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EXECUTIVE SUMMARY

Achieving good health is a critical issue facing Aboriginal people. Health is a resource for living and a
means to achieving self-determination. Throughout Canada, Aboriginal people are striving to define what
wellness is, how it fits into a strategy of renewal and how it can be achieved at the individual, family,
community, and Nation level. At the same time, Aboriginal health services, and the public health system
in general, are facing formidable challenges and undergoing considerable change.

This paper was developed as a part of the National Aboriginal Health Organization’s (NAHO) strategic
planning activities in order to identify key issues of concern and recommendations for follow-up to
improve population health, health promotion, disease prevention, and health protection services and
programs for Aboriginal people. The paper addresses the following questions:

e What is known about the delivery of population health, health promotion, disease/injury prevention
and health protection services and programs for Aboriginal people across Canada?

e What issues and concerns have been identified related to the quality and adequacy of these services
and programs?

o I[s there equitable access to services and programs according to geographic area, on- or off-reserve
status, type of community, etc.?

e  Who is involved and what is being done to improve these services and programs?

e Given the areas of concern, involvement of other bodies, and NAHO’s mandate, what could NAHO
do to support the development of better health programs and services?

Information sources for the study included:

e asearch of published and unpublished Canadian documents addressing Aboriginal health issues and
programs/services. Approximately 190 relevant documents were reviewed,

e an Internet search of Canadian governmental and non-governmental Web sites; and
e telephone or in-person interviews with 28 selected key informants.

Rather than an in-depth study or inventory of programs and services, the paper provides a general
overview of the current situation for planning purposes. It drew heavily on existing research and reports
as well as the expert opinion of people working at the national, provincial and territorial levels.

Recommendations include engaging in activities and linkages related to knowledge transfer; addressing
key promotion/prevention issues; undertaking specific research and developing strategic research
partnerships; facilitating the recruitment, retention and training and utilization of Aboriginal health
workers; and promoting traditional healing practices.



1. INTRODUCTION

Good health is a balance of physical, mental, emotional, and spiritual elements. All four interact for a
strong healthy person. If we neglect one, we get out of balance and our health suffers in all areas.

...Prevention goes hand in hand with a traditionally healthy lifestyle. Good health is achieved when
we live in a balanced relationship with the earth and the natural world. Everything we need is
provided by our common mother, earth: whole foods, pure water and air, medicines, and the laws and
teachings which show us how to use things wisely. Combined with an active lifestyle, a positive
attitude, and peaceful and harmonious relations with people and their spiritual world [ good health
will be ours.

(Malloch, 1989)

Achieving good health is a critical issue facing Aboriginal people. According to the World Health
Organization, health is a resource for living. Without a strong, healthy population, Aboriginal people will
not be able to lead full and balanced lives or achieve self-determination. Wellness in the four aspects,
strength, resilience, creativity, and energy are required to reclaim what has been lost and build a new
relationship with the natural and human worlds.

The National Aboriginal Health Organization (NAHO) reflects this belief in its vision:

(NAHO is) dedicated to improving the physical, social, mental, emotional and spiritual health of
Aboriginal Peoples. It is our fundamental belief that the advancement and sharing of knowledge in
the field of Aboriginal health is the key to empowering Aboriginal Peoples.

(National Aboriginal Health Organization, 2001a, p. 3)

Challenges and Change

Throughout Canada, Aboriginal people are striving to define what wellness is, how it fits into a strategy
of renewal and how it can be achieved at the individual, family, community, and nation level. At the same
time, Aboriginal health services and programs, indeed the public health system in general, are facing
formidable challenges and undergoing considerable change in every region of Canada. Some of these
challenges and changes include:

o the transfer of more responsibility for health services from the federal government to First Nations
communities and provincial and territorial governments;

e the growth of culture-based health prevention and promotion programs in Inuit, Métis and First
Nations communities;

e greater national attention to infectious and chronic diseases among Aboriginal people;

e increased roles of regional Aboriginal and non-Aboriginal health bodies in allocating resources and
delivering health programs;

e government reductions in some program areas and increases in others; and

e continuing (perhaps growing) disparities in access to health services and program funding.

Focusing on Promotion and Prevention

NAHO, as well as the Aboriginal community in general, recognizes that health promotion and disease
prevention are cornerstones of wellness. Population health (simply the ability to look at the collective
health of a group rather than that of an individual), health promotion (focusing on health rather than
illness, disease and injury), prevention (stopping ill-health from occurring), and health protection (taking



measures to safeguard health), are principles and approaches that are compatible with an Aboriginal
world view.

In a First Nations world view, healing (getting at the root cause, becoming whole) is synonymous with
behaviour change and therefore is central to promotion and prevention. Inuit views of the body offer a
holistic vision of the individual and his or her unity with his/her surroundings, a part of a whole that
draws its meaning from the relationships that the human being entertains with whatever is living and
whatever surrounds him or her (RCAP, 1993b, p. 52). A Métis key informant made this comment in a
discussion of Métis health.

Health is the whole person... we don’t need to think that we have an addictions problem here, a
problem with teens there, Elders who are lonely, women who are depressed. We have to think: People
don’t feel good. Why is that?

(Kinnon, 1994, p. 2)

An example of a successful health promotion project is provided by Geraldine Dickson in Aboriginal
Grandmothers’ Experience with Health Promotion and Participatory Action Research (Dickson, 2000).
Ms. Dickson describes a two-year project involving older Aboriginal women in an ongoing group process
that included mutual support, health education, skill development, and political action.

The project and health assessment, in keeping with the true meaning and essence of health promotion,
created opportunities and nurtured skills so that the grandmothers healed themselves, supported each
other and experienced success in advocating improvement in their personal and collective lives.

(. 212)

Aboriginal communities are already paying the price of lack of balance, of disrupted connections and
treating symptoms. Inadequate prevention efforts will only become more critical as the Aboriginal
population grows and ages, more people become ill and there is even greater demand on already stretched
health care resources. Based on findings of the first national First Nations and Inuit Regional Health
Survey, writers Jeff Reading and Brenda Ellias state:

... an epidemic of chronic disease conditions indicates that Elders now require intensive secondary
and tertiary prevention programs and improved access to specialized acute and chronic medical care.
(First Nations and Inuit Regional Health Survey National Steering Committee, 1999, p. 51)

Diabetes already is leading to many other health complications. High rates of sexually transmitted
diseases will result in higher rates of reproductive health problems, and cancers in the future and poor
nutrition will result in a weakened ability to fight disease in the long term.

Definitions and Concepts

Ideas about health, disease and wellness vary considerably from community to community. NAHO is
presently in the process of identifying some common elements in an Aboriginal view of wellness that will
lead to a framework for the organization’s work. This process is a critically important one in future work
related to promotion/prevention activities.

As that process is not yet complete, this paper relies on western concepts and ideas related to health. In
reality, much of the effort to address Aboriginal health issues at this time is grounded in a western

viewpoint.

The following definitions are used in the paper.



Population Health

The population health approach focuses on the entire range of individual and collective factors and
conditions, and the interactions among them, that determine the health and well-being of Canadians.
(Working Group on Population Health Strategy, Health Canada, 1996, p. iv)

Population health strategies are designed to improve the health of an entire population rather than
focusing on the individual. Usually they address the most relevant determinants of health, or conditions
that are known to influence health for a particular group. Major determinants of health include income
and social status, education, employment and working conditions, physical environments, personal health
practices and coping skills, healthy child development, gender, and culture. Health services play only a
small role in creating health.

Health Promotion

A guiding document in the field [ the Ottawa Charter for Health Promotion [l defines health promotion
as the process of enabling people to increase control over and improve their health (World Health
Organization, Health and Welfare Canada and Canadian Public Health Association, 1986, p. 1). While
health promotion has sometimes been overly focused on individual lifestyle change, the theory is one that
addresses the context in which people live and the need to make changes on many levels in order to
achieve well-being. The five strategies for health promotion are:

¢ build healthy public policy such as environmental protection legislation, occupational health, violence
reduction, etc.;

create supportive environments through community development and family support;

strengthen community action so that communities can identify needs and address them;

develop personal skills that enable individuals and groups to address health issues; and

reorient health services to be more client-focused and integrated.

Disease and Injury Prevention

Prevention consists of an intervention that has been shown to reduce significantly the likelihood that a
disease, injury or disorder will affect an individual or that interrupts or slows the progression of that
disease (Canadian Task Force on the Periodic Health Examination, 1980). Primary prevention tries to
prevent a disease or condition before it occurs (such as pre-natal care, safe-sex education and injury
prevention activities), secondary prevention tries to minimize the effects of a situation (such as diabetes
education and mental health counseling).

Health Protection

Health protection refers to actions that protect people against health and safety risks. Science (providing
evidence), surveillance (monitoring and forecasting health trends), risk management (assessing and
responding to health risks), and program development (taking action) form the basis of health protection
activities (Minister of Public Works and Government Services, 1999). These activities might include the
development and enforcement of sanitary codes, especially related to food; the protection of drinking
water; compliance with clean air standards; animal control; inspection of hygiene and sanitary practices in
certain occupations; and testing and certification of drugs, medical devices and consumer goods.



The Aboriginal Community

When considering health promotion, prevention and protection services and programs, it is important to
remember the nature and diversity of First Nations, Inuit and Métis people. There are more than one
million Aboriginal people in Canada, representing a diversity of cultures, geographic areas and
communities. In the 1996 Census, 1,101,960 people reported Aboriginal ancestry (3.9 per cent of the
Canadian population), 799,010 (2.8 per cent) identified themselves as Aboriginal people. These figures
are generally considered to be underestimates of the total population.'

As well as sharing many common values and experiences, Aboriginal people embody about 50 culturally
distinct groups. First Nations are the largest population grouping, followed by Métis and Inuit.

Aboriginal Group Number* %
Identify as First Nations 554,290 69%

Identify as Métis 210,190 26%

Identify as Inuit 41,080 5%

Total 100%

* Some Aboriginal people identify with more than one group.

Aboriginal people live in a variety of communities. Less than one-third now live in rural reserves, a little
more than half live in urban areas and one-third live in rural areas other than reserves, often in isolated
Northern communities. How many live in primarily Aboriginal communities and use Aboriginal services,
rather than being assimilated into the general population, is unknown. The degree of mobility of
Aboriginal people between urban and rural communities is high.

The specific demographics of the Aboriginal population have an impact on promotion and prevention
issues. It is a population that is;

e young, requiring both greater efforts to promote health and prevent disease among children and youth
and to ensure the conditions for health are established early:
- 38 per cent of population is under the age of 15, compared with 21 per cent of the general
Canadian population; and
- 18 per cent are aged 15 to 24, compared to 13 per cent in the general population.

o rapidly growing, requiring careful planning to ensure that resources will be in place for a considerably
larger population and making prevention of future health problems imperative:
- the birth rate for First Nations people is twice that of the Canadian population in general;
- projected population growth among First Nations between 1998 and 2010 is 28 per cent, or an
additional 180,000 people (Assembly of First Nations, 2000); and
- projected population growth among Inuit is 48 per cent between 1996 and 2016 (Inuit Tapirisat
of Canada, 1999, cited in Archibald and Grey, 2000).

e aging, requiring the development of promotion/prevention programs for older people who likely will
carry a large disease burden:
- while not presently a large proportion of the population, the number of Aboriginal people over

! Population and demographic figures in this section are taken from various Statistics

Canada sources. In most cases, these figures are considered to be underestimates.



the age of 65 is expected to triple between 1991 and 2016 (Health Canada, 1998).

e increasingly concentrated in urban and inner-city areas, but also living in rural and isolated locales,
requiring a variety of promotion/prevention strategies and ones that address cultural plurality,
mobility and poverty:

- about one-fifth of Aboriginal people live in seven of the largest cities in Canada: Winnipeg,
Edmonton, Vancouver, Saskatoon, Toronto, Calgary, and Regina;

- Aboriginal children presently account for one in seven children (13 per cent) under age 15 in the
cities of Regina and Saskatoon; and

- Winnipeg is home to 46,000 Aboriginal people, more than the Northwest Territories and
Nunavut combined.

e unevenly distributed across Canada, requiring different approaches and levels of services:
- 63 per cent live in British Columbia, Alberta, Saskatchewan, and Manitoba;
- six per cent live in the Yukon, Northwest Territories and Nunavut where they make up
48 per cent of the population; and
- six per cent live in the Atlantic provinces where they make up 1.6 per cent of the population.

Issues and Dilemmas

All of these factors: the need to reclaim and redefine wellness, the many changes facing Aboriginal
communities, the immediate importance of promotion and prevention programs, and the particular
characteristics of Aboriginal populations pose particular challenges for Aboriginal and Aboriginal-serving
organizations. Some of these are touched on in this paper, all of them deserve careful consideration in the
development and improvement of Aboriginal health promotion and prevention. Some of these challenges
are:

e How do organizations and communities set priorities:
- among efforts to improve the determinants of health such as economic development, poverty
reduction, environmental protection, and health services?
- among the many pressing health and social issues?
- between acute care and emergency response needs, and long-term health promotion and disease
prevention?
- among programs for children, youth, adults, and Elders?
e How can we balance the need to address urgent social and health problems with the need to focus on
the future and on health and wellness?
e How can traditional Aboriginal as well as appropriate western knowledge of wellness be used to the
best advantage?
e How can promotion/prevention programs reflect the diversity of Aboriginal cultures represented
among urban Aboriginal people in particular?
e How can sparsely populated areas and Aboriginal people living and accessing services outside of
established Aboriginal communities be served?
e How should organizations cope with rapid change and the need to grow and adapt while continuing to
offer services?
e How do we decide how much energy to invest in building Aboriginal organizations (working
internally) and improving links with, and responsiveness of, non-Aboriginal organizations?



