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Abstract

Background: Canadian laws once gave officials the power to compel Indigenous children to attend designated
schools and allowed provincial medical boards to authorize sterilization. Reconciliation also raises present-day
questions about children’s welfare, suicide prevention, access to care and government commitments.

Approach: We reviewed historical legislation, published Canadian suicide and child-welfare data, Indigenous
healthcare-access findings, federal programme reports and 26 selected Truth and Reconciliation Commission
(TRC) Calls to Action. The sources were examined for what they document about legal authority, population
patterns, service delivery and public accountability.

Findings: A national linked cohort from 2011-2016 reported age-standardized suicide mortality of 24.3 deaths
per 100,000 person-years among First Nations people, 14.7 among Métis people, 72.3 among Inuit and 8.0
among non-Indigenous people. In the 2021 census, Indigenous children made up 7.6% of children aged 0-14 in
private households but 53.7% of foster children. More recent records show substantial unmet healthcare needs
and increasing federal counselling expenditure and Jordan’s Principle programme activity.

Interpretation: Laws, spending, approved services and children’s actual experiences answer different questions.
Reading them together provides a practical way to assess what governments have done, what communities can
access and which outcomes still need direct measurement.

Keywords: Truth and Reconciliation; Indigenous suicide; First Nations; Métis; Inuit; residential schools; foster
care; Jordan’s Principle; health equity.

What the evidence shows at a glance

Historical law: Federal school-attendance provisions and provincial eugenics statutes gave institutions
|[defined powers over schooling and bodily autonomy. Those powers are documented in the legal text.

Population evidence: Published suicide estimates and foster-care records show substantial differences
across Indigenous and non-Indigenous populations and among First Nations, Métis and Inuit. The figures
|[come from specified periods, not from one linked study.

Accountability: Government records show legislation, expenditure and administrative activity. To assess
services as people experience them, those records also need timely access, quality-of-care and community-
|defined outcome measures.

Why these records belong in the same discussion

The TRC’s Calls to Action name specific duties in child welfare, healthcare, public reporting and records about
children who died at residential schools. They turn a large historical question into concrete questions for
institutions: What powers did they hold? What services have they provided? Who can access them? What has
changed for children, families and communities? (National Centre for Truth and Reconciliation [NCTR], 2015).

The central issue is what ‘choice’ and ‘care’ mean when access to services varies. Historical law shows the
powers institutions held; current records show where needs, available services and public commitments can be
measured. These sources describe different people and periods, so they are read together without pretending
they followed one group across generations.
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How the evidence was assembled

This is a focused documentary evidence synthesis rather than a systematic review or a new study of individual
patient records. We read the reproduced 1894 and 1920 Indian Act amendments, Alberta and British
Columbia’s original sterilization laws, Statistics Canada’s published suicide and foster-care results, the 2024
Indigenous healthcare-access survey, Indigenous Services Canada programme records, published residential-
school exposure research, and the original TRC Calls to Action. We selected 26 Calls most relevant to children,
health, research, institutional reporting and residential-school records.

We kept each source within its own population and period. For example, the suicide chart comes from people
included in a 2011 census-linked study and followed to 2016; the foster-care figures come from census-day
household observations; the healthcare-access survey covers respondents aged 15 or older and does not include
First Nations people living on reserve. Statistics about the same broad topic are not interchangeable when they
measure different people or outcomes.

1 | When the law gave institutions control over children and bodies

The legal record describes specific mechanisms, not simply a climate of prejudice. An amendment to the Indian
Act in 1894 gave federal authorities a route to regulate compulsory school attendance and to return children
who did not attend. In 1920, Parliament strengthened the system: children in the specified age range could be
required to attend designated day, boarding or industrial schools; truant officers had powers to retrieve children;
and parents faced penalties in specified circumstances. The categories of school matter, but the central
documented fact is that the law made attendance enforceable against families (Canada, 1894, 1920).

Provincial eugenics legislation created a different form of institutional authority. Alberta’s 1928 Sexual
Sterilization Act established a Eugenics Board and allowed another person to consent when the Board judged a
patient unable to do so. A 1937 amendment changed the classifications and consent provisions used in that
scheme; British Columbia passed a separate sterilization law in 1933. The historical legal language itself
classified people in ways that shaped who could make decisions about their bodies (Alberta, 1928, 1937; British
Columbia, 1933).

