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Preface
In 2016, the Atlantic First Nation Chiefs identified
Chronic Disease and Mental Wellness as two
equally important health priorities for this region.
In support of the mental wellness priority, the
Atlantic First Nations Health Partnership1 (Health
Partnership) approved A Mental Health and
Addiction Plan for First Nations in the Atlantic
Region in 2015. Nationally, in 2017, the
Preventing and Managing Chronic Disease in First
Nations Communities: A Guidance Framework
(Guidance Framework) was created, and became
the basis for informing the Atlantic First Nation
Chronic Disease Prevention and Management
Strategic Action Plan (Strategic Action Plan). The
work of adapting the Guidance Framework to the
Strategic Action Plan took place between October
2017 and May 2018.

















Indigenous Determinants
of Health
Community Readiness
Economic Development
Employment
Environmental Stewardship
Gender
Historical Conditions & Colonialism
Housing
Lands & Resources
Language, Heritage & Strong Cultural Identity
Legal & Political Equity
Life Long Learning
On and off Reserve
Racism and Discrimination
Self-determination and Non-dominance
Social Services and Supports
Urban and Rural

The Strategic Action Plan’s starting place is the

extensive work carried out in developing the
Guidance Framework (Appendix B). Its
(Assembly of First Nations, 2013)
development also included input provided by
community and Health Partnership’s committees,
and the review of related strategies and
initiatives, in this region. The Strategic Action Plan deliberately calls on the Health Partnership,
regional bodies, and communities to place health in a broad context and to mobilize across
sectors to collaboratively address issues and improve well-being of First Nations people. It
draws on the Renewing the Atlantic Chiefs’ Health Priorities 2016 Summary Report and its
extensive input from First Nations in the region, and on the Mental Wellness Continuum
Framework (MWCF). Both documents identify roles for community leadership (Chief and
Council) and community programs and services (such as housing, by-law enforcement,
employment and economic development, education, and others) to be empowered to work
together to create and sustain healthy communities. This wholistic approach recognizes that
the Indigenous Determinants of Health need to be addressed in order to improve community
and individual health outcomes. It also emphasizes the importance of working collaboratively
within the community, with potential partners in federal and provincial governments, and with
organizations and agencies working to prevent and manage chronic disease.

1

A depiction of the process and structures of the Atlantic First Nations Health Partnership can be found in
Appendix A.
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An adapted version of the graphic depicting the Chiefs’ Health Priorities, below, reflects this
approach, where Chiefs and Councils lead and support collaborative community action to
address the Indigenous Determinants of Health and work toward healthy communities.

Resourcing the Strategic Action Plan
The Plan has a five year horizon, from 2018-2023 and is multi partner and regional in scope. It
was designed to help Indigenous Services Canada and Atlantic First Nations partners
represented on the Atlantic Health Partnership, better focus their efforts and resources on the
preventing and managing chronic disease. The Plan therefore intends to build on but not
replace the work that communities and partners are already doing and will continue doing.
Many First Nations communities and organizations are implementing programs and activities
using their existing resources; and the strategies outlined may already be incorporated into
their overall approach to health and efforts to build a safe and vibrant community and may not
require additional resources to implement.
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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Where enhancements are needed in preventing and managing chronic disease at a community
or network level, Indigenous Services Canada (ISC) project-based funding or the Health Services
Integration Fund (HSIF) may be appropriate funding sources. Annual operational planning
processes present an opportunity to identify priorities for investment at a regional scale.
Additionally, in its Departmental Plan 2018-2019, Indigenous Services Canada identified that
one of its priorities is establishing a new fiscal relationship with First Nations, including
providing more funding flexibility and predictability to support self-determination with the
creation of ten-year-grants for qualified First Nations, with the goal of providing them to
100 First Nations by April 1, 2019 (p.9). Eligible First Nations may choose to incorporate a focus
on improved health outcomes through collaboratively addressing the Indigenous Determinants
of Health, as part of this process. Communities participating in the comprehensive community
planning process may also want to ensure a healthy community, in its broadest definition, is
considered in that work.
Other initiatives, particularly working with chronic disease-related health organizations (e.g.
Diabetes Canada) may be available at little or no cost; or can be cost-shared (recreation/sport
infrastructure or physical activity funding).
Finally, one of the guiding principles of the Strategic Action Plan is sustainability. Sufficient
resources are required to sustain chronic disease prevention and management work over time.
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Aboriginal Diabetes Initiative

AFN

Assembly of First Nations

AHP

Atlantic First Nations Health Partnership

AIMN

Atlantic Indigenous Mentorship (AIM) Network

APC

Atlantic Policy Congress of First Nations Chiefs Secretariat

CD NGOs
CDPM

Chronic disease related health organizations, e.g. Diabetes Canada,
Canadian Cancer Society
Chronic disease prevention and management

FNC

First Nations communities in the Atlantic region

FNEII

First Nation Education Initiative Incorporated

HCC

Home and Community Care

Health Authorities
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Indigenous Services Canada
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Mamu Tshishkutamashutau - Innu Education Inc.
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Prov

Provinces of Nova Scotia, New Brunswick, Newfound and Labrador, and
Prince Edward Island

TC

Tribal Councils/organizations in the Atlantic region

TNEGI

Three Nations Education Group Inc.
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Introduction
Atlantic First Nations Chiefs Health Priorities
In 2016, the Atlantic First Nations Chiefs adopted two equally important health priorities: Mental
Wellness and Chronic Disease.
As described in that report, the People (l’nu /Pomawsuwinuwok/ Innut) are at the centre of thinking
about health priority areas. Culture is also in the centre, indicating that it is an integral foundation of
the People, cannot be separated from the People, and is driven by the People.
When the priorities were being identified, communities emphasized the importance of working in
collaboration across sectors, jurisdictions, and all levels of government to address the Indigenous
Social Determinants of Health across all communities. Framing Mental Wellness and Chronic Disease
in terms of the social determinants aligns with an Indigenous wholistic world view, where aspects of
well-being must be considered as interconnected, and cannot be divided into silos to be worked on
separately. The importance of collaboration in creating and sustaining healthy communities also
highlights that no one is alone, and that achieving better outcomes is difficult when working in
isolation. At the federal level, collaboration is taking shape for Nation-to-Nation relationships and
negotiations. Collaboration must also include provincial-level government and partners, who can be
very strong allies, and often providers of programs and services.
The Health Priorities report also emphasizes that while some objectives and strategies emphasize
different life stages, communities cannot treat elders one way and children another way; and that all
stages and ages (children, youth, adults, Elders) equally deserve attention.
Finally, the priority areas are placed within the context of the United Nations Declaration on the
Rights of Indigenous Peoples, and the Truth and Reconciliation Commission Calls to Action. Articles
22-24 in the United Nations Declaration on the Rights of Indigenous Peoples.
This Strategic Action Plan reflects, as did the Atlantic First Nations Chiefs’ Health Priorities Summary
Report, the very important role (positive and negative) that the Indigenous Determinants of Health
have on communities and community members. As the Health Priorities document identifies,
working collaboratively across sectors and jurisdictions (within communities and beyond) to impact
those determinants is foundational to healthy communities.

Chronic Disease Context
Chronic and communicable disease rates are higher among First Nation people than in the general
Canadian public, and there is a correlation between mental wellness and chronic and communicable
diseases. ‘Individuals with communicable and chronic diseases’ are one of the specific populations
identified in the First Nations Mental Wellness Continuum Framework (Health Canada & Assembly of
First Nations, 2015a).
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Nationally, First Nations’ rate of cardiovascular disease is
1.5 times higher than that in the general population. Rates
of death from cardiovascular diseases are 30% higher in
males and 70% higher in females (Health Canada First
Nations and Inuit Health, 2013).
Being diagnosed with a chronic disease comes early in life
for many First Nations members. One of the most prevalent
chronic diseases is diabetes, wherein one in five First
Nations adults age 25 or older, report having diabetes (First
Nations and Inuit Health, 2013). The prevalence of both
diabetes and cardiovascular disease increases in ages 20-29
and 60-79.
In terms of known contributing factors for developing
chronic diseases, First Nations youth, 15-17 years old are
eight times more likely to smoke than other Canadians their
age (First Nations and Inuit Health, 2013).
The impact of chronic diseases on First Nations members is
significant. The top four causes of death are cardiovascular
disease, diabetes, cancer, and respiratory disease. Studies
have found that negative impacts of chronic disease are
greater when there is more than one chronic condition
present: in First Nations communities, 62.6% of First
Nations adults reported having more than one chronic
disease; by age 60, half of First Nations adults were
diagnosed with four or more chronic health conditions
(Health Canada First Nations and Inuit Health, 2013).

Chronic diseases are a group of
conditions that develop slowly, are of
long duration and of generally slow
progression. Because of this, they are
more common later in life, although
they can occur at any age. They
generally cannot be prevented by
vaccines or cured by medication,
although some can be managed. The
common risk factors for chronic disease
involve those that can be modified
including: smoking (non-traditional
tobacco use); the harmful use of
alcohol; raised blood pressure (or
hypertension); physical inactivity;
raised cholesterol; overweight/obesity;
poor nutrition or an unhealthy diet; and
raised blood glucose. Modifiable risk
factors, however, are influenced not
only by individual choice, but also by a
variety of social, economic and cultural
factors or determinants integral in the
environments where people live, learn,
work, and play. Indigenous-specific
determinants of health, described
earlier, extend beyond issues of health
care and service delivery and are
factors in the underlying causes of
illness and disease for many Indigenous
peoples in Canada (Indigenous Services
Canada, 2018, p.12).

Treating chronic diseases has a substantial impact on the health care systems in First Nations
communities. According to Health Canada First Nations Inuit Health (2012), diabetes, skin and
subcutaneous conditions and musculoskeletal conditions continue to be the top reasons for home
care, representing 55% of the primary reasons for visits. Skin conditions and post-operative care,
such as wound care, are often related to diabetes. Home visitations for this purpose reflect an
increase of 11% from 2008/2009 (Health Canada First Nations and Inuit Health, 2013).
In the Community Based Wellness Index Training Needs Summary (FNIHB Atlantic, 2013) staff
working in the diabetes and home care fields prioritized the need for disease and treatment-specific
education. In the same document, chronic disease and links between mental wellness and chronic
disease were identified as high priorities.
Although the health indicators are grim, this Strategic Action Plan highlights very good work and
success stories that are happening in First Nations around the region to improve health and wellbeing.
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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The Strategic Action Plan Structure
The Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
(Strategic Action Plan) draws on the Preventing and Managing Chronic Disease in First Nations
Communities: A Guidance Framework (Guidance Framework) and the work undertaken in the
Atlantic Region. The plan begins with its vision for improved chronic disease prevention and
management outcomes for First Nations in the Atlantic Region. This is followed by a set of guiding
principles for undertaking the work of improving health outcomes for First Nations in the region. The
objectives, strategies and activities are then presented for the four focus areas of the plan. Each
focus area has an introductory section, drawn from the Guidance Framework, followed by a
description of the context provided through conversations with First Nations in the Atlantic Region.
Additional contextual information may also be included, based on the process to develop the plan.
The focus areas include a table for each objective, with relevant strategies, activities, timelines, lead
organization(s)2 and partners (potential or required), and other potentially helpful
strategies/initiatives. Highlights of good work happening in First Nations around the region, provided
by communities, are listed immediately below each objective table. A complete listing of these
successes, and there are many, is found in Appendix D.
First Nations in the Atlantic Region are each different in terms of size, health priority areas, and
access to health providers and resources. Therefore, communities will choose to address chronic
disease focus area strategies that are supported by their community’s leadership, most relevant to
them, and/or part of their community planning/health planning. In many cases, First Nation Health
Centres and their partners are already doing good work to address the plan’s objectives. To assist in
considering the strategies and activities that are already in place, or being considered for
implementation, critical reflection questions are included at the end of each focus area. First Nation
leaders may choose to ask themselves3:
1.
2.
3.
4.
5.

What is our community already doing in the specific focus area?
What activities does it make sense to implement in our community, given our resources, time,
current work, etc.?
Is the work in the short, medium, or long-term or ongoing?
Who else needs to be involved in moving this work forward?
How will we know if we are making progress? What will be the signs/indicators?

The Strategic Action Plan draws further attention to good work identified by First Nations and
organizations that participated in its development. Community spotlights are listed at the end of
each focus area, and illustrate promising practices from across the Atlantic Region.

2

The completion of activities may be led by regional bodies, such as the ISC-First Nations Inuit Health Atlantic or by First
Nations themselves.
3
A blank action planning sheet is provided in Appendix D for copying for community use.
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The final section of the Strategic Action Plan identifies measurement indicators to track progress and
determine impact. The indicators will be useful for reporting regionally on the implementation of the
Strategic Action Plan, and, if they choose, for First Nations to track their own initiatives.
It must be noted that provincial health services are the primary deliverer of programs and services
related to chronic disease, although, as identified above, many communities undertake programs and
services as well. The strategies and activities outlined in each focus area represent approaches that
leadership at the regional and community level can incorporate or advocate for to achieve better
health outcomes. First Nations will determine the best fit based on their community’s resources,
health needs and priorities.
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Atlantic Chronic Disease Prevention & Management Strategic Action
Plan4
Vision Statement5
First Nations individuals, families and communities attain lifelong, empowered, wholistic
health and wellness from birth to end of life. In so doing, they are supported by healthy
environments and by a First Nations-determined health system that is comprehensive,
coordinated, culturally appropriate, and sustainable.

The Atlantic Chronic Disease Prevention and Management Strategic Action Plan vision statement is
intended to guide the delivery, design, and coordination of services at all levels of the health system. It
recognizes that responsibility for a strengthened system of health care and wellness includes
individual responsibility for managing one’s own health, communal responsibility among First Nations
people, and a system-wide responsibility that rests with individuals, organizations, government
departments, and other partners in First Nations health (p. 18).

