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HISTORICAL AND SCIENTIFIC PERSPECTIVES
ON THE HEALTH OF

CANADA’SFIRST PEOPLES
By: Raymond Obomsawin Ph.D.

The ancestors of First Nations, Inuit and Métises... for thousands of years... had
ways of life rooted in fundamental values concegrifreir relationships to the
Creator, the environment, and each other... The ROgaimission on Aboriginal
Peoples spoke of a circle of well-being in whiclfrgevernment, economic self-
reliance, healing and a partnership of mutual redpae the key building blocks.
Well-being is measured by the presence of certatofs... These include the
physical environment, such as adequate housing-kaah water; access to education
and training opportunities; the opportunity to parpate in the economy and earn a
meaningful livelihood; and access to the healtitjalcand cultural supports needed
to ensure that people can remain healthy.

Gathering Strength: Canada's Aboriginal Action Rl@itawa, 1997

NTRODUCTION

This paper affords an overview on the health history of the first peoples of Carnadaljrex

from the pre-contact era up to the present time. Today these Aboriginal peoples jugheer
600,000 comprising First Nations (North American Indian), 45,000 Inuit, and 290,000 Métis. It
presents critical scientific observations
pertaining to the health history of these
peoples, and challenges some of the common
assumptions surrounding this history. It
additionally offers practical insights on the

kind of measures which will help to restore
Aboriginal peoples to the high levels of health
that their forbears once enjoyed. It has been
prepared as background reading text for a

| course on Cultural Competency in Health

¥ services. Background issues related to
traditional Aboriginal medicine and midwifery

! are addressed in a separate background paper.

The reader will find that the content is somewhat unusual and stimulating bdoahsstorical
and scientific research on which it is based, as well as the conclusions reacoadk irespects
depart from the tenets and assumptions of mainstream thinking. It was deemedntitpatithe
reader be afforded with a wide diversity of viewpoints crossing multiplgtiises and sectors,
all of which has been integrated into a traditional Aboriginal worldview. In takisgapproach
it is well understood and anticipated that not everyone will readily agree withtaé
observations and conclusions presented. Nonetheless, every reader willfbEméifdving been
exposed to insightful and truly challenging perspectives on the issues underiascuss




In examining the unique history of the health of Aboriginal peoples in Canada, inclodieg s
highly relevant cross-disciplinary controversies in science, it wasdaesi instructive and
corroborative to also give limited consideration to the parallel experienhdtedigenous peoples
who have been similarly subject to the impacts of colonization in other regions bfAfoetrica
and the world. As we document this unique segment of Canadian history and delve into
exploring the troubling questions that it raises, there will come into view therisitior
remaining atop the dark seas of disease and concomitant suffering thatuitedesggmany. It
will also be seen that it is not only possible, but imperative for Canada’s fistiegeo reclaim
the legacy of health and long life that they once enjoyed.

SECTION |. HISTORICAL PERSPECTIVES

1.1THE FORGOTTEN LEGACY OF CANADA’S FIRST PEOPLES

It is axiomatic that the past has a lot to say about the present. This is pdyticudawhen it
comes to understanding issues which enfold the health of Canada’s First pedpdasshelen
aptly observed that there are multiple benefits to be realized when we include

... history in public health research. First, we may learn about the impact of

health changes on Aboriginal groups in the past. Second, we may better
understand the origins of present day health concerns, many of which emerged
out of the events of the recent or not so recent past. Finally, we may gain
important insights into the nature of the disease process, and the diseases
themselves, by employing the past as a laboratory. The addition of an historical
approach can enhance health research directed towards First Nations...

[Another] benefit provided by historical research is that it can complement
contemporary enquiries by addressing the roots of some of the most pernicious or
persistent health problems in Canada today.

Aboriginal Health in Canadiaas become the primary and definitive university textbook on the
health history of Canada’s first peoples. The second chapter of this book entitlét ‘dtela

disease in the pre-contact period” begins by affirming tha¢ ‘of the most important questions

to be addressed in any history of health and disease among Aboriginal Canadians concerns the
extensive period of time before sustained
European contact Obviously the'New
World” contained fungal, parasitic and

supply that to a limited extent adversely
affected the well being of its inhabitants, ang
this is freely acknowledged. However, the
very questionable conjecture is made by the
authors that despite multiple studies depictingss
the “people of the Americas as relatively
healthy and disease-free prior to European |
contact... there is no reason to believe that =
transmissible diseases were absent in the pre-

19" Century B.C. Pacific Coast




contact period or that they do not take a substantial toll of human life from time to time in
various communities. 2

This sweeping conclusion is reached despite the fact thekéletal and dental remains
provided the best clues to past diseasesl “Infectious diseases such as measles, smallpox,
scarlet fever, and influenza to name a few, are important infectious diseases which cannot be
detected in bonélt is also widely recognized that there is the complete absence insagidal
record of initial contact with the first peoples of the Americas (anywihdiee entire western
hemisphere) of there being any observable disease epidemics among thewveMdne
textbook notes thatdental pathologyis considered a trustworthy marker afisease loads and
nutritional stress’ and goes on to observe that tligehtal health in the pre-contact period also
seems to have been quite good, with dental caries affecting less than 1 percent of"all teeth.
Peculiarly, the coverage given in this textbook to the pre-contact period foatisegtwal
exclusivity on infectious disease, and basically ignores the vital issue ofitked absence of
degenerative “civilization” diseases among Canada’s first peoples dhisnextensive period.

In the scale of human history it was not too long ago that the first peoples of Cajugeal ¢ull
occupancy and free use of the land, with their individual communities enjoying the pride,
integration and dignity that come from independence and self-reliance. Thisrroahvieag
necessitated a close harmony with nature and a
system of hygiene, nutrition and healing based
upon its laws. Indeed, Canada’s early peoples
possessed a way of life that ensured peak fithess
and balanced physical and social development.
Indeed, their societies were without need for
clinics, mental hospitals, and prisons. The first
European contacts universally acclaimed the
health, well-being, and vigour of the native
peoples they met. Well documented pre-
Columbian archeological and paleopathological
evidence, coupled with the reports of initial and
very early historical encounters without
exception portray the indigenous peoples of North America as having beenanalgphealthy
and vigorous. Although these reports are partly reflective of the contrastirigelith status of
early European explorers, they nonetheless evidence a level of health andngehieis

seldom observed in the modern world.

=1 Pre-Contact Iroquoian Life

One of the earliest post-Columbian observations was made by the'latertéry French
scholar Michel Eyquem de Montaigne who put into writing the reports of earlyt-exptorers.
He wrote: ‘As my testimonies have told me, it is verie rare to see a sicke body amongst them, ang
they have further assured me, they never saw any man there either shaking withehe palsi
toothlesse, with eies dropping, or crooked and stooping through &ge

A Dutch account given in the late 1770s relates tihad Somewhat strange that among these ...
people, few or none cross eyed, blind, crippled, lame, hunch-backed, or limping men; all are
well fashioned people, strong and sound of body, well fed, without blefistrench Canada,




the Baron de Lahontan reported thathé savages are a robust and vigorous sort of people, of a
sanguine temperament, and an admirable complexion ...unacquainted with a great many
diseases that afflict the Europeans, such as the gout, gravel, and dropsy, etc. Their health is firm
notwithstanding that they use no precaution to preserv@ it.

Historian George B. Grinnell concluded that thiuggle for existence weeded out the weak and
the sickly... and created a race physically perfect and mentally fitted to copaevadbriditions
which they were forced to meet, so long as they were left to thenisélirekis examination of
pre-Columbian life in southwestern North America Hewett affirms thabodily proportions,
colour, gesture, dignity of bearing, the race is incomparable. It was free from our infectious
scourges, tuberculosis, and syphilis, and the resulting physical deformities and mental
degeneracies. It was probably free from leprosy, scrofula, and cancer, and it is safe to say that
nervous prostration was unknown to the Indiah

William Wood in describing early contact with the original inhabitants of théneastern
woodlands of North America spoke of them possessusgy'and healthfulbodies which did

not experiencethose health wasting diseases which are incident to other countries [such] as
fevers, pleurisies, calentures, agues, obstructions, consumptions...convulsions, apoplexies,
gouts, stones, tooth-aches, measles or the lie.teported that most of them reached fifty
before a twrinkled brow or grey hairbetrayed their age and that they spun out the thread of
their days to fair length, numbering threescore, fourscore, some a hundd year

John Ross’s 1830 encounter with the Inuit in the far
north was typical of the many early contact reports on
North American Indians. He speaks of this people as
“occupying so apparently hopeless a country, so
barren, so wild, and so repulsive; and yet enjoying
the most perfect vigour [and] the most well-fed
health” *° -

L e
. . B Inuit Man - Canadian Arcti .
Paleopathologist Ales Hrdlicka comments that: it Wi - manadian Arete

The skeletal remains of unquestionably pre-Columbian date are, barring few
exceptions, remarkably free from disease. Whole important scourges were wholly
unknown. There was no pathologic microcephaly, no hydrocephaly. There was no
plague, cholera, typhus, smallpox or measles. Cancer was rare, and even
fractures were infrequent. There was no lepra [leprosy]... there is as yet no a
single instance of... pre-Columbian syphilis. There were, apparently no nevi [skin
tumors]... no troubles with the feet, such as fallen arches. And judging by later
acquired knowledge, there was a much greater scarcity than in the white
population of many diseases of the skin, of most mental disorders, and of other
serious conditions:*

Writing in the late 1800s Daniel Brinton refers to the advanced physical conditioa bbquois
people in which he say§hey were unsurpassed by any on the continent, and | may say be any
in the world” *2 This is corroborated by Grinnell who notes that out of the several hundred




thousand soldiers of the Union army in the U.S. civil watHe five companies (500 men)
recruited from the Iroquois of New York and Canada, during the Civil War, stood first ostthe li
among all the recruits of our army, for height, vigour, and corporeal symmetry.”

Physician Eric Stone speaks of the incredible abilities of North Amennchans to recover from
severe wounds and accidents.

Suffice it, that all military and medical observers who came in contact with the
Indians agree that they recovered more rapidly than the white from most wounds,
and many recovered from wounds which would have been fatal to the white man
... gunshot wounds of the bladder were invariably fatal to the white, [however]

the Indians seemed to suffer this accident with impunity. Loskiel examined a man
whose face had been torn away, his rib cage crushed, limbs ripped and the
abdomen disemboweled by a bear, yet had been able to crawl four miles to his
village and in six months had completely recovered, except for extensive scarring.
Such records could be continued almost indefinitely as all observers were so
impressed by this ability to survive terrific wounds that hundreds have been
reported **

Research commissioned by thational Commission Inquiry on Indian Health, which
undertook a careful review of various studies on this issue, corroborated Hrdlicka'ggindn
that pre-contact North American Aboriginal peoples were spared frorahthe infectious,
deficiency and degenerative diseases that have come to plague these pempfestdEuropean
contact. What follows is an overview of findings on the patterns of sickness andhulityis
which evidentially occurred during the pre-contact era.

Trauma was likely a primary cause of injury and sometimes death. The harehnes
wilderness life undoubtedly involved dangerous encounters with aggressive wildlife,
hunting accidents, exposure to cold, and drowning, coupled with the possibility of
aggression by competing neighboring tribes.

Acute starvation would have occurred occasionally in some geographic areas,dsut not
frequently as was the case during the post-contact period when unsustainablendepleti
fish and game begin to occur. Nutritional deficiencies were rare, and would tesl ltmi
certain areas during times of extended drought, or other inimical climate péeaom

The chronic degenerative diseases, especially those usually assodiateld age, would
have been infrequent. Mental and neurological diseases, heart disease andlartsigs
were rare. Some arthritis did occur amongst the elderly. Cancer wa# mesent at all.

Some eye disorders occurred, but myopia, now very common amongst Aboriginal people,
was virtually absent.

Most infectious diseases were absent prior to European contact, includied) feaet,
typhoid, diphtheria, smallpox, measles, mumps, influenza, and venereal diseases.
Infectious disease - to the degree it existed - did not cause significant nypudniditreaten
their host’s survival. Intestinal parasites would have fit this pattern. Minpiraé&s'y ills
may have occurred as welf®




Speaking of peoples who once pursued or still pursue their g
traditional lifestyles, it can be said thaelative freedom from
degenerative disorders or diseases was, and still is,
characteristic of all societies of hunter-gatherergand]in

the societies of hunter-gatherer agriculturalist§his remains
true despite notable differences in plant-animal subsistence
ratios of various indigenous peoplés.

Canada’s first peoples who practiced agriculture relied heaw
on the planted maize, beans, squashes, pumpkins, and me
of the fields, and the peach orchards. Additionally, the wild
grass, seeds, nuts, fruits, and roots and the products of the
or the chase supplemented their diet, whereas the latter nut
supplementals served as the primary food sources for the
strictly hunter-gatherer peopléd.Among all tribal peoples the
knowledge of and ability to identify, gather, prepare and util
the edible and the healing plants of the environment was

commonly passed down from the parents to the children.

19" Century Prairie

Through successive generations this traditional knowledge of plant varieties amplavgeand
expanded. Among the agriculturists there is evidence that these peoples under$tood suc
principles of modern agricultural and plant science as crop rotation, orgaitizafeon and
photosynthesis. Additionally in virtually all geographic regions there waparent practical
knowledge of the body's nutritional needs for various vitamins and mineral elements, and how to
obtain them. This included the use of supplemental foods rich in Vitamin C (for scuramivi

A (for xeropthalmia), Vitamin D (for rickets), along with other nutrient supptesfor

increased fertility and improved gestatioh.

With a traditional way of life closely in harmony with the natural world, thesiglay
development of North America’s first peoples were remarkably paralleldoedlective of their
social and spiritual life. It is becoming increasingly understood that mpsycsiological and
spiritual condition forms the essential underpinning and motivating force for dggated
development and sustenance of his physical, mental and societal health. The bodpndas re
as a temple of the spirit and upon this truth was built a rigid system of physitaigrand a
social and moral code that was considered the law of life. There was arousédrencmd
youth a high ideal of physical strength and beauty, the attainment of which depended on st
self-control in eating and in sexual relations, together with severe anst@etrgxercise. He/she
was required to fast from time to time and to engage in hard running, swimming and vapour
bathing in sweat lodge¥’

For sheer physical endurance the indigenous peoples of the Americas wereahistoithout

peer, attaining a level of vigour and strength that would put to shame the stredgtbwer of

civilized man. The most famous runner of ancient Greece was Pheidippides wiwodeua

from Athens to Sparta was 140 miles in 46 hours. Seton mentions that he saw a young Cree who
on foot had just brought in dispatches from Fort Qu’ Appelle 125 miles distant in only 25 hours.

“I heard little from the traders but cool remarks like ‘a good boy,’ ‘pretty good run’. It was




obviously a very usual exploit among Indidnghe well known Sioux chieRunning Antelope
was given this name by his people because in his youth he pursued and ran down an antelope in
“straight-away race lasting 5 houts’ :

Research also indicates that the Inca "Chasqui” relay runng
were unparalleled At a time when Rome was boasting of a
unheard speed in delivering messages at a rate of 100 milg
day, the Inca runners were putting fresh fish on the table of
the Emperor at Cuzco 242 miles from the sea in one day.
was no level journey; the runners ran up their stair-step roa
from sea level to 11,000 feet elevaticr

It is only reasonable to
conclude that as the basic
requisites of life and healt
are provided for,
uninterrupted health
represents in reality
humanity's normal
condition.

Running Antelope

A healthy birth, a robust and happy infancy, a joyous
youth, a vigorous maturity, a calm old age, and a
painless death are the normal state of man.... Every
pain we feel, every distress we suffer, is evidence that
some law of life has been violated. We are so
accustomed to being in poor health and living in a sea
of death that we have set up and accepted a false standard of health. ésimpli
bad conditions are healthy ones. The evolution of civilization, taking directions
dictated by the forces of exploitation, has taken us away from the safrces
vigour and the means of health and has brought us to our present state of
weakness and diseagé.

Ancient Inca Stairs

1.2L 0SS OF THEGREAT LEGACY OF HEALTH

The textbook Aboriginal Health in CanadHirms the points just covered, wherein it states that
the “recollections of Aboriginal peopl®f the time before European contact, speak of conditions
among their people wherd@Hhere was then no sickness; they had no aching bones; they then had
no high fever;... no smallpox;... no burning chest;...no abdominal pain;...no consumption;...no
headaché.lt is also pointed out that during the fifteenth and early sixteenth centuries as
fisherman and early explorers plied the northeastern waters alongah&cAtoast of Canada,

there is virtually no historical commentary on the existence of diseagpgdamics among the
Aboriginal peoples. Since the prime purpose of this early contact was to coalipexploit

natural resources, any visible evidence of the physical weakness or siokttes indigenous
inhabitants would surely have excited some keen intéfest.

a



The first historically recorded outbreaks of infectious disease occurred ahsokiphtagnais,
Algonquins and Hurons of the St Lawrence and Ottawa Valleys between 1734 and 1741. Kee
in mind that Champlain’s first settlement at Quebec on the St LawrenceifRiie year 1608
preceded these outbreaks by over 100 years. It wasn't really until the 1800s and omvard, th
“smallpox, measles, influenza, dysentery, diphtheria, typhus, yellow fever, whampigh,
tuberculosis, syphilis, and various unidentifiativers” are seen as prevalent among the
Aboriginal population in the historical recofd.

With the intrusions of the European settlement came the loss of traditional |sodsces and
livelihoods and the consequent impositions of a foreign lifestyle. Thus the vital knowledge of
and oneness with the natural world was in many respects weakened and in sorseveasds
Research of thBlational Commission Inquiry on Indian Health observed thatMad the

Indian people been able to continue their traditional life practices, the adverse effects of
European encroachment would have been considerably lesséneds found that these
traditional patterns, were instead significantly eroded beginning withettyefirst trading
contacts. The fur trade introduced exploitative commerce to the wilderness, sthehi
Aboriginal economy had been based on local exchange and the sharing of wealthafad@C
activities involved exploitation and the removal of resources for distant sharetetders
consumers. Aboriginal peoples were now motivated to hunt beyond their subsistence needs, in
order to trade against food staples and store items that became annigbreagortant part of
their lifestyle. Intensive competition between Aboriginal nations aroaaesult of the trading,
and conflicts that had previously been only minor in nature now became more intéhsive.

By the 1820's, the combination of
intensive trapping and natural
calamities had largely destroyed the
fur resource base of the parklands of
the western interior of Canada, and in
the adjacent forested territory, furs and
big game populations were also
dwindling. This seriously affected
availability of food and the availability
of skins to make clothing and
footwear. Tribal peoples Iargely dependent upon the buffalo were not as griemtigdatintil

the early 1870s, by which time commercial exploitation and other factors had lserious
diminished their numbers. Much of the same pattern of resource deprivation echbyabe
maritime and river Indians of the west coast, where the salmon fisheresigeificantly
depleted by the mid-1800's. In all regions, this decline in resources lead tbagosdtips,
which served to intensify the poverty-disease cycle, especially among those gjitbepsking

to rely upon hunting or trappinéf

The transformation of Aboriginal people from the state of good health that had
impressed travelers from Europe to one of ill health... grew worse as sources of
food and clothing from the land declined and traditional economies collapsed. It
grew worse still as once-mobile peoples were confined to small plots of land
where resources and opportunities for natural sanitation were limited. It




worsened yet again as long-standing norms, values, social systems and spiritual
practices were undermined or outlawéd.

In the overwhelming encroachments of techno-materialistic Euro-ciwilizahe self-sufficient
and more nature-based culture of Canada’s first peoples was largely supplantesivogral
ultimately damaging dependency on alien ways and goods. Indeed, as weetizageth of
history we find in the historical record on Canada’s first peoples a traggfdrenation from a
legacy of self-sufficient economies and outstanding health, to conditions of widespread
dependency and infectious diseases which were to be followed in‘ttem@@' centuries by
the onslaught of the degeneratia/ilization” diseases.

Aboriginal Health in Canadsachapter titled Contact with Europeans and infectious disedses
affords a compelling case for linking the early commercial tradeegand the trading routes
with the more serious epidemic outbreaks.

Trade centres often became the nucleus for disease outbreaks and central points
of diffusion of epidemics to the hinterland. This is because they represented points
of convergence between Aboriginal people and Europeans and their pathogens
creating conditions conducive to the spread of infection... Trade centres also
attracted long-distance Aboriginal trading partners... Exchange networks,
centred on trading posts, created routes for the spread of contagion... York
Factory and Norway House were central to the movement of pathogens through
the region. Boat, canoe and cart brigades linked these two trade centres to a
large network oHBC [Hudson’s Bay Companythroughout the western

interior. Both Norway house and York Factory experienced more epidemics than
other, less central posts?

1.3THE POPULARIZED CONCEPT OF “V IRGIN SOILS” RECONSIDERED

A correct perspective on and resolution of the question of what is the real cause behimd huma
infectious disease, becomes highly relevant and timely to a correct undargtaf these post-
contact epidemics that proliferated among Canada’s first peoples. Isat nobrfe reasonable to
conclude that the reason for the above noted patterns of mfectlous disease follovwnadethe
routes were not so much based on @/ |
the transportation of microbes or
“pathogens”, but rather the actual
staple goods that were being
exchanged for furs, and were belnggr
consumed over months and years, &g
thus depleting the natural immunityi ¥
of recipient Aboriginal peoples who
were within reach of the trading
activities?

gy

In the Pacific northwest region:

Diseases struck specific populations over decades of commercial growth,
gradually culminating in demographic catastrophe for native peoples... Disease




introduction did not typically result in immediate and far-reaching pandemics.
Rather wave after wave of different diseases struck Pacific populations and
caused varying results, and these repeated introductions increased in frequency
and shifted geographically due to the steady rise in commercial activity.

Indeed, northwest coastal peoples traced

the onset of infectious disease to what
became embedded into legends as

“disease boalsor “pestilence canoésBy =
the mid 1770s both Spanish and British |
seagoing vessels were engaged in trade
with the Indigenous peoples along the
Pacific coastal regions of what are today
northern Washington and British
Columbia. The first historically recorded §
epidemic was smallpox approximated to
have occurred in the late 1770s and
affecting the Tlingit, Haida, Salish
Tilamooks and other groups with an
estimated mortality rate of about one-third. In the years 1786 and 1787 alone nf¢isiee

British ships sailed to the Pacific northwest coast to engage in tradedoAfuearly 100 ft.

sailing cargo vessel was able to transport as much as 400 tons (800 thousand pounds) of goods.
From the late 1770s to the late 1870s the population declined on the northwest coast region from
roughly 184,000 to 37,000 due to various infectious disease epidéMics.

19" Century B.C. Pacific Coast

It was found that the sheer panic of these diseases, as over time they affeetaddmoore
groups, would in itself contribute to greater numbers succumbing. Rapidly emezgearch,
exploring the connections between the neuroendocrine and immune systems, is\gigreasi
confirming “in the most modern scientific terimbe powerful influence of mental emotions on
the onset, course, and remission of dise4dr.fact, it has been contended that historically more
people have died of the fear of diseases like smallpox and plague, than of the diseases
themselves®

Research of thBlational Commission Inquiry on Indian Health reported that:

Some of these infectious diseases, however, when first introduced, spread
amongst the Indian population without causing severe morbidity.... However,

with more prolonged contact with whites, there were other factors... that began to
decrease the Indian’s resistance to infections. As a result, morbidity, particularly
from tuberculosis, subsequently increased. This escalation of disease continued to
be reflected in the historical literature, and it is significant that in these accounts,
the greatest number of disorders is reported by later observers, who saw the
Indians after they had long been in contact with whités.

A way of life that was balanced and in harmony with nature, which ensured sustelmezssy
and peace of mind, was devastated by the rapid loss of traditional livelihoods and lands, and
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“whole food” nutrition patterns. Self-sufficiency was exchanged for depeydand a major

new reliance on disease-building foods such as white sugar, white flour, white patiehed r
sweetened jams, tinned milk, tinned meat, other canned goods, lard and other processed fats
coupled with the intake of the protoplasmic poison of alcohol which became a seriousaddicti
in many Aboriginal communities. This all served to bring about a downward viciolesafyc
physical degeneration, psychological stress, and social deterioration.l@atdanew world
infectious disease microorganisms now found ample fertile ground and multipliesierely
weakened natural immune systems.

This of course runs counter to the commonly held view that the epidemiological vultyeadbi
North Americas first peoples to Old World infectious diseases was bebtaysepresented
“virgin soils” with “immunologic inadequacy” or no “genetic resistance” duets bf previous
exposure to these diseases. This concept was actually popularized due lalgeWritrigs of
William McNeill and Alfred Crosby in the 1970s. In actuality though a closem@xation of
Crosby’s views (originally published in thilliam and Mary Quarterlyshow that his ideas
have been both misunderstood and misrepresented. In actuality he emphasized ttréitkel
role of multiple environmental factors includingnalnutrition and the social chaos generated by
European colonizatidhas the underlying reason for widespread susceptibility to the new
infectious diseases. Indeed, as one prominent scholar obsemadsutrition, exhaustion and
stress... have very different implications for our understanding of what was respomsihle f
demographic catastroptie®

Historically, the first peoples of Canada fell prey to
the old world infectious diseases ngon contact,
as the germ theory would require, but after their
pattern of life and relationships with the natural
world were increasingly (oft times precipitously)
and drastically altered. In a presentation to the
Society for Nutrition Educatioim the year 1980,
nutritionist Carol Farkas, a nutrition consultant to
theNational Indian Brotherhood/AFN, observed
that Canada’s Aboriginal peoplednsider that the
@8 illness and disease of their people dates from the
advent of the white man. The Whlte man's misuse of the land has caused hardship and pollution,
which have contributed to Indian morbidity and mortality, and also the white man's food has
been responsible for much suffering>

19th Century Pralrle

TheNational Commission Inquiry on Indian Health aptly observed that whenever the
refined foods of commerce made significant inroads into displacing the traditional
dietary, ‘disease and physical degeneratiéollowed.

Once refined foods became a significant proportion of the diet, disease and
deformity greatly increased in incidence: dental decay, facial deformities, with
narrowed dental arches and crowded teeth, infections and degenerative disease,
difficult labours, and birth defects. There has been abundant historical and
anthropological documentation of the effects of this inferior diet on the health and
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physique of those forced to live on it, and the same pattern of disease and physical
degeneration shown by the Indian people has been exhibited by the Inuit to the
north, and by indigenous peoples throughout the wdtid.

Given the considerable importance of the post-colonial bio-physical degen@&faindigenous
peoples in Canada and throughout the world, this issue is afforded special atte®&otian Il
- Scientific Perspectivessub-section 2.4 titledX Worldwide Phenomenon of Progressive
Degeneratiori.

1.4TWENTIETH & TWENTY -FIRST CENTURY HEALTH CONDITIONS

The establishment of the reserve system, the transfer of Inuit to confitlecheats, and Metis
to segregated communities clearly had a deleterious impact on the mintds &odies of
Canada’s first peoples. Referring to the impact of this on First Nations, tiem&laCommission
Inquiry on Indian Health comments:

The health of Indian people became further impaired when they were forced to a
confining and demoralizing reserve life. Most of the lands assigned by treaty
were not arable, and were of insufficient size to provide sufficient fish and game.
Dependence on commercial and junk food thereby became solidly established. By
crowding the Indian population into limited areas, sanitary conditions were made
worse, and contagion became more inevitable and widespread Lack of a sound
economic base for the reserves led to unemployment, with resultant lack of
physical work. The result of this combination of adverse factors has lead to a new
kind of epidemic, that of degenerative disease. A host of ailments, never
experienced by Indian people previously, are now common and becoming
increasingly so: obesity, dental caries, diabetes, peptic ulcers, gall bladder
disease, heart disease, cancer and the fike.