Historical researchers report 4,739 recommendations and 2,834 sterilizations under Alberta’s regime during
1929-1972 and describe disproportionate targeting of Indigenous people, women and young people (Grekul et
al., 2004). These are figures for the province’s overall programme, not a count of Indigenous victims.
Individual experiences of consent, coercion and redress require survivor accounts and institutional records.

Year Documented measure Why it belongs in this analysis

Statutory authority to regulate compulsory
1894 Indian Act attendance amendments school attendance and the return of
children

Enforcement by truant officers and

1920 Strengthened compulsory attendance penalties for parents under specified
conditions
Alberta sterilization legislation and Medical-board authority and statutory
1928-1937 .
amendment rules for substituted consent

A separate provincial regime governing

1933 British Columbia sterilization statute . .
sterilization decisions
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Reading these measures alongside one another does not make residential schooling and sterilization the same
programme. It reveals precisely where legal authority and responsibility can be examined, and it places later
reconciliation commitments alongside the historical powers they address.

2 | What the suicide evidence actually shows

The 2011-2016 Canadian Census Health and Environment Cohort provides national mortality estimates that
distinguish First Nations, Métis, Inuit and non-Indigenous populations. After adjusting the all-age figures for
age differences between the populations, the published rates were 24.3, 14.7, 72.3 and 8.0 deaths per 100,000
person-years, respectively. The Métis estimate was flagged by Statistics Canada for caution (Statistics Canada,
2019). These figures describe people included in that linked cohort; they are not current rates.

Among males aged 15-24, the study reported 56.6 suicide deaths per 100,000 person-years for First Nations
people and 289.7 for Inuit, compared with 11.9 for non-Indigenous males. Figure 1 adds the female estimates
and the uncertainty around each result. The wide interval around some estimates reflects fewer recorded deaths,
not a reason to erase the groups from the discussion. The source also reports geographic differences, including
for First Nations people on and off reserve and Inuit in Inuit Nunangat (Statistics Canada, 2019).

Rates differ across populations and by sex

Non-Indigenous | female @ 3.3

Non-Indigenous | male @ 11.9

First Nations | femalet @ 40.3
First Nations | male —— 56.6
Inuit | femalet —— ]9.2
Inuit | male & 289.7
0 50 100 150 200 250 300 350 400

Suicide deaths per 100,000 person-years, ages 15-24

t Statistics Canada flags these estimates: interpret with caution. Bars show reported 95% confidence intervals.
2011-2016 linked private-household cohort, not current annual mortality.

Figure 1. Age-specific estimates from the 2011-2016 linked cohort. The horizontal lines show published 95% confidence intervals: a
wider line means more uncertainty around the estimate. The source cautions against overinterpreting the marked female estimates.

A separate First Nations Regional Health Survey analysis examined whether family histories of residential-
school attendance were associated with later suicidal thoughts and attempts. Compared with respondents
reporting no such family attendance, those reporting one generation had higher adjusted odds of lifetime
suicidal thoughts (odds ratio 1.46) and attempts (1.44). The study also reported greater odds of an attempt when
two generations had attended compared with one generation (1.35) (McQuaid et al., 2017). These findings
support the importance of intergenerational experience in research; they do not tell us what caused any
individual death.
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3 | What the child-welfare figures add

Suicide mortality is only one part of the record about children and families. The census data provide a different
measure: how many children were living in foster care on census day. In 2021, Indigenous children accounted
for 7.6% of children aged 0—14 in private households but 53.7% of children recorded in foster care. In 2011, the
corresponding shares were 6.9% and 47.8% (Statistics Canada, 2024).

Differences also appear within Indigenous populations. Between 2011 and 2021, the published foster-care rate
per 1,000 children changed from 46.0 to 41.8 among First Nations children, from 17.2 to 14.4 among Métis
children, and from 28.3 to 33.5 among Inuit children. The non-Indigenous rate was 2.9 in 2011 and 2.3 in 2021.
These are not the same trajectories, and a single aggregate Indigenous trend would conceal them (Statistics
Canada, 2024).
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Figure 2. Foster-care rates for children aged 0—14 and Indigenous children’s share of the child population versus foster-care population.
These are private-household observations, not a count of every child who experienced care during the year.

