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PURPOSE 

 

The purpose of this report is to identify health promoting strategies that work best for Aboriginal 

people (First Nations, Inuit, Métis and urban Aboriginal), their families and communities and 

apply these strategies to the planning, implementation and evaluation of BC Initiativesô 

Aboriginal ActNow BC 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 BC is a multi-year, partnership-based, community-focused 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 nutrition levels, 

reducing tobacco use, and optimizing healthy choices in pregnancy. Established in 2006 by a 

grant from the Provincial Government, Aboriginal ActNow BC is a subset of the larger 

mainstream ActNow BC initiative launched by Premier Gordon Campbell in 2005 (BC Ministry 

of Health, About ActNow, March 23, 2006; BC Ministry of Health, Aboriginal People to Benefit,  

2007). Aboriginal ActNow BC is hosted by the National Collaborating Centre for Aboriginal 

Health (NCCAH) at the University of Northern British Columbia (UNBC) under its BC 

Initiatives for Aboriginal Health (BCI) stream.  

 

BC Initiativesô vision for Aboriginal ActNow BC is that ñAboriginal peoples, families, and 

communities have access to culturally inclusive information promoting a healthy lifestyle, are 

committed to achieving improved health goals, and have ready access to the available support 

programs and servicesò (Tarbell, 2007, 3). To achieve this vision, BCI is working in partnership 

with three different BC Aboriginal organizations: the First Nations Health Council (FNHC)
1
, the 

BC Association of Aboriginal Friendship Centres (BCAAFC)
2
, and Métis Nation BC (MNBC)

3
 

in the design and implementation of community-based Aboriginal ActNow BC projects focused 

on physical activity, nutrition, tobacco use, 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 Aboriginal-specific health initiatives in British 

Columbia. The historical overview is followed by a synthesis of relevant literature from 

published academic research and grey literature on health promotion strategies that work best in 

an Aboriginal context. In other words, identifying what practices ñwork better and feel rightò 

(Kishk Anaquot Health Research, 2007). A variety of methods were employed in the literature 

synthesis including database searches (PubMed, Ovid, Science Direct, Google Scholar, EBSCO 

HOST) using the above-noted terms, footnote chasing, and hand browsing. The literature 

                                                 
1
 FNHC is comprised of representatives from each of the three member organizations of the First Nations 

Leadership Council (FNLC) including the First Nations Summit, Union of BC Indian Chiefs and BC Assembly of 

First Nations.  
2
 The BC Association of Aboriginal Friendship Centres (BCAAFC) acts as a unifying body and support system for 

BCôs 24 Friendship Centres.   
3
 Métis Nation British Columbia (MNBC) is a provincial council that acts as a social, political, cultural, and 

economic representative organization for 37 Métis Chartered communities across BC 
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synthesis is limited by the fact that many health promotion initiatives in Aboriginal communities 

are either not documented or published, and thus are not well known or widely disseminated. 

Moreover, many of the accounts are not written by Aboriginal people themselves, but are instead 

written by non-Aboriginal academics who have participated in the community-based health 

promotion programs.  The literature review is followed by an environmental scan of 

international, national, and provincial organizations engaged in health promotion practice pulled 

together from Internet searches (search terms included Aboriginal, First Nation, Indigenous, 

Native American, health promotion, health prevention).  

 

TERMINOLOGY  

 

× Aboriginal peoples are the descendants of the original inhabitants of North America. There 

are three distinct groups of Aboriginal people recognized under Section 35 of Canadaôs 

Constitution Act (1982): Indian, Inuit, and M®tis. The term óFirst Nationsô includes both 

Status and non-Status Indians. Status Indians are registered by the Federal government and 

governed by the Indian Act of 1876 while non-Status Indians are not registered or governed 

by the Indian Act. Inuit are a distinct population of Aboriginal peoples that reside primarily 

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 who self-identifies as Métis 

and whose ancestors resided in the historic Métis Nation homeland. Métis people are not 

entitled to the provisions of the Indian Act.  
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PART I ï HEALTH PROMOTION LITERATURE REVIEW  

 

The term óhealth promotionô has acquired so many meanings over the last thirty years it has 

become, in many respects, meaningless (Tannahill, 1985). 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 important distinctions between health education, health protection, and 

chronic disease and injury prevention.
4
 The World Health Organization (WHO) defines health 

promotion as ñthe process of enabling people to increase control over the determinants of health 

and thereby improve their healthò (WHO, 1986, p. 1).  

 

Health promotion is rooted in the concept of health as a state of complete physical, social and 

mental wellbeing and one that is a fundamental right of every human being without distinction of 

race, religion, political belief, economic or social condition (WHO, 2006). 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 underlying determinants of health 

(WHO & Office of the UN High Commissioner for Human Rights, 2007). According to the 

Ottawa Charter for Health Promotion, three basic strategies are required for health promotion. 

These are: advocacy for health to create the essential conditions for health, enabling all people to 

achieve their full health potential, and mediating between different interests in society in the 

pursuit of health (WHO, 1986).  

 

Historical Development 

 

Canada became a leader in the emergent field of health promotion with the publication of A New 

Perspective on the Health of Canadians in 1974, also known as the Lalonde Report. Named after 

the former Minister of National Health and Welfare, Marc Lalonde, the report had two broad 

objectives linked to rising health 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 

ñhealth fieldsò that influence health: human biology, lifestyle, the environment, and health 

services. Of these, ólifestyleô issues ï oneôs knowledge, behaviour and attitude towards health ï 

prevailed and became the focus of healthy public policy, social marketing campaigns, 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 Welfare 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 of healthier 

                                                 
4
 Health education is defined as ñcommunication activity aimed at enhancing well-being and preventing or 

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 largeò while health prevention is ñreducing the risk of 

occurrence of a disease process, illness, injury, disability, handicap or some other unwanted event of state,ò and 

health protection is defined as ñlegal or fiscal controls, other regulations or policies, or voluntary codes of practice 

aimed at the prevention of ill-health or the positive enhancement of well-being.ò Andre Tannahill, ñWhat is Health 

Promotion?ò Health Education Journal 44:4 (1985): 167-168 
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lifestyles appeared to be having a positive impact, the narrowly-focused ólifestyleô approach to 

health promotion came under increasing attack for its tendency to óblame the victimô(Hyndman, 

1998). By the mid-1980s, new research on health inequities and health 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, 1998). Existing programs, services and funding were 

subsequently reoriented to target óhigh-riskô priority groups such as women, children, Aboriginal 

people, and persons with disabilities. The first International Conference on Health Promotion 

held in Ottawa in 1986 signified this global shift from ólifestyleô issues toward a health 

determinants stance. Two key documents followed the 1986 conference: the Ottawa Charter on 

Health Promotion (WHO, 1986) and Achieving Health for All: a Framework for Health 

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

 

Arguing that health is created and lived by people ñwhere they learn, work, play and love,ò the 

Ottawa Charter advocated for a wholistic approach to health promotion that would meet the 

basic prerequisites of health including: peace, shelter, education, food, income, a stable eco-

system, sustainable resources, social justice and equity (WHO, 1986, p. 1). The Charter 

articulated a strong commitment on behalf of the conference participants to support and 

implement the prerequisites of health (advocate, enable, and mediate) and called for international 

action by the World Health Organization and other international organizations in support of these 

measures. Achieving Health for All built on these concepts by 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 documents contributed 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: 2
nd

 International Conference on Health Promotion (Adelaide, 

Australia) on ñHealthy Public Policyò in 1988; 3
rd

 International Conference on Health Promotion 

(Sundsvall, Sweden) on ñSupportive Environments for Healthò in 1991; 4
th
 International 

Conference on Health Promotion (Jakarta, Indonesia) on ñNew Partners for a New Era ï Leading 

Health Promotion into the 21
st
 Centuryò in 1997; 5

th
 International Conference on Health 

Promotion (Mexico City, Mexico) on ñBridging the Equity Gapò in 2000; and the 6
th
 

International Conference on Health Promotion (Bangkok, Thailand) on ñPolicy and Partnership 

for Action: Addressing the Determinants of Healthò in 2005.  

 

Challenges in Health Promotion   

  

Although health promotion initiatives flourished nationally and internationally in the late 1970s 

and 1980s, widespread recession in the early 1990s, coupled with an inability to demonstrate its 

cost-effectiveness, led to cuts in funding and a shift in political agendas. The federal Health 

Promotion Directorate was dissolved as a result of ódownsizing,ô and its health promotion vision, 

programs and people were integrated under the new label of population health (OôNeill, 

Pederson & Rootman, 2000). Population health aims to improve the health of the entire 

population or sub-population, rather than individuals, and reduce inequalities between population 

groups. Using an evidence-based approach to health and its related determinants, population 
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health is focused on upstream investments, citizen engagement, inter-sectoral collaboration, and 

accountability to increase potential health outcomes. Building on public health and health 

promotion strategies, population health quickly became the new panacea in Canadian health 

discourse by the mid-1990s. 

 

The decline of the health promotion movement can also be attributed to several other factors. 

First, health promotion became entangled in a larger óhealth versus health careô debate whereby 

political leaders and government agencies were forced to choose between short-term, high-

profile health care oriented solutions or long-term, low-profile 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 suspicious of health promotion because it implied a re-allocation of limited 

health care funding. The public health community, for its part, worried that physicians and other 

health care professionals would ómedicalizeô health promotion and the field of public heath 

(Law, Kapur, & Collishaw, 2004).  

