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Abstract
Aboriginal women’s accounts of intimate partner 
violence are much more severe and frequent. This, along 
with the many other challenges Aboriginal women face 
(such as poverty, discrimination, a lack of resources 
and accessibility), cause the experiences of violence to 
be magnified. This is clearly demonstrated in the high 
rates of mental health problems for Aboriginal women. 
This paper outlines how all of these factors connect, and 
encourages researchers and health professionals to adopt 
more holistic approaches to mental health.
Keywords: Aboriginal women; intimate partner violence; 
family violence; mental health; well-being

While intimate partner violence is not unique to 
Aboriginal1 peoples, some of the root causes and 
experiences are (Royal Commission on Aboriginal 
People, 1996). The purpose of this paper is to explore 
the experiences of Aboriginal women, focus on in-
timate partner violence, discuss the associated men-
tal health effects of these experiences, and highlight 
the need for a holistic approach to mental health. 

This paper is a first step to demonstrate the 
interconnectedness of experiences of violence and 
oppression on mental health. Research has dem-
onstrated that Aboriginal women experience high-
er rates of intimate partner violence (Brownridge, 
2003), but the factors that often contribute to 
violence (such as poverty, substance abuse, etc.), 
are often considered in isolation from each other.  
While it is impossible to undergo an investigation 
of all connecting factors, several factors seem to be 
more prominent than others — this paper highlights 
some of these. Researchers and clinicians should use 
this to better understand such experiences, and 
refer to the literature cited within this paper for a 
more in-depth understanding of such relationships.

Intimate Partner Violence
According to the Centres for Disease Control and 
Prevention (2009, n.p.), intimate partner violence 
can include 

physical, sexual, or psychological harm by a cur-
rent or former partner or spouse. This type of vio-

1 Aboriginal is a term used to describe First Nation, Métis, and Inuit 
peoples. Many studies do not identify a specific population of target 
and use the blanket term of Aboriginal, thus the same approach ne-
cessarily had to be taken for this paper. It is important to note that 
individuals of Métis and Inuit heritage do not traditionally live on 
reserves, and are often governed by a different set of rules than indi-
viduals who identify as First Nations (Wotherspoon and Satzewich, 
2000). Moreover, very often bands will only allow status Indians to 
live on the reserve and have access to the services and “benefits” of 
status Indians. 
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lence can occur among heterosexual or same-sex 
couples and does not require sexual intimacy.2 

Furthermore, they state that intimate partner vio-
lence 

can vary in frequency and severity. It occurs on a 
continuum, ranging from one hit that may or may 
not impact the victim to chronic, severe battering. 
(Centres for Disease Control and Prevention, 2009, 
n.p.)3

In many Aboriginal communities, the rates 
of intimate partner violence are extremely high. 
According to Statistics Canada (2006), Aboriginal 
women are three times more likely to report spousal 
abuse than non-Aboriginal women.4 The Ontario 
Native Women’s Association (1989) and LaRocque 
(1994) suggest that this does not reflect a high-
er rate of reporting but a higher rate of incidence 
of violence. Moreover, the National Association of 
Friendship Centres (2010) suggests that the high 
rate of reporting may be due to increased severity 
of the violence, as it is more severe violence that is 
likely to be reported (Johnson, 2008). Considering 
there are many more barriers to reporting intim-
ate partner violence for Aboriginal women living on 
reserves (LaRocque, 1994; Ontario Native Women’s 
Association, 1989), it is likely that fewer women are 
able to report incidences of violence than those who 
are living in urban areas or who are less impover-
ished. For example, fewer families have access to tele-
phones, the Internet, or the ability to leave the com-
munity (Assembly of First Nations, 2007; Ontario 
Native Women’s Association, 1989). Factors such 

2 While most intimate partners are sexually intimate, not all are. If 
intimate partners are not sexually intimate, this does not deny the 
possibility that they may be experiencing intimate partner violence.