So as we fast forward to more current times we find that Canada’s firsepeoplnow afflicted
with a range of degenerative diseases commonly associated with mogéization”. The
greater prevalence of these diseases in Aboriginal populations than is ocicutihigeneral
population gives pause for serious conceiigh levels of diabetes and end-stage renal

disease, cardiovascular disease, and some forms of cancer as well as injury and pneumonia hav

been identified as more common in Aboriginal populations than the general Canadian
population” ®

In light of this egregious situation, Commissioners toRbgal Commission on Aboriginal
Peoplesraised the following concerns.

We are deeply troubled by the evidence of continuing physical, mental and
emotional ill health and social breakdown among Aboriginal people. Trends in
the data on health and social conditions lead us to a stark conclusion: despite the
extension of medical and social services... to every Aboriginal community, and
despite the large sums [billions] spent by Canadian governments to provide these
services, Aboriginal people still suffer from unacceptable rates of illness and
distress. The term ‘crisis’ is not an exaggeration héte.
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Among Canada’s first peoples there are also significantly high levels ofyolgedl bladder
infections, hypertension, tooth decay, alcoholism, family violence, suicide, andsrarental
and emotional diseases. Virtually all of these diseases were virtbhaéntahistorically among
these peoples. From the early twentieth century to the present time both Candaldmtet
States governments have expended literally billions of dollars in medicakintens to curb
this onslaught of social and degenerative diseases, with negligible obsenmvaddé. i

As a fitting summary to this section a quotation from then National Chief Matflo®n-Come
published in th&@ oronto Globe and Maibn February 4, 2003 follows.

Across Canada from coast to coast to coast, First Nations peoples are trapped in
a cycle of ill health, inferior health care, lower life expectancy, poverty, lack of
resources and despair. Our peoples have extraordinarily high rates of disease,
substance abuse and suicide. As Health Canada reiterated in 2000, “Canada’s
aboriginal people, as a group, are the most disadvantaged and have the poorest
overall health status.” Pick any health indicator - rates of infant mortality,
postnatal mortality, hospitalization, AIDS and TB infection: First Nations

peoples’ rates are many, many times higher than most Canadians take for
granted. Our life expectancy remains six or so years lower than other Canadians,
a terrible cost of millions of lost potential years of life.

1.5 TRADITIONAL FOODS, HEALTH &
DISEASE AMONG THE INUIT

The traditional foods of Canada’s
Inuit, the far northern Aboriginal
people who've undergone the most
recent exposure to modern civilization,
included a variety of wild edible plants
and berries, as well as game, fish, angsss
other marine life. Like the First
Nations and Metis people to the soutlEaae=
this whole food diet was historically
replaced by damaging trade goods, aRd
in 20" and 2% centuries by
devastating junk foods, which have Inuit Man & Beluga Whale (date unknown)
been commonly fed to babies less than a year old.

With regard to the health consequences of trading patterns among the InutheriN@anada
we find this telling comment by Kaj Birket-Smith:

Since the coming of the white traders the Caribou Eskimos have learned to relish
certain foreign foods. So far, however, it is only flour, tea, sugar and molasses
which really are of any importance to their food, and as a rule only during the
period immediately after a trade journey....[also] the Hudson's Bay Company has
introduced preserves into its shops. One must look long for a more misguided
policy than sending salt pork and tinned mutton to the Eskimos - but of course it
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yields more foxes and more trade when the Eskimos neglect their caribou hunting
and buy insufficiently nourishing but preposterously expensive, imported
products.*

Studies among the Inuit, found a more than

500% greater incidence of arterial calcification

among 40 to 69 year old Inuit males, who had

spent more than ten years in settlement

communities, as compared with those men who

had more recently lived in remote nomadic

groups. Among various groups a statistically

significant association was noted between

dental status and the incidence of aortic and

peripheral arterial calcification. This experience . - ~ B
prov!des compelling ev_ldencg that behind maRy=s Inuit Woman Fishing (date unknown)
medical phenomena with which every

practitioner in the Western world is now confronted, lies a nutritional factor. Whewiamian
gave up his traditional nomadic lifestyle and moved into a settlement, he, hisd/idaitdren

all underwent some remarkable changes. The children grew faster andtalleeached puberty
much sooner. Their teeth rotted, his wife probably came down with gall bladder disdase
likely as not, other members of the family will also suffer one of the dedemeediseases for
which the Euro-Canadians are well knowh.

Samuel Hutton who served as a permanent physician on the Labroador coast irsth832a
1908 found that the Inuit people there were losing much of their ancient strength.

The Eskimos living among these settlers have to a large extent adopted the
‘settler’ dietary... and not only does scurvy occur among them in its typical form,
but their physique is less robust than is that of their northern brethren. They have
lost the... sleek outlines to the Eskimo face and figure; the nose is more prominent
and the jaw less square. They endure fatigue less easily, and their children are
puny and feeble*?

Two decades after Hutton’s arrival on the Labrador coast a Czech prafassed Suk arrived

in the region. He later authored a paper correlating the changed dietaryrofithie Labrador
with significantly increased levels of tuberculosi&specially those pure Eskimos who in spite
of the presence of the White man still maintain their old established dietary areaulzalyid¢ree
from it [tuberculosis], but it is quite different with the [Inuit] set8ewho without exception lie
entirely on European food*®

When based in Fort Smith, Northwest Territories, ophthalmologist Elizabethd@asarious
field trips, examined the eyes of 2,124 Inuit, some of whom were still living initnaalit
settings, and others had been resettled in permanent settlementsingtgres¢ expressed that
before the year 1940 among the Inuit people (of all age groups) in one region dd€ana
Northwest Territories myopia was non-existent. However, in the year 1940 lyidgliaf the
school age Inuit children and young people from that region were placed into acCatholi
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boarding school, with the consequence that in a few years time 100 percent of thedrelocate
students became myopic. Cass attributed this form of
rapid ocular degeneration primarily to adverse ‘
changes in their nutritiort?

With reference to the problem of otitis media (OM -
middle ear infections) among the Inuit the report
Gathering Strengtmotes:“Inuit moved into é
government-built houses that were often inadequa
for the climate, and their immune systems were o
compromised by inferior store-bought food, alcohol
consumption and cigarette smoke. Bottle-feeding
replaced breast-feeding in many households. All the/
conditions needed to promote OM at high rates wer

in place, and indeed the condition was epidemic un L )
wi5 Inuit Girl (date unknown)
very recently.

1.6BACKGROUND ON & HEALTH CONDITIONS AMONG THE METIS

The origin of the Métis people is unique among Aboriginal groups in Canada. The M#tis w
mixed-blood offspring of French fur traders from therth West Companyor Scottish and
English fur traders from thidudson's Bay Companyand Cree, Ojibwa or Saulteaux women.
Most mixed-blood children, however, grew up to find themselves alienated from bothiltiadir t
and European relatives as a result of $tggind of having a mixed-blood heritage. Finding
common bonds of surviving the challenges of living outside of extended kinship relationships
became essential, and mixed blood families grew to develop their own unique way of lif

Their establishment as a distinct people actually begins around the mid 17th,camdugok on
more definite shape socio-culturally and linguistically by the mid 19thucgnn this historic
period Michif developed as a distinctive language using French nouns, Cree verbs,@and som
local vocabulary borrowed from Indian languages like Ojibwa or Dene. It likeynated, not
as a pidgin between Crees and French speakers trying to communicate, bus rathercsical
means of communication among Métis reared in both languages (similar to Ydéslope).
By this time Métis villages had appeared in and around fur trading posts stretohinigake
Superior to the Mackenzie Delta. So it was that in the Canadian northwest they emta\aed i
new and separate Aboriginal group, today referred to adétis Nation. It wasn't until the
Constitution Acbf 1982 in section 35 (2) that the Métis were officially recognized by the
Government of Canadaas a distinct Aboriginal people.

In the latter half of the I®century, threats of Métis self-governance in the western regions
interfered with federal plans for a national railway that would consolidatddhd holdings and
effectively preclude any territorial threat from the United Statesn#iali conflict occurred in

the Red River region of Manitoba in 1869-70. Further west somel5 years later, ssciste

the government's violation of their land holdings, and the withholding of food and supplies to
coerce compliance, a bloody battle took place in the area of Batoche, Saskattewot only
shut down Métis governance, but left the Métis with a legacy of marginalizatiomathéasted
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into modern times. Throughout the last century their socio-economic status hasdoakéled
that of First Nations people living on reserve.

The systematic removal of Métis People from the lands they traditionallyp®d resulted in
the destabilization of Métis self-governing processes, interruption of thditional knowledge
patterns, and oppression of Métis culture and language. Although of mixed heritage, Métis
people have suffered effects similar to other Aboriginal peoples as a residtaoionization of
Canada and subsequent devaluation of Aboriginal cultures and knowledge systems.

Their mixed traditions and command of both
European and First Nation languages, led to
their role as logical intermediaries in the
commercial relationship between two
civilizations. Consequently, as a people they
were heavily involved in fur trading activities,
which inevitably led to their widespread
dependency on denatured foodstuffs, and
alcohol which were obtained for trading
services, or by barter and a corresponding
. abandonment of living off the land. This greatly
contributed to their experiencing the same range
of devastating infectious, degenerative, and

sl ool : social diseases as historically occurred among
Métis Portaging Trade Goods NWT = their First Nation cousins, and later the Inuit.

By the end of the nineteenth century, most western Métis could be found living on the margins of
both First Nation and Euro-Canadian societies. Many lived on lands adjacent toafimst N

reserves, and although most held strong ties of kinship with people on the reserveréhey w
denied treaty and other benefits and services because of their ambiguoustegaDshers

lived along road allowances on the outskirts of Euro-Canadian settlements, amdngidered
squatters on provincial lands. The more northern Métis settlements like thossauitthevere
impoverished, and infectious diseases, particularly tuberculosis and syphilissh@rapant.

Today, Métis People have neither treaties, nor a land base within Canada. Mesdd¢le are
disbursed across the country, living in urban, northern and rural public communities. One
exception to this is found in northern Alberta. In 1932 ,Gloeernment of Alberta set aside a
modest land base for the Métis of the region, now comprising eight communities known
collectively as the Métis Settlements of Albeffa.

1.7HISTORICAL OVERVIEW OF MEDICAL SERVICES TO CANADA’S FIRST PEOPLES

The process of dealing with Aboriginal title and rights through formal treggeanents began
shortly after contact was established between Europeans and Aboriginakpedpéeth
America. These first agreements, Beaceand Friendship treatiesvere concluded during a
period of extended warfare between England and France. They were intendrotedise
neutrality or assistance of the Aboriginal nations in exchange for a commhiiwteto impede
them in their traditional pursuits. Several of these treaties were concludee Byitish Crown
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and various Maritime Aboriginal

nations up until the end of the (é—/ “‘\\ !

: Treaties Six. and Seven:

eighteenth century. This was followed / -
by a series ofJpper Canada treaties M
Province of Canada treatieandPost-

Confederation Numbered treatibging /
entered into with a number of first
nations. Of these treaties the one whichk
specifically mentions medical care is
Treaty Sixwhich contains two clauses
in which the crown agrees to afford
assistance in times gpestilence” and
that a‘medicine chest"would be
maintained at the dwelling of
respective Indian Agents for the benefit
of Indians. #’

The Supreme Court of Canada'’s recognition in the mid-1980s of a fiduciary relationsl@prbet
the federal government and Aboriginal Peoples established important guidinglparior
Crown-Aboriginal relations. However the precise nature and scope of this fidtel@ionship,
along with its political, legal and financial implications have been a continaunges of dispute
between Aboriginal peoples, and the federal government and its legal sidttesngh Canada
admits the existence of a fiduciary relationship and that certain obligatienlsus owed to
Aboriginal peoples, it has taken the position that the financing of health servieesttNations
and Inuit peoples is provided only as a matter of policy and not because of amgr{iduci
obligations, or Aboriginal, or treaty right€

By the dawn of the ZDcentury a low-point for Aboriginal health and social conditions existed in
Canada. Beginning in early post-contact period, traditional Aboriginal megiccéces had

been progressively suppressed and significantly weakened. Aboriginal groups) lotddie

contact with Euro-Canadian settlements increasingly accepted masscsthnce from the now
dominant society of Euro-Canadians. To this time western health care mdaslbeen largely

a patchwork of improvised assistance in times of perceived crisis or emgrgadavere largely
provided by traders and missionaries.

In the first decade of the new century newspaper stories and officialsrelesdribed the relative
destitution and unabated epidemics of disease endemic to many Inuit, FivsisNaitd Métis
settlements. The situation was beginning to be viewed by many with shame arekmas

national disgrace. The first person assigned official responsibilitynioraving Indian health

was Peter Bryce, who was appointed in 1904 to the position of General Medical Superintendent
in the federaDepartment of Indian Affairs. Despite the relative lack of interest and sometimes
outright negative racist attitudes of his colleagues toward his missiote Bryght tirelessly

(with negligible success) to raise the standards of health and welldaimg the Aboriginal
population until leaving office in 19184any of his successors went on to face similar hurdles,
with change coming slowly?
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TheNational Commission Inquiry on Indian Health found that while Bryce was in office he:

...examined the status of Indian health in a thorough-going manner, thus
incurring the enmity of his superiors. He toured the residential schools in the
prairies and found them to be a breeding ground for tuberculosis, which was
decimating the plains tribes at the time. In one report on Indian schools, he
revealed that within one 15-year period of time that 24% of all the pupils which
had been in the schools were known to be dead, while... [in another] school, 75%
were dead at the end of 16 years since the school opened. When he sought to
remedy the situation, the Deputy Minister ignored him. His complaint that a
$2.00 per capital expenditure on health services for Indians was insufficient was
also ignored. The same was true with his study in which he demonstrated that the
Indian population from 1904 to 1917 should have shown a normal increase of
20,000, but instead showed a decline of 1,639 persbdns.

Following his retirement from the public
service as Chief Medical Officer in 1921, his|
position was left vacant for the next six years
Bryce took immediate steps to plead his cas
to the public, by publishing at his own .
expense in the year 1922 a booklet entitled &
The Story of a National Crimigitle
abbreviated). In it he documented how
Aboriginal peoples were experiencifay
death rate more than double that of the
genera population and in some provinces
more than three timesHMe also described
how efforts to improvéthe health of the Indians, especially his fight against tuberculosis, were
met with hostility and inaction from an apathetic Indian Affairs bureauctatyThis apparently

had little or no impact on public policy, as throughout the 1920's and 1930's the provision of
adequate health services was hampered by a chronic lack of funds from gratidigym
appropriations. Consequently, tbepartment of Indian Affairs, during this time had little

funding to work with, representing only a fraction of the per capita expended on lihechea

of the general Canadian population. This meant an ever present shortage of medicallpersonne
and facilities. In 1934, the per capita costBdA medical services was $9.60 per on reserve
Aboriginal, in contrast with $31.00 for other Canadians. Much offttbalth care” consisted of
crash programs to control widespread tuberculosis, and for smallpox vaccinatjwaigizsn

These measures were introduced more with a view to protecting the generaliqoplodat for

the benefit of the Aboriginal peopl&.

Ojibwa Girls — Lake of the Woods (date unknown)

In the early decades of the"™6entury, health care was provided, initially by an assortment of
semi-trainedRCMP agents, and government medical officers, with church involvement still
occurring to a limited degree. As time progressed there was in put in plamg&iaggnumber of
nurses and doctors in the full or part-time employ of the federal governmethie Bgar 1930,
the first on-reserve nursing station was opened in Fisher River, Manitoba.
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By the 1950s, the federal department of National Health and Welfare was
operating a network of 33 nursing stations, 65 health centres, and 18 small
regional hospitals for registered Indians and Inditis undertaking was

motivated by the post-war spirit of humanitarianism that propelled the emerging
Canadian welfare state and by fear of the threat posed to Canadians by sky-high
rates of tuberculosis in Aboriginal communitigs.

By 1956 theDepartment of National Health and Welfarehad grown considerably with an
increase in staffing and a new $17 million budget allocation. In 1962 a new divisiah calle
Medical Services Branchwas established in this department with its primary mandate being
Indian and Inuit Health. Federal government allocations for Indian and Inuit heakased,

and by the end of the 1960s the budget was more than $28 million compared with $4 million in
the 1950s>* The newly emergent health system operated on the assumption that Aboriginal
peoples would welcome Western-style health care services, and for the rdstydid.

However, there were some serious problems:

Aboriginal people with serious illnesses were often sent, unaccompanied, to
distant medical facilities for treatment in strange and sometimes hostile
environments.

In their own communities, Aboriginal people were offered health care services
that had no foundation in local values, traditions or conditions. At worst, a few
were forced (or convinced) to suffer invasive medical procedures, including
sterilization.

Virtually all providers of health and social services were non-Aboriginal,
many with little interest in the cultural practices or values of their Aboriginal
clients. Encounters were often clouded by suspicion, misunderstanding,
resentment and racism.

Indigenous healing skills and knowledge of plant medicines and other
traditional treatments were devalued by medical personnel and hidden by
those who still practiced or even remembered them. Much knowledge was
eventually lost.

Aboriginal people learned that they were not in charge; non-Aboriginal people
learned that they were. This legacy has been difficult for both sides to put
behind them>®

1.8HEALTH SERVICES FOR THE METIS

Government supported health care services for the Métis of western Canadaettvery

slowly and in an ad-hoc and unpredictable fashion. This was no doubt due to the atypical status
of the Métis. Unlike the Indians and later the Inuit, the federal government n&nemdedged

or undertook any official responsibility for the Métis, and it thus fell largeiyre provinces to

render needed medical assistance. It appears that the western proviecesgugtant to do so

until the Métis began to experience widespread ill health and were seen as @ timee&uro-
Canadian population.

Since there is minimal historical health information on the Métis, we walireixe some salient
events that occurred in the early twentieth century in the province of Alberesponse to
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organized efforts by the Métis including petitions, a Royal Commission wadisked in 1934
to examine the problems of health, education and general welfare tfahéreed population
in the province. This commission came to be calledEtheng Commissionafter its chair. It
included a medical doctor, E.A. Braithwaite, who had played a key role in organizing publi
health services in Alberta. Evidence presented by the recently estaili§tisd\ssociation of
Alberta presented testimonials verifying serious levels of infectious diseasesifk doctors
and Indian agents in the Grouard area, where it was believed the worst health coexisteads
The reliability of these testimonies was challenged by the Allgestarnment in the person of
Harold Orr, a physician employed by tAlberta Department of Health. Earlier, Orr had
alerted his minister to the political implications of increased health expezglon the Métis.

When the Ewing Commission report was issued, it ran to only fifteen pages, and it dithagree
the Métis were experiencing serious health problems and identified a numbesibfepamasons.
They noted that many Métis lived far from any health professionals and lacked buthey
cover travel costs to consult them and to pay for medical services renderedngrdoetors

and nurses, who commonly visitekhdian reserves rarely came to these Métis communities.
The report also noted the poor sanitary conditions which characterized Metis muhtles Eck

of proper food (implying in fact that some Metis were, in effect, periodistdigving). However,

in the final analysis the commissioners wrdé@n the whole, the Commission is of the opinion
that while the health situation is serious, it is not, except as to the particular diseas¢ioned
[presumably tuberculosis and venereal diseases], more serious than among the wars.settl

Clearly, the Métis were once again victimized by their unclear leggisstThe Ewing
Commission did make it clear that any assistance provided to them was vereugfi of
“considerations of humanity and justitand not because the Métis held any special rights as an
Aboriginal people. The Commission did not want the Métis to become wards of the state.
However, itt did recommend that land be set aside for the Metis, parcels whechetegred to
then as'colonies” and today a%settlements,”where small hospitals could be constructed.
These colonies were established thereafter under the authorityMétiséopulation

Betterment Act of 1938he Métis living in these colonies were to be periodically provided with
the services of a traveling physician, with the anticipation that ultiynatesident physician
would be hired. It remains unclear whether or to what extent the Métis weredguaed to pay
for these services.

While the systematic treatment of tuberculosis among First Nation peomsearmas had begun
in western Canada until 1935, the Métis did not receive similar attention umntilatearily in
the 1940s, which coincided with the establishment of¢bknies.” Between 1934 and 1939,
Métis represented only 6.9 per cent of the patients discharged from gaberautosis
treatment facilities in the province, but this figure began to rise thereaftd by the outset of
the 1960s the Métis constituted nearly one quarter of the patient load. This obvioustgéndica
that a much higher proportion of their population was contracting tuberculosis, thanttieat of
mainstream. The prevalence of disease remained high among the Métis yoraaem) despite
these health programs. Again unlike the First Nations and later the Inuit, véineceoegular
programs of diagnosis and treatment, the Métis were subjected to only 'ifrregudaning.
Interestingly, a notable study issued in 1963 claimed that the Métis tubesaaleswas, by the
early 1960s, about half that of thieeaty Indians”. It was argued thatthe major determinants
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of Métis status, and hence contributing factors to tuberculosis incidence, are economig povert
and... not an aboriginal way of lifelt was recommended that the solution to the disease
problem lies if‘extending civilization northward and increasing Métis participation in it,”

hence promoting Métisndividual and group upward mobility”>°

1.9TRANSFER OF PUBLIC SECTOR HEALTH SERVICES TO ABORIGINAL CONTROL

Although federal appropriations for First Nations and Inuit health care had sagilic

increased since the mid twentieth century, both the scope of these services argl fundi
appropriations continued to be inadequate to meet the tasks at hand in the ensuing decades. It
was in the late 1970s when the federal government made overt political overteliesinate
uninsured health benefits (e.g. dental and vision care), and to transfer respyfiliiie
administration of First Nations and Inuit primary health care to the provincesraitaries. In
response to this unanticipated crisis Wa&tional Indian Brotherhood (NIB/AFN ) established
theNational Commission Inquiry on Indian Health (NCIH).

(To insert some historical background, in 1961Nad¢ional Indian Council was formed to
represent Treaty and Status peoples, the Non-status people and the Métist[theréui
excluded]. However, maintaining unity proved difficult and @wncil was dissolved in 1968.
The Status and Treaty aboriginal groups then formedtl#tienal Indian Brotherhood, while
the non-status and the Métis groups together formelNdkiee Council of Canada

TheNIB gained early legitimacy as one of its first actions was to successfullyeofigotederal
government’s 1969Vhite Papemwhich called for the assimilation of First Nations people
into mainstream of Canadian society and the dismantliljAND , the main federal
department administering thadian Act While retaining théNIB’s original legal name and
charter, in 1982 the public nameAdsembly of First Nations(AFN) was adopted and the
organization was reorganized to be more representative and accountable. ToABN the
continues as the national representative and advocacy organization of the 63atkirst N
communities across Canada.)

TheNIB’s Executive Council formally established thCIIH marking out its mandate, and
placing upon me the task of spearheading its overall development, organization andrgpérat
was given the additional responsibility of serving as its foun@imgirman,and John F.

Coombs was assigned to serve a€hgef Medical AdvisarHis services to thEommission
proved to be exemplary. Representatives serving o@ahamissioncame from all of the First
Nation provincial and territorial organizations across CanadaCohemissionconducted its
inquiry in the period of November 1978 to the end of 1980.

Based largely on the excellent work and political influence oNGHH , in the year 1979 the
federal government issued its new and histioritan Health Policy The policy acknowledged
that a simple enrichment and expansion of health services alone would not lead toigubstant
improvements in the health status of First Nations, and that spiritual healtimigatant as
physical health. The policy outlined the three primary pillarsainfmunity development, the
traditional relationship of the Indian people to the Federal Government, and the interrelated
Canadian health systémas together providing the means &nd the tragedy of Indian ill-health
in Canada’ With regard to these pillars it was affirmed thtte' first, and most significant, is
community development, both socio-economic development and cultural and spiritual
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development, to remove the conditions of poverty and apathy which prevent the members of the
community from achieving a state of physical, mental and social well-bdmiged, the

overarching goal of the new federal policy wasaoHhieve an increasing level of health in

Indian communities, generated and maintained by the Indian communities therhdélves

In the same year the government of Canada formally adopted th&Ba@&ta Declaration

This point is here noted because this landmark international declaration is in spact mesre
explicit than the 197®dian Health Policyin actually defining and acknowledging the bedrock
requisites of health.

PRINCIPLES OF ALMA ATA DECLARATION

i. Equitable Distribution - addressing the multiple root causes of ill health, #d
ensuring health resources are equitably distributed among all grodpacesss
geographic regions.

ii. Community Involvement ensuring that health decision-making is duly vested W
local communities.

iii. Multisectoral Approach- according practical recognition to the key influence |pn
health of environmental, nutritional, economic, and social factors, asasvakalth

~ services

W Appropriate Technology seeking socio-cultural acceptability and relevance of
technical health interventions.

(Source http://www.who.int/hpr/NPH/docs/declaration_almaata.pdf)

th

This historic universal declaration largely arose from the demands of DevgMjarld
representatives for a more fundamental and common-sense approach to heptédazated on
the axiom that multi-sectoral measures which are safe, simple, effecttaincostly hold
the answer to attaining sustainable and long term health improvement fapdpand
nations. (In the international context, this milestone agreement was

all too soon to be overshadowed and overwhelmed by a vastly
expanded policy emphasis on the part of western governments
[including Canada] in the promotion diVestern selective
mediciné, viz. a massively funded acceleration of and expansion
the employment of patented pharmaceuticals, and artificial
immunization as the primary answer to human health probléfns.)

Under the leadership of tidCIIH , theAdvisory Committee on
Indian and Inuit Health Consultation (headed by Justice Thomas
Berger) issued its 1980 report which detailed a consultative proc
for effecting a transfer of a health services to the control of First
Nation communities. Within a few years, in 1983 8pecial
Committee on Indian Self-Government(also know as the Penne|  Justice Thomas Berger
Report) added its voice to the demand for improvements in Aboriginal health carep®he r

22




stressed the need to take a more holistic approach to health care, incorpouitiagdta
approaches as well as biomedical, and a greater investment in ensuring prvevergasures.
Aboriginal witnesses stressed the need for flexible negotiations beERirsehations and
governments, and the need for an integrated model of health care services.

