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Abstract
BACKGROUND: Type 2 diabetes disproportionately affects Aboriginal peoples in Canada.
Supportive care, comprised of services, resources or support designed to improve the quality of
life for persons with diabetes is an important part of the diabetes management system. Diabetes
Education Centres (DECs) provide support and education to patients diagnosed with diabetes.
There is currently no comprehensive description of diabetes supportive care programs available to
Aboriginal populations through DECs, nor is there information about the cultural relevance of
such programs.
PURPOSE: To document and describe the nature, scope, variation and cultural content in
diabetes supportive care services and resources available to Aboriginal persons through Diabetes
Education Centres (DECs) in Ontario. Findings from this project will be used to develop
recommendations for government agencies that fund DECs and DEC program managers and
employees.
METHODS: Diabetes care providers (n=56) identified as serving Aboriginal clients were
systematically surveyed by telephone in order to document and describe the nature and variation
of diabetes supportive care services available to Aboriginal persons with diabetes. Quantitative
and qualitative questionnaire items were used to examine strategies used to enhance cultural
relevance of diabetes programs, services, and resources. Quantitative results were analyzed in
SPSS and Microsoft Excel, while qualitative responses were recorded, transcribed, and imported
into NVivo 8 where inductive and deductive content analysis was performed.
RESULTS: Findings from the quantitative analyses revealed that the use of cultural strategies
varied according to client place of residence and DEC client volume. Integration of cultural
strategies was more common for (a) DECs serving an on-reserve clientele, compared to DECs
serving an off-reserve clientele; and (b) DECs serving a higher volume of Aboriginal clients.
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Qualitative analyses revealed differences in (a) program delivery methods for Aboriginal clients,
and (b) perceived barriers to providing Aboriginal clients with effective diabetes care.
CONCLUSION: Now that we know many Ontario DECs are trying to integrate cultural strategies
to various degrees, research efforts can attempt to connect culturally relevant diabetes programs
to client outcomes. A positive relationship would have important policy and practice implications.
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Chapter 1
Introduction
While Canada is a country blessed with affluence and universal health care, health
disparities remain a major public health and social justice concern. Regardless of which indicator
or health determinant is examined, Aboriginal peoples1 in Canada are burdened with a much
greater prevalence of illness than the rest of the Canadian population (Newbold, 1998). Apart
from understanding what contributes to the gap in health status, much research has focused
attention on how to reduce the gap and repair existing health inequities.
Explanations for the profound health disparities experienced by Aboriginal populations in
Canada include a complex combination of “social, economic, cultural and political inequities”
(Adelson, 2005, pS45). Historical and systemic oppression of Aboriginal peoples that include
racism, assimilation, residential school trauma, cultural, social and physical isolation are believed
to be the root cause for many of the health disparities experienced by Aboriginal populations
(Adelson, 2005; MacMillan, MacMillan, Offord & Dingle, 1996; Newbold, 1998). The
residential school system initiated by the Canadian government was a deliberate attempt to
assimilate Aboriginal peoples into the dominant European culture, resulting in a devastating loss
of identity, family, language, land and culture (Royal Commission on Aboriginal Peoples,
1996a). Consequently, reconciliation and healing initiatives aim to reconnect Aboriginal peoples
with their identity and culture (Lafrienière, Diallo, Dubie, & Henry, 2005).

1

For the purpose of this paper, „Aboriginal peoples‟ is a used as a collective name for all of the original

peoples of North America and their descendants. This includes First Nations, Métis and Inuit groups as
specified in the Constitution Act of 1982 (NAHO, 2003b). The respective names of each group will be
used when referring to one or two distinctive groups of Aboriginal peoples.
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It is important therefore, that efforts to address health disparities in Aboriginal groups not
be disassociated from this historical context. Health initiatives should support the healing of
Aboriginal peoples through consideration of their unique cultural values and beliefs (Harvey,
Harjo & Jackson, 1990). Adapting health interventions and services to reflect the cultural beliefs
of a particular group may also help to enhance acceptance of programs and overall outcomes
(American Association of Diabetes Educators, 2007; Canadian Diabetes Association Clinical
Practice Guidelines Expert Committee [CDACPGEC], 2008).
Type 2 diabetes is a chronic disease that is affecting Aboriginal populations in
disproportionate numbers compared to non-Aboriginal populations in Canada (Assembly of First
Nations [AFN], 2007; Young, Reading, Elias & O‟Neil, 2000). This diabetes epidemic warrants
the most effective and relevant diabetes care programs for Aboriginal peoples. Diabetes
Education Centres (DECs) are provincially funded organizations located across Canada where
patients diagnosed with diabetes can receive education and support to help manage and cope with
their diabetes. It is not clear whether current diabetes services and resources delivered through
DECs are addressing the health needs of Aboriginal clients care within a culturally relevant
context. This study explores the types of strategies used to enhance the cultural relevance of
programs and services offered to Aboriginal people with diabetes through Ontario DECs.

2

Chapter 2
Literature Review
2.1 Demographic Profile of Aboriginal Peoples in Canada
The Constitution Act of 1982 recognizes three groups of Aboriginal peoples in Canada:
First Nations, Métis and Inuit. Each of these groups has a different language, culture and
geography, and within these groups there are unique histories, cultures, and traditions. In 2006,
over 1.1 million people living in Canada reported having Aboriginal ancestry, representing 3.8%
of the total population in Canada (Statistics Canada, 2008a). Data from the 2006 Census also
indicated that the total Aboriginal population is on the rise. In 2006, Ontario was home to the
largest Aboriginal population (242,495 people) out of all the provinces and territories, although
they comprised only 2% of the total population in Ontario (Statistics Canada, 2008a).
The number of Aboriginal people living in Canada‟s urban areas increased from 50% in
1996 to 54% in 2006 (Statistics Canada, 2008a). Urban areas include census metropolitan areas
(i.e. minimum of 100,000 people, where at least 50,000 of whom live in the urban core) and
smaller urban centers (i.e. minimum of 1000 people with no less than 400 people per square
kilometre), as defined by Statistics Canada (2008a).
According to the 2006 census, the majority of Inuit people live in four main regions of
the Canadian Arctic including regions of Labrador, northern Quebec, the Northwest Territories,
and Nunavut (Statistics Canada, 2008a). In 2006, almost 70% of the Métis population lived in
urban areas across Canada, with the largest populations residing in Alberta, Ontario, Manitoba
and British Columbia. Métis is a term used to broadly describe those with a mixed Aboriginal
and European ancestry (National Aboriginal Health Organization, 2003). Finally, First Nations
groups make up the largest proportion (60%) of Aboriginal peoples. First Nations people were
3

more likely to live off-reserve (60%) than on-reserve (40%) in 2006, up from the 58% who lived
off-reserve in 1996 (Statistics Canada 2008a). The majority of First Nations people living offreserve reside in urban or metropolitan areas. Twenty-three percent of all First Nations persons
reside in Ontario. It is important to note that 22 reserves or settlements did not participate in the
2006 census, down from 30 non-participating reserves in 2001 (Statistics Canada 2008a).
Aboriginal peoples are disproportionately represented in the prevalence of chronic
diseases. On average, Aboriginal people have a lower life expectancy relative to the nonAboriginal population in Canada (Adelson, 2005; Statistics Canada, 2006a). In addition, the
health profile of Aboriginal peoples is commonly associated with non-communicable chronic
diseases and lifestyle-related health issues such as type 2 diabetes, heart disease, depression and
obesity (Reading & Nowgesic, 2002; Young, 2003). Diabetes in particular is affecting
Aboriginal peoples in disproportionate numbers (Assembly of First Nations [AFN], 2007; Young,
Reading, Elias & O‟Neil, 2000).

2.2 Determinants of Health for Aboriginal Peoples
Aboriginal health in particular is strongly associated with social and economic factors
(Frohlich, Ross & Richmond, 2006). Low socio-economic status has been found to be associated
with poor health outcomes (Adelson, 2005; Evans and Stoddard, 1990; Statistics Canada, 1993a;
Tjepkema, 2002). In Canada, Aboriginal populations have a lower socio-economic status
(MacMillan et al., 1996; Tjepkema, 2002), and higher unemployment rates than non-Aboriginal
groups (Statistics Canada, 2006). Earlier data from the 1991 Aboriginal Peoples Survey revealed
that more than 54% of respondents had a personal income less than $10,000 per year, compared
with 35% of Canada‟s total population (Statistics Canada, 1993b). Furthermore, the Canadian
average for social assistance was 8.1%, whereas 28% of Aboriginal people surveyed relied on
social assistance at some point in the year (Statistics Canada, 1993b).
4

Recent evidence shows that 33% of Aboriginal people living off-reserve experience food
insecurity, a rate three times greater than those of the non-Aboriginal population in Canada
(Office of Nutrition Policy and Promotion, 2007). Food insecurity rates in remote, on-reserve
communities have been found to be as high as 70% in Fort Severn, Ontario (Indian and Northern
Affairs Canada [INAC], 2004), and 83% in Kugaaruk, Nunavut (INAC, 2003). Lack of
availability and affordability of healthy foods can result in health problems or complications from
diseases such as type 2 diabetes, where a healthy diet is a core element to managing the disease.
Diet is an important determinant of health and many health problems are related to poor
eating habits (Willows, 2005). Since the colonization of Canada, Aboriginal peoples have
experienced a changing diet. The traditional Aboriginal diet obtained mainly through hunting and
fishing incorporated natural foods that are high in protein and low in fat (Schaefer, 1977). These
traditional foods have been replaced with a Westernized diet abundant in processed foods that are
high in calories and have a low nutritional quality (Schaefer, 1977; Willows, 2005). Such drastic
change in lifestyle and diet is thought to be a major factor in the increased prevalence of obesity
(Whiting & Mackenzie, 1998) and diabetes in Aboriginal people (Young, 1994).
Obesity is a chronic condition that has become prevalent across Canada as a whole
(Shields & Tjepkema, 2006). Being overweight or obese is a risk factor for many chronic
diseases including hypertension, type 2 diabetes, gallbladder disease, coronary artery disease, and
some types of cancer (Luo et al., 2007). Obesity is a major health problem among Aboriginal
populations. According to the 2004 Canadian Community Health Survey, 67% of off-reserve
Aboriginal people were overweight or obese and 38% were obese (Garriguet, 2008). Although
this survey revealed similar rates of overweight for non-Aboriginal Canadians, obesity was two
and a half times more prevalent in Aboriginal people. When obesity rates were analyzed by
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ethnicity, Aboriginal people were found to have the highest prevalence of overweight and obesity
compared to all other ethnic groups (Tremblay, Pérez, Ardern, Bryan & Katzmarzyk, 2005).
The prevalence of obesity can vary widely between communities and geographic
locations. The prevalence of obesity is similar between Aboriginal and non-Aboriginal people in
the territories, but in the provinces, Aboriginal people living off-reserve are more likely to be
obese in both urban and rural areas (Tjepkema, 2002). The high prevalence of obesity in
Aboriginal groups was documented early on by Young and Sevenhuysen (1989). They
discovered that nearly 90% of Cree and Ojibwa adults in certain age groups from communities in
north-western Ontario and north-eastern Manitoba had a body mass index in the overweight or
obese range. Obesity has also been found to be more common in Aboriginal women than
Aboriginal men (Bryan & Walsh, 2004; Garriguet, 2008; Young & Sevenhuysen 1989).
Physical inactivity is a major modifiable risk factor for many chronic conditions
including obesity, cardiovascular disease, diabetes mellitus, colon and breast cancer,
hypertension, osteoporosis and depression (Warburton, Nicol, & Bredin, 2006). Warburton and
colleagues (2006) noted the multi-dimensional effects of physical activity in reducing the risk for
negative physical and psychosocial outcomes. Rates of physical activity involvement are similar
in Aboriginal and non-Aboriginal populations in Canada (Garriguet, 2008). Data suggest both
groups also appear to be equally inactive; approximately 56% of Aboriginal and non-Aboriginal
people are not active on a regular basis (Garriguet, 2008).
Place of residency has also been shown to be an important social determinant of health
(Frohlich et al., 2006). The remote location of many Aboriginal communities poses a challenge
for the access and delivery of health care services. This can affect the rate of health care
utilization and in turn, health outcomes. The 2003 Ontario First Nations Regional Health Survey
found that significantly fewer on-reserve First Nations peoples had been in contact with a general
6

practitioner or dentist in the previous year compared to the Ontario population (MacMillan,
Walsh, Jamieson, Wong, et al., 2003). Visits to a family physician were more likely to occur in
urban and rural areas than remote or special access locations. The survey also revealed that onreserve First Nations persons were more likely to have contact with a nurse, social worker, and
alternative health care provider than with a physician (MacMillan et al., 2003). Similarly, the
2001 Canadian Community Health Survey reported slightly higher contact with nurses and other
health care providers in off-reserve Aboriginal populations; however, it also found that contact
with a general practitioner was similar to that of the non-Aboriginal population, with the
exception of the territories (Tjepkema, 2002).

2.3 Type 2 Diabetes in Aboriginal Populations in Canada
The aforementioned risk factors are all important contributors to one of the most
significant chronic disease affecting Aboriginal populations in disproportionate numbers (Young,
Reading, Elias and O‟Neil, 2000). Type 2 diabetes, or non-insulin-dependent diabetes mellitus,
was rare among Aboriginal populations until the 1940s when the prevalence of diabetes began to
increase substantially in many communities (Young, Schraer, Schubnikoff, Szathmary, and
Nikitin, 1992). In the 2001 Aboriginal Peoples Survey, 7% of the off-reserve Aboriginal
population reported having diabetes, compared to 4.3% of the non-Aboriginal population in
Canada (Statistics Canada, 2003).
The theory of a “thrifty genotype” has been proposed to explain the greater prevalence of
diabetes in Aboriginal populations (Neel, Weder & Julius, 1998). Based on an ancestry of living
off the land and enduring feast and famine cycles, it was hypothesized that Aboriginal peoples in
Canada have a genetic predisposition to store food energy very efficiently (Thouez, Rannou &
Foggin, 1989). Research by Thouez et al. (1989) found that a combination of a dietary change
towards foods higher in calories, fat and sugar and lower physical activity levels contributed to an
7

increased prevalence of obesity and diabetes in Aboriginal populations. It is important to note
that the thrifty genotype hypothesis is a controversial one that has been criticized because of its
attempt to explain diabetes entirely from a biological standpoint, neglecting the social
determinants of the disease (McDermott, 1998). While genetics and family history do play a role
in predictors of disease, the interaction of environmental factors with genes is an important
influence in the expression, and potential mutation of those genes (Hegele, 1999; Simopoulos,
1999).
The prevalence of type 2 diabetes varies depending on the specific group of Aboriginal
peoples being considered. First Nations groups in Canada have higher diabetes rates in all age
groups compared with the general Canadian population (Bobet, 1997). Depending on the
community, the prevalence of type 2 diabetes is three to five times higher in First Nations
populations, and the death rate from diabetes is up to six times higher compared to the general
Canadian population (Bobet, 1997; Young et al., 2000). The 2001 Aboriginal Peoples Survey
found that First Nations living off-reserve had the highest rates of diabetes at 8.3%, compared to
6% in Métis, and 2.3% in Inuit (Statistics Canada, 2003). Rates of diabetes have been found to be
highest among First Nations peoples living on-reserve relative to those living off-reserve (Health
Canada, 2000), and higher in First Nations living in isolated communities or in those
understanding an Aboriginal language (Assembly of First Nations, 2007). Recent evidence
suggests the rates of diabetes in First Nations adults living on-reserve or in First Nations
communities is upwards of 20% (Assembly of First Nations, 2007).
Six percent of Métis people reported having diabetes (Statistics Canada, 2003). Finally,
Inuit groups had the lowest diabetes rates of 2.3%, lower than the Canadian average of 4.3%.
However, the 1999 First Nations and Inuit Regional Health Survey found rates up to 4% among
Inuit people in Labrador (Labrador Inuit Health Commission, 1999). Studies in the Canadian
8

