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Abstract
Background  Distinct from western Managed Alcohol Programs (MAPs), Indigenous-led alcohol harm reduction 
programs can be defined by both ‘culture as healing’ and decolonized harm reduction philosophies. We sought 
to explore experiences of Indigenous ‘family members’ (participants) in an Indigenous-led alcohol harm reduction 
program and culturally supportive housing to identify appropriate supports according to family member 
perspectives, and to inform delivery of the program.

Methods  Situated within an Indigenous-western research partnership, we completed semi-structured interviews 
with seven family members of an Indigenous-led alcohol harm reduction and culturally supportive housing program. 
Community-guided protocols informed relational knowledge gathering practices including semi-structured in-depth 
interviews, qualitative thematic analysis, collaborative interpretation of findings, and development of knowledge 
products.

Results  Family members highlighted the importance of tailored Indigenous-led alcohol harm reduction in shifting 
their relationships to alcohol from survival to having choice and control of their drinking (It’s a choice I’m making 
right now). The provision of varied and incremental culture-based opportunities (Multiple pathways for connecting to 
culture) facilitated engagement with culture as healing. Policies that honour respect and autonomy were identified as 
supportive to healing and harm reduction, countering family members’ experiences in western spaces (Give me the 
reigns of taking care of myself with a home).

Conclusions  An Indigenous-led alcohol harm reduction program within a model of culture as healing facilitated 
shifts in relationships to alcohol, providing a space where family members could explore long term goals of healing 
and connection to culture. Family members’ experiences and recommendations offer key considerations for the 
design of Indigenous-led harm reduction and culture as healing models. Recommendations emphasize the provision 
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Background
Substance used related harms are tied to present and past 
processes of colonization for Indigenous people [1–4]. 
Historical and present-day colonial traumas of Canada, 
including Residential school system and ‘child welfare’ 
policies of the nineteen-‘Sixties Scoop’ and today, have 
been shown to increase risk of substance-use related 
harms for Indigenous youth and adults who have been 
subject to these systems in childhood [5–8]. It is well doc-
umented that such colonial projects which attempted to 
“assimilate” generations of Indigenous people, restricted 
control of Indigenous community control over resources, 
governance, and administration of health services, have 
trickled down creating trauma, health inequities, and 
substance use harms [9–11].

While epidemiological research on alcohol consump-
tion demonstrates that Indigenous people tend to drink 
less than the population average, a subset experience 
more significant alcohol related harms and binge use 
[12, 13]. In the context of colonization of Turtle Island, 
alcohol has been weaponized against Indigenous com-
munities both materially and symbolically, persisting in 
contemporary and discriminatory myths around alcohol 
and Indigenous communities [14]. Namely, eugenicist 
and colonial science propagated biological theories of 
alcohol consumption among Indigenous people as part 
of white supremacist agendas [15]. In contrast to these 
narratives, evidence of the key drivers of heavy alcohol 
use and alcohol-related harms identified in the literature 
include social determinants, such as historical and lived 
trauma, racism, and inequitable access to education, 
employment, social opportunities, and safe housing [2, 
12, 16–18].

In the context of homelessness, alcohol use is associ-
ated with a range of acute and chronic physical harms 
including liver disease, cancers, injuries, assaults, and 
earlier mortality [19–21]. Previous research demonstrates 
that people experiencing homelessness drink in heavy or 
more harmful patterns as an attempt to cope with precar-
ity, displacement, and violence on the street [22–24]. For 
example, when beverage alcohol is not affordable, people 
experiencing homelessness may rely on consumption of 
non-beverage alcohol (NBA) to avoid acute withdrawal 
[22, 25] with potential severe health consequences [26, 
27]. In addition, “street-based illicit drinking” is often 
defined by experiences of stigmatization, criminalization, 
unintentional injury, physical and mental health harms, 
violence, severe withdrawal, and exclusion from health 

and social services [22, 23, 28]. Criminalization and rac-
ism more severely impact Indigenous people with experi-
ences of street based illicit drinking, noted in reports of 
police targeting and violence [29].

Culture-based models and Indigenous-led alcohol harm 
reduction
Several gaps exist for appropriate housing and alcohol 
use supports for Indigenous people experiencing home-
lessness and heavy alcohol consumption. Firstly, Euro and 
white-centric substance use supports (e.g. Twelve-Step 
programs) are often identified as inadequate and harm-
ful [30, 31]. Indigenous-led “culture as healing” (CAH) 
models offer a fundamentally distinct approach rooted in 
Indigenous approaches to wellness and recovery. Indig-
enous CAH for substance use refers to the broad set of 
cultural healing modalities, including traditional teach-
ings, ceremonial practices, and Elder mentorship led by 
Indigenous communities and cultural practitioners [32–
34]. CAH models vary according to the local contexts 
and traditions from which they originate. However, all 
aim to promote holistic and strengths-based definitions 
of health, ‘wellness’, and ‘healing’. There are few options 
for CAH for Indigenous people who are not ready or 
interested in becoming abstinent [35].

