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Abstract

Existing sources produce widely varying estimates of family violence in First Nations, Inuit, and 

Métis communities; taken together, they imply a convincing if poorly quantified higher risk of 

family violence in Aboriginal communities, with the greater burden borne by women. With the 

accelerating HIV epidemic in some Aboriginal communities, prevention of domestic violence 

takes on even greater urgency. Five planks in a prevention research platform include: training 

emerging researchers from all Aboriginal groups to promote culturally specific research; 

systematic review of unpublished and published knowledge of interventions that reduce domestic 

violence; intervention theory development specific to each community; attention to the particular 

ethical issues; and methods development focused on interventions.

Family violence as a public health crisis

In the very moment of violence, the emergency is self-evident. The victim of family violence 

may be in a life threatening situation, in urgent need of intervention. Where the violence is 

not halted in time — and once begun it is seldom halted — at least one human being is 

turned into a victim and another into a perpetrator.

This is the real emergency: the relentless accumulation of victims and perpetrators whose 

relationship to each other and to others around them is altered forever. The very act of family 

violence is dreadful; it is dehumanizing. The effect of this violence in the genesis of more 

violence could be one of the major public health crises of our time.

Domestic violence, also referred to as family violence, includes all forms of violence 

directed against someone on the basis of their residence or family ties. It includes the 

physical dimension implicit in domestic abuse, spousal abuse, child abuse, elder abuse, 

intimate partner violence, and other violent acts between family members. The majority of 

cases affect women (Renzetti, 2000; García-Moreno et al., 2005) to such an extent that the 

United Nations Population Fund has described domestic violence as “the ultimate 

manifestation of unequal relations between men and women” (UNPFA, 2006).

However, it goes beyond women and it goes beyond the physical dimension to include the 

mental health consequences of coercion of any kind, irrespective of whether this is 
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acceptable in contemporary perspectives of the culture. Domestic violence includes 

nonsexual physical abuse, emotional abuse, verbal abuse, economic abuse, and 

psychological abuse. A growing body of literature shows that family violence may be 

exacerbated by stress from cultural isolation, redefinition of gender roles, financial 

constraints, lack of stable housing, and threats and discrimination experienced by minorities 

(Champion et al., 2001; Saylors and Daliparthy, 2005; Bandyopadhyay and Thomas, 2002; 

McKeown et al., 2004; Visandjée et al., 2007; Raj and Silverman, 2002). The same factors 

reduce the likelihood that victims will receive appropriate care.

The link between domestic violence and mental health is neither simple nor unidirectional. 

Most perpetrators have themselves been victims of domestic violence, indicating a 

pernicious and self-perpetuating cycle involving domestic violence and its attendant mental 

health problems. Domestic violence has been linked with several mental illnesses including 

posttraumatic stress disorder, depression, substance abuse, and suicidal ideation (Roberts et 

al., 1998; Ullman et al., 2005; Afifi et al., 2008; Silver et al., 2005). It also reduces the 

ability to implement healthy choices, with implications for a wide range of health and health 

care issues (Plichta, 2007).

Substance use disorders are a frequent, but by no means invariable, risk factor for domestic 

violence as an isolated issue (El-Bassel et al., 2004; El- Bassel et al., 2005; Wechsberg et al., 

2005) and in conjunction with other issues (Wenzel et al., 2004; Ellickson et al., 2005). 

Illicit drug use is often a maladaptive mechanism to deal with depression (Miller, 1999). 

Drug use impairs judgement, suppresses painful memories, increases impulsiveness, and 

uses up financial resources needed for other priorities. These factors can increase the risk of 

gender violence. A USA based study found people who reported unwanted sex in childhood 

were more likely to have problems with alcohol and drug use, receive money or drugs in 

exchange for sex, to have unwanted sex, and to use mental health services (National Institute 

of Mental Health [NIMH], 2001).

How Common is Family Violence in First Nations, Inuit and Métis Communities?

In almost every setting worldwide, estimating family violence through police reports is 

unreliable and misleading. Household surveys and personal interviews can be just as difficult 

to interpret. In preparing for a national audit of violence against women in a south Asian 

country, we found that disclosure could be doubled or trebled by greater attention to 

interviewer selection and training (Andersson et al., 2009). This huge dependence of the 

measured rates of family violence on such factors lends itself to massive variations in 

estimates from different sources.

