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Sharing Initiatives

Followingthe 2807 0 Shar i ng | ni t Humded imtiati’seS c ol | ect i G
(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 to workowards meeting the needs of Aboriginal people in northern

Ontario.

Background

In February of 2007itiativebased funding for diabetes prevention and management activities for
Aboriginal communities and organizations in northern Obegathroughtle NDHNGs Nor t he
Ontario Aboriginal Diabetes InitisiyNOADI). NOAD I priorities were info
OAboriginal Diabetes Education and Management
was submitted to the Ontario Ministry of Heaifti LongTerm Care in November, 200Bhe Needs
Assessment identified five key themes includingnaselfjement; primary prevention; secondary
prevention; diabetes education and management services;anohghefthealthcare providers.

Since NOADI tinding began, a large number of Aboriginal communities and organizations in northern
Ontario have planned, implemented and evaluated NfDAdHd diabetes prevention and/or
management activities at the community fewahny in partnership with local NDHMember

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-N@@l initiatives.

These initiatives are summarized in the docum8nh ar i ng | ni t-Based Aberigisal C o mi
Diabetes Projects 208 7gavailable on the NDHN website at www.ndhn.com)

In the April 1, 2008 to March 31, 2009 fiscal gparoximately 4358eople from 85 Aboriginal
communities and organizationsnorthern Ontario participated, or were expected to partidgipate,
NOADI -funded initiativesln addition, 4 community gardens were initiated; 200 resodeseugd kits

were producefibr teaching parenhout healthy eating, physical activity anete§at®0 mini footcare

kits were created; 2 community physical activity plans were developed; and a walking trail was opened.

The gren stars 0 the mapbelow indicate the location of First Nation communities amesefive
organizations which particga@in NOADI activities from April 2008 to March 31, 2009. The 110 First
Nation communities in northern Ontario are nariée. following table (Table 1) provides an overview
of NOADI initiatives completed for this fiscal year (April 1, 2008 to Mar€93}), 2




Map of Participating Communities and Organizations: NOAD{J2008

Table 1: Overview of Completed NOADI Initiatives ()08

Initiative Number Funded Status (as oDecember, 200p
Community/Organization -Initiated  Projects (primary| 52projects 45 submitedoutcomesgus 200B
and/or secondary preventjagncluding sethanagement walking tra)l

(~18%individuals participated plus

another-2400expected

(7 outcomes not submitted)
Diabetes Education module/Certificate Program | 52individuals 8individualzompleted module(s)
Cambrian/Confederation Colleges (32communities
AdvancedNursingFoot Care Workshop 1workshop Completed

(15nurses trained)
Foot Care Workshops for Community Healthcare | 2  three  phasq Completed
Workers(communitybased) workshops (L4community workers trained)
Turtle Concept¥outh Diabetes PreventionWorkshops 3- 3 day workshops| 3 completed
(communitybased) 702 day workshopg (25youth+ 1not submittefl
Community Mobilization Workshops (communibased) | 205 day workshops 1completed

(15participants)
School Mobilization Workshops (communibased) 3082 day workshopg Completed

(48participants)
Personal EmpowermentVorkshop (communidyased) | 162 day worksbp | Completed

(114high school students & others)

Culturally-appropriate DiabetesResource Orders

4 orders

Completed




Self Management

n orderto be able to effectively selinage diabetes, a person has to have the necessary
knowledge, skills and confidence to prolselve and make informed decisions about healthy
seltcare behavioursl.ndividuas who aresuccessfully setianaging their diabetes also know
whenthey needo conslilt with their diabetes education speca@listalthcare 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
20078 Chronic Disease Sklnagement Peer Led sessions submitted a request to ¢betinue
sessions into the 2008fiscal year. The outcomes from this second year can be found under
0Secondary Preventiono. Anot her communi ty w
submitted a workplan to host commubiiged selihanagement sesso The outcomes from

their project can | ikewise be found under 0Se




Primary Prevention

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

Physical activity
Healthy eating

Weight loss
Awareness of diabetes

In 20089, he NDHN&s Northern Ontario Aboriginal Di ¢
funding for six communHyased workshogmsed on thEkahnawake Schools Diabetes Prevention

Project (KSDPP) Training ProgramGommunity Mobilization foDiabetes PreventionAlex

McComber was contracted to facilitate the workshops which included:

e two communitypased community mobilizatiaorkshops (Pic River First Nation held the
week long session while another community which was fuesledable jo

¢ three school mobilization worksh§faishinaabeg of Kabapikotawangag Resource Council
(AKRC) in Big Grassy First Nation; MooSeee FirstNation, and Kenora Chiefs Advisory
atWabasemoong Independent First Nation] and

e one personal empowerment workshop (Nipissing First Nation).

Ten communities or organizations were approve
OEmpoweri mg PYewtemtt Di abetesd workshops. Ma t
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 communligised 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:

e Animbigoo Zaagi digan Ani shAmiamalbielkg @ aZda &g iD@ip@
Anishinaabek Youth Health Fair
e Anishnawbe MushkikiAnishnawbe Mushkiki Community Garden Project

o Atikameksheng Anishnawbek (Whitefish Lake First Nat@ommunity Diabetes Prevention
Program

e Batchewana First Natidnyouth in Motion
e BrunswickHouse Health Centrd-itness, Food, Fun Weight Loss Program

Chapleau Ojibwe Health Cerdré. Fitness, Food, Fun Weight Loss Progaath
2. An Evening to Prevent Diabetes

Constancéake First Mtiond Monthly Prevention Groups

Fort Albany (Peetabeck Health Servidegbetes Awareness

Obashkaandagaang First NatiQbashkaandagaang Diabetes Prevention Project
Ojibway Heritage School (Shoal Laké4jis on the Move

Parry Sound Friendshgentred Nutrition with Judy New




Primary Preventiod Community Mobilization Training

Project Title

Community Mobilization for Diabetes Prevention Traidi
Community Based

Leader

Pic River First Nation

Period

April 1, 2008 March 31, 2009

Participating Aboriginal
Communities/Organizations

Pic River First Nation

Project Goals

One of the comments from the centralized Comm
Mobilization workshops held in 26®Was the importance
having the trainego to the communities to host lo
sessions.

The participating community/organization will:

e Participate in a 5 day workshop which will teach th¢
develop a community vision for diabetes, condu
environmental scan, identify objectives and devel
activity calendar

e Commit to mobilizing their community for diabe
prevention

Project Description

This 5 day workshop involves participants in:

1. Understanding the background for successful dia
prevention

2. ldentifying community values and developin
community vision for diabetes prevention

3. Conducting an environmental scan of comm
strengths and weaknesses in preparation for di
prevention programming

4. ldentifying goals, objectives and strate@ied, a
community activity calendar

5. Understanding teamwork and building a comm
coalition

6. Developing an information dissemination progran

Outcomes

The workshop took place from February 2 to 6, 20009.

e Fifteen participants, including the Miver Bang
Manager and Education Director, attended.

e Values were identified, a draft vision statemen
developed, an environmental scan was conductg
strategic goals were set for physical activity, h
eating and positive attitude for Pic Riarest Nation.

¢ Next steps, with tasks specifying expected comp
dates and people responsible, were developed.




Primary Preventiod School Mobilization Training

Project Title

School Mobilization for Diabetes Prevention

Leader

Anishinaabeg d¢fabapikotawangag Resource CouKiIRC)

Period

April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizatior

Big Grassy First Nation

ProjectGoal

This workshopis intended to provide participants from I
schools, health and recreation organizations with knowled
skills to enable them embark on a process to mobilize a
system or school for diabetes prevention.

ProjectDescription

The two day workshop (lectures, discussion, pract
component)ncluded the followingiformation

1) The process of how to develop a visionaingss for a
school community

2) The components of the KMHC Health Education Progrg
for Diabetes Prevention

3) Thesteps necessy to implement a diabetes prevention
educabn program for school children

4) A review ofAboriginal learning styles

5) How to conduct an environmental scaa@mmunity
school system

6) How to identify critical success factors and develop gog
objectivegor school mobilization for diabetes prevention

7) How to prepare a school calendar of diabetes preventid
activities (nutrition and physical activity) for students an
staffand

8) Howto raise support for a diabetes prevention mobilizal
in your school

Outcomes

The workshop was held Januar2@,92009.

¢ Nine people attended the workshop.

e There was engaged discussion throughout the work

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

e There was also a need famhanced communicati
between the facilitator and community contact pers;
recruitment and workshop registration.




Primary Preventiod School Mobilization Training

Project Title

School Mobilization for Diabetes Prevention

Leader

Moose Creé€irst Nation

Period

April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Ministik School, Moose Cree First Nation

ProjectGoal

This workshops intended to provide participants from I
schools, health and recreation organizations with knoy
and skills to enable them embark on a process to mot
school system or school for diabetes prevention.

ProjectDescription

The two day workshop (lectures, discussion, pract
component)ncluded the followinigformation

1) The process of how to develop a visionalingss for a
school community

2) The components of the KMHC Health Education
Program for Diabetes Prevention

3) Thesteps neceasy to implement a diabetes preventior
educabn program for school children

4) A review ofAboriginal learning styles

5) How to conduct an environmental scaa@mmunity
school system

6) How to identify critical success factors and develop g
and objective®r school mobilization for diabetes
prevention

7) How to prepare a school calendar of diabetes preven
activities (nutrition and physical activity) for students i
staffand

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

Outcomes

The two day workshop was held Mardl® 92009

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

e Values were identified, a draft vision statemeni
produced an environmental scan was condu
potential activities for the coming 2 school years
identified and recommendations were developed.




Primary Preventiod 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

ProjectGoal

This workshops intended to provide participants from I
schools, health and recreation organizations with knoy
and skills to enable them embark on a process to mot
school system or school for diabetes prevention.

ProjectDescription

The two day worksh@ (lectures, discussion, pract
component)ncluded the followingpformation

1) The process of how to develop a visionelingss for a
school community

2) The components of the KMHC Health Education
Program for Diabetes Prevention

3) Thesteps necessary to implement a diabetes prevent
educabn program for school children

4) A review ofAboriginal learning styles

5) How to conduct an environmental scaa@mmunity
school system

6) How to identify critical success factors and develop g
ard objectives for school mobilization for diabetes
prevention

7) How to prepare a school calendar of diabetes preven
activities (nutrition and physical activity) for students i
staffand

8) Howto raise support for a diabetes prevention
mobilization in youschool

Outcomes

This workshop took place Januar22,12009.

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

e Values were identified, a draft vision statemeni
developed, an environmental scan was conducte
four activities to do held within this school year anf
next were planned.

e Recommendations were made to enhance the pg
success of the planned activities.
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Primary Preventiod Personal Empowerment Training

Project Title Personal Empowerment fdrabetes Prevention
Leader Nipissing First Nation
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Nbisiing Secondary School

ProjectGoal

This presentation revisactorsthat encourage us or hing
us in healthy eating, physical activity and interper
relationships. deticipantscan thenbegin to examine the
lifestyle habits and the reasons beliiestyledecisions the
make This exercisean empower us to make decisions
will support healthlffestyle change for diabetes preventior

ProjectDescription

Participantseceivea series of reflective questions about
lifestyle habitsinteractive discussidocuseson howmaking
choices around healthy lifestyle activities is empowerary
individual and that there are times when we need to €
our feelings to understand why certain choices are me
understanding this, people begin to empower themsel
coming to terms with feelings, esgBcnegative ones bas
on life and malti-generational experiences

An evening session consi s
Gi ft of Di abetesdé which
personal journey of seliscovery living with diabetes. Din
and a talking circle followed.

Outcomes

Thisworkshop took place Februarg® 2009.

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

e Approximately 10 people attended the evening ev

e Recommendations include:

o having facilitators with strong personalities
facilitation skills for large groups

o having good sound systems/lines of sight

o0 making lectures briefaving clear directior
for individual work and monitoring small gr¢
activities to make sure people are on topic.

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

o Contingency plans for inclement weather

11



Primary Preventiod Empowering Youth for Diabetes Prevention

Project Title

Turtle Conceptsd Empowering Youth for Diabetg
Prevention

Leader

Mattagami First Nation

Period

April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Mattagami First Nation

ProjectGoal

The goal of his workshop is to help youth become m
confident and sedware. This empowerment can not |
helpyouth make healthier lifestyle cheito prevent diabets
but can also hplthem have a more balanced and po:
outlook on themselves and their lives.

ProjectDescription

Dave Jonesandoneorrme Ot urt | es O dayy
diabetes prevention focused workskafjedd E mp o w
Yout h t o Pr ewaeanation DfitirddCencepis
popul ar wor kCshtod c e®CG h cCihooe s

The workshop involves the youth in learning abotgstelén
and why they deserve to be healthy and to feel confiden
themselves. It then offers realistic and prasticdaégies tq
help young people become empowered to make he
choices about food, physical activity, smoking, alcohc
drugs. The youth are encouraged to try out the strate
their daily life and then come back to discuss it.