 

Second, health promotion has been hampered by a lack of evidence-based research 

demonstrating its effectiveness, such as randomized controls trails (RCTs). Indeed, as McQueen 

(2001) has noted, few topics in health promotion have engendered as much ñheated debateò as 

that of evidence. At one end of the spectrum, health promotion advocates argue that RCTs and 

other quantitative evidence-based approaches are inappropriate to the multi-disciplinary and 

often qualitative aspects of 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 

evidence-based (McQueen, 2001; Raphael, 2000).  

 

Third, despite an emphasis on health inequalities and determinants, health promotion is in many 

respects a ñwhite, middle-class phenomenonò that has met with mixed results amongst ethnic, 

racial, and cultural minorities and poor populations (Garcia, 2006, p. 1). Indeed, these óat riskô 

populations still do not have the ability and control necessary to óchooseô healthy options such as 

regular physical activity and healthy eating (Wardle & Steptoe, 2003). These challenges suggest 

that more targeted and tailored approaches are needed to make health promotion 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 of health promotion initiatives in the 

province and address the broader determinants impacting the health of British Columbians (BC 

Ministry of Health, 1997). The goals are supported by 44 objectives and include key indicators, 

targets and strategies to measure progress. The provincial health goals are: 

 

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

× Goal 2: Opportunities for all individuals to develop and maintain the capacities and skills 

needed to thrive and meet lifeôs challenges and to make choices that enhance health; 

× Goal 3: A diverse and sustainable physical environment with clean, healthy and sage air, 

water and land; 
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× Goal 4: An effective and efficient health service system that provides equitable access to 

appropriate services; 

× Goal  5: Improved health for Aboriginal peoples; and 

× 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 a specific population and, 

importantly, it is the only goal lacking specific objectives and indicators. To work towards 

implementation of these goals, the BC Ministry of Health released its framework in 2002 called 

The Picture of Health: How We Are Modernizing BCôs Health Care System. The 2002 report was 

an ambitious and wide ranging strategy for health care renewal centred on four long-term goals: 

accessible, high quality health care; patient-centred public health care; improved health and 

wellness; and sustainable, affordable health care (BC Ministry of Health, 2002). It recommended 

new approaches to acute care, primary care, health promotion, rural health and Aboriginal health. 

 

Following the announcement of BCôs successful bid to host the 2010 Olympic and Paralympic 

Winter Games in Vancouver, a BC Legislative Assembly Select Standing Committee on Health 

was empowered to examine effective strategies to ñchange behaviour and encourage British 

Columbians to adopt lifelong health habits to improve their health and sustain the health care 

systemò (BC Legislative Assembly Select Standing Committee on Health, 2004, p. ii). In 2004, 

the Committee released their report, The Path to Health and Wellness: Making British 

Columbians Healthier by 2010, which examined five key risk 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 BC in 2005.  

 

ActNow BC is a multi-year, cross-ministry, partnership-based and community-focused health 

promotion initiative designed to improve physical activity and nutrition levels, reduce tobacco 

use, and optimize healthy choices in pregnancy (BC Ministry of Health, About ActNow, 2006). 

Seeking to lead the way in North America in healthy living and physical fitness, and to ensure 

BC is the healthiest jurisdiction ever to host an Olympics (Vancouver 2010), the mainstream 

ActNow BC initiative has five key goals: to increase 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 20%; 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 Health, About ActNow, 2006). ActNow BC activities include education 

and awareness campaigns, program and service delivery, advocacy for policy and legislative 

change, and knowledge development and transfer.  

 



 9 

BCôs Aboriginal Population  

 

British Columbia is home to the second largest Aboriginal population in Canada.
5
 According to 

the 2006 Aboriginal Census, there are 196,075 Aboriginal people in BC, which is roughly 5% of 

the total population of the province. First Nations constitute the vast majority of BCôs Aboriginal 

population (129, 580 or 66%), followed by Métis (59,445 or 30%), 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%). BCôs Aboriginal population increased by 15% between 2001 and 

2006, which is more than three times the rate of BCôs non-Aboriginal population. The median 

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

Aboriginal population. (Statistics Canada, 2006) 

 

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

of which is representative of distinct language groups, geographies, and socio-political 

arrangements (treaty, non-treaty, self-government and non self-government). In 2006, 60% of the 

Aboriginal population in BC lived in urban areas, 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 (2.5%) and the Vancouver Coastal HA (2.4%) (BC Stats, 2001). 

 

 
 

                                                 
5
 Ontario has the largest population of Aboriginal people (242,495), followed by BC (196,075), Alberta (188, 365), 

Manitoba (175,395), Saskatchewan (141,890), Quebec (108,430), with the remaining 25,000 Aboriginal people 

residing in other provinces and territories. 

Image: BC Ministry of Education, 

Aboriginal Education 

www.bced.gov.bc.ca 
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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 non-Aboriginal population. Discrepancies in Aboriginal health status are reflective 

of a wide range of historic forces stemming from colonization ï racism, residential school 

trauma, cultural alienation, marginalization ï and related social determinants ï poverty, 

unemployment, inadequate housing, education, access to health services ï experienced by 

Aboriginal peoples since colonization (Waldram, 2006; Adelson, 2005). In the 2002 report, The 

Health and Well-being of Aboriginal Peoples in British Columbia, BCôs Provincial Health 

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 BCôs five health authority regions. Although slight improvements were 

observed in infant and all-age mortality rates, the report exposed serious inequities in Aboriginal 

health status, with standards of living 20% below the provincial average and life expectancy 

rates roughly 7.5 years less than other British Columbians (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 to primary care, and Aboriginal health information and dissemination. 

Although Aboriginal health issues were not specifically addressed in the BC Legislative 

Assembly Select Standing Committee on Healthôs 2004 Path to Health and Wellness report, the 

creation of a prevention strategy for Aboriginal people was listed as one of six areas that 

warranted future discussion.
6
 Increased partnership and collaboration between federal and 

provincial governments and the Aboriginal population was identified as an important first step in 

closing the health gap for Aboriginal British Columbians (BC Legislative Assembly Select 

Standing Committee on Health, 2004). 

 

The ratification of the New Relationship Accord between the First Nations Leadership Council 

(FNLC)
7
 and the province in March 2005, and the subsequent endorsement of the Métis New 

Relationship Accord in 2006, created a new ñethical spaceò
8
 for Aboriginal peoples and 

government to collaborate on health issues. The momentum continued to build with a National 

Summit on Aboriginal Health held in Vancouver in November 2006. The summit was co-chaired 

by BC Premier Gordon Campbell and National Chief Phil Fontaine of the Assembly of First 

Nations, with representatives from the federal, provincial and territorial government and First 

Nations, Inuit and Métis leaders. Several priorities were identified through the summit, most 

notably, the encouragement of healthy lifestyle choices and reduction of non-traditional tobacco 

use through integrated, wholistic chronic disease prevention strategies (BC Ministry of Health, 

Momentum Builds, 2006).  

 

                                                 
6
 The other five ókey areasô slated for future discussion included clinical prevention actions, alcohol and drug abuse, 

sexual health, prevention in the multi-cultural population, and complementary and alternative health services. 
7
 The FNLC is comprised of representatives from the First Nations Summit, Union of BC Indian Chiefs, and 

Assembly of First Nations BC Region. 
8
 Aboriginal scholar Willie Ermine describes ethic space as the ñspace of meeting and dialogue,ò where two entities 

with different backgrounds, worldviews, and knowledge systems engage in dialogue about our common humanity 

and acquire understandings of mutual concern (Kaplan-Myrth and Smylie, 2006).  
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Following the summit, the BC Ministry of Health and the FNLC released the Transformative 

Change Accord: First Nations Health Plan. Preceded by a November 2006 Memorandum of 

Understanding between BC First Nations and the federal and provincial government, the health 

plan contained 29 action items in four key areas (governance, relationships and accountability; 

health promotion/disease injury prevention; health services; and performance tracking) to 

improve Aboriginal health status and health care information by 2015 (BC Ministry of Health & 

First Nations Leadership Council, 2006). In June 2007, the plan was ratified by the government 

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

trilateral agreement (BC Ministry of Health, Canadaôs New Government, June 11, 2007).  

 

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 stream, from the Provincial Government to 

implement an Aboriginal (First Nations, Métis, and urban Aboriginal) counterpart of the ActNow 

BC chronic disease prevention strategy. Aboriginal ActNow BC is 1 of 29 action items identified 

in the Transformative Change Accord: First Nations Health Plan and states that: 

 

 ñthe Minister of State for ActNow BC will work with First Nations communities 

and the First Nations Health Council, the National Collaborating Centre for 

Aboriginal Health and health authorities to lead the development of a First 

Nations/Aboriginal specific ActNow BC program. Action will include providing 

additional training to increase the number of First Nations community based 

workers trained in chronic disease prevention from 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 Council, 2006, 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 implementation of Aboriginal ActNow projects in First 

Nations, Métis, and urban Aboriginal communities. These 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 primary questions: 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 made in Aboriginal health in BC, there is still a long road 

ahead of us and much learning to be done. The next section provides a review of the principles 

and application of best practice in health promotion, and more specifically, what works best in an 

Aboriginal context. 
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Best Practice in Health Promotion 

 

As with any new field, there is naturally little consensus regarding ówhat worksô best in health 

promotion practice ï a concept typically referred to as best practice.
9
 In Western health research, 

best practice is defined as ñthe set or sets of continually evolving actions and associated attitudes 

which are most likely to achieve health promotion goals in a given situation, and which are 

consistent with the values of health promotionò (Kahan and Goodstadt, 1998, p. 3). Historically, 

best practices have been determined through a top-down, 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 

effectiveness. Organizations 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 engagement and 

participatory-action 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 promotion research and practice.  