3 Many studies use the term domestic violence when they are refer-
ring to partner abuse, and specifically to cohabiting intimate part-
ners (and therefore domestic partners). I will solely use the term 
intimate partner violence when discussing this type of violence, as 
well as intimate partner violence occurring in noncohabiting rela-
tionships. Only studies that provide similar definitions of domes-
tic violence as the definition of intimate partner violence provided 
by the Centres for Disease Control and Prevention (2009) will be 
used, to ensure that the same type of violence is being referred to 
throughout the study. I chose not to use the term domestic violence 
because it excludes noncohabiting partners and can refer to violence 
occurring in a domestic environment that is not between intimate 
partners (e.g., parent-child violence).

4 Of course there is much variation within different groups of non-
Aboriginal women, and I am not assuming homogeneity across the 
two groups; however, for the purposes of this paper, comparisons 
will be drawn between Aboriginal and non-Aboriginal groups.

as shame, fear, loss of privacy, concern over family 
break-up, threats, and being unaware of available 
services influence the rates of reporting violence5 
(Ontario Native Women’s Association, 1989). Thus 
it is likely that there are many Aboriginal women 
who cannot or choose not to report such violence. 

Studies show that Aboriginal women are more 
likely to experience more severe forms of violence 
than non-Aboriginal Canadian women (National 
Association of Friendship Centres, 2010; Statistics 
Canada, 2006). For example, in 2004, of those who 
reported experiencing intimate partner violence, 
54% of Aboriginal women reported being beaten, 
choked, sexually assaulted, threatened, or having a 
gun or knife used against them. In comparison, 37% 
of non-Aboriginal women reported the same levels 
of violence (Statistics Canada, 2006). According to 
the Canadian Centre for Justice Statistics (2001), be-
tween 1991–1999, spouses were responsible for kill-
ing 62 Aboriginal women and 32 Aboriginal men. 
These rates are significantly higher than for non-
Aboriginal Canadians (8 times higher for Aboriginal 
women than non-Aboriginal women, and 18 times 
higher for Aboriginal men than non-Aboriginal 
men; Canadian Centre for Justice Statistics, 2001). 

Abuse is not always physical. It may include sex-
ual and/or emotional abuse, or a combination of 
the different types. Many women report control and 
isolation as parts of their experience (McGillivray 
and Comaskey, 1999). They describe being isolated 
from friends and family, threatened with abuse and 
having their children taken away (something that 
happens quite frequently in Aboriginal commun-
ities; Blackstock and Trocmé, 2004), and not having 
financial control (McGillivray and Comaskey, 1999). 

Effects of Intimate Partner 
Violence on Mental Health 

While experiences of physical and sexual violence 
can be extremely painful, some may argue that the 
psychological impacts of abuse are often the worst. 
According to Statistics Canada (2006), rates of psych-

5 This is not to say that these factors exist solely in Aboriginal popu-
lations — such allegations would be false. However, according to 
LaRocque (1994) and other experts, they are much more prevalent 
in Aboriginal populations due to historical and cultural dynamics, 
making such reasons for low-report rates more prominent. 
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ological abuse are also higher for Aboriginal women, 
including increased jealousy, put-downs and name 
calling, preventing access to income, damaging prop-
erty, and harming or threatening to harm someone 
close to the woman. In her discussion of violence in 
Inuit communities, Louise Mallioux states: 

Few people who have not experienced violence can 
understand the pain of being slapped, punched, 
kicked, burned, shoved, bitten, physically or sex-
ually assaulted, forced to surrender a pay, pension 
or welfare cheque, threatened with a razor, a knife, 
a rifle and having no one to turn to because of 
the shame, the degradation, the hopelessness and 
the isolation. People who have not experienced 
violence cannot really fathom the emotional pain 
of being routinely insulted, screamed at or called 
a bitch, slut, useless piece of meat and worse. Yet, 
this is the reality for many women.… The cost of 
violence is felt primarily by the recipient of that 
violence, the person at the big end of the stick, 
the person lying on the floor pleading or flying 
against the wall. It is not possible to put a price 
on that pain, the mental exhaustion, the crushed 
spirit, the loss of self-esteem, the dreams that can’t 
be dreamed anymore, or the nightmares you can’t 
wake up from. (in Lane et al., 2003, p. 36)

