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PURPOSE

The purpose of this report is to identify health promoting strategies that work best for Aboriginal
people(First Nations]nuit, Métis and urbarAboriginal), their families and communities and

apply these strategies to the planning, implementationd ev al uati on of BC | ni
Aboriginal ActNow B(health promotion strategy. Additionally, it seeks to identify who is doing

what in the field of health promotion at the international, national and provincial level.

BACKGROUND

Aboriginal ActNow E is a multiyear, partnershipased, communitfocused health promotion
strategy for First Nations, Métis, and urban Aboriginal people designed to mitigate chronic
disease in children, youth, adults and Elders by improving physical activity and nuévisds)
reducing tobacco use, and optimizing healthy choices in pregnancy. Established in 2006 by a
grant from the Provincial Governmenthoriginal ActNow BGs a subset of the larger
mainstreanActNow BQnitiative launched by Premier Gordon Campbel2@05 (BC Ministry

of Health,About ActNowMarch 23, 2006; BC Ministry of HealtAboriginal People to Benefit,
2007).Aboriginal ActNowBC is hosted by the National Collaborating Centre for Aboriginal
Health (NCCAH) at the University of Northern BritiSfolumbia (UNBC) under its BC

Initiatives for Aboriginal Health (BCI) stream.

BC | ni tisicm foiAboeigindl ActNowBCi s t hat fAAbori ginal peopl «
communities have access to culturally inclusive information promoting a healthyléfeste

committed to achieving improved health goals, and have ready access to the available support
progr ams a malbells2007 \RiTa aettieve this vision, BCI is working in partnership

with three different BC Aboriginal organizations: thesEiKations Health Council (FNHE)the

BC Association of Aboriginal Friendship Centres (BCAAEGINd Métis Nation BC (MNBC)

in the design and implementation of commuiisedAboriginal ActNow BC project$ocused

on physical activity, nutrition, tobacese, and healthy choices in pregnancy.

METHODOLOGY

The report begins with a brief history of health promotion theory and practice in Canada since

the 1970s, including recent mainstream and Aboriggpakific health initiatives in British

Columbia. Thehistorical overview is followed bg synthesis of relevant literature from

published academic research and grey literature on health promotion strategies that work best in
an Aboriginal context. I n other wéreed, ridgdntoi
(Kishk Anaquot Health Research, 200/ variety of methods were employed in the literature

synthesis including database searches (PubMed, Ovid, Science Bwegte Scholar, EBSCO

HOST) using the abowvaoted terms, footnote chasing, and hbralvsing. The literature

L FNHC is comprised of representatives from each of the three member organizations of the First Nations
Leadership Council (RLC) including the First Nations Summit, Union of BC Indian Chiefs and BC Assembly of
First Nations.

2 The BC Association of Aboriginal Friendship Centres (BCAABE!s as a unifying body and support system for
B C &4 Friendship Centres

3 Métis NationBritish Columbia (MNBC) is a provincial council that acts as a social, political, cultural, and
economic representative organization for 37 Métis Chartered communities across BC



synthesis is limited by the fact that many health promotion initiatives in Aboriginal communities
are either not documented or published, and thus areellcdknown or widelydisseminated.
Moreover, many of the accounts are noitten by Aboriginal people themselves, but are instead
written by nonAboriginal academics who have participated in the commibased health
promotion programs. THeerature reviews followed by an environmental scan of

international, national, anatovincial organizations engaged in health promotion practice pulled
together from Internet searches (search terms included Aboriginal, First Nation, Indigenous,
Native American, Balthpromotion,healthprevention).

TERMINOLOGY

x Aboriginal peoples ardneé descendants of the original inhabitants of North America. There
are three distinct groups of Aboriginal peop
Constitution Act (1982): Il ndi an, l nuit, and
Status and on-Status Indians. Status Indians are registered by the Federal government and
governed by théndian Actof 1876 while norStatus Indians are not registered or governed
by thelndian Act Inuit are a distinct population of Aboriginal peoples that resitheguily
in the Canadian North and were registered under a revision to the Indian Act in 1924. Métis
means a person of mixed First Nations and European ancestry witeséfies as Métis
and whose ancestors resided in the historic Métis Nation homeéligtid. people are not
entitled to the provisions of tHadian Act



PART | 1 HEALTH PROMOTION LITERATURE REVIEW

The term O6health promotiond has acquired so m
become, in many respects, meaningless (Tannaf@B5).Health promotion is an umbrella term

used to describe a gamut of measures aimed at improving health, including awareness

campaigns, prevention services, and healthy public policy or other legislation. Its misuse,

however, has blurred importanstinctions between health education, health protection, and

chronic disease and injury preventibfihe World Health Organization (WHO) defines health
promotion as fAthe process of enabling peopl e
andthee by I mprove thei,p.dhealtho (WHO, 1986

Health promotions rooted in the concept of healthaastate of complete physical, social and
mental wellbeing and one that isteadamental right of every human being without distinction of
race, religionpolitical belief, economic or social condition (WH@006. The right to health,
however, is not just the right to be healthy. It is the right to quality health services and facilities
that are available and accessible to all and that address the urgdédignminants of health

(WHO & Office of the UN High Commissioner for Human Rights, 20@%cording to the

Ottawa Charter for Health Promotigthree basic strategies are required for health promotion.
These areadvocacyfor health to create the essahttonditions for healthenablingall people to
achieve their full health potential, amediatingbetween different interests in society in the
pursuit of health (WHO, 1986).

Historical Development

Canada became a leader in the emergent field ohhg@motion with the publication & New

Perspective on the Health of Canadiamd.974, also known as th&londe ReportNamed after

the former Minister of National Health and Welfare, Marc Lalonde, the report had two broad
objectives linked to risingdalth care costs: 1) to reduce health hazards and 2) to improve

accessibility to health care (Lalonde, 1974). Arguing that Canada was preoccupied with the

delivery of health care instead of the causes of sickness and death, Lalonde identified four
Ahedliehdsodo that influence health: human biol o
services. Of thHesebpsoOkinbeseydylged bedaesiour and
prevailed and became the focus of healthy public policy, social markatmgaigns, health

education, health communication, and health programs and services throughout the 1970s and

early 1980s (Robertson, 1998).

The federal government created the Health Promotion Directorate within the Department of
National Health and Waedfe in 1978 to help entrench the concept of health promotion in Canada
and support its practice nationally and internationally, and to advance the development of new
practice models (Health Canada, 1997). Although efforts to promote the adoption othealthi

“Healthe ducati on is defined as #c o mrmelbeingaadpiegentngoct i vi ty ai n
diminishing ill-health in individuals and groups through favorably influencing the knowledge, beliefs, attitudes and
behaviour of those with power and of the community at |
occurrence of a disease process, illness, injury, disab
health protection is defined as fAlegal or fiscal contr
aimed at the prevein of ill-health or the positive enhancementofwelkt i ng. 0 Andr e Tannahil |l

P r o mo tHeatmEdldcation Journat4:4 (1985): 167168



lifestyles appeared to be having a positive impact, thenarovdyc us ed 61 i f est yl ed
health promotion came under increasing attack
1998). By the midl980s, new research on health inequitiesteeadth determinants, including

income and social status, gender, culture, education, employment, physical and social
environments, and social support networks had contributed to a new understanding of health and
wellbeing (Robertson, 1998; Hyndman, 199Bjisting programs, services and funding were
subsequently reorii®hd eglr it@or ittay ggntowms ghuch as
people, and persons with disabilities. The first International Conference on Health Promotion

held in Ottawail 98 6 si gni fied this global shift from
determinants stance. Two key documents followed the 1986 conferenCetava Charter on

Health PromotiofWHO, 1986) andichieving Health for All: a Framework for Health

Promotion(Epp, 1986)a follow-up to the 1974 Lalonde report.

Arguing that health is created and | ived by p
Ottawa Charteradvocated for a wholistic approach to health promotion that would meet the

basic prerequites of health including: peace, shelter, education, food, income, a stable eco
system, sustainable resources, social justice and equity (WHQ,A26The Charter

articulated a strong commitment on behalf of the conference participants to support and
implement the prerequisites of health (advocate, enable, and mediate) edtbcaiternational

action by the World Health Organization and other international organizations in support of these
measuresAchieving Health for Albuilt on these concepbs/ providing a matrix of health

promotion challenges, mechanisms and strategies for action from fostering public participation
and strengthening community services, to the coordination of healthy public policy (Epp, 1986).
Together, the documentsntribuied to the growth of health promotion theory and practice in
Canada and internationally.

The 1986 conference in Ottawa was followed by five others, each of which tackled a new aspect

of health promotion including:"2International Conference on HealthoRrotion (Adelaide,
Australia) on fAHeal t“Hnyern&ionkl Confereneeooh Health &romotion 1 9 8 8
(Sundsvall, Sweden) on fSuppo r"tintemnationBlnvi r onmen
Conference on Health Promotion (Jakarta, Indonesi@)Nre w Par t ner slLeddmg a Ne
Health Promotion intothe #Ce nt ur y 0 " lnternatiodabCohnferebice on Health

Promotion (Mexico City, Mexico) on" ABridging
International Conference on Health Promotioa(®BBg k ok, Thai l and) on #fAPol |
for Action: Addressing the Determinants of He

Challenges in Health Promotion

Although health promotion initiatives flourished nationally and internationally in the late 1970s
and 1980s, widgsead recession in the early 1990s, coupled with an inability to demonstrate its
costeffectiveness, led to cuts in funding and a shift in political agendas. The federal Health
Promotion Directorate was di ss ol prendtiomvsiona r e
programs and people were integrated under t
Pederson & Rootman, 2000). Population health aims to improve the health of the entire
population or supopulation, rather than individuals, and reglireequalities between population
groups. Using an evidendxased approach to health and its related determinants, population

s u
he



health is focused on upstream investments, citizen engagemenseaateral collaboration, and
accountability to increase potaithealth outcomes. Building on public health and health
promotion strategies, population health quickly became the new panacea in Canadian health
discourse by the mid990s.

The decline of the health promotion movement can also be attributed to stierdhctors.

First, health promotion became entangled in a
political leaders and government agencies were forced to choose betwedarsmdnigh

profile health care oriented solutions or letegm, lowprofile health promotion programs (Law,

Kapur & Collishaw, 2004). Public and professional attitudes towards health promotion also

played a role. For example, physicians and other health care professionals were hesitant and, in
some cases, even suspiciafifiealth promotion because it implied aat®cation of limited

health care funding. The public health community, for its part, worried that physicians and other
health care professionals would 6émedicalizeb
(Law, Kapur, & Collishaw 2004).

Second, health promotion has been hampered by a lack of evioesed research

demonstrating its effectivenessich as randomized controls trails (RCTs). Indeed, as McQueen
(2001) has noted, few topics in healthpromati have engendered as much
that of evidence. At one end of the spectrum, health promotion advocates argue that RCTs and
other quantitative evidendssed approaches are inappropriate to the {aisktiplinary and

often qualitative aspexbf health promotion. At the other end of the spectrum, proponents argue

that in order for health promotion interventions to be effective or successful, they must be
evidencebased (McQueen, 2001; Raphael, 2000).

Third, despite an emphasis on healthgunaities and determinants, health promoi®im many

respects@d whi t e;c | misdd Ipé thatlasreenvatim mixed results amongst ethnic,

racial, and cultural minorities and poor populations (Garcia, 2008 . |l ndeed, these
populatons st il l do not have the ability and contr
regular physical activity and healthy eatiWgardle & Steptoe, 2003Yhese challenges suggest

that more targeted and tailored approaches are needed to maketwatition effective,

relevant, and appropriate for these populations.

