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ABSTRACT

An ethnographic study looking at the intersecting risks of violence and human
immunodeficiency virus (HIV) for rural women shows that the neo-colonial and racist context of
Canadian society creates particular challenges for Aboriginal women. This article focuses on the
experiences of the Aboriginal women who took part in the study. These women'’s experiences of
violence occurred within a rural context of poverty and declining economic resources, and within
a historical context of colonial abuses and cultural disruptions. Consequently, the women'’s lives
were often characterized by disconnection from family and community, making them vulnerable
to further violence and exploitation. Social support programs in this rural setting were limited
and access was sometimes problematic. Understanding how the intersecting dynamics of
gender, rural living, poverty, racism, and colonialism create risk for Aboriginal women provides

a basis for developing policies that aim to strengthen the well-being of women, particularly
their economic well being. It also highlights the need for an anti-racist agenda within the social
service and health care sectors and at all levels of government.
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INTRODUCTION

inequities, they are at greater risk of both

experiencing violence (Amnesty International
Canada, 2004; Brownridge, 2003; Statistics Canada, 2005)
and contracting human immunodeficiency virus (HIV)
(Craib et al., 2003; Public Health Agency of Canada,
2006) than the general Canadian population. For instance,
Aboriginal women aged 25-44 are five times more likely
to die of violence than other Canadian women (Amnesty
International Canada, 2004) and account for about 50 per
cent of all HIV-positive tests among Aboriginal people,

B ecause Aboriginal women face more structural

as compared to 16 per cent for non-Aboriginal women
(Desmeules et al., 2003). Rural women face particular
challenges related to poverty (Ross, Scott & Smith, 2000,
Sutherns, McPhedran & Haworth-Brockman, 2004) and
intimate partner violence (Biesenthal, Sproule & Plocica,
1997; Levett & Johnson, 1997) due to their isolation and
because of limited economic opportunities and services in
rural locales. Thus, Aboriginal women living in rural areas
face multiple and intersecting forms of oppression. However,
these well-known intersections rarely inform health policy
and practice related to violence or HIV, or policies related
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to the social determinants of health, such as poverty and
housing.

In 2002, organizations from communities in a rural area
of Canada initiated a study to research the intersecting risks
of violence and HIV infection for rural women as a basis
for developing a local HIV prevention strategy. Although
women of all ethnicities were invited to participate, half of
the 30 participants in the study identified as Aboriginal.
Analysis of the interviews and contextual data offers insight
into the specific ways that neo-colonial relations and racism
shape Aboriginal women’s experiences and risks.

LITERATURE

Women represent an increasing proportion of reported
HIV and Acquired Immune Deficiency Syndrome (AIDS)
cases in Canada (Public Health Agency of Canada, 2003;
Health Canada Centre for Infectious Disease Prevention
and Control, 2001; Public Health Agency of Canada, 2006).
Women in Canada also experience violence at epidemic
levels (Biesenthal et al., 1997; Brownridge, 2003; Johnson,
1996; Rodgers, 1994; Statistics Canada, 2002). Histories
of exposure to violence are common among women who
are HIV positive (Gielen et al., 2000) because violence
is a central factor in women’s risk of contracting HIV
(Canadian AIDS Society, 2000; Kirkham & Lobb, 1998;
Summers, 1997; Zierler & Krieger, 1997). First, a person
with a history of childhood sexual abuse is more likely to
experience recurrent sexual assault and to engage in risky
behaviours—such as high-risk sex, prostitution and injection
drug use—which can lead to incarceration or homelessness
(Harlow et al., 1998; Johnsen & Harlow, 1996; Mullings,
Marquart & Brewer, 2000; Zierler & Krieger, 1997), all of
which are associated with a higher probability of exposure
to HIV. Second, women in abusive relationships often have
difficulty negotiating safe sex practices (Canadian AIDS
Society, 2000; Davila & Brackley, 1999; Zierler, 1997)
and have trouble accessing HIV diagnosis and treatment
services (Stevens & Richards, 1998; Zierler & Krieger,
1997). Typical prevention strategies—such as condom use
and knowing your partner’s sexual history—are consequently
irrelevant to many women. Although the links between
violence and exposure to HIV have been recognized, studies
of this relationship are limited, particularly within rural
contexts, and programs and policies addressing these two
problems are rarely integrated.