Guiding Principles6
The Guidance Framework and the Atlantic Chronic Disease Prevention and Management Strategic
Action Plan are grounded in fundamental, shared values that provide direction, set standards, guide
efforts, and underpin all the chronic health decisions that First Nations partners in health make going
forward. The principles reflect background and contextual information provided in the Guidance
Framework.
To be successful, policies, programs, and services aimed at addressing chronic disease in a First
Nations setting need to be:
1. Person/Client and Family-Centred
Person (or client)-centred care is about what matters to people, putting them and their families at
the centre of decisions. It involves considering people’s desires, preferences, needs, family situation,
social circumstances and lifestyles. It includes respecting people’s values when coordinating and
integrating care. It's about making sure people have access to the care they need, when and where
they need it.
Base every decision on what you would want for your loved one if s/he was the client, and on what
you would believe to be the best experience for him/her. Use empathy, not rationality. (Leader,
2016, p.22)
4

As described previously, the Guidance Framework provides the foundational pieces of the Strategic Action Plan.
Health Canada. (2017). Preventing and Managing Chronic Disease in First Nations Communities: A Guidance Framework.
Ottawa.
6
Drawn from the Guidance Framework, the order of the principles and language has been adapted slightly based on input
from Atlantic Health Directors.
5
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2. Culturally Relevant and Safe
Culture is the underlying foundation of all aspects of the Guidance Framework and this Strategic
Action Plan. It is a leading principle to guide improvement and planning activities at all levels. In order
to be successfully implemented, the promotion of wellness, as well as the prevention and
management of chronic diseases, needs to be based on the cultural realities of First Nations
communities. All partners in health have an essential role to play in addressing barriers and
challenges in a culturally-appropriate manner. (See Guidance Framework 1.4 The Indigenous Wellness
Framework)
3. Community-Driven and Focused
The community is an important aspect of a person’s care because it is a source of support and
healing. Community-driven connects to Person-centred, as having a sense of connectedness to ones’
community can empower an individual to become more in control of their own health care. This
principle refers to the community as both a driver of, and focus of activities. It seeks to align health
promotion and chronic disease prevention and management programs and services with the broader
priorities and plans of the community.
4. Quality-Based and Evidence-Informed
The Guidance Framework and this Strategic Action Plan were developed with a view to integrating
the practices drawn from both Western and traditional First Nations concepts of health and wellness.
In a self-determined approach, First Nations communities define and evaluate the data and practices
appropriate to their specific circumstances. Fully engaged communities are ones that will ultimately
benefit from better health outcomes.
5. Aligned with Health Promotion and Population Health Approaches
Health promotion seeks to empower individuals and communities so that all people (including those
who are ill and those who are well) are able to achieve greater control over the many factors that
affect their health and wellness. Population health is an approach aiming to improve the health of an
entire group; with an emphasis on reducing health inequities caused by the social determinants of
health (see Guidance Framework Section 2.3). Both concepts expand the focus from the individuallevel that is characteristic of most mainstream medicine.
6. Responsive to the Impact of Indigenous-Specific Determinants of Health
Indigenous-specific determinants of health include historical and culturally specific factors, (such as
loss of language, historical conditions, and cultural identity (see Preface and Guidance Framework
Section 2.4). Ultimately, efforts in health promotion and disease prevention/management can only
truly succeed in a First Nations context if they recognize and respond to the Indigenous determinants
of health.
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7. Collaborative and Coordinated
Many issues facing communities are dynamic and interrelated. This requires a cooperative,
coordinated, and collaborative approach among all partners (including programs, organizations and
individuals) who are working to improve health and wellness outcomes with and for First Nations.
This approach will help strengthen integration between and among federal and provincial/territorial
chronic disease programs and services for First Nations. The Guidance Framework and this Strategic
Action Plan are intended to encourage and facilitate this ongoing process of respectful engagement,
relationship-building, and teamwork.
8. Sustainable
In order to be effective, health and wellness programs and services for First Nations (including
funding) need to be sustainable over the long term. Sustainability requires that First Nations
communities have sufficient human resources and infrastructure to support the delivery of these
programs and services. Sustainable funding also implies making the financial investments necessary
to help close the current gap in health status between First Nations and non-Indigenous peoples,
accompanied by escalators which take into account population growth, population health needs, and
inflation.
9. Accountable
The direct participation of First Nations communities in the monitoring and evaluation of program
results will greatly increase the rate at which the specific needs and priorities of each community are
actually being met. Accountability to First Nations individuals, families and communities applies
equally to those partners in health who develop, deliver, and implement policies, programs and
services.

Focus Areas
This Strategic Action Plan, like the Guidance Framework, identifies four primary focus areas within
the continuum of chronic disease prevention and management where improvements could have the
greatest positive impact on the health and wellness of First Nations people, families and communities
over the next five years. They are:
1.
2.
3.
4.

Safe and supportive environments
Collaboration and coordination
Personal and professional skills
Information systems and data sharing

Specific objectives and strategies for the focus areas are based on those in the Guidance Framework,
and on input from First Nation health providers in the Atlantic Region.
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If implemented, these strategies can be expected
to support an integrated and coordinated
approach to health service delivery across the
continuum, allowing for flexible programs and
services that meet the needs of the First Nations
individuals, families and communities, when and
where they are needed.
None of the focus areas stand alone; a wholistic
approach across the continuum from health
promotion to disease management is needed to
improve health outcomes and help reduce the
disparity between First Nations and nonIndigenous people. As the focus areas are
connected, it is also the intention that this
strategy supports and aligns with work in the area
of Mental Wellness, and the recently developed
Mental Health and Addiction Strategic Action Plan
in the Atlantic Region. This is particularly the case
in the areas of culture as a foundation to the
work, very similar guiding principles, looking at
addressing the issues through a continuum of
programs and services, and in the importance of
cultural safety. This plan also emphasizes the
importance of self-care for health providers.

Preventing and Managing Chronic Disease in First
Nations Communities: A Guidance Framework, p.iv

The focus areas, objectives, strategies, and activities are intended to be considered regionally, within
First Nations, and with provincial health partners, health organization collaborators, as well as,
agencies and organizations responsible for programs and services related to the social determinants
of health.
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Atlantic Chronic Disease Prevention and Management Strategic Action
Plan Focus Areas
Focus Area 1: Safe and Supportive Environments
Introduction
The natural, social and physical environments in which people live, learn, work, and play have a major
impact on their health and quality of life. Inequities in these environments are a root cause of health
gaps among First Nations.
Supportive environments are ones that are safe and respectful for all who use or inhabit them. They
provide access to needed services and promote healthy and safe physical activities. Safe and
supportive environments ensure access to affordable healthy food and basic necessities. They
support healthy nutrition and lifestyle choices in the workplace and schools, and provide safe places
to care for and support seniors, persons with disabilities, and victims of violence.
Supportive environments also include the natural world and traditional land in and around
communities. Sustaining spiritual links with ancestral lands through traditional languages, knowledge,
teachings, practices, and environmental stewardship, are important ways in which First Nations work
to create and maintain supportive environments and sustain healthy communities.
Working from a population health approach and addressing the Indigenous Determinants of Health,
particularly issues such as poverty, housing, education, and community safety, is not only the role of
individual communities. As described in this plan’s Preface, it is part of a much bigger picture
involving many players working across sectors, jurisdictions and levels of government. Addressing
the Indigenous Determinants of Health is long term, collaborative work that requires political will at
all levels, to address community needs in a wholistic, culturally-safe way.
Although key to positive health outcomes, and identified as foundational in the Atlantic First Nations
Chiefs Health Priorities report, tackling the broad range of health determinants collaboratively can,
for some, be a different approach to health programs and services. As described earlier, in the
Strategic Action Plan, it required buy-in and ongoing support from First Nations’ Chiefs and Councils.
When considering the objectives and strategies in this focus area, for some communities and their
partners, this may be business as usual; for others it will be a different way of working and their
communities may not be in a position to do so at this time.
Context from Community Conversations
Health providers emphasized that safe and supportive environments are foundational to
implementing the Strategic Action Plan and having a genuine impact on health outcomes. They also
said that as with A Mental Health and Addiction Plan for First Nations in the Atlantic Region, culture is
the underpinning of the work. Traditional practices need to be safe and known, and their importance
to community members has to be understood by leadership (e.g., being on the Land). It is also
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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important to understand that not all communities or community members have or use traditional
practices. Finally, cultural safety training is absolutely necessary for any provider working with First
Nations communities, and cultural understanding is needed at all levels within provincial health
systems.
Health providers also identified a great need around community infrastructure – housing and water
issues, particularly, and the negative impact community members are experiencing related to the
social determinants of health.

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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Objective 1: The social and Indigenous-specific determinants of health are being addressed.
Strategy

Activity

Timeline

ISC
APC Housing &
Infrastructure Dept.
AHP
FNC-Chief and Council,
Health, Housing

1. Working with housing partners, create a plan or program, when
required or as appropriate, that responds to the housing shortage crisis,
environmental hazards to health such as mold, radon, and rodent
infestations, as well as needed repairs resulting from the deterioration
of housing infrastructure.

A. First Nations work
with interdisciplinary and
multi-jurisdictional
partners on issues
related to housing,
safe water supply,
job opportunities,
food security and
infrastructure

2. Work with retailers, Elders, and other partners to develop/strengthen
traditional food access programs (could include community gardening,
food preparation, and land-based activities such as harvesting
traditional foods through hunting, fishing, and gathering).
3. Develop and/or gather and share best practices (as defined by First
Nations) that respond to the social and Indigenous-specific
determinants of health, through the annual First Nations Health
Conference, communities of practice, communication vehicles
(websites, newsletters).

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Lead

FNC
Potential Partners:
Local food stores/
markets

ISC
AHP
APC

Ongoing

8, 15, 16, 17, 20,
26, 28, 33

4. Review/continue to review current policies to ensure support for
healthy choices, as well as healthy and safe environments.

FNC-Chief and Council

5. Develop policies, as needed that support healthy choices, as well as
healthy and safe environments (e.g. smoke-free spaces, reducing traffic
speed with speed bumps, discontinue sale of energy drinks in
community owned store).

FNC-Chief and Council

6. Improve collaboration/coordination on these issues with Indigenous
Services Canada.

AHP
FNC-Chief and Council
ISC

7. Create and resource a regional communication strategy that highlights
the impact of the social determinants of health, particularly Indigenousspecific determinants, to community leaders and members, and/or
potential partners in other sectors.

ISC
Partners:
AHP,
APC

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Healthy cooking initiatives

Gardens of fruit, vegetables, and herbs

Planning for and increasing housing in the community

A ‘water team’ – sharing results of water tests through conventional and social media
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
Safe and Supportive Environments

11







A variety of diabetes initiatives, including Diabetes Brighter Futures, educational bingos, Diabetes Risk Blitz
Safe needle disposal
Engaging traditional healers
Use of tax revenue to support health, including fluoride treatments, access to allied health professionals
Elders Day where health information is shared

Objective 2: Traditional worldviews, knowledge, and language support positive links to the natural, social, and physical environments.
Strategy

Activity

Timeline

1. Support/continue to support and encourage education partners in
developing and implementing appropriate curricula and learning
resources (in primary, secondary and post-secondary schools) on the
historical relationship between First Nations and Canada, colonization
and acts of forced assimilation (including the history and legacy of
residential schools).

A. Establish practices
that protect,
2. Support/continue to support and encourage education partners in
preserve, and
developing and implementing school curriculums which fully respect,
enhance traditional
protect and preserve traditional teachings and traditional Indigenous
worldviews,
languages.
knowledge, and
language to support
positive links to
3. Work/continue to work with Elders and/or traditional knowledge
environments
keepers to provide teachings of traditional knowledge, medicine,
healing, languages and cultural practices, both within and outside of
school settings, particularly within Health Centre health promotion and
prevention programs.

Ongoing

ISC
Required Partners:
AHP
MK
FNEII
TNEGI
MCPEI
MTIE
ISC
Prov. DoEs
MK
FNEII
TNEGI
MCPEI
MTIE
Required Partners:
Prov. DoEs

2, 3, 34

FNC
FNC
MK
FNEII
TNEGI
MCPEI
MTIE

4. Work/continue to work with community partners to host traditional
social gatherings (i.e. traditional feasts) and culture camps (to teach
traditional languages and traditional ways of living and knowing).

FNC

5. Incorporate, where possible, traditional worldviews, knowledge, and
language in health promotion related activities.

AHP
FNC

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Health providers believe they are being listened to by external providers

Staff are First Nations and fluent speakers of the language

Elders work in health centres and traditional practices are incorporated regularly

Staff are trained about what is cultural appropriate

Health service providers external to the First Nation have received cultural sensitivity training and are client/family centred

A cultural orientation manual for non-Indigenous staff and training is in place.

Posters created representing seven ethics, based on the Seven Sacred Teachings, are being developed for clients and practitioners.

Traditional teachers share language, traditions, crafts and world-views

Use of the Parenting Bundle

Understanding research, e.g. how children experience pain

Cultural camps
Objective 3: Sustainable environments promote healthy lifestyles, and access to healthy choices.
Strategy

A. All partners
collaborate to
develop public
policies that
support healthy
and sustainable
environments

Activity

Timeline

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Lead

1. Working/continue working collaboratively with partners, improve the
safety of community infrastructure (sidewalks, playgrounds, fences,
buildings, etc.).

FNC-Chief & Councils

2. Support/continue to support the enforcement of by-laws/motions of
Council that promote safe outdoor spaces (e.g. prohibiting dogs from
roaming around without a leash).

FNC-Chief & Councils
Potential Partners:
Animal Control

3. When modifying or creating community infrastructure,
support/continue to support outdoor physical activity options (walking
paths, bike parks, better lighting, etc.).
4. Working collaboratively/continue working with Housing, Home &
Community Care, health system discharge planners, Occupational
Therapists, improve access to living spaces for persons with a disability
or chronic disease, including support for those with mental health
challenges.
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Ongoing

FNC-Chief & Councils
Potential Partners:
Prov Sport & Recreation
Depts.
Prov Sport & Recreation
Orgs.
FNC-Chief & Councils
FNC-Health
Potential Partners:
FNC-Housing, HCC,
Prov. DoH
TC
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2, 5, 7, 8, 15, 16,
17, 29, 33, 27,
35, 36, 38

Objective 3: Sustainable environments promote healthy lifestyles, and access to healthy choices.
Strategy

Activity

5. Consider the development an Elders-at-home strategy as a
continuation of work in Elder Care, its earlier Strategic Action Plan and
goal related to chronic disease.