Alcohol harm reduction strategies are less funded 
when compared to strategies for illicit substance use in 
Canada [28], with even less attention to harm reduction 
approaches tailored towards Indigenous people. Gaps 
in harm reduction for Black, Indigenous, and People of 
Colour (BIPOC) are in part driven by white privilege in 
harm reduction [36]. Crabtree et al. [37] argue that public 
discourses related to alcohol and Indigeneity are impli-
cated in this gap by “creating the sense that Indigenous 
alcohol use is a “special case”, [hampering] efforts to cre-
ate links between drug users’ organizations and illicit 
drinkers” (p.6).

In western settings, Managed Alcohol Programs 
(MAPs) have been established as harm reduction pro-
grams aiming to reduce physical and social harms of 
heavy, chronic, and street-based illicit drinking, home-
lessness and/or housing instability through safer moder-
ated alcohol administration, housing or shelter, health, 
and social support [32]. Participation in a MAP is associ-
ated with reductions in alcohol-related harms associated 
with binge drinking and withdrawal, smoother patterns 
of drinking, reduced emergency service use, housing sta-
bility, and reduced risk of mortality [38–42]. Qualitative 

of tailored alcohol harm reduction plans in parallel to multiple and accessible opportunities for connection to culture 
as healing in order to meet diverse participant goals and relationships to alcohol and culture.
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research with MAP participants illustrates that access to 
a stable alcohol supply, alongside housing or shelter, pro-
vide a harm reduction alternative to street-based illicit 
drinking, marginalization, and displacement within absti-
nence-based systems [23]. MAPs facilitate shifts in indi-
vidual relationships to alcohol from insecurity to stability 
and a sense of control over drinking, while also offering 
a space for individuals to (re)-connect with themselves, 
families, and a sense of community within and outside of 
the MAP [54].

With over 40 MAPs established in Canada, very few 
are Indigenous-led and culturally based. Accounts from 
Indigenous participants in western MAPs and other alco-
hol harm reduction programs demonstrate a need for 
culture-based supports alongside harm reduction [42, 
43]. Some Indigenous communities have also identified a 
specific need for Indigenous-led and culture-based MAP 
models [44, 45]. Importantly, there are critical differences 
between MAPs that include culture-based supports 
in the context of a western program, and Indigenous-
led MAPs in which there is a foundational philosophy 
grounded in CAH. One example is Ambrose Place, an 
Indigenous-led and culturally based housing program 
guided by Natural Law and integrating a harm reduc-
tion approach in Treaty 6 Territory (Edmonton, Alberta). 
Through access to Indigenous healing and wellness tradi-
tions, ceremonies, and practices alongside MAP and cul-
turally supportive housing, residents of Ambrose Place 
have reported impacts of enhanced quality of life, home 
and family, safer and reduced drinking [46].

Study context: Aboriginal Coalition to End Homelessness 
Indigenous alcohol harm reduction program
While there is some research on the impacts of Indige-
nous-led MAPs such as Ambrose Place [46], specific cul-
ture-based strategies alongside alcohol harm reduction 
[43] and more fulsome CAH models in abstinence-based 
settings [32], research is lacking on the implementation 
of broader CAH frameworks. Specifically, there is a need 
to develop knowledge that can guide Indigenous-led 
harm reduction according to the perspectives and defini-
tions of healing for Indigenous people with experiences 
homelessness. This study builds from the innovative 
work of the Aboriginal Coalition to End Homelessness 
Society (ACEH), an Indigenous-led non-profit hous-
ing society in the traditional and unceded territory of 
the lək̓ʷəŋən speaking and WSÁNEC peoples (Victoria, 
BC). In 2015, the ACEH was formed with a mandate 
to serve the needs of Indigenous people experiencing 
homelessness (“Indigenous Street Family” (ISF), or “Fam-
ily Members”) in Victoria and across Vancouver Island, 
encompassing the unceded territory of the three tribal 
island groups of the Coast-Salish (Southern and Eastern 
Vancouver Island), Nuu-chah-nulth (Western Vancouver 

Island), and Kwakwaka’wakw territories (Northern Van-
couver Island). The ACEH Dual Model of Housing Care 
(DMHC) is grounded in Indigenous values, perspectives, 
and knowledges towards pathways to healing and recov-
ery from trauma and substance use rooted in colonialism 
[47]. The DMHC incorporates two pillars: (1) culturally 
supportive housing and (2) decolonized harm reduction, 
which together aim to strengthen Indigenous self-iden-
tity, family, and community through traditional foods, 
plants, medicines, Elder mentorship, traditional healing 
practices, land-based healing, and access to an alcohol 
harm reduction program [47].

