictou Landing First Nation (PLFN), with whom she 

had already forged a longstanding relationship through their collaboration on a project involving the 

impacts of pollution from a nearby pulp mill. My experience in PLFN that summer felt as meaningful to 

me as my previous summers in northern Ontario; I felt a groundedness and a connectedness to the land 

and to the people, who graciously brought me camping at Maligomish, taught me how to fish, pick 

sweetgrass, bead jewelry, and find the humour of every situation. I returned home that summer feeling 

lighter in many ways, and feeling convicted to make my thesis research articulate, in some way, the 

strengths of Pictou Landing First Nation that I witnessed during my time there. 
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 Earlier, I reflected on the question of what it means to do meaningful research that is grounded in 

genuine intentions. I do not propose to have figured this out entirely, but this is the question that has 

guided me throughout my research. There are many points within my academic training and even within 

the process of compiling this thesis where I have come to face the intrinsic conflicts that arise between 

wanting to do valuable, heartful work, and needing to satisfy the demands of the academy. I can say, 

however, that my educational journey has taught me to be constantly critical of the work I do and how I 

do it. My experiences of living and working in Indigenous communities are intimate to me because they 

have changed the way I see myself, the way I live out my own identity, and the way I hope to make an 

impact in my work. 

1.2.2 Colonialism and “re-search”ing the Other 

The activity of research (or perhaps more accurately, “re-search”4) carries within itself a tainted 

reputation among many Indigenous communities, having famously been described by Maori scholar 

Linda Tuhiwai Smith as “probably one of the dirtiest words in the Indigenous world’s vocabulary.”(27 

p.1) She elaborates on this by explaining that:  

When mentioned in many indigenous contexts, [research] stirs up silence, it conjures up bad 

memories, it raises a smile that is knowing and distrustful. It is so powerful that indigenous people 

even write poetry about research. The ways in which scientific research is implicated in the worst 

excesses of colonialism remains a powerful remembered history for many of the world's colonized 

peoples. It is a history that still offends the deepest sense of our humanity. (p.1) (27) 

  

The conduct of research has become, in many ways, a symbol of colonization, commodification, 

and co-optation of Indigenous lives and stories, in that its practice has consistently served to reinforce 

 
4 The term “re-search,” in its hyphenated form has been used in decolonizing methodology as a means of 
illustrating the fact that research is not simply an innocent pursuit of knowledge. Rather, research is inherently 
political; it is an activity of “undressing other people so as to see them naked.”(29 p.186) The hyphenization of the 
word reflects the fact that the activity is fundamentally concerned with “reducing people to the level of micro-
organism,”(29 p.186) examining their lives in a way that violates the intimacy of sacred worlds and asserts imperial 
dominance in (re)defining the lives of the Other according to colonial interests and worldviews (literally re- 
searching them). Although the hyphenated form of this word is not used throughout the remainder of the thesis, it 
is brought up here as a challenge to consider how research activities define and “search” the populations with 
whom they engage. 
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colonial power and denigrate Indigenous peoples.(27,28)  Historically (and in many ways, even to this 

day), research was wielded as a tool for the settler/colonizer to identify and define the Native5, who was 

treated as the object and “specimen” of such work.(4,27,29–31) Consequently, the ways that Indigenous 

peoples have come to be known in the academic literature have been primarily through the gaze of 

western science and in relation to the settler/colonizer, despite the fact that Indigenous peoples have an 

existence that predates and extends beyond the western settler/native narrative.(4,27,32) This narrative, 

while incomplete, additionally often ignores what is important to Indigenous communities themselves, 

reflecting the settler desire for “”pure,” uncontaminated, and simple definitions of the native”(33 p86) that 

is perpetuated because of the settler monopoly on defining the Other in popular discourse.(27,28,33) 

Scholars Eve Tuck and Wayne Yang further describe this motivated, unidimensional nature of research 

within the axiom of “the subaltern can speak, but is only invited to speak her/our pain,”(4 p226) 

illuminating the ways that contemporary research both perpetuates and creates new forms of control and 

oppression within the guise of listening to the voices of Indigenous peoples.(4,8)  

Acquiring the power to define the Other within a colonial research framework also serves to 

justify the colonizer’s perceived right to assert dominance, to conquer, and to rule.(4,27,33,34) The notion 

of the Other has, more often than not, served to portray the superiority of the Europeans and their 

Enlightenment philosophies, all the while positioning Indigenous peoples as ignorant and undeveloped – 

in fact, not even fully human, but savage.(4,27,34,35) Historically, these mentalities permeated the tales 

of European voyageurs, explorers, missionaries, and travellers, whose representations of the Other created 

a fixed image of Indigenous peoples early on within the European cultural milieu.(27,33) Early on, it 

became accepted among these imperial settlers that it would be an act of compassion and mercy to 

 
5 The term “Native” was one of the many labels used by the settler state to identify the original inhabitants of the 
land they called Canada. In actuality, Indigenous peoples in Canada are not composed of a single, homogenous 
group, as essentializing terms like “Native” and “Indigenous” represent; rather, the original peoples of this land are 
composed of many individual nations, each with their own names, languages, cultures, governance structures, and 
institutions.(44,46) 
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civilize the savage and a moral imperative to “kill the Indian in the child.”6 (35,36) This depiction of 

Indigenous peoples as helpless, uncivilized, and diseased is one of many colonial constructions that was 

created and manipulated over time to serve European interest. Geographer Sarah de Leeuw describes the 

motivated nature of these portrayals by explaining that Indigenous peoples were “at different times, by 

different interests, and in different spaces, understood and positioned as allies of the state, as economic 

opportunities, as noble, as savage, as salvageable, as beyond redemption, as viscous, as vanishing, and as 

an ever-present force to be reckoned with, particularly in the realm of land acquisition and expansion.”(35 

p.125) The connection between all of these distortions is the fact that they were always inaccurate, 

incomplete conjectures, contrived at the convenience of the colonizers to serve their evolving interest: 

ultimately, to define the Other, to acquire territories and bodies, and to rule over them. 

Finally, it should be acknowledged that as the West seeks to redefine Indigenous peoples through 

its research, it also extracts and claims ownership of Indigenous knowledge and creation through research, 

all the while rejecting and dehumanizing the creators of the knowledge itself.(27,33,34)  Throughout the 

history of Indigenous-settler contact, Indigenous forms of knowing, beliefs, technologies, and views of 

the world have been recorded as “new discoveries” by western science, commodified as property 

belonging to the West (much of which continues to be represented to this day as artefacts in museum 

displays, classified into “collections” named after their deceased European “owners”.)(27) Within the 

colonial worldview, taking possession of Indigenous knowledge through research was justified by the 

argument that Indigenous peoples, as objects of research, do not have a voice (worth listening to), a life 

force, or a humanity. Thus, the logic followed that recognizing them in any way within research would 

have been akin “to acknowledging the contribution of a variety of plant, a shard of pottery, or a 

 
6 “Kill the Indian in the child” is a phrase that was popularly used to describe the ideology of the Canadian Indian 
Residential Schools system. While its original source is elusive, many attribute the phrase to Duncan Campbell 
Scott, who served as the deputy superintendent of the Department of Indian Affairs from 1913 to 1932 and largely 
enforced and expanded the residential school system. Elsewhere, the phrase has been attributed to an American 
military officer.(47) 
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“preserved head of a native.””(27) Fundamentally, the colonial view of Indigenous peoples was (and in 

many ways continues to be, though perhaps less explicitly) one that is dehumanized and that grants the 

colonizer to do as he pleases with both research and the livelihoods of the people and the land they 

“discovered”. (27,33,34,37) 

It is within this fraught context that contemporary research involving Indigenous peoples 

(including this thesis work) takes place. This brings us to the question of whether (and how) research 

should proceed; in response to this, a multitude of Indigenous scholars have proposed the application of 

critical “decolonizing” Indigenous methodologies that seek to “dismantle, deconstruct, and decolonize 

[w]estern epistemologies from within.”(28 p.ix) These research paradigms operate under the premise that 

for research to be helpful and not harmful, it must be conducted in ways that recognize the process of 

anti-colonial struggle by honouring Indigenous peoples, their land, and their approaches to knowing the 

world, as well as recognizing Indigenous sovereignty over the research that involves them and to the 

process of decolonization as a whole.(27,28,30,31,38) Ultimately, Indigenous peoples and their allies 

(including myself) assert that the application of decolonizing methodologies in research is not optional. 

They are not frameworks or principles to be applied at the convenience or whim of the researcher; rather, 

they are essential to the morality of research conduct itself and research that ignores their importance or 

undermines their application will fundamentally follow suit in the tradition of oppression that past 

research among Indigenous communities has enabled.(27,28,38,39) On an institutional level, these 

principles have been codified within guidelines such as the Canadian Tri-Council Policy Statement on 

ethical research involving human participants.(40)  

I have frequently considered how this history and contemporary reality of Indigenous health 

research both challenges and informs my thesis. I am fortunate to be conducting my studies at a time 

when many scholars before me have wrestled with these fundamental questions of what it means to do 
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decolonizing research, particularly as a settler-scholar. Decolonization7 is a movement that is of 

importance to me on a personal level, both as a person of colour and as an ally of Indigenous peoples and 

communities, and this is reflected in the purpose of my research as well as the process I have undertaken 

to complete it. Having been given the opportunity to pursue graduate-level work, supported by a 

university built by settlers upon the territories of Indigenous peoples, I have intended to use my research 

to amplify the recognition of Indigenous stories, perspectives, and experiences. I understand that I am 

neither needed nor depended upon in the work of decolonization, as Indigenous peoples have, and 

continue to, lead these efforts for themselves. I feel, however, that it is my responsibility, as a beneficiary 

of the settler-colonial state, to at least be actively engaged in and aware of this process. 

In the conduct of my research, I have relied primarily on Indigenous voices and epistemologies to 

guide me, recognizing that there are moments in this process when I have inadvertently fallen short. 

Within my research, I have also strived to return the power over the research process to the communities I 

worked with, offering the space of my thesis research as a milieu in which they can tell their stories if 

they desire. In my pursuit of a decolonizing methodology, I have also taken a personal journey; what 

settler-scholar Ranjan Datta calls “an on-going process of becoming, unlearning, and relearning regarding 

who we are as researcher[s] and educator[s],”(30 p2) which has taught me about the dynamic, life-long 

nature of decolonization.  It is within these broader aims of contributing to a decolonizing, anti-colonial 

discourse that my thesis research was designed and executed. In the next section, I describe more 

 
7 Decolonization describes a complex process of literally de-colonizing – removing, or undoing, colonial structures.    
It is a persistent and multidisciplinary endeavour – a “long-term process involving the bureaucratic, cultural, 
linguistic and psychological divesting of colonial power.”(27 p33) For researchers, decolonization in particular 
involves developing more critical understandings of “the underlying assumptions, motivations and values which 
inform research practices.”(27 p33) In recent years, the concept of decolonization has often been generalized to 
serve the interests of other human/civil rights projects; however, scholars Eve Tuck and Wayne Yang present a 
staunch argument against this adoption, maintaining that “decolonization is not a metaphor.”(48) They remind us 
that the essence of decolonization pertains to the repatriation of Indigenous land and life, and that its use beyond 
or without this context contributes instead to appeasing settler guilt and evading responsibility towards restoring 
Indigenous land and life. The gravity of the nature of decolonization must not be minimized; it is, by nature, a 
process that is/should be unsettling.(48) 
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specifically the objectives that this thesis was developed around, as well as the steps I took to accomplish 

them.  

1.3 Goal and objectives of the thesis 

The overall goal of this thesis is to utilize a strengths-based approach to explore social capital and 

its association with health within Indigenous paradigms of community, health, and wellness. In a broader 

sense, this thesis research also considers the questions of what it means to redefine and “Indigenize” 

fields of study that have been, for the most part, for non-Indigenous populations, and apply them to 

supporting the health of Indigenous peoples and communities. In specific terms, this thesis sets out to 

accomplish the following objectives: 

1. Identify, document, and understand the strengths of a sample of four First Nations8 communities 

in relation to the concept of social capital; 

2. Explore the association between social capital and health in a sample of four First Nations 

communities; 

3. Examine the adequacy of current social capital frameworks in capturing the strengths of Pictou 

Landing First Nation; and 

4. Provide recommendations for improving the future study and application of social capital 

concepts to Indigenous communities, recognizing the field is in its infancy.  

I want to note that the process of designing and achieving these objectives was a challenging one; 

it was long, and required consultation with various groups, including my academic advisory committee, a 

National First Nations Working Group, and a Local Community Advisory Group from Pictou Landing 

 
8 “Indigenous” is a term that “refers broadly to peoples of long settlement and connection to specific lands who 
have been adversely affected by incursions by industrial economies, displacement, and settlement of their 
traditional territories by others.”(49) In Canada, the three largest Indigenous groups are First Nations, Inuit and 
Métis, with First Nations making up the largest of the three.(44,50) This thesis research included First Nations 
people from four distinct communities in its sample and the objectives were designed to articulate this specifically. 
While some of the conclusions of this study are relevant to our understanding of social capital in First Nations 
communities and Indigenous communities more broadly, the results are not intended to be generalizable but may 
find transferability to these and other contexts.(25)  
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First Nation. The development of these objectives was through an extended, dynamic process of 

discussion, deliberation, and to some degree, trial-and-error. I emphasize the collaborative, non-linear 

nature of this research objective development for two reasons: first, in line with my epistemological 

approach to knowledge production, it is important to identify and articulate the origins and motivations 

for research, because like researcher positionality, they frame the way the realities captured in research 

are interpreted and presented.(41) Second, there is a need for greater acceptance and acknowledgment in 

academia of the unique challenges of conducting genuinely decolonizing, community-based research, 

including the length of logistical negotiations that are seemingly straightforward, but in actuality require 

extended coordination with community experts, whose priorities and timelines may not coincide with 

those of the academy.(42) Further discussion of this theme, along with additional details on the methods 

used to achieve all objectives, are provided in Chapter 3.  

1.4  Organization of the thesis 

 This thesis is organized into six chapters, two of which follow a manuscript-style format intended 

to stand alone as individual manuscripts for academic publication. The current chapter (Chapter 1, 

Introduction) has introduced the objectives of my research and presented an overview of its main topics 

and themes. This chapter has also served to situate myself, as a person of colour and as a settler-scholar, 

in relation to my work. In Chapter 2, Literature Review, scholarly material relating the subject matter of 

my thesis is provided. Chapter 3 is entitled Research Design and Methods, and it describes the mixed-

methods study design of this research and the specific research methods and ethical considerations made 

within each of the quantitative and qualitative analyses. Following this, the first manuscript is presented 

as Chapter 4, Quantitative Study. This Chapter describes the strengths of four First Nations communities 

in Canada according to commonly used social capital metrics and explores the statistical associations 

between social capital and health. The fifth chapter, Qualitative Study, is also written as a manuscript and 

juxtaposes the quantitative findings of the fourth chapter with a qualitative, thematic exploration of 

community strengths and their relation to health in PLFN. In the sixth and final chapter, Discussion and 
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Conclusion, the findings of the quantitative and qualitative studies are brought into conversation with 

each other and the collective implications of this work on health research and practice are discussed. 

Within that chapter the strengths and limitations of my research are also identified and recommendations 

for future research are provided. 
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Chapter 2 

Literature Review 

2.1 Introduction 

In Chapter One, I provided a brief overview of Indigenous health research and the goals of my 

thesis research. In this chapter, I provide background literature pertaining more specifically to the 

objectives of my thesis, beginning broadly by retracing Indigenous-settler relations over time and 

examining the determinants of Indigenous health. Social capital is then discussed as the central health 

determinant of interest for the thesis research. I conclude this chapter with a discussion on the nature of 

my relationship with PLFN, the Mi’kmaw community in which a significant proportion of my thesis 

research took place.  

2.2 Indigenous-settler relations9  

 For thousands of years prior to the arrival of explorers, missionaries, and other settlers, 

Indigenous peoples inhabited the land that we now consider to be Canada10.(1) While population 

estimates of the pre-contact period are challenging to exact, it is estimated that the Indigenous population 

of this land (consisting solely of First Nations and Inuit peoples at the time) was upwards of 500,000.(1,2) 

The population itself was heterogeneous in nature; the Indigenous peoples of Turtle Island (referring to 

 
9 The history of Indigenous-settler relations is long and complex; in fact, it is a living history, as Indigenous-settler 
relations continue to develop to this day. For the purposes of the thesis, the history of Indigenous-settler relations 
has been synthesized simplistically to provide a general context for readers who are not familiar with it. This 
section is not meant to be an exhaustive review; rather, it aims to establish a cursory basis to orient the following 
discussion on Indigenous health and health determinants. Without this proper context, it is nearly impossible for 
true de-colonizing and reconciliatory work to take place, as both of these practices fundamentally begin with what 
the 2015 Truth and Reconciliation Commission has articulated as “awareness of the past, acknowledgment of the 
harm that has been inflicted, atonement for the causes, and action to change behaviour.” (10) 
10 “Canada” was adopted as the name of this land by French explorer Jacques Cartier in the mid-1500s. It is 
postulated that the name came in part from the Huron-Iroquois word “kanata,” meaning “village” or “settlement.” 
Prior to this, the land had been known to Indigenous peoples for centuries as being part of “Turtle Island”, which 
referred to the entirety of the continent. This name is grounded in various Indigenous oral histories that tell stories 
of how the turtle holds the world on its back.(113) 
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the entire continent of North America) consisted of many different, independent nations11, many of whom 

adopted hunting, fishing, gathering, and agricultural subsistence lifestyles across the land.(1,3) Despite 

geographical separation and distinctive cultural frameworks within each nation, there were established 

and functional social, political, and economic systems that brought nations in contact with one another 

through regular trade, formation of socially regulated and maintained alliances, and other diplomatic 

conventions like gift-giving.(1,4)  Conflicts and warfare also ensued between and among nations (though 

they operationalized very differently from the European sense of the practice).(5)  

Many Indigenous cultures were (and continue to be) based in oral tradition, leading way to 

complex language systems that included 50 unique languages hailing from 12 linguistic families.(1) The 

worldviews of different Indigenous nations also shared some similarities; many included values of 

generosity, humour, hospitality, reciprocity, and belief in the unity of the universe, which involved 

connectedness of humans to one another, to the spirit world, and to the land, sea, sky, and ground.(1) 

Although these similarities related and connected Indigenous nations to one another, it must be 

emphasized that the historic and present distinctiveness of different Indigenous nations implicates that the 

notion of “pan-Indigeneity” (as it exists with settler worldviews) does not in fact exist, and in actuality 

perpetuates essentializing and stereotypical portrayals of Indigenous peoples. 

 Contact with Norse explorers began as early as 1000AD in the Arctic and along the North 

Atlantic coast, but it was not until the 16th century that the British and French arrived, first as fishermen, 

then with the intention of creating settlements as fur trade posts.(1,6) Indigenous peoples were active 

participants of these nation-to-nation relationships, being pivotal in teaching, guiding, and equipping the 

foreigners, and later resisting encroachment on their territory, at times to the point of armed conflict.(6) 

Many different treaties were subsequently developed between Indigenous nations and the British and 

 
11 Indigenous nations were roughly distributed geographically, and many Indigenous peoples today continue to 
identify specifically with their nation. For example, the Mi’kmaq, Abenaki, and Malecite were generally located in 
the Maritimes, the Beothuk in Newfoundland, the Assiniboine and Blackfoot in the Plains, and the Algonquin, 
Attikamekw, Naskapi, Montagnais (Innu), Odahwah, Nipissing, Ojibway, and Cree across Ontario and Quebec. (5) 
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French; these were agreements that formed the constitutional and moral foundation of Indigenous-settler 

relations and continue to define and influence these relations today.(7) For many Indigenous nations, 

these treaties were sacred and binding, a means of “[creating] a nation together that will exist in 

perpetuity, for as long as the sun shines, the grass grows and the waters flow.”(6,7) For the Europeans, 

however, there appeared to be alternate interests; treaties written by the British and the French testified to 

a more transactional quality, documenting a surrender of Indigenous rights to land or to life in exchange 

for meagre resources.(1,7) 

 By the late 17th century, as the European settlers were expanding their presence in Turtle Island, 

they began establishing new and larger settlements “to cause the name and the sovereignty of our 

invincible Monarch to be acknowledged by even the least known and most remote Nations.”(1 p124) This 

involved the desire to evangelize and “civilize” Indigenous peoples, who were considered “savages” and 

non-sovereign.(1 pxii) The British and the French competed for control of Indigenous lands, ending with 

the defeat of the French in 1763 and the establishment of the British as the major imperialist power in 

Canada.(1,6,8) Thereafter, an aggressive agenda to assimilate Indigenous peoples ensued, despite the fact 

that unique rights and privileges had been promised to Indigenous peoples in the Royal Proclamation of 

176312, as well as the many other historic treaties.(1,6,8)  

 Within the British assimilationist agenda, many of treaties that were previously in place 

(originally signed in good faith by Indigenous peoples with the desire to create a collaborative future 

together) were ultimately negated, and Indigenous groups were pressured to cede their land in exchange 

for provisions from the government.(1,7) The government monopoly on resources meant that Indigenous 

peoples now depended more urgently upon these provisions, particularly in view of the incoming flood of 

 
12 The Royal Proclamation of 1763 was issued by King George III following the surrender of North American 
territories by the French to the British after the Seven Years’ War. The Royal Proclamation of 1763 is important to 
Indigenous peoples because it explicitly recognized the rights of Indigenous peoples to their lands unless ceded by 
treaty. Thus, the Royal Proclamation set forth a precedent structure for the establishment of later treaties. 
However, it must be noted that the Royal Proclamation was designed and written solely by the British, and that its 
creation was ultimately for the purpose of establishing the monopoly of the British Crown.(6,114,115) 
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settlers, the subsequent disappearance of timber forests, beaver, buffalo and other natural resources, and 

the introduction of many European diseases to which they lacked immunity.(1) The Indian Act of 1876, 

which ran contrary to the Royal Proclamation, further granted the Canadian federal government exclusive 

authority over Indigenous peoples, including their physical autonomy, designating small sections of land 

reserved for use by First Nations peoples and requiring individuals to acquire a permit from an official in 

order to leave the reserve land.(9) It should be noted that the total combined area of reserve land was also 

significantly diminished in size and often displaced in location relative to Indigenous peoples’ traditional 

territories.(1,6,9) 

 The Indian Act of 1876 was also concerned with defining identity and was designed to pressure 

renunciation of Indigenous status and culture, with the ultimate intention of ridding the government of the 

what was described by the settler-colonizers as the “Indian problem.”(1,9) The Act in essence created a 

form of compulsory enfranchisement, in which individuals could be stripped of their “Indigenous status” 

for gaining a university education, working in the Canadian armed forces, leaving the reserve for long 

periods of time, gaining employment, and – for Indigenous women – marrying non-Indigenous men.(9) 

Under a later amendment to the Act (1920), the federal government established mandatory attendance of 

Indian Residential Schools for all Indigenous children as a means of “killing the Indian in the 

child”.(10,11 p64) These institutions were used as vehicles of physical, biological, and cultural genocide 

in which children were prevented from learning or practicing their culture, and were often sexually and 

physically abused, malnourished, and maltreated.(6,8,12,13) Despite knowledge of the abysmal 

conditions of these government and church-run institutions, they operated up until the closure of the last 

school in 1996 and contributed significantly to a legacy of broken and disrupted communal, familial, and 

cultural ties among generations of Indigenous peoples.(12,14–16) Other clauses of the Indian Act further 

banned specific Indigenous spiritual and cultural ceremonies, and it was considered criminal for 

Indigenous peoples to congregate and organize or to seek out lawyers to make legal claims against 

Canada.(9,17,18) 
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The Canadian assimilation agenda that was put into place is too exhaustive to recount in full, and 

the pain and suffering it created are immeasurable and incommensurable in scope. The instances of 

assimilationist policy and practices that are discussed above are but several examples of the way that 

attempted genocide was deliberately and calculatedly enacted upon Indigenous peoples by the 

government and citizenship of Canada; there is much more that has occurred, whether explicitly or 

implicitly, to rid the country of Indigenous peoples. Indigenous-settler relations continue to be defined 

and shaped by much of this agenda today, and its resultant socio-political and cultural realities continue to 

be under-acknowledged (or unacknowledged entirely) and largely unaccounted for by the dominant forces 

in this country. Despite this, Indigenous peoples have infallibly demanded and struggled for justice, 

action, and accountability for the past, and freedom and sovereignty over their lives and land for the 

present and the future.  