A 0 b o o tomponept@ongists of challenging the youi
various activitiedincluding those which encourage teark
and which build leadership skills.

Outcomes

e Seventen youth participated in the workshop an(
returned evaluations.

e All of the respondentsnjoyed the workshop and
healthy lunches and snacks.

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

e There were no suggestions for improvement othel
omor e of t h e 0 m@me,olettidg
community members know abole event aboutvo
weeks ahead of timed more outdoor events.

12



Primary Preventiod Empowering Youth for Diabetes Prevention

Project Title

Turtle Conceptsd Empowering Youth for Diabetg
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 his workshop is to help youth become m
confident and sedware. This empowerment can not
helpyouth make healthier lifestyle cheito prevent diabets
but can also help them have a more balanced and p
outlook on themselves and their lives.

Project Description

Dave Jones and one or mor
diabetes prevention focused workskafjledd E mp o w
Yout h t o Pr ewaeanation DfiirddCencepis
popul ar wor kCshtod c e®CG h dcCihooe s

The worksbp involves the youth in learning aboutessen
and why they deserve to be healthy and to feel confiden
themselves. It then offers realistic and practical strate
help young people become empowered to make he
choices about food, psical activity, smoking, alcohol |
drugs. The youth are encouraged to try out the strate
their daily life and then come back to discuss it.

Outcomes

Outcomes not submitted.
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Primary Preventiod Empowering Youth for Diabetes Prevention

Project Title

Turtle Conceptsd Empowering Youth for Diabetg
Prevention

Leader

Timmins Native Friendship Centre

Period

April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Wasa\abin Youth Program (4118 year olds)

ProjectGoal

The goal of his workshop is to help youth become m
confident and sedware. This empowerment can not |
helpyouth make healthier lifestyle cheito prevent diabets
but can also help them have a more balanced and p
outlookon themselves and their lives.

ProjectDescription

Dave Jones and one or dadilay
diabetes prevention focused workskafjedd E mp o w
Yout h t o Pr ewaeanation DfitirddCencepis
popul ar wor kCshtod c e®CG h cCihooe s

The workshop involves the youth in learning abotgstelén
and why they deserve to be healthy and to feel confiden
themselves. It then offers realistic and practical strate
help young people become empowered to rhakéhier
choices about food, physical activity, smoking, alcohc
drugs. The youth are encouraged to try out the strate
their daily life and then come back to discuss it.

Outcomes

The workshop took place Januar2232009:

e 8 youthparticipated and completed evaluations.

e All of them enjoyed the workshop and leal
something helpful. Body care activities were po
olt was a great wor ksh

e Advertisements such as flyers posted in scli
Wawatay radio and Misiway Health Cehgfped
make this initiative successful.

¢ Next time, it should be geared for a weeknight T
than a weekend.

14



Primary Preventiod Community Based Initiatives

Project Title

Ani mbi i goo Zaa g(AZA)YguhrHeakmFail

Leader Ani mbiigoo Zaagi 0(ADAx nHealth
Department
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Ani mbiigoo Zaag(AZA) gan Ani

ProjectGoal

To increase awareness of diabetes and wanevémt healtl
complications by coordinating a one day youth |
fair/conference.

ProjectDescription

Activities consisted of:

e The most effective practices in youth health le:
were researched including youth guest speakers
role models.

e A team of youth and the health fair organizer met
Dave Jones of Turtle Concepts to develop a I
plan and genda for the youth health fair.

¢ A meeting was held with the Chief and Council &
date was set to hold the health fair on the new res

e Youth were owalked thr
processnieals, registration, suppliesits, heaters).

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

e A variety of activities weused to educate and insf
youth to achieve healthy lifestyles

¢ Youth were screened following a lesson on prevg
type 2 diabetes.

Outcomes

e 26 youth registered for the youth health fair an

attended

e One referral was made to a family physfiollawing
screening.

o Al I of the youth said

e Parents ooffered fant a
children are advising them about physical activit
the amount of sugar in pop.

15



Primary Preventiod Community Basedditiatives

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)

ProjectGoal

To develop aommunity garden at the Dorion site whic
the location of traditional healing ceremonies, cu
teachings, medicine walks and the community garden.

ProjectDescription

Activities consisted of:
e Purchaseagden gpplies and tools
e Establish@érms of réerence for the community garg
committee (purpose, membership responsibi
guidelines)
e Prepare garden site and plant berries, vegetabl
herbs
Maintain garden regularly
Evaluate, summarize and prepare report

Outcomes

The community garden isfé@t by 40 feet.

The ground was broken and staff, clients and su
students planted berries, vegetables and sta
medicine garden
e 0The community garden
access to healthy food, and empower familie
address food securityn a posi ti ve
e |t oOoOéprovides Ani shnaw
workers, and community members with a natural
to reconnect with nature, learn about traditional
and produce nutritious
e Community partnerships have beevetbped fol
gardening expertise and assistance (e.g. Willow |
Creative Centre; Vanderwees; Food Action Netwo

16



Primary Preventiod Community Based Initiatives

Project Title Atikameksheng Anishnawl®khitefish Lake First Nation)
Community Diabetes Prevention Program

Leader Atikameksheng Anishnawbek (Whitefish Lake First Natig

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Atikameksheng Anishnawh@®khitefish Lake First Nation)

ProjectGoal

e Have staff members trained through Yellow
College to implement the Diabetes Prevel
Program.

e To increase diabetes knowledge of comm
members through a Diabetes Expo which algib
enhancenotivation and peer support.

ProjectDescription

Activities consisted of:

e Two staff me mber s att
Community Diabetes Prevention Worker Progral
that they would be able to plan and deliver dia
prevention and management preE®NS anc
programs.

e The planned Diabetes Expo activities were mo(
due to lack of funding resources to include:

e Purchase, use and distribution of resource]
diabetes prevention to students at the ai
OPreschool Physical so

Outcomes

e Two staffmembers received certificates of complg
from Yellowquill College Program activities we
implemented.

e The children and teens understood that dia
prevention is important and were able to ide
healthy and unhealthy food choices.

17



Primary Preventiod Community Based Initiatives

Project Title Batchewana First NatidnYouth in Motion
Leader Batchewana First Nation
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Batchewana First Nation

ProjectGoal

To reduce the rates ofpe 2 diabetes for the Batchewg
membership through the teachings oftimgdifestyle choice
for our youth

ProjectDescription

Activities included:

The North Shore Tribal Council Dietitian provic
nutritional teaungs to the youth (what to order ii
restaurant, how to read store labels, etc.) The
also learned what snacks were nutritious by pre
the snacks themselves such as tuna melts and (
Caesar wraps.

Youth participated in physical atiggi such al
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
onset of type 2 diabetes and healthy lifestyles.

Outcomes

The Youth In Motion program was held weekly a
Batchewana Learning Centre.

Approximately 125 youth attended from on and |
Reserve. The project was a joint venture betwe
Missinabie @e First Nation and the Batchewana |
Nation.

18



Primary Preventiod Community Based Initiatives

Project Title Brunswick House Health CentrEitness, Food, Fun Weid
Loss Program

Leader Brunswick House Health Centre

Period April 1, 20080 March 31, 2009

Participating Aboriginal
Communities/Organizations

Brunswick House First Nation

ProjectGoal

To provide information about diabetes prevention as w
opportunities/skills for making healthy cooking and phy
activity part of dajlliving.

ProjectDescription

Activities consisted of:

e Healthy cooking classes were held (e.g. CI
Spaghetti; vegetables; chicken pot pie; mush
burgers; chicken lettuce wrap). Clients mads
recipes and took them home to share with
families.

e A weight loss program was developed in which
of fruit and vegetabl q
|l oser 6 each week for 6

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

Outcomes

e 6 healthy cooking classes were held. 64 indiy
participated.

e Approximately 30 clients participated in the poker
(many teens). Since it was winter, snowshoes
rented for a portion of the walk. The walk |
followed bythe chili dinner.

19



Primary Preventiod Community Based Initiatives

Project Title Chapleau Ojibwe Health Cenidel. Fitness, Food, Fu
Weight Loss Progra&n2. An Evening to Prevent Diabetes

Leader Chapleau Ojibwe Health Centre

Period April 1, 2008 to March 31, 200

Participating Aboriginal
Communities/Organizations

Chapleau Ojibwe First Nation

ProjectGoal

To provide information about diabetes prevention as W
opportunities/skills for making healthy cooking and phy
activity part of daily living.

ProjectDescription

Activities consisted of:

Healthy cooking classes were held (e.g. CI
Spaghetti; vegetables; chicken pot pie; mush
burgers; chicken lettuce wrap). Clients mads
recipes and took them home to share with
families.

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

A contest was held for the person who participat
the classes and who both exercised and ate wel
prize, donated byhé¢ instructor, was one month
personal training with the instructor.

Outcomes

4 healthy cooking classes were held. 20 indiv
participated in the healthy cooking classes.

Two exercise instructors were hired for foonths.
One provided aerobic classes on Mondays
Thursdays while the other provided yoga on Frida]
One client attended all of the classes and lost 8 p
After the classes were completed, she continue(
her weight loss losing a total opbdinds.

20



Primary Preventiod Community Based Initiatives

Project Title Monthly Prevention Groups
Leader Constancékake First Nation
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Constancé&ake First Nation

ProjectGoal

To prevent diabetes in youth.

ProjectDescription

Activities for youth aged& 914 and 15 to young adu
consisted of:

Healthy eating and cooking classdstchen of grocer
store in town of Hearst (with cookbook, portion plé
skipping ropes/countérdollowed by a grocery std
tour.
School visits with games and exercise tools (h
eating; prevention; risk factors) with blood glu
screening, dalthy snacks (fruit kabobs and yo
tubes); lunch and learn with school staff to dis
diabetes prevention.

Outcomes

One class was provided with organized transpor
(versus the monthly classes which had been planr]
people attended youngparents were a difficult gro
to reach. Those who attended had a b
understanding of healthy eating and label reading.
learned that it is not as complicated as they thd
Cookbooks were provided to participants
community members; skipgiropes and portion plat
were provided to community members.
Approximately 125 studerftem primary to secondal
school participated in the school visits; those
signed consent forms were screened.

21



Primary Preventiod Community Basedditiatives

Project Title Fort Albany (Peetabeck Health Servidegbetes Awareness
Leader Peetabeck Health Services
Period April 1, 2008 to March 31, 2009

Participating Aboriginal Peetabeck First Nation
Communities/Organizatior]

ProjectGoal Primary prevention of diabetes.

ProjectDescription Planned etivities includs

e Diabetes Prevention & ScreeningX5

e School Prevention & Screenfngth guest speake¥B
e Complications, Game & Screening High School

Outcomes Outcomes not submitted.
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Primary Preventiod Community Based Initiatives

Project Title Obashkaandagaang Diabetes Prevention Project
Leader Obashkaandagaang First Nation
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizatior]

Obashkaandagaang First Nation

ProjectGoal

To work towards diabetes prevention in the community.

ProjectDescription

Activities consisted of:

Weight loss/managementPhysical activity (walking
times a week) for clients at risk of diabg@dslts anc
obese children). Pedometers were purchased.
Diabetes awareness workshops and health fairs (\
diabetes, symptoms, the complications of diabetes
and symptoms angrevention) with refreshments g
handouts
Healthy meal planning, hesvbudget/stretch the dollg
diabetes awareness and community kitchen cq
classes for new Moms were hosted by the Dig
Prevention worker.

Outcomes

20 people participated in the weight loss/exercise

andkept active despite weight which gomes yey 0.0
Monthly workshopand health fairsere held for adult;
children and Elderg.en people a month attended

workshops and the same number attended the

fairs.

Community kitchens were held twice a month for
Moms. Six moms attendesach month.
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Primary Preventiod Community Based Initiatives

Project Title Ojibway Heritage School (Shoal Laké4Wjis on the Move
Leader Ojibway Heritage School (Shoal Lake 40)
Period April 1, 2008 to March 31, 2009

Participating\boriginal
Communities/Organizatior]

Shoal Lake 40

ProjectGoal

Increased knowledge of what diabetes is and which stej
student can each take to prevent diabetes.

ProjectDescription

Activities consisted of;

Diabetes education workshop for JKgtade 7 (what i
diabetes; healthy snacks for healthy living; foods t
the body for growth; sample healthy snacks to try)
Placemat design contest (placemats to be laminat
used at school lunch program)

Purchase of sporting equipment to engadérehniin
physical activity reflective of their geographical loc
School will ensure that they facilitate access to equi
and promote diabetes prevention (e.g group <
outings followed by fresh fruit and juice)

Photo documentation to immortai the group effor
towards healthier lifestyles (to be promoted in
media)

Outcomes

Shoal Lake 40 Ojibway Heritage Sctsooobmmittedo
diabetes prevention and healthy lifestyle prométiol
has partneed with the local NDHN member diabet
program and community development team.