This study aims to describe individual (referred to as 
‘Family Members’ by the ACEH) definitions of ‘culture 
as healing’ and qualities of ‘healing environments’ in the 
ACEH Indigenous Alcohol Harm Reduction Residence 
Program (IAHRRP), which is situated within the ACEH 
Culturally Supportive House (CSH). In this paper, we 
describe family members’ perspectives on the role of 
the IAHRRP in relation to alcohol and healing, as well 
as their perspectives on healing environments. In two 
related papers, we report on healing perspectives and 
environments related to culturally supportive housing 
(Brown et al., under review), and ways in which fam-
ily members defined and experienced culture as healing 
(Hunt Jinnouchi et al., under review). Together, findings 
from this project aim to define and inform principles, 
practices, and policies that appropriately respond to the 
identified needs, preferences, and goals of those who take 
part in Indigenous-led alcohol harm reduction services 
and culturally supportive housing.

Methods
This project is situated within a 5-year relationship 
between the ACEH and researchers with the Canadian 
Managed Alcohol Program Study (CMAPS) at the Uni-
versity of Victoria. We approached this project through 
a participatory Indigenous research methodology, con-
sistent with ACEH values, principles, and language. This 
Indigenous-western research partnership was driven 
by Indigenous methodological guiding principles [48–
51] in the design and development of the qualitative 
study protocol. Guiding principles for this partnership 
included direct community involvement and partnership 
in research [49], an emphasis on relational accountabil-
ity [51], collectivism and commitment to the community 
[49], knowledge seeking aimed towards direct action 
[49], and research designs determined by community 
driven processes and cultural protocols of decision mak-
ing [48–51].

Community-defined priorities and processes have 
guided the establishment and ongoing journey of this 
partnered project. In 2016, the ACEH identified that 
CAH opportunities were overwhelmingly requested 
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by members of the Indigenous Street Family (ISF) to 
facilitate pathways out of homelessness [52]. Prelimi-
nary outcomes from the ACEH’s culturally supportive 
housing pilot illustrated the importance of housing that 
is rooted in Indigenous context and delivery and the 
need for Indigenous-led approaches to harm reduction 
within housing. In 2018, the ACEH [45] led a MAP fea-
sibility study with 38 members of the ISF and 20 com-
munity service providers, which validated the need for 
an Indigenous-led alcohol harm reduction program and 
highlighted important features for model design. Out-
puts from this project culminated with sharing at the 
Wisdom of the Elders gathering in June 2018, where lead-
ers and traditional Knowledge Keepers of three tribal 
island groups and Métis Nation Victoria, local service 
providers, and members of the ISF reinforced a need for 
the IAHRRP. This laid the groundwork for situating the 
model within Indigenous teachings, protocols, values and 
principles [53].

In Spring 2020, the ACEH established the IAHRRP 
within the CSH. In tandem, the ACEH (co-applicant Fran 
Hunt Jinnouchi) in partnership with the University of 
Victoria Canadian Institute for Substance Use Research 
(CISUR) (Co-applicant Dr. Bernie Pauly), University of 
Calgary (NPI Dr. Katrina Milaney) and the Aboriginal 
Standing Committee on Homelessness (Treaty 7 Terri-
tory, Calgary AB, co-PI Katelyn Lucas) received 3-year 
funding from the Canadian Institutes of Health Research 
(CIHR) to design, develop, implement, and evaluate 
Indigenous-led MAPs across 2 sites in Victoria and Cal-
gary. The CMAPS and ACEH team includes both Indige-
nous (Hunt-Jinnouchi, Mushquash) and non-Indigenous 
settler team members (Brown, Pauly, Robinson) (see: 
‘Authors Information’ for author positioning). Commu-
nity-determined processes continued to guide research 
design through two main routes: [1] direct engagement 
with a Family Members’ Advisory on decision making 
for data collection protocols and interpretation of find-
ings, and [2] regular meetings and discussion between 
the CMAPS team and ACEH leadership team, who were 
in turn guided by an established Elders and Knowledge 
Keepers Advisory. A Memorandum of Understanding 
(MOU) was developed to guide decision making spe-
cific to the research. This MOU was drafted according to 
the four principles of relational accountability (Respect, 
Reciprocity, Relevance, Responsibility) (Wilson, 2008). 
This served to identify appropriate roles and practices 
between the CMAPS and ACEH team members accord-
ing to ACEH protocols.