Intimate partner violence has been associated 
with mental health problems, including depression, 
anxiety (Campbell, 2002; Lafta, 2008; World Health 
Organization [WHO], 2008), phobias (Lafta, 2008; 
WHO, 2008), panic disorders (Lafta, 2008), post-
traumatic stress disorder (Campbell, 2002; Lafta, 
2008; WHO, 2008), self-harm and suicidality (Lafta, 
2008; WHO, 2008), poor self-esteem (Lafta, 2008), 
eating and sleep disorders (Campbell, 2002; Lafta, 
2008), and alcohol and drug abuse (Campbell, 2002; 
Lafta, 2008; WHO, 2008). Moreover, Johnson and 
Leone (2005) explain that women who experience 
severe and persistent violence are more likely to 
abuse alcohol and drugs, and to experience symp-
toms of post-traumatic stress disorder (PTSD). 

Unfortunately, mental illness has also been as-
sociated with increased rates of intimate partner 
violence. In a meta-analysis conducted by Trevillion 
and colleagues (2012), it was found that women ex-
periencing depressive disorders (Odds Ratio [OR] 
2.8), anxiety disorders (OR 4.1) and PTSD (OR 7.3) 
were more likely to experience partner violence. 

Such findings have been asserted by others as well 
(Friedman and Loue, 2007). This is not a unidirec-
tional occurrence.

Other Factors to Consider
In the discussion of Aboriginal women’s experiences 
of intimate partner violence, it is necessary to con-
sider other circumstances that may shape their lives. 

Poverty
Aboriginal individuals, whether they are living in an 
isolated community (such as a reserve) or in more 
urban areas, experience disproportionate rates of 
poverty (Assembly of First Nations, nd; Cazabon, 
2010; Government of Canada, 2008; McGillivray 
and Comaskey, 1999; Ontario Federation of Indian 
Centres, 2000). For example, in an urban Aboriginal 
peoples’ study conducted within different cities in 
Ontario, it was found that 47.2% of the Ontario 
Aboriginal population receives less than $10,000 
per year, and that rates of poverty are increasing 
(Ontario Federation of Indian Friendship Centres, 
2000). Research supports a strong and positive cor-
relation between poverty and intimate partner vio-
lence (Bassuk et al., 2006; Goodman et al., 2009). 
Thus, it is likely that poverty and intimate partner 
violence are not occurring in isolation. 

Poverty and mental illness have their own com-
plex relationship as well. According to Raphael 
(2007), poverty, and the social and material defi-
ciencies associated with it, is a primary cause of poor 
health among Canadians. For example, poverty is a 
correlate of psychological distress and diagnosable 
mental disorder (Belle, 1990). Psychopathology has 
been found to be at least 2.5 times more prevalent 
in the lowest social class than in the highest (Belle, 
1990). Poverty in women has been associated with 
depression (Belle, 1990), schizophrenia, schizoaf-
fective disorder, bipolar disorder, anxiety disorders, 
some personality disorders (Groh, 2007), and drug 
and alcohol abuse (Murali and Oyebode, 2004). 
Poverty can lead to stress due to difficulty or in-
ability to meet basic costs, including food, housing, 
health care, often having to live in dangerous or vio-
lent conditions, and family disruption (Murali and 
Oyebode, 2004). This information is correlational in 
nature, and therefore causality cannot be assumed; 
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however this demonstrates the complexity of these 
associations.

Health and Health Care
Aboriginal individuals lack access to many of the 
health resources that their Canadian counterparts 
generally have (Assembly of First Nations, 2007; 
Cazabon, 2010; Health Canada, 2010). For example, 
Aboriginal peoples experience high rates of heart dis-
ease, increasing rates of lung cancer, poor prenatal 
care, and food insecurity (Reading and Wien, 2009). 
Only 40% (versus 61% of Canadian6 respondents) 
of First Nations individuals surveyed self-reported 
having “excellent” or “very good” perceived health, 
while 27% (versus 12% of Canadian respondents) re-
ported “fair” or “poor” perceived health (National 
Aboriginal Health Organization [NAHO], 2003). 