35 students are in JK to gradélfieyare more aware {
diabetes and eating healthier foods to prevent diabe
16 pairs of snowshoes were purchased as well as |
to makehome harnesses. Soccer balls, basketballs
dodge balls, sleds, skipping ropes, badminton birds
baseball gloves, helmets, bats, golf clubs/balls,
hockey protective equipment and sticks/tennis ball;
hockey goal nets were also purcha3é&e children wel
very pleased with the 1
on their faces was pric

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

Project Title Parry Sound Friendship Cer@ifdutrition with Judy New
Leader Parry Sound Friendship Centre
Period April 1, 2008 to March 31, 2009

Participating Aboriginal Parry Sound Friendship Centre
Communities/Organizatior]

ProjectGoal Primary prevention of diabetes.
ProjectDescription Planned activities included:
e Nutrition with Judy Newd diabetes and nutrition sess
for youth

Outcomes Outcomes not submitted.
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Secondary Prevention

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

¢ Nutrition counselling

e Medications

e Screening & monitoring for conagliions (including foot care)
In 20089, he NDHNGOG s Northern Ontario Aboriginal Di a
centralized advanced nursing foot care workshop in northern ONtaises who had participated
in the 2008 basic foot care workshops 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 20089, communitypased 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 thespring of 2009. In addition to these secondary prevention training
workshops, NOADI funded 15 secondary prevention initiatives, including twedpseH
management projects, which were proposed and carried out by Aboriginal communities and
organizatios across northern Ontario. These included:
e Sudbury Aboriginal P e o pFoatHedthCAnicl i ance ( Nort
e Eabametoong First Nation Home & Community Care Pragj¥d#mChi We Tise Win
(Helping Yourself)
e Kenora Chiefs Advisory In€ CommunityScreening Event
e Moose Deer Point First NatierPrevention & Management for Adults Living with
Diabetes and Experiencing Complications
¢ NishnawbeGamik Friendship Centrédave Feet will TravélA DiabetesdAmputation
PreventiorEvent
e North Caribou Lake Fst Nation Home & Community Care Prografave Feet will
Traveld A DiabetesAmputation PreventioBvent
North Shore Tribal CoundlDiabetes SeManagement Program
Red Lake Indian Friendship Cerdtfeeet First
Shawanaga First Nation Healing Cehirei ng a O Nor mal 6 Heal thy Lif
Wabaseemoong Independent First Natdfeset First (Step 1)
WabauskarigBiabetesMlanagement Fair Week
Windigo First Nation Council Home & Community Care Program (Bearskkirsake
Nation) - Have Feet wilTraveld A DiabetesAmputation PreventioBvent
¢ Windigo First Nation Council Home & Community Care Program (Cdtitstikéatior) -
Have Feet will Trav8lA DiabetesAmputation PreventioBvent
e Windigo First Nation Council Home & Community Care Profachigo Lakeirst
Nation) - Living Well with DiabetésA Day of Discovery in Sachigo Lake
e Windigo First Nation Council Home & Community Care Program (SlatarsaN&atior)
- Have Feet will Trav8lA DiabetesAmputation Prevention Event




Secondary Preventidrdvanced Nursing Foot Care

Project Title Advanced Nursing Foot Care Training

Leader NDHN Northern Ontario Aboriginal Diabetes Initiati
(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
MencYaWin 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 thiadvanced nursing foot care course |
provide nurses with the knowledge and skills necessary t
ensure that quality foot care services are delivered
Aboriginal community and/or organization level. The 1
should be able to provide adwahaursing foot care as part
a multidisciplinary diabetes management team foi
Aboriginal community or organization.

Project Description

This advanced nursing foot care course, facilitated by Be|
Clarke, is for RNs and RPNs who have alfeadly basic foc
care course and are actively using these practical ¢
Aboriginal communities and/or organizations. It incli
current information regarding:

e assessment and management of the diabetic foot
foot health education focusing on prewenti
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 foo
venous leg ulcers

biomechanics/gait analysis and orthotic casting
e best pradgte guidelines and clinical practice




e massage therapy of the lower leg
¢ independent practice

Outcomes

15 nurses were funded to attend the workshop. Each
respondents said that they will change foot-related
practices because of what they leaaneld14 responded th
they felt better able to provide advanced foot care.

Some of the important things they mentioned learning inc
e techniques to address diabetic foot wounds

caring for the high risk foot

scalpel use

alternate ways of reducing lteiced nails

dealing with ingrown toenails

infection control/proper sterilization techniques

use of evidendaeased practice/risk management

correct use of tools

Networking was mentioned as a benefit of the workshop.

One persoc o mment ed t hat ol f €
with my practiced6 while 7
observation of the care of complicated feet would be hi
Ten of the participants mentioned that ongoing educati
diabetes foot/wound careowld be beneficial.
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Secondary PreventidrfCommunityBased Basic Foot Care

Project Title CommunityBased 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 dawe;
amputations, promote better health and quality of i
communities and to support community independence th
skill development in caring for feet. NOADI funding w
provided to enable trained community workers to better ¢
that communitypased foot care services are delivered i
Aboriginal community or organization level.

Project Description

The Feet for Life Training course was developed by tw(
(Bette Jean Clarke and Patty Everson) with extensive exj
in providing basic and advanced foot care and traini
northern Ontario. It is a three phase basic foot care cou
communityworkers such as Personal Support Workers (P,
The first two phases are 3 days long and the third is 4 daj
In the third phase the students use the skills they have
to present an Amputation Prevention workshop to memb
the communityiving with diabetes who can still see and |
their feet. Teaching in Deer Lake was done via the TV ag
local radio station is active most of the time and eve
watches. There is approximately 6 weeks between ph
allow time for practicirgkills and for nail growth.

Outcomes

¢ Sevenndividualsncluding Home and Community C;
Personal Support Workers, CHRs and other healtl
programs. Each of the dompleted the foot cal
trainingand submitted evaluations

e Each ofthe 7 participard reported that thewill use
strategies which were learned and all feel
empowered to provide foot care in the community.

¢ Washing feet, cutting toenails, and learning wioafe
hurt were some of the most important things learne
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Secondary PreventidrfCommunityBased Basic Foot Care

Project Title CommunityBased Basic Foot Care Training
Leader Zhiibaahaasing First Nation
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Zhiibaahaasingome and Community Care
Zhiibaahaasing Health Centre

Project Goal

Feet for Life was developed in an effort to prevent dawe;
amputations, promote better health and quality of i
communities and to support community independence th
skill development in caring for feet. NOADI funding \
provided to enable trained community workers to better ¢
that communitypased foot care services are delivered i
Aboriginal community or organization level.

Project Description

The Feet for Lifdraining course was developed by two

(Bette Jean Clarke and Patty Everson) with extensive exj
in providing basic and advanced foot care and traini
northern Ontario. It is a three phase basic foot care cou
community workers such Rsrsonal Support Workers (PSV
The first two phases are 3 days long and the third is 4 daj
In the third phase the students use the skills they have

to present an Amputation Prevention program to memby
the community. There is approately 6 weeks betwe
phases to allow time for practicing skills.

Outcomes

Seven individuals participated in the training and rel
evaluations. Two mentioned that the most important
they | earned was the 1 mpo
have only the one pairéeo.

e 0These types of trainin
communities to be proactive in diabetes foot care
di abetes preventiono

e 0 The -tnzxlmidas experience with RN supervision
the ultimate learrgn e x per i ence f or

All of the participants said that they will use the strategie
have learned. Specific strategies they mentioned i
cleaning, massaging, trimming toenails archself

6 of the 7 participants said they felt memgowered to d
appropriate foot care in the community whilette @ i d

j ust need to practice s eom
practice would have helped the participants feel
confident. One participa
benefit this area by havir
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Secondary PreventiGt€ommunity Based Initiatives

Project Title Sudbury Aboriginal P e o p fFoet}
HealthClinic

Leader Aboriginal Peopl es d o3ubbury a i

Period April 1, 2008 to March 31, 2009

Participating Aboriginal Aboriginal Peopl esd @& Budbusy

Communities/Organizations | Area

ProjectGoal Increased awareness of diabetes complications es

pertaining to foot circulatiand care with enhanced ®elfe.

Early identification of infections and other complications.

ProjectDescription Activities consisted of:

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

e A registeré nurse will provide foot scrésg treatmen
and education.

e A light snack and information on foot health
diabetes preventido take home will be available.

Outcomes e 35 clients participated in the cliddsl% had diabete
and 49% were at riskMost of the interest from th
general public (versus regular clients) was in ttvedl
of the 9 clinics as it todkne to build up rapport ar
credibility and for word of mouth to get to f{
community. In general, it seems to take almost a
monthly repetition to get people to request a sg
rather than putting out requests as agencies.

e 100% of clients learned something new about diab
All of the clients living with diabete®re offered i
referral to the local NDHN member diabetes @uogr

e Participants of the foot clinic reported improved h¢
as it relates to diabetes. There wasowerall
enhancement in attitud®wards healthy living |
evidenced by requests to continue the foot care ¢
as other activities such as cookingetasealthy eatil
workshops and outdoor activities.
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Secondary PreventiGt€ommunity Based Initiatives

Project Title We Chi We Tise W(Hlelping Yourself)

Leader Eabametoong First Nation Home & Community Care Pro
Period April 1, 2008 tdarch 31, 2009

Participating Aboriginal Eabametoong First Nation

Communities/Organizations

ProjectGoal ¢ Improvement in Chronic Disease Self Manageme

clients with diabetes and other chronic conditions.

e More Health and Social Service workers tréoneold
ongoing communitiased workshops.

ProjectDescription Activities consisted of:

e Holding communitpased workshops based on
Chronic Disease Self Management (CDStenford
Model for adults living with, or at risk of, diabetes.

e Holding a CDSMTrain the Trainer workshop fi
people already working in Health and Social Servi

Outcomes e 16 individus completed the single worksh@d
sessions) which was héldall of the 16 submitte
evaluations which indicated improvedraaliagement

e 1 Hedth and Social Services Workdrom
Eabametoongrained as leadar the Regional Leade
Training Workshop which was partially funded by
project as well.

e Comments includedamping up the Chronic Dised
Self Management Program in Eabametoong
Nation took more time and effort than anticipa
Having only one person qualified locally to prese
sessions was an issue as two are required to |
sessions (a partnership had been formed with al
community). However, investments made paoity
building position the First Nation to accomplish n|
in coming year. The community now has 3 p¢
trained as Master Trainers for Diabetes
Management, 2 withratning as Master Trainers
Chronic Disease Self Management and 1 who i€#|
for Chronic Disease Self ManagemeginceMaster|
Trainers can not only lead workshops but also trail
leaders, the community is poised to accomplish
more in the new year.
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Secondary PreventiGt€ommunity 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 Narrowsirst Nation
Shoal Lake 3Birst Nation
Shoal Lake 4Birst Nation
WabaseemogrFirst Nation

ProjectGoal

Approximately 75% of the First Nation adults per First Na|
will be screened
e Statistics collected will be compiled and inputted int
database
e Adults will know if they have diabetes lamdble to
manage thediabetes better

ProjectDescription

Planned activities inclutle

e Invite Diabetes Education team consisting
chiropodist, retinopathy screening, diabetes edu
dietitian, health nurse

e Community diabetes workers will arrange, schedul
promotethe screening event to the six First Nationg
and the First Nation schools.

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

Outcomes

Outcomes nosubmitted.
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Secondary PreventiGt€ommunity Based Initiatives

Project Title Prevention & Management for Adults Living with Diabetes
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

ProjectGoal

To attend a national conference in order to see the trig
triumphs of others living with diabetes and then to shal
experiences with the DiabeSegpport Group.

ProjectDescription

Activities consisted of:

Individuals from the community will attend tHe
National Conference on Diabetes and Abori
Peoples.

In addition, resources will be purchased to be ug
the monthly Diabetes Support Gpo

Outcomes

Three people attended the conference and returr,
the community to implement some of the actiy
which were demonstrated there including the Bi
Loser and Reflexology. In addition, furt
education/personal storiesn managing diabetes
avoid complications were shared. Particij
recommended that more people attend t
conferences.

The Di abetes Support
SuccessoO which receive,
noted that she learned howh&p her husband mang
his diabetes and others mentioned that learning th
laughter was positive.

34



Secondary PreventiGt€ommunity Based Initiatives

Project Title Have Feet will Travél A DiabetesAmputation Preventio
Event

Leader NishnawbeGamik Friendship Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Sioux Lookout and area (K
Head, New Saugeen, Dinorwic)

ProjectGoal

Ulcer and amputatigarevention.