Health Goals for British Columbia

In keeping with the action strategies outlined in the Ottawa Charter, BC identified six
comprehensive health goals to guide the implementation dhiaimotion initiatives in the
province and address the broader determinants impacting the health of British Coly(B®ians
Ministry of Health, 1997). The goals are supported by 44 objectives and include key indicators,
targets and strategies to measumgpess. The provincial health goals are:

x Goal 1: Positive and supportive living and working conditions in all our communities;

x Goal 2: Opportunities for all individuals to develop and maintain the capacities and skills
needed t o t hr i alengeaandto makecdhoicesithiateerthancedchéalth;

x Goal 3: A diverse and sustainable physical environment with clean, healthy and sage air,
water and land;



x Goal 4: An effective and efficient health service system that provides equitable access to
appropria¢ services;

x Goal 5: Improved health for Aboriginal peoples; and

x Goal 6 Reduction of preventable illness, injuries, disabilities and premature deaths (BC
Ministry of Health, 1997).

Of the six goals, Goal 5 is the only one dedicated exclusively to disgmpulation and,

importantly, it is the only goal lacking specific objectives and indicaiarsvork towards
implementation of these goals, the BC Ministry of Health released its framework in 2002 called
ThePicture of Health: How We Are Modernizing88@ He al t h . T6ea2002 reffoyt wads e m
an ambitious and wide ranging strategy for health care renewal centred on feterfargpals:
accessible, high quality health care; patiesntred public health care; improved health and
wellness; and sustainiab affordable health care (BC Ministry of Health, 2002). It recommended
new approaches to acute care, primary care, health promotion, rural health and Aboriginal health.

Foll owing the announcement of BCG6s symgiccessf ul
Winter Games in Vancouver, a BC Legislative Assembly Select Standing Committee on Health
was empowered to examine effective strategies
Columbians to adopt lifelong health habits to improve their healthustdis the health care
systemo (BC Legislative Assembl y,pSigIingdd4 St and
the Committee released their repdithePath to Health and Wellness: Making British

Columbians Healthier by 201®&hich examined five keyigk factors including smoking, poor

diet, physical inactivity, obesity, and the irresponsible use of alcohol. In an effort to mitigate

these risk factors, the provincial government created a chronic disease prevention strategy called
ActNow BGn 2005.

ActNow BCis a multiyear, crossninistry, partnershifppased and commun#pcused health
promotion initiative designed to improve physical activity and nutrition levels, reduce tobacco
use, and optimize healthy choices in pregnancy (BC Ministry of Heddtbut ActNow2006).
Seeking to lead the way in North America in healthy living and physical fithess, and to ensure
BC is the healthiest jurisdiction ever to host an Olympics (Vancouver 2010), the mainstream
ActNow BQnitiative has five key goals: to inease the percentage of the BC population that is
physically active by 20%; to increase the percentage of BC adults who eat at least five servings
of fruits and vegetables daily by 20%; to reduce the percentage of BC adults who are overweight
or obese by Z; to reduce tobacco use by 10%; and to increase the number of women who
receive counselling about the dangers of alcohol and tobacco use during pregnancy by 50%
percent (BC Ministry of HealtrAbout ActNow2006).ActNow BCactivities include education

arnd awareness campaigns, program and service delivery, advocacy for policy and legislative
change, and knowledge development and transfer.



BC6és Aboriginal Popul ation

British Columbia is home to the second largest Aboriginal population in Caaxardng to

the 2006 Aboriginal Census, there are 196,075 Aboriginal people in BC, which is roughly 5% of
the total popul ation of the province. First N
population (129, 580 or 66%), followed by Métis (59,64580%), Inuit (795 or 0.4%), multiple

Aboriginal identity (1655 or 0.8%), and other Aboriginal peoples not included in the other
categories (4605 or 2. 3%). BC6s Aboriginal po
2006, which is more than three tinteh e r at e -AbdriginBl @dpslation.olhe median

age of Aboriginal people in BC is 28 years old, compared to 41 years of age inthe non

Aboriginal population. (Statistics Canada, 2006)

There are approximately 200 urban, rural, remote/isolated Abafigpmmunities in BC, each

of which is representative of distinct language groups, geographies, angalitodal

arrangements (treaty, nareaty, sefgovernment and non sefbvernment). In 2006, 60% of the
Aboriginal population in BC lived in urbaareas, while 26% lived on reserves. According to the
2001 Aboriginal Peoples Survey, the Northern Health Authority has the highest percentage of
Aboriginal peoples in BC (15.6%), followed by the Interior HA (5.7%), Vancouver Island HA
(5.1%), Fraser HA (3%) and the Vancouver Coastal HA (2.4%) (BC Stats, 2001)

*A BASIC GUIDE TO NAMES
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® Ontario has the largest population of Aboriginal people (242,495), followed by BC (196,075), Alig&1865),
Manitoba (175,395), Saskatchewan (141,890), Quebec (108,430), with the remaining 25,000 Aboriginal people
residing in other provinces and territories.



Aboriginal Health Promotion in British Columbia

The health status of Aboriginal peoples in BC, and across Canada, is unacceptably low relative

to that of the nomboriginal population. Discigancies in Aboriginal health status are reflective

of a wide range of historic forces stemming from colonizatioacism, residential school

trauma, cultural alienation, marginalizatiband related social determinaiitpoverty,

unemployment, inadequalb®using, education, access to health senvieegerienced by

Aboriginal peoples since colonization (Waldram, 20@8elson, 200% In the 2002 reporiThe

Health and Welbeing of Aboriginal Peoples in British Columbia BC6s Pr ovi nci al H
Officer (PHO), in conjunction with an Aboriginal Health Services Steering Committee and other
Aboriginal health groups and organizations, documented trends in Aboriginal health status
within the context of BC6s five hewmdwer aut hor
observed in infant and adlge mortality rates, the report exposed serious inequities in Aboriginal

health statuyswith standards of living 20% below the provincial average and life expectancy

rates roughly 7.5 years less than other British Cblans (BC Ministry of Health, 2002).

The 2002 PHO report targeted eight key areas where the greatest health gains could be achieved:
early childhood development, tobacco cessation, alcohol and drug misuse, HIV/AIDS, diabetes,
injury prevention, access fwimary care, and Aboriginal health information and dissemination.
Although Aboriginal health issues were not specifically addressed in the BC Legislative
Assembly Sel ect St andi nRath© élealthiandWelleessport, thée al t h 6
creationof a prevention strategy for Aboriginal people was listed as one of six areas that

warranted future discussi@rincreased partnership and collaboration between federal and

provincial governments and the Aboriginal population was identified as an imikingastep in

closing the health gap for Aboriginal British ColumbigdBE Legislative Assembly Select

Standing Committee on Health, 2004

The ratification of the New Relationship Accord between the First Nations Leadership Council
(FNLC)" and the prowce in March 2005, and the subsequent endorsement of the Métis New
Rel ationship Accord i n 2%d®Abprigicat peapleseadd a new fie
government to collaborate on health issues. The momentum continued to build with a National
Summit onAboriginal Health held in Vancouver in November 2006. The summit wasaned

by BC Premier Gordon Campbell and National Chief Phil Fontaine of the Assembly of First
Nations, with representatives from the federal, provincial and territorial governmeRirat
Nations, Inuit and Métis leaders. Several priorities were identified through the summit, most
notably, the encouragement of healthy lifestyle choices and reduction-tfadiitional tobacco

use through integrated, wholistic chronic disease pt@restrategies (BC Ministry of Health,
Momentum Builds2006).

®The other five 6key areasod6 sl ated f oralcéhal anddregalilses cussi o
sexual health, prevention in the mgtiltural population, and complementary and alternative health services.

"The FNLC is comprised of representatives from the First Nations Summit, Union of BC Indian Chiefs, and

Assembly of Fist Nations BC Region.

8Aboriginal scholar Willie Ermine describes ethic space
with different backgrounds, worldviews, and knowledge systems engage in dialogue about our common humanity

and acquie understandings of mutual concern (Kaglyrth and Smylie, 2006).
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Following the summit, the BC Ministry of Health and the FNLC releasedrdmesformative
Change AccordFirst Nations Health PlanPreceded by a November 2006 Memorandum of
Understanding bateenBC First Nations and the federal and provincial government)¢laéth
plancontained 29 action items in four key areas (governance, relationships and accountability;
health promotion/disease injury prevention; health services; and performancegiyaakin

improve Aboriginal health status and health care information by 2015 (BC Ministry of ealth
First Nations Leadership Counc006). In June 2007, thanwas ratified by the government

of Canada, the province of British Columbia, and the FirsiobNa Leadership Council in a

trilateral agreement (BC Ministry of Heall,anad a6 s Ne wlur@ aly 2007h ment

Aboriginal ActNow BC

In the spring of 2006, the National Collaborating Centre for Aboriginal Health received a six
million dollar grant under its BC Initiatives strearfrom the Provincial Government to
implement an Aboriginal (First Nations, Métis, amtdan Aboriginal) counterpart of thctNow
BC chronic disease prevention strategiporiginal ActNow BGs 1 of 29 action items identifie

in theTransformative Change Accord: First Nations Health Pdaual states that:

Aithe Minister of State for ActNow BC will
and the First Nations Health Council, the National Collaborating Centre for

Aboriginal Healthand health authorities to lead the development of a First
Nations/Aboriginal specific ActNow BC progm. Action will include providing

additional training to increase the number of fANations community based

workerstrained in chronic disease preventioom 140 to 300 over 3 years and

the development of an Aboriginal ActNow BC strategy focused on better nutrition

and increased physical activity, particularly among First Nations children (BC

Ministry of Health& First Nations Leadership Counc#p0§ 7).

Working in partnership with the First Nations Health Council (FNHC), Métis Nation BC

(MNBC), and the BC Association of Aboriginal Friendship Centres (BCAAFC), BC Initiatives

for Aboriginal Health is supporting the implementatiorAbioriginal ActNowprgjects in First
Nations, Métis, and urban Aboriginal communiti€eese projects are guided by Technical
Working Groups (TWG) with representatives from each member organization and by an
overarching evaluation framework which seeks to answer two primasyigug 1) How do
individuals catalyze community transformation in health promotion, and 2) How do communities
catalyze individual transformation?

While it is clear that progress has been madebioriginal health irBC, there is still a long road
ahead bus and much learning to be dofi&e next section provides a review of the principles
andapplication of best practice in health promotion, and rapegifically, whatvorks best in an
Aboriginal context.

11



Best Practice in Health Promotion

Aswithanynew fi el d, there is natwurally Ilittle con
promotion practicé a concept typically referred to as best practiteWestern health research,
best practice i s defined as tiondahdeassecated atitudes et s

which are most likely to achieve health promotion goals in a given situation, and which are
consistent with the values of h,pdalHistorically,o mot i o
best practices have been determitiedugh a topdown, expert driven process rooted in the

medical model. Medical experts would, for example, label a tobacco cessation intervention as a
best practice if a significant number of randomized clinical trials (RCTs) demonstrated its
effectivenessOrganizations such as the Canadian Task Force on the Periodic Examination, the
Cochrane Collaboration, and the U.S. Preventative Task Force have been key players in shaping
this process (Green, 2001). However, recent trends toward community engageiment an
participatoryaction research have led to a more grassroots approach that is inclusive of other
knowledges and practices outside of the medical model. As a result, traditional knowledge and
local experts have achieved greater prominence in health poommeiearch and practice.

The Problems of Best Practice

According to Green (2001), one of the biggest challenges in the identification, dissemination and

i mpl ementation of best pr adatoi e piobn olre & lhteh gmrpo
whatwek now wor ks and what wWwedagtpalbytte. reEbeal 6k
interrelated factors including: inadequate infrastructure and systems organization to support
knowledge translation between researchers, practitioners, and-paliars; laclof feedback

and incentives to use evideAgoased practices; limited time and resources of practitioners; the
underlying logic and assumptions regarding the efficacy and effectiveness of research trials; and
insufficient training (Glasgow, Lichtenstein, Marcus, 2003). Nutbeam (1998) offers several
strategies taodrigdhgpe itnlted udk mgw | mproving comm
researchers, health managers and practitioners; directing research and auditing results by

providing incentives to resezhers so that findings are translated into practice; and improving
practitioner education and training in the appraisal of evidence, implementation and program
evaluation.

