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Sharing Initiatives  

Following the 2007-8 òSharing Initiativesó collection of NOADI-funded initiatives 
(available on the NDHN website at www.ndhn.com), the NDHN is pleased to 
share some of  the initiatives in diabetes prevention and management which were held 
in 2008-9 to work towards meeting the needs of  Aboriginal people in northern 
Ontario. 

Background  

In February of 2007, initiative-based funding for diabetes prevention and management activities for 
Aboriginal communities and organizations in northern Ontario began through the NDHNõs Northern 
Ontario Aboriginal Diabetes Initiative (NOADI).  NOADI priorities were informed by the NDHNõs 
òAboriginal Diabetes Education and Management Needs Assessment for Northern Ontario 2006ó which 
was submitted to the Ontario Ministry of Health and Long-Term Care in November, 2006.  The Needs 
Assessment identified five key themes including: self-management; primary prevention; secondary 
prevention; diabetes education and management services; and the training of healthcare providers. 

Since NOADI funding began, a large number of Aboriginal communities and organizations in northern 
Ontario have planned, implemented and evaluated NOADI-funded diabetes prevention and/or 
management activities at the community level - many in partnership with local NDHN member 
programs. In the first year (from February 2007 to March 31, 2008), over 4500 individuals from 82 
Aboriginal communities and organizations in northern Ontario participated in NOADI-funded initiatives. 
These initiatives are summarized in the document òSharing Initiatives: Community-Based Aboriginal 
Diabetes Projects 2007-8ó (available on the NDHN website at www.ndhn.com).   

In the April 1, 2008 to March 31, 2009 fiscal year, approximately 4350 people from 85 Aboriginal 
communities and organizations in northern Ontario participated, or were expected to participate, in 
NOADI -funded initiatives.  In addition, 4 community gardens were initiated; 200 resource guides and kits 
were produced for teaching parents about healthy eating, physical activity and diabetes; 400 mini footcare 
kits were created; 2 community physical activity plans were developed; and a walking trail was opened. 

The green stars on the map below indicate the location of First Nation communities and off-reserve 
organizations which participated in NOADI activities from April 2008 to March 31, 2009.  The 110 First 
Nation communities in northern Ontario are named.  The following table (Table 1) provides an overview 
of NOADI initiatives completed for this fiscal year (April 1, 2008 to March 31, 2009). 
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Map of Participating Communities and Organizations: NOADI 2008-09 

 

Table 1: Overview of Completed NOADI Initiatives (2008-9) 

Initiative  Number Funded Status (as of December, 2009) 

Community/Organization -Initiated Projects (primary 
and/or secondary prevention; including self-management) 

52 projects 45 submitted outcomes (plus 2007-8 
walking trail) 
(~1850 individuals participated plus 
another ~2400 expected) 
(7 outcomes not submitted)  

Diabetes Education module/Certificate Program at 
Cambrian/Confederation Colleges 

52 individuals 
(32 communities) 

8 individuals completed module(s) 

Advanced Nursing Foot Care Workshop 1 workshop Completed 
(15 nurses trained) 

Foot Care Workshops for Community Healthcare 
Workers (community-based) 

2 three phase 
workshops  

Completed  
(14 community workers trained) 

Turtle Concepts Youth Diabetes Prevention Workshops 
(community-based) 

3 - 3 day workshops 
7 ð 2 day workshops 

3 completed 
(25 youth + 1 not submitted) 

Community Mobilization  Workshops (community-based) 2 ð 5 day workshops 1 completed 
(15 participants) 

School Mobilization Workshops (community-based) 3 ð 2 day workshops Completed 
(48 participants) 

Personal Empowerment Workshop (community-based) 1 ð 2 day workshop Completed 
(114 high school students & others) 

Culturally-appropriate Diabetes Resource Orders 4 orders Completed 
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Self Management  

n order to be able to effectively self-manage diabetes, a person has to have the necessary 
knowledge, skills and confidence to problem-solve and make informed decisions about healthy 
self-care behaviours.  Individuals who are successfully self-managing their diabetes also know 
when they need to consult with their diabetes education specialist or healthcare team in order to 

improve their health and quality of life. 
 
The 8 North Shore Tribal Council/Indian Friendship Centre (Sault Ste Marie) pilot sites for the 
2007-8 Chronic Disease Self-Management Peer Led sessions submitted a request to continue their 
sessions into the 2008-9 fiscal year.  The outcomes from this second year can be found under 
òSecondary Preventionó.  Another community with a trained peer leader, Eabametoong, also 
submitted a workplan to host community-based self-management sessions.   The outcomes from 
their project can likewise be found under òSecondary Preventionó. 

I  



 

Primary Prevention  

Primary prevention means preventing diabetes from developing in people who do not have it yet.  
Primary prevention can include initiatives which, for example, address: 

 Physical activity 

 Healthy eating 

 Weight loss 

 Awareness of diabetes               

In 2008-9, the NDHNõs Northern Ontario Aboriginal Diabetes Initiative (NOADI) approved 
funding for six community-based workshops based on the Kahnawake Schools Diabetes Prevention 
Project (KSDPP) Training Program in Community Mobilization for Diabetes Prevention.  Alex 
McComber was contracted to facilitate the workshops which included: 

 two community-based community mobilization workshops (Pic River First Nation held the 
week long session while another community which was funded was unable to) 

 three school mobilization workshops [Anishinaabeg of Kabapikotawangag Resource Council 
(AKRC) in Big Grassy First Nation; Moose Cree First Nation; and Kenora Chiefs Advisory 
at Wabaseemoong Independent First Nation] and 

 one personal empowerment workshop (Nipissing First Nation).  

Ten communities or organizations were approved for funding to host 2 to 3 day Turtle Conceptsõ 
òEmpowering Youth to Prevent Diabetesó workshops.  Mattagami First Nation, Parry Sound 
Friendship Centre and Timmins Native Friendship Centre all hosted Turtle Concepts workshops.  
Seven other communities and organizations received approval but did not host the workshops.  

In addition to these community-based primary prevention training workshops, NOADI also funded 
12 primary prevention initiatives which were proposed and carried out by Aboriginal communities 
and organizations across northern Ontario.  These included: 

 Animbiigoo Zaagiõigan Anishinaabek Health Department - Animbiigoo Zaagiõigan 
Anishinaabek Youth Health Fair 

 Anishnawbe Mushkiki - Anishnawbe Mushkiki Community Garden Project 

 Atikameksheng Anishnawbek (Whitefish Lake First Nation) - Community Diabetes Prevention 
Program 

 Batchewana First Nation ð Youth in Motion 

 Brunswick House Health Centre - Fitness, Food, Fun Weight Loss Program 

 Chapleau Ojibwe Health Centre ð 1. Fitness, Food, Fun Weight Loss Program and  
2. An Evening to Prevent Diabetes 

 Constance Lake First Nation ð Monthly Prevention Groups 

 Fort Albany (Peetabeck Health Services) - Diabetes Awareness 

 Obashkaandagaang First Nation - Obashkaandagaang Diabetes Prevention Project 

 Ojibway Heritage School (Shoal Lake 40) ð Kids on the Move 

 Parry Sound Friendship Centre ð Nutrition with Judy New 



 

 
Primary Prevention ð Community Mobilization Training 

 

Project Title Community Mobilization for Diabetes Prevention Training ð 
Community Based 

Leader Pic River First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Pic River First Nation 

Project Goals One of the comments from the centralized Community 
Mobilization workshops held in 2007-8 was the importance of 
having the trainer go to the communities to host local 
sessions. 
 
The participating community/organization will: 

 Participate in a 5 day workshop which will teach them to 
develop a community vision for diabetes, conduct an 
environmental scan, identify objectives and develop an 
activity calendar 

 Commit to mobilizing their community for diabetes 
prevention 

Project Description 
 
 
 
 
 
 
 
 
 
 
 
 
 

This 5 day workshop involves participants in:  
1. Understanding the background for successful diabetes 

prevention  
2. Identifying community values and developing a 

community vision for diabetes prevention  
3. Conducting an environmental scan of community 

strengths and weaknesses in preparation for diabetes 
prevention programming  

4. Identifying goals, objectives and strategies, and a 
community activity calendar  

5. Understanding teamwork and building a community 
coalition  

6. Developing an information dissemination program  

Outcomes The workshop took place from February 2 to 6, 2009. 

 Fifteen participants, including the Pic River Band 
Manager and Education Director, attended. 

 Values were identified, a draft vision statement was 
developed, an environmental scan was conducted and 
strategic goals were set for physical activity, healthy 
eating and positive attitude for Pic River First Nation. 

 Next steps, with tasks specifying expected completion 
dates and people responsible, were developed. 
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Primary Prevention ð School Mobilization Training 

 

Project Title School Mobilization for Diabetes Prevention  

Leader Anishinaabeg of Kabapikotawangag Resource Council (AKRC)  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Big Grassy First Nation 

Project Goal This workshop is intended to provide participants from local 
schools, health and recreation organizations with knowledge and 
skills to enable them embark on a process to mobilize a school 
system or school for diabetes prevention.  

Project Description The two day workshop (lectures, discussion, practical 
component) included the following information: 
 
1) The process of how to develop a vision of wellness for a 

school community 
2) The components of the KMHC Health Education Program 

for Diabetes Prevention 
3) The steps necessary to implement a diabetes prevention 

education program for school children 
4) A review of Aboriginal learning styles 
5) How to conduct an environmental scan of a community 

school system 
6) How to identify critical success factors and develop goals and 

objectives for school mobilization for diabetes prevention 
7) How to prepare a school calendar of diabetes prevention 

activities (nutrition and physical activity) for students and 
staff and 

8) How to raise support for a diabetes prevention mobilization 
in your school 

Outcomes The workshop was held January 19-20, 2009. 

 Nine people attended the workshop. 

 There was engaged discussion throughout the workshop. 

 The recommendation was made to have a clear publicity 
plan to promote the workplan.   

 There was also a need for enhanced communication 
between the facilitator and community contact person re: 
recruitment and workshop registration. 
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Primary Prevention ð School Mobilization Training 

 

Project Title School Mobilization for Diabetes Prevention 

Leader Moose Cree First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Ministik School, Moose Cree First Nation 

Project Goal This workshop is intended to provide participants from local 
schools, health and recreation organizations with knowledge 
and skills to enable them embark on a process to mobilize a 
school system or school for diabetes prevention.  

Project Description The two day workshop (lectures, discussion, practical 
component) included the following information: 
 
1) The process of how to develop a vision of wellness for a 

school community 
2) The components of the KMHC Health Education 

Program for Diabetes Prevention 
3) The steps necessary to implement a diabetes prevention 

education program for school children 
4) A review of Aboriginal learning styles 
5) How to conduct an environmental scan of a community 

school system 
6) How to identify critical success factors and develop goals 

and objectives for school mobilization for diabetes 
prevention 

7) How to prepare a school calendar of diabetes prevention 
activities (nutrition and physical activity) for students and 
staff and 

8) How to raise support for a diabetes prevention 
mobilization in your school 

Outcomes The two day workshop was held March 9-10, 2009 

 9 people participated in the workshop including staff 
from Ministik School and Aboriginal Head Start, heath 
workers and community members. 

 Values were identified, a draft vision statement was 
produced, an environmental scan was conducted, 
potential activities for the coming 2 school years were 
identified and recommendations were developed.  
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Primary Prevention ð School Mobilization Training 

 

Project Title School Mobilization for Diabetes Prevention 

Leader Kenora Chiefs Advisory 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wabaseemoong Independent First Nation 

Project Goal This workshop is intended to provide participants from local 
schools, health and recreation organizations with knowledge 
and skills to enable them embark on a process to mobilize a 
school system or school for diabetes prevention.  

Project Description The two day workshop (lectures, discussion, practical 
component) included the following information: 
 
1) The process of how to develop a vision of wellness for a 

school community 
2) The components of the KMHC Health Education 

Program for Diabetes Prevention 
3) The steps necessary to implement a diabetes prevention 

education program for school children 
4) A review of Aboriginal learning styles 
5) How to conduct an environmental scan of a community 

school system 
6) How to identify critical success factors and develop goals 

and objectives for school mobilization for diabetes 
prevention 

7) How to prepare a school calendar of diabetes prevention 
activities (nutrition and physical activity) for students and 
staff and 

8) How to raise support for a diabetes prevention 
mobilization in your school 

Outcomes This workshop took place January 21-22, 2009. 

 Over 30 school staff and community members, 
including the principal, participated. 

 Values were identified, a draft vision statement was 
developed, an environmental scan was conducted and 
four activities to do held within this school year and the 
next were planned. 

 Recommendations were made to enhance the potential 
success of the planned activities. 
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Primary Prevention ð Personal Empowerment Training 

 

Project Title Personal Empowerment for Diabetes Prevention 

Leader Nipissing First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Nbisiing Secondary School 

Project Goal This presentation reviews factors that encourage us or hinder 
us in healthy eating, physical activity and interpersonal 
relationships.  Participants can then begin to examine their 
lifestyle habits and the reasons behind lifestyle decisions they 
make. This exercise can empower us to make decisions that 
will support healthy lifestyle change for diabetes prevention. 

Project Description Participants receive a series of reflective questions about their 
lifestyle habits. Interactive discussion focuses on how making 
choices around healthy lifestyle activities is empowering for an 
individual and that there are times when we need to explore 
our feelings to understand why certain choices are made. By 
understanding this, people begin to empower themselves by 
coming to terms with feelings, especially negative ones based 
on life and multi-generational experiences. 
 
An evening session consisted of showing the NFB film òThe 
Gift of Diabetesó which Brion Whitford made about his 
personal journey of self-discovery living with diabetes.  Dinner 
and a talking circle followed. 

Outcomes This workshop took place February 9-10, 2009. 

 114 individuals participated (approximately 100 high 
school students plus community members and 
teachers).  Weather (ice storm warning) delayed the 
workshop on day 2 and reduced the number of people 
attending as school buses were cancelled. 

 Approximately 10 people attended the evening event. 

 Recommendations include: 
o having facilitators with strong personalities and 

facilitation skills for large groups 
o having good sound systems/lines of sight  
o making lectures brief; having clear directions 

for individual work and monitoring small group 
activities to make sure people are on topic. 

o Having a brief orientation session for 
organizers (e.g. goals, activities and roles) 

o Contingency plans for inclement weather 
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Primary Prevention ð Empowering Youth for Diabetes Prevention 

 

Project Title Turtle Concepts ð Empowering Youth for Diabetes 
Prevention 

Leader Mattagami First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Mattagami First Nation 

Project Goal The goal of this workshop is to help youth become more 
confident and self-aware.  This empowerment can not only 
help youth make healthier lifestyle choices to prevent diabetes, 
but can also help them have a more balanced and positive 
outlook on themselves and their lives. 

Project Description Dave Jones and one or more òturtlesó (youth) provide a 2 day 
diabetes prevention focused workshop called òEmpowering 
Youth to Prevent Diabetesó - a variation of Turtle Conceptõs 
popular workshop òChoices, Choices, Choicesó. 
 