This Paper

As a part of its strategic planning activities, NAHO requested a study to assist in identifying key issues of
concern and recommendations for follow-up activities by NAHO to improve population health, health
promotion, disease/injury prevention, and health protection services and programs for Aboriginal people.
The questions that this paper addresses are:

e  What is known about the delivery of population health, health promotion, disease/injury prevention
and health protection services and programs for Aboriginal people across Canada?

e What issues and concerns have been identified related to the quality and adequacy of these services
and programs?

e Are there equitable access to services and programs according to geographic area, on- or off-reserve
status, type of community, etc.?

e Who is involved and what is being done to improve these services and programs?

e Given the areas of concern, involvement of other bodies, and NAHO’s mandate, what could NAHO
do to support the development of population health, health promotion, disease/injury prevention and
health protection services for Aboriginal people?

Information sources for the study included:

e asearch of published and unpublished Canadian documents addressing Aboriginal health issues and
programs/services. Approximately 190 relevant documents were reviewed (see bibliography);

e an Internet search of Canadian governmental and non-governmental Web sites; and

e telephone or in-person interviews with 28 selected key informants.

Rather than an in-depth study or inventory of programs and services, the paper provides a general
overview of the current situation for planning purposes. It drew heavily on existing research and reports
as well as the expert opinion of people working at the national, provincial and territorial levels.

The remainder of the paper will:

o Dbriefly examine critical determinants of health and prevention, promotion and protection issues of
concern;

e describe the current delivery of programs and services;

e examine key issues in programming (gaps and challenges);

e recommend selected activities NAHO could undertake to improve prevention/promotion
programming; and

e suggest some possible linkages with other organizations also working to improve
promotion/prevention.

2. NEEDS AND PRIORITIES FOR PROMOTION AND PREVENTION

Numerous reports have documented the health status and disease/injury burden faced by Aboriginal
people. Below are the key, currently-recognized and emerging promotion and prevention issues identified
in the study. They are presented briefly below in order to provide a context for consideration of program
and service gaps and needs for further action. Issues are not necessarily presented in order of priority.



Recognized Issues
Population Heath (Determinants of Health)

Incomes and related social status of Aboriginal people remains low. In 1995, average employment
income for Aboriginal people was $17,382, compared to $26,474 for Canadians in general. In 1997, the
social assistance rate on reserves was 46 per cent, four times the Canadian rate. Almost one-third of
Aboriginal children under aged 15 live in single-parent families with resulting low incomes [ twice the
Canadian rate (Health Canada, 1999b). In urban areas, more than half of Aboriginal children under 15
live in single-parent families (Statistics Canada, 1998). The employment rate remains unacceptably low.
In 1997-98, the employment rate on reserves was about 71 per cent (29 per cent unemployment).

Poverty has far-reaching impacts on health and well-being.

Poverty affects the ability to eat nutritious food, fill prescriptions, travel to medical appointments, and
participate in recreational activities. It is also linked with inadequate housing, which in turn is linked
to diseases of the respiratory tract, the spread of infectious diseases, injuries, and violence.

(Smylie, 2001, p. 38)

While there has been some improvement in education over the last decade, high school and university
graduation rates are lower than for the Canadian population as a whole. Only one-half of the Aboriginal
population over aged 15 has a high school diploma, compared to two-thirds of Canadians.

Inadequate and insufficient housing are major concerns in Aboriginal communities. Indian and Northern
Affairs Canada estimates that one in 10 (11 per cent) houses in First Nations communities is
overcrowded, leading to poor health conditions, family tensions and violence. Overcrowding, along with
inadequate ventilation and lack of maintenance results in poor indoor air quality and harmful mould
growth. (Indian and Northern Affairs Canada, 2001b) About one in four (22 per cent) reserve dwellings
had more than one person per room, compared to one per cent in the rest of Canada. Aboriginal people
are at greater risk of homelessness (Health Canada, 1999b). The Assembly of First Nations has called for
the immediate construction of 22,000 new housing units and considerable investment to bring housing up
to the level of Canadians in general (Assembly of First Nations, 2001d).

The residential school experience is considered to have far-reaching direct and indirect effects on
Aboriginal people. More than one-third of elderly respondents to the First Nations and Inuit Regional
Health Survey had attended residential school. Jeff Reading and Brenda Elias, in an analysis of the data,
proposed that residential schools have negatively affected the following health determinants: income,
education, employment, social status, working and living conditions, health practices, coping skills, and
childhood development. They recommend research to further examine the link between health status and
psycho-social dislocation in areas such as resilience, parenting skill, social factors, family support
networks, perceived advantages and disadvantages of old age, health and social services, mental health,
and coping with change, poverty and other potential impacts (First Nations and Inuit Regional Health
Survey National Steering Committee, 1999, p. 49).

Cultural loss is considered a significant determinant of health and well-being in the Aboriginal
community. Positive cultural identity has been linked to resilience and mental health among minorities
and community leaders are calling for the preservation of languages and a return to a more traditional way
of life. More research is needed to establish direct linkages between cultural loss and poor health
outcomes such as mental health problems, drug and alcohol abuse, and sexual risk taking.
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It is thought that environmental damage affects Aboriginal people to a greater degree because of their
close ties to the land, regular consumption of country food (wild game, food plants and medicinal plants)
and the amount of time spent outdoors. Environmental contaminants in the air, water and soil pose direct
threats to health, reduce the availability of traditional foods and medicines, and erode traditional ways of
life. Contaminants have an even greater effect on children for various reasons (Ship, 1998c).

Health Promotion

Nutrition is recognized as a key health promotion issue in Aboriginal communities. An unbalanced diet
and food insecurity (hunger), changes in diet from traditional to processed food, environmental
contaminants, and nutritional deficiencies are linked to susceptibility to disease, poor pregnancy
outcomes and mental health problems. Contributing factors are poverty, high food costs in isolated
communities, loss of traditional food knowledge and traditional lifestyle, a move away from
breastfeeding, and lack of physical inactivity and recreational opportunities. The related issue of
overweight, especially the more risky fat centralization in the waist and hips, is emerging as a significant
health problem among Aboriginal people (Health Canada, 1999b). Deficiencies in iron, calcium and
vitamin D, as well as obesity are significant issues for children (Williams, 1999).

Low levels of physical activity are attributed to a more sedentary lifestyle, reliance on store-bought food,
loss of traditional ways of life, and depression. Additional research is required in this area to document
required levels of activity, preferred activities and interests, and barriers experienced to remaining active.

The prevalence of smoking among First Nations and Inuit is 62 per cent, twice the rate for Canadians in
general. Rates among Inuit in Nunavut, Labrador, Nunavik, and the Northwest Territories are almost 2.5
times than for Canada as a whole (Archibald and Grey, 2000). Métis smoking rates are also known to be
high. Research among First Nations and Inuit show that they started to smoke as early as six to eight
years of age (Health Canada, 1999b). Tobacco use and exposure to second-hand smoke are known risk
factors for lung cancer, cardiovascular disease, pregnancy complications, and sudden infant death
syndrome (First Nations and Inuit Regional Health Survey National Steering Committee, 1999).

Little statistical information is available on alcohol and drug abuse, and the use of solvents among
Aboriginal people, although there is significant concern about the issue in Aboriginal communities (First
Nations and Inuit Regional Health Survey National Steering Committee, 1999; Aboriginal Peoples
Survey, 1991). Similarly, fetal alcohol syndrome/fetal alcohol effects (FAS/FAE) is thought to be a
significant problem, although research is incomplete. Parental alcohol abuse is a leading risk factor for
child neglect and abuse (National Indian and Inuit Community Health Representatives Organization,
1997).

There is little detailed research regarding mental health and wellness among Aboriginal people
(MacMillan, MacMillan, Orford, et al., 1995). Mental health promotion is an emerging field and
Aboriginal communities are experimenting with means of improving mental health and reducing mental
health problems. Research is needed on components of mental health for Aboriginal people, including
cultural and spiritual aspects, effective approaches to promoting mental health and links to other health
issues such as FAS/FAE, violence and unhealthy lifestyle choices.

A national dental health survey in the early 1990s showed that only half of Aboriginal children aged six
to 12 had healthy gums and 91 per cent suffered from tooth decay. Baby bottle tooth decay was a
prevalent condition (Leake, 1992). Dental problems can contribute to chronic infections and affect choice
of and the ability to eat healthy food.
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Disease/Injury Prevention

Aboriginal people in Canada have one of the highest accidental and violent death rates in the world. In
1992, deaths from injuries were higher than for heart disease, cancer or respiratory illnesses. Suicide,
motor vehicle accidents, homicides, and drownings were the most common causes of injury deaths. The
overall death rate among First Nations and Inuit from injuries and poisonings is up to 6.5 times that of the
Canadian population in general (Health Canada, 1999b). Compared to a rate in Canada of deaths due to
unintentional injury of 43 per 100,000 people, in Nunavik (Northern Quebec) it is 102, and in the
Northwest Territories, it is 128 deaths. Rates for Métis are unknown. For every death from injury, there
are an estimated 40 hospital admissions and 1,300 clinic or emergency room visits (McFarlane, 1997a).
The contribution of intentional and unintentional injuries to high rates of disability and chronic diseases
has not been fully explored.

Suicide in Aboriginal communities is considered by many to be a national crisis, with rates that vary from
five to seven times the national average. Large variations in Inuit rates exist, with 94 deaths per 100,000
people in the Qikiqtani region of Nunavut, 82 deaths per 100,000 people in Nunavik in Northern Quebec
and 77 deaths per 100,000 people in Nunavut overall (compared to 13 deaths per 100,000 Canadians in
general) (Archibald and Grey, 2000). Figures are not available for the Métis. Suicide is the most common
cause of fatal injuries among Aboriginal people.

Provide people with proper housing, water, sewage, jobs and the means to provide adequate food and

the health status would improve. Suicide is a major problem, in part, related to the high levels of

unemployment. We need to intervene before people attempt suicide and to work on prevention.
(Quoted in Archibald and Grey, 2000)

The precise extent of family violence, child abuse and sexual violence in Aboriginal communities is
unknown, but is thought to be of serious proportions. An analysis by the National Clearinghouse on
Family Violence (1997) estimated that at least three-quarters of Aboriginal women have been victims of
family violence, and up to 40 per cent of children in some Northern communities have been physically
abused by a family member. Family violence has been linked to unemployment, overcrowded housing,
and alcohol and drug abuse (National Indian and Inuit Community Health Representatives Organization,
1997) and has a significant long-term impact on health status.

Self-reported prevalence rates for chronic conditions such as diabetes, cardiovascular disease, cancer,
hypertension and arthritis/rheumatism among First Nations and Inuit are all higher than the Canadian
average. Chronic health problems are widespread among First Nations and Inuit elderly, are more
prevalent among women than men, and increase with age (First Nations and Inuit Regional Health Survey
National Steering Committee, 1999). Known risk factors are primarily related to exercise, diet and
use/exposure to tobacco smoke.

Diabetes was virtually unknown in Aboriginal communities 50 years ago and is now a leading cause of
disability and death. The prevalence rate of diabetes among First Nations and Labrador Inuit is three
times that of the Canadian population in general. Currently, one in three Elders over age 65 have diabetes
and with no intervention, more than one-quarter of First Nations adults are expected to have diabetes
within 20 years. According to a Health Canada source, more than 90 per cent of First Nations adults with
diabetes will undergo lower limb amputations and more than half will be hospitalized with heart problems
(Health Canada, 1999a; Health Canada 2000b).

The present risk of cancer of the breast, colon, lungs, and prostrate are lower in Aboriginal people than
Canadians in general. However, increases in cancer rates are predicted. Lung cancer incidence already is
increasing in some areas. Cervical cancer incidence and death rates among Aboriginal women is high and
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screening rates are low (First Nations and Inuit Regional Health Survey National Steering Committee,
1999). Inuit have higher rates of lung and throat cancer than other Aboriginal people. No information is
available for Métis.

A number of issues relate to pre-natal and infant health. About 15-23 per cent of First Nations babies
have high birth weights, which can be associated with birth injuries, developmental problems, gestational
diabetes, maternal overweight, and prolonged gestation. Low birth weight is an issue among low income,
at-risk and marginalized women. Infant mortality is twice the Canadian rate and sudden infant death
syndrome (SIDS) is more common among Aboriginal infants. Aboriginal infants have a lower rate of
breastfeeding (Health Canada, 1999b).

The teen pregnancy rate is increasing dramatically and is a new concern because personal mobility,
family separation and changes in community structures provides far less support to young parents than
before. Pregnancies among young Aboriginal teens (under aged 15) are 18 times more common than in
the Canadian population.

High prevalence rates of infectious diseases including hepatitis A, B and C, gastroenteritis, meningitis,
gonorrhea and chlamydia have been reported in Aboriginal people. Childhood vaccination rates may be
considerably lower than for the Canadian population. First Nations children have higher rates of
respiratory tract infections (bronchitis, pneumonia and croup) as well as severe otitis media (car
infection that often leads to hearing loss) (Several authors cited in Smylie, 2001). Suggested increased
risk factors include nutritional problems, poverty and crowding, tobacco smoke, and wood fire smoke
(MacMillan, MacMillan, Orford, et al., 1996).

Sexually transmitted infections are a particular concern, especially in the North. For example, rates of
chlamydia and gonorrhea were 15 and 25 times the national rates between 1989 and 1998 (Nunavut
Health Status Report, 2000, cited in Smylie, 2001). Sexually transmitted infections can lead to increased
reproductive health problems, including infertility and increased risk of cervical cancer.

HIV/AIDS is a growing problem in the Aboriginal community. Aboriginal cases represented 15 per cent
of total cases even though the Aboriginal population was three per cent of the Canadian population in
1999 (Health Canada, 2000a). Aboriginal people represented 26 per cent and 43 per cent of new HIV
positive cases in Alberta and Saskatchewan in 1997. Aboriginal people are diagnosed, and therefore
likely are contracting the disease, at an earlier age.

The incidence rate for fuberculosis among First Nations on reserve declined between 1991 and 1996, but
remained more than six times that of the non-Aboriginal population. Rates in 1999 were 18 times higher
than the Canadian-born, non-Aboriginal population (Health Canada, 1999b).

Health Protection

Aboriginal people, particularly children, have significantly higher incidence of water-borne diseases
compared to the general population. The Canada food/water-borne illness rate is 97.8/100,000, in
Nunavut it is 291, in Kivalliq region it is 408 (Archibald and Grey, 2000). Rates are not available for
Métis. Contaminants in drinking water can include organisms such as giardia, salmonella and E. coli
bacteria, dissolved metals, other compounds, pesticides, and industrial chemicals. Sources of
contamination include human sewage, agricultural runoff, industry, mining, pulp and paper mills, and
flooding (Bethunes, 1998).