Another key challenge is the applicability or transferability of health prombgshpractices to
disparate populations, settings or occasions. From a health determinants standpoint in which
gender, culture, socieconomic status, education, and environment are recognized as critical
factors of health status and behaviour, thenatidn a 6éone si ze fits all 6
problematic. Indeed, while the overall health of the affluent, educated and imedikiated

segments of society may benefit from health promoting programs and services, positive health
out comes f onderséneet populatiorks @an actuallydecrease (Green, 2001; Marmot,
2005; Adelson, 2005; Garcia, 2006). To ensure health promotion programs and related materials
are relevant across cultures and socioeconomic spectrums, targeted and/or tailored approaches
that take into account individual characteristics as well as those shared by a group or related
subgroup are required (Kreuter, Lukwago, Bucholtz, Clark & Saxnitesmpson, 2002).

° Also referred to as better practice, promising practice, wise practice, and informed practice

12



Principles of Best Practice

In October 1997front-line health promotion practitioners, evaluators, university faculty,

and provincial and federal government representatives came together to form a Best
Practices Work Grouppat t he University of Torontobds Centr
Goodstadt, 1998). Focuspdmarily o n the benefits and risks of a best practices approach,

the identification of best practices, the factors that shape health promotion best practices,

and the challenges of operationalizing best practices, the Best Practice Work Group

identified seven key pinciples underlying health promotion best practice including:

1. Core values (e.g. equity, empowerment, social connectivity, optimal health for all) to
guide health promotion practice;
2. Core processes (methods, goals, objectives, and outcomes) that artemiowgis core
values;
3. Current and new knowledge on the appropriateness and effectiveness of health promotion
interventions, tools, and evaluation;
4. Effective use of available human resources (e.g. skills, competencies, commitment),
community resources (e.gommunity capacity and experience, community support),
financial resources (e.g. private sector funders, public sector sources), time, and experts
in health promotion (e.g. professionals, practitioners, researchers);
A theoretical understanding of Hémaand its determinants;
Sensitivity to issues of power and striving to increase shared power; and
Sensitivity to diversity in all its forms (e.g. people, ideas, cultures, language, gender)
(Kahan & Goodstadt, 1998).

N oo

Health promotion advocates and stakdlrs from across New South Wales (NSW) convened a
similar meeting in Sydney, Australia in October 2002 to identify a set of principles for better
practice specific to Aboriginal health promotion. Although focused on NSW Aboriginal
communities, the ninermciples known as th8ydney Consensus Statenaettransferable in
many respects to other Aboriginal groups and contexts. The principles state that:

1. Aboriginal health promotion should acknowledge Aboriginal cultural influences and the
historical, socih and cultural context of communities;

2. Aboriginal health promotion practice should be based on available evidence;

3. Effective Aboriginal health promotion practice means building the capacities of the
community, government, services systems, organizatiohshee workforce, ensuring
equitable resource allocation, cultural security and respect in the workplace;

4. Aboriginal health promotion should ensure ongoing community involvement and
consultation;

5. The practical application of Aboriginal seleterminatiorprinciples is fundamental in all
Aboriginal health promotion planning;

6. Aboriginal health promotion adheres to the wholistic definition of health and
acknowledges that primary health care in Aboriginal communities incorporates
Aboriginal health promotion;

7. The establishment of effective partnerships is required to address many of the
determinants of health;

13



8. Aboriginal health promotion should demonstrate transparency of operations and
accountability; and

9. Aboriginal health promotion programs should aim to kstasnable and transferable.
(NSW, 2002)

With these principles in mind, the next section will provide an overview of what practices work
best in an Aboriginal context, with examples from international, national and provincial
literature.

Best Practicesm Aboriginal Health Promotion

Al 't hough there are clearly no 6équick fixesd o
Aboriginal health gap, there are several factors that increase program success and overall health
outcomes. In general, it can bgaed thatvholistic communitybased culturally appropriate
andstrengthbasedhealth promotion programs and resourceslthddt capacityandaddress

social determinants of healtire more successful in an Aboriginal context. These qualities are

also crtical to program evaluation and effective knowledge translation. For organizational
purposes, these are discussed in distinct categories; however, it should be noted thantiiey are
mutually exclusiveRather, many of the Aboriginal health promotion pamgs reviewed in this

report possessed one, some, or all of the following qualities or characteristics. As noted earlier,
this literature synthesis is limited by the fact that many Aboriggpakific health promotion

initiatives are either not documentednot published. Moreover, many of these accounts are not
written by Aboriginal people themselves, but are instead written byAboniginal academics

who have participated in these programs.

x  Wholistic Approaches

Although the concept of wholistirealth occupies a central position in Aboriginal health

discourse (RCAP, 1996; BC Ministry of Healttealth and Wellbeing2001; AFN, 2007), a

single or definitive explanation of the concept and methods to engage it in health policy and

practice are difftult to find (Lock, 2007). At the most basic level of analysis, wholism is the

notion that everything is related by virtue of shared origins. From this perspective, health is not

just the absence of illness or a set of statistics and measurements,gyisibal spiritual,

emotiona) andsocialwellbeing of the individual, family, and community (Cargo, Peterson,

Levesque & McCaulay, 2007; BC Ministry of Healttealth and Wellbeing20@2). In North

America, the Medicine Wheel is sometimes used as a dyfibalance and interdependence

bet ween these domains and across oneob6s | ifesp
this framework, spirituality is Athe part of
either animate or inanimassd the sense of inner awareness and unity that comes with this

(Cargoet al, 2007 p. 89. Emotionality is the part of the self that touches all other things
through feeling. The physical di mension of he
nut ures the body and the environment, o whil e t
relations that one has through their interactions with others in the greater circles or networks of
relationship of whichtheyareapart i ncl udi ng f alynécommmunity,@endthe nded f ¢
natural world (Carget al, 2007, p. 89.
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Figure 1:Medicine Wheellmage from
Tina Fraser

There are many benefits to adopting a wholistic approach in Aboriginal health promotion
practice. First, situating programs and resources within this worldview acknowledges and
promoteghe use of traditional knowledge and healing practices in Aboriginal health and
wellbeing (AFN, 2007). An understanding and appreciation of these practices can also help to
bridge the gap between indigenous and scientific knowledge paradigms. Secontisticwh
approach is better situated to address health determinants such &sceaocimic status or
environmental contaminants because it recogni
of these relationships at the individual, family and comnydeitel (NCCAH, 2007; AFN 2007,

Lock, 2007). Third, adopting a wholistic approach ensures health promotion programs and
resources are more culturally relevant and appropriate for Aboriginal audiences (McLennan and
Khavarpour, 2004). Finally, a wholistic wdview that is inclusive and respectful of Aboriginal
knowledge, traditional practices, and beliefs about health anebeiely facilitates cultural
awareness, cultural safety and culturally competent care (Hunter, Logan, Goulet & Barton,
2006).

x Communiy-Based Approaches

As aprocess that enables people to increase control over the determinants of health and thereby
improve their health and wellbeinig,e al t h pr omot i on | @rtoipeome it s o met h
isdonewithpeopl e 0 ( Nupt2§.dlemarticifa®y 8nd collaborative nature of health
promotion makes communities an important venue for practice. Engaging community at all

levels of practicé setting priorities, strategic planning, decisimaking, implementation, and

evaluationi is enshrined in the Ottawa Carter for Health Promotion and is a fundamental tenet of
OCAP, or ownership, control, access, and possession for health research involving Aboriginal

people (NAHO, 2007).

Il n the simplest sense, oammogitgpgpgeehers (€1 @R
refer to a group of people living together in one place, a particular place and its inhabitants, or to

a group of people who share particular characteristics or interests such as religion, ethnicity,
occupational stagj or sexual orientation, even though they do not live in the same geographical

area. In other words, a group of individuals may have shared traits or geography without a sense

of community or, alternatively, community can exist based on feelings of stylicethe

absence of shared geography, language, culture or other identifiable shared characteristics

(CI HR, 2007) . I n the context of Aboriginal he
of support mechani sms t halrdsponsibility far theecolleatve and,d i v i d
reciprocally, the collectiveds conlern for th
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Community can also encompass relationships in a broader sense, including relationships of

human, ecological, and spiritualigins. Aboriginal communities are not homogenous. Each

community has a distinct political, legal and cultural governance structure that supports their
legitimacy, jurisdictional and decisianaking authority on a broad spectrum of issues (CIHR,
2007).His ori cally, Aboriginal communities have be
from their original homel ands and may constit
2007 p. 19. Such communities may, or may not, maintain significant contattigheir
families/communities in their original homelands which are in many cases rural, remote or

isolated (i.e. flyin or winter road access only).

There are numerous benefits to commubiged Aboriginal health promotion. First, programs
andresouces created Oby the people, for the peopl
over the health promotion process and related health outcomes (Reading, Ritchie, Victor &

Wil son, 2005; Wallerstein, 1992; 20@ién) . Empow
process that promotes participation of people, organizations, and communities towards the goals

of increased individual and community control, political efficacy, improved quality of
community |ife, and soci al ndinddalthpreniotions t her ef
practice (Voyle and Simmons, 1998 1038. Second, communitpased programs are more

effective at addressing commungpecific health needs and barriers (Wallerstein and Duran,

2006; Potvin, Cargo, McComber, Delormier & Macau2§03). Indeed, by using local

knowledge, practices, and solutions, communities are able to capitalize on and in many cases
enhance community capacity and readiness (i.e. infrastructure, human or organizational

resources, and financial resources) in hgaitmotion practice. Third, communibased

programs contribute to loAgrm program sustainability because community members,

champions and leaders are actively engaged and invested in the program. Sustaanabéity
Aextent to whi c mesambedsed orgntegratad atmthd noronal operations of

an organization orcommunjty hel ps t o ensure health promotio
barriers such as fundingcutsorpolgyh i ft s are mitigated (O6Loughl
Sanchez Gomez& Paradis, 1998p. 703.

Il n Al mpl ementing Empowering Health Promoti on
Di stinct Communit i e setal (2008 @escrib€é a suecessfyl aommuaity d i n g
based approach to sports and recreation initiatore&boriginal children and youth aged six to
thirteen. Working in conjunction with the Executive Board of the Aboriginal Sports and

Recreation Association (ASRA) in the rural/remote communities of Bella Bella (Waglisla) and

the Ittatsoo (Ucluelet Eastgsearchers began by enlisting participants from each community to
determine community needs and ethical protocols (Reading, et al. 2005). Next, a community
member was identified in each community to champion the program, and community health and
wellness ommittees were established at each site to ensure the programs were developed,
delivered, and evaluated in a commuyspecific and culturally sensitive way. Over the next

three years, researchers and community members learned a great deal aboutrighrriers a
facilitators of success. Common barriers experienced by both communities included: Jow self
esteem; no male volunteers; few role models; a lack of encouragement, consistency and
motivation; and issues around exclusion and addiction (Reatleig2005) A number of

valuable lessons were also learned in the process including: the importance of identity, family,

and community (human, fiscal and infrastructure) dynamics to program success; the critical role
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of parents and/or guardians in program implententaand maintenance; the value of training in
community capacitypuilding; and the importance of OCAP (ownership, control, access, and
possession) in health promotion practice (Reading et ab)200

Si mmons and Voyl eds ( 2t®@Re&h, HighRiskdPgpulation® Pilatmdri ng H
a Health Promotion and Diabetes Disease Prevention Programme on an Urban Marae in New
Zeal and, 0 i s anot h-based bealth prgroteon patcticec Thendoutm i t vy
Auckland Diabetes Project (SADP) was initiated 894 to pilot innovative, usdriendly,
marae-basedcommunal gathering areapproaches in diabetes awareness, detection, support,

and treatment for South A%SADPIreseardhrs beganlbbyan Maor
establishing a partnership with tidhaiora Maragmeaningn search of better thingg)hich is

one of two marae in Otara, South Auckland. For Maori, the marae has been a central communal
meeting place and hub of everyday life and culture since traditional times. The marae is not just a
phys c a | meeting space, rather it Aembraces a hi
symbolize the essence of Maori health aspirat
place to stand), a sense of belonging or identity and where Maori valliesaland health
practices are reaffir,ppedbds). JANRrascaachesshedrneBa mar e,
number of important lessons in the process of conducting comrhasgd, participatory

research with the marae. First, by working closely with manambers, researchers gained an
understanding and appreciation for the linkage between Te Whenua (land), Te Reo (language),

and Whanaungatanga (extended family) in Maori culture and health. Second, by utilizing

existing social and cultural networks assbed with the marae, the program created a supportive
environment for culturally appropriate health promotion service delivery. Third, the program
generated longerm healthy eatingndactive living in the community. For example, although

funding ended 1996, the marae continued to support the diabetes progsanell as other

health initiativest hr ough subsequent funding, including
mar ae 0 decl ar-danding sessions,amdla tayeriniy progem to supphydt/high

fibre food (Simmons and Voyle, 2003).

x  Culturally Appropriate Approaches
Culture is a dynamic and adaptive system of meaning that is learned, shared, and transmitted

from one generation to the next (Kreu8eMcClure, 2004). It is reflectechithe values, norms,
practices, symbols, ways of life, and other social regularities of a given population and, as such,

i's i nextricably Ilinked to an individual or gr
illness. Although the connection betweariture, healtkrelated behavior, and the uptake and
acceptance of health promoting programs and messagingikwe wn, t her e are f e

appropriated progr ams etal 1994pandeuven fewes ex@anatians o b | e
themethod®er r ati onale used to achieve appropriate
than assessedo in the design and i mplementat:.
(Kreuteret al, 2002). For example, race and ethnicity are frequently usedxgspfor culture

despite the fact that they are only one variable among many that constitute any given cultural

group or subgroup.