Relative Occurrence Estimates

Other than being too widespread, we do not know just how common domestic violence is in 

First Nations, Inuit, and Métis communities in Canada. Since the base information is likely 

to be unsound, the more reputable sources tend to report relative frequencies: for example, 

five times more or 25% more among Aboriginal women than in the general population. Even 

among those estimates, with a large degree of recycling as one source quotes another that 

quotes another, the figures from different sources vary dramatically. A major source of 
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variation is whether the authors adjust the relative estimate to take into account other 

differences (for example, urban/ rural residence).

In the late 1980s, the Ontario Native Women’s Association (ONWA) reported that 

Aboriginal women were eight times more likely (not adjusted) to suffer abuse than non-

Aboriginal women (ONWA, 1989). Based on 15 abused and 76 nonabused Aboriginal 

women receiving prenatal services in Saskatoon in 1993–4, Muhajarine and D’Arcy reported 

a nearly three-fold increased risk for Aboriginal women, after adjusting for partner drinking, 

perceived stress, and lower social support (Table 1). Some scholars would make the case that 

some of these factors are in fact part of the syndrome of historical trauma and social 

marginalization, so adjusting for these will underestimate the true difference between 

Aboriginal and non-Aboriginal groups.

Reporting relative frequencies assumes, usually correctly, that whatever rate is reported, the 

real rate is likely to be higher. There are many reasons for underreporting. The act of 

disclosure carries a risk to the victim, with possible retribution. If someone else can overhear 

their interview, this will reduce the likelihood that victims disclose. Or even if a survivor 

prefers not to think about the episode, they might decide to keep the information to 

themselves.

However, the approach assumes that the pressures not to disclose are the same in all social 

groups and whatever any differences will cancel out if reported in relative terms. There is no 

evidence to support this assumption.

It is quite likely that the pressures in tight-knit First Nation reserve communities are very 

different from urban non-Aboriginal settings. Historical trauma changes disclosure yet 

again. Abuse in childhood could affect it yet again.

Absolute Estimates

Several sources have bravely published absolute rates of family violence (Table 1). For 

example, Statistics Canada, in 2006, reported that 54% of Aboriginal women had 

experienced severe and potentially life threatening violence (Statistics Canada, 2006). A 

year earlier, they reported that 24% of Aboriginal women and 18% of Aboriginal men said 

that they had suffered violence from a current or previous spouse or common-law partner in 

the five-year period up to 2004 (Statistics Canada, 2005). Studies involving small numbers 

of Aboriginal women reported physical abuse in pregnancy: 16.6% in Saskatoon 

(Muhajarine and D’Arcy, 1999), 17.9% in Vancouver (Janssen et al., 2003) and 18% in 

Winnipeg (Heaman, 2005).

Very few studies provide any estimate of sexual abuse among males in First Nations, Inuit 

and Métis communities. An exception was Pearce and colleagues (2008) who reported 28% 

(79/281) had been sexually abused at some point of their life.

There are some data available for nonphysical abuse. Some 37% of Aboriginal women and 

30% of Aboriginal men reported experiencing emotional abuse (such as insults, jealousy, 

and the attempt to control and limit the activities and social relationships of one’s partner) 

during the previous five-year period (Canadian Centre for Justice Statistics, 2001).
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Children who witness violence in their family suffer long-term emotional and behavioural 

problems. Of the Aboriginal women who experienced abuse, 57% indicated that children 

witnessed the assaults against them (Canadian Centre for Justice Statistics, 2001). 

Aboriginal women were more likely than non-Aboriginal women to contact police regarding 

spousal violence and more likely to use social services. This could fit with more serious 

violence perpetrated against them (Statistics Canada, 2006), or it could be that all levels of 

violence are more common — or more reported.

The AFN Evaluation of Prenatal Care 2003

The Assembly of First Nations evaluation of prenatal care provided insight into domestic 

violence in a sample of 85 First Nations, including the Yukon and the Northwest Territories 

(AFN-CPNP, 2003). Some 135 community-based researchers from all participating Bands 

received training and interviewed all women in their communities who had given birth in the 

preceding three years.

The 2,523 mothers in the sample provided information on 2,819 pregnancies and children 

born in the preceding three years. The average age of respondents at interview was 27 years, 

the youngest being 14 years and the oldest 47 years. Most of the women interviewed (58%) 

were between 20 and 30 years of age and 12% were under the age of 20 years. Most 

respondents (80%) had just one child in the preceding three years; 28% of women were first-

time mothers.