Arctic have suggested diabetes rates of Inuit peoples may be underestimated and could be up to
two or three times the known rate (Young at al., 1992). In fact, because of a large proportion of
undiagnosed cases, the actual prevalence of diabetes in all Aboriginal groups has been estimated
to be two or three times higher than what is currently known (Young et al., 1992; Young, 1994).
In contrast to the Canadian population where diabetes is much higher in men, the disease
disproportionately affects women in Aboriginal groups (Health Canada, 2002). While typically
more Aboriginal women are diagnosed with diabetes than Aboriginal men (Bobet, 1997;
Statistics Canada, 2003; Young et al., 2000), recent findings suggest the gender gap in First
Nations people with diabetes has disappeared due to an increase in men being diagnosed
(Assembly of First Nations, 2007). However, Aboriginal women continue to face a
disproportionate rate of negative health conditions relative to non-Aboriginal women (MacMillan
et al., 2003).
The high prevalence of diabetes in Aboriginal peoples is also a cause for attention
because Aboriginal people tend to develop diabetes at an earlier age (Health Canada, 2000). In
fact, many studies have shown the incidence of type 2 diabetes among Aboriginal children is
increasing (Dean, Young, Flett, & Wood-Steiman, 1998; Harris, Perkins, Whalen-Brough, 1996).
Consequently, Aboriginal people are carrying the physical, emotional and financial burden of
diabetes for a longer period of time.
Aboriginal people exhibit more severe cases of diabetes at diagnosis and higher rates of
complications (Health Canada, 2000). Aboriginal communities typically face a lack of accessible
health services, which affects hospitalization rates and health care utilization (Booth et al., 2005;
Health Canada, 2000). Greater distances to primary care for rural and remote Aboriginal
communities may cause these patients to delay seeking medical attention in the early stages of
diabetes or for resulting complications (Booth et al., 2005). Typically, Aboriginal groups visit a
9

general practitioner less often compared to the non-Aboriginal population in Canada (Health
Canada, 2000; MacMillan et al., 2003). The 2002/2003 First Nations Regional Health Survey
results revealed that 41.3% of on-reserve First Nations people with diabetes attend diabetes
clinics or receive diabetes education, access being the main reason for not attending (Assembly of
First Nations, 2007). Therefore, while diabetes awareness education is critical to identify onset
earlier and reduce later complications, accessibility and use of health care services is equally
important.

2.4 Health Consequences of Type 2 Diabetes in Aboriginal Populations
Higher rates of complications of type 2 diabetes contribute to greater morbidity and
mortality in Aboriginal populations. Examples of such debilitating complications include
retinopathy, kidney disease, cardiovascular disease, infections, lower limb problems, and even
amputations (Assembly of First Nations, 2007; Young, 1994). Almost two decades ago, the risk
of end-stage renal disease among Aboriginal populations was already two times higher due to
type 2 diabetes compared to the non-Aboriginal Canadian population (Young, Kaufert,
McKenzie, Hawkins & O‟Neil, 1989). For all populations, the prevalence of diabetes is expected
to increase in the upcoming years (Assembly of First Nations, 2007; Health Canada, 2000). This,
along with a rise in the prevalence of risk factors associated with the disease will continue to
escalate the epidemic for Aboriginal populations that are already greatly affected by diabetes
(Health Canada, 2000).

2.5 Economic Costs of Diabetes
Diabetes continues to burden individuals, families, communities, and the Canadian health
care system with increasing costs. In 1998, Health Canada reported that diabetes cost $0.4 billion
for hospitalizations and drugs and $1.2 billion in indirect costs including loss of productivity due
10

to illness, injury or premature death (Public Health Agency of Canada, 2005). Total health care
costs in Canada related to diabetes are estimated to increase from $4.66 billion in 2000 to $8.14
billion by 2016 (Ohinmaa, Jacobs, Simpson & Johnson, 2004).
A person with diabetes can spend up to $5000 per year on supplies and medication
(Public Health Agency of Canada, 2005). Registered First Nations people are covered by the
federal Non-insured Health Benefits (NIHB) Plan, and non-status individuals receive coverage
from provincial or territorial drug plans (Assembly of First Nations, 2006). From 1995 to 1998,
diabetes drug claims though the NIHB plan have increased 78%, reaching an annual cost of $13
million (Health Canada, 2000). Oftentimes, NIHB does not cover diabetes medication,
equipment or service (i.e. foot care) costs, resulting in either financial hardship for First Nations
families or going without necessary care (Assembly of First Nations, 2006; 2007). A study by
Jacobs (1998) estimating costs of diabetes among status individuals in Manitoba found that the
annual cost for status persons with diabetes was $3,657 compared to $2,169 per-person for the
general population with diabetes. The trends of increasing diabetes prevalence in Aboriginal
populations, earlier onset, and greater risk of complications are sure to drive the cost of diabetes
even higher in coming years.

2.5.1 Type 2 Diabetes in Aboriginal Populations in Ontario
According to the 2006 Census, Aboriginal peoples represented only 2% of the provincial
population of Ontario, representing the highest total number of Aboriginal people, when
compared to the other provinces and territories (Statistics Canada, 2008a). In an assessment of
diabetes trends in Ontario, MacMillan et al. (2003) found that rates of diabetes in First Nations
people living on-reserve in Ontario were significantly higher than the rest of the Ontario
population, with First Nations women experiencing higher rates than First Nations men. In
Ontario, Aboriginal people with diabetes living in rural areas or Aboriginal communities were
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twice as likely to experience hospitalizations for an acute complication compared to urban
Aboriginal or non-Aboriginal people (Booth, Hux, Fang & Chan, 2005). Those living in remote
locations were almost three times more likely to be admitted to hospital for complications
because they were waiting longer to seek care and thus had developed more severe complications.
Some research on Aboriginal diabetes rates has highlighted specific geographic areas of
interest in Ontario. The Sioux Lookout Zone in north-western Ontario has been found to have the
highest reported rate of gestational diabetes (8.4%) in Canada (Harris, Caufield, Sugamori,
Whalen & Henning, 1997). Alarmingly, the Sandy Lake region is home to an Oji-Cree
population that has been documented to have the third highest diabetes prevalence in the world
(Carpentier, Zinman, Leung, Giacca et al., 2003). The large proportion of Aboriginal people
living in Ontario and the considerable prevalence of diabetes warrants investigation into the
diabetes supportive care resources available to this population in the province.

2.6 Diabetes Self-Management
Diabetes is a lifelong disease that entails permanent and ongoing lifestyle changes to treat
its symptoms and delay morbidity. Treatment of diabetes aims to achieve optimal blood pressure
(Fonseca, 2003), blood lipids (Roselli della et al., 2003), and glycemic control (The Diabetes
Control and Complications Research Group, 1993). In order to fulfill these goals, patients are
required to adhere to a regimen of drug therapy, frequent medical visits, and continuous selfmanagement such as monitoring blood glucose and foot exams (Armour, Norris, Jack, Zhang, &
Fisher, 2005). Oftentimes, families of persons with diabetes play a significant role in
management of the disease and become involved at an emotional and behavioural level
(Patterson, 2002). Three in ten First Nations adults with diabetes receive care from family
members (Assembly of First Nations, 2007).

12

Effective self-management of diabetes and changes in lifestyle are particularly important
because they are associated with enhanced quality of life (Constable, Buckingham & Bean,
2000). According to the Canadian Diabetes Association (CDA), management of diabetes should
include the following: education, physical activity, nutrition, weight management, medication,
lifestyle management, and blood pressure monitoring (Canadian Diabetes Association [CDA],
2004). However, for a person with diabetes, the information they must learn and the
responsibility they assume in self-managing their disease can be an overwhelming and stressful
task (Canadian Diabetes Advisory Board, 1992). Aboriginal people with diabetes commonly
exhibit signs of stress that require stress-coping methods (Iwasaki and Bartlett, 2006). It is
important that Aboriginal people with diabetes receive effective and meaningful information and
tools to help them manage their diabetes and reduce complications.

2.7 Diabetes Education
Diabetes self-management education is an essential component to diabetes care and
involves teaching patients the skills and knowledge required to effectively manage the disease
(American Diabetes Association, 2005). Specifically, patient education and counselling to
promote self-management greatly improves glycemic control, quality of life and reduces the risk
of complications (Visser & Snoek, 2004). The Canadian Diabetes Advisory Board (1992)
recommends diabetes education include teaching about meal plans, physical activity, use of
hypoglycemic medications, and monitoring blood glucose level. Non-pharmacological methods
such as a healthy diet and exercise are preferred for initial treatment of symptoms where possible
(American Diabetes Association, 1988). With shortages of physicians in remote, rural and
Aboriginal communities in Canada (Chan, 1999), there is a greater need for diabetes education
and supportive care services offered through other means such as Diabetes Education Centres
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(DECs). Patients diagnosed with diabetes can receive education and support from DECs to help
self-manage their diabetes.
Education programs have been shown to be effective at decreasing short-term
complications of diabetes (Mulhouser, Bruckner, Berger, Cheta et al., 1987; Luzelman,
Slemenda, Langefeld, Hays et al., 1993). Tankova and colleagues (2004) found that a five day
diabetes education program produced significant improvements to quality of life in both the short
and long term when compared to an insulin-treated control group. Follow-up after one and two
years revealed a substantial increase in well-being including improvement in glycemic control
and reductions in depression and anxiety. In another study, findings revealed that group-based
counselling reduced diabetes-related stress and improved coping skills (Karlson, Idsoe, Dirdal,
Hanestad et al., 2004).
Patient non-adherence to prescribed health regimens is a problem encountered in many
areas of health care (Lo, 1999). Most of the management in diabetes care is self-directed changes
in lifestyle, making it valuable to determine strategies to improve adherence. Lo (1999) found
that the success of insulin-dependent diabetes mellitus patients complying with a health regimen
was associated with good family support, positive rapport with health care professionals, an
absence of chronic stress, and the capacity to cope with and manage the disease. Only 41.3% of
First Nations people with diabetes are accessing diabetes education services (Assembly of First
Nations, 2007). Reasons for not attending diabetes clinics included accessibility issues, financial
reasons, and culturally inadequate services. DECs are a promising solution to help improve
diabetes management in Aboriginal populations by providing education and support to
individuals and their families.
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2.8 Diabetes Supportive Care through Diabetes Education Centres
Supportive care is an important part of diabetes health care that involves services,
resources or support designed to help improve the quality of life for those living with diabetes.
Supportive care is of particular importance to public health because of its potential to manage the
burden of the disease on patients and the health care system. Although elements of diabetes
supportive care do exist within organizations such as the CDA and DECs, currently there is no
comprehensive definition of “diabetes supportive care” to guide practices in Canada. Information
regarding the availability and accessibility diabetes supportive care resources and expertise is
lacking (CDACPGEC, 2008).
„Supportive care‟ is a familiar term used in cancer care. Supportive care in this context
has been defined as services or resources to fulfill the needs of cancer patients in the following
areas: psychological, health information, physical and daily living, patient care and support, and
interpersonal communication (Bonevski, Sanson-Fisher, Hersey, Paul & Foot, 1999). For the
purposes of this thesis, I will employ the following working definition of diabetes supportive care
as a guiding concept: “Supportive care” interventions are intended to address information needs,
financial needs (health insurance, etc), emotional needs, transportation needs and treatment
related needs for people with diabetes. They help a person with diabetes improve the quality of
their life. Community interventions for diabetes supportive care include, for example, support
from family, homecare, the multidisciplinary health care team, school, workplace, and volunteer
organizations that can help persons with diabetes make necessary adjustments toward improving
the quality of their life.
Diabetes care in Canada is extremely variable with respect to delivery and management
strategies (Canadian Diabetes Advisory Board, 1992). Research about DECs is lacking in terms
of examining the breadth of supportive care resources available, variation between centres, and
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culture specific programs for Aboriginal peoples. Recent research involving DECs has focused
predominately on single components of DEC programming such as physical activity (Bowman &
Foster, 2007; Gornall, Lévesque & Sigal, 2008; Ruby, Blainey, Haas & Patrick, 1993) and
resource utilization (Gucciardi, Smith & DeMelo, 2006), or has studied patient characteristics
(Fernandes et al., 2002). A description of diabetes supportive care programming and resources
offered by DECs is needed to identify gaps in services and improve diabetes care in Canada.
In particular, there are significant gaps in knowledge concerning the current state of
diabetes supportive care services available to Aboriginal populations through DECs. An
inventory of programs and resources provided by these centres could help identify variation and
gaps in existing supportive care and assist with further program development for serving the
growing number of Aboriginal persons with diabetes. Focusing specifically on Aboriginal people
with diabetes and the importance of cultural relevance, an inventory describing any programs
tailored to the unique needs of this population could be of great use. Documenting the strategies
used to enhance the cultural relevance of diabetes programming for Aboriginal peoples offered
through DECs could provide an opportunity for sharing promising practices, expanding programs
and creating a more effective diabetes supportive care network for Aboriginal patients.