% Maori experience a higher prevalence of type 2 diabetes and related risk factors thdaanpincluding low
diabetes awareness, overweight and obesity, wnilzation of primary care services, higher rates of smoking,
poor glucose control, and earlier age at diagnosis
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According to Kreuteet al (2002), there are five common, interrelated strategies for enhancing
cultural appropriateness mainstream health promotion programs and related materials. Each
strategy involves a type of cultural targetin
defined population subgroup that takes into account characteristics shared by the pubgto

me mber s, 0 d)Pdripheral stlategietha seek to give programs or materials the
appearance of cultural appropriateness by packaging them in ways likely to appeal to a given
group including using certain colors, images, fonts, or dedlagditle (e.g. using the image or
colors of the medicine wheel in a health brochu2gEvidential strategieghat seek to enhance

the perceived relevance of a health issue for a given group by presenting evidence of its impact
on that group (e.g. stresg higher rates of diabetes in Aboriginal peoples compared to the non
Aboriginal population)3) Linguistic strategieshat seek to make health promotion programs and
materials more accessible by providing them in the dominant or native language afe¢he ta

group (e.g. translation of health materials posters into Inuktitut or CPg€pnstituerdinvolving
strategieghat draw directly on the experience of members of the target group (e.g. hiring staff
members who are indigenous to the target populatéord5) Sociecultural strategieghat

frame healthrelated issues in the context of the broader social and/or cultural values and
characteristics of the intended audience (e.g. incorporating spirituality or wholistic views of
health into programs or netals)(Kreuteret al, 2002, pp. 133.36)

There are numerous examples of mainstream pro
Aboriginal audiences, particularly in Canada. The Heart and stroke Foundation of BC and

Yukon, for example, adapted thieartSmart Kids 46 program for Aboriginal youth by
incorporating the fcultural valueso of BCbds A
and smokdree living program (ww2.heartandstroke.ca). In 2007, Health Canada also released
itsfirsteve Canadao6s Radoced forGitst Nétns, Inuit and Métis people across

Canada. The Aboriginapecific food guide differs from the mainstream guide in that it provides
examples of traditional foods and explains how these can be used in combaititistore

bought foods for a healthy eating pattern (Health Canada, 2007). Similar Abesigeauic
tailoring is also being consi der &€#&atzmarzyk, Canad a
2007). Although cultural targeting or tailoring techniquaa be used to help enhance or adapt
mainstream programs and resources, it does not guarantee they will be considered culturally
appropriate by the target population. Directly involving communities in health promotion

planning, decisiormaking, implement#on, and evaluation is one way to ensure that programs

and resources match community needs, values, goals, protocols, and worldview.

I n the a+Tteildliemgil StAaarsy r al i an I ndigenous Womeno
(Brocket al, 1999) it is desibed how Koori Elders from several urban Aboriginal communities

in Sydney, Australia collaborated with Aboriginal academics to develop a culturally appropriate

health promotion video on cervical screening and coronary heart disease prevention. Using the
Koor i CPeintiples anal #rocedures for the Conduct of Reseasch guideline for

research processes and outcomes, the project aimed to: encourage a healthy lifestyle in the
communities, increase Aboriginal mpavenends awar
utilization of available screening services by Aboriginal women, and use the model generated in

the study to raise health awareness of Aboriginal women elsewhere in Australia. Initial focus

groups held with Koori Elders determined the nature aadesof the project, including the
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importance of storyelling in the communication and dissemination of traditional and

contemporary health information and in reinforcing Koori cultural beliefs and appropriate

behaviour (Broclet al, 1999). The video, clald Bullan Ngununggul& Women Belonging to

Here f eatured the personal stories of | ocal E I
businessd6 such as female sexual and reproduct
health and illness in relatn to colonization, land, language, indigeneity, and extended family
relationships, particularly between auntie/niesedgrandmother/granddaughter. Involving the

local Koori Elders and community members in the project from its conception to its completio
ensured Koori health needs were targeted in a culturally appropriate and respectful manner. Most

i mportantly, the methodol ogy and process used
empower ment , and ultimately a r 8rockétalrl@98)ment o

| n A A C oBased RPublit ealth Initiative Integrating a Traditional War Canoe Culture
within Todaybés Contemporary Lifestyles: The C
the Lummi Nation, a Northwest Coast Salish Trfitmen Washington State, implemented a
health promotion program based on war canoe
together the human existence, 0 the Lummi |l ook
ancient connections to thand, water, and sky to develop the C.E.D.A.R. project (Oreiro, 1995).
Funded through the W. K. KBasedl Publig Hekltb ninatvat i on 6 s
(CBPHI), the project was aimed at Lummi youth and centred on the annual water festival at the
Stommsh Grounds. It was supported by aithe site coordinator and a strong network of

community organizations and existing resources including the local health clinic and school. The
project began with the purchase of a brand nexpetr$on canoe and yellovedar paddles from

Canadian master carver Roy Edwards, as well as a repair fund for the restoration of older canoes
and paddles. Fitness equipment for a new outdoor basketball court was also purchased, along

with video tapes about canoeing andhlirtswi h t he sl ogan 6 ChioWase a He
Canoe Racing.6 The project also sponsored con
funds for canoe racers, information booths at various community events, and the widespread
distributonofasr vey on 6What health means to you?6 i
wellness training programs at the community level (Oreiro, 1995).

-

x StrengthBased Approaches

In the past, health promotion programs and resources concentrated almost exclusively on

modi fying 6lifestyled issues and/ or the negat.i
Although the social, cultural, environmental, political, and economic determinants of health have

been increasingly recognized as important factors in attagood health, this discourse is

similarly focused on problems, vulnerabilities, and deficits at the individual, community or
organizational level. A strengiiiased approach to health, by contrast, focuses on what is strong

not what is wrong. In other wosdit emphasizes solutions, strengths, resources, resiliency,
relationships, and capacityto transform and changegardless of risks (Hammond, 200k

the context of communith ased heal th promotion, strength ceé
which pe@le provide personal support for one another through bonds of family or friendship, as

well as the extent to which people engage in wider networks, ideally crossing boundaries of age,
gender, ethnicity, religi oBgnd&Hunti2@G4p.21§.Ass, an
strengthbased approach is particularly useful to Aboriginal health promotion practice because
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Aboriginal people and their communities are often stereotyped as unhealthy, dysfunctional and
hopeless (Brought al, 2004).

| n dnginthe City: Towardsa Strenggha s ed Approach i n Indigenous
Broughet al (2004) describe five key community strengths gleaned from-ti@pth interviews

and 20 focus groups with a cresaction of Indigenous community members arghnizations

from Brisbane, Logan, and Ipswich in Queensland, Australia. First and foremost, community
members identified immediate and extended family networks as an important strength and a
constant source of support. Rural participants felt, for exantipht they could always count on

family for a place to stay or food to eat if they were in an urban centre to access hospital services
(Broughet al, 2004). Second, participants believed a strong commitment to community was
important because it represed shared responsibility and a sense of community identity.
Neighbourhood networks were also recognized as a chief strength, particularly for Aboriginal

people living in lower soci@conomic locations. Third, community members named community
organizatios and the services they provided as strength and as a symbol of achievement. Lastly,
community events such as performing arts festivals, weddings or sporting events were
acknowledged as a source of community strength, solidarity and pride (Brbalgi2004).

Although Broughet al. do not propose a formulaic process for linking community strengths to
action, they suggest it is a valwuable approac
type of community engagadhéempg tlkai vwili ksl ead i

Il n AOQur Games Our Health: A Cultural Asset fo
Parkeret al. (2006) describe a communibased health promotion initiative to introduce

traditional indigenous games into schools and commugndups in two geographically distant

indigenous communities (Cherbow8gStradbroke) in Queensland, Australia. Established in

partnership with the Queensland University of Technology (QUT), the project waartaged

by a community forum comprised of blembers from each community who met alternately in
eachcommunity To ensure that the health promotion programs were appropriate for the
communities involved, two 6asset auditd works
priorities, values, needs, strehgtresources and barriers. For example, a lack of trained

individuals was identified by community members as a key barrier at the outset. As a result, train

the trainer workshops were held to transfer skills to community leaders and to engage regional
Indigenous sport and recreation officers (Paskeaal, 2006). The workshops were also used to

identify the target population, project goals, and level of interest. Petrkéidentified three

key principles from this experience that are critical to imjprg Aboriginal health and ensuring

its cultural appropriateness: 1) community control is required from the outset in all aspects of
planning, implementation, decisimaking, and evaluation; 2) cultural exchange between

participants is required to enricapacity, extend networkand enhance outcomes; and 3)

adopting a strengtbased approach grounded in a positive Indigenous health promotion

paradigm is essential (Parleadral.,2006). By adopting a culturally appropriate, wholistic

approach thatconcer at ed on the communitiesdé cultural K
games our healthdé program contributed to more

2C



x Capacity Building

Although capacity building means different things to different peoplembsst often described

in health promotion |literature as fAenhancing

community to address their health issues and

knowledge, skill sets, participation, leadershipanduesac e s 06 ( Ont ari o Prevent
Clearinghouse, 200».) . Devel oped -théoaghgnrnasboobobobm proc
buil ding includes fAcreating partnerships with
ongoing, trust i ngdaptable, dexibleo mushi i npesnos itohnaatl aarned fr o
| ocal contexts with | ocal peop]lpeActodingtar i o Pr

Salsberget al (2007), capacity has both objective and environmental components. Building
objective capaty means providing community members with the tools, skills, and knowledge to
tackle current and future health issues. Building environmental capacity, on the other hand,
fosters and maintains the infrastructures and environments in which these objectsfast.
Capacity building contributes to health promotion program effectiveness and sustainability in
several ways including: expanded citizen participation, expanded leadership base, strengthened
individual skills, shared vision and goals, strongeatrehships and social supports,

collaborative skills, improved resource use and mobilization, and empowerment (Hawe, Noort,
King & Jordens, 1997; Chin& DeBruyn, 2006; Ontario Prevention Clearinghouse, 2002).