ProjectDescription

Activities consisted of:

e Beginning the day with opening drum and c
invocation followed with a sage and sweet
cleansing

e Teach to Teach Activities: Laagto use DART form
(Diabetic Foot Assessment of Risk Tdstging for
own pulse (blood flow affects healing); Demonstr
of 10 gram monofilament (early identification)

e Screeimg adults with diabetes using DART: identify
active lesions (looking at your feet; using proper
care toolsdiet and healthanputations and scars (wk
affects healing time); sedire practices (can you see
reach your feet; what to look for in a shoe; supel
care and cleaning)

e Wound care presentation

e Serving nutritious homemade lunch and snacks

e Having 2 podiatrists fromMundingburra Australig
(Jasorand Ruth Warnock) dacilitatethis event with
Bette Jean Clarke and Patty Everson (Feet fol
facilitators) and Joanne Knudsen (wound care nury

Outcomes

e Over 30 people affected by diabetes in various
attendedhe Diabetes Amputation Prevention event

e 21 evaluations were returned. Of these, 10 were
nurses working at the MeMeaWin Health Centre ¢
with Home and Community Care; 6 were from per
support workers (PSWs), health care aides workin
the Health Centre, Home and Community Care o|
Kejick Bay Clinic and Elders Homes or from othe
health workers; 1 was from a person living
diabetes; and 4 were not identified.

e The nurses all agreed that the presentations
relevant and informae. They appreciated
interactive nature of the presentation (performing
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care) and the fact that it was broken up into fairly
segments which kept up interest. A number of n
were interested in attending a wound care presen
Two nmentioned they would like to attend a foot f
workshop and one said anything about diabetes
be helpful.

The PSWs likewise agreed that the presentation|
relevant and informative. They too appreciate
interactive format (particularly washfegt). They
would like the presentation to go up to the commui
and to learn more about diabetes, neuropathy an
care. One person commented that it would be hi
to learn simple ways to explain the informatioi
north.

Other individuals comented that: the hands on asy
was appreciated as it helps people remember bett
it would be helpful to have people introduce themg
at the beginning (who they are and where they \
and that theyod | ike t
hedthy nutrition for diabetes and/or foot care.

The organizers commented that the foot care worl
and presentations on diabetes were successful.
believe it would be helpful to expand the workshog
a two day event and incorporate sessions @mnaiesa
diabetes, history of diabetes in Aboriginal pe
special considerations for health in people with dié
as well as a session on healthy eating and lifestyle
people can understand the illness rather than bl
themselves or othersdditional funds would be neeq
to organize a longer workshop. Overall, it was ex(
0 particularly to have special guests share their
experiences and homeland.
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Secondary PreventiorfCommunity Based Initiatives

Project Title Have Feet will Travel A DiabetesAmputation Preventio
Event

Leader North Caribou Lake First Nation Home & Community (
Program

Period April 1, 2008 to March 31, 2009

Participating Aboriginal North Caribou Lake First Nation

Communities/Organizations

ProjectGoal Ulcer and amputation prevention.

ProjectDescription Activities consisted of:

e Teach to Teach Activities: Laagto use DART form
(Diabetic Foot Assessment of Risk Test);irigefr
own pulse (blood flow affects healing); Demonstr
of 10 gram monofilament (early identification)

e Screeimg adults with diabetes using DART: identify
active lesions (looking at your feet; using proper
care toolsdiet and healthamputatins and scars (wh
affects healing time); sedfre practices (can you see
reach your feet; what to look for in a shoe; supel
care and cleaning)

Outcomes e 10 healthcare providers received training and 22 |
with diabetes learned aboating for their feet.

e For most people, this was the first time they havs
the proper tools and practical teachings on how t(
for their feet.
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Secondary PreventidrtCommunityBased Sessions

Project Title CommunityBased Peer Le8essions in Chronic Dise:
SelfManagement

Leader North Shore Tribal Council

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

BatchewankBirst Nation

Garden RiveFirst Nation

Indian Friendship Cent(8ault Ste. Marie)

Mississaugi First Nation

Sagamolknishnawbek First Nation

Serpent Rivefirst Nation

Thessaloffrirst Nation

Whitefish Lak&irst Nation(Atikameksheng Anishnawbek

Project Goal

Participantsvith diabetesvill feel better able to setfanage
their diabetes.

Project Description

The sedmanagement prograsdesigned to hejpeople
with a chronic disease such as diabatesonfidence in
their ability to control their symptoms amelr ability to
influence how thehrealth problemaffect their livesThe
sessionare highly interactive, focusing on building skillg
sharing experiences and supplasteffectivenessas been
evaluatethrough a randomized, controlled trial wineh
2-4 years in lengtht showed that thgrogramis safe and
effective(adapted fromittp:/patienteducation.stanford.edu/ program|
July 21, 2008).

Teams of B trained peer leaders each [2ostorkshops ir
their respective commities/organizations over 12 mont
The maximum number of participants per worksksg
approximately 10. The workshaps each 6 weeks lo
with one 2.5 hour ssion a week. Peer leaders
standardized flipcharts to present the workshop materig

Outcomes

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

e 8 people from Batchewana First Nation (6 with dia
and 2 with fenily members) signed up for the coy
Two individuals with diabetes finished the 6 \
program. Both individuals appreciated that the c
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was offered and believed it would help them deal
diabetes.

Eleven people signed up for the program irsSdien
First Nation and four participants completed
Transportation was provided as well as the rg
snacks. Based on the success of the progra
participantsd recommend
being coordinated as part of an action plan.

The average number of participants at the 6 sessiol
in Serpent River First Nation was 14. Participants
took part in the diabetes luncheons found
information which was shared to be very useful
beneficial to the overall management of ttiebetes
Participants from these sessions as well as the pi
selfmanagement program recommended that an
round of this 6 week program be delivered in the
few months.

At the Indian Friendship Centre in Sault Ste Mai
group of 6 ladiesom ages 56 70attended the sessiol
The ladies loved the sessionBey loved the grou
discussions because this way they could sharg
alments and their illneasid so on This was a way fi
them to get othe@s | ang suggestions. Timogram
got them thinkingboutjoining an exercise program tt
the Indian Friendship Centre offexsch as Tai Ch
Senior Stretch, Aquabics, Walking Club, etc.
enjoyed themselves so much that Ha&y they woulc
like to come back to the next saesgiboffered again.
Garden River First Nation incorporated 7 Tdii
sessions. Between 6 and 9 participants attende
session. Il n additi on,
were held with between 6 and 9 participants per
The focus was ineasing fruit and vegetal
consumption as well as budgeting.

In  Whitefish Lake First Nation Atfkamekshen
Anishnawbek) one 6 week session was planneqg
January 09, but there were no registered participar
invitation, reminder and word of mouth eversed tc
promote the workshop. The organizers believe thaj
all the diabetes prevention and manage
programming being held, community members fee
are overloaded with information and that this is why
are not coming to this diabetes -s®lhagemen
Program. Examples of existing programming incl
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information sent out to community members
community flyers & Health Bulletins; people ove
years old receiving diabetes prevention programmi
a monthly basis during Diners Club; armbse
experiencing problems with their diabetes seein
visiting professionals and the Community Health N
with questions and treatment.

Sagamok Anishnawbékthe program had to be-r
scheduled several times due to difficulties acc
manuals. Thprogram is well received in the commu
with past participants receiving much benefit fron
training.
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Secondary PreventiGt€ommunity Based Initiatives

Project Title Feet First

Leader Red Lake District Diabetes Program
RedLake 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

ProjectGoal

For all clientdo have access to a regularly sche
foot care clinic at which they will learn the import
of foot care and how to prevent potential foot injt
and complications.

To reduce the incidence of amputation in clients
diabetes.

ProjectDescriptio

Activities consisted of:

Advanced foot care nurse delivered regular schq
foot care to all Aboriginal clients of the NDH
member program at Red Lake. A person was hil
coordinate arrangements, bookings, reminders
resources for these acteasti

Each client receigea foot care mikit, educationg
handouts, a list of related contacts and a pair ef
elastic socks.

Outcomes

339 clients were seen at the advanced foot care
Some were seen on multiple occasions and other|
able tomove on from the foot care clinic to si
management and maintenance.

38 same day direct referrals to physicians or
practitioners were made for ulcerations, infectioor ¢
further investigation. The lattexalthcare profession;
have a great qi@sct for the advanced foot care sery
and have commented on the reduction of lower
injuries they have encountered.

Clients are taking better care of their &eet have
shared that the service has made a difference il
quality of life.

A nunber of offsite clinics were held at the Ig
emergency homeless shelter (where 98% of the
are clients of the diabetes program).

The Red Lake Margaret Cochenour Memorial Ho
provided a room, housekeeping and steriliz
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services at no chargin exchange for occasio
inpatient referrals for diabetes program clients req
foot care.

Clients report that they are looking at their feet |
using the foot care kits and reporting foot injuries \
they occur.

Part of the success of therveee was having th
administrative support person doing multiple rem|
phone calls.
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Secondary PreventiorfCommunity Based Initiatives

Project Title Living a ONormal 6 eksal t hy
Leader Shawanadarst Nation Healing Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal Shawanaga First Nation

Communities/Organizations

ProjectGoal Secondary prevention of diabetes complications.
ProjectDescription Planned activities included:

o footcare/foot massage; screening/ongoing monito
education; reflexology

e Grief and los8 coping witHifestyle changes fpeople
with diabeted diet change/eye loss/mood
swings/depressiggpeakers and sharing cilcles

¢ Traditional healing techniguéegarn about medicines
herbs, foods, ceremonies and teachings

¢ Fun & Laughter techniques, relaxation techniques,
games

Outcomes Outcomes not submitted.
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Secondary PreventiorfCommunity Based Initiatives

Project Title Feet First (Step)
Leader Wabaseemoong Independent First Nations
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Wabaseemoong Independent First Nations

ProjectGoal

Increased awareness aboutirtifortance of healthy footire
practices. Each participant will be equipped with a too
promote goodfoot selfcare and contact information ab
when to seek medical attention re: feet

ProjectDescription

Activities consisted of:

e Community wide education of basic foot care praf
through sharing circles with an RN with an advg
foot care designation as well as guest speakers.

e Foot care kits to support the education will be hd
out.

Outcomes

e 400 minikits were developed iwh will be handed ot
during Diabetes Sharing Circles, community-
Wows, health fairs and during individual foot
sessions with the foot care nurse.

e Sharing circlesvhich will have light meals or heal
snacksre set to start in 28Q0. The late stattp is to
accommodate community interests.
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Secondry Preventiod Community Based Initiatives

Project Title Wabauskang Health Offié&VabauskarigBiabetes
Management Fair Week

Leader Wabauskang Health Office

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Wabauskang First Nation

ProjectGoal

To encourage better diabetes management through:

sharing peer advice and camaraderie
promoting daily walking
promotinghealthy food choices
encouraging blood glucose monitoring

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

ProjectDescription

Activities included:

DVD 08 The Gift of Diabetes

Blueberry Picking and Nature Walk
CommunityWalk with blood sugar check and heg
snacks

Guest speaker with complications (blindness and
leg to diabetes) to share story about coping with dig
Tips and tricks re: cooking for people with diabete|
Diabetes Bingo

Sharing Circle witthealthy snacks and raffles
exercise balls, leg weights and elastic pull bands

Outcomes

The Diabetes Management Fair was held the wg
August 1a14, 2008. It was a tremendous suc
Everyone enjoyed themselves and many asked
would be amnnual event.

8 people watched the Gift of Diabetes; 4 children
adults participated in the Blueberry Picking and N
Walk; 7 people participated in the Community Wal
people listened to the speaker from Grashgy were
captivated by his st0 16 people took part in tl
sharing circle.

We went ovebudget more than we liked, but it \
worth it. We know the target range for next year.
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Secondary Preventi&rCommunity Based Initiatives

Project Title Have Feet will Travél A DiabetesAmputation Preventio
Event(Bearskin Lake First Nation)

Leader Windigo First Nation Council Home & Community (
ProgramBearskin Lake First Nation)

Period April 1, 2008 to March 31, 2009

Participating Aboriginal BearskirLake First Nation

Communities/Organizations

ProjectGoal Ulcer and amputation prevention.

ProjectDescription Activities consisted of:

e Teach to Teach Activities: Laagto use DART form
(Diabetic Foot Assessment of Risk Test);irfeetr
own pulse (blood flow affects healing); Demonstr
of 10 gram monofilament (early identification)

e Screeimg adults with diabetes using DART: identify
active lesions (looking at your feet; using proper
care tools; diet and health); amputatand scars (wh
affects healing time); sedire practices (can you see
reach your feet; what to look for in a shoe; supel
care and cleaning60 second foot exams were dc
Participants washed their feet as part of the
screening process assess their ability tcach thein
feet and between tQes

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

e As some foot care kits remained after the work
another Diabetes Amputation Prevention event
held with the nurses and CHR at the Nursing Static
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Secondary PreventiGt€ommunity Based Initiatives

Project Title Have Feet will Travél A DiabetesAmputation Preventio
Event(Cat Lake First Nation)

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

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

CatLake First Nation

ProjectGoal

Ulcer and amputation prevention.