6. Building on best practice smoke-free campaigns, work/continue
working with health partners to design and implement campaigns to
promote smoke-free homes, workplaces and public spaces.

7. Designate and promote/continue breastfeeding friendly sites and
smoke-free spaces within communities.

8. Incorporate/continue to incorporate healthy food initiatives and food
security in community land use (community gardens), programming,
and policy.

Timeline

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Lead

ISC
Partners:
AHP
FNC
FNC
Potential Partners:
CD NGOs
Prov DoH
ISC
FNC-Environmental
Health
FNC-Chief and Council
Potential Partners:
CD NGOs
Prov DoH
ISC
FNC- Chief & Councils
Potential Partners:
ISC
Regional/Prov food
security initiatives
CD NGOs

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Community events

Community gardens

Weight loss groups

Use of transportation services for attendance at cultural activities, health promotion activities

Lunch & Learns

Enhanced partnership with local Health Authority

A Cancer Care Network, which included several First Nations, that meets quarterly

Community walks, access to Nordic walking sticks

Offering health information at Elders fun day

Fountain of Health – healthy aging/brain health initiative and tools
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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Objective 4: The community’s existing strengths and resources serve as the foundation for progress.
Strategy

A. Encourage all
community
resources and
stakeholders to
collectively engage
in the selfdetermination of
community health
planning

Activity

Timeline

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Lead

1. Create and/or maintain a community health advisory committee
(representing, among others, for example, day-cares, schools, social
services).

FNC-Chief and Council
FNC Health

2. Drawing on/adapting existing volunteer recognition initiatives
encourage volunteerism by instituting a volunteer recognition program.

FNC
Potential Partners:
FNC-other depts.
Provincial/National
volunteer recognition
programs

3. Leverage role models and strengthen cultural values through intergenerational sharing and activities
4. As part of being aware of the impact of the social determinants of
health, encourage and support the development of healthy public
policies7 (e.g. healthy food/food security policies, smoke-free spaces).
(See Objective 1.A7)
5. Support the implementation healthy public policies within the
community (e.g. training on how to apply animal control by-laws).
6. Encourage the creation and expansion of youth programs or clubs (such
as drumming, singing/dancing groups), in order to develop leadership
skills among youth and nurture their self-confidence.

FNC

Ongoing

FNC-Chief and Council
Potential Partners:
ISC
AHP FNC Depts.

1, 3, 5, 26, 37

FNC – Chief and Council
Potential Partners:
AHP
APC
ISC
FNC
Potential Partners:
FNC-Sport & Recreation
providers

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Visit/work with local school regularly

Survey community members to determine needs

Healthy living workshops and programs

Safe and Supportive Environments - Questions for Communities to Consider

7

Healthy public policy creates a supportive environment that helps people lead healthy lives, and makes it easier for people to make healthy choices. It reinforces health in
social and physical environments; it also requires that communities, their leadership and officials from different departments/sectors work together.

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
Safe and Supportive Environments

15

1.
2.
3.
4.
5.

What is our community already doing to create and sustain safe and supportive environments?
What activities does it make sense to implement in our community, given our resources, time, current work, etc.?
Is the work in the short, medium, or long-term or ongoing?
Thinking broadly about the social determinants of health, who else needs to be involved in moving this work forward?
How will we know if we are making progress? What will be the signs/indicators?

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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Community Spotlights
Food & Food Security – Atlantic Region
First Nations in Atlantic Canada have found ways to
establish and maintain their community’s particular
approach to food. Learning about traditional food as part
of healthy eating habits happens when Elders teach
children about traditional food use, such as in Community
Moose Harvests and berry picking. Learning about
traditional Indigenous values related to the land as a
provider of food, in a respectful relationship of the yearly
cycle of the needs for protection, is particularly important
with First Nations communities with a nomadic history.
To address chronic disease, health staff works with food
St. Mary’s First Nation’s Fresh is Best program
as both a source of nutrition and as a builder of shared
community celebration. “Lunch and Learn” is one activity that includes celebration of community
with learning how to use food well with chronic diseases such as diabetes. At Lunch and Learns, the
community is invited by health centre staff to share a meal they provide which is healthy and tasty.
Staff inform participants about the particular preparation and nutritional aspects. Fort Folly First
Nation Health Centre staff use recognized celebration times, such as community picnics in summer,
and Christmas dinners for this activity. In many communities, professionals help create community
capacity through sharing their knowledge through cooking classes. Annapolis Valley First Nation
invited a dietician to provide a session on Healthy Holiday Eating.
St. Mary’s First Nation has developed a Fresh is Best program. Health Centre users can obtain $45
worth of groceries for $15 through collaboration with community partners. The supermarket
contributes $15, the Health Centre contributes $15, and the individual pays $15 for the fresh
produce. In the food delivery box there are recipes and information tips. Staff from the Health
Centre and grocery store, working together, fill the bags that are then taken to the Health Centre for
pick-up by community members.
Examples of creating an environment where healthy eating is a likely choice include breast feeding
friendly spaces (Bear River First Nation), community gardens, freezer storage, and composting.
Communities are also helping the next generation start with healthy eating habits by having baby
food making classes, offering school breakfast, lunch and after school programs.
Mushuau Innu First Nation - “I-We-You” Capacity Development Approach
The community of the Mushuau Innu First Nation is called Natuashish. The Innu roamed the Barrens
until just a few decades ago. As a result, the Mushuau Innu First Nation experiences a lack of
familiarity and discomfort with expectations of external partners in the areas of governance,
management and service delivery. Other Atlantic Indigenous communities have developed
relationships with external partners for centuries: the previously nomadic Innu however, for only a
comparatively brief time. To the Mushuau Innu, culture and tradition are the primary ways for the
community to be healthy and prosperous. The needs and expectations of external professionals also
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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must be recognized for this to occur. The community has adopted a Harvard University capacity
building approach “I-We-You” to reflect a respectful transition of knowledge and skills from external
partner to community, and vice versa.
The Community Health Nurse (CHN) joined the Mushuau
community four years ago. Completely unfamiliar with
their culture and language, her experience with the
community’s use of this model has transformed her and
her practice. Her primary learning has been that
“Rootedness in people’s past is essential for their wellbeing”. At the invitation of several community leaders,
she has participated in a winter camp which she calls ‘the
experience of a life time’. At the camp she became aware
of the starkness and beauty of the land and saw what
makes the connection for the Innu to the land so
important. In her community work, she witnesses Innu
members connecting in their team work using their
traditional language, Innu Aimun. It enables people to
reach each other on a different level, one that is deeply
personal, and meaningful.

Mushuau winter camp

The CHN has developed an appreciation of the importance of holistic knowledge. The Mushuau Innu
are traditionally highly sensitive, intuitive people who use dreams for knowledge refinement and
non-linear communication. During her stay at the hunting camp, she had a dream herself. In that
dream, Innu ancestors were lining up, dishes in hand, to receive caribou stew which was being
cooked in a big cauldron over an open fire. They were silently participating in the activity of the living.
When she shared the dream with the Innu who had invited her to the Winter Camp, she felt them
connect with her with a new kind of openness and trust, even though she does not speak the
language. Now, four years later, she is using her own holistic knowledge combined with the
traditional knowledge of community members to teach about healthy eating habits.
This knowledge of the significance of culture through these experience increases her skills and
humbles her.
I know I am a guest, and a stranger. My job is building trust, finding ways to trust them
and they to trust me. The Mushuau Innu First Nation Home Capacity Development plan
and the Community Care plan is how we are doing this.
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Eel Ground First Nation – Creating Safe & Supportive Environments
Eel Ground First Nation is a Mi’kmaq community located
on the shores of the Miramichi River. The community
neighbors the City of Miramichi and is part of the
Northumberland County. The community must deal with
high rates of Food Insecurity (40% FNFNES) and aboveaverage rates of diabetes in its adult population, as
compared to other First Nation communities. The
community has also identified drug addiction and social
isolation as concerning health outcomes.
In the garden

Creating a safe, healthy environment that promotes good, clean, culturally appropriate
food, and engages the community in addressing the individual behavior changes and the systematic
issues that cause Eel Ground First Nation to have a food insecurity rate that is three times higher than
the greater Northumberland County, is at the core of the Natoaganeg Community Food Centre.
The Natoaganeg Community Food Centre is a partner site of Community Food Centre Canada, and
one of only twelve partnered sites in Canada, and is very proud to be the only Indigenous run
Community Food Centre in Canada. Walking in the door of the spilt-entry bungalow, converted from
a former group home for troubled youth, is like walking into a neighbour’s home to borrow some
sugar, but the sugar and salt have been replaced with traditional proteins such as moose, salmon,
and bass, and provides a home for a Good Food Bank that focuses on low salt, low sugar pantry items
and a wide variety of produce.
The Good Food Bank, in the larger CFC operation, is comparable to an emergency room in the larger
health care system. It is for emergency situations, though some folks use it on a consistent basis, as
that is their reality, the same way in which some people use the emergency room as their primary
care provider. If the Good Food Bank is considered the emergency room, the rest of the programs
that happen at the Community Food Centre are the prevention pieces; the programs intended to not
just address the problems but solve them.
The Natoaganeg Community Food Centre offers cooking
classes, food demonstrations, preserving workshops and
drop-in meals, supported by a professional chef. Also
offered is a suite of garden programs and three
community gardens, at the school, at the Food Centre,
and in the community that grows potatoes and root
vegetables only.
Above all, the Community Food Centre is intended to be
a safe space that is clean, bright, colourful, vibrant and
friendly. It is a space to bump into neighbours, learn new
skills, share old skills, and create community in a
healthy, pleasurable and dignified way.
Cooking at the Centre
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Focus Area 2: Collaboration and Coordination
Introduction
Many health agencies – regional/provincial/and federal – are responsible for delivering programs and
services along the continuum of health, from promotion and prevention to management and care. A
committed leadership among all partners in health that cooperates, coordinates and collaborates
amongst each other and with other First Nations to define common goals and address jurisdictional
issues, is a critical factor in ensuring First Nations individuals, families and communities receive
services when and where they are needed. This committed leadership is also required in conjunction
with sufficient, needs-based funding of programs and services.
Collaboration was also identified as a key component in the Renewing the Atlantic Chiefs’ Health
Priorities 2016 Summary Report. With the support of community leadership, collaboration and
coordination can also move beyond health providers, particularly when addressing the Indigenous
Determinants of Health. Depending upon the issue at hand, potential partners, within a First Nation
and across jurisdictions, may come from departments or agencies dealing with housing, water,
community development, employment, environmental services, as well as others.
Context from Community Conversations
Health providers made it clear that ongoing communication, relationship building, and agreements or
protocols are important for collaboration and coordination. Frontline providers have to be aware and
current on regional provincial initiatives that impact their work. They need to share best or wise
practices with each other to better meet the needs of their communities. Health providers
emphasized the importance of tripartite discussions and agreements, and follow through and
accountability on commitments made.
Staff (usually one person) from small communities must be able to participate in meetings and
collaborations outside their communities. More frequent services in communities (e.g., visits by
nurses) are also needed to promote collaboration and coordination.
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Objective 1: Leadership at all levels is committed to improving community health and wellness, creating effective partnerships, encouraging ongoing
learning, and maximizing internal and external resources.
Strategy

Activity

Timeline

Lead

1. Develop and/or review the community vision for wholistic community
health and wellness (including mental wellness), as part of community
health planning and comprehensive community planning

FNC-Chief and Council

2. Develop a plan/continue planning for implementing the community
vision through programs services, collaborative initiatives, skill
development and training, and funding that is grounded in culture.

FNC-Chief and Council
Potential Partners:
ADI
ISC
Health Authorities
CD NGOs
Elders

3. Identify/continue to identify potential partners that can be engaged in
collaborative work to wholistically address chronic disease prevention
and management.

A. Leadership at all
levels fully
4. Make/enhance connections and linkages with the provincial health
supports
system, at local, regional, and provincial levels, in order to collaborate
chronic disease
and support seamless chronic disease prevention and management
prevention and
services, through meaningful commitment and follow-through,
management as
grounded in local context.
a community
priority

5. Working from the shared vision for health and wellness,
support/continue to support local community groups, networks, and
activities that focus on health and well-being, as well as building
relationships with and between health providers and other community
staff. This could include joint initiatives, shared promotion, skill
development and training, and/or access to space for programming or
services.
6. Support the implementation of chronic disease prevention and
management programs and services through sustainable resources
(human and fiscal).
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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Other Relevant
Strategies/Initiatives
(Details in Appendix F)

All

Immediate Ongoing

AHP
ISC
TC
Tripartite tables, where
existing
FNC Chief and Council
Potential Partners:
Prov. DoH
Health Authorities

1, 2, 4, 5, 6, 18, 20,
22, 24, 26, 30,
32, 33, 34, 36, 38,
39

FNC
Potential Partners:
FNC Depts.
Health Authorities
CD NGOs
FNC- Chief and Council
ISC
Potential Partners:
Health Authorities
CD NGOs
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Objective 1: Leadership at all levels is committed to improving community health and wellness, creating effective partnerships, encouraging ongoing
learning, and maximizing internal and external resources.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

TC

B. Support
collaboration
and integration
of similar
communitybased programs
(e.g., home care
services) to
improve the
delivery of
chronic disease
prevention and
management
programs

C. Collaborate
with other
strategies and
initiatives
relevant to
chronic disease

1. Maintain and/or establish relationships with health providers based on
an inter-disciplinary approach that promotes team building and care
coordination.

FNC-Health Director &
staff
Potential Partners:
TC
ISC
Health Authorities

2. Where appropriate, house all health care programs/services in the
same building in communities to improve teamwork and to give clients
easier access to services.

FNC

3. Work with community Elders and/or traditional healers to
provide/continue to provide integrated and culturally appropriate care.