Although various expressions of communitpaseity building have been successfully

incorporated into many Aboriginal health promotion programs, CamaieBruyn (2006) argue

that the strategies are fibased on i mported We
epistemologies and indigenous waykaf o w i(pn 598 Mainstream capacity building

models, for example, habitually fail to recognize the importance of history, culture, language,

identity, geography, and sovereignty to Aboriginal people, which affects health promotion

priorities, goals, atvities and expected outcomes at the community level. Chino and DeBruyn

of fer several key considerations for the deve
including: the need for an orientation towards local health issues which often overwhigda lim

staff and resources; the time needed to fully establish and integrate the ehpidtiyg process

such as building trust, effective communication skills, and inclusive working relatisnahip

the need for a participatory process where mutuahilegis taking place without the potential

for abuses and exploitation. Using the Community Involvement to Renew Commitment,

Leadership and Effectiveness (CIRCLE) process as an example, Chino and DeBruyn argue that
indigenous capacity building evolves wuf simple steps from building relationships (belonging,

open communication, identifying common ground and common goals) and building skills
(interpersonal and practical), to working together (interdependence, problem solving rooted in
community traditionsand promoting commitment (responsibility, reciprocity, generational

teaching and learning).

| n QA TBeteeen Reople: Participation of Community Health Representatives in Diabetes

Prevention and Care in Amer i canSatlenietdjBard, and Al
Valdez, Hosey & Eagle Shield (2002) describe the benefits of capacity building with community
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health representatives (CHRS)CHRs are community members who work almost exclusively in
community settings andenwdmnungyeesideats aandthedeakhb r i d g e
care delivery system. CHRs provide a number of services at the community level, including:
early intervention and case finding services; promoting access for community members to and
from health services; supportingetdelivery and continuity of health care and culturally relevant
health education; providing informal counselling and social support; advocating for individual
and community needs; and mobilizing community resources to address health issues (Satterfield
etal, 2002;Hammond 2006; Love, Gardener, Legion, 1997). Satterfedldl (2002) argue that
regular, certifiable training in areas such as chronic disease management, mental health,
addictions, suicide prevention, maternal and child health, nutritioenfiag, communicable

diseases, and other health fields is effective in building capacity at the individual and community
level. Moreover, using CHRs in health intervention programs has been shown to improve health
care access and health outcomes whilacied) health care costs.

The Honour Your Health Challenge (HYH@)ain the traineddmodel has also proved to be
extremely effective in building capacity and leadership skills for Aboriginal people engaged in
locaktlevel health promotion and tobacco retion projects in British Columbia. Developed
through the BC Aboriginal Tobacco Strategy,
retain knowledge, or the potenti alBCiMmistrygr owt
of Health Services, Ab@inal Health Division, 2004, p.)9The underlying premise of HYHC is

that to make changes you need to build capacity first through education and awareness and the
development of leadership skills and sahfidence (Mactier and van der Woerd, 2003) HLY

hosts an annual threfay training workshop for new and returning project coordinators in

several health promotion program areas, including traditional and sacred uses of tobacco,
tobacco misuse, wholistic healing, stages of change, physical activitgiom, health literacy,
knowledge translation, and group facilitation (www.honouringourhealth.ca). At the end of the
training session, participants are eligible for a $1000.00 grant to implement a health promotion
project in their community. An evaluati of HYHC in 2003 indicated high levels of community
participation and satisfaction, with many participants citing an increase dknesiiedge

(increased awareness of their own skills and abilities)cselfidence, and leadership skills

(Mactier and an der Woerd, 2003).

H
h

x Addressing Social Determinants of Health

Health follows a distinct social gradieinthe higher the social position, the better thdthea

(Marmot and Wilkinson, 2006; WHO, 1998). The social gradient phenomenon sheds light on the
prevalence of botthealth disparitiegthose indicators of a relative disproportionate burden of

disease on a particular population) &ealth inequitiegthe underlying causes of disparities,

many of which are outside of the typical domain of health) wiilnith between countries

(Marmot and Wilkinson, 2006; Adelson, 2005). Irrespective of the indicator used, Indigenous
people globally are fAibehind everyone, everywh
health services (Stephens, Nettleton, Portellj3/& Clark, 2005; IDRC, 2005). First Nations,

Inuit, and Métis people in Canada bear a disproportionate burden of illness compared te the non

™ Also known as community health aide, community wellness workensgemity health worker, or lay health
worker among other titles.
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Aboriginal population (Health Canada, 2005). These disparities are rooted in their collective
history of colonalist and paternalistic wardship and discrimination, as well as systemic
inequities related to income, education, employment, models of governance, housing, social
supports, culture, and environment (Newbold, 1998; Adelson, 2005).

For health promotion pctice to be truly effective in an Aboriginal context, practitioners and
policy-makers must be knowledgeable of social determinants and work to develop strategies to
mitigate barriers stemming from these determinants. A review of the literature suggyestisea

of common and/or shared barriers to healthy eating and active living in Aboriginal communities.
For example, a 2006 study on obesity prevention among American Indian school children found
that a lack of facilities, equipment, and persons traingéhysical education posed significant
challenges to active living programs (Pathways, 2006). Similar barriers were identified in a 2004
study by the National Aboriginal Association of Friendship Centre (NAFC) targeting urban
youth, along with a host of othebstacles such as transportation, personal funding, program
cost, motivation, and an understanding of the benefits of healthy lifestyles (NAFC, 2004).
Addressing these barriers requires innovation at the program design and implementation level.
For exampe, transportation and access problems can be eased by actively searching out funding
for transport, encouraging people to walk, using community volunteers to facilitate transport,
piggy-backing on existing transportation systems, and developing prognatrdotnot require a
central location or a common time for people to meet (NIICHRO, 2006). To circumvent staff
shortages, program leaders can collaborate with existing health staff (i.e. a community nurse),
engage volunteers, develop programs that redgssesupport staff, and actively seek out

funding to hire additional staff. Similar strategies can also be used to address inadequate
facilities/resources and equipment, including seeking ekinid contributions from

organizations and agencies (i.e. logtares), sharing existing resources (i.e. letting adults use the
school gymnasium at night), and community fund raising (NIICHRO, 2006).

Evaluationin Health Promotion

Evaluation is critical component of the health promotion cycle. It is used to fluelgeiccess of

a program in relation to its defined objectives and to improve program quality and sustainability
through feedback (LaFrance, 2004). There are a wide range of approaches to evaluation used in
health promotion from highly structured, methtmdyy-driven evaluations to less rigidly

structured, highly participative forms of research and evaluation (Nutbeam, 1998). As a process,
evaluation is confronted by four key challenges: 1) using research evidence more systematically
in the planning of actities (i.e. what are the best practices for the intervention); 2) improving

the definition and measurement of outcomes (i.e. what is the objective of the program), 3)
adopting appropriate evaluation intensity (i.e. not all programs need to be evaluhtedaahe

level), and 4) adopting appropriate evaluation defigirrance, 2004)Of these, evaluation

design is perhaps the most important to Aboriginal health promotion practice.

I n ACul turally Competent Eval uauggestsihatiwhile | ndi an
evaluation is based on a Western medical model, it can help bridge the gap between scientific

and indigenous knowledge paradigms by integrating indigenous ways of knowing and

knowledge creatiomto the evaluation process. According @Htance, an indigenous

evaluation framework must be trdsdsed, not evidendegased, to achieve validity and reliability
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at the community level. The principles of respect, reciprocity and relationship are equally

important to the evaluation process, particar | y when evaluators O0ext el
involved (LaFrance, 2004). Ideally, indigenous people should evaluate their own programs,
determine their own evalwuation processes, and
framing of place, cmmunity, values, and cultub¢LaFrance, 2004). In a select review of

Australian indigenous health promotion evaluations, Mikhailovich, Morrison & Arabena (2007)
similarly argue for communitgriven, participatory evaluation processes that involve Eldets a
Aboriginal health workers, and adhere to community protocols and ethical guidelines. Noting

that some of the biggest challenges to effective evaluation practice are inadequate time and
resources, Mi khail ovich et a&éxpectatibns af whatcandenme n d
evaluated f@ds the outseto

Knowledge Translation

Knowledge translation (KT) is a relatively new term used to describe the interactive and iterative
process of transforming knotridgethgleowl ot gapé e . H
bet ween 06t wo kmowledgeypnodudeis esdarchers) and knowledge users
(decisionmakers, practitioners, the general publi¢§T has become a national and international
population and public health priority over the ldstade (Grahanet al, 2006). Although KT

has been defined by various authors in a range of contexts, the Canadian Institutes of Health
Researchodos definition is frequently used. CIH
ethically sound applicatioof knowledge within a complex set of interactions among researchers

and user s o,p.(6CnH dthBr,wordsOKT 6ncompasses all the steps between the

creation of new knowledge and its application to yield beneficial outcomes for society. For
Aboriginal peopl es, however, KT is not just about
rooted in the western scientific paradigm. It also encompasses indigenous knowledge, knowledge
holders, and the cultural practices and protocols that support its tesi@mfrom one generation

to the next. M®tis physician, Janet Smylie, d
culturally relevant and useful health information and practices to improve health status, policy,
services, and p®epdgamMore! BHR@G| y2@ut, it is 0
about 1 iving aMydghaoddSmylie, 20660.29 Kap !l an

Aboriginal knowledge translation in the field of public health is fraught with challenges. First
and foremost, there is a lack obériginal specific health data. A recent study of 254 Medline
journal articles from 1992001 found that the majority of Canadian articles do not reflect the
demographic composition of Aboriginal people in Canada, with a severe rapiesentation of
Métis, urban Aboriginal people, efeserve First Nations, as well as an esgpresentation of

Inuit (Young, 2003). Children and women were shown to have received less attention
proportionally to their share of the problem, while specific communities anahiegiere over
represented. Similar biases are also evident in topics studied. For example, of the 254 articles
reviewed, 174 dealt with health determinants, 173 with health status, 75 with health care, but
only 8 dealt with injury which is a significantuse of death among Aboriginal populations

(Young, 2003; AFN, 2007). Second, misunderstandings are common when two worldviews and
knowl edge systems meet. Maor i schol ar Mason D
cannot be verified by scientific critarnor can science be adequately assessed according to the
tenets of indigenous knowledge. Each is built on distinctive philosophies, methodologies, and
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criteri ao,p. (188 iniorder forbdihOkdowledge systems to be valued and validated,
Indgenous scholar Wil lie Ermine has argued that
common humanityo i n &aVvyrthane Brhyliec2806). spaceo ( Kapl a

I n AKnowl edge Exchange as a Vehicle to | mprov
Rikhy, Jack Campbell & Tough (2007) outline a set of principles and strategies for successful
knowledge translation, including cultural appropriateness (respect for diversity and
distinctiveness), the inclusion of Elders, an awareness of historical antecedesxsautipie, the
impact of residential schools), empowerment (equality and partnerships), respect for indigenous
knowledge, crossultural communication (research literacy and inclusion of Aboriginal
languages), and loAgrm commitment (relationships). Strgiees to facilitate the process of

putting knowledge into practice include taking a participatory action research approach (sharing
knowledges from project conception to evaluation), emphasizing visual/oral strategies, using
varied forms of media, and inqmrating innovative communication practices in knowledge
exchange such as community gatherings, talking circles, and storytelling (Rikhy et al., 2007).
Effective health communication is also critical to the KT process and requires special emphasis.

Heath Communication

In the context of health promotion, communication is tool to enhance or promote health in a
well-defined audience through education and awareness, persuasion, and motivation. Effective
communication requires a good understanding ofatget audience, as well as their
communication needs, references and values. The diversity and distinctiveness of First Nations,
Métis, and urban Aboriginal populations in BC presents an obvious challenge in health
communication; however, there are somgidatrategies that can be effective within and

between these groups. First and foremost, an effective health communication strategy must
address communication barriekske al t h Ca n a d RéachindGQuOABGuidetp or t
Communicating with Aboriginal 8®rs, identified two key communication barriers that are
arguably transferable for other segments of the Aboriginal population: 1) individual barriers such
as isolation, language skills, or physical ailments, and 2) community infrastructure and/or
resoure barriers such as limitations in human and financial resources to effectively deliver
information in a timely fashiofHealth Canada, 1998%everal methods can be used to

circumvent these and other barriers including: examining and using local solusorgsplain
language and alternative forms of communication, using local Aboriginal languages, doing both
follow up and evaluation of communication materials and activities, using local media, providing
information in a variety of ways, and sending odibimation more than once (Health Canada,
1998).

Second, preferred methods for receiving health information should be clearly identified.