These resurgent efforts have paved way to progress in the last few decades: in 2008, for instance, 

the Canadian federal government released a long-awaited acknowledgment of the past, current, and future 

harm caused by residential schools.(19) This apology was accompanied by the Indian Residential Schools 

Settlement Agreement, which established monetary compensation and health and healing supports for 

previous attendees, as well as the Truth and Reconciliation Commission (TRC), which sought to uncover 

the truth about residential schools, promote healing of affected survivors, families, and communities, and 

identify steps for Indigenous-settler reconciliation.(12) In accordance with the TRC’s Calls to Action 

(released in 2015), further movement towards reconciliation was taken, with Canada’s adoption of the 

United Nations Declaration on the Rights of Indigenous Peoples (UNDRIP) in 2016, and a National 

Inquiry into Missing and Murdered Indigenous Women and Girls in 2019.(20,21)  

While these advancements are encouraging in some ways, it should be understood that their 

existence alone cannot atone for the past, nor can (or should) they reconcile settler guilt and 

complicity.(13) These apologies and acknowledgments of the past do not mark the closure of a chapter of 

Canadian history, but rather, a beginning: “an opening for all Canadians to fundamentally rethink our past 
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and its implications for our present and future relations.”(13 p4) In this context, the apologies and 

acknowledgments of the past are really just an inauguration of the real work of reconciliation that is to 

come; this is to be the work of all Canadians, a collective moral responsibility that we must assume by 

learning from the past and working under the leadership of Indigenous peoples in striving towards 

genuine decolonization and a reconciliatory future.  

2.2.1  Indigenous Peoples’ health 

The historic and ongoing structures of colonialism, assimilation, and oppression have profoundly 

influenced the health of Indigenous peoples and have shaped many of the unique health challenges and 

inequities faced by Indigenous communities today.(22,23) These impacts have been multifactorial, 

transcending the physical, emotional, mental, and spiritual domains of individual health into the health of 

families, communities, and generations. The damage instituted by colonization and colonialism has been 

described poignantly as a “soul wound13”:  a deep and unfathomable pain that percolates throughout time 

and into all elements of lived reality.(24) In this section, some examples of colonial events and processes 

that contributed to the decline of the health of Indigenous peoples post-contact are provided, instances 

which offer only a small glimpse into the devastating health effects that were created through the colonial 

overturning of Indigenous social, political, economic, and cultural systems. Again, it should be noted that 

the health disparities faced by Indigenous peoples today are not a matter of chance or accident; rather, 

these are the tangible effects of a relentless colonial legacy that continues in its aim to deliberately 

assimilate and even eliminate Indigenous peoples from the Canadian landscape.  

With respect to physical health, the arrival of the Europeans greatly altered the ability of 

Indigenous peoples to access food, water, medicines, and other natural resources that they depended upon 

 
13 The concept of a “soul wound” was used by Duran et al. (1998) to describe an integral part of Indigenous 
knowledge possessed by Native American peoples since the arrival of settlers in America. This concept refers to 
the traumatic events that underlie present problems in contemporary Native communities. It carries the full, 
complex implications of historical trauma, historical legacy, intergenerational perpetuation of trauma, and 
systematic genocide.(24) 
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for survival.(25–27) Through policies such as the forced relocation to assigned reserves and restriction of 

traditional hunting and fishing activities, the ability to pursue traditional subsistence lifestyles became 

increasingly challenged, and Indigenous peoples were forced to participate in an unfamiliar and foreign 

economic system in order to attain essential resources for survival.(1) Furthermore, attempts to secure 

economic power to attain these basic resources were challenged by discriminatory hiring practices, 

racism, and the consideration of Indigenous peoples as “primitive”, “savage” and “second-class”, which 

led to rampant poverty and an inability to support good physical health.(1,27) The arrival of European 

settlers also introduced foreign diseases, including smallpox, tuberculosis, measles, influenza, and yellow 

fever, which led to the decimation of entire Indigenous populations; the impact of these diseases was 

accentuated by the Europeans’ use of biological warfare, in which Indigenous peoples were intentionally 

infected, in order to “extirpate this execrable race”14. (1,3,6,27) 

The Indian Residential School system was another key institution through which the physical 

health of Indigenous peoples was assaulted, as these schools were often underfunded, children 

malnourished, overworked, and physically and sexually abused.(1,8,28) These conditions led many 

children to fall ill and transmit diseases back to their own communities, or die at the schools altogether; 

during the schools’ operation, the odds of dying for children at these schools was 1:25, and over 6,000 

deaths occurred in total.(12,27,29)  Beyond physical health, the loss of self-determining power and 

agency by the forced disruption to Indigenous cultures and ways of life embedded profound trauma in the 

emotional, mental, and spiritual dimensions of health that continue to be experienced by residential school 

survivors and their descendants today.(12,27,30) The removal of children, as a technique through which 

to fracture the structures of Indigenous families and communities, was not restricted to the operation of 

the Indian residential school system, however; in the 1960s, the Sixties Scoop removed many Indigenous 

 
14 These are words spoken by Jeffrey Amherst, a decorated British military officer and Commander-in-Chief of the 
British Army in the mid-1700s who was also a staunch advocate for the use of biological warfare in the form of 
gifting blankets infected with smallpox to exterminate Indigenous peoples. His controversial legacy has led to the 
removal of his name as a street in the City of Montreal. The town of Amherst, Nova Scotia, however, continues to 
be named in his ‘honour’.(116) 
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children from their families, placing them instead with largely non-Indigenous, middle-class families.(30–

32) Today, Indigenous children continue to suffer discrimination within the child welfare system and are 

disproportionately removed from their families and placed into foster care, to the extent that there are 

presently more Indigenous children in government care than there were throughout the era of Indian 

Residential Schools.(33,34)   

 The adverse effects of the removal of children also created an intergenerational impact on health, 

not only within direct biological lineages, but also at the level of Indigenous communities and societies at 

large, as the forced removal of Indigenous children from their families and their cultural identities 

ultimately left them isolated from their own people.(12,13,28,30) Furthermore, the lack of role modelling 

and nurturing throughout childhood affected their abilities to raise and protect their own children, thus 

internalizing trauma experiences in the next generations.(12) The removal of children also disrupted 

entire communities by the breaking of familial bonds, compromising the institutional structures and 

integrity of those communities, and the intense pain and disruption that these have created among 

Indigenous communities continues to resonate to this day.(4,12,30)  

 Given that the goals of assimilation and elimination of Indigenous peoples were embedded in the 

values of mainstream Canadian social systems at their conception, colonialism is not a phenomenon of the 

past so long as those social, political, and economic structures and systems are still in place.(23,25,27) In 

the same way that historical policies and events altered and manipulated the social determinants of 

Indigenous peoples’ health to the extent that their health outcomes were deeply affected, contemporary 

structures continue to systematically discriminate against Indigenous peoples through, for instance, the 

underfunding of Indigenous institutions, racist health care practices, and the disregard for Indigenous 

peoples in political decision-making.(25,27,33,35) Indigenous peoples remain socially and economically 

disadvantaged compared to non-Indigenous peoples, having significantly lower levels of household 

income, educational attainment, food security, and standards of housing.(25,26) The disparities in these 

social determinants of health unsurprisingly contribute to perpetuating disparities in health outcomes, and 
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Indigenous peoples experience poorer health outcomes on nearly every scale of morbidity.(26,35) These 

realities represent the effects of colonial structures that were born in the past but persist today, 

highlighting colonialism and racism as ongoing key determinants of health for Indigenous peoples. 

2.2.2 Indigenous health research 

As attention has been drawn to the health disparities faced by Indigenous peoples, an outpouring 

of efforts to document and display them in academic and popular discourse has ensued. Intentionally or 

not, these efforts have resulted in a disproportionate focus on representing the pain and “brokenness” of 

Indigenous peoples through a so-called “damage-centred” approach to research.(36,37)  This research is 

often well-intentioned and hopes to highlight and demand accountability for the injustices created by the 

colonial state; however, research that operates from this paradigm is fundamentally limited, because pain 

narratives are ultimately incomplete and inadequate representations of Indigenous peoples.(35) Further, 

the emphasis on examining the determinants of poor health faced by Indigenous peoples has in actuality 

hampered efforts towards developing thriving health agendas that emphasize the determinants of good 

health through the lenses of Indigenous communities themselves.(38)   

 The consequences of damage-centred research are also manifest through its reinforcement and 

perpetuation of colonial perceptions of Indigenous peoples and communities as flawed, deficient, and 

helpless (which, at its core, is not dissimilar to the justifications given for historic assimilationist policies 

such as the Indian Residential School system). Furthermore, the reiteration of these perceptions has 

ironically served to profit numerous non-Indigenous researchers and institutions, who have found 

academic success from retelling the pain narratives of Indigenous peoples.(36,37) The justification from 

which this research operates is also flawed, because it assumes that pain must be proven in order to 

receive compensation or recognition for past wrongs, and while the compensation for past and present 

injustices that emerges from this type of research has benefitted Indigenous peoples to a limited degree, 

the exclusive narrative of pain that such research supports continues to singularly define Indigenous 

peoples and communities.(36) In attempts to redress these predominant narratives in research, attention 
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has been given, mostly in the social sciences, to celebrating Indigenous resilience and documenting 

protective factors that have enabled Indigenous peoples and communities to withstand adversities of 

trauma and oppression burdened upon them for centuries.(39,40) 

Despite these advances and the calls issued to shift from the research that was necessary to 

expose the inequities faced by Indigenous peoples to more complex, decolonizing discourses, research in 

the health sciences has largely continued to focus on the health disparities experienced by Indigenous 

peoples. Isolated from discussion of historical and contemporary colonialism and devoid of a grounding 

in the upstream, structural determinants of health, these accounts are ultimately inadequate to inform 

meaningful health reform that validates Indigenous cultural identities and resists the stereotypical, 

colonial constructions that continue to be perpetuated by damage-centred research.(36,41)  

2.3 Strengths-based approaches to research 

As a counterpoint to the damage-centred approach, scholars in the areas of social work and family 

and community services first proposed the use of “strengths-based approaches”, which is derived from 

multidisciplinary areas of study, including those of social change theory, motivation theory, and positive 

psychology.(42,43) The main premise of strengths-based approaches is that “every individual, every 

group and every organization has strengths.”(41 p2) The purpose of applying a strengths-based approach 

to research is to work within a positive (though not to be confused with positivist) paradigm by helping to 

identify assets and build on them, as opposed to exclusively addressing the weaknesses. 

 In the context of Indigenous communities, the majority of strengths-based research has been 

applied to studying resilience, which is fundamentally concerned with understanding the factors that 

allow for success despite adversity.(39) In recent years, there has been a shifting focus to understanding 

models of resilience beyond the individual, expanding into the levels of family, community, and culture 

that were collectively disrupted by colonial government policies and practices.(31,39) Among Indigenous 

nations located on Turtle Island, it has been identified that the ability to self-govern is a source of strength 
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for communities, and that possessing autonomous education, health, and social services is associated with 

lower suicide rates and preserved cultural continuity.(31,39,44,45) In the same vein, cultural and spiritual 

connection and collective cultural Indigenous knowledge has been a source of resilience for communities 

in the face of colonial interference.(46) Elsewhere, through studies on Indigenous youth resilience 

spanning over 14 years, it has been identified that cultural connectedness, through belief in traditional 

culture and values, or participation in cultural activities, provides some kind of benefit to wellness and 

buffer against adversity.(47)  

Another application of strengths-based research in Indigenous communities has been in 

conducting case studies to map specific community assets and strengths, though these studies are 

typically designed as preliminary contextual studies preceding the adoption of certain interventions or 

programs aimed to support the community.  One of the earliest accounts of a strengths-based approach to 

understanding health was through the Native Strengths Project, which examined the strengths and 

conceptualizations of wellness of Indigenous peoples living in Vancouver’s Downtown Eastside (known 

as “the poorest urban postal code in the entire country”).(48,49) That study identified that within this 

neighbourhood, there was strong congruence between themes in participants’ views on wellness and in 

their descriptions of strengths, many of which revolved around themes of sense of community, identity, 

traditions, and contributing to others.(48) More recently, in 2005, a research project called 

“Understanding the Strengths of Indigenous Communities” was undertaken in partnership with five First 

Nations to explore the processes that have created and maintained strengths within communities.(50–52) 

While each community had its distinct set of strengths, findings from all communities reflected strengths 

to be embedded in elements of cultural identity, pride, and spirituality.(50–52) Overall, these individual 

community studies support the importance of cultural connection and grounding in fostering strong 

Indigenous communities broadly. 

My thesis research is premised upon the proposition that social capital represents an additional 

lens through which to conduct strengths-based health research. Social capital, which is described in 
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greater depth in the next section, is primarily concerned with characterizing the elements of social 

relationships that are beneficial to the individual (or in some cases, to the functioning of a community).  

The study of social capital in the context of utilizing strengths-based approaches is coherent with past 

work as well; for instance, it has been suggested in various studies that social capital is intimately related 

to resilience, which, as discussed previously, is typically studied within a strengths-based 

paradigm.(40,53) Furthermore, among existing strengths-based case studies of Indigenous social 

environments, it has also been observed that they are more frequently tight-knit and strongly relational, 

suggesting that strong social capital is a relevant and important resource that is intentionally built, 

invested in, and maintained.(54) Given these findings, it is reasonable that the study of social capital may 

represent an independent lens in and of itself through which to understand the health-promoting assets 

within Indigenous communities.   

2.4  Social capital 

 Social capital is a multifaceted and complex phenomenon, but it is generally recognized as a by-

product of social relationships that includes social networks, social norms and values, trust, and shared 

resources.(54,55) In a review of different definitions of social capital, Durlauf and Fafchamps (2004) 

identified that the main underlying concept surrounding social capital is that it generates positive benefits 

for members of a group through shared trust, norms, values, and their effects on expectations and 

behaviours, all of which arise from social networks and associations.(56) Formally, the Organisation for 

Economic Co-operation and Development (of which Canada is a part), has adopted the definition of social 

capital as “networks together with shared norms, values and understandings that facilitate co-operation 

within or among groups.”(55 p41) Social capital can be conceptualized and studied as a property of an 

individual (often referred to as the network-based perspective) or as a collective characteristic of states, 

neighbourhoods, or communities (referred to as the cohesion-based perspective).(58,59) By the nature of 

the data available, this thesis research utilizes an individual-based perspective towards studying social 
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capital and focuses on its effects on the individual as opposed to the community as a whole. The 

dimensions of social capital commonly referred to are summarized in the figure below.(56,59,60) 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.4.1  Indigenous social capital 

Despite many decades of work spent exploring and defining the concept of social capital, a 

limited number of studies have included the voices of Indigenous peoples or communities, particularly in 

the Canadian context. To date, a number studies have examined Indigenous social capital internationally, 

most prominently in Australia (41,61–65), but also in Latin America (66,67) and Asia (68,69). In Canada, 

the first major study on Indigenous social capital only took place in 2003, published by scholar Javier 

Figure 2.1: Dimensions of Social Capital.  Dotted lines represent dimensions discussed in relation to one 

another (i.e. structural vs. cognitive social capital; individual vs. collective social capital; horizontal vs. vertical 

social capital) 
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Mignone in partnership with three First Nations communities in Manitoba.(70,71) This study established 

that social capital is of significant relevance to the determinants of health of Indigenous communities, 

with the authors explaining it as such: 

Social capital presents a dynamic way of characterizing communities that enables comparability 

based on features that encompass both internal and external relations. It captures social elements 

with varying degrees of tangibility, although all of them of importance from First Nations 

communities’ perspective. Finally, it offers a meaningful structure from where to hypothesize and 

empirically study potential pathways to health of social environmental factors.(60 p135)  

 

From this study, Indigenous social capital was conceptualized based on three elements: the degree 

of socially invested resources, the community culture, and the social networks within the community 

(Table 2.1).(70,71) Within this definition, “socially invested resources” was further defined as “resources 

used for the benefit of the community as a whole,” encompassing physical, symbolic, financial, human, 

and natural elements.(55,70) This included elements like cultural camps for youth (symbolic) and funding 

to start one’s own business (financial).(55,70) The culture component was described according to trust, 

reciprocity, collective action, and participation, including gestures such as lending to one another 

(reciprocity) and the presence of community consultations for major community changes 

(participation).(55,70) Finally, networks were described according to their flexibility, inclusivity, and 

diversity.(55,70) These three key constituents of social capital (socially invested resources, culture, and 

networks) were further contextualized within each of: bonding social capital (relations within the 

community), bridging social capital (relations with other Indigenous communities), and linking social 

capital (relations with formal institutions like the federal/provincial government and public/private 

corporations).(55,71,72)   

This definition of Indigenous social capital, as conceptualized and operationalized within 

Mignone’s study, was the first and only attempt to critically examine social capital and define it as a 

unique concept within Indigenous contexts in Canada. Mignone’s definition was used as a primary point 

of orientation in this thesis research, as it represents the most thoroughly developed and culturally (and 

geographically) relevant definition of Indigenous social capital with respect to the context of my study.  
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Dimension: Bonding or Bridging or Linking 

Component Socially invested resources Culture Network 

 Physical 

Symbolic 

Financial 

Natural 

Human 

Trust 

Norms of Reciprocity 

Collective Action 

Participation 

Inclusive 

Flexible 

Diverse 

Table 2.1: Indigenous social capital framework. Adapted from Mignone, 2003.  

 

2.4.2 Social capital and health 

 The relationship between social capital and health in general has amassed a considerable amount 

of public health research in the last decade, with many studies attributing significant benefits to high 

levels of social capital.(59,73) At the individual level, higher stocks of social capital have been associated 

with lower age-adjusted mortality rates,(60,74,75) emotional distress,(76,77) psychiatric morbidity,(78–

80) and coronary heart disease morbidity and mortality(81) as well as improved self-rated 

health(74,82,83) and life satisfaction.(84) At the aggregated state or neighbourhood levels, high social 

capital has been related to lower all-cause morbidity and mortality,(75,85,86) communicable disease case 

rates,(87,88) and violent crime and homicides,(89,90) in addition to improved self-rated health,(91–96) 

and health of children.(97) 

 Relative to the broader health literature on social capital, research specific to Indigenous contexts 

has been limited. Among the few studies that have been conducted, those most relevant to my thesis 

research have, in fact, not explicitly or comprehensively explored the nature and role of social capital, but 

rather, have utilized concepts related to the essence of social capital (without necessarily naming it as 

such). These studies include an analysis of national data from the Aboriginal Peoples’ Survey that 

demonstrated a significant relationship between social support (encompassing factors such as emotional 

support, positive interactions, and tangible supports) and excellent/very good self-reported health.(38) 
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Other studies have reported that community characteristics like “perceived community caring” are 

associated with reduced likelihood of suicidality among adolescents, and that higher levels of community 

“cultural continuity” may enable decrease suicide rates more broadly.(26,35,45,98,99) Similar variations 

of these studies further show that cultural metrics like Indigenous language use indicator can themselves 

be strong predictors of resistance to suicide.(100)   

 In more recent years, as the terminology of “social capital” has gained popularity, some studies 

have applied it more directly and the field of social capital study has diversified, suggesting its benefits to 

oral health,(101) food systems and security,(102,103) and health-promoting behaviours. As a whole, it 

appears that the study of Indigenous social capital in Canada is progressing slowly, and many of the 

associations between social capital and health within Indigenous communities continue to be minimally 

understood and ignored when it comes to national public health planning or practice. Recognizing that the 

existing findings of studies on Indigenous social capital suggest that the concept is related to a diversity of 

health outcomes, this thesis aims to contribute to further exploring the definition and role of social capital 

among Indigenous peoples in Canada.  

Given the highly contextual nature of these aims, a significant component of the thesis research 

was grounded in one First Nations community in Canada: Pictou Landing First Nation (PLFN). In the 

next section, PLFN is described in more detail in order to establish the context of my research in the 

community that informed and shaped my thesis research broadly. 

2.5  PLFN 

PLFN is a small Mi’kmaw community located on the northern shore of mainland Nova Scotia, 

Canada, with a population of approximately 487 residents on reserve, and 161 off reserve.(104) The 

population itself is fairly young, with a median age around 28.5,(105) which is similar to the provincial 

median age for the 13 Mi’kmaw communities in Nova Scotia, although significantly younger than the 

provincial median age of 43.7 years.(106) The community is governed by an Indian Act Band, with an 
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elected Chief and six Council members.(107) Within PLFN, fishing is the main industry, with many 

members being employed in this trade seasonally.(107) The county of Pictou, Nova Scotia, in which 

PLFN is located, is rich in natural resources and has been used as a major site for industrial development 

since European colonization, primarily in the areas of steel, coal, and lumber, although the economy has 

dramatically de-escalated over the last 50 years.(108,109)  

One of the natural resources of particular importance to PLFN is a tidal estuary that borders the 

community, known to its members as A’se’k. For generations, A’se’k possessed immense cultural 

significance, serving as a place where community members gathered food and medicines, where families 

socialized, and where individuals learned the values and the laws of the land.(109) However, in 1967, the 

Northern pulp mill began utilizing this estuary to operate the “Boat Harbour Effluent Treatment Facility”, 

whose pollution significantly impacted the quality of the surrounding water, land, and air, to the extent 

that many of the original activities that A’se’k supported could no longer be continued.(109,110) The 

destruction of A’se’k deeply harmed the physical, emotional, and spiritual health of the entire community, 

and in response, PLFN began major rights-based activism and legal efforts to seek justice for the damage 

done.(108–110) After decades of advocacy by PLFN,  the Government of Nova Scotia passed the Boat 

Harbour Act in 2015, ordering that the use of Boat Harbour for treatment of effluent be ceased by January 

31, 2020.(111) This deadline was ultimately honoured by the mill15, although extensive cleanup efforts 

will still need to take place over several years before the damage can begin to be undone.(108,109)   

My thesis co-supervisor, Dr. Heather Castleden, has been working with PLFN since 2010, 

primarily in partnership with the Pictou Landing Native Women’s Group to conduct a community-led 

study aimed at identifying the physical, emotional, mental, and spiritual health impacts of the pollution 

 
15 The Boat Harbour Act of 2015 was passed by the provincial Liberal government in Nova Scotia following the 
advocacy efforts of PLFN. This Act required the facility to close by January 31, 2020.(117) Following the passing of 
this Act, the Northern Pulp mill expressed resistance and  submitted bids for a deadline extension. PLFN continued 
in their advocacy for the deadline to be honoured and the mill ultimately halted its operations on January 31 , 

2020.(118) 
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from the pulp mill.(110,112) Her connection with the community served as a gateway for me to get to 

know PLFN and subsequently complete my thesis research with the guidance and the mentorship of 

members in the community, without whom this work would not have been possible.  
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Chapter 3 

Research Design and Methods 

3.1 Introduction 

Chapters One and Two presented an overview of social capital and its relation to health, 

specifically in the context of Indigenous communities. These initial chapters explored the potential of 

social capital to represent a strengths-based approach to health research and articulated the broader 

objectives and significance of my thesis research, particularly with respect to rejecting the unidimensional 

and pain-narrative-centric discourse surrounding Indigenous communities in much of the existing health 

literature. This chapter describes the research design of this study, with emphasis on explaining the 

complementary nature of the quantitative and qualitative project components. This chapter also describes 

the methods utilized for data collection, analysis, and presentation for each component.   