While Canada is thought by some to have an 
advanced health care system, one must have access 
to reap its benefits. Significantly fewer Aboriginal in-
dividuals living off reserve have a regular physician, 
while almost 20% of on-reserve Aboriginal individ-
uals mentioned that there was no doctor or nurse 
in their area (Reading and Wien, 2009). According 
to the National Aboriginal Health Organization’s 
2002 poll (2003), First Nations individuals reported 
having “very” or “somewhat” difficult access to mid-
wives (59% of respondents), obstetricians/gynecol-
ogists (52%), mental health workers (45%), pedia-
tricians (43%), eye doctors (37%), family doctors 
(33%) and more. Being unable to afford transporta-
tion to seek services or unable to afford the service 
needed were also barriers to accessing health care 
services for these individuals. 

Women who have experienced violence are 
more likely to contract sexually transmitted infec-
tions and other gynaecological problems, and re-
port their health as fair or poor (Plictha, 1996). They 
have twice the number of days in bed due to ill-
ness as other women (Gelles and Straus, 1990), and 
are six to eight times more likely to use health ser-
vices (Rath et al., 1989). When health services are 
unavailable or inadequate, as is the case for many 
Aboriginal women, these health needs remain un-
met. Women who have experienced intimate part-
6 Individuals living on reserves and other Aboriginal settlements in 

the provinces (among other special groups) were excluded from this 
survey (Statistics Canada, 2002).

ner violence are also likely to have increased rates 
of disability preventing work, arthritis, chronic pain, 
sexually transmitted infections, chronic pelvic pain, 
stomach ulcers, spastic colon, digestion concerns, 
hearing loss, angina and other heart or circulatory 
concerns, and kidney infections (Coker et al., 2000).

Physical illness is associated with the develop-
ment and maintenance of mental illness. Physical 
illness often leads to increases in emotional stress 
and chronic pain, both of which are associated with 
depression and anxiety (Canadian Mental Health 
Association, 2008). Serious mental illness can in-
crease rates of poverty and homelessness, thereby in-
creasing barriers to accessing necessary health care. 
These factors can, directly and indirectly, increase 
stress levels and affect mental health (Canadian 
Mental Health Association, 2008). Diabetes, heart 
disease, cancer, arthritis, and asthma have all been 
linked to increases in mental illness (Canadian 
Mental Health Association, 2008). 

Aboriginal women experience elevated rates of 
health problems, lower perceived overall health, and 
less access to health care, all of which can contrib-
ute to mental health concerns. Elevated rates and 
more severe violence can affect one’s physical health, 
magnifying this experience.

Organizational and Systemic Effects
There are also larger scale discrepancies between 
how Aboriginal peoples and non-Aboriginal indi-
viduals are treated by institutions and organizations 
within Canada.

For example, the education system offered to 
many Aboriginal peoples often disregards trad-
itional teachings and many communities are with-
out secondary education (Reading and Wien, 2009). 
Even when actual institutions are in place, they lack 
the funding to provide adequate education to their 
students. Community infrastructure is often quite 
poor, and access to individuals who can develop and 
implement programming is virtually nonexistent. 
When communities experience fragmented and 
underfunded programs, with bureaucracy ever in-
creasing and autonomous power generally decreas-
ing, it can lead to an increase in community-level 
stress (Reading and Wien, 2009). Aboriginal peoples 
are generally treated unfairly by police (McGillivray 
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and Comaskey, 1999; Native Women’s Association 
of Canada, 1994), the courts (Department of 
Justice Canada, 2011; Green, 1998; McGillivray and 
Comaskey, 1999) and the Canadian government in 
general (Amnesty International, 2004; Assembly 
of First Nations, 2007; McGillivray and Comaskey, 
1999). 

Systemic discrimination occurs when policies, 
procedures, or laws disadvantage a specific group 
or limit their rights (Social Health Reference Group, 
2004). Such forms of discrimination can create feel-
ings of being an outsider within one’s commun-
ity, not having access to many of the same or same 
quality resources as others (especially those from a 
more dominant culture), and institutional inequity, 
amongst other things (Assembly of First Nations, 
2007; Kafele, 2004). 