Immediate Ongoing

4. Maintain or establish a case management and wholistic approach to
chronic disease management, with Health Centre services, other
providers, and/or community staff, to improve outcomes for
community members, across the lifespan, particularly those with
multiple chronic diseases.

FNC

1. Provide/continue opportunities to learn about existing promotion and
disease prevention/care initiatives and programs through gatherings of
First Nation health providers.
Ongoing
2. Coordinate/continue to coordinate with the existing health promotion
and disease prevention/care strategies, initiatives, and programs.
3. Ensure that non-Indigenous strategies, initiatives, materials, etc. being
implemented are cultural safety and appropriate.
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FNC-Health
Potential Partners:
ADI

2, 6, 14,21,
24, 25, 34

Potential Partners:
ISC
NADACA
NNADAP
APC
Prov. DoH
Health Authorities
CD NGOs
FNC
Potential Partners:
ISC
CD NGOs
Prov. DoH
Health Authorities
AHP
HDs

1,2,8,16, 17,
22, 18,20,
22,26,28,27,32
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Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Collaborative Aboriginal Diabetes Initiative and tobacco projects

Shared Social Worker position between First Nations

Strong relationship between First Nations to offer regional diabetes clinics

Building stronger relationships with local Health Authority

Having a case management position

Home Care program is an important part of chronic disease management

Regular meetings of all health providers within the Health Centre to ensure staff feel supported and connected

Use of HSIF for ongoing collaboration between communities

Regular meetings with Health Authority
Objective 2: Partners in First Nations health identify and address jurisdictional issues so that clients can have seamless access to services that prevent and
manage chronic disease.
Strategy

A. Collaborate with
other First
Nation
communities, as
well as with
regional,
provincial and
federal health
agencies, to
identify and
address
jurisdictional
issues

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Ongoing

Tripartite tables, where
existing
TC
ISC
Partners:
AHP
Prov. DoH
Health Authorities
Tripartite, where applicable
TC
ISC
Partners:
AHP
Prov. DoH
Health Authorities
Tripartite tables, where
existing
TC
ISC
AHP
Partners:
Prov. DoH
Health Authorities

6, 14, 20, 21, 25,
33, 34

1. Hold/continue to hold meetings between First Nations communities,
regional, provincial and federal health agencies to clearly outline
responsibilities for First Nation health service delivery.

2. Create/continue to work toward agreements with provinces to clearly
outline the kinds of services available to First Nations, and clearly
outline federal and provincial jurisdictional responsibilities for First
Nations health service delivery, and accountability for First Nations
health outcomes.

3. Ensure an implementation strategy for cultural safety and humility
training is included within agreements with provinces. (See also
Personal and Professional Skills Objective 3)
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Objective 2: Partners in First Nations health identify and address jurisdictional issues so that clients can have seamless access to services that prevent and
manage chronic disease.
Strategy

Activity

4. Support the provision of timely access to provincial health and social
services, while ensuring that cultural sensitivity, culturally safe and
appropriate care, and traditional health and language support are
part of this access.

5. Continue to identify the jurisdictional barriers that impact access to
services.

6. Continue to identify ways to reduce barriers on accessing services
(e.g., remoteness, availability of professionals, limited funding, and
low access to specialized services like cancer screening and FASD
diagnostic clinics).
7. Reduce the impact of barriers on accessing services (such as
remoteness, availability of professionals, limited funding, and low
access to specialized services like cancer screening and FASD
diagnostic clinics) through work/continuing to work at the local,
regional, provincial and federal level, drawing on best practices and
lessons learned from First Nations in the Atlantic Region and other
jurisdictions.
8. Support/continue to support a case management approach in
conjunction with the provincial system and ensure that cultural
supports are available as needed.
9. Investigate the creation and resourcing of chronic disease navigators,
similar to the current navigator positions.
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Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

TC
FNC
Partners:
ISC
AHP
Prov. DoH
Health Authorities
Tripartite, where applicable
TC
ISC
Partners:
AHP
Prov. DoH
Health Authorities
AHP
Tripartite tables, where
existing
TC
ISC
AHP
Tripartite tables, where
existing
TC
ISC
Partners:
Prov. DoH
Health Authorities
FNC
Partners:
Health Authorities
ISC as needed
FNCTC
ISC (HSIF)
Potential Partners:
CD NGOs
Prov. DoH
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Objective 2: Partners in First Nations health identify and address jurisdictional issues so that clients can have seamless access to services that prevent and
manage chronic disease.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Health Authorities

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Reginal diabetes and tobacco initiatives

Case manager in place

Shared Social Worker

Building and maintain a relationship with local health authority

Specific awareness raising opportunities, e.g. Hepatitis C information session

Health services ‘under one roof’

Strong physical activity leadership and programs
Objective 3: Partners and stakeholders in First Nations work together to define common goals and commit to accountability in their efforts to prevent and
manage chronic disease.
Strategy

A. Set up fair and
effective service
partnerships and
protocols
between the
community and
the provincial
service
structures, in
order to
establish interdisciplinary
team
approaches with
clear roles and
responsibilities

Activity

1. Create/continue to create opportunities for locally based health
providers, and other community staff, as appropriate, to meet
and learn about each other’s roles and build relationships
2. Identify and implement/continue opportunities for collaborative
programs, services, health promotion initiatives with and
between First Nation communities, health districts/zones, and/or
related chronic disease health organizations. (Also see Objective
1 C2
3. Where resources allow, put in place/continue the position of
case management/care coordinator to ensure continuity of care
and clarity of roles and responsibilities.
4. As part of health planning, develop/continue to develop
integrated care teams and integrated work plans with
community-based workers (such as community health nurses,
home care nurses, personal and home support workers, including
spiritual advisors and traditional healers). These teams may
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Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Tripartite, where applicable
TC
FNC
Partners:
Prov. DoH
Health Authorities

Ongoing

FNC
Partners:
Health Authorities
ISC (HSIF)

3, 6, 8, 26, 32, 34

FNC
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Objective 3: Partners and stakeholders in First Nations work together to define common goals and commit to accountability in their efforts to prevent and
manage chronic disease.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

include staff from other departments in order to more fully
address prevention and management.
Tripartite tables, where
existing
TC
FNC
ISC
Partners:
Prov. DoH
Health Authorities

5. Communicate and meet/continue to communicate and meet
regularly with partners.

1. Apply/continue to apply clinical practice guidelines, standards,
policies and procedures and put in place planned interactions
and active follow ups (e.g., care pathways and processes).
B. Make
adjustments to
health care
practice using
quality
improvement
methods

2. At each system level, where possible, integrate/continue
programs (ranging from health promotion, disease prevention,
and care management), with a focus on wholistic wellness rather
than illness.

Ongoing

FNC-Health
Partners:
ISC
FNC
Tripartite tables, where
existing
TC
ISC
Partners:
Prov. DoH
Health Authorities

3. Ensure ongoing funding for local community health centres to
pursue accreditation and enable integration and quality of care.

10, 11, 19, 32

ISC

Collaboration and Coordination - Questions for Communities to Consider
1.
2.
3.
4.

What is our community already doing collaboratively and in a coordinated way?
What activities does it make sense to implement in our community, given our resources, time, current work, etc.?
Is the work in the short, medium, or long-term or ongoing?
Who else needs to be involved in moving this work forward?
5. How will we know if we are making progress? What will be the signs/indicators?
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Community Spotlights
Tui’kn Partnership
Tui’kn means “passage” in the Mi’kmaq language. The Tui’kn Partnership is an initiative of the five
Cape Breton First Nation/Unama’ki communities. The collective mission is to help each other to
achieve better health (“mawi apoqmaltultinej klaman kisi aji welo’ti’tisnuk”). Working collaboratively,
they are developing an Atlantic Aboriginal Centre of Excellence for Health, where Information
Management will make them custodians of their own data.
In 2008, they expanded Telehealth to all five communities. In 2011, the five First Nations of Unama’ki
signed the data sharing agreement with the Nova Scotia Department of Health and Wellness, which
has led to the Unama’ki Client Registry, putting the strength of information into local hands to
improve the health of their people.
The partnership regularly releases health information bulletins that contain statistics compiled from
their communities compared to relevant other communities. This gives health care staff and
community members clear visually effective tools to use. The bulletins powerfully illustrate the topic,
ways it can be addressed, and identifies root causes.
In terms of chronic diseases specifically, the information bulletin gives an outline of many conditions,
statistics, and ways the community members can work towards living a healthier life. As well, the
communities are working with Health Data Nova Scotia, formerly the Population Health Research
Unit, at Dalhousie University, to develop a surveillance monitoring system that encompasses all of the
current chronic disease categories currently being evaluated by the Public Health Agency of Canada
(arthritis, asthma and COPD, diabetes, cardiovascular disease, cancer, and mental illness). This two
year project was funded by the Public Health Agency of Canada’s Enhanced Surveillance for Chronic
Disease Program.
Tobacco Initiative - Collaborating to Respect Traditional Use, and Shift from Misuse to Healthy
Lifestyles
The overall purpose of Breath of Life is to implement
a community-based tobacco control strategy in each
of the participating First Nations: Elsipogtog,
Esgenoôpetitj, and Neqotkuk (Tobique). The goal of
this Health Canada-funded project is to reduce and
prevent tobacco misuse, and to disseminate
knowledge about tobacco use. The project is locally
oriented and reflects community needs and values.
Breath of Life aims to increase the understanding of
the cultural use of tobacco and reinforce Mi’kmaq
and Maliseet cultures, separate from commercial use.
Alison Sappier Oasoeg Milliea and Bobby Sylliboy
CBW's
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The three communities collectively focus on five areas: prevention, protection, reducing access,
education and data collection. The goal throughout the course of the work is for the participating
First Nations to move along a continuum of physical, social, emotional, and cultural wellness,
including being more smoke-free and tobacco aware. The focus is on healthy living and wellness. The
program has implemented a “Blue Light Campaign” to help protect people from second and third
hand smoke. Youth champions are engaged to deliver messages and empower future leaders,
distributing smudge kits, fit bits, and other promotional and educational material.
The three communities have navigators to foster partnerships among First Nations and external
agencies to build uptake of a non-smoking lifestyle. They share information regionally through the
compilation of a resource guide with a message against tobacco misuse, fostering greater knowledge
and resource sharing. This three year project has been so successful it has recently been approved
for another year of funding.
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Focus Area 3: Personal and Professional Skills
Introduction
The right kind of resources, learning opportunities, and support (from health providers and other First
Nation staff, families, community members, and/or respected others, such as Elders and peers), can
inspire someone with a chronic disease to be more active in managing their care. Activities that
promote skills development can enable individuals to make healthy lifestyle changes at their own
pace. All community members can benefit from health/wellness information, self-management
resources, and community-based group programs related to chronic disease that are accessible and
culturally-responsive.
Enhancing professional skills involves not only equipping health workers and other First Nation staff
with better tools for health promotion and for the prevention and management of chronic disease,
but also strengthening their ability to support clients, and First Nation communities, in a culturally
safe and appropriate manner.
Context from Community Conversations
Taking a wholistic approach to health and wellness is valuable for personal and professional skills; it
has to incorporate wraparound or case coordination, and must consider services across the life span,
including pre-palliative and palliative care. Cultural safety training is important for staff in provincial
systems and First Nations, as is building trust-based relationships.
Staff turnover can be challenging for personal and professional skills, and training and skills
developed must be shared, so that capacity is not lost.
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Objective 1: Individuals and families develop their own personal health and wellness goals, grounded in traditional knowledge and wholistic health.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

1. Involve/continue involving individuals and families, and informal
caregivers in shared decision-making, care planning and goal-setting
in order to take a client/patient centred care approach.
2. Provide/continue to provide clients and their families with access to
culturally safe education programs and health information.
A. Support
individuals
and families in
their wellness
and chronic
disease selfmanagement
efforts in a
culturally safe
way

3. Work/continue to work with Elders to translate western health and
wellness, and medication information into a traditional language.
4. Partner/continue to partner with existing health organizations
offering support groups, education or skill-development programs.
(Also see Collaboration and Coordination, Objective 1 and 3)

Immediate Ongoing

FNC
Partners:
Health Centre staff
ADI
CD NGOs

1, 3, 7, 18, 25, 28, 31,
34

5. Organize or encourage/continue peer support groups, as needed, for
those experiencing health challenges and/or living with a chronic
disease.
6. Provide/continue to provide individual and family follow-up, using a
coordinated inter-disciplinary approach. (See Collaboration &
Coordination)
7. Consider/continue to consider models such as the Mental Wellness
Teams, Diabetes Canada Health Coaches, as approaches to wholistic
chronic disease prevention and management.

ISC
TC
CD NGOs

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Enhancing skills in the community, e.g. monitoring diabetes

More cultural safety and training through professional organizations

Support and resources to attend conferences and training

Sharing the Truth and Reconciliation Commission’s work with nursing students

Creating an online course about First Nations

Online language classes

Offering traditional practices

Health Fair promoting the range of clinical services offered to the community

Regular meetings with other health providers, which can help reduce burnout

Visit the local school regularly
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
Personal and Professional Skills

30







Annual three-day Diabetes Journey and one day mini Journey
Dietician is involved in prenatal education.
Parenting classes
Fountain of Health materials and tools
Health Centre are trusted and respected by the community; supported by the Chief and Council

Objective 2: Appropriate education and skill-building activities are in place to promote health and wellness.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Potential Partners:
ICS MK
FNEII
TNEGI
MCPEI
MTIE
FNC-Dieticians
TC
ADI
Prov. DoE & DoH
Health Authorities

1. Encourage/enhance and support the integration of healthy living lessons
into the school curriculum, with classes focused on home economics,
cooking, health, and physical activity education.

A. Encourage use of a
community-based
approach to health
and wellness

2. Continue/encourage and support the provision of educational
opportunities for youth and children to learn about culturally-grounded
healthy living and chronic disease self-management practices, in an
interactive and positive environment.
3. Continue to organize/create groups for parents to support positive
approaches to parenting that are grounded in tradition and culturallydriven.
4. Identify and highlight community champions and role models who
demonstrate healthy living practices and inspire others to make healthier
choices.
5. Promote/continue to promote population-specific and culturally-safe
healthy living and disease prevention activities through social media,
radio, Internet, newsletters, and community bulletin boards. Track
successful, most impactful methods of promotion.