 To recap, the central objectives of this mixed-methods study were to: (1) Identify, document, and 

understand the strengths of a sample of four First Nations communities in relation to the concept of social 

capital; (2) Explore the association between social capital and health in a sample of four First Nations 

communities; (3) Examine the adequacy of current social capital frameworks in capturing the strengths of 

Pictou Landing First Nation; and (4) Provide recommendations for improving the future study and 

application of social capital concepts to Indigenous communities. In order to meet my objectives, I 

conducted a sequential mixed-methods study consisting of a quantitative analysis of survey data from four 

First Nations communities, followed by a qualitative analysis based on interview data from one of the 

four communities in the quantitative study, PLFN. In the quantitative analysis, community strengths were 

identified according to previously developed social capital metrics (Objective 1), and the association 

between social capital and health was explored through statistical regression (Objective 2). In the 

qualitative analysis, both community strengths (Objective 1) and their relation to health (Objective 2) 

were explored fluidly in semi-structured interviews. Objective 3 was met through comparison of the 
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community strengths identified through interview data (in the qualitative analysis) and those identified 

through previously developed social capital metrics (in the quantitative analysis). Finally, Objective 4 was 

achieved through synthesized reflections on both analyses. Beyond its explicit objectives, the overarching 

philosophical approach taken to this thesis research is one that advocates for the grounding of Indigenous 

health research in a strengths-based paradigm. The strengths-based orientation of this thesis research is 

manifest not only in the topic of choice, which presupposes that definitions of Indigenous social capital 

are in some way beneficial and distinctive from non-Indigenous ones, but also within the approach taken 

to this study, which sought to maintain the centrality of Indigenous voice. The following sections outline 

the research design and methods I utilized to address the main research objectives, including justifications 

for the choices I made in the research process that have aimed to prioritize the conduct of ethical, 

community-based research work. 

3.2 Research design 

Mixed methods research is a research paradigm that combines elements of quantitative and 

qualitative approaches to research for the purpose of considering “multiple viewpoints, perspectives, 

positions, and standpoints.”(1–3) The primary advantage of this approach to research is that it employs 

multiple sources and types of data, which allows the research question to be answered with greater 

breadth and depth of understanding than if only one type of data were used.(4,5) Mixed methods has been 

described as an approach grounded in pragmatic philosophy, as it encourages the fluid adaptation of 

research methods that emerge as the research question at hand dictates, allowing for the strengths of 

qualitative and quantitative methods to be drawn upon in conjunction with one another.(4,5) 

Simultaneously, mixed-methods research has been criticized by methodological purists as an attempt to 

combine fundamentally different research paradigms, which may dilute the efficacy of either individual 

research method (“the incompatibility thesis”).(1,3,6)  Furthermore, achieving true integration of different 

data types is a challenging and abstractly defined task, particularly in situations where different types of 

data contradict or do not corroborate one another. In these cases, it becomes challenging to evaluate and 
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understand what the findings of a study truly represent.(6) Despite these challenges, the ability of mixed 

methods to integrate the benefits of both the quantitative and qualitative approach has led to its increasing 

use, particularly in the health sciences, in which research problems are often complex and 

multidimensional in nature.(2) 

In this research study, I used a mixed method design primarily because it was suitably aligned 

with my research objectives within the context of the subject material. My rationale most closely aligns 

with what has been referred to by scholars as the credibility and the context rationales for applying mixed 

methods; credibility refers to suggestions that employing both approaches enhances the integrity of 

findings, while context refers to cases in which qualitative research provides contextual understanding to 

the broader relationships identified among variables from quantitative research.(4,7) In my study, I used 

mixed methods to explore both broad patterns of social capital across four different communities, as well 

as contextual manifestations of social capital within one community. The aim in the design was to capture 

a diverse quality of information pertaining to Indigenous social capital, which is important because the 

study of Indigenous social capital is a relatively novel terrain of research. By capturing information at 

both broad and context-specific levels, I was able to scrutinize the current definition and scope of the 

concept of Indigenous social capital, which in and of itself has not yet fully been established. This study 

design also enabled me to compare and contrast the quantitative and qualitative methods that have been 

applied to studying social capital and analyze the strengths and limitations of each.  

Within the mixed methods research paradigm, I chose to apply a sequential explanatory design to 

address my research question, wherein the quantitative study was conducted first.(3,5) This analysis 

focused on numerical description of various social capital indicators in a national sample of First Nations 

communities and quantified the association between these social capital indicators and health outcomes. 

The results of this analysis provided a general understanding of the research problem and was then used 

to inform the development of the qualitative analysis, which sought to contextualize and elaborate upon 

the quantitative results to provide more in-depth understanding of the research problem.(2,3,5,8) A visual 
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model displaying the procedure and product of each phase of the sequential mixed methods design is 

presented in Figure 3.1. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.1: Visual model of mixed-methods study design procedure 

Adapted from Ivankova et al., 2006 (5) 

 



59 
 

3.3 Research paradigm 

At this point, I want to acknowledge that the process of making methodological decisions for the 

research was not value-free; the methods that I selected to use were shaped by a certain research paradigm 

(reflecting my own personal beliefs and values) that will be described in this section. A research paradigm 

in and of itself consists of assumptions made about the composition of nature and being (ontology), the 

composition of knowledge itself (epistemology), and the ways knowledge can be learned (methodology), 

and its disclosure helps in some ways to give context to the research design of the thesis.(3,9,10)  

Within each methodological tradition, a unique epistemology and ontology exists; the quantitative 

tradition, for instance, typically adheres to a positivist worldview, which endorses that a singular reality or 

truth exists that can be measured. Qualitative purists reject these assumptions and tend more to 

constructivism, idealism, relativism, humanism, and hermeneutics within their work.(1,3) In recent years, 

there has been a movement towards applying mixed methods within pragmatist epistemology, in which 

each person’s knowledge is believed to be uniquely created by his/her own experiences and constructed 

with the purpose of better conducting one’s existence in the world.(9,11) Within this epistemology, mixed 

methods can be applied as a means of focusing on the outcomes of research and on the research questions 

rather than the methods.(1,8,9,11) In this sense, my thesis research adheres to a pragmatic epistemology 

by selectively applying the research method that adheres best to the research objectives at hand: in my 

research, I apply quantitative methods to testing previous hypotheses on health and social capital, and 

qualitative methods to exploring additional perspectives and components of Indigenous social capital.  

Ontologically, the research follows a philosophy that draws from critical realism. Critical realist 

ontology maintains that the nature of reality (i.e. what is real) is not reducible to our knowledge of it (i.e., 

our epistemology).(12) Further, critical realist ontology differentiates between the empirical level - our 

reality as we experience and interpret it, the actual level – where events occur in and of themselves 

without the filter of human experience, and the real level, where causal mechanisms and structures 

exist.(12) In my thesis research, I apply this ontology in the interpretation of my findings by consistently 
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situating the work within the broader Indigenous socio-historic context and seeking to uncover the causal 

factors of the phenomena observed. The premise of my research also accepts that reality exists 

independently from our knowledge and is thus impossible to capture in its entirety. My research does not 

suppose its ability to reflect complete truth or fact, but rather, reveals elements of the social world that are 

hopefully important for social change.  

 Finally, my thesis draws upon elements of critical realism that intersect with critical theory; 

namely, the aim of explaining and transforming all circumstances which enslave human beings, decrease 

domination, and increase freedom.(12,13) My research is further shaped by critical theory in that it is 

premised upon the recognition that colonisation continues to manifest and operate discursively within 

cultural formations, institutions, and public culture.(14,15) Within my research, I recognize the 

oppressive and colonial discourses perpetuated by Indigenous health research today and intentionally 

challenge this rhetoric by specifically applying a strengths and resilience-based approach to research 

design, methods, and analysis. Through this position, my thesis research is oriented towards supporting 

the recognition of Indigenous strength and self-determining power. 

3.4 Procedural Issues 

It has been recognized that ethical approaches to Indigenous health research necessitate spending 

time in a community even before any research proposal is developed, in order to establish relationships 

built on mutual trust and understanding that allow for the research that is carried forward to be 

meaningful.(16) In this section, the community engagement process that founded the thesis research is 

discussed, followed by consideration of issues related to mixed methods design, including 

implementation, priority, and integration of the quantitative and qualitative components.(5)  

3.4.1  Community Engagement 

I took part in a process of community engagement in Pictou Landing First Nation one year prior 

to the development of my thesis research (2016). At this time, data collection for the Canadian Alliance 
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for Healthy Hearts and Minds study was being launched in Pictou Landing and I was hired to assist with 

this process, an opportunity that allowed me to spend two months in community in Pictou Landing. My 

experience of living within the community and listening to the stories of its members became 

foundational to the development of my research approach and to the ultimate selection of my research 

questions. The following year (2017), I returned to Pictou Landing to further assist with data collection 

for the CAHHM study, which I had, at this point, incorporated into my thesis research design.  When I 

returned to Pictou Landing for a third time in 2018, I was more prepared to engage in a phase of 

qualitative data collection, as I had developed a network of friends and colleagues in the community who 

graciously taught me about the optimal way to conduct my research. 

3.4.2 Implementation  

In mixed methods design, the concept of implementation refers to the sequence of quantitative 

and qualitative data collection and analysis: whether one precedes another or whether they take place at 

the same time.(5) As discussed in the previous sub-section, a period of qualitative community 

engagement took place prior to the initiation of my research study that provided a foundation for my 

research questions and design. It was only following this initial process of community engagement that 

data collection began: first, quantitative national survey data were analyzed, followed by collection and 

analysis of the qualitative data, which took the form of interviews. The qualitative data were collected to 

help explain the (lack of) associations I observed in my quantitative analysis and explored other elements 

of social capital that were not captured in the quantitative phase. Overall, the quantitative data (in 

conjunction with the qualitative community engagement process) provided an overview, or a general 

understanding of social capital in a sample of First Nations communities and the qualitative interview 

data further explored these definitions and secured some explanations as to why the social capital-health 

associations were not as straightforward as was originally postulated.  
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3.4.3 Priority 

Priority refers to whether the quantitative or qualitative phase of the research is given more 

weight (or if they are both given equal weight).(5) My research assigned equal weight to the quantitative 

and qualitative components, as each phase addressed unique aspects of the research question that were of 

equal importance to one another. In many ways, the quantitative and qualitative components of my 

research were not only equally weighted, but also co-dependent, with each phase building on the last. As 

discussed in the previous sub-section, my research questions and goals were by nature grounded in the 

qualitative process of community engagement that took place prior to any official data collection. This 

process paved the way to the first major data collection phase, which was quantitative in nature. 

Following this, the major qualitative phase portion was conducted in a way that was oriented towards 

addressing some of the areas of work where quantitative analysis fell short (these shortfalls were only 

identifiable given the community engagement phase and my ability to assess how representative the data 

were of lived realities). In short, each component was essential to the existence of the other.   

3.4.4 Integration 

Integration describes the points of the research process at which the quantitative and qualitative 

methods are mixed, or integrated.(5) In my research, mixing occurred throughout the study, starting with 

the use of my qualitative community engagement experiences to ask both quantitative and qualitative 

research questions. Integration also occurred during the intermediate stage of the research process, in 

which the results of the data analysis from the quantitative phase, in conjunction with qualitative feedback 

from the LCAB members, guided the focus of the qualitative research phase. The selection of participants 

for the qualitative phase was also integrated with the quantitative phase, in that the interviews took place 

within a community (PLFN) that had also participated in the CAHHM study. Finally, the results from 

both phases of the study were integrated during the interpretation of outcomes for the entire study (see 

Chapter 6).  
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3.5 Quantitative phase design 

The quantitative phase utilized a population-based, cross-sectional design that captured various 

elements of social capital and health indicators from Indigenous communities at a single point in time 

between 2013 and 2017.(17) The design of the quantitative phase was informed by the advice and 

feedback of my co-supervisor, Dr. Rosenberg. This section provides an overview of the study, with 

emphasis on the data utilized for my thesis research.  

3.5.1  Data Source 

The quantitative phase of this thesis research utilized a subset of Indigenous data from the 

national Canadian Alliance for Healthy Hearts and Minds study. More details on the wider study can be 

found in the methods publication by Anand et al., 2018.(17) 

 In brief, the CAHHM study was a pan-Canadian, multi-ethnic prospective cohort study that 

aimed to examine patterns of socio-environmental and contextual factors and their association with 

cardiovascular and chronic disease risk factors and outcomes.(17,18) This study was a “cohort of cohorts” 

that primarily recruited participants through random or consecutive sampling of existing cohort studies, 

including the Canadian Partnership for Tomorrow Project, which itself contains a linkage of five regional 

cohorts (BC Generations Project, Alberta’s Tomorrow Project, Ontario Health Study, CARTaGENE, and 

Atlantic PATH), The Prospective Urban Rural Evaluation (PURE)-Canada cohort, and The Montreal 

Heart Institute (MHI) Biobank.(18) The Indigenous subgroup of the CAHHM study recruited 1,302 

participants from eight First Nations communities: Pictou Landing (NS), Thunder Bay (ON), Oneida 

(ON), Six Nations (ON), Wendake (QC), Fort McKay (AB), Maskwacis (AB), La Ronge (SK) and 

Gitxsan (BC).(18) A map depicting study sites is presented below in Figure 3.2. First Nations 

communities on or near reserves across Canada were selectively approached to take part in this study 

based on their past participation in research with local investigators and interest in study objectives.  
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 This thesis research utilized CAHHM data from four of the eight First Nations communities that 

took part in the national study, representing the four communities who responded to my request to use 

their CAHHM data in my thesis research. The total number of participants in the CAHHM Indigenous 

cohort was 1,302, 591 of which belonged to the four communities who participated in my study 

(~45%).(17,18) The specific questionnaires from which data for this thesis research drew were the 

EPOCH-2 Contextual Factors Questionnaire, which contained the exposure variables of interest, and the 

CPTP Core Baseline Health and Lifestyle Questionnaire and Health Services Research Questionnaire, 

which contained the outcome measures of interest.(17,18) 

Once access to CAHHM data was granted by the subset of communities interested in 

participating in this analysis, data specific to those communities was securely transferred from the data 

holding site at the Population Health Research Institute (PHRI) in Hamilton, ON., to Queen’s University 

in Kingston. Communities were coded with unique numerical identifiers and the codes remained 

unknown throughout the data analysis process to avoid introduction of researcher bias. The four 

communities who chose to volunteer their data for my thesis research are intentionally not identified to 

maintain the confidentiality of these communities. 
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Legend: 

 

1. Gitxsan, BC   6. Oneida, ON 

2. Fort McKay, AB  7. Six Nations, ON 

3. Maskwacis, AB   8. Wendat, QC 

4. La Ronge, SK   9. Pictou Landing, NS 

5. Thunder Bay, ON 

3.5.2 Study Variables 

Variables were identified a priori for quantitative analysis. The following subsections describe 

the exposure, primary outcome, secondary outcome, covariate, and effect modifier variables of interest in 

this analysis (Figure 3.3). Exposure and outcome variables were all categorical, and outcome variables 

were recoded to be binary. All covariates and effect modifiers were categorical with the exception of age. 

The following subsections describe the exposure variable, the primary and secondary outcome variable 

measures, the covariates, and the effect modifier of interest (summarized in Figure 3.3). 

Figure 3.2: Indigenous communities participating in CAHHM 
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Figure 3.3: Conceptual model of the relationship between social capital and health outcomes 

3.5.2.1  Exposure Variables 

The exposure variables in the analysis all represented different elements of individual-level social capital. 

Specifically, the analysis conceptualized social capital into its structural and cognitive components, which 

is a distinction that is commonly made in the literature.(19,20) Structural social capital describes the 

network memberships,  relationships, and activities that link people and institutions together (what people 

do; behavioural manifestations), while cognitive social capital refers to the less tangible aspects of social 

capital that derive from mental processes and include trust, values, confidence, and norms (what people 

feel regarding social relations; attitudinal manifestations) that enable a community to work together for a 

common good.(19–21) Structural and cognitive social capital were each assessed by five different 
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independent variables, with variables representing specific sub-elements of the each concept (see Table 

3.1 below).  

Structural Social Capital (21–25) Cognitive Social Capital (21,25–27) 

Definition: 

• Extent and intensity of associational 

links or activity (what people do)  

• Helps propel mutually beneficial 

collective action  

Definition:  

• Perceptions of support, reciprocity, sharing 

and trust (what people “feel” in terms of 

social relations)  

• Facilitates collective action among 

members of a community  

 

Variables included:  

• Civic participation: Membership in 

local associations 

• Political engagement: Voting in the 

most recent local, provincial, and 

federal elections 

• Social contact: Frequency of social 

activities and interactions with friends 

Variables included: 

• Safety: Feeling safe to go on walks during 

the day and night 

• Trust: Feeling that people in the 

community can be trusted  

• Reciprocity: Agreeing that people help their 

neighbours 

• Collective action: Agreeing that neighbours 

work to deal with neighbourhood problems 

collectively 

Table 3.1: Definitions of structural and cognitive social capital and corresponding variables  

3.5.2.1  Primary Outcome Measure 

One of the primary objectives of the quantitative study was to statistically describe the 

relationship between social capital indicators and health in Indigenous communities. Thus, the main 

outcome variable of interest was self-reported health, which was based on the question “How would you 

rate your general health?” with answer options being excellent, very good, good, fair, and poor. Answers 

were coded dichotomously, with the first three options being used to indicate good health. To determine 

whether health status varied geographically, an additional variable recording the participant’s home 

community was used. 
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3.5.2.2  Secondary Outcome Measures 

To explore the relationship between social capital and an alternate dimension of health, a 

secondary outcome variable was used.16 Mental health was assessed using an ordinal categorical variable 

of how often stress has been felt in the last year (never/sometimes/several periods/permanent). Like self-

rated health, this variable was coded dichotomously, with the first two options representing infrequent 

stress, and the latter two representing significant/frequent stress. Mental health variables have all been 

used in previous studies on social capital and have been observed to hold associations with various 

domains of social capital.(22,28–32) 

3.5.2.3  Covariates and Effect Modifiers 

Covariates and effect modifiers were identified a priori according to previous literature. The 

traditional covariates, age and sex, were included in all statistical models describing the association 

between social capital and health outcomes even when they were not statistically significant. Modifiable 

socio-demographic factors including income, community of residence, education, and marital status were 

tested as potential confounders. These variables have been shown in previous studies to act as important 

confounders in the association between social capital and health.(28,33,34) Similarly, interaction effects 

on the association between health outcomes and social capital variables were also tested for select socio-

demographic covariates that have been shown previously to interact with social capital. These covariates 

were: age, sex, and educational level.17(22,33,35) No significant effect modification was found. However, 

the study may also have been underpowered to detect the true impact of these variables as effect 

modifiers. The power of the study was unable to be optimized because the study sample itself originated 

from a larger national survey for which I had no control over the design, sampling, sample size, or sub-

 
16 In order to optimize the organization and readability of the quantitative manuscript (Chapter 4), the results of 
the secondary outcome analysis are not included in the manuscript. They can be found as an addendum in 
Appendix C. 
17 Exploration of interaction effects are not reported in the quantitative manuscript (Chapter 4). Details of this 
analysis as well as post-hoc power analyses can be found in Appendix B. 
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sample size. Thus, the lack of significance of effect modifiers is likely related to the fact that the original 

study design did not explicitly set forth to examine the effect modifiers that I included for consideration in 

my thesis research.  

3.5.3 Quantitative Data Analysis 

Data cleaning procedures were conducted upon receipt of CAHHM data. This involved reviewing 

the data set for missing values, duplicate cases, or miscoded values and clarifying where necessary with 

the CAHHM staff. Variables unrelated to the planned analysis were removed. Exposure variables, which 

produced possible responses of “strongly agree”, “agree”, “disagree”, and “strongly disagree” were then 

recoded from 1 to 4, with 1 representing a lower level of social capital and 4 representing a higher level. 

This coding schema required consideration of what each variable represented: for example, for the 

variable associated with the question “Going on walks during the day makes me feel unsafe”, an answer 

of “strongly agree” was coded as 1 (low social capital). In comparison, the question “People work 

together to keep the community clean and safe”, an answer of “strongly agree” was coded as 4 (high 

social capital). Outcome variables were recoded dichotomously, such that “strongly agree” and “agree” 

responses were collapsed into an “agree” category, and “strongly disagree” and “disagree” were collapsed 

into a “disagree” category. 

Descriptive statistics were generated for all exposure and outcome variables as well as covariates. 

Univariate statistics in the form of frequency distributions (%) were computed and correlation among 

responses to social capital variables were assessed using Spearman’s rho (ρ). Bivariate statistics to assess 

the association between each exposure and outcome variable individually were also conducted. Following 

descriptive statistics, multivariate logistic regression analysis for each outcome variable was performed. 

Individual models were constructed with covariates only (Model 1), covariates and structural social 

capital variables only (Model 2), covariates and cognitive social capital variables only (Model 3), and 

finally, covariates and all social capital variables (Model 4). Models were built using a backwards 

selection strategy, in which all exposure variables of interest were initially included in the model. Wald 
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tests were computed and non-statistically significant variables were removed one by one until a 

parsimonious model was achieved (using an exit criterion of p≥ 0.15 and criterion to remain in the model 

of p<0.20). With the exception of age and sex (which were included in all models), only covariates that 

showed statistical significance in the final covariate-only model (Model 1) were included in iterations of 

the model with social capital variables (Models 2-4). Age, sex, and education level were tested as effect 

modifiers and were not added to the model as two-way interaction terms, as none were found to be 

significant (p>0.05). Tests for collinearity and influential points were performed on each statistical model, 

and goodness of fit was assessed with the Hosmer-Lemeshow test. All descriptive and analytical statistics 

were computed using SAS (Version 9.4, SAS Institute, Cary, NC.) 

From the logistic regression model, the odds ratio (OR) for the outcome status representing good 

health (i.e. good self-reported health, and low stress levels) with 95% confidence intervals were 

calculated to analyze the association between aspects of structural or cognitive social capital and health, 

while controlling for age, sex, community, and education.  

3.5.4  Quantitative Ethical Considerations 

Prior to the performance of the quantitative analysis, a lengthy process of acquiring approval 

from the CAHHM study team, community representatives, and the Queen’s University Health Sciences 

Research Ethics Board was undertaken. At the time that my project was proposed, the First Nations 

cohort of data collection from CAHHM had not yet been complete and a data sharing process had not yet 

been developed across the national team. My request was the first of its kind and a protocol was 

eventually developed from the approach I took to gain access. First, my project proposal for the research 

underwent review by the 3 Principal Investigators of the CAHHM study. The proposal was then 

introduced to the National First Nations Working Group, which is composed of community 

representatives from each First Nations community participating in the CAHHM study as well as their 

local Investigator. Over the next six months, I organized meetings with each community representative or 

CAHHM investigator to acquire written and informed consent to use their community’s data in the thesis 
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analysis. Logistical constraints (particularly with respect to communicating with each community’s 

LCAB and leadership) restricted the number of communities that were contacted and only four of the nine 

First Nations communities ultimately consented to take part in my study via written permission. Ethics 

approval for both the quantitative and qualitative aspects of the research was also sought and received 

Health Sciences Research Ethics Board at Queen’s University for institutional approval (File no. 