 

The Problems of Best Practice 

 

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

implementation of best practice in health promotion is the óknow-do gapô or the gap between 

what we know works and what we actually do. The óknow-doô gap is the result of several, 

interrelated factors including: inadequate infrastructure and systems organization to support 

knowledge translation between researchers, practitioners, and policy-makers; lack of feedback 

and incentives to use evidence-based 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 to bridge the óknow-doô gap including: improving communication networks between 

researchers, health managers and practitioners; directing research and auditing results by 

providing incentives to researchers 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 promotion best practices to 

disparate populations, settings or occasions. From a health determinants standpoint in which 

gender, culture, socio-economic status, education, and environment are recognized as critical 

factors of health status and behaviour, the notion of a óone size fits allô best practice is 

problematic. Indeed, while the overall health of the affluent, educated and health-motivated 

segments of society may benefit from health promoting programs and services, positive health 

outcomes for óat riskô or underserved populations can actually decrease (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 & Sanders-Thompson, 2002).  

 

                                                 
9
 Also referred to as better practice, promising practice, wise practice, and informed practice 



 13 

Principles of Best Practice  

 

In October 1997, front -line health promotion practitioners, evaluators, university faculty, 
and provincial and federal government representatives came together to form a Best 
Practices Work Group at the University of Torontoôs Centre for Health Promotion (Kahan & 
Goodstadt, 1998). Focused primarily 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 principles 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 are consistent with 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.g. community 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);   

5. A  theoretical understanding of health and its determinants; 

6. Sensitivity to issues of power and striving to increase shared power; and 

7. Sensitivity to diversity in all its forms (e.g. people, ideas, cultures, language, gender) 

(Kahan & Goodstadt, 1998). 

 

Health promotion advocates and stakeholders 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 nine principles known as the Sydney Consensus Statement are transferable 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, social, 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, organizations and the 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 self-determination principles 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; 
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8. Aboriginal health promotion should demonstrate transparency of operations and 

accountability; and 

9. Aboriginal health promotion programs should aim to be sustainable 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 Practices in Aboriginal Health Promotion 

 

Although there are clearly no óquick fixesô or óone size fits allô approaches to closing the 

Aboriginal health gap, there are several factors that increase program success and overall health 

outcomes. In general, it can be argued that wholistic, community-based, culturally appropriate 

and strength-based health promotion programs and resources that build capacity and address 

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

also critical to program evaluation and effective knowledge translation. For organizational 

purposes, these are discussed in distinct categories; however, it should be noted that they are not 

mutually exclusive. Rather, many of the Aboriginal health promotion programs 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 Aboriginal-specific health promotion 

initiatives are either not documented or not published. Moreover, many of these accounts are not 

written by Aboriginal people themselves, but are instead written by non-Aboriginal academics 

who have participated in these programs.   

 

× Wholistic Approaches     

 

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

discourse (RCAP, 1996; BC Ministry of Health, Health and Wellbeing, 2001; AFN, 2007), a 

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

practice are difficult 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, but the physical, spiritual, 

emotional, and social wellbeing of the individual, family, and community (Cargo, Peterson, 

Levesque & McCaulay, 2007; BC Ministry of Health, Health and Wellbeing, 2002). In North 

America, the Medicine Wheel is sometimes used as a symbol of balance and interdependence 

between these domains and across oneôs lifespan from child to youth, adult, and elder. Within 

this framework, spirituality is ñthe part of the self that believes in the connection of all thingsò 

either animate or inanimate and the sense of inner awareness and unity that comes with this 

(Cargo et al., 2007, p. 89). Emotionality is the part of the self that touches all other things 

through feeling. The physical dimension of health is the aspect of self that ñrecognizes and 

nurtures the body and the environment,ò while the social dimension concerns the ñsocial 

relations that one has through their interactions with others in the greater circles or networks of 

relationship of which they are a part,ò including family, extended family, community, and the 

natural world (Cargo et al, 2007, p. 89).  
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There are many benefits to adopting a wholistic approach in Aboriginal health promotion 

practice. First, situating programs and resources within this worldview acknowledges and 

promotes the 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. Second, a wholistic 

approach is better situated to address health determinants such as socio-economic status or 

environmental contaminants because it recognizes the ócauses of the causesô and the complexity 

of these relationships at the individual, family and community level (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 worldview that is inclusive and respectful of Aboriginal 

knowledge, traditional practices, and beliefs about health and well-being facilitates cultural 

awareness, cultural safety and culturally competent care (Hunter, Logan, Goulet & Barton, 

2006). 

 

× Community-Based Approaches  

 

As a process that enables people to increase control over the determinants of health and thereby 

improve their health and wellbeing, health promotion is ñnot something done on or to people, it 

is done with peopleò (Nutbeam, 1998, p. 28). The participatory and collaborative nature of health 

promotion makes communities an important venue for practice. Engaging community at all 

levels of practice ï setting priorities, strategic planning, decision-making, implementation, and 

evaluation ï 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). 

 

In the simplest sense, community refers to a ñsense of belonging togetherò (CIHR, 2007). It may 

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 status, 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 solidarity in the 

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

(CIHR, 2007). In the context of Aboriginal health research, community constitutes a ñstructure 

of support mechanisms that include an individualôs personal responsibility for the collective and, 

reciprocally, the collectiveôs concern for the individual existenceò (CIHR, 2007, p. 15). 

 

Figure 1: Medicine Wheel. Image from 

Tina Fraser 
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Community can also encompass relationships in a broader sense, including relationships of 

human, ecological, and spiritual origins. Aboriginal communities are not homogenous. Each 

community has a distinct political, legal and cultural governance structure that supports their 

legitimacy, jurisdictional and decision-making authority on a broad spectrum of issues (CIHR, 

2007). Historically, Aboriginal communities have been ñvoluntarily or involuntarily dislocated 

from their original homelands and may constitute diasporic communities in urban areasò (CIHR, 

2007, p. 15). Such communities may, or may not, maintain significant contacts with their 

families/communities in their original homelands which are in many cases rural, remote or 

isolated (i.e. fly-in or winter road access only).  

 

There are numerous benefits to community-based Aboriginal health promotion. First, programs 

and resources created óby the people, for the peopleô help to foster community empowerment 

over the health promotion process and related health outcomes (Reading, Ritchie, Victor & 

Wilson, 2005; Wallerstein, 1992; 2006). Empowerment, which is defined as a ñsocial action 

process that promotes participation of people, organizations, and communities towards the goals 

of increased individual and community control, political efficacy, improved quality of 

community life, and social justiceò is therefore both a means and end in health promotion 

practice (Voyle and Simmons, 1999, p. 1038). Second, community-based programs are more 

effective at addressing community-specific health needs and barriers (Wallerstein and Duran, 

2006; Potvin, Cargo, McComber, Delormier & Macauley, 2003). 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 health promotion practice. Third, community-based 

programs contribute to long-term program sustainability because community members, 

champions and leaders are actively engaged and invested in the program. Sustainability, or the 

ñextent to which a new program becomes embedded or integrated into the normal operations of 

an organization or community,ò helps to ensure health promotion goals are realized and common 

barriers such as funding cuts or policy-shifts are mitigated (OôLoughlin, Renaud, Richard, 

Sanchez Gomez, & Paradis, 1998, p. 703).  

 

In ñImplementing Empowering Health Promotion Programmes for Aboriginal Youth in Two 

Distinct Communities in BC, Canada,ò Reading et al. (2005) describe a successful community-

based approach to sports and recreation initiatives for Aboriginal 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 East), researchers 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 committees were established at each site to ensure the programs were developed, 

delivered, and evaluated in a community-specific and culturally sensitive way. Over the next 

three years, researchers and community members learned a great deal about barriers and 

facilitators of success. Common barriers experienced by both communities included: low self-

esteem; no male volunteers; few role models; a lack of encouragement, consistency and 

motivation; and issues around exclusion and addiction (Reading et al, 2005). 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 implementation and maintenance; the value of training in 

community capacity-building; and the importance of OCAP (ownership, control, access, and 

possession) in health promotion practice (Reading et al, 2005). 