Aboriginal seniors involved in thReaching Ouproject identified worebf-mouth information

from friends, family memérs, caregivers, social workers, traditional healers, counselors, home

care workers, and hospital staff as the most popular sources of health infofhheditm

Canada, 1998)n the 2006Y outh Knowledge Needs Assessmesgarch project, led by the

Natiorm| Abori ginal Heal th Organizationds (NAHO)
from a selfadministered survey questionnaire of 430 rural and urban youth between the ages of
thirteen and twentgight (NAHO, 2006). When seeking information relatedhealth issues, the
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survey results indicate that youth turn to the following sources: parents (44.9%), Internet
(16.6%), Elders (14.5%), health centres (6.3%), and peers (5.7%). Other preferred sources
included: spokespersons and role models (34.0%)isgbn advertising (33.7%), and
conferences and workshops (30.9%). Newspapers, magazines, posters, brochures, radio
advertising, Email, and information toolkits were also mentioned by respondents as useful
sources of health information (NAHO, 2006).

Althoughthev out h Knowl e dge fiNdngsdre noArepsesestatineeoinall Frst
Nations youth, some key considerations can be gleaned from the data and may, in some
instances, be transferable to other Aboriginal youth audiefbese include: 1)arents play an
integral role in the transmission of health information to youth and should be actively involved in
health communication processes (NAHO, 20@9}the Internet and spokespersons and role
models (e.g. Elders) are preferred sources otthedbrmation, particularly for older youth, and
should likewise be incorporated into health communication planaimd) 3)technologically

based approaches to health communication are preferred, most notably information accessible
through the Internet a@nWebsites (NAHO, 2006).

Third, effective communication requires the use of multiple media formats and communication
opportunities, including community and cultural events; community bulletin boards in band
administration offices, health centres or othreras where information can be displayed;
community radio; workshops and kitchen table meetings; health clinics or nursing stations where
nurses, doctors, or community health workers can facilitate information dissemination; flyers;
personal visits; Aboginal newspapers and newsletters; Aboriginal television; and video
presentations. Since no one information dissemination strategy will work in every situation and
in every community, the Aboriginal Seniors Information Project report recommended a multi
level communications approach that incorporates a variety of media and methods frtmoHow

or hightech electronic resources to print materials (Health Canada, 1998). Establishing and
maintaining personal contact is also critical to the entire health coroatiom process.

Conclusion

Thefield of Aboriginal health promotion is relatively unexplored in both research and practice
There are, however,tandful of principles and promising practices that can be gleaned from the
existing literature. The primgles for better practice in Aboriginal health promotion put forth in

the Sydney Consensus Statement are notable both for their recognition of the historical, social,
economic, and cultural contexts and complexities of Aboriginal health, as well as tiréaincp

of wholistic worldviews, selfletermination, capacity building and partnerships to achieve health
promotion goals in Aboriginal communities (NSW, 2002). Establishing a set of analogous health
promotion principles f or wald®bebenkflzialtoiallgi nal Act N
participants and could serve as a model for other Aboriginal health initiatives. At the level of
practice, it is c¢clear that there are no Oone
A review of the literature gigests thamixedmethod approaches that avholisticc community

based culturally appropriate andstrengthbasedand thabuild capacityandaddress social
determinants of healtlare arguably more successful in an Aboriginal context.
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PART Il T ENVIRONMENTAL SCAN

The following environmental scan provides a s
Aboriginatspecific health promotion in the international arena, in Canada, and in British
Columbia. Health promotion organizations and entitrediated in alphabetical order.

INTERNATIONAL
x  Australian Indigenous Health Promotion Network

The Australian Indigenous Health Promotion Knowledge Network is dedicated to improving the
health of indigenous Australians through education and professiemalopment, individual and
community mobilization, and advocacy (www.indigenoushealth.med.usyd.edu.au). The network
was founded in 1995 and is composed of representatives from the Australian Centre for Health
Promotion, the University of Sydney, the Naial Heart Foundation, and Aboriginal and Torres
Strait Islander health workers. Since its inception, the netwarkroaided leadership and
participation at national and international mainstream health promotion conferences, collaborated
on the developm# of curriculum for graduate studies in indigenous health promotion, provided
skills development and other training programs for indigenous health workers, and supported
research and evaluation projects across the co(umvw.indigenoushealth.med.usydedu).

x Australian HealthInfoNet

The Australian HealthinfoNet f&an innovative web resource that makes information on
Indigenous health easily accessiatalto helpinform both policy and practice
(www.healthinfonet.ecu.edu.au). Established in 19%hedational Aboriginal and Torres

Strait Islander Health Cé&inghouse, HealthinfoNet iscane stop infeshopwhere published,
unpublished, and specially developed material on Aboriginal health is provided freely to policy
makers, service providers, resgeers, students, and the general public. HealthinfoNet publishes
an electronic journal, the Australian IndigendtesalthBulletin,to facilitate access to a wide

range of health information relevant to Aboriginal peoples. As well, HealthinfoNet hostalsever
oyarning placesdé6 or el ect r o-makers, ane dthers intérestedvh er e
in Aboriginal health can share information, knowledge and experience in a variety of topics such
as alcohol use, road safety, cardiovascular diseaseubsthsce abuse among others
(www.healthinfonet.ecu.edu.au).

x  Cooperative Research Centre for Aboriginal Health (CRCAH)

The CRC for Aboriginal Health (www.crcah.org.au) is a collaborative research organisation that
brings together Aboriginal organisatiomssearch institutions and government agencies to

deliver healthrelated programs to Aboriginal people. The goals of the CRC for Aboriginal
Healthare to:1) promote highquality research through increased Aboriginal control of the

health research agendadathrough partnerships with key stakeholders in the Aboriginal health
sector, government agencies and research instituBpnsdertake strategic research to

investigate health conditions, health service delivery systems and the social determinants of
health;3) ensure the effective transfer of resedintings into policy and practice to improve
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primary healthcare, build sustainable prevention and reduce the disease burden on Aboriginal
people;4) build capacityin Aboriginal people to allow greater miwol of health research through
increased formal education and training opportunié@sndadvocaten line with CRCAH
communications strategy for reseainformed changes to the delivery of health services to
Aboriginal peoplgwww.crcah.org.au).

x  Healthy People 2010

Healthy People 2010 is a comprehensive disease prevention and health promotion framework
situated within the Office of Disease Prevention and Health Promotion at the U.S. Department of
Health and Human Sciences. The overarching godftealthy People 2010 are: tb) increase

the quality and years of a healthy Jitand2) eliminate health disparities in several key areas

including chronic disease, injury and violence prevention, cancer, diabetes, oral health, mental

health, environmentdealth, health communication, HIV/AIDS, tobacco use, vision and

hearing, sexual health, physical activity and fithess, nutrition, and substancedaitiey(

People 2010, 2005. I ntended to compl e men tHeatthfoe AlWor | d He
straegy, Healthy People 20106s mandate 1is for eé:
well, it addresses broader issues such as access and quality of health care services. The Healthy
People 2010 website serves as a gateway to reliable, evidaselehealth information sources

including leading health indicators and current data gleaned from the Healthy People 2010

program.

x Health Promotion Forum of New Zealand

The Health Promotion Forum of New Zealari/unanga whakapiki ake i téauora o Aotearoa

is a national umbrella organization funded by the Ministry of Health to provide national
leadership and support for good health promotion practice consisterftentniti o Waitangi

and the Ottawa Charter (www.hpforum.org.nz). The Forum providesnafan, coordination,
training and skills development to both members and the health promotion workforce as$ large
well, organizng seminars and meetings, contriingtto policy developmerdnd undertakg
advocacy on behalf of health promotion in AotealNew Zealandwww.hpforum.org.nz).

x Indian Health Services (IHS)

The Indian Health Service was established in 1954 with the IHS Transfer Act which shifted
Indian Health care responsibilities from the US Department of the Interior to the US Public
Healh Service. The IHS hosts two important knowledge translation resoajc¢hs: Native

Health History database, a centralized, nationally accessible, computerized database with
abstracts from Native American and Alaska Native medical/health reports fisitrtd 6970

and;2) the Native Health Research Database, a joint initiative of the IHS and the University of
New Mexico that contains resource documents and other materials from approximately 1970 to
present for tribal health professional and health caxetiioners working with Native American
populationgwww.ihs.gov).. The IHS also has a Health Promotion and Disease Prevention
searchable best practices database to provide American Indian and Alaska Native communities
with a resource to create new pragsa(www.ihs.gov). Best practices programs are evaluated
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and labelled effective if they can be replicated or modified for successful implementation in
other settings.

x International Union for Health Promotion and Education (IUHPE)

Established approximatefifty years ago, IUHPE isthe only global organisation entirely

devoted to advancing public health through health promotiomeaitheducationAs a leading

global network, IUHPE works to promote health worldwide and contribute to the achievement of
equity in health between and within countides ( ww w . i .Dtawirg orothre gt)ength and
commitment of its diverse network of members, IUHPE has a well established track record in
knowledge development and translation of health promotion and healthiedysicy and

practice across all continents. IUHPE local, national and international activities are decentralised
through regional offices and various member groups, including government bodies, universities,
institutes, NGOs, and individuals. IUHPE Haar main goalsl) to advocate for healtl2) to

build knowledge of effective health promotion and health educa®ijdn,improve effectiveness

of policy and practice, and)) to build capacity for health promotion and health education
(www.iuhpe.org) Promotion & Educations a quarterly, multilingual, peer reviewed

international journal published by IUHPE.

x International Network of Indigenous Health Knowledge and DevelopmenlINIHKD)

INIHKD is an international assembly dedicated to improving the haalthwveltbeingof
indigenougpeople inAustralia(Aboriginal and Torres Strait Islanderd)ew ZealandMaori),
CanaddFirst Nations, Inuit, Métis)and the United Staté€Blative American Indiandhroughthe
process otommunityled researchindigenoushealth services, and workforce development
the healthfield Bel i eving that there is fimuch to
approaches, experiences, and results, o |
designed to build capacityjsiulate research, and strengthen and expand the international
knowledge translation system (www.inihkd.org). INIHKD is hosted by the James Cook
University in Townsville, Australia and guided by an international steering committee.

be |
NI HKD

x International Institute for Health Promotion (IIHP)

Hosted by American University, the IIHP is a global collaborative network that seeks effective
solutions to challenges for the advancement and application of health promotion concepts.
Strategic objectives includé&) developiry concepts and strategic plans for health promotion
programs?) research agendas and appropriate methodologie8) arfdrmation sharing
(www.american.edu/academic.depts/cas/health/iihp/index.htm). Together with the American
Journal of Health PromotiofiHP publisheda global newsletter callgdealth Promotion:

Global PerspectiveBom 1998 to 2001.

x The World Health Organization (WHO)
WHO is the directing and coordinating authority for health within the United Nations system and

is responsible forl) providing leadership on global health matt@)sshaping the health
research agendad) setting norms and standard$ articulating evidencéased policy optiong)
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providing technical support to countries, &)anonitoring and assessing health trends
(www.who.int/about/en)in order toadapt to a&omplex and rapidly changirgjoballandscape,
WHO follows a sixpoint agenda that addresses health objectives, strategic needs, and
operational approaches. The agenda inclualggomoting developmenh) fostering health
security,c) strengthening health systena§ harnessing researaot) providinginformation and
evidencef) enhancing partnerships, agfimproving performance (www.who.int/enfhe
WHOO s ¢ o nwvasratifieduntAprib11948,a date hat isnow celebrated every year as World
Health Day. Its supreme decistomaking body is the World Health Assembly which meets each
year in May in Genev&witzerlandand is attended by delegations from all 193 Member States
(www.who.int/about/en)WHO'sgoalis the attainment of the highest possible level of hdglth

all peopleswhich is defined aa state of complete physical, mental and social-ehhg and

not merely the absence of disease or infirmity.