For First Nation communities the first faltering steps toward heatifices transfer began in the
year 1982 with the launching of t@®mmunity Health Demonstration Prograihis was a
short term program (1982-1985) designed to foster experimentation with differeris mbde
delivery and levels of health service control. First Nations were never iadottmat only those
who participated in the demonstration program would later on be allowed to transfier heal
services to local control. Finally in 1987 the government issued an explicisprogdiow
transfer could be actualized, however local communities found it to be unduly complivéited a
frustrating. In the fall of 1989 58 pre-transfer projects were underway, invé@diag
communities. The same year a national conference on health transfer brdedtdroarirst
Nation delegates for removal of some of the constraints built into the process.fBlY dfie
1990, eight transfer agreement had been signed, and some sixty-seventieinst \Were then
involved in pre-transfer planning’

By early 1996, 141 First Nations communities had assumed administrative resppiisibil
health care services, either individually or collectively through multirnanity agencies or
tribal associations, and a total of 237 First Nations communities were involved irttransfer
process. As the transfer process has evolved, the benefits have been notableciGdesbre
flexibility in the use of program funds, greater freedom to adapt servicesalonkeeds and
priorities, a lessening of paperwork in accounting to Health Canada, andex gezese of
ownership of services. But there have also been noted some disadvantages, too. Huksirawb
include the restricted nature of the programs and services that can actuedlysferred, the
brief time made available for pre-planning and community preparation for agspnoigram
responsibility, the cap on funds regardless of need levels, and the possible fdtere of
Canadian government to fulfill the fiduciary obligations that Aboriginal peoples dee.*°

One of the early First Nation communities to actualize health servicedaravas Montreal

Lake in Saskatchewan. An assessment of the changes, include the fact thahitpmmembers
have come to feel more secure about their health since better-qualified persem@wvellable on

a more regular basis. Emergencies that would have required evacuation to dhe oty more
likely to be handled at the community level. In some cases, such as emergainogritéor
coronary attacks, the availability of immediate medical service hasdoiieal. The educational
component of the centre has encouraged more people to attempt home management of minor
illnesses (especially management of children's illnesses by pamrdd)as led to a reduction in
after-hours calls at the nursing station. Some elders, who previously tended tdhavaidsing
station, have become more comfortable with the services provided at the centes parttly
because it allows them to use the Cree language. It thus appears thaintoalcoupled with
cultural and linguistic compatibility has been an essential ingredientpmbeb make the

health centre successféit.As with other transfers, extending from the early 1990s to the current
time, no substantive changes have occurred relative to how diseases are undeasfooskdii

and treated.
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Assembly of First NationsNational Chief Phil Fontaine affords a relatively recent summary of
the status of the health transfer process which has been occurring amamagions.

Nearly half of First Nation communities now control and deliver their own health
services under the Federal Health Transfer Policy. There are successful
community-based projects aimed at improving the integration of health services.
Provinces such as Manitoba, Ontario, Alberta and New Brunswick are reaching
out to include First Nations in establishing electronic health records and tele-
health networks to provide timely access to patient information and care...During
the historic Canada-Aboriginal Peoples Roundtable of April 19, 2004... | stated
that our vision for improved health revolves around a First Nations controlled
and sustainable health system that builds effective capacity and asserts First
Nations jurisdiction in health, aligned with a holistic and culturally appropriate
approach... The role of research in further informing First Nations’ united efforts
to improve the health and well-being of our peoples cannot be underestifiated

1.10INTERMINABLE ABORIGINAL COMMUNITY |INFRASTRUCTURAL DEFICIENCIES

Although throughout the J0century there have been gradual socio-economic improvements in
virtually Aboriginal communities in Canada leading to improved living conditionsj@point

in the first decade of the 2tentury there still remain significant infrastructural deficienane
many Aboriginal communities. These deficiencies clearly contribute tacncamg unacceptable
health levels. As of 2005, across Canada in First Nation commuh#resis a housing shortage

of between 20,000 and 35,000 units. The shortfall is growing by an estimated 2,200 units a year.
The limited supply of housing leads“vercrowded conditions. [that]
affects the health and well-being of Aboriginal people living on-reserve.
New Federal commitments over the next five years, combined with
Canada Mortgage and Housing Corporation(CMHC) will fall short

of even keeping up with the estimated new unit requirements. In
Canada’s North, 16.8 percent of Inuit households wevertrowded

and in core housing need compared with 1.9 percent for non-Aborigin
households. The Inuit population’s young average age and high birth
rate mean numbers of families and households are growing rapidly, ---- a,gf'
putting increasing pressure on the current housing stéék.

The annuaReport of the Commissioner of the Environment and Sustainable Develdpment
Parliament (2005) found that when it comes to potable water, First Nation commdaities
have the same level of protection as does the rest of Canada. Federal ass@sd9@ht
indicated that about 25% of all First Nations' water systems wehéght fisK’ to contamination
and pose atigh risk to human health. An more recent assessment in 2003 found that almost
30% of systems were at high risk, indicating that the situation is worsenirrgn@yrmore than
100 First Nations communities are undeoif water’ advisories. The report notes that the
problems in the current system range from the lack of technical capatitsaanng in First
Nations communities to absent or poorly maintained infrastructure systems. thee of
underlying problems is the lack of any federal laws or regulatory fxamnketo ensure the
provision of safe drinking water. The question that we must ask is what should be the real
priorities for public sector investment, which will with effectiveness eoc@dine lives and health
of Aboriginal peoples®
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1.11SUMMARIZATION

The movement towards self-determination in health care has grown out of the brogidaf pol
moves toward self-determination and self-government, in which all aspects ofjianblife are
being defined and the rights‘toontrol” asserted. Another factor has been the recognition that
the health of Aboriginal peoples is far worse than that of other Canadians, andjtrat m
changes in the health care delivery system are required. At the outset of 2066nEtiile
echoed the earlier quoted observation of his predecessorAsthebut went into more detail as
to the health conditions which prevail among first nations peoples in Canada.

Our people die five to eight years earlier than the average Canadian. Our infant
mortality rate is double the Canadian average... We experience a burden of
infectious disease, with eight times the rate of tuberculosis and six times the rate
of HIV infection. The First Nations health gap continues throughout the spectrum
of diseases, with three to five times the diabetes, twice the cancer, and fsve time
the unintentional injury rates compared to the average Canadian. This
underscores our case that more investment is required immediately -

investment which focuses both on health promotion and on primary éare...

Interestingly, south of Canada’s border we find a similar situation in whidd.ghendian
Health Servicehealth care outcomes are graphically described by an evaluation group:

Despite the creation of an independent public health system and more than $3
billion in funds appropriated by Congress each year to deliver health care
services for Native Americans, a wide range of public health status indicators
demonstrate that Native Americans continue to suffer disproportionately from a
variety of illnesses and diseases... Today, Native Americans continue to
experience significant rates of diabetes, mental health disorders, cardiovascular
disease, pneumonia, influenza, and injuries. Specifically, Native Americans are
770 percent more likely to die from alcoholism, 650 percent more likely to die
from tuberculosis, 420 percent more likely to die from diabetes, 280 percent more
likely to die from accidents, and 52 percent more likely to die from pneumonia or
influenza than the rest of the United States, including white and minority
populations...

Native Americans rate their health as fair or poor at a rate significantly higher
than all other racial/ethnic groups... Consequently, not only is reduced health
status a burden to Native Americans, but a cumulative drain on the entire Native
American existence. Poor health inhibits the economic, educational, and social
development of Native Americans and establishes an inescapable cycle of
disparity.®®

Whether in Canada or the U.S. the first peoples of North America require more tthaalme
intervention, or even the control of health services to radically improve thein ls&atiis. The
authors of Aboriginal health in Canaftaely acknowledge this fact.

There can be no significant improvement in health unless the broader socio-
economic and political issues are addressed... improving health care, by no
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matter what method, can lead to only marginal changes in the health status of
these peoples.... So, when Aboriginal peoples gain control of the health care
system, do their efforts produce a noticeable improvement in health status, or are
their efforts frustrated by problems within the larger socio-economic worldrwithi
which they live ®’

As the 28" century drew to its close and the new millennium commenced it was seen by all
parties that the process of self-determination in health care is assiibby@rocess as it is

linked to the broader struggle for social and political self-determinatiorbbyidinal peoples.

In this new historical process, the evidence to date suggests that some nrajes @ra

occurring. Nevertheless, there still remain some obvious problems. The deabtbriginal

health professionals has led to a continuing reliance on non-Aboriginal people, and with the ne
Aboriginal Health Human Resourdgatiative (launched in 2005, with a $100 million funding
commitment over five years.) it is expected that this will be on a temporsisy Banding
continues to be a perennial problem since in virtually all programs there renzainiéil

shortfalls, and funding seems to be becoming more difficult just as progressjisraele.

“With local control, Aboriginal groups seem to be willing to keep the best of biomedicine and
complement it with more traditional programaNhether there is any significant change in heath
status is another question, one which the lack of data makes it presently imposaitoleess’®

TheRoyal Commission on Aboriginal Peop(@&CAP) issued this statement in Vol. 3 Section
3.3.1 of its 1996 report Gathering Strength

Aboriginal, federal, provincial and territorial governments, in developing policy

to support health, acknowledge the common understanding of the determinants of
health found in Aboriginal traditions and health sciences and endorse the
fundamental importance of:

holism, that is, attention to whole persons in their total environment;

equity, that is, equitable access to the means of achieving health and
rough equality of outcomes in health status;

control by Aboriginal people of the lifestyle choices, institutional
services and environmental conditions that support health; and

diversity, that is, accommodation of the cultures and histories of
First Nations, Inuit, and Métis people that make them distinctive
within Canadian society and that distinguish them from one another.

The issue here seems to revolve around the decisive question of what are the actoelahds
that will maintain health (prevention) and effectually restore healthtiitent) on an holistic
basis. Is it medical services, or alternatively basic multi-sactactors such as an unpolluted
natural environment, potable water, whole foods free of chemical contaminatioryegositi
psychological and spiritual attitudes stemming from having hope and a high purpose rhkf
guestion of preventive and treatment determinants will be afforded camefitieration in
Section Il of this document.
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SECTION Il. SCIENTIFIC PERSPECTIVES

2.1VITAL |SSUESREQUIRING RECONSIDERATION

The historically unprecedented Blueprint on Aboriginal Health - A 10-Year finanative Plan
prepared for the November, 2005 meeting of First Ministers and leadersooiah&tboriginal
organizations, represents a very ambitious and conciliatory set of prinaiples averall
framework for addressing the health needs of Aboriginal peoples for nreany/ tp come.
However, it bears noting that the very best of intentions, masterfully ddssgnetures and
programs, a vast workforce, and unrestrained funding will do nothing to reverse beakht
conditions, unless a correct perspective on and understanding of health and diseisa sausa
embedded in all that is planned and done.

As a first step we must consider why previous and ongoing strenuous public sectet@ffor
remedy the low health levels among the first peoples of Canada have falkrsisort of their
goals. What are the real keys to attaining soundness and integrity of life ah@ Aealhealth
and disease the fruits of capricious and inevitable chance, i.e. mere accidat#? &f the
unimpaired wholeness and balance that the term “health” implies simply trexjoense of
human beings interacting intelligently and lawfully with the laws ofdseembedded in the
natural world, and adhering to time-honored social, and spiritual life values? Thesheand ot
important questions will be duly examined as we delve further into and apply vahtifsz
perspectives on the early and more recent history of the health of Canada¢gn@bpeoples.
Also due consideration will be given as to whether better alternatives exist.

2.2\WHY ABORIGINAL PEOPLES EXPERIENCED OUTSTANDING HEALTH

The relative absence of disease, whether of an infectious or degeneratreecanabng Canada’s
first peoples in the pre and early-contact period has already been well adedrimeSection I.
This has afforded us with a broad overview of the underpinning historical, social anddaiolog
factors determining Aboriginal health levels, with a particular focus on thectropautrition
patterns. It would be instructive at this point to provide a cross-sampling of someraddit
important research which explains more fully why Canada’s Aboriginal pebtorically
evinced high natural immunity, general health, and long life. Indeed, both the histecmal

and modern-day corroborative research amply testify to the fact that tedwygprinciples for
preventing and reversing the full range of both infectious and degeneratiasedigacluding
those deemed “incurable” by Western selective medicine), and as welctakediseases.

In this world, natural laws have been established to govern all of its animate anubiteani
forces and functionality, with intelligent human life being subject as waeiltal bio-physical,
social, and spiritual laws. All of these Creator ordained principles, whelegr saparately or
together are indeed sacred as they ensure life, wellness, and happiness througheatidhe
Well informed observation points to disconnection from nature and its laws, the waning of
spiritual values, scholastic and media promulgated misinformation, coupled withngiastries
placing monetary profits at a higher premium than the life and health of peoptsstisuting

the fountain-head of what is now widespread disease in both dominant and Aboriginalssocietie
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The physical reality is that today we as individuals are engulfed in d wbdre we are not only
surrounded and induced by the obvious evils of multiple types and brands of illicit drugs, and
legal drugs such as alcohol, nicotine, and caffeine, etc., but even our basic food suppiy has be
severely corrupted. Daily our palates are being tempted and tickled by iesltygbical fast

foods such as meats and vegetables deep-fried in hydrogenated fats, withsstrdatat by
heating liquid oil up to 400 degrees centigrade over several hours, and pressuring hydrogen
atoms into the oil, usually in the presence of a catalyst such as nickel or plafimeinesult is a

no longer actually &at” but rather an unnatural plastic substance that the human body cannot
properly assimilate and metabolize, wreaking havoc with the system. Theals@the artificial
chemical filler based milkshakes, the 50 gallon drum coal tar derigathtd sauces for use on
refined flour pizzas; and chemical laden refined sugar rich soft drinks,valiclh are actually
artificially fabricated toxoids that cumulatively weaken and prembtaiecay our finely tuned

70 trillion cell body-mind complex. Furthermore, from the bottom to the very top of our food
supply we inescapably imbibe deadly pesticides derived from poisons such as phosgene whi
caused almost all poison gas deaths in World War 1, and Zyklon-B which the Nazis udled to ki
millions of innocents at Auschwitz, Dachau and other concentration camps. Indd@dhtize
palliative and costly social and physical disease treatment industrieserboue. medical,
addiction, correctional and sociagkervices” represent continuing grim testaments to widespread
and chronic breakdowns which are tearing apart the very fabric of modethswsoréties.

2.2.10ptimum Nutrient Intake

We've already noted that when living on traditional foods the Aboriginal people of &anad
enjoyed a level of mineral and vitamin intake far exceeding
that of modern RDAs/RDIs, and were generally free of both
infectious and degenerative diseases. Modern research has
documented that even sub-clinical levelSro&lnutrition

and deficiencies of vitamins, minerals and trace elements”
are linked to th&impairment of immune response$® and

a broad range of diseases such as various cancers,
osteoporosis, high blood pressure, diabetes, infertility. It
follows that the adequate and regular provision of the full
complement of such minerals and vitamins by restricting
one’s diet td'whole foods” will effectually prevent the
selfsame disease condition$.

19" Century British Columbia

2.2.2Low Stress

Canada'’s first peoples enjoyed a life close to nature and they ggreidirienced
comparatively low levels of stress in contrast with modern urban and semi-urbbersiw
Science has found that stressful conditions can profoundly suppress the body’s maturss i
responses of blood and splenic lymphocytes, including protective killer cell actidityhe
production of beneficial interleukin-2 (IL-2) and interferon, and IL-2 receptor ssjme " The
body’s production of interferon is known to arrest the reproduction of pathogenic vindes, a
vital in reversing many forms of viral infection including hepatitis, chicken perpes simplex
and zoster, eté” Excessive stress adversely affects the onset, treatment or recovepér
following diseases and conditions: cardiovascular diseases; cancer; ibep@asgina pectoris;
diabetes mellitus; tuberculosis; rheumatoid arthritis; hypertensionsubed AIDS."?
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2.2.3Much Outdoor Exercise

The traditional lifestyle of Aboriginal peoples — whether hunter gatherer icukligralist - was

one that entailed significant outdoor physical activity for men, women, and childieienEe
suggests that addition to increasing physical endurance, physical exehasees protective
killer cell function and elevates natural interferon, serum leukocyte, anceukeril levels.
(Interleukin-1 enhances both B and T lymphocyte activity, and is thus involved in the body’s
initial protective response to all forms of infection and inflammatiéhA study involving 656
men found that a program of regular and vigorous exercise led to an average medustion

in blood pressure levels by 15 percent. Also exercise was found to aid in the control tefsdiabe
reducing the amount of insulin required. It also

is extremely effective in effecting stress
reduction.” Regular physical exercise
provides a wide range of additional benefits
which include: an increase in beneficial :
cholesterol (HDL) levels; maintenance of or ali§s
increase in bone mineral density; the i
prevention of obesity; a decrease in the risk of
certain cancers; improvements in the symptoms
of Alzheimer’s, and help in preventing or '
controlling fibromyalgia, osteoarthritis,
depression, and anxiety.

et oo =

Lake of the Woods (date unknown) ===

2.2.4Sufficient Sleep (Rest)

In traditional Aboriginal societies one retired not long after the sunset andaatbsebreaking

of the dawn, thus ensuring a long nights sleep in the dark. This
corresponded with the body’s natural circadian rhythms and
maximized melatonin production. Even brief periods of sleep
deprivation (as little as 7 hours) have been linked to dramatic
decreases in the body’s basic immune system responses, thus
adequate sleep is considered vital in prevention of the dis€ase.
The broader impacts of sleep deficiency include: mood shifts, e.qg.
depression, and increased irritability, stress, anxiety, and the loss
of coping skills. It is also linked to weight gain; feelings of
lethargy; lessened creativity and productivity; reduction in motor
skills and coordination; and a lessening of ability to: perceive,
concentrate and remember, handle complex tasks, think logically
and critically, learn, and make decisions. Finally, there is also a
reduction in both vocabulary and communication skills, with less
interest in socializing with other&
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Ojibwa Infant in Cradleboard

2.2.5Abundant Sunlight

Bodily exposure to ultraviolet rays as found in natural sunlight, significamnéggthens the
overall immune system. For example, it increases the number of lymphocytesdestimostly
gamma globulins), and lymphocyte produced interferon. As well, the effectivenesstadphils
in engulfing pathogenic bacteria can be at least douBfe@ther observations follow.
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A 12 year study of male college students revealed that only 10 minutes otftioradieh
ultra violet light, up to 3 times weekly during the winter months, reduced colds by up to
40.3 percent®® Under similar treatment during the winter months, there was observed a
greatly increased resistance to a range of infectious diseasesiarRsehool childrerf*

The current medical concept seeks to portray a sun that is destructive to hurtign.&eal
responsible for accelerating the aging of the skin, and the prime causetorebihind the

now endemic onset of skin cancers. However, extensively documented research on the
health effects of both sunlight and nutrition clearly point to the factitimathighly refined

western diet plays the leading role, both in the aging process and in the development of skin
cancer.” % Contrary to popular belief, a seminal 200&tional Cancer Institute study

shows that atfigh frequency of sun bathihgp actually

associated with 30% to 40% reduced risk of skin cafiter.

Dramatic results have been achieved and documented in the
treatment and reversal of a variety of diseases with sunlight
(this treatment is termed heliotherapy), including blood
poisoning, childbirth infections, peritonitis, viral pneumonia,
and mumps®*

Directly researched beneficial effects of sunlight include a:

lowering of elevated blood pressure; decrease in cholesterol in

the blood stream; normalization of blood sugar levels in both diabetic and hypoglycemi
conditions; increase in endurance by enhancing the blood’s delivery of oxygen to the
tissues and the lessening of lactic acid in the tissues; decrease mhmestinand

respiratory rates thus enhancing longevity; increase in the efficiencg bétrt (in one

study the output of blood from the heart increased by 39 percent, and lasted five gssix da
due to one ultraviolet exposure); and increase in natural immunity to various cdncers.

2.2.6Freedom from Alcohol

In the pre-contact Americas alcohol was both unknown and unused by its inhabitants. Qver time
the trading of furs and other goods for alcohol led to widespread addiction. The usEhof al
accompanied and exacerbated the newly emerging diseases, and in itsed bedaespread
scourge resulting in the premature loss of unnumbered lives. In short, it furttiprtpted the
socio-economic and cultural devastation of Aboriginal societies. When imbibed, alcohol
functions as anifhmunosuppressive drug with far reaching consequeneeg’ it significantly
impairs the body’s inherent defense system against pathogenic bacteria, asdlpd¥ects
cell-mediated natural immunity, thereby increasing risks for virakindns, tuberculosis, and
neoplasia (tumor formation§° Alcohol inhibits the normal function of protective B
lymphocytes, with as little as 3 ounces (2 drinks) reducing antibody production to 1/3 normal
amounts.®’

It has been documented that there is increased susceptibility to HIV&ines commonly

linked to AIDS) rapid growth when even moderate intake levels (e.g. 4 beeryaargwgh

such immune suppression lasting 3-7 hours with T cells producing less interleukin-2, and T-
suppresser cells producing less of the soluble immune response suppressiof} fachking
parents can precipitate fetal alcohol syndrome during the conception and gesttteoardiorn.
Babies born with FAS tend to weigh less and be shorter than normal. They commonly suffe
from: smaller heads; deformed facial features; abnormal joints and [imdascoordination;
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problems with learning; and short term memories.
Later in life, victims often experience mental health
problems, disrupted school experience, inapt sexual
behavior, trouble with the law, alcohol and drug
problems, difficulty caring for themselves and/or their
children, and homelessne8¥Ref.90contains
information on a micronutrient intervention that is
reported to have effectively reversed mental retardatio
in a number of FAS damaged Aboriginal children.)

It has been experimentally demonstrated that when
animals are fed a highly refined diet deficient in
minerals and vitamins, particularly the B complex, therg:
is a created and sustained craving for alcatiol.
Experimentation dtoma Linda University School of Public Healthdemonstrated that when
small mammals were fed the standard refined American diet (includinggodk,fand
caffeinated beverages) and given a choice between water and alcohaltreably preferred
the alcohol. However, when the diet was changed to human plant-derived whole foods, the
animals switched their preference to water.

True recovery from alcohol and/or drug addiction should be understdatisisence without
cravings and engagement in productive activitiesctording to large scale studies, the average
treatment program obtains on average only a 25 percent abstinence rate ovéolbyeag
completion of treatment. The typical person entering a recovery programeisg for the third
time, is using multiple substances, and has other health and social pradigmseatment

failure rates have caused some experts to conclude that addiction is an inceesde. di
However, such low success rates more likely reflect the fact current appsdaaehabilitation
are either seriously flawed or incomplete.

An extensive search covering over 50 years of published literature provides
consistent evidence that vitamin, mineral and amino acid therapy in drug
withdrawal and rehabilitation can reduce withdrawal symptoms, increase
treatment retention, improve psychological status, contribute to higher abstinence
rates and improve quality of life. The typical program that includes a nutrient
component has a social-educational focus and some are entirely drug free.
Published outcome studies of programs that include nutrient therapy report 55-
81% long term sobriety rates... Nutrient therapy should receive much more
research attention given the safety, cost-effectiveness and higher outcomes in
those studies that have been publisfiéd.

In one human trial, a standard hospital diet was compared with a healthier dietirwehided
fresh fruit and the germ of wheat (which is lost in processed flour), and exchidedlia,
caffeinated coffee, dairy products, and junk foods. After six months, 38% of those on the
standard hospital diet remained sober, whereas 81% of those eating the improvedadtieidre
sober. Other trials have demonstrated that restricting refined sugarasingreomplex
(unrefined) carbohydrates, and eliminating caffeine reduces the craviagdbpl.*®
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TheHealth Recovery Center based in Minneapolis, Minnesota employs an outpatient program
with an advanced approach to alcohol addictions recovery, based on inter alia theiefiroina
refined sugars and all highly processed foods, adoption of organic whole foods and high-level
vitamin-mineral supplementation. It has realized outstanding success (bdtarghtumg term)

in its recovery program. One hundred alcoholic clients, chosen at random, weredalipw

three and a half (3 %2) years after completing the seven week progranchrdes85% were

free of anxiety, 94% claimed no sleep problems, 98% claimed no shakiness, 96% eviEomfre
dizziness, and 95% were subjectively depression-free. Furthermore, anth@téinterview

92% were abstinent from alcohol, 85% of whom had remained continually abstinent since
treatment. Some three years later, 95 of the original 100 subjects wereweer and 74%

(1987 Mathews-Larson stuplyad remained abstinefi.SeeFIGURE | below for comparison

with standard treatment results.
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2.2.7No Habitual Tobacco Use

In Aboriginal societies the ceremonial use of the pipe was employed bscafsel leaders on
special or rare occasions. The health effects of this were clearlgibkglOn the other hand,

the commercialization of tobacco products has led to the habitual smoking oftegjarigiars

and pipes in the modern world. The smoking habit, in addition to being linked to significantly
greater lung cancer and emphysema, has also been shown to weaken thertioeyisst
defense system against pathogenic bacteria and viruses, including the impafrmacrophage
function.®® Smoking is not only linked to cancer of the lung, and throat but also to a surprising
variety of other cancers including cancer of the: stomach; liver; colon; pankigeey; bladder;
cervix; and skin. Smoking is a major risk factor for atherosclerotic pedapaeerial disease,
increasing the risk ten times or more. In fact, it is estimated to be theplioause in 30% to
40% of all coronary heart disease deaths. Babies whose mothers smoked during p&gshanc
after, are three times more likely to be victims of sudden infant death syndrtid® {San

babies of nonsmokers.

2.2.8FASTING

The practice of fasting has existed as a traditional practice in wralblhdigenous cultures as a
means of attaining physiological, mental and spiritual healing. It wdy fik& adopted through
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observation of the animal kingdom where fasting is instinctively resorted tprasary means

of recovery in times of injury, sickness, or great stress. It is impdhantve distinguish the
difference between fasting and starving. Starving is the harmful cddolbd denied when the
human system urgently requires sustenance, whereas therapeutic fakgngtisntional
abstinence from food by an impaired system that is non-desirous of sustenancstadiil re
cleansed, and ready for the labors of digestion and assimilation. Although festisigs as a
largely neglected and little understood practice today, it was in fact eadbdaer the millennia

by Aboriginal peoples as a primary and highly effective means of preventioe@nery from
virtually all forms of diseasé.ABLE | below provides a highly condensed summarization of the
multiple physiological and mental benefits of therapeutic and regenerasivegt

TABLE |. PSYCHO-PHYSIOLOGICAL EFFECTS OFFASTING

It affords the vital organs a complete rest.
It empties the digestive tract and disposes of putrefactive bacteria.

It affords the organs of elimination an opportunity to catch up with their work and
promotes elimination.

V"It re-establishes normal physiological chemistry and normal satset
V. . .
It promotes the breaking down and absorption of abnormal growths, exudates,
_effusions, deposits, arfdiseased” tissues.
Y It restores a youthful condition of the cells and tissues and rejuvenatesithe ent
. body-mind complex.
VII. : : . .
It permits the conservation and re-canalization of energy.

viii. |, . . . - —
_Itincreases the powers of digestion, and enhances the ability to assimileetsiut
It clears and strengthens the mental powers, and increases acuity we ttenies;

It enhances all of the integral functions of the body-mind comb?gx.

In the clinical practice of James McEachen of Escondido California, a cerefutl was kept of
the impact of therapeutic fasting on over 715 of his patients. This record included a wide
diversity of serious diseases, many of which were degenefatoteable” conditions such as
arthritis, heart disease, ulcerative colitis, multiple sclerosis, amzkcalhe results were very

impressive with 654 (88.4 percent) either fully recovered, or notably imprc}\%d.