13



Walkerton made the news across Canada, but about one out of eight of our Aboriginal communities
are threatened by unsafe water which each year kills our newborn and elderly. These deaths don’t
make the front pages of Canadian newspapers. But I still remember when eight children died from
gastro-enteritis on one season in my communities in James Bay. That was caused by contaminated
water.

(Assembly of First Nations, 2001¢)

A 1995 Indian and Northern Affairs Canada (INAC) study found that one in four (24 per cent) water
systems and one in five (20 per cent) sanitation systems in First Nations communities are substandard
(Ship, 1998c¢). In July, 2001, 47 First Nations communities were under boil water advisories (Hutchinson,
2001). In 1999, 22 per cent of respondents to the First Nations and Inuit Regional Health Survey believed
no progress had been made in improving water and sewage systems on reserve (First Nations Regional
Health Survey National Steering Committee, 1999).

Some efforts have been undertaken by the Department of Indian Affairs and Northern Development to
improve water safety in Aboriginal communities through infrastructure development, upgrading of water
treatment facilities and increased training in many communities, as well as efforts in local communities to
improve sanitation and decrease contamination. However, more needs to be done to broaden safety efforts
and ensure all First Nations communities are protected from water-borne health hazards (Bethunes, 1998;
Hutchinson, 2001; Assembly of First Nations, 2001b).

Environmental research in the North, around the Great Lakes in Ontario and on the St. Laurence Seaway
have uncovered environmental contamination of many communities, often not identified until the
community initiates an investigation. For example, a recent study in Ouje Bougoumou, a Cree community
in Northern Quebec, has found high levels of arsenic, cyanide, lead, mercury, and other heavy metals as a
result of mining in the area. The lead researcher compared findings to that of the Love Canal in New York
State (Dougherty, 2001). Inuit women have the highest levels of polychlorinated biphenyls (PCBs) in
breast milk, due to consumption of seal and walrus fat. According to Ship (1998b), the precise
implications (of PCBs) for the health of the mother and the infant are unclear, as there is very little
research on this

(P. 9). Increased monitoring, advisories on unsafe food and water and further research on long-term
effects of environmental contaminants throughout Canada are needed.

Emerging Issues

A number of emerging health issues have arisen in consultations with Aboriginal people, exploratory
research studies and interviews with key informants. These are listed briefly below.

e New cancers are a concern. Continuing increases in lung cancer are expected as a result of smoking
and exposure to second-hand smoke. Reproductive cancers likely will increase as a result of high
levels of sexually transmitted diseases.

e  Nutritional status among Aboriginal people may continue to deteriorate as a result of overall
unhealthy lifestyles, poverty and increasingly western diets. Poor nutrition is resulting in vitamin and
mineral deficiencies, overall lack of wellness, and lack of resistance to disease. While pre-natal and
infant nutrition is being addressed to some extent, adult nutrition has not been a focus in
programming.

e With migration to cities, more sedentary lifestyles and an aging population, growing levels of
physical inactivity will contribute to more health problems.
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o If diabetes, accidents/injuries and violence continue unchecked, levels of disability will climb.

o Comprehensive approaches to sexual health (encompassing sexuality education, healthy sex roles
and relationships, acceptance of sexual diversity and disease prevention) have yet to be developed in
Aboriginal communities.

e There is a need for renewed, integrated and holistic approaches to substance abuse.

e Occupational health issues are receiving new and needed attention. Many Northern residents have
been exposed to chemicals used in mining. Forestry occupations may involve exposure to pesticides
and outdoor occupations in general involve increased explosive to environmental contaminants.

o Community violence (child and youth bullying, sexual assault, intimidation, retaliation, etc.) is seen
as an issue that has not received as much attention as family violence.

o  Problem gambling is identified as an addiction affecting some Aboriginal people. Compulsive young
gamblers are a particular concern.

3. CURRENT DELIVERY OF PREVENTION PROGRAMS AND
SERVICES

Overview

The delivery of promotion and prevention services and programs in Aboriginal communities is
characterized by a diversity of approaches. While many innovative programs have been developed, most
efforts do not yet reflect a conscious Aboriginal world view. Separate, issue-oriented programs make it
difficult to address health in a holistic way. On the other hand, Aboriginal communities often create
community-based programs that build on connections among issues and are multi-dimensional.

Virtually all health services (Aboriginal and non-Aboriginal) struggle to maintain a focus on and dedicate
resources to promotion and prevention. Competition with acute care needs, shortages of staff and high
turnover, community preferences for higher-quality treatment services, and the long-term investment
needed for effective promotion and prevention are some of the barriers to success.

Many communities also have questioned whether a balanced enough approach is being taken to changing
the conditions in which Aboriginal people live compared to promoting lifestyle changes among
individuals.

Aboriginal Control of Programs and Services

Aboriginal communities and organizations are slowly gaining greater control of programs and services.
The federal government has been negotiating varying degrees of transfer of responsibility for existing
health services with First Nations and Inuit community bodies, and urban Aboriginal organizations are
securing funding for health and wellness programs. As of March 2001, 83 per cent of First Nations
communities were involved in the federal transfer process: 269 First Nations communities had
community-based transfer agreements (responsibility for the planning and administration of health
programs), and another 141 had community-based health services contribution agreements (management
of specific health programs under one contribution agreement) (First Nations and Inuit Health Branch,
Health Canada, 2001). Promotion/prevention programs able to be transferred include community nursing,
community health representatives, health education, nutrition, environmental health services, alcohol and
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drug abuse prevention, and prenatal nutrition. Communicable disease control, environmental health and
medical officer of health services are mandatory.

Transfer has the potential to allow shifts in resources in communities to a more preventive, holistic,
culture-based approach, however, the nature of funding agreements, funding levels and the high level of
acute care needs in communities are barriers to this evolution.

Land claims agreements have resulted in greater control of health programs for some Nations. The James
Bay and Northern Quebec Agreement of 1975 was the first such agreement that led to the creation of the
first First Nations/Inuit health board. Since then, more than 80 self-government agreements have been
signed, with a variety of arrangements for the planning and delivery of health programs. The creation of
Nunavut in 1999 is also a significant development as that agreement led to control for Inuit of all health
programs and services through the creation of a new territorial government.

Some Métis organizations in the western provinces and Ontario have been successful in negotiating
funding agreements for specific services related to family and children’s services, long-term care and
some preventive health issues. However, Métis organizations have not yet been successful in negotiating
land claims and self-government or establishing the authority to deliver comprehensive health services to
the Métis population.

First Nations and many Inuit communities are in a time of rapid change in the authority and degree of
responsibility for the delivery of health programs, including promotion and prevention programs. There is
wide interest in developing programs that are culture-based and appropriate to the communities served.
There also is concern that adequate planning and capacity building is not being undertaken to ensure that
programs are effective, or that funding arrangements are conducive to effective planning and
management. Most Métis and non-Status First Nations communities are in the beginning stages of
developing health programs.

Inuit, Métis and First Nations Services and Programs
Inuit Services and Programs

Inuit live primarily in coastal communities in the Northwest Territories, Nunavut, Quebec and Labrador,
and in a few southern urban centres. Health services for Inuit fall under the jurisdictions of the Canadian,
Quebec, Northwest Territories and Nunavut governments. According to a study by the Inuit Tapiriit
Kanatami (formerly Inuit Tapirisat of Canada), and similar to many other isolated or remote Aboriginal
communities, a number of factors affect the delivery of health services in the North:

e the population is sparse and widely dispersed, with no health infrastructure comparable to southern
areas of Canada;

e a high percentage of the population is Aboriginal, but the reserve system does not exist;

e historically, territorial governments have not had the capacity to provide comprehensive health care
services to their residents;

o there has been a gradual devolution of health care services from the federal to the territorial
government level;

e land claim and self-government agreements such as the James Bay and Northern Quebec Agreement
and the Nunavut Land Claim Agreement, which include the provision of health care, have been
negotiated in several areas; and

e due to the large percentage of young people, and projected large population growth, overcrowded
housing and unemployment can be expected to grow dramatically (Archibald and Grey, 2000).

Health-related programs are delivered by a number of different non-Inuit and some Inuit organizations,

16



such as hamlet councils, women’s groups, churches, friendship centres, and government agencies. In the
Northwest Territories and Northern Quebec, health and social services are delivered by regional health
and social services boards. In Nunavut, services are delivered by regional offices of the Department of
Health and Social Services. Health services in Labrador are delivered through the regional Health
Labrador Commission, although the Labrador Inuit Health Commission provides public health services in
the region.

Most Inuit communities have minimal health services: usually a health centre that may only be staffed by
one or two non-Inuit nurses who operate under expanded practice guidelines that allow them to undertake
activities usually beyond the role of the nurse. Physicians and regional hospitals can be found only in
several larger communities.

Prevention and promotion programs may be sporadic and/or external to the community (e.g. a traveling
mental health worker), occasional violence or suicide prevention programs, church-based counseling, etc.
Many Inuit communities take advantage of short-term federal promotion/prevention programs such as
pre-natal nutrition, tobacco reduction, HIV/AIDS, etc. In general, services are delivered within a western
model, even though there is a strong desire for services based on Inuit Qaujimajatuqangit (IQ or Inuit
knowledge).

Until Inuit values, approaches and perspectives are incorporated into health and social services, it is
difficult to imagine the system enhancing the mental health and well-being of Inuit individuals and
communities.

(Quoted in Archibald and Grey, 2000)

Métis Services and Programs

The Métis population in Canada is estimated at 250,000 to 300,000 people (Métis National Council),
mostly settled in the western provinces and Northern Ontario. In the 1996 Census, about one-quarter of
Aboriginal people identified as Métis. Sixty-five per cent of Métis people live in urban areas (Royal
Commission on Aboriginal Peoples, 1996): the cities of Winnipeg, Edmonton and Vancouver have the
highest population concentrations. Very little socio-demographic information is available on the Métis,
making them the least documented Aboriginal group. (Limited information on demographic
characteristics, socio-economic status, family status, culture, education, labour force characteristics,
income, housing, and health was collected during the 1991 Aboriginal Peoples Survey.) (Statistics
Canada, 1996)

Most Métis access mainstream health services provided by local health organizations and provincial or
territorial governments, as well as Aboriginal health centres and programs. It is widely believed that
Métis underutilize these services. It is unknown to what extent these services are meeting Métis needs or
whether they are being reached by prevention and promotion programs.

Community Métis organizations such as Métis community councils in Ontario, Métis settlement
organizations in Alberta, Métis Child and Family Services in Manitoba and Alberta, and the
Saskatchewan Métis Addiction Society have become more active in health issues in recent years. A
number of Ontario Métis community councils have initiated wellness programs with funding from the
Ontario Aboriginal Healing and Wellness Strategy. Provincial Métis and Métis women’s organizations,
the Métis National Council, and the Métis National Council of Women have been or are becoming more
active in the areas of family violence, HIV/AIDS, diabetes prevention, and child, youth and Elder health.

Compared to services and programs for Inuit and First Nations populations, Métis health promotion,
prevention and protection services and programs are in the beginning stages of development. Neither the
federal nor the provincial or territorial governments has assumed responsibility for providing health
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services to Métis people. No level of government has developed a policy or strategy for addressing Métis
health needs. National and provincial/territorial Métis organizations lack sustained funding for a health
program and there is little progress in the devolution of Métis health funding to Métis organizations.

| Métis Nation of Ontario Health Program I

The Métis Nation of Ontario has an established health program. Its purpose is to facilitate and co-ordinate effective
activities to address the holistic needs of the Métis Nation in Ontario at the provincial, regional and local levels.
Activities include a long-term care program operating in 11 communities, a diabetes initiative, a gambling strategy,
and a provincial health liaison position that supports healing and wellness activities in local community councils that
receive funding from the Ontario Aboriginal Healing and Wellness Strategy. Capacity building in communities,
advocacy and policy development also are priorities for the provincial program.

(Métis Nation of Ontario, 2001; personal communication with R. Wraith)

First Nations Services and Programs

First Nations communities benefit from the most comprehensive health programs among Aboriginal
People, but one that is based on a complex and multi-faceted funding system, depending on community
size and degree of isolation, as well as level of organization/self-direction and identified needs. There is a
wide diversity in levels of development of programs and adequacy with which community needs are met.
Health-related programs for registered First Nations are funded and, in many cases, administered by
Health Canada. Indian and Northern Affairs Canada plays a significant role in addressing health
determinants such as education, employment and housing.

Community-based health services usually include community nursing and community health
representatives, with traveling or adjacent physician services. Promotion and prevention programs are
most often delivered by First Nations organizations such as band or tribal councils, health centres, family
and children’s services, etc. Off-reserve programs may be delivered through Aboriginal or non-
Aboriginal organizations such as Aboriginal and community health centres, friendship centres and youth
programs.

The Assembly of First Nations identified seven health priorities for 2001/02, most of which relate to
health promotion and prevention:

¢ building and sustaining health and health care systems, including addressing inequities and gaps;

e human resources, capacity building and training including capacity in basic health administration at

the regional level, training funds for emerging health careers, and development of standards of

practice;

a comprehensive health research and infostructure;

resolution of existing jurisdictional matters;

establishment of a national mental health program, community-based suicide prevention and training;

a comprehensive child health policy including nutritional health promotion and related disease

prevention, safety and mental health, and children’s programming at the community level;

early screening for cancers;

e smoking prevention and promotion related to second-hand smoke; and

e greater awareness of the state of water systems and recognition of mould as a public health crisis.
(Assembly of First Nations, 2001c)
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Regional and Community Programs

With the exception of some national, provincial and territorial education campaigns and co-ordinating
efforts, virtually all prevention, promotion and protection programs are delivered at the community level.
A particular community will be served by a variety of governmental and non-governmental services and
programs that are often funded by different federal, provincial or territorial programs.
Promotion/prevention efforts likely are not part of a comprehensive strategy or long-term plan, but
responsive to emerging needs and available funding. Promotion/prevention activities are carried out in the
course of health care providers’ regular contact with clients, through specific projects and outreach
activities initiated by an organization or a community-generated, volunteer effort, or through a
government service. Aboriginal organizations most likely to deliver programs are band and tribal
councils, Métis community councils, Inuit hamlet offices, health centres, friendship centres, and women’s
and youth organizations. Initiatives may be co-ordinated by or linked to a provincial or regional
organization such as a First Nation tribal council, regional Inuit organization or Métis provincial
organization.