6012929). Ethical considerations related to the qualitative component of this study are further detailed in 

Section 3.6.3 below.  

Lastly, throughout the quantitative data analysis process, ethical responsibility to the participating 

communities was maintained by periodic updates to the National First Nations Working Group. 

Participating communities were provided with personalized community reports with analysis results.  

 3.6 Qualitative phase design 

The qualitative phase utilized a case study model to further explore experiences of community 

strength and social capital in one of the communities from the quantitative study, Pictou Landing First 

Nation. This section provides an overview of the qualitative study that was conducted as part of my thesis 

research. 

3.6.1 Qualitative phase data collection 

I developed an interview guide with the assistance and feedback of my research co-supervisor 

(Dr. Castleden) and the CAHHM Health Research Coordinator for PLFN (Jennifer Cameron), who 

provided input on the nature and phrasing of the interview questions. Once the interview guide was 

finalized, data collection began. I conducted the in-depth, semi-structured interviews personally during 

the summer of 2018.   

Participants were recruited purposively through the community-based CAHHM Health Research 

Coordinator for PLFN, Jennifer Cameron. The sample was composed of LCAB members, as well as 

members of the community that the CAHHM Health Research Coordinator believed suitable to speak on 
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community characteristics. Given that this sample was recruited by the specific judgment and personal 

network connections of the Health Research Coordinator, I cannot claim that the findings represent the 

only narrative within the community. Rather, the findings of my study describe, in general terms, sources 

of strength and pride perceived by key informants who were hand-selected on the basis of the knowledge 

and judgment of the Health Research Coordinator, who herself has lived in and worked with PLFN 

throughout her life. The close relationship and intimate knowledge that the Health Research Coordinator 

had about PLFN provided significant validity to the selection of participants for this study. In total, 20 

face-to-face interviews were conducted (one interview was done with two interviewees simultaneously), 

of which 15 were with women. All interviews were audio recorded (with permission), transcribed 

verbatim into electronic format, and emailed back to each participant to review for accuracy, 

clarifications, or removal. One participant requested a clarification to be made to her transcript, but 

otherwise, no changes were requested. 

Overall, the interviews focused on three key areas: 1) Perceptions of the strengths of the 

community, with an emphasis on the social environment; 2) The effect of these community strengths on 

health and well-being; and 3) Personal definitions of health and well-being. 

3.6.2 Qualitative phase data analysis 

Interview data were analyzed using an inductive thematic analysis approach,(36) which provides 

a “rich and detailed, yet complex, account of the data.”(37 p78) Simultaneously, this approach 

emphasizes investigation of common threads across the set of interviews.(36–39) In the context of my 

research, thematic analysis was applied to understand the strengths of the social environment in PLFN 

and their meaning and relation to one another in the context of the community’s specific culture and 

history. The process of thematic analysis followed the phases laid out by Braun and Clarke (2006), which 

involved data familiarisation and coding based on a codebook that had been developed recursively.(37) A 

qualitative software package (NVivo 12) was utilized to facilitate the process of data analysis. Codes were 

then collated into themes through an iterative process that involved thematic maps and charts as data 
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display techniques. These theme maps and charts were mainly used as opportunities to display the data in 

a form that allowed me to experiment with different groupings of codes under different theme headings. 

The use of these different data display methods aided in my process of linking and comparing different 

pieces of data with one another and ultimately acted as a blueprint for the visual model that I created to 

summarize my themes (Figure 5.1). The use of these tools to perform qualitative data analysis has been 

documented in literature and are well-known among qualitative researchers.(40) In the final stage of my 

data analysis, main themes were defined and named to identify the main overarching strengths of the 

social environment and their impact on health as experienced by PLFN community members. The 

preliminary analysis was further member checked by members of the LCAB for credibility and resonance 

and reviewed with my co-supervisor, Dr. Castleden.(41) A summary of the data analysis process is shown 

in the table below. Finally, the drafted manuscript (Chapter 4) summarizing the results of the qualitative 

study was also circulated back to LCAB members for their review prior to submission for publication. 

Phase How I conducted the process 

1. Data familiarization Transcribing interviews, reading and re-reading data, 

generating memos to jot down ideas 

2. Generating initial codes Coding features of the interview data in a systematic fashion 

using codes I generated from my memos and ideas from 

previous step 

3. Searching for themes Collating codes into potential themes and gathering all data 

relevant to each theme. Using different data display techniques 

to trial different groupings of codes under theme headings. 

4. Reviewing themes Checking if the themes work to describe the collated codes 

nested within each one and checking to see if the themes work 

together to describe the entire dataset as a whole 

5. Defining and naming themes Refining the specifics of each theme, considering the broader 

context of the data, and explicitly naming and describing what 

each theme represents 

6. Producing the report Selecting quotations from the data that encapsulate each 

theme, generating a manuscript to describe the data analysis 

(Chapter 5) 

Table 3.2: Phases of thematic analysis and steps taken to complete each phase  

Adapted from Braun and Clarke (2006) (37) 
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3.6.3 Qualitative Ethical Considerations 

Within my qualitative study, ethical considerations were made at every stage of the research 

process. In particular, the anonymity and confidentiality of participants were held to high regard because 

of the small size of the community and the familiarity of community members with one another could 

easily result in participants being identified on the basis of their responses to interview questions. In order 

to protect the confidentiality of participants, all quotations that were used to describe the findings of the 

study were anonymized and potentially identifying details were removed.  

 In order to preserve the informed consent of participants, ongoing consent was sought throughout 

the research process. Prior to the interview, participants were briefed on the purpose and process of the 

study, how the data were to be used, as well as the ability for participants to withdraw consent at any 

time. Written consent was obtained from all participants. Interviews were recorded with permission of the 

participants, after which transcripts of the interviews were produced and sent back to participants for 

checking to prevent misinterpretation and misrepresentation. At this point, participants were also advised 

that they could withdraw their consent for inclusion of any particular element of their interview. At the 

end of the study, the interview transcripts were also sent back to each participant, at which time they had 

an opportunity to review and make any desired changes. 

With regards to the ethical considerations concerning the interview process itself, care was taken 

to protect participants from harm during my interactions with them. Prior to conducting any interviews, 

the interview guide developed for the qualitative study was reviewed and revised by the CAHHM Health 

Research Coordinator for PLFN (Jennifer Cameron) who had better insight into how questions might be 

interpreted by members of their community. During the interview, participants were always given the 

option of skipping questions or ending the interview when they wished. I conducted the interviews in a 

manner that was vigilant to any signs of anxiety or distress of participants and was prepared to alter or 

end the interview at any point. For the interviews that were conducted in this qualitative study, no such 

instances occurred, to the best of my knowledge. 
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In a less quantifiable sense, I also endeavoured to maintain ethical practice throughout my 

qualitative study by practicing reflexivity on my own identity and position and my relationship to the 

community and the interview participants. This process, in part expressed through my positionality 

statement (Chapter 1), was one that guided me through the conduct of my qualitative study and 

challenged me to consistently scrutinize the research decisions I had to make and their potential impact on 

my participants. Part of that reflexivity included briefing and debriefing conversations with my co-

supervisor (Dr. Castleden), trusted peers, and community members.(42) 

3.7 Indigenous Research Considerations 

 Throughout the thesis research, emphasis was placed on maintaining appropriate ethical conduct 

with the Indigenous communities involved this study. As noted in my literature review chapter, 

historically, Indigenous communities have often been utilized as locales of scientific inquiry for 

researchers who have imposed themselves on these communities, exploited them for personal gain, and 

left without any reciprocation or consideration of community benefit. These experiences have created 

troubled relations between many Indigenous communities and researchers, amplified by feelings of 

“being overresearched, yet ironically, made invisible”.(41 p412) 

Throughout my research, I have attempted to navigate these tensions to the best of my ability and 

have made it a priority to consider my ethical obligations to the Indigenous peoples and communities 

implicated in this work at every turn. In a pragmatic sense, my work has followed the Tri-Council Policy 

Statement on Ethical Conduct for Research Involving Humans, with special consideration for the chapter 

entitled “Research involving the First Nations, Metis, and Inuit peoples of Canada.”(44) For the countless 

moments in which this guideline has been inadequate to aid in my decision-making, I turned to the 

culturally informed advice of my thesis co-supervisor, who has extensive lived experience in working 

with Indigenous people, and my community advisors and friends in PLFN, who guided me in the entirety 

of this work, particularly with respect to community engagement, data collection, and return of results to 

the community. The findings of this work have been interpreted, with great care, in the context of 
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Canada’s cultural and historical Indigenous narrative, and the potential impact, and consequences of this 

work have been iteratively considered and reconsidered. 

3.8 Chapter Summary 

This chapter provided an overview of the mixed methods research design employed in my 

research, as well as the methods specifically used within the quantitative and qualitative phases. Given 

that these two phases were performed as distinct phases in the research process, a manuscript-style format 

is utilized in the following chapters (Chapter 4 and Chapter 5) to summarize the findings of each phase. 

The first manuscript (Chapter 4) focuses on the quantitative component, and the second (Chapter 5) 

focuses on the qualitative one. Each manuscript is framed around specific background and objectives, all 

of which relate back to the broader objectives of this thesis that were articulated in this chapter. 
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 Chapter 4 

Bonding social capital and health within four First Nations communities in 

Canada: A cross-sectional study 

4.1 Abstract  

Objectives: The purpose of this quantitative study was to: (1) Describe bonding social capital within four 

distinct First Nations communities in Canada, and (2) Explore the associations between bonding social 

capital and self-rated health in these communities. 

Methods: With community permission, cross-sectional data were drawn from the Canadian Alliance for 

Healthy Hearts and Minds study. Four First Nations communities were included in the analysis, totaling 

591 participants. Descriptive statistics were computed to examine levels of social capital among 

communities and logistic regression analyses were performed to identify social capital predictors of good 

self-rated health. Age, sex, education level, and community were controlled for in all models.  

Results:  Across the four communities in this study, areas of common social capital included frequent 

socialization among friends and large and interconnected family networks. Positive self-rated health was 

associated with civic engagement at federal or provincial levels (OR=1.65, p<0.05) and organizational 

membership (OR=1.60, p<0.05). Sociodemographic variables were more significantly associated with 

self-rated health than social capital variables. Significant differences in social capital were found across 

different communities and community of residence was a significant health outcomes predictor in all 

logistic regression models. 

Conclusions:  This study represents one of the first efforts to quantitatively study First Nations social 

capital with respect to health in Canada. Overall, the results reflect significant differences in the social 

capital landscape across different First Nations communities and suggest the need for social capital 

measurement tools that may be adapted to unique Indigenous contexts. The impact of social capital on 

health may be better explored and interpreted with more community-specific instruments and with 

supplementary qualitative inquiry. 
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4.2 Introduction 

In recent decades, the impact of social determinants on health outcomes has become widely 

acknowledged and applied to health sciences research and public health practice. Within these bodies of 

work, the concept of social capital has been imported from the sociological literature to explore the role 

of social supports and networks in shaping health outcomes of individuals and communities, with 

substantial evidence suggesting that social capital contributes positively towards physical, mental, and 

emotional health outcomes.(1) However, despite the increasing momentum towards characterizing social 

capital among different communities and populations, the majority of research on social capital in Canada 

has not included Indigenous peoples (i.e., First Nations, Inuit, and Métis peoples) and the unique social 

environments of their communities continue to be sparsely considered in health promotion policies and 

programming. 

To date, the only major efforts to conceptualize Indigenous social capital in the health sciences 

literature has been through the development of an Indigenous social capital framework and measurement 

tool by scholar Javier Mignone in partnership with three First Nations communities in Manitoba, 

Canada.(2) Social capital is generally defined as “features of a social organization…that facilitate 

cooperation for mutual benefit,”(3) and in Mignone’s framework, social capital was compartmentalized 

into three components: the culture of the community, the nature of its social networks, and the degree to 

which resources were socially invested.(4) These compartments were considered within the different 

“dimensions” of social capital, which are the bonding (relations within the community), bridging 

(relations with other communities), and linking (relations within formal institutions) dimensions.(4) 

Beyond Mignone’s work in the early 2000s, there have been no other efforts to comprehensively explore 

and define the nature of Indigenous social capital in Canada, nor has Mignone’s framework been applied 

to contexts beyond the one in which it was developed. 

While the unique nature of Indigenous social capital has been neglected in western academe, 

there exists a vast cultural knowledge of social capital that is known to and deeply valued by Indigenous 
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peoples, though it is not compartmentalized or labelled with the same terms that western science 

espouses. Rather, for many Indigenous communities, this knowledge is a natural by-product that emerges 

from a relational worldview that emphasizes the cultural principles of wholism, equality, and of spirit and 

spirituality, which in turn endorses connections between all life, including people, the spiritual world, and 

the natural world.(5) This relational worldview is described by Cree scholar Michael Hart as one that 

holds “a strong focus on people and entities coming together to help and support one another in their 

relationship.” In practice, this worldview facilitates activities such as the sharing of resources among 

family networks and the provision for those who are in need, enabling the entire community to thrive.(6) 

Ultimately, this worldview shapes and drives the way that the social environment (and by extension, 

social capital) distinctively operates within Indigenous communities.  

Studies on the impacts of social capital on health have largely yielded mixed results owing to 

diverse methodologies that have been applied, but it is generally understood that social capital may 

benefit both physical and mental health outcomes, as well as improve health behaviours.(7–9) Meanwhile, 

other studies have shown neutral or negative impacts of social capital, rendering it challenging to interpret 

and understand the ability for social capital to be harnessed as a health resource. In Indigenous contexts in 

Canada, the few studies that have been conducted suggest that social support is associated with self-

reported thriving health (10), and related concepts like cultural continuity and connectedness have 

benefits for suicide prevention and youth resilience.(11,12) In Indigenous contexts outside of Canada, 

such as those in Australia and New Zealand, some evidence has shown significant mental health benefit 

and reinforcement of cultural identity through social capital, although definitive evidence on the subject 

continues to be sparse.(13) 

In this study, we contribute to filling this gap in the literature by exploring the unique features of 

Indigenous social capital and their impact on health within a strengths-based framework. Specifically, we 

aim to (1) Quantitatively describe the cultural dimension of bonding social capital in four unique First 

Nations communities, and (2) Examine the statistical associations between the elements of bonding social 
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capital and individual self-rated health. In comparison to other dimensions of social capital, bonding 

social capital focuses on intra-community relations (as opposed to inter-community relations, or relations 

with formal authorities). To date, neither of these research objectives have been explored in the published, 

peer-reviewed health sciences literature. Throughout this work, we employ a strengths-based approach 

that aims to recognize the unique assets embedded within Indigenous communities that contribute to 

fostering thriving Indigenous health and well-being. 

4.3 Methods 

4.3.1 Participants and Procedures 

Cross-sectional data were obtained from the Canadian Alliance for Healthy Hearts and Minds 

(CAHHM) study that took place from 2013-2017. The CAHHM study, described in detail elsewhere (14), 

was a pan-Canadian, multi-ethnic prospective cohort study that aimed to examine patterns of socio-

environmental and contextual factors and their association with cardiovascular and chronic disease risk 

factors and outcomes. Within the CAHHM study, a First Nations cohort, consisting of 1,302 individuals 

from eight First Nations communities across Canada, was assembled to specifically investigate the causes 

of heart disease, stroke, dementia and cancer among these communities. For the current analysis, four 

communities from the CAHHM First Nations cohort volunteered to take part, totaling 591 participants. 

This analysis utilized data from the EPOCH-2 Contextual Factors Questionnaire, the CPTP Core Baseline 

Health and Lifestyle Questionnaire, and the Health Services Research Questionnaire that were completed 

for the CAHHM study by these four communities. 

4.3.2 Measurement of social capital 

In this analysis, bonding social capital was conceptualized into its structural and cognitive 

domains. Structural social capital describes the network memberships, relationships, and activities that 

link people and institutions together (what people do; behavioural manifestations) and was measured 

through the domains of civic participation, political engagement, and social contact.(15,16) Civic 
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engagement was assessed by a question that asked about organizational memberships (i.e. church groups, 

councils, Native Women’s Group, etc.). This variable was coded dichotomously (one or more 

memberships, compared to none). Political involvement was assessed by the dichotomous variable 

representing whether the participant voted in the last election, distinguishing between local (band) 

elections and provincial or federal elections. Social contact was measured based on frequency of contact 

with friends who live outside the house. Frequency of social contact via virtual and in-person means were 

assessed separately, with response options being ‘Never’, ‘Less than once per year’, ‘1-2 times per year’, 

‘Every few months’, ‘1-2 times a month’, ‘1-2 times a week’, or ‘Daily’. Responses were dichotomized, 

with the latter three options representing ‘Frequent social contact’, and the others ‘Infrequent social 

contact’. 

 Cognitive social capital refers to the less tangible aspects of social capital that derive from mental 

processes (what people feel regarding social relations; attitudinal manifestations) that predispose a 

community to work together for a common good.(15,16) Cognitive social capital was measured in terms 

of safety, trust, reciprocity, and collective action. Each domain was assessed by individual questions that 

asked participants how much they agreed with certain statements about their community environment. 

Possible responses were ‘Strongly agree’, ‘Agree’, ‘Disagree’, and ‘Strongly disagree’. Responses were 

collapsed and dichotomized into ‘Agree’ and ‘Disagree’ categories. Survey questions pertaining to each 

domain are listed in Appendix A, “Quantitative study survey questions”. 

4.3.3 Measurement of health 

Health was measured through self-report based on the question “How would you rate your 

general health?” Possible responses were ‘Excellent’, ‘Very good’, ‘Good’, ‘Fair’, and ‘Poor’.  Responses 

were dichotomized into two categories: ‘Better health’ (encompassing ‘Excellent’, ‘Very good’, and 

‘Good’ responses), and ‘Poorer health’ (encompassing ‘Fair’ and ‘Poor’ responses). This dichotomization 

of responses has been evaluated in previous studies and has been found to yield similar results in logistic 

regression compared to strategies that incorporate the multi-category, ordered nature of the variable.(17–
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20) Furthermore, self-reported health is a validated and popularly used proxy for measuring health and 

has been found to correlate closely with overall physical health measures.(17,20)  

4.3.4 Sociodemographic variables/ Covariates 

Age, sex, income, education, marital status, and community of residence were tested as potential 

confounders. The variable ‘Community of residence’ denoted the community to which the participant 

belonged (out of the four communities included in the analysis). Additionally, based on the results of 

previous studies, we tested for interaction effects on the association between health outcomes and social 

capital variables for age, sex, and educational level.(21,22) No significant interaction effects were found.  

4.3.5 Statistical analysis 

Descriptive statistics were computed for all exposure and outcome variables. Bivariate 

associations between exposures and self-rated health were calculated in preliminary analyses and Pearson 

Chi-square tests were performed. 

Following this, logistic regression analysis was performed for the outcome of good self-rated 

health. Four unique models were constructed for the outcome: first, a model containing sociodemographic 

variables only was constructed (Model 1). Next, structural social capital variables were added (Model 2). 

Cognitive social capital variables were added to Model 1 separately (Model 3). Finally, structural and 

cognitive social capital variables were combined in a summative model, along with significant 

sociodemographic covariates (Model 4). Model 4 was built using backwards elimination, first including 

all structural and cognitive social capital variables, followed by stepwise elimination of non-significant 

variables. Stepwise variable elimination was performed according to the results of multiple Wald Chi-sq 

tests with an exit criterion of p ≥ 0.15. The criterion to remain in the model was p<0.20. All 

sociodemographic confounders and effect modifiers were assessed using a change-in-estimate approach.  

Goodness of fit was assessed with the Hosmer-Lemeshow test and the odds ratio (OR) for good 

self-rated health with 95% confidence intervals are reported (Tables 4.4, 4.5). For the Community 
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variable, the community with the smallest sample size was selected as the reference category 

(“Community A”) and odds ratios for this variable were computed with respect to the results of this 

reference community. All statistical models were constructed using SAS software 9.4 (Cary, NC: SAS 

Institute Inc.)  

4.4 Results 

4.4.1 Socio-demographics  

Of the 591 First Nations adults who participated in this study, 387 identified as female (65.59%), 

and the rest identified as male (203, 34.41%). The average age of participants was 43.48 years 

(SD=12.88) and was similar between males (μ=42.8 years, SD=13.09) and females (μ=43.84 years, 

SD=12.76). Over one-third of participants (209, 35.73%) had completed education above secondary 

school (i.e. trade school, community college, university certificate, Bachelor’s degree, or Graduate 

degree), with a greater proportion of females (159, 41.41%) having completed higher education than 

males (50, 24.88%). Approximately one-third of participants lived in Community B (190, 32.20%), 

another third lived in Community C (199, 33.73%), and the final third were split between Community D 

(107, 18.14%), and the reference community, Community A (94, 15.93%). The four communities 

represented in this sample hail from three different provinces and three unique linguistic-cultural groups, 

or Nations. Approximately half of participants were single (306, 52.49%) and the remainder were married 

or living with a partner. Most participants made an annual income of below $50,000 (300, 70.75%). 

Sample demographics are summarized in Table 4.1.  
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 Male (%) 

 

Female (%) Total (%) 

Age 42.80, SD=13.09 

N=203 

43.84, SD=12.76 

N=387 

 

Education 

Elementary school or less 

High school 

Higher education 

 

50 (24.88) 

101 (50.25) 

50 (24.88) 

 

 

74 (19.27) 

151 (39.32) 

159 (41.41) 

 

 

124 (21.20) 

252 (43.08) 

209 (35.73) 

Community 

A (Ref.) 

B 

C 

D 

 

32 (15.76) 

62 (30.54) 

78 (38.42) 

31 (15.27) 

 

62 (16.02) 

128 (33.07) 

121 (31.27) 

76 (19.64) 

 

94 (15.93) 

190 (32.20) 

199 (33.73) 

107 (18.14) 

Marital status 

Single 

Living with partner 

 

 

107 (53.77) 

92 (46.23) 

 

199 (51.82) 

185 (48.18) 

 

306 (52.49) 

277 (47.51) 

Income 

Less than $10,000 

$10,000 to $49,999 

$50,000 to $99,999 

$100,000+ 

 

 

51 (36.43) 

55 (39.29) 

15 (10.71) 

19 (13.57) 

 

59 (20.77) 

135 (47.54) 

57 (20.07) 

33 (11.62) 

 

110 (25.94) 

190 (44.81) 

72 (16.98) 

52 (12.26) 

Table 4.1: Distribution (%) of sociodemographic variables (age, highest education, marital status, 

community, income) by sex among study participants 

 

These sociodemographic variables were examined in relation to good self-rated health in the 

baseline logistic regression model (Model 1) described in Table 4.2. From this model, it was identified 

that higher education, male sex, and younger age are significantly associated with good self-rated health. 