2.9 The Importance of Cultural Relevance in Aboriginal Health Care
It is important in health promotion to consider how cultural beliefs might directly and
indirectly affect the acceptance and success of a program or initiative (Pasick, D‟Onofrio &
Otero-Sabogal, 1996). Cultural sensitivity is defined as “the extent to which ethnic/cultural
characteristics, experiences, norms, values, behavioural patterns, and beliefs of a target
population‟s relevant historical, environmental, and social forces are incorporated in the design,
delivery, and evaluation of targeted health promotion materials and programs” (Resnicow,
Baranowski, Ahluwalia & Braithwaite, 1999, p 11). The American Association of Diabetes
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Educators (AADE) strongly encourages that diabetes educators and their organizations
demonstrate an understanding of the cultural backgrounds of their clientele to establish mutual
respect with patients and to enhance the ability to provide effective assessment, diagnosis, and
treatment (AADE, 2007). The AADE also advocates for providing culturally relevant services as
well as involving stakeholders from groups of interest to help inform diabetes care initiatives that
respect the uniqueness of their culture.
The CDA Clinical Practice Guidelines also outlines recommendations for working with
Aboriginal populations. The four main guidelines include: (a) assess for modifiable risk factors
at an early age, (b) follow the clinical practice guidelines for high-risk populations, (c) providing
culturally relevant prevention programs for Aboriginal populations focusing on diabetes
awareness, physical activity, healthy eating, and achieving healthy weights, (d) demonstrating
respect and sensitivity towards the unique language, cultural and geographic issues as they relate
to diabetes, and (e) community access to diabetes management programs and professionals
(CDACPGEC, 2008). Moreover, Aboriginal culture varies widely between different groups and
communities, making it important for health practitioners to facilitate discussion with patients,
families and colleagues to best inform their practices (Lomay & Hinkebein, 2006).
Antone and Imai (2006) found that the Canadian health care system incorporates very
little integration of Aboriginal tradition or knowledge. Possible explanations for this include
insufficient cultural sensitivity training in professional health care educational programs (Bell,
1994), and a lack of respect and acceptance for traditional Aboriginal healers by Western medical
professions (Helms & Cook, 1999). Typically, the clinical approach to diabetes care shaped by
Western medicine does not meet the needs of Aboriginal people because of cultural differences in
spirituality, health beliefs, diet and lifestyle (McKennitt, 2006). An integration of these concepts
into diabetes care is strongly recommended, as is a need for a wholistic health approach for
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Aboriginal clients (AADE, 2007; CDACPGEC, 2008; Royal Commission on Aboriginal Peoples,
1996b).
Aboriginal cultures have maintained a wholistic view of health and wellness. The term
“wholistic” refers to humans as being whole though mental, physical, spiritual and emotional
wellness as an individual, and as members of their family, community and other sacred
relationships (Antone, Gamlin, & Provost-Turchetti, 2003). Traditional Aboriginal views of
health and wellness are strongly rooted in balance and the interconnectedness between humans,
animals, plants, the land and spirits (Battiste & Henderson, 2000). Many Aboriginal teachings
explain that plants and animals are the source of medicine as well as a means to spiritual
enlightenment (Lavallée, 2007; Sanchez, Plawecki & Plawecki, 1996).
The Public Health Agency of Canada (2005) has recognized that diabetes care and
management are more effective under a wholistic framework, keeping in mind an individual‟s
physical, social, emotional, spiritual and cultural well-being. While this is consistent with
Aboriginal philosophies of wholistic health care, many diabetes care programs lack cultural
specificity for Aboriginal populations (McKennitt, 2006). In order to provide effective,
meaningful health care for Aboriginal patients, health practitioners must demonstrate respect and
sensitivity to the values and implications of Aboriginal culture (AADE, 2007; CDACPGEC,
2008; Sanchez, Plawecki & Plawecki, 1996).
While there is no direct evidence linking culturally relevant programs to improved
outcomes for Aboriginal clients specifically, positive effects on diabetes related outcomes have
been found in several culturally relevant diabetes initiatives for Hispanic adults (Corkery et al.,
1997; Lorig, Ritter, & Gonzalez, 2003; Lorig, Ritter, & Jacquez, 2005; Two Feathers et al.,
2005). Several reviews of literature have identified health initiatives where culturally tailored
health messaging resulted in improved receptivity and positive behaviour change (Brug,
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Campbell, & van Assema, 1999; Skinner, Campbell, Rimer, Curry, & Prochaska, 1999). Given
that message tailoring can enhance receptivity resulting in positive outcomes, integrating
culturally relevant elements within health initiatives would be expected to produce similar
positive effects.
In a series of focus groups, tribal leaders, Aboriginal health professionals and Aboriginal
community members expressed a strong desire for diabetes education services and resources that
are relevant to their tribe or culture (Roubideaux et al., 2000). Specifically, recommendations
were made to emphasize culturally relevant information about diet and exercise, and for a greater
variety of resource types such as workshops, videos, exercise/cooking classes and family
programs. Overall, the response indicated that a deeper integration of cultural beliefs is needed in
diabetes care. Similarly, Aboriginal participants responded favourably to culturally relevant
diabetes education sessions (Griffin, Gilliland, Perez, Helitzer, Carter, 1999).
A study of the diabetes experiences of Aboriginal people living in a rural Canadian
community examined how common challenges with the disease could help inform culturespecific diabetes services (Barton, Anderson & Thommasen, 2005). The results emphasized the
need for health professionals to better understand Aboriginal culture and for Aboriginal
perspectives to be included in diabetes programs. Specifically, participants revealed a strong
desire for a diabetes clinic in the community, as well as including traditional ceremonies in
diabetes education programs. Programs such as the Professional Relations in Aboriginal Diabetes
Education (PRIADE) have addressed such cultural barriers by training diabetes professionals
working with Aboriginal communities about wholistic and cultural approaches to diabetes care
(McKennitt, 2006). The PRIADE program has been successful in reinforcing the importance of
wholistic care, increasing community capacity and networking between health care providers, and
improving relations and delivery of care with Aboriginal clients.
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2.10 Strategies to Enhance Cultural Relevance
Not surprisingly, health education programs and interventions are known to be more
effective when they are culturally relevant to the populations they serve (Kreuter, Lukwago,
Bucholtz, Clark & Sanders-Thompson, 2003). Past research has shown that adapting diabetes
programs to be culturally relevant has resulted in significant improvements for Mexican
American (Brown & Hanis, 1995), and African American groups (Agurs-Collins, Kumanyika,
Ten Have, & Adams-Campbell, 1997; McNabb, Quinn, Kerver, Cook, & Karrison, 1997).
Various methods of enhancing cultural relevance for health programs exist. Kreuter and
colleagues (2003) outlined five types of strategies: peripheral, linguistic, evidential, constituentinvolving, and sociocultural that should be integrated in health programming to enhance cultural
relevance for clients.

2.10.1 Peripheral Strategies
Peripheral strategies involve altering the outward appearance of programs or materials to
appeal to a particular group (Kreuter et al., 2003). This can be accomplished by including certain
pictures, colours, fonts or descriptive titles (e.g. “A guide for Aboriginal peoples with diabetes”)
to create outward familiarity and relevance for the group. It is believed that these visual cues
serve to improve receptivity and acceptance of the message (Resnicow, Baranowski, Ahluwalia,
& Braithwaite, 1999). In a review of 18 injury prevention initiatives for ethnic groups, Parks and
Kreuter (2007) documented the use of peripheral strategies. Common peripheral strategies they
discovered in these initiatives included culture-specific images (Cardenas & Simon-Morton,
1993) and declarative titles (Wiist, Jackson & Jackson, 1996). Similarly, the peripheral strategies
used most often in the development of culturally relevant brochures for Native Hawaiians about
cancer risk were culture-specific images and symbols (Kulukulualani, Braun & Tsark, 2008).
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2.10.2 Linguistic Strategies
Providing health materials and programs in Aboriginal languages is an example of a
linguistic strategy. Language is extremely important in cultural sensitivity, involving both the
translation of messages and retention of appropriate context and meaning (Kreuter et al., 2003).
Aboriginal languages in Canada have eleven different families composed of groupings of related,
yet distinct languages (Waldram, Herring & Young, 1995). Census data from 2006 indicated that
only 29% of First Nations people are fluent in an Aboriginal language (Statistics Canada, 2008a).
This percentage is higher for those living on-reserve (51%) compared to those living off-reserve
(12%), suggesting linguistic strategies would be effective at communicating diabetes information
for Aboriginal clients living on reserves.
A study by Roubideaux and colleagues (2000) revealed that Aboriginal people with
diabetes prefer diabetes education materials that are visual, easy to understand and have larger
size fonts. Visualization strategies such as watching video demonstrations or role-playing have
been shown to improve comprehension in Aboriginal clients with diabetes (Griffin et al., 1999).

2.10.3 Evidential Strategies
Evidential strategies present statistical or epidemiological data of particular interest to a
group in hopes of increasing the perceived relevance of a certain health issue (Kreuter et al.,
2003). An example of this could be using data to highlight the elevated rates of diabetes among
Aboriginal peoples in North America. This method attempts to raise perceived personal
vulnerability, one of the two basic beliefs that underlie the health belief model (Poole, Matheson
& Cox, 2005). The hope of such strategies is to impact individuals within a group so that they are
more likely to take action in preventing health concerns (Kreuter et al., 2003).
Evidential strategies are often studied in the context of health information delivery where
members of an interest group are asked whether they prefer general evidence, or evidence
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specific to their culture. Not surprisingly, Aboriginal people have been shown to prefer to receive
information specific to their culture, and requested more culturally relevant information about
diet and physical activity in a study by Roubideaux and colleagues (2000).

2.10.4 Constituent-Involving Strategies
Constituent-involving strategies or participatory approaches involve members from the
interest group in an effort to draw on their experience (Kreuter et al., 2003). This can be
accomplished by hiring staff members of the same cultural descent or training community
members from within the group or community (Eng, Parker & Harlan, 1997). Inviting
community members to participate in decision making and program implementation can provide
valuable insight into more complex cultural characteristics such as the values and beliefs of a
specific culture or community (Kreuter et al., 2003).
A review of injury prevention studies aimed at ethnic populations revealed that 61% of
studies implemented constituent-involving strategies (Parks & Kreuter, 2007). This percentage
was twice as high as the usage of any other strategy. Other studies involved stakeholders in the
development of culturally relevant brochures (Kulukulualani et al., 2008; Roubideaux et al.,
2000) and programming activities (Davidson et al., 1994; Griffin et al., 1999; Vincent, Clark,
Zimmer & Sanchez, 2006). Diabetes initiatives for Hispanic adults have shown that including
community health workers or trained helpers from the Hispanic community improved clinical and
behavioural outcomes, and attendance (Corkery et al., 1997; Lorig et al., 2003; Lorig et al, 2005;
Two Feathers et al., 2005), and removed language barriers (Brown & Hanis, 1999).
There is a need for greater recruitment and retention of Aboriginal health care
professionals in Aboriginal communities (Aboriginal Nurses Association of Canada [A.N.A.C.],
2000; National Aboriginal Health Organization [NAHO], 2003a). The Report of the Royal
Commission on Aboriginal Peoples suggests that involving more Aboriginal people in the
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development of Aboriginal health human resources will help to meet the health needs of
Aboriginal peoples in a wholistic and culturally relevant context (Royal Commission on
Aboriginal Peoples, 1996b).

2.10.5 Sociocultural Strategies
The final strategies outlined by Kreuter and colleagues (2003) are sociocultural strategies.
Health programs and materials that integrate sociocultural strategies reflect the deepest
understanding of cultural norms and values at their most significant level, rather than superficially
(Kreuter et al., 2003). The creation and structure of programs informed by the culture of a group
we seek to help will result in an optimal design that will maximize consistency with beliefs, and
in turn have a greater chance of success (Kreuter et al., 2003).
The concepts of interconnectedness and reciprocity are integral to Aboriginal wholistic
health and offer a promising lens from which to view the delivery of culturally relevant diabetes
care for Aboriginal peoples. Aboriginal health beliefs emphasize balance, interdependence and
wholistic health (Cargo, Peterson, Lévesque & Macaulay, 2007), often depicted through the
medicine wheel (Lavallée, 2007). The medicine wheel illustrates these concepts through
representation of physical, emotional, spiritual and social dimensions of health (see Figure 1).
Spirituality is the connectedness and awareness of unity between the self and all animate or
inanimate objects (Montour, 2000). The emotional dimension is the way a person connects with
all other things through feeling. The physical dimension recognizes and nurtures the body and
the environment. Finally, the social dimension encompasses the social relationships one has
within their family, the community, the broader social system, and the natural environment
(Montour, 2000).
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Figure 2-1: One example of the Medicine Wheel2 representing the four dimensions of health:
physical, emotional, spiritual and social.
Family is of utmost importance in Aboriginal communities. Family members often play a
large role in educating and assisting with health care in the home (RCAP, 1996b; Roubideaux et
al., 2000; Taylor et al., 2004). A study by Lavallée (2007) outlines other important traditions that
comprise the core values and beliefs of Aboriginal peoples. These include the use of natural
medicines and sacred plants such as tobacco, sage, cedar, and sweet grass included in smudging
ceremonies and the tobacco bundles that are presented to elders when their teachings are sought.

2.10.6 Relative Use of Cultural Strategies
There appears to be limited research measuring the relative use of each of these strategies
or investigating how each strategy might yield better health outcomes when integrated into a
health promotion program. Two retrospective reviews of literature have applied the cultural
strategy framework outlined by Kreuter and colleagues (2003) to previous health initiatives to
quantify the use of each of the five cultural strategies. A first systematic review of 11 studies
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about culturally relevant diabetes initiatives for Hispanic adults showed that the most common
strategies used in the programming were linguistic, constituent-involving and sociocultural
strategies (Whittemore, 2007). A second review of 18 injury prevention initiatives targeting
particular racial or ethnic groups found that constituent-involving strategies were used most often,
followed by peripheral, linguistic, and sociocultural in that order (Parks and Kreuter, 2007).

2.10.7 Levels of Cultural Integration
Previous work by Resnicow and colleagues (1999) also suggests that cultural strategies
can be grouped into two levels: surface level and deep level. Surface level approaches, which
incorporate the observable traits of a population into initiatives, address cultural sensitivity at a
superficial level. Examples of surface strategies include audiovisual materials that feature
familiar people, places, language, music, food, and clothing (Resnicow et al., 1999). These
strategies may help to improve immediate receptivity and face validity of health initiatives
because of their outward connection to the desired population. Cultural strategies operating at a
deep level are those that incorporate the cultural, social, historical, environmental, and
psychological elements that influence health behaviour in the intended population. Deep level
approaches are believed to be most meaningful as they convey salience to the intended population
and have the greatest potential for improving the effectiveness of a program (Resnicow et al.,
1999).
The development of the cultural strategy frameworks by Kreuter and colleagues (2003)
and Resnicow and colleagues (1999) are relatively new and there is not enough evidence to
conclude that any one strategy or strategy level is more effective than another (Parks & Kreuter,
2007). However, Kreuter and Haughton (2006) hypothesized that any cultural tailoring strategies
are more effective than generic models of care and they suggest that a greater diversity of
approaches would be more effective than a few used in isolation.
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2.11 Research Objectives
In order to gain a greater understanding of current diabetes supportive care services and
resources available to Aboriginal peoples in Ontario, the following questions will be addressed:
1) What types and variations of diabetes supportive care services and resources are
offered through Ontario DECs for Aboriginal peoples?
2) Which cultural strategies are implemented in diabetes programs, services and
resources available to Aboriginal clients at DECs, and how frequently are they used?
3) Are DEC demographic characteristics such as a) Aboriginal client place of residence
(i.e. on-reserve or off-reserve), and b) monthly volume of Aboriginal clients, related
to the integration of cultural strategies within diabetes care programming?
4) What are the perceived barriers to providing effective diabetes care to Aboriginal
clients and what are the typical program delivery methods from the perspective of
DEC staff?
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Chapter 3
Methods
3.1 Design Overview
This project documents and describes the nature, scope, variation and cultural content in
diabetes supportive care services and resources available to Aboriginal persons through Diabetes
Education Centres (DECs) in Ontario. The methodology for this process includes systematically
surveying consenting professionals from each DEC that serves an Aboriginal clientele in Ontario
about diabetes supportive care services and resources available to Aboriginal populations through
their centre.

3.2 Study Context
This work is an ancillary project to a larger study (referred to as the main study from here
forth) conducted through the University of Alberta. Funding for the main study was secured in
2007 from the Public Health Agency of Canada to conduct an inventory of diabetes supportive
care services and resources offered through DECs across Canada. The rationale for the main
study originates from the lack of an established definition of “diabetes supportive care” and
uncertainty surrounding the breadth of diabetes supportive care available in Canada. The
objectives of the main study seek to understand diabetes supportive care in general on a national
level, whereas my thesis study focuses on the specific programming and services designed to
meet the needs of an Aboriginal clientele in Ontario. The main study neither excludes nor
specifically addresses diabetes supportive care services and resources for Aboriginal populations
accessing DECs.
This ancillary study followed a methodology similar to the main study to increase
efficiency and to avoid overlap in the field, as well as to allow for future comparison of data
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between DECs serving Aboriginal populations and centers without an Aboriginal clientele. For
example, we conducted recruitment of DECs and conducted the interview process in the same
manner. With the exception of the Aboriginal-specific questions, the remainder of the
questionnaire was the same for both studies. The research teams from the University of Alberta
and from Queen's University collaborated to conduct the telephone interviews with DECs in
Ontario. My role thus included administering the main section of the Questionnaire in addition to
the Aboriginal-specific questions.