The WHOPresss a leading publisher afhportant scientific, technical, and medical information

in a diversity of topicsncludingAIDS, child health tropical diseasehronic diseaseand

vaccines. In addition to these publications, WHO also publishes an international, peer reviewed,
monthly bdletin called theBulletin of the World Health Organization

NATIONAL
x Aboriginal Canada Portal i Indian and Northern Affairs Canada (INAC)

The Aboriginal Canada Portal is a useendly onlinevirtual forumcomprised ofesources,
contacts, informatio, government programs and services in a wide variety of areas, inclifling
economic developmer) claims and treatie8) education4) employments) environment and
natural resource$) health and social serviceg,justice and policingd) languae, heritage and
culture,9) housing and infrastructure, af@) policy, research, and statistics
(www.aboriginalcanada.gc.cd)nder the health and social services section, information on
general programs and services, addiction, diabetes and chrorisedismental and spiritual
health, safety and accident prevention, and child health can be found. The Aboriginal Portal also
serves as a comprehensive list of Aboriginal associations, businesses, organizations, bands,
communities, groups, news, and peopleoss Canada. The portal is funded by Indian and
Northern Affairs Canada (INACand works in partnership with the Assembly of First Nations,
Inuit Tapiriit Kanatami, the Congress of Aboriginal Peoples, the Métis National Council, the
Nati ve Wo maion®dfsCanadasand the Council for the Advancement of Native
Development Officerwww.aboriginalcanda.gc.ca/).

x  Aboriginal Healing Foundation (AHF)

The Aboriginal Healing Foundation (AHF) is a nprofit, federally funded organization

mandatedtdi encour age and support Aboriginal peopl e
healing processes that address the | egacy of
Residential School system, including intergenerational impacts such as violeaick, sui

poverty, alcoholism, and cultural assimilation among others (http://www.ahf.ca/). AHF activities
include funding communitybased Aboriginatlirected healing initiatives, resource materials,
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and a host of relevant health research publications fagosirmaddictions, FASD, sexual abuse,
historic trauma, traditional healing, mental health and HIV/A{B®://www.ahf.ca/). The

AHF operates independently from both government and Aboriginal representative organizations.
The foundation has an eleven yaandate that expires on March 31, 20@@wever it

anticipates, in the absence of continued funding, to shut down its operations by September 2008.

x  Aboriginal Nurses Association of Canada (ANAC)

The Aboriginal Nurses Association of Canada (ANAC) begal®ird when a handful of

Aboriginal care givers came together under a common vision and ancestry. Pooling together their
skills, education and cultural heritages, feotye nurses came together a year later in Montreal to
form ANAC (www.anac.on.ca)The obgctives of ANAC arel) to act as an agent in promoting
better physical, mental, social and spiritual health and well being for Indian and Inuit,(®Bople

to conduct studies and maintain reporting, compiling and publishing of material on Aboriginal
health medicine and culture)to encourage and facilitate Aboriginal control of Aboriginal

health, and involvement and decisioraking on matters pertaining to health care services and
delivery, 4)to offer assistance to government and private agencies @hogévg programs

designed to improve Aboriginal health issuggo maintain a consultative mechanism with the
association, band governments, and other agencies concerned with Aboriginalbhaalth

develop and encourage courses in the education sgstemrsing, the health professions,
Aboriginal health, and crossultural nursing7) to develop awareness in Aboriginal and non
Aboriginal communities of the special health needs of Aboriginal pe8ple conduct research

on crosscultural medicine andevelop and assemble material on Aboriginal he8ltto

actively develop a means of recruiting more people of Aboriginal ancestry into the medical field
and health professionand10)to develop and maintain on an ongoing basis, a registry of
Aboriginal registered nurses (www.anac.on.ca).

x  Aboriginal Sports Circle (ASC)

The Aboriginal Sports Circle (ASC) of Canada is the national voice for First Nations, Inuit and
Métis athletes. ASC believes sport and recreation promotes positive lifestyles and the
development of lifeskills, encourages youth leadership, and reinforces family and cultural
values (www.aboriginalsports circle.ca). Created through a national condenislirsg process

in 1995, ASC advocates for more accessible and equitable sport aeatioecopportunities for
Aboriginal peoples. The ASC supports the Aboriginal Athlete & Youth Role Model Program
which encourages Aboriginal youth to pursue an active and healthy lifestyle, with special
emphasis on sporta/ww.aboriginalsports circle.ca).

x  Aboriginal Youth Network (AYN)

The Aboriginal Youth Network (the Network) is operated by and for Aboriginal youth across
Canada. It is a knowledge transfer network that provides information about health, education,
employment opportunities, and curreffaas. The network is webased and encourages

Aboriginal youth, regardless of their location, to talk about their lives and share their experiences
with one anothefwww.ayn.ca) Connecting with other Aboriginal youth is a key component of

the Network.The website is comprised of three key segmdntéfestyles, which encourages
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viewers to express their own feelings, and communicate and share their own experiences with
others 2) education, which provides information about scholarships, internshipsttzerd
educationrelated programs and training opportunities for Aboriginal ycand3) wellness,

which disseminates information regarding nutrition, mental health, addictions, abuse, sexuality,
sexually transmitted diseases, pregnancy and suicide aotioerg (www.ayn.ca).

x Active Living Alliance for Canadians with a Disability (ALACD)

The Active Living Alliance for Canadians with a Disability (ALACB)romotes, supports and
enables Canadians with disabilities to lead active, healthyliveé w w w). laploddes a
nationally coordinated leadership, support, encouragement, promotion and information that
facilitate healthy, active living opportunities for Canadians of all abilities across all settings and
environments (www.ala.ca).

x Canadian Associatim for the Advancement of Women and Sport and Physical
Activity (CAAWS)

Established in 1981, CAAWS was founded to adyv
sport system, leading to the enhanced presence of girls and women at all levels andas adl are
athletes, participants, leaders, coaches, and trgiwens.caaws.ca). CAAWS programs include

On the Movea national initiative designed to increase opportunities for inactive girls and young
women (ages-48) to participate and lead in sport anggbal activity. Team Spirit: Aboriginal

Girls in Sportis intended to build on th@n the Moveprogram through communiyased pilots

in nine communities across Canada. Targeting Aboriginal girls and young women from 9 to 18
years of age, the pilots wilind the development and implementation of community sport
programs and work to raise the profile of Aboriginal leaders and role models (www.caaws.ca).
Team Spirit represents a partnership between CAAWS and the Aboriginal Sports Circle, both of
which receve funding from Sport Canada, a branch of the Department of Canadian Heritage.

x Canadian Centre for Activity and Aging (CCAA)

The Centre for Activity and Aging was established in 1989 as a research institution. It was
affiliated with the Faculties of Kesiology and Medicine d@he University of Western Ontario

and the Lawson Research Institute of the St. Joseph's Health CeGtle A6 s mandat e i s
investigate the interrelationship of physical activity and aging, and to develop strategies, based
on reseech, to promote the independence of older adultew.uwo.ca) Goals of the CCAA

are:1) to become a higlgquality national cemé supporting physical activity for the aging
population; 2o become the national coordinatiaigd accreditation institute f@CAA's
communitybased prograsand services for the elderly;t8)support, encourage and

disseminate nationally research into an adtfestyle for older adults, and to act as a resource

for Health Canada ahother national organizations; #) estabkh international alliancesnd

promote an open exchangesafentific knowledge, health and community programienefit

active older adults; 8p educate provincial governments, industry and social agencies on the
benefitsof an active aging populatioand 6)to be the national data centre for information on
activity and agingwww.uwo.ca)
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x Canadian Consortium on Health Promotion Research (CCHPR)

The Canadian Consortium on Health Promotion Research is a network of collaborative centres
across Canadeedicated to enhancing health promotion research, policy and practice by linking
research, capacity developmeamd information disseminatidwww.utoronto.c&chp/CCHPR.

The Consortium emerged in the wake of the federal Knowledge Development Initiatiee in

late 1980s and has influenced the development of health promotion infrastructure and advocacy
in many provinces and internationally. The goals of the Consortium indyittedevelop and

conduct collaborative, national and international health pnomogsearch projectg) to

provide a national context which enhances the ability of its members to play an important role in
health promotion knowledge and development in their reg®ys act as a Canadian and
international focal point for linking ggonal centres, colleagues and others engaged in

knowledge development for information about health promotion teaching, training, research
resources and expertjsé to enhance communication of health promotion knowledgd5) to
advocate for funding fohealth promotion research and support for the advancement of
knowledge in population health/health promotion (www.utoronto.ca/chp/CCHPR).

The Consortium includes fourteen centfesross Canada, three of which are located in British
Columbia: the Centrior Community Health Promotion Research (UVic), the Gerontology
Research Centre (SFU), and the Institute for Health Promotion Research (UBC). All fourteen
centres have been in existence anywhere from 6 to 15 years and represent a range of expertise
and aeas of study. The centrase funded in a variety of waySach centre relies on external
research and project grants to support their projects. Although none of the centres has a stated
Aboriginal focus, their research activities and events undoubtaehgett with Aboriginal

health issues. For example, the Centre for Health Promotion in Toronto offers a health promotion
summer school with a First Peoples Curriculum grounded in traditional health care models,
concepts, processes, and culturally apprégcammunitybased health services in Ontario
(www.utotonot.ca/CHP/CCPHR)

x Canadian Health Services Research Foundation (CHSRF)

The Canadian Health Services Research Foundation promotes and funds management and policy
research in health services andsing to increase the quality, relevance and usefulness of this
research for healtbystem policy makers and managers (www.chsrf.ca). In addition, the

Foundation works with healtbystem decision makers to support and enhance their use of

research evideecwhen addressing health management and policy challenges. Any Foundation
project, process or activity always involves researchers and managers, as well as policy makers
from academia and Canada's health sygt@mw.chsrf.ca). The Foundation is an inde pemig
notfor-profit corporation, established with endowed funds from the federal government and its
agencies.

12 Alberta Centre for Active Living; Atlantic Health Promotion Research Centre; Centre for Applied Health

Research; Centre for Health Promotion; Centre for Health Promotion Studies; Comneaility Promotion

Coalition; Community Health Research Unit; Gerontology Research Centre; Groupe de recherché interdisciplinaire;
Groupe de recherche et dbéintervention en promotion de
Research Group; Instite of Health Promotion Research; Prairie Region Health Promotion Research Centre; Rural
Development Institute; Saskatchewan Population Health and Evaluation Unit; and York Institute for Health

Research
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x Canadian Institutes of Health Research (CIHR)

Created in 2000, CIHR is a federally funded research institute that stiaveieate new health
knowledge, translate existing knowledge and assist in its application by linking researchers,
health professionals and policy makers from various agencies and organ&zati¢gn& ww . c i hr
irsc.gc.ca) It consists of 13 virtual institutes, each headed by atstedirector and advisory

board. CIHR has an Aboriginal specific institute called the Institute for Aboriginal Peoples
Health (IAPH).

Institute of Aboriginal Peoples Health (CIHRPH)

The | APH was established i n elveainsatutes.0tdrfleista |l on g

|l ead fna national advanced research agenda in
innovative research that will serve to i mprov
(wwwe.cihr-irsc.gc.ca) IAPH supports researchrough funding initiatives including grants, and

capacity building programs and training for Aboriginal researchers. Since its inception, IAPH

has formed national and international partnerships with various organizations including the

National Aboriginal Halth Organization (NAHO). The Aboriginal Capacity and Developmental
Research Environments (ACADRE) centres were one of the first initiatives established by
CIHR-IAPH (www.cihrirsc.gc.ca).

Aboriginal Capacity and Developmental Research Environments (ARED Network
Environments for Aboriginal Health Research (NEAHR)

The ACADRE network was established to support Aboriginal research environments and
networks across Canada, as well as to build Aboriginal capacity in health research. The
objectives of theentres are to pursue scientific knowledge based on international standards of
research excellence, to provide appropriate environments for scientists to pursue research in
partnership with Aboriginal communities and organizations, to facilitate the upta&search
through appropriate communication and dissemination strategies, and to provide appropriate
environment and resources to encourage Aboriginal and\boriginal students to pursue

careers in aboriginal health research (www:-aibc.gc.ca). Thee are eight centres across

Canada: Alberta ACADRE Network (Edmonton), Anisnawbe Kekendazone (Ottawa), Atlantic
Aboriginal Health Research Program (Halifax), BC ACADRE (Vancouver), Centre for
Aboriginal Health Research (Winnipeg), Indigenous Health Relséaegelopment Program
(Toronto), |l ndi genous Peoplesd Health Researc
Health and Changing Environments (Quebec City).