6. Working with health partners, undertake/continue community
awareness campaigns to dispel myths about common chronic conditions
and diseases.
Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
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5, 16, 17,
22, 26, 34

FNC
Potential Partners:
AHP
ADI
ISC
CD NGOs
FNC
Potential Partners:
Health Authorities ISC

31

Objective 2: Appropriate education and skill-building activities are in place to promote health and wellness.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

CD NGOs

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Enhancing skills in the community, e.g. monitoring diabetes

More cultural safety and training through professional organizations

Support and resources to attend conferences and training

Sharing the Truth and Reconciliation Commission’s work with nursing students

Creating an online course about First Nations

Health Fair promoting the range of clinical services offered to the community

Regular meetings with other health providers, which can help reduce burnout

Annual three-day Diabetes Journey and one day mini Journey

Dietician is involved in prenatal education.

Parenting classes
Objective 3: First Nation community staff have the capacity to provide high quality, culturally safe services.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

A. Equip Indigenous
and nonIndigenous
providers working
with First Nation
communities with
the training, skills,
competencies, and
knowledge
necessary to deliver
and/or support
high quality,
culturally safe
chronic disease
prevention and

1. Annually plan/continue to plan for and provide frontline services with
sufficient funding and staffing to enable health professionals to complete
mandatory training courses (e.g. Non-Violent Crisis Intervention).
2. Through agreements with other health system and/or community
partners, collaborate on training, when appropriate.
3. Continue to/develop resource and implement a self-care plan for staff in
order to prevent burnout in the workplace.
4. Continue to support/create a healthy work environment that incorporates
leadership, cultural safety, effective teamwork, standardized processes of
care, ongoing learning, and measures for improvement.
5. Provide/continue to provide regular orientation to health providers, and
other First Nation community staff, as appropriate, on what
services/programs and resources are available, and training in how to help
clients access needed supports and services (‘navigate the system’).
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Ongoing

FNC
Potential Partners:
ISC
AHP
TC
APC
Health Authorities

3, 10, 11, 12, 13,
14,
20, 21, 23, 24,
25, 34, 35
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Objective 3: First Nation community staff have the capacity to provide high quality, culturally safe services.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

management
activities

6. Develop/maintain protocols for information and knowledge sharing (i.e.
telemedicine) and form linkages to support the facilitation of improved
communication, relationship building, and networking among partners.
7. Train/continue training health providers, and other First Nation community
staff, as appropriate, in communication, motivational interviewing
techniques, chronic disease self-management education techniques,
healthy public policy (policy and by-law development), and advocacy for
health and wellness policy.
8. Ensure accreditation is considered as part of knowledge and skill
development.
9. Where appropriate, develop a succession plan/continue succession
planning for staffing in Health Centres to ensure knowledge transfer.
10. Encourage an environment of organizational learning at an individual,
organization, and system level. Develop a strategy for health providers,
and other community staff, as appropriate, working in First Nations, to
share successes and challenges, through annual conferences, training, and
other methods.

11. With other health providers, promote health and wellness careers with
First Nation youth. Provide mentorship and support, where appropriate.

APC
Potential Partners:
AHP
TC
ISC
ISC (AHHRI) APC
FNC
Potential Partners:
Prov. DoE
Universities
AIMN
Community/private
colleges

Cultural Safety

12. In partnership, determine best practice(s) in cultural safety training and
adopt/adapt for non-Indigenous health providers in the Atlantic Region.
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TC
Potential Partners:
Mental Wellness
partners
Tripartite tables,
where existing
Prov. DoH
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Objective 3: First Nation community staff have the capacity to provide high quality, culturally safe services.
Strategy

Activity

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

Health Authorities

13. Offer/continue to officer cultural safety training on a regular basis for
health providers, and other community staff, as appropriate, working in
First Nations and in the provincial health system. (See also Safe &
Supportive Environments)
14. With the support and guidance of the Atlantic Health Partnership,
advocate for and support the inclusion of cultural safety and humility in
accreditation.8

FNC
TC
ISC (HSIF)
Partners:
Prov. DoH
Health Authorities
ISC in partnership
with AHP
Accreditation
Canada

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Online language classes for Health Centre staff; cost is covered by community

Ongoing support for professional development, workshops and conferences, and increasing cultural awareness

Use of the Fountain of Health tools

Stable, respected and trusted staff, supported by Chief and Council


8

Note: The First Nations Health Authority in British Columbia is in discussions with Health Standards Organization to create a Standard and Recognition Program for Cultural
Safety and Humility, to integrate cultural safety and humility into the broader healthcare system. The proposed standard could be used by health and social service
organizations, associations and care providers to ensure more equitable treatment and culturally appropriate care for Indigenous peoples (and other ethnic minorities).

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
Personal and Professional Skills

34

Objective 4: First Nation community staff work with their clients within a relationship based on trust, respect, and open communication.
Strategy

Activity

A. Develop the
capability of health
and other
community staff, as
appropriate,
providers to work
with their clients
within a
relationship based
on trust, respect,
and open
communication

1. Provide/continue to provide opportunities to train health
providers and other community staff, as appropriate, in
relationship-building, collaboration, cultural competency and
cultural safety.
2. Provide/continue to provide opportunities regionally for health
providers to train to become coaches, mentors, and facilitators.
3. Provide/continue to provide opportunities for health providers
to learn the roles and responsibilities/scope of collaborating
health partners, and others impacting the Indigenous
Determinants of Health.
4. Orient and ground/continue to orient and ground the work of
community staff (in First Nations and those serving the
community) in an understanding of the community’s history
and context.

Timeline

Responsibility/
Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

FNC
Potential Partners:

Ongoing

AHP

34

Tripartite tables, where
existing

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Stable, respected and trusted staff, supported by Chief and Council

Personal and Professional Skills - Questions for Communities to Consider
1.
2.
3.
4.

What is our community already doing to improve people’s personal skills to prevent and manage chronic disease?
What activities does it make sense to implement in our community, given our resources, time, current work, etc.?
Is the work in the short, medium, or long-term or ongoing?
Who else needs to be involved in moving this work forward?
5. How will we know if we are making progress? What will be the signs/indicators?
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Community Spotlights
Diabetes Journey

Apple picking day

Community health providers highlight the
significant impact an annual event – A Diabetes (or
Wellness) Journey - has on people who have
diabetes. People who have diabetes participate in
an educational time with staff and others who are
also experiencing the challenges of diabetes. Diet,
life style changes, support and nurturing are
provided in a group experience, which reduces
feelings of isolation and frustration that many
people experience when they diagnosed with this
chronic condition. Education is mixed with selfhelp opportunities, care and support.

In Madawaska First Nation, the journey is held for a week to teach people with diabetes how to adapt
to their needs. The Aboriginal Diabetes Initiative (ADI) hosts the event in Fredericton, where local
First Nations can send one person – and recently children attended with adult partners. Wagmatcook
has found the model so helpful they also offer a ‘mini journey’, which is a day long.
Atlantic Nurses Conference
Annually community health nurses and people working in affiliated professions gather for an Atlantic
Nurses Conference, sponsored by Health Canada. Participants look forward to this fall gathering,
because it gives them opportunities to learn new skills, and learn about what is working in other
communities. Building relationships through this conference allows nurses to collaborate with others
working in similar conditions.
At the conference, there’s the opportunity to learn new professional approaches, but also learn how
to avoid burn out through various self-care activities. “Laughter Yoga” and mindfulness meditation
are two presentations that were presented recently that offer the opportunity for self-renewal. A
recent keynote speaker inspired nurses as a winner of the Amazing Race, who has Parkinson’s
disease. The story he told of overcoming such a challenging chronic disease offered a vision of what
is possible.
Nurses are also recognized through annual awards that acknowledge and celebrate the hard work
they do in their communities.
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Focus Area 4: Information Systems and Data Sharing9
Introduction
The use of information systems is key in supporting processes for change. Information systems
capture details on the health and social needs of a community. This data can be used for planning,
coordination, decision-making and communicating with health providers. In an ideal situation;
information about demographics; health of the community; and cultural, social and economic trends
are combined with needs and strengths assessments that are led by community groups.
In order for this to work, information systems used by community-based services (including
surveillance reporting and client registries) and those at the provincial/territorial level need to be
compatible, efficient, and appropriately integrated. Clear guidelines about data sharing need to be
established to ensure that client information is shared in acceptable and safe ways which work
towards OCAP® principles.
Context from Community Conversations
Information systems and data sharing are seen as important, though there is a range of systems in
place around the region. Health providers would value alignment of data among First Nations, and
between First Nations and provincial systems, to ensure accurate data for health planning, programs
and services. The challenges around information systems and data sharing are the lack of a
consistent electronic record system, and the financial cost of moving/upgrading the systems.

9

First Nations in the Atlantic Region have a range of information and medical record keeping systems, often based on the
size of the First Nation and Health staffing and resources. A number of communities use paper records, while others have
moved to electronic medical records (EMRs), in some cases interface with provincial systems. First Nations are using a
number of EMR applications.
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Objective 1: Community information systems are designed to capture local health and social needs.
Strategy

Activity

Timeline

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

FNC
ISC
Potential Partners:
E-Health WG
Prov. DoH
Health Authorities

1. Support First Nations that are ready to implement a digital
health record system and work toward interface with provincial
and hospital systems.
A. First Nations
2. Develop/continue a community-based strategy to train
leaders and First
community staff and provide ongoing support in using the
Nation data experts
information system to ensure data quality and skilled analysis.
work together so
3. Ensure the system allows ongoing back up and archiving of
that communities
information and meets OCAP principles.
are able to collect,
possess and protect
their own health
4. Support the analysis of community and regional data to assist
data
communities in interpretation and health planning.

Lead

FNC-Health
Partner:
Record system provider

Ongoing

5. Monitor and share learnings from the implementation of the
Mustimuhw community electronic medical record systems as a
potential appropriate digital information system.

FNC-Health
Partner:
Record system provider
ISC
Potential Partners:
E-Health WG
Tui’kn Partnership
HAS Sub-Committee
FNC ISC
E-Health WG
Partner:

1, 4, 19,
20, 30, 34

Mustimuhw

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Piloting of Mustimuhw

Tui’kn Partnership health bulletins interpret health indicator data for community use

Objective 2: Community-based data is used to promote quality improvement for First Nations programs and services.
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Strategy

Activity

A. Develop
appropriate
community-based
health indicators
within information
systems

Timeline

1. With the support and guidance of AHP, develop, resource and
implement a plan for gathering and using health data that
includes:
 The development of community/geographic based client
registries
 Use of indicators in community health planning and
implementation
 Ensuring indicators for chronic disease prevention and
management are included (e.g. diabetes, smoking, and heart
health risk factors) in digital health records.
 Strategies to monitor the communities’ health, indicators and
systematic and timely, collection methods. Sources may
include Health Centre records/databases, NIHB regional data,
ESDT home care records, the Community Based Reporting
Tool.

OngoingLong term

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

ISC
Potential Partners:
AHP
E-Health WG
HAS Sub-Committee
Prov. DoH
Health Authorities
Record system
provider
Tui’kn Partnership

14

Health providers shared highlights of initiatives currently being undertaken in their communities. These included:

Ability to interface with health authority system to access laboratory results

Collaborative data sharing group that includes federal, provincial, regional stakeholders, First Nations and Tribal Council

Use of technology to collaborate with others

Use of and/or piloting of a community-based health record system

Production of health bulletins reporting on health indicators by Tui’kn Partnership

Digital health records system allows for easy follow-up with patients who have diabetes, particularly for foot care
Objective 3: Clear standards, policies, and guidelines on data sharing are in place to ensure client privacy, as well as system safety and security.
Strategy

A. Develop
clear
standards,
policies,
guidelines
and data
sharing

Activity

1. Engage regularly/continue to engage with community in the
process to develop standards, policies and guidelines. This may
occur as part of community health planning.
2. With AHP’s guidance and support, share best practices about
system performance, success stories and challenges to help
other communities develop their information systems through
conferences and/or specific gatherings to address data and
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Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

FNC

OngoingLong term

ISC
Potential Partners:
AHP
APC
TC

13
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Objective 3: Clear standards, policies, and guidelines on data sharing are in place to ensure client privacy, as well as system safety and security.
Strategy

protocols

Activity

information systems.

3. Continue to implement/develop a plan on how people (and
systems) will work together; clarify roles and access to the
system to ensure client health needs and health data remain
private, confidential and closely guarded from misuse.

4. Create/use data collection systems which would be
owned/licensed by, controlled, managed and housed within
communities, and work towards being fully OCAP® compliant.
5. Formalize/continue to formalize standards, policies and
guidelines via appropriate mechanism/agreements with
partners.
6. Building on the OCAP® principles, ensure ethical guidelines are
in place for data sharing and for research using that data (e.g.
ethics committees).
7. Ensure accreditation is considered in development,
implementation and monitoring of standards, policies,
guidelines and protocols.

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan
Information Systems and Data Sharing

Timeline

Lead

Other Relevant
Strategies/Initiatives
(Details in Appendix F)

FNC
Record system providers
FNC
ISC
Potential Partners:
E-Health WG
HAS Sub-Committee
Prov. DoH
Health Authorities
Record system provider
Tui’kn Partnership
Physicians
FNC
Partners:
Record system provider
FNC
Potential Partners:
Prov. DoH
Health Authorities
Record system providers
Physicians
ISC in partnership with AHP
FNC
FNC
AHP
ISC
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Information Systems and Data Sharing - Questions for Communities to Consider
1. What is our community already doing related to our information systems and sharing of data?
2. What activities does it make sense to implement in our community, given our resources, time,
current work, etc.?
3. Is the work in the short, medium, or long-term or ongoing?
4. Who else needs to be involved in moving this work forward?
5. How will we know if we are making progress? What will be the signs/indicators?