ProjectDescription

Activities consisted of;

Teach to Teach Activities: Leagto use DART form
(Diabetic Foot Assessment of Risk Test);irgefr
own pulse (blood flow affects healing); Demonstr
of 10 gram monofilament (early identification)
Screeimg adults with diabetes using DART: identify
active lesions (looking at feet; using proper foot
tools diet & healt)y amputationg& scas (what affect
healing time)

Teaching adults with diabetes aboutcsedf practice
(e.g.can you see and reachryeet; what to look for i
a shoe; supervised care and cleaaimd))showing |
video on foot care

Providing 6ot care kits consisting of large stra
edged nail clipper, some emery boards, O
sticks(wooden sticks for cleaning under the r
lotion, a pair of noinding cotton socks, a pum
stone (for sandingaltou3, a wash cloth and a plag
foot care basin (to wash feet in) with lid to keep all
foot care tools together to the people with diabeteg
A blender was purchased and giegetihé community
Home and Community Care office. People were t
how to make strawberry banana smoothies with
juice. They were able to try it as well as other nut
snacks.

Outcomes

The event was held in two sessions in orde
accommodateveryone in the small health room.
people attended one session and 7 attended the 0

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

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

Peopleappreciated anenjoyed the hands dearning
and tasting.
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Secondary PreventiGt€ommunity Based Initiatives

Project Title Living Well with DiabetgsA Day of Discovery in Sachigo
Lake

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

Period April 1, 2008 to March 31, 2009

Participating\boriginal Sachigo Lake First Nation

Communities/Organizations

ProjectGoal During the Day of Discovery, people with diabetes and ¢

in the community will:
e Participate in a variety of physical activities.

e Network with healthcare workers and estabtishvith
local diabetes worker.

Receive foot care education and resources.
Participate in an example of a healthy lunch and si
Learn about gardening in the community.

e Learn about diabetes in a fun way.

ProjectDescription At the Day of DiscoveryA short group exercise activity \
held. This was followed by visits to stations which include

e Diabetes teaching, blood sugar testing and resour

e Foot care and footwear with footcare kits and re
handouts

e Gardening information, poster with gasden Sachigj
Lake, handen opportunity to plant vegetables and |
them home A local Elder gardener provided assisti
Daily radio reminders for a week were provide
watering plants at home

¢ Intergenerational diabetes BINGO with students
community members

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

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

e Some participants borrowed exercise videos to
home.

e Many participants we screened for blood glucc
levels and received individual counseling.

e The foot care station was busy with many p¢
dropping by to discuss foot care issues and bring
foot care resources.

e There was a good turnout for the meal with n
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people exm@ssing an interest in food and taking hol
cookbook.

e The gardening station was a very popular b
Participants got information and seeds and |
planted their own tomatoes and took them home.

e Several games of BINGO were played and dig
issuesvere discussed.
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Secondary PreventiGt€ommunity Based Initiatives

Project Title Have Feet will Travél A DiabetesAmputation Preventio
Event(Slate Falls First Nation)

Leader Windigo First Nation Council Home &ommunity Carq
Program(Slate Falls First Nation)

Period April 1, 2008 to March 31, 2009

Participating Aboriginal Slate Falls First Nation

Communities/Organizations

ProjectGoal Ulcer and amputation prevention.

ProjectDescription Activities consisteaf:

e Teach to Teach Activities: Laagto use DART form
(Diabetic Foot Assessment of Risk Test);irgefr
own pulse (blood flow affects healing); Demonstr
of 10 gram monofilament (early identification)

e Screeimg adults with diabetes using DARIentifying
active lesions (looking at your feet; using proper
care tools; diet and health); amputations and scar
affects healing time); sedire practices (can you see
reach your feet; what to look for in a shoe; supel
care and clearg - 60 second foot exams were dc
Participants washed their feet as part of the
screening process to assess their ability to reac
feet and between toes).

e There was an added bonus in that the people of
Falls First Nation were able teeh Jason and Ru
Warnock, podiatrists and creators of the Indige
Diabetic Foot Program in Australia. The Warn|
inspired the o0Diabetes
in the Windigo communi f{

e Fruit smoothies and healthgasks (fruit, vegetab
meat and cheese trays) were available.

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

o 21 people living with diabetes were able to attend
another 8 who cepeatlodtime@iel
in the future.Everyone agreed that the event
helpful and motivating.

¢ 3 home visits were held for those who could not &
for medical reasons. The families were able to
some techniques in caring for feet with woundsndi
home, a foot wound was debrided and the clien|
grateful for both the care and the advice.
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Primary and Secondary Prevention

In 2007, NOADIcont racted an Aboriginal di abet
extensive network ofliabetes education specialists working with Aboriginal
populations to compileulturallyappropriate diabetes resource catalogues targeting
both primary and secondary preventiéhoriginal communities and organizations in
northern Ontario were then iredtto use the catalogues as a tool for placing resource
orders. In 2008, 4 communities and organizations received funds for additional
resources.

From 2008to 20®, 25 communitpased diabetgsojects combing primary and
secondary prevention wetde funded by NOADI. In addition, a workplan from
20078 whose completion date had been postponed te92@@8 concluded
(Moosone@ Store Creek Walking/Nature Trail). The ZDbtiativesncluded

e APANO (Timmins)d Moosonee/Moose Factory & Chapleawsiial
Activity Plans

e Chapleau Cree Health Cent@ommunity Based Diabetes Prevention and
Management Stratefgjpart 1

e Chapleau Cree Health Cent@ommunity Based Diabetes Prevention and
Management Strateppart 2

e Dryden Aboriginal Health Support \&&s- Dryden Aboriginal Diabetes
Initiative

e Frenchmanos HKenadinityHGanm €rogeasm-VIH Healthy
Cooking Club

e Frenchmandés Head Home aRM#lExX€roisefouni t vy
Good Health Club

e Frenchmandés Head Home aWakshOopiypesuni t vy
of Diabetes and their Management

e Ka:nen Our Children Our Futude MenoBimaadziwii® Taking Care of
Ourselves and Our Families Resource Guide and Kit

e Magnetawan First Natiod Diabetes Workshops; Get Active Program;
Community Garden

e Mattagmi First Nation Community Fun Days for Diabetes Awareness
e Missanabie Cree First Natiddiabetes and Footcare Education Project
e Moose Factory Health Cerd'f€ommunity Garden Project

e Naicatchewenin First Natied Do we d aa z o wi ndEmvisioningd ay a a
Good Health

¢ Nibinamik Health & Social ServicBamoosatad Walk Together

e Nishnawbésamik Friendship Centre Aboriginal Family Support Program,
Akwe:go PrograrHealthy Families in Motion

¢ Pic Mobert First Natiod Diabetes: Prevention and gement
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Red LakeArea Emergencyhelterd Nutrition Survival for Forgotten
Aboriginal Populations

Shkagamikwe Health CentreM & s-kivkom Wenjishiin Miijimo Me di ci ne
is eating good foodbod

Taykwa Tagamou Natieiabetes Prevention through Physicalicand
Screening

Thessalon First Nation Thessalon First Nation Diabetes Prevention &
Awareness Program

Thunderbird Friendship CentdeThunderbird Friendship Centre Diabetes
Project

Wabigoon Lake Ojibway NatioBeating diabetes through awareneskh he
teaching and continuing empowerment for community members
Wahgoshig First Nation Clidi&Vahgoshig Diabetes Project

Wasauksing First Nation Hea@t@ommunity Kitchens, Medicine Walks and
Physical Activity Challeng

Wikwemikong Health Centre (NAHNDAWEH TCHIGEHGAMIG) -
Healthy Lifestyle Program
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Moosone® Store Creek Walking/Nature Trall
Leader Town of Moosoned Recreation Department
Period April 1, 20070 March 31, 2008

Participating Aboriginal
Communities/Organizations

Moosonee/Moose Factory

ProjectGoal

The walking trail will be a great opportunity to encol
healthy family activities. Once the trail is accessible ar
many people will be bwalking on it to avoid the dust and
dogs which often harass them when walking in town. [
the winter the trail can be used for comstry skiing an
walking. The trail could also be used by the schools for
study.

ProjectDescription

Activities consisted of:

Upgrading an existing walking trail by removing brush an|
for use by community members of all ages. The ti
approximately 5 kilometers long.

Outcomes

e TheStore Creek Walking Trais completed in June
20009.

e The Tow of Moosonee has been working to keep it d
and maintained and the community has been using i

¢ William Solomon and Roy Wesley created the Store
Trail page on Face Book. Pictures aredkexell as
commers.

e Theoriginal planvasfor the traito run behind theife
Hall, up the bank along theek acrosshe ridge and
back down the bank on the other side of the creek to
old water plant. We added to the trail beginning at

Mc Aul eyds Hill down Cteéke
and up tdhe water fant joining this part of the trail
above.

¢ Inthe years to come we hope to have a trail right dov
the airport along the shore and on top of the bank wh
there i-$dnedt a shore

e Benchesvere placedlong the tragopeople an take a
rest or enjoy the view of the river.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title APANO (Timmins) dChapleau & Moosonee/Moose Faci
Physical Activity Plans

Leader APANO

Period April 1, 2008 to March 31, 2009

Participating Aboriginal APANO

Communities/Organizations

Chapleau Diabetes Action Committee
Moosonee Diabetes Action Committee

ProjectGoal

Il n order to reach APANOOG¢
more active, more often, lifelong, leading to fun, vilrah
heal t hier peopl e, 6 t hdor thio
project which received partial funds from NOADI

1) To produce two comprehensive plans for the pur
of increasing and promoting physical activity that
represent the needs of the twdéboriginal
areas/communitiegChapleau and Moosonee/Mo(
Factory)

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

3) To identify the service and progrgaps and the ma
obstacles to greater levels of Aboriginal particig
rates in each community/area.

4) To document the community physical act
opportunities that are available and the barrierg
must be overcome in order for the Aborig
populaion to move forward and become more engs

5) To identify an appropriate implementation mecha
compete with a preferred framewfmiplementation
model including key partnerships.

6) To identify potential funding sources to assig
implementing the plans

ProjectDescription

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

e Study Proposal Review with Steering Committee
e Data Collectio® Plan and Gather
o Data Review and Analysis

Phase Two: Moosonee and Moose Factory Plan
¢ KeylInformant Interviews and Meetings
e Public Forums
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Phaséhree Chapleau and Ar@dan

Phase Four: Coaching

Draft Report with Recommendations
Report Results to the Advisory Committee
Report Results to the Steering Committee

Key Informant Interviews and Meetings
Public Forums

Draft Report with Recommendations
Report Results to the Advisory Committee
Report Results to the Steering Committee

Outcomes

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

With regards to the Moosonee Sport and Physical
Activity Planthere are approximatéib
recommendations for the implementation plan all
which have been ranked by the committee and are
worked on in order of ranking.

A number of changes have already been implenrel
MoosoneeThe Diabetes Prevention Advisory
committee has chasdytheir name to the Diabetes
Prevention Action Committee. The community gar(
is well underway with much community enthusiasn
participation. Adult female workout classes have si
and Kickboxinglasses for youtire now being
offered. Both of these are completely new to
Moosonee.

In Moosonegin particularthere wagantastic
participation from the youth. From the community
consultation with the youth in Moosonee the need |
youth centre that focused on positive, healthy lifest
was identied. We have applied for the youth centre
and a recreation coordinatortidress this identified
need.The youth centre will be closely linked with th
Diabetes Prevention program to offer cooking clas:
for youth, create policy around what foodsieaédable
for sale at the youth centre as well as, policy arour|
healthy behaviours at the youth centre. The coordi
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will also work with the youth to help them bring hez
physical activity opportuniti@sthe community for the
youth.

The Chapleacommittee has just received their final
report from the consultant and will begin working o
the implementation plan in September/09. Again t
are a number of recommendations that have all be
ranked by the committee and will be worked on in |
of ranking.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Chapleau Cree Health CentreCommunity Based Diabef
Prevention and Management Straiétgrt 1

Leader Chapleau Cree Health Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Chapleau Cree First Nation

ProjectGoal

¢ Increase the knowledge of healthy lifestyle choice
diabetes prevention in youth.

e Teach various tips and tricks to benefit comm
members in their efforts to prevent and mal
diabetes.

ProjectDescription

Activities consisted of:

e A community Kkitchen ca
be held to introduce youth of various ages to he
cooking and snacks. At the same time, whiéye
taught how blood glucose is affected by foods whig
eaten.

e Monthly diabetes prevention and manage
workshops with local diabetes team and dietitian/g
health nurse.