These variables, in addition to community of origin, were used as co-variates in the subsequent models 

that examined the association of social capital and self-rated health (Models 2 to 4, Tables 4.4 and 4.5). 
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 Model 1  

 B p OR (95% CI) 

Sociodemographic variables  

Age -0.023 0.015* 0.978 (0.960, 0.996) 

Sex 

Male 

Female 

 

 

-0.741 

 

 

0.003* 

 

1.0 

0.477 (0.291, 0.781) 

Education 

Less than secondary school 

Secondary school 

More than secondary 

 

 

0.949 

1.368 

 

 

0.002* 

<0.0001*** 

 

1.0 

2.58 (1.41, 4.74) 

3.93 (2.04, 7.57) 

Community 

A (Ref.) 

B 

C 

D 

 

 

-1.01 

-0.651 

-0.388 

 

 

0.009** 

0.076 

0.386 

 

1.0 

0.364 (0.171, 0.778) 

0.521 (0.254, 1.07) 

0.678 (0.282, 1.63) 

Marital status 

Single 

Married and/or living with partner 

 

 

0.084 

 

 

0.701 

 

1.0 

1.09 (0.700, 1.69) 

Income per year 

<$10,000 

$10,000 - $49,999 

$50,000 - $99,999 

$100,000+ 

 

 

-0.287 

0.247 

0.010 

 

 

0.311 

0.525 

0.982 

 

1.0 

0.751 (0.431, 1.31) 

1.28 (0.598, 2.74) 

1.01 (0.424, 2.41) 

Table 4.2: Probability of good health based on sociodemographic variables (Model 1) 
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4.4.2 Distribution of social capital   

Exposure variable Community A (Ref.) B C D Total Chi-sq P value 

   Structural social capital  

Social contact (in person) 

 

 

Social contact (virtual) 

 

 

Voting (local) 

 

 

Voting (provincial/federal) 

 

 

Organizational 

membership 

Frequent 

Infrequent 

 

Frequent 

Infrequent 

 

Yes 

No 

 

Yes 

No 

 

Yes 

No 

83 (88.30) 

11 (11.70) 

 

84 (89.36) 

10 (10.64) 

 

40 (43.48) 

52 (56.52) 

 

55 (58.51) 

39 (41.49) 

 

30 (31.91) 

64 (68.09) 

142 (78.02) 

49 (21.98) 

 

160 (84.21) 

30 (15.79) 

 

64 (35.16) 

118 (64.84) 

 

85 (44.74) 

105 (55.26) 

 

83 (44.39) 

104 (55.61) 

152 (77.16) 

45 (22.84) 

 

163 (81.91) 

36 (18.09) 

 

166 (84.26) 

31 (15.74) 

 

116 (58.29) 

83 (41.71) 

 

45 (22.73) 

153 (77.27) 

87 (82.86) 

18 (17.14) 

 

96 (89.72) 

11 (10.72) 

 

77 (74.04) 

27 (25.96) 

 

65 (60.75) 

42 (39.25) 

 

21 (19.81) 

85 (80.19) 

464 (80.28) 

114 (19.72) 

 

503 (85.25) 

87 (14.75) 

 

347 (60.35) 

228 (39.65) 

 

321 (54.41) 

269 (45.59) 

 

179 (30.60) 

406 (69.40) 

6.056 

Df=3 

 

4.894 

Df=3 

 

114.4 

Df=3 

 

10.75 

Df=3 

 

28.40 

Df=3 

0.109 

 

 

0.180 

 

 

<0.0001** 

 

 

0.013* 

 

 

<0.0001** 

   Cognitive social capital  

Collective action  

 

 

Reciprocity  

 

 

Trust 

 

 

Safety 

High 

Low 

 

High 

Low 

 

High 

Low 

 

High 

Low 

56 (60.87) 

36 (39.13) 

 

71 (76.34) 

22 (23.66) 

 

47 (51.09) 

45 (48.91) 

 

71 (76.34) 

22 (23.66) 

60 (32.26) 

126 (67.74) 

 

90 (48.39) 

96 (51.61) 

 

46 (24.86) 

139 (75.14) 

 

34 (18.68) 

148 (81.32) 

88 (44.90) 

108 (55.10) 

 

126 (64.62) 

69 (35.38) 

 

88 (45.36) 

106 (54.64) 

 

64 (32.49) 

133 (67.51) 

48 (45.71) 

57 (54.29) 

 

75 (71.43) 

30 (28.57) 

 

36 (34.29) 

69 (65.71) 

 

47 (44.76) 

58 (55.24) 

252 (43.52) 

327 (56.48) 

 

362 (62.52) 

217 (37.48) 

 

217 (37.67) 

359 (62.33) 

 

216 (37.44) 

361 (62.56) 

21.22 

Df=3 

 

27.36 

Df=3 

 

25.37  

Df=3 

 

91.91 

Df=3 

<0.0001** 

 

 

<0.0001** 

 

 

<0.0001** 

 

 

<0.0001** 

   Health outcomes  

Self-rated health 

 

Poor or fair 

Good, very good, or 

excellent 

23 (24.47) 

71 (75.53) 

84 (45.65) 

100 (54.35) 

 

71 (35.68) 

128 (64.32) 

33 (31.43) 

72 (68.57) 

211 (36.25) 

371 (63.75) 

13.77 

Df=3 

0.0032** 

Table 4.3: Distribution of exposure and outcome variables by community among study participants
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Overall, high levels of structural social capital were reported among participants across all four 

communities. Participants reported high levels of social contact, both in person and virtually. The 

majority of participants (464, 80.28%) reported meeting up with friends at least 1-2 times per month, with 

353 (61.07%) meeting up with friends at least 1-2 times per week. Similarly, the majority of participants 

(503, 85.25%) reported speaking on the phone, writing, emailing, or texting their friends at least 1-2 times 

per month, and 78.51% (464) participants reported doing so at least 1-2 times per week. Participants also 

reported that they had a close relationship with an average of 13.96 family members (SD=14.33) and 6.67 

friends (SD=9.46). The majority of participants reported active civic engagement: over half voted in the 

most recent local band election (347, 60.35%) and the majority voted in the most recent provincial or 

federal election (321, 54.41%). However, most participants did not report belonging to any community 

associations or groups (406, 69.40%). The most popular community associations included church groups 

(56, 9.56%), sports clubs (44, 7.50%), and education, music, or arts groups (43, 7.33%). Of note, the 

examples of community groups provided in the survey instrument under this question did not include 

community or culturally specific organizations, such as drum circles, dance, or beading groups, which 

likely skewed participant responses to this item. 

In terms of cognitive social capital, participants reported high levels of reciprocity within their 

communities: the majority (362, 62.52%) agreed that people are willing to help their neighbours and that 

people do favours for each other (379, 65.68%). In terms of collective action, approximately half (252, 

43.52%) of participants agree that neighbours work together to keep their community clean and safe. 

Over one-third of participants indicated that people could be trusted (217, 37.67%), and similar numbers 

agreed that they felt safe going for walks during both day and night (216, 37.44%).  

There was significant variation in levels of social capital across the four communities (Table 4.2). 

Communities differed at a statistically significant level (p<0.05) on all cognitive social capital measures 

and on three of the five structural social capital measures (local and provincial/federal voting and 

organizational membership). 
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4.4.3 Distribution of health outcomes  

When asked to rate their own health, the majority of participants indicated that their health was 

good, very good, or excellent (371, 63.75%), with a greater proportion of males (141, 70.85%) indicating 

so than females (230, 60.05%). Of particular note is that self-rated health differed significantly between 

community (Chi-sq =13.77, df=3, p=0.0032). 

4.4.4 Association between social capital and health 

Table 4.4: Probability of good health based on structural social capital variables alone (Model 2) or 

cognitive social capital variables alone (Model 3) 

 Model 2  Model 3 

 B p OR (95%CI) B p OR (95%CI) 

Sociodemographic variables 

Education 

Less than secondary school 

Secondary school 

More than secondary 

 

 

0.525 

0.903 

 

 

0.032* 

0.0006*** 

 

1.0 

1.69 (1.05, 2.73) 

2.47 (1.47, 4.14) 

 

 

0.565 

1.098 

 

 

0.019* 

<0.0001*

** 

 

1.0 

1.76 (1.096, 2.83) 

3.00 (1.80, 5.00) 

Sex 

Male 

Female 

 

 

-0.664 

 

 

0.0013** 

 

1.0 

0.515 (0.34, 0.77) 

 

 

-0.643 

 

 

0.002** 

 

1.0 

0.526 (0.353, 0.782) 

Community 

A (Ref.) 

B 

C 

D 

 

 

-0.848 

-0.302 

0.002 

 

 

0.006** 

0.330 

0.995 

 

1.0 

0.428 (0.23, 0.78) 

0.739 (0.40, 1.36) 

1.00 (0.51, 1.98) 

 

 

-0.738 

-0.482 

-0.116 

 

 

0.024* 

0.122 

0.736 

 

1.0 

0.478 (0.251, 0.908) 

0.618 (0.335, 1.14) 

0.891 (0.454, 1.75) 

Age -0.0210 0.0072** 0.98 (0.96, 0.99) -0.0194 0.0114* 0.981 (0.966, 0.996) 

Structural social capital (Reference categories are “Infrequent” or “No”) 

Social contact (in person) 

Frequent 

 

0.1481 

 

0.576 

 

1.16 (0.69, 1.949) 

 

Social contact (virtual) 

Frequent 

 

0.1938 

 

0.532 

 

1.21 (0.66, 2.23) 

Voting (local) 

Yes 

 

-0.3054 

 

0.199 

 

0.74 (0.46, 1.17) 

Voting (provincial/federal) 

Yes 

 

0.4974 

 

0.021* 

 

1.64 (1.08, 2.51) 

Organizational membership 

Yes 

 

0.4998 

 

0.021* 

 

1.65 (1.08, 2.52) 

Cognitive social capital (Reference category is “Low” for all variables) 

Collective action (work together)                           

High 

  

-0.057 

 

0.792 

 

0.95 (0.62, 1.44) 

Reciprocity (help) 

High 

 

0.017 

 

0.939 

 

1.02 (0.668, 1.55) 

Trust 

High 

 

0.356 

 

0.098 

 

1.43 (0.937, 2.18) 

Safety 

High 

 

0.082 

 

0.695 

 

1.09 (0.720, 1.64) 



95 
 

With respect to structural social capital, bivariate analyses revealed that civic participation at the 

federal or provincial level is associated with higher self rated health (Chi-sq=10.44, df=1, p=0.0012), as is 

organizational participation (Chi-sq=4.85, df=1, p=0.028). In the regression analysis (Table 4.4, Model 

2), which controlled for education, sex, community of origin, age, and other structural social capital 

variables (i.e. social contact and local voting), both factors continued to be significantly associated with 

self-rated health. Provincial or federal civic participation was associated with higher self-rated health 

(OR=1.64, 95%CI=1.08,2.51,p=0.021), similarly to organizational membership (OR=1.65, 95%CI=1.08, 

2.52, p=0.021).  

Bivariate analyses conducted for cognitive social capital identified the feeling of safety (Chi-

sq=4.08, df=1, p=0.04) and trust (Chi-sq=6.03, df=1, p=0.014) as factors associated with higher self-rated 

health. However, in the subsequent logistic regression analysis (Table 4.4, Model 3), in which all 

sociodemographic variables and other cognitive social capital variables (i.e. collective action and 

reciprocity) were controlled for, neither factor was statistically significant. Feelings of trust appeared to 

approach a significant positive association with self-rated health (OR=1.43, 95%CI=0.913, 2.18, 

p=0.098).  

In the combined structural and cognitive social capital model (Table 4.5, Model 4), federal or 

provincial voting and organizational participation were found to be statistically significant (Chi-sq=5.34, 

p=0.021 and Chi-sq=4.74, p=0.029, respectively) when controlling for all other variables. Additionally, 

municipal voting and trust were significant enough for inclusion in the model in the variable selection 

process (Chi-sq=5.34, p=0.151; Chi-sq=3.52, p=0.061, respectively). All sociodemographic variables 

were significantly associated with good health in the final model. 
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 Model 4  

 B p OR (95%CI) 

Sociodemographic variables    

Education 

Less than secondary school 

Secondary school 

More than secondary 

 

 

0.017 

0.453 

 

 

0.897 

0.002** 

 

1.0 

1.63 (1.00, 2.64) 

2.52 (1.49, 4.27) 

Sex 

Male 

Female 

 

 

-0.336 

 

 

0.001** 

 

1.0 

0.510 (0.341, 0.765) 

Community 

Reference 

A 

B 

C 

 

 

-0.483 

-0.077 

0.317 

 

 

0.006** 

0.639 

0.104 

 

1.0 

0.484 (0.260, 0.899) 

0.726 (0.392, 1.35) 

1.08 (0.541, 2.14) 

Age -0.022 0.007** 0.979 (0.964, 0.994) 

Structural social capital 

 

Social contact (in person) 

Frequent 

   

Social contact (virtual) 

Frequent 

   

Voting (local) 

Yes 

 

-0.345 

 

0.151 

 

0.708 (0.443, 1.13) 

Voting (provincial/federal) 

Yes 

 

0.500 

 

0.021* 

 

1.65 (1.08, 2.52) 

Organizational membership 

Yes 

 

0.473 

 

0.029* 

 

1.61 (1.05, 2.46) 

Cognitive social capital 

Collective action (work together) 

High 

   

Reciprocity (help) 

High 

   

Trust 

High 

 

0.374 

 

0.061 

 

1.45 (0.984, 2.15) 

Safety 

High 

   

 

 

Table 4.5: Probability of good health based on structural social capital and cognitive social capital 

variables combined (Model 4) 

 

4.5 Discussion 

The main goals of this study were to explore the cultural dimension of bonding social capital 

across four First Nations communities and characterize the impact of these features on health. In our 

pursuit of these objectives, we most strikingly observed that a coherent and consistent narrative of social 
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capital did not exist uniformly across all communities in our study. In fact, inter-community differences 

were found in our results to be statistically significant (p<0.0001) for every metric of cognitive social 

capital, and three of the five measures of structural social capital (local voting, provincial/federal voting, 

and organizational membership) (Table 4.3). This finding challenges the concept of a pan-Indigenous 

social capital and suggests instead that the resources drawn upon in the social environment differ from 

Nation to Nation, which further supports Indigenous peoples’ resistance to being grouped within a 

singular cultural domain.(23,24) While the unique historical, social, political, and cultural landscapes 

have been considered in cross-cultural and cross-national studies on social capital, our findings suggest 

that similar consideration needs to be made for the intra-cultural nuances of social capital in Indigenous 

contexts, in which Nation (and community) histories and cultures can significantly differ from one 

community to another.(11,25,26) 

 The nature of these differences poses the question of how quantitative methodologies can adapt to 

account for community variation: in studies on cross-cultural social capital, it has been proposed that 

variation between cultures does not necessarily mean that distinct measurement tools must be created in 

every locale, as this would curtail the benefit that quantitative methodology possesses in capturing a large 

and diverse set of data within its sample.(15,27) Rather, the focus should be on developing broad 

categories that are generalized enough to capture the similar or recurrent elements of social capital, yet 

flexible enough to be customized and altered to identify more context-specific characteristics that support 

social capital in any one community.(15,27) To this end, our study results also identified several elements 

of social capital that were particularly resonant across all communities that may inform a common social 

capital framework. These qualities were: the frequent socialization among community members, both in-

person and online, and the existence of dense and connected family networks. These categories, having 

some similarity across communities, may serve as a basis for adaptation to capture the more nuanced 

elements of Indigenous social capital that may be different across communities, such as types of networks 



98 
 

present, the resources that those networks provide, and the quality and nature of interpersonal 

interactions.  

Finally, with respect to the health impact of social capital, the most consistent findings in our 

results were the well-known associations between health and sociodemographic factors of age, sex, and 

education, elements, which were intended as control variables in the analysis. The results of this analysis 

reaffirm the prevailing importance of these characteristics as predictors of good health in population-

based studies. With respect to social capital, two domains of structural social capital were found to have 

significant positive associations with self-rated health: civic engagement (voting) at provincial or federal 

levels, and organizational membership. These associations were present in both bivariate and logistic 

regression analyses. While there are no studies with Indigenous peoples that have previously 

demonstrated these associations, these findings corroborate larger epidemiological studies of the general 

population that have identified positive health benefits relating to organizational memberships, such as 

longer life expectancy,(28) increased participation in leisure-time physical activity,(29) and successful 

ageing.(30) Similarly, previous research has demonstrated a relationship between civic participation and 

higher self-rated health, owing to mediating factors such as social connectedness, which may affect both 

voting and health outcomes simultaneously.(31,32)  

Besides these two elements, however, our study results predominantly reflected insignificant 

associations between self-rated health and qualities of structural and cognitive social capital. This fact 

further supports our previous observation that generic social capital scales, such as the one used in this 

study, may not comprehensively capture the true essence of social capital – the essence by which it is able 

to act as the “glue that holds a community together”, and by extension, to support health.(33) This finding 

again supports the need for adaptations to be made to social capital scales in order to account for each 

community’s unique social context and properly capture the aspects of the social environment that are 

truly important for community health and well-being. To this end, we suggest greater supplementation of 

existing quantitative studies with qualitative or mixed-methods inquiry, as it has been made evident 
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through this quantitative work that capturing the texture and quality of social capital through numerical 

scales is challenging to do comprehensively, both with respect to data collection and data interpretation. 

The ability to draw from concurrent qualitative data would largely improve the ability to understand and 

appreciate the unique scope of Indigenous social capital, and further, to recognize community-driven 

ways of applying these observations to public health efforts that ultimately support thriving communities. 

4.6 Limitations 

Our study was limited by its size; while the inclusion of four different First Nations communities 

created a sizeable and diverse sample, the significant variation on indices of social capital from one 

community to another brought to attention the need for a much larger sample size if more generalizable 

observations on social capital are to be made about First Nations, let alone Indigenous communities more 

broadly. This variation also emphasizes the importance of engaging with communities individually and 

exploring the uniqueness of local context in order to generate meaningful research.(34) Furthermore, 

because the exploration of social capital was one part of a larger community health survey whose design 

fell beyond the control of the researchers, the intricacies of social capital were unable to be explored as 

hoped and the study was limited by the methods and data instruments of the original study. 

4.7 Conclusion 

To date, quantitative studies of social capital in Canada have largely excluded Indigenous (i.e., 

First Nations, Inuit, and Métis) communities and ignored their unique social, historic, and cultural 

constructions. In order to address this gap, we utilized data from the Canadian Alliance for Healthy Hearts 

and Minds study to describe the social capital of four First Nations communities across Canada and to 

explore the association between social capital and self-rated health. Overall, the findings of our study 

highlighted the manifestation of social capital in environments of frequent socialization and strong 

networks of interconnected family and friends, which are elements that should be prioritized further in 

conceptualizations of Indigenous social capital. This study also identified the limitations of traditional 
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definitions of social capital in capturing the full depth and range of social capital among Indigenous 

communities, particularly as these communities differ significantly from one another in social landscape. 

Given this, we suggest that measurement tools for Indigenous social capital be created in a dynamic way, 

such that metrics used are able to be adapted and modified to individual community definitions and 

conceptualizations of social capital. Further, we support the grounding of social capital research in 

additional qualitative inquiry that can enable individual communities to derive these tools for themselves. 

In this way, the study of social capital may be used as a vehicle to focus upon Indigenous strength and 

resilience in health research and policy, ultimately supporting Indigenous environments of thriving health 

and well-being. 
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Chapter 5 

“We all know each other”: A strengths-based approach to understanding 

social capital in Pictou Landing First Nation 

5.1 Abstract 

With over three decades of attention drawn to the health of Indigenous peoples in Canada and 

around the world, an outpouring of health research has been undertaken, much of which has emphasized 

the experience of disparity at the expense of recognizing strengths. In this case study, we challenge the 

damage-centred rhetoric of mainstream health research by reporting the findings of 20 qualitative 

interviews on community strength and health with members of Pictou Landing First Nation (PLFN), a 

Mi’kmaw nation located in Nova Scotia, Canada. We then relate and compare these findings with the 

emerging concept of Indigenous social capital, which is a concept that has been associated with positive 

health outcomes in a variety of contexts. Our findings indicate that Pictou Landing First Nation is 

strengthened by qualities of familiarity, reciprocity, safety, and solidarity, which are rooted in the value of 

family and embedded within a broader Mi’kmaw worldview. The nature of these strengths aligns in part 

with the concept of Indigenous social capital, which we suggest may be better harnessed as a means for 

conducting strengths-based health research. To this end, our findings support the need for reworking 

social capital conceptualizations to more strongly centralize cultural identities and worldviews in order to 

authentically and comprehensively affirm Indigenous and decolonizing health research practices. 

5.2 Introduction 

For over three decades, dominant non-Indigenous narratives about Indigenous peoples, as found 

in media, government reports, and research papers, have rarely acknowledged the strengths and capacities 

of Indigenous peoples. In the realm of health research, this rhetoric is manifest in the disproportionate 

study of Indigenous peoples’ health problems.(1) Such research is problematic, as it typically neglects the 
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distal determinants of health, namely those of colonialism and racism (2), and perpetuates a dominant 

narrative of Indigenous peoples as despondent and dependent.(1,3) 

To oppose this narrative, strengths-based research has been pursued by Indigenous and ally 

scholars to reclaim Indigenous ownership over health and well-being.(3–5) Approaches to strengths-based 

research are varied, having been applied to social work,(6) pedagogy,(7) and health promotion.(8) In this 

article, we explore the potential for the concept of Indigenous social capital to be used as a novel avenue 

through which to conduct strengths-based health research. This proposition exists in light of multiple 

studies that have associated improved health outcomes with higher levels of social capital,(9–11) as well 

as the intimately connected and highly social nature of many Indigenous communities.(12) To date, the 

published literature on Indigenous social capital has not explicitly applied a strengths-based lens, although 

the concept has been discussed in association with strengths-based concepts such as resilience.(13) 

Broadly defined, social capital is a resource arising from social networks and associations that 

generates positive benefits for members of a group through shared trust, norms and values, or, more 

simply, the “glue that holds a community together.”(14,15) Despite the recognition that social capital may 

differ depending on context, research describing the nature of Indigenous social capital as an independent 

construct is relatively limited. In Canada, the most extensive study of Indigenous social capital as a 

unique concept was undertaken in 2003 by Javier Mignone, who constructed an Indigenous social capital 

framework.(16) In this framework, he compartmentalized the social capital of a community into three 

components: the degree to which its resources are socially invested, the culture of trust, reciprocity, 

collective action, and participation within the community, and whether social networks are inclusive, 

flexible, and diverse (see Table 5.1).(17,18)  

Building on Mignone’s research, we conducted a qualitative study with the Mi’kmaw community 

of Pictou Landing First Nation (PLFN) to explore the strengths of the community’s social environment. 

In this article, we discuss the findings of this case study in the context of Mignone’s framework of 



108 
 

Indigenous social capital to identify ways this concept might better encompass community strengths and 

be utilized for more affirming health research practices. 