3.3 Identification and Recruitment of Diabetes Education Centres
Together with the University of Alberta research team, we compiled a list of DECs in
Ontario from the directories of diabetes-related organizations including the Network of Northern
Ontario Diabetes Programs (NNODP), and Diabetes Ontario, both of which are administered by
the Northern Diabetes Health Network (NDHN), as well as the Southern Ontario Aboriginal
Diabetes Initiative (SOADI). From the directories of these organizations, we identified 172
DECs in Ontario (See APPENDIX A). It is important to note that only DECs listed in these three
directories were contacted for the study, and smaller, independent diabetes programs (e.g.
community-run programs located on reserve) were not sampled. We sampled DECs rather than
community diabetes programs because DECs all follow a similar funding model through the
province of Ontario whereas other types of programs follow different models (“Northern Diabetes
Health Network”, 2004).
We contacted all 172 DECs and invited them to participate in a brief Demographic
Survey to gather general information about each DEC in order to conduct a stratified sampling for
the main questionnaire (see APPENDIX B). Potential DEC respondents were read an
information script about the project and verbal consent was obtained to pursue the Demographic
Survey. With data from the Demographic Survey, I was able to identify 88 Ontario DECs that
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served Aboriginal clients. From these, 85 DEC respondents agreed to participate in a subsequent,
interview about diabetes supportive care for Aboriginal clients. Although 85 respondents had
initially agreed, only 56 DEC respondents were available and agreed to answer the second
questionnaire when called back, yielding a response rate of 63.6%. Of the 29 DECs that did not
participate in this second phase, three refused, citing concerns about questionnaire length, lack of
time, lack of familiarity with the program, and not serving many Aboriginal clients. The
remaining 26 could not be reached or did not return phone or email messages.

3.4 DEC Respondents
Consenting respondents (see APPENDICES C and D) from the 88 DECs were diabetes
care providers or program managers with in-depth knowledge about the resources and services
provided by their organization. Respondents were not compensated for their participation in this
study, but a note of thanks was emailed to the respondent after completion of the second
telephone interview (see APPENDICES E). Respondents could also receive a summary of the
project results upon request.

3.5 Demographic Survey
The Demographic Survey, which was the same one used by the main study across
Canada, was conducted to obtain information about DECs for compiling sample lists. The
Demographic Survey contained nine questions about client and DEC demographics including a
question about the percentage of Aboriginal clients served by the centre, and one asking if the
DEC has any tailored resources or programming for Aboriginal clients. Data were entered
directly into a form in Microsoft Access 2002 during the phone interview.
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3.6 DEC Questionnaire
The main questionnaire was developed in collaboration with the University of Alberta
research team to meet the needs of the main study. Items in the main questionnaire asked about
diabetes supportive care services and resources that are available through DECs, and examined
the integration of ecological principles in diabetes supportive care programming through five
levels of influence: individual, interpersonal, organizational, community, and public policy
(McLeroy, Bibeau, Steckler, & Glanz, 1988).
For the purposes of my study, I added a section pertaining to diabetes care for Aboriginal
clients (see APPENDIX F). Items in the Aboriginal-specific section asked about culturally
relevant diabetes supportive care services and resources available to Aboriginal clients through
DECs as well as perceived barriers to providing effective diabetes care to Aboriginal clients. The
Alberta research team conducted the main questionnaire with those DECs that reported serving
no Aboriginal clients. I conducted the extended version of the questionnaire with the 56 DECs
that served Aboriginal clients. Responses from the Aboriginal section formed the basis of this
project, whereas the University of Alberta research team used the rest of the questionnaire for the
main study.

3.7 The DEC Questionnaire: Outcome Measures
A framework developed by Kreuter and colleagues (2003) informed questionnaire items
assessing the use of strategies to enhance the cultural relevance of diabetes supportive care
offered through DECs to Aboriginal clients. Five types of cultural strategies were included:
peripheral, evidential, linguistic, constituent-involving, and sociocultural strategies. Throughout
the thesis, these five strategies, taken together, are referred to as the „five cultural strategies‟.
Specific measures implemented in the Aboriginal section of the questionnaire are discussed
below.
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3.7.1 Peripheral Measures
Six survey items assessed the integration of peripheral strategies in diabetes services and
resources for Aboriginal clients. These six items included the use of specific (a) colours, (b)
fonts, (c) images/symbols, (d) pictures of Aboriginal people, (e) declarative titles, and (f)
different content. Possible responses for each item were yes=1, no=0 or unknown=missing. A
composite score for peripheral measures was calculated by summing the responses for the six
items and dividing the total (a minimum of zero, maximum of six) by the six survey items and
converting this value to a percent. The composite score represents the average use of peripheral
strategies by each DEC. A higher score reflects greater integration of peripheral strategies. The
formula is as follows:
Peripheral Composite Score =

Number of peripheral items reported
Total number of peripheral items (6)

x 100

When a respondent answered yes to an item, they were also asked about the types of
resources and services to which this item is applied. For example, when a respondent reported
that Aboriginal images or symbols were used, I asked if they were utilized in written resources,
programming services, videos, cookbooks or any other education materials, where yes=1 and
no=0. Responses were tallied for each of these resource items and this information was used to
describe how peripheral strategies were being implemented.

3.7.2 Linguistic Measures
Five items (yes=1, no=0, unknown=missing) were used to assess the use of linguistic
strategies, including the following: use of (a) Aboriginal language, (b) larger font sizes, (c) simple
clear language, (d) interpreters, and (e) visualization strategies. Common preferences for written
materials designed for Aboriginal groups have been found to include clear language, large font,
being easy to read and highly visual (Roubideaux et al., 2000). Visualization methods (e.g.,
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watching video demonstrations and role-playing during group sessions) have also been shown to
be helpful in providing culturally relevant diabetes education to Aboriginal populations (Griffin et
al., 1999). Given that visualization methods have been shown to improve comprehension, this
item was included under the linguistic measures section.
Outcome measures for linguistic strategies include a composite score where the number
of „yes‟ responses (minimum of zero, maximum of five) were summed and the total was divided
by the five linguistic items, similar to the procedure outlined for peripheral strategies. The
formula for the linguistic composite score is as follows:
Linguistic Composite Score =

Number of linguistic items reported
Total number of linguistic items (5)

x 100

When any of these five items were reported, DEC respondents were asked to specify in
which resources the strategies are used (i.e. written resources, programming services, videos,
cookbooks or other materials). Responses (yes=1, no=0) were tallied to determine which
resources are used more often to implement linguistic strategies.

3.7.3 Evidential Measures
It has been found that presenting health information specific to one‟s own cultural group
increases perceived vulnerability, and in turn the likelihood of taking positive action (Sanders
Thompson et al., 2007; Weinstein & Sandman, 1992). Strategies that provide evidence or
statistics about health status and risks specific to Aboriginal populations were assessed with four
items (yes=1, no=0, unknown=missing). The four items included providing evidence and/or
current statistics specific to Aboriginal populations to convey information about (a) diabetes
rates, (b) obesity prevalence, (c) physical activity levels, and (d) diet.
Outcome measures for evidential strategies included a composite score calculated in the
same fashion as described above. The formula for the evidential composite score is as follows:
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Evidential Composite Score =

Number of evidential items reported
Total number of evidential items (4)

x 100

DEC respondents were asked to specify by which means this strategy is delivered (i.e.
written resources, programming services, videos, cookbooks or other materials). Again, these
responses (yes=1, no=0) were tallied to determine through which resources evidential strategies
are commonly delivered.

3.7.4 Constituent-Involving Measures
Three items (yes=1, no=0, unknown=missing) assessed constituent-involving strategies
implemented by the DEC: (a) The employment of staff of Aboriginal descent, (b) the inclusion of
helpers/volunteers drawn from an Aboriginal community, and (c) the inclusion of stakeholders in
the planning and development of programs for Aboriginal clients. Respondents were asked to
comment on the number of constituents involved and their roles at the DEC. Previous research
has shown that involving constituents directly with helping or running programs is viewed
positively, however, including a member of a cultural group does not necessarily translate to
cultural relevance (Fisher et al., 2002; Willging, Helitzer, & Thompson, 2006).
Outcome measures for constituent-involving strategies included a composite score
calculated in the same fashion as previously mentioned. The formula for the constituentinvolving composite score is as follows:
Constituent-involving Composite Score = Number of constituent-involving items reported x 100
Total number of constituent-involving items (3)

3.7.5 Sociocultural Measures
The fifth measure of cultural relevance included eight items that assessed the integration
of sociocultural strategies reflecting core values, beliefs and behaviours of Aboriginal culture into
the DEC programming and services. DEC respondents were asked if Aboriginal practices and
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traditions are incorporated into diabetes supportive care for their Aboriginal clients. The items
assessed the frequency of use of the following practices: (a) medicine wheel teachings, (b)
sharing circles, (c) storytelling, (d) elder involvement, (e) traditional foods, (f) herbal medicines,
(g) traditional healers, and (h) ceremonies (i.e. smudging, dancing, and feasts). Possible
responses were never=0, rarely=1, sometimes=2, often=3, and always=4.
In order to measure the overall use of sociocultural strategies, rather than the frequency
of use, the response options for sociocultural items were recoded as never=0 and rarely,
sometimes, often and always = 1. I thought it was fair to include those DECs that used a
sociocultural strategy „rarely‟ since respondents reported incorporating the practice when needed.
A composite score for sociocultural strategies was calculated in the same fashion as the
other strategies. The formula for the sociocultural composite score is as follows:
Sociocultural Composite Score =

Number of sociocultural items reported
Total number of sociocultural items (8)

x 100

3.7.6 Levels of Cultural Integration
The five cultural strategies were then grouped according to Resnicow and colleagues‟
(1999) two levels of cultural integration. Peripheral, linguistic and evidential strategies
comprised the surface level group, and constituent-involving and sociocultural strategies
comprised the deep level group. A surface level strategy score for each DEC was calculated by
adding the composite scores for peripheral, linguistic and evidential strategies and then dividing
by three. Similarly, a deep level strategy score was calculated by adding the composite scores for
constituent-involving and sociocultural strategies and then dividing by two. By calculating the
average surface level and deep level strategy score, I was able to identify at what level (i.e.
surface level or deep level) Ontario DECs currently address cultural relevance in diabetes care for
Aboriginal clients.
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3.7.7 DEC Demographics
Demographic questions were included in the Aboriginal section of the DEC questionnaire
to gather information about DECs and the clients they serve. The following demographic
information pertaining to Aboriginal clients only was collected during questionnaire
administration: client place of residence (i.e. on-reserve or off-reserve); DEC client volume (i.e.
the number of Aboriginal clients served by the DEC per month); socio-economic status of clients;
cultural background of clients (i.e. First Nations, Métis, or Inuit); which type of diabetes clients
have; the age range of clients; and who refers clients to the DEC. DEC client place of residence
(i.e. on-reserve and off-reserve3), and DEC client volume were used to compare differences in
cultural strategy use across Ontario DECs.

3.7.8 Qualitative Measures
Two qualitative questions were included to allow DEC respondents to voice their
perspective on the current state of diabetes supportive care for Aboriginal clients and to comment
on ways to improve diabetes supportive care for Aboriginal clients. The first question asked
about the typical program delivery methods that are used when serving Aboriginal clients and
how any resources might be shared with the clients. This open-ended question was an
opportunity for respondents to reveal if and how they tailor diabetes program delivery to
Aboriginal clients. A second question asked DEC respondents to describe perceived barriers to
providing effective diabetes supportive care to Aboriginal populations. Responses from this
question were used to inform recommendations for policy and procedural action to help improve
diabetes care for Aboriginal populations.

3

DECs were grouped according to whether they serve an on-reserve clientele or an off-reserve
clientele, as opposed to a rural or urban clientele because programs that fund health initiatives
for Aboriginal peoples (i.e. the Aboriginal Diabetes Initiative) often have separate allocations
for on-reserve and off-reserve funding (Health Canada, 2000b).
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3.8 Pilot-Testing the DEC Questionnaire
An Aboriginal expert in health promotion and diabetes prevention assisted with the
wording and relevance of the questions. I then pilot tested the DEC questionnaire with a
convenience sample of two DECs in Quebec to establish face validity of this instrument for
Aboriginal diabetes supportive care and to verify the clarity and comprehension of the
questionnaire. Feedback from the pilot testing resulted in reorganizing some response options,
and making minor revisions to the wording of a few questions in order to enhance flow and
clarity. There was no change to the content of the questionnaire. Pilot testing also showed that
the DEC questionnaire takes approximately 30-40 minutes to complete.

3.9 Data Entry and Analysis
I entered responses from the Demographic Survey into a form in Microsoft Access 2002
during the phone interview. I recorded responses from the Aboriginal portion of the DEC
questionnaire manually onto paper then later entered them into a Microsoft Excel 2002 database.
Tape-recorded qualitative responses were transcribed verbatim in Microsoft Word 2002. A
separate Word file was created for each DEC. Quantitative (i.e., descriptive statistics, nonparametric analyses) and qualitative (i.e., content analysis) analyses were used to compile and
describe an inventory of Aboriginal-specific diabetes supportive care programming and
resources.

3.10 Methods Triangulation
There is always an opportunity for researcher bias to present itself in research design and
interpretation of findings. It is extremely important for a researcher to recognize that their prior
knowledge, background and worldview will cause an unavoidable influence on the research
process and outcomes (Mays & Pope, 2000). As the researcher of this project, I am a Caucasian
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female from outside of the diabetes care field and not a member of the Aboriginal community. I
bring with me my personal views and experience, along with my research intents that shaped this
project. Given these potential biases, I used methods of triangulation to improve the validity of
the analyses. Triangulation is a strategy to cross-reference findings with other sources of
information such as additional analysis results or participant-reviews of the findings (Patton,
2002). This project used „methods triangulation‟ whereby both quantitative and qualitative
methods are applied to determine the compatibility of results (Patton, 2002).

3.10.1 Quantitative Analyses
Descriptive statistics were performed using Microsoft Excel and all non-parametric
statistical tests were calculated using SPSS 16.0. Non-parametric tests were used where data
were not normally distributed. Frequencies, percentages, and averages were calculated to
represent the demographic information.
In order to test for differences in use for each of the five cultural strategies across all
DECs, a Friedman‟s ANOVA was conducted using the composite scores from the five cultural
strategies for all DECs. Wilcoxon post-hoc analyses were then used to determine where any
differences might lie. Next, I performed a Wilcoxon-Signed Rank Test to determine if there was
any difference in use between surface level and deep level cultural strategies overall.
I also examined whether DEC demographic variables were related to the use of cultural
strategies. Non-parametric statistics were used to determine the relationship between the
composite scores for each of the five cultural strategies and: (a) the percentage of Aboriginal
clients living off-reserve or on-reserve, and (b) the number of Aboriginal clients served monthly
by the DEC.
Mann-Whitney U Tests were conducted to examine differences in the use of each of the
five cultural strategies between on-reserve DECs and off-reserve DECs. These tests were also
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conducted to examine differences in the use of surface level and deep level strategies between onreserve and off-reserve DECs. Mann-Whitney U Tests were chosen because they compare two
situations where respondents can only belong to one condition (i.e., on-reserve or off-reserve).
Wilcoxon-Signed Rank Tests were then used to examine differences in the use of surface
level and deep level strategies within on-reserve and off-reserve categories. The Signed-Rank test
was chosen rather than the Rank-Sum test because the former is used when respondents provide
two sets of scores that are related.
In order to determine if the use of cultural strategies was related to the volume of
Aboriginal clients served per month by a DEC, a Kruskal-Wallis Test was performed. The test
examined if the use of the five cultural strategies differed between the three population categories
representing the number of Aboriginal clients served per month (i.e. 5 or less, 6 to 25, 26 or
higher). The Kruskal-Wallis test is ideal as it compares multiple means that are obtained from
different groups of respondents. I followed up with Mann-Whitney post-hoc tests to determine
where the differences were occurring. Kruskal-Wallis and Mann-Whitney post-hoc tests were
also conducted to compare the use of surface level and deep level strategies across the three
groups of DEC Aboriginal clients served per month.