Outcomes

e The Kids in the Kitchen program was well attende(
manyof the kids have adopted healthy eating habit
result. They are sharing the knowledge and recipé
their parents and families.

e Diabetes prevention and management workshops
been held on a regular basis. Many clients have |
tips to &sist them in maintaining a healthy lifesty
assisting them in managing diabetes. The work
have also increased community awareness ¢
prevalence of diabetes and steps which can be tg
reduce the risk of diabetes in themselves or
families.

e Both programs were very well received in
community with members providing positive feed
as well as suggestions for future projects relati
diabetes prevention and management.
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Primary an&econdary PreventiStCommunity Basdditiatives

Project Title Chapleau Cree Health CentreCommunity Based Diabef
Prevention and Management Straégit 2

Leader Chapleau Cree Health Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Chapleau Cree First Nation

ProjectGoal

To increase the level of physical activity in the communi
to decrease obesity.

ProjectDescription

Activities consisted of:

A weight loss and management progvémincentives
for participants, weekly weigls and an educatiq
component.

A community walking groupwhich was organize(
Pedometers were used to encourage participation,
Sessionwhichwere provided with a personal traine
that community members colddrn the most effectiy
and healthy activities for their individual needs.

Outcomes

The programs were much more popular than orig
anticipated. The people who signed up were
interested in having the program continue.
program was extendddr another month for thi
benefit of the participants.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Dryden Aboriginal Diabetes Initiative
Leader Dryden Aboriginal Health Support Services
Period April 1, 20080 March 31, 2009

Participating Aboriginal
Communities/Organizations

Dryden Aboriginal Health Support Services
City of Dryden

ProjectGoal

To increase the understanding and awareness of the ser|
of diabetes among Aboriginal people.

Aboriginalindividuals will become aware of the importan(
holistic health and wellness in order to live a balanced lifg

To provide the necessary education in order to main
healthier lifestyle to decrease complications.

To help urban Aboriginal fames take control of their lives. |
make healthier food choices and become aware ¢
importance of exercise in their daily lives.

To provide access to resource materials, including d
resource people and traditional resources, so that Abc
people will know where to access diabetes resource mate

To decrease infections and amputations as a result of fg
education.

To increase the number of Aboriginal people attel
screening clinics for the early detection of diabetes ¢
complications.

To increase the number of Aboriginal peoplensatitoring
their blood glucose levels.

ProjectDescription

Activities consisted of:

e Monthly communigpased diabetes education.
holistic approach was used including a rang
teachings bthe Elders.

e A Nutrition Education component (overseen b
dietitian) one part of which involved planning a m
Participants prepared the meals (salad, main (¢
dessert/bannock), set the tables and shared the
together.

e Implementing a commuwpi walking program i
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partnership with the local recreational complex.
Gathering resource material on diabetes an
complications and develop linkages with resi
people.

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

Holding a monthly screening clinic with a Certi
Diabetes Educator.

Outcomes

A total of 6 diabetes education programs were of
over a 6 month period by a Certified Diab
Educator. A total of 78 people participated. |
increased the urban Aboriginat 0 mmu n
understanding and awareness of the seriousn
diabetes.

Aboriginal families have been learning to take c(
through blood glucose monitoring, choosing heal
foods and learning the importance of daily phy
activity.

A seriesof 5 four hour healthy food and mq
preparation classes were held by a local dietitian.
were a total of 71 participants. Food was taken

for family members. Fifteen participants also hi
prepare a meal which they served to 70 individuals
An indoor walking program was offered to all cli
(twice a week for 6 months). An Adjtigorogram way
also facilitated in partnership with the Dryden Poo
Fitness Centre.

The time spent walking together encouraged sl
and a discussion of whatllzeen learned.

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

Elders opened 8 of the sessions which were pro|
offered eachings and were available for consultatid
A foot care specialist provided education to Abori
clients. The specialist also saw clients for one o
education in their homes. They increased

knowledge and understanding of the importand
taking care of their feet.

Through the accessible screening clinics, Abol
people were screened with referrals and falig
provided on an as needed basis. People becams
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of the importance of setfionitoring.

OWe have o0bs ergreatcheed forartor
Diabetes Education and Awareness within
Aboriginal Community. We were pleased with
outcomes, and client participation in the area o
Screening Clinics and Foot Care Education
Awareness. Clients enjoyed these sessidnalso
participated in a Nutrition Bingo and a Diab
Bi ngoo.
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Primary an&econdary Preventi6tCommunity Based Initiatives

Project Title Frenchmanodos Sanadnity iCarenRrograniMH
Healthy Cooking Club

Leader LacSeul First Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Frenchmands Head (Lac Seul

ProjectGoal

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

ProjectDescription

A cooking club was held which focused on:
e Heal thy meal pl anning
e How to make healthier meals using Meals for (

Health cookbooks

e How to modify favourite meals to be healthier
e Shopping to fit within a budget
¢ Food safety

Outcomes

¢ While 8 people initially attended the cooking chdk
people continued to come regularly.
e The participants liked the hamas part of this
initiative. The teachings were done as the partic
were preparing the meals.
e Cookbooksand food gift certificates were given ou
door prizes.
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Primary an&econdary Preventi6tCommunity Based Initiatives

Project Title Frenchmands Head Home aRMH
Exercise for Good Health Club

Leader Lac Seul Firdtiation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Frenchmands Head (Lac Seul

ProjectGoal

The goal is weight loss to help manage diabetes.

ProjectDescription

Components of the Exercise (@ood Health Club:
e Strength trainind once a week at the youth comple;
e A walking program using pedometers to monitor §
taken.
e Education regarding the contribution physical ac
makes to preventing diabetes complications.

Outcomes

e Five people wenb the youth complex regularly (onc
week) to use the weight equipment.

e None of the 15 people who signed up for the wa|
program finished the program.
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Primary an&econdary Preventi6tCommunity Based Initiatives

Project Title Frenchmanos Head Ho me a na
WorkshopTypes of Diabetes and their Management

Leader Lac Seul First Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Frenchmands Heatn(Lac Seul

ProjectGoal

Awareness of the types of diabetes and how to manage t|

ProjectDescription

Activities consisted of:

The local NDHN member diabetes program held a work
in the community.Topics included the types of diabetes,
to manage diabetes and how to use a blood glucose
effectively. Healthy snacks and refreshments were prq
Anyone was welcome to attend.

Outcomes

The four people who attended indicated that leeefited
from the session.
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Primary an&econdary Preventi®rtCommunity Based Initiatives

Project Title Ka:nen Our Children Our FutuéeMenoBimaadziwin Taking
Care of Ourselves and Our Families Resource Guide and K

Leader Ka:nen OutChildren Our Future

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Off-reserve Aboriginal people in northern Ontario

ProjectGoal

To provide culturally appropriate diabetes resources, (
information andtraining to CAPC (Community Acti
Program for Children) and CPNP (Canada Prenatal Nu
Program) workers in northern Ontario. These workers
then be able to provide interactive diabetes inform
sessions that appeal to children and careigievaluable wa|

ProjectDescription

Activities consisted of:

e A consultant was hired to author
MenoBimaadziwiiiaking Care of Ourselves and (
Families Resource Guide. The guide &saurce fol
teaching parents of children and infants ageyeirs
old about healthy eating, active living and diabetes

e The Resource Kit, compiled by Ka:nen staff, incl
various healthy eating guides; visual arms other
information (e.g. dental and foot care) and tools
chil dos h e | atdition, rcatatoguesd Jr
resources were supplied to assist workers in orj
other diabetes prevention supplies. Resourcg
information and linkages were supplied in all arg
the kit including active living, diabetes, healthy €
healthy weights, and et

e A regional training workshop was hehd includec
componenton diabetesnd a general overview of |
Mendimaadziwin Resource Guide and Kdits were
distributed at this workshophe Kit/Guide training
component took approximately 2 %2 hours

¢ Due to higher than projected costs in distribution o
kits, a survey evaluating the kits was conducte
Survey Monkey rather than hiring an external eva
as originally planned.

Outcomes

o A total of 200 resource kits with guides were prep3g
e Approximately 50 workers were able to participg
the training workshop.
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e Approximately 120 kits were distributed to val
childrelated @PC and CPNP projects

e Survey esults indicated thttere was aeed for more
in-depth training and additional information on typ
type 2, and gestational diabetes. The majority of
workers who received the training had used the ref
guide and kit. Many of the survey participants
accessk additional resources utilizing the resg
guide information.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Magnetawan First Natiod Diabetes Workshops; Get Act
Program; Community Garden

Leader Magnetawan First Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Magnetawan First Nation

ProjectGoal

e Children and their parents will learn the importan|
proper physical activity and healthy eating.

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

e Community garden participants will be encourag
eat in a healthy way and to feel good for helpihg
the garden.

ProjectDescription

Activities consisted of;

e 0Di abetes Brkskopée wdrei beitd fol
children aged-& and 814 and their parents/caregive
A nurse will facilitate interactive learning experi
related to diabetes, healtbgting (e.g. taste heal
snacks) and physical activity (games and activities

e Three fourteen week 0G|
for youth, adults and Elders. A Nurse Practitif
came to the community to facilitate a workshoy
diabetes in relatidim healthy eating (including porti
sizes) and physical activity. Participants
encouraged to look at their lifestyle habits and log
intake and activity. Support was provided to encg
activity including meeting weekly for a weigh
providing pedometers for motivation and sr
incentives {shirts, water bottles with diabe
prevention messages).

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

Outcomes

e There was good participation at tlleDi at
Prevention Workshops©oé
older ones). The older age group was more
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regarding healthy food choices and were keen to
The children were excited about the physical act
and appreciated theshirt with the diabetes preventid
message.

There is a lot of interest in becoming healthy and &
number of people (25)
Progr amo. T tsharts and Watemizottl
were popular. Over the 14 weeks, the numbq
participats dropped due to illness, injury and perg
issues. The organizers would like to try this event
The community garden was very rewarding for |
who patrticipated (30 peopdeparticularly being able
grow something and then share in thedsarv
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Mattagami First Nation Community Fun Days for Diabel
Awareness

Leader Mattagami First Nation

Period April 1, 2008 to March 31, 2009

Participating\boriginal
Communities/Organizations

Mattagami First Nation

ProjectGoal

To host a 10 week fitness session for diabetes awarenes
community.

ProjectDescription

Activities consisted of:

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

Yoga mats and@heraBands®were purchased for tf
community.

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

Gift certificates for fruits and vege&sbht a populg
fruit market were provided as an incentive.

Outcomes

15 students and 4 staff attended each session.
were also-20 adults at each session.

The 3 yoga sessions were well received. |
appreciated being introduced to yoga stretching
and, with the ThefBands®, were encouraged to w
out at home.

The yoga instructor was not able to completg
remaining 7 sessions due to illness. As a result
Chi instructor was hired for 4 sessions and Z\
dance instructor for orsession and a fitness instrug
to continue instruction in use of the ThBemds®.
Having these different instructors allowed
community to try different forms of fitness activities
The community is requesting awigek Zumba dang
session and mortasses with the TheBands®. The
community has accepted the challenge to recr2it
adults for the Zumba class.
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Primary an&econdary Preventi®rtCommunity Based Initiatives

Project Title Missanabie Cree First NatioBiabetes and FootcaEglucation
Project

Leader Missanabie Cree First Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Missanabie Cree First Nation

ProjectGoal

Elders will learn about healthy eating and diabe
improvetheir health and quality of life.

Community members will learn how to care for |
feet to help prevent diabetetated injury.

ProjectDescription

Activities consisted of:

Two information sessignon healthy eating ar
diabetes was held for Elders.

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

Outcomes

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

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

These were some of the best programs our peopl(
enjoyed. Our Elders were able to learn as a grot
share their experiences re: theecesf of diabete!
People were able to ask their own questions in p
during their foot care sessions. Many youth arg
becoming interested in learning how to eat health
order to avoid diabetes later in life.
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Primary an&econdary Preventi®rtCommunity Based Initiatives

Project Title Moose Factory Health Cendrf€ommunity Garden Project
Leader Moose Factory Health Centre
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

MooseFactory

ProjectGoal

To empower people so that they can make healthy
choices which have positive social and environn
impacts.

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

ProjectDescription

The planned project consisted of:

securing a plot of land for the community garden
(sending a memo to chief and council requesting &
of land;contacting Moose Band Development
Corporation to secure a plot for the project)
sending a memo 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 arour]
the land (@0x200 feet)

preparing ground for planting

planting, tending and harvesting garden produce

Outcomes

Project postponed until Fall, 2009 (garden preparatior
Spring, 2010 (planting).
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Primary an&econdary PreventidfCommunity Basedditiatives

Project Title Naicatchewenin First Natierdo Dowe daaz owi nd
Envisioning Good Health

Leader Naicatchewenin First Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

NaicatcheweniRirst Nation

ProjectGoal

Diabetes prevention and management.