The workshop involves the youth in learning about self-esteem 
and why they deserve to be healthy and to feel confident about 
themselves.  It then offers realistic and practical strategies to 
help young people become empowered to make healthier 
choices about food, physical activity, smoking, alcohol and 
drugs.  The youth are encouraged to try out the strategies in 
their daily life and then come back to discuss it. 
 
A òbootcampó component consists of challenging the youth in 
various activities ð including those which encourage team-work 
and which build leadership skills. 

Outcomes  Seventeen youth participated in the workshop and 15 
returned evaluations. 

 All of the respondents enjoyed the workshop and the 
healthy lunches and snacks. 

 The youth responded particularly well to the boot 
camp, discussions, being active, group problem solving 
and healthy eating. 

 There were no suggestions for improvement other than 
òmore of the sameó for òmore peopleó, letting 
community members know about the event about two 
weeks ahead of time and more outdoor events. 
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Primary Prevention ð Empowering Youth for Diabetes Prevention 

 

Project Title Turtle Concepts ð Empowering Youth for Diabetes 
Prevention 

Leader Parry Sound Friendship Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Parry Sound Friendship Centre 

Project Goal The goal of this workshop is to help youth become more 
confident and self-aware.  This empowerment can not only 
help youth make healthier lifestyle choices to prevent diabetes, 
but can also help them have a more balanced and positive 
outlook on themselves and their lives. 

Project Description Dave Jones and one or more òturtlesó (youth) provide a 3 day 
diabetes prevention focused workshop called òEmpowering 
Youth to Prevent Diabetesó - a variation of Turtle Conceptõs 
popular workshop òChoices, Choices, Choicesó. 
 
The workshop involves the youth in learning about self-esteem 
and why they deserve to be healthy and to feel confident about 
themselves.  It then offers realistic and practical strategies to 
help young people become empowered to make healthier 
choices about food, physical activity, smoking, alcohol and 
drugs.  The youth are encouraged to try out the strategies in 
their daily life and then come back to discuss it. 

Outcomes Outcomes not submitted. 
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Primary Prevention ð Empowering Youth for Diabetes Prevention 

 

Project Title Turtle Concepts ð Empowering Youth for Diabetes 
Prevention 

Leader Timmins Native Friendship Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wasa-Nabin Youth Program (13-18 year olds) 

Project Goal The goal of this workshop is to help youth become more 
confident and self-aware.  This empowerment can not only 
help youth make healthier lifestyle choices to prevent diabetes, 
but can also help them have a more balanced and positive 
outlook on themselves and their lives. 

Project Description Dave Jones and one or more òturtlesó (youth) provided a 2 day 
diabetes prevention focused workshop called òEmpowering 
Youth to Prevent Diabetesó - a variation of Turtle Conceptõs 
popular workshop òChoices, Choices, Choicesó. 
 
The workshop involves the youth in learning about self-esteem 
and why they deserve to be healthy and to feel confident about 
themselves.  It then offers realistic and practical strategies to 
help young people become empowered to make healthier 
choices about food, physical activity, smoking, alcohol and 
drugs.  The youth are encouraged to try out the strategies in 
their daily life and then come back to discuss it. 

Outcomes The workshop took place January 23-24, 2009: 

 8 youth participated and completed evaluations. 

 All of them enjoyed the workshop and learned 
something helpful.  Body care activities were popular.  
òIt was a great workshopó. 

 Advertisements such as flyers posted in schools, 
Wawatay radio and Misiway Health Centre helped 
make this initiative successful. 

 Next time, it should be geared for a weeknight rather 
than a weekend. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Animbiigoo Zaagiõigan Anishinaabek (AZA) Youth Health Fair 

Leader Animbiigoo Zaagiõigan Anishinaabek (AZA) Health 
Department 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Animbiigoo Zaagiõigan Anishinaabek (AZA) 

Project Goal To increase awareness of diabetes and ways to prevent health 
complications by coordinating a one day youth health 
fair/conference. 

Project Description Activities consisted of: 

 The most effective practices in youth health lessons 
were researched including youth guest speakers and/or 
role models.  

 A team of youth and the health fair organizer met with 
Dave Jones of Turtle Concepts to develop a lesson 
plan and agenda for the youth health fair. 

 A meeting was held with the Chief and Council and a 
date was set to hold the health fair on the new reserve. 

 Youth were òwalked throughó the logistic planning 
process (meals, registration, supplies, tents, heaters). 

 Advertisements were sent to all families on the AZA 
mailing list.  A reminder was sent out with the deadline 
to register. 

 A variety of activities were used to educate and inspire 
youth to achieve healthy lifestyles. 

 Youth were screened following a lesson on preventing 
type 2 diabetes. 

Outcomes  26 youth registered for the youth health fair and 20 
attended. 

 One referral was made to a family physician following 
screening.  

 All of the youth said theyõd learned something new.  

 Parents òoffered fantastic feedbackó citing that their 
children are advising them about physical activity and 
the amount of sugar in pop.  
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Primary Prevention ð Community Based Initiatives 

 

Project Title Anishnawbe Mushkiki Community Garden Project 

Leader Anishnawbe Mushkiki 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Anishnawbe Mushkiki (Thunder Bay) 

Project Goal To develop a community garden at the Dorion site which is 
the location of traditional healing ceremonies, cultural 
teachings, medicine walks and the community garden. 

Project Description Activities consisted of: 

 Purchase garden supplies and tools 

 Establish terms of reference for the community garden 
committee (purpose, membership responsibilities, 
guidelines) 

 Prepare garden site and plant berries, vegetables and 
herbs 

 Maintain garden regularly 

 Evaluate, summarize and prepare report 

Outcomes  The community garden is 30 feet by 40 feet. 

 The ground was broken and staff, clients and summer 
students planted berries, vegetables and started a 
medicine garden. 

 òThe community garden project helped to increase 
access to healthy food, and empower families to 
address food security in a positive and enriching wayó. 

 It òéprovides Anishnawbe Mushkiki clients, program 
workers, and community members with a natural space 
to reconnect with nature, learn about traditional ways 
and produce nutritious foodó. 

 Community partnerships have been developed for 
gardening expertise and assistance (e.g. Willow Springs 
Creative Centre; Vanderwees; Food Action Network). 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Atikameksheng Anishnawbek (Whitefish Lake First Nation) - 
Community Diabetes Prevention Program 

Leader Atikameksheng Anishnawbek (Whitefish Lake First Nation) 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Atikameksheng Anishnawbek (Whitefish Lake First Nation) 

Project Goal  Have staff members trained through Yellowquill 
College to implement the Diabetes Prevention 
Program.  

 To increase diabetes knowledge of community 
members through a Diabetes Expo which will also 
enhance motivation and peer support. 

Project Description Activities consisted of: 

 Two staff members attended Yellowquill Collegeõs 
Community Diabetes Prevention Worker Program so 
that they would be able to plan and deliver diabetes 
prevention and management presentations and 
programs.  

 The planned Diabetes Expo activities were modified 
due to lack of funding resources to include: 

 Purchase, use and distribution of resources for 
diabetes prevention to students at the annual 
òPreschool Physicalsó 

Outcomes  Two staff members received certificates of completion 
from Yellowquill College.  Program activities were 
implemented. 

 The children and teens understood that diabetes 
prevention is important and were able to identify 
healthy and unhealthy food choices. 

 

 

 

 

 



 

 18  

 

 
Primary Prevention ð Community Based Initiatives 

 

Project Title Batchewana First Nation ð Youth in Motion 

Leader Batchewana First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Batchewana First Nation 

Project Goal To reduce the rates of type 2 diabetes for the Batchewana 
membership through the teachings of healthy lifestyle choices 
for our youth. 

Project Description Activities included: 

 The North Shore Tribal Council Dietitian provided 
nutritional teachings to the youth  (what to order in a 
restaurant, how to read store labels, etc.)   The youth 
also learned what snacks were nutritious by preparing 
the snacks themselves such as tuna melts and chicken 
Caesar wraps.   

 Youth participated in physical activities such as 
basketball, volleyball and karate,   

 The Registered Practical Nurse provided health 
information on the importance of physical activity 
throughout your life.  Health teachings were also 
provided on type 2 diabetes and the correlation of the 
onset of type 2 diabetes and healthy lifestyles. 

Outcomes  The Youth In Motion program was held weekly at the 
Batchewana Learning Centre. 

 Approximately 15-25 youth attended from on and off 
Reserve.  The project was a joint venture between the 
Missinabie Cree First Nation and the Batchewana First 
Nation. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Brunswick House Health Centre - Fitness, Food, Fun Weight 
Loss Program 

Leader Brunswick House Health Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Brunswick House First Nation 

Project Goal To provide information about diabetes prevention as well as 
opportunities/skills for making healthy cooking and physical 
activity part of daily living. 

Project Description Activities consisted of: 

 Healthy cooking classes were held (e.g. Chinese 
Spaghetti; vegetables; chicken pot pie; mushroom 
burgers; chicken lettuce wrap).  Clients made the 
recipes and took them home to share with their 
families. 

 A weight loss program was developed in which a bag 
of fruit and vegetables was offered to òthe biggest 
loseró each week for 6 weeks. 

 A poker walk was held and a chili dinner was provided 
after the walk. 

Outcomes  6 healthy cooking classes were held. 64 individuals 
participated. 

 Approximately 30 clients participated in the poker walk 
(many teens).  Since it was winter, snowshoes were 
rented for a portion of the walk.  The walk was 
followed by the chili dinner. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Chapleau Ojibwe Health Centre ð 1. Fitness, Food, Fun 
Weight Loss Program & 2. An Evening to Prevent Diabetes 

Leader Chapleau Ojibwe Health Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Chapleau Ojibwe First Nation 

Project Goal To provide information about diabetes prevention as well as 
opportunities/skills for making healthy cooking and physical 
activity part of daily living. 

Project Description Activities consisted of: 

 Healthy cooking classes were held (e.g. Chinese 
Spaghetti; vegetables; chicken pot pie; mushroom 
burgers; chicken lettuce wrap).  Clients made the 
recipes and took them home to share with their 
families. 

 A community consultation determined that clients 
wanted to do more exercises.  The two fitness 
instructors in the community were hired. 

 A contest was held for the person who participated in 
the classes and who both exercised and ate well.  The 
prize, donated by the instructor, was one month of 
personal training with the instructor. 

Outcomes  4 healthy cooking classes were held.  20 individuals 
participated in the healthy cooking classes. 

 Two exercise instructors were hired for four months.  
One provided aerobic classes on Mondays and 
Thursdays while the other provided yoga on Fridays.  

 One client attended all of the classes and lost 8 pounds.  
After the classes were completed, she continued with 
her weight loss losing a total of 14 pounds. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Monthly Prevention Groups 

Leader Constance Lake First Nation  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Constance Lake First Nation  

Project Goal To prevent diabetes in youth. 

Project Description Activities for youth aged 0-8, 9-14 and 15 to young adults 
consisted of: 

 Healthy eating and cooking classes at kitchen of grocery 
store in town of Hearst (with cookbook, portion plates; 
skipping ropes/counters) followed by a grocery store 
tour. 

 School visits with games and exercise tools (healthy 
eating; prevention; risk factors) with blood glucose 
screening, healthy snacks (fruit kabobs and yogurt 
tubes); lunch and learn with school staff to discuss 
diabetes prevention. 

Outcomes  One class was provided with organized transportation 
(versus the monthly classes which had been planned).  6 
people attended ð young parents were a difficult group 
to reach.  Those who attended had a better 
understanding of healthy eating and label reading.  They 
learned that it is not as complicated as they thought.  
Cookbooks were provided to participants and 
community members; skipping ropes and portion plates 
were provided to community members. 

 Approximately 125 students from primary to secondary 
school participated in the school visits; those with 
signed consent forms were screened. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Fort Albany (Peetabeck Health Services) - Diabetes Awareness 

Leader Peetabeck Health Services 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Peetabeck First Nation 

Project Goal Primary prevention of diabetes. 

Project Description Planned activities included: 

 Diabetes Prevention & Screening K5-3  

 School Prevention & Screening (with guest speaker) 4-8  

 Complications, Game & Screening High School  

Outcomes Outcomes not submitted. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Obashkaandagaang Diabetes Prevention Project 

Leader Obashkaandagaang First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Obashkaandagaang First Nation 

Project Goal To work towards diabetes prevention in the community. 

Project Description Activities consisted of: 

 Weight loss/management - Physical activity (walking 3 
times a week) for clients at risk of diabetes (adults and 
obese children). Pedometers were purchased. 

 Diabetes awareness workshops and health fairs (what is 
diabetes, symptoms, the complications of diabetes, signs 
and symptoms and prevention) with refreshments and 
handouts. 

 Healthy meal planning, how to budget/stretch the dollar, 
diabetes awareness and community kitchen cooking 
classes for new Moms were hosted by the Diabetes 
Prevention worker. 

Outcomes  20 people participated in the weight loss/exercise group 
and kept active despite weight which sometimes yo-yoõd. 

 Monthly workshops and health fairs were held for adults, 
children and Elders. Ten people a month attended the 
workshops and the same number attended the health 
fairs. 

 Community kitchens were held twice a month for new 
Moms.  Six moms attended each month. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Ojibway Heritage School (Shoal Lake 40) ð Kids on the Move 

Leader Ojibway Heritage School (Shoal Lake 40)  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Shoal Lake 40 

Project Goal Increased knowledge of what diabetes is and which steps each 
student can each take to prevent diabetes. 

Project Description Activities consisted of: 

 Diabetes education workshop for JK to grade 7 (what is 
diabetes; healthy snacks for healthy living; foods to fuel 
the body for growth; sample healthy snacks to try) 

 Placemat design contest (placemats to be laminated and 
used at school lunch program) 

 Purchase of sporting equipment to engage children in 
physical activity reflective of their geographical location.  
School will ensure that they facilitate access to equipment 
and promote diabetes prevention (e.g group sports 
outings followed by fresh fruit and juice) 

 Photo documentation to immortalize the group effort 
towards healthier lifestyles (to be promoted in local 
media) 

Outcomes  Shoal Lake 40 Ojibway Heritage School is committed to 
diabetes prevention and healthy lifestyle promotion ð it 
has partnered with the local NDHN member diabetes 
program and community development team. 

 35 students are in JK to grade 7.  They are more aware of 
diabetes and eating healthier foods to prevent diabetes. 

 16 pairs of snowshoes were purchased as well as material 
to make home harnesses.  Soccer balls, basketballs, nets, 
dodge balls, sleds, skipping ropes, badminton birds/nets, 
baseball gloves, helmets, bats, golf clubs/balls, floor 
hockey protective equipment and sticks/tennis balls and 
hockey goal nets were also purchased.  The children were 
very pleased with the new equipment òthe happy looks 
on their faces was pricelessó. 