TRC Calls 1 and 2 ask governments to reduce the number of Indigenous children in care, strengthen prevention
and publish information about why children are apprehended and whether interventions work. Foster-care
counts therefore make the scale and pattern of the issue visible. Records on prevention services and family
experiences are also needed to understand what institutional changes have meant in practice (NCTR, 2015).

4 | What accessing healthcare looks like today

Recent national survey findings add the perspective of people trying to obtain care. In 2024, unmet healthcare
needs were reported by 32.4% of First Nations respondents living off reserve, 29.9% of Métis respondents and
28.5% of Inuit respondents. Reports of unfair treatment by healthcare professionals were also recorded across
the three populations. These findings concern survey respondents aged 15 and older; they describe broader
healthcare conditions rather than suicide treatment specifically (Statistics Canada, 2024).
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A - Reported unmet healthcare needs B - Reported unfair treatment

First Nations 32.4%
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Separate questions from the 2024 Indigenous Peoples Survey; ages 15+; First Nations on reserve not included.
95% confidence intervals shown only where verified from the published unmet-care table.

Figure 3. Results from the 2024 Indigenous Peoples Survey. The panels show two different questions: reported unmet needs and
reported unfair treatment. First Nations people living on reserve were not included in this survey frame.

These observations identify questions that matter for suicide prevention services: whether culturally safe care is
available, whether people can reach it, and how they are treated when they do. The survey does not establish
how many people made a particular suicide-related healthcare decision because of these experiences. It does
provide direct population evidence about barriers that healthcare policy and service evaluations can investigate.

5 | Spending and service activity: visible action, different outcomes

Federal expenditure records show a substantial rise in Non-Insured Health Benefits (NIHB) mental-health
counselling expenditure over the past decade. In the annual series used here, nominal recorded expenditure
increased from approximately $16.2 million in 2015-16 to $132.6 million in 2024-25 (Indigenous Services
Canada, 2026). The series shows money recorded under a defined benefit categorys; it is not a measure of how
many people received effective care.

Recorded counselling expenditure increased over ten fiscal years
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NIHB mental-health counselling expenditures, 2015-16 to 2024-25, nominal dollars. Source: ISC annual reporting;
2020-21 has a minor cross-table discrepancy, so the report’s ten-year series is held to one accounting definition.

Figure 4. Nominal NIHB mental-health counselling expenditure over ten fiscal years. The line uses a consistent series from annual
reporting. Prices, eligible populations and service-delivery arrangements also changed over this period.

Jordan’s Principle offers a second type of evidence. Its purpose is to prevent jurisdictional disputes from
delaying necessary services and supports for First Nations children. Across a matched series in Indigenous
Services Canada’s internal audit, individual requests rose from 38,273 in 2020-21 to 141,266 in 2023-24. The
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number of recorded individual supports approved increased from 37,035 to 201,530, while approved group
supports increased from 302,619 to 1,968,517 over the same years (Indigenous Services Canada, 2025).

Individual requests Individual supports approved Group supports approved
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Source: ISC internal audit, matched 2020-21 to 2023-24 series. Inuit requests and service coordination excluded.

Figure 5. Separate measures of Jordan’s Principle programme activity. A request or an approved support is an administrative record, not
necessarily a unique child. The source excludes Inuit requests and service coordination.

Together, these financial and administrative records establish that spending and programme activity grew. The
next questions are practical ones: the time between request and decision, which services actually reached
children, whether families considered them appropriate and whether access differed across communities. The
four-year audit series is retained separately because other departmental publications use different counting and
cut-off rules.

6 | Turning reconciliation commitments into questions that can be answered

The TRC’s Calls to Action are unusually specific about what should be reported and who should act. We
examined 26 Calls related to children, health, research, reconciliation oversight and residential-school records.
Instead of treating the passage of legislation or the announcement of a programme as the final outcome, the
evidence ledger asks which part of each duty can be verified and which part needs additional information
(NCTR, 2015).