Community Spotlights
Miawpukek Health Centre Foot Care Clinic
The patient registry at the Miawpukek Health Centre includes information about patient visits for
people who have diabetes. The Aboriginal Diabetes Initiative Coordinator and the registry staff have
very good communication, and use the Registry data to ensure that everyone is receiving the care
they need. For example, once a year they go through the data in the registry to see who has come to
the foot care clinics the Health Centre offers, and who has missed them. Staff follows up with anyone
who has not come to foot care clinics, and book appointments for them, and encourage them to
come. As a result, 90% of people in the community who have diabetes are seen regularly for foot
care.
Mustimuhw – Abegweit First Nation Community Electronic Health Record Pilot
Abegweit First Nations is piloting an Indigenous community electronic health record/data base
program developed in western Canada. MUSTIMUHW (pronounced Moose tee mook) is a Coast
Salish word meaning "all of the people". It was selected by Cowichan Tribes Elders as the name for
the community electronic medical record. The teaching of "Nuts'amaat Squaluwun (One Heart, One
Mind) has guided its development. The system provides a model for the seamless integration of
health information within the Health Centre.
The two core products, the Mustimuhw community electronic medical record (cEMR) and the
Mustimuhw Child and Family Services Case Management System (CFS-BP), are electronic solutions
that seek to integrate community members, families, service providers and technology in delivering
care with one heart and one mind.
Mustimuhw products reflect an intimate working knowledge of First Nation
Health Centres and Child and Family Service agencies needs in information
management systems, and the key supporting services that are essential to
ensure the organization's continued success. The system helps staff in their
professional capacity to be effective and efficient; the use of Mustimuhw also
enables the members to take care of their own health through the development
of personal health care goals, in collaboration with the health services team.
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How Will We Know If We’re Successful - Indicators
Monitoring the progress and identifying successes and challenges are important elements of any
plan. For this Strategic Action Plan, because of its varied levels of action, potential for collaboration,
and impact on working toward healthy communities, the following indicators have been identified.
Monitoring the Strategic Action Plan work can happen at a regional level throughout the five years of
the plan, and should communities chose to do so, can also be considered within First Nations.
Safe and Supportive Environments


% of communities with chronic disease prevention and management, including the Indigenous
determinants of health, included in their comprehensive community plan and/or community
health plans

Collaboration and Coordination



% of communities with MOUs with provincial/regional health authorities regarding public health
practice, information sharing,
% of communities who rate their monitoring and evaluation results as useful or very useful to the
success and impact of their programs and services

Personal and Professional Skills


% of accredited Health Centres in the Atlantic region

Information Systems and Data Sharing





% of communities using information (data, evidence, community input) to inform their programs
and services
% of communities using digital data collection for efficient data gathering and analysis.
% of communities with information systems policies and procedures, including privacy, in their
health centres
% of communities identifying relevant health outcome indicators to inform decision making
•
Indicators are included in community health plan/comprehensive plans
•
% of communities whose community data is available for use
•
% of communities who have access to their community data within provincial data holdings

Long Term


% change in health status outcomes indicators, e.g. cardiovascular disease, diabetes, cancer,
chronic respiratory disease, etc.
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Appendix A: Atlantic First Nations Health Partnership: Process &
Structures

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan

Atlantic First Nations Health Partnership:
Process and Structures
Ideas

Recommendations
3 Committees of the
Partnership

Community
Eg. Health Directors

Partnership
Purpose:
To improve the
health and wellbeing
of Atlantic First
Nations through
participation of
First Nations in the
planning,
management,
and delivery
of programs
and services
funded or delivered
by FNIHB Atlantic.

Partnership
Scope:
- Allocate new
contribution
funding $50K+
- Develop or influence
plans and policies

32 First Nations
belonging to:
Mental Wellness
Committee

Union of NB
Indians
Mawiw Council
Inc.
Union of NS
Indians
Confederacy of
Mainland
Mi’kmaq

Non-insured Health Benefits
Committee

Mi’kmaq
Confederacy of
PEI
Newfoundland
M’kmaq First
Nations
Labrador Innu
First Nations

Public Health & Primary Care
Committee

Implementation

Decisions

The Partnership

FNIHB & Partners

“Partnership” Voting
Members:
7 Chiefs from Atlantic First
Nations
And the REO Atlantic
“Partnership” Non-Voting
Members:
Assembly of First Nations
Regional Vice Chiefs (2)
Atlantic Policy Congress
Co-Chairs (2)
Regional Director General of
AANDC (1)
Partnership Committees
Co-Chairs (6)
Elders (2)
“Partnership” Observers:
Health Technicians (5)
Atlantic Health Directors
Co-Chairs (2)
Mi’kmaq Maliseet Atlantic
Youth Council (2)
Grand Chief (1)

OTHER SUPPORTS TO THE “PARTNERSHIP” PROCESS
Atlantic Health
Directors Meetings

Policy Group
Meetings

Committees Coordination
Group Meetings

“Partnership” CoChairs Meetings
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First Nations
Caucus
Meetings

Allocating FNIHB
Contribution
Funding to FNs

Taking action on
Chiefs Health
Priorities

Joint development
of new Strategies

Joint development
of Regional Policies

Raising Regional
Needs at National
Level

Mental Health
Addictions
Chronic Disease

Appendix B: Preventing and Managing Chronic Disease in First
Nations Communities: A Guidance Framework
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Methodology
The Atlantic Chronic Disease Prevention and Management Strategic Action Plan (Strategic
Action Plan) builds on Preventing and Managing Chronic Disease in First Nations Communities:
A Guidance Framework (Guidance Framework). The Guidance Framework, which can be found
in Appendix A, was completed in 2017. It is based on an extensive review of the literature
related to chronic disease, and on engagement with First Nations across Canada. The Guidance
Framework provides detailed information about:





The purpose of the document
Health and wellness, and specifically First Nations health, wellness and culture
The Indigenous Wellness Framework
The impact of chronic disease

It includes a vison statement, guiding principles, four focus areas to impact chronic disease
(each of which has objectives), strategies and suggested activities.

Atlantic Region Input
Because of the extensive work completed to create the Guidance Framework, the Public Health
and Primary Care Committee of the Atlantic First Nations Health Partnership determined that a
Chronic Disease Prevention and Management Strategic Action Plan for the Atlantic Region
would draw on the Guidance Framework as a foundation for a regional action plan.
First Nations in the Atlantic Region and health providers working with them provided feedback
on the Guidance Framework elements, with a particular focus on each objective’s strategies
and potential activities, in the following ways:





At the October 2017 Atlantic Health Directors’ meeting, where the Guidance Framework
was introduced;
At a two-hour engagement session held during the Atlantic First Nations Health
Conference in November 2017 (there were nine participants representing First Nation
communities/Tribal organizations); and
Through individual community conversations held by telephone between November
2017 and January 2018. Health Directors and/or other key contacts from 30 First
Nations and Tribal organizations participated. Their input focused on reviewing the
Guidance Framework, and identifying strategies and potential activities for the Atlantic
Region. They also identified community spotlights or good work they are aware of in
each specific focus area.

The Atlantic First Nations Health Partnership’s Public Health & Primary Care, Mental Wellness,
and Non-Insured Health Benefits Committees each received updates on the development of the
Strategic Action Plan and provided guidance on its development.
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Additionally, 39 strategies and frameworks created specifically to address the health of First
Nations or by Atlantic provincial governments were reviewed for congruence with the Strategic
Action Plan’s focus areas and/or specific actions/initiatives related to First Nations.
Finally, the draft Strategic Action Plan has been vetted by:





The sub-committee of the Public Health & Primary Care Committee tasked with guiding
the development of the Strategic Action Plan;
The Atlantic Region Health Directors (at their February 2018 meeting);
The Public Health & Primary Care Committee; and
The Atlantic First Nation Health Partnership.

As part of the process of developing the Strategic Action Plan, health providers also shared
bright spots or community spotlights – programs, services, and initiatives that are working well
in their communities. These have been considered in the development of the plan, and a
number highlighted in the document.

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan

Appendix D: Community Spotlights – Complete List
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Safe and Supportive Environments Community Spotlights
Social Determinants of Health
New Brunswick

Twice a week we cook healthy meals, have
a cooking class which is open to the
community. It is a good foundation to build
upon. They have an herb garden here, fruit
and vegetable garden. (ERB)

One HD's community has been working
with Indian Affairs, re: housing. We looked
at FN budget, developed a work plan using
own source revenue to developing more
homes. They are combining funds from
"Indian Affairs" with money from their own
source. (ESG)

One FN community has a 'water team' to
inform community of water results. They
use social media, as 85% of the community
is on Facebook. They also use the radio
station for elders who do not access social
media. (ESG)

Diabetes Brighter Future. One community
has monthly awareness prizes. (ESG)

One community has educational bingo
about diabetes, as FN are more visual.
Diabetes educator and elders who are in
the community how to cook traditional
food. (ESG)

Workshop for composting, food safety
course, first aid classes, gun safety (MAD)

Containers for needles – for diabetes and
other uses are publicly visible, to allow
them to be disposed of in safe, open way.
(MAD)

Work closely Health Canada other
traditional healers. They offer programs
together. There are six First Nations
involved – the ones who are Maliseet
(MAD)

Our band council/community uses some of
the taxes that are returned to the
community for health improvement,

“Benefits for Band Members” Programs
funded: Fluoride treatments, medical
transportation – travel cost is topped up to
35 from 21 cents per k. Annual funds for
physio chiropractor, offer $350 per person.
(MAD)
Prince Edward Island

There are Community events, community
garden, weight loss groups. Transportation
is a problem, between the three
communities. (ABEW)
Nova Scotia

One community has an Elders Day, an
elders fund day where we try to plug in
health information which providing fun
activities, this keeps a feeling of our doors
being open to everyone who might need
the Health .(BER)

One community has regular programs and
workshops on healthier living.(BER)

The partnership with the Health Authority
opens up avenues for better care (AVA)

With this partnership we have also offered
lunch and learns, most recently with a
dietician from CMM providing a session on
Healthy Holiday Eating. A kinesiologist from
the Health Authority came and did a session
on how to use exercise bands. (AVA)

We have a cancer care network (through
Home and Community Care networks)
where we pool resources and brainstorm
how to help each other. We meet quarterly
with the 5 bands in Cape Breton and some
from the mainland. There are cancer
navigators in NS but our community
members don’t access them (perhaps
because the diagnosis is overwhelming and
they miss the info, or they are hesitant to
use these services, there’s a mistrust of the
health professionals, or the person might
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have a fear of seeming not knowledgeable
on their condition), so we help navigate
with the cancer navigators. We also help
navigate their care too, since people know
us and feel comfortable with us. (WAY)
We have designated breastfeeding friendly
spaces in our Health Centre. (BER)
For health promotion, we have outings and
community walks where Nordic walking
sticks are offered.(BER)
We have an Elders Day, an elders fund day
where we try to plug in health information
which providing fun activities, this keeps a
feeling of our doors being open to everyone
who might need the Health .(BER)
We have a “Diabetes Risk Blitz”; people can
complete a screening for Type 2 diabetes
(participants are entered in to a draw). This
gave our CHN a lot of info on the needs of
people in the community and we got
something like an 80% response rate! It was
a great community awareness campaign.
(CMM)









Cultural Safety
New Brunswick

(After successful cultural safety training)
we are greeted like everyone else. We are
being listened to – actions window of
opportunity – political will – PM as mental
wellness holder opportunity for all
others….opens up their mindset. (ERB)

75% of clinic staff are fluent in Mi’kmaq.
(ELS)

Elders work with health centre on a regular
basis. There is a Tipi on site. There are
rituals honouring sacred grounds weekly,
sweat lodge, sacred fires and other
traditional practices regularly. (ELS)

It is culturally safe for clients in our health
services clinic. Our services are geared
towards ceremony. Our health care staff
get training on cultural appropriateness.








Services received outside are not
necessarily culturally safe. (StM)
Maliseet speakers are in place in all parts
of their community. (StM)
Services outside our community are client
centred family friendly. They have
received cultural sensitivity training,
particularly at Campbelton Hospital (ERB)
The local hospital has received training everyone from custodian, upper level. All
are aware of talking circle, sacred
medicines. This eliminates arguments or
debates. Walls are dropping. We have
been providing training culturally
sensitivity training to hospital, ADAP
(addiction) workers, and offer trained
traditional knowledge keepers. FN
members are being greeted in a more
respectful manner at the hospital. (ERB)
The community health worker is First
Nations. (FTF)
There is a cultural orientation manual for
people who are non-Native, different
training over the years. Could be used by
others. Was sent, and is posted in
‘conversations. (ELS)
The health staff have developed seven
ethics posters, which describes seven
sacred teachings, the target being the role
of client and practitioner. Not quite at
final version. Can share when ready. (ELS)
Traditional teacher comes every summer –
teaches young children and youth
language and tradition. One woman does
crafting sessions every week one night.
(FTF)
We educate people who come to our
services. (StM)
We find using the Parenting Bundle helps
with the life long course approach. This
model reflects an Indigenous
understanding of needs, not a
‘framework’. (TOB)

Atlantic First Nations Chronic Disease Prevention and Management Strategic Action Plan




http://wabano.com/product/parentingbundle-information-manual/
Elders, are available, and clients can
participate in ceremonies – smudging is
outside. (StM)

Newfoundland and Labrador

All Health Care staff are Indigenous. The
use of Indigenous language is rare. English
is main language. None speak Indigenous
language as first language. (MFN)
Prince Edward Island

Traditional world views are being learned.
There have been a lot of tripartite
committees offering opportunities. (LEN)

We are learning more about the cultural
sensitivity, safety, with people from
community and workers. In last five years,
we have ramped up culture – more
supportive encouraging. Cultural director
role continues and in place. In
Universities – education about Indigenous
children experiencing pain tend to be stoic,
for example. This information given at
local LPN school. Health care providers
getting this kind of education earlier.
(LEN)
Nova Scotia

There is a cultural camp for youth in
Orangedale, with weekend getaways for
youth, cultural ways of living, each
community has their own week to go and
use it. It is well received. The camp was
purchased collectively by the bands. (WAY)

We hold potato planting, harvesting,
eating together – successful in engaging
community.(BER)