3.10.2 Qualitative Analyses
Responses from the qualitative questions (i.e. 6f, 6g, and 6h in Appendix F) resulted in
56 transcribed documents, one for each DEC that participated. These were imported from Word
into NVivo 8 (QSR International Pty Ltd.). The unit of analysis was the DEC because I was
interested in later organizing the DECs according to demographic variables (e.g. on-reserve
clientele and off-reserve clientele), to examine if certain meanings and perspectives were
associated with these variables.
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I adopted a content analysis approach for analyzing the data. This method consists of
identifying themes that emerge from the data content and context (Robson, 2002). Most of the
analysis was inductive in nature, meaning that themes and categories emerged from the data.
This is in contrast to deductive analysis whereby data are examined with a predetermined
framework in mind (Patton, 2002). I catalogued emerging themes using recurring or common
words, phrases and ideas. Once I identified a theme, I created a node in NVivo, which simply
stores all the data that are coded under that particular theme. If a new category emerged partway
through coding, previously coded documents were re-visited to ensure consistency. I arranged
nodes freely at first, and then grouped them into hierarchy lists with other nodes representing
common themes (Patton, 2002). For example, the parent node „Barriers‟ contained child nodes
representing various types of barriers that were mentioned by DEC respondents.
There were some instances where I used an existing framework to analyze the data in a
deductive style. The first were those general themes determined by the survey questions (i.e.
„typical interaction‟ and „barriers‟). Another included the three examples of barriers that were
provided to DEC respondents in question 6h that included „remote locations‟, „cultural barriers‟
and „lack of resources‟. In order to integrate these analyses with the quantitative analysis, the five
cultural strategies developed by Kreuter et al. (2003) were also included as predetermined nodes,
as well as a list of the resources used (e.g. written resources, programming, videos, cookbooks).

3.10.3 Integration of Quantitative and Qualitative Analyses
Findings from the qualitative analysis provided further insight into differences in
program delivery across DECs as revealed by the quantitative analyses. Following initial content
analysis of all documents, data were grouped according to Aboriginal clients‟ place of residence
(i.e. on-reserve or off-reserve) and volume of Aboriginal clients per month (i.e. 5 or less, 6 to 25,
26 or higher). The frequency of responses under the child nodes listed in Table 1 was recorded
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for each of these groupings. When conditions were met (i.e. expected counts of five or higher),
Pearson‟s chi-square tests were performed on the frequency data to determine if program delivery
methods and/or perceived barriers differed significantly between groups. Furthermore, these
combined analyses were used to construct a set of recommendations that will help to improve
diabetes supportive care for Aboriginal clients attending Ontario DECs.

Table 3-1: List of Nodes Included in Content Analysis

Main Topic

Parent Nodes

Child Nodes

Interactions with

Program delivery

Client driven

Aboriginal

methods

Individualized to meet needs

clients

Opportunities for discussion
Making it fun
Opportunities for family involvement
Generic Interaction
Opportunities for group interaction
Opportunities for one-on-one interaction
Resources used

Written resources
Videos
Games
Cookbooks

Cultural strategies

Peripheral strategies
Linguistic strategies
Evidential strategies
Constituent-involving strategies
Sociocultural strategies

40

Barriers

Perceived client barriers

Absenteeism
Cultural barriers
Helplessness and depression
Lack of interest
Language barriers
Older age
Socio-economic barriers
Trust and comfort barriers

Practitioner barriers

Cultural barriers
Lack of collaboration
Lack of knowledge

Programming barriers

Lack of funding and resources
Other services are available elsewhere
Lack of access to health care
Lack of awareness about DEC programs

Accessibility and

Physical location

availability barriers

Limited population size of Aboriginal clients
Transportation
Access to health care
Availability and accessibility of food
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Chapter 4
Results
Results obtained from the demographic survey used across Canada are presented first.
Next, demographic findings from the Ontario DEC interviews are presented, followed by an
examination of the use of cultural strategies. Lastly, differences in the use of cultural strategies as
related to reserve status and client volume will be presented. All alpha values are reported to 0.05
unless noted otherwise and the symbols M, r, and z represent the mean, effect size, and z-score,
respectively. SPSS outputs for all statistical tests can be found in Appendix H.

4.1 DEC Questionnaire: Demographic Information from Ontario DECs Serving an
Aboriginal Clientele
4.1.1 Client Place of Residence
Overall, the mean percentage of Aboriginal clients living on-reserve and off-reserve was
48% and 52%, respectively (n = 47). Twenty-two DECs were classified as on-reserve, and 22 as
off-reserve, 3 DECs had an even split of Aboriginal clients (i.e. 50% on-reserve, 50% off-reserve)
and the remaining 9 were unspecified, meaning there was no response for this question. The most
common reason for a non-response was respondent uncertainty. For clarification purposes, the
terms „on-reserve‟ DEC and „off-reserve‟ DEC refers to where the majority of the DEC‟s
Aboriginal clients reside, not where the DEC is located. These terms are used throughout the rest
of the thesis.

4.1.2 Frequency of visits to Ontario DECs by Aboriginal clients
When asked how many Aboriginal clients are involved with the DEC per month, more
than 50% of the 52 DEC respondents who answered the question (i.e. 27) reported serving five or
fewer Aboriginal clients per month, while only 15.4% of DEC respondents (i.e. 8) reported that
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their DEC serves more than 25 Aboriginal clients per month. Four respondents were unsure and
gave no answer to this question. Table 1 displays the frequencies and percentages of Aboriginal
clients seen per month in Ontario DECs.
Table 4-1: Frequency and Percentage of Aboriginal Clients Seen per Month in Ontario DECs
(n=52)
Number of Aboriginal Clients per Month

Frequency

%

(n=52)
5 or less

27

51.9

6 to 25

17

32.7

26 or more

8

15.4

Table 2 displays the volume of Aboriginal clients served per month according to client place of
residence (i.e. on-reserve and off-reserve).
Table 4-2: Number of Aboriginal Clients Served per Month Grouped by Aboriginal Client Place
of Residence (n=44)
DEC groups -location

5 or less

Clients per month
6 to 25

26 or more

On-reserve (n=22)

5

11

6

Off-reserve
(n=22)

17

4

1

of clients

4.1.3 Other demographic characteristics of Aboriginal clients of Ontario DECs
DEC respondents (n = 48) who answered the question about the background of their
Aboriginal clients reported that most, if not all of their Aboriginal clients were First Nations. The
mean percentage of Aboriginal clientele from a First Nations background was 97.6%, compared
to 2.2% Métis clients and 0.2% Inuit. Thirty-five of 49 DEC respondents (i.e. 71.4%) reported
the approximate socio-economic status of the majority of their Aboriginal clients is low,
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compared to 29.8% who reported clients having an average socio-economic status (i.e. 14 of 49).
None reported having clients of high socio-economic status. Table 3 presents an age breakdown
of Aboriginal clients served.
Table 4-3: Average Proportion of Aboriginal Clients in each Age Group Served by Ontario
DECs (n=49)
Age Group

Average (%)

0 to 18

1.5

19 to 30

11.7

31 to 55

41.4

56 and above

45.6

4.1.4 Diabetes classification
The proportion of Aboriginal clients with type 2 diabetes was 81.3%, compared with type
1 diabetes (2.6%), pre-diabetes (6.9%), gestational diabetes (4.1%), and other diabetes-related
concerns (0.04%). Of the 54 respondents who answered the referral question, they cited doctors,
nurses, and health workers as the main source of referral for Aboriginal clients visiting their
DECs (see Table 4). Respondents could check „yes‟ to any or all referral sources that were
relevant. Responses in the „other‟ category included: self (n = 17), nurse practitioner (n = 3),
specialist (n = 2), another DEC or diabetes educator (n = 2), emergency department (n = 1), and
midwife (n = 1).

44

Table 4-4: Frequency and Percentage of Referral Sources for Aboriginal Clients (n=54)
Referral Source

Frequency*

%

Doctor

53

98.1

Nurse

31

57.4

Community Health Worker

29

53.7

Other

22

40.7

Elder/Family Member

14

25.9

Traditional Healer

7

13.0

*Note: Respondents could check yes to any or all referral sources that were relevant; 54 of the 56
respondents provided answers for this question.

4.2 Cultural content of DEC programming for Aboriginal clients in Ontario DECs:
Use of the five cultural strategies
Many DECs incorporated diverse approaches to enhance the cultural relevance of
diabetes care for their Aboriginal clients. Table 5 displays the frequency of use of each cultural
strategy reported by Ontario DECs. This was calculated by averaging the composite scores for
each of the five cultural strategies across DECs. A higher average indicates more frequent use of
a given strategy. Of the five strategies outlined by Kreuter and colleagues (2003), evidential
strategies (e.g., highlighting evidence or statistics about Aboriginal populations‟ risks for diabetes
in program materials) were used most often.
Table 4-5: Frequency of Use of Cultural Strategies for Aboriginal Clients by Ontario DECs
Cultural Strategy

Use (Average %)

Evidential Strategies (n=54)

46.5

Peripheral Strategies (n=56)

41.1

Linguistic Strategies (n=56)

40.4

Constituent-involving Strategies (n=55)

35.8

Socio-cultural Strategies (n=54)

30.8
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A Friedman Test revealed a significant difference in overall use of the five cultural
strategies for DECs (χ2(4) = 11.31, p < .05). Wilcoxon post-hoc analyses revealed that evidential
strategies (M = 46.5%) were used significantly4 more often than socio-cultural strategies (M =
30.8%), z = -2.97, p < 0.01, r = -.41, but did not significantly differ from constituent-involving
strategies (p = .026). There were no significant differences between the use of peripheral
strategies and socio-cultural strategies (p = .052), or constituent-involving strategies (p = .206).
Linguistic strategies also did not significantly differ from socio-cultural strategies (p = .037).

4.2.1 Evidential Strategies
Overall, 72.2% of DEC respondents (n=54) reported that providing evidence or statistics
regarding increased risks and prevalence of diabetes in Aboriginal populations was the most
commonly used evidential strategy. Respondents cited using the other three evidential strategy
items less often for Aboriginal clients including evidence about obesity rates (44.4%), diet
(41.5%) and physical activity levels (27.8%) in Aboriginal populations. Evidential strategies
were used most in programming services (i.e. mentioned 40.9% of the time). Written resources
were used to convey evidential information 27.9% of the time, while videos and cookbooks used
less often with 8.8% and 2.8% respectively.
4.2.2 Peripheral Strategies
DEC respondents reported using Aboriginal images and symbols (57.1%) and declarative
titles (51.8%) most often. Using certain colours (33.9%) and different font styles (16.1%) were
cited least often. Where DEC respondents reported using specific colours (33.9%), five
respondents specified colours that are variations of the medicine wheel: red, black, yellow, and
white (n = 4), and red, yellow, blue and white (n = 1). Peripheral strategies were used most often

4

A Bonferroni correction was applied and all effects are reported at a .01 significance.
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in written resources (i.e. mentioned by 40.2% of the time), as opposed to programming services,
videos, or cookbooks mentioned by 14.3%, 7.1%, and 4.5% of the time, respectively.

4.2.3 Linguistic Strategies
When reporting the use of linguistic strategies, 62.5% of DEC respondents reported the
use of visualization methods, although many of the respondents indicated that these visualization
tools were used with all of their clients, not just Aboriginal clients. Interpreter services and the
use of Aboriginal language were reported the least with only 29.1% and 16.4%, respective
mentions. Respondents in general noted that Aboriginal languages are not spoken commonly,
and that language barriers faced by staff at the DEC are rare and usually occur with elders. When
asked how linguistic strategies are integrated into resources, DEC respondents cited that most
linguistic strategies are applied in programming services (31.2%) including workshops, classes
and counseling. Written resources were mentioned 22.8% of the time, whereas videos and
cookbooks were rarely cited (2.5% and 1.5%, respectively).

4.2.4 Constituent-Involving Strategies
More than half (56.3%) of DEC respondents said that their DEC involved stakeholders
from the Aboriginal community in program planning and decision making. When asked
specifically about this relationship, DEC respondents mentioned that Aboriginal representation
occurs or is encouraged through a variety of ways. The following is a list of examples given by
the respondents reporting involvement of: advisory committees (n = 12); community health
workers, nurses, or health directors from an Aboriginal community (n = 4); Aboriginal
organizations such as Northern Diabetes Health Network (NDHN), Native Friendship Centres, or
chief and council (n = 4); and community members themselves (n = 4). Over one-third (i.e.
35.7%) of DECs utilize or train helpers drawn from an Aboriginal community. Various roles for
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these helpers included community health workers (n = 6), nurses, dieticians or diabetes educators
(n = 5), lay leaders (n = 4), college students (n = 1) and fitness instructors (n = 1). Only eight
DECs (i.e. 14.8%) currently employ staff of Aboriginal descent. These Aboriginal employees
were nurses (n = 3), lay diabetes educators (n = 2), administrative assistants (n = 2), and health
promoter/drug and alcohol counselor (n = 1).