What an evidence-based follow-up
would examine

What the commitment asks

Call or group

. . . Whether the required information is
Annual child-welfare reporting, including .
Call 2 . . published, comparable and useful to
reasons for apprehension and prevention .
affected communities
Decisions, delays, delivered supports and
Call 3 Full implementation of Jordan’s Principle | families’ experiences, not just request
volume
Call 19 Measurable and regularly reported Consistent distinctions-based indicators
a
Indigenous health gaps, including suicide | and evidence of change over time
Calls 53-56 Independent reconciliation oversight, Council reporting, independence, data
resources and public reporting completeness and governmental responses
Records about missing children and burial | Records made available, ongoing archival
Calls 71-76 sites, with family and community gaps, and Indigenous direction of
involvement sensitive work

The distinction is clearest in records about children who died at residential schools. Creating or maintaining a
register is an identifiable step. Whether archives have supplied the relevant records, whether families have
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access and whether sensitive information is governed as communities wish are additional questions. The
National Centre for Truth and Reconciliation has documented that its efforts to obtain records from identified
record holders continue (NCTR, 2026).

The same logic applies to healthcare and child welfare. A statutory reporting requirement can be verified in
legal text; expenditure can be verified in financial records; service delivery requires operational data; and the
effect on children and families requires meaningful outcome measures. This approach does not create a single
pass-or-fail grade for the 26 selected Calls or all 94 Calls.

A contemporary question: medical assistance in dying and meaningful alternatives

The history of coerced sterilization makes consent and institutional trust relevant to present-day healthcare
discussions. Modern medical assistance in dying (MAID) operates under a fundamentally different, request-
based legal framework. The useful comparison concerns how decision-making capacity, safeguards and access
to alternatives are understood; it is not a claim that the two legal regimes are equivalent.

Health Canada’s Indigenous engagement recorded different views. Some participants emphasized autonomy
and culturally respectful end-of-life decisions. Others raised concerns about racism, distance from services and
inadequate care or social support affecting the options available to them (Health Canada, 2025a). In the 2024
monitoring data, 164 distinct recipients identified as Indigenous, of whom 10 were reported under Track 2;
incomplete identity information and small numbers limit population comparisons (Health Canada, 2025b). This
is a focused question for Indigenous-led research on access and choice, not a finding of disproportionate MAID
use.

Discussion: what changes when the evidence is read together

Each source reveals a different part of the institutional record. Statutes show how authority was organized.
Mortality and child-welfare studies show population patterns in specific periods. Surveys document experiences
of accessing services. Financial and administrative records show how programmes grew. The TRC Calls
specify what governments and institutions are being asked to do. Taken together, they make it possible to ask
precise questions without treating one statistic as an explanation for another.

For clinicians and educators, the evidence points toward an approach that takes history, family context, local
services and Indigenous knowledge seriously when discussing suicide prevention. A population rate is a reason
to ask better questions about the setting in which people live; it is not a clinical assessment of an individual or a
substitute for community-designed prevention. Indigenous-led work on cultural continuity, relationships,
language, land and self-determination belongs alongside clinical measures of service delivery.

For policy evaluation, the relevant sequence is concrete: a commitment is made; authority and resources are
established; programmes or records become accessible; people describe the quality and appropriateness of what
they receive; and outcomes are assessed over time. A useful public report should make clear which of these
steps it documents. Community and distinctions-based reporting should be developed with the relevant First
Nations, Inuit and Métis data-governance authorities.

Limitations

This paper brings together selected public sources; it is not a comprehensive institutional history or an original
causal study. The 2011-2016 suicide cohort and census foster-care observations cover different populations and
periods. The healthcare survey excludes First Nations people on reserve, and administrative programmes differ
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in whom and what they count. Some historic records remain incomplete or are appropriately restricted. These
are boundaries on particular conclusions, rather than reasons to disregard the findings the sources do support.
Primary archival wording and Indigenous scholarly co-interpretation should be confirmed before final
publication.

Conclusion

The historical laws examined here made institutional control over schooling and reproductive decisions explicit.
Published mortality, child-welfare and healthcare-access findings document enduring questions about
Indigenous children’s lives and access to care. Contemporary reporting shows substantial expenditure, growing
programme activity and identifiable reconciliation measures. The continuing research and reporting task is to
connect those public records to timely services and outcomes that First Nations, Inuit and Métis communities
can define and assess.

Declarations and publication transparency

This documentary synthesis relies on published laws, aggregate statistics, government records and previously
published research. It did not access unpublished Indigenous community records or individual patient data.
Authorship, institutional affiliation, funding and any required ethics determination should be confirmed before
release. Indigenous scholarly co-interpretation has not been represented as complete. Because the author has an
editorial relationship with the publishing journal, independent editorial handling and review should be arranged
before publication.
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