Consistent with Indigenous methodologies, we used a 
relational knowledge gathering approach with guidance 
from the Family Members Advisory, Elders, Knowledge 
Keepers, and ACEH leadership. Preceding recruitment, 
Brown visited the CSH and met with previous family 

members to share a meal or attend a land-based outing. 
Up to 10–12 family members reside at the CSH. Recruit-
ment was initiated through third party methods, includ-
ing a recruitment poster in the house and staff review of 
the poster with individual family members. Family mem-
bers who had left or transitioned from the CSH were 
provided recruitment materials by ACEH outreach staff. 
From July to December 2021, Brown conducted seven 
in-depth, one-on-one, semi-structured, and open-ended 
interviews with current and previous family members of 
the CSH at the CSH or the ACEH outreach office. One-
on-one interviews were specifically recommended by the 
Family Members Advisory to preserve confidentiality 
regarding sensitive topics. All family members endorsed 
histories of chronic homelessness and heavy, daily alco-
hol use. Most family members who participated in an 
interview identified as cis men (n = 5, cis women n = 2), on 
average were 41 years old (range 24–62), and had an aver-
age tenure of 8 months in the CSH (range 5–12 months). 
Most family members identified with Coast Salish ances-
try (n = 4), while three other identified with another First 
Nation and/or Métis ancestry.

On average, interviews were one and a quarter hour 
and were audio recorded and transcribed verbatim by 
Brown. Questions focused on: experiences transitioning 
into the CSH; initial, present, and future goals; experi-
ences with land-based healing; facilitators and barriers 
to culture-based support; perceived changes in physical, 
emotional, spiritual, mental wellness and connection to 
culture, nutrition, and other services; perceptions of alco-
hol in the CSH; perceptions on harm reduction, health, 
social, spiritual, and cultural supports; defining respect-
ful, welcoming, and comfortable practices, supports, and 
relationships in the CSH and community; experiences in 
Indigenous-led vs. western services; benefits and chal-
lenges inside and outside the CSH; and personal defini-
tions of wellness and success.

Initial thematic analysis was led by Brown, including 
reading and re-reading of transcripts, development of 
coding and category maps for each transcript, and gen-
eration of broad themes with associated quotes. These 
preliminary findings were presented back to ACEH lead-
ership for initial interpretation. Subsequently, an info-
graphic was drafted by Brown reflecting key themes and 
shared with family members for feedback. Since Febru-
ary 2021, findings from this project have been presented 
back to family members, staff, Elders, and Knowledge 
Keepers at ACEH gatherings and events, often as a ref-
erence point for discussion among attendees regarding 
ongoing CSH design and implementation and new staff 
orientation training. At the time of writing, the ACEH 
is in the process of finalizing the Dual Model of Housing 
Care (DMHC), incorporating two pillars: decolonized 
harm reduction and culturally supportive housing. The 
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DMHC is fundamentally driven by guidance from Elders 
and Knowledge Keepers and Indigenous worldviews, val-
ues and principles, and the wisdom of lived experience 
knowledge among family members who kindly shared 
their perspectives with us through this project and 
others.

Results
Three themes reflect family members’ perspectives on 
the role of the IAHRRP and CSH in relation to alcohol, 
healing, and factors that promote healing environments. 
In It’s a choice I’m making right now, family members 
outlined the importance of the IAHRRP in facilitating a 
relationship to alcohol based in choice rather than sur-
vival, with varying goals from abstinence to safer, more 
individually ‘controlled’ drinking. Give me the reigns of 
taking care of myself with a home describes impacts and 
healing environments related to collaborative practices 
and policies that honour autonomy, independence, and 
human rights. Lastly, we describe the importance of hav-
ing Multiple pathways for connection to culture, with or 
without alcohol, through inclusive policies and practices 
that accommodate a range of relationships to alcohol and 
culture.

It’s a choice I’m making right now
All family members described daily and heavy drink-
ing patterns prior to entering the CSH. In the context of 
homelessness, many family members experienced pat-
terns of street-based drinking with periods of binge and 
withdrawal. These experiences were marked with signifi-
cant anxiety in securing funds for a daily alcohol supply, 
along with the necessity to do daily survival strategies 
to address withdrawal. The consistency and stability of 
the alcohol harm reduction program allowed for fam-
ily members to reduce reliance on these survival strate-
gies. In the following quote, a family member describes 
the impact of the alcohol harm reduction in shifting from 
survival drinking:

So, it’s there, it’s available to me. And I’m glad, I 
wish I had that before. If I had known this was going 
on like a year ago, I definitely would’ve been tryin’ 
to get in here. Cause, you know I’ve done, I’ve done 
a lot of stuff to keep my liver and alcohol, right. And 
some of that I’m not proud of it, but here I am now 
and… and it’s not hard, it’s not hard anymore to get 
up in the morning and think where I’m going to get 
my next drink like that eh. […] Yeah, it takes away 
a lot of pressure and worry and anxiety… oh yeah 
not to mention that. I just get anxious. That’s why I 
did a lot of crime. Cause I’d hate to… get to the point 
where there was no alcohol in my system. It’d just 
give me the shake and like ah “oh I’ve got to have it 

now, I’ve got to have it now”. And then I’d go out and 
do crime and… now I don’t have that. FM1002.