Targeted federal funding programs related to diabetes, pre-natal nutrition, early childhood development
and injury prevention support a substantial proportion of Aboriginal prevention and promotion efforts in
the community, through transfer agreements, one-time project grants and longer-term funding.
Communities have mixed feelings toward targeted programs and a number of problems in administration
of programs have arisen. Many would prefer to have access to block funding, or at least a more seamless,
flexible and sustained funding system.

Many different people might deliver health promotion/prevention programs in an Aboriginal community.
Providers include community health representatives, community health nurses, health educators, health
promoters, community developers, wellness workers, physicians, nutritionists, dieticians, medical health
officers, drug and alcohol counsellors, public health inspectors, environmental health officers, traditional
health practitioners, family support workers, social workers, and mental health specialists.

| Suicide Prevention I

An innovative suicide prevention project is the Deana Don’t Do It project. The project was developed through a
partnership between the Peekiskwetan Let’s Talk Society and the community of Desmarais, Alberta. Instead of
presenting suicide facts on paper, project staff taped a call-in show whose topic was teen suicide. Aboriginal
performers help to identify and explain youth suicide within the talk show format.

(McFarlane, 1997b)

Non-Aboriginal organizations also deliver either targeted or general programs to an unknown number of
Aboriginal people. Some key providers are: regional health authorities; government children’s, family
and social services; municipal public health units; community health clinics; private physicians; family
resource centres; and women’s centres. A full range of prevention and promotion issues are addressed:
pre-natal health, sexual health, diabetes education, tobacco reduction, cancer prevention and screening,
mental health, child and family services, and protection programs such as environmental monitoring,
drinking water quality, etc.
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The methods of delivery, management and accountability, and issues addressed literally are unique to
every community and ever changing. The strength of this approach is that programs can be directed to
community priorities, growing capacity and changing awareness of needs. Different approaches can be
geared to particular groups (e.g. youth, young mothers, isolated Elders, etc.) and therefore be more
effective at reaching that group. Weaknesses can include fragmented, short-term efforts; a lack of a
holistic, integrated approach; and programs based on available funding rather than community priorities.
The program described below is an example of a strong integrated approach to promotion and prevention.

Aboriginal Health and Wellness Centre of Winnipeg

The Aboriginal Health and Wellness Centre is a multi-service urban health centre in Winnipeg, Manitoba. The
Centre was launched and in operation by the summer of 1994 after a year of planning and the development of
the first federally-funded program. Achieving core provincial health program funding required significant
community and provincial health staff effort between 1993 and June of 1997. Presently, it receives funding
from Health Canada, Manitoba Health, Healthy Child Manitoba, the Aboriginal Healing Foundation, and the
United Way of Winnipeg. Thirty of 32 staff are Aboriginal including nurses, physicians, family support
workers, counsellors, and traditional healers.

The Centre utilizes a Medicine Wheel Life Promotion Framework (developed by a founding board member
Dr. Judith Bartlett) based on the seven sacred teachings and four directions. Centre programs seek a balance
between western medicine and an Aboriginal world view of health and wellness. Because Centre activities are
guided by the Medicine Wheel, they are health rather than illness-based and holistic in recognizing the
importance of the wholeness of life that encompasses an individual’s innate nature (whether spiritual,
emotional, physical, or intellectual), their identity, and life stage. Important also for holism is the ability to
have a voice (hearing and being heard) in order to access and maintain quality relationships, networks and
support systems. Finally, holism encompasses an ability to understand how the cultural, social, economic, and
political environment both affects one’s life and can be influenced. As a result, all programs are life promotion
focused and include the Wellness Program (primary care and clinical services, an onsite traditional healer, a
healthy woman and healthy child program, and outreach services, all delivered within a Medicine Wheel
framework), a family support program, a men’s healing program, HeadStart early childhood education
program, a fetal alcohol program and a diabetes outreach project. The Centre has been well received in the
community, serving an increasing number of First Nations and Métis people of all ages.

(Aboriginal Health and Wellness Centre, 2000; personal communication with J. Bartlett)

Regional Health Structures

A significant change to the delivery of health services in Canada occurred in the 1990s. Federal,
provincial and territorial governments (with the exception of Yukon, Nunavut and New Brunswick in the
case of public health services) devolved greater responsibility for planning, allocation of resources and
delivery of programs and services to regional governmental and non-governmental structures. In most
provinces, these regional bodies are autonomous organizations (health authorities or boards of health)
with elected and/or appointed governors. Regional Aboriginal health authorities are also becoming more
common (though even less documented) throughout Canada.

There has been concern that prevention and promotion programs in general, as well as Aboriginal health
needs, are being overlooked in the competition for scarce resources, and that Aboriginal people are not
well represented in the decision-making process in regional authorities. At the least, there is general
agreement that attention to Aboriginal health needs within regional structures has been uneven. Some
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provinces have allocated one or more Aboriginal positions on the boards, however, positions often have
been difficult to fill, Aboriginal members feel isolated and overburdened, cultural differences pose
barriers and tensions can arise over allocation of resources and inter-jurisdictional conflict.

There also is concern that resources and decision-making power is not being equitably distributed. For
example, in Manitoba, the City of Brandon with a population of 42,000 has a regional health authority,
while Winnipeg’s Aboriginal population of 46,000 is served by the Winnipeg Regional Health Authority,
with minimal Aboriginal representation.

Labrador Inuit Health Commission

A regional Inuit organization has been successful in obtaining funding to provide health promotion and
prevention programs to its members. The Labrador Inuit Health Commission (LIHC) was formed in 1985 by
the Labrador Inuit Association to address health issues for the 5,000 Inuit residents of Labrador. Its
philosophy is based on the belief that health is influenced by a complex array of social, environmental and
economic factors, and that better health can only be achieved by health education, and community
involvement and consultation.

LIHC receives funding through a transfer agreement with the federal government and through contribution
agreements for specific projects. Over the years, it has successfully advocated for and received funding for
an alcohol and drug abuse program, interpreters/translators and a community health representative program
for Inuit.

Through four local offices and a head office in Nain, it provides a wide range of programs in six core areas:
environmental health, mental health, addictions, community and communicable disease, childcare, and home
and continuing care. It works closely with the Health Labrador Commission, the regional authority that
provides primary and acute care services.

(Archibald and Grey, 2000; Blaikie, 2001)

A growing number of Aboriginal health authorities play a variety of roles: advisory bodies to provincial
governments, planning bodies for Aboriginal services in a region, and funding allocation or program
delivery organizations. For example, five Aboriginal health-planning authorities in Ontario are
responsible for local planning of community health programs and services, although each has taken a
unique approach. Some issues that have been identified concerning Aboriginal health authorities in
general are: the degree of autonomy from funding bodies, confidentiality in health information, adequacy
of resources and gaps in capacity for strategic planning.

Provincial and Territorial Government Programs

The provinces and territories have taken on different levels of responsibility for Aboriginal health
promotion and protection programs, which range from comprehensive strategies and dedicated funding
mechanisms to limited or no specific programming. Since they are the jurisdictions serving the greatest
proportion of Aboriginal people, approaches and programs from the Northwest Territories and Nunavut
are of particular interest and are described below. Specific initiatives from British Columbia and Ontario
also are highlighted.
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Government of the Northwest Territories

Among the provinces and territories, the Northwest Territories has the second largest proportion of
Aboriginal people in its population, 48 per cent, or 19,000 people (based on 1996 Census data). The
territorial government provides health and social services to First Nations, Inuit and Métis people living
primarily in small remote communities.

The territorial government has adopted a broad population health approach with a stated emphasis on
health promotion and prevention. Shaping Our Future: A Strategic Plan for Health and Wellness in 1998
indicated the importance of dealing with root causes of health and social problems, and the promise of
greater emphasis on health promotion, disease prevention and early intervention programs (Northwest
Territories Health and Social Services, 1998). A Health Promotion Strategy was created in 1999 to
provide a more detailed framework for increased investment in promotion and prevention activities. Three
priorities for action were established: active living, healthy pregnancies and tobacco-harm reduction and
cessation (injury prevention was added in 2000). Knowledge of tradition and a holistic approach are two
of the five principles of the strategy (Northwest Territories Health and Social Services, 1999). However,
like most other jurisdictions, the Northwest Territories struggles to make prevention and promotion a
priority in a fiscally-restrained environment.

Inter-departmental co-operation is crucial as environmental protection (issues such as rabies control and
environmental health risk assessment) is primarily a responsibility of the Department of Resources,
Wildlife and Economic Development, and water treatment and waste disposal are under the responsibility
of the Department of Public Works and Services.

Using a regionalized structure, the Department of Health and Social Services works with nine health and
social services boards, including the Lutsi Ke Dene Band Council, Deh Cho Health and Social Services
and the Dogrib Community Services Board. They offer programs and services in family support, child
protection, public health, home care, independent living, community wellness, environmental health, and
uninsured services. The regional and community boards plan and manage promotion and prevention
services, which are delivered primarily by community health representatives, community health nurses,
social workers, and increasingly, home support workers as a part of an integrated team. In some cases,
partnerships are formed with Aboriginal organizations for the delivery of programs.

Promotion and prevention programs draw heavily on federal-funding sources such as Aboriginal
HeadStart, Canada Pre-natal Nutrition Program, Better Beginnings, Brighter Futures, and the Population
Health Fund. However, problems have arisen in combining on- and off-reserve funding sources for
community-wide programming. Targeted one-time project funding can create problems in building
sustained, long-term prevention efforts.

With 30 per cent of the population under 15 years of age (twice the Canadian proportion) and a high birth
rate, the Northwest Territories emphasizes programs directed at pregnant women, children and youth.
However, multiple federal and territorial-funding sources, most of which are targeted at particular issues
and are short-term, make sustained community development difficult.

Staffing issues present challenges in delivering programs.

Shortages and high turnover places the system under a great deal of stress. While some staff are
experienced, many are new to the job or community. New staff need time to adjust to their work
environment and community to do their best work. Continual turnover means remaining staff must
carry a higher work load....

(Northwest Territories Department of Health and Social Services, 2000, p. 5)
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British Columbia Aboriginal Health Division

British Columbia is home to 139,655 Aboriginal people (1996 Census figures), the second largest
provincial/territorial population after Ontario. The Aboriginal Health Division works to facilitate individual,
organizational and community awareness, support and capacity to improve health status and health services for
Aboriginal people. It has 10 staff including an Aboriginal Negotiations Manager involved with treaty negotiations
and co-ordination with regional health authorities, and three provincial co-ordinators involved with Aboriginal health
issues in each of three regions. The Division manages a small budget of $10 million in dedicated funding for
Aboriginal-specific programs such as women’s health education, FAS/FAE education/intervention, HIV/AIDS
projects, mental health outreach, four urban Aboriginal health centres, and six regional Aboriginal health councils.

Co-ordinated by the Aboriginal Health Division, the province is developing a Provincial Aboriginal Health Services
Strategy (PAHSS). Improving health for Aboriginal people was identified as one of six provincial health goals in
1997. There was recognition that program development and objectives must take place with the involvement of
Aboriginal health stakeholders and political organizations. PAHSS is being developed over three years (2000/03) by
a multi-stakeholder steering committee and involves capacity building and consultation with First Nations and Métis
communities, development of resource materials and information sharing. While initially its focus is on access to
health services and a meaningful role for Aboriginal people in health care decision-making, the Strategy intends to
address prevention and promotion in the future.

The Division has hosted two provincial meetings for Aboriginal governors in regional health authorities to identify
issues and make recommendations. An Aboriginal Governors Working Group produced a report containing 50
recommendations to strengthen the involvement of Aboriginal people in regional authorities and improve their
ability to address Aboriginal health. The recommendations were accepted by the Ministry of Health (MOH). These
resulted in the requirement that health authorities have a minimum of two Aboriginal governors and to develop
Aboriginal health plans in collaboration with Aboriginal communities. The MOH is considering ways for Aboriginal
people to participate in community-level health delivery organizations.

British Columbia Ministry of Health, Aboriginal Health Division, 2001)

Government of Nunavut

Nunavut is home to an estimated 28,000 people, 85 per cent of whom are Inuit. Nunavut had the highest
provincial/territorial population growth rate in Canada in 2000/01, mainly driven by high fertility rates as
well as some migration of people from other provinces and territories (Statistics Canada, 2001), with an
estimated 13 per cent increase in population since the 1996 Census.

Nunavut is Canada’s newest territory, formed in 1999 as a result of the 1993 Nunavut Land Claims
Agreement. While the agreement gave Inuit the right to self-government, residents chose a public rather
than self-government structure for the territory’s Inuit and non-Inuit residents. Nunavut embodies a new
vision of government:

... Nunavut incorporates Inuit values and beliefs into a contemporary system of government. Its
working language is Inuktitut, but other languages used in government are Inuinnaqtun, English and
French. Inuit culture is promoted through the Department of Culture, Language, Elders, and Youth
which plays a key role in helping all departments develop and implement policy reflective of Inuit
values.

(Government of Nunavut, 2001b)
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The mission of Nunavut Health and Social Services is to promote, protect and enhance the health and
well-being of all Nunavummiut incorporating Inuit Qaujimajatuqangit (Inuit knowledge) at all levels of
service delivery and design. One of the goals is to deliver flexible, culturally-sensitive programs
(Government of Nunavut, 2001a). The department provides a broad range of services including primary
and acute health care, child protection, family services, mental health, health promotion and protection,
and injury prevention. Services are provided by the territorial government through community health
centres, social services offices, and drug and alcohol treatment centres. Since the dissolution of regional
health boards after Nunavut was formed, local government councils provide advice and guidance to the
Department regarding local health issues and planning for their own wellness activities. The Government
of Nunavut also administers a number of Health Canada programs for First Nations and Inuit. Health
protection programs and services address threats to health presented by communicable diseases, including
sexually transmitted diseases, tuberculosis, hepatitis B, trichinosis and environmental concerns such as
air, soil and water contamination.