ProjectDescription

Activities included:

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

Poster contest about 0
Di abetesd6 (open to all
El dersd Nutrition Bingoc¢
Healthy cooking
Pizza making

Outcomes

Approximately 45 people attended the Diabetes H
and Supper

One submission wasceived for the Poster contest
18 Elders and 3 helpers took part in the Bingo, W4
Group and Luncheon while there were 19 partici
and 3 helpers for the healthy cooking and 16 ch
and 4 adults for the pizza making.
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Primary anéecondary PreventiortCommunity Based Initiatives

Project Title Nibinamik Health & Social ServicBémoosatad Walk Together
Leader Nibinamik Health & Social Services
Period April 1, 2008 to March 31, 2009
Participating Aboriginal Nibinamik First Nation
Communities/Organizations
ProjectGoal Diabetes prevention and management.
ProjectDescription Planned activities included:
« Diabetes health teaching plan with community kgc
(~1 hr/wk for 12 weeks)
Outcomes Outcomes nosubmitted.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Nishnawbesamik Friendship Centre Aboriginal Family Suy
Program, Akwe:go Prograidealthy Families in Motion

Leader NishnawbeGamik Friendship Centre Aboriginal Fami
Support Program, Akwe:go Program

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

NishnawbeGamik Friendship Centre Aboriginal Fai
Support Program, Akwe:go Program
Sioux Lookout and Aae

ProjectGoal

To promote healthy living, a positive outlook and dia|
awareness.

ProjectDescription

There were four aspects to this project:
e A workshop at which Aboriginal Family Sup|
Program participants and community members rec
information and support about diabetes prever
awareness and healthy living habits.

e A community garden with children. After the plot
cleared, soilnal compost were added. Then a 3 S
(beans, corn and squash) Garden was planted,
legend was told while the children were plar
Throughout the summer, the children weeded
watered the plants. A cucumber garden was mi
one of the fronflower gardens and the outdoor ash
was tuned into a beautiful flower poAn herb kitcher
container garden was planted in the winter to
provide some natural ideas to spice up food. Tom
herbs and peppers were also started for the next
garden.

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

e A Pow Wow on Saturday Feb. 28/f@8 Diabetes
Awareness. We started the Pow Wow at 1 pm wi
Grand Entry of danceemnd it ended at 9 pm that nig
This @portunity provided participants witte chance
to dance drum andhave healthy fun We servel
healthy snacks of whole wheat @egkfruit, granol
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bars, juiceand lots of water. For the feast we m
spaghettusing whole wheat noodles, a spinach ¢
broccoli salad, whole wheat bakednbek and rice
pudding with frozen strawberries forsdes We were
able to provide givaways at the Pow OW that
promoted healthy cooking and physical fithess. Fi
chidren we gave them bak&jpping ropes, small t
carsand frisbees. For the adults we gave fishing
measuring cups,easuring spoons, salad spinaed
cooking utensils. For the teenagers we gave
bottles, insulated lunch bags araftcsypplies. Eacl
participant alsavent home with the Canadian Diabg
CareKit that included samplegcipes and informatio
For door prizes we were able to provide he;x
cooking recipe books, insulated lunch bags an
fishing supplies. We had spkguest speakers tl
came in and gave a short presentation on diabet
wereavailable to answer any question

Outcomes

The community gardemas a great experience for
families. It taught the children and the parents how
it is to grow a geden and provided some exercise
us. The families enjoyed some positive recreatio
influences, especially when the ashtray (turned

flower pot) was not so handy. Many never had a g
to work in a garden and by doing this project they
learned that they can grow fresh vegetables and h
a small area or in con
organizer is looking forward to gardening with
families again this year now that there is a plot a|
site and some plants have bstarted for the ne)
year d0s harvest.

The walking support group had 7 families

participated on a regular basis and numerous othe
would drop by once or twice to participate. ]
opportunity gave the families healthy recreation, til
meet others, talk and access support for stress|
children looked forward to this opportunity becq
many do not have a yard or a place to run ai
outside.

The walking group was also able to walk around
Bay to feed the horses. The kids loved Hpsreence
The Extended Care was invited to join them. This
a fun way to get the kids involved with the Elders i
community and provided the Elders with s(
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company. We were able to have a picnic there af
looked at the horses. In the,falst before the sno
hit, we celebrated our success at being dedicated
by having a lunch of homemade soup and whole |
bannock. Best Start Hub joined and we proy
everyone with some healthy eating tips.

With the remaininfund, passes weparrchasedor 6
womenfor the local fithess Centre. Here the wol
learned how to use the fitness equipment, joined
spating activities such as volleylzalt access the
weight room. This wasduring January when it is hi
to get exercis@ notthern climates This helped soe
of the women with their sadstem, provided health
recreatiorand provided them with the opportunity
see what was in the fithess centre and be
comfortable with that atmosphere. Topportunity
also helped mothe of small children have t
opportunity to workout to become more fit, have
break fromtheir children, work off stress and supj
one another.

We also purchased pedonetey use inwalking
contestge.ghow many steps can be taken in a)wée
look forward to the spring when we can start wa
again.

Through out the day of the Diabetes Pow W
roughly fifty people came to see what was going ¢
receive handouts and verbal information on nuti
and diabetes prevention. We had five staffomeand
twentyeight participants who stayed for the whole
Peoplewere leernpf the healthy food choices first
since many of the foods were new to themthen
once they tried it many came back for mofée
leftovers were sehibme so others ol try the new
foods. Many of the participantslked about health
eating habit and activities throughout the day.
opportunity providg a fun way for participants to (
information, participate healthy living and have fun
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Pic Mobert First Natioé Diabetes: Prevention and Managemi
Leader Pic Mobert First Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal Pic Mobert First Nation

Communities/Organizations

ProjectGoal Diabetes prevention and management.
ProjectDescription Planned activities included:

Diabetes Education Team-3K
Diabetes Education Tean84
Diabetes Education Team HS

Visitingophthalmologisizhiropodist for screening wi
panel discussion

Outcomes Outcomes not submitted.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Red Lake Area Emergency ShelteNutrition Survival fol
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

ProjectGoal

To provide access to fresh fruit and vegetables fq
patrons of the Red Lake Area Emergency Shelte
either have diabetes or who are at risk of dial
Their nutritional status may improve and they
acquire skills on preparing and cooking fnegh fruits
and vegetables. They may develop a liking for the
choose to purchase these when dollars are availal]
Patrons will also have increased contact with
NDHN member diabetes program in Red Lake. ]
will be taught to identify signsida symptoms o
diabetes and when they should be accessing
services.

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

ProjectDescription

Activities consisted of:

The projects providés weeks of access to fresh fr
and vegetables for patrons of the Shelter along
education about the nutrition in fruits and veget;
plus opportunities to learn new recipes using the
and vegetables. The patrons will also learn {
importance of a balanced diet, particularly when yi
homeless, in maintaining health.

Blood pressure, blood glucose and body weigh
checked regularly during the promotion of dial
health and prevention, plus @alehealth, by the loc
NDHN member program.

Kitchen based daytime programming involving

preparation with clients has been a focus of the

and management.

Partnerships and funding are beiagught for
enhancing the adepffood program.

Outcomes

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

Patrons have grown to enjoy fruits and veget
through increased exposure and being encourag
otry it!o

Patrons are encouraged to assist with menu plal
making grocery lisgsfruits are regularly added to |
lists.

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

Several patrons regularly use their bloodsglumeterg
They have become more comfortable accessin
services of the NDHN member diabetes prog
They have even begun initiating contact with
programd calling to make appointments and ac
services.

The regular purchases made by stafhefShelter &
the local grocery store have resulted in a pdg
relationship which has yielded enhanced donatior|
store staff contacting the Shelter regarding donatig
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Shkagamikwe Health CentreM 6 s-kiwkom Wenjishiin Miijira
oOMedi cine is eating good f

Leader Shkagamikwe Health Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Shkagamikwe Health Centre

First Nation Communities

First Nations/Métis urban population in/around the City
Greater Sudbury

ProjectGoal

The Berry Walk€ommunity Kitchenswill promote diabete
education through peer support activities and cultural tea;
Berry walks enhance the inherent right of First Nation:
Métis clients with diabetes to utilize food off the land inste
processed food. These activiiilsepromote physical activi
which reduces stress by spending time in natural enviror
It also provides practical assistance for clients with di
who candt afford to go ber

The Berry Booklaesulting from the berfpcuseccommunity
kitchenswill create a sense of community with the partici
who have diabetes and become evidence to the particip
their personal empowerment in taking action to control
own diabetes. They will be role models for other indsv|
with diabetes.

ProjectDescription

Activities consisted of:

e Health Educator/Promoter and Healthy Choi

Progran Coordinator will host 2 bespjcking walks fo
clients with diabetes

e There will be fourthemed communitykitchens
highlighting food preparatiordrying, jamming, stora
(i.e. freezing) and nutrition education and stora
berries. Diabetes prevention tips will be provig
throughout the walks and cooking class&s.Elder
will be used to conduct theditgonal berry teachings.

e A collection of bluebernnelated diabetes storif
recipes and photos with clients was developed an
to graphic designer and printed professionally
distribution to community members and for postin
t he ¢ o mand NDHN)yw&Issiteg.

e A participant survey will be conducted.

Outcomes

e The community learning together as a family uni
greatly appreciated and furhe participants ranged
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age from 4 to 71 years of age. Staff also weni
separate outing to pick for the Health Centre Prog
Leadership in cultural identity as Anishinawbe p
made it possible for people to fully understang
importancef our natural foods.

The berry program provided 35 participants from
the Health Education Promotion Program Diab
Support Group & the Healthy Choices Prog
(FASD) childrends ©prog
gather, preserve and store fresh Iserriramely
raspberries, strawberries and blueberries. The)
learned about the nutrient content of the berries ar
importance of getting these essential nutrient
instructed by our Nutrition Practitioner at the Lear
sessions. Another compohémthe berry picking wzé
the cranberry season and its importance in terr
their cleansing properties for the body.

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

The jam making session was well attended by fq
and it brought back a sense of restoring old wag
food preservation for the participants. It also provig
sense of accomplishment as the famédganmed som
of their parentsdo | egac¢
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Taykwa Tagamou NatierDiabetes Prevention through Phys
Activity and Screemn

Leader Taykwa Tagamaduation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Taykwa Tagamou Nation

ProjectGoal

Exposure to games and activities appropriat
resources available in the First Nation community.
Increased awarenesd diabetes prevention wh
engaging in an enjoyable challenge.

ProjectDescription

Activities consisted of;

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

Heal th Fair: Participa
Prevention and Awarene
they went around to various boothblood presure
checks, muscle strength testing, footwear analysi
care advice, cholesterol and A1C testing, determi
of diabetes risk level and healthy snack demonstr
Métis Nation and Misiway Health Centre also atte
and had displays.

Outcomes

The end of school was an appropriate time fram
the physical activity program as not many (
activities were taking place. The Physical Edul
teacher was highly motivated, had contact with the
children at school and could encourage tbesttend
8-10 children attended each sesstbe children love
playing the games and sports. They needed to [
to wear appropriate footwear. A teenager from
First Nation assisted and was an excellent role
for the children. The chikein were very interested
learning about diabetes. Appropriate beverages
discussed and provided (e.g. water rather
sweetened beverages). The CHR provided a H
snack on the last day to celebrate.

10 health care professionals interactech WH
participants. There was a positive reception fror
community health professionals who visited the
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Nation. Participation was small but enthusiastic. |
an excellent opportunity for the CHR to network ¥
Misiway Health Centre and otlpeofessionals and |
find out about services.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Thessalon First Nation Thessalon First Nation Diabe]
Prevention & Awareness Program
Leader Thessaloffrirst Nation
Period April 1, 2008 to March 31, 2009
Participating Aboriginal Thessalon First Nation
Communities/Organizations
ProjectGoal Diabetes prevention and management.
ProjectDescription Planned activities included:
e 3 day Turtle Conceptsorkshop (20 children¥b yo)
Outcomes Outcomes not submitted.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Thunderbird Friendship Centdeélrhunderbird Friendship Cent
Diabetes Project

Leader Thunderbird Friendship Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Thunderbird Friendship Centre (Geraldton)

ProjectGoal

To support weight loss through a walking program.