This family member was able to meet their alcohol needs 
through the IAHRRP, which reduced activities necessary 
and often associated with survival drinking. For this fam-
ily member, the alcohol harm reduction program helped 
to “[take] away a lot of the pressure and anxiety” he expe-
rienced on a day-to-day basis.

All family members described drinking in smoother 
patterns in the alcohol harm reduction program, includ-
ing benefits such as reduced intoxication, reduced black-
outs, and feeling in control of drinking:

Um… [my goal] in the end is to have my drinking 
controlled. Cause I don’t believe I’ll ever quit. And 
I’m not just going to do that non-drinker, right. But 
to have it under control some way, where I actually 
control, find a way to control. […] Rather than wait-
ing to get my pay cheque and then binge, which is 
what I was doing. FM1006.

Many family members described the process of using 
the alcohol harm reduction program to taper their alco-
hol use over time according to their choice and prefer-
ences. A minority of family members were specifically 
abstinence-oriented in their goals, although chose to 
take part in the IAHRRP towards this path. Importantly, 
the CSH was regarded as a place where everyone’s goals 
and wishes were respected and supported, from reduced 
drinking, safer or less binge drinking, to abstinence:

For me when I was on the program it helped me look 
at myself in a way about my addiction, you know. 
And treatment, detox, you know some programs… I 
did look into them when I was there, at the house. 
And I quit drinking and then I started drinking non-
alcohol beer, right, taper off the alcohol. So, and 
they supported me with that with the non-alcoholic 
beer too. So, they support you both ways, I think, 
right? Which is like, I thought that was really good. 
FM1004.

For this family member, their goal was to reduce their 
drinking towards physical wellness with regards to liver 
function. Some family members entered the CSH with 
specific goals related to their drinking to either reduce 
their drinking or stop completely. All family members 
eventually voiced specific goals related to safer drinking 
or abstinence upon becoming familiar with the CSH and 
the support it provided for alcohol harm reduction.

For several family members who were aimed towards 
abstinence in the long term, the CSH was described as a 
place that provided the patience and support to pursue 
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abstinence when they were ready. However, this path-
way was rarely described as linear. Family members who 
were abstinence-oriented appreciated the IAHRRP as an 
option for safer drinking instead of survival-based drink-
ing. As one family member described, “it’s a choice I’m 
making right now” (FM1003). When asked to identify 
strategies to support their goals and pathways towards 
healing if they were to leave the CSH, four of seven fam-
ily members asked that they be able to return to the CSH 
or receive alcohol harm reduction support in their own 
homes. These requests illustrate the need for flexible and 
accessible alcohol harm reduction support according to 
family members’ changing needs as they move forward 
on their pathway to healing.

Give me the reigns of taking care of myself with a home
In a supportive space with access to regulated alcohol 
supply, family members described new opportunities to 
identify and move towards their self-defined goals. As 
one family member describes, the CSH and IAHRRP 
provided an opportunity to  “learn something about 
myself, about my drinking” (FM1004) with time and 
patience. The following family member highlighted that 
a core attraction of the house was the approach taken by 
staff that allowed them to “give me the reigns of taking 
care of myself with a home”:

Oh, it was ah, me being on the street and drinking 
so much that my, I wasn’t keeping up with my insu-
lin and stuff like that and my doctor recommended 
that I come here instead of being on the street and… 
cause I was drinking quite a bit when I was on the 
street. Like, didn’t matter. All day I’d drink, some-
times I’d drink a whole sixty-pounder for the day, for 
the night and then… it just caught up to me. Yeah so, 
[my doctor] recommended that I come here. Cause, 
he didn’t want to get me, like fix me all up and then 
get me back on the street again. So, he said that there 
was a program here that would help me like ah, help 
me with my alcohol. And that would give me the ah, 
like the … I don’t know how to explain it but give me 
the reigns of taking care of myself with a home. So, 
like… it’s helped though and I’ve been cutting down 
where I barely drink anymore. FM1002.

When family members compared their experiences in 
the CSH to before entering the house, several expressed 
differences in practices and policies that signaled more 
respect for their autonomy and independence. In western 
health and shelter spaces, family members shared experi-
ences of paternalism and contrasted these to house prac-
tices and policies. One family member compared their 
experiences in the CSH versus medical detox:

I’ve been to detox and all the other programs, they’re 
not, I don’t like it because they want you to release 
yourself to the higher power or to god. […] Being 
Aboriginal, Native and Christianity, it’s like water 
and oil. It’s not for me. I don’t like the way they do it, 
like 90 meetings in 90 days. Here, at least they talk 
to you like “how are you doing? What are you going 
through?” every time you ask for a drink. “How do 
you feel?” like, “is there something we can do to get 
you out of that funk?” There, it’s just like, “well you 
gotta do this, you gotta do that. You gotta go to these 
meetings. You gotta deal with the meetings, you 
gotta do that.” FM1003.