One in every five mothers reported suffering abuse in the year prior to being interviewed 

(22% 523/2359). Of these, 59% (286/487) reported suffering physical abuse while 41% 

(201/487) reported suffering emotional/ verbal abuse. Some 14% of all respondents said they 

had been abused during their latest pregnancy. Table 2 shows multivariate models of abuse 

during pregnancy and smoking, alcohol use, street drugs, and premature birth. In all cases, 

the associations were independent of all other factors that could be taken into account in the 

analysis.

Interpretation of the study requires caution. There is ample literature on partner violence and 

adverse pregnancy outcomes (Bohn, 2002; Berenson et al., 1994; McFarlane et al., 1996; 

Janssen et al., 2003; Paredis-Solis et al., 2005; Heaman, 2005). Because it was a cross-

sectional study, it is inappropriate to infer more about the relationship between domestic 

violence and smoking, drinking, and use of street drugs. In the case of premature birth, 

however, there is a very clear temporal relationship — the abuse was during pregnancy while 

the delivery was at the end of the pregnancy. There is a theoretical but unlikely possibility 

that women who had premature deliveries were more likely to remember or report abuse.

After taking account of the protective effect of discussions with elders, and the negative 

effects of diabetes, high blood pressure, and low income, the average First Nations woman 

who was not physically abused during pregnancy was more than twice as likely to have the 

pregnancy go to term, compared with First Nations women who did experience physical 

violence in pregnancy. If abuse of pregnant women could be eliminated, assuming there are 

no other determinants that explain the association, the rate of premature delivery in 

Canadian First Nations reserve communities would be reduced by 14 per thousand (from its 
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current level of 100 per thousand) — after adjusting for those other factors that the study 

was able to take into account.

The Social Infrastructure of Domestic Violence

Historical trauma has been repeatedly linked to mental health, including substance abuse 

(Brave Heart and DeBruyn, 1998; Brave Heart, 2003; Cedar Project, 2008). The Indian 

residential schools had a well documented impact on Aboriginal communities, affecting not 

only those who attended these schools, but very often the rest of their communities — for 

generations to come. Separated from their parents, residential school survivors had weak or 

inappropriate models for parenting (Bombay et al., 2009); many of the “stolen generation” 

(http://archives.cbc.ca/society/education/topics/692/) themselves never learned important 

parenting skills.

The term “intergenerational trauma” describes “the effects of sexual and physical abuse that 

were passed on to the children, grandchildren and greatgrandchildren of Aboriginal people 

who attended the residential school system” (Aboriginal Healing Foundation [AHF], 2006). 

Some authors see this aspect of family violence in Aboriginal communities as the reason 

conventional strategies have failed to reduce family violence (MacMillan et al., 2005).

Libby and colleagues (2008) examined the relationship between childhood abuse and later 

parenting outcomes in two American Indian tribes, specifically examining the roles of adult 

depression and substance use disorders. This study found that childhood sexual abuse was 

more prevalent for mothers than for fathers in both tribes. It also revealed that childhood 

physical abuse was more prevalent than childhood sexual abuse. Social support played 

strong roles in the relationships with parenting outcomes (impairment and satisfaction). The 

experience of having a violent father or mother while growing up significantly increased the 

likelihood of parenting role impairment in both tribes. Lifetime substance use disorder was 

found to be a mediator of the relationship between childhood abuse and parenting role 

impairment in both tribes. “Findings suggested potential variables that could be the targets 

of interventions: concrete social support, attention to both fathers and mothers in their 

parenting roles, and substance abuse disorders.”

More than half of Canada’s Aboriginal population lives away from their communities of 

origin. Inuit recently moved away from their traditional lifestyle to one of 53 communities in 

the North, or to urban areas like Ottawa. One consequence for many is isolation from their 

“resilience of origin.” In the community of origin, the resilience underlying primary 

prevention of mental health problems of First Nations and Inuit people is influenced by 

spirituality, family strength, elders, oral traditions, and support networks (Heavyrunner and 

Marshall, 2003). This collective sense of resilience goes beyond the standard definition of 

resilience as being “the capability of individuals to cope and flourish successfully in the face 

of significant adversity or risk”(Reid et al., 1996). Much of this collective sense may be lost 

when away from the community of origin and perhaps is necessary to reformulate the basis 

of prevention initiatives in more isolated individuals and fragmented families.