 

Simmons and Voyleôs (2003) study, ñReaching Hard-to-Reach, High-Risk Populations: Piloting 

a Health Promotion and Diabetes Disease Prevention Programme on an Urban Marae in New 

Zealand,ò is another example of community-based health promotion practice. The South 

Auckland Diabetes Project (SADP) was initiated in 1994 to pilot innovative, user-friendly, 

marae-based (communal gathering area) approaches in diabetes awareness, detection, support, 

and treatment for South Aucklandôs urban Maori population.
10

 SADP researchers began by 

establishing a partnership with the Whaiora Marae (meaning in search of better things) which 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 

physical meeting space, rather it ñembraces a human and spiritual dimension and has come to 

symbolize the essence of Maori health aspirationséit is where a person has turangawaewae (a 

place to stand), a sense of belonging or identity and where Maori values, cultural and health 

practices are reaffirmedò (Ngata and Pomare, 1992, pp. 45-46). SADP researchers learned a 

number of important lessons in the process of conducting community-based, participatory 

research with the marae. First, by working closely with marae members, 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 associated with the marae, the program created a supportive 

environment for culturally appropriate health promotion service delivery. Third, the program 

generated long-term healthy eating and active living in the community. For example, although 

funding ended in 1996, the marae continued to support the diabetes program, as well as other 

health initiatives, through subsequent funding, including health promotion days, a ñsmoke free 

maraeò declaration, weekly line-dancing sessions, and a catering program to supply low-fat/high 

fibre food (Simmons and Voyle, 2003).  

 

× Culturally Appropriate Approaches 

 

Culture is a dynamic and adaptive system of meaning that is learned, shared, and transmitted 

from one generation to the next (Kreuter & McClure, 2004). It is reflected in the values, norms, 

practices, symbols, ways of life, and other social regularities of a given population and, as such, 

is inextricably linked to an individual or groupôs understanding and expression of health and 

illness. Although the connection between culture, health-related behavior, and the uptake and 

acceptance of health promoting programs and messaging is well-known, there are few óculturally 

appropriateô programs or resources available (Marin et al., 1994) and even fewer explanations of 

the methods or rationale used to achieve appropriateness. Indeed, culture is more often ñassumed 

than assessedò in the design and implementation of health promotion programs or services 

(Kreuter et al., 2002). For example, race and ethnicity are frequently used as proxies for culture 

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

group or subgroup.  

                                                 
10

 Maori experience a higher prevalence of type 2 diabetes and related risk factors than non-Maori, including low 

diabetes awareness, overweight and obesity, under-utilization of primary care services, higher rates of smoking, 

poor glucose control, and earlier age at diagnosis. 
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According to Kreuter et al. (2002), there are five common, interrelated strategies for enhancing 

cultural appropriateness in mainstream health promotion programs and related materials. Each 

strategy involves a type of cultural targeting, or ñthe use of a single intervention approach for a 

defined population subgroup that takes into account characteristics shared by the subgroupsô 

members,ò and includes: 1) Peripheral strategies that 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 declarative title (e.g. using the image or 

colors of the medicine wheel in a health brochure), 2) Evidential strategies that 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. stressing higher rates of diabetes in Aboriginal peoples compared to the non-

Aboriginal population), 3) Linguistic strategies that seek to make health promotion programs and 

materials more accessible by providing them in the dominant or native language of the target 

group (e.g. translation of health materials posters into Inuktitut or Cree), 4) Constituent-involving 

strategies that draw directly on the experience of members of the target group (e.g. hiring staff 

members who are indigenous to the target population); and 5) Socio-cultural strategies that 

frame health-related 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 materials) (Kreuter et al., 2002, pp. 135-136). 

 

There are numerous examples of mainstream programs that have been culturally óadaptedô for 

Aboriginal audiences, particularly in Canada. The Heart and stroke Foundation of BC and 

Yukon, for example, adapted the HeartSmart Kids 4-6 program for Aboriginal youth by 

incorporating the ñcultural valuesò of BCôs Aboriginal population into the healthy eating, active 

and smoke-free living program (ww2.heartandstroke.ca). In 2007, Health Canada also released 

its first ever Canadaôs Food Guide tailored for First Nations, Inuit and Métis people across 

Canada. The Aboriginal-specific food guide differs from the mainstream guide in that it provides 

examples of traditional foods and explains how these can be used in combination with store-

bought foods for a healthy eating pattern (Health Canada, 2007). Similar Aboriginal-specific 

tailoring is also being considered for Canadaôs Physical Activity Guide (Young & Katzmarzyk, 

2007). Although cultural targeting or tailoring techniques can 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, decision-making, implementation, and evaluation is one way to ensure that programs 

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

 

In the article ñStory-Telling: Australian Indigenous Womenôs Means of Health Promotionò 

(Brock et al., 1999) it is described 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 

Koori Centreôs Principles and Procedures for the Conduct of Research as a guideline for 

research processes and outcomes, the project aimed to: encourage a healthy lifestyle in the 

communities, increase Aboriginal womenôs awareness of specific heath issues, improve 

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 and scope of the project, including the 
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importance of story-telling in the communication and dissemination of traditional and 

contemporary health information and in reinforcing Koori cultural beliefs and appropriate 

behaviour (Brock et al., 1999). The video, called Bullan Ngununggula ï Women Belonging to 

Here, featured the personal stories of local Elders about healthy lifestyles and ówomenôs 

businessô such as female sexual and reproductive roles and practices. The stories interpreted 

health and illness in relation to colonization, land, language, indigeneity, and extended family 

relationships, particularly between auntie/niece, and grandmother/granddaughter. Involving the 

local Koori Elders and community members in the project from its conception to its completion 

ensured Koori health needs were targeted in a culturally appropriate and respectful manner. Most 

importantly, the methodology and process used ñgave the Elders control, knowledge, 

empowerment, and ultimately a reinforcement of themselves and their wayò (Brock, et al. 1999).  

 

In ñA Community-Based Public Health Initiative Integrating a Traditional War Canoe Culture 

within Todayôs Contemporary Lifestyles: The C.E.D.A.R. Project,ò Oreiro (1995) describes how 

the Lummi Nation, a Northwest Coast Salish Tribe from Washington State, implemented a 

health promotion program based on war canoe racing. Arguing that ñculture is the fabric holding 

together the human existence,ò the Lummi looked to their traditional teachings, practices, and 

ancient connections to the land, water, and sky to develop the C.E.D.A.R. project (Oreiro, 1995).  

Funded through the W.K. Kellogg Foundationôs Community-Based Public Health Initiative 

(CBPHI), the project was aimed at Lummi youth and centred on the annual water festival at the 

Stommish Grounds. It was supported by a full-time 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 new 11-person canoe and yellow cedar 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 and T-shirts with the slogan óChoose a Healthy Lifestyle ï War 

Canoe Racing.ô The project also sponsored conferences, athletic tournaments, health fairs, travel 

funds for canoe racers, information booths at various community events, and the widespread 

distribution of a survey on óWhat health means to you?ô intended to guide future health and 

wellness training programs at the community level (Oreiro, 1995). 

 

× Strength-Based Approaches 

 

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

modifying ólifestyleô issues and/or the negative, unhealthy behaviors that contribute to illness. 

Although the social, cultural, environmental, political, and economic determinants of health have 

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

similarly focused on problems, vulnerabilities, and deficits at the individual, community or 

organizational level. A strength-based approach to health, by contrast, focuses on what is strong 

not what is wrong. In other words, it emphasizes solutions, strengths, resources, resiliency, 

relationships, and a capacity to transform and change regardless of risks (Hammond, 2005). In 

the context of community-based health promotion, strength can be defined as the ñextent to 

which people 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, religion, social class, and educationò (Brough, Bond, & Hunt, 2004, p. 216). A 

strength-based 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 (Brough et al., 2004).  

 

In ñStrong in the City: Towards a Strength-Based Approach in Indigenous Health Promotion,ò 

Brough et al. (2004) describe five key community strengths gleaned from 17 in-depth interviews 

and 20 focus groups with a cross-section of Indigenous community members and organizations 

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 example, that 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 

(Brough et al., 2004). Second, participants believed a strong commitment to community was 

important because it represented shared responsibility and a sense of community identity. 

Neighbourhood networks were also recognized as a chief strength, particularly for Aboriginal 

people living in lower socio-economic locations. Third, community members named community 

organizations 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 (Brough et al., 2004). 

Although Brough et al. do not propose a formulaic process for linking community strengths to 

action, they suggest it is a valuable approach that can be used to ñset the toneò for a particular 

type of community engagement that will lead into ñvalue-adding activities.ò   

 

In ñOur Games Our Health: A Cultural Asset for Promoting Health in Indigenous Communities,ò 

Parker et al. (2006) describe a community-based health promotion initiative to introduce 

traditional indigenous games into schools and community groups in two geographically distant 

indigenous communities (Cherbourg & Stradbroke) in Queensland, Australia. Established in 

partnership with the Queensland University of Technology (QUT), the project was co-managed 

by a community forum comprised of 10 members from each community who met alternately in 

each community. To ensure that the health promotion programs were appropriate for the 

communities involved, two óasset auditô workshops were convened to map out community 

priorities, values, needs, strengths, resources 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 (Parker et al., 2006). The workshops were also used to 

identify the target population, project goals, and level of interest. Parker et al. identified three 

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

its cultural appropriateness: 1) community control is required from the outset in all aspects of 

planning, implementation, decision-making, and evaluation; 2) cultural exchange between 

participants is required to enrich capacity, extend networks, and enhance outcomes; and 3) 

adopting a strength-based approach grounded in a positive Indigenous health promotion 

paradigm is essential (Parker et al., 2006).  By adopting a culturally appropriate, wholistic 

approach that concentrated on the communitiesô cultural knowledge and traditions, the óour 

games our healthô program contributed to more sustainable and transferable outcomes.  
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× Capacity Building  

 

Although capacity building means different things to different people, it is most often described 

in health promotion literature as ñenhancing the ability of an individual, organization of 

community to address their health issues and concernsò through the development of ñthe 

knowledge, skill sets, participation, leadership and resourcesò (Ontario Prevention 

Clearinghouse, 2002, p. 1). Developed through a óbottom-upô or grassroots process, capacity 

building includes ñcreating partnerships with other organizations and communities and building 

ongoing, trusting relationshipsò that are adaptable, flexible, multi-dimensional and ñrooted in 

local contexts with local peopleò (Ontario Prevention Clearinghouse, 2002, p. 2). According to 

Salsberg et al. (2007), capacity has both objective and environmental components. Building 

objective capacity 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 objects can manifest. 