4.2.5 Sociocultural Strategies
DEC respondents reported sociocultural strategies the least. The most common
sociocultural strategies used were discussing traditional Aboriginal foods (59.3%) and herbal
medicines (38.9%). Medicine wheel teachings, storytelling, elder involvement, traditional healers
and traditional ceremonies were each reported by 25.9% of DEC respondents. Lastly, only 18.5%
of DEC respondents mentioned using sharing circles with Aboriginal clients.
DEC respondents mentioned that sociocultural strategies were generally used on an
individual basis with the client rather than in group sessions. Of those respondents that engaged
in traditional ceremonies (n=11), the group was split between initiating these ceremonies through
the DEC (n=6) and being invited to participate by Aboriginal communities (n=5). One
respondent explained how traditional ceremonies benefit her clients: “…they find it‟s more
supportive than anything in helping get rid of the evil sometimes that they feel has corrupted their
bodies.” Of those who provided further description of herbal medicines (n=7), a few made links
to interactions with western medicines and one respondent said that their DEC grew traditional
medicines at their head office. Three respondents reported that their DECs had a traditional
healer affiliated with their centre, and four respondents stated simply discussing traditional
healing methods with their Aboriginal clients. Sharing circles and storytelling were often
mentioned in the context of teaching strategies such as group sessions or videos. Some DEC
respondents commented on the importance of medicine wheel teachings (e.g. “the medicine wheel
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is intricately woven into everything we do”), while other respondents said it was used as a
peripheral resource (e.g. “on one of my walls I have a medicine wheel…but I don‟t use this as part
of the teachings”). Finally, of the five DEC respondents that gave descriptions of elder
involvement, all mentioned that elders were included either quite often or always in their centre.
4.2.6 Cultural Strategies: Relative use of Individual Strategy Items
Table 6 ranks each individual strategy item according to the number of times it was
reported by the 56 Ontario DEC respondents.
Table 4-6: Strategy Items Ranked According to Proportion of DECs Reporting Their Use
# of DEC
respondents
who cited
item

% of DEC
respondents
who cited
item

39

72.2

Linguistic

54
56

35

62.5

Traditional foods

Sociocultural

54

32

59.3

Simple, clear language

Linguistic

56

33

58.9

Aboriginal images/symbols

Peripheral

56

32

57.1

DEC involves stakeholders from Aboriginal
community in program planning and decision
making
Declarative titles

Constituentinvolving
Peripheral

55

31

56.4

56

29

51.8

Pictures of group members

Peripheral

56

25

44.6

Evidential

54
56

24

44.4

24

42.9

22

41.5

21

38.9

55

20

36.4

54

19

35.2

Cultural
Individual Strategy Items
Evidence/statistics that diabetes rates are higher
among Aboriginal populations in Canada
Visualization strategies

Evidence/statistics that obesity rates are higher
among Aboriginal populations in Canada
Different content
Evidence/statistics about diet among Aboriginal
populations in Canada
Herbal medicines

Strategy
Evidential

Peripheral
Evidential
Sociocultural

n

53
54

DEC trains/uses helpers from an Aboriginal

Larger size fonts

Constituentinvolving
Linguistic

Use of certain colours

Peripheral

56

19

33.9

Interpreter

Linguistic

55

16

29.1

community
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Cultural
Individual Strategy Items
Evidence/statistics about physical activity levels
among Aboriginal populations in Canada
Medicine wheel teachings

Strategy
Evidential

n
90

# of DEC
respondents
who cited
item

% of DEC
respondents
who cited
item

25

27.8

Sociocultural

54

14

25.9

Storytelling

Sociocultural

54

14

25.9

Elder involvement

Sociocultural

54

14

25.9

Traditional healer

Sociocultural

54

14

25.9

Traditional ceremonies

Sociocultural

54

14

25.9

Sharing circles

Sociocultural

54

10

18.5

Use of Aboriginal language

Linguistic

55

9

16.4

Different font styles

Peripheral

56

9

16.1

DEC employs staff of Aboriginal descent

Constituentinvolving

55

8

14.5

Overall, providing evidence or statistics that diabetes rates are higher for Aboriginal
populations in Canada (evidential strategy), using visualization strategies (linguistic strategy), and
discussing or incorporating traditional foods (sociocultural strategy) were the strategy items that
DECs used the most to enhance cultural relevance. Employing staff of Aboriginal descent
(constituent-involving strategy), using different font styles (peripheral strategy), and use of
Aboriginal language (linguistic strategy) were reported least often.

4.3 Assessing the Level of Cultural Integration
A Wilcoxon Signed-Rank Test was performed on surface level (i.e., peripheral, linguistic,
evidential) and deep level (i.e., constituent-involving, socio-cultural) strategy scores, revealing
that surface level strategies (M = 41.9%) were used significantly more often than deep level
strategies (M = 33.0%), z = -2.60, p < .01, r = -.35.
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4.4 Impact of Client Place of Residence on Cultural Strategy Use
4.4.1 Five Cultural Strategies
A Mann-Whitney test showed that DECs serving an on-reserve clientele used all
strategies except linguistic strategies significantly more than DECs serving an off-reserve
clientele, (Peripheral, U = 152.5, z = -2.15, p < .05; Linguistic, p = .132; Evidential, U = 127.5, z
= -2.75, p < .01; Constituent-involving, U = 88.5, z = -3.77, p < .001; Socio-cultural, U = 76.5, z
= -3.69, p < .001).

4.4.2 Cultural Levels
Table 7 reports the average use of surface level and deep level strategies within DEC
programming and demonstrates that DECs serving an on-reserve clientele reported the highest
use of both levels of strategies, relative to DECs that serve an off-reserve clientele.
Table 4-7: Relative Use of Surface Level and Deep Level Strategies based on Where Aboriginal
Clients Reside (n=44)
Cultural Level

Average Use (%)
DECs serving an onreserve clientele (n = 22)

DECs serving an offreserve clientele (n = 22)

Surface level

53.84

31.04

Deep level

55.30

17.14

Wilcoxon Signed Rank tests measured differences in surface level and deep level strategy
use within on-reserve DECs and off-reserve DECs separately. DECs whose majority of
Aboriginal clients reside off-reserve used deep level strategies (M = 17.14%) significantly less
than surface level strategies (M = 31.04%), z = -2.49, p = <.05, r = -.53. DECs whose majority

51

of Aboriginal clients reside on-reserve did not significantly differ in their use of surface level and
deep level strategies (p = .903).
A separate Mann-Whitney U-test was then used to compare the use of surface level and
deep level strategies across reserve groups. DECs that were classified as „on-reserve‟, had
significantly higher use of surface level strategies (z = -2.50, p < .05, r = -.38) and deep level
strategies (z = -4.16, p < .001, r = -.63), relative to off-reserve DECs.

4.5 Impact of Client Volume on Use of Cultural Strategy Use
4.5.1 Five Cultural Strategies
Using Kruskal-Wallis tests, a separate examination of each of the five cultural strategies
and the number of Aboriginal clients seen per month at a DEC (i.e. 5 or less, 6 to 25, 26 or more)
found four of the five strategies to be related to client volume. The number of Aboriginal clients
served per month was significantly related to use of peripheral strategies (H(2) = 9.03, p < .05),
linguistic strategies (H(2) = 15.07, p < .01), constituent-involving strategies (H(2) = 21.73, p <
.001), and socio-cultural strategies (H(2) = 21.23, p < .001). There was no significant difference
detected between client volume and use of evidential strategies (p = .058) in DEC programming.
Mann-Whitney post hoc analyses were conducted to determine where the differences lie.
To correct for type 1 error, a Bonferroni correction was applied and all results are reported at a
0.0167 significance. Table 8 displays the results from each post hoc test. When comparing the
DECs that serve five or fewer Aboriginal clients per month to DECs that serve 6 to 25 clients per
month, the latter used all five strategies except evidential strategies significantly more than the
former. Similarly, DECs serving 26 or more Aboriginal clients used linguistic, constituentinvolving and sociocultural strategies significantly more than DECs serving five or fewer
Aboriginal clients. There was no significant difference in the use of any cultural strategy between
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DECs serving 6 to 25 Aboriginal clients per month and DECs serving 26 or more Aboriginal
clients per month.
Table 4-8: Mann-Whitney U Post Hoc Comparisons of Number of Aboriginal Clients per Month
to Each Cultural Strategy (n=52)
Comparison Groups
5 or less vs. 6 to 25
Strategy

z

5 or less vs. 26 or more

p

r

z

6 to 25 vs. 26 or more

p

r

z

p

r

Evidential

-1.54

.123

-.23

-2.28

.023

-.39

-.74

.457

-.15

Peripheral

-2.48

.013*

-.37

-2.41

.019

-.41

-.52

.601

-.10

Linguistic

-2.97

.003*

-.45

-3.19

.001*

-.54

-1.69

.091

-.34

Constituentinvolving
Sociocultural

-4.11

.000**

-.62

-3.74

.000** -.63

-.76

.446

-.15

-3.75

.000**

-.57

-3.60

.000** -.61

-1.53

.127

-.30

* significance value < .0167
** significance value < .001

4.5.2 Cultural Levels
Separate Kruskal-Wallis tests were used to investigate: (a) the use of surface level
cultural strategies relative to the number of Aboriginal clients seen per month at a DEC and (b)
the use of deep level cultural strategies relative to the number of Aboriginal clients seen per
month at a DEC. Results revealed that the number of Aboriginal clients served per month by a
DEC was significantly related to the use of surface level strategies (H(2) = 12.44, p < .01) as well
as deep level strategies (H(2) = 27.53, p < .001).
Mann-Whitney post hoc analyses using a Bonferroni correction (p= 0.0167) showed that
surface level strategies were used significantly less by DECs serving 5 or fewer Aboriginal clients
compared to DECs serving between 6 and 25 Aboriginal clients per month (z = -2.86, p < .01, r =
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-.43), and DECs serving 26 or more Aboriginal clients per month (z = -2.69, p < .01, r = -.45).
There was no difference in use of surface level strategies between DECs serving 6 to 25
Aboriginal clients and DECs serving over 26 Aboriginal clients per month (p = .204). Similarly,
deep level strategies were used significantly less by the „5 or less‟ group relative to the „6 to 25‟
group (z = -4.23, p < .001, r = -.64) and the „26 or more‟ group (z = -4.11, p < .001, r = -.69).
There was no difference in deep level strategy use between DECs in the „6 to 25‟ group and
DECs in the ‟26 or more‟ group (p = .056).

4.6 Qualitative Results
Qualitative data were examined according to client place of residence (i.e. on-reserve or
off-reserve). Answers to question 6g and 6h provided by respondents who serve an on-reserve
clientele (n=22) were grouped and examined for commonalities. Next, an exhaustive list of the
interaction and barrier themes was distilled from these answers and their frequency was noted.
This same method was applied to answers from respondents that serve an off-reserve clientele
(n=22). Although many topics that emerged from the data, only those relating to the research
questions were examined in detail. The frequency of responses mentioned by each of the DEC
groupings (i.e. on-reserve and off-reserve) was tabulated and chi-square analyses were performed
on data that met the minimum expected cell size of five.

4.7 Interactions with Aboriginal Clients
Respondents‟ views about what diabetes supportive care typically entails for an
Aboriginal client were collected with question 6g, “Based on the experiences you‟ve had at the
DEC, what would a typical interaction look like with an Aboriginal client?” Spontaneous
responses were later grouped into three different types of categories: (a) program delivery
methods, (b) resources used, and (c) cultural strategies implemented. For each category,
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responses from all 56 DEC respondents are discussed first, followed by a discussion of
differences that emerged when DECs were grouped according to where that majority of their
Aboriginal clients reside (i.e. on-reserve or off-reserve). Where appropriate, chi-square results
are presented.
4.7.1 Program Delivery Methods
Thirty-three of the 56 DEC respondents reported that interactions with their Aboriginal
clients are generic, meaning that they are no different from interactions with any other client. It
was interesting to note that one of these 33 respondents who identified herself as being
Aboriginal also thought that there was no difference in the way Aboriginal or non-Aboriginal
clients received diabetes care. She explained further saying, “I guess because I'm Aboriginal
myself, maybe I don't think of it as different.”
One-on-one interactions were reported by 25 of 56 the DECs respondents. Seven of
these 25 respondents mentioned that tailored resources or services are mostly delivered during
one-on-one appointments rather than in group settings: “…during the individual session, we
might talk about [cultural implications] more, such as being at a higher risk and in one-on-one
with the dietician, sometimes discuss traditional foods.” When referring to group sessions, there
were often comments about the informal structure and making it a fun experience by participating
in activities or games. Table 9 outlines the program delivery method categories supported by
examples of verbatim quotes. The eight program delivery method categories were created by
inductive analysis, where I examined data for emerging topics and then arranged responses into
groups representing a common topic.
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Table 4-9: Categories Associated with Program Delivery Methods and Verbatim Quotes from
DEC Respondents (n=55)
Program
Delivery Method
Categories
Client driven

Verbatim Quotes Supporting Categories
“…it's the client who's driving where the process is going. …I'm quite
comfortable with talking about what's important for the patient on that given
day. And being respectful and mindful that they may choose something you
know, maybe I wouldn't choose.”

Making it fun

“I usually do a presentation and then we do some kind of activity, like a
bingo or a poker walk to get them to come there. …And we have a draw, a
door prize and I'm going to be incorporating physical activity now in each
session I do.”
“Food is a great drawing card. …We'll play things like diabetes bingo and
diabetes jeopardy, things that people like to do that are not too complicated.

Opportunities for

“…if they can discuss, be part of the discussion, it's much better than if you

discussion

do have a traditional class where there is extra information provided. And
they can get involved and can discuss amongst themselves. …Because we
did have that in the past, where we had kind of a structured class, and I mean
it was ok but it was not the best.”
“It's not a very formal - it's a very informal process.”
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Opportunities for
family

“They are encouraged to bring significant others with them if there's
someone that they want to bring and they often bring a sister or somebody.”

involvement
“…a certain family involvement. So sometimes we'll get an older lady
coming in, an elder, then her son will come in that sort of thing. So usually
there are family members present.”

Individualized to
meet needs

“We always individualize our teachings so in the class it might not be as
individualized but certainly when they have their follow-up if they choose to
do that, it would be addressed to their specific needs.”
“We look at their needs and assess what are their needs and then gear the
information we give them to meet their needs.”

Generic

“…I don't believe that it's any different than any other interaction. It's really

interaction

quite generic. It's tailored to the client and the client's level of understanding
but it's not tailored to the client's culture.”
“I think it's pretty similar to the mainstream. …I guess because I'm
Aboriginal myself, maybe I don't think of it as different.”

Opportunities for

“…the groups are usually ongoing. Some are offered on reserve, some are

group interaction

offered to the community in general in town which isn't far, so they can
come to them as well.”
“Generally it is done in an education setting, so we do group settings and
present information to a support group. So it would be maybe 10-12
diabetics come together and it would be delivered in a workshop format.”

57

Opportunities for

“It is usually more one on one focused. They are hesitant to come to the

one-on-one

group setting sometimes and we are more likely to get them one on one.”

interaction
“It would be in a one on one assessment and education plan.”

4.7.1.1. Program Delivery Methods: Grouped by Client Place of Residence
Comments from each of the above categories were then separated by client place of
residence (i.e. on-reserve or off-reserve). Table 10 lists the categories associated with program
delivery methods that were cited by respondents from each DEC grouping. Only four categories
met the criteria for chi-square analysis. The SPSS outputs for the chi-square analyses are located
in Appendix H.
Table 4-10: Response Frequency for Categories Associated with Program Delivery Method with
Chi-square Analysis– Grouped by Client Place of Residence (n=44)
Structure of Interaction (frequencies)
DEC
groups clients
place of
residenc
e

Opportunity
for Family
Involvement

Individualized
to meet
needs

ClientDriven

Making
it Fun

Opportunity
for
Discussion

5

6

4

2

6

11

13

13

1

0

2

0

8

14

3

8

n/a

n/a

n/a

n/a

.419

.834

9.821**

2.277

OnReserve
(n=22)
OffReserve
(n=22)

χ2(1)

Generic
Interaction

Opportunity
for Group
Interaction

One-onone
sessions

**p < 0.01

Program delivery methods described as client-driven, making it fun, opportunity for
discussion, and opportunity for family involvement were mentioned more often by on-reserve
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DECs than off-reserve. Respondents from off-reserve DECs reported generic interactions and
that interactions were individualized to meet needs more than those in the on-reserve group,
however neither of these were significantly different. The only significant difference between the
on-reserve group and the off-reserve group was in opportunities for group interaction where
respondents from on-reserve DECs cited opportunities for group interactions significantly more
than those from off-reserve DECs. These observations suggest that compared to DECs serving an
off-reserve Aboriginal clientele, a wider range of program delivery formats are being used in
interactions with Aboriginal clients in DECs serving an on-reserve clientele.