Migration from a reserve or northern community to cities often results in the fracture of 

kinship and peer bonds; migrants must navigate their new society, developing access to 
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social support from newly truncated family units (Stewart et al., 2008; Spitzer et al., 2003). 

Women who move to their husbands’ families often encounter acute isolation which 

enhances stress. Migration may also disrupt gender roles, opening space for renegotiation of 

gender norms (Dion and Dion, 2001; 2004; Talbani and Hasanali, 2000). Economic 

insecurity is a consistently reported association of gender violence (Conwill, 2007; 

Kalichman et al., 1998; Weinreb et al., 1999; Jewkes et al., 2006). Women may have certain 

advantages in a wage economy (Spitzer et al., 2003). The erosion of status and role as 

provider for the family in particular is associated with gender violence (VanderPlaat, 2007).

A study of the relationship between public policies and migrant health data found that a 

21.6% reduction in social assistance payments resulted in increased mental health problems 

and a rise in abuse against women (Steele et al., 2002). Migrant Aboriginal women, who are 

often isolated and lack extended family support, may wish to access formal support services 

as a way of preventing or dealing with gender violence. Emergency shelters and their 

attendant programs may not be culturally appropriate or linguistically accessible to 

Aboriginal women (Agnew, 1998; Shirdwadkar, 2004; Smith, 2004). Migrant women are 

less likely to report gender violence than nonmigrant women (Ahmad et al., 2005; Cohen 

and MacLean, 2003). This reluctance to report could be exacerbated among First Nations, 

Inuit, and Métis women, although there is no formal research on the subject.

Marginalization and discrimination put communities at risk of violence and the same factors 

deny victims protection of the welfare and justice system. Kate Rexe of the Native Women’s 

Association of Canada writes in this issue about the 520 cases of missing and murdered First 

Nations, Inuit, and Métis women. She places these individual and community catastrophes 

within a spectrum of gender violence cases that includes family violence, illustrating how 

their occurrence signals a convergence of system breakdowns.

Choice Disability and Generalization of the HIV Epidemic in Aboriginal 

Communities

Agency is an assessment of “what a person can do in line with his or her conception of the 

good” (Alkire, 2008). A mirror concept is that of choice disability, a term coined to describe 

the inability (through gender violence, fear of gender violence, or transactional sex) to 

implement HIV/AIDS prevention decisions (Andersson, 2006). Agency is relevant to this 

concept in both positive and negative senses. People who enjoy high levels of agency are 

engaged in actions that are congruent with their values. Where those values are informed by 

a culture of origin, translated through positive parenting, they are more likely to translate 

into a reduction of gender violence and its associated mental health and addictions. If agency 

is founded in negative values, a need to assert oneself, and a disdain for other people, it 

could perpetuate the cycle of gender violence, mental illness, and addictions.

With the exception of postexposure prophylaxis for reported rape, HIV prevention efforts do 

not specifically address those who might like to benefit from prevention, but do not have the 

power to make and to act on their decisions. The term choice disabled (Andersson, 2006) 

aptly describes the predicament of those who have survived forced sex, historical trauma, 

and low self-esteem, living under the threat of violence, extreme economic disadvantage, or 
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in other power gradients that restrict their choices. The choice disabled are at higher risk of 

HIV and other sexually transmitted infections because they cannot respond to common sense 

or to AIDS prevention advice; the same refractory relationship to prevention means they 

constitute a reservoir of infection.

Highlighting the desperate need for high quality evidence on this crucial issue, anecdotes 

that suggest an increasing role of gendered choice disability in Aboriginal communities are 

starting to accumulate. The type of violence implicit in nonmilitary resolution of colonial 

occupation in Canada could only have been accentuated by the residential school policy 

which, at a massive level, sought to acculturate First Nations, Inuit, and Métis children into 

the Canadian mainstream. “Reducing Aboriginal women’s power and choice in their 

relationships and in other aspects of their lives is contributing to low self-esteem and poor 

health among Aboriginal women” (Neron and Roffey, 2003). Low self-esteem coupled with 

acts of sexual violence increase women’s vulnerability and risk of HIV infection.

In the early years of the HIV epidemic in Canada, the virus affected primarily men who have 

sex with men and those who received blood and blood products. By contrast, women have 

accounted for about one-quarter of adult HIV diagnoses in each year since 2000. Compared 

with the general population, Aboriginal people who test positive for HIV are more likely to 

be female, under 30 and infected through injection drug use (Canadian Institute of Health 

research [CIHR], 2005).