Other practitioners such as William Esser reports that despite thedaontaverage only 20
percent of his thousands of previous patients at his centre in the southeastern U.& twas abl
stay and fast as long as recommended, a partial survey sample found thataheomplete
recoveries (averaging all cases treated) was just over 70 percent. Maeysease conditions
treated were of a very serious and intractable nature, including Parkinseasejispilepsy,
arthritis, and canceitn an interview that | conducted with him while serving with KB /AFN,
he stated that his prospective patient waiting list was backed up by about 18 fénths.
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TABLE Il delineates the efficacy of therapeutic fasting on 443 casesRawimg Health

Manor at Hyde Park, New York. Clinic Director Robert Gross explained that a number of the
patients reflected in this data were unable to remain long enough to undertakerapasodic
fasts of sufficient length. This was considered a key reason why a numbseskdher fell

short of total recovery, or did not measurably respond. Even so taken overall, their fasting
therapeutic program demonstrated a recovery rate of 71.2 percent, a partietyeate of 24.2
percent, and a failure rate of 4.6 percéft.

TABLE |l. CLINICAL RESULTS OFTHERAPEUTICFASTING
PAWLING HEALTH MANOR

DIAGNOSED NUMBER OF CASES | NUMBER OF CASES | NUMBER OF CASES
DISEASE TREATED BY FULLY RECOVERED NO M EASURABLE
CONDITION FASTING RESPONSE

High Blood Pressure
Arthritis
Hepatitis

Goiter

Heart Disease
Mental Disorders
Bronchitis

Colitis

Hay Fever
Pyorrhea
Asthma

Ulcers

Diabetes

Kidney Disease
Gallstones
Anemia
Gonorrhea
Poliomyelitis
Appendicitis
Epilepsy
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2.3ADVERSE IMPACTS ON HEALTH OF M ODERN CIVILIZATION

As pointed out in the earlier historical overview, the excessive consumption of higbésped
foods with its high intake of processed sugars, refined carbohydrates and fag¢emas
immensely damaging to the health of Canada’s first peoples. T.L. Cleavaex frgeon-
captain in thdRoyal Navyand Director of Medical Research at thstitute of Naval Medicine
coined the termsaccharine diseasdor the multiple diseases stemming from the over-
consumption of refined foods, deficient in vitamins, minerals, fiber and quality prof€ies
term “saccharine”, with an e means “related to sugar”, the suffix is pronoukedtdiriver
Rhine, which distinguishes it from the word saccharin which is used for a commonisynthet
chemical sweetener.) After long years of research, including trialremdire medical practice,
he devised the following classifications of specific nutrition related sdosearied
degenerative disease conditions.

|. Conditions due to the removal of fiber in foods

a. Simple constipation (intestinal stasis), with its complications of venous
ailments (varicose veins, deep venous thrombosis, haemorrhoids, and varicocele),
diverticular disease, and to a degree, cancer of the colon.

b. Dental caries (in conjunction with the taking of refined sugars) and periodontal
disease.

Il. Conditions due to the over-consumption of refined foods

Diabetes, Obesity, and Coronary thrombosis

PrimaryE. coliinfections and gall-stones

Il. Conditions due to the loss of quality protein in refined foods

Peptic ulceratiom->*

He refers to these varied manifestations of degeneration as:

...parts of a single master-disease, mostly erupting within the past 100 years,
particularly such conditions as colonic stasis (with its diverticular and venous
complications) and extending through the Escherichia coli infections, peptic ulcer
and diabetes right up to the dreaded coronary thrombosis, what have the
thousands of highly academic papers published on these conditions so far
achieved? They have produced miraculous surgical and pharmacological
antidotes to the ravages produced by these conditions on the human body, but the
conditions have not been stopped from occurring; on the contrary they are
commoner now than they ever were, and most of them are still getting commoner.
Nor have members of our own profession (medicine) been in any way absent from
the sufferers in this remorseless advance. May not the author therefore plead,
with all humility, that there may be room for a different type of work, embodying

a much greater reverence for Nature herséff?

It is estimated that today approximately 75% of foods eaten dsynNAmericans are either
highly processed or fabricated. Although literally billions of dsllhave been invested by
western world governments in studying the degenerative dis¢asdact remains that the major
historical shift from whole to highly processed foods and its cumaalaffect on health and
disease are not being studied at the present time in any substantive way.
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The oral cavity has long been recognized as a good baromege
of an individual's underlying nutritional and overall health
status. The most obvious measure of the dental health prob
is its sheer magnitude. It was estimated, for example, that b
the year 1960 the then 180,000,000 people in the United Stz
had accumulated at least 700,000,000 unfilled cavities. Vari
diseases found in the supporting bone and gingival tissues |
age 50 were extant in at least 50% of the population, and b
65 in virtually 100 %2°° It has been conservatively estimated
that up to 75 % of North Americans have distinct irregulariti
in the development of the dental arches and facial form, yet
1930 study where 1,276 Inca skulls were systematically
examined failed to find a single instance of deformity in the
dental arches. It was concluded that this was the result of a system qfusimg nutrition in
the very early part of the formative period, which is very closely in accordnaiure's
fundamental laws of reproductiotf’

Disease in western society has been progressively manifestifigumseig children and youth.

By the mid-twentieth century, close to 60% of college-age youth were estindtedlinically

ill. Notably, a screening survey of entrants to college and university in 1956 found twaless

589 diseases or physiological abnormalities per 1,000 students adfftteis. not appropriate

or accurate to explain the absence of historic references to diseayaytisat primitive

people just never lived long enough to reach the age at which such diseases attgck. Toda
teenagers are falling prey to many disordeBsabies have tooth decay. The degenerative disease
cancer is the chief cause of death from disease among childfén

2.4A WORLDWIDE PHENOMENON OF PROGRESSIVE DEGENERATION

Beginning in the early 1930's Weston Price D.D.S. undertook a 9 year epic journeggoveri
more than 150,000 miles worldwide in which were recorded the physical, social and

psychological conditions of "primitives” living (to varying
degrees) in relative isolation and in their traditional manne
Comparisons were made between these and other groups PL]
the same ethnicity living nearby who had adopted more ut tI
“civilized” costumes and the typical highly processed food
of modern civilization. This unique and monumental study|
could never be replicated today.

“An absolutely basic book on nutrition and disease prey
(oday as when first published, decades abead of its fime.”

—Jol
[ ]

6th Edition

His research included Aboriginal peoples living in the Yuk e ———
Territory, British Columbia, Manitoba, and Ontario. His i T e A
reports and photographs serve as testimony to the former
superb state of Aboriginal health, and the sorry state to w
it has since declined. Price had ample opportunity to obse
at first hand the sad wreckage produced by the introductig
of commercial foods into traditional life. His research
produced hundreds of photographs of differing groups raig
on either natural diets, or diets of refined flour, sugars, and

uuuuu
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other processed foods. The evidence is very clear. Whether indigenous North America
Australian aboriginal, East African native, or Pacific islander whereaditional lifestyles and
dietary patterns were followed there was evidence of superb physical degetppndecayed
teeth, absence of physical disease, and markedly less mental and sociel Hiseaser, it
required only one generation living on the processed fare of civilization and both infeatious a
degenerative diseases became prevalent, and dental decay became pandemicsaleather
symptom of this tragic change was a marked increase in women experiemamg ¢ frequent
complications during pregnancy, labour, and childbirth. There were also maj@siacre
congenital anomalies, and facial deformities (narrowed arches crowdiregetheand a
narrowing of both the chin and nostrils). He also documented that these deforauittes ¢
actually be totally absent or come to appear with different children of nhe garents, by
correlating changes in their parent’s dietary pattern. Furthermevasitdtemonstrated that this
disturbed heredity and quality of life is to a great degree reversibleiimpkeseturn to
traditional diets™*

In speaking of his visit to a very remote region
Yukon Territory, Canada close to the Pelly Mountains of Canada’s southern
Yukon Territory Price observed:

The condition of the teeth, and the shape of
the dental arches and the facial form, were
superb. Indeed, in several groups examined
not a single tooth was found that had ever
been attacked by tooth decay. In an
examination of eighty-seven individuals
having 2,464 teeth only four teeth were
found that had ever been attacked by dental
caries. This is equivalent to 0.16 per cent.
As we came back to civilization and
studied, successively, different groups with
increasing amounts of contact with modern
civilization, we found dental caries
increased progressively, reaching 25.5 per
cent of all of the teeth examined at
Telegraph Creek, the point of contact with the white man's foods. As we came
down the Stikine River... the dental caries problem increased to 40 per cent of all
of the teeth...

Careful inquiry regarding the presence of arthritis was made in the more isolated
groups. We neither saw nor heard of a case in the isolated groups. However, at
the point of contact with the foods of modern civilization many cases were found
including ten bed-ridden cripples in a series of about twenty Indian homes. Some
other afflictions made their appearance here, particularly tuberculosis which was
taking a very severe toll of the children who had been born at this céfiter.

37




Yukon Territory & Alaska Aboriginals — Nutrition & PhyS|caI Degeneration, Photos pp. 79, 81, & 67 Remmvely

All the foods of these nature based societies grew in unpolluted environmentsdrecadl

chemical fertilization, and neuro-toxic pesticides. These peoples ate no camnedessed

foods and used no alcohol, coffee, tea, pastries, candies, sugared drinks, or colas. A#ole rac
have been damaged and in some cases wiped out after introduction of the highly devitalized die
called 'tivilized" Among the native Hawaiians who maintained their traditional diet, dental

caries were only 0.02 %. In contrast, when they adopted the foods of modern commasce, dec
levels increased up to 80%Many were suffering from degenerative diseases. The effects of
Western civilization's diet of death on other races is more rapid a
therefore more apparent than what we are doing to ourselves. B
the white man is eating his way out of existence. He is committin
slow suicide on a racial scale**?

A study covering the period of 1968-7 found that New Zealand
Maoris comparedo their Polynesian counterparts who live in the
remote islands of the Pacific, appeared more inclined to suffer
infections, rheumatic fever, and tuberculosis. They also seemed .
considerably more prone to develop hypertension, heart disease; and
diabetes, afflictions which are virtually foreign to more traditional ™
living islanders. Despite material improvements, as measured b
European standards, Maori women between 35 and 55 years in
in New Zealand, suffered from hypertension and coronary heart
disease four to five times as frequently as did their female ethnicg
cousins of the same age group who maintained their traditional
lifestyles on the atolls of the Central Pacifi¢

2.4.1Key Nutrient Intake of Canada’s First Peoples
Using field data from Price’s research in highly remote regions of
Northwestern Canada and Alaska Ereures 11, Il andIlV o .
the next page compare some key nutrient intakes of Canada s fir Pacific Island PO'yneslanS
peoples when still living on their traditional foods, in contrast tdRbeommended Dietary
Allowance(RDA). *** The high nutrient levels of these peoples ensured that they enjoyed
outstanding levels of natural immunity to tooth decay and a general freedom fyenedsive
disease processes. Similar high mineral and vitamin intake levels weexhilsited by remote
Polynesians, Melanesians, pastoral and agriculturist Africans, and Soutlt@dmiedians who
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were still living on their traditional diets. The historical health recordlaffahese peoples, and
the comparative figures as illustrated in these tables strongly sulggiestodern dietary

standards fall far below what they would be if they were based on whole food dretsl diemm
non-soil depleted natural environments.

. . FIGURE II.
Major Minerals
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2.4.2North American Degenerative Disease Levels

Disease levels and patterns in North America have been compared with thase Africa.

The vast majority of chronic and degenerative diseases pandemic in Nortica@\arer it is

contended, genuinely preventable. The most frequent adult emergency operatiah in Nor

America is appendicitis. In Africa, a physician after 20 years of Afrecan practice had yet to

see his first case of appendicitis. Cancer of the large bowel, the secondeapashfrcancer in

North America, is always rare among traditionally living people. Dese&she heart is the

greatest cause of death in the Western world, while one

case has been seen in 15 million East Africans. In the

U.S.A. close to 350,000 gall bladders are removed

| annually. A physician recounts his clinical experience in
which he states that btnly removed 20 gall bladders in

my 20 years in Africa. However, regarding the

population of blacks in industrial South Africa, they have

been found to have the same prevalence of certain

degenerative diseases as in North America. So we cannot

say these diseases are due to the colour of the skin. They

are due to the way we live. These diseases get worse

from rural Africa to Westernized Afric¢a‘*®

Sir Robert McCarrison who served as a Major General iBtitish Medical Corpsand as the
Corp’sDirector of Nutrition Researchpent the early years of the"2€entury in the northern
frontier region of India investigating the legendary and very isolated mountairepEdlinza.
Hunzukuts are reputed to live to a vigorous very old age, and even as recently as tH& mid 20
Century, as a distinct society, they have been attested by various obsehzaers been free of
both infectious and degenerative diseases. As for McCarrison, he concluded that thei
extraordinary health was essentially due to their lifestyle and ouatpttterns, coupled with
extracting a living in a pristine environment which included mineral rich tapdis rare
opportunity to purposely study a people optimum health greatly contrasted with ¢élssiesc
focus on pathology that even to this day is the norm in medical research. In hisheaaisis
observed that among the diversified ethnic people groups inhabiting India and thengorder
nations to the North, some groups were
extremely well developed and robust,
while others were frail in appearance and
clearly sickly. He went on to
systematically study their respective diet ¢
and then conducted comparative feedings = = %
tests on animal subjects in a series of g
experiments at thHutrition Research
Laboratories at Coonoor, India. Over
time he observed that the growth, vigour
disease resistance, and disease patterns
the animals closely paralleled his
observations of the varied people group
that he had observett’

Hunzakuts Drying Apricots — Early 20" Century
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Discounting extremely rare exceptions such as
McCarrison’s work, the relative disinterest of the
medical community in the role of nutrition as a
preventative and a curative, has left us a legacy of
nutrition research that is based on bits and pieces of
diets rather than whole diets. Much modern nutrition
research deals with the action of a single vitamin or
mineral and leaves great gaps in our understanding.
Indeed, although tens of billions of public dollars hav
been spent on disease research in North America, it
doubtful that even $10 has been spent on the syste
research of the health effects of the whole diet of
contemporary North Americans. Disease research, like food science, hgs t@ekded parts of
humans, such as coronary arteries, but rarely the whole and even lesheanadiiriess of

human beings. Diet and nutrition are first biological processes and not memligahé/\Ne

must seek an understanding of whole nourishment in the complete dynamic context of living

processes.*!®

As agents of these devastating changes, the transnational
purveyors of western technology and death foods are clearly the
most culpable. The intrusive methods of a transnational cola
company upon the modern descendants of the Inca (today’s
Quechua) have been documented. Many a small town has saved a
pretty penny by permitting the kind soft drink companies to print
their one-way signs (of course with their cola drink printed
alongside the arrows). School children carry notebooks saying
"Drink X Cold' (in Spanish). Police direct traffic under umbrellas
saying Drink X Cola."Indian women pour from church bearing
fans similarly marked. Imperial Spanish evangelism brought the
Inca to an inglorious end, and now the philanthropy of
technology, untried and untested, threatens to mar the beauty of
that superb symbiosis of humanity and nature, the adaptation of
the Incas moulded over millennid?

2.5 Medical Concerns on Milk Usage of another Species and Beyond Weaning

Among many Indigenous societies in the Americas, Africa, Asia and Oceania thbedrinking
of milk beyond infancy has not been a traditional practice, children over five and ackilisda
enzyme lactase which is essential for healthful milk digestion and absorptisrenityime is
produced in the small intestine. This inability to break down (hydrolyze) milkahsade
causes a process of fermentation in the large intestine evidenced by the pnoofucsirbon
dioxide, intestinal pain, and flatulence. Although there has been an evident geagtation to
digest milk in people whose ancestry is from adult milk-drinking societigsrasthern Europe,
there remains nonetheless some question as to the healthfulness of the practiceiesiste
have logically concluded that the progressive decline in the production of lactafets (with
such production generally terminating in the period of three to five years asagagatural
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regulatory mechanism of nature signaling the need for a progressive reducticasifeleding
leading to its elimination, and a corresponding transition to reliance on solid f6bds.

Abriutina, writing in_Cultural Survival Quarterlyefers to the roughly 30 different Aboriginal
peoples of northern Russia (former USSR), as having inadequate health care, sublstargla
conditions, and a compromised ecology which contribute to unacceptably high morbidity and
mortality rates. She insightfully observes that‘tt@mbination of these problems with specific
anthropo-biological peculiarities inherent to the Aboriginals of the North is signific&tte

goes on to comment:

Morbidity (the relative incidence of disease) among Northern Aboriginals is 2.5
to 10 times higher and lifespan 10 years less than among non-indigenous
populations of the North... In 1993, the incidence of tuberculosis in Chukotka
among Aboriginals was on average 17.5 times higher than that among the non-
indigenous population...Over the last 15 years, the average age at death for
Aboriginals in my home district of Bilibino (in western Chukotka) has been about
37 years... The recommendations for organizing nutrition programs in children's
institutions in northern villages did not and still do not consider the fact that most
Aboriginals cannot process milk sugar and therefore cannot digest whole milk. A
milk-based diet is obligatory and even forckd.

It is worthwhile to note that this state promotion and enforcement of milk in the diesef the
Aboriginal peoples is indisputably a contributing factor in their grave diseésensaand
shortened lifespan. An article posted in the Townsend Letter for Doctors aeut$xtords
documented research which shows that the ingestion of
cow's milk in humans, especially commercially processe
cow's milk and milk derived product$ias been linked to
a variety of health problems.The range of problems
attributed to milk and dairy (cheese and butter)
consumption by weaned children, adolescents and adult
include: excessive mucus production; loss of hemoglobi
diabetes; heart disease; atherosclerosis; arthritis; kidne
stones; mood swings and depression; irritability; and
various allergie$®?

A 2005 study published in Neurologpund that middle aged males in Hawaii who were

followed for 30 years, and had a daily intake of 16 or more ounces of milk, in contrast weh thos
who did not drink milk, experienced a 230% (2.3 times) greater risk of developing Parkinson’s
disease. This is neurodegenerative disorder that causes slowed movemeumntstigieity, and

a wide variety of other symptoms due to the degeneration or death of neurons, theglpia of

the brain that is the basis for all brain activity.

Lawrence Broxmeyer, a leading researcher in the field of mycolz@ssociated diseases has
methodically documented the link between tubercular infection (Mycobacterium Inolvis a
paratuberculosis, both commonly found in milk) not only with the neurological degeneration of
Parkinson’s disease, but also the brain plaque (amyloid) disorders of Creutafattbisease
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(CJD - the human variant of Bovine spongiform encephalopathy or BSE, a fata¢deiyen
disorder which destroys the brain and central nervous system of cattlejdzsieand even
diabetes.

A minimum of 1 million cattle have been infected with mad cow disease glplathe last two
decades of the Jcentury. In the same time period, over 4,750 deaths in the U.S. have been
admitted by public health authorities as human BSE. This figure could well neppacsmall
fraction of what has really been happening. The absence of reports of aaitiegcthe disease

is not a useful indicator for the presence or absence of BSE, because (fplegxaitine U.S.
cattle are routinely slaughtered or die before the 5-8 year period requi8HEdo actually
manifest outward symptoms. Also only 2% of downers are tested for BSE, whilotitck

Health Organization recommends that 100% should be. Broxmeyer states:

That tuberculosis and M. Bovis can cause the progressive ataxia found in Mad
Cow “downers” has been adequately cited, in both man and cattle. Moreover,
that M. bovis or cow tuberculosis, can cause “Mad Cow Disease” in cattle is
also a matter of record... The southwest of the UK, the very cradle of British BSE
and CJD outbreaks, saw an exponential increase in bovine tuberculosis just prior
to its spongiform outbreaks. All of this brings up the unthinkable: that
Alzheimer’s, Cruetzfeldt-Jackob, and Mad Cow Disease might just be caused by
eating the meat or dairy in consumer products or feed.

The trail of evidence remains intact... At least four autopsy studies have
uncovered that anywhere from five to 30% of the 4.5 million US Alzheimer’'s
victims and an untold number of those with dementia are apparently
misdiagnosed and many could actually have Creutzfeldt-Jakob disease (CJD), the
“variant” form of which has in the past been called Mad Cow in humans and
whose plaques and cortical preference simulate Alzheimer’s.... In one study,
Alzheimer’s was misdiagnosed in up to 13% of autopsied patients actually
suffering from this Creutzfeldt—Jakob (CJD) disease. But the full number of US
CJD patients will never be known until it is proclaimed a reportable disé#se.

The assumption that pasteurization totally eliminates the dangersaésdaeith mycobacteria is
unfounded. For example, in 2002 a total of 710 retail milk samples collected from ortadust
dairy plants in southwest Ontario were tested for the presence of live Myjealnac
Paratuberculosis. Fifteen percent, i.e. 110 of these samples tested pd3itive.

2.6Soclo-EcoNomIC FACTORS & DECLINES IN INFECTIOUS DISEASES

In that historical epidemiological data in western world nations shows that deglines in the
primary infectious diseases took place before the advent of specific vaauihastibiotics,
scientists and/or physicians such as Dubos, McKeown, Dettman, McCormick, TaittoanB
and Hoffman agree that the overall eradication of varied infectious diseasedwe to basic
improvements in nutrition, sanitation, housing, education and related socio-economiosndit
For example, Canadian physician W.J. McCormick was able to make this tellimgatloseat
midpoint in the 26 century.
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The usual explanation offered for this changed trend in infectious diseasbsédras

the forward march of medicine in prophylaxis and therapy; but, from a sfuiie o
literature, it is evident that these changes in incidence and mortaditae been
neither synchronous with nor proportionate to such measures.... the decline in
diphtheria, whooping cough and typhoid fever began fully fifty years prior to the
inception of artificial immunization and followed an almost even grade befule
after the adoption of these control measures. In the case of staréet mumps,
measles and rheumatic fever there has been no specific innovation in control
measures, yet these also have followed the same general pattern dengeci
decline. *?®

A much more recent observation by highly reputeshdon Medical School public health
epidemiologist Bunker observes that:

The epidemiology of medical caed its effect on health have received little
attention ovethe years. The exception is McKeown's Role of Medibamedn
cause-specific mortality reports for the century endinb9inl. Life expectancy
had increased by 23 years during fhst half century, but McKeown was able to
attribute no moré¢han a year or two to advances in medlcal care. He presented
data on the harm that medical care might incur, butgg TG T

his conclusionthat medical care had contributed little#%
to health was interpretday many as an attack on |}
medicine, and it was linked by manylvan lllich's
claim that medicine does more harm than good.
lllich's Medical Nemesis: The Appropriation of
Health publishedn 1975, and McKeown's Role of
Medicine published the followingear raised
questions that have remained largely unanswesed |
this day.

The implications for public health of McKeown's an@
lllich's books have been largely ignored or
considered irrelevant bglinicians, who are busy
taking care of patients one at a tinBasic scientists :
appear not even to have noticed their existence... [Despite the fact that] Age-
adjusted death rates wemeported to be greater in countries with greater
numbers ofloctors, and presumably with more medical ciiually difficultto
explain, death rates for diseases amenable to treatmentreyoded to be
greatest in areas with the most medical aasources.... latrogenic mortality
may similarly help to explain... that greatermbers of doctors and medical
resources, and presumably maiscretionary medical and surgical care, are
associated withigher death rategatrogenic mortality is also reflected the
observation of brief but dramatic decreases in populateath rate[s] when
doctors strike and surgery for elective (bot emergency) operations are
suspended?’
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It has been frequently evidenced in differing regions of the world that progngmm
interventions which are not defined as "health or medical" in nature, have prdated the
greatest impact terms of enhancing the actual "health" and vitaligtlofddividual and
community life. For instance, some locally-controlled agricultural extensiogrammes have
substantively enhanced the levels of self-sufficiency and "health" thtbegorovision of
practical employment, increased income, greater self-respectaathgimproved nutrition?®

In the classic worldealth, Food and Nutrition in Third World Developme¥it Sharpston
provides critical insights on how multiple social and environmental factors wlyrs®rve as

the real determinants of survival, or alternatively death. In his wartisete is a limit to what
conventional health services can achieve in an unchanged physical and social enviromteent
then refers to the experience of a medical school affiliated hospital in GRlmGia which had

a special program for premature infants. During their period of critazal survival rates
remained comparable to those found in North American critical care settingsemawihin

three months of being discharged, 70 percent of the infants had died. With reference to thos
regions within the Developing World where notable health improvements have occurred he
suggests that:

The most likely factors leading to health improvements...are a rise in the levels of
nutrition and the slow spread of modern ideas of personal hygiene. Across the
developing world, per capita incomes are rising, and transport systems are
improving; the result is more food, better quality food, fewer localized food
shortages, and a more varied diet. In other words, the principal factor behind the
improvement in health... in developing countries is probably not any form of health
measure, but economic development itself... Mere exposure to a disease agent need
not produce clinical disease and very frequently does not do so.

He concludes by pointing out that malnutrition is a significant concern becausep#sairne
body's natural resistance. Malnutrition acgriergistically with disease agents to increase the
incidence and severity of clinical diseasgs.

Thomas McKeown, former Chairman of téorld Health Organization (WHO) - Advisory
Group on Health Research Strategyoints out that evidence is available from a number of
developing world countries that have “advanced rapidly in health”: China, Costa R, C
India (Kerala State), Jamaica, Sri Lanka, Thailand, and some others. Thgempnts in their
health status were almost entirely due to a lessened prevalence abursfeicseases. In his
words:

To assess priorities in health policies in the third world the chief requirement is
therefore to come to a conclusion about the reasons for the decline of the infections...
All the countries that advanced rapidly achieved a substantial improvement in
nutrition, which led to increased resistance. Indeed in some countries this was the
only important direct influence. It is perhaps surprising that immunization appears

to have contributed relatively little to the advances... the reduction in mortality
occurred during a period when vaccine coverage was still low. To anyone who has
traveled extensively in the rural areas of the third world, the common causes of ill
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health may seem self-evident. Many children are visibly malnourished, sanitary
conditions are primitive, drinking water is unclean, the food... is contaminated...
Our conclusions concerning the determinants of health can be epitomized by the
simple statement that people must have enough to eat, and must not be pdigoned.

Finland’s H. Hellberg (a former Division Director at #4840 ) postulates that the success of
any genuine effort to alleviate disease in the impoverished countries must iat®rpor
"intersectoral and multisectoral action”. In his words "involvement of sp&sialther than the
traditional healing professions; water, food, housing, sanitation and educationiraggoalhnt

prerequisites for health. If they are neglected curative repair... may evempbssible”!3*

Finally, K. L. Standard Professor and Hedaepartment of Social and Preventive Medicine,
University of the West Indiesstrongly contends that to achieve mere survival is not enough.
Without improving the standard of living, and particularly nutrition status, childrién wi
frequently succumb to infections, and have repeated relapses. For primaryipneyertlic

health education, enhanced food production and environmental sanitation deserve the highest
priority. Indeed,

For obvious reasons, the highest| *** Dot e United States Mortalty Rtes
priority must be given to 00y
preventive measures... The final

and permanent answer to the
problem will rest in... social and  |8*°]
economic development... taking |2zso-
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Statistical data for the United States foun&iaure V above, which closely parallels Canada’s
experience, illustrates that a number of common infectious diseases undeajcerdeunlines
without vaccines or before specific vaccines were ever introduced (egwéeer no vaccines

for either scarlet fever or typhoid). Very similar major decline pastéor a range of infectious
diseases occurred during this same time-frame in the Australia vafmi@e programs were
initiated in there!*® In other words it is self-evident that such declines were essentially due to
improvements in socio-economics, transportation, nutrition, and hygiene.