In this quote, the family member contrasts several dif-
ferences in his experiences between abstinence-based 
and Christian-rooted services and the Indigenous-led 
alcohol harm reduction program. They compare differ-
ences between assertive and authoritarian approaches 
and open-ended and collaborative approaches to staff 
connecting with them at the CSH. Two other family 
members described specific differences in medication 
policies and practices between their experiences in west-
ern health and shelter systems and the CSH. For one fam-
ily member, simply having the trust from staff to manage 
their own medication, rather than having a policy to 
hand-in medication, signaled respect. Another family 
member described being ‘cut off’ their pain medication 
in detox without his knowledge or consent:

Well, it was horrible, I think. Well, I slept the whole 
seven days while I was there. And ah, while I was 
asleep apparently, they changed my schedule, my 
medication schedule. I kind of went from worse to 
worse. […] You know, the medication I was on was 
good when I went in, and when I got out, it was 
ruined again. It just felt like jail all over again. 
FM1002.

This family member was able to receive adequate pain 
management upon returning to the house through his 
relationship with the CSH physician. In this situation and 
others, family members described collaborating with staff 
and management to amend house policies. For example, 
the alcohol dispensing practice was changed to avoid dis-
agreements where family members and staff co-signed 
the documentation of the time alcohol was dispensed. 
This allowed for frank and collaborative discussion 
between staff and family members if there was disagree-
ment about when a dose was given. These practices ulti-
mately enhanced ownership and confidence in family 
members’ healing and participation in the IAHRRP.
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Multiple pathways for connection to culture, with or 
without alcohol: “It was nice to feel part of something”
Here, we describe family members’ perspectives on 
accessing and engagement in CAH in relation to alcohol 
and the alcohol harm reduction program. Family mem-
bers were varied in their interest and readiness to partici-
pate in cultural supports. In a related paper, we describe 
the many ways in which family members defined and par-
ticipated in CAH (Hunt-Jinnouchi et al., under review).

One family member explicitly stated that they did not 
feel comfortable participating in some ceremonies due to 
ongoing drinking. For this family member, following his 
cultural teachings meant that participating in traditional 
practices could not occur with ongoing alcohol use:

Spirit bath. Um… sageing. But I can’t do that unless 
I’m sober. But I’m never sober, so. You need to be 
at least; I believe it’s three days sober. […] Um, I 
wanted to go. But I’d wake up and get my first couple 
drinks and I’d already be drunk and then it’s too late 
to go there. […] It was understandable. I can’t really 
understand it but… I don’t know, that’s apparently 
what you’re supposed to do. […] Yeah, I was still 
able to go to other stuff. Walk around and… walks 
around um Goldstream and stuff. Other journeys 
and other places to go. Whale watching, that was 
fun […] Because it was nice to feel part of something. 
FM1001.

While this family member describes feeling uncomfort-
able participating in certain ceremonies due to ongoing 
drinking, the CSH provided the space that allowed them 
to access culture where possible. He describes having the 
opportunity to ‘feel part of something’ as part of the cul-
ture as healing mandate of the CSH. Despite this family 
member’s experience of drinking as a barrier to participat-
ing in the Spirit Bath, this was the only instance of family 
members expressing barriers to participation in cultural 
supports based in ongoing alcohol use.

The IAHRRP is offered alongside some ‘Land-based 
Healing Camps’: several-day culturally immersive experi-
ences offered by the ACEH, which are grounded in the 
ceremonial and wellness practices of the host Elders, 
Knowledge Keepers, and cultural facilitators on their 
ancestral territories. The IAHRRP is provided on camps 
to promote accessibility of land-based healing opportu-
nities for family members who otherwise would not or 
could not attend an abstinence-based camp. Most fam-
ily members who participated or wanted to participate 
in camps were supportive of the provision of the alco-
hol harm reduction program on the land. The provision 
of the IAHRRP was identified as a necessary support for 
family members to be able to attend a camp. However, 
the provision of alcohol on camps was not universally 

supported by family members. The following family 
member expresses their thoughts about bringing alcohol 
on a land-based healing camp:

Yeah, I think it should be because that way every-
body that’s there, everybody’s that doing, will learn 
more. Alcohol’s basically a depressant and you start 
drinking, you’re just going to forget everything and 
you’re gonna… I find alcohol brings up a lot of stuff 
in the past. And… yes, a lot of people went through 
a lot of stuff but, if you don’t want to remember that 
stuff don’t drink. And I’m trying to forget a lot of 
stuff. The less I drink, the more I’ll forget it. I mean 
sure a lot of stuff happened to me, but I don’t want 
to remember it. And I don’t need to, right [pause]. 
Comes up time to time… trying to forget about it. 
FM1003.