In April2008,t he Briti sh Col umbia ACADREG6s funding w
IAPH Network Environments for Aboriginal Health Research (NEAHR) Grant of $1.8 million

over 3 years. The purpose of the new grant is to expand the original ACADRE grant from

capacity building to include a networking function. The four key themes as set ouQHhRe

IAPH NEAHR grant include: Indigenouénowledge, including traditional medicine; Complex
Interactiong Determining the Health of Populations; Infectious Diseases; and Aboriginal

Research Ethics (NEARBC News Release, April 29, 2008). In British Cadyrabi

complimentary population health research grant is the Network Environments for Aboriginal
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Health Research BC (NEARBC) which is funded by the Michael Smith Foundation for Health
Research. NEARBC works to bring creative minds together throughout B€ati® @ network

for knowledge transfer across organizational and functional boun@s&#sRBC News

Release, April 29, 2008The strategic focus of NEARBC is also to increase capacity for
Aboriginal health researchers in BC through workshops, conferegleeonic tools, databases
etc. At a meeting on April 9th, 2008, members of both groups formalized the partnership
between these two network grants into a merged entity called NEARBERBC News
Release, April 29, 2008The new structure will have oversight Committee to provide the
strategic direction for the merged networks. Thus, NEARBC has one central administration
office and three geographic based nodes: Vancouver Island (housed at UVic), Southern BC
(housed at UBC), and Northern BC (housedIdBC).The partnership between the BC
ACADRE and NEARBG s, to datepne of the largest research network partnerships in
Aboriginal Health Research in Cang@8NEARBC News Release, April 29, 2008

x Canadian Public Health Association (CPHA)

The CPHA is anational, independent, nédr-profit, voluntary association. Established in 1912,
CPHA is comprised of health professionals from over 25 health disciplines and is active in
ficonducting and supporting health and social programs nationally and interdgdional
(www.cpha.ca) CPHA collaborates with diverse federal and provincial stakeholder groups from
the public and private sector and is focused on disease prevention, health promotion and
protection and healthy public policy. CPHA has nine specific goaididg with partnerships,
collaboration, and support in public health programs, policies and activities (www.cpha.ca). Its
members are united in their beliefs about universal and equitable access to the basic conditions
necessary to achieve health for alin@dians.

x Canadian Task Force on Preventative Health Care (CTFPHC)

The CTFPHC is an internationally recognized, Canadian organization that provides independent
evidencebased recommendations for disease prevention and health promotion. Established in
1976 following a Deputy Ministers of Health Conference with ten Canadian provinces, the
CTFPHC reviews scientific research and puts forth recommendations based on the evidence to
primary health professionals. CTFPHC scope is primary prevention, seconelaptmn and

periodic health examinations activities including screening, risk assessment, counselling, and
other preventive services (www.ctfphc.org). CTFPHC publishes its evidence reviews and
recommendations in major Canadian journals, and its websitessas a practical guide to

health care providers, planners and consumers for determining the inclusion or exclusion, content
and frequency of a wide variety of preventive health intervenfionsv.ctfphc.org).

x Canadian Womends Health Network (CWHN)
TheCanadi an Womenés Health Network (CWHN) was
organization tgimprove the health and lives of girls and women in Canada and the world by

collecting, producing, distributing and sharing knowledge, ideas, educatiormatfon,
resources, strategies and inspirations( ww w . ¢GWHN warks Yith the Centres of
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Excell ence for Womends Health to,sndomote comm
interaction.

x Centre for I ndigenous Peoplesdéd Nutrition an

The Centre for Indigenous Peoples' Nutrition and Environment (CINE)fismdependent,
multi-disciplinary research and education resource for Indigenous Peoples, created by Canada's
Aboriginal leaders (www.mcgill.ca/cine.). CINE is located on McGill Unirgty's Macdonald
Campus in St&nne-de-Bellevue, Quebec. CINE was created in responséinead expressed

by Aboriginal peoples for participatory research and education to address their concerns about
the integrity of their traditional food systems. D&ieation in the environment has adverse

impacts on the health and lifestyles of Indigenous peoples, in particular nutrition as affected by
food and food traditios ( www. mc g CINE is engaded in theedpvelopment of health
promotion activities ung local indigenous foods to improve nutritional health and to

demonstrate that this principle works in many indigenous areas globally.

x Health Canada

Health Canada is a branch of the federal gove
maintamnand i mprove their health, while respecti ng
(www.hes c. gc. ca) . Heal th Canadaébs goal is to est

in the world. To meet this goal, Health Canabjarelies on higkhquality scentific research?)

conducts consultations with the public to identify ldegm health care need®),ensures

effective communication about disease prevention 4aedcourages Canadians to take an

active role in their healthincluding eating well anfeing activgwww.hc-sc.gc.ca)Health

Canada believes prevention and health promotion strategies can reduce health care costs and

i mprove Canadi ans 6 -tgaurarh.i tHe alft H i Gaen d cha & sh eH d alnt
include a)alcohol and drug usé) healthy babies;) children and adolescentd) healthy eating,

f) healthy pregnancy) mental healthh) oral healthj) physical activity, safety and injurig3,

seniorsk) sexual health and promotidhtobaccom) violence and abuse, anflwome n 0 s
health(www.hcsc.gc.ca)WhileHe al t h Canadads programs aim to
CanadiangFirst Nations and Inuit health is addressed more specifically by the First Nations and

Inuit Health Branch.

First Nations and Inuit Health BranchNH)

The First Nations and Inuit Health Branch (FNIH) of Health Carmsadssponsible for delivering

funding and programming to First Nationsi@serve and Inuit communities. It is also

responsible for drug, dental, and other ancillary health servidésstdNations and Inuit,

regardl ess of r esi d&)tdngrove Redith Bubiceme®) éngusethe i ves ar
availability and access to quality health services,3rsdipport greater control of the health

system by First Nations and Inuit (www:-Bc.gc.ca/fnikspni). In addition to providing primary

care, health protection services, and-h®ured health benefits, FNIH funds and helps deliver a

range of community programs includira):Aboriginal Head Start GiReserveb) Aboriginal

Diabetes Iniative, c) Brighter Futuresg) Building Health Communitieg) Canada Prenatal

Nutrition Programf) FASD Programg) First Nations and Inuit Tobacco Strategy)njury
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Preventionj) National Native Alcohol and Drug Abuse ProgrgyM\utrition and Phyisal
Activity Promotion, and) Youth Solvent Abuse Prografwww.hc-sc.gc.ca/fnikspni).

x Il ndigenous Peoplesdé6 Health Research Centre

IPHRC is a collaboration between the First Nations University of Canada, the University of

Regina, and the Univsity of Saskatchewarms well as other health boards and Aboriginal health
organizationsl PHRC6s primary focus is promoting and
among Aboriginal people in areas such as chronic diseasesal health and addictiarisealth

services and policies, ethics and research governaeakh determinants, mentoring, and youth
engagementwvww.iphrc.ca). Research by IPHRC is conducted in collaboration with Aboriginal
communities and shared accordingly.

x National Aboriginal Diabetes Association (NADA)

The National Aboriginal Diabetes Association (NADA) was formed in 1995 following'the 3
International Conference on Diabetes and Indigenous Peoples held in Winnipeg, Manitoba.
Inspired by the success of the SUGAR (Strategietlfalermining Glucose in Aboriginal
Races) Group and the AFN and Assembly of Mani
of First Nations and Diabetes, NADA acquired Health Canada funding in 1996 to begin
operationgwww.nada.ca) N A D A 0 s fitovaddsessadiabetessamongst Aboriginal peoples

by creating networks and opportunities for individuals and communities within their beliefs,
traditions and valués ( ww w . rGaided by tha Qverarching principles of respect, honour,
validation, caring andharing, integrity, freedom, and the importance of community and family,
NADA aims to support those living with diabetes by acting as a resource for diabetes prevention,
education, awareness, research and surveillance (www.nada.ca).

x National Aboriginal Health Organization (NAHO)

The National Aboriginal Health Organization (NAHO) is a fmnofit Aboriginal designed and
controlledhealth organization dedicated to the advancement of Aboriginal health and wellbeing
through 1) knowledgebased activities?) education and awarene83 research and

partnerships4) aboriginal participation, anl) the affirmation and protection of traditional

healing practices (www.naho.ca). NAHO serves as an umbrella for three distinct centres: the
First Nations Centre, th&junniginiq (Inuit) Centreand the Métis Centre. The NAHO website
acts as a clearing house for Aboriginal health information including research, conferences and
events, health careers, and health human resofweeg.naho.ca). Since 2004, NAHO has
published theJournal of Aboriginal Healtha peefreviewed journal with articles from leading
health scholars, academics and Aboriginal community members. NAHO also supports a
quarterly EBulletin to provide readers with an update on NAHO centres and actiwifd30

hosts the National Aboriginal Role Model Program which is designed to highlight the
accomplishments of First Nations, Inuit and Métis youth and encourage Aboriginal Youth to
pursue their drean(svww.naho.ca). Another key service provided by NAH@hes Information
Centre on Aboriginal Health (ICAH).

37



Information Centre on Aboriginal Health (ICAH)

The Information Centre on Aboriginal Health (ICAH) acts as a clearing house for bibliographic
and webbased research, resources, programs and serviedth, ¢ereers and scholarships and
bursaries related to Aboriginal health in Canada and glopai¥iyv.icah.ca) ICAH is targeted

towards all individuals and organizations engaged in any aspect of Aboriginal health, including
licensed health professionalgrpprofessionals, community health workers, public sector
employees, teachers, and any others with an interest in Aboriginal health (www.icah.ca). A broad
range of health topics are addressed by the database, from chronic disease and injury prevention
to the effects of environmental contaminants on health and wellness. A strong emphasis is also
placed on indigenous healing practices and traditional knowledge.

x National Association of Friendship Centres (NAFC)

The National Association of Friendship Centf&\FC) was established in 1972 to represent the
increasing number dfriendship Centreacross Canaddhe NAFC is a noiprofit organization
governed by a voluntary Board of Directors comprised of eleven regional representatives and a
youth representativevww.nafc-aboriginal.com)Currently, the NAFC represents the concerns
of 99 core funded and 15 naore funded Friendship Centres, as well as 7 Provincial Territorial
Associations (PTA's), across Canadaendship Centres offer a variety of programs and
services in a culturally appropriate manner, practicing an-dpenpolicy where anyone,
regardless of race, religion, income or nationality can access programs (www.nafc
aboriginal.com)According to the NAFC websiteyver 750,000 people across Canadzeas
programs and services offered by Friendship Centres every year, including Aboriginal health
programs and resources on nutrition, physical activity, tohacabhealthy pregnancies
(www.nafcaboriginal.com)

x National Collaborating Centre for Aborigi nal Health (NCCAH)

The NCCAH is one of six collaborating centres established by the Public Health Agency of
Canada (PHAC) in 2005 to support First Nations, Inuit and Métis communities across Canada to
realize their health goals and reduce the health iheghat currently exist for Aboriginal
peoplegwww.nccahccnsa.ca)The NCCAHacts as a resource to facilitate the development of
ideas and information to support and inform future public interventions; supporting the
development of practices and padis through knowledge synthesis, knowledge translation and
knowledge exchange (wwaccahccnsa.ca The fundamental role of the NCCAH is to build
bridges between Aboriginal peopl ebs approache
repositories opublic health related information and service delivery agendiee. NCCAH

also collaboratewith the other National Collaborating Centres (NCCs) on joint projects and
initiatives.

x National Indian and Inuit Community Health Representatives Organization
(NIICHRO)

The National Indian and Inuit Community Health Representatives Organization (NIICHRO) is a
national, norgovernmental organization representing Aboriginal Community Health

38