It can here be summarily stated that in the vast majority of cases whesbsamees significant
health problems among Indigenous peoples whether of an infectious or degenenate/eonat
will also find conditions of poverty. Such poverty is often associated with the hadtoric

dispossession of traditional economies, livelihoods, lands, and lifestyle patterhdnchides a
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turning away from traditional foods to the refined foods of commerce. Generagsocomic
improvements, environmental improvements, the restoration of land, the harvesting of
uncontaminated traditional foods, the development of and reliance upon organic family and
community based gardens, the availability of potable water, safe housing, enhagieatthy
conditions, intelligent fasting (a common traditional preventive and therapeatiicg), and the
appropriate use of simple(non-toxic) plant medicines are the basic regiiatteslitensure

rapid healing and fullness of healtf*

2.7RECONSIDERING THE CAUSESUNDERLYING |INFECTIOUS DISEASE EPIDEMICS

Since the issue of pre and post-contact infectious disease is the area erssvelytaddressed
in the literature pertaining to the health of the first peoples of Canada and Naaticanit is
important to accord consideration to an largely ignored alternative pevepetihe basic
theory and unchallenged assumptions that underpin this major field of bio-medideed it
remains remarkable that whether we go to recent or more distant histdiydlvileat
fundamentally critical scientific discoveries and observations which sewlarify these issues,
and point in a more appropriate direction, continue (at least in practice) to be largebyn
and or ignored. Due to the need for brevity, only a few historic cases will be consideaedal
sense, what follows essentially represents a lost chapter biomedical bidtoe greatest
importance.

Earlier in the twentieth century, C. E. Rosenow ofNfago Biological Laboratories began a
series of experiments in which he took distinctive bacterial strains from laemwhdifferent
disease sources and placed them in one culture of uniform media. In time the \dssimatns

all became one class. By repeatedly changing cultures, he could indivichaalify bacterial

strains making some harmless pathogenit and in turn reverse the process. He concluded that
the critical factor allowing demonstration of the polymorphic (or pleomormiaitt)re of bacteria
was their environment and the food they lived upon. These discoveries were first publishe
the year 1914 in thdournal of Infectious Diseasé>°

Rosenow's work was corroborated and expanded
upon a few decades later by R.R. Rife, develope
theUniversal Microscopgedeveloped at the time of
RCA'’s early marketing of the electron microscope.
Rife's scope was a 5,682 component, 150,000 powe
(60,000 diameters of magnification) instrument whic
made live bacteria visibly ctear as a cat on your ldp
(An alternative was required, as living matter when
viewed under the electron scope, becomes altered a
distorted due to bombardment by a virtual hailstorm o
electrons, with such distortions increasing proportiong
with the intensity of magnification. Consequently, the
extremely high magnification levels found in the latest
electron microscopes actually serve to exacerbate thi
major flaw.) This microscope was a light transmitting
instrument which overcame the chief weakness of the

electron scope, i.e. the inability to view living cells Rife’s Universal Microscope
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structures and microorganisms in their unaltered living stite.

Modern microscopy texts suggest that with light microscopes it is impossiblgdin extremely
high magnifications of objects and still retain visual clarity. For examplakigff and Holtzman
affirm that in such instruments a point is reached after which the imégersasingly blurred
and nothing is gained by further magnification. Thus, light microscopes are rarely used at
magpnifications greater than... 1500 X’ However, Rife's invention with its 14 separate
crystal quartz lenses and prisms, was able to bend and to polarize light in sucthatvaay
specimen could be illuminated by extremely narrow portions of the spectra, anyexsingle
light frequency. This combined with the shortening of projection distance betwsers pand
other innovative technical features permitted high resolutions without distotrteotremely
high magnifications, never before or since attained in light microscopy.

Rife actually demonstrated that by altering the environment and food supghygllyrbacteria
such as colon bacillus could be converted into "pathogenic” bacteria. For example riedobse
that in as brief a time span as 48 hours (by just altering the media - 4 pariipeper

volume) harmless Bacillus coli became Bacillus typhosus. - a process lsananalogous to

the metamorphosis of caterpillar and butterfly - with the process being deerki Rife's

words:

In reality, it is not the bacteria themselves that produce the disease, but we believe it
is... the unbalanced cell metabolism of the human body that in actuality produce the
disease. We also believe if the metabolism of the human body is perfectly balanced...
it is susceptible to no diseasE®

This observation closely parallels Alexis Carrel's earlierareseat thdRockefeller Institute

where he was able to control the rates and levels of infectious disedaktyrammong mice.

Beginning with the Standard American diehe observed a corresponding death rate of 52
percent. By making specific dietary improvements, he
was able to reduce mortality rates downward to 32
percent, then 14 percent, and finally to a rate of0.

Not too long after Rife's and Carrel's reported
observations, scientist Rene Dubos (like Carrel, also at
theRockefeller Institute) reaffirmed their open and
direct challenge to the conventional thinking and
practice of the scientific community at large. This
prominent scientist concluded that the presumed
relationship between microbes and human diseases hassoeavetsimplified that it rarely fits
the facts of disease. Indeed it corresponds almost to a cult... undisturbed by inconsistencies and
not too exacting about evidentéle expanded upon this view in suggesting that we need to
objectively account for the fact that extremely virulent:

... pathogenic agents [bacterial and viral] sometimes can persist in the tissues
without causing disease, and at other times can cause disease even in the
presence of specific antibodies. We need also to explain why microbes supposed
to be non-pathogenic often start proliferating in an unrestrained manner if the
body's normal physiology is upset... During the first phase of the germ theory the
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property was regarded as lying solely within the microbes themselves. Now
virulence is coming to be thought of as ecological... This ecological concept is not
merely an intellectual game; it is essential to a proper formulation of the problem
of microbial diseases and even to their contrdf.

Indeed, over time Dubos came to voice the radical conclusiofMinases and bacteria are not
the cause of disease, there is something elsehis classic work Mirage of Healthe states
“The world is obsessed by the fact that poliomyelitis can kill and maim... unfortunate victims
every year. But more extraordinary is the facts that millions upon millions of youngechildr
become infected... yet suffer no harm from the infecti@hThis view closely corresponds to
the oft quoted conclusion arrived at in later life by R. Virchow (popularly repstéatizer of the
“germ theory”) when he statedf 1 could live my life over again, | would devote it to proving
that germs seek their natural habitat, diseased tissues, rather than being the cause of disease.
Since Dubos' time, researchers have estimated that the quantity of symetexpivsure to
viruses out number clinical illnesses by at least one hundred-fGTthis conclusion is based on
the “*high proportion of adults who have virus-neutralizing substances in their serum and the
number who, during an epidemic, excrete virus without becoming

So we can reasonably conclude that the conventional idea that infectious disesale iesult

of bacterial invasion is widely promulgated medical half-truth that has faddsaonveniently
allowed politicians and physicians to side-step more controversial isshealth and disease.

As long as theénemy is a mere germ or virus one can wage wars against disease using the
toxicological armaments of selective medicine, i.e. vaccines and drdgseser really have to
change prevailing social inequities, and political and economic injustices, fhat serve as the
underlying causes of human disease. Behind the outward signs of human vegliness
alternatively physical and mental breakdown, lie many more fundamenias isst traditionally
considered part ofiiealth caré: political self-determination, adequate income generation, access
to unpolluted natural resources, quality food production and intake, and practical education. All
of these factors function as key determinants of health outcoth€sr a better appreciation of

the contrasts between the bacterial/viral and the cellular/ecologiocalethef infectious disease,
see Annex |.

2.8 Vitamin Prophylaxis & Remediation of Infectious Diseases

Given the evidence that infectious diseases continue to be a major health problerigmal
communities it is deemed important to examine how a few indispensable midgesvsutan

have a major impact in the prevention and remediation of a wide diversity of infectious
conditions. It was prominent British physician Leonard Williams who aéfdriat:Until lately

disease was regarded as a sin of commission by some unseen and subtle agency. The vitamins
are teaching us to regard it... as a sin of omission on the part of civilized and hyper-civilized
man. By our habit of riveting our attention on microbes and their toxins we have sadly
neglected... our own bodily defensés

It is remarkable that some of the most significant experimental and thaisad research that
exists on the relationship between nutrition and infectious disease were publidiedrst half
of the 20th century, with much of this early research detailing the consideraleletipeoand
remedial values of the newly discovered vitamins. To this day, in North Amefinaralc
practice the employment of such critical nutrients is largely overlookedrBwity's sake our
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examination will be limited to considering the two vitamins which hold incrediblenpatities
in the effective prevention and alleviation of human infectious diseases, i.eingtamand C.

2.8.1Vitamin A

Vitamin A is recognized as an essential nutrient for maintaining normailonyis functions,
including cellular differentiation, membrane integrity, vision, immunologic resjgcarse
growth. A diet high in vitamin A and pro-vitamin A carotenoids is essential abgks of life.
Severe vitamin A deficiency can lead to blindness, developmental problems and even death,
especially for children. Literature dating back as far as the 1920s hasanaisdociation
between Vitamin A deficiency and an increased incidence and severitgaidnt**® which
early led to the labeling of Vitamin A as ttenti-infective vitamin”.**’In addition to being
anti-infective, it has been found to be protective against major chronic diseabess diabetes,
some cancers, obesity and heart disebsthe late 20 century, Vitamin A deficiency received
considerable attention in international health circles as having tremendousap&aetite
saving of infants and young children’s lives. This was due largely to variodsfielies which
linked Vitamin A deficiency with an increased risk of childhood morbidity and magrfaditn
multiple infectious diseases in underdeveloped regions of the wéfld.

Among these studies it was observed by field researchers that preschoehakittrmild night
blindness and bitot's spots — evidencing a Vitamin A deficiency - were dyanatg ranging
from 4 to 12 times greater than that of neighboring children with nor mal vi§fofhis was
observed in an 18 month longitudinal study of 4,600 preschool children from six separate
communities in Indonesia. In fact such relationships persisted even ati&yisgdor the
presence or absence of respiratory disease, protein energy malnutriti@mrtovedi. The
researchers asked but did not fully answer their own question as to why childrengrtas
well nourished, but who were mildly Vitamin A-deficient,

died at such significantly increased rates.

The first major controlled field study to be published in an
well-known medical journal detailing an observed relationship
between Vitamin A deficiency and death rates from infectious
disease, reported on the results of a randomized, community
trial of Vitamin A supplementation also in Indonesia. 450
villages were randomly assigned to either participate in a
Vitamin A supplementation scheme for one year (229
villages), or serve as a control for the same period (221
villages). The study observed that among children aged 1 to 6
years at baseline, the death rate in the 221 control villages
without any vitamin a supplement nor any placebo, was 49%
greater than in those villages in which Vitamin A
supplementation was givef° S
Foods High in Vitamin A
According to an exhaustive review carried out by Mamdani and Ross, and repolieid in t
article “Vitamin A supplementation and child survival: magic bullet or false HapeYy state
that:
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An association between Vitamin A deficiency and infectious diseases, in particular
diarrhoea, respiratory infections and measles - which are among the most important
causes of death during childhood... [in impoverished communities] has significant
policy implications... Overall, the balance of evidence suggests that Vitamin A
deficiency does lead to an increased risk of infections such as measles, respiratory
infections and diarrhoea, and hence to an increased risk of death. Conversely, the
evidence suggests... that Vitamin A supplementation, or other strategies for
improving Vitamin A status, would lead to a decrease in the incidence and/or the
severity of these infections and of the substantial mortality associated with tiem. T
magnitude of this potential... may be substanfidi.

Strategies for supplementation include the fortification of selected cariaityesold foods

which are commonly consumed, and dietary modifications. The latter measudemeéilong

term solution’, i.e. the increased production of Vitamin A-rich foods through home, school, and
community gardens, wherever climate and soil conditions permit.

2.8.2Vitamin C

In a shocking nutritional status survey conducted close to mid-century on a FiostsNa

population group in Northern Manitoba, it was found that the most prevalent micro-nutrient
deficiency was Vitamin C, i.e. on average less than 1/71 the recommended dai§nat. At

the time, the death rate from tuberculosis among these Aboriginal people stood at 1,400 per
100,000 in comparison to 27 per 100,000 in the general population (i.e. over 50 times the genera
population rate.) The researchers conclutled, is probable that the Indian's great

susceptibility to many diseases, paramount amongst which is tuberculosis, may be
attributable...to their high degree of malnutrition arising from lack of proper food%.”

Kalokerinos, who over many years use employed Vitamin C as a preventative apeutier
measure to reduce substantial vaccine related mortality among the Aalopigjrulation of
Austrialia with co-author Glen Dettman (the scientist who formerly hettescience team
commissioned by the Australian government to investigate Kalokerinossotad Aboriginal
death rates — for more detail see sec?d®.? stated the following:

If you were offered a substance that could assist

with the endogenous production of interferon and

PGEL, that activated enzyme systems, assisted with

mineral uptake and collagen production, aided

healing, prevented capillary fragility and

stimulated renal function, was capable of curing

both viral and bacterial infections, was a universal

detoxifier effective against drugs and venomous

bites and was currently being used more and more

in the treatment of degenerative diseases, you

would rightly scoff. More particularly if you were Wild Blackberries — High Vitamin C
told that this substance was Vitamin C, yet all these

claims and more have been documented and put to clinical frfal.
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As we go on to examine what is indeed a vast body of experimental and clinicah datamin

C, we find that there are indeed substantive evidences for its efficacyvas@sk perfectly

safe, and wide spectrum anti-viral, anti-toxic and anti-bacterial agesnationally noted
biochemist Irwin Stone has alone described and documented a wide range of appliedibab-m
research and clinical experience (employing 122 literature citaspashing a 40 year period
showing its marked efficacy as a prophylactic and therapeutic dtfent.

Viral Infections

The results achieved in the direct clinical practice of North Carolina pagdiciKlenner (M.D.)
approached the extraordinary. He graphically describes, from his own clirdactitprand other
reputable sources, the substantive efficacy of Vitamin C in preventing and mimg\serious
pathological and life threatening conditions which literally extend tterentire gamut of
medical knowledge”.

The list which follows om ABLE Il below suggests the range of conditions as described in this
and other journal articles by Klenner. Although viral related conditionseang discussed in

this sub-section, a few bacterial diseases have been included in this lis¢ &aticared for
identification (some serious toxic and degenerative conditions are also included)

infectious hepatitis virus pneumonia
influenza diphtheria
virus encephalitis bacillary dysentery
poliomyelitis pertussis (whooping cough)
measles chicken pox
parotitis (mumps) tetanus (lockjaw)
mononucleosis rheumatic fever
scarlet fever botulism
heavy metal intoxication poison insect, spider & snake bites
trichinosis * barbiturate poisoning
malignancies post-operative deaths (avert)
childbirth labor (ease and shorten) postpartum hemorrhages (prevent
cardiovascular diseases peptic and duodenal ulcers
pancreatitis severe burns (external treatment)
radiation sickness carbon monoxide poisoning
In Klenner's successful reversal of trichinosis, a combination itdnin C and para-
aminobenzoic acid were usetf®
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Writing in the Journal of Southern Medicine and Surgkeyascribes the relative limitations in
success that had been observed in much of the earlier experimental reelMsaniin C, to the
extremely low dosage levels used in the trials. Conversely, the explanation to kiscdepted

clinical achievements lay in the much higher dosage that he administerezmkiects:

The years of labor in animal experimentations; the cost in human effort and
"grants", and the volumes written, make it difficult to understand how so many
investigators could have failed in comprehending the one thing that would have
given positive results [i.e. to the degree Klenner attained]... This one thing was the
size and frequency of its administration

In the same article he goes on to describe:

A measles epidemic in whi¢Nitamin C was used prophylactically’in
which without exception all who received 1 gram every six hours either
intravenously or intramusculartyere protected”.

60 acute cases of poliomyelitis, (the diagnosis was confirmed by lumbar
puncture, with cell counts ranging from 33 to 125) for the first 24 hours, 1 to

2 grams - depending on age - of Vitamin C was administered every second to
fourth hour (intramuscularly in children up to four years). For the following

48 hour period the 1 to 2 gram dosage was given only every sixth hour, with
all 60 patients diagnosédlinically well” within 72 hours from the
commencement of treatment.

Six cases of virus encephalitis were similarly treated with Vitati
injections, and all without exception made dramatic recoveries.

Diphtheria patients were treated using the same intensive treatméontdmet
and fully recoveredin half the time required to remove the membrane and
get negative smears by antitoxif>®

Summarily, Klenner could well affirm thdwve have been able to assemble sufficient clinical
evidence to prove unequivocally that Vitamin C is the antibiotic of ehoithe handling of all
types of virus diseasesAs well he demonstrated, through trial and experimentation thaewher
tissue levels of the vitamin are maintained, an environment trettiesmely unfavorable for
virtually all forms of viral infection to exist in the human botf/.

BACTERIALINFECTIONS

Within five years of the discovery of Vitamin C, research studies weng peblished in the
medical literature on the clear association between scurvy and aofanggrtious diseases in
guinea pigs and humans that were both bacterial and viral in nafugérsi reported that 10 mg.
percent was sufficient to destroy virulent strains of M. tuberculdisOther researchers found
that Vitamin C was effective in completely neutralizing and rendering kasna wide range of
bacterial toxins. These included: diphthetf&etanus®staphylococcus®? and dysentery®®

Charpy reported on a clinical trial where 15 grams of Vitamin C was asteried daily to a
group of extremely advanced Tuberculosis patients, in which the medical proonaisix
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cases was certain death. (Six were originally to be tested, however one dredtetrial could
actually begin). As for the five patients who were actually given thasnrent, all underwent a
impressive transformation in their general condition, and not only left their bedsithiatavsix

to eight month period had regained from 20 to 70 pounds in body weight. As an added point of
interest, each patient had cumulatively taken about 3 kilograms (3,000,000 mil)igfams

Vitamin C during the test period with absolute safety and perfect toler&tice.

Hochwald employed injections of 1/2 gram of Vitamin C every one-and-a half housn(é gr

a 12 hour period) in pneumonia until the fever and local symptoms subsided. The speed with
which this treatment worked was so rapid that it was actually possible withinsthaafy to
practically eliminate all local symptoms of infection including the feved, ta attain a
normalization of blood counts®

Two articles in the Canadian Medical Association Jourgdrted on oral Vitamin C therapy -
i.e. 1/2 gram the first day, followed by an average 1/5 gram each day thereaft29 whooping
cough (pertussis) patients. The researchers concludethisateatment markedly decreases
the intensity, number and duration of the characteristic symptoni8fh DeWit's clinical
experimentation in the Netherlands 1/2 gram of Vitamin C was administetgdnddie

treatment of children with Pertussis for a period of one week, after which gradsally

reduced stepwise. Of the 90 children treated (who were divided into 3 comparablg tireups
duration of the illness was 15 days for those receiving the vitamin injections, 2fddeayal
recipients, and 34 days for the control group who did not receive the vitamin in any form, but
had instead received the newly developed vaccitle.

Other clinical trials on the successful reversal of human bacteriatiorfedy Vitamin C exist

in the bio-medical literature, e.g. in the treatment of leprosy, typhoid feveryaedtdry. In

these various reports, without exception, the speed and level of success as repetétdscor
directly with the amount of dosage administer&.Physician R. Cathcart's extensive clinical
experience led him to conclude that proportional to the level of Vitamin C depletionywhgce
follow human immune system failure, consequently increasing the suscegpébdipotential
manifestation of a wide range of disorders including various acute, secondary,amid chr
infections (viral and bacterial), allergic reactions, inflammatowy eollagen diseases, as well as
an impaired ability to heal®®

On a personal level, at the outset of my wife’s being diagnosed with hepatitisrAtermed
infectious hepatitis), | convinced a local physician to administer 10 gramisaofid C over
three consecutive days intravenously at the Winchester, Ontario hospitathafthird
treatment her strength and appetite fully returned, and fully recoveeegbs out of bed. On the
other hand, her younger sister who had apparently been the transmitter of tienindeay
wife, spent nearly three weeks in bed recovering.

In considering the practical implications and strategic importance &htheledge of Vitamin C
relative to the issue of health in Aboriginal communities, it would be worthwhile téuctnthis
discussion of Vitamin C with the following summarization by Toronto, Ontario playsici
William McCormick.
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In many cases of deficiency, where the dietary intake indicates a subnormal intake of
Vitamin C over a lengthy period, the correlated clinical history shows repeated
occurrence of infectious processes....The author has made intensive application of
vitamin-C therapy, orally and parenterally, in many... infectious diseases,... with
results in every case even more rapid and favorable than could be expected from the
use of the modern antibiotics, and with the added advantage of complete exemption
from toxic or allergic reactions:”

2.9BI0-PHYSICAL UNDERPINNINGS OF MENTAL HEALTH

As stated in section one, among pre-contact and very early contact indigenous ipedptés
America ‘there was a much greater scar€ityf most mental disorders, than was being
experienced in the European population. Conversely, we today find that behavioural disorders
accidents and social violence are endemic in many Aboriginal comnsunitie

In the year 1979 when attending a national First Nations conference in Calgarya Alaenes
Wauttunee - who was then a highly reputed and sought after criminal defense-lavgerd a

unique feature about his professional practice. He explained, that it in order fmoapgctive

client (Aboriginal and non-Aboriginal) to obtain his legal services, he/shefiraisaccept the
pre-condition to drop cigarettes and alcohol, and change to a prescribed 100% unrefined whole
food (plant based) diet. This was done because, as he said, these fundamentalrchéasgge i
practices had a profound impact in terms of improving the attitude, spirit and deroEhisor

clients. Their marked attitudinal and behavioral changes made the task of detiipgies and

of winning cases much easiéf*

Wuttunee’s experience has been corroborated by

Stephen Schoenthaler, a professor of Criminal

Justice in theCalifornia State University system,

who has studied nutrition and behaviour at

numerous juvenile and adult correctional facilities

and in public schools. His series of studies over the

last two decades is voluminous and has

demonstrated impressive results in human

behaviour simply by making adjustments in food

intake and/or ensuring nutritional supplementation.

For instance, in a typical study, the diets of 71 residents of a state juvertiteetietacility were
improved by inter alia eliminating junk foods and high sugar snacks. During thregregphase
of the double-blind, placebo-controlled, crossover study, overall violence fell 66 perarent f
306 incidents to 104. Total AWOL and escape attempts fell 84 per cent from 79 to 13 incidents
and destruction or theft of state property dropped 51 per cent from 49 to 24 incidents. In another
1983 study of 3,000 imprisoned teenagers, highly refined foods were replaced with healthie
options. During the year in which diets were changed, violent and anti-sociritecdecreased
significantly. There was also a 100 per cent reduction in suicides, 25 per cenbrestuct
assaults, and 75 per cent reduction in use of restraints. In a smaller study\roie$

receiving a nutritionally superior diet, the incidence of assault dropped 82 pandethieft
dropped 77 per cent’
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Psychotropic (behavior and mood altering) synthetic drugs are
clearly not the solution, but it appears have become salient part
of the problem. For example, 16-year-old Chippewa youth Jeff
Weise on March 21, 2005 killed his grandfather who was a
longtime companion, and then went to the school on Red Lake
Indian Reservation in Minnesota where he killed nine people
and wounded seven others before killing himself. He was on
prescribed Prozac (fluoxetinéf? If we go on to examine
some other sample cases of what has been referred to as
“laotrogenic homicidality disorder” (narrowing our focus on
the time period of 1999 to 2001) we find eight (8) separate
incidents which occurred in Alberta, Washington, California,
Red Lake Reservation Students  Pennsylvania, Georgia, Oregon, ldaho and Colorado in which
teenagers, ranging in age from 14 to 18 years, either took students hostage, or teek tie li
loved ones and/or fellow students. Without exception, every perpetrator of these casnes w
daily taking one or more of the following prescribed psychotropic drugs: Pr6#egpr;
Calexa; Dexadrine; Luvox, and Ritalir{?

2.10WESTERN MEDICAL SERVICES & ABORIGINAL HEALTH OUTCOMES

The textbook Aboriginal Health in Canadtributes the decline in diseases suchmasaSles,
rubella, mumps, poliomyelitis, tetanus and diphtheria in Aboriginal commuritiélse “success
of immunization programs*’ Likewise, the commissioners who authored Gathering Strength
affirmed the common understanding that the decline in infectious diseases ehécthermajor
causes of premature deaths among Aboriginal populations have significaséigdd due to the
impact of medical interventions. This includes a notable decline in infant mosamadita
corresponding increase in life expectart€§. Evaluators of the overall impact on Native
American health of the U.S. Indian Health Service interventions, echo thes®asser

Not all news regarding [Native American] health status is bad news. The IHS,
which has been given primary responsibility for eliminating this disproportionate
health status, has been largely successful in reducing mortality rates, while
making significant improvements in other areas... [viz.] the incidence and
prevalence of many infectious diseases have been dramatically reduced through
increased clinical care and public health efforts such as vaccination for infectious
diseases and the construction of sanitation facilitié’s.

We will now examine more closely the veracity of this widely accepted amepsfated claim,
initially focusing on the Aboriginal context in Canada.

2.10.1Tuberculosis and BCG Vaccine Usage Among First Nations and Inuit People

The overall decline from the mid 2@entury to the present in the incidence of tuberculosis in
Aboriginal communities has been generally attributed by public healthatéfto employment

of the BCG vaccine'® The widespread employment of this vaccine in Aboriginal communities,
with a particular emphasis on infants and children began in the late 1940s. As of Septembe
2004, the vaccine is still being employed in the vaccination of infants in Saskatc(v
Aboriginal communities and at least an additional 30 communities undiottigern Inter-
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Tribal Health Authority ); in Alberta (four communities); and in Ontario all Aboriginal
communities located in Northwestern Ontario, Thunder Bay and Sioux Lookout Z0nes.
However, in the 2003 Pediatrics and Child Healticle “ToBCG or not to BCG, that is the
guestion!... Why can’t we get it rigtitthe author ask€Does BCG vaccine workand then

answers This is the proverbial $64,000 questib(The same article refers to “adverse events”
during the period of 1993-2001 in five First Nations children [one with HIV] officialiytatted

to the administration of BCG. All of the infants died, with their deaths being aédhat
immunodeficiency.}®°A 2005 article in the Pediatrics Infectious Disease Jouroi@s that the
Vaccine-Associated Adverse Event Surveilla(AAES) program, (a passive national

reporting system) identified (1987-2002) 157 adverse events from use of the vacgase. It
concluded thatSerious BCG vaccine-associate complication continue to occur in Canada. The
numbers of FNI children with disseminated disease was greater than expected froedreport
rates in the literaturé.*®! In light of this information it is not surprising that the 2002 Canadian
Immunization Guidenotes that acareful review of adverse events associated with BCG vaccine
has raised concerns that routine neonatal immunization in First Nations children could be
associated with unacceptable health risk&?

A 2004 article published in the International Journal of

Circumpolar Healtlasks the questiorDbes BCG have

a role in 21st Century Canada?t reports that in the

period of 1997-2000 tuberculosis among First Nations

(on-reserve) and Inuit people was still

disproportionably high, i.e.25 times higher than the

Canadian-born, non-Aboriginal rateThis raises the

guestion, since Aboriginal peoples — particularly

children — have been widely and routinely vaccinated

with BCG since the late 1940s, and the vaccine

presumably prevents the disease, why are the TB infection rates stilvatepte The report

also alarmingly indicates thabDfsseminated BCG infection increases mortality among children
with immunodeficiency disordets® Since it is generally recognized that immunodeficiency
related to poor nutrition is not an uncommon problem in Aboriginal communities, what are the
real implications of this observation of increased deaths associated witlttheelsausage?