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, stronger relationships and social supports, 

collaborative skills, improved resource use and mobilization, and empowerment (Hawe, Noort, 

King & Jordens, 1997; Chino & DeBruyn, 2006; Ontario Prevention Clearinghouse, 2002).  

 

Although various expressions of community capacity building have been successfully 

incorporated into many Aboriginal health promotion programs, Chino and DeBruyn (2006) argue 

that the strategies are ñbased on imported Western frameworks rather than on indigenous 

epistemologies and indigenous ways of knowingò (p. 596). 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, activities and expected outcomes at the community level. Chino and DeBruyn 

offer several key considerations for the development of a ótribal capacity building modelô 

including: the need for an orientation towards local health issues which often overwhelm limited 

staff and resources; the time needed to fully establish and integrate the capacity-building process 

such as building trust, effective communication skills, and inclusive working relationships; and 

the need for a participatory process where mutual learning is 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 in four 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 traditions) and promoting commitment (responsibility, reciprocity, generational 

teaching and learning).   

 

In ñThe In-Between People: Participation of Community Health Representatives in Diabetes 

Prevention and Care in American Indian and Alaska Native Communities,ò Satterfield, Burd, 

Valdez, Hosey & Eagle Shield (2002) describe the benefits of capacity building with community 
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health representatives (CHRs).
11

 CHRs are community members who work almost exclusively in 

community settings and who serve as a óbridgeô between community residents and the health 

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; supporting the delivery 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 

et al, 2002; Hammond, 2006; Love, Gardener, Legion, 1997). Satterfield et al. (2002) argue that 

regular, certifiable training in areas such as chronic disease management, mental health, 

addictions, suicide prevention, maternal and child health, nutrition, parenting, 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 while reducing health care costs.  

 

The Honour Your Health Challenge (HYHC) ótrain the trainerô model has also proved to be 

extremely effective in building capacity and leadership skills for Aboriginal people engaged in 

local-level health promotion and tobacco reduction projects in British Columbia. Developed 

through the BC Aboriginal Tobacco Strategy, HYHC defines capacity as ñthe ability to learn or 

retain knowledge, or the potential for growth, development and accomplishmentsò (BC Ministry 

of Health Services, Aboriginal Health Division, 2004, p. 9). The 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 self-confidence (Mactier and van der Woerd, 2003). HYHC 

hosts an annual three-day 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 activity, nutrition, 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 evaluation of HYHC in 2003 indicated high levels of community 

participation and satisfaction, with many participants citing an increase in self-knowledge 

(increased awareness of their own skills and abilities), self-confidence, and leadership skills 

(Mactier and van der Woerd, 2003). 

 

× Addressing Social Determinants of Health 

 

Health follows a distinct social gradient ï the higher the social position, the better the health 

(Marmot and Wilkinson, 2006; WHO, 1998). The social gradient phenomenon sheds light on the 

prevalence of both health disparities (those indicators of a relative disproportionate burden of 

disease on a particular population) and health inequities (the underlying causes of disparities, 

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

(Marmot and Wilkinson, 2006; Adelson, 2005). Irrespective of the indicator used, Indigenous 

people globally are ñbehind everyone, everywhereò with respect to health status and access to 

health services (Stephens, Nettleton, Porter, Willis & Clark, 2005; IDRC, 2005). First Nations, 

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

                                                 
11

 Also known as community health aide, community wellness workers, community 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 colonialist 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 practice 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 suggests a number 

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 trained in physical 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 other obstacles 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 example, 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 programs that do not 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 require less support 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 out in-kind contributions from 

organizations and agencies (i.e. local stores), sharing existing resources (i.e. letting adults use the 

school gymnasium at night), and community fund raising (NIICHRO, 2006).  

 

Evaluation in Health Promotion 

 

Evaluation is critical component of the health promotion cycle. It is used to judge the success 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, methodology-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 activities (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 evaluated at the same 

level), and 4) adopting appropriate evaluation design (LaFrance, 2004). Of these, evaluation 

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

 

In ñCulturally Competent Evaluation in Indian Country,ò LaFrance (2004) suggests that while 

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 creation into the evaluation process. According to LaFrance, an indigenous 

evaluation framework must be trust-based, not evidence-based, to achieve validity and reliability 



 24 

at the community level. The principles of respect, reciprocity and relationship are equally 

important to the evaluation process, particularly when evaluators óexternalô to the community are 

involved (LaFrance, 2004). Ideally, indigenous people should evaluate their own programs, 

determine their own evaluation processes, and use the methodologies that fit within ñtheir 

framing of place, community, values, and cultureò (LaFrance, 2004). In a select review of 

Australian indigenous health promotion evaluations, Mikhailovich, Morrison & Arabena (2007) 

similarly argue for community-driven, participatory evaluation processes that involve Elders and 

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, Mikhailovich et al. also recommend ñestablishing realistic expectations of what can be 

evaluated from the outsetò (p. 15). 

 

Knowledge Translation  

 

Knowledge translation (KT) is a relatively new term used to describe the interactive and iterative 

process of transforming knowledge into use. Heralded as a way to óbridge the know-do gapô 

between ótwo communitiesô ï knowledge producers (researchers) and knowledge users 

(decision-makers, practitioners, the general public) ï KT has become a national and international 

population and public health priority over the last decade (Graham, et al., 2006). Although KT 

has been defined by various authors in a range of contexts, the Canadian Institutes of Health 

Researchôs definition is frequently used. CIHR defines KT as the ñexchange, synthesis, and 

ethically sound application of knowledge within a complex set of interactions among researchers 

and usersò (CIHR, 2006, p. 6). In other words, KT encompasses all the steps between the 

creation of new knowledge and its application to yield beneficial outcomes for society. For 

Aboriginal peoples, however, KT is not just about the creation of ónewô knowledge or knowledge 

rooted in the western scientific paradigm. It also encompasses indigenous knowledge, knowledge 

holders, and the cultural practices and protocols that support its transmission from one generation 

to the next. M®tis physician, Janet Smylie, defines Aboriginal KT as ñindigenously led sharing of 

culturally relevant and useful health information and practices to improve health status, policy, 

services, and programsò (IPHRC, 2005, p. 19). More simply put, it is ñsharing what we know 

about living a good lifeò (Kaplan-Myrth and Smylie, 2006, p. 25).  

 

Aboriginal knowledge translation in the field of public health is fraught with challenges. First 

and foremost, there is a lack of Aboriginal specific health data. A recent study of 254 Medline 

journal articles from 1992-2001 found that the majority of Canadian articles do not reflect the 

demographic composition of Aboriginal people in Canada, with a severe under-representation of 

Métis, urban Aboriginal people, off-reserve First Nations, as well as an over-representation of 

Inuit (Young, 2003). Children and women were shown to have received less attention 

proportionally to their share of the problem, while specific communities and regions were 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 significant cause of death among Aboriginal populations 

(Young, 2003; AFN, 2007). Second, misunderstandings are common when two worldviews and 

knowledge systems meet. Maori scholar Mason Durie has argued that ñindigenous knowledge 

cannot be verified by scientific criteria nor can science be adequately assessed according to the 

tenets of indigenous knowledge. Each is built on distinctive philosophies, methodologies, and 
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criteriaò (Durie, 2004, p. 1138). In order for both knowledge systems to be valued and validated, 

Indigenous scholar Willie Ermine has argued that we need to engage in ñdialogue about our 

common humanityò in an ñethical spaceò (Kaplan-Myrth and Smylie, 2006).  

 

In ñKnowledge Exchange as a Vehicle to Improve the Health of Aboriginal Communities,ò 

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 antecedents (for example, the 

impact of residential schools), empowerment (equality and partnerships), respect for indigenous 

knowledge, cross-cultural communication (research literacy and inclusion of Aboriginal 

languages), and long-term commitment (relationships). Strategies 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 incorporating 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.  

 

Health 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 of the target 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 some basic strategies that can be effective within and 

between these groups. First and foremost, an effective health communication strategy must 

address communication barriers. Health Canadaôs 1998 report, Reaching Out: A Guide to 

Communicating with Aboriginal Seniors, 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 

resource barriers such as limitations in human and financial resources to effectively deliver 

information in a timely fashion (Health Canada, 1998). Several methods can be used to 

circumvent these and other barriers including: examining and using local solutions, using plain 

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 out information more than once (Health Canada, 

1998). 

 

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

Aboriginal seniors involved in the Reaching Out project identified word-of-mouth information 

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

care workers, and hospital staff as the most popular sources of health information(Health 

Canada, 1998). In the 2006 Youth Knowledge Needs Assessment research project, led by the 

National Aboriginal Health Organizationôs (NAHO) First Nations Centre, results were presented 

from a self-administered survey questionnaire of 430 rural and urban youth between the ages of 

thirteen and twenty-eight (NAHO, 2006). When seeking information related to health 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%), television 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).  