We have an Elders Day, an elders fund day
where we try to plug in health information
which providing fun activities, this keeps a
feeling of our doors being open to

everyone who might need the Health.
(BER)
Bright Spots Objective 3 (4/29: 3 NS, 1 PEI)
Prince Edward Island

There are Community events, community
garden, weight loss groups. Transportation
is a problem, between the three
communities. (ABEW)

Protocol set up to allow medical van to be
reused for non-medical activities. This
would help transportation to cultural
activities, and to youth centre and to do
other preventative activities. (ABEW)
Nova Scotia

We have offered lunch and learns, most
recently with a dietician from CMM
providing a session on Healthy Holiday
Eating. A kinestheologist from the Health
Authority came and did a session on how
to use exercise bands. (AVA)

This partnership with the health authority
opens up avenues for better care. (AVA)

We have a cancer care network (through
Home and Community Care networks)
where we pool resources and brainstorm
how to help each other. We meet
quarterly with the 5 bands in Cape Breton
and some from the mainland. There are
cancer navigators in NS but our community
members don’t access them (perhaps
because the diagnosis is overwhelming and
they miss the info, or they are hesitant to
use these services, there’s a mistrust of the
health professionals, or the person might
have a fear of seeming not knowledgeable
on their condition), so we help navigate
with the cancer navigators. We also help
navigate their care too, since people know
us and feel comfortable with us. (WAY)
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For health promotion one community has
outings and community walks where
Nordic walking sticks are offered.(BER)
One community has an Elders Day, an
elders fun day where they try to plug in
health information which providing fun
activities. This keeps a feeling of the clinic's
doors being open to everyone who might
need the Health Clinic .(BER)
Tool: The Fountain of Health aging
program is a wonderful guide – it is
holistic, it provides a “how to”, and it is
specific. Very useful!
https://fountainofhealth.ca/.(BER)

Nova Scotia

We are doing it! Our Community Health
Nurse and Community Health
Representative go to the school often. It’s
a small community so we try to keep
things informal. (BER)

We conducted a survey with our
community members, which highlighted
the need for greater mental health
services. So we need to be flexible to what
the community needs. (BER)

We have regular programs and workshops
on health topics such as “healthier living”.
(BER)

Bright Spots (Objective 4) (1/29)
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Collaboration and Coordination Community Spotlights
Bright Spots (strengths/good work
happening) (6/24: 3 NB, 3 NS)
New Brunswick

Tobique belongs to MAWIW Council,
ADI, regional tobacco project works very
well. Three MAWIW communities are
involved. (TOB)

Continue funding and agreement that a
social worker is shared among Fort Folly,
Buctouche, Red Bank, and Indian Island.
(ELS)

Miramichi – relationship strong and
supportive with three FN: Metepenagiag,
Eel Ground and Esgenoopetitj. There are
diabetes clinics in all regions, and all
have diabetes case workers. They are
working on relationships built between
Health Authority and FN community. It
was instigated and endorsed by
Indigenous community leaders. The
partnerships are on-going. I am hearing
that improved communication is
happening among all involved. Trust and
respect is the basis of any improvement.
These qualities would have to depend on
something not easy to put in place.
Government and leadership level of
health care need to switch from medical
to health promotion model. The whole
approach is crucial. It cannot be done
just in the community. (UNBI)

The current provincial government has
dismantled Health department. This is a
concern, but there are places where
there are common goals. (UNBI)

Collaborative groups are working on
Aboriginal diabetes together, NS, and NB
– works well. (UNBI)

Nova Scotia

We have a staff who has a specific role
for case management. (WAY)

We do a lot of work on chronic disease
through our home care program. Our
Community Health Representative is very
strong on diabetes. (BER)

We have regular meetings with the
health professionals within our Health
Centre to make sure everyone feels
supported and connected. This helps aid
our ability to collaborate. (CMM)

The Health Services Integration Fund
initiative was used in one case to keep
the committee of the three local FN
communities collaborating going. The
committee has been quite effective in
keeping all on the same page.(BER)

One First Nations Joint Health
Committee meets quarterly and with the
Health Authority regularly. It was seen
as working well. (BER)

We have a staff who has a specific role
for case management. (WAY)

We do a lot of work on chronic disease
through our home care program. Our
Community Health Representative is very
strong on diabetes. (BER)
Bright Spots Objective 2 (9/29: 4 NS, 4 NB, 1
NL)
New Brunswick

Tobique belongs to MAWIW Council, ADI,
regional tobacco project works very well.
Three MAWIW communities are involved.
(TOB)

Continue funding and agreement that a
social worker is shared among Fort Folly,
Buctouche, Red Bank, and Indian Island.
(ELS)
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Miramichi – relationship strong and
supportive with three FN: Metepenagiag,
Eel Ground and Esgenoopetitj. There are
diabetes clinics in all regions, and all have
diabetes case workers. They are working
on relationships built between Health
Authority and FN community. It was
instigated and endorsed by Indigenous
community leaders. The partnerships are
on-going. I am hearing that improved
communication is happening among all
involved. Trust and respect is the basis of
any improvement. These qualities would
have to depend on something not easy to
put in place. Government and leadership
level of health care need to switch from
medical to health promotion model. The
whole approach is crucial. It cannot be
done just in the community. (UNBI)
The current provincial government has
dismantled Health department. This is a
concern – but there are places where
there are common goals. (UNBI)
Collaborative groups are working on
Aboriginal diabetes together, NS, and NB
– works well. (UNBI)
A representative from Health Canada held
an open community information session
based on Hepatitis C. Sent out flyers,
brochure. It created awareness, and was
successful. (ESG)

Newfoundland and Labrador

The health clinic is described as a 'close
knit' clinic, all in one building. They have
a continual rotating list to call of people
with diabetes. As a result, they have a
high percent (90%) of people with
diabetes who are seen regularly for foot
care. Our programs are under the same
roof. They have a Nurse practitioner, a
Public Health Nurse and four LPN’s. The
neighbouring community is easily
accessible and is readily available. When

FN members go out for services they are
received well. A heart specialist comes
from St. Johns, and other services such as
a podiatrist and physios visit quite
regularly – every few months. Their clinic
is walk in for people with diabetes, and
prenatal needs. When home visits and
continuing care staff are needed, the
transition is very easy. All staff are
Indigenous, but English is the main
language. (MFN)
Nova Scotia

The Health Services Integration Fund
initiative was used in one case to keep the
committee of the three local FN
communities collaborating going. The
committee has been quite effective in
keeping all on the same page.(BER)

One First Nations Joint Health Committee
meets quarterly and with the Health
Authority regularly. It was seen as
working well. (BER)

We have a staff who has a specific role for
case management. (WAY)

We do a lot of work on chronic disease
through our home care program. Our
Community Health Representative is very
strong on diabetes. (BER)

We have a staff who has a specific role for
case management. (WAY)

We do a lot of work on chronic disease
through our home care program. Our
Community Health Representative is very
strong on diabetes. (BER)

We have a staff who has a specific role for
case management. (WAY)

We do a lot of work on chronic disease
through our home care program. Our
Community Health Representative is very
strong on diabetes. (BER)

NS First Nations communities are working
well together. (PCL)
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Millbrook has fantastic physical activity
leadership! There is yoga for elders, and
there are walking groups. (CMM)
The Health Services Integration Fund
initiative was used in one case to keep the
committee of the three local FN

communities collaborating going. The
committee has been quite effective in
keeping all on the same page.(BER)
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Personal & Professional Skills Community Spotlights
(7/29: 3 NS, 3 NB, 1 NL)
New Brunswick

Capacities are being expanded in the
community. Having a person with a CDE
certificate is less important than when a
CHN started 15 years ago. Now, if there
is someone trained with the specific skill,
week to week monitoring by a CDE may
not be necessary. The official
designation of CDE is needed less as
capacity has been expanded in the
communities, which is happening. (UNBI)

Learning opportunities through
professional organizations for cultural
safety and training are happening more
easily. Language classes can be done
online for example. Costs are covered by
the worker's community. Lifelong
process, cultural strengths all the time,
(TOB)

Support a CHN receives from her
community to get to health conferences,
training, the Atlantic Health Conference
develops the appropriate skills and
networks. (TOB)

At the nursing school, third year student
did a presentation in the health class to
the nursing students. She did it in French
to third year students. It was the first
time they heard about TRC. Isabelle feels
this is a window to have the nurses be
more informed from the beginning of
their careers. (MAD)

One HD is trying to develop online FN
course, for 13,500 to give Vitality and
Horizons. (TOB)

Maliseet language classes can now be
done online. Cost is covered for the HD's
community. We celebrate the Sundance,
sweat lodge. This is a lifelong process;
cultural strengths need to be integrated
all the time. (TOB)



There was a Health Fair at band hall that
informed people of the clinic services,
not just methadone. This was well
received. (ORO)

Newfoundland and Labrador

Continued support by band council for
her to attend workshops, especially
those that taught CHN about the culture,
such as Aboriginal Day, where the band
asked her to attend is helpful. (MUSH)
Prince Edward Island

Annual meetings with other nurses help
reduce burnout. Every fall Health
Canada puts one on. Staff nurture each
other at the meeting. (LEN)
Nova Scotia

Our Community Health Nurse and
Community Health Representative go to
the school often. It’s a small community
so we try to keep things informal. .(BER)

There is the diabetes journey every year;
it is 3 days to learn about diabetes. We
also have a “mini Journey” which is 1 day
long. (WAG)

We have a dietician included in our
prenatal education, moms come in every
month, and it is well attended. We also
offer parenting classes. (WAG)

The Fountain of Health aging program is
a wonderful guide – it is holistic, it
provides a “how to”, and it is specific.
Very useful!
https://fountainofhealth.ca/.(BER)

Our staff are stable and have been at the
Health Centre a long time. They have
gained trust and respect from the
community. We work well together and
are able to bounce ideas off each other.
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Our Chief and Council are very open and
are good to talk to. We feel supported; it
is a very positive environment. (WAG)
Bright Spots 2
New Brunswick

Capacities are being expanded in the
community. Having a person with a CDE
certificate is less important than when a
CHN started 15 years ago. Now, if there is
someone trained with the specific skill,
week to week monitoring by a CDE may
not be necessary. The official designation
of CDE is needed less as capacity has been
expanded in the communities, which is
happening. (UNBI)

Learning opportunities through
professional organizations for cultural
safety and training are happening more
easily. Language classes can be done
online for example. Costs are covered by
the worker's community. Lifelong process,
cultural strengths all the time, (TOB)

Support a CHN receives from her
community to get to health conferences,
training, the Atlantic Health Conference
develops the appropriate skills and
networks. (TOB)

At the nursing school, third year student
did a presentation in the health class to
the nursing students. She did it in French
to third year students. It was the first
time they heard about TRC. Isabelle feels
this is a window to have the nurses be
more informed from the beginning of
their careers. (MAD)

One HD is trying to develop online FN
course, for 13,500 to give Vitality and
Horizons. (TOB)

"There are more doors opening to train
non-Indigenous workers, I am almost
overwhelmed with trying to develop more
tools." (TOB)

Newfoundland and Labrador

Continued support by band council for her
to attend workshops, especially those
that taught CHN about the culture, such
as Aboriginal Day, where the band asked
her to attend is helpful. (MUSH)

"I've learned more and done more in my
(long) career with this conscientious
employer than I've ever done before"
(MUSH)
Nova Scotia

There is the diabetes journey every year;
it is 3 days to learn about diabetes. We
also have a “mini Journey” which is 1 day
long. (WAG)

We have a dietician included in our
prenatal education, moms come in every
month, and it is well attended. We also
offer parenting classes. (WAG)
Bright spots 3
New Brunswick

Language classes-can do it online. Cost is
covered for her community. Maliseet.
Sundance, sweat lodge. English is primary
language, elders know it more. Lifelong
process, cultural strengths all the time,
(TOB)

“I’ve learned more and grown in my
career due to this enabling conscientious
employer.” (MUSH)
Newfoundland and Labrador

Continued support by band council for
CHN to attend workshops, especially
those that taught her about the culture,
such as Aboriginal Day, where the band
asked her to attend. (MUSH)
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Prince Edward Island

Annual meetings with other nurses help
reduce burnout. Every fall Health Canada
puts one on. Staff nurture each other at
the meeting. (LEN)
Nova Scotia

The Fountain of Health aging program is a
wonderful guide – it is holistic, it provides
a “how to”, and it is specific. Very useful!
https://fountainofhealth.ca/.(BER)

Our staff are stable and have been at the
Health Centre a long time. They have
gained trust and respect from the
community. We work well together and
are able to bounce ideas off each other.