Also addressing the issue of efficacy, is a 2005 article published in the Canasimaitey
Journalwhich concludes thaB'CG vaccinated Aboriginal people were no less likely to have
active TB from recently transmitted disease. BCG vaccination appears to haed hailite in
preventing clustering of TB cases within this high risk comm{iikigriginals].”

It further bears noting that in a massive community-based double blind randoortexdied

trial of BCG’s effectiveness involving over a quarter of a million Indiadi@nsubjects who
were vaccinated with BCG or a placebo, with careful follow-up monitoring extendimgd\e
year period, it was found on average that the number of persons contracting tuberarkosis w
higher in the vaccinated groups than in the placebo groufl (®&eived a high dose of 0.1 mg
BCG, 1/3% a low dose 0.01 mg BCG, and 1/8 placebo). Interestingly, when compared with
the placebo group, in years 0-2.5 the vaccinated had double the incidence of the didease, a
years 2.5-5 the number of vaccinated contracting tuberculosis were vidaable in the high
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dose group, and triple in the low dose graddpTwo other large developing world trials based in
Africa, one of which involved 83,000 subjects, found tHdtere was no statistically significant
protection by BCG against tuberculosis in this populatiémfact as in India, it was reported
that there were more cases of pulmonary tuberculosis found in the BCG vaccinad®gr
The England/Wales decline pattern as illustratdel@ure VI below is instructive as it
essentially parallels the decline history that has occurred in the Udies &nd Canada. The
only Canadian provinces that implemented any routine use of the vaccine eveicuNdland
and Quebec in the year 1948 (it was at this time that widespread usage of B@@nehed in
First Nation communities) and Prince Edward Island in 1966. These few provinceyetnble
BCG e>ig7lusively for school students, with such usage discontinued entirely indtie e
1970s.

With reference to the causes of

decline of tuberculosis, Gerhard
Buchwald a medical doctor from England & Wales Tuberculosis Mortality

Source: T. McKeown, The Role of Medicine: Dream, Mirage, or
Nemesis Princeton Univ. Press, 1979.

Germany testified in Montreal
before a hearing of tHQuebec
College of Physicians Medical FIGURE VI.
Board on March 25, 1996. (He
had previously served as a specif
advisor to various plaintiffs in
150 legal cases involving vaccing
injury complaints, and written
200 papers on the subject of
immunization.) He there stated
that tuberculosistfas come to be \ 56 Sed
less and less dangerous over timg. —
One hundred years ago, being \‘\

diagnosed with tuberculosis was \‘\‘

a death sentenceReferring to its \_
decline he states that

“vaccinations had no influence a 1838 1860 1880 1900 1920 1940 1960
all. The reason behind this

decline is as | showed you earlie
Never before have... Canadians,
for instance, enjoyed such a good

life. The victory that has been won over epidemics is not due to physicians, but to farmers and
social legislation... Better dwellings, better bathrooms, and more soap... Everything that we may
refer to as general social amelioratians **®

2.10.20ther Vaccines & Infectious Diseases

As a matter of public policy, in addition to those who still
receive BCG, a wide spectrum of recommended vaccines
is routinely administered to First Nations, Inuit and Metis
(with a particular emphasis on infants and children). These
include: DPT, OPV, IPV, MMR, HBV and Influenza (flu).
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Since this represents a highly complex and controversial field, and we arelyegxpased to
the proponent views of officialdom, it is important to understand that there are notezigoisys
and scientists who have raised weighty counterclaims on the crucial issuesiioé \edficacy
and safety.

General Concerns Related to Efficacy

Since this paper has already addressed efficacy issues surroundingn8@@s apace
limitations, only a few other vaccine interventions and their alleged eff@ttse looked at.

Flu Vaccings)
It bears noting that the flu vaccines are probably the most widely promotedtdiatlyiall age
groups and at all levels of society, on a recurring basis. According to a aetieptprepared by
the Coordinator of the Italy bas@bchrane Vaccines Fielda
UK basedCochrane Collaboration entity) and published in the
British Medical Journalthe ability of inactivated influenza
vaccines to significantly reduce morbidity and mortality from the
“flu” is unknown, and data confirming influenza vaccine safety are
limited. The report indicates that such vaccines have marginal or
no effect in preventing influenza in children and the elderly. It also
indicates that there is not enough evidence to recommend universal
vaccination against influenza in healthy adufifere is a big gap
between policies promoting annual influenza vaccinations for most
children and adults and supporting scientific evidence... given the
significant resources involved in annual mass influenza
vaccination campaigns, there is urgent need for re-evaluation of these stratéfjles.”

These findings are paralleled in

an extensive review and FIGURE VII.
analysis of multiple research

studies on flu vaccine efficacy

in the United States. The

synthesis report was recently

published in the Journal of

American Physicians and

Surgeonswhich examined

“yearly influenza death rate,

yearly influenza case rate, and

yearly rate of hospitalizations

with influenza as the first-listed

discharge diagnosis. By these

measures, the yearly U.S. mass

influenza vaccination

campaign has been ineffective in preventing influenza in vaccine recipie@sRe VIl above
is copied from this landmark review study’

Furthermore, a 2006 study published in the journal Vaamaméirms that Canada's first
experiment in universal, free flu vaccine has cost Ontario taxpayers mo@2d@-million, but
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appears to have done nothing to reduce the spread of influenza. Per-capita flu nates in t
province have not decreased at all since the mass vaccination program was idtiothegear
2000, concluded theniversity of Ottawa research team. In fact, the average monthly incidence
of influenza actually increased over the first five years of the progitimough researchers
suggest that it is too early to say for certain that numbers are continuisg. t4ll we do know

is rates haven't decreased, and there has been a lot of money saghProfessor Dianne

Groll, lead researcher in the stufiyhe program was designed to reduce the incidence of flu,
and this hasn't yet happened™

Polio

Since the decline of polio among Aboriginal people in Canada and other North Amésans
been popularly attributed to the polio vaccine, we need to consider the testimompaiiBe
Greenberg, late Dearschool of Public Health, University of North Caroling who during the
polio epidemics of the 1950's chaired the Committee on Evaluation and Staiodangs
American Public Health Association Greenberg testified td.S. Congressional Hearings on
Polio VaccinegHR 10541 1962). (Unfortunately the Canadian record is not as accessible.) His
evidence respecting diagnostic modifications and statistical manipulatimus$gichallenged
the popularly promoted view that the epidemics subsided as a result of vacevenimea. In

his words ‘As a result of... changes in both diagnosis and diagnostic methods, the rates of
paralytic poliomyelitis plummeted from the early 1950's to a low in 295#s involved:
redefinition of what constitutes an epidemic; redefinition and mislabeling of¢bag# itself;
and a statistical reclassification of the disease. He also testifietd 1S. public health authorities
purposely manipulated statistics and issued official statements to gige arigression to the
public that the disease was on the decline due to vaccine campaigns, when pokenatesn
actually on the increas€?

In recent years some compelling epidemiological evidence has beeregamméch now links
polio’'s emergence and its precipitous subsidence to what is a strongly edrredatand decline
in the widespread usage of certain industrial
neurotoxins, such as DDT, BHC, arsenic and lead
based pesticides. Before the banning of DDT in the
U.S. and Canada, some scientists came to recognize
that the organochlorine pesticides such as DDT are
associated with nerve
damage, paralysis
and death in animals
and humans. Today
polio continues to
exist in Developing
World countries such
as India where DDT
continues to be used.
Note the illustrations
to the left andrigure

VIIl on the next
193

page.
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FIGURE VIII.

General Concerns Related to Safety

Issues of efficacy are in fact overshadowed by concerns relativefi@adimmunization’s

short, long term, and unknown dangers. A discussion paper issuedNigtitieal Aboriginal
Health Organization (NAHO) observes that Aboriginal infants in Canada atehigher risks of
incurring conditions like sudden infant death syndrome (SiDi$¥act theFirst Nations and

Inuit Health Branch Statistical Profileidentifies sudden infant death syndrome (SIDS) as the
leading cause of infant death among First Nations people in $89® the Western World
SIDS is actually the principal cause of death for infants falling in theagge of four weeks to
six months. Eighty percent of SIDS deaths occur before five months of age, watlylitens of
thousands (some claim hundreds of thousands) of cases recorded in North Almeeica a

In the mid-1980s a widely published Australian research scientist Vierdb8eh&orked with
biomedical engineer Leif Karlsson in developing a superior breath monitoritegrsgamed
“Cotwatch. This highly advanced monitoring implement was used with babies thought to be at
risk of SIDS. They observed that the monitor was consistently sounding alarms whesn ba

were affected by varied stressful events, with artificial immuiadieing the most obvious and
prominent. The microprocessor recorded the breathing pattern of infants overdagbelays

and weeks, with the data recorded in computer print-outs. Most researcheasilgrbitbscribe

to the unproven idea that in order to attribute deaths to a vaccine(s), such deaths must occur
within only hours, or the first few days following vaccination. However, breathtororg

patterns observed over several weeks revealed that babies may and do die for up to @5 or mor
days after vaccination, in which thexic effects of the vaccinéappears to play an observable
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and definite role. Indeed to these researchers the linkage between vactioglgdsDPT)
injections, and sudden infant deaths became painfully obvious, and irrefutable.

At this point in her research career, Scheibner was unaware of the concernisaded de
surrounding artificial immunization. To settle the issue in her own mind, she went on to
systematically review some 30,000 pages from orthodox medical journals spanniitgl @pe

over a century. She consequently summarily stated .thidtere is a wealth of scientific data to
demonstrate that vaccines cause serious derangements of all systems of the body wiich resul
serious injuries, including deaths, and in babies in particular, being misinterpreted as being
caused by inflicted traumfae. mistaken for shaken baby syndroméj>

Dawn Richardson and Karin Schumacher spent considerable time at a U.S. basedmorgue i
order to examine autopsy reports of infants listed as SIDS deaths, and then lookeddat rel
vaccination information. They found that a highly disproportionate amount of SIDS deaths
clustered at 2, 4, and 6 months, which are the very times when infants are vacdinataunes
had nothing to do with these deaths, the infant mortality should have been randomly spread
throughout the first 6 months of life. Furthermore, it was very rare for the vantmeation on
the dead infants to be recorded, and there were virtually no investigations into the ¢hase of
multiple infant deaths. Medical examiners routinely missed asking aboutrocensidering the
notable correlation between the deaths and the timing of their vaccinatfons.

In the early 1980s, | was commissioned by the President’s office blfati@nal Indian
Brotherhood [todayAFN] to spend time in Australia and New Zealand to explore and document
the socio-political conditions among the Aboriginal and Maori peoples. This included @ visi
theRedfern Aboriginal Health Centre near Sydney where | engaged in dialogue with the
Centre’s medical director, Archie Kalokerinos. Two years

before my visit he had been awardedAlustralian Medal of

Merit for “outstanding scientific researciHe is well known

worldwide as a physician who devoted much of his career to

fighting for the well being of the Aboriginal people of

Australia. Now in his retirement years, he is looked to as an

“Honorary Medical Advisor for Aboriginal HealthHe is also

noted as author of the seminal book Every Second Criilel

story that inspired this book follows.

While serving as Medical Superintendent of Collarenebri Hospital (NSW) a KofTeeritory
politician informed him that the infant death rate in the Northern Territory had dbnbbme

year, and it actually looked as if it was going to double again. The politician mehtiaighere

had been a recent intensification and expansion of vaccination campaigns among Aborigina
“And that is what had done it. They were actually immunising sick kids. The next day | took off
by plane to go to the Northern Territory and | was excited by the realisation that at last | had the
answer to the problerh Health teams would sweep into an area, line up all the Aboriginal

babies and infants and immunize them. Although the literature warns that sick and relagtburi
children should not be vaccinated, this would be done without any prior examinations, no taking
of case histories, and no checking on dietary deficiencies.
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| found that they were visiting the reservations... and if for some reason a mother
didn’t want her child to be vaccinated they would simply grab the child and
forcibly vaccinate it. | saw them chasing them on foot, and chasing them in
Landrovers and grabbing the kids and vaccinating them. Now, a lot of these kids
were terribly sick. They were malnourished... And if they survived the first
vaccine, in a few weeks they would come back with booster shots.... then they
would come around with polio shots and so forth. It is a wonder that any kid
survived really, not that the death rate had just doubled. [As for those who did
survive]... some of the reactions to the vaccines were not those that were listed in
the standard literature.

...with some of these reactions which normally resulted in death, | found that |
could reverse them by giving large amounts of vitamin C intramuscularly or
intravenously. One would have expected, of course, that the authorities would
take an interest in these observations that resulted in a dramatic drop in the death
rate of infants in the area under my control, a very dramatic drop. But instead of
taking an interest their reaction was one of extreme hostility. This forced me to
look into the question of vaccination further, and the further | looked into it the
more shocked | becamé’

Kalokerinos’ telling experience brings to mind the fact that in late 1991 ney &ktabeth
Obomsawin (who is an RN) while visiting t#erokee Indian Hospitalin western North
Carolina, interviewed a Native AmericahS. Indian Health Serviceemployee who had served

in five or six different Native American hospitals throughout the United Staté®y fuestion

that she posed to him was what he considered to be the most serious health problem facing
Native American people in the country. Expecting to hear that it was diabeteslwla
dependency, she was taken aback when he explained that it was vaccine damags enuhfa
children. He went on to enumerate the numerous cases of neurological and other forms of
damage that he had seen in every one of the Indian hospitals that he had served in imeer a per
of many years.

One other area of very serious concern relates to the issue of the impactrgs/aocihe
human nervous system, brain function, and behavior patterns. In the year 2004 boardl certifie
neurosurgeon Russell Blaylock - associate editor of the Journal of Amerigsini&ins and
Surgeons published an article in this journal in which he outlined thdtEere is growing
evidence that overstimulation of systemic immunity can produce deleterias effeervous
system function including neurodegeneratidthe links this pathophysiological
“overstimulation” with the routine practice of administering multiple vaesjnwhich far exceed
the coping ability of the human body-mind complex, particularly in infaffto better
understand his findings, keep in mind that vaccines contain killed viruses or bagcecia, t
extracts or attenuated live organisms. To stimulate an enhanced immuitaragainst these
organisms, the manufacturers add powerful immune-stimulating substances sycieses
and aluminum, etc. (called immune adjuvants). The process of inducing artificiahization
usually requires repeated injections of the vaccine(s) over a set perio@.of tim
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In another related paper, he indicates that because more and more studieg gnebtished

which cite ‘vaccine failure, their manufacturers’ answer is to make the vaccines more potent.
They do this by making the immune adjuvants more powerful or adding more of them. The
problem... is that in the very young, the nutritionally deficient and the aged, over-stimulating the
immune system can have an opposite effect, it can paralyze the immune systemspdumlly/ e
prevalent with nutritional deficiency Blaylock then refers to the fact that early attempts to
vaccinate certain African populations met with disaster when it was disdavhatenany were

dying following vaccination. The high mortality was tracedwadespread vitamin A deficiericy
among recipient tribal groupsOhce the malnutrition was corrected, death rates fell

precipitously”

Blaylock’s concerns relate to the observed destruction of synaptic connectiongedeartt the
onset of abnormal pathway development in the developing brain, as well as in the adult brain.
Known toxic metals placed in vaccines such as thimerosal (mercury), alumimdim, a
fluoroaluminum directly interfere with brain metabolism and antioxidant enzycaeasing

damage to DNA and DNA repair enzymes, and triggering excitotoxicityh&umore, since the
artificially induced immune stimulation in vaccination continues to act over a gedoperiod

of time, the immune adjuvants in the tissues, constantly stimulate immunetagtoeits.

With most natural infections the immune activation occurs rapidly, and once the
infection is under control, it drops precipitously. This, as we shall see, is to
prevent excessive damage to normal cells in the body... For a long time no one
considered the effect of repeated vaccinations on the brain. This was based on a
mistaken conclusion that the brain was protected from immune activation by its
special protective gateway called the blood-brain barrier. More recent studies
have shown that immune cells can enter the brain directly

For our discussion, activation of the body’s immune system by vaccination is a
most important stimuli for activation of brain microglia... The more powerfully

the body’s immune system is stimulated the more intense is the brain’s reaction...
Therein lies the danger of our present vaccine policy. The brain’s immune system
cells, once activated, begin to move about the nervous system, secreting numerous
immune chemicals (called cytokines and chemokines) and pouring out an
enormous amount of free radicals in an effort to kill invading organisms. The
problem is, there are no invading organisms. It has been tricked by the vaccine...

His article goes on to point out that cytokines cause:

Confusion Irritability

Language difficulties Mood alterations
Disorientation Combativeness

Seizures Difficulty concentrating
Memory problems A host of other behavioral
Somnolence and Low-grade fevers

problems
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...Unlike the body’s immune system, the microglia also secrete two other
chemicals that are very destructive of brain cells and their connecting processes.
These chemicals, glutamate and quinolinic acid, are called excitotoxins. They
also dramatically increase free radical generation in the brain. These destructive
chemicals, as well as the free radicals they generate, are diffused throughout the
nervous system doing damage, a process called bystander injury. It's sort of like
throwing a bomb in a crowd... Normally, the brain’s immune system, like the
body’s, activates quickly and then promptly shuts off to minimize the bystander
damage. Vaccination won't let the microglia shut down. In the developing brain,
this can lead to language problems, behavioral dysfunction and even dementia.

Blaylock refers to a recent study by the world-renowned immunologist Dr. H. Fuggnberg
who has found that adults vaccinated yearly for five years in a row with theciingahad a
10-fold increased risk of developing Alzheimer’s disg¢dagdenberg attributes this to the
mercury and aluminum in the vaccinétérestingly, both of these metals have been shown to
activate microglia and increase excitotoxicity in the brain.”

In the child, brain immune over-activation has been shown to be particularly
damaging to the amygdala and other limbic structures of
the brain. This can lead to unusual syndromes such as the
loss of “theory of mind”... It has also been shown to
damage the executive functions of the frontal lobes. In
essence, what is lost is that which makes us social human
beings, able to function in a complex world of ideas and
interactions... Several studies have indeed shown
elevated levels of cytokines in autistic children... what we
see is a viscious cycle of immune activation, excitotoxin
and cytokine excretion, and free radical production. The
latter starts the cycle all over again.

With reference to vaccines using attenuated viruses Blaylock expressesrcthat ih far too
many cases these viruses escape the immune system and take up residence in the body for
lifetime” Most of these viruses were found to beghly mutated In fact, different mutations
have found among viruses in various organs in the same individual.

These attenuated viruses undergo mutation brought on by the presence of free
radicals in the tissues and organs and they can mutate into virulent, disease-
causing organisms. Recent studies have confirmed this frightening finding. Once
these live viruses are injected, they cannot be removed. Because the viruses
remain in the body, they will be under constant free radical exposure, which can
increase during times of stress, illness, exercise and with aging... the viruses can
exist in the brain, or any organ, either silently and slowly producing destruction

of the brain or spinal cord or producing sudden disease once the virus mutates to
a highly lethal form.
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With respect to the public policy of giving numerous vaccinations to individuals, in
particular children, he comments that €onsiderable number of studies have shown
conclusively that such a practice can lead to severe injury to the brain by numerous
mechanisms. Because the child’s brain is undergoing a period of rapid growth from the
third trimester of pregnancy until age 2 years, his or her brain is at considerable risk
from this... policy. *%°

In this vein, medical historian Harris Coulter co-authored a book focusing on the dainp&rs
(diphtheria, pertussis, tetanus) which gave primary impetus tdrtited States Congress

passing the National Childhood Vaccine Injury Act of 198ablic Law 99-660), thus creating
theNational Vaccine Injury Compensation ProgrgiCP). As of the end of 2004, this program
had received nearly 11,000 vaccine damage claims, and has paid out over $900 million in the
settlement of just over 2,000 of these claifiSCoulter subsequently researched and authored a
book with even more serious repercussions entitled Vaccination, Social Violence, and
Criminality. His research led him to conclude that vaccine associptgaital disabilities are

only part of the picture. Much more important at the mental, emotional, and moral dimensions of
vaccine damageg

In this book he outlines how myelin is a waterproof substance that coats nerveubéke |
insulation on an electric wire and has the same function. Without this protedistarsce nerve
impulses will short-circuit from fiber to fiber. The cerebral hemisphaneksthe cerebral cortex
(the locus of memory and higher activities of the mind) are the last regitims lodiman brain-
nerve system complex to be myelinated, i.e. in the fifth year of life, or Megnetic resonance
imaging has shown that infants and children who are developmentally delayedahrediet p
immature patterns of myelination. The fact that vaccination can impair tHenatisn process
has been well established in medical science for decades. For exampleeaytegermed after
postvaczc(;)ilnal encephalitis show complete or partial destruction of myelin sheginsthe
lesions.

A large body of research has been done on the neurological
status of persons involved in violent crime. They are seen to
have a very high incidence of one or more typical post-
encephalitic conditions such as: low 1Q, hyperactivity; allergies;
varying degrees of mental retardation; and seizure disorders.
The neurological damage caused by DPT and MMR, is
encephalitic and is symptomatic of these very same conditions,
as well as: dyslexia; hyperactivity; attention-span difficujties
anxiety; depression; low self-esteem; paranoia; and alienation

from others. As damaged infants mature into adolescents they often become invotreden “

or the violence may be self directed (suicide). They rarely show remorskdbthey have done

but dissociate themselves from their ddtte estimates of the number of cases of vaccine caused

“severe neurological damagare considerably higher than theréposterous figurégiven by

the medical establishment, with the comment thabhe end of the spectrum you will find a

group of seriously damaged children; at the other end there will be a group of children who are

apparently not damaged at all. But in between you will find all the gradations of damage

ranging from slight to serious?®
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Coulter goes on to afford an interesting parallel between what is happening imreociety
and what occurred in ancient Rome:

A major cause of the Roman Empire's decline, after six centuries of world
dominance was its replacement of stone aqueducts by lead pipes for the transport
and supply of drinking water. Roman engineers, the best in the world, turned their
fellow citizens into cripples. Today our own “best and brightest,” with the best of
intentions, achieve the same end through childhood vaccination programs
yielding the modern scourges of hyperactivity, learning disabilities, autism,
appetite disorders, and impulsive violent%g.

2.11DIABETES —A MAJOR & GROWING EPIDEMIC

In the year 1991, thEirst Nations and Inuit Health Branch of Health
Canadareported that, “from 80,000 to 120,000 Aboriginal people 15

years of age and over had diabetes in Canada. This is still likely to be an
underestimate, as we know that both the rates of diabetes and the

number of Aboriginal people has increased since 1991.” This estimate is

based on the Aboriginal Peoples Survey (1991) correlated with other
information.?®* FIGURES IX andX which follow are based on Figure 4

in this saméHealth Canadareport. The figures strikingly illustrate the

considerable contrast that exists in levels of self-reported diabetes

differentiated by gender, between the First Nations population and the

general Canadian population in the year 1999. The statistical findings in thesesFige
derived from data obtained in the First Nations and Inuit Regional Health Survey$999.

FIGURE IX. | Age Adjusted Prevalence of Diabets
(Self-Reported)
O First Nations Men (On-Reserve)
O Canada Men
40
30 —
R 20 — —
10 —]
0= M= i_\ - _‘ |
15-24 25-34 35-44 45-54 55-64 65+
Age Group
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FIGURE X. Age Adjusted Prevalence of Diabete

(Self-Reported)

O First Nations Women (On-Reserve)
O Canada Women

M=l = |

15-24 25-34 35-44 45-54 55-64 65+
Age Group

Diabetes often carries with it a number of disabling and life threateninglications. These
include:

Increased Risk of Cardiovascular Disease (heart disease)
Higher Prevalence of Hypertension (high blood pressure)
Increased Risk of Stroke

More Lower Limb Amputations 100 2 of people with compiications

Higher Rates of Kidney Disease and Dialysis [WPeople with diabeles O People wilhou! diabetes)
Higher Rates of Eye Disease

Frequent Instances of Peripheral Neuropathyg, FIGURE XI. -

(impaired nerve conduction)
Children - Instances of Aboriginal Children

with a Diagnosis of Type 2 Diabetes &0

Women - Higher Prevalence, Risk of

Complications of Pregnancy, and Future Risk 44

for the Child?® 40 a5 g

FIGURE XI to the right illustrates the greater
presence of these various complications in 20
people with diabetes.

20

Prevent!on and Treatmer}t o . e T —_ -~
In a clinical trial in Scandinavia involving 522 (e
subjects with impaired glucose tolerance, they were
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randomlyassigned to either a control group or lifestyle intervention group. The intervention
group were encouraged to increase fiber and decreasafatjole grains, vegetables, fruits,
and low-fat dairy ancheats, weight reduction, and daily exercise, including supervised,
progressive resistance training and endurance exerciseaAféeterage 3-yr follow-up, the risk
of diabetes was reduced $§% in the intervention group, despite minimal weight loss (7.7 Ibs
after 2 years)?’

A major review study published in the Journal of Applied Physiolod005 confirmed that
basic dietary changes and moderate increases in physical exarcigeevent or markedly
reverse Type Il Diabetes. The review refers to researchers whodrapared the Pima Indians
living in the American southwest who consume a Westernized diet, and imave sedentary
lifestyle with the Pima Indians who live in rural northern Mexico and stib¥ok traditional
Pima lifestyle. Despite very similgenetic backgrounds the URmas, living in a more
“affluent” environment, have strikingly higheates of obesity and diabetes than do their cousins
in Mexico who live a much mor&raditional” lifestyle, characterized by a diet widss animal
fat, more complex carbohydrates and gresntergy expenditure in physical labor and activities.
Examples of other populations who have similarly transitioned to a Westernesgglléf and

now exhibit very high rates of diabetes include Micronesians in Nauru, Waimdétav Guinea,
and Australian Aboriginals, among others.

The reviewers affirms thatOverwhelming evidence... over the past 20 years from a variety of
sourcesincluding epidemiological, prospective cohort, and interverdtadies, has documented
that physical activity, diet, and combinactivity and diet interventions can mitigate progression
of chronic disease and in fact reverse existing disea$¥ith respect to achieving diabetes
reversal through implementing lifestyle measufesyre XII below shows the remarkable
impact of the three week Pritikan lifestyle prograffi.

FIGURE XII.
Reduction in Persons Requiring Medication
After 3 Weeks — Pritikan Program

A similarly designed program at Weimar
Institute 's NEWSTART Lifestyle Center in
northern Califorinia, in which type 2 diabetes
patients eat a low-fat diet and exercise daily,
is also experiencing consistent and
significant success in reversing diabetes. A
large number of participants are able to
return to normal blood sugar levels, thus
eliminating the need for insulin and
medication. Neuropathy has also been
reversed, and renal function improved in
many. Atherosclerosis, the big Killer of
people with diabetes, has also responded
favorably to this lifestyle intervention
program.

Fifty percent (50%) of participants with type 2 diabetes return to normal blood sugar
levels without need for medication in as little as three weeks time.
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Eighty percent (80%) of cases diagnosed with diabetic neuropathy experienoeeno m
pain in their hands and feet.

Eighty percent (80%) of men are able to obtain normal blood pressure readmmys wit
any need for further medication.

A drop of twenty five percent (25%) in cholesterol commonly occurs.
An increase in exercise capacity of thirty five percent (35%) is the A&tm.