 A digital camera and supplies were purchased. 
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Primary Prevention ð Community Based Initiatives 

 

Project Title Parry Sound Friendship Centre ð Nutrition with Judy New 

Leader Parry Sound Friendship Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Parry Sound Friendship Centre 

Project Goal Primary prevention of diabetes. 

Project Description Planned activities included: 

 Nutrition with Judy New ð diabetes and nutrition session 
for youth 

Outcomes Outcomes not submitted. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Secondary Prevention  

Secondary prevention means the early detection and prevention of diabetes complications in people who 
have diabetes.  In addition to self-management behaviours, this also involves various services provided by 
healthcare providers with expertise in areas such as: 

 Nutrition counselling 

 Medications 

 Screening & monitoring for complications (including foot care) 
In 2008-9, the NDHNõs Northern Ontario Aboriginal Diabetes Initiative (NOADI) offered a 
centralized advanced nursing foot care workshop in northern Ontario.  Nurses who had participated 
in the 2007-8 basic foot care workshops as well as nurses from priority areas (as identified in the 
2006 needs assessment) who had indicated an interest in advanced foot care training were invited to 
attend an advanced foot care workshop which focused on providing these services to Aboriginal 
clients with diabetes across northern Ontario. 
 
In 2008-9, community-based basic foot care workshops were also offered to communities and 
organizations.  Zhiibaahaasing First Nation participated in the fall of 2008 and Deer Lake First 
Nation took part in the spring of 2009.  In addition to these secondary prevention training 
workshops, NOADI funded 15 secondary prevention initiatives, including two peer-led self-
management projects, which were proposed and carried out by Aboriginal communities and 
organizations across northern Ontario.  These included: 

 Sudbury Aboriginal Peoplesõ Alliance (Northern Ontario) Foot Health Clinic 

 Eabametoong First Nation Home & Community Care Program ð We Chi We Tise Win 

(Helping Yourself) 

 Kenora Chiefs Advisory Inc. ð Community Screening Event 

 Moose Deer Point First Nation - Prevention & Management for Adults Living with 
Diabetes and Experiencing Complications 

 Nishnawbe-Gamik Friendship Centre - Have Feet will Travel ð A Diabetes Amputation 
Prevention Event 

 North Caribou Lake First Nation Home & Community Care Program - Have Feet will 
Travel ð A Diabetes Amputation Prevention Event 

 North Shore Tribal Council ð Diabetes Self-Management Program 

 Red Lake Indian Friendship Centre ð Feet First 

 Shawanaga First Nation Healing Centre - Living a òNormaló Healthy Lifestyle with Diabetes 

 Wabaseemoong Independent First Nations ð Feet First (Step 1) 

 Wabauskangõs Diabetes Management Fair Week  

 Windigo First Nation Council Home & Community Care Program (Bearskin Lake First 
Nation) - Have Feet will Travel ð A Diabetes Amputation Prevention Event 

 Windigo First Nation Council Home & Community Care Program (Cat Lake First Nation) - 
Have Feet will Travel ð A Diabetes Amputation Prevention Event 

 Windigo First Nation Council Home & Community Care Program (Sachigo Lake First 
Nation) - Living Well with Diabetes ð A Day of Discovery in Sachigo Lake 

 Windigo First Nation Council Home & Community Care Program (Slate Falls First Nation) 
- Have Feet will Travel ð A Diabetes Amputation Prevention Event



 

 

 
Secondary Prevention ð Advanced Nursing Foot Care 

 

Project Title Advanced Nursing Foot Care Training 

Leader NDHN Northern Ontario Aboriginal Diabetes Initiative 
(NOADI)  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Constance Lake First Nation 
Dilico Anishnawbek Family Care 
Dokis First Nation 
Eabametoong First Nation 
Eagle Lake First Nation 
Kenora Area Health Access Centre 
Kitchenuhmaykoosib Inninuwug First Nation 
Meno-Ya-Win Health Centre 
Mishkeegogamang First Nation 
Nibinamik First Nation 
Sagamok Anishnawbek First Nation 
Thessalon First Nation 
Wabaseemoong First Nation 
Wabigoon First Nation (Paawidigong First Nations Forum) 
Whitefish Lake First Nation 

Project Goal The objective of this advanced nursing foot care course is to 
provide nurses with the knowledge and skills necessary to better 
ensure that quality foot care services are delivered at the 
Aboriginal community and/or organization level.  The nurse 
should be able to provide advanced nursing foot care as part of 
a multidisciplinary diabetes management team for the 
Aboriginal community or organization. 

Project Description This advanced nursing foot care course, facilitated by Bette Jean 
Clarke, is for RNs and RPNs who have already had a basic foot 
care course and are actively using these practical skills in 
Aboriginal communities and/or organizations.  It includes 
current information regarding: 

 assessment and management of the diabetic foot 

 foot health education focusing on prevention 

 anatomy and physiology of the lower leg/foot 

 abnormal foot and nail conditions 

 high risk assessment demonstrations/practice 

 wound care best practices with the diabetic foot and 
venous leg ulcers 

 biomechanics/gait analysis and orthotic casting 

 best practice guidelines and clinical practice 
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 massage therapy of the lower leg 

 independent practice 

Outcomes 15 nurses were funded to attend the workshop.  Each of the 
respondents said that they will change foot care-related 
practices because of what they learned and 14 responded that 
they felt better able to provide advanced foot care.   
 
Some of the important things they mentioned learning include: 

 techniques to address diabetic foot wounds 

 caring for the high risk foot 

 scalpel use 

 alternate ways of reducing thickened nails 

 dealing with ingrown toenails 

 infection control/proper sterilization techniques 

 use of evidence-based practice/risk management 

 correct use of tools 
 
Networking was mentioned as a benefit of the workshop.   
 
One person commented that òI feel a lot more comfortable 
with my practiceó while 7 believed that more practice and/or 
observation of the care of complicated feet would be helpful.  
Ten of the participants mentioned that ongoing education in 
diabetes foot/wound care would be beneficial.   
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Secondary Prevention ð Community-Based Basic Foot Care 

 

Project Title Community-Based Basic Foot Care Training 

Leader Deer Lake First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Deer Lake First Nation 

Project Goal Feet for Life was developed in an effort to prevent lower-limb 
amputations, promote better health and quality of life in 
communities and to support community independence through 
skill development in caring for feet.  NOADI funding was 
provided to enable trained community workers to better ensure 
that community-based foot care services are delivered at the 
Aboriginal community or organization level. 

Project Description The Feet for Life Training course was developed by two RNs 
(Bette Jean Clarke and Patty Everson) with extensive experience 
in providing basic and advanced foot care and training in 
northern Ontario.  It is a three phase basic foot care course for 
community workers such as Personal Support Workers (PSWs).  
The first two phases are 3 days long and the third is 4 days long. 
In the third phase the students use the skills they have learned 
to present an Amputation Prevention workshop to members of 
the community living with diabetes who can still see and reach 
their feet.  Teaching in Deer Lake was done via the TV as their 
local radio station is active most of the time and everyone 
watches. There is approximately 6 weeks between phases to 
allow time for practicing skills and for nail growth.   

Outcomes  Seven individuals including Home and Community Care 
Personal Support Workers, CHRs and other health care 
programs.  Each of the 7 completed the foot care 
training and submitted evaluations. 

 Each of the 7 participants reported that they will use 
strategies which were learned and all feel more 
empowered to provide foot care in the community.   

 Washing feet, cutting toenails, and learning why feet can 
hurt were some of the most important things learned. 
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Secondary Prevention ð Community-Based Basic Foot Care 

 

Project Title Community-Based Basic Foot Care Training 

Leader Zhiibaahaasing First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Zhiibaahaasing Home and Community Care 
Zhiibaahaasing Health Centre 

Project Goal Feet for Life was developed in an effort to prevent lower-limb 
amputations, promote better health and quality of life in 
communities and to support community independence through 
skill development in caring for feet.  NOADI funding was 
provided to enable trained community workers to better ensure 
that community-based foot care services are delivered at the 
Aboriginal community or organization level. 

Project Description The Feet for Life Training course was developed by two RNs 
(Bette Jean Clarke and Patty Everson) with extensive experience 
in providing basic and advanced foot care and training in 
northern Ontario.  It is a three phase basic foot care course for 
community workers such as Personal Support Workers (PSWs).  
The first two phases are 3 days long and the third is 4 days long.  
In the third phase the students use the skills they have learned 
to present an Amputation Prevention program to members of 
the community.  There is approximately 6 weeks between 
phases to allow time for practicing skills. 

Outcomes Seven individuals participated in the training and returned 
evaluations.  Two mentioned that the most important thing 
they learned was the importance of foot care: òébecause we 
have only the one pairéó.  Other comments included: 

 òThese types of training really benefit and empower 
communities to be proactive in diabetes foot care and 
diabetes preventionó 

 òThe hands-on clinical experience with RN supervision was 
the ultimate learning experience for myselfó. 

 

All of the participants said that they will use the strategies they 
have learned.  Specific strategies they mentioned include: 
cleaning, massaging, trimming toenails and self-care. 
 

6 of the 7 participants said they felt more empowered to do 
appropriate foot care in the community while the 7th said that òI 
just need to practice some moreó.  In general, more hands-on 
practice would have helped the participants feel more 
confident.  One participant mentioned that òI think we can 
benefit this area by having RN trainingó. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Sudbury Aboriginal Peoplesõ Alliance (Northern Ontario) Foot 
Health Clinic 

Leader Aboriginal Peoplesõ Alliance (Northern Ontario) ð Sudbury  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Aboriginal Peoplesõ Alliance (Northern Ontario) ð Sudbury 
Area 

Project Goal Increased awareness of diabetes complications especially 
pertaining to foot circulation and care with enhanced self-care. 
 
Early identification of infections and other complications. 

Project Description Activities consisted of: 

 Open diabetes foot clinics will target low or no income 
families to increase their access to foot care. 

 A registered nurse will provide foot screening, treatment 
and education. 

 A light snack and information on foot health and 
diabetes prevention to take home will be available.  

Outcomes  35 clients participated in the clinics ð 51% had diabetes 
and 49% were at risk.  Most of the interest from the 
general public (versus regular clients) was in the last two 
of the 9 clinics as it took time to build up rapport and 
credibility and for word of mouth to get to the 
community.  In general, it seems to take almost a year of 
monthly repetition to get people to request a service 
rather than putting out requests as agencies. 

 100% of clients learned something new about diabetes. 
 All of the clients living with diabetes were offered a 

referral to the local NDHN member diabetes program. 

 Participants of the foot clinic reported improved health 
as it relates to diabetes.  There was an overall 
enhancement in attitude towards healthy living as 
evidenced by requests to continue the foot care as well 
as other activities such as cooking classes, healthy eating 
workshops and outdoor activities. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title We Chi We Tise Win (Helping Yourself) 

Leader Eabametoong First Nation Home & Community Care Program 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Eabametoong First Nation  

Project Goal  Improvement in Chronic Disease Self Management of 
clients with diabetes and other chronic conditions. 

 More Health and Social Service workers trained to hold 
ongoing community-based workshops. 

Project Description Activities consisted of: 

 Holding community-based workshops based on the 
Chronic Disease Self Management (CDSM) Stanford 
Model for adults living with, or at risk of, diabetes. 

 Holding a CDSM Train the Trainer workshop for 
people already working in Health and Social Services.  

Outcomes  16 individuals completed the single workshop (6 
sessions) which was held ð all of the 16 submitted 
evaluations which indicated improved self-management. 

 1 Health and Social Services Worker from 
Eabametoong trained as leader in the Regional Leaders 
Training Workshop which was partially funded by this 
project as well. 

 Comments included: ramping up the Chronic Disease 
Self Management Program in Eabametoong First 
Nation took more time and effort than anticipated.  
Having only one person qualified locally to present the 
sessions was an issue as two are required to present 
sessions (a partnership had been formed with another 
community).  However, investments made in capacity 
building position the First Nation to accomplish more 
in coming year.  The community now has 3 people 
trained as Master Trainers for Diabetes Self 
Management, 2 with training as Master Trainers for 
Chronic Disease Self Management and 1 who is a leader 
for Chronic Disease Self Management.  Since Master 
Trainers can not only lead workshops but also train new 
leaders, the community is poised to accomplish much 
more in the new year. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Community Screening Event 

Leader Kenora Chiefs Advisory Inc. 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Dalles First Nation 
Grassy Narrows First Nation 
Shoal Lake 39 First Nation 
Shoal Lake 40 First Nation 
Wabaseemoong First Nation 

Project Goal Approximately 75% of the First Nation adults per First Nation 
will be screened: 

 Statistics collected will be compiled and inputted into the 
database  

 Adults will know if they have diabetes and be able to 
manage their diabetes better  

Project Description Planned activities included:  

 Invite Diabetes Education team consisting of 
chiropodist, retinopathy screening, diabetes educators, 
dietitian, health nurse  

 Community diabetes workers will arrange, schedule and 
promote the screening event to the six First Nations 
and the First Nation schools. 

 Screening sessions will be planned with the 
communities on the following dates: June (adults), 
September (children), January (adults) & March 
(children) 

Outcomes Outcomes not submitted. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Prevention & Management for Adults Living with Diabetes and 
Experiencing Complications 

Leader Moose Deer Point First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Moose Deer Point First Nation 

Project Goal To attend a national conference in order to see the trials and 
triumphs of others living with diabetes and then to share the 
experiences with the Diabetes Support Group. 

Project Description Activities consisted of: 

 Individuals from the community will attend the 5th 
National Conference on Diabetes and Aboriginal 
Peoples.  

 In addition, resources will be purchased to be used at 
the monthly Diabetes Support Group. 

Outcomes  Three people attended the conference and returned to 
the community to implement some of the activities 
which were demonstrated there including the Biggest 
Loser and Reflexology. In addition, further 
education/personal stories on managing diabetes to 
avoid complications were shared.  Participants 
recommended that more people attend these 
conferences. 

 The Diabetes Support Group purchased òSweet 
Successó which received great reviews.  One individual 
noted that she learned how to help her husband manage 
his diabetes and others mentioned that learning through 
laughter was positive.  
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Have Feet will Travel ð A Diabetes Amputation Prevention 
Event 

Leader Nishnawbe-Gamik Friendship Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Sioux Lookout and area (Kejick Bay, Lac Seul, Frenchmanõs 
Head, New Saugeen, Dinorwic) 

Project Goal Ulcer and amputation prevention. 

Project Description Activities consisted of: 

 Beginning the day with opening drum and chant 
invocation followed with a sage and sweet grass 
cleansing 

 Teach to Teach Activities: Learning to use DART form 
(Diabetic Foot Assessment of Risk Test); Feeling for 
own pulse (blood flow affects healing); Demonstration 
of 10 gram monofilament (early identification) 

 Screening adults with diabetes using DART: identifying 
active lesions (looking at your feet; using proper foot 
care tools; diet and health); amputations and scars (what 
affects healing time); self-care practices (can you see and 
reach your feet; what to look for in a shoe; supervised 
care and cleaning) 

 Wound care presentation 

 Serving nutritious homemade lunch and snacks 

 Having 2 podiatrists from Mundingburra, Australia 
(Jason and Ruth Warnock) co-facilitate this event with 
Bette Jean Clarke and Patty Everson (Feet for Life 
facilitators) and Joanne Knudsen (wound care nurse). 