Family members relationships to alcohol and their per-
ceptions of the role of alcohol in culture as healing varied. 
In turn, family members had diverse goals related to con-
necting to culture as healing and alcohol use. In the above 
quote, the family member associated alcohol use with 
traumatic memories and felt that this detracted from their 
goal of learning on the land. Another family member, who 
acknowledged that his long-term goal would be to control 
rather than completely stop drinking, hoped to connect 
further to traditional and land-based experiences:

And plus, when I’m on my land, I lived with a fire. 
I don’t cook inside. I cook outside on the fire, yeah. 
Different kind of life. […] I do wanna, I do wanna get 
in a position where I get back to my land and maybe 
a few head of cattle, you know. Just ah… spend my 
retirement life. Cause I don’t intend to spend it here 
forever. That’s what I’d like to do but… money wise, it 
would be tough. [pause] Yeah, yeah. […] I would say 
I’m getting close to that than I’ve ever been. At any 
point if I got enough funds, I could head back, build 
myself a small house and I’m good, like you know. 
That’s all I need now is just ah, visit my grandchil-
dren wherever, they’re all over. FM1006.

For some family members, reconnecting back to their 
territory necessitated being on a new path and way of 
life, which could or could not include alcohol. For family 
members who described immersion in their culture and 
communities in the past, the CSH was often described as 
a temporary stop on a pathway back to living according 
to their cultural traditions and for some, on their ances-
tral lands, before experiencing homelessness. The CSH 
was seen as a temporary stop on this pathway towards a 
‘different kind of life’, although goals around relationships 
to alcohol varied across individuals with some seeing 
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‘controlled’, safer drinking as consistent with a ‘traditional’ 
life, and others looking towards abstinence. Some family 
members who planned to eventually transition from the 
CSH expressed a desire to continue to access the alco-
hol harm reduction program, alongside ‘day’ or ‘outreach’ 
culture as healing supports. These differing perspectives 
reflect the complexity of supporting healing environments 
that meet diverse needs and relationships to alcohol and 
culture, further illustrating the importance of supporting 
individual pathways to healing through tailored supports.

Discussion
This study is situated within a broader project on the 
design, development, and implementation of Indigenous-
led alcohol harm reduction. The purpose of this col-
laborative study was to define ‘healing environments’ in 
Indigenous-led alcohol harm reduction and culturally sup-
portive housing for family members as Indigenous people 
with lived experiences of homelessness and alcohol use. 
In this paper, we described family members’ shifting rela-
tionships to alcohol and culture as healing through the 
IAHRRP, and their perspectives on healing environments 
that influence this relationship. In two related papers, 
we present findings on family members’ definitions and 
experiences with culture as healing (Hunt Jinnouchi et al., 
under review) and healing environments (Brown et al., 
under review) in relation to culturally supportive housing 
and transitions into the house.

Family members described how the alcohol harm reduc-
tion program provided a stable alcohol supply where fam-
ily members felt more “in control” of drinking, thereby 
supporting transitions from survival-based drinking and 
strategies. These findings are consistent with previous 
research that illustrates the impacts of MAPs in reducing 
reliance on survival strategies when alcohol is unaffordable 
in street-based settings and in turn creating new, more 
secure and stable relationships with alcohol [54]. Critically, 
the provision of the IAHRRP provided a new space and 
opportunity where family members could begin to con-
sider longer term goals of healing and for some, engage-
ment with culture as healing opportunities.

While similar research has described shifting relation-
ships to alcohol among participants in western MAPs, 
we described these shifts within an Indigenous context 
of decolonized harm reduction led by the ACEH. Fam-
ily members emphasized how the IAHRRP empowered 
their self-defined pathways to healing, inclusive of goals 
of abstinence to safer, more controlled drinking. Beyond 
the CSH, some family members planning to transition to 
independent housing also hoped to access ongoing alco-
hol harm reduction support. All family members empha-
sized choice and autonomy and thus control over drinking 
when speaking about their relationship to alcohol in the 
IAHRRP. These descriptions counter essentialist colonial 

narratives of Indigeneity, alcohol, and pathology that have 
often plagued research and treatment systems [14, 15, 55, 
56]. Rather, from strengths-based positions, family mem-
bers described reclaiming autonomy and ‘taking care of 
myself ’ in contrast to their experiences of disempower-
ment in western detox and treatment settings. These prin-
ciples have also been highlighted in previous qualitative 
research with regards to supporting both individual and 
collective community pathways to healing from the harms 
of alcohol and colonization [2], and with communities of 
people with experiences of street-based illicit drinking [25, 
28]. Future programs should anticipate diversity in partici-
pant relationships to alcohol and support tailored alcohol 
harm reduction plans that align with shifting individual 
goals, including the provision of abstinence-based sup-
ports where requested.