A study among Aboriginal pregnant women in BC reported HIV prevalence rates 

approximately seven times higher than among non-Aboriginal pregnant participants (Forbes 

et al., 1997). By 2005, women represented nearly half of all positive HIV test results among 

Aboriginal peoples (47.3%) whereas in non-Aboriginal populations, approximately 20% of 

the positive test results were women (Public Health Agency of Canada [PHAC], 2006). In 

Saskatchewan, Aboriginal women aged 15–29 are reported to be the hardest hit group (Kyle, 

2009), the same population segment as in southern Africa.

In the absence of any serious science on the issue, or even a response from the Public Health 

Agency of Canada about these possible trends, there is a risk that headline grabbing may 

replace serious science. The Montreal Gazette (20 August 2009) reported one medical 

officer in Saskatchewan who claimed that “HIV in this province will kill 15 to 30 percent [of 

the Aboriginal population].”

While perhaps resonating with the beliefs of many that a major if poorly quantified problem 

seems to be ignored, such overstatements detract from the actionable dimensions of the 

changing HIV epidemic in Aboriginal communities: (1) unprotected heterosexual sex is an 

increasingly important factor; (2) some people are choice disabled and cannot implement 

their prevention choices, and (3) domestic violence and the fear of violence are key elements 

— if not the main single element — in choice disability. These could be the central issues in 

the changing HIV epidemic in many Aboriginal communities.
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Prevention Research Needs

Returning to the compelling imagery of family violence about to happen or in process, a first 

reaction would be that this must be stopped. Because it happens in the privacy of homes, 

there is seldom any mechanism for stopping the hand in mid strike. Almost all efforts are 

channelled into dealing with the result of the strike, at best trying to make sure it doesn’t 

happen again. This tertiary prevention focuses on looking after the victims, punishing and 

hopefully rehabilitating the perpetrators.

No one would begrudge the meagre resources that go into this tertiary prevention. But it 

does not take any great insight to see that, if family violence is on the rise or if more of those 

affected seek help, the already sparse resources for tertiary prevention will be all the more 

inadequate. It makes sense to look for ways to move upstream, to reduce the number of 

people involved in any sort of family violence.

Moving upstream to reduce the flow has quite different research requirements. We have 

identified at least five specific needs that, together, constitute a prevention research agenda.

1. Culturally specific research skills—To go beyond simple description of the 

dimensions of the problem, domestic violence research must reach upstream into cultural 

origins, to the resilience that can be built upon to prevent violence. Much of this cultural 

content is simply not accessible to researchers from outside the culture. It makes more sense, 

and it is a lot simpler, to train researchers from each cultural group to lead their own 

research in violence prevention. Recruiting and training emerging researchers from diverse 

cultural contexts will promote culturally specific research. This singular, although not 

simple, restructuring of the research agenda — training researchers from each culture, rather 

than trying to train Western researchers in intercultural methods (much as this is needed) — 

changes many ground rules, including the ethical concerns, of prevention research. It also 

increases its chances of success.

2. Evidence synthesis—One starting point for each cultural setting could be a systematic 

review of unpublished and published intervention studies to collate and synthesize 

international experience of prevention. The systematic review by Shea and colleagues in this 

special issue lists what is currently known about interventions that might reduce domestic 

violence in Aboriginal communities.

A particular exercise in knowledge synthesis focuses on contemporary theories about the 

range of modifiable, interpersonal, and often genderspecific dynamics (household, 

community, society) affecting this issue, and their relevance for primary prevention (Health 

Canada, 2004; Anthony, 1987). There is a considerable, if dispersed, international body of 

theory to draw upon. We have heard calls for integrative and theory-based prevention of 

gender violence across the lifespan (Committee on the Assessment of Family Violence 

Interventions, 1998; Dube et al., 2002; Ehrensaft et al., 2003; Riggs and O’Leary, 1989; 

Wolfe et al., 2003). Several authors have attempted to affect change with variables 

associated with negative early family experiences (Kumpfer and Alvarado, 2003; Schewe, 

2002; Wolfe et al., 2003). In societies where women’s roles are valued, where male violence 

is not esteemed, and where bonds between women offer sanctuary and support, the 
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prevalence of gender-based violence (gender violence) is minimized (Brown, 1999). Several 

authors have contributed insights into the stress accompanying migration, for example, from 

reserve to city, and how this might be mitigated by recovery of identity (Kinnon, 1999; 

Hyman, 2001; Kasturirangan, 2008). Another promising prevention theme is spirituality 

(Wong et al., 2006; Phillips, 1998), underlining the need for the inclusion of culture in 

addition to any prevention research. There have also been advances in parenting research, 

with increasing use of high quality research to test interventions (Whittaker et al., 2006).