Outcomes  Over 30 people affected by diabetes in various ways 
attended the Diabetes Amputation Prevention event. 

 21 evaluations were returned.  Of these, 10 were from 
nurses working at the Meno-Ya-Win Health Centre or 
with Home and Community Care; 6 were from personal 
support workers (PSWs), health care aides working with 
the Health Centre, Home and Community Care or the 
Kejick Bay Clinic and Elders Homes or from other lay 
health workers; 1 was from a person living with 
diabetes; and 4 were not identified. 

 The nurses all agreed that the presentations were 
relevant and informative.  They appreciated the 
interactive nature of the presentation (performing foot 



 

 
36  

care) and the fact that it was broken up into fairly short 
segments which kept up interest.  A number of nurses 
were interested in attending a wound care presentation. 
Two mentioned they would like to attend a foot care 
workshop and one said anything about diabetes would 
be helpful. 

 The PSWs likewise agreed that the presentations were 
relevant and informative.  They too appreciated the 
interactive format (particularly washing feet).  They 
would like the presentation to go up to the communities 
and to learn more about diabetes, neuropathy and foot 
care.  One person commented that it would be helpful 
to learn simple ways to explain the information up 
north. 

 Other individuals commented that: the hands on aspect 
was appreciated as it helps people remember better; that 
it would be helpful to have people introduce themselves 
at the beginning (who they are and where they work); 
and that theyõd like to attend workshops on diabetes, 
healthy nutrition for diabetes and/or foot care. 

 The organizers commented that the foot care workshop 
and presentations on diabetes were successful.  They 
believe it would be helpful to expand the workshop into 
a two day event and incorporate sessions on research on 
diabetes, history of diabetes in Aboriginal people, 
special considerations for health in people with diabetes 
as well as a session on healthy eating and lifestyle so that 
people can understand the illness rather than blaming 
themselves or others. Additional funds would be needed 
to organize a longer workshop.  Overall, it was excellent 
ð particularly to have special guests share their work 
experiences and homeland. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Have Feet will Travel ð A Diabetes Amputation Prevention 
Event 

Leader North Caribou Lake First Nation Home & Community Care 
Program 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

North Caribou Lake First Nation 

Project Goal Ulcer and amputation prevention. 

Project Description Activities consisted of: 

 Teach to Teach Activities: Learning to use DART form 
(Diabetic Foot Assessment of Risk Test); Feeling for 
own pulse (blood flow affects healing); Demonstration 
of 10 gram monofilament (early identification) 

 Screening adults with diabetes using DART: identifying 
active lesions (looking at your feet; using proper foot 
care tools; diet and health); amputations and scars (what 
affects healing time); self-care practices (can you see and 
reach your feet; what to look for in a shoe; supervised 
care and cleaning) 

Outcomes  10 healthcare providers received training and 22 people 
with diabetes learned about caring for their feet. 

 For most people, this was the first time they have had 
the proper tools and practical teachings on how to care 
for their feet. 
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Secondary Prevention ð Community-Based Sessions 

 

Project Title Community-Based Peer Led Sessions in Chronic Disease 
Self-Management 

Leader North Shore Tribal Council 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Batchewana First Nation 
Garden River First Nation 
Indian Friendship Centre (Sault Ste. Marie)   
Mississaugi First Nation 
Sagamok Anishnawbek First Nation 
Serpent River First Nation 
Thessalon First Nation 
Whitefish Lake First Nation (Atikameksheng Anishnawbek) 

Project Goal Participants with diabetes will feel better able to self-manage 
their diabetes. 

Project Description The self-management program is designed to help people 
with a chronic disease such as diabetes gain confidence in 
their ability to control their symptoms and their ability to 
influence how their health problems affect their lives.  The 
sessions are highly interactive, focusing on building skills, 
sharing experiences and support.  Its effectiveness has been 
evaluated through a randomized, controlled trial which was 
2-4 years in length.  It showed that the program is safe and 
effective (adapted from http://patienteducation.stanford.edu/ programs/  
July 21, 2008). 
 
Teams of 2-3 trained peer leaders each host 2 workshops in 
their respective communities/organizations over 12 months.  
The maximum number of participants per workshop is 
approximately 10.  The workshops are each 6 weeks long 
with one 2.5 hour session a week.  Peer leaders use 
standardized flipcharts to present the workshop material. 

Outcomes  12 individuals from Mississaugi First Nation participated 
in the program.  All of the participants expressed a great 
interest in the program and really enjoyed the 
presentations. 

 8 people from Batchewana First Nation (6 with diabetes 
and 2 with family members) signed up for the course.  
Two individuals with diabetes finished the 6 week 
program.  Both individuals appreciated that the course 

http://patienteducation.stanford.edu/%20programs/
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was offered and believed it would help them deal with 
diabetes. 

 Eleven people signed up for the program in Thessalon 
First Nation and four participants completed it.  
Transportation was provided as well as the regular 
snacks.  Based on the success of the program and 
participantsõ recommendations, a weekly coffee hour is 
being coordinated as part of an action plan. 

 The average number of participants at the 6 sessions held 
in Serpent River First Nation was 14.  Participants who 
took part in the diabetes luncheons found the 
information which was shared to be very useful and 
beneficial to the overall management of their diabetes.  
Participants from these sessions as well as the previous 
self-management program recommended that another 
round of this 6 week program be delivered in the next 
few months. 

 At the Indian Friendship Centre in Sault Ste Marie, a 
group of 6 ladies from ages 50 ð 70 attended the sessions.  
The ladies loved the sessions. They loved the group 
discussions because this way they could share their 
ailments and their illness and so on.  This was a way for 
them to get othersõ input and suggestions.  This program 
got them thinking about joining an exercise program that 
the Indian Friendship Centre offers such as Tai Chi, 
Senior Stretch, Aquabics, Walking Club, etc.  They 
enjoyed themselves so much that they said they would 
like to come back to the next session, if offered again.  

 Garden River First Nation incorporated 7 Tai Chi 
sessions.  Between 6 and 9 participants attended each 
session.  In addition, 6 weeks of òColour it Upó sessions 
were held with between 6 and 9 participants per week.  
The focus was increasing fruit and vegetable 
consumption as well as budgeting. 

 In Whitefish Lake First Nation (Atikameksheng 
Anishnawbek), one 6 week session was planned for 
January 09, but there were no registered participants. An 
invitation, reminder and word of mouth were used to 
promote the workshop. The organizers believe that with 
all the diabetes prevention and management 
programming being held, community members feel they 
are overloaded with information and that this is why they 
are not coming to this diabetes self-management 
Program. Examples of existing programming includes: 
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information sent out to community members via 
community flyers & Health Bulletins; people over 50 
years old receiving diabetes prevention programming on 
a monthly basis during Diners Club; and those 
experiencing problems with their diabetes seeing the 
visiting professionals and the Community Health Nurse 
with questions and treatment. 

 Sagamok Anishnawbek ð the program had to be re-
scheduled several times due to difficulties accessing 
manuals.  The program is well received in the community 
with past participants receiving much benefit from the 
training. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Feet First 

Leader Red Lake District Diabetes Program 
Red Lake Indian Friendship Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Red Lake Indian Friendship Centre 
Red Lake Area Emergency Shelter 
Red Lake area 

Project Goal  For all clients to have access to a regularly scheduled 
foot care clinic at which they will learn the importance 
of foot care and how to prevent potential foot injuries 
and complications. 

 To reduce the incidence of amputation in clients with 
diabetes. 

Project Description Activities consisted of: 

 Advanced foot care nurse delivered regular scheduled 
foot care to all Aboriginal clients of the NDHN 
member program at Red Lake.  A person was hired to 
coordinate arrangements, bookings, reminders and 
resources for these activities. 

 Each client received a foot care min-kit, educational 
handouts, a list of related contacts and a pair of non-
elastic socks. 

Outcomes  339 clients were seen at the advanced foot care clinic.  
Some were seen on multiple occasions and others were 
able to move on from the foot care clinic to self-
management and maintenance. 

 38 same day direct referrals to physicians or nurse 
practitioners were made for ulcerations, infection or for 
further investigation.  The latter healthcare professionals 
have a great respect for the advanced foot care services 
and have commented on the reduction of lower limb 
injuries they have encountered.   

 Clients are taking better care of their feet and have 
shared that the service has made a difference in their 
quality of life. 

 A number of off-site clinics were held at the local 
emergency homeless shelter (where 98% of the clients 
are clients of the diabetes program). 

 The Red Lake Margaret Cochenour Memorial Hospital 
provided a room, housekeeping and sterilization 
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services at no charge in exchange for occasional 
inpatient referrals for diabetes program clients requiring 
foot care. 

 Clients report that they are looking at their feet daily, 
using the foot care kits and reporting foot injuries when 
they occur. 

 Part of the success of the service was having the 
administrative support person doing multiple reminder 
phone calls. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Living a òNormaló Healthy Lifestyle with Diabetes 

Leader Shawanaga First Nation Healing Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Shawanaga First Nation 

Project Goal Secondary prevention of diabetes complications. 

Project Description Planned activities included:  

 footcare/foot massage; screening/ongoing monitoring; 
education; reflexology 

 Grief and loss ð coping with lifestyle changes for people 
with diabetes ð diet change/eye loss/mood 
swings/depression (speakers and sharing circles) 

 Traditional healing techniques ð learn about medicines, 
herbs, foods, ceremonies and teachings  

 Fun & Laughter techniques, relaxation techniques, 
games  

Outcomes Outcomes not submitted. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Feet First (Step 1) 

Leader Wabaseemoong Independent First Nations  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wabaseemoong Independent First Nations 

Project Goal Increased awareness about the importance of healthy foot care 
practices.  Each participant will be equipped with a toolkit to 
promote good foot self-care and contact information about 
when to seek medical attention re: feet. 

Project Description Activities consisted of: 

 Community wide education of basic foot care practices 
through sharing circles with an RN with an advanced 
foot care designation as well as guest speakers. 

 Foot care kits to support the education will be handed 
out. 

Outcomes  400 mini-kits were developed which will be handed out 
during Diabetes Sharing Circles, community Pow-
Wows, health fairs and during individual foot care 
sessions with the foot care nurse. 

 Sharing circles which will have light meals or healthy 
snacks are set to start in 2009/10.  The late start-up is to 
accommodate community interests.   
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Wabauskang Health Office ð Wabauskangõs Diabetes 
Management Fair Week  

Leader Wabauskang Health Office  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wabauskang First Nation 

Project Goal To encourage better diabetes management through: 

 sharing peer advice and camaraderie 

 promoting daily walking 

 promoting healthy food choices 

 encouraging blood glucose monitoring 

 sense of well being and that they are doing well in living 
and coping with diabetes 

Project Description Activities included: 

 DVD ð The Gift of Diabetes 

 Blueberry Picking and Nature Walk 

 Community Walk with blood sugar check and healthy 
snacks 

 Guest speaker with complications (blindness and lost a 
leg to diabetes) to share story about coping with diabetes 

 Tips and tricks re: cooking for people with diabetes and 
Diabetes Bingo 

 Sharing Circle with healthy snacks and raffles for 
exercise balls, leg weights and elastic pull bands 

Outcomes  The Diabetes Management Fair was held the week of 
August 10-14, 2008.  It was a tremendous success.  
Everyone enjoyed themselves and many asked if this 
would be an annual event. 

 8 people watched the Gift of Diabetes; 4 children and 8 
adults participated in the Blueberry Picking and Nature 
Walk; 7 people participated in the Community Walk; 16 
people listened to the speaker from Grassy ð they were 
captivated by his story; 16 people took part in the 
sharing circle. 

 We went over-budget more than we liked, but it was 
worth it.  We know the target range for next year. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Have Feet will Travel ð A Diabetes Amputation Prevention 
Event (Bearskin Lake First Nation) 

Leader Windigo First Nation Council Home & Community Care 
Program (Bearskin Lake First Nation) 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Bearskin Lake First Nation 

Project Goal Ulcer and amputation prevention. 

Project Description Activities consisted of: 

 Teach to Teach Activities: Learning to use DART form 
(Diabetic Foot Assessment of Risk Test); Feeling for 
own pulse (blood flow affects healing); Demonstration 
of 10 gram monofilament (early identification) 

 Screening adults with diabetes using DART: identifying 
active lesions (looking at your feet; using proper foot 
care tools; diet and health); amputations and scars (what 
affects healing time); self-care practices (can you see and 
reach your feet; what to look for in a shoe; supervised 
care and cleaning - 60 second foot exams were done.  
Participants washed their feet as part of the foot 
screening process to assess their ability to reach their 
feet and between toes). 

Outcomes  5 health care providers and 23 people living with 
diabetes attended the event.   

 As some foot care kits remained after the workshop, 
another Diabetes Amputation Prevention event was 
held with the nurses and CHR at the Nursing Station. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Have Feet will Travel ð A Diabetes Amputation Prevention 
Event (Cat Lake First Nation) 

Leader Windigo First Nation Council Home & Community Care 
Program (Cat Lake First Nation) 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Cat Lake First Nation 

Project Goal Ulcer and amputation prevention. 

Project Description Activities consisted of: 

 Teach to Teach Activities: Learning to use DART form 
(Diabetic Foot Assessment of Risk Test); Feeling for 
own pulse (blood flow affects healing); Demonstration 
of 10 gram monofilament (early identification) 

 Screening adults with diabetes using DART: identifying 
active lesions (looking at feet; using proper foot care 
tools; diet & health); amputations & scars (what affects 
healing time) 

 Teaching adults with diabetes about self-care practices 
(e.g. can you see and reach your feet; what to look for in 
a shoe; supervised care and cleaning) and showing a 
video on foot care 

 Providing foot care kits consisting of large straight 
edged nail clipper, some emery boards, orange 
sticks(wooden sticks for cleaning under the nails), 
lotion, a pair of non-binding cotton socks, a pumice 
stone (for sanding callous), a wash cloth and a plastic 
foot care basin (to wash feet in) with lid to keep all their 
foot care tools together to the people with diabetes.  

 A blender was purchased and given to the community 
Home and Community Care office.  People were taught 
how to make strawberry banana smoothies with apple 
juice.  They were able to try it as well as other nutritious 
snacks. 

Outcomes  The event was held in two sessions in order to 
accommodate everyone in the small health room.  10 
people attended one session and 7 attended the other. 

 It was encouraging to see people living with diabetes 
come out and share concerns and learn more about 
caring for their feet. 

 Remaining kits were shared with people with diabetes 
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who could not make the event.  A Home and 
Community Care worker was going to follow up with 
education for these people. 