Aboriginal women and rural women face
disproportionate socio-economic burdens—such as poverty
and isolation—that magnify the difficulties they face in

dealing with violence (Adler, 1996; Biesenthal et al., 1997;
Dion Stout, 1998; Levett & Johnson, 1997; MacMillan,
MacMillan, Offord & Dingle, 1996; Sawicki, 2001). These
inequities can create barriers to their accessing meaningful
health care services (Browne, 2005; Browne & Fiske, 2001;
Browne & Smye, 2002), which, in turn, can increase their
risk of contracting HIV. Mill (1997) argues that because of
these inequities some Aboriginal women engage in risky
behaviours—such as “hitting the streets” and using drugs
and alcohol—as survival strategies. In addition to increasing
their exposure to more forms and incidents of violence,
these behaviours increase the women’s risk of HIV infection
through drug use. Because Aboriginal and rural women face
multiple barriers to their health and safety, and because their
rates of HIV infection are rising more quickly than for other
women, development of appropriate prevention strategies
that take into consideration unequal power dynamics and
issues of violence is urgent.

BACKGROUND

'The study was conducted in a rural area that has a
population density of about one person per square kilometre.
Overall, the population has a similar income profile to the
rest of the province, but has lower health and education
levels (BC Stats, 2001). Aboriginal people comprise 12.3
per cent of the area’s population, as compared to 3.8 per cent
of the provincial population (BC Stats, 2001). Most people
live in three towns that range in population from about
2,000-12,000. Others live in small, rural settings, including
over a dozen Aboriginal communities. The area is home

to three First Nations, with distinct but related languages.
One of the most infamous residential schools in Canada
was located in the area (Furniss, 1995 & 1999). From

1891 to 1981, Aboriginal children were confined to the
school, allowed little or no contact with their families, and
“subjected to a strict regime of discipline in which public
humiliation, beatings and physical punishments were used to
maintain their submission” (Furniss, 1999, p. 43).

The study documented here was initiated by members
of service organizations concerned about the relationship
between rates of violence against women and rising rates
of HIV infection in their area. Local information (e.g.,
internal police and shelter statistics, anecdotal community
information) suggested that both were significant issues
for women in the area, but resources and information were
inadequate to developing local strategies.

Preliminary focus groups were conducted with service
providers and Aboriginal and non-Aboriginal community
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leaders as a basis for the research proposal. Although we
wanted to pay attention to the particular challenges that
Aboriginal women faced, the project was purposefully
inclusive of women from all ethnic backgrounds. This was
because we did not want to feed into racist misconceptions
about violence, drug and alcohol use, and HIV as problems
of concern only to Aboriginal people.

The overall goal of the study was to identify strategies
to minimize the interacting risks of violence and HIV
infection among women in rural communities. It also aimed
to improve understanding of the relationship between
violence against women and their risk of exposure to HIV,
as well as the impact of social and economic factors on risk
for HIV for women living in rural communities.

METHODOLOGY

An ethnographic design was used for the study.
Ethnography is the study of “culture” and thus enables
an in-depth understanding of context and is appropriate
for a focus on social and economic factors (Clifford &
Marcus, 1986; Hammersley & Atkinson, 1995; Quantz,
1992; Spradley, 1979). Data were collected through
individual interviews with women who had experienced
intimate partner violence (IPV) and thought they had
been at risk for HIV. Data were also collected through a
group interview with six of the women and through focus
groups with community members and service providers.
Observational data were collected during field work.
Textual data were gathered in the form of media articles,
policy documents and meeting minutes. Supplementary
textual data came from some women who provided items
such as police pictures of injuries, letters from ex-partners
and court orders.

Women were recruited primarily by word of mouth.
Protocols to promote the safety of both the women
and interviewers were followed carefully (Langford,
2000; Paterson, Gregory, & Thorne, 1999). To protect
confidentiality and anonymity, we masked the women’s
identities and offered them a choice of interviewer (i.e., a
researcher they knew personally or a researcher from out of
town) and a choice of location (e.g., our office, their homes,
or other safe locations such as hotels). Interviews lasted
from 1.5 to four hours, and were audio-taped with consent
from participants. Interviews were transcribed verbatim and
participants were given a copy of their own interviews. All
of the women were then invited to participate in a group
interview, and the six who did were representative of the
larger sample in age, income and ethnicity.