Bonding Bridging Linking 

SIR* Culture Networks SIR Culture Networks SIR Culture Networks 

Physical Trust Inclusive Physical Trust Inclusive Physical Trust Inclusive 

Symbolic Norms of 

Reciprocity 

Flexible Symbolic Norms of 

Reciprocity 

Flexible Symbolic Norms of 

Reciprocity 

Flexible 

Financial Collective 

Action 

Diverse Financial Collective 

Action 

Diverse Financial Collective 

Action 

Diverse 

Human Participation  Human Participation  Human Participation  

Natural   Natural   Natural   

Table 5.1: “Social Capital of a Community” Framework by Mignone et al., 2003  (17) 

5.2.1 Study Context 

PLFN is a small Mi’kmaw community located on the northern shore of mainland Nova Scotia, 

Canada. Mi’kmaq presence has been traced to this region for over 10,000 years and the colonial assault 

began over 400 years ago.(19) In 1967, the community became subject to an act of environmental 

injustice when a local pulp and paper mill began using an estuary bordering the community to operate the 

“Boat Harbour Effluent Treatment Facility”.(20) This estuary was a culturally significant resource to 

which the community had strong relationship.(21) As the pollution by the mill began harming the quality 

of the water, land, and air, PLFN began its rights-based legal efforts concerning “Boat Harbour”. In recent 

years, community-led studies have also emerged to show how “Boat Harbour” destroyed the lagoon and 

by extension, negatively impacted the physical, mental, emotional, and spiritual health of the entire 

community.(20,21)  

In 2015, the Government of Nova Scotia passed the Boat Harbour Act, ordering that the treatment 

of effluent in Boat Harbour be ceased by January 31, 2020.(22) PLFN continued its political pressure 

upon provincial authorities during those five years, and the Province ultimately maintained its legislated 

promise. Earlier this year (2020), the treatment facility stopped receiving effluent, and the pulp mill 

closed shortly thereafter. Currently, extensive cleanup efforts are required, and it remains to be seen 
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whether the harm can be undone and the Mi’kmaw relationship to the land re-established. Data collection 

for this study took place in 2018, before the closure of the mill. 

5.2.2 Relationship 

PLFN has collaborated with the principal investigator of this study on environmental health 

research for nearly a decade. The study described in this manuscript took place in PLFN with the 

permission of a Local Community Advisory Board (LCAB), which included the Chief, the Community 

Health Representative, and three members of the community. The community’s interest in understanding 

the broader, contextual determinants of health that have always driven their environmental health research 

agendas and community goals created the conditions necessary for proceeding with this research in a 

good way.(23) The research was cleared by the academic authors’ university research ethics board and 

fell under the principal investigator’s larger research program approved by the Mi’kmaw Ethics Watch. 

5.3 Methods 

5.3.1 Data Collection 

Semi-structured interviews were conducted with 20 key informants from PLFN. Participants were 

members of the Local Community Advisory Board (LCAB) in addition to others purposively recruited 

through a hired community-based Health Research Coordinator. All participants met inclusion criteria of 

being older than eighteen, having self-identified Indigenous ancestry, and significant connections to 

PLFN. Interviews were conducted by the first author. Of the 20 participants, 15 were women and 19 were 

currently living in PLFN. All interviews were audio recorded (with permission), transcribed verbatim into 

electronic format, and emailed back to each participant to review for accuracy, clarifications, or removal. 

One participant requested a minor change in their interview transcript, which was made. No other changes 

were requested. Interviews focused on three key areas: 1) Perceptions of the strengths of the community, 

with focus on the social environment; 2) The effect of these community strengths on physical, mental, and 

emotional health; and 3) Personal definitions of health and well-being. 
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5.3.2 Data Analysis 

Transcripts were analyzed using an inductive thematic analysis approach to identify common 

themes across the interviews.(24) The analysis focused on understanding the strengths of the social 

environment in PLFN, their significance in the context of PLFN’s culture and history, and their perceived 

impact on health. The process adhered to the steps articulated by Braun and Clarke (2006) and involved 

data familiarisation, followed by coding using frameworks developed recursively to systematically 

identify features of the data.(25) A qualitative software package (NVivo 12) facilitated this process. 

Codes were collated into themes and checked in relation to coded data using thematic maps and charts. 

Finally, these themes were defined and labeled. The preliminary analysis was member-checked by LCAB 

members for credibility and resonance.(26) 

5.4 Findings 

 The four themes that emerged from the data on community strengths in PLFN were familiarity, 

reciprocity, safety, and solidarity. While these themes are detailed below individually, they manifested 

fluidly within interview data, interwoven with one another, and expressed often in relation to values of 

family and Indigenous culture. The effects of these identified community strengths on health were 

reported to be largely positive. Pseudonyms are used in this article to maintain participant confidentiality. 

5.4.1 Familiarity 

The social environment of PLFN was described by participants as friendly and sociable, qualities 

that enable community members to be comfortable with one another. Participants reported that familiarity 

was grounded in the small size of the community and the interconnected nature of family networks. 
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It makes me feel good to be part of people; it makes me feel good to be able to go to the store and 

say, you know, “Hi [John], hi [Robert].” It makes me feel good and these people say hi back 

because we all know each other - like we know about each other… I think it affects me in a 

positive way most of the time. 

- Nicole 

I like how… you know everybody around here. Again, I’m not too sure with [neighbouring 

community], but with it being so big and huge, like I think it takes like 10-15 minutes to drive 

through or something, so you don’t really know everybody; you don’t have the casual head nod 

or smile or something nice.  

- Jordan 

Furthermore, the distinction between “the professional” and “the personal” was often identified as 

inseparable and participants indicated that this benefits community members by enabling them access to 

resources in an informal way. 

Our community health rep[resentative], she’ll like…if she sees you at a crib tournament or 

whatever, she’ll be like how’s your [blood] sugars … she’s checking on you on her own time. So, 

she reminds you to keep on your health and stuff, so yeah like a lot of people take their work 

home with them. 

- Kelly 

Overall, familiarity was identified as a quality of the community that makes it strong, though 

some participants articulated that it could also lead to a lack of personal privacy. Familiarity was also 

described as a quality that enabled norms of reciprocity to exist among members, as described below. 

5.4.2 Reciprocity 

Many participants expressed that the familiarity they felt with one another creates a culture of 

reciprocity that enables them to find help in the face of major life events. Many participants, like 
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Christine (below) gave the example of a death in her family as an example of this community-minded act 

of reciprocity.  

In my family one of the major events that happened with us was when [relative] died and we 

didn’t – actually, we weren’t even thinking right or whatever… but you know she’s gonna need 

the headstone, there’s gonna be other bills that come up or whatever right. Everybody around us 

went above and beyond and they just raised so much money we had more than enough for her 

headstone and paid for everything else and we even had money left over and with the money left 

over we got some benches made and donated them to the church at Maligomish and bought a 

bunch of food and cooked it up and gave it away during the [annual gathering at St. Anne’s] 

Mission. 

- Christine 

While reciprocity is evidently displayed in times of need, many participants also gave examples 

of reciprocity that manifests on a regular, daily basis that exemplifies the extent to which this value is 

ingrained within the quotidian functioning of the community. 

When I cook at my house, I cook so much, and my husband, being from outside of the community, 

he’s like “why do you cook so much?” And I’m like ”well, you never know who’s going to stop 

in”. And even when I go to town, I leave my door unlocked and people will go in and eat - when I 

get home it’s either there or it’s gone. But nobody’s hungry, in so many ways. That’s not just with 

food, that’s with love, that’s with care, that’s with consideration. 

- Sandra 

Beyond enjoying the benefits of these norms, participants also identified that upholding 

reciprocity by volunteering and giving back to the community are sources of joy and pride for them. As 

Judy described (above), there is a strong moral philosophy in the community and embedded within the 

Mi’kmaw ethic of sharing and contributing to collective well-being. Some participants also noted that 

they hope to pass this value on to their children, so that the community may continue to thrive. 
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I always helped out wherever I could, right, you volunteer, you lend a hand, you do what you can 

um, so that would never change and that’s what always made me grounded in this community. 

- Alison 

You can pass on your knowledge to your kids so they can help out the community too in some way 

when it’s time. 

- Nicholas 

Overall, participants described a strong sense of reciprocity in the community as a treasured 

quality of living in PLFN that enables members to feel comfortable, connected, and ultimately, always 

able to seek the help they require.  

5.4.3 Safety 

Participants described the ways in which the nature of familiarity and reciprocity within PLFN 

gives rise to a sense of safety. Safety was discussed often in relation to family, with many participants, 

like Laura (below) expressing comfort in knowing their family will always be there for them in times of 

need. Some, like Julia (below) also attributed this to community leadership. 

If anything was to ever, ever happen here to me or to my daughter or to my family or anybody, 

 somebody’s gonna be right there…it’s not like twelve hour wait to have to see that person or do 

 this…they’re like right there. So, I think it’s pretty cool that my family lives right up the street 

 from me. 

- Laura 

It’ll always give me [peace of mind] that I have a place to go no matter how bad things get in the 

world…I always felt like, you know, if all else failed I have a home here…Here the band would 

help me, you know if I really needed it, I know it’s there so it’s like a bit of a safety net… instead 

of having that “oh my god” that sense of doom, like I could be homeless on the street… like, no 

my Band would not allow anybody to be homeless on the street. 

- Julia 
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For many, safety was also experienced in terms of physical protection and freedom from dangers 

that participants associated with living off-reserve. Examples given largely related to experiences of 

racism outside their community. Participants expressed feeling better able to trust the intentions of those 

in the community and feeling safe in knowing that everyone will look out for each other if potential 

threats appear in the community. 

In town you might get followed, I get followed around in a store, it always friggin’ surprises me… 

following me around shopping in Walmart; it happens to a lot of folks from the rez[reserve]. 

- Judy 

[On living off-reserve] Living in the apartments, you always had… you know, I always found, you 

know, little kids running around saying things like, “There’s those Indians that make the loud 

noise, mommy…” and, you know, shit like that, yeah so you know I encountered stuff like that a 

lot. 

- George 

I almost got kidnapped… when I was a kid…that wouldn’t happen here because everybody knows 

each other; if I see a strange car that I’m not used to, seeing it come across to some kids, I’d 

probably run out to the road and lose my shit [on the driver]. 

- Nicole 

Participants likewise expressed feeling emotional safety and mental wellbeing within their 

community that they derived from their shared personal and collective histories. Participants related this 

quality to the familiarity within the community and their knowledge of one another’s lives. 

 A lot of people down here have the same background as me, like I have friends or family that lost 

their parents at a young age like I did, that had an uncle as a parent or had their own individual 

home problems, so we connect on that because we grew up together, we all knew it. And then 

when you go off-reserve, my friends are usually shocked that I have over 20 aunts and uncles and 

over 50 first cousins… And then when they hear about my back story of what’s what, they’re like, 
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“Oh what? Really? We never would have pictured that as you,” so like yeah home is a lot easier 

because like I said, we all know each other’s stories. 

- Joanne 

I’m Native, so I feel more at home where my people are…you know, I could go down [to any 

community member], I could go down there and tell them, you know, what my day was about, and 

stuff like that, and he’d probably, he’d listen, right? You know what I mean? Opposed to someone 

elsewhere that’s not, that can’t relate. 

- Nicholas 

Overall, the social environment of the community was reported by participants to possess a safety 

that transcended domains of physical, emotional, and mental well-being and ultimately makes their 

community “home” to them in ways other places are not. 

5.4.4 Solidarity 

The community’s ability to come together in solidarity with one another to campaign for their 

rights was identified as a core strength and source of pride for members. The most salient example of this 

strength was with regards to PLFN’s sustained fight for environmental justice involving Boat Harbour.  

I think we’re good fighters, because we’ve always, since the 60s, we’ve fought against Boat 

Harbour, so I think everybody here’s a fighter. They all grew up here with a fighter mentality. I 

didn’t grow up here, so I recognized it when I moved here: I can see everybody, yeah, they’re 

fighters for injustice. And they’re just used to it and I think it’s second nature… if someone 

[came] here and [tried to] do something else…the band would rally, and not just the band 

council, like everybody here would rally and stop [the] injustice if they saw it. 

- Judy 

Some participants described specific events that displayed this community solidarity, including a 

“No Pipe” Land and Sea rally, which was held in 2018 to protest a plan from the pulp mill to create a new 

effluent facility in the nearby Northumberland Strait to replace Boat Harbour. 
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We went out to the mouth of the harbour and there was already so many people out there, as far 

as the eye can see… like you can keep looking and still see a boat… and then when we were in 

the causeway, you can still see the boats coming into the mouth of the harbour… just to see 

everybody stand so strong, that was probably the best moment out of all my 35 years other than 

my birth of my little girl, but like seeing the community pull together and just have so much 

strength like that, that was amazing. 

- Jordan 

PLFN’s solidarity also held a strong intergenerational nature and a gravity of attachment to place 

that was congruent with the values of the Mi’kmaw worldview; participants expressed that their fight was 

to honour their ancestors who first observed the devastation of the effluent treatment facility, as well as 

for their children and future generations, who they hope will again experience the beauty of the estuary as 

their ancestors did. 

I’m really proud of [how the community has] fought for so many years and there’s been so many 

leaders that have dealt with that [effluent treatment facility] and so I’m carrying that legacy with 

me…I’m really proud of that fact that they never ever stopped fighting and I find because of them, 

it has brought a community to that same…expectation for me… so um I can’t stop fighting 

because the expectation is so high that you need to make sure that you never stop talking about it 

and you continue to represent and um bring the issues to the forefront 

- Alison 

Especially with the fight with Boat Harbour… that’s been a continuous fight and everybody’s still 

fighting, and everybody’s still together with it, so that’s really…that’s probably another thing 

that makes me proud of how strong [we are]. Of course, there’s other things I’d like to see, but 

this is a big start because it’s been going on for a long time. 

- Joanne 
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The solidarity of the community is being further realized by their channeling of efforts towards 

restoring Boat Harbour. Many participants described the strength of PLFN in its ability to imagine the 

future with a sense of hope, optimism, and devotion to its restoration. 

I’m involved with Boat Harbour…what we want to do after it’s shut down…what we’re gonna do 

with this…we’re just throwing ideas out right now…maybe a park here, maybe a walking trail 

here you know, maybe a plate there, where we put names on it where people passed that were 

helping with Boat Harbour… 

- Ryan 

The other piece I’m really proud of is where we’re headed with the [Boat Harbour] cleanup 

project…that’s becoming more and more a reality every day right, and so that [Boat Harbour 

closure] date is coming so quickly and then you know, to see that transformation, and so I got to 

make sure that I stay healthy so I see all of that… the important thing is that I want to still be 

here when that’s all being transformed, because geez you know, the generation coming up, they 

will be definitely blessed to have, what well I never had it, but I’ll get to see it… but they’ll have 

what their great grandparents or great great grandparents had… 

- Alison 

Of all the themes, solidarity in the PLFN’s collective fight against environmental racism was the 

most prominent. For participants, this solidarity brought about a deep sense of pride, as it testified not 

only to the importance of their relationship to the land, but more broadly, to the community’s power to 

self-determine and forge a future for the generations to come. 

5.5 Discussion 

The purpose of this study was to explore the strengths of the social environment of one First 

Nations community in Canada and to understand ways for the study of Indigenous social capital to be 

adapted to better capture these strengths. Our findings identified four main community strengths within 

the social environment of PLFN, which reflect, first and foremost, that an intrinsic congruence exists 



118 
 

between the nature of community strengths and the concept of social capital. The essence of social capital 

is that it is a resource within the social fabric of a community that benefits its members. In our study, 

participants described the strengths of their social environment within a similar vein, expressing the ways 

they draw upon the strengths of their community as resources for individual and community well-being. 

The only existing framework for Indigenous social capital in Canada, developed by Mignone,(16) 

describes one of the key components of social capital as community “culture”, which includes 

characteristics of trust, norms of reciprocity, collective action, and participation.(16,27,28) The 

community strengths of safety, reciprocity, solidarity, and familiarity identified by our study support, in 

some ways, the qualities of Mignone’s framework, but demonstrate that the scope of community strengths 

is more nuanced than what has been conceptualized to date within the construct of social capital, and that 

adaptations to the concept must be made to adopt a stronger strengths-based orientation. For instance, the 

emotional and mental components of “safety” identified in our findings are in part accounted for by the 

concept of “trust” present in Mignone’s framework. However, within this concept, we found that the 

language of “safety” was a more strengths-oriented means of capturing the same underlying concepts, as 

many participants expressed that they found it difficult to “trust” others in light of their shared 

experiences with environmental racism, dispossession, and intergenerational colonial trauma.(29,30) 

Participants also described safety in comprehensive terms of physical, mental, and emotional security, in 

contrast to the emphasis on physical safety (e.g., whether it is safe to walk outside) that other social 

capital literature has traditionally emphasized.(31–33)   

The concept of reciprocity was another clear parallel with Mignone’s framework, emerging from 

our findings as well as his. However, in Mignone’s framework, reciprocity was described as “a future 

obligation to return “the favour”” (16), while reciprocity, in our findings, was not necessarily described in 

these obligatory terms. Rather, reciprocity was rooted in a language of kinship, of connection to and 

respect for one another. The essence of this sentiment similarly underlay the tenor of solidarity in our 

findings; the fight to restore the estuary exemplified a reciprocity and accountability to the natural world, 

as well as to past and future generations that ultimately drove the community’s advocacy efforts. This 
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was, perhaps, the differentiating factor between our findings and the theme of collective action in 

Mignone’s framework. While both concepts centre upon the community “coming together” to pursue a 

course of action for collective well-being, solidarity encompasses not only the actions of the collective, 

but the psychological unity and shared interest that drives the collective action itself. 

The concept of familiarity was one that uniquely arose in our findings as a strength of the 

community; in Mignone’s framework, this characteristic was not directly articulated, although it is 

alluded to within (or exists as a prerequisite for) reciprocity. Our findings, however, argue that while 

these concepts are related, familiarity may benefit community members distinctly in its ability to cultivate 

comfort and emotional and mental security within the community. This is in contrast to the way that 

reciprocity is typically illustrated as direct provision of material help (recognizing that this too may 

contribute positively to emotional or mental security). Finally, Mignone’s framework included the 

concept of participation to describe individuals’ participation in common activities for personal interest. 

While participants in our study did not articulate this as a community strength, some noted that they 

enjoyed the abundance of activities available in which they can engage. 

The inadequacies of conventional models of social capital in capturing the full extent of PLFN’s 

strengths emerges from the reality that these strengths are fundamentally grounded in a broader Mi’kmaw 

worldview. The importance of this worldview in PLFN has been intimately studied by Mi’kmaw scholar 

Diana Lewis in her research on the importance of the land to PLFN health and well-being.(21) In this 

work, she describes the concepts of  ko’kmanaq (our relations) and n’mit no’komaq (all my relations) to 

explain the ways in which Mi’kmaq, as Lewis describes, “extend a relationship to both animate and 

inanimate objects, thereby creating a relationship of respect and kinship, a reciprocity that includes values 

and obligations.”(21,34,35)  These values are important ways of maintaining tlilnuo’lti’k, translated as 

“how we (Mi’kmaq) will maintain our worldview”.(21) In turn, these values, embedded within the social 

fabric of PLFN, shape the existence of familiarity, reciprocity, solidarity, and safety in the community.  

While this research is but one case study, we argue that for the study of Indigenous social capital 

to comprehensively reflect the strengths of any Indigenous community, it must centre the definition of 
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social capital upon the philosophies of the underlying cultural worldview and apply a community-centred 

approach to the research. To do otherwise would be to place the study of Indigenous social capital at risk 

of applying generic measures that ignore the unique strengths of individual communities, or worse, of 

exclusively capturing areas of social “deficiency”, thereby perpetuating deficits-based discourse. 

The model below (Figure 5.1) illustrates our findings of community strength in PLFN, aiming to 

reflect their grounding in tlilnuo’lti’k. 

 

 

 

 

 

 

 

 

 

5.6 Strengths & Limitations 

To our knowledge, this study is the first to critically examine the concept of Indigenous social 

capital for its ability to capture community strengths in a specific context. The strength of this research 

was in its partnership with a First Nation with whom our research team has worked for many years, and 

the study was coordinated through the Health Research Coordinator who led the process of participant 

recruitment and data collection. Limitations of this study include potential self-selection bias, as the study 

Figure 5.1: Thematic Findings of Key Community Strengths in PLFN 

In this model, tlilnuo’lti’k is centrally located to represent the fundamental importance of Mi’kmaw identity in 

shaping the social environment in PLFN. The second layer represents family and community, inseparable 

entities for the community. Finally, the outermost layer represents the themes we used to describe the 

observable social characteristics of the community, all of which are rooted in the underlying ‘layers’. This 

model is positioned in three-dimensional space to reflect the dimensions of time and the connection of the 

past, present, and future.  
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was explicit about its interest in capturing community strengths. Furthermore, as the community strengths 

discussed by (predominantly female) participants related mostly to bonding social capital, other domains 

(i.e. bridging, linking) were not able to be explored. Limitations of this study include potential self-

selection bias, as the study was explicit about its interest in community strengths. Furthermore, as the 

community strengths discussed by (predominantly female) participants related mostly to intra-community 

social, other domains (i.e. relationships with other communities or with formal authorities) were not 

explored. 

5.7 Conclusion and Implications 

The discourse of defect, flaw, maladjustment, and dysfunction has disproportionately surrounded 

Indigenous communities, particularly in the realm of health research, which continues to emphasize the 

study of health deficits. This discourse exists at the expense of appreciating the unique strengths vested 

within Indigenous communities that are foundational to their health and well-being. In this case study of 

PLFN, we illuminate that the concept of Indigenous social capital, overlapped in multiple ways with the 

strengths of the community and suggest that the social capital framework is compatible with a strengths-

based approach to health research. At the same time, our findings call for greater consideration of 

Indigenous worldviews within the social capital framework, and for diversity to be better recognized 

across different Indigenous communities and nations. Social capital exists uniquely within different 

worldviews, and it is only with this appreciation that the study of Indigenous social capital may be 

tailored to capture the true depth and texture of the social fabric of a community. 
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Chapter 6 

 Discussion and Conclusion 

6.1 Introduction 

The overall goal of this thesis is to utilize a strengths-based approach to explore social capital and 

its association with health within Indigenous paradigms of community, health, and wellness.  Specifically, 

the objectives laid out for this thesis are to: (1) Identify, document, and understand the strengths of a 

sample of four First Nations  communities in relation to the concept of social capital; (2) Explore the 

association between social capital and health in a sample of four First Nations communities; (3) Examine 

the adequacy of current social capital frameworks in capturing the strengths of Pictou Landing First 

Nation; and (4) Provide recommendations for improving the future study and application of social capital 

concepts to Indigenous communities, recognizing the field is in its infancy. 

In order to meet these objectives, I utilized a sequential mixed methods design: first, a 

quantitative analysis was performed to examine the relationship between previously developed social 

capital indicators and health outcomes in four First Nations communities. This was followed by a 

qualitative analysis that was conducted in one of these First Nations communities (PLFN) to explore, in 

greater depth, how social capital is experienced and related to community strengths. Both analyses were 

rooted within a strengths-based orientation and aimed to highlight the unique assets vested within these 

First Nations communities. In this chapter, I summarize the major findings from both analyses and 

conclude with a series of recommendations for future academic work and policy practice. 
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6.2 Key Findings and Interpretations 

6.2.1 Expressions of social capital: 

Major Finding #1: Expressions of social capital vary among First Nations communities 

In the quantitative analysis of my thesis research, I identified that each community possessed a 

unique social capital profile, with expressions of social capital differing significantly from one another in 

each community. Within the analysis, statistically significant differences were found on all measures of 

social capital, with the exception of the in-person and virtual social contact variables, which received 

relatively similar high scores across all communities. The qualitative analysis corroborated this finding as 

well: the expression of solidarity in PLFN, for example, was grounded in a very specific, local context, to 

the connection that community members had to one another, and to A’s’ek, a place of great cultural 

significance in their community.  Thus, while other communities may express solidarity around different 

issues, the focus of this solidarity will nevertheless differ by nature of their grounding in other spaces, 

places, and relationships.  