 People appreciated and enjoyed the hands on learning 
and tasting. 
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Secondary Prevention ð Community Based Initiatives 

 

Project Title Living Well with Diabetes ð A Day of Discovery in Sachigo 
Lake 

Leader Windigo First Nation Council Home & Community Care 
Program (Sachigo Lake) 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Sachigo Lake First Nation 

Project Goal During the Day of Discovery, people with diabetes and others 
in the community will: 

 Participate in a variety of physical activities. 

 Network with healthcare workers and establish link with 
local diabetes worker. 

 Receive foot care education and resources. 

 Participate in an example of a healthy lunch and snacks. 

 Learn about gardening in the community. 

 Learn about diabetes in a fun way.  

Project Description At the Day of Discovery:  A short group exercise activity was 
held.  This was followed by visits to stations which included: 

 Diabetes teaching, blood sugar testing and resources 

 Foot care and footwear with footcare kits and related 
handouts 

 Gardening information, poster with gardens in Sachigo 
Lake, hands-on opportunity to plant vegetables and take 
them home.  A local Elder gardener provided assistance. 
Daily radio reminders for a week were provided re: 
watering plants at home 

 Intergenerational diabetes BINGO with students and 
community members 

A healthy lunch and snacks were provided.  Cookbooks were 
provided as well. 

Outcomes  About 30 people from the community attended.  Many 
stayed for the whole day. 

 Some participants borrowed exercise videos to try at 
home. 

 Many participants were screened for blood glucose 
levels and received individual counseling. 

 The foot care station was busy with many people 
dropping by to discuss foot care issues and bring home 
foot care resources. 

 There was a good turnout for the meal with many 
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people expressing an interest in food and taking home a 
cookbook. 

 The gardening station was a very popular booth!  
Participants got information and seeds and many 
planted their own tomatoes and took them home.   

 Several games of BINGO were played and diabetes 
issues were discussed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
51  

 
Secondary Prevention ð Community Based Initiatives 

 

Project Title Have Feet will Travel ð A Diabetes Amputation Prevention 
Event (Slate Falls First Nation) 

Leader Windigo First Nation Council Home & Community Care 
Program (Slate Falls First Nation) 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Slate Falls First Nation 

Project Goal Ulcer and amputation prevention. 

Project Description Activities consisted of: 

 Teach to Teach Activities: Learning to use DART form 
(Diabetic Foot Assessment of Risk Test); Feeling for 
own pulse (blood flow affects healing); Demonstration 
of 10 gram monofilament (early identification) 

 Screening adults with diabetes using DART: identifying 
active lesions (looking at your feet; using proper foot 
care tools; diet and health); amputations and scars (what 
affects healing time); self-care practices (can you see and 
reach your feet; what to look for in a shoe; supervised 
care and cleaning - 60 second foot exams were done.  
Participants washed their feet as part of the foot 
screening process to assess their ability to reach their 
feet and between toes). 

 There was an added bonus in that the people of Slate 
Falls First Nation were able to meet Jason and Ruth 
Warnock, podiatrists and creators of the Indigenous 
Diabetic Foot Program in Australia.  The Warnocks 
inspired the òDiabetes Amputation Prevention Eventsó 
in the Windigo communities and led the daysõ events. 

 Fruit smoothies and healthy snacks (fruit, vegetable, 
meat and cheese trays) were available. 

Outcomes The Diabetes Amputation Prevention Event in Slate Falls First 
Nation was a great success. 

 21 people living with diabetes were able to attend while 
another 8 who couldnõt requested a repeat of the event 
in the future. Everyone agreed that the event was 
helpful and motivating. 

 3 home visits were held for those who could not attend 
for medical reasons.  The families were able to learn 
some techniques in caring for feet with wounds.  In one 
home, a foot wound was debrided and the client was 
grateful for both the care and the advice.   
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Primary and Secondary Prevention  

In 2007, NOADI contracted an Aboriginal diabetes educator who used the NDHNõs 
extensive network of diabetes education specialists working with Aboriginal 
populations to compile culturally-appropriate diabetes resource catalogues targeting 
both primary and secondary prevention.  Aboriginal communities and organizations in 
northern Ontario were then invited to use the catalogues as a tool for placing resource 
orders.  In 2008-9, 4 communities and organizations received funds for additional 
resources. 

From 2008 to 2009, 25 community-based diabetes projects combining primary and 
secondary prevention were also funded by NOADI.  In addition, a workplan from 
2007-8 whose completion date had been postponed to 2008-9 was concluded 
(Moosonee ð Store Creek Walking/Nature Trail).  The 2008-9 initiatives included: 

 APANO (Timmins) ð Moosonee/Moose Factory & Chapleau Physical 
Activity Plans 

 Chapleau Cree Health Centre - Community Based Diabetes Prevention and 
Management Strategy ð Part 1 

 Chapleau Cree Health Centre - Community Based Diabetes Prevention and 
Management Strategy ð Part 2 

 Dryden Aboriginal Health Support Services - Dryden Aboriginal Diabetes 
Initiative 

 Frenchmanõs Head Home and Community Care Program - FMH Healthy 
Cooking Club 

 Frenchmanõs Head Home and Community Care Program - FMH Exercise for 
Good Health Club 

 Frenchmanõs Head Home and Community Care Program ð Workshop: Types 
of Diabetes and their Management 

 Ka:nen Our Children Our Future ð MenoBimaadziwin ð Taking Care of 
Ourselves and Our Families Resource Guide and Kit 

 Magnetawan First Nation ð Diabetes Workshops; Get Active Program; 
Community Garden 

 Mattagami First Nation - Community Fun Days for Diabetes Awareness 

 Missanabie Cree First Nation - Diabetes and Footcare Education Project 

 Moose Factory Health Centre ð Community Garden Project 

 Naicatchewenin First Nation - òDowedaazowin minoõayaawinó ð Envisioning 
Good Health 

 Nibinamik Health & Social Services - Pimoosataa ð Walk Together 

 Nishnawbe-Gamik Friendship Centre Aboriginal Family Support Program, 
Akwe:go Program - Healthy Families in Motion 

 Pic Mobert First Nation ð Diabetes: Prevention and Management 
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 Red Lake Area Emergency Shelter ð Nutrition Survival for Forgotten 
Aboriginal Populations 

 Shkagamik-Kwe Health Centre - Mõshki-kiwon Wenjishiin Miijim - òMedicine 
is eating good foodó 

 Taykwa Tagamou Nation - Diabetes Prevention through Physical Activity and 
Screening 

 Thessalon First Nation - Thessalon First Nation Diabetes Prevention & 
Awareness Program 

 Thunderbird Friendship Centre ð Thunderbird Friendship Centre Diabetes 
Project 

 Wabigoon Lake Ojibway Nation - Beating diabetes through awareness, health 
teaching and continuing empowerment for community members 

 Wahgoshig First Nation Clinic ð Wahgoshig Diabetes Project 

 Wasauksing First Nation Health ð Community Kitchens, Medicine Walks and 
Physical Activity Challenge 

 Wikwemikong Health Centre (NAHNDAHWEH TCHIGEHGAMIG) - 
Healthy Lifestyle Program 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Moosonee ð Store Creek Walking/Nature Trail 

Leader Town of Moosonee ð Recreation Department 

Period April 1, 2007 to March 31, 2008 

Participating Aboriginal 
Communities/Organizations 

Moosonee/Moose Factory 

Project Goal The walking trail will be a great opportunity to encourage 
healthy family activities.  Once the trail is accessible and safe, 
many people will be out walking on it to avoid the dust and the 
dogs which often harass them when walking in town.  During 
the winter the trail can be used for cross-country skiing and 
walking.  The trail could also be used by the schools for nature 
study. 

Project Description Activities consisted of: 
Upgrading an existing walking trail by removing brush and trees 
for use by community members of all ages.  The trail is 
approximately 5 kilometers long. 

Outcomes  The Store Creek Walking Trail was completed in June, 
2009. 

 The Town of Moosonee has been working to keep it clean 
and maintained and the community has been using it. 

 William Solomon and Roy Wesley created the Store Creek 
Trail page on Face Book. Pictures are there as well as 
comments. 

 The original plan was for the trail to run behind the Fire 
Hall, up the bank along the creek, across the bridge and 
back down the bank on the other side of the creek to the 
old water plant. We added to the trail beginning at 
McAuleyõs Hill down the river to the point at Store Creek 
and up to the water plant joining this part of the trail 
above. 

 In the years to come we hope to have a trail right down to 
the airport along the shore and on top of the bank where 
there isnõt a shore- line. 

 Benches were placed along the trail so people can take a 
rest or enjoy the view of the river. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title APANO (Timmins) ðChapleau & Moosonee/Moose Factory 
Physical Activity Plans 

Leader APANO 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

APANO 
Chapleau Diabetes Action Committee 
Moosonee Diabetes Action Committee 

Project Goal In order to reach APANOõs mission of òAboriginal people, 
more active, more often, lifelong, leading to fun, vibrant and 
healthier people,ó the following objectives were set for this 
project which received partial funds from NOADI: 
 

1) To produce two comprehensive plans for the purpose 
of increasing and promoting physical activity that best 
represent the needs of the two Aboriginal 
areas/communities (Chapleau and Moosonee/Moose 
Factory).   

2) To document the current Aboriginal participation rates 
in the broad spectrum of community programs and 
services that have a physical activity element. 

3) To identify the service and program gaps and the main 
obstacles to greater levels of Aboriginal participation 
rates in each community/area. 

4) To document the community physical activity 
opportunities that are available and the barriers that 
must be overcome in order for the Aboriginal 
population to move forward and become more engaged.  

5) To identify an appropriate implementation mechanism 
complete with a preferred framework/implementation 
model including key partnerships. 

6) To identify potential funding sources to assist in 
implementing the plans. 

Project Description Activities consisted of: 
Phase One: Overview and Data Collection/Analysis 

 Study Proposal Review with Steering Committee 

 Data Collection ð Plan and Gather 

 Data Review and Analysis 
 
Phase Two: Moosonee and Moose Factory Plan 

 Key Informant Interviews and Meetings 

 Public Forums 
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 Draft Report with Recommendations 

 Report Results to the Advisory Committee 

 Report Results to the Steering Committee 
 
Phase Three: Chapleau and Area Plan 

 Key Informant Interviews and Meetings 

 Public Forums 

 Draft Report with Recommendations 

 Report Results to the Advisory Committee 

 Report Results to the Steering Committee 
 
Phase Four:       Coaching 

Outcomes  A "Moving Forward" campaign was adopted by both 
the Moosonee and Chapleau Diabetes Action 
Committees. This campaign gives the committees a 
framework for community change and a marketing 
strategy. It also empowered more people to join the 
committees in both communities.  

 With regards to the Moosonee Sport and Physical 
Activity Plan, there are approximately 75 
recommendations for the implementation plan all of 
which have been ranked by the committee and are being 
worked on in order of ranking. 

 A number of changes have already been implemented in 
Moosonee. The Diabetes Prevention Advisory 
committee has changed their name to the Diabetes 
Prevention Action Committee. The community garden 
is well underway with much community enthusiasm and 
participation. Adult female workout classes have started 
and Kickboxing classes for youth are now being 
offered.  Both of these are completely new to 
Moosonee.  

 In Moosonee, in particular, there was fantastic 
participation from the youth. From the community 
consultation with the youth in Moosonee the need for a 
youth centre that focused on positive, healthy lifestyles 
was identified. We have applied for the youth centre 
and a recreation coordinator to address this identified 
need.  The youth centre will be closely linked with the 
Diabetes Prevention program to offer cooking classes 
for youth, create policy around what foods are available 
for sale at the youth centre as well as, policy around 
healthy behaviours at the youth centre. The coordinator 
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will also work with the youth to help them bring healthy 
physical activity opportunities to the community for the 
youth.  

 The Chapleau committee has just received their final 
report from the consultant and will begin working on 
the implementation plan in September/09. Again there 
are a number of recommendations that have all been 
ranked by the committee and will be worked on in order 
of ranking. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Chapleau Cree Health Centre - Community Based Diabetes 
Prevention and Management Strategy ð Part 1 

Leader Chapleau Cree Health Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Chapleau Cree First Nation 

Project Goal  Increase the knowledge of healthy lifestyle choices and 
diabetes prevention in youth. 

 Teach various tips and tricks to benefit community 
members in their efforts to prevent and manage 
diabetes. 

Project Description Activities consisted of: 

 A community kitchen called òKids in the Kitchenó will 
be held to introduce youth of various ages to healthy 
cooking and snacks.  At the same time, they will be 
taught how blood glucose is affected by foods which are 
eaten. 

 Monthly diabetes prevention and management 
workshops with local diabetes team and dietitian/public 
health nurse. 

Outcomes  The Kids in the Kitchen program was well attended and 
many of the kids have adopted healthy eating habits as a 
result.  They are sharing the knowledge and recipes with 
their parents and families.   

 Diabetes prevention and management workshops have 
been held on a regular basis.  Many clients have learned 
tips to assist them in maintaining a healthy lifestyle or 
assisting them in managing diabetes.  The workshops 
have also increased community awareness of the 
prevalence of diabetes and steps which can be taken to 
reduce the risk of diabetes in themselves or their 
families. 

 Both programs were very well received in the 
community with members providing positive feedback 
as well as suggestions for future projects relating to 
diabetes prevention and management. 

 

 



 

 
59  

 
Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Chapleau Cree Health Centre - Community Based Diabetes 
Prevention and Management Strategy ð Part 2 

Leader Chapleau Cree Health Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Chapleau Cree First Nation 

Project Goal To increase the level of physical activity in the community and 
to decrease obesity. 

Project Description Activities consisted of: 

 A weight loss and management program with incentives 
for participants, weekly weigh-ins and an education 
component. 

 A community walking group which was organized.  
Pedometers were used to encourage participation. 

 Sessions which were provided with a personal trainer so 
that community members could learn the most effective 
and healthy activities for their individual needs. 

Outcomes  The programs were much more popular than originally 
anticipated.  The people who signed up were very 
interested in having the program continue.  The 
program was extended for another month for the 
benefit of the participants. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Dryden Aboriginal Diabetes Initiative 

Leader Dryden Aboriginal Health Support Services 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Dryden Aboriginal Health Support Services 
City of Dryden  

Project Goal To increase the understanding and awareness of the seriousness 
of diabetes among Aboriginal people. 
 
Aboriginal individuals will become aware of the importance of 
holistic health and wellness in order to live a balanced lifestyle. 
 
To provide the necessary education in order to maintain a 
healthier lifestyle to decrease complications. 
 
To help urban Aboriginal families take control of their lives. To 
make healthier food choices and become aware of the 
importance of exercise in their daily lives. 
 
To provide access to resource materials, including cultural 
resource people and traditional resources, so that Aboriginal 
people will know where to access diabetes resource material. 
 
To decrease infections and amputations as a result of foot care 
education. 
 
To increase the number of Aboriginal people attending 
screening clinics for the early detection of diabetes and its 
complications. 
 