Data were analyzed using principles of ethnographic
analysis (Hammersley & Atkinson, 1995; Clifford &
Marcus, 1986). The women’s interviews were coded to
identify themes. The interviews were compared with
one another and with textual data to develop an overall
understanding of the women’s experiences and the context
of their lives. This analysis formed the basis for discussion
in the group interview and six focus groups. We then used
this additional data to expand the analysis, which was later
presented to the Regional Health Authority, City Council
and the community at large.

Sample

Thirty women ranging in age from 16 to 58, with self-
identified experiences of violence and risk of exposure to
HIV, participated in the individual interviews. Seventeen
of the women lived in town, 11 lived in small villages or
reserves, and two lived in remote, isolated settings. Most
of the women lived in poverty: 13 of them were on income
assistance and only three were earning over $20,000 per
year. Eleven of the women identified as being from one of
the three indigenous First Nations, another 11 identified as
Caucasian, and the remaining eight identified as being of
mixed ethnicity—four of whom identified as Aboriginal.
Education levels also ranged, from five women having
completed Grade 9 or less, to nine women—most of whom
were Aboriginal—having university degrees.

Forty-two community representatives—four men and
38 women—read and discussed the analysis of the women’s
experiences in the six focus groups. These representatives
included community and organizational leaders, counsellors,
nurses, support workers, activists and youth, who all came
from diverse fields, including the health sector; social and
victims’ services; police, drug and alcohol services; women’s
organizations; First Nations organizations; and youth
services.

RESULTS

The diversity of the study sample allowed us to examine
how violence and HIV risks intersect for all women, while
attending to the differences for Aboriginal women. Both
the Aboriginal and non-Aboriginal women had endured
harsh life experiences, including multiple experiences of
abuse. These experiences were compounded by poverty, drug
and/or alcohol use and limited access to support services,
all of which put them at significant risk for exposure to
HIV and other sexually transmitted infections (STIs).

'The Aboriginal women’s experiences were shaped by their
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limited safety and survival options due to specific economic
and social conditions that were part of the ongoing legacy
of colonialism and systemic racism. Thus, while both
Aboriginal and non-Aboriginal women shared some
common experiences, the study illustrates how certain risk
factors—namely gender, rural living, poverty, racism, and
colonialism—intersected differently for the various women.

Aboriginal women’s lives shaped by colonialism

Gender, rural living and poverty shaped the intersecting
risks of violence and exposure to HIV for all of the
participants. However, for the Aboriginal participants, these
features were shaped by systemic racism within the neo-
colonial context of Canadian society. All of the Aboriginal
women, for instance, were affected by the consequences

of generations of their families having been confined to
reserves and residential schools (a number of the women in
the study had attended residential school themselves). As
documented elsewhere (e.g. Browne & Fiske, 2001; Browne
& Smye, 2002; Furniss, 1995 &1999), the consequences of
this systemic racism have included poverty, disconnection
from family and community, and feelings of despair. Red
described her experience as a small child in residential

school in the late 1960s:

When we were little and we were at the residential
school ... I ran away three times. I ran away, like, I
didn’t know what to do. I didn’t have a clue. Just went
through the bushes and came out at a small community.
We were sleeping [outside and I] got all wet, and 1
ended up being really sick. We went down to this house
and asked if they could give us an apple or something,
because we were so hungry, and they phoned the
[residential] school and they picked us up, and strapped
us. That time I got really sick. And the nun was

telling me that she should send me to school, but my
temperature was really high ....They still strapped me.
The last time, they said if I ran away again, they would
shave my head. (interview, April 2003)

Red’s mother, also a residential school survivor,
repeatedly rejected her. Not surprisingly, Red did not do well
in school, started drinking at a young age, and had difficulty
developing connections with others. She was released from
residential school at age 17 and, with no employable skills
or access to further education, and unable to live with her
mother, she “ended up”living with a series of men, most of
whom were abusive:

I ended up pregnant. I told him, and he told me “Pack
your stuff, you're going back to town.” He dumped me
off and said, “Go have an abortion.” And he left me
there. And I don’t know how I got back, but I went back
there, and he said, “As soon as that baby is born, you're
giving it up for adoption.” (interview, April 2003)

Red had several children, all of whom were either given
up for adoption or apprehended by the state and placed
in foster care, thus continuing the emotional and familial
disruption that she experienced as a child.