4.7.2

Resources Used
Responses associated with types of resources that were used during interactions with

Aboriginal clients were grouped into four categories: (a) written resources, (b) videos, (c) games,
and (d) cookbooks. Many respondents referred to written resources that are designed specifically
for Aboriginal clients: “if [an Aboriginal client] came into the office …I have some - especially
around complications, and some Aboriginal brochures that I would use with that client just
because they're simpler in the language”. Other resources that were mentioned included the
Aboriginal food guide, resources from the CDA, SOADI and Health Canada. Three respondents
mentioned using videos with their Aboriginal clients. Two of the three said they used videos that
are specifically tailored towards Aboriginal clients. One video was produced by the Heart &
Stroke called “Heart Beat of the Anishnabe Nation” regarding blood pressure in Ojibwe and OjiCree. The other video, “Sweetgrass Fitness,” is distributed by SOADI. Lastly, two DEC
respondents mentioned games such as diabetes bingo, nutrition bingo and other activities
involving prizes. Cookbooks were not mentioned, although one respondent reported cooking
classes and demonstrations, which was included in the cookbook category.
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4.7.2.1 Resources Used: Grouped by Client Place of Residence
Comments from the above categories were separated according to client place of
residence. Respondents from on-reserve DECs and off-reserve DECs mentioned written
resources in similar numbers. „Written resources‟ was the only category that met the criteria for a
chi-square test, which yielded no significant difference (see Table 11).
Table 4-11: Response Frequency for Categories Associated with Resource Use with Chi-square
Analysis – Grouped by Client Place of Residence (n=44)
Resources Used (frequencies)
DEC groups -

Client place of
residence
On-Reserve
(n=22)
Off-Reserve
(n=22)

χ2(1)

Written
Resources

Video

Games

Cookbooks

7

1

2

1

6

0

0

0

.109

n/a

n/a

n/a

Only respondents in the on-reserve group reported using the other resources (i.e.
cookbooks, games and videos). These observations revealed that greater varieties of resources
are being used at DECs serving an on-reserve clientele, compared to DECs serving an off-reserve
clientele. This is consistent with the program delivery methods described in the previous section.

4.7.3

Cultural Strategies
When describing interactions with Aboriginal clients some DEC respondents mentioned

using one or more of the five cultural strategies. The five categories associated with cultural
strategies were predetermined by the framework by Kreuter et al. (2003), and thus coded
deductively. Peripheral and linguistic strategies were mentioned the most. Ten DEC respondents
mentioned using peripheral resources such as pamphlets or resources tailored to Aboriginal
clients: “we would use CDA Aboriginal specific materials.” Other examples included using
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pictures of Aboriginal persons and the purposeful use of certain colours, images and symbols.
DEC respondents who mentioned using linguistic strategies (n=10) included the use of an
interpreter, of simple language, of visualization models (e.g. red blood cell models to explain
insulin resistance) and the use of Aboriginal language. Six respondents cited using sociocultural
strategies that involved discussing traditional foods and using an Aboriginal food guide.
Evidential strategies were only mentioned by three respondents despite being the most reported
strategy in the quantitative results. These three respondents mentioned talking to Aboriginal
clients about the higher risk of diabetes in this population, one of which also reported sharing
evidence about the Aboriginal diet. Finally, the use of constituent-involving strategies was
reported only once. The respondent noted interactions that would occur during the DEC‟s
outreach in Aboriginal communities: “When we go to communities, we would probably do more
of consultation in band office.”
4.7.3.1 Cultural Strategies: Grouped by Client Place of Residence
Respondents from on-reserve DECs mentioned peripheral and linguistic strategies more
than respondents from off-reserve DECs. Conversely, more respondents from off-reserve DECs
commented on evidential, constituent-involving and sociocultural strategies compared to
respondents from on-reserve DECs. A comparison of responses indicated negligible difference in
content. Table 12 displays the frequency counts for each of the cultural strategies by respondents
from on-reserve DECs and off-reserve DECs. Chi-square tests were not feasible.
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Table 4-12: Response Frequency for Categories Associated with Cultural Strategies – Grouped
by Client Place of Residence (n=44)
Cultural Strategy Use (frequencies)
DEC groups location of clients
On-Reserve (n=22)
Off-Reserve (n=22)

χ2(1)

Peripheral

Linguistic

Evidential

Constituentinvolving

5

5

1

0

1

4

3

2

1

4

n/a

n/a

n/a

n/a

n/a

Sociocultural

4.8 Barriers
Barriers to providing effective diabetes supportive care to Aboriginal peoples with
diabetes were content coded and comments with similar topics were arranged into four main
barrier groups: (a) perceived client barriers, (b) practitioner barriers, (c) programming barriers,
and (d) accessibility and availability barriers. For each group, responses from all 56 DEC
respondents are discussed first, followed by a discussion of differences that emerged when DECs
were grouped according to client place of residence. Chi-square analyses were performed where
appropriate.

4.8.1 Perceived Client Barriers
DEC respondents perceived eight specific barriers related to the clients themselves.
These included modifiable barriers (i.e. absenteeism, hopelessness & depression, lack of interest,
lack of trust and comfort), and non-modifiable barriers (i.e. culture, language, older age, low
socio-economic status). Table 13 displays these perceived client barrier categories with
supporting verbatim quotes.
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Table 4-13: Perceived Client Barrier Categories with Supporting Verbatim Quotes (n=55)
Perceived
Client Barrier
Categories
Absenteeism

Verbatim Quotes Supporting Categories
“The first is getting them to come. We have a high no show rate with that
population.”
“You know making appointments, showing up on time for appointments,
showing up period for appointments and cancelling appointments. …That's
been the biggest, biggest barrier.”

Cultural barriers

“… [Aboriginal clients] tend to be more standoffish when they realise that
they are going to deal with somebody who isn't Aboriginal. They wish they
could have somebody I think that has lived through what they have. And it
takes a long time to build any rapport with them.”
“Or whether they are suspicious of what we say because we are not of their
culture.”

Helplessness &
depression

“I think it‟s the feelings of helplessness and depression that we‟re dealing
with, some of the clients who see [diabetes] as a death sentence rather than it
is something they can manage.”
“They think diabetes is the kiss of death”
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Lack of interest

“And I guess sometimes their, not the interest, they don't feel it's important
some of them. So, just trying to get them to realize how important it is.
Because that is a barrier to care, if they don't see it as a serious condition then
they aren't going to access it as often either.”
“…the lack of client interest so it's a barrier because they don't see the need or
feel that it's particularly necessary for them to have ongoing follow-up.
…although she hates the word „non-compliance‟ there's a huge component of
that, where the client, you know they do have difficulties following the
suggestions and so on that are made that would be helpful.”

Language
barriers

“Because oftentimes I do get elders here and I think that family can act as
interpreters, a lot of time they can't even speak to their own family. So it takes
a long time to find an interpreter that can speak to them.”
“…literacy is sometimes a problem.”

Older age

“…the elderly especially, they don't really pay much attention to [taking care
of themselves].”
“Generally they are an older population. Like with everyone else, in the older
age groups they are not internet savvy.”

Socio-economic

“And the social economic status of the communities, so priorities are not

barriers

necessarily taking care of their health but maybe food to eat. …I think the
biggest barrier is the social economic problems.”
“The truth about the Aboriginal population [here] is that poverty and
substance use are the biggest problems.”
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“I think from my experience, the barriers are lack of trust of quote unquote

Trust & comfort

„outsider‟ health professionals.”

barriers

“…there is a different comfort level in their own community than they are
when they come into our offices.”

Overall, trust and comfort barriers, lack of interest, and not showing up for appointments were the
most frequently mentioned client barriers as perceived by DEC respondents.
4.8.1.1 Perceived Client Barriers: Grouped by Client Place of Residence
Comments from each of the above categories were examined according to client place of
residence. Table 14 lists perceived client barriers. Chi-square analyses were not feasible.
Table 4-14: Response Frequency for Categories Associated with Perceived Client Barriers –
Grouped by Client Place of Residence (n=44)
Client Barriers (frequencies)
DEC
groups -

client
place of
residence
On-Reserve
(n=22)
Off-Reserve
(n=22)

χ2(1)

Absenteeism
3

Cultural
Barriers

Hopelessness
&
Depression

Lack
of
Interest

Language

Older
Age

SocioEconomic

Trust &
Comfort

1

2

6

2

0

1

4

4

4

1

3

4

2

4

5

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

Respondents from DECs serving an off-reserve clientele reported cultural and socioeconomic barriers more than respondents from DECs serving an on-reserve clientele, whereas
respondents from on-reserve DECs reported lack of client interest more than those from off-

65

reserve DECs. Language barriers tended to be less of a problem in on-reserve DECs than offreserve DECs. Several respondents mentioned client absenteeism as a barrier to care.

4.8.2 Practitioner Barriers
Responses associated with practitioner barriers reported by all DEC respondents were
grouped into three categories: (a) cultural barriers, (b) lack of knowledge, and (c) lack of
collaboration. Two respondents also mentioned a fourth barrier, racism. I included it with
practitioner barriers not because the practitioners themselves exhibited racism, but because these
respondents recognized that racism against Aboriginal peoples is a barrier to providing effective
diabetes care to this population. Racism is discussed briefly within the cultural barriers category.
Twenty-four of the 56 DEC respondents mentioned cultural barriers, representing the
most cited practitioner barrier. While most respondents cited cultural barriers as something they
felt is interfering with effective diabetes care in Aboriginal populations, some respondents felt
that cultural barriers arise with Aboriginal clients because practitioners themselves are not of the
same cultural background: “Well I think the barrier is that I'm not First Nation and I think that's
a barrier.” One respondent also acknowledged that the diversity among Aboriginal communities
could be a barrier:
And then of course there‟s a huge cultural barrier that we are
dealing with, language barriers. In our community, we're an area
the size of France. We have a lot of different Aboriginal people,
so they are not just one tribe. …We think of them as one when
they are not. And they have different cultural aspects and
different ways of interacting with people.
Racism was also acknowledged as a barrier by two DEC respondents, albeit quite
differently. The first respondent explained racism as a barrier at the community level:
Outright racism in this community…I think the underlying one is
you know, ignorance and I don't mean the Aboriginal people.
Which I think is the underlying issue to the racism situation.
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And that's just my personal opinion, but from my experience and
what I have learned over the years, it's one of perhaps a position
of fear and ignorance I think.
The second respondent who mentioned racism was referring to the notion of delivering care
differently to an Aboriginal person: “…are you saying that somebody is going to do teaching
different to an Aboriginal client than to a non-? To me that's kind of racist. You know, I would
never do that and I can't imagine that anybody would. No, there is no difference.”
Eleven DEC respondents perceived a lack of knowledge on the practitioners‟ part as a
contributor to cultural barriers. One respondent explained: “Maybe lack of knowledge on the part
of educators as far as cultural differences and language and symbolism - the importance of
symbolism in their culture and our lack of knowledge in that respect.” Another respondent had
similar sentiments: “I always feel that I'm not giving them the best because I don't know what
their healthy diet is like, I'm not an expert on the Aboriginal diet.” Some respondents mentioned
attempts to improve knowledge barriers by learning more about Aboriginal culture and traditions:
“Basically it‟s a lack of knowledge on our part really, to handle them. So we‟ve been engaging
in learning through conferences and symposiums, but it‟s distinct, they‟re different – each First
Nations reserve is different.” Finally, four respondents felt another barrier for practitioners is a
lack of collaboration between their own DEC and Aboriginal programs and communities. One
respondent explained that a lack of collaboration can pose problems to diabetes care by creating a
sense of ownership over clientele:
But I think the biggest barrier is trying to work collaboratively
with the First Nations diabetes programs. We've been trying over
the last 3 to 4 years to try and develop those relationships a little
stronger and let them know we are here to support them, just like
we would refer some of our clients to them as well. So that we
can both be, at the same time seeing clients and trying to help
them rather than viewing it as that‟s your client and that‟s my
client, which seems to be a struggle.
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The same respondent continued on to say that collaboration also helps with the greater
organization of diabetes care services since many Aboriginal-run programs do not have direct
access to the health care professionals needed for diabetes care.
4.8.2.1 Practitioner Barriers: Grouped by Client Place of Residence
Comments from the three practitioner barrier categories (i.e. cultural barriers, lack of
knowledge and lack of collaboration) were separated according to client place of residence.
Table 15 lists the practitioner barriers cited by respondents from each DEC grouping. A chisquare test revealed that there was no significant difference in reporting cultural barriers between
on-reserve and off-reserve groups (p = .226). No other chi-square tests were feasible.
Table 4-15: Response Frequency for Categories Associated with Practitioner Barriers with Chisquare tests – Grouped by Client Place of Residence (n=44)
Practitioner Barriers (frequencies)
DEC groups -client
place of residence
On-Reserve (n=22)
Off-Reserve (n=22)

χ2(1)

Cultural
Barriers
8

Lack of
Collaboration
0

Lack of
Knowledge
2

12

1

6

1.467 (n.s.)

n/a

n/a

In general, respondents from DECs serving an off-reserve clientele reported all practitioner
barriers more often compared to respondents from DECs serving an on-reserve clientele.
4.8.3 Programming Barriers
Responses from all DEC respondents regarding programming barriers were grouped into
four categories: (a) lack of funding and resources, (b) lack of access to health care, (c) lack of
awareness about DEC programs, and (d) other services are available elsewhere. Not surprisingly,
the largest barrier in the programming domain was a lack of funding and resources (i.e.
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mentioned by 24 of 56 DEC respondents). While the majority of these respondents simply stated
financial and resource barriers exist within their programs, many elaborated on which resources
are scarce and why more funding is important. Given the variability in responses for funding and
resource barriers, those comments pertaining specifically to this category were grouped into four
subcategories to identify areas for improvement: (a) lack of culturally relevant resources, (b) lack
of human resources, (c) lack of funding to run the program sufficiently, and (d) lack of funding to
support clients. Table 16 displays these four subcategories with supporting verbatim quotes.
Table 4-16: Programming Barriers - Funding and Resource Barrier Subcategories with
Supporting Verbatim Quotes (n=55)
Funding &
Resource Barrier
Subcategories
Lack of culturally

“The lack of access to diabetes education that is culturally sensitive and

relevant resources

close to home.”

Verbatim Quotes Supporting Categories

“…there still is a lack of resources that are culturally appropriate.”

Lack of human
resources

“…there's limited funding that we can provide that service and limited staff
resources to do so.”
“…the interpreter isn't always available all of the time. She works for the
whole hospital too”
“…I have been invited by both of the reserves to put clinics on the reserves,
but putting clinics on the reserves would actually - has the potential for
hugely increasing the clinic workload… I don't have the resources to
expand, to expand to open clinics on the reserve.”

69

Lack of funding to

“…it‟s a time thing, because I‟m only two days a week, that‟s all the

run

funding is for, so I have scheduled appointments. I don‟t think that works

program

for First Nations. I think drop-ins would be better, if I could go and hang

sufficiently

out and have people just drop-in if they have a question. It doesn‟t work
that way because of the way the funding is.”
“Lack of funding. That's a big one. Especially for staffing because again
we're all part-time so it's difficult to do it all in half the time.”

Lack of funding to
support clients

“…NIHB does not cover any transportation for anyone to come to our
program who is newly diagnosed, gestational, starting insulin or pediatric.”
“When you talk about NIHB, it is supposed to cover all medications that are
required, and yet there are often many pitfalls in there for Aboriginal people
and they often give up because they don't have the staying power to deal
with it.”