To increase the number of Aboriginal people self-monitoring 
their blood glucose levels. 

Project Description Activities consisted of: 

 Monthly community-based diabetes education. A 
holistic approach was used including a range of 
teachings by the Elders. 

 A Nutrition Education component (overseen by a 
dietitian) one part of which involved planning a menu.  
Participants prepared the meals (salad, main course, 
dessert/bannock), set the tables and shared the meal 
together.   

 Implementing a community walking program in 
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partnership with the local recreational complex. 

 Gathering resource material on diabetes and its 
complications and develop linkages with resource 
people. 

 Providing access to a foot care specialist to promote 
healthy foot care. 

 Holding a monthly screening clinic with a Certified 
Diabetes Educator. 

Outcomes  A total of 6 diabetes education programs were offered 
over a 6 month period by a Certified Diabetes 
Educator.  A total of 78 people participated. This 
increased the urban Aboriginal communityõs 
understanding and awareness of the seriousness of 
diabetes.   

 Aboriginal families have been learning to take control 
through blood glucose monitoring, choosing healthier 
foods and learning the importance of daily physical 
activity. 

 A series of 5 four hour healthy food and meal 
preparation classes were held by a local dietitian.  There 
were a total of 71 participants. Food was taken home 
for family members.  Fifteen participants also helped 
prepare a meal which they served to 70 individuals. 

 An indoor walking program was offered to all clients 
(twice a week for 6 months). An Aqua-fit program was 
also facilitated in partnership with the Dryden Pool and 
Fitness Centre. 

 The time spent walking together encouraged sharing 
and a discussion of what had been learned. 

 Resource materials were collected and individuals know 
the material is there.  Partnerships were built with the 
local diabetes program, the recreation complex and the 
food bank. 

 Elders opened 8 of the sessions which were provided, 
offered teachings and were available for consultations. 

 A foot care specialist provided education to Aboriginal 
clients.  The specialist also saw clients for one on one 
education in their homes.  They increased their 
knowledge and understanding of the importance of 
taking care of their feet. 

 Through the accessible screening clinics, Aboriginal 
people were screened with referrals and follow-up 
provided on an as needed basis.  People became aware 
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of the importance of self-monitoring. 

 òWe have observed that there is a great need for more 
Diabetes Education and Awareness within the 
Aboriginal Community.  We were pleased with the 
outcomes, and client participation in the area of the 
Screening Clinics and Foot Care Education and 
Awareness.  Clients enjoyed these sessions and also 
participated in a Nutrition Bingo and a Diabetes 
Bingoó. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Frenchmanõs Head Home and Community Care Program - FMH 
Healthy Cooking Club 

Leader Lac Seul First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Frenchmanõs Head (Lac Seul First Nation) 

Project Goal Participants will learn how to prepare healthier, safer meals 
within their budget.  

Project Description A cooking club was held which focused on: 

 Healthy meal planning using Canadaõs Food Guide 

 How to make healthier meals using Meals for Good 
Health cookbooks 

 How to modify favourite meals to be healthier 

 Shopping to fit within a budget 

 Food safety 

Outcomes  While 8 people initially attended the cooking club, 3-4 
people continued to come regularly. 

 The participants liked the hands-on part of this 
initiative.  The teachings were done as the participants 
were preparing the meals. 

 Cookbooks and food gift certificates were given out as 
door prizes. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Frenchmanõs Head Home and Community Care Program - FMH 
Exercise for Good Health Club 

Leader Lac Seul First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Frenchmanõs Head (Lac Seul First Nation) 

Project Goal The goal is weight loss to help manage diabetes.  

Project Description Components of the Exercise for Good Health Club: 

 Strength training ð once a week at the youth complex 

 A walking program using pedometers to monitor steps 
taken. 

 Education regarding the contribution physical activity 
makes to preventing diabetes complications. 

Outcomes  Five people went to the youth complex regularly (once a 
week) to use the weight equipment. 

 None of the 15 people who signed up for the walking 
program finished the program. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Frenchmanõs Head Home and Community Care Program ð 
Workshop: Types of Diabetes and their Management 

Leader Lac Seul First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Frenchmanõs Head (Lac Seul First Nation) 

Project Goal Awareness of the types of diabetes and how to manage them. 

Project Description Activities consisted of: 
The local NDHN member diabetes program held a workshop 
in the community.  Topics included the types of diabetes, how 
to manage diabetes and how to use a blood glucose meter 
effectively.  Healthy snacks and refreshments were provided.  
Anyone was welcome to attend. 

Outcomes The four people who attended indicated that they benefited 
from the session. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Ka:nen Our Children Our Future ð MenoBimaadziwin - Taking 
Care of Ourselves and Our Families Resource Guide and Kit 

Leader Ka:nen Our Children Our Future 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Off-reserve Aboriginal people in northern Ontario 

Project Goal To provide culturally appropriate diabetes resources, general 
information and training to CAPC (Community Action 
Program for Children) and CPNP (Canada Prenatal Nutrition 
Program) workers in northern Ontario.  These workers will 
then be able to provide interactive diabetes information 
sessions that appeal to children and caregivers in a valuable way. 

Project Description Activities consisted of: 

 A consultant was hired to author the 
MenoBimaadziwin-Taking Care of Ourselves and Our 
Families Resource Guide. The guide is a resource for 
teaching parents of children and infants aged 0-6 years 
old about healthy eating, active living and diabetes. 

 The Resource Kit, compiled by Ka:nen staff, includes 
various healthy eating guides; visual aids; and other 
information (e.g. dental and foot care) and tools (e.g. 
childõs health record).  In addition, catalogues and 
resources were supplied to assist workers in ordering 
other diabetes prevention supplies.  Resource 
information and linkages were supplied in all areas of 
the kit including active living, diabetes, healthy eating, 
healthy weights, and safety. 

 A regional training workshop was held and included a 
component on diabetes and a general overview of the 
MenoBimaadziwin Resource Guide and Kit.  Kits were 
distributed at this workshop. The Kit/Guide training 
component took approximately 2 ð 2 ½ hours. 

 Due to higher than projected costs in distribution of the 
kits, a survey evaluating the kits was conducted on 
Survey Monkey rather than hiring an external evaluator 
as originally planned. 

Outcomes  A total of 200 resource kits with guides were prepared.   

 Approximately 50 workers were able to participate in 
the training workshop. 
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 Approximately 120 kits were distributed to various 
child-related CAPC and CPNP projects. 

 Survey results indicated that there was a need for more 
in-depth training and additional information on type 1, 
type 2, and gestational diabetes.  The majority of project 
workers who received the training had used the resource 
guide and kit.  Many of the survey participants had 
accessed additional resources utilizing the resource 
guide information. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Magnetawan First Nation ð Diabetes Workshops; Get Active 
Program; Community Garden 

Leader Magnetawan First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Magnetawan First Nation 

Project Goal  Children and their parents will learn the importance of 
proper physical activity and healthy eating. 

 Community members will increase their physical activity 
levels and provide support to each other to continue 
being active and to have a positive outlook. 

 Community garden participants will be encouraged to 
eat in a healthy way and to feel good for helping with 
the garden. 

Project Description Activities consisted of: 

 òDiabetes Prevention Workshopsó were held for 
children aged 4-8 and 8-14 and their parents/caregivers.  
A nurse will facilitate interactive learning experiences 
related to diabetes, healthy eating (e.g. taste healthy 
snacks) and physical activity (games and activities). 

 Three fourteen week òGet Active Programsó were held 
for youth, adults and Elders.  A Nurse Practitioner 
came to the community to facilitate a workshop on 
diabetes in relation to healthy eating (including portion 
sizes) and physical activity.  Participants were 
encouraged to look at their lifestyle habits and log their 
intake and activity.  Support was provided to encourage 
activity including meeting weekly for a weigh in, 
providing pedometers for motivation and small 
incentives (t-shirts, water bottles with diabetes 
prevention messages).  

 The nurse practitioner provided a workshop on the 
importance of eating well with an emphasis on eating 
more fruits and vegetables.  Physical activity and 
nutrition as key components in diabetes management 
were discussed.  A community garden was then 
developed ð the plot was prepared and seedlings were 
planted, tended and the vegetables harvested.    

Outcomes  There was good participation at the òDiabetes 
Prevention Workshopsó (ten younger children and 12 
older ones).  The older age group was more vocal 
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regarding healthy food choices and were keen to learn. 
The children were excited about the physical activities 
and appreciated the t-shirt with the diabetes prevention 
message. 

 There is a lot of interest in becoming healthy and a great 
number of people (25) participated in the òGet Active 
Programó.  The pedometers, t-shirts and water bottles 
were popular.  Over the 14 weeks, the number of 
participants dropped due to illness, injury and personal 
issues.  The organizers would like to try this event again. 

 The community garden was very rewarding for those 
who participated (30 people) ð particularly being able to 
grow something and then share in the harvest. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Mattagami First Nation - Community Fun Days for Diabetes 
Awareness 

Leader Mattagami First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Mattagami First Nation 

Project Goal To host a 10 week fitness session for diabetes awareness in the 
community. 

Project Description Activities consisted of: 

 It was compulsory for the school to attend each of the 
10 sessions. 

 Yoga mats and Thera-Bands® were purchased for the 
community. 

 The yoga instructor did 3 community visits.  A Zumba 
dance instructor, Tai Chi instructor and fitness 
instructor finished the other 7 sessions. 

 Gift certificates for fruits and vegetables at a popular 
fruit market were provided as an incentive. 

Outcomes  15 students and 4 staff attended each session.  There 
were also 6-10 adults at each session. 

 The 3 yoga sessions were well received.  People 
appreciated being introduced to yoga and stretching 
and, with the Thera-Bands®, were encouraged to work 
out at home. 

 The yoga instructor was not able to complete the 
remaining 7 sessions due to illness.  As a result, a Tai 
Chi instructor was hired for 4 sessions and Zumba 
dance instructor for one session and a fitness instructor 
to continue instruction in use of the Thera-Bands®.  
Having these different instructors allowed the 
community to try different forms of fitness activities. 

 The community is requesting a 10-week Zumba dance 
session and more classes with the Thera-Bands®.  The 
community has accepted the challenge to recruit 15-20 
adults for the Zumba class. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Missanabie Cree First Nation - Diabetes and Footcare Education 
Project 

Leader Missanabie Cree First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Missanabie Cree First Nation 

Project Goal  Elders will learn about healthy eating and diabetes to 
improve their health and quality of life. 

 Community members will learn how to care for their 
feet to help prevent diabetes-related injury.  

Project Description Activities consisted of: 

 Two information sessions on healthy eating and 
diabetes was held for Elders. 

 8 foot care sessions (2 per week for one month) were 
held at which community members learned how to care 
for their feet and receive foot care. 

Outcomes  2 information sessions were held with 16 participants 
(11 Elders, 4 adults and one youth).  Information 
packages were distributed. 

 42 people came to learn how to care for their feet and 
to receive foot care services. 

 These were some of the best programs our people have 
enjoyed.  Our Elders were able to learn as a group and 
share their experiences re: the effects of diabetes.  
People were able to ask their own questions in privacy 
during their foot care sessions.  Many youth are also 
becoming interested in learning how to eat healthier in 
order to avoid diabetes later in life.  
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Moose Factory Health Centre ð Community Garden Project 

Leader Moose Factory Health Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Moose Factory 

Project Goal  To empower people so that they can make healthy food 
choices which have positive social and environmental 
impacts. 

 To teach people skills to grow, cook and preserve food 
and to provide opportunities for a healthy lifestyle. 

Project Description The planned project consisted of: 

 securing a plot of land for the community garden 

 (sending a memo to chief and council requesting a plot 
of land; contacting Moose Band Development 
Corporation to secure a plot for the project) 

 sending a memo to Moose Band Development 
Corporation for support re: providing machinery to 
remove debris from the chosen site for the garden 

 purchasing gardening tools/tiller/ storage 
unit/resources/materials 

 purchasing seeds/soils/fence putting fencing around 
the land (100x200 feet) 

 preparing ground for planting 

 planting, tending and harvesting garden produce 

Outcomes Project postponed until Fall, 2009 (garden preparation) and 
Spring, 2010 (planting). 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Naicatchewenin First Nation - òDowedaazowin minoõayaawinó ð 
Envisioning Good Health 

Leader Naicatchewenin First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Naicatchewenin First Nation 

Project Goal Diabetes prevention and management. 

Project Description Activities included: 

 Diabetes Forum with adult and youth guest speakers 
from the community.  This was followed by a healthy 
dinner with door prizes 

 Poster contest about òThe Effects and Prevention of 
Diabetesó (open to all ages) 

 Eldersõ Nutrition Bingo, Walking Group and Luncheon 

 Healthy cooking 

 Pizza making 

Outcomes  Approximately 45 people attended the Diabetes Forum 
and Supper 

 One submission was received for the Poster contest 

 18 Elders and 3 helpers took part in the Bingo, Walking 
Group and Luncheon while there were 19 participants 
and 3 helpers for the healthy cooking and 16 children 
and 4 adults for the pizza making. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Nibinamik Health & Social Services - Pimoosataa ð Walk Together 

Leader Nibinamik Health & Social Services 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Nibinamik First Nation 

Project Goal Diabetes prevention and management. 

Project Description Planned activities included: 
 Diabetes health teaching plan with community kitchens 

(~1 hr/wk for 12 weeks) 

Outcomes Outcomes not submitted. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Nishnawbe-Gamik Friendship Centre Aboriginal Family Support 
Program, Akwe:go Program - Healthy Families in Motion 

Leader Nishnawbe-Gamik Friendship Centre Aboriginal Family 
Support Program, Akwe:go Program 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Nishnawbe-Gamik Friendship Centre Aboriginal Family 
Support Program, Akwe:go Program 
Sioux Lookout and Area 

Project Goal To promote healthy living, a positive outlook and diabetes 
awareness. 

Project Description There were four aspects to this project: 

 A workshop at which Aboriginal Family Support 
Program participants and community members received 
information and support about diabetes prevention, 
awareness and healthy living habits.  

 A community garden with children.  After the plot was 
cleared, soil and compost were added.  Then a 3 Sister 
(beans, corn and squash) Garden was planted.  The 
legend was told while the children were planting.  
Throughout the summer, the children weeded and 
watered the plants.  A cucumber garden was made in 
one of the front flower gardens and the outdoor ashtray 
was turned into a beautiful flower pot.  An herb kitchen 
container garden was planted in the winter to help 
provide some natural ideas to spice up food.  Tomatoes, 
herbs and peppers were also started for the next yearõs 
garden. 

 A walking support group which met once a week for 
three months. This program was hosted by the Best 
Start Hub, Aboriginal Healthy Babies Healthy Children 
and the Aboriginal Family Support Program.  The 
group walked to the local day care where their 
playground was borrowed for a safe place for the 
children to play. The group then had water and a 
healthy snack before going home. 