ProjectDescription

Activities consisted of:

e Walking Group (Bimoosidad Let 6 s Wa |
Loss Support Group. This is an 8 week adult pro
offered twice weekly (afternoon and evening
accommodate participant
purchased for registered partictpa Participants we
weighted weekly (body mass and body fat) and pr¢
with bottled water and resources relevant to he
eating and physical activity. Records were
Stretching exercises were done before the 30 1
walk. Incentives foweight loss and participation w
purchased to attract participants. People who att
the full 8 week walking program were eligible fo
grand prize. Prizes were geared towards incr
physical activity and boosting self esteem.

e Diabetes Cookm Circled T h e o0Meal s
Heal t hdé cookbook was u
circle. Participants used proper hand washing in
preparation and paid attention to portion sizes.

e Adventures in Cooking for Childrérall of the recipe
which were sl e d i ncorporate
recommendations. Children prepared the meal to(
and then sat down to eat with one another. H
washing techniques are reviewed each class an
building skills were developed. Children learng
measure drgnd liquid ingredients as well as techni
such as cutting, slicing and dicing. They also le
cleaning up skills.

e Youth Walking Programd This was a Poker Wg¢
Challenge which lasted for 8 weeks. Participatio
tracked each week and prizes wanechased g
incentives to attract participants. A grand prize
purchased for the individual who committed to the
8 week program. Bottled water and hot chocolate
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provided. Local businesses were involved ir
distribution of playing cards.

Community Gardend the square foot gardeni
technique was used. A garden shed, topsoil, wo
raised garden beds, seeds, seedlings, manure, he
other equipment were purchased.

Outcomes

The wal king group, a
project, was another success. There was an ave
7-12 participants throughout the program. Three ¢
periodically brought their toddlers so this becal
family outing. Prizes were an important compone
attracting participants and keepiregthmotivated. Al
participants lost an average o5 ®ounds. On¢
individual lost a total of 8 pounds and was able to
it of f . Comments whic
motivated in keeping physically active throug
winter months with individisathat share same goal
me O ; OWe have to do th
feel good about myself
hel ped motivate me 0 ;
Heal th Network!o

The cooking circles averaged3 2participants
Participarg are more than willing to cook foods thal
new to them such as the majority of vegetables.
The childrends <cooking
were an average of84participants weekly. T
children loved cooking and being introduced |
variety of dods. The children LOVE the program ¢
so do the parents and guardians.

There was an average df(bparticipants each week
the youth walking challenge. The youth wish to
the Poker Walk Challenge again next winter. It |
them active.

The Thmder bi rd Friendshi|
involved clients in the community garden
encouraged community involvement.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Wabigoon Lake Ojibway Nation Beating diabetes throu
awareness, health teaching and continuing empowerm
community members

Leader Wabigoon Lake Ojibway Nation

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Wabigoon Lake OjibwaNation

ProjectGoal

To prevent and manage diabetes through screening.

ProjectDescription

Activities consisted of:

Each month for 6 months a screening booth was ¢
at the band office (the day chosen was one wher]
people would dcdaoyne dam ey
Individuals were screened and education was prt
and/or referrals made as required.

A display of healthy foods for taste tests was avail;
the screening booth and a draw for a gift box was |

Outcomes

Individuals weralentified who were at high risk due
family history or other reasamthese families are ng
a target group for intervention. When the same p
came back, changes over time could be iden
These were considered and relevant teaching
provided as well as making appropriate referrg
physicians and the local NDHN member diak
program.

The draw for the gift box created a desire tg
screened.

This project took time and planning but even wi
small budget the organizer was able th neany ney
families.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Wahgoshig First Nation Clid&Vehgoshig Diabetes Project
Leader Wahgoshig First Nation Clinic
Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Wahgoshig First Nation

ProjectGoal

To motivate participants to continue walking dail
that it becomes a healthy habit.

To create an awareness of healthy activities.

To gain knowledge of diabetes irfua and socig
manner.

To become more motivated to control diabetes
daily basis.

ProjectDescription

Activities consisted of:

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

Poker walk/runin which a learning questionnaire |
used to test knowledge. A healthy meal was prq
afterwards.

Diabetes Bingwhich contained information on heal
lifestyles, symptoms, risks, complications and
plans.

A diabetes workshop in which a diabetegator fromn
Timmins came to the community to share informa
about diabetes medications and insulin.

Outcomes

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

There wasraexcellent turout for the Poker walk/rul
with 38 people attending.

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

13 people participated in the diabetes workshop.

year we hope to have a motivational speaker.
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Primary an&econdary PreventiStCommunity Based Initiatives

Project Title Wasauksing First Nation Hed@t@ommunity Kitchens, Medici
Walks and Physical Activity Chaieng

Leader Wasauksing First Nation Health

Period April 1, 2008 to March 32009

Participating Aboriginal
Communities/Organizations

Wasauksing First Nation

ProjectGoal

To improve diabetes management through impi
knowledge of traditional medicines.
To teach various methods of preserving foods.

To encourage youth foarticipate in various physi
activities.

ProjectDescription

Activities consisted of:

Plants helpful in managing diabetes were lof
harvested, dried and stored. The walking and ce
of tools and plants are of benefit to participants.
Community kitchens for teaching methods of fq
preservation (can, dry, freeze) were planned.

A walking program will be held with participants K
issued pedometers to track their steps. The educ
youth program will facilitate various physical acti
(e.g. basketball, baseball) for elementary and seq
school students. Meals will be provided as patrt ¢
latter program.

Outcomes

Various taditional medicines were harvested
prepared for storage.

There were no participants at the orgargaatmunity
kitchens.

The walking program was held three times a wee
7 months (no organized walking during the sur
months). Participants varied from 1 to 6 each da
the winter months, participants walked inside
community centre.

Attendancet the youth program was great.
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Primary an&econdary PreventiStCommunity Based Initiatives

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

Leader NAHNDAHWEH TCHIGEHGAMIG Wikwemikong Healt
Centre

Period April 1, 2008 to March 31, 2009

Participating Aboriginal
Communities/Organizations

Wikwemikong Unceded Indian Reserve

ProjectGoal

e Increased knowledge of JK to grade 12 studen
healthy eating, physical activity and how these
prevent type 2 diabetes. This information will be s
with families and the community.

e High school students will be empowered to take cq
of thar own health.

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

¢ Enhancd knowledge of appropriate insulin use.

ProjectDescription

Activities consisted of:

e JK to grade 4 program (260 studedtsgshowed &
Canadian Diabetes Association DVD, provided
and vegetable trays and gave children informatic
family members

e Grades B (229 students)showed Canadian Diabe
Association DVDs; encouraged the incorporatio
daily physical activitpto the school day (e.g. eneg
blasts such as jumping jacks in the classroom ¢
once a day); provided fruit and vegetable trays
encouraged students to share their knowledc
diabetes, daily physical activity and nutrition with
families.

e Grades 92 (200 student§)PowerPoint presentatio|
on diabetes and healthy eating were prepare|
presented during assemblies (grad@s @ades 112).
Fruit, vegetable, cheese and cracker and meat tra
provided for students who attendied Healthy Eatin|
assemblies. Students were encouraged to sh:
information with family, friends and the community

e Students in gradesl? were provided with the optif
of participatingn blood glucose screening (with sig
consents). Certificates were given to those stt
who participated.
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A class on insulin was developed for first time in
users and for those who need additional educatif
insulin and insulin administration

Outcomes

Students in H4d demonstrated an increase in f{
knowledge as per verbal reports to Community H
Nurse (CHN) at follovup visits at the school. Famil
likewise reported enhanced knowledge to CHN.
Students in B demonstrated theiincrease ir
knowledge via verbal reports to the CHN at fellpy
visits to the school.

A pre and postest for students in gradesl® was
ineffective as the students were disinterested.

52 students participated in the screening. No ref
to the fanly physicians for elevated blood glug
levels were required.

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

Perhaps including a small focus group for next
would garner more interest for evaluation.
Recommendations include: including wais
circumference as a risk factor for diabetes scre
hosting a communiyide presentation on diabe
presented by an expert on diabetes and continuing
annually; continuing with prevention education
schools on an annual lsagncouraging the commur]
food advisors to participate in the nutrition claj
engaging students in making healthy foods choice
the classes to a grocery store or hangiseparation g
a healthy snack in the classroom); and encouragi
sypporting the Wikwemikong Board of Educatior
the development of increased schade Daily
Physical Activities (i.e. running program, wa
program, etcé).
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Diabetes Education & Management Services

Promoting and facilitating excellenatabetes education and management services is

a key role of t he NDHN. To this &end
Education Certificate Programé in col
Colleges in northern Ontario.

Funding to take all or paftthis 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 2087but who were not able to take part in the program
were permitted to carry over their funding approval into thed ZB@3l year. In
addition, 52 new applicants from 32 communities/organizations applied for and
received funding to take the module@)@&9.

Diabetes Education & Management Sergi€eglege Certificate Program

Project Title Cambrian and Confederation College Diabetes Edu
Module and Certificate

Leader NDHN Northern Ontario Aboriginal Diabetes Initiati
(NOADI)

Period April 1, 2008 to March 31, 2009

Participating Aboriginal Aboriginal Peopl eds Al Il i af

Communities/Organizations | Aundeck Omni Kaning Nation

Big Grassy First Nation

Cat Lake First Nation

Dilico Anishnawbek Family Care

Eabametong 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 Houseéléskatanga 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 MobertFirst 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

ProjectGoal

Promoting and facilitating excellence in diabetes educati
management services is a key role of the NDHRNincreas:
the diabetes capacity of healthcare providers working
Aboriginal people in northern Ontario, NOADI allocated fu
for communiy healthcare workers as well as registered

or dietitians to take all or part of a specified college
diabetes course.

ProjectDescription

The NDHN has devel oped a
Programo6 i n col | ab oCoafederatior
Colleges in northern Ontario.

This program consists of 4 online modules and 2 field m¢
Community healthcare workers can take module 1
registered nurses and dietitians are eligible to take t
program.

Interested healthcapeoviders working with Aboriginal clie|
in northern Ontario can apply to the NDHN for funding
take the module or program.

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

module and original receipts.

Outcomes

52 individuals from 32 Aboriginalnmmunities/organization
in northern Ontario applied for and received approva
funding to take one or more modules.

As of March 31, 2009, 8 individuals had applieg
reimbursement for one or more modules.
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Training of Healthcare Providers

The 2006Needs 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 lfi@rtmembers. 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 @econdary prevention sections).
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Sharing Lessons Learned 02008 9

The following is a summary of some of the lessons learned, or suggestions offered, by
participating communities or organizations in2008

Community-Based WorkshopsPresentationgHealth Fairs

Additional topics of interest:
¢ Information on type 1, type 2, and gestational diabetes
e A communitywide presentation on diabetes presented by an expert on
diabetes (continuing these annually)
e Prevention education at all schools on an annual basis

Motivation:
e Prizes were important in attracting padm® and keeping them
motivated

e A gift boxdrawcreated a desite be screened
e Multiple phone call reminders can contributbésuccess @ service.

What people enjoyed:
e Learning through hands methods and interaction
e 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)

e Learning through Bingo
e Cooking and being introduced to new foodsdhildren)
e Learning together as a family unit

Suggestions:
e Have a clear publicity plan

e Needgoodcommunication between the facilitator and community contact
person re: recruitment and workshop registration

e Have facilitators with strong personalities fagilitation skills for large
groups

¢ Have good sound systems/lines of sight

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

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

¢ Have ontingency plans ftwadweather

e More peopleshould attendonferencesuch as the National Aboriginal
Diabetes Association Conference (to bring back ideas to implement)
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Include waist circumference as a dstof 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 requesa@ss.

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

Engagestudats in making healthy foods choices (take the classes to a
grocery store or hands preparation of a heajtanack in the classroom)
Encourage and suppdtte Board of Education in the development of
increased schewlide Daily Physical Activities (i.anning program,

wal king program, etcé)

Youth responded particularly wel/
discussions, being active, grouplera solving and healthy eating

Let community members know about the ey&nttle Concepts Youth
Empowerment fo Diabetes Preventio@pout two weeks ahead of time
andhave more outdoor events

Body care activitiese popular

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

Consider holding a sessionaameeknight rather than a weekend

The end of schoa$ an appropriate time frame &or after schoghysical

activity program as not many other actiateesaking placeA motivated
Physical Education teachman encouragestudentsto attendand 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 neetb be told to wear appropriate footwear.

SelfManagement

Participants recommended a weeaKlge hour as part of an action plan
Participants from current selnagement sessions as well as the previous
selfmanagement program recommend that another round of the 6 week
program be delivered in the next few months.
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Secondary Prevention

Foot Carefor Nurses:

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

Ongoing education in diabetes fovotind care would be beneficial as would
general diabetes information.

The interactive nature of the presentatiarofp@ng foot care) and the fact
that it was broken up into fairly short segnvesstsappreciated

Community-Based Foot Care:

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

Handson clinical experienceith RN supervision is a helpful learning
experience. Hands on learning helps people remember better.
Selfintroductions at the beginning of a workshop are good.

Specific strategies which will be useful in practice include: cleaning/washing
feet, massayg, trimming toenails and sxife.

In general, more handa 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 helpfuto 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.
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