Although not all of the Aboriginal participants
attended residential school, their lives were aftected by the
wider legacy of colonialist policies and practices, such as the
reserve system and the Indian Act, and by the residential
school system through its effects on others in their
communities. For example, Melissa said, “My mother was
ripped away from her family. She was lonely and isolated.
She turned to alcohol . ... How are we supposed to parent?”
(interview, July 2003). Residential school and policies such
as those that required people to obtain written permission to
leave reserves and those that continue to limit employment
and ownership options for Aboriginal people, have created
extensive damage.

Most of the Aboriginal women in the study have
endured multiple forms of racism and discrimination. The
effects of this were reflected in the participants’ interviews
when they spoke of their challenges related to employment
and being able to afford off-reserve housing, the loss of
language and parenting skills, and the breakdown of family
and community structures. These dynamics shaped the
participants’lives and increased their likelihood of getting
into, or remaining in, abusive relationships.

Multiple experiences of violence created risk for
exposure to HIV

Although we only sought out women who had experienced
IPV and who thought they had been at risk for HIV, the
participants described multiple experiences of abuse over
their lifetimes. All experienced IPV that included sexual
coercion and 14 of the women experienced sexual violence
or abuse as children or youths, primarily in the context of
intimate or family relationships. Most had been forced into
unwanted and unprotected sexual acts that directly increased
their risk of contracting STIs and HIV infection. None of
the participants were HIV positive, but 15 of the 26 women
who answered questions about STTs had been treated for
infections such as syphilis, gonorrhoea, chlamydia, and
genital herpes. All of the women connected these infections
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to some form of abuse. Three of the women’s partners

used injection drugs, which further increased their risk

of infection either through having sex with their partners
(sometimes under coercion) or, in the case of two of the
women, through being forced into having sex with others
to pay for their partners’ drugs. These experiences not only
increased the women’s direct risk for contracting HIV and
other STIs, but also increased their risks for further violence,
drug and/or alcohol use (e.g. Mullings et al., 2000), poverty,
and disconnection from social support, all of which are
associated with greater HIV risk.

Substance use related to violence in
complex ways

Among the sample of women, extensive substance use was
common. Seventeen of the 30 women described themselves
as “alcoholic” or “heavily into alcohol” and/or “addicted” or
“heavily into” cocaine, crack or methadone. Only two said
they had ever used injection drugs.

Most of the women who had been abused as children
connected their experiences— particularly with sexual
abuse—to their substance use as adults. For instance,

Red linked her drinking and drug use to her childhood
experiences of sexual, physical, emotional, and mental
abuse while at residential school. Others connected their
substance use to their experiences of violence as adults.
Paige, for example, explained how she started to use
cocaine when her second husband became increasingly
violent “to numb the pain, to numb the guilt, to numb the
failure that I had been feeling . . .. So, [using] was burying
it” (interview, August 2003).

For most of the women, substance use was integral
to their lives in other ways. It was part of their family
lives, social interactions and economic survival (Dick &
Varcoe, 2004). For example, many of the women’s parents
and other family members used drugs and/or alcohol and
introduced them to substance use as children. In some
cases, substance use was part of the abuse, meaning the
person perpetrating the abuse would either use drugs and/
or alcohol him/herself, would force or encourage the child
or woman to do so, or would abuse her while she was under
the influence. Substance use also was linked to economic
survival for some women, who for financial reasons felt
they needed to stay with partners who were using drugs
or who, in some cases, were selling drugs—a reasonably
good source of income in an otherwise economically
depressed region. Substance use by partners also increased
the women’s health risks. Some partners used injection
drugs, many had multiple sexual partners and some forced

sex on the women. For example, Elise’s partner sold all

of her possessions (i.e., microwave, car, television), and
eventually brought home a drug dealer to have sex with her
in payment for his debts. Thus, substance use increased the
women’s vulnerability to violence, economic dependence
on abusive partners and health problems. Using drugs or
alcohol added to the women’s already poor feelings about
themselves, made them more vulnerable to abuse and
made it more difficult to obtain and maintain employment.
Violence, substance use and family member’s substance

use contributed to the women’s social isolation and limited
their access to social and economic support. Substance

use also contributed to some of the women’s frequent
relocations, either to escape substance use and substance-
using partners, to avoid the stigma and judgement
associated with substance use, or because they lost shelter
due to their own substance use or that of their partners.