I Ontario Aboriginal Healing and Wellness Strategz I

The Ontario Aboriginal Healing and Wellness Strategy is unique in Canada due to its breadth of programming and
joint management with Aboriginal organizations. Implementation began in 1994/95 as a partnership between 15 First
Nations and Aboriginal organizations, the Ministry of Health, Ministry of Community and Social Services, Ontario
Native Affairs Secretariat and the Ontario Women’s Directorate. Funding in 2000/01 was $33 million, directed
toward on- and off-reserve health programming and family violence prevention and intervention. The Strategy also
funds the operation of 10 community health access centers that offer culturally sensitive and appropriate primary
health care and a wide range of prevention and promotion programs. Other allocations support 125 community
prevention and health promotion workers in 105 communities, crisis intervention teams in 47 First Nation
communities and 30 urban communities, and 14 health outreach workers in areas without an Aboriginal health
center. As well, nine health liaison positions in provincial Aboriginal organizations and five Aboriginal Health
Planning Authorities are supported. In addition to these permanent allocations, a Community Support Funding
Program contributes to specific programs and proposals that support healing and wellness and increase capacity.

While the program is not without controversy in its ability to fairly allocate resources and address needs across the
province and across Nations, it is supporting culture-based health programming with a significant
prevention/promotion component. Traditional healing, inclusion of Elders and community participation are strongly
encouraged. Strengths include joint management between government and Aboriginal organizations, the transfer of
skills to Aboriginal communities and truly community-based initiatives.

(Aboriginal Healing and Wellness Strategy, 2001; personal communication with M. Hardin

Federal Government Programs

Two branches of Health Canada are involved in health promotion, prevention and protection programs for
Aboriginal people in Canada. As well, Indian and Northern Affairs Canada (INAC) and Canada Mortgage
and Housing Corporation (CMHC) address health determinants such as economic development, education
and housing.
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Health Canada

The vast majority of health programming is directed toward registered First Nations and Inuit through the
First Nations and Inuit Health Branch (FNIHB), formerly Medical Services Branch. More limited targeted
programs for off-reserve and Métis communities are provided through the Population and Public Health
Branch (PPHB).

FNIHB has as one of three designated activities the provision of community-based health promotion and
prevention programs on-reserve and in Inuit communities. The other activities are the provision of non-
insured benefits (such as dental care and mental health services) and the provision of primary care and
emergency services, as well as support for the transition to increased control and management of these
health services by First Nations and Inuit communities themselves.

The federal government introduced new funding initiatives for First Nations and Inuit health in 1999
($190 million over three years) to be developed with First Nations and Inuit participation: a home and
community care program (with some prevention content, although this is not the main focus), a First
Nations Health Information System, expansion of the Canada Pre-natal Nutrition Program and an
Aboriginal Diabetes Strategy. As well, the federal government’s response to the Royal Commission on
Aboriginal Peoples, Gathering Strength Canada’s Aboriginal Action Plan, included $350 million in
funding for the Aboriginal Healing Foundation (responding to the legacy of abuse in residential schools),
an expanded Headstart Program (preschool education centres), a Housing Innovation Fund, additional
water and sewer projects, and support for NAHO.

Some of the main Health Canada programs that contribute to community promotion/prevention programs
include:

e Community Health Representatives Program which supports over 900 Aboriginal health workers
employed by 577 bands and Inuit organizations;

e National Native Alcohol and Drug Abuse Program (NAADAP) which supports community addictions
workers and the National Addictions Awareness Week, as well as projects to improve administration
and support for addictions workers;

e Aboriginal Diabetes Initiative ($58 million over five years, a component of the National Diabetes
Strategy) which funds culturally appropriate prevention, education, treatment and care, and lifestyle
supports and surveillance. There is an on- and off-reserve component;

e A Healthy Start [l Prenatal Nutrition (a component of Canada Prenatal Nutrition Program) intended to
improve health outcomes for on- and off-reserve pregnant women, mothers and infants. The programs
were expanded in 1999, and over 400 community projects have been funded. Fetal alcohol
syndrome/fetal alcohol effects is a new priority;

e Indian and Inuit Childhood Injury Prevention Program which encourages the development of
community action projects likely to reduce the number of injuries in Native communities;

e Aboriginal HeadStart, an early intervention program for pre-school Aboriginal children. In
1999/2000, 156 off-reserve communities received operational funding and another 47 had funding for
needs assessments. The program was recently expanded to include First Nations children living on-
reserve. There is an emphasis on health promotion, nutrition, social support, and parental and family
involvement; and

e Building Healthy Communities, which is available to First Nations and Inuit communities and aims to
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increase community services for First Nations and Inuit in such areas as mental health, home nursing
care and solvent abuse.

FNIHB also initiated a National Tuberculosis Strategy in 1992 with the goal to eliminate tuberculosis by
2010. Regional programs were enhanced to improve detection and treatment of cases and contacts, and
improved surveillance, research and education activities.

In health protection, FNIHB has a mandate to reduce the effects of environmental health hazards by
enhanced monitoring and testing of the quality of drinking water, and air in houses and schools, as well as
addressing general environmental health issues such as waste disposal, workplace safety and
contaminated sites. Through its Environmental Health Program and Drinking Water Safety Program,
FNIHB monitors water quality and supply, and sewage treatment in First Nations and Inuit communities,
and recommends improvements to INAC. It also conducts epidemiological research on traditional food to
reduce the impacts of food-borne contaminants.

Other Health Canada initiatives are in the developmental stages. Comprehensive mental health
programming, especially suicide prevention, has been identified as a significant gap in
promotion/prevention initiatives. A Mental Health Strategy is now in the draft stages, and Health Canada
and the Assembly of First Nations recently formed an advisory group on suicide prevention to address the
high rate of suicide among First Nations youth. The group is expected to make recommendations in the
fall of2001. A National First Nations and Inuit Injury Prevention Working Group is providing guidance
for the development of a national framework for injury prevention and control that is culturally relevant.
A pilot project involving five telehealth projects which have the potential to offer health education and
prevention information by means of telecommunications has recently been completed.

In addition to targeted programs, Aboriginal communities access general federal funds such as:

e (Canadian Strategy on HIV/AIDS;
e Brighter Futures, Community Action Program for Children; and
e Population Health Fund.

Health Canada both undertakes and supports external Aboriginal health research through funding of
NAHO and the Institute of Aboriginal Peoples’ Health at the Canadian Institutes for Health Research.

Indian and Northern Affairs Canada (INAC) and Canada Mortgage and Housing Corporation

Indian and Inuit Affairs at INAC is responsible for supporting First Nations and Inuit in developing
healthy, sustainable communities and in achieving their economic and social aspirations (Indian and
Northern Affairs Canada, 2001c). In addition to activities related to economic and community
development, self-government, infrastructure development, education, and housing, INAC has been
involved in water quality issues and household mould. The Family Violence Prevention Program for First
Nations encourages communities to address family violence and provides funds for shelters and family
violence prevention projects. Canada Mortgage and Housing Corporation (CMHC) administers a number
of housing improvement programs for First Nations and Inuit.
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Northern Secretariat, Health Canada

Improvements in the administration of federal prevention/promotion programming for all Aboriginal Peoples in the
territories is expected as a result of the formation of the Northern Secretariat at Health Canada. The Secretariat was
created in 1998 with responsibilities to manage Health Canada’s community-based health promotion and illness
prevention programs for First Nations and Inuit in the territories, and integrate and streamline these programs.

Across the North, we share the dilemma of providing effective health promotion programs in very small
communities... (that) need the ability to invest their energies in improving health, rather than meeting the
separate administrative requirements of three orders of government and a multitude of stove-pipe programs
(Northern Secretariat, Health Canada, 2000, preface).

The federal and three territorial deputy ministers of health have drafted a Territorial Wellness Framework
that will guide implementation. The role of the Secretariat has been expanded to become a single window
for Northern communities to access federal promotion/prevention funding. This development will reduce the
administrative burden on communities and enable them to address the needs of Métis, First Nations and Inuit
members in a more integrated way.

The stated expected outcomes of the Framework are:

o the development of a single, integrated process through which to achieve good health promotion and wellness
activities;

e improvement of health status of territorial residents over time;

e the harmonization of wellness resources to effect positive change in health; and

e  better access to funds for community-based activities.

(Northern Secretariat, Health Canada, 2000, 2001)

4. KEY ISSUES IN PROMOTION AND PREVENTION PROGRAMMING

Key issues for the improvement of Aboriginal promotion/prevention programs and services are presented
in this section, grouped in the following categories:

The Present Reality in Aboriginal Communities;
Staffing Issues;

Financing Issues;

Culture and Tradition;

Health Information;

Participation in Decision-Making; and

Capacity Development.

The Present Reality in Aboriginal Communities

First Nations, Inuit and Métis communities are at many stages of development and face different levels of
social and economic problems that affect their ability to address promotion and prevention issues. Some
communities have achieved a degree of community involvement, have a capable workforce and a future-
thinking leadership, are proactively planning and implementing programs, including culture-based
approaches, and have developed sound administration. Others are struggling with overwhelming social
problems, lack of infrastructure, competing visions and interests, and a crisis-driven approach.
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Some other factors that impede the ability of Aboriginal communities to proceed smoothly on a collective
healing journey are:

e high levels of poverty that affect all aspects of community development, the ability to participate in
programs, to make healthy personal choices and to create a healthy environment;

o high levels of death by suicide, injury and violence, family breakdown and cultural isolation that have
created an acute experience of grief and loss in many communities that makes action difficult;

e ahigh level of child sexual and physical abuse and neglect so that a significant number of adults in
the community have difficulty building healthy family and community relationships;

e reliance on, and an attachment to, the land that creates different perceptions of environmental risk;

e asignificant loss of trust and loss of self-direction as a result of colonialism;

o the loss of connection to family, community and Nation; poor education and living conditions;
cultural and language suppression; and sexual, physical and emotional abuse that has had a profound
effect on residential school survivors and their descendants; and

e pressing immediate concerns (the need for acute medical care, crisis intervention, staff turnover, and
financial problems) that detract from long-term planning and investment in promotion/prevention.

The health system is dealing with crisis all the time. It is not equipped to deal with prevention, so the
crisis will be repeated. ... the system is treatment driven, disease driven. This is a worldwide problem.
The idea of prevention and promotion still needs to be worked on by health care providers.

(Quoted in Archibald and Grey, 2000)

To be effective, community programs must be based on community reality. For example, clinical practice
guidelines for diabetes in Aboriginal communities emphasize the need to view diabetes in the context of
the profound social changes experienced by Aboriginal communities (and) recognize the importance of
community involvement in developing and implementing treatment and education programs, programs
which are compatible with and indeed incorporate traditional values and customs (First Nations and Inuit
Regional Health Survey National Steering Committee, 1999, p. 70).

It is important to remember that following either a traditional Aboriginal or a health promotion approach
means that problems in communities will not be solved quickly or in isolation from each other. Balance
and integration in different aspects of health and involvement/healing of individuals, families,
communities and Nations is required. However, progress is being made and there are many success stories
to share and models to explore.

Staffing Issues

Four main issues in staffing of promotion/prevention programs are apparent:

o the acute shortage of health professionals, especially nurses, in Aboriginal communities;
e the need for more Aboriginal health care providers and promotion/prevention workers;
e the need for skill and knowledge development among health workers; and

e the need for trained health program managers and administrators.

Staff Shortages

The chronic scarcity of health professionals, particularly nurses, is causing alarm in Aboriginal
communities across Canada and is a common theme among promotion/prevention experts. Vacant
positions, high turnover and lowered expectations in hiring due to the lack of qualified candidates is
affecting the ability to deliver safe, effective services.
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Further, the scarcity of key professional resources is forcing a re-thinking of what is realistic in terms
of service delivery to the more remote and very small settlements. ... the day of one-person stations or
delivery units is neither sustainable nor acceptable.

(George B. Cuff and Associates Ltd., 2001, p. 8)

Northern key informants repeated the now-common phrase that we must develop a Northern workforce,
but acknowledged it will take at least 20 years to equal gains seen in the education sector. The reality is
that technical and professional skills will have to be imported into northern and southern Aboriginal
communities for many years to come.

FNIHB has initiated a National Nurse Retention and Recruitment Strategy to address the severe shortage
of nurses working in First Nations communities. The Strategy addresses both creating a work and living
environment to encourage nurses to stay in First Nations communities, and recruiting the best possible
nurses for those communities. Follow-up activities include promoting better clinical support and
supervision, addressing housing and community safety concerns, more active recruitment efforts in the
regions, and a focus on attracting First Nations nurses. FNIHB also is looking at funding processes in
transferred communities that take into account the rising cost of nursing services. Nevertheless, turnover,
understaffing and vacant positions remain critical problems.

Aboriginal Health Workers

Developing Aboriginal human resources is essential to ensure the success of the new approaches to
health and healing we recommend. Without the necessary Aboriginal administrators and service
providers, it will not be possible to improve Aboriginal health and social conditions. There must be a
substantial and continuing commitment to develop capacity of Aboriginal people to provide health
and social services. This capacity building should be an important part of the relationship between
Canadian governments, mainstream service agencies and Aboriginal governments and organizations.
(Royal Commission on Aboriginal Peoples, 1996, Vol 3, p. 60)

In spite of increased educational opportunities and active recruitment, there still are very few Aboriginal
health care providers in Canada. As a result, the vast majority of Aboriginal people receive
promotion/prevention services from non-Aboriginal people. There is wide recognition that to be most
effective, to ensure that Aboriginal service approaches reflect the culture and reality of the community,
that values and philosophies are respected and that community members are receptive to
promotion/prevention messages, more Aboriginal people need to be employed in these programs. One
key informant stated that the health promotion message has to come from Inuit, otherwise it is seen as
coming from white outsiders.