The difference in expression and experience of social capital among communities has been 

previously recognized within social capital literature. Javier Mignone, who developed the first major 

framework and measurement tool for Indigenous social capital in Canada, issued the stipulation that 

despite his formulation of a singular social capital framework, it would technically be more scientifically 

sound to define social capital within the context of the community where the outcomes of research are 

intended to take place.(1) On a broader scale, Krishna and Shrader (2) have questioned whether universal 

social capital can truly exist across cultures and geographies, arguing that empirical testing is needed to 

determine the concept’s universality. My findings suggest that the manifestation of social capital among 

First Nations communities may take on considerable variability according to a multitude of factors, such 

as the cultural, economic, historical, social, and political character of the space. Thus, while there may be 

utility in exploring broad-level similarities in the character of these strengths in order to develop 
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systematic frameworks or models with which to understand social capital, it is critical that these tools 

prioritize creating space for the distinctive nuances of the concept to be expressed and appreciated in full.  

For Indigenous peoples in Canada, the difference in these characteristics is also made more 

complex by the fact that they do not represent a singular people group; rather, Indigenous peoples are 

diverse and composed fundamentally of different societies. The generalized language of “Indigenous” 

only exists in relation to another group – that of the settler-colonizer. Thus, in the same way that the 

terminology of “settler-colonizer” does not functionally define or characterize any one community, the 

classification of “Indigenous” is also inadequate. Within the four First Nations communities who 

participated in my research, the quantity and quality of social capital was distinct and fundamentally 

related to the fact hat they represented a diversity of Nations. Altogether, my work argues that the notion 

of a pan-Indigenous definition of social capital is problematic, and that the trade-off between 

generalizability and specificity of any one definition of social capital must be carefully considered within 

the context and purpose of any one study, with the limitations of these definitions articulated and 

acknowledged.  

Major Finding #2: Expressions of social capital are grounded in cultural ontologies, histories, and 

identities 

One aspect of the variation in social capital from First Nation to First Nation (Major Finding #1) 

pertains to the fact that individual First Nations possess unique cultural ontologies, histories, and 

identities. This notion – that identity and the social environment intersect to shape social capital – is 

supported by various studies that have focused on understanding social capital among different 

populations, including rural communities(3) and Aboriginal and Torres Strait Islander peoples.(4) The 

latter study, in particular, observed that the tensions between bonding (intra-community) and bridging 

(relations with external communities) social capital and the patterns of its expression are in part reflective 

of experiences of oppression and assimilation undergone by Aboriginal and Torres Strait Islander 

communities. The conclusions of this study argue that exploring “the texture of social capital, rather than 
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just measure[ing] volume” (4 p1) is imperative, and that cultural identity must be central to social capital 

analysis.(4) Elsewhere, social capital has been named a “social construct” that is necessarily dependent on 

social context, existing as a byproduct and reflection of local history.(5,6) 

My findings support these observations in that they reflect the unique cultural “texture” of social 

capital imbued in four different First Nations from across the country. In the qualitative analysis of my 

thesis, I studied the community strengths specific to a Mi’kmaw First Nation (PLFN), and my findings 

reflected a strong congruence between the community strengths that were identified and a Mi’kmaw 

worldview and philosophy that grounded the mode of expression that these strengths adopted. The 

elements of social capital that emerged in my study of strengths in PLFN did not exist independently of 

one another; rather, these traits were the byproducts of a broader, deep-rooted cultural identity that 

encompassed the way social capital manifested.  In my study, I identified the ways in which PLFN’s 

community strengths related to and explained one another within this broader, more unified worldview, 

shedding light on the complexity of these properties that often extend beyond what can be captured 

quantitatively (see Major Finding #3). 

In some ways, my quantitative study also reflected the complex nature of social capital in the 

inadequacy of its results; the descriptive statistics, for example, were able to reflect some of each 

community's strongest attributes, but the nature of this characteristic was not adequately understood 

through the quantitative analysis alone, hence the impetus for the qualitative study that followed. The 

quantitative results alone reduced the social fabric of each community into a limited series of indicators 

that told us little more than the fact that some communities scored highly on certain variables, while 

others possessed moderate scores across the board. The lack of clarity that the quantitative analysis 

provided with respect to the social environment of each community was, in some ways, reflective of the 

complexity of the nature of social capital itself – being that its complex groundings in cultural ontologies, 

histories, and identities cannot possibly be comprehensively captured within a generic measurement scale. 

This forms the basis for Finding #3.  
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Major Finding #3: Generic social capital measurement scales are inadequate to comprehensively capture 

the strengths of First Nations’ social environments 

 As alluded to above (Major Finding #2), the quantitative analysis was limited in its ability to 

provide meaningful and comprehensive description of the strengths of the social environment of the four 

communities included in this analysis. Of the descriptive statistics, the most salient points were the high 

levels of social contact and the complex family social networks, as discussed in Chapter 4, but these 

findings provided little information on the “texture” of social capital – how it was experienced by 

community members and the significance it possessed. Through my qualitative analysis, I further 

identified that the community strengths experienced by community members in PLFN (safety, reciprocity, 

familiarity, solidarity) were only in part represented by the social capital variables utilized in the 

quantitative analysis.18 This disconnect between the quantitative and qualitative findings are in part 

attributable to the inadequacies of the quantitative social capital indicators, as well as to the fact that the 

concept of social capital as a whole possesses profound complexity (Major Finding #2).  

Methodological challenges such as those I encountered have also been documented elsewhere, 

among the experiences of other quantitative social capital researchers.(5,7) In a critical review on the 

subject of social capital scales, it was found that few had been tested for validity, and that similarly to 

what was encountered in my study, there was often a lack of congruence between the indicators and the 

concept itself.(7,8) This shortfall was complicated in my study by the fact that it took place within a 

complex cultural context in which the concept of social capital has been sparsely explored. More broadly, 

the role of culture in shaping social capital has not received much attention in the research literature,(5) 

and some scholars have even questioned its relevance to societies that exist outside of the Western 

construction.(5,9,10) 

 
18 Familiarity (as it relates to social contact and the large, complex nature of family networks) was arguably the 
element that was the best captured among quantitative indicators, but the other domains of community strength 
we identified through the qualitative analysis were largely unaccounted for in the quantitative data. 
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It should be noted that the need for culturally-appropriate measures of social capital indicators has 

been identified in the past; this was, after all, Javier Mignone’s rationale for developing a culturally-

informed social capital scale among three First Nations communities in Manitoba.(11,12) However, a 

“culturally-specific” understanding of social capital continues to leave much to be desired; as discussed 

within Major Finding #1, the differences that exist among (and even within) First Nations are significant 

in their cultivation of community formation. Thus, a pan-Indigenous social capital scale remains 

inadequate. This point has been acknowledged by various Indigenous health researchers in Australia, who 

suggest that the trap of generalization or essentialization of Indigenous social capital can be in part 

circumvented by telling a variety of stories at the macro, meso, micro, and individual levels, in order to 

attain richer and more nuanced understandings.(5) The findings of my thesis research contribute to this 

consideration by suggesting that the use of mixed methods may be a suitable means of studying social 

capital, as qualitative methods may add depth in the ability of research to explore social capital in a more 

multidimensional fashion by incorporating various “levels” of storytelling.(13) 

Major Finding #4: Studying expressions of social capital is a plausible avenue through which to conduct 

strengths-based research 

My thesis research assumed the unique approach of explicitly applying a strengths-based agenda 

to the study of social capital, and my findings identified the compatibility of these research directions. 

The premise of the qualitative study was particularly telling in this regard, as the interviews were framed 

around understanding community strengths, without using the technical language of social capital 

directly. Within the findings, however, it became clear that the strengths identified (familiarity, 

reciprocity, safety, solidarity) related well to the construction of the social environment and the resources 

vested within - in other words, elements that have been captured within the concept of social capital. 

While this has not been explicitly stated or explored in the literature, the study of social capital has been 

applied to understanding resilience(14,15) and wholistic health,(16) both of which are fundamentally 

grounded in a strengths-based approach. 
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 Despite the logical compatibility of social capital with the strengths-based approach, however, its 

study can only effectively emphasize strength if Major Findings #1-3 are taken into consideration; that is, 

if the concept of social capital is framed around local contexts, cultural histories, and ways of being, and 

ultimately strives to understand the nature of strength from non-western perspectives. Else, the study of 

social capital is at risk of perpetuating colonial impositions of what ideal societies should or should not 

resemble, falling prey to what scholars Muntaner and Lynch (2002) describe as “blaming the victim on a 

community-level [for their “shortfalls”]”.(17 p1) These authors argue that the social capital literature 

around health has a tendency to “suggest [that] the source of health problems of deprived groups is a 

result of their lack of social networks and initiative.” Similarly, in the context of social capital of 

Aboriginal and Torres Strait Islander peoples, the literature indicates that there is a danger that a deficit-

oriented social capital study (that is, one that does not capture sociocultural nuances of the concept) will 

perpetuate rhetoric of inherent dysfunction within certain communities, which contradicts the very basis 

of strengths-oriented research itself.(4)  

6.2.2 Associations between social capital and health: 

Major Finding #5: Social capital possesses a complex association with health that may be simultaneously 

positive and negative 

Among both the quantitative and qualitative analyses of this study, it was identified that social 

capital is associated with the health of community members in various ways. In the quantitative analysis, I 

identified that civic participation and associational membership were associated with higher self-rated 

health, while none of the cognitive social capital variables showed significance. These findings are in 

contrast to those of the qualitative analysis, which identified the beneficial effects of two cognitive social 

capital domains (reciprocity and familiarity) on the physical, mental, and emotional health of community 

members. The qualitative analysis also identified some negative aspects of these qualities, particularly 

with respect to stress and mental health. In general, the discordance in findings between the two studies 

appeared striking; the characteristics of the social environment that were perceived to have an impact on 
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health (as per the qualitative data) did not have associations that could be meaningfully appreciated 

quantitatively. Likewise, the associations that emerged from the quantitative analysis were not those that 

appeared to be recognized in the lived experiences of interview participants. 

The mixed findings on the effects of social capital on health contribute to a continued tradition of 

ambiguous study results surrounding their association.(18) Many studies have reported the association of 

high stocks of social capital with higher self-rated health, lower all-cause mortality, and better 

psychological health;(19–23) however, this is juxtaposed against various studies (albeit fewer in number 

published) that have found no association, or even negative association, between social capital and these 

same outcomes.(24–26) It is interesting to note that the majority of social capital studies to date have been 

quantitative in nature,(27,28) whereas the tensions between the benefits and drawbacks of social capital 

are primarily observed within our qualitative analysis. Of the qualitative approaches that have explored 

community social capital, similar findings regarding its complex, non-uniform nature have been 

documented, particularly with regards to the distribution of social capital and its simultaneously beneficial 

and detrimental effects.(29,30) In the literature, these findings have been discussed in relation to 

suggestions to enhance measures of social capital to properly capture its complexities, as we also 

proposed in our previous discussion (Major Finding #3).(29) 

6.3  Strengths and Limitations 

6.3.1 Strengths and limitations of the quantitative analysis 

The quantitative analysis of this study was unique in its ability to draw a large sample from four 

different First Nations communities across Canada. This quality was a strength as it diversified and 

enlarged the sample size, enabling more robust quantitative analysis. Furthermore, as the data were drawn 

from a broader population health study (the Canadian Alliance for Healthy Hearts and Minds study), a 

larger group of sociodemographic confounder variables were collected and controlled for within the 

analysis (age, sex, education, income, marital status, community). Despite this, there still remained a 
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number of confounders that were not able to be controlled for in this analysis, including behavioural 

factors like smoking status, participation in physical activity, and caregiving responsibilities. It was not 

possible to include all possible confounders in this analysis due to sample size and data availability 

constraints, but these are variables that would be useful to consider for inclusion in future studies. 

The quantitative analysis was limited by the fact that the design of the CAHHM study (from 

which I drew my data) was already complete by the time of my thesis research, and I was not involved in 

the development of the survey instrument. Given that the survey was implemented in all cohorts of the 

study (including those outside of the First Nations cohort), the exposure variable indicators used were not 

tailored specifically to Indigenous concepts of social capital.  Additionally, because the data from this 

analysis did not originate from a study specifically designed to investigate social capital, the indicators 

used did not strictly draw from a validated scale or measurement tool. Finally, the implementation of the 

surveys used in the larger population health study were self-directed, in that participants had to read, 

interpret, and answer the survey independently. This created a certain level of variability among 

participants in how the questions were understood and answered, which may have impacted the validity 

of the data collected. External factors were also an impact in the way that surveys were answered; in a 

feedback session with members of the Local Community Advisory Boards (LCABs) from the broader 

CAHHM study, it was pointed out, for example, that surveys filled out soon after an adverse community 

event (e.g., a death, traumatic event, etc.) would likely reflect the emotions surrounding the event.  

The recruitment design of the CAHHM study from which I obtained my data was further limited 

by the fact that enrolment of participants occurred in distinct community clusters.  The CAHHM study 

recruited eight specific First Nations communities into its cohort, and participants of the study sample all 

belonged to one of those eight communities; my own study sample included four of those communities. 

The nature of this study design created a ‘level’ (community) in which participants were nested, which 

brings into question how to account for the interdependence of observations within any given community. 

It is likely that participants from the same community are likely more similar in ways we cannot fully 
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acknowledge or account for in our analysis than participants from different communities. While my 

quantitative analysis incorporated ‘community’ for consideration as a confounder variable and ensured 

that the assumptions for simple logistic regression were met for my dataset, the ideal means of accounting 

for within-community effects would have been through multi-level modelling. The effectiveness of my 

statistical modeling on disentangling the true effect on social capital on health may have therefore been 

dampened by the statistical noise that was created by the inadequate accounting for of these intra-

community effects and the reduced statistical power that was a consequence of controlling for community 

as a confounding effect.  

6.3.2 Strengths and limitations of the qualitative analysis 

 The qualitative analysis for this study was undertaken with PLFN, a community in which I had 

worked as a research assistant for the CAHHM study prior to the initiation of my thesis research. My 

familiarity with the community enabled me to develop a trust and rapport with many community 

members, which facilitated the data-gathering process, as participants appeared comfortable to share their 

thoughts and opinions with me. The extended time I was able to spend in the community as a visitor prior 

to this study also enabled a more thorough degree of reflection on community culture, the role of 

research, and my own identity. This ultimately cultivated complex reflexivity on my part, as the 

researcher, which allowed me to conduct mores rigorous qualitative research.(31) Finally, the qualitative 

analysis followed a rigorous data analysis protocol, including an opportunity for member checking 

(participant review of the data), and final analysis themes were reviewed by LCAB members for feedback 

prior to inclusion in this thesis.(31) 

 The qualitative analysis was limited in part by the participant selection process. Participants were 

recruited through the guidance of the local research coordinator, many of whom fell within her social 

network. Thus, while the participant sample was informative, it may not have been representative of 

perspectives from other social groups within the community. My familiarity with community members 

may have also introduced elements of response bias, as participants may have felt an implicit pressure to 



137 
 

provide answers that they believed I wanted to hear, particularly as I was explicit about my interest in 

exploring community strengths.  The sample was also predominately female, which may have limited the 

scope of the data. Furthermore, the analysis of data was conducted primarily by myself, and though the 

final themes were reviewed and verified by members of PLFN for accuracy and relevance, the analysis 

remained largely informed by my personal experiences within the community (and thus limited by my 

identity as an outsider to the community).  

6.3 Key Contributions 

I perceive this thesis to have made key contributions in various respects, including the theoretical 

development and methodological study of social capital. This thesis also offered substantive contributions 

to the communities from whom the data had been gathered, with particular attention given to PLFN. 

6.3.1 Theoretical contributions 

My thesis research advances the theoretical study of Indigenous social capital, which, to date, has 

been underexplored within the Canadian context. Specifically, this research contributes to filling two gaps 

in the current literature: first, the quantitative study from the thesis (Chapter 4) explores the associations 

between Indigenous social capital and health outcomes, which has been previously identified as a 

research gap by other scholars in the field.(32) The study is also unique in that it represents the first 

attempt to explore various domains of social capital in relation to self-rated health among a sample of 

participants from four distinct First Nations communities. Second, the qualitative analysis (Chapter 5) 

explores the community strengths of PLFN and examines the adequacy of Javier Mignone’s Indigenous 

social capital framework (11) to encompass these strengths. Altogether, this study represents the first 

explicit application of strengths-based philosophy to the study of Indigenous social capital, as well as the 

first critical assessment of the adequacy of Mignone’s social capital framework in a context outside of the 

one for which it was developed. Collectively, these studies contribute to the theoretical construction of 

Indigenous social capital by providing more data on its manifestations at the level of different 



138 
 

communities, in addition to suggesting the compatibility of a strengths-based orientation to ground its 

future study. 

6.3.2 Methodological contributions 

My thesis research made methodological contributions to the study of social capital both in its 

underlying orientation and in its study design. The study uniquely applied an strengths-based orientation 

to the study of social capital, which has been done only sporadically in the literature, and more frequently 

implicitly rather than explicitly.(14,33) With regard to study design, the findings from the thesis research 

supports the utility of a mixed methods approach to studying social capital. Currently, mixed methods 

designs are rarely used in the study of social capital (34) and, at the time of thesis completion, has not 

been used deliberately in Indigenous contexts in Canada. Thus, the thesis research contributes to the 

methodological development of the study of social capital through its performance and critical discussion 

of the benefits and challenges that this design possessed (Chapter 3). 

6.3.3 Substantive contributions: 

The substantive contribution of this thesis research contributed directly to the knowledge of the 

community partners who took part in the CAHHM study. The findings of this research were presented to 

LCAB members at a national gathering that was held to share preliminary analyses gathered from 

CAHHM to the respective communities. A community report containing my thesis findings was delivered 

to the Local Community Advisory Board (LCAB) members of each participating community at a 

CAHHM mid-study gathering. A final report for each community is also currently in the process of being 

prepared and will be delivered to each community, in order that the study results are available for internal 

use as each community sees fit. The qualitative study, which took place exclusively in PLFN, engaged 

participants in a discussion of community strengths, which received a positive response from many 

regarding the experience of being able to speak about their community from a place of love and joy. 

Records of the interview discussion (recording and transcript) were also provided for participants, and 
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some participants expressed appreciation at having this memento as a way of documenting their 

experiences. There have been no requests from PLFN for additional knowledge mobilization activities at 

this time. PLFN is an author on a manuscript in preparation pertaining to Chapter 5.  

6.4 Recommendations  

Based on my research findings, I have issued a series of recommendations for future research and 

policy interventions that may make use of social capital as a construct. The first two recommendations 

address future research directions (Recommendations #1 and #2) and the final two pertain to the 

application of social capital (Recommendations #3 and #4).  

Recommendation 1 -   The study of social capital would benefit from greater use of qualitative inquiry to 

supplement existing studies 

Currently, the majority of studies in the social capital literature are quantitative.(27,28) While 

quantitative study allows for the survey of large populations and the examination of ecological 

associations with outcomes, it fails to provide information on the context in which social capital 

manifests. Furthermore, quantitative inquiry limits the outcomes studied to those postulated in the 

research proposal and limits the evolution of approaches taken to studying the concept. Despite the fact 

that over 850 individual studies have been published on social capital and health in the last two decades 

since the concept’s emergence in public health literature, the conclusions of these studies remain elusive 

and inconsistent, thus limiting the functional applicability of social capital to improving health 

outcomes.(18)  

I suggest that the use of qualitative approaches is important in addressing some of the shortfalls in 

the current literature. Qualitative methods have the benefit of providing a more wholistic view of 

phenomena studied, as they produce data that encapsulates a more realistic feel of the world.(35) 

Furthermore, qualitative methods are able to cater the study of phenomena to the language and terms of 

research participants, which is particularly important with respect to social capital, whose concept is, by 
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nature, context-bound.(35) In a recent review on the future of social capital for public health policy and 

practice, authors Shiell, Hawe, and Kavanagh(18) support this argument by attributing the mixed picture 

of social capital in part to the contingent, contextual nature of social capital that differs across each of the 

quantitative studies. Through their work, they concluded that “social capital cannot be understood without 

reference to the specific social contexts in which it is created, maintained, distributed, and mobilised.”(18 

p4) My findings suggest that these specific social contexts can be effectively explored through more use 

of qualitative methodologies. The increased scope in data originating from these forms of inquiry would 

in turn better equip policy makers to design relevant, effective interventions affecting social capital and 

enable better insight into the dynamic relationship that exists between these public health interventions 

and the local context. 

Recommendation 2 – A strengths-based approach to Indigenous social capital research should be 

adopted to provide a productive foundation for public health 

A strengths-based approach to research is defined as one that is grounded in the belief that every 

individual, group, and organization has strengths.(36) It prioritizes the identification of assets as the 

starting point for research and aims to enable work that is framed within a positive paradigm and aspires 

to build upon available strengths.(36)  Strengths-based research theory has been discussed in relation to 

“action research”, as both approaches share the goal of enabling some kind of implementable action that 

contributes to achieving positive transformative change.(37) In order for social capital research to be 

productive and to be applicable to public health, I argue that the research agenda of social capital itself 

must emerge from a strengths-based paradigm that acknowledges the intrinsic social resources that exist 

within Indigenous communities currently. Else, by adhering to western expectations about the values 

necessary for social functioning, there is danger that the study of social capital will merely contribute to a 

colonial rhetoric that ultimately amounts to little meaningful change.(5)   

I will illustrate the argument for adopting a strengths-based approach to social capital research, by 

exploring the alternative: the “deficits-based approach”, which is often the premise of population health 
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studies (although not explicitly named as such).(38) A deficits-based approach, in this context, would 

focus on identifying the features of social capital that are “lacking” in a community and attempt to 

generate solutions to build its stock. However, I argue that this approach is not productive, particularly for 

the concept of social capital. As previously discussed, the nature of social capital is such that it is 

grounded in specific contexts that encompass cultural ontologies, histories, and identities. To apply social 

capital in a practical sense would require much more than to simply “fix” domains of lower social capital; 

rather, it would necessitate a wholistic approach to nurturing community relations such that overall social 

capital may benefit. Furthermore, it can be argued that there are no inherent problems to possessing lower 

stocks of certain elements of social capital; it seems logical that communities would possess varying 

levels of different types of social capital, given that the concept encompasses such diverse aspects of the 

social environment.  

The premise of strengths-based approaches is not to ignore or minimize the deficits or problems 

faced by communities. Rather, these challenges should still be acknowledged, but not made the focal 

point of study.(36) Within a strengths-based approach to research, the social capital “deficits” of a 

community would be viewed in light of the social capital “strengths” that the community also 

possesses.(38) On an applied level, these strengths would then be capitalized upon to improve what is 

already working within the community, all the while harnessing the capacity vested in these strengths to 

also address some of the weaknesses. Ultimately, this approach is more solution-focused in its ability to 

avoid “tunnel visioning” on community weaknesses and instead looking for wholistic ways in which the 

community can grow.(39) Furthermore, strengths-based approaches have been cited as means for better 

appreciating the “broader and deeper dimensions of culture which occupy people’s lived identity,”(38 p1) 

a necessity that was previously articulated (Major Finding #2) and reiterated in the next recommendation 

(Recommendation #3).  

Recommendation 3 – Social capital interventions must consider cultural context as central to the 

definition, operationalization, and mobilization of social capital 
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The outcomes of this research suggest that social capital is a concept heavily grounded in cultural 

context. This is a finding that has also been supported by prior studies, particularly with regard to 

explaining the variation of social capital between communities.(40) However, to date, the conversation 

surrounding the cultural nature of social capital has been restricted to its conceptual development. On the 

basis of my findings, I recommend that this consideration be broadened, such that the operationalization 

and mobilization (in short, the application) of social capital also account for the cultural grounding of 

social capital. This includes considering the cultural implications of the development, delivery, and 

experience of social capital itself. 