Violence and substance use created
mulitple disconnections
As McConney (1999) argued, “Ongoing displacement,

relocation and search for a safe place .. . is a consistent
theme in the lives of most Native women” (p. 5). The
many forms of violence experienced by the participants,
combined with substance use and frequent moves to

seek employment or safety from abuse, meant that the
women often felt disconnected from themselves, families
and communities. Most of the women described moving
from town to town, house to house, and relationship to
relationship. All described how abuse (both as children
and adults) had shaped their sense of trust and self-esteem.
This mistrust and low self-esteem, in turn, increased
their vulnerability to exploitation, further abuse and
substance use. These issues were compounded by the

fact that the women lived in a rural area, thus deepening
their disconnection from would-be support programs
and social networks. For the Aboriginal participants,

this disconnection and lack of trust in their families,
communities and service providers was linked to historical
and ongoing colonial relations that have fundamentally
disrupted their communities and cultures. For many, the
frequent moves began in childhood, a time in which they
were shuffled between residential school, foster homes or
to other family members’ homes. Melissa recalled “mom
being taken away in the ambulance .. . and the [social
worker] saying ‘Okay, go pack your suitcase’. And me
packing my suitcase. No little toddler should have to do
that alone” (interview, July 2003).
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Risks in context

'The Aboriginal women’s experiences demonstrate how
gender, rural living, poverty, racism, and colonialism intersect
and increase their risk for health problems, including
exposure to STIs and HIV. However, these risks are also
shaped by other factors, including a widespread lack of
understanding about violence and HIV, larger social service
provision issues, and inadequate and varied community
resources and leadership.

MISCONCEPTIONS ABOUT VIOLENCE AND
HIV: Throughout this study we encountered numerous
misconceptions about violence and HIV, including those
related to the types and rates of violence against women
and children; the rates of HIV infection and who it affects;
the ways in which HIV is transmitted; the interrelationship
between HIV and violence; and the linkages between HIV,
violence, and the social determinants of health (in particular
poverty and employment). Focus group participants
repeatedly expressed concerns regarding widespread
misunderstandings about sexual health, including focusing
on pregnancy prevention, with little concern for risk of
infections. They said that the dynamics of violence are
poorly understood, particularly in relation to sexual coercion.
Participants also said that the related risks of STIs and
HIV infection were mostly overlooked. Overall, there was
a misconception that HIV is a gay man’s disease, largely
confined to urban settings. One youth said, “There are a
lot of kids at my school [who] don't think it’s possible that
it could happen in our community—that it only happens
in big cities and that it doesn’t happen here” (focus group
interview, February, 2004). There was also a misconception
that HIV was confined to Aboriginal communities in the
study area.

CHALLENGES TO SOCIAL SERVICE PROVISION
IN RURAL AREAS: In rural areas, social and public services
are fewer and access to them is more difficult compared
to urban settings. Where they do exist, provision of these
services is fraught with safety and ethical issues due to the
insular nature of many rural communities. Abusers and
victims often live in the same places, meaning that women
who seek assistance are often threatened or exposed to
further violence by the abuser’s family or friends, or the
abusers themselves. Some women, particularly Aboriginal
women and those living in remote areas, may have no
support outside of their home communities. One service
provider commented:

[Where I worked, women] were afraid to report
because they were afraid of, one, testifying in court, if
that was the case, and, second, afraid of that person’s
family. Even if he goes to jail, that person’s family is
still out there and . . . the threats to her for sending
him to jail were phenomenal. (focus group interview,

November 2003)

Both the women and service providers told us that
confidentiality was often “a joke” for many reasons: women
would often end up with family members or friends
as service providers, information was shared outside of
professional relationships, and people would observe who
went to which offices or clinics. Labelling and stigma—
particularly regarding mental health, violence, drug and
alcohol use, and HIV—were impossible to escape. Women
could not “get away” from abusers. Aboriginal people could
not “get away” from discriminatory policies and racist
behaviours. Individuals could not “get away” from negative
social judgments. For many of the Aboriginal women, part
of this inability to “get away” was related to the fact that,
as cuts to social assistance deepened, they could not afford
to move off their reserves or were forced to return to their
reserves, thus risking their personal safety. A community
leader said:

You can’t buy a house somewhere else or you can't
leave or function on the income that you have there

or function elsewhere, off the reserve. It’s very difficult
[especially] if you don’t have the skills to be able to
budget. I know, I didn't grow up learning that. So
having to go off into the larger society without needed
skills is very difficult. (focus group interview, February
2004)