Kafele (2004) explains that racialized groups 
who experience discrimination often have higher 
incidence rates of anxiety, stress, depression and sui-
cide, feelings of helplessness, hopelessness, fear, mis-
trust, despair, alienation, loss of control, damaged 
self-esteem, addiction, and violence. A study explor-
ing mental health in another minority group demon-
strated that not having the same rights as others led 
to increases in any mood disorder, generalized anx-
iety disorder, alcohol use disorders, and comorbidity 
(Hatzenbuehler et al., 2010). The study explored the 
ban of marriage amongst individuals within the gay, 
lesbian, and bisexual communities. Marriage for 
Aboriginal peoples is not illegal, but in the past, First 
Nations women who married a non-First Nations 
man lost their status, as did their children (Bourassa 
and Peach, 2009). Status can still be lost through 
marriage, although this occurs over a couple of gen-
erations (Bourassa and Peach, 2009). The past and 
current laws of status and marriage contribute to 
an overall goal of eradicating Aboriginal identity by 
discouraging marriage, in a similar manner to the 
gay community. The gay community’s experience of 
marriage is both different from, and similar to, the 
First Nations experience. Experiences of racism are 
positively correlated with obsessive-compulsive dis-
order, interpersonal sensitivity, depression, anxiety, 
and somatisation7 (Landrine and Klonoff, 1996).

7 Recurrent medical symptoms without a discernible cause. 

Archibald (2006) argues that the historical pro-
cess of colonization may still be having traumatic ef-
fects on individuals. She quotes Wesley-Esquimaux 
and Smolewski (2004, p. iv, in Archibald, 2006, p. 
25) in her argument that 

hidden collective trauma, or a collective non-re-
membering, is passed from generation to genera-
tion, as are the maladaptive social and behavioural 
patterns that are symptoms of many social disor-
ders caused by historic trauma. 

While some may argue that the process of coloniza-
tion should no longer be considered in the current 
evaluation of Aboriginal people’s health and well-
being,8 many argue that it still plays a significant 
role. Brownridge (2003, p. 81) argues that

in demonstrating that several important risk 
markers of violence do not account for the sig-
nificantly higher prevalence of violence against 
Aboriginal women, the results indirectly lend em-
pirical support to the theory that the unique ex-
perience of colonization of Aboriginals in Canada 
plays a large role in their disproportionate likeli-
hood of violence against women.

Archibald (2006) draws helpful parallels be-
tween healing from post-traumatic stress and from 
historic trauma, and the role that decolonization 
can play within this.

The Bigger Picture
The issue and the experience of intimate partner 
violence cannot be discussed in isolation, as this 
does not provide an accurate picture of the situation 
(Oetzel and Duran, 2004; see Alani, 2010 for a more 
detailed discussion).

When all of these circumstances are considered, 
a clear understanding of the experience can be bet-
ter achieved. Few studies have aimed to under-
stand the complex relationship between life circum-
stances and intimate partner violence, however. As 
Goodman and colleagues (2009) explain, the nega-
tive effects of such circumstances “including stress, 
powerlessness, and social isolation — magnify each 
other” (p. 311). In this paper they only talk about 
the effects of intimate partner violence and poverty, 
but they mention that “when still other aspects of 

8 A perspective generally found more frequently in popular media.
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women’s identities (e.g., race, immigration status, 
or sexual orientation) are marginalized, the experi-
ence may be still more harmful” (p. 311). Thus, it 
should come as no surprise that the well-being of 
many Aboriginal women is compromised in com-
parison to women who belong to more dominant 
and mainstream identities, who are living in better 
conditions with more access to resources and less 
discrimination. There are often thoughts of “having 
no option” (Goodman et al., 2009, p. 312) and sub-
sequently feeling powerless. 