Our Chief and Council are very open and
are good to talk to. We feel supported; it
is a very positive environment. (WAG)
Bright Spot 4 (1/24, 1 NS)
Nova Scotia

Our staff are stable and have been at the
Health Centre a long time. They have
gained trust and respect from the
community. We work well together and
are able to bounce ideas off each other.
Our Chief and Council are very open and
are good to talk to. We feel supported; it
is a very positive environment. (WAG)

Information Systems and Data Sharing Community Spotlights
Bright spots (4/29: 2 NB, 1 PEI, 1 NS)
New Brunswick

Can tap into Meditec to get lab work. The
Nurse Practitioner and physicians can pull
it out all the time. (ELS)

Committee in place, a HSIF project begun
last year. The goal is collaborative data
sharing with FNIB, 2 FN communities, NB
health council, and members of
Department of Health and regional health
authorities, UNBI. It is an active
committee. Federal funding flows to
Tobique, through FNIB. (ELS)

Madawaska has lots of collaboration re:
technology. (UNBI)

Nations Community in the west for FN
communities. It is seen very positively.
(ABEW)
Nova Scotia

We work with the Tui’kn partnership,
which has put out 8 health bulletins with
all NS communities. Our indicator group
works together and collected 160 health
indicators. (WAG)

Prince Edward Island

Our whole system is electronic: we have
an EMR system. (ABEW)

One community is doing a pilot project for
the community based electronic system,
Mustimuhw. It was developed by a First
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FOCUS AREA:
Objective :
Strategy

Activity
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Timeline

Lead

Success Indicator(s)

Appendix F: Relevant Strategies & Initiatives
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Relevant Strategies and Initiatives
1. A Chronic Disease Prevention and
Management Framework for New Brunswick
Primary Health Care Branch, Addiction, Mental
Health and Primary Health Care Division – New
Brunswick Department of Health
Focus Area(s): 1, 2, 3, 4
URL:
https://www.gnb.ca/0051/pub/pdf/2010/6960
e-final.pdf
2. A Comprehensive Diabetes Management
Strategy
New Brunswick Department of Health
Focus Area(s): 1, 2
Website:
http://www2.gnb.ca/content/gnb/en/departme
nts/health/patientinformation/PrimaryHealthCa
re/A-Comprehensive-Diabetes-Strategy-forNew-Brunswickers-2011-2015.html
3. A Mental Health and Addiction Plan for First
Nations in the Atlantic Region
Developed with and for First Nations
communities by the Mental Wellness
Committee on behalf of the Atlantic First
Nations Health Partnership. P 3 Janet Rhymes.
P1
Focus Area(s): 1, 2, 3
4. A Primary Health Care Framework for New
Brunswick
Province of New Brunswick
Focus Area(s): 2, 4
URL:
https://www.gnb.ca/0053/phc/pdf/2012/8752_
EN%20Web.pdf
5. Atlantic First Nations Child and Youth
Strategic Plan: Guiding Our Work to Improve
the Health and Well Being of our Children and
Youth
Health Advisory Committee of the Mi’kmaq
Maliseet Atlantic Health Board (MMAHB)
Focus Area(s): 1, 2, 3

6. Atlantic First Nations Elder Care and
Strategy
Non-Insured Health Benefits Advisory
Committee of the First Nations Health
Partnership
Focus Area(s): 2
URL:
http://www.unbi.org/uploads/atlontic%20first
%20notions%20elder%20care%20strategic11_3
099.pdf
7.Breastfeeding
Focus Areas: 1,3
NB :
http://www2.gnb.ca/content/gnb/en/departme
nts/ocmoh/healthy_people/content/bfi.html
NL: http://www.babyfriendlynl.ca/
NS: https://novascotia.ca/dhw/healthycommunities/healthy-eating-breastfeeding.asp
PEI:
https://www.peibreastfeedingcoalition.org/
La Leche League Canada: https://www.lllc.ca/
8. Children, Seniors and Social Development
Strategic Plan
Province of Newfoundland and Labrador
Focus Area(s): 1, 2
URL:
http://www.cssd.gov.nl.ca/publications/pdf/str
ategic_activity_plans/CSSD_Strategic_Plan20172020.pdf
9. Close to Home: A Strategy for Long-Term
Care and Community Support Services (2012)
Province of Newfoundland and Labrador
Focus Area(s): 2
URL:
http://www.health.gov.nl.ca/health/long_term
_care/ltc_plan.pdf
10. Diabetes Canada Clinical Practice
Guidelines Launch
Diabetes Canada
Focus Area(s): 3
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URL:
http://guidelines.diabetes.ca/fullguidelines
11. Diabetes Canada Non-Clinician Training
Diabetes Canada
Focus Area(s): 3
URL:
http://guidelines.diabetes.ca/fullguidelines
12. Elsipogtog Ethics Posters based on the
Seven Sacred Teachings – for staff and clients
Elsipogtog Health and Wellness Centre
Focus Area(s): 3
Available upon request
13. First Nations and Inuit Health Strategic
Plan: A Shared Path to Improved Health. 2012
First Nations and Inuit Health, ISC
Focus Area(s): 3, 4
URL: https://www.canada.ca/en/healthcanada/services/first-nations-inuithealth/reports-publications/first-nations-inuithealth-strategic-plan-shared-path-improvedhealth-health-canada-2012.html
14. First Nations and Inuit Home and
Community Care (FNIHCC) 10-Year Plan
First Nations and Inuit Health Home and
Community Care
Focus Area(s): 2, 3, 4
URL: https://www.canada.ca/en/healthcanada/services/first-nations-inuithealth/reports-publications/health-careservices/first-nations-inuit-home-communitycare-10-year-plan-2013-2023.html
15. First Nations Food, Nutrition and
Environment Study (FNFNES)
University of Ottawa | Université de Montréal |
Assembly of First Nations 2014
Focus Area(s): 1
Website: http://www.fnfnes.ca/
16. Food Security – Atlantic Canada
Focus Area(s): 1, 2, 3
Food FirstNL: http://www.foodfirstnl.ca/
New Brunswick Food Security Action Network:
http://www.nbfoodsecurity.ca/

Nova Scotia Food Security Network:
https://www.facebook.com/NSFSN/
Island Food Network (Cape Breton):
http://islandfoodnetwork.ca/
PEI Food Security Network:
https://peifoodsecurity.wordpress.com/
17. Food Skills Training (customized for
Indigenous People)
Diabetes Canada
Focus Area(s): 1, 2, 3
Website: http://www.foodskillsforfamilies.ca/
18. Healthy People, Healthy Families, Healthy
Communities: A Primary Health Care
Framework for Newfoundland and Labrador
Province of Newfoundland and Labrador
Focus Area(s): 2, 3
URL:
http://www.health.gov.nl.ca/health/publication
s/phc_framework.pdf
19. Horizon Health Network Chronic Disease
Prevention and Management Standards
Horizons Health Network
Focus Area(s): 1, 2, 3
Available upon request
20. Improving Health Together: A Policy
Framework for Chronic Disease Prevention and
Management in Newfoundland and Labrador
Province of Newfoundland and Labrador
Focus Area(s): 1, 2, 3, 4
URL:
http://www.health.gov.nl.ca/health/chronicdise
ase/Improving_Health_Together.pdf
21. Integrated Palliative Care: Planning for
Action in Nova Scotia
-Province of Nova Scotia
Focus Area(s): 2, 3
URL:
https://novascotia.ca/dhw/palliativecare/docu
ments/Integrated-Palliative-Care-Strategy.pdf
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22. Live Well! Bien Vivre! Health Coaches
Diabetes Canada, in partnership with Medavie
Health Foundation and the New Brunswick
Department of Health
Focus Area(s): 1, 2, 3
Website: https://www.diabetes.ca/in-yourcommunity/local-programs-events/regionalevents-programs/new-brunswick-events/livewell-bien-vivre-health-coaches
23. Mental Wellness Team for Atlantic First
Nations
Focus Area(s): 3
24. New Brunswick Extra Mural Program
Province of New Brunswick
Focus Area(s): 2, 3
URL:
http://www2.gnb.ca/content/gnb/en/services/s
ervices_renderer.8975.ExtraMural_Program.html
25. New Brunswick Long Term Care Strategy
Province of New Brunswick
Focus Area(s): 2, 3
URL:
http://www2.gnb.ca/content/dam/gnb/Depart
ments/sd-ds/pdf/LTC/LongTermCareStrategye.pdf
26. New Brunswick Wellness Strategy
Province of New Brunswick
Focus Area(s): 1, 2
URL:
http://www2.gnb.ca/content/dam/gnb/Depart
ments/sd-ds/pdf/WellnessMieuxEtre/NewBrunswickWellnessStrategy201
4-2021.pdf
NS Wellness Movement: http://wellnessnb.ca/
27. Nova Scotia Mi’kmaw Physical Activity
Leadership Program
Province of Nova Scotia
Focus Area(s): 1
Website: https://thrive.novascotia.ca/node/79

Focus Area(s): 1, 3
URL:
https://thrive.novascotia.ca/sites/default/files/
Thrive-Strategy-Document.pdf
29. Olamoltinetj, Wollatomuhtine (A Breath of
Life) – Tobacco Control Strategy
MAWIW
Focus Area(s): 1,3
URL: http://mawiwcouncil.com/
30. PEI Chief Public Health Office Strategic Plan
2016-2018
Province of Prince Edward Island
Focus Area(s): 2, 4
URL:
https://www.princeedwardisland.ca/sites/defa
ult/files/publications/cpho_strategic_plan_final
_web.pdf
31. SHIFT: Nova Scotia’s Action Plan for Aging
Population
Province of Nova Scotia
Focus Area(s): 3
URL: https://novascotia.ca/shift/shift-actionplan.pdf
32. Stemming the Tide: Preventing and
Managing Chronic Disease in PEI (2013-18)
Province of Prince Edward Island
Focus Area(s): 2
URL:
https://www.princeedwardisland.ca/sites/defa
ult/files/publications/stemming_the_tide__health_pei_chronic_disease_prevention_and_
management_framework.pdf
33. The Action Plan for Mental Health in New
Brunswick
Province of New Brunswick
Focus Area(s): 1, 2
URL:
https://www.gnb.ca/0055/pdf/2011/7379%20e
nglish.pdf

28. Nova Scotia Thrive Strategy
Province of Nova Scotia
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34. The First Nations Health Transformation
Agenda
Assembly of First Nations
Focus Area(s): 1, 2, 3, 4
URL:
https://www.afn.ca/uploads/files/fnhta_final.p
df
35. Together We Can: The Plan to Improve
Mental Health and Addictions Care for Nova
Scotians
Province of Nova Scotia
Focus Area(s): 1, 3
URL: https://novascotia.ca/dhw/mentalhealth/reports/Mental-Health-and-AddictionsStrategy-Together-We-Can.pdf
36. Towards Understanding: A Dementia
Strategy for Nova Scotia
Province of Nova Scotia
Focus Area(s): 1, 2

URL:
https://novascotia.ca/dhw/dementia/Dementia
-Report-2015.pdf
37. Volunteer Recognition and Development
Volunteer Canada
Focus Area(s): 3
URL: http://volunteer.ca/
38. Wellness Strategy for Prince Edward Island
Province of Prince Edward Island
Focus Area(s): 1, 2
URL:
https://www.princeedwardisland.ca/sites/defa
ult/files/publications/wellnessstrat.pdf
39. Your Way to Wellness: Yes! You Can Live
Well with Chronic Illness (two page brochure)
Nova Scotia Health Authority
Focus Area(s): 2
URL: file:///C:/Users/Default.DefaultPC/Downloads/your-way-wellnessbrochure%20(5).pdf
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Appendix G: Key Chronic Disease Related Organizations
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Key Chronic Disease Related Organizations
Canadian Cancer Society
http://www.cancer.ca/
New Brunswick
Division
133 Prince William
Street
P.O. Box 2089
Saint John, NB E2L 3T5
Telephone: 506-6346272
Toll Free: 800-455-9090
Fax: 506 634-3808
Email:
ccsnb@nb.cancer.ca

Newfoundland and
Labrador Division
Daffodil Place
PO Box 8921
70 Ropewalk Lane
St. John's, NL A1B 3R9
Telephone: 1-888-7536520 or 1-709-753-6520
Fax: 709-753-9314
Email: ccs@nl.cancer.ca

Nova Scotia Division
5826 South Street
Halifax, NS B3H 1S6
Telephone: 902-4236183
Toll-free within Nova
Scotia: 1 800-639-0222
Fax: 902-429-6563
E-mail:
ccs.ns@ns.cancer.ca

Prince Edward
Island Division
1 Rochford Street, Suite
1
Charlottetown, PE
C1A 9L2
Telephone: 902 5664007
Fax: 902 628-8281
Email:
info@pei.cancer.ca

Diabetes Canada
http://www.diabetes.ca/
Lisa Matte
Regional Director, Maritimes
Telephone: 902-453-4232 ext.
3618
Toll free: 1-800-326-7712 ext.
3618
Email: lisa.matte@diabetes.ca

Regional Leadership Centre
29-31 Pippy Place, Suite 2007
St. John’s, NL A1B 3X2
Telephone: 709-754-0953
Fax: 709-754-0734
Email: felicia.chapman@diabetes.ca

Regional Leadership Centre
137 Chain Lake Drive, Suite
101
Halifax, NS B3S 1B3
Telephone: 902-453-4232
Toll Free: 1-800-326-7712
Fax: 902-453-4440

Heart and Stroke Foundation
http://www.heartandstroke.ca/
New Brunswick
580 Main Street, Unit
B210
Saint John, NB
E2K 1J5
Telephone: 506-6341620 or 1-800-663-3600
Fax: 506-648-0098

Newfoundland &
Labrador
1037 Topsail Rd.
Mount Pearl NL A1N
5E9
Telephone: 709-7538521
Fax: 709-753-3117

Nova Scotia
Park Lane – Mall Level 3
5657 Spring Garden
Road, Box 245
Halifax, NS B3J 3R4
Telephone:
902-423-7530
Toll free: 1-800-4234432
Fax: 902-492-1464

Prince Edward Island
180 Kent Street P.O.
Box 279
Charlottetown, PE C1A
7K4
Telephone:
902-892-7441
Fax: 902-368-7068
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The Lung Association
https://www.lung.ca/
New Brunswick
65 Brunswick Street
Fredericton, NB
E3B 1G5
Telephone: 506-4558961
Toll free: 1-888-5665864
Fax: 506-462-0939
Email: Info@nb.lung.ca

Newfoundland and
Labrador
15 Pippy Place, 2nd Fl.
Carnell Building
P.O. Box 13457, Stn. A
St. John’s, NL A1B 4B8
Telephone:
709-726-4664
Toll free in NL: 1-888566-5864
Fax: 709-726-2550
Email: info@nf.lung.ca

Nova Scotia
6331 Lady Hammond
Road Suite#200
Halifax, NS B3K 2S2
Telephone:
902-443-8141
Toll Free in NS: 1-888566-5864
Fax : 902-445-2573
E-mail : info@ns.lung.ca

Prince Edward Island
81 Prince Street
Charlottetown, PE
C1A 4R3
Telephone:
902-892-5957
Toll Free in PEI: 1-888566-LUNG (5864)
E-mail:
info@pei.lung.ca

Working Collaboratively - Resources
The Community Toolbox
https://ctb.ku.edu/en/table-of-contents/overview/model-for-community-change-andimprovement/framework-for-collaboration/main

Canadian Best Practices Portal - Partnerships, Collaboration and Advocacy
http://cbpp-pcpe.phac-aspc.gc.ca/resources/public-health-competencies-informationtools/partnerships-collaboration-advocacy/
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