In addition, rural policies and programs tend to be
influenced or dictated from “outside,” often resulting in
a mismatch with local needs. This divergence, combined
with the limited social service, health care and community
resources available in the area, was detrimental to many of
the women interviewed. One community leader/service
provider commented on how policies that are defined by
regional, provincial, or federal agencies—which more often
than not focus on fiscal restraint—present challenges to
service delivery in rural areas:

A lot of government organizations offer services that
you have to come into town for, that only operate from
8 oclock ‘till 4 o’clock and ... that’s not realistic for
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rural communities . . .. If they can get employment or
getajob ... they don't have the ability to get time off
to come into town during working hours .. .. There
needs to be some realization [of | what life is like in a
rural community. (focus group interview, December

2003)

Services that were either not based on an
understanding of abuse, not gender-sensitive or not
culturally appropriate further limited the women’s options
when seeking assistance or support. For example, a service
provider described how a male physician did not think it
important that a woman who had been sexually assaulted
be examined by a female. Despite a later suicide attempt,
another physician prescribed the same woman 40 sleeping
pills. Indeed, many of the women described feeling unheard
or disrespected when accessing social services, particularly
health care services.

Another challenge to service provision in rural
communities is related to the continuous “draw” from rural
to urban settings. Many of the participants talked about
how they had to move to urban centres for education and
employment opportunities, better health care, greater
anonymity, and safety from various forms of violence. This
both disconnected the women from their support networks
and depleted human resources in the rural area.

INADEQUATE AND VARIED COMMUNITY
RESOURCES AND LEADERSHIP: This research
was undertaken during 2002-2004, a time of declining
employment and severe cuts to social and health services,
which impacted women in particular (Morrow, Hankivsky,
& Varcoe, 2004). Legal aid services and social assistance
were reduced, which meant that many women either had
to leave the community or return to abusive partners.

The women’s pre-employment program, which many of
the participants described as literally “life saving,” was
eliminated. HIV and violence prevention programs were
cut, the Native Court Workers and Street Nurse services
were reduced, the women’s centre funding was cut, and
funding for a First Nations HIV/AIDS support group was
not renewed.

At the same time broader, urban-oriented policies
were introduced with negative impacts on the provision of
local services. For example, policies requiring “partnerships”
for funding were unworkable in communities with few
organizations. Other key resources were missing or
downsized: there were no children’s mental health services,
limited family level services (e.g. family counselling),

shrinking advocacy services, and reduced assaultive men’s
treatment programs. One worker noted, “So, if you need a
child mental health worker, you might was well wait until
they grow up, basically, because that is how long they’ll be
on the list” (focus group interview, December 2003). Key
service providers also lost the ability to offer an open-door
policy, a critical feature for women seeking safety or services
related to violence.

Services were often narrowly focused on one issue and
did not take into account the intersecting risks associated
with violence and exposure to HIV. One mental health
worker was asked by her supervisor “How does HIV
relate to mental health?” (focus group interview, October
2003). Many community members and participants also
expressed dismay that they had never previously “made
the connection” between HIV risk and violence. Focus
group participants described how policies based on narrow
mandates and a “cover your ass mentality” increased risk by
limiting service access. Thus, community efforts were often
disconnected from one another, or limited to what members
of one focus group dubbed “pretend prevention”—simplistic
educational efforts that did not address the underlying
issues.

Service providers were concerned about the limited
impact of their programs and described feeling helpless.
One said “Where can I refer to? . ... There’s so few services
available, and so many people requiring the services, that
the wait lists are so long that people give up” (focus group
interview, February 2004). Others voiced anguish in trying
to help so many “very, very wounded” people with too few
resources, noting that there were “too few doing the work”
and predicting exhaustion as inevitable. “There are five of
us who regularly come and sit around the table. That’s not
going to do it (focus group interview, November 2003).

In addition, each town and First Nations community
had different concerns, leadership styles and access to
services. Some communities had established initiatives
related to education, youth, employment, drug and alcohol
use, violence, and HIV prevention. Others had none of
these programs. Tensions, therefore, existed between the
different communities, partly because some saw others
as better resourced. When describing a proposal about
Aboriginal health, one community leader said: “[ We] had to
get approval and support from each and every community,
which we didn’t have time to do . ...[And] when it comes
right down to the actual work, they’re divided” (focus group
interview, October, 2003). With the ongoing domination of
Aboriginal people by wider society, these differences have
deep roots and can create challenges for action. Further,
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leadership structures imposed by colonial policy often
do not result in women’s issues being prioritized. As one
Aboriginal woman noted, “with women’s issues, the men
still like to have a lot of control” (focus group interview,

November 2003).