Access to the CSH and IAHRRP provided an identity-
affirming space for family members to feel respected, 
confident, and supported to pursue CAH opportunities. 
Family members had multiple pathways for connect-
ing with culture and varied in both their goals related to 
culture as healing and alcohol. They expressed a range 
of beliefs in relation to alcohol and culture. It is notable, 
however, that ongoing alcohol use was only mentioned 
by one family member as a barrier to connection to cul-
ture. Foundational principles of inclusivity practiced in the 
IAHRRP and CSH, including welcoming and low barrier 
approaches in connecting to culture as healing, were high-
lighted by family members who described multiple ways 
of connecting to culture with or without alcohol. These 
findings signal the importance of offering incremental and 
various opportunities for connection to culture to meet 
varying degrees of readiness and desire to engage with 
culture as healing, from day trips to immersive land-based 
healing opportunities.

Future Indigenous alcohol harm reduction programs 
should consider providing multiple opportunities that 
allow participants to accessibly connect to culture as heal-
ing, through on-site, day, outreach, and land-based mod-
els, with recognition of diversity in individual readiness, 
goals, and relationships with alcohol and/or substance use. 
Culture as healing opportunities should be responsive to 
diverse beliefs among participants regarding alcohol and 
culture, including the provision of both alcohol-present 
and alcohol-free spaces and events. Practices and poli-
cies that promote multiple pathways to connect to culture 
are rooted in the knowledge and guidance of the ACEH 
Elders and Knowledge Keepers, who validated the need 
for an Indigenous-led MAP in 2018 so that “no one is 
left behind” [53]. Family member perspectives re-iterated 
the importance of creative and inclusive ways of wel-
coming people into culture as central to creating healing 
environments. This is consistent with the perspectives of 
Indigenous organizations such as the First Nations Health 
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Authority [57] who “calls for us to look at ways that every-
one can participate in culture”, with recognition of “culture 
as a strength – a source of resilience, a way to connect, 
and as medicine – it is critical for us to consider how we 
can include people who use substances within the work 
that we do by increasing access to culture” (p.2). The full 
breadth of ways in which family members connected to 
culture as healing are described in a related paper, ranging 
from being in an Indigenous home to land-based healing 
(Hunt-Jinnouchi et al., under review).

Limitations
Findings presented in this paper reflect perspectives 
from a small sample size of First Nation and Métis adults 
with experiences of homelessness. While broad themes 
can offer insights into the design of Indigenous-led harm 
reduction in other communities, we caution that these 
findings should be interpreted within a localized and spe-
cific urban Indigenous context and cannot be generalized 
to all Indigenous communities. Several factors affect gen-
eralizability of findings. The small sample size reflects a 
small pool of family member participants in a highly spe-
cific context of the IAHRRP and CSH, however highlights 
a rich data set from which to advance Indigenous-led alco-
hol harm reduction programs and promote decolonized 
harm reduction programs.

Specific Nation ancestries of family members are not 
reported here for confidentiality reasons. Quotes related 
to sacred Nation-specific practices and knowledge were 
excluded where possible to preserve confidentiality and to 
honour an MOU with the ACEH regarding publication of 
sacred practices in academic spheres. Further, the depth of 
data collected, analysis, interpretation, and presentation 
of findings related to culture as healing were limited per 
the MOU agreement involving Settler researchers. Brown 
is of Settler ancestry and completed data collection, analy-
sis, and infographics, although reviews were conducted by 
the Advisory and both Indigenous community (Hunt Jin-
nouchi) and academic (Mushquash) team members at all 
steps of the research. While concepts related to gender did 
occasionally present in interviews, we did not feel that the 
sample included a broad enough range of gender identities 
(i.e., only two cis-women participated in a majority cis-
male identified program) to adequately explore this topic. 
In our anecdotal experience as MAP researchers and cul-
turally supportive housing providers, we recognize that 
gender is highly relevant to both contexts and should be 
specifically explored in future research.

Conclusion
In this paper, family members illustrated the role of an 
Indigenous-led alcohol harm reduction program in shift-
ing their relationships to alcohol and reducing barriers 
to connection to culture as healing. Alongside access to a 

secure and safe alcohol supply, policies and practices that 
honour respect, autonomy, and choice were highlighted as 
supportive of self-defined goals around healing and alco-
hol. Family members countered their experiences with the 
IAHRRP with previous experiences of disempowerment 
in western spaces. Critically important was an accessible 
approach to culture as healing that offered multiple ways 
of connecting to culture-based supports, inclusive of all 
family members regardless of their relationship with alco-
hol. These broad principles can provide key insights into 
the design of Indigenous-led harm reduction and culture 
as healing models that are accessible to people with expe-
riences of homelessness and alcohol use, although should 
be considered and tailored according to local community 
needs and contexts, guided by community leaders, Elders 
and Knowledge Keepers, and participants.
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