Skill and Knowledge Development Among Health Workers

Increased skills and knowledge are acknowledged as necessary for the improvement of health
promotion/prevention efforts at the national, provincial/territorial, regional and community levels. Both
Aboriginal and non-Aboriginal nurses, physicians, community health representatives, addictions workers,
counsellors, and others would benefit from a better understanding of:

cultural knowledge of health and wellness;

the strengths and current challenges facing Aboriginal communities;

key issues and the connections among them;

population health, health promotion and disease prevention theory and practice;

community development, client participation and empowerment practices; and

best practices in program planning, delivery and evaluation.
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Priorities for skill development include the ability to:

e use plain language and clear communication;

e Dbe culturally sensitive (attitudes and values) and culturally competent (practical ability to respect
cultures);

e integrate a promotion/prevention focus in all aspects of health services;

e be proactive in identifying issues and threats to health; and

o practice the full range of health promotion activities (build healthy public policy, create supportive
environments, strengthen community action, develop personal skills, and reorient health services).

Community Health Representatives

Community health representatives (CHRs) were the first Aboriginal health workers to provide formal health
education and prevention activities in First Nations and Inuit communities, through funding from the federal
government. They have grown to more than 900 workers employed by 577 bands and Inuit organizations in
Labrador. Their role in the health system has evolved over the years and includes promotion, prevention and
protection functions related to environmental health, immunization, screening, pre- and post-natal care, health
education, community development and mental health. CHRs may be the only source of stability and reliability in
health services that experience high staff turnover among nurses and physicians. The Royal Commission on
Aboriginal Peoples, among other bodies, identified the CHR program as one of the most successful programs
involving Aboriginal people in promoting health. However, a number of challenges exist in making full use of this
resource. The National Indian and Inuit Community Health Representatives Organization (NIICHRO) has identified
continuing regional disparities in salary levels, and availability and access to training certificate/diploma programs
for CHRs as ongoing problems. Also, most training is not accredited or transferable to other health career programs.
Issues related to working conditions for CHRs include: lack of funding for training and for community programs,
misunderstanding/underestimating the CHR role, lack of career opportunities, unrealistic workloads, fluctuating
salaries and benefits, and job insecurity.

(Royal Commission on Aboriginal Peoples, 1996; Ship, 1998a)

Program Managers and Administrators

The focus on the recruitment and training of Aboriginal health care professionals has perhaps
overshadowed the concurrent need for trained health administrators. Health management careers is
one area where there is a severe shortage of trained Aboriginal professionals: a need which becomes
particularly acute in many communities working toward transfer of health services.

(Smylie, 2001, p. 49)

There is a great need among regional co-ordinators, program managers and supervisors for knowledge
and skill development to better conceive and manage promotion/prevention programs. The view in the
field is that program providers may be promoted to management positions without proper preparation and
that health administrators are not well versed enough in the realities and values of Aboriginal
communities to be effective.

Some specific needs for improvement include the ability to:

o ensure the collection and use of health data in program decision-making;
create an integrated long-term health plan based on community needs;

o effectively implement a health plan involving multiple programs, funders, service providers, and
agencies;

e determine human resources needs and effectively staff programs within existing constraints; and
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e negotiate with and be accountable to funders, making best use of available resources.

Financing Issues
A number of financing issues affect the ability of communities to address promotion/prevention issues.

Short-term Targeted Funding

A considerable portion of funding for Aboriginal promotion/prevention efforts is provided by the federal
government through targeted funds. While targeted funds may enable a community to focus on a
particular issue, raise awareness of certain health issues and, in some cases, overcome resistance to
change (e.g. tobacco reduction and family violence prevention), problems with targeted funding include:

e activities may be fund-driven rather than the community’s priority (chasing money);
projects are short-term and usually involve a grants competition, requiring repeated investment of
time and resources;
e programs must deal with multiple funders that have different requirements and expectations; and
e there are restrictions on how money is spent that may not fit with the community’s vision.

A Northern key informant reported that one community has accessed 19 different territorial and federal
funds for various programs. Rather than developing a community wellness plan that is holistic and
integrated, efforts are project-driven, short-term and focused on the funding organizations’ priorities.
Urban Aboriginal health programs may have one or more federal sources of funding combined with one
or more provincial sources of funding, all with different spending restrictions and reporting mechanisms.
They may require separate evaluations.

Governments are making improvements in the design and dissemination of project funds, and
communities are developing the capacity to make better use of project funding within their overall goals.
However, continued changes are needed to streamline this process and develop community capacity.
Aboriginal organizations would benefit from more flexibility in government funding to spend in ways
that make sense in the community, while maintaining accountability.

Time Delays and Administrative Burden

Many Aboriginal organizations, both in and outside the federal government health transfer process, have
been frustrated by the amount of time required to prepare for and negotiate funding agreements for
promotion/prevention programs, accompanied by what is seen as inadequate capacity development and
support for communities. Also noted is that government program staff themselves require additional
capacity to be effective in assisting Aboriginal communities while streamlining the process.

Funding Levels for Promotion/Prevention

Funding levels are not considered adequate to address the high rate of health and social problems in
Aboriginal communities, especially Northern and remote communities. In a recent presentation to the
Senate Social Affairs Committee, the Nunavut Health Minister said that federal programs in Nunavut are
too underfunded and fragmented to make a dent in the staggering health and social challenges the
territory faces. Lung diseases, smoking, substance abuse and suicide are all high, and the health care
infrastructure is poorly equipped to handle the burden. It is extremely difficult to recruit and retain nurses
who provide 90 per cent of primary care. Health-related travel (virtually all acute care treatment is
provided in the south) consumes 20 per cent of the health budget (Health Edition, 2001).
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Transportation to programs and health services is a major issue in many Aboriginal communities. Métis
and non-Status First Nations are particularly disadvantaged in this area. The need for improved
transportation extends beyond reimbursement for travel to medical appointments, to assistance that
removes barriers to participation in prevention and support programs, builds community participation and
supports healthy lifestyle choices. Innovative methods of providing support and delivering programs in
remote and rural areas are needed, as well as recognition that transportation is both a significant need and
a high-cost item.

Culture and Tradition

Many Aboriginal communities, and individuals, are engaged in a process of cultural renewal. Eighty
per cent of respondents to the First Nations and Inuit Regional Health Survey thought that a return to
traditional ways is a good idea for promoting community wellness. More than 70 per cent believed there
has been recent progress in traditional ceremonial activity, renewal of Native spirituality and traditional
approaches to healing; and more than 50 per cent reported a revival of men’s and women’s traditional
roles. In general, survey respondents favour a wellness model that is more holistic; based on the family;
places a greater emphasis on personal, family and community responsibility; and is very diverse
(community-specific) (First Nations and Inuit Regional Health Survey National Steering Committee,
1999).

In spite of this, at the present time, the majority of promotion/prevention programs and services are based
on Western approaches that have been adopted with few modifications. An unknown (and likely
increasing) number of Aboriginal people are accessing mainstream services as they concentrate in urban
centres. There is increasing awareness, among Aboriginal and non-Aboriginal service providers, of the
need for more cultural content in programs.

As ownership of family-related services has increasingly passed to Aboriginal control, it has become
evident that simply staffing those services with Aboriginal people is only part of the answer. The
services themselves need to be designed by Aboriginal people to make them work as a reflection of
the culture of the host community and the belief system found there.

(Minister of Public Works and Government Services Canada, 1997, p 12)

More needs to be done in establishing what constitutes a culture-based program or one that is culturally
appropriate. There are many different expressions of nationhood and culture, with community-specific
differences, as well as commonalities. For example, an analysis of family violence projects funded by the
federal government identified the following distinct characteristics of an Aboriginal program:

values Aboriginal tradition and culture;
recognizes the importance of ritual and ceremony;
values the wisdom and role of Elders;
emphasizes connectedness;
works to restore balance;
supports nurturing and mutually-respectful relationships;
honours the central place of women,;
accepts the client as a whole person;
assumes equality between service provider and service user;
has a central attitude of caring; and
prefers to forgive rather than judge or punish.
(Minister of Public Works and Government Services Canada, 1997)
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Guidelines developed by the Society of Obstetricians and Gynaecologists of Canada (Smylie, 2001)
identify a number of recommendations for health care professionals working with Aboriginal people,
including:

e develop a basic understanding of various groups, demographics, geographic territories and language
groups of Aboriginal Peoples in Canada;

understand the disruptive impact of colonization on health and well-being;

appreciate the holistic definition of health;

work proactively with Aboriginal individuals and communities to address gaps and barriers; and
respect traditional medicines and work with Aboriginal healers.

There is a need to further explore and develop the role of different traditional healing systems in
prevention and promotion and find ways to integrate these with other approaches and philosophies.
Consultations undertaken by the Aboriginal Nurses Association of Canada concluded that integration of
traditional and biomedical approaches was possible, if not easy.

It was evident (from discussions) that the traditional health-illness beliefs of Aboriginal people could
be used within a primary health care framework to encourage self-care, illness prevention and health
promotion. What remained a question was how to integrate traditional practitioners into this
framework, given the opposing world views of traditional and biomedical practitioners.

(Aboriginal Nurses Association of Canada, 1993, p. 8)

| Diabetes and the Traditional Medicine, Alternative Healing Program I

The Traditional Medicine, Alternative Healing Program began at the Kanonhkwatsheri:io Health Facility in
Akwesasne, Quebec, in 1997. The healers work with people at the emotional, physical and spiritual levels and the
well-being of the person. The program works with a biochemist, an iridologist, seers, and different healers and
medicine people from across Canada and the United States. Friends, family and the community at large are included
as well. The program has a networking system that includes the community health representatives, community health
nurses, nutritionists, traditional family support workers, and others. A Council of Elders has been working on the
issue of diabetes to restore some of the old teachings and pass along knowledge to children and youth.

(Mitchell, 1998)

Health Information

The availability of accurate, timely and cost-effective health information is a recognized concern in the
public health system in general. The development of health information systems for Aboriginal people
also involves issues related to ownership of information; confidentiality in small communities;
identification of the population through ethnic identifiers; jurisdictional differences among governments
that collect information on Aboriginal people; the need for new relationships among researchers,
Aboriginal organizations and federal and provincial/territorial governments; and needs for human
capacity and infrastructure development to collect and use information. These issues are particularly
pertinent as more Aboriginal organizations gain control over health programs and require health
information to respond to community health needs.
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Priority information needs include:

e development of health information systems for Métis comparable to First Nations and Inuit;
current and projected demographic changes;

e ongoing incidence and prevalence of the full range of identified diseases and conditions (surveillance
has tended to be focused on communicable and some chronic diseases);

e investigation of new trends and emerging issues; and

e monitoring of environmental quality (water, air, land, and food/medicine sources).

A paper on Métis health for the Royal Commission on Aboriginal Peoples, completed in co-operation
with the Métis National Council had these research-related recommendations:

o that national research be undertaken to determine the nature and incidence of chronic health
conditions and the prevalence of social problems in Métis communities;

e that provincial and territorial governments be encouraged to work with Métis organizations to
identify the health needs and gaps in services for the Métis;

e that research on Aboriginal people include separate analysis of the Métis; and

o that a means be developed to ensure that all information on Métis health that is generated in Canada is
available to those working on Métis health issues.

(Kinnon, 1994)

Health information needs are being better addressed through initiatives such as the first and second First
Nations and Inuit Regional Health Survey, First Nations and Inuit Health Information System, a second
Aboriginal Peoples Survey, increased research funding and support to the Institute of Aboriginal Peoples’
Health and NAHO, attempts to establish Métis registries in the provinces and territories, and many
regional and local data collection and capacity-building initiatives. Pauktuutit Inuit Women’s Association
and Inuit Tapiriit Kanatami have undertaken a consultation and development process to ensure that the
Inuit component of the Health Information System reflects Inuit knowledge and values, and serves Inuit
needs (Mailloux and Gillies, 2001). New partnerships, such as that between the Northern Health Research
Unit at the University of Manitoba and the Assembly of Manitoba Chiefs in Manitoba (O’Neil, Reading
and Leader, 1998) and Ontario First Nations and the Ontario Region, Medical Services Branch, Health
Canada (Johnson, 1997) are being formed.

The First Nation Health Information System being developed by First Nations and Inuit Health Branch,
Health Canada, is a comprehensive health information system, including training and capacity building
for more than 600 First Nations communities. While still in the developmental stages (it is 60 per cent
implemented), it is expected to result in improved surveillance indicators, including communicable
diseases, vaccinations and population indicators. Problems identified in the First Nations and Inuit Health
Information System project relate to the need for better technical support for computer systems and better
training in use of technology for data collection, analysis and use.

Participation in Decision-Making

Little research has been done to examine the common issues related to the regionalization of government
health services and Aboriginal health needs. The HEALNet Regionalization Research Centre has
completed one study, Exploring Health Care Regionalization and Community Capacity (Kouri and
Hansen, 2001) that included a case study of a Saskatchewan health district with a high First Nations and
Métis population. The report concluded:

Racial boundaries are the most significant barrier to regional identity in the northwest. Aboriginal
interviewees were more critical of decision processes, feeling more excluded from issue definition
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and decision-making... The board also was characterized as not fully understanding Aboriginal health
issues. (P. 26)

At the provincial level, an Aboriginal Governors Working Group was formed in 1999 in British Columbia
to examine the issues related to regionalization and Aboriginal health. The group made 100
recommendations grouped under the following goals:

ensure adequate Aboriginal representation (on health boards);

ensure accountability to the Aboriginal community;

all governors, Aboriginal and non-Aboriginal, need an appropriate orientation to be effective;

health authorities to provide the necessary resources to support Aboriginal involvement;

provide meaningful support to Aboriginal governors to reduce isolation and increase sharing of ideas;

require all health authorities to develop Aboriginal health plans, or at least an Aboriginal component

to the health plan;

e address information gaps and needs to ensure all governors have the same information to make
informed decisions; and

e provide education and training opportunities for all governors.

(Aboriginal Governors Working Group, 1999)

The BC Aboriginal Health Division subsequently funded the development of a Health Authorities
Handbook on Aboriginal Health and an Aboriginal Health Resource Directory.