Despite the challenges, women persevered

At the time of their interviews, each of the women had
achieved what they saw as some measure of success: most
had quit drinking, some had found employment, many had
built their self- worth or made connections with others.
Stardust explained, “I've got my grandkids to raise and my
whole lifestyle’s changed. I don't drink, anymore. So, that’s
it ... I’'m happy with me for that” (interview, July 2003).
Red contemplated connecting with her children:

I thought, you know, I should write [my son] a letter
for his birthday. I thought, no, not until I'm . . . really
to the point, you know, where more rejection isn't
going to hurt me. 'm going to get myself healthy.
Yeah. And then I might try and find my . .. daughter.
(interview, April 2003)

Some of the Aboriginal women associated their
success with cultural and spiritual reawakenings in their
communities. Describing the role that powwows and her
son’s traditional dancing had played in her healing, Strong
Native Woman said, “I feel very strong and beautiful.

I have a lot of pride now” (interview, October, 2003).
Women who had received help through accessing various
support services were grateful. Describing the support she
received in dealing with a lifetime of abuse, one woman
said, “Guess what? I'm on top again!” (group interview,
December, 2003). Many of the participants also wanted

to contribute to political change. Melissa said, “For as
much as the government tried to pull my band apart, that’s
how strong I have to be to pull it back together again”
(interview, July, 2003). These examples show how the
potential for healing abounds, even when the conditions do
not.

DISCUSSION

Whereas research and services related to HIV risk often
focus on injection drug use, this study emphasized the
importance of attending to the complex intersections
between violence and HIV. The participants were not
injection drug users, yet all were concerned that they were

or had been at risk of HIV. All of the women experienced
multiple health risks that were worsened by broader
inequities related to gender, rural living and poverty, as
well as to the downsizing of social services. The Aboriginal
women’s experiences were further shaped by the ongoing
effects of colonization and their position in society as
racialized women, which contributed to their feelings of
disconnection.

Over a decade ago, LaRocque (1993) wrote that
in order to address violence in Aboriginal communities
“a multi-faceted, comprehensive approach is required.
Socio-economic revitalization is a must” (p. 13). Indeed,
the experiences of the Aboriginal women involved with
this study—many of whom were on social assistance—
underscore the importance of developing economic and
employment strategies that could help to address issues of
economic dependence, violence and their associated health
risks. This will require revising gender-biased policies
(Fiske, 2006) and promoting policies that foster economic
revitalization in Aboriginal communities, including the
settlement of treaty and land claims. It will also necessitate
supporting women to become economically independent
by increasing social assistance, minimum wage and child
care availability, by removing work-for-welfare and other
such gender-biased eligibility requirements, and by
reinstating employment programs.

As McKeown, Reid, Turner & Orr (2002) argue,
prevention of HIV for Aboriginal women must address the
dislocation that stems from their experiences of violence
and substance use. Thus, all policies and services related
to HIV prevention must address the risk of exposure to
HIV and violence together, while acknowledging the
relationships between violence and substance use. Violence
and HIV cannot be prevented or treated in isolation or
without significant economic and social change at all levels.
Cultural revitalization and social services that are culturally
appropriate also are required. To counter the disconnection
and dislocation experienced by many of the Aboriginal
women, comprehensive, locally developed community
responses that address cultural identity, healing, safe social
support, and meaningful employment are needed.
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END NOTES

1. Throughout this paper the term “violence” is used to encompass
sexual and physical assault by known and unknown assailants,

as well as psychological, emotional and financial abuse. Intimate
partner violence (IPV') refers more specifically to a pattern of
physical, sexual and/or emotional violence by an intimate partner in
the context of coercive control (Tjaden & Thoennes, 2000).

2.'The term Aboriginal, which encompasses First Nations, Métis
and Inuit, is used throughout this paper. There are people from
many Aboriginal groups in the study area. However, the three First
Nations mentioned are in greatest numbers.

3.The women chose their own pseudonyms, which are used
throughout this paper. Aspects of Red’s story have been published
elsewhere (Doane & Varcoe, 2005).
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