 

Although the Youth Knowledge Needs Assessmentôs findings are not representative of all First 

Nations youth, some key considerations can be gleaned from the data and may, in some 

instances, be transferable to other Aboriginal youth audiences. These include: 1), parents play an 

integral role in the transmission of health information to youth and should be actively involved in 

health communication processes (NAHO, 2006); 2) the Internet and spokespersons and role 

models (e.g. Elders) are preferred sources of health information, particularly for older youth, and 

should likewise be incorporated into health communication planning; and 3) technologically-

based approaches to health communication are preferred, most notably information accessible 

through the Internet and Websites (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 other areas 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; Aboriginal 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 from low-tech 

or high-tech electronic resources to print materials (Health Canada, 1998). Establishing and 

maintaining personal contact is also critical to the entire health communication process.   

 

Conclusion 

 

The field of Aboriginal health promotion is relatively unexplored in both research and practice. 

There are, however, a handful of principles and promising practices that can be gleaned from the 

existing literature. The principles 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 the importance 

of wholistic worldviews, self-determination, capacity building and partnerships to achieve health 

promotion goals in Aboriginal communities (NSW, 2002). Establishing a set of analogous health 

promotion principles for BCôs Aboriginal ActNow program would be beneficial to all 

participants and could serve as a model for other Aboriginal health initiatives. At the level of 

practice, it is clear that there are no óone size fits allô approaches to improving Aboriginal health. 

A review of the literature suggests that mixed-method approaches that are wholistic, community-

based, culturally appropriate, and strength-based, and that build capacity and address social 

determinants of health, are arguably more successful in an Aboriginal context.  
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PART II ï ENVI RONMENTAL SCAN  

 

The following environmental scan provides a snapshot of ówho is doing whatô in mainstream and 

Aboriginal-specific health promotion in the international arena, in Canada, and in British 

Columbia. Health promotion organizations and entities are listed in alphabetical order.  

 

INTERNATIONAL  

 

× Australian Indigenous Health Promotion Network 

 

The Australian Indigenous Health Promotion Knowledge Network is dedicated to improving the 

health of indigenous Australians through education and professional development, 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 National Heart Foundation, and Aboriginal and Torres 

Strait Islander health workers. Since its inception, the network has provided leadership and 

participation at national and international mainstream health promotion conferences, collaborated 

on the development 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 country (www.indigenoushealth.med.usyd.edu.au). 

 

× Australian HealthInfoNet  

 

The Australian HealthInfoNet is ñan innovative web resource that makes information on 

Indigenous health easily accessible and to help inform both policy and practiceò 

(www.healthinfonet.ecu.edu.au). Established in 1997 as the National Aboriginal and Torres 

Strait Islander Health Clearinghouse, HealthInfoNet is a one-stop info-shop where published, 

unpublished, and specially developed material on Aboriginal health is provided freely to policy 

makers, service providers, researchers, students, and the general public. HealthInfoNet publishes 

an electronic journal, the Australian Indigenous HealthBulletin, to facilitate access to a wide 

range of health information relevant to Aboriginal peoples. As well, HealthInfoNet hosts several 

óyarning placesô or electronic networks where practitioners, policy-makers, and others interested 

in Aboriginal health can share information, knowledge and experience in a variety of topics such 

as alcohol use, road safety, cardiovascular disease, and substance abuse among others 

(www.healthinfonet.ecu.edu.au). 

 

× 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 organisations, research institutions and government agencies to 

deliver health-related programs to Aboriginal people. The goals of the CRC for Aboriginal 

Health are to: 1) promote high-quality research through increased Aboriginal control of the 

health research agenda and through partnerships with key stakeholders in the Aboriginal health 

sector, government agencies and research institutions; 2) undertake strategic research to 

investigate health conditions, health service delivery systems and the social determinants of 

health; 3) ensure the effective transfer of research findings 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 capacity in Aboriginal people to allow greater control of health research through 

increased formal education and training opportunities; 5) and advocate in line with CRCAH 

communications strategy for research-informed changes to the delivery of health services to 

Aboriginal people (www.crcah.org.au).  

 

× 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 goals of Healthy People 2010 are to: 1) increase 

the quality and years of a healthy life, and 2) eliminate health disparities in several key areas 

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

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

hearing, sexual health, physical activity and fitness, nutrition, and substance abuse (Healthy 

People 2010, 2005). Intended to complement the World Health Organizationôs Health for All 

strategy, Healthy People 2010ôs mandate is for early detection, treatment and rehabilitation. As 

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, evidence-based health information sources 

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

program. 

 

× Health Promotion Forum of New Zealand 

 

The Health Promotion Forum of New Zealand - Runanga whakapiki ake i te Hauora o Aotearoa - 

is a national umbrella organization funded by the Ministry of Health to provide national 

leadership and support for good health promotion practice consistent with Te Tiriti o Waitangi 

and the Ottawa Charter (www.hpforum.org.nz). The Forum provides information, coordination, 

training and skills development to both members and the health promotion workforce at large as 

well, organizing seminars and meetings, contributing to policy development and undertaking 

advocacy on behalf of health promotion in Aotearoa-New Zealand (www.hpforum.org.nz).  

 

× 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 

Health Service. The IHS hosts two important knowledge translation resources: 1) the Native 

Health History database, a centralized, nationally accessible, computerized database with 

abstracts from Native American and Alaska Native medical/health reports from 1652 to 1970 

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 care practitioners working with Native American 

populations (www.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 programs (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. 

 

× International Union for Health Promotion and Education (IUHPE) 

 

Established approximately fifty years ago, IUHPE is ñthe only global organisation entirely 

devoted to advancing public health through health promotion and health education. As a leading 

global network, IUHPE works to promote health worldwide and contribute to the achievement of 

equity in health between and within countriesò (www.iuhpe.org). Drawing on the strength and 

commitment of its diverse network of members, IUHPE has a well established track record in 

knowledge development and translation of health promotion and health education policy 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 has four main goals: 1) to advocate for health, 2) to 

build knowledge of effective health promotion and health education, 3) to improve effectiveness 

of policy and practice, and 4) to build capacity for health promotion and health education 

(www.iuhpe.org). Promotion & Education is a quarterly, multilingual, peer reviewed 

international journal published by IUHPE. 

 

× International Network of Indigenous Health Knowledge and Development (INIHKD)  

 

INIHKD is an international assembly dedicated to improving the health and well-being of 

indigenous people in Australia (Aboriginal and Torres Strait Islanders), New Zealand (Maori), 

Canada (First Nations, Inuit, Métis), and the United States (Native American Indian) through the 

process of community-led research, indigenous health services, and workforce development in 

the health field. Believing that there is ñmuch to be learned from sharing each otherôs 

approaches, experiences, and results,ò INIHKD is engaged in knowledge translation activities 

designed to build capacity, stimulate 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. 

 

× 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 include: 1) developing concepts and strategic plans for health promotion 

programs, 2) research agendas and appropriate methodologies, and 3) information sharing 

(www.american.edu/academic.depts/cas/health/iihp/index.htm). Together with the American 

Journal of Health Promotion, IIHP published a global newsletter called Health Promotion: 

Global Perspectives from 1998 to 2001. 

 

× The World Health Organization (WHO) 

 

WHO is the directing and coordinating authority for health within the United Nations system and 

is responsible for: 1) providing leadership on global health matters, 2) shaping the health 

research agenda, 3) setting norms and standards, 4) articulating evidence-based policy options, 5) 
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providing technical support to countries, and 6) monitoring and assessing health trends 

(www.who.int/about/en). In order to adapt to a complex and rapidly changing global landscape, 

WHO follows a six-point agenda that addresses health objectives, strategic needs, and 

operational approaches. The agenda includes: a) promoting development, b) fostering health 

security, c) strengthening health systems, d) harnessing research, e) providing information and 

evidence, f) enhancing partnerships, and g) improving performance (www.who.int/en/). The 

WHOôs constitution was ratified in April 1948, a date that is now celebrated every year as World 

Health Day. Its supreme decision-making body is the World Health Assembly which meets each 

year in May in Geneva, Switzerland and is attended by delegations from all 193 Member States 

(www.who.int/about/en). WHO's goal is the attainment of the highest possible level of health by 

all peoples, which is defined as a state of complete physical, mental and social well-being and 

not merely the absence of disease or infirmity.  

 

The WHO Press is a leading publisher of important scientific, technical, and medical information 

in a diversity of topics including AIDS, child health, tropical diseases, chronic diseases, and 

vaccines. In addition to these publications, WHO also publishes an international, peer reviewed, 

monthly bulletin called the Bulletin of the World Health Organization. 

 

 

NATIONAL  

 

× Aboriginal Canada Portal ï Indian and Northern Affairs Canada (INAC)  

 

The Aboriginal Canada Portal is a user-friendly online virtual forum comprised of resources, 

contacts, information, government programs and services in a wide variety of areas, including: 1) 

economic development, 2) claims and treaties, 3) education, 4) employment, 5) environment and 

natural resources, 6) health and social services, 7) justice and policing, 8) language, heritage and 

culture, 9) housing and infrastructure, and 10) policy, research, and statistics 

(www.aboriginalcanada.gc.ca). Under the health and social services section, information on 

general programs and services, addiction, diabetes and chronic diseases, mental 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 peoples across Canada. The portal is funded by Indian and 

Northern Affairs Canada (INAC), and works in partnership with the Assembly of First Nations, 

Inuit Tapiriit Kanatami, the Congress of Aboriginal Peoples, the Métis National Council, the 

Native Womenôs Association of Canada, and the Council for the Advancement of Native 

Development Officers (www.aboriginalcanada.gc.ca/).   