Aboriginal Women’s Mental Health 
This is reflected in the mental health status of many 
Aboriginal women. Aboriginal women report high-
er levels of mental health problems than Aboriginal 
men (Grace, 2003). Rates of suicidality are consist-
ently higher for Aboriginal populations than for the 
Canadian population as a whole, with ranges be-
tween 3.6–7.5 times the rate of the Canadian popu-
lation depending on age (Grace, 2003). Aboriginal 
women also attempt suicide more frequently than 
Aboriginal men (as is the case for the rest of the 
Canadian population), and suicide clusters pose a 
special problem in Aboriginal communities (Grace, 
2003). Depressive symptomatology is a concern, 
with 9.8% of First Nations women reporting that 
“everything was an effort” all or most of the time 
(Grace, 2003). Another study noted that 18.2% of 
First Nation women in Ontario experienced de-
pression, compared to 9.2% of the women includ-
ed in the National Public Health Survey of Ontario 
(MacMillan et al., 2007). The most frequent cause of 
death among registered Aboriginal women is alco-
holism/cirrhosis (at 29.8 per 100,000 people; Grace, 
2003). First Nations women are more likely to drink 
heavily than non-Aboriginal women (Grace, 2003), 
while non-Aboriginal women drink more frequently 
(Grace, 2003; MacMillan et al., 2007). Drug use is 
frequent in First Nations populations, with 14% of 
women reporting having used marijuana, cocaine, 
LSD, glue, or gasoline in the previous month (Grace, 
2003). The use of solvents is an increasing concern in 
Aboriginal populations (Grace, 2003). First Nations 
women are more likely to feel severe distress to the 
point where it interferes with their life (MacMillan 
et al., 2007).

Discussion and Conclusions
It is clear that the more constrained and severe life 
experiences of Aboriginal women magnify the ef-
fects of intimate partner violence. Mental health 
problems are more common and apparently more 
severe for Aboriginal women, a result of the high 
rates and extreme forms of intimate partner vio-
lence interacting with other forms of discrimination 
and injustice. Wheeler (2007, in Green, 2010, p. 798) 
suggests that 

an individual’s vulnerability to trauma depends 
on the developmental stage, genetic vulnerabil-
ity, gender, past experiences, pre-existing neural 
physiology, cognitive deficits, emotional maturity, 
coping skills, relationship with others, along with 
other sociocultural factors. If trauma is particu-
larly prolonged and severe, pervasive mental and 
emotional problems can develop.

This seems to be the case for Aboriginal women 
experiencing intimate partner violence The mental 
health situation of Aboriginal women demonstrates 
how all these life circumstances contribute to these 
high rates.

To adequately address the problem of high rates 
of mental disorders within Aboriginal communities, 
the issue of intimate partner violence must be dis-
cussed. However, women’s experiences of violence 
cannot be understood without comprehensively 
considering the rest of their environments and cir-
cumstances. While many women may experience 
mental health problems due to violence, violence 
against Aboriginal women is often more severe, and 
their life circumstances often offer fewer options 
and opportunities for solace, guidance, and escape 
(Alani, 2010).

Researchers and health practitioners should no 
longer look at one situation independently (e.g., in-
timate partner violence), without consideration of 
the holistic, layered, and complex life situation of 
Aboriginal women — not only is it ineffective, but 
it may also be unethical (McCabe, 2007). Aboriginal 
women often feel a lack of sensitivity from 
health care providers (Ontario Native Women’s 
Association, 1989), and much of this may come 
from their lack of concern for the other areas and 
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experiences of Aboriginal women’s lives. It has been 
suggested that in order to heal, Aboriginal women 
reclaim their womanhood (Anderson, 2001), while 
Archibald (2006, p. 26) advocates for a process of 
decolonization, which includes rediscovery and re-
covery of Indigenous history and culture, mourning, 
dreaming, commitment, and action. 

In terms of mental health problems and the 
issue of intimate partner violence within Aboriginal 
populations, holistic approaches, patience, and an 
understanding of life circumstances may be the best 
approaches. Not addressing the interconnectedness 
of experiences may be perceived as another process 
of colonization and cause additional harm to indi-
viduals (McCabe, 2007). The process of holistic heal-
ing must be in line with the client’s needs and be-
liefs, and must include the diversity of experiences 
women have in their lives while celebrating their 
womanhood, traditions, and culture (Anderson, 
2001; Hays 2000, McCabe, 2007).
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