2.12CARDIOVASCULAR DISEASE - A LEADING CAUSE OF ABORIGINAL M ORTALITY

In the late 1990&irst Nations and Inuit Health Branch of Health Canadareported that

“Heart Problem$among the First Nations population (on-reserve) approximates three tiates t
of the national average. This finding is based on age adjusted prevalence ratesdppded
condition as reflected in tHarst Nations and Inuit Regional Health Sur@®97) and the
National Population Health Survég997). *°

The only recent population based study comparing atherosclerosis and cardavwdiseake

(CVD - sometimes referred to as Coronary Artery Disease/CAB$ eahong Canadian

Aboriginal people and the Euro-Canadian population was published in 2001 in The Téecet
study involved the random recruitment of 301 Aboriginal people from the Six NatioesvBes

at Ohsweken, Ontario and 326 people of European ancestry from Ontario and Albexta. It
found that the Aboriginal people at Six Nations had significantly more caroticatherosis,

and had a higher frequency of cardiovascular disease than Euro-Canadians, i.e. 18-5% vs. 7-6%.
These Aboriginal people also had significantly higher rates of smoking (roughlyeficuilgh

blood pressure, raised cholesterol, and diabetes. For any given income levelnabpagple

had higher rates of risk factors and cardiovascular dis€ada.a follow-up commentary article
published in the Canadian Medical Association Jouvhars comments thdAn epidemic of

CVD can be anticipated in Canada’s Aboriginal population unless the current risk factor profile
can be modified. Smoking-cessation and weight-reduction programs should be encoufrdged.”

In reviewing a comprehensive administrative database of all hospitalsaoinsisor Ischemic
Heart Disease (IHD) in Ontario for the period of 1981 to 1997, it was found that hoatinakz
for IHD have doubled in the Aboriginal population, despite gradually declining rates in the
general population. By 1997 CVD admissions for Aboriginal people were found to beeabé rat
155/10,000, while admissions for the general population were 82/10,000. The researchers
concluded thatThese findings document an alarming trend in Aboriginal health and support
the need for further research and targeted interventi6t.”

The same pattern is occurring among Aboriginal peoples south of the Canadiarahdrttethe
northwest in Alaska. In the United States American Indians were long thoughetmharent
protection from cardiovascular disease. For example a reviéwdiah Health Service (IHS)
records from the 1960s showed very low rates. However, more recent IHS dateg ithdicat
CVD is now the leading cause of death among American Indians. The study fouG¥ ha
rates in the Dakotas were the highest when compared with other regions, which shgtdsts
could likewise be the case with Aboriginal peoples living in Canada’s prairie previtGeRE
X1l which follows on the next page is based on figure two (2) in the study réfort.
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FIGURE XIII.
Cardiovascular Disease
Incidence
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Epidemiological Evidence on Lifestyle Impacts

In the early 1980s as an international collaborative effort bet@eeamell University, the

Chinese Academy of Preventive MedicingheChinese Academy of Medical
SciencesandOxford University there was launched a very extensive study on the relationship
between lifestyle/nutrition patterns and health. The study initially lookedci-economic
characteristics and dietary patterns in 6,500 adults living in 138 villages in 65 saar@kina

and correlated this with mortality data for 50 different diseases. Itauasl fthat in rural China,

fat intake was less than half of U.S. North American intake, and fiber intak® tivass higher.
Animal protein intake was very low, only about 10% of N. American intake levels. Maan se
total cholesterol was 127 mg% in rural China compared with 203 mg% for adults aged 20-74
years in N. America. Deaths from coronary artery disease was 16.7-daleigifor N. American
men and 5.6-fold greater for N. American women than for their Chinese courgelipads also
found that the death rate for breast cancer for N. American women is feghigher than

among Chinese women.

One of the first things to emerge in the study was that

the civilization diseasesuch as coronary heart disease,

stroke and hypertension, cancer of the breasts, prostate,

and lungs, as well as diabetes and osteoporosis were

extremely rare in rural China, but became increasingly

prevalent with: proximity to the major cities; increased

wealth; more sedentary lifestyles; and a high intake of

animal products, including dairfhese same

degenerative diseases today account for over 75% of

premature deaths in N. America. On the other hand, it

was found that the greater the percentage of whole plant

foods in the diet, the lower the risk of developing these

diseases. With the dietary cause of cholesterol well

known, and the blood cholesterol-heart disease linkage clearly established, fthe chie
epidemiologist for the study, Richard Petd{ford University, observed thdfThe Chinese
experience shows that most Western coronary heart disease is unnece$SaRyGURES XIV
andXV on the next page, employing data on dietary patterns and heart disease deaths from
different countries, affords compelling corroborative evidence for the Chinafitdihgs. 2*°
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Concerns with Standard Treatment Approaches
At the close of the 2Dcentury prominent cardiologist and surgeon Caldwell Esselstyn penned
his classic articl&n Overdue Requiem for Palliative Cardiolodyy it he affirms that:

Modern cardiology has given up on curing heart disease. Its aggressive
interventions - coronary artery bypass graft, atherectomy, angioplasty, and
stenting - do not reduce the frequency of new heart attacks or prolong survival
except in small subsets of patients... (1) Life-threatening plagues are not directly
treated. (2) The procedures themselves carry risks of new heart attacks,

strokes, infections, encephalopathy, and mortality.(12) In addition, benefits erode
with time... Thus, it is clear that the goal of cardiology has become the relief of
pain and unpleasant symptoms in the face of progressive disability and often
death from diseasé'’

What about promising new drug treatments? Pfizer, in late December 2006 announited that
long hoped for block-buster drug Torcetrapib (on which it had spent $800 million in
development) was killing more people on its test run, than were dying in the coatrpl §he
treatment group experienced a greater number of cardiac events saugimaslaart failure, and
a need for angioplasty. The unfathomable mysteries of human metabolism could ate thker
assault of this drug. It was making vascular disease worse not better. Anlo#memy for
cardiology in the second half of 2006 came in the form of reports from Europe thatspatient
utilizing the new drug eluting stents were suddenly having heart attadlsoare were dying.
This was disturbing to cardiologists and remains frightening for patféfts.

What about surgical procedures? Angioplasty or by-pass surgery doeanthteremall
unstable juvenile arterial plagues are prone to rupture and actually cause over & of h
attacks. Then why do cardiologists treat the blockages unlikely to cause thattaeks? There
is a lingering belief that somehow the patient will be improved, and there is oé coajsr
income for physicians and hospitals in doing these procedttes.
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Treatment Approaches That Work and Don’t Disable

The Coronary Health Improvement Program (CHIP) is an educationallyivedifisstyle
intervention program that is primarily taken directly to the community. The gmogas more
than 40,000 successful graduates worldwide. In the

U.S. it is endorsed by tHehysicians Committee

for Responsible Medicing(PCRM) and th&€enter

for Science in the Public Interes{CSPI). The

CHIP program focuses on developing a greater

measure of intelligent self-care involving a clearer

understanding of the nature and cause of heart

disease, its epidemiology, and its risk factors. The

Program aims at a marked reduction of coronary risk

factor levels through the adoption of better health
habits and lifestyle choices. The goal is to facilitate
disease reversal by lowering blood cholesterol,
triglycerides, and blood sugar levels by reducing
excess weight, lowering high blood pressure,
enhancing daily exercise, and eliminating smoking.| Coronary angiograms - distal left anterior
CHIP’s dietary component emphasizes the descending artery before (left) & after (righf)
importance of unrefined foods-as grown. These foq 32 months on a plant-based diet without

are usually high in unrefined complex carbohydratg cholesterol-lowering medication, showing

profound improvemen€. Esselstyn
and are encouraged to be eaten frezéi)y- http://www.heartattackproof.com/resolving_ca

de.htm

Bob Kilger, the Mayor of Cornwall, Ontario and
former Chairman of CommitteesHouseof Commons spoke before the CanadiBarliament

in the early 1990s with regard to the Coronary Health Improvement Program, which had been
recently staged in Cornwall. He reported that:

The Cornwall Coronary Health Improvement Program (CHIP) is an innovative
community health project that has obtained fascinating results. During the four-
week intensive intervention program, 500 participants lost a total of more than
one ton of excess fat. Elevated cholesterol levels dropped an average of 16%. In
addition, 36 smokers quit, the group collectively walked 12,000 miles, and many
participants had marked reductions in medications for angina, hypertension and
diabetes.... | believe this program may well hold the key to improving the health
of Canadians through a lifestyle medicine approach, and, at the same

time, reduce the financial burden that is being placed today on Canada’s
healthcare systeri**

In 1988 Bob and Theresa Anderson participated in the CHIP in Creston B.C.
Bob, then 66, said that at the time leeuld hardly make it out to the mailbox,

200 feet from my front doorfie recalls’l had no energy, | was 60 pounds
overweight, had severe arthritis... smoked three packs of cigarettes a day, and
was always short of breathTheresa’s health wasn’t much better. She suffered
from high blood pressure and diabetes, and was overweight and extremely
depressed. When CHIP came to their area the Andersons decided to give it a try.
They dumped their alcohol down the kitchen sink and cleaned out their fridge,
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filling it with more healthful foods. They burned their cigarettes in the ficeptand started

walking. First just one block, then two, three, five, and they were on their way. Fuildivé

CHIP seminar, they enrolled in whole food cooking classes. Bob’s health gneatbved.

Theresa’s blood pressure, cholesterol, and blood sugar levels returned to normal. Both took up
bicycling, shed 50 pounds, and three years later, at age 69, Bob bicycled 3,210 miles from
Creston B.C. to Ottawa in 60 day%

Going back to the 1960s Finnish men had the world’s highest death rate from heart disease

Heart disease was problematic throughout Finland, however the death raspeesally high in

the province of North Karelia, in eastern Finland. This province was dominated yyadlaimg

and the consumption of high fat dairy products such as butter, cream, whole milk and clseese wa
widespread. The diet was also very deficient in fresh fruits
and vegetables. The North Karelia Project was launched in
1972 in response to the local petition to get urgent and
effective help to reduce the great burden of exceptionally
high coronary heart disease mortality in the area. Over time a
variety of activities and innovative programs were set in
motion in order to reduce the risk factors for cardiovascular
disease, with the Project being expanded to the rest of the
nation by 1977. A number of Project interventions and
support activities were undertaken.

Programs at workplaces were implemented to help employees lose weigemagking,
and work place eateries were requested to increase the availabiliit ahfit vegetables.

Cholesterol-lowering competitions were organized between villages th Karelia.

There were national televised broadcasts portraying the successesps of
people making healthy changes in their lifestyles.

A lay health leadership program was implemented in which leaders at tiheuoay

level were educated and enlisted in the promotion of healthful living, for example by
discussing the effects of smoking and diet with members of the community, anthop urg
local grocery store outlets to improve the variety of fruits and vegetables on sale

Food manufacturers and supermarkets were worked with to facilitate impogtam/ di
changes. For example, the food industry was encouraged to focus on the development of
significantly lower fat and salt content in multiple food products. There washise
collaboration with vegetable oil product manufacturers to produce healthier oils.

Local communities were given incentives to get involved in growing berries for
widespread consumption, since berries grow well in cold climates and are knoheirfor t
valuable anti-oxidative and nutritive content. Also dairy farmers were ergsalita
diversify into crops such as berries and apples.

All tobacco advertising was legally banned, and prohibitions against smokiag wer
imposed in most enclosed public places. Tobacco taxes were earmarked foroaimtgsm
programs, and special quit smoking programs were widely introduced and supported.

Over time there has been observed some marked behavioral changes. For eraskirig, s
rates ere significantly reduced. In 1972 about 9 out of 10 North Karelians habituallytpubbut
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their bread. Today it is less than 1 in 10 who does so. Dietary improvements have led to roughly
a 17% reduction in the mean serum cholesterol level of the population. Elevated blookepress
have been brought well under control and leisure time physical activity hasbesased. The
results of this Project are unprecedented given the fact that by rglatsic and simple
measures major inroads have been realized on a national level in the reductioh fsbdeatl
causes, as well as from coronary heart disease and cancer. Furthefenexpgictancy has
increased by approximately seven (7) years for men and six (6) yeamsm@nwin recent years
other projects modeled on this one have been launched under suppoivoiithéiealth
Organization - Noncommunicable Disease Prevention and Health Promoti Division in
Tianjing, China; Valparaiso, Chile; Isfahan, Iran; Nizwa, Oman, and OlmstedyCount
Minnesota in the U.§%

Rate Occurring in Percentage Reduction

1970 1970-1995
All causes 1,509 -49 %
All cardiovascular 855 -68 %
Coronary heart disease 672 -73 %
All cancers 271 -44 %
Lung cancers 147 71 %
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2.13CANCER A GROWING AFFLICTION AMONG ABORIGINAL PEOPLES

Before proceeding with a discussion of the issue of cancer as it relatesada first people, it
would be instructive to consider the following observation of Moss on the history of thisedisea
with a focus on Aboriginal peoples: (In this quotation Inuit has been substituted for Eskimo.)

In 1843, a French surgeon, Stanislas Tanchou, MD, formulated a doctrine that

the incidence of cancer increases in direct proportion to the “civilization” of a
nation and its people. This theory was embraced by John Le Conte, MD (1818-
1891), first president of thgniversity of California and his enthusiasm led

medical missionaries, ship surgeons, anthropologists and others to undertake an
avid search for cancer among the Alaskan Inuit, northern Athapaskans of Canada
and the native peoples of Labrador. The result was always the same: for 75 years,
not a single case of cancer was documented among the tens of thousands of such
people studied by competent medical examiners. The Harvard-trained
anthropologist, Vilhjalmur Stefannson, for instance, lived for 11 years among the
Inuit and never saw a case. In later life, he wrote a book on the topic, Cancer: A
Disease of Civilization?

...Evidence points to drastic changes in dietresmost likely explanation for the
increase in cancer. Indigenous people of regions across the globe seem protected
so long as they eat the diet that their ancestors ate for millennia. But once they
adopt Western dietary habits, cancer appears and then begins its inexorable
climb towards the same astronomical heights as are seen in the societies they

emulate 2%

Having adopted the lifestyle practices of modern civilization, and having been éxpose
industrial toxins in the food supply and environment the incidence of cancer has become
increasingly common over the decades for Canada’s First Peoples, anchil€sti rise in
incidence. This relentless increase in cancer is accelerating, whileas following cancer
diagnosis has been poorer for Aboriginal peoples than for the general population. Thus we find
today that cancer has become a major health concern and priority among Aborigihed e
Canada. A study of First Nations throughout the United States, reveals thetisahe second
leading cause of death among American Indians and Alaska natives over the adéodf 45.
unlike Canada’s first peoples, cancer rates among America Indians ake Alatives are
rising, and American Indians have the poorest survival rate from cancer ofraortyn
population in the U.S®

Canadian Aboriginal Data

In British Columbia in the period of 1991-2001, the mortality rate of Status Indiams wit

cancer was 16.7% higher than among non-Aboriginals. 71% of cancer deaths in the Status

Indian population were for people under 75, as compared to 57.3% of non-Aboriginal
people 2%°

Research on members of First Nations in Ontario reveals that for all@agesgrancer is
now the third leading cause of death. Other research indicates that the mosihcomm
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forms of cancer among First Nations people are cancers of the cerviadddr, and
kidney. In examining the most recent demographic and disease trend patterns, the
incidence of cancer among First Nations is expected to continue risindnevesxt

decade??’

Cancer increases in First Nations are largely due to rapidly risiegyobtung and
colorectal cancer. Furthermore, cancers of the cervix, gallbladder and kignexpre
common in First Nations people than in the general populd&igorRe XVII below
illustrates the progressive rise in cancer rates among First Nations pé@pttario (blue
line) in the period of 1968 to 199%°

FIGURE XVII.

Canadian Partnership Against Cancer

In November of 2006 the Prime Minister of Canada announced the creatiorCairtheian
Partnership Against Cancer. This new group has been commissioned to play a critical role in
the fight against cancer by focusing on prevention, detection, and treatmesdaGaHealth
Minister Tony Clement publicly notified Aboriginal organizations that thdl/be accorded a
voice in the newly established organization, by serving on its board, and they wélll && w
asked to serve on expert groups addressing key cancer related issues. Methbearsvly
established Partnership and its future technical groups can benefit from anemsarethe

information that follows22°

Treatment

Over half of all cancer victims in North America receive chemotherapgmOtherapy is
cytotoxic, i.e. it is lethal to human cells. Although it does destroy candsy wefortunately it
does not distinguish between cancerous and healthy cells. The cytotoxic effeetdmigs are
greatest in rapidly growing cells, their toxicity to normal healtbsues occurs mainly at sites
which contain a high proportion of such cells, e.g. the bone marrow where blood cells are
produced, the digestive tract, hair follicles and gonads. This destruction diyhesls is
associated with a variety of serious adverse impacts.

One of the most frequent adverse effects is damage to the bone marrow thainrésudtspenia
(loss of anti-infective white blood cells) thrombocytopenia (loss of plateidtich can lead to
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hemorrhaging and bleeding in the brain) and anemia (loss of oxygen carrying red bdod cel
Some toxicities are specific to particular chemotherapeutic drugexiorpleyincristinecan
produce neurological damage (such as loss of reflexes and neurogakoylbicincan produce
cumulative cardiac effects such as congestive heart failurenetibtrexatean cause kidney
and liver damagel ABLE V below shows the five most commonly used cancer drugs, and the
frequency of adverse effects on different organs of the Bdtly.

Although physicianare expected to

routinely identify and report adverse TABLE V. Adverse Effects: Chemotherapeutic Drugs
events in clinicalrials of cancer

chemotherapy, it is of concern that a

2004 study published in the Journal

of Clinical Oncologyfound that

“even in a tightly controlled clinical

trial, physician reportingvas neither

sensitive nor specific in detecting

common chemotherapyverse

effects.”In other words,

chemotherapy adverse effects are

being significantly underreportetf*

This finding has been corroborated in

a 2006 study published in the Journal

of the National Cancer Institutén

this study researchers@ana-

Farber Cancer Institute andHarvard Medical School have found that younger breast cancer
patients (under 63) experience more chemotherapy-related serious atfeetsdten is being
reported in clinical trials. Hassett, who is an instructor in medicikaatard Medical School
observes thatWe found that eight chemotherapy-related serious adverse effects may be more
common than reported in large clinical trials, and, therefore, these adverse efégcbem
responsible for more patient suffering, and higher health care expenditures than currently
predicted.” %3

Radiation is employed even more widely than chemotherapy in the treatmenterf. dehe only
problem is that all forms of radiation as are commonly employed in medical preseuhat
treatments have been conclusively shown to be a highly significant cause@fioahe human
population?**A recent research a report frablemson Universityhas shown that a single
therapeutic dose of radiation can cause appreciable bon&Hoseund changes in trabecular
architecture” were observed. The terfitabecular” describes the bony latticework that
characterizes the interior of skeletal bones and gives bones their strsicength. Since
chemotherapy (often now given with radiation as part of a one-two punch) can also
independently cause bone loss, the cumulative effects of both treatments debitbessime
patient may therefore be significantly more damadifiy.

With regard to the employment of surgery in cancer it has been found that pro@dures

seemingly routine as needle biopsy, as well as more invasive surgical proccha@st the
control or excision of tumors, are capable of inadvertently spreading theedibtss states:
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There are abundant studies and case histories in the medical literature
documenting instances of surgically-triggered (liatrogenic’) tumor spread and
warning of the intrinsic dangers of certain surgical procedures in the presence of
cancer... When tumors are perforated, sliced or penetrated by surgical
instruments, so-called tumor spillage or seeding can occur. That is, tumor cells or
clumps of cells can be accidentally spilled into the body's cavities, sucked into the
withdrawal track of a needle or catheter, or introduced directly into the
bloodstream or lymphatic system. Even rough handling during surgery can cause
clusters of tumor cells to break away from the primary tumor. And since the
physical insult of surgery itself is well known to be immunosuppressive (i.e., to
hinder the normal functioning of the immune system), any accidentally released
tumor cells would have a head start over the body's natural defenses in the days
and weeks following surgery?>

Moss’s observation is corroborated in a 2005 study published in the European Journal of Cancer
which found that surgery to remove a lump or a breast can actually cause thhidacapoead

more quickly throughout the body. The authors state thatew crisis is upon us now in that

trials of early detection have resulted in unexpected disadvantages... clinical data thatsuggest
the act of surgery might accelerate the appearance of distant metastases. The explanation... is
that surgery can induce angiogenesis and proliferation of distant dormant micrometastases,
especially in young patients with positive nodég®”

J.R. Davidson (former Associate Professor of Clinical Medidimgy. of Manitoba) while
serving as a consulting physiciarvdinnipeg General Hospitalobserved that a significantly
greater number of cancer patients were being admitted to the cancenwWadpring than in
the fall, with most coming from more remote rural areas. He began to wonder whetieer
might be a connection between the restricted“th&en by people on Western farms in winter,
with its low nutritional content and the diseage®. a diet lacking in unrefined foods, including
a regular intake of fresh fruits and vegetables). He went on to reflect on his oloodamn a
farm as a time when foods were whole with little processing, and cancstilvasery rare
disease.

Based on these insights Davidson went on to independently conduct 10 years of nutrition
experiments on mice. In mice it's possible to observe cancer in rapid develaphmagtseveral
generations, which of course isn’t possible with humans. Employing a poor nultritienand

the external application of tar on a small area of skin, he succeeded in develsipaig af

mice with 100 percent cancer. In his woftlen taking the offspring of this strain, | fed them a
high vitamin diet and eventually developed a strain which would resist cancer under the same
conditions as their ancestors developed itius demonstrating that cancer is reversible, and that
resistance to cancer is largely nutrition ba$&d.

A landmark 2005 study published in the proceedings oNttenal Academy of Sciences

highlights the fact that Vitamin C (ascorbic acid) should be further exploradiigbly safe and
potent agent in the treatment of cancer.
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Our data show that ascorbic acid (Vitamin C) selectively killed cancer but not
normal cells, using concentrations that could only be achieved by i.v.
administration and conditions that reflect potential clinical use. The effect was
due only to extracellular... ascorbate, consistent with clinical i.v. dosing... Itis
unknown why ascorbate, via H202, killed some cancer cells but not normal
cells... Complementary and alternative medicine practitioners worldwide
currently use ascorbate i.v. in doses as high as 70 g over several hours. Because
i.v. ascorbate is easily available to people who seek it, a phase | safety trial in
patients with advanced cancer is justified and underfy.

This recent'discovery” was actually observed on a clinical level by vasenedical
practitioners decades earlier. For example, therssrbook Cancer and Vitamin @hich

was the culmination of a number of reports published imtbdical literature by both Cameron
and Pauling) documents a long-term experiment cotetliin a cancer ward at the Vale of
Leven Hospital, in Loch Lomondside, Scotland inefl,000 cancer patient controls, were
compared to 100 cancer patients who were treated with high dosage asgdtaate C). Of

the total 1,100 persons in this clinical trial, 96% had not received any previous chempgtherap
since their conditions were diagnosed as being higldyanced and untreateable’A
“substantial minority” of the patients receiving vitamin C experienced an as&én subjective
well being accompanied by objective clinical evidenc&eathardation of tumor progression,
reduced pain from bone metastases, reduced rate of actionubf malignant effusions, reduced
obstructive jaundice, or improved respiratory functiomhere were also few cases of sustained
clinical remission, and a few cases of acute tumor hergerand necrosis. Most importantly, the
mean time of survival for the vitamin treated group was 4.2 times asagetwas for the 1,000
controls, all of whom died of cancér?

Canadian physician Abram Hoffer documented a clinical longevity study oéicpatients that

he carried out. It was comprised of 120 persons with various cancers in which 101dreceive
vitamin therapy (which included high dosage Vitamin C) for the treatment ofedyvaf

cancers, compared with a comparable control group of 19 persons undergoing conventional
medical treatments, also for a variety of candeigure XVIII below provides percentile
survival rates for the two respective grouf3s.

FIGURE XVIII.
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2.14ABORIGINAL PEOPLES AIDS CRISES—CRITICAL THEORY & PRACTICE |SSUES

According to thePublic Health Agency of Canadain 1993, the proportion of reported

Acquired Immune Deficiency Syndro(@¢DS) cases in Canada with known ethnicity attributed
to Aboriginal persons was 2.0%. This proportion steadily increased until reaching a high of
10.0% in 1999. A further increase was seen in the first six months of 2002, wherein Alborigina
persons accounted for 14.1 % of the total reported AIDS cases where ethnsckiyovman. The
latest estimates of HIV prevalence and incidence produced by CaQamataés for Infectious
Disease Prevention and Contro{CIDPC), indicate that the number of Aboriginal persons
living with HIV has increased from 1,430 in 1996 to 2,740 in 1999 (91% increase during the 3
year period). With regard to reported AIDS cases with known exposure, the proportion of
Aboriginal cases attributed to injecting drug use has dramaticallgased over time, from

10.3% prior to 1992 to 30.0% during 1992-1996 and 53.1% during 1997-2001. In the first six
months of 2002, 55.6% of reported AIDS cases among Aboriginal persons were attributed to
injecting drug use’** In response to this growing crisis, tBanadian Aboriginal AIDS

Network was established. According to tNetwork’s publication_ AIDS and Aboriginal
Peopleswve find that:

The HIV/AIDS pandemic continues to grow and threaten Aboriginal Peoples
throughout the world. The last decade has seen a steady rise in Aboriginal AIDS
cases in Canada. Experts speculate that as many as twenty percent of nearly
17,000 AIDS cases in this country could be Aboriginal. Aboriginal AIDS cases
are younger than non-Aboriginal AIDS cases. 28.6% of all newly documented
cases among First Nations Peoples are under 30 years old, with almost one in
four cases being female (compared to one in thirteen among non-Aboriginal
persons). In some cases, people are being infected at ages 19 4ffd 20.

FIGURE IXX.
Reported AIDS cases & positive
HIV test reports by percentage
of females: A comparison of
Aboriginal and non-Aboriginal
peoples in Canada.