3. Local theory development—With the synthesis of existing methods and theories in 

hand, a related type of knowledge synthesis is needed for systematic documentation of 

traditional, local, and unwritten knowledge that might otherwise escape standard research 

tools. Cognitive mapping (Giles et al., 2007) has already served for documenting relevance 

of traditional knowledge to gender violence prevention. This is presented in an article in this 

Special Issue. In the Rebuilding from Resilience project, cognitive mapping set the themes 

and terms for the baseline survey. Structuring the instruments on these community-generated 

concepts of resilience and prevention, the initial data can focus on local concepts and 

questions. The baseline survey results will feed into another all important local process: the 

development of theories of prevention. These can result in concrete prevention strategies, 

some aspects of which can be implemented without additional resources while others will 

require investment.

4. Ethical aspects—Research on prevention and the role of culture in prevention will 

inevitably deal with issues of spirituality and, in some settings, sacred knowledge. This 

requires particular handling, ideally through researchers from each cultural group doing their 

own culturally specific research. Whatever the cultural origin of the researchers, enquiries 

into domestic violence include certain risks. The very act of disclosure may involve 

emotional and sometimes physical risks for the respondent (Ellsberg and Heise, 2002). 

Psychological distress may be present prior to, during, or following the study. After absolute 

assurance of anonymity and confidentiality is provided, the order of questions, language, and 

method of termination of the interview may often make a difference to its psychological 

impact (Jewkes et al., 2000). Preludes may be introduced to facilitate transition between 

different sections of an interview schedule and to provide a rationale for further enquiry. 

Adequate sensitization, ongoing training and supervision of research staff are essential 

(Satyanarayana and Chandra, 2009). It is almost always necessary to guarantee the 

availability of trained counsellors, whose contacts will be shared with all interviewees, in the 

unlikely event that this is needed as a result of the interview.

5. Methods development emphasizing interventions—The search for these 

protective factors and the way they can be mobilized against gender violence requires new 

methods. Sampling strategies might need to evolve further in the direction of “snowball” and 

other respondent- defined sampling approaches for urban settings, where Aboriginal 

communities may not be concentrated in a single area. It is also necessary to develop 
questionnaires and interview guides to identify the operational content of potential resilience 

factors, allowing for the specific needs of each group. A special area of focus is the 

development of tools for researching the role of spirituality in primary prevention of gender 
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violence. The mechanisms for generating the preventive interventions in the community of 

origin will require considerable innovation, but will likely combine key informant 

interviews, focus groups, talking circles, and other techniques like cognitive mapping. 

Cultural safety should be an overriding concern in domestic violence prevention research; 

the article in this special issue by Cameron and colleagues advances this.

6. Privacy and confidentiality—Ideally, face-to-face interviews should be done in 

complete privacy to maximize the comfort, safety, and disclosure of the respondent. This is 

not always practical in underfunded surveys that often have other primary objectives. One 

way to take some of these factors into account in a survey of family violence is to have the 

interviewer note, at the time of implementing the questionnaire, whether someone else is in 

earshot. This allows one to flag responses that may be affected by overhearing or the fear of 

overhearing for separate analysis. Personal safety of community-based researchers needs 

special attention as these will be holders of sensitive information of family/ community 

members.

Finally, those of us focusing on prevention research should increase our familiarity with and 

dominion over high level research methods. The reason is quite pragmatic, not detracting at 

all from other (sometimes more fitting) research approaches. If randomized controlled trials 

(RCTs) are what it takes to get resources allocated, then this is the type of evidence we need 

to present in order to get prevention resources to work against domestic violence.

Funded by CIHR, a partnership of Aboriginal women’s shelters across the country is 

currently researching exactly what it will take to implement a large scale Aboriginal-run 

RCT. The proposal that led to this project (Rebuilding from Resilience) is produced as an 

article in this special issue.
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