In an analysis of governance and accountability structures in delivering health and social services in the
Northwest Territories, George B. Cuff and Associates Ltd. (2001) identified problems with the capacity
of community health board members to fulfill the role expected of them.

Concerted efforts are required to ensure that Aboriginal people are more actively involved in health
program decision-making and that the supports are in place to sustain their participation in non-
Aboriginal bodies.

Little is known about Aboriginal health authorities and additional research should be undertaken to
document and examine their development. Efforts to provide resources and share information among
members of Aboriginal health authorities also would enhance promotion/prevention programs and
services.

Capacity Development

Capacity development is a commonly-heard phrase in the Aboriginal promotion/prevention field these
days. Capacity development is a primary tenet of the federal health transfer process and the economic and
community development initiatives of INAC. Capacity development in this context usually means the
ability of Aboriginal communities and their health authorities to develop and administer health programs.
Capacity can include adequate knowledge and skills among decision-makers, managers and service
providers; staffing; resources; physical infrastructure; and computer and telecommunications technology.

... (C)apacity building is more than just developing technical abilities such as computer training and
use of the Internet. It is building capacity in self-determination in health care, building upon an
individual and community development process. It is developing and applying abilities to govern and
manage, make informed evidence-based decisions, plan strategically, identify and set priorities,
evaluate, manage human and fiscal resources effectively and efficiently, and take responsibility for
the successes and failures of health interventions. Capacity building also implies the capacity for
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working with external agencies, organizations, institutions, and departments to share knowledge and
experiences.
(Mailloux and Gillies, 2001, p. 24)

Some capacity development needs have been explored in other sections such as Staffing Issues, Financing
Issues and Health Information. Aboriginal capacity development is an area that should be further explored
and defined by Aboriginal people. Some important questions to consider are as follows:

e What is capacity in the Aboriginal health context and how can it be achieved?

e  What are the priorities/strategies for knowledge and skill development (content, process, and
management)?

e How and by whom should knowledge and skill development be undertaken (increased college and
university training, ongoing professional education, access to ongoing technical expertise, face-to-
face training, tele- and computer-education, through partnerships among which Aboriginal
organizations, professional associations, professional schools, governments)?

e How can capacity development be better conceived and co-ordinated among Health Canada regions
and headquarters, Aboriginal health authorities, band councils, tribal councils, Métis organizations,
Inuit organizations, etc.?

e Would the development of standards and certification of a wider range of health program workers
contribute to capacity?

o How can efforts to recruit and retain Aboriginal and non-Aboriginal workers be improved?

What are the minimum requirements for management and administrative systems, physical
infrastructure and computer and telecommunications technology and how can they be met?

e  What are the basic needs for health information in the short and long term and how can they be met?

5. IMPROVING PROGRAMS AND SERVICES

NAHO’s Role in Population Health, Health Promotion, Prevention and Protection

NAHO clearly has a key role to play in the development of promotion/prevention programming for
Aboriginal people. It is impossible to conceive of improving the health of Aboriginal people (NAHO’s
mission) without placing promotion and prevention at the forefront.

This section presents specific recommendations for NAHO activities, grouped according to the
organization’s objectives. The next section makes some suggestions for possible linkages to other
organizations in pursuing these activities.

Knowledge-Based Activities

o Identify and disseminate best practices in all aspects of the design and delivery of community
promotion/prevention programs: community development and accountability, needs assessments,
program planning and financing, integrated program delivery, collaboration, etc.

e Develop an Aboriginal framework for health and wellness that includes common values and
perspectives from different regions and Nations to assist in developing culture-based programming.

e Develop a discussion paper that examines the relevance of common population health, health
promotion and disease/injury prevention models and approaches to Aboriginal communities,
starting with an Aboriginal world view.

e Develop and distribute tools for priority setting among the many pressing issues in promotion and
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prevention facing communities that is based on research knowledge, an analysis of costs versus
benefits, community resources and short- and long-term benefits.

Promote plain language and clear communication in all programs and services for Aboriginal
people through a plain writing policy for NAHO, a plain writing campaign directed at service
providers and skill-building workshops for those in the field.

Identify and highlight good health promotion practice (e.g. directed by Aboriginal people,
empowering of individuals and communities, and addressing individual and collective change).

Consider a regular theme-based publication or Internet/e-mail bulletin for service providers on key
promotion/prevention issues, providing up-to-date information on the issue and its context, traditional
teachings and values, and innovative models representing different population groups, settings and
Nations. (NIICHRO’s In Touch magazine is an excellent resource that could serve as a model or the
organization could be contracted to expand the magazine’s scope and distribution.)

Collect and promote access to a limited number of high quality plain language, culturally-appropriate
client information resources (pamphlets, videos, posters, workshop plans, etc.) on key health
promotion, prevention and protection issues (drawing on materials available from existing
clearinghouses and other organizations, and contracting with experts to write/adapt new material if
needed).

Analyze information relevant to community health promotion/prevention programs from population-
based Aboriginal surveys such as the First Nations and Inuit Regional Health Survey, Aboriginal
Peoples Survey and other provincial/territorial surveys and make it available in an accessible format
to those in the field.

Consider supporting a network of urban Aboriginal health centres to share information and
knowledge on healing and wellness issues, strategies to address cultural diversity, barriers to service,
models of collaboration, etc.

Link and promote knowledge sharing among Aboriginal health authorities (including tribal council
health committees, urban and rural Aboriginal health planning bodies, regional Inuit associations and
provincial/territorial Métis organizations) across Canada.

Develop ways to support and educate Aboriginal board and staff members of regional health
structures and planning bodies (e.g. hold a national meeting or teaching conference, develop an
Internet-based communication system, magazine, etc.).

Undertake a process to better understand and define capacity-building needs and develop a national
strategy for capacity development for Aboriginal communities to plan and manage health programs.

Based on identified gaps and working with appropriate partners (e.g. FNIHB, provincial/territorial
governments, colleges and universities, Aboriginal health organizations, etc.), facilitate or deliver
capacity-building activities (e.g. conferences, skills workshops, certificate programs, distance
education) for service providers, health planners, managers, governors and administrators. High
priority areas are:

» strategic health planning (moving from needs assessment to program design and

implementation);
> collection and use of health data;
» human resources planning and management (identifying staffing needs, knowledge and skills
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and ensuring adequate monitoring and supervision);
» program management of multi-dimensional programs; and
» use of technology.

Compile and distribute best practices resources on topics such as:

community-based capacity-building strategies and activities;

incorporating traditional knowledge and healing practices into promotion/prevention efforts;
operating culturally-diverse programs within the Aboriginal community;

planning, designing and implementing community wellness strategies; and

co-development and co-management of programs by governments and First Nations, Métis
and Inuit organizations.

VVVVYY

Collect and disseminate international indigenous knowledge related to self-determination in health
programming, capacity building, building healthy communities, and addressing specific
promotion/prevention issues.

Promote Health Issues

Provide research knowledge and national data to policy makers at the federal, provincial, territorial
and regional levels to encourage the development of comprehensive policies on Aboriginal health
that includes First Nations, Inuit and Métis people.

Co-ordinate a knowledge-based consultation and planning process to set priorities among existing
and emerging promotion/prevention issues and circulate among Aboriginal health organizations,
policy makers, researchers, etc. Some important issues that arose in this investigation included
poverty, environmental contaminants, water quality, nutrition through all the life stages, injuries, and
sexual health.

Conduct or facilitate exploratory research on emerging health issues and promote further research
and action on these issues among relevant stakeholders.

Explore ways to inspire Aboriginal community leaders to become more proactive and forward-
thinking in addressing health, including healthy economic and social development, and healthy public
and private sector workplaces.

Monitor progress and share information on new and innovative provincial and territorial
government policies and programs for Aboriginal health promotion and prevention.

Research and Research Partnerships

Advocate for and advise on the collection of comprehensive and meaningful health information on
Métis populations.

Work with other initiatives (e.g. Institute of Aboriginal Peoples’ Health, Consortium of Health
Promotion Research Centres) to document the value of prevention in increasing health and reducing
health care costs.

Continue to monitor new research findings and community knowledge of emerging issues and
connections related to promotion and prevention and recommend research topics to the Canadian
health research community. Possible research topics that arose from this investigation include:

» environmental health: long-term effects of exposure to environmental contaminants, effects
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of exposure to multiple contaminants, continuing investigation of the benefits and risks of
country food, effects of environmental contamination and traditional healing materials,
effects of climate change

» violence: effects of community violence on individuals, families, communities and Nations,
effective violence prevention strategies, effects of sexual abuse and sexual assault on sexual
decision-making and sexual health

» mental health: short- and long-term effects of trauma and grief/loss, specific mental health
conditions, determinants of mental health.

Study the strengths and weaknesses of telehealth as a means of providing health education, advocacy
and support. Can this technology be used in a culturally-appropriate way? Is video and computer-
based communication compatible with cultural knowledge and values? Is it effective for
promotion/prevention?

Partner with other bodies (e.g. Canadian Consortium for Health Promotion Research and its member
research centres, Population and Public Health Branch and First Nations and Inuit Health Branch,
Health Canada) to promote the evaluation and dissemination of results of Aboriginal
promotion/prevention/protection initiatives.

Study the effects of regionalization of health service delivery on Aboriginal health and ways to
strengthen Aboriginal involvement and influence (possible partners: HEALNet Regionalization
Research Centre and provincial governments with high Aboriginal populations).

Document the strengths and weaknesses of different funding mechanisms and ways to consolidate,
streamline and sustain funding used by Aboriginal organizations for health promotion, prevention
and protection programming.

Recruitment, Retention, Training and Utilization

Participate in national efforts to recruit and retain both Aboriginal and non-Aboriginal health
workers.

Explore the value of and support efforts to set standards for different promotion/prevention
occupations.

Take a leadership role in developing better health human resources planning for Aboriginal health
services.

Explore new occupations and new ways of providing services in remote and isolated communities.
Evaluate and transfer knowledge of effective cultural training for non-Aboriginal and Aboriginal
service providers, with an emphasis on culturally competent practice (skills) in addition to awareness

and sensitivity.

Document the strengths, weaknesses and gaps in professional school curricula in addressing
Aboriginal health issues and recommend improvements.

Traditional Healing Practices

Study the role of traditional and cultural knowledge in promotion, prevention and protection
programs. How can traditional healing be integrated into prevention and promotion? What universal
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principles form the basis for an Aboriginal approach?

e Create resource materials that pass on traditional teachings by different Nations (First Nations,
Métis and Inuit) on a variety of issues (e.g. Cree teachings related to sexuality, Métis teachings on
nutrition, Inuit teachings on healthy pregnancies, etc.).

e Document existing promotion/prevention programs that are based on traditional knowledge and
disseminate widely.

o Ensure that resource materials for clients and service providers stress the importance of traditional
teachings and cultural knowledge.

6. POSSIBLE LINKAGES WITH OTHER BODIES AND INITIATIVES

National Aboriginal Organizations

Aboriginal Healing Foundation
www.ahf.ca

The Aboriginal Healing Foundation (AHF) is a national non-profit foundation established in 1998. It will
distribute $350 million in federal government funding to community healing projects over 10 years. Its
mission is to encourage and support Aboriginal people in building and reinforcing sustainable healing
processes that address the legacy of physical and sexual abuse in the residential school system, including
intergenerational impacts.

Possible linkages: facilitate linkages between AHF and research bodies to explore residential school
experiences as a determinant of health, establish effects of childhood trauma on health including inter-
generational effects, as well as evaluate effective healing approaches.

Aboriginal Nurses Association of Canada
WWww.anac.on.ca

The Aboriginal Nurses Association of Canada (A.N.A.C.) is a member-based organization concerned
with Aboriginal health issues and community nursing. A.N.A.C. has been active in prevention issues
related to family violence, HIV/AIDS, and sexual and reproductive health. It has produced educational
materials and resources and holds annual teaching conferences. It recently completed a nursing survey
that examines factors related to nurses staying in or leaving Aboriginal communities, including
recommendations for better recruitment. Follow-up activities are underway.

Possible linkages: explore community nurses’ needs for promotion/prevention education and resources

and look at ways to work with this network to strengthen capacity and address recruitment and retention
issues.
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Assembly of First Nations
www.afn.ca

Through its First Nations Health Secretariat, the Assembly of First Nations (AFN) works to protect treaty,
Aboriginal, constitutional, and inherent and human rights to health and health care services for First
Nations. Activities include advocacy and support for First Nations health, policy analysis and
development, research and communications, health promotion on child health (prenatal nutrition, SIDS,
FAS/FAE), oral health, traditional use of tobacco, effects of residential schools, HIV/AIDS, mental
health, and diabetes. In the area of environment, AFN manages the First Nations Environmental
Contaminants Program, a small program that provides project funding for environmental health research,
and is investigating drinking water safety. AFN held a national housing conference in 2001 that raised
many issues related to healthy housing.

Possible linkages: work with the organization to advance environmental, water quality and housing
issues, and to explore information dissemination partnerships.

Congress of Aboriginal Peoples
www.abo-peoples.org

The Congress of Aboriginal Peoples (CAP) represents the interests nationally of off-reserve Indian and
Meétis Peoples regardless of status under the Indian Act. It has been active in areas related to determinants
of health such as employment, education, housing, and the environment, as well as women’s, youth and
urban Aboriginal issues. CAP has addressed health issues such as diabetes and HIV/AIDS.

Possible linkages: explore possible partnerships related to environment and health, urban Aboriginal
promotion/prevention programs, capacity building, and information sharing among its constituency.

Inuit Tapiriit Kanatami
www.tapirisat.ca

Since it was established in 1971, Inuit Tapiriit Kanatami (ITK), formerly Inuit Tapirisat of Canada, has
acted as the national voice for Inuit of Canada. Along with its four regional associations and Pauktuutit
Inuit Women’s Association, ITK has addressed health and environmental issues such as the development
of a health action plan, cancer among Inuit, diabetes, HIV/AIDS, mental health, home and community
care, Northern contaminants, and health information needs. Pauktuutit has been active in the areas of
family violence, child sexual abuse, residential schools, and women’s health needs.