 

× Aboriginal Healing Foundation (AHF) 

 

The Aboriginal Healing Foundation (AHF) is a non-profit, federally funded organization 

mandated to ñencourage and support Aboriginal people in building and reinforcing sustainable 

healing processes that address the legacy of physical and sexual abuseò experienced in the 

Residential School system, including intergenerational impacts such as violence, suicide, 

poverty, alcoholism, and cultural assimilation among others (http://www.ahf.ca/). AHF activities 

include: funding community-based Aboriginal-directed healing initiatives, resource materials, 
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and a host of relevant health research publications focusing on addictions, FASD, sexual abuse, 

historic trauma, traditional healing, mental health and HIV/AIDS (http://www.ahf.ca/).  The 

AHF operates independently from both government and Aboriginal representative organizations. 

The foundation has an eleven year mandate that expires on March 31, 2009, however it 

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

 

× Aboriginal Nurses Association of Canada (ANAC) 

 

The Aboriginal Nurses Association of Canada (ANAC) began in 1974 when a handful of 

Aboriginal care givers came together under a common vision and ancestry. Pooling together their 

skills, education and cultural heritages, forty-one nurses came together a year later in Montreal to 

form ANAC (www.anac.on.ca). The objectives of ANAC are: 1) to act as an agent in promoting 

better physical, mental, social and spiritual health and well being for Indian and Inuit people, 2) 

to conduct studies and maintain reporting, compiling and publishing of material on Aboriginal 

health, medicine and culture, 3) to encourage and facilitate Aboriginal control of Aboriginal 

health, and involvement and decision-making on matters pertaining to health care services and 

delivery, 4) to offer assistance to government and private agencies in developing programs 

designed to improve Aboriginal health issues, 5) to maintain a consultative mechanism with the 

association, band governments, and other agencies concerned with Aboriginal health, 6) to 

develop and encourage courses in the education system on nursing, the health professions, 

Aboriginal health, and cross-cultural nursing, 7) to develop awareness in Aboriginal and non-

Aboriginal communities of the special health needs of Aboriginal people, 8) to conduct research 

on cross-cultural medicine and develop and assemble material on Aboriginal health, 9) to 

actively develop a means of recruiting more people of Aboriginal ancestry into the medical field 

and health professions, and 10) to develop and maintain on an ongoing basis, a registry of 

Aboriginal registered nurses (www.anac.on.ca).  

 

× 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 life-skills, encourages youth leadership, and reinforces family and cultural 

values (www.aboriginalsports circle.ca). Created through a national consensus-building process 

in 1995, ASC advocates for more accessible and equitable sport and recreation opportunities 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 sports (www.aboriginalsports circle.ca).  

 

× 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 current affairs.  The network is web-based and encourages 

Aboriginal youth, regardless of their location, to talk about their lives and share their experiences 

with one another (www.ayn.ca). Connecting with other Aboriginal youth is a key component of 

the Network. The website is comprised of three key segments: 1) lifestyles, 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, internships and other 

education-related programs and training opportunities for Aboriginal youth, and 3) wellness, 

which disseminates information regarding nutrition, mental health, addictions, abuse, sexuality, 

sexually transmitted diseases, pregnancy and suicide among others (www.ayn.ca). 

 

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

 

The Active Living Alliance for Canadians with a Disability (ALACD) ñpromotes, supports and 

enables Canadians with disabilities to lead active, healthy livesò (www.ala.ca). It provides 

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).  

 

× Canadian Association for the Advancement of Women and Sport and Physical 

Activity (CAAWS)  

 

Established in 1981, CAAWS was founded to advocate for progressive change within Canadaôs 

sport system, leading to the enhanced presence of girls and women at all levels and in all areas as 

athletes, participants, leaders, coaches, and trainers (www.caaws.ca). CAAWS programs include 

On the Move, a national initiative designed to increase opportunities for inactive girls and young 

women (ages 9-18) to participate and lead in sport and physical activity. Team Spirit: Aboriginal 

Girls in Sport is intended to build on the On the Move program through community-based pilots 

in nine communities across Canada. Targeting Aboriginal girls and young women from 9 to 18 

years of age, the pilots will fund 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 receive funding from Sport Canada, a branch of the Department of Canadian Heritage.  

 

× 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 Kinesiology and Medicine at the University of Western Ontario 

and the Lawson Research Institute of the St. Joseph's Health Centre. CCAAôs mandate is to 

investigate the interrelationship of physical activity and aging, and to develop strategies, based 

on research, to promote the independence of older adults (www.uwo.ca). Goals of the CCAA 

are: 1) to become a high-quality national centre supporting physical activity for the aging 

population; 2) to become the national coordinating and accreditation institute for CCAA's 

community-based programs and services for the elderly; 3) to support, encourage and 

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

for Health Canada and other national organizations; 4) to establish international alliances and 

promote an open exchange of scientific knowledge, health and community programs to benefit 

active older adults; 5) to educate provincial governments, industry and social agencies on the 

benefits of an active aging population; and 6) to be the national data centre for information on 

activity and aging (www.uwo.ca). 
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× Canadian Consortium on Health Promotion Research (CCHPR) 

 

The Canadian Consortium on Health Promotion Research is a network of collaborative centres 

across Canada dedicated to enhancing health promotion research, policy and practice by linking 

research, capacity development, and information dissemination (www.utoronto.ca/chp/CCHPR). 

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

late 1980s and has influenced the development of health promotion infrastructure and advocacy 

in many provinces and internationally. The goals of the Consortium include: 1) to develop and 

conduct collaborative, national and international health promotion research projects; 2) 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 regions; 3) to act as a Canadian and 

international focal point for linking regional centres, colleagues and others engaged in 

knowledge development for information about health promotion teaching, training, research 

resources and expertise; 4) to enhance communication of health promotion knowledge; and 5) to 

advocate for funding for health promotion research and support for the advancement of 

knowledge in population health/health promotion (www.utoronto.ca/chp/CCHPR).  

The Consortium includes fourteen centres
12

 across Canada, three of which are located in British 

Columbia: the Centre for 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 areas of study. The centres are funded in a variety of ways. Each 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 undoubtedly intersect 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 appropriate community-based health services in Ontario 

(www.utotonot.ca/CHP/CCPHR).    

 

× Canadian Health Services Research Foundation (CHSRF) 

 

The Canadian Health Services Research Foundation promotes and funds management and policy 

research in health services and nursing to increase the quality, relevance and usefulness of this 

research for health-system policy makers and managers (www.chsrf.ca). In addition, the 

Foundation works with health-system decision makers to support and enhance their use of 

research evidence when 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 system (www.chsrf.ca). The Foundation is an independent, 

not-for-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; Community Health Promotion 

Coalition; Community Health Research Unit; Gerontology Research Centre; Groupe de recherché interdisciplinaire; 

Groupe de recherche et dôintervention en promotion de la sante de lôUniversite de Laval; Health Promotion 

Research Group; Institute 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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× Canadian Institutes of Health Research (CIHR) 

 

Created in 2000, CIHR is a federally funded research institute that strives ñto create new health 

knowledge, translate existing knowledge and assist in its application by linking researchers, 

health professionals and policy makers from various agencies and organizationsò (www.cihr-

irsc.gc.ca). It consists of 13 virtual institutes, each headed by a scientific director and advisory 

board. CIHR has an Aboriginal specific institute called the Institute for Aboriginal Peoples 

Health (IAPH).  

 

Institute of Aboriginal Peoples Health (CIHR-IAPH) 

 

The IAPH was established in June 2000, along with CIHRôs other twelve institutes. Its role is to 

lead ña national advanced research agenda in the area of aboriginal health and promote 

innovative research that will serve to improve the health of aboriginal people in Canadaò 

(www.cihr-irsc.gc.ca). IAPH supports research through 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 Health Organization (NAHO). The Aboriginal Capacity and Developmental 

Research Environments (ACADRE) centres were one of the first initiatives established by 

CIHR-IAPH (www.cihr-irsc.gc.ca). 

 

Aboriginal Capacity and Developmental Research Environments (ACADRE) ï 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 the centres 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 uptake of research 

through appropriate communication and dissemination strategies, and to provide appropriate 

environment and resources to encourage Aboriginal and non-Aboriginal students to pursue 

careers in aboriginal health research (www.cihr-irsc.gc.ca). There 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 Research Development Program 

(Toronto), Indigenous Peoplesô Health Research Centre (Regina), Nasivvik Centre for Inuit 

Health and Changing Environments (Quebec City).  