For reported AIDS cases,
includes data from 1979 to Dec.
31, 2003. HIV test results,
includes data from 1998 to Dec.
31, 2003 & from provinces and
territories with reported
ethnicity (BC, YT, AB, NT, NU,
SK, MB, NB, NS, PEI, NL).
Source http://www.phac-
aspc.gc.ca/publicat/epiu-
aepi/epi-note/index.html

Insofar as Aboriginal peoples embrace the conventional selective meajigraach to
understanding and to resolving the AIDS crisis what will be the consequences?
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AIDS Overview

The billions of dollars devoted to cancer research have now been outstripped by the tens of
billions of dollars dedicated to AIDS research. Indeed, AIDS now exceeds eanoeing the
most highly profiled and politicized disease in human history. Conventional approaches t
treating AIDS have been widely proclaimed in the media as holding greatsgromiih such
approaches enjoying largely unchallenged governmental support in vidlialbtions of the
world. For example, in 2005 national leaders aiGBeSummitind theJN World Summit

pledged to come as close as possible to the goal of universal access to arairéh@viy drug
treatment worldwide by 2016

In seeking to objectively examine the issue of AIDS it became readilyeapghat since Robert
Gallo’s 1984 claimed discovery of HIV as the causative agent, to this tineehthgibeen a
considerable degree of controversy and polarization in the scientific and noeficalinities as
to the primary basis of this condition, and also with respect to the most effectiveaand |
damaging modes of treatment. The number of scientists and physicians whomagsidient
views actually number in the several hundreds and more likely the thouS4ftiese numbers
include the scientist who mapped the genetic structure of retroviruses, daérfedttcancer
gene, and was a candidate for the Nobel Prize for his work in discovering oncogeres; a
scientist who won the 1993 Nobel Prize in chemistry for his invention of the polyméease ¢
reaction (PCR) method for multiplying a given DNA segment from a con@ticgenetic
material billions of times in a few hour$®

Unresolved Issues of Controversy

In a well researched and polemic article entited of Control: AIDSand the corruption of
medical sciencegublished in the March 2006 issue of Harpevtach is the oldest (1850-2007)
American general periodical, Farber describes the intensive politics &,AlRd the story

behind a majoNational Institutes of Health (NIH) AIDS related cover-up. A former
developer of protease inhibitors is quoted to observe“fhiag: scientific-medical complex is a

$2 trillion industry. You can buy a tremendous amount of consensus for that kind of money.”
Farber herself insightfully notes that:

When it comes to AIDS, basic scientific standards seem no longer to apply. AIDS
is a “syndrome” defined by twenty-five diseases, all of which exist independently
of HIV. No one has ever demonstrated the cell-killing mechanism by which HIV is
supposed to cause all these different diseases... Orthodox AIDS researchers have
failed to demonstrate, using large-scale controlled studies, that the incidence of
AIDS-defining diseases is higher among individuals infected with HIV than
among the general uninfected population... [An] exhaustive analysis of the peer-
reviewed scientific literature has revealed more than 4,000 documented AIDS
cases in which there is no trace of HIV or HIV antibodies. This number is
significant, because... the vast majority of AIDS cases are never described in
formal scientific papers. In fact, most AIDS patients have no active HIV in their
systems, because the virus has been neutralized by antibodies. Another
embarrassment for the HIV hypothesis is the extraordinary latency period
between infection and the onset of disease, despite the fact that HIV is
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biochemically most active within weeks of initial infection. This latency period...
enables proponents of the theory to evade Koch's third and fourth posttfiates.

Not knowing the degree to which blood levels of HIV could predict the rate of CD4 (feHel

cell) loss, a major study was launched by HIV/AIDS experts frontHtrgard University

School of Medicine; Harvard School of Public HealthCenter for AIDS Research Case

Western Reserve University University of Washington, Center for Modern Epidemiology

of Infectious Diseasesand theUniversity of California, San Diego and San Francisco, in order
to determine the extent to which blood levels of HIV can account for CD4 cell depletomgam

the untreated HIV-infected population, including women and ethnic minorities. The study
provided repeated analyses of 2,800 HIV positives, with observations beginning in May 1984
and ending in August 2004. The results were published in the September 27, 2006 issue of the
Journal of the American Medical AssociatiQiAMA).

It was found in this landmark study that HIV-RNA viral load measures failed in 94% t@Bb6%
individual cases to predict or explain immune status or rate of progression $o A3 meant
that the HIV-RNA viral load and the numbers of CD4 cells measured in plasma hadieagef]
on disease progression, and provided no practical information about defense cagécity, wi
disease progression being clearly determined centrallgdoyviral factors”. In the same issue
on p. 1523 W. K. Henry write§These findings provide support to those who favor non-
virological mechanisms as predominant causes of CD4 cell lbss'also writes:The

seemingly useful practice of combining CD4 cell count and plasma HIV RNA levels to assess
individual prognosis or response to HAART needs to be re-examinfgtid]sustainability of
the current paradigm (anti-retroviral combo drugs) is at best questionabldése findings
shake the foundation of the past decade of HIV-AIDS science to its core, for sinciel th@90s
viral load tests have been employed as a primary means of predicting AlSc@npanies
have also used viral load numbers in place of

actual health or survival benefits to gain

FDA approval of protease inhibitors, a

primary ingredient of today’s antiretroviral

drugs. 2%’

One month earlier (August, 2006) the

world’s most highly reputed medical journal,

The Lancetcarried a landmark report which

synthesized the treatment research findings

of hundreds of clinicians on the effects of

Highly Active Anti-retroviral Therapy

(HAART) treatment on 20,000 AIDS patients who had not been previously treated with
chemotherapeutics, carried out between 1995 and 2003 at 12 different locations in Europe and
North America?*®Upon reviewing this seminal report, Helene D. Gagiesident of the
International AIDS Society and Co-Chair of th&VI International AIDS Conferenaesks the
all important question:

...have further therapeutic advances for HIV translated into continued declines in
disease outcomes? The Antiretroviral Therapy (ART) Cohort Collaboration,
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involving 12 European and North American prospective cohort studies, addresses
this issue by examining virological, immunological, and disease progression
outcomes in more than 20,000 antiretroviral-naive individuals starting HAART in
1995-2003. The major findings are that...there were no significant improvements
in early immunological response as measured by CD4-lymphocyte count [T-
Helper cells], no reduction in all-cause mortality, and a significant increase in
combined AIDS/AIDS-related death risk in more recent yé4ts.

So not only has HAART completely failed in reducing AIDS-defining diseasdsath rates,
there is now clear scientific evidence in hand that these highly toxic drugsnistaedi directly
caused a plethora of serious and/or deadly diseases including: the cardiovassasgasdls/er
and kidney failures; osteoporosis; thyroid dysfunctions; neuropathy; Parkinsaé@sealiand
non AIDS-specific classes of cancef. Furthermore, after a short period of time, HAART
treatment has also led to the increased formation of precisely those oppartoféstions (from
fungal infections of the lungs, skin and intestines via threadworms to various nigcbac
infections) that define the AIDS syndroni&" Moreover antiretrovirals‘not features of the host
or the immune response to HIV, are overwhelmingly responsible for the development of
lipoatrophy,” (wasting syndrome) according to studies presented on thefIMovember 2005
at the_Seventh International Workshop on Adverse Drug Reactions and Lipodystroghy in H
Dublin, Ireland 2>

Nutrition Oriented Therapies

So now we must ask, since AIDS remains as a major health threat, and is actogditaped or
worsened by conventional drug treatment regimens, are there any gendewtlyeetpproaches
being used to reverse the condition? Every published textbook in the fields of biology and
biochemistry documents the critical role of vitamins, minerals and othepmuicients in
strengthening natural immunity and optimizing the metabolism of the trilbboslls in the
human mind-body complex. Treating this vast body of evidence as if it doesn’t@xiss day

it continues to be virtually impossible to obtain government-sponsored research ng heali
methods that don’'t employ patented drugs, surgery or radiation. Nonethelesst, tatdea
orthodox physicians who have turned to nutritional medicine, have succeeded in organizing,
monitoring and evaluating their own clinical trials in the treatment of AIDS.

First we should consider the clinical experience of lan Brighthope, whosectespatication
for nutrition therapy in AIDS, the Grants Division of Australi@emmonwealth Department
of Health refused to fund. He now serves as president oAtistralasian College of
Nutritional and Environmental Medicine, and as editor of the College’s journal. He has
authored two books documenting his outstanding success employing primarily nutiseéoin ba
therapy in treating a sizable number of AIDS cases. Working at a Melbourne haaésl pr
hospital, over a period of three years he treated very successfully hundretisni$ path AIDS
or HIV antibodies. Employing strategic dietary improvements, high dosagewvi@mother
vitamins, minerals, plant medicine extracts, thymus extract, liquid prot@atifsingals, and
enzymes all of the AIDS patients (excepting one, who did not maintain thecrégane today
alive and well, with infections completely under control, and have resumed normal daily
activities with a great sense of well-beiftf.
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Physician Mathias Rath heads a research and development institute in Smatlo&tising on
nutritional and cellular medicine. The institute is conducting research andachidies to
document the health benefits of micronutrients in reversing a variety osesseacluding

AIDS. He recently conducted an eight-week pilot micronutrient clinicalnrexat program for
advanced AIDS cases. The treatment regimen included: a defined combination of various
vitamins, minerals and trace elements, amino acids, and other micronuuenessitrus
bioflavonoids, inositol, and coenzyme Q-10. One hundred community members with AIDS were
selected by community health professionals to enter the program. Theppatsdncluded adult
HIV positive men and non-pregnant women with advanced AIDS symptoms (stage 2 and 3 of
the 4-stage grading according to @enter for Disease Control CDC). None of the

participants was or had been taking antiretroviral drugs (ARVSURES XX andXXI below
demonstrate the excellent results that were obtained in this clinical pigpapren all of the

AIDS cases treated, with not one case suffering from any adverseffsides.*>*
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2.15RECENT HEALTH REGENERATIVE SUCCESSES IN ANABORIGINAL COMMUNITY

At the Peawanuck First Nation, (northern Ontario) in March and April of 2005 and inday a
August of 2006 over 60 persons participated in a series of fivé&degnced Wellness
Workshoporiginally conceived and organized Ngchi Institute founder Eric Shirt.
Participants included community members, various elected community leladatschool

staff, and two Health Canada nurses in charge of the nursing station. A pressissieas by
the First Nation headlineQur Health is Finally Changing for the Betteeports that: This
intensive workshop had immediate resudtsch as: normalizing and stabilizing of blood sugar
levels; the elimination of high blood pressure; the alleviation of arthritic paiableot
improvements in vision, and as a bonus the participants loss of several hundred unwanted
pounds. The results are astoundirig!

The workshop provides participants with a complete understanding of whole food nutritional
approaches to health renewal and then applies this knowledge as key element in taking a
comprehensive approach to various Aboriginal health problems. Community leaders have
proceeded to replace the school’s snack program with a whole food nutritional progcain. L
leaders, staff, and nurses who have taken the workshop have become its most vocakadvocate

Over the years we have seen various health programs come and go into our
community and yet we witnessed the steadily rising rates of chronic diseases of
lifestyle - diabetes, arthritis, obesity, dental disease, addiction, high blood
pressure, stomach ulcers, visual degeneration, cancers and cardiovascular
diseases... The Advanced Wellness Program... however, is comprehensive and
addresses the whole health concept. We are addressing and improving our health
very quickly in a very short time frame [whereas] modern medicine or

mainstream health care has failed to do [this] in the long term.

This program is very simple, yet it is quite challenging and revolutionary... [for]

it challenges the very medical foundation of doctors and nurses... and
revolutionary in the sense that you can change your health within a 5-day
workshop as opposed to many years of doctor visits and medical appointments.
We realized as a result of this workshop that our bodies house our dreams, hopes
and aspirations. If our bodies are operating at optimum level... then our dreams
can be realized or at least become possible... This program is not available
through the public health care system. We want to SHARE our story. We want to
SHARE our good fortune. If you are interested we can DELIVER this workshop in
your community?>®

Excerpts from the personal testimorfig®of three participants follow:

George Hunter previously served an Executive Director and TreatmentdDioéthe
addiction recovery centre for the Peawanuck region. He states that:

| began looking for alternatives to addictions treatment [and had] always

suspected that there is a body poisoning happening when we consumed foods that
had no nutritional value to the overall health of our bodies... | did not succeed in
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making the valuable changes which were needed... | can testify after every intake
and despite earning accreditation, we had a 98 percent rate of failure and every
client virtually gained 20 pounds or more. | have had two uncles who lost their
lives through diabetes. Several years ago | was diagnosed as having the early
stages of diabetes. | began following the normal directives as set by the regional
diabetes program. | got my glucometer, took my readings and continued the
process of recording the fluctuation of my blood sugars as required. | changed my
diet as required. | watched what | bought and what | ate. This process proved
very stressful. There were no results or cures. My diabetes continued to get worst.
| completely lost faith... | realized my vision had gone bad. | never suspected
diabetes at the time. | received many warnings from my doctors and the regional
diabetic program that if | didn’t change my diet and keep up with my glucometer
readings, | had a very short life ahead of me....

The doctors and the diabetes personnel did not give me the knowledge to make the
accurate dietary changes | needed to make... | kept following orders as

prescribed to me... When [ felt sick | went to the visiting doctors. | did a lot of

blood tests...This information was used to warn me of the impending dark future
that lay ahead of me. Despite the advice of health professionals my health
continued to deteriorate. In the past three years my kidneys were screaming. |
began having pains. | could barely sleep on my side. My hands, legs and feet
began to go numb and | felt like that for a long time. | would keep silent and
wondered how long | really had to live.

Two days after my 5-day cleanse workshop, my sugar readings had normalized to
5.9. | have not looked back since. In order to maintain my new found health, |
completely do not buy or eat processed and prepackaged foods. Today, this
program has been adopted and has become a mainstay in the community... This
program is universal as it accommodates all nationalities and cultures across the
globe. In fact it uses the nutritional knowledge and the food wisdom from all
cultures around the world.

George Hunter invites queries at 1-705-473-2554, and can be contacted by e-mail at:
georgehunter@knet.aa by regular mail, P.O. Box 2, Peawanuck, Ontario POL 2HO.

Mary-Jane Wabano - Community Mental Health Wordames Bay Mental Health Program
states:

The first time | took the workshop... | was losing weight, eating better, exercising
and feeling better. | found I did not miss the junk food - junk food being white
bread, white milk, white flour, klik, pop and many other processed foods. | was off
my hypertension medication by October and my doctor said he was sure | would
have been diabetic by this time... | was not... | am no longer rushed. My life
changes have affected those around me. My spouse has lost 30 Ibs as a result of
my cooking and the wisdom | gained from the workshop... | have more energy, my
mental health is better, | am happy and | am looking forward to each day. | can
communicate better with clients, connect with them and understand them and
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their situations. | look forward to working... | felt that | had reached a fulfillment
that | needed to reach in my life. For me this workshop is about physical, mental
and spiritual recovery.

Jean Hunter testifies:

| am a member of the Weenusk First Nation. We are located along the Hudson
Bay coast in northern Ontario... | am 46 years old and a mother of six children.
Over a year and a half ago | participated in a nutritional and wellness workshop
that was offered through the health department of our community. The workshop
offered a 5-day meal replacement component with tons of topics on nutrition and
life-changing guidance to long term wellness. To say the least, this program has
tremendously helped me... Today | consider myself many times healthier than |
ever was. Not only am | healthier, 1 look better, and | feel much better than | have
ever did in the past 30 years. | can’'t remember when it was the last time | felt this
good... perhaps when | was 16 years old. Each day | run for over 30 minutes, my
weight is down quite a bit (over 50 Ibs). | have incredible renewed strength |
never had before. Within the past year alone, | realize | have endless amounts of
energy and stamina.

This program | took is very exciting... | now spend lots of time with my children
and grandchildren. | can keep up with all of them 24/7... 1 do not get any
sicknesses like | used to... | used to be on medication for heart problems, now | do
not use any medication whatsoever. | used to have arthritis... | now have
discontinued medication for this as well. This program is something better and...
many miles ahead of what is being offered to us through the present public health
care system. This workshop improves your health significantly [more so] than
what mainstream health care programming has ever done for us. Itis scary to
think back of what and where my health would be if | continued to rely on the
same daily health care | was [receiving]... This program is a rescue, and the
answer to where public health care failed. | believe this program will reduce
health care costs, it will replace existing methods of client reach and care, and
probably renovate the medical landscape in the future. This program is a god-
send.

2.16DOMINANCE OF WESTERN SELECTIVE MEDICINE & ITS |ATROGENIC IMPACTS

The relatively negligible impact of Western selective (allopathidjionge in relation to
improving the general health and the lessening of mortality among both ilabagd
non-Aboriginal populations, has already been well documented in this paper. We will
now consider some additional salient corroborative evidence on this basic and important
issue of iatrogenesis.

The impact of doctor’s strikes as alluded to by Bunker (see referenegll first be considered.
A British Medical Journaarticle entitled Doctors strike in Israel may be good for health

indicates that over a period of three months hundreds of thousands of visits to outpatient clinic
had been cancelled or postponed, along with thousands of elective operations. As a casequenc

88




“the number of funerals we have performed has fallen drasticaigt Hananya Shahor, the
veteran director of a burial society in Jerusalem that handles 55% of all oheiths
metropolitan area. During the strike period, referring to month of May of 2000, teezcomly
93 funerals compared with 153 in May 1998’ The same thing happened in 1983, when the
death rate dropped by nearly half, and a major Tel Aviv newspaper headlin®ce4olr$ on
Strike - Morticians Beg for Bredd.

Although practicing physicians are supposed to report deaths or serious injurezslmaus
prescription drugs, in the U.S. only about 1% of serious events are reported, accordimgto for
Food and Drug Administration Commissioner David A. Kessler. In his book Prescription for
DisasterThomas J. Moore (a senior fellow in health policy atGeergeWashington

University Medical Center) warns that of the 50 top-selling prescription drugs, only four are
“safe”. The number of Americans killed annually by pharmaceuticals is quadruple the number
of people who are murdered, and double the number who die in car ct&gites.00,000

annual deaths, one million severely injured and another two million harmed during
hospitalization, adverse reactions to drugs rank as one of the greatest man-made dangers in
modern society,He documents from the medical literature timevitable, inherently
unpredictable, amazingly variedidverse effects associated with the nation's most commonly
used @5e8dications, leading to perforated ulcers, brain damage, addiction, caneedeaed ¢
arrest.

In a similar vein, a landmark article published in the Journal of the American Medica
Assaociationin the year 2000 explicitly addressed the issue of medically caused human morbidit
and mortality. It confirmed that in the United States medical care hambebe &' leading

cause of death in the country, amounting to 225,000 deaths annually. Of these deaths 106,000 age
due to ‘honerror, adverse effects of medicatibasd 12,000 deathdrom unnecessary

surgery” The article indicates that these estimates are actually lowethkistitute of

Medicine (National Academy of Scienceswhose report estimates as many as high as 284,000
iatrogenic deaths annuallyThese estimates are for deaths only and do not include adverse
effects that are associated with disability or discomifort.

A quote taken from Coulter’'s exhaustive four-volume series Divided Legaulyich details the
history of western medicine from its origins in ancient Greece and down througVetitesth
century, draws a provocative parallel between modern and edtgeb®ury medicine.

Society today is paying a heavy price in disease and death for the monopoly
granted the[allopathic] medical profession in the 1920’s. In fact, the situation
peculiarly resembles that of the 1830s when physicians relied on bloodletting,
mercurial medicines, and quinine, even though knowing them to be intrinsically
harmful. And precisely the same arguments were made in defense of these
medicines as are employed today, namely, that the benefits outweigh the risks. In
truth, the benefits accrue to the physician, while the patient runs the’fSks.

On the positive side, modern acute emergency medicine does represent a vitaltcomto

society and has saved and will continue to save many lives. Howtheesdving of lives in
acute life-threatening emergenciesisimportant ... goal, but it represents a very small
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componenof the total medical effort: while lives are saved, the stisuch saving is too small
to have a measurable impact on lifie expectancy of an entire populatiorf®*

In reference to Western medicine’s central focus on absolving mankind from duengspect
to safeguarding one’s own health by understanding and heeding the natura éstabéshed in
nature and in our very being, Mahatma Gandhi shares the following insightful peespec

| was at one time a great lover of the medical profession... | no
longer hold that opinion... Doctors have almost unhinged us....
Hospitals are institutions for propagating sin. Men take less

care of their bodies and immorality increases... ignoring the
soul, the profession puts men at its mercy and contributes to the
diminution of human dignity and self control.... | have
endeavoured to show that there is no real service of humanity in
the profession, and that it is injurious to mankind.... | believe
that a multiplicity of hospitals is not test of civilization. It is

rather a symptom of deca$®

Ivan lllich portrays modern medicine as a radical monopoly that
serves to actually disable people from effectivelgihg... things on
their own” even going so far as to turn mutual and self-care miedemeanors or felonies

Traditional cultures derive their hygienic function from this ability to equip the
individual with the means for making pain tolerable, sickness or impairment
understandable... In such cultures health care is always a programme for eating,
drinking, working, breathing, loving, politicking, suffering. Most healing is a
traditional way of consoling, caring, and comforting people while they heal...
Better health care will depend not on some new therapeutic standard, but on the
level of willingness and competence to engage in self-care. The recovery of this
power depends on the recognition of our present delusidhs

2.17 Conclusion

Compelling evidence suggests that Western medicine’s over specializatianguidrgocus on
pathology has literally obfuscated its perception and undermined its faith in Yeatore and
restorative powers of nature, i.e. the normal determinants and requisites of hisatiginal
peoples have been and continue to be one of the most medically treated groups in North
America, and yet their health remains alarmingly poor. For fanalie®@mmunities to abrogate
responsibility for the health of its members to external experts, who dispenseicological
end-products of multi-billion dollar industries heavily beholden to the interests oheluges,
is a violation of the fundamental natural laws by which preventive healing and sgetiaie and
should prevail.

TheNational Commission Inquiry on Indian Health well recognized these issues.

One of the major flaws in the present health care delivery system is that it has
developed into a professionalized monopoly that is becoming extremely expensive
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to support. Doctors, dentists, pharmacists, drug companies, and medical supply
houses are now all part of an industry that has become flagrantly profitable, an
industry which is increasingly serving its own...interest, to the detriment of the

sick and disabled it was originally intended to care for. The Indian people have

not been responsible for the escalating cost of medical services that this monopoly
brings... The only recourse, both from economic and medical standpoints, is to
introduce what the Indian people have never experienced since their own
traditional healing system was effectively destroyed: TRUE PREVENTIVE
HEALTH CARE, aimed at correcting the root causes of disease, and enhancing
the ability of individuals and entire communities to improve their own héifth.

Surely a positive restitution of sound health among Canada’s first peodlestike
accomplished through pouring more resources into the multiplication of medicalsschool
hospitals, clinics, and expanded government sponsorship of palliative disease cees.SEne
solution will not be in trying to patch up the present system. The solution will comeirathe
seeking out and recognizing the socio-economic, occupational, environmental, nut@nohal
spiritual causes of health, and in becoming directly involved in the support and the aiitumaliz
of these causes within their communities. The solution will also come in eduaating a
encouraging the people in the sacred principles of how to maintain their health, thasipgeve
the onslaught of both infectious and degenerative diseases. This education will weed tnf
improved nutrition, regular moderate exercise, the importance of positive rapmitalal
attitudes, balanced and purposeful living, and stress reduction. Indeed the greatgbrough
in Aboriginal health and health care is to be found in the certain knowledge that human beings
can be healthy, and can be responsible for directing their own lives, and magtaeir own
health.
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| NFECTIOUS DISEASE THEORIES

Bacterial / Viral Theory
of Infectious Disease

Disease arises from micro-
organisms originating
outside the body.

As the primary "cause" of
disease, microorganisms are
generally to be considered as
vicious, needing to be destroyed.

The appearance and function of
specific micro-organisms is
constant.

Every disease is associated with
a particular micro-organism.

Micro-organisms are primary
causal agents.

Disease is inevitable and can
"strike" anybody, anytime.

To prevent and cure disease, it is
necessary to war upon pathogenic
micro-organisms (using toxic and
pathogenic weaponry) that as well
destroys the health of the body-
mind complex.

CONTRASTED

Cellular / Ecologicalhieory
of Infectious Disease

The evolution of and susceptibility
to disease arises from conditions
arising within the cells of the body.

These micro-organisms are pgmaril
endogenous to more complex living
organisms and normally function to
assist the life sustaining and/or

metabolic processes of such bodies.

The appearance and function of thesg
micro-organisms changes when the
host organism is weakened or

injured, which injury may be
mechanically, bio-chemically, or
emotionally induced.

Every disease is associated with
particular factors and conditions.

Micro-organisms become pathogenic,

i.e. associated with disease, only
when the integral health of the body
deteriorates. Hence, psycho-physical
integrity is of first importance, as it
constitutes the key factor in the
prevention, or the remediation of
human disease in all its forms.

Disease arises from the persistent
violation of natural laws, and
correlated unhealthful conditions.

To prevent or to cure all forms of
disease, one need only to ensure
that the primal requisites of health
are met, which includes systematic
compliance with natural physical,
psychological, and spiritual law.
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ANNEX II. WAR ON DISEASE APPROACH VERSUS
THE HEALTH DETERMINANTS APPROACH

“Warring on disease’ amounts to battling down reserve life forces & figigidelusional
causes & entities. It is really a war upon the human constitutior’M. Shelton

1. ORIENTATION AND PHILOSOPHY ORIENTATION AND PHILOSOPHY

Disease is understood as an entity Recognition of acute disease as
separate from the patient. a systemic reparative process
inseparable from the person.

The body & mind are separated,
with distinct diseases & organs

Recognizes that the body & mind
are inseparably one, & must be

treated singly. treated as a unity.

The focus is on labeling, The focus is on strengthening the
isolating, & destroying disease protective healing energies &
entities & symptoms. resources of the person.
2.CAUSALITY CAUSALITY

The focus of causality is external The focus of causality is both

to the patient - viruses, bacteria, internal to the person as it
poisons, & in more recent time relates to habitual lifestyle
stresses in the environment. practices, primary deficiencies,

negative emotions, etc.; & external
as it relates to debilitative factors in the
natural & social environments

3.PREVENTION & CURE PREVENTION & CURE
Separates preventative and Recognizes that health sustenance
curative measures. & restoration depend upon the

selfsame measures.

The emphasis is on removing or The emphasis is on removing causes

palliating symptoms. It aims at through sustainable changes to

achieving quick results. debilitative socio-economic &
environmental conditions, & enhanced
lifestyle factors.

Relies on highly sophisticated
technological & costly measures
that are not amenable to self-
care, e.g. manufactured

vaccines, organ transplants, drugs,
etc. These measures are noted for

bearing harmful side effects
(pandemic iatrogenesis).

Relies on health building & restorative
measures that are harmless,
noninvasive, efficacious, family based
& uncostly. These include: adequate

& quality nutrition; potable water; a

enhanced natural environment;
complemented by local non-toxic plant
medicines & appropriate technologies
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4. CARE PROVIDERS

The emphasis is on exclusive
management & control of health

and disease by medical professionals
who know all, while patients follow
orders.

Relies solely on the expertise of
highly trained medical professionals.

5.Cost

Cost is escalating to the point of
being an unsustainable burden.

6. RESEARCH
Research focuses on tracking,

isolating & destroying disease
associated entities.

The absence of disease is considered
the result of techno-medical
interventions.

7.HEALTH CARE OUTCOMES

Produces a system of disease care

& disease scare. People learn to

fear, distrust and disrespect the

respect natural world, and their own bodies

People become unduly dependent upon
medical institutions & authorities.

This in diminishes self-respect and
responsibility, coping strategies

are diminished leading to resignation,
helplessness and hopelessness.

CARE PROVIDERS

Emphasis is placed on the informed
and responsible involvement of
people in understanding & managing
their own health needs.

Builds upon the distinctive
knowledge & inherent capmacitie
of individuals, families & communities.
"Local healers" are prepared to provide
basic care coupled to training in
wellness principles and family self care.

Cost

Cost is de-escalating, to the point of
of being marginal.

RESEARCH

Research focuses on better

understanding & appropriating
the fundamental requisites of life
& health.

The absence of disease is
recognized as the consequences
of compliance with natural law.

HEALTH CARE OUTCOMES

Produces a system of health care
based on people developing a
practical knowledge of, trust in &
for the natural world, and their own

bodies.

People develop and carry out
coping strategies, which in turn
will inevitably lead ttidve
health and fuller life.

Note: This table was developed by the author, with appreciated input by Ottawa based health

professional Lois Chatelet
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