Possible linkages: look at ways to support the development of innovative Inuit-based approaches to
promotion/prevention in Northern communities and document Inuit health knowledge and world view.
Explore information dissemination partnerships.

Métis National Council
www.metisnation.ca

The Métis National Council (MNC) is the national representative of the Métis in Canada. MNC has been
active in the areas of economic development, youth, housing, homelessness, and health issues such as
HIV/AIDS, diabetes, and child and youth health. It also is advocating for more federal responsibility for
Meétis health, more equitable access to Aboriginal health funding, and collection of Métis health
information.

Possible linkages: work with MNC to increase federal involvement in Métis health promotion/prevention
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efforts and to increase Métis data collection. Explore information dissemination partnerships.

National Indian and Inuit Community Health Representatives Organization
www.niichro.com

The National Indian and Inuit Community Health Representatives Organization (NIICHRO) is active in
supporting community health representatives (CHRs) who in turn are key health promoters in many First
Nations and Inuit communities. Its activities include the development of training tools, advocacy on
health issues, and publication of /n Touch magazine. Over the last several years, In Touch has provided
information for service providers on issues such as HIV/AIDS, environmental health, healthy
pregnancies, diabetes, Elder health, etc. NIICHRO also has called for development of national
occupational standards for CHRs, and better training opportunities and working conditions.

Possible linkages: NIICHRO training tools could be more widely disseminated and/or adapted to other
audiences. In Touch magazine is a valuable source of information on current issues. NAHO could work
with NIICHRO to respond to specific training needs related to key promotion/prevention issues

Métis National Council of Women, Native Women’s Association of Canada and Pauktuutit Inuit
Women’s Association of Canada

www.nwac-hg.org

www.pauktuutit.on.ca

These three national Aboriginal women’s organizations have been actively involved in promoting
women’s wellness issues, providing tools and resources to Aboriginal women, and advocating on health
issues such as violence, HIV/AIDS, reproductive health, culture and gender, and access to health services.

Possible linkages: involve the associations in expert working groups, consultations and policy circles.
Support networking among them and other Aboriginal associations. Explore information dissemination
partnerships.

Issue-Specific Associations such as the Canadian Aboriginal AIDS Network, National Aboriginal
Diabetes Association and the Native Mental Health Association

These organizations address specific health issues and are good sources of expertise and networks of
health care providers concerned with the issues.

Possible linkages: maintain contact with these and other issue-specific organizations to share
information and resources, identify emerging issues and build networks.

Aboriginal Clearinghouses and Education/Training Organizations such as Nechi Training,
Research and Health Promotions Institute; Zah-Geh-Do-Win; and the Vancouver Native Health
Society

www.nechi.com

www.anishinabek.ca

www.vnhs.net

These organizations provide education/training and/or distribute resource materials on different health
promotion/prevention issues of concern to Aboriginal people.
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Possible linkages: monitor training/education and available resource materials and promote their
availability. Consider partnering on particular knowledge development and information dissemination
projects.

Governments

First Nations and Inuit Health Branch, Health Canada
www.hc-sc.gc.ca/fnihb-dgspni/fnihb/

The First Nations and Inuit Health Branch (FNIHB) is actively involved in a diverse range of promotion,
prevention and protection issues, as well as capacity building leading to transfer of health authority,
research, monitoring of trends, production of resources and development of health information systems
for First Nations and Inuit.

Possible linkages: monitor FNIHB activities and knowledge development in relevant areas, consider joint
knowledge dissemination/best practices activities, and consult and advise on research priorities.

Population and Public Health Branch, Health Canada
www.hc-sc.ge.ca/pphb-dgspsp/new_e.html

The Population and Public Health Branch promotes a population health approach to improve the health of
Canadians, and houses most of the federal promotion/prevention and many of the health protection
programs. It is a major source of funds for Métis, non-Status First Nations and urban Aboriginal projects
related to childhood development, diabetes, pre-natal nutrition, HIV/AIDS, etc. All of the funding
programs generate considerable knowledge related to programming approaches, best practices and factors
in success. Funds engage in varying levels of knowledge dissemination. For this inquiry, a search of the
Health Canada Grants and Contributions database for Aboriginal projects between 1995 and the present
yielded numerous project descriptions.

Possible linkages: review and monitor funded Aboriginal projects from the various programs and work
with the sponsors to more-widely disseminate knowledge generated, possibly through a theme magazine,
Internet or e-mail bulletin, or best practices publications that are widely disseminated.

Provincial and Territorial Governments

Some provinces and all three territories have well-established Aboriginal health programs and policies on
particular issues, undertake research and consultations, and support Aboriginal health organizations.
Many of them are generating useful resources on promotion/prevention issues such as Aboriginal
women’s health, cancer prevention, HIV/AIDS and pre-natal health. Other provinces are at the beginning
stages of addressing Aboriginal health issues.

Possible linkages: develop relationships with Aboriginal health initiatives in each of the provinces and
territories in order to build networks, share information and resources, promote action on Aboriginal
promotion/prevention issues and more widely disseminate research findings and community resources.
Pay particular attention to advances in the territories.
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Research Bodies

Institute of Aboriginal Peoples’ Health
www.cihr.ca/institutes/iaph

The Institute of Aboriginal Peoples’ Health (IAPH) is a newly formed research institute that will provide
a significant contribution to Aboriginal health research in Canada, much of which will be relevant to
population health, promotion, prevention and protection efforts. The goal of the IAPH is to lead a national
advanced research agenda in the area of Aboriginal health, and promote innovative research in the field.
Four priorities have been identified: a survey research centre; child and youth health promotion and risk
reduction, community wellness and addictions; stress and its relation to diabetes; and prevention of
accidents and injury. Community-academic partnerships and capacity building are stressed. [APH
recently announced spending of $74 million, including support for eight projects designed to develop
capacity for Aboriginal research in Canada.

Possible linkages: maintain close linkages with the Institute and explore ways in which the respective
roles of NAHO and IAPH can be complimentary. Explore ways to facilitate applied research that is both
practical and relevant, empowering of communities and capacity enhancing.

Other Institutes of the Canadian Institutes for Health Research
www.cihr.ca

In addition to the Institute of Aboriginal People’s Health, 12 other institutes address a range of health
issues and population groups such as cancer, respiratory health, infection and immunity, gender, healthy
aging, and childhood and youth health. Knowledge development in these areas will be of interest to
Aboriginal practitioners. For example, research results from a recent call for proposal co-sponsored by
three institutes entitled “Improving Access to Appropriate Health Services for Marginalized Groups” will
be of use to service providers in the Aboriginal community. Much of the research knowledge produced
will not be readily accessible to community members.

Possible linkages: Monitor calls for proposals, research awards and completed projects for their
applicability and usefulness to Aboriginal communities and explore ways to disseminate results in plain
language and non-print formats. Encourage support for research that advances promotion/prevention
efforts and addresses newly emerging health issues.

Canadian Institute for Health Information and its Canadian Population Health Initiative
www.cihi.ca

The Canadian Institute for Health Information (CIHI) is a federally-funded national organization
dedicated to improving the health of Canadians and the health system through better collection of health
information.

Its Canadian Population Health Initiative (CPHI) is a new initiative aimed at generating and disseminating
new knowledge on the determinants of health that contributes to population health policy.

Possible linkages: explore with CIHI methods of generating more health information on Métis and non-
Status First Nations through joint initiatives with the provinces and territories. Monitor new knowledge
on determinants of health and population health approaches relevant to Aboriginal communities
generated by CPHI and collaborate on dissemination. Encourage CPHI to address issues of particular
relevance to Aboriginal promotion/prevention programs.
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HEALNet Regionalization Research Centre
www.regionalization.org

The goal of the Regionalization Research Centre is to provide an avenue for regional health authorities to
meet their research needs and to promote the study of regionalization as an innovation. The Centre has
done limited work in the area of Aboriginal participation in health authorities to date, or investigated the
strengths and challenges facing Aboriginal health authorities that might create a cross-cultural learning
environment.

Possible linkages: discuss possible joint research, networking and knowledge transfer opportunities on
topics such as governance, equitable participation, funding priority setting, multi-cultural service
delivery, needs in remote areas, etc.

Canadian Consortium for Health Promotion Research and its 14 Member Centres
www.utoronto.ca/chp/consort/index.htm

The Canadian Consortium for Health Promotion Research works to enhance health promotion research,
policy and practice in Canada through linking research, capacity development and information
dissemination. The 14 health promotion research centres work as multi-disciplinary, academic-
community partnerships to conduct research, develop capacity and share knowledge. Some of the centres
may have done limited work in areas related to community capacity and partnership building with
Aboriginal organizations, but all of them are concerned with community development, equity issues and
Aboriginal participation.

Possible linkages: discuss opportunities for working together to advance health promotion research that
is relevant to Aboriginal communities, explore and promote Aboriginal models and culture-based
programs, encourage/broker partnerships between researchers and Aboriginal community bodies,
explore knowledge dissemination possibilities.

The Northern Contaminants Program, Department of Indian Affairs and Northern Development,
Centre for Indigenous Peoples’ Nutrition and Environment and Arctic Institute of North America
www.ainc-inac.gc.ca/NCP/abt/des e.html

www.cine.mcgill.ca

www.ucalgary.ca/UofC/Others/AINA

The Northern Contaminants Program, Department of Indian Affairs and Northern Development is a
multi-year initiative to identify and monitor contaminants in the Arctic ecosystem, educate Northerners
about contaminants, and work on international agreements to control them. New research is funded each
year. The program also supports the Centre for Indigenous Peoples’ Nutrition and Environment (CINE) in
Montreal. CINE is a university-based research and education centre for Indigenous Peoples. It employs a
participatory research model to address concerns about nutrition and food contamination. It also
undertakes specific research projects each year. The Arctic Institute of North America (AINA) conducts
research, often in partnership with other organizations related to earth sciences, biological sciences, social
sciences, etc.

Possible linkages: monitor research findings and examine their application to other Aboriginal

communities. Work with CINE to find ways to promote nutrition as an important issue and to support
further research and education.
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Centres of Excellence on Women’s Health Research, Violence Against Women and Children, and
Children’s Health

These centres of excellence are funded by the federal government, but operate autonomously to generate
knowledge in their area of specialization. All of them are involved in population health, health promotion,
prevention or protection research or knowledge dissemination to some extent, and operate as academic-
community partnerships. Some collaboration with Aboriginal organizations has occurred.

Possible linkages: linkages could be made with the centres to reinforce the importance of Aboriginal
health issues and to encourage further partnerships with Aboriginal organizations.

National Health Research and Development Program, Canadian Health Services Research
Foundation, Primary Health Care Transition Fund, and the Health Transition Fund
www.chsrf.ca

www.hc-sc.gc.ca/htf-fass/

The National Health Research and Development Program (NHRDP) is a long-standing federal
government program that supported health research and is now winding down. A search of its grants
database between 1990-2004 revealed 91 research projects with Aboriginal content, 57 of which (63 per
cent) were directly related to promotion and prevention issues. The newer Canadian Health Services
Research Foundation (CHSRF) funds policy research that is health-services oriented, so it is less involved
in promotion/prevention issues, but concerned with access to health services, service utilization and
health program management. It also is committed to knowledge transfer. The Primary Health Care
Transition Fund (PHCTF) is an $800 million research fund announced in 2000 that will support large-
scale primary health care initiatives in the provinces and territories. One priority is low-population
jurisdictions. The Health Transition Fund (HTF) is a $150 million fund supporting 141 projects across
Canada to test and evaluate innovative ways to deliver health care services. It also might generate
research that is relevant to the delivery of Aboriginal health programming.

Possible linkages: existing and new research projects should be reviewed for content that would be useful
in the field of Aboriginal promotion/prevention. CHSRF, PHCTF and HTF could be encouraged to fund
community-relevant research in which promotion/prevention activities are integrated with health
services.

7. CONCLUSION

Aboriginal communities have created a rich body of practice in the areas of population health, promotion,
prevention and protection. Some examples include:

e communities that have assumed transfer of responsibility for various health services and programs,
are participating in health services agreements to manage specific programs, and others that are
engaged in community needs assessments and service planning processes toward greater
responsibility for programs;

e Aboriginal organizations and agencies that have created culture-based program models and are
delivering services in integrated and holistic ways;

e provincial, territorial and regional organizations that have undertaken a leadership role in advocating
for better promotion/prevention services and that act as conduits of information for regional and
community programs; and

e national and professional organizations that have created networks and resources on a wide variety of
issues.
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As well, the federal and territorial governments, and several provincial governments, have developed
some new and expanded programs to address particular issues, have increased research funding related to
Aboriginal health, and are beginning to examine capacity issues and the recruitment and retention of
Aboriginal health workers.

However, programs and services are at different levels of development. Aboriginal communities continue
to face many challenges:

e the wide range of immediate health and healing issues facing Aboriginal communities;

e critical staffing shortages, staff turnover and lack of cultural training among non-Aboriginal health
care providers;

e financing issues such as short-term project funding, time delays and inadequate levels of funding for
promotion/prevention;

e the need to support and promote increased culture-based and traditional healing approaches;

e gaps in comprehensive, accurate, timely, and cost-effective health information;

e Darriers to participation in decision-making related to population health programs and health services;
and

o the need for a better understanding of gaps in capacity and how to address them.

NAHO has an important role to play in supporting successful initiatives and addressing needs and
challenges. It can make an important contribution in disseminating knowledge created both in community
practice and in formal research; promoting knowledge-based action on currently recognized and emerging
health issues; facilitating research and research partnerships that advance promotion/prevention efforts;
increasing the recruitment, retention, training, and utilization of Aboriginal service providers who are
skilled in these areas; and promoting increased inclusion of traditional healing practices and cultural
knowledge in promotion/prevention programs and services.

NAHO also has a role in posing challenging questions and supporting open discussion of the issues faced
by Aboriginal communities in providing programs, needed improvements in programs and conflicting
views related to approaches, priorities, etc. NAHO’s key challenge is in acting as an effective bridge
between community realities and needs, and national mandates, as well as ensuring that new knowledge is
made truly accessible to a wide range of people while addressing the needs of a diverse and rapidly-
changing population.
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