 A Pow Wow on Saturday Feb. 28/09 for Diabetes 
Awareness.   We started the Pow Wow at 1 pm with the 
Grand Entry of dancers and it ended at 9 pm that night. 
This opportunity provided participants with the chance 
to dance, drum and have healthy fun.  We served 
healthy snacks of whole wheat crackers, fruit, granola 
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bars, juice and lots of water.  For the feast we made 
spaghetti using whole wheat noodles, a spinach salad, 
broccoli salad, whole wheat baked bannock and rice 
pudding with frozen strawberries for dessert.  We were 
able to provide give-aways at the Pow Wow that 
promoted healthy cooking and physical fitness.  For the 
children we gave them balls, skipping ropes, small toy 
cars and frisbees.  For the adults we gave fishing lures, 
measuring cups, measuring spoons, salad spinners and 
cooking utensils.  For the teenagers we gave water 
bottles, insulated lunch bags and craft supplies.  Each 
participant also went home with the Canadian Diabetes 
Care Kit  that included samples, recipes and information.  
For door prizes we were able to provide healthy 
cooking recipe books, insulated lunch bags and ice 
fishing supplies.  We had special guest speakers that 
came in and gave a short presentation on diabetes and 
were available to answer any questions.  

Outcomes  The community garden was a great experience for the 
families. It taught the children and the parents how easy 
it is to grow a garden and provided some exercise for 
us. The families enjoyed some positive recreation and 
influences, especially when the ashtray (turned into a 
flower pot) was not so handy.  Many never had a chance 
to work in a garden and by doing this project they have 
learned that they can grow fresh vegetables and herbs in 
a small area or in containers and it isnõt that hard.  The 
organizer is looking forward to gardening with the 
families again this year now that there is a plot at their 
site and some plants have been started for the next 
yearõs harvest. 

 The walking support group had 7 families that 
participated on a regular basis and numerous others that 
would drop by once or twice to participate. This 
opportunity gave the families healthy recreation, time to 
meet others, talk and access support for stress. The 
children looked forward to this opportunity because 
many do not have a yard or a place to run around 
outside. 

 The walking group was also able to walk around Cedar 
Bay to feed the horses. The kids loved this experience. 
The Extended Care was invited to join them.  This was 
a fun way to get the kids involved with the Elders in the 
community and provided the Elders with some 
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company.  We were able to have a picnic there after we 
looked at the horses.  In the fall, just before the snow 
hit, we celebrated our success at being dedicated walkers 
by having a lunch of homemade soup and whole wheat 
bannock. Best Start Hub joined and we provided 
everyone with some healthy eating tips.  

 With the remaining fund, passes were purchased for 6 
women for the local fitness Centre.  Here the women 
learned how to use the fitness equipment, joined other 
sporting activities such as volleyball and accessed the 
weight room.  This was during January when it is hard 
to get exercise in northern climates.  This helped some 
of the women with their self-esteem, provided healthy 
recreation and provided them with the opportunity to 
see what was in the fitness centre and become 
comfortable with that atmosphere.  This opportunity 
also helped mothers of small children have the 
opportunity to work out to become more fit, have a 
break from their children, work off stress and support 
one another. 

 We also purchased pedometers to use in walking 
contests (e.g how many steps can be taken in a week).  I 
look forward to the spring when we can start walking 
again. 

 Through out the day of the Diabetes Pow Wow, 
roughly fifty people came to see what was going on and 
receive handouts and verbal information on nutrition 
and diabetes prevention.  We had five staff member and 
twenty-eight participants who stayed for the whole day. 
People were leery of the healthy food choices at first 
since many of the foods were new to them but then 
once they tried it many came back for more.  The 
leftovers were sent home so others could try the new 
foods.  Many of the participants talked about healthy 
eating habit and activities throughout the day.  This 
opportunity provided a fun way for participants to get 
information, participate in healthy living and have fun.   

 

 

 



 

 
78  

 
Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Pic Mobert First Nation ð Diabetes: Prevention and Management 

Leader Pic Mobert First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Pic Mobert First Nation 

Project Goal Diabetes prevention and management. 

Project Description Planned activities included: 

 Diabetes Education Team JK-3  

 Diabetes Education Team 4-8  

 Diabetes Education Team HS  

 Visiting ophthalmologist/chiropodist for screening with 
panel discussion  

Outcomes Outcomes not submitted. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Red Lake Area Emergency Shelter ð Nutrition Survival for 
Forgotten Aboriginal Populations  

Leader Red Lake Area Emergency Shelter 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Red Lake Area Emergency Shelter 

Project Goal  To provide access to fresh fruit and vegetables for the 
patrons of the Red Lake Area Emergency Shelter who 
either have diabetes or who are at risk of diabetes.  
Their nutritional status may improve and they will 
acquire skills on preparing and cooking with fresh fruits 
and vegetables.  They may develop a liking for them and 
choose to purchase these when dollars are available.   

 Patrons will also have increased contact with the 
NDHN member diabetes program in Red Lake. They 
will be taught to identify signs and symptoms of 
diabetes and when they should be accessing health 
services. 

 Shelter administration and their board may establish an 
adopt a food product program for the shelter to ensure 
continuity of the fresh produce program.  

Project Description Activities consisted of: 

 The projects provides 26 weeks of access to fresh fruits 
and vegetables for patrons of the Shelter along with 
education about the nutrition in fruits and vegetables 
plus opportunities to learn new recipes using the fruits 
and vegetables.  The patrons will also learn the 
importance of a balanced diet, particularly when you are 
homeless, in maintaining health. 

 Blood pressure, blood glucose and body weight are 
checked regularly during the promotion of diabetes 
health and prevention, plus overall health, by the local 
NDHN member program. 

 Kitchen based daytime programming involving meal 
preparation with clients has been a focus of the board 
and management. 

 Partnerships and funding are being sought for 
enhancing the adopt-a-food program. 

Outcomes  91 patrons have accessed the Shelter during the course 
of this program resulting in over 4300 meals (breakfast 
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and supper) being served. 

 Patrons have grown to enjoy fruits and vegetables 
through increased exposure and being encouraged to 
òtry it!ó. 

 Patrons are encouraged to assist with menu plans and 
making grocery lists ð fruits are regularly added to the 
lists. 

 Frequently patrons choose to take fresh fruit to snack 
on when they leave during the day, 

 Several patrons regularly use their blood glucose meters.  
They have become more comfortable accessing the 
services of the NDHN member diabetes program.  
They have even begun initiating contact with the 
program ð calling to make appointments and access 
services. 

 The regular purchases made by staff of the Shelter at 
the local grocery store have resulted in a positive 
relationship which has yielded enhanced donations and 
store staff contacting the Shelter regarding donations.  
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Shkagamik-Kwe Health Centre - Mõshki-kiwon Wenjishiin Miijim - 
òMedicine is eating good foodó 

Leader Shkagamik-Kwe Health Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Shkagamik-Kwe Health Centre 
First Nation Communities 
First Nations/Métis urban population in/around the City of 
Greater Sudbury 

Project Goal The Berry Walks/Community Kitchens will promote diabetes 
education through peer support activities and cultural teachings.  
Berry walks enhance the inherent right of First Nations and 
Métis clients with diabetes to utilize food off the land instead of 
processed food.  These activities also promote physical activity 
which reduces stress by spending time in natural environments. 
It also provides practical assistance for clients with diabetes 
who canõt afford to go berry picking on their own. 
 
The Berry Booklet resulting from the berry-focused community 
kitchens will create a sense of community with the participants 
who have diabetes and become evidence to the participants of 
their personal empowerment in taking action to control their 
own diabetes.  They will be role models for other individuals 
with diabetes. 

Project Description Activities consisted of: 

 Health Educator/Promoter and Healthy Choices 
Program Coordinator will host 2 berry-picking walks for 
clients with diabetes.  

 There will be four themed community kitchens 
highlighting food preparation:  drying, jamming, storage 
(i.e. freezing) and nutrition education and storage of 
berries. Diabetes prevention tips will be provided 
throughout the walks and cooking classes.  An Elder 
will be used to conduct the traditional berry teachings.   

 A collection of blueberry-related diabetes stories, 
recipes and photos with clients was developed and sent 
to graphic designer and printed professionally for 
distribution to community members and for posting on 
the communityõs (and NDHN) websites. 

 A participant survey will be conducted. 

Outcomes  The community learning together as a family unit was 
greatly appreciated and fun.  The participants ranged in 
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age from 4 to 71 years of age.  Staff also went on a 
separate outing to pick for the Health Centre Programs.  
Leadership in cultural identity as Anishinawbe people 
made it possible for people to fully understand the 
importance of our natural foods. 

 The berry program provided 35 participants from both 
the Health Education Promotion Program Diabetes 
Support Group & the Healthy Choices Program 
(FASD) childrenõs program with the opportunity to 
gather, preserve and store fresh berries, namely 
raspberries, strawberries and blueberries. They also 
learned about the nutrient content of the berries and the 
importance of getting these essential nutrients as 
instructed by our Nutrition Practitioner at the Learning 
sessions.  Another component to the berry picking was 
the cranberry season and its importance in terms of 
their cleansing properties for the body.  

 Berries were also picked for those who could not come 
on the outing due to their health issues.  This provided 
them with a sense of belonging and of being cared for 
by their community. 

 The jam making session was well attended by families 
and it brought back a sense of restoring old ways of 
food preservation for the participants. It also provided a 
sense of accomplishment as the families regained some 
of their parentsõ legacy in food provision. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Taykwa Tagamou Nation - Diabetes Prevention through Physical 
Activity and Screening 

Leader Taykwa Tagamou Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Taykwa Tagamou Nation 

Project Goal  Exposure to games and activities appropriate to 
resources available in the First Nation community. 

 Increased awareness of diabetes prevention while 
engaging in an enjoyable challenge. 

Project Description Activities consisted of: 

 Physical Activity Program: Twice a week for 6 weeks 
the physical education teacher and a hired youth 
assistant led an after school sports program.  The 
Cellbertons video and trading cards were used in short 
teaching sessions about diabetes. 

 Health Fair: Participants used òPassports to Diabetes 
Prevention and Awarenessó which had to be signed as 
they went around to various booths ð blood pressure 
checks, muscle strength testing, footwear analysis, foot 
care advice, cholesterol and A1C testing, determination 
of diabetes risk level and healthy snack demonstrations.  
Métis Nation and Misiway Health Centre also attended 
and had displays. 

Outcomes  The end of school was an appropriate time frame for 
the physical activity program as not many other 
activities were taking place.  The Physical Education 
teacher was highly motivated, had contact with the same 
children at school and could encourage them to attend.  
8-10 children attended each session - the children loved 
playing the games and sports.  They needed to be told 
to wear appropriate footwear.  A teenager from the 
First Nation assisted and was an excellent role model 
for the children.  The children were very interested in 
learning about diabetes.  Appropriate beverages were 
discussed and provided (e.g. water rather than 
sweetened beverages).  The CHR provided a healthy 
snack on the last day to celebrate. 

 10 health care professionals interacted with 15 
participants.  There was a positive reception from the 
community health professionals who visited the First 
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Nation.  Participation was small but enthusiastic.  It was 
an excellent opportunity for the CHR to network with 
Misiway Health Centre and other professionals and to 
find out about services. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Thessalon First Nation - Thessalon First Nation Diabetes 
Prevention & Awareness Program 

Leader Thessalon First Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Thessalon First Nation 

Project Goal Diabetes prevention and management. 

Project Description Planned activities included: 

 3 day Turtle Concepts workshop (20 children 4-15 yo) 

Outcomes Outcomes not submitted. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Thunderbird Friendship Centre ð Thunderbird Friendship Centre 
Diabetes Project 

Leader Thunderbird Friendship Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Thunderbird Friendship Centre (Geraldton)  

Project Goal To support weight loss through a walking program. 

Project Description Activities consisted of: 

 Walking Group (Bimoosidaa ð Letõs Walk)/Weight 
Loss Support Group.  This is an 8 week adult program 
offered twice weekly (afternoon and evening) to 
accommodate participantsõ schedules.  Pedometers were 
purchased for registered participants.  Participants were 
weighted weekly (body mass and body fat) and provided 
with bottled water and resources relevant to healthy 
eating and physical activity.  Records were kept.  
Stretching exercises were done before the 30 minute 
walk.  Incentives for weight loss and participation were 
purchased to attract participants.  People who attended 
the full 8 week walking program were eligible for the 
grand prize.  Prizes were geared towards increasing 
physical activity and boosting self esteem. 

 Diabetes Cooking Circle ð The òMeals for Good 
Healthó cookbook was used in delivering this cooking 
circle.  Participants used proper hand washing in food 
preparation and paid attention to portion sizes. 

 Adventures in Cooking for Children ð all of the recipes 
which were used incorporate Canadaõs Food Guide 
recommendations.  Children prepared the meal together 
and then sat down to eat with one another.  Hand 
washing techniques are reviewed each class and team 
building skills were developed.  Children learned to 
measure dry and liquid ingredients as well as techniques 
such as cutting, slicing and dicing.  They also learned 
cleaning up skills. 

 Youth Walking Program ð This was a Poker Walk 
Challenge which lasted for 8 weeks.  Participation was 
tracked each week and prizes were purchased as 
incentives to attract participants.  A grand prize was 
purchased for the individual who committed to the full 
8 week program.  Bottled water and hot chocolate were 
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provided.  Local businesses were involved in the 
distribution of playing cards. 

 Community Garden ð the square foot gardening 
technique was used.  A garden shed, topsoil, wood for 
raised garden beds, seeds, seedlings, manure, hoses and 
other equipment were purchased. 

Outcomes  The walking group, a continuation from last yearõs 
project, was another success.  There was an average of 
7-12 participants throughout the program.  Three adults 
periodically brought their toddlers so this became a 
family outing.  Prizes were an important component in 
attracting participants and keeping them motivated.  All 
participants lost an average of 3-5 pounds.  One 
individual lost a total of 8 pounds and was able to keep 
it off.  Comments which were received include: òI am 
motivated in keeping physically active throughout 
winter months with individuals that share same goal as 
meó; òWe have to do this again next winter 2010ó; òI 
feel good about myselfó; òIncentives and grand prize 
helped motivate meó; òYahoo! Northern Diabetes 
Health Network!ó 

 The cooking circles averaged 2-3 participants.  
Participants are more than willing to cook foods that are 
new to them such as the majority of vegetables. 

 The childrenõs cooking group was a success.  There 
were an average of 4-8 participants weekly.  The 
children loved cooking and being introduced to a 
variety of foods.  The children LOVE the program and 
so do the parents and guardians. 

 There was an average of 5-10 participants each week in 
the youth walking challenge.  The youth wish to have 
the Poker Walk Challenge again next winter.  It keeps 
them active. 

 The Thunderbird Friendship Centreõs program staff 
involved clients in the community garden and 
encouraged community involvement. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Wabigoon Lake Ojibway Nation - Beating diabetes through 
awareness, health teaching and continuing empowerment for 
community members 

Leader Wabigoon Lake Ojibway Nation 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wabigoon Lake Ojibway Nation 

Project Goal To prevent and manage diabetes through screening. 