 This recommendation is congruent with the increasing emphasis that is being placed on cultural 

context in the design of contemporary public health interventions.(41) One of the rationales for this is the 

notion that elevating the value of the complexities of cultural context enables priorities for change to 

genuinely originate from (and for the benefit of) communities to whom that culture belongs.(41) With 

respect to social capital, I argue that centralizing cultural context not only enables social capital 

interventions to be effective, but also importantly avoids causing undue harm. Interventions which target 

social capital necessarily impact the way that members of a society relate to and engage with one another; 

if designed inappropriately for the cultural context, there is risk of creating rifts within the social fabric 

that are not easily repairable. This is because social capital is fundamentally different from other 

resources in this respect; it exists and is held within the human bonds of members in a society, being 

mediated entirely within a cultural context, and is rarely a physical (or tangible) resource.  

Therefore, if public health interventions are to target social capital as a potential resource to 

support health outcomes, it is imperative the cultural context guide the entirety of how the intervention is 

designed and delivered. It is inadequate to simply establish the concept of social capital as a cultural 

resource without considering the ways in which cultural context must shape the mobilization and 

operationalization of public health interventions involving social capital. I continue to describe the means 
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of achieving centrality of culture among interventions in the following recommendation, which advocates 

for community-led action. 

Recommendation 4 – Indigenous social capital interventions must be designed, implemented, and 

assessed in ways that are community-owned and driven 

As my research findings have articulated, community context is of primary importance, as it 

dictates the ways in which social capital manifest and are experienced among members of that 

community. The unique nature of social capital, as a resource that is vested fundamentally in the members 

that make up a community, makes it such that its experience is arguably only fully understood by 

members of the community itself. On the basis of my findings, which demonstrated the deeply complex 

nature of Indigenous social capital, as a concept that intricately interweaves community culture, history, 

and geography, I recommend that any interventions that make use of Indigenous social capital be 

community-owned and driven. 

This recommendation emerges to support observations made by previous scholars, like Javier 

Mignone, who conducted the first series of studies on the measurement of Indigenous social capital in 

Canada. In his research, he identifies that the concept of social capital is not value-free; when we speak of 

“high” or “low” levels of social capital, there is a presupposition of what constitutes the community’s 

“good”.(1) In face of this, Mignone concludes that the use of the concept (which is, by nature, political) 

must be grounded in community-driven action to prevent furthering colonization: “The assumption is that 

findings in this area [study of social capital] must be subject to First Nations community and 

organizations representatives' interpretation. Consequently, the policy decisions would derive from their 

interpretation of the findings.”(1 p185) Mignone’s findings are similar to my own, in that they identify 

the importance of honouring Indigenous communities as the true “experts” in their knowledge of social 

capital in their societies.  
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It is important to note that this approach does not simply abandon communities to their own 

defences in the name of “enabling ownership.” Rather, there exists a space for allies and external partners 

to support communities in interventions involving social capital, in ways defined and determined by 

communities themselves.(42) In this way, the principles of community-based participatory research are of 

particular relevance; community-based participatory research advocates for “remov[ing] the health 

researcher from the central position of power and assert[ing] that researchers and community members 

have equally valuable contributions to make to the research.”(42 p30) While this approach refers to the 

conduct of research, these principles are equally applicable to the way interventions are designed and 

implemented, and I argue that they are of particular importance with respect to Indigenous social capital 

interventions, as the intimate knowledge that community members have about their community’s social 

environment, identity, history, and culture are invaluable assets that could not be possessed by any 

external partner (particularly if that partner is of non-Indigenous background). In view of this, I 

recommend that interventions and policy surrounding Indigenous social capital be grounded primarily in 

community leadership and ownership, with the support of external allies (as desired by communities) in 

order to effect meaningful social change. 

6.5 Concluding comments 

 The social environments of Indigenous communities are unique in their constructions and 

operations and offer a multitude of strengths from which health programs and initiatives can draw. In this 

thesis research, the concept of social capital was explored in relation to health in various First Nations 

communities in Canada through a strengths-based, mixed-methods approach that applied a quantitative 

analysis to data from four First Nations, and a qualitative analysis conducted in PLFN. 

 The determinants of Indigenous health are multifaceted and exist as a reflection of the rich 

histories, identities, and cultures of Indigenous peoples. There has, however, been a perpetual failure to 

recognize and appreciate the knowledge and values of cultures beyond the western construction of health, 

and Indigenous epistemologies and ontologies have been rarely given space or acclaim within the 



145 
 

academy. The consequence of this has been the creation of knowledge that has, at best, been of little 

interest or value to Indigenous communities, and at worst, degraded Indigenous peoples and perpetuated 

the very health inequities that research aspires to rectify. In a post-Truth and Reconciliation era, as those 

of us who are non-Indigenous confront the definition and purpose of allyship together with Indigenous 

peoples, we must change the fundamental nature of the way we conceive of, pursue, and create 

knowledge. We must be cognizant of the fact that research, in its essential form, is an activity that 

purports to generate new ideas, new possibilities, and new frontiers – but it is also a fundamental vehicle 

for telling stories.(44–46) These stories have the potential to support strength, health, and healing, and 

they have the capacity to honour the beauty and value of Indigenous spaces. In view of this, we are 

confronted with many choices; the choice of which stories to tell, which knowledge to display, and which 

values to abide by within our work. These are the questions that we must continue to ask ourselves as we 

strive towards genuine reconciliatory and decolonizing futures.  
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Appendix A 

 Quantitative study survey questions 

Table A1: Exposure variables of interest 

Variable Item(s) of Interest Coding Scale 

Cognitive social 

capital (Collective 

action) 

 

 

If there is a problem in the community, neighbours work 

together to deal with it. 

 

0: Strongly agree 

1: Agree 

2: Disagree 

3: Strongly disagree 

0: Disagree + Strongly 

disagree 

1: Agree + Strongly 

agree 

 

Cognitive social 

capital (Trust) 

People in this community can be trusted 

 

0: Strongly agree 

1: Agree 

2: Disagree 

3: Strongly disagree 

0: Disagree + Strongly 

disagree 

1: Agree + Strongly 

agree 

 

Cognitive social 

capital 

(Reciprocity) 

 

People around here are willing to help their neighbours 

 

0: Strongly agree 

1: Agree 

2: Disagree 

3: Strongly disagree 

0: Disagree + Strongly 

disagree 

1: Agree + Strongly 

agree 

 

Cognitive social 

capital (Safety) 

The crime rates in my community makes it unsafe to go on 

walks during the day. 

 

0: Strongly agree 

1: Agree 

2: Disagree 

3: Strongly disagree 

 

The crime rates in my community makes it unsafe to go on 

walks at night. 

 

0: Strongly agree 

1: Agree 

2: Disagree 

3: Strongly disagree 

0: Disagree + Strongly 

disagree 

1: Agree + Strongly 

agree 

 

 

 

IF the answer to either 

of these questions is 

strongly disagree (3) 

or disagree (2), then 

code = Disagree (0). 

Structural social 

capital (Social 

networks) 

On average, how often do you do each of the following with 

any of these friends, not including those who live with you? 

 

a) Meet up 

 

0: Never 

1: Less than once a year 

2: 1-2 times a year 

3: Every few months 

4: 1-2 times a month 

5: 1-2 times a week 

6: Daily 

0: Infrequent in-

person social contact 

1: Frequent in-person 

social contact 
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Structural social 

capital (Social 

networks) 

On average, how often do you do each of the following with 

any of these friends, not including those who live with you? 

 

a) Speak on the phone 

b) Write, email, or text 

 

0: Never 

1: Less than once a year 

2: 1-2 times a year 

3: Every few months 

4: 1-2 times a month 

5: 1-2 times a week 

6: Daily 

IF the answer to any 

of parts a, b, or c is 

“1-2 times a month” 

(4), “1-2 times a 

week” (5), or “Daily” 

(6), then code = 

Frequent social 

contact (1). 

 

0: Infrequent virtual 

social contact 

1: Frequent virtual 

social contact 

 

Structural social 

capital (Political 

engagement – 

local) 

Did you vote in the following election? 

The last band election  

 

0: No 

1: Yes 

0: No 

1: Yes 

Structural social 

capital (Political 

engagement – 

provincial/federal) 

Did you vote in the following election? 

The last provincial election  

 

0: No 

1: Yes 

 

Did you vote in the following election? 

The last federal election  

 

0: No 

1: Yes 

IF the answer to either 

question is Yes (1), 

then code as Yes (1).  

0: No 

1: Yes 

Structural social 

capital 

(Associational 

membership/civic 

engagement) 

Are you a member of any of these organizations, clubs, or 

societies? 

 

Farmers association/environmental groups/political parties 

Tenant groups, community watch 

Community organization 

Self-help group 

Education, arts, or music groups, evening classes 

Social club 

Sports club, exercise classes 

Church, temple, mosque 

Any other organizations or societies 

No, I am not a member of any organizations, clubs, or 

societies 

 

0: No 

1: Yes 

0: No organizations, 

clubs, or societies 

1: One or more 

organizations/clubs/so

cieties indicated 
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Table A2: Outcome variables of interest 

Variable Item(s) of Interest Coding Scale 

Self-rated health How would you rate your general health? 

 

0: Poor 

1: Fair 

2: Good 

3: Very Good 

4: Excellent 

CPTP (HS01) 

 

0: Poor or Fair 

1: Good, Very Good, or 

Excellent 

Frequency of 

Stress 

 

(Secondary 

outcome measure) 

How often have you felt stress in the past 12 months? 

 

0: Never 

1: Sometimes   

2: Several periods 

3: Permanent 

0: High levels of stress 

1: Low levels of stress 

 

IF the answer to the question 

is Never (0) or Sometimes (1), 

then code = low levels of 

stress (1). IF the answer is 

Several Periods (2) or 

Permanent (3), then code = 

high levels of stress (0). 

  

Table A3: Covariates of interest 

Variable Item(s) of Interest Coding Scale 

Age What is your date of birth? (Numerical answer) 

 
             

Year          Month     Day 

0: 18-30 

1: 31-64 

2: 65-84 

Income What is your approximate total household income (from 

all sources) in the last year? 

0: Less than $10,000 

1: $10,000-24,999 

2: $25,000-$49,999 

3: $50,000-$74,999 

4: $75,000-$99,999 

5: $100,000-$149,999 

6: $150,000-$199,999 

7: $200,000 or more 

8: Don’t know 

9: Prefer not to answer 

 

Marital status What is your current marital status? Please choose the 

ONE that best describes your current situation. 

 

0: Married and/or living with a partner 

1: Divorced 

2: Widowed 

3: Separated 

4: Single, never married 

IF answer is Married and/or 

living with partner (0) then 

code = living with partner (1). 

Else code = living alone (0). 

 

0: Living alone 

1: Living with partner 

 

Education What is the highest level of education you have 

completed? (Choose ONE only) 

 

0: Elementary School 

1: High School 

2: Trade, technical or vocation school, apprenticeship 

training or technical CEGEP 

IF answer is Elementary 

School (0) or None (7) then 

code = basic (0). IF answer is 

High school (1) then code = 

secondary (1). Else code = 

Higher (2).  
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3: Diploma from a community college, pre-university 

CEGEP or non-university certificate 

4: University certificate below Bachelor’s level 

5: Bachelor’s degree 

6: Graduate degree (MSc, MBA, MD, PhD, etc.) 

7: None 

0: Basic 

1: Secondary 

2: Higher 

Sex What is your sex? 

0: Male 

1: Female 

0: Male 

1: Female 
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Appendix B  

Interaction analysis for primary outcome variable (Self-rated health) 

Interaction was assessed via a forward selection process that built off the combined structural and 

cognitive social capital model of self-rated health (Model 4). The significance level for entry into the model 

was 0.05. No interaction terms showed statistical significance or warranted inclusion in the final combined 

structural and cognitive social capital model. As a result, the final model that was produced from this 

forward selection process was identical to Model 4. The interaction analysis is included here to provide 

additional context on the process by which the final self-rated health model was constructed. 

 

Type 3 Analysis of Effects 

Effect DF Wald 

Chi-

Square 

Pr > ChiSq 

Age 1 7.3678 0.0066 

Sex 1 9.8889 0.0017 

Comm 3 10.2831 0.0163 

Edu 2 13.2068 0.0014 

Vote (municip) 1 1.9003 0.1680 

Vote 

(fed/prov) 

1 4.7742 0.0289 

Org 1 5.2513 0.0219 

Trust 1 3.2481 0.0715 

Odds Ratio Estimates 

Effect Point Estimate 95% Wald 

Confidence Limits 

Age 0.979 0.964 0.994 

sex F vs M 0.526 0.353 0.785 

Comm 22 vs 29 0.468 0.254 0.863 

Comm 23 vs 29 0.741 0.403 1.362 

Comm 31 vs 29 1.093 0.552 2.163 

Edu 1 vs 0 1.722 1.067 2.778 

Edu 2 vs 0 2.620 1.558 4.403 

Vote (municipal) 0.720 0.452 1.148 

Vote (fed/prov) 1.600 1.050 2.439 

Org 1.639 1.074 2.502 

Trust 1.429 0.969 2.106 

Analysis of Effects Eligible for Entry 

Effect DF Score 

Chi-Square 

Pr > ChiSq 

age*vote (municipal) 1 0.0277 0.8677 

age*vote (fed/prov) 1 0.0573 0.8108 

age*org 1 3.7415 0.0531 

age*trust 1 1.0409 0.3076 

sex*vote (municipal) 1 0.0002 0.9892 

sex*vote (fed/prov) 1 0.2814 0.5958 

sex*org 1 1.0169 0.3132 

sex*trust 1 0.5622 0.4534 

Edu*vote (municipal) 2 2.2201 0.3295 

Edu*vote (fed/prov) 2 3.1837 0.2035 

Edu*org 2 0.0033 0.9984 

Edu*trust 2 1.1038 0.5759 

Analysis of Maximum Likelihood Estimates 

Parameter   DF Estimate Standard 

Error 

Wald 

Chi-Square 

Pr > ChiSq 

Intercept   1 1.3227 0.3812 12.0374 0.0005 

Age   1 -0.0214 0.00787 7.3678 0.0066 

sex F vs M 2 1 -0.3211 0.1021 9.8889 0.0017 

Comm 22 vs 29 22 1 -0.5170 0.1736 8.8712 0.0029 

Comm 23 vs 29 23 1 -0.0571 0.1624 0.1235 0.7253 

Comm 31 vs 29 31 1 0.3313 0.1943 2.9079 0.0881 

Edu 1 vs 0 1 1 0.0413 0.1292 0.1020 0.7494 

Edu 2 vs 0 2 1 0.4609 0.1424 10.4788 0.0012 

Vote (municipal)   1 -0.3282 0.2381 1.9003 0.1680 

Vote (fed/prov)   1 0.4699 0.2151 4.7742 0.0289 

Org   1 0.4943 0.2157 5.2513 0.0219 

Trust   1 0.3568 0.1980 3.2481 0.0715 
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Appendix C 

Quantitative analysis of secondary outcome variable (Stress) 

 

Table B1: Probability of low stress based on sociodemographic variables (Model 1) 

 Model 1  

 B p OR (95% CI) 

Sociodemographic variables  

Age 0.020 0.023* 1.02 (1.00, 1.04) 

Sex 

Male 

Female 

 

 

-0.536 

 

 

0.018* 

 

1.0 

0.585 (0.376, 0.912) 

Education 

Less than secondary school 

Secondary school 

More than secondary 

 

 

-0.286 

-0.736 

 

 

0.333 

0.018* 

 

1.0 

0.752 (0.422, 1.34) 

0.479 (0.261, 0.881) 

Community 

A (Ref.) 

B 

C 

D 

 

 

0.342 

0.423 

0.499 

 

 

0.330 

0.198 

0.188 

 

1.0 

1.41 (0.725, 2.73) 

1.51 (0.812, 2.81) 

1.65 (0.761, 3.57) 

Marital status 

Single 

Married and/or living with partner 

 

 

-0.012 

 

 

0.955 

 

1.0 

0.977 

Income per year 

<$10,000 

$10,000 - $49,999 

$50,000 - $99,999 

$100,000+ 

 

 

-0.209 

0.172 

-0.147 

 

 

0.427 

0.625 

0.717 

 

 

0.812 (0.485, 1.36) 

1.19 (0.597, 2.36) 

0.863 (0.390, 1.91) 
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Table B2: Probability of low stress based on structural social capital variables alone (Model 2 or 

cognitive social capital variables alone (Model 3) 

 

 

 

 

 

 

 

 Model 2  Model 3 

 B p OR (95%CI) B p OR (95%CI) 

Sociodemographic variables 

Education 

Less than secondary school 

Secondary school 

More than secondary 

 

 

-0.214 

-0.657 

 

 

0.375 

0.011 

 

 

0.808 (0.503, 1.27) 

0.519 (0.314, 

0.858) 

 

 

-0.256 

-0.592 

 

 

0.291 

0.019* 

 

1.0 

0.774 (0.482, 1.24) 

0.553 (0.337, 0.907) 

Sex 

Male 

Female 

 

 

-0.795 

 

 

<0.0001*** 

 

 

0.452 (0.309, 

0.660) 

 

 

-0.772 

 

 

0.044* 

 

1.0 

1.02 (1.01, 1.04) 

 

Community 

A (Ref.) 

B 

C 

D 

 

 

0.418 

0.504 

0.549 

 

 

0.142 

0.075 

0.079 

 

 

1.52 (0.869, 2.65) 

1.66 (0.951, 2.88) 

1.73 (0.939, 3.20) 

 

 

0.626 

0.664 

0.744 

 

 

0.041* 

0.019* 

0.018* 

 

1.0 

1.87 (1.03, 3.41) 

1.94 (1.11, 3.39) 

2.10 (1.14, 3.89) 

Age 0.022 0.003** 1.02 (1.01, 1.04) 0.024  0.0014* 1.02 (1.01, 1.04) 

Structural social capital (Reference categories are “Infrequent” or “No”) 

Social contact (in person) 

Frequent 

 

0.217 

 

0.395 

 

1.24 (0.753, 2.05) 

 

Social contact (virtual) 

Frequent 

 

0.327 

 

0.276 

 

1.39 (0.770, 2.50) 

Voting (local) 

Yes 

 

0.241 

 

0.283 

 

1.27 (0.820, 1.97) 

Voting (provincial/federal) 

Yes 

 

0.049 

 

0.813 

 

1.05 (0.701, 1.57) 

Organizational membership 

Yes 

 

0.182 

 

0.364 

 

1.20 (0.809, 1.78) 

Cognitive social capital (Reference category is “Low” for all variables) 

Collective action (work together) 

High 

  

0.067 

 

0.732 

 

1.07 (0.719, 1.60) 

Reciprocity (help) 

High 

 

0.281 

 

0.171 

 

1.33 (0.886, 1.98) 

Trust 

High 

 

0.176 

 

0.385 

 

1.19 (0.801, 1.78) 

Safety 

High 

 

0.071 

 

0.723 

 

1.07 (0.725, 1.59) 
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Table B3: Probability of good health based on structural social capital and cognitive social capital 

variables combined (Model 4) 

 Model 4  

 B p OR (95%CI) 

Sociodemographic variables    

Education 

Less than secondary school 

Secondary school 

More than secondary 

 

 

0.059 

-0.361 

 

 

0.636 

0.06 

 

 

0.785 (0.487, 1.27) 

0.515 (0.313, 0.857) 

Sex 

Male 

Female 

 

 

-0.401 

 

 

<0.0001*** 

 

 

0.449 (0.307, 0.656) 

Community 

A (Ref.) 

B 

C 

D 

 

 

0.146 

0.111 

0.159 

 

 

0.377 

0.469 

0.371 

 

 

1.76 (0.994, 3.10) 

1.70 (0.971, 2.96) 

1.78 (0.960, 3.30) 

Age 0.023 0.0006*** 1.02 (1.01, 1.04) 

Structural social capital 

 

Social contact (in person) 

Frequent 

 

 

  

Social contact (virtual) 

Frequent 

 

0.407 

 

0.124 

 

1.50 (0.894, 2.52) 

Voting (local) 

Yes 

 

0.318 

 

0.123 

 

1.38 (0.917, 2.06) 

Voting (provincial/federal) 

Yes 

   

Organizational membership 

Yes 

   

Cognitive social capital 

Collective action (work together) 

High 

   

Reciprocity (help) 

High 

 

0.324 

 

0.086 

 

1.38 (0.956, 2.00) 

Trust 

High 

   

Safety 

High 
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Appendix D 

Qualitative study interview guide 

 

Preamble 

[General small talk and getting to know each other better – expected to last 5-6 minutes] 

Thank you for agreeing to participate in this research interview about community strengths and health in 

Pictou Landing First Nation. I am carrying out this research as a Master’s student in the Department of 

Public Health Sciences at Queen’s University under the supervision of Dr. Heather Castleden. As a 

reminder, your participation is completely voluntary and you can withdraw from the study at any point. 

This includes before, during, or after the interviews take place. 

Do you have any questions before we get started? [Answer questions] 

I am going to turn on the recording device now. 

Overall, this interview will ask questions in three categories: community strengths, the social 

environment, and what health means to you. The purpose of this research is to apply and model a 

strengths-based approach to researching community health. As you know, I helped a bit with the 

Canadian Alliance for Healthy Hearts and Minds study in PLFN and as I conducted that study, I realized 

that a lot of the questions we asked were about health problems and what are the negative factors that 

breed those problems. However, in spending time here, I also realized that there are a lot of community 

strengths that must affect health in some way or another – that is why I am conducting these interviews 

now: to capture your perspectives on community strengths and to therefore paint a more comprehensive 

picture of the community with the results we collected in the previous Alliance study. 

1. Community strengths: 

To start off, can you tell me: 

a. What do you like about living in PLFN?  

b. What are the things that make you feel proud to be part of PLFN? 

c. What would you say are the key strengths of the community? What are things that your 

community is good at doing? 

 

Prompting question: Can you think of an example of when your community came 

together and really demonstrated that strength?  

 

d. What makes your community unique or different from other First Nations communities? 

What about non-First Nations communities? 

e. How can we build upon the strengths of the community? How can we address the 

challenges that the community faces?  

 

2. Health:  

So we’ve talked a bit about what you see to be community strengths. 
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a. How do these elements (strengths) affect your health and well-being? / What are the 

things about living here that benefit your health? 

 

b. How do you think your health and well-being would change/be affected if you lived 

somewhere else? Why would this be the case? 

To bring it back to the beginning,  

c. What does being healthy really mean to you? 

 

d. What about well-being? Is it the same, or different than being healthy? 

 

Prompting questions: Think about one person who you consider to be healthy. What is it 

about them that makes them healthy? 

 

3. General social environment: 

Research typically suggests that the social environment strongly affects health in communities. 

 

a. Overall, how would you describe PLFN (as a social community) and the people who live 

here? How do people interact with each other and treat each other? 

 

Prompting question: How would you describe the social environment of PLFN? 

 

b. Would you consider the social environment to be one of PLFN’s strengths? Why or why 

not? 

 

c. How do you think the social environment affects your health and well-being? 

 

Thank you for your time and attention! 

 

Other information to collect within the interview (organically or when doing introductions): Role/job in 

community, Number of years lived in community, Ethnic self-identification – are you on the Band list?, 

Did you participate in the Alliance study? (Surveys) 
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Appendix E 

Qualitative study consent form 
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