 

In April 2008, the British Columbia ACADREôs funding was renewed through the new CIHR-

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 out in the CIHR-

IAPH NEAHR grant include: Indigenous Knowledge, including traditional medicine; Complex 

Interactions ï Determining the Health of Populations; Infectious Diseases; and Aboriginal 

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

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 BC to create a network 

for knowledge transfer across organizational and functional boundaries (NEARBC News 

Release, April 29, 2008). The strategic focus of NEARBC is also to increase capacity for 

Aboriginal health researchers in BC through workshops, conferences, electronic 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 NEARBC (NEARBC News 

Release, April 29, 2008). The new structure will have one 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 (housed at UNBC).The partnership between the BC 

ACADRE and NEARBC is, to date, one of the largest research network partnerships in 

Aboriginal Health Research in Canada (NEARBC News Release, April 29, 2008).  

 

× Canadian Public Health Association (CPHA)  

 

The CPHA is a national, independent, not-for-profit, voluntary association. Established in 1912, 

CPHA is comprised of health professionals from over 25 health disciplines and is active in 

ñconducting and supporting health and social programs nationally and internationallyò 

(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 goals dealing 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 all Canadians.  

 

× Canadian Task Force on Preventative Health Care (CTFPHC) 

 

The CTFPHC is an internationally recognized, Canadian organization that provides independent 

evidence-based 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, secondary prevention 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 website serves as 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 interventions (www.ctfphc.org). 

 

× Canadian Womenôs Health Network (CWHN) 

 

The Canadian Womenôs Health Network (CWHN) was created in 1993 as a voluntary national 

organization to ñimprove the health and lives of girls and women in Canada and the world by 

collecting, producing, distributing and sharing knowledge, ideas, education, information, 

resources, strategies and inspirationsò (www.cwhn.ca). CWHN works with the Centres of 
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Excellence for Womenôs Health to promote communication, information sharing, and 

interaction. 

 

× Centre for Indigenous Peoplesô Nutrition and Environment (CINE) 

The Centre for Indigenous Peoples' Nutrition and Environment (CINE) is an ñindependent, 

multi-disciplinary research and education resource for Indigenous Peoples, created by Canada's 

Aboriginal leadersò (www.mcgill.ca/cine.). CINE is located on McGill University's Macdonald 

Campus in Ste-Anne-de-Bellevue, Quebec. CINE was created in response to a ñneed expressed 

by Aboriginal peoples for participatory research and education to address their concerns about 

the integrity of their traditional food systems. Deterioration in the environment has adverse 

impacts on the health and lifestyles of Indigenous peoples, in particular nutrition as affected by 

food and food traditionsò (www.mcgill.ca/cine). CINE is engaged in the development of health 

promotion activities using local indigenous foods to improve nutritional health and to 

demonstrate that this principle works in many indigenous areas globally. 

× Health Canada  

 

Health Canada is a branch of the federal government and is responsible for ñhelping Canadians 

maintain and improve their health, while respecting individual choices and circumstancesò 

(www.hc-sc.gc.ca). Health Canadaôs goal is to establish Canada as one of the healthiest countries 

in the world. To meet this goal, Health Canada: 1) relies on high-quality scientific research, 2) 

conducts consultations with the public to identify long-term health care needs, 3) ensures 

effective communication about disease prevention, and 4) encourages Canadians to take an 

active role in their health, including eating well and being active (www.hc-sc.gc.ca). Health 

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

improve Canadiansô quality of life in the long-term. Health Canadaôs Healthy Living programs 

include: a) alcohol and drug use, b) healthy babies, c) children and adolescents, d) healthy eating, 

f) healthy pregnancy, g) mental health, h) oral health, i) physical activity, safety and injuries, j) 

seniors, k) sexual health and promotion, l) tobacco, m) violence and abuse, and n) womenôs 

health (www.hc-sc.gc.ca). While Health Canadaôs programs aim to improve the health of all 

Canadians, First Nations and Inuit health is addressed more specifically by the First Nations and 

Inuit Health Branch. 

 

First Nations and Inuit Health Branch (FNIH) 

 

The First Nations and Inuit Health Branch (FNIH) of Health Canada is responsible for delivering 

funding and programming to First Nations on-reserve and Inuit communities. It is also 

responsible for drug, dental, and other ancillary health services to First Nations and Inuit, 

regardless of residence. FNIHôs objectives are: 1) to improve health outcomes, 2) ensure the 

availability and access to quality health services, and 3) support greater control of the health 

system by First Nations and Inuit (www.hc-sc.gc.ca/fnih-spni). In addition to providing primary 

care, health protection services, and non-insured health benefits, FNIH funds and helps deliver a 

range of community programs including: a) Aboriginal Head Start On-Reserve, b) Aboriginal 

Diabetes Initiative, c) Brighter Futures, d) Building Health Communities, e) Canada Prenatal 

Nutrition Program, f) FASD Program, g) First Nations and Inuit Tobacco Strategy, h) Injury 
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Prevention, i) National Native Alcohol and Drug Abuse Program, j) Nutrition and Physical 

Activity Promotion, and k) Youth Solvent Abuse Program (www.hc-sc.gc.ca/fnih-spni).  

 

× Indigenous Peoplesô Health Research Centre (IPHRC)  

 

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

Regina, and the University of Saskatchewan, as well as other health boards and Aboriginal health 

organizations. IPHRCôs primary focus is promoting and developing capacity in health research 

among Aboriginal people in areas such as chronic diseases, mental health and addictions, health 

services and policies, ethics and research governance, health determinants, mentoring, and youth 

engagement (www.iphrc.ca). Research by IPHRC is conducted in collaboration with Aboriginal 

communities and shared accordingly.  

 

× National Aboriginal D iabetes Association (NADA) 

 

The National Aboriginal Diabetes Association (NADA) was formed in 1995 following the 3
rd

 

International Conference on Diabetes and Indigenous Peoples held in Winnipeg, Manitoba. 

Inspired by the success of the SUGAR (Strategies for Undermining Glucose in Aboriginal 

Races) Group and the AFN and Assembly of Manitobaôs Chiefs declaration of 1995 as the Year 

of First Nations and Diabetes, NADA acquired Health Canada funding in 1996 to begin 

operations (www.nada.ca). NADAôs vision is ñto address diabetes amongst Aboriginal peoples 

by creating networks and opportunities for individuals and communities within their beliefs, 

traditions and valuesò (www.nada.ca). Guided by the overarching principles of respect, honour, 

validation, caring and sharing, 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).   

 

× National Aboriginal  Health Organization (NAHO) 

 

The National Aboriginal Health Organization (NAHO) is a non-profit Aboriginal designed and 

controlled health organization dedicated to the advancement of Aboriginal health and wellbeing 

through: 1) knowledge-based activities, 2) education and awareness, 3) research and 

partnerships, 4) aboriginal participation, and 5) the affirmation and protection of traditional 

healing practices (www.naho.ca). NAHO serves as an umbrella for three distinct centres: the 

First Nations Centre, the Ajunniqiniq (Inuit) Centre, and 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 resources (www.naho.ca). Since 2004, NAHO has 

published the Journal of Aboriginal Health, a peer-reviewed journal with articles from leading 

health scholars, academics and Aboriginal community members. NAHO also supports a 

quarterly E-Bulletin to provide readers with an update on NAHO centres and activities. NAHO 

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 dreams (www.naho.ca). Another key service provided by NAHO is the Information 

Centre on Aboriginal Health (ICAH). 
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Information Centre on Aboriginal Health (ICAH) 

 

The Information Centre on Aboriginal Health (ICAH) acts as a clearing house for bibliographic 

and web-based research, resources, programs and services, health careers and scholarships and 

bursaries related to Aboriginal health in Canada and globally (www.icah.ca). ICAH is targeted 

towards all individuals and organizations engaged in any aspect of Aboriginal health, including 

licensed health professionals, paraprofessionals, 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. 

 

× National Association of Friendship Centres (NAFC) 

 

The National Association of Friendship Centres (NAFC) was established in 1972 to represent the 

increasing number of Friendship Centres across Canada. The NAFC is a non-profit organization 

governed by a voluntary Board of Directors comprised of eleven regional representatives and a 

youth representative (www.nafc-aboriginal.com). Currently, the NAFC represents the concerns 

of 99 core funded and 15 non-core funded Friendship Centres, as well as 7 Provincial Territorial 

Associations (PTA's), across Canada. Friendship Centres offer a variety of programs and 

services in a culturally appropriate manner, practicing an open-door policy where anyone, 

regardless of race, religion, income or nationality can access programs (www.nafc-

aboriginal.com). According to the NAFC website, over 750,000 people across Canada access 

programs and services offered by Friendship Centres every year, including Aboriginal health 

programs and resources on nutrition, physical activity, tobacco, and healthy pregnancies 

(www.nafc-aboriginal.com). 
 
 

× 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 inequities that currently exist for Aboriginal 

peoples (www.nccah-ccnsa.ca). The NCCAH acts as a resource to facilitate the development of 

ideas and information to support and inform future public interventions; supporting the 

development of practices and policies through knowledge synthesis, knowledge translation and 

knowledge exchange (www.nccah-ccnsa.ca). The fundamental role of the NCCAH is to build 

bridges between Aboriginal peopleôs approaches to public health and existing research centres, 

repositories of public health related information and service delivery agencies.  The NCCAH 

also collaborates with the other National Collaborating Centres (NCCs) on joint projects and 

initiatives.   

 

× National Indian and Inuit Community Health Representatives Organization 

(NIICHRO)  

 

The National Indian and Inuit Community Health Representatives Organization (NIICHRO) is a 

national, non-governmental organization representing Aboriginal Community Health 