Project Description Activities consisted of: 

 Each month for 6 months a screening booth was set up 
at the band office (the day chosen was one when most 
people would come in e.g. òpay dayó or òwelfare dayó).  
Individuals were screened and education was provided 
and/or referrals made as required.  

 A display of healthy foods for taste tests was available at 
the screening booth and a draw for a gift box was held. 

Outcomes  Individuals were identified who were at high risk due to 
family history or other reasons ð these families are now 
a target group for intervention.  When the same people 
came back, changes over time could be identified.  
These were considered and relevant teaching was 
provided as well as making appropriate referrals to 
physicians and the local NDHN member diabetes 
program. 

 The draw for the gift box created a desire to be 
screened. 

 This project took time and planning but even with a 
small budget the organizer was able to reach many new 
families. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Wahgoshig First Nation Clinic ð Wahgoshig Diabetes Project 

Leader Wahgoshig First Nation Clinic 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wahgoshig First Nation 

Project Goal  To motivate participants to continue walking daily so 
that it becomes a healthy habit. 

 To create an awareness of healthy activities. 

 To gain knowledge of diabetes in a fun and social 
manner. 

 To become more motivated to control diabetes on a 
daily basis. 

Project Description Activities consisted of: 

 One month walking challenge in which participants 
were challenged to walk for 30 minutes a day 5 days a 
week. 

 Poker walk/run in which a learning questionnaire was 
used to test knowledge.  A healthy meal was provided 
afterwards. 

 Diabetes Bingo which contained information on healthy 
lifestyles, symptoms, risks, complications and meal 
plans. 

 A diabetes workshop in which a diabetes educator from 
Timmins came to the community to share information 
about diabetes medications and insulin. 

Outcomes  13 people took the walking challenge and most of them 
finished the month.  They felt that this was a good way 
to make them aware of how they can incorporate 
walking in their daily routine.  Some plan to continue 
walking for a healthy lifestyle. 

 There was an excellent turn-out for the Poker walk/run 
with 38 people attending. 

 The diabetes bingo is a great learning method.  23 adults 
participated. 

 13 people participated in the diabetes workshop.  Next 
year we hope to have a motivational speaker. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Wasauksing First Nation Health ð Community Kitchens, Medicine 
Walks and Physical Activity Challenge 

Leader Wasauksing First Nation Health 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wasauksing First Nation 

Project Goal  To improve diabetes management through improved 
knowledge of traditional medicines. 

 To teach various methods of preserving foods. 

 To encourage youth to participate in various physical 
activities. 

Project Description Activities consisted of: 

 Plants helpful in managing diabetes were located, 
harvested, dried and stored.  The walking and carrying 
of tools and plants are of benefit to participants. 

 Community kitchens for teaching methods of food 
preservation (can, dry, freeze) were planned. 

 A walking program will be held with participants being 
issued pedometers to track their steps.  The educational 
youth program will facilitate various physical activities 
(e.g. basketball, baseball) for elementary and secondary 
school students.  Meals will be provided as part of the 
latter program. 

Outcomes  Various traditional medicines were harvested and 
prepared for storage. 

 There were no participants at the organized community 
kitchens. 

 The walking program was held three times a week over 
7 months (no organized walking during the summer 
months).  Participants varied from 1 to 6 each day.  In 
the winter months, participants walked inside the 
community centre. 

 Attendance at the youth program was great. 
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Primary and Secondary Prevention ð Community Based Initiatives 

 

Project Title Wikwemikong Health Centre (NAHNDAHWEH 
TCHIGEHGAMIG) - Healthy Lifestyle Program 

Leader NAHNDAHWEH TCHIGEHGAMIG  Wikwemikong Health 
Centre 

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Wikwemikong Unceded Indian Reserve 

Project Goal  Increased knowledge of JK to grade 12 students re: 
healthy eating, physical activity and how these help 
prevent type 2 diabetes.  This information will be shared 
with families and the community. 

 High school students will be empowered to take control 
of their own health. 

 Identification of students with abnormal blood glucose 
levels and referral to family physicians. 

 Enhanced knowledge of appropriate insulin use.  

Project Description Activities consisted of: 

 JK to grade 4 program (260 students) ð showed a 
Canadian Diabetes Association DVD, provided fruit 
and vegetable trays and gave children information for 
family members 

 Grades 5-8 (229 students) - showed Canadian Diabetes 
Association DVDs; encouraged the incorporation of 
daily physical activity into the school day (e.g. energy 
blasts such as jumping jacks in the classroom at least 
once a day); provided fruit and vegetable trays; and 
encouraged students to share their knowledge of 
diabetes, daily physical activity and nutrition with their 
families.  

 Grades 9-12 (200 students) ð PowerPoint presentations 
on diabetes and healthy eating were prepared and 
presented during assemblies (grades 9-10; grades 11-12).  
Fruit, vegetable, cheese and cracker and meat trays were 
provided for students who attended the Healthy Eating 
assemblies.  Students were encouraged to share the 
information with family, friends and the community. 

 Students in grades 7-12 were provided with the option 
of participating in blood glucose screening (with signed 
consents).  Certificates were given to those students 
who participated. 
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 A class on insulin was developed for first time insulin 
users and for those who need additional education on 
insulin and insulin administration. 

Outcomes  Students in JK-4 demonstrated an increase in their 
knowledge as per verbal reports to Community Health 
Nurse (CHN) at follow-up visits at the school.  Families 
likewise reported enhanced knowledge to CHN. 

 Students in 5-8 demonstrated their increase in 
knowledge via verbal reports to the CHN at follow-up 
visits to the school.   

 A pre and post-test for students in grades 9-12 was 
ineffective as the students were disinterested. 

 52 students participated in the screening.  No referrals 
to the family physicians for elevated blood glucose 
levels were required.   

 Ongoing insulin teaching is provided on an as needed 
basis by the CHN. 

 Perhaps including a small focus group for next year 
would garner more interest for evaluation. 

 Recommendations include: including waist 
circumference as a risk factor for diabetes screening; 
hosting a community-wide presentation on diabetes 
presented by an expert on diabetes and continuing these 
annually; continuing with prevention education at all 
schools on an annual basis; encouraging the community 
food advisors to participate in the nutrition classes; 
engaging students in making healthy foods choices (take 
the classes to a grocery store or hands-on preparation of 
a healthy snack in the classroom); and encouraging and 
supporting the Wikwemikong Board of Education in 
the development of increased school-wide Daily 
Physical Activities (i.e. running program, walking 
program, etcé).  
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Diabetes Education & Management Services  

Promoting and facilitating excellence in diabetes education and management services is 
a key role of the NDHN.  To this end, the NDHN has developed a òDiabetes 
Education Certificate Programó in collaboration with Cambrian and Confederation 
Colleges in northern Ontario. 

Funding to take all or part of this program has been available to healthcare workers in 
Aboriginal communities and organizations in northern Ontario since 2007 as part of 
the Northern Ontario Aboriginal Diabetes Initiative (NOADI).  Individuals who were 
approved for funding in 2007-8 but who were not able to take part in the program 
were permitted to carry over their funding approval into the 2008-9 fiscal year.  In 
addition, 52 new applicants from 32 communities/organizations applied for and 
received funding to take the module(s) in 2008-9.  

 

 
Diabetes Education & Management Services ð College Certificate Program 

 

Project Title Cambrian and Confederation College Diabetes Education 
Module and Certificate 

Leader NDHN Northern Ontario Aboriginal Diabetes Initiative 
(NOADI)  

Period April 1, 2008 to March 31, 2009 

Participating Aboriginal 
Communities/Organizations 

Aboriginal Peopleõs Alliance of Northern Ontario (Sudbury) 
Aundeck Omni Kaning Nation 
Big Grassy First Nation 
Cat Lake First Nation 
Dilico Anishnawbek Family Care 
Eabametoong First Nation (4) 
Fort Albany (Peetabeck Health Services) 
Garden River First Nation (2) 
Geraldton  
Kashechewan First Nation 
Kitchenuhmaykoosib Inninuwug First Nation 
Kingfisher Lake/Wunnumin Lake First Nations 
Lake Helen/Pays Plat  
Lansdowne House (Neskatanga First Nation) (2) 
Longlac 
Long Lake 58 
Magnetawan First Nation (2) 
Mnaamodzawin Health Services (2) 
Moosonee 
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Muskrat Dam First Nation 
Nibinamik First Nation (2) 
Obashkaandagaang First Nation 
Ojibways of the Pic River First Nation (2) 
Pic Mobert First Nation 
Red Lake Hospital (5) 
Sandy Lake First Nation 
Temagami First Nation (4) 
Wabaseemoong First Nation 
Webequie First Nation (3) 
Whitesand First Nation 
Wikwemikong Health Centre (3) 
Zhiibaahaasing First Nation 

Project Goal Promoting and facilitating excellence in diabetes education and 
management services is a key role of the NDHN.  To increase 
the diabetes capacity of healthcare providers working with 
Aboriginal people in northern Ontario, NOADI allocated funds 
for community healthcare workers as well as registered nurses 
or dietitians to take all or part of a specified college level 
diabetes course. 

Project Description The NDHN has developed a òDiabetes Education Certificate 
Programó in collaboration with Cambrian and Confederation 
Colleges in northern Ontario. 
 
This program consists of 4 online modules and 2 field modules.  
Community healthcare workers can take module 1 while 
registered nurses and dietitians are eligible to take the full 
program. 
 
Interested healthcare providers working with Aboriginal clients 
in northern Ontario can apply to the NDHN for funding to 
take the module or program. 

 
If they are approved, they can proceed with registration at the 
college of their choice (Cambrian or Confederation).  Approved 
healthcare providers pay the fees up front and the NDHN 
reimburses the tuition as well as the cost of the text upon 
receipt of a transcript indicating successful completion of the 
module and original receipts. 

Outcomes 52 individuals from 32 Aboriginal communities/organizations 
in northern Ontario applied for and received approval for 
funding to take one or more modules. 
 
As of March 31, 2009, 8 individuals had applied for 
reimbursement for one or more modules. 
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Training of Healthcare Providers  

The 2006 Needs Assessment which was conducted by the NDHN found that 
Aboriginal communities and organizations in northern Ontario would like more 
opportunities to receive training in diabetes prevention and management in order to 
provide quality diabetes care for their members.  As the training initiatives undertaken 
to date relate to a variety of the other key themes, these initiatives can be found under 
the key theme heading that best describes the type of training undertaken (i.e. either the 
primary prevention or secondary prevention sections). 
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Sharing Lessons Learned ð 2008 -9 

The following is a summary of some of the lessons learned, or suggestions offered, by 
participating communities or organizations in 2008-9: 

Community-Based Workshops/Presentations/Health Fairs 
 
Additional topics of interest: 

 Information on type 1, type 2, and gestational diabetes 

 A community-wide presentation on diabetes presented by an expert on 
diabetes (continuing these annually) 

 Prevention education at all schools on an annual basis 
 
Motivation: 

 Prizes were important in attracting participants and keeping them 
motivated 

 A gift box draw created a desire to be screened 

 Multiple phone call reminders can contribute to the success of a service. 
 
What people enjoyed: 

 Learning through hands-on methods and interaction  

 Opportunities to ask questions in private (e.g. during foot care sessions) 
but to learn/share experiences about the effects of diabetes as a group (i.e. 
Elders) 

 Learning through Bingo 

 Cooking and being introduced to new foods (i.e. children) 

 Learning together as a family unit 
 
Suggestions: 

 Have a clear publicity plan  

 Need good communication between the facilitator and community contact 
person re: recruitment and workshop registration 

 Have facilitators with strong personalities and facilitation skills for large 
groups 

 Have good sound systems/lines of sight  

 Make lectures brief; have clear directions for individual work and 
monitoring small group activities to make sure people are on topic. 

 Have a brief orientation session for organizers (e.g. goals, activities and 
roles) 

 Have contingency plans for bad weather 

 More people should attend conferences such as the National Aboriginal 
Diabetes Association Conference (to bring back ideas to implement) 
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 Include waist circumference as a risk factor for diabetes screening 

 Encourage the community food advisors to participate in nutrition classes 
 

Other comments: 

 In general, it seems to take almost a year of monthly repetition to get 
people to request a service rather than putting out requests as agencies. 

 This project took time and planning but even with a small budget the 
organizer was able to reach many new families. 

 Perhaps including a small focus group for next year would garner more 
interest for evaluation. 
 

Groups with Students 
 Engage students in making healthy foods choices (take the classes to a 

grocery store or hands-on preparation of a healthy snack in the classroom) 

 Encourage and support the Board of Education in the development of 
increased school-wide Daily Physical Activities (i.e. running program, 
walking program, etcé) 

 Youth responded particularly well to the Turtle Conceptsõ boot camp, 
discussions, being active, group problem solving and healthy eating 

 Let community members know about the event (Turtle Concepts Youth 
Empowerment for Diabetes Prevention) about two weeks ahead of time 
and have more outdoor events 

 Body care activities are popular   

 Advertisements such as flyers posted in schools, radio and Health Centre 
helped make an initiative successful 

 Consider holding a session on a weeknight rather than a weekend 

 The end of school is an appropriate time frame for an after school physical 
activity program as not many other activities are taking place.  A motivated 
Physical Education teacher can encourage students to attend and can 
facilitate an after school sports program with an Aboriginal teenager who 
can assist and be an excellent role model. A tip to consider is that children 
may need to be told to wear appropriate footwear.   

 

Self-Management 
 Participants recommended a weekly coffee hour as part of an action plan 

 Participants from current self-management sessions as well as the previous 
self-management program recommend that another round of the 6 week 
program be delivered in the next few months. 
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Secondary Prevention 

Foot Care for Nurses: 

 More practice and/or observation of the care of complicated feet would be 
helpful. 

 Ongoing education in diabetes foot/wound care would be beneficial as would 
general diabetes information. 

 The interactive nature of the presentation (performing foot care) and the fact 
that it was broken up into fairly short segments was appreciated.  
 

Community-Based Foot Care: 

 This training empowers the community to be proactive in diabetes foot care 
and diabetes prevention. 

 Hands-on clinical experience with RN supervision is a helpful learning 
experience.  Hands on learning helps people remember better. 

 Self-introductions at the beginning of a workshop are good. 

 Specific strategies which will be useful in practice include: cleaning/washing 
feet, massaging, trimming toenails and self-care. 

 In general, more hands-on practice would help participants feel more 
confident.   

 Additional information about diabetes, healthy nutrition for diabetes, 
neuropathy and foot care would be appreciated. 

 It would be helpful to learn simple ways to explain the information up 
north. 

 

Other: 
 Using an existing campaign (such as "Moving Forward") can give 

committees a framework for community change and a marketing strategy. 
It can also empower more people to join a committee. 

 
 
 
 
 
 
 
 
 
 
 