Four DEC respondents mentioned that having other services available elsewhere for
Aboriginal clients sometimes poses a barrier to developing a more culturally based program.
Some respondents suggested Aboriginal clients are more likely to access the programs that cater
specifically to this population: “They probably access very culturally sensitive diabetes clinics at
their centre.” One respondent who commented about providing culturally competent care
through her DEC explained that it is about respecting those who are the expert:
So there is a community health centre that specifically provides
care to Aboriginal clients. I think the work they do is absolutely
essential. One of the reasons we don't is that I don't want to step
on the toes of the agencies that are doing something. It would be
really disrespectful and I would be re-inventing the wheel. I see
our role as supporting these agencies.
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Three DEC respondents cited programming barriers that involve a limited access to
health care. Insufficient foot care coverage, Non-Insured Health Benefits (NIHB) problems, and
limited access to health professions at Aboriginal-run programs were the three health care
programming barriers cited. Finally, only one respondent mentioned that a lack of awareness of
the programs offered by her DEC was a barrier: “…although we go into communities, people
don‟t always know we‟re there... So it‟s hard to reach that group sometimes, it‟s hard for us to,
not advertise, but get our word out there about what we do.”
4.8.3.1 Programming Barriers: Grouped by Client Place of Residence
Comments from the four programming barrier categories (i.e. lack of funding and
resources, other services available elsewhere, limited access to health care, and lack of awareness
of DEC programs) were separated according to client place of residence. Table 17 shows the
frequency of responses in each category according to location group. Chi-square results are
included.
Table 4-17: Frequency of Responses Associated with Programming Barriers with Chi-square
Test – Grouped by Client Place of Residence (n=44)
Programming Barriers (frequencies)

DEC groups -client
place of residence
On-Reserve (n=22)
Off-Reserve (n=22)

χ2(1)

Funding
&
Resources

Other
Services
Available
Elsewhere

10

1

1

1

9

1

1

0

.093 (n.s.)

n/a

n/a

n/a

Access to
Health
Care

Lack of Awareness
of DEC program

The chi-square test yielded a non-significant result (p = .761) suggesting that funding and
resource barriers are a common problem for DECs serving on-reserve clients and for DECs
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serving off-reserve clients. When further examined, DECs serving an on-reserve clientele cited
funding and human resources barriers more often, while DECs serving an off-reserve clientele
mentioned lack of resources for Aboriginal clients more often.

4.8.4

Accessibility and Availability Barriers
Responses from all DEC respondents about barriers relating directly to accessibility and

availability barriers were grouped into four categories: (a) physical location, (b) limited access to
Aboriginal clients, (c) transportation, (d) access to health care, and (e) availability and
accessibility of food. Overall, barriers relating to accessibility and availability were reported the
most compared to the other three barrier domains (i.e. perceived client barriers, practitioner
barriers, and programming barriers). Table 18 lists the categories associated with accessibility
and availability barriers with supporting verbatim quotes.
Table 4-18: Accessibility and Availability Barrier Categories with Supporting Verbatim Quotes
(n=55)
Geography

Verbatim Quotes Supporting Categories

Barrier SubCategories
Physical location “Well I think the biggest one is the location. I mean because some of these
communities live two and half hours out of [here] on dirt roads.”
“They're not close to a major centre, they're not close to our centre. I guess
their access - our access to them and their access to us is an issue.”
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Limited

“Just in this particular community that I'm in the population is quite small, so

population of

certainly there is not the volume to talk about group sessions or support

Aboriginal

groups. Again because there is not a lot of volume, there is not really a

peoples

specific First Nations community associated close by, that means that I don't
have a lot of contact with elders to know their concerns within the
community.”
“Because it's a small population we really haven't focused on that group as far
as providing suitable resources and educational materials.”

Transportation

“…especially those that live in quite distanced communities for example, well
one that we're going to next week, in order for someone to come into town to
purchase groceries the taxi ride is $220, and that was before the gas went up.”
“Even though we go there once a month they don't always have the
transportation if they need care between the month. They are limited as to
how they can get to the centre, so transportation can be an issue.”

Access to health
care

“Limited access to professional people, you know like a psychologist or social
worker. We don't have anything like that.”

Availability and

“I mean these communities don't have stores, so they don't have access to

accessibility of

fresh vegetables or fruit you know.”

food
“Within that factor itself is the whole cost of food that's in these remote
locations. We as dieticians can be telling people they need to eat 7-8 fruits
and vegetables choices a day but they don't get them there. Well that of course
is a big challenge and when a bag of milk cost 10 dollars in their community,
they are not going to buy milk. So that‟s a huge barrier … we need to do
something as a country as far as equalizing the cost of food for people that
live in remote areas.”
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Half of the 56 respondents surveyed indicated that location was a barrier when it comes
to providing diabetes care to Aboriginal clients. While most of these barriers identified remote
locations and problems associated with these areas, one DEC respondent mentioned how urban,
off-reserve locations can also be a barrier:
I guess the barriers would be for those people that are living offreserve. …The barrier would be for those people that are living
say in an urban area. …but if anything the people in remote
locations are receiving maybe more care just because the
programs that are available are very directed at those people.
But it's the people that are sort of living on their own maybe in
urban areas that wouldn't have the same type of culturally
specific support.
4.8.3.1 Accessibility and Availability Barriers: Grouped by Client Place of Residence
Comments from each of the availability and accessibility barrier categories were
separated according to client place of residence. Table 19 displays frequencies and chi-square
results.
Table 4-19: Frequency of Responses Associated with Accessibility and Availability Barriers with
Chi-square Test – Grouped by Client Place of Residence (n=44)
Accessibility and Availability Barriers (frequencies)
DEC groups -client
place of residence
On-Reserve (n=22)
Off-Reserve (n=22)

χ2(1)

Location
10

Limited
Population
Size
3

Access to
Health
Care
2

Transportation
6

9

11

3

1

3

.093

6.705*

n/a

n/a

n/a

Food
Accessibility
3

* significance at p < 0.05
Respondents from the on-reserve group cited location as a barrier about as often as those
in the off-reserve group. The chi-square tests revealed that respondents from DECs that serve an
off-reserve clientele reported having significantly less Aboriginal clients living nearby.
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Respondents from DECs that serve on-reserve clients cited transportation barriers more than
respondents from DECs that serve off-reserve clients. Very few respondents cited access to health
care as a barrier, although respondents from an on-reserve DECs mentioned it slightly more often.
Finally, both groups mentioned food accessibility equally.
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Chapter 5
Discussion
The purpose of this study was to examine diabetes supportive care services and resources
available to Aboriginal peoples through Ontario DECs. Specific objectives included: 1) to
describe the types and variations of diabetes supportive care services and resources offered to
Aboriginal clients by Ontario DECs, 2) to determine which cultural strategies are being
implemented by DECs and which strategies are used most and least often, 3) to determine if DEC
demographic characteristics are related to the use of cultural strategies by examining a) DEC
client place of residence (i.e. on-reserve or off-reserve), and b) DEC client volume (i.e. number of
Aboriginal clients served per month), and 4) to identify perceived barriers to providing effective
diabetes care to Aboriginal clients and typical program delivery methods from the perspective of
the DEC staff.

5.1 Demographic Characteristics
Although a majority of DEC respondents indicated that most of their Aboriginal clients
reside in rural areas, 2006 Census data show that more Aboriginal people are living in urban areas
than in the past (Statistics Canada, 2008a). Despite these statistics, only a quarter of DEC
respondents reported serving a majority of Aboriginal clients that reside in urban areas. One
respondent explained that clients do not always identify as Aboriginal and that staff would not
necessarily ask about a client‟s cultural background. Half of the study sample reported that their
Aboriginal clients live on-reserve. This is similar to Canadian Census data from 2006 showing
that 40% of First Nations people are living on-reserve in Canada (Statistics Canada, 2008a).
Given that diabetes rates have been found to be higher on-reserve than off-reserve (Health
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Canada, 2000), where the prevalence is upwards of 20% for First Nations adults (Assembly of
First Nations, 2007) it is important to consider reserve status when studying diabetes care.
The finding that most Aboriginal clients seen in Ontario DECs are of First Nations
heritage is consistent with census data showing that the large numbers of First Nations people live
in the province (Statistics Canada, 2008b). First Nations groups in Ontario also have the highest
prevalence of diabetes in people over the age of 15 years, compared to other provinces, territories
and other Aboriginal groups (Statistics Canada, 2006). Although some Métis and Inuit people
live in Ontario (Statistics Canada, 2006; Statistics Canada, 2008b), most Aboriginal people in the
province are of First Nation descent. Estimates from the current study are consistent with these
numbers; DEC respondents reported serving only 2.2% Métis clients, and 0.2% Inuit clients.
DEC respondents estimated that the majority of their Aboriginal clients were from low
socio-economic backgrounds. While this measure was vague since the question did not specify
income brackets, findings were consistent with other data regarding the socioeconomic status of
Aboriginal peoples in Canada (MacMillan et al., 1996; Tjepkema, 2002).
Aboriginal clients attended DECs predominately for management of type 2 diabetes.
This makes sense given that type 2 diabetes accounts for 90% of all people with diabetes and
because type 1 diabetes is rare in Aboriginal populations (Canadian Paediatric Society, 1994).
Although the onset of type 2 diabetes commonly occurs later in life, Aboriginal peoples often
have earlier onsets resulting in higher numbers of Aboriginal youth and young adults being
diagnosed with type 2 diabetes (Dean et al., 1998; Harris et al., 1996). DEC respondents reported
that on average, the majority of their Aboriginal clients are over 55 years of age, however, there
were almost as many clients served in the 31 to 55 years age group, and an average of 13.2% of
Aboriginal clients aged 30 years or younger. Hence, DECs in Ontario face a wide age
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demographic of Aboriginal clients, which may or may not be related to the use of cultural
strategies.
Finally, DEC respondents reported that physicians refer most Aboriginal clients to the
DEC. While it has been found that First Nations people are less likely to visit a doctor, especially
for those living on-reserve (MacMillan et al., 2003), this finding might be driven by a
requirement for physician referral by many DECs. Nurses and community health care workers
were the second and third highest referral source, consistent with findings about health care
provider use in Aboriginal populations (MacMillan et al., 2003; Tjepkema, 2002). Overall, the
demographic profile of Aboriginal clients who attend Ontario DECs reflects that of the province.

5.2 The Use of Cultural Strategies
In this study, evidential strategies emerged as the most commonly used cultural strategy
by DECs, followed by peripheral, linguistic, constituent-involving and sociocultural strategies in
that order. However, a Friedman‟s Test revealed that the only significant difference in strategy
use was between evidential and sociocultural strategies. This finding is contrary to what has been
recently reported in a systematic review of 11 studies about culturally relevant diabetes
interventions for Hispanic adults. In this review, Whittemore and colleagues (2007) found that
the most common strategies used in the interventions were linguistic, constituent-involving, and
socio-cultural. Similarly, in a review of 18 injury-prevention initiatives targeting a racial or
ethnic group, constituent-involving strategies were reported to be used most often, followed by
peripheral, linguistic and sociocultural, and evidential strategies in that order (Parks & Kreuter,
2007). The retrospective nature of these reviews may explain the differences in use of evidential
strategies as compared to the direct reporting from DEC respondents obtained in the present
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study. It may have been more difficult to identify evidential strategies for studies completed prior
to the development of the cultural framework by Kreuter and colleagues in 2003.

5.2.1 Evidential Strategies
The most common evidential item reported by DEC respondents was communicating
evidence to Aboriginal persons about their increased risk of diabetes. Respondents did not
mention evidential strategies regarding specific risk factors (i.e. obesity, diet, and physical
activity levels) for this population as much as the general risk for diabetes. Most studies that
examine evidential approaches ask members of an interest group if they prefer general evidence,
or evidence related to their particular cultural group. Not surprisingly, most of the Aboriginal
participants in a study by Roubideaux and colleagues (2000) wanted more culturally relevant
information, especially in materials that addressed diet and exercise.

5.2.2 Peripheral Strategies
On average, DEC respondents mentioned using peripheral strategies the second most
frequently after evidential strategy use. This is similar to the review by Parks and Kreuter (2007)
where peripheral strategies ranked second in frequency of use, tied with linguistic and
sociocultural strategies. The two peripheral items mentioned the most by DEC respondents were
the use of Aboriginal images and symbols and declarative titles. This is consistent with previous
work showing that written resources including culture-specific images (Cardenas & SimonsMorton, 1993), declarative titles (Wiist et al., 1996) and culturally relevant brochures
(Kulukulualani et al., 2008) are the peripheral strategies used most often as compared with
programming services, videos, or cookbooks. The high use of peripheral strategies suggests that
DECs are addressing cultural relevance predominately at the surface level. While surface level
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strategies may increase receptivity (Roubideaux et al., 2000), they alone are considered to be
insufficient to influence the effectiveness of a program (Resnicow et al., 1999).

5.2.3 Linguistic Strategies
DEC respondents reported the average use of linguistic strategies third highest overall.
These results are different from interventions for Hispanic adults where linguistic strategies were
used most often (Whittemore, 2007). Contrary to the findings by Whittemore (2007), DEC
respondents reported the use of interpreters and Aboriginal language in DEC programming least
often out of the five linguistic items. Respondents from on-reserve DECs reported linguistic
strategies more often than respondents from off-reserve DECs, although these did not differ
significantly. Our results are consistent with census data from 2006 revealing that less than onethird of First Nations respondents are fluent in an Aboriginal language, and that fluency is higher
among those living on-reserve compared to those living off-reserve (Statistics Canada, 2008a).
DEC respondents reported using other linguistic strategies including visualization and
presentation of information in simple language, which have been reported to be consistent with
preferences of Aboriginal participants (Roubideaux et al., 2000). However, many DEC
respondents clarified that they use visualization strategies with all clients and not just Aboriginal
clients, suggesting that linguistic strategies are used to address literacy and comprehension, rather
than cultural needs.

5.2.4 Constituent-Involving Strategies
Constituent-involving strategies placed fourth out of the five strategies used contrary to a
review of 18 injury-prevention studies by Parks and Kreuter (2007) who found that constituentinvolving strategies were used most often. The most commonly endorsed constituent-involving
strategy was inviting members of the Aboriginal community to participate in program planning
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and decision making. Other studies show similar involvement of stakeholders to inform the
development of written materials (Kulukulualani et al., 2008; Roubideaux et al., 2000) and
programming activities (Davidson et al., 1994; Griffin et al., 1999; Vincent et al., 2006).
Involving stakeholders is believed to offer insight into aspects of a culture (i.e. values and beliefs)
that are less apparent than language, clothing or other observable traits (Kreuter et al., 2003).
One-third of DEC respondents reported that their DEC used community health workers
from an Aboriginal community to assist in some aspects of program delivery. Increasing the
collaboration between DECs and Aboriginal community health workers has the potential to
improve clinical and behavioural outcomes, attendance (Corkery et al., 1997; Lorig et al., 2003;
Lorig et al., 2005; Two Feathers et al., 2005), and language barriers (Brown & Hanis, 1999).
Consequently, community health workers may help to reduce some of the barriers to program
delivery mentioned by DEC respondents such as absenteeism and cultural barriers.
Very few DEC respondents reported that there were persons of Aboriginal descent
currently employed at their DEC. This is consistent with current records of Aboriginal health
care professionals (Aboriginal Nurses Association of Canada [A.N.A.C.], 2000; NAHO, 2003a).
Development of Aboriginal health human resources also has the potential to facilitate effective
diabetes supportive care under a wholistic and culturally relevant framework (RCAP, 1996b).

5.2.5 Sociocultural Strategies
On average, DEC respondents reported the use of sociocultural strategies least often
relative to the other four strategies. Given that the qualitative analysis revealed that a common
barrier to diabetes supportive care is a lack of provider knowledge about Aboriginal culture, it
may be that this barrier is preventing DEC respondents from implementing sociocultural
strategies.
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The sociocultural item reported most often by DEC respondents was discussing
traditional foods with Aboriginal clients. Many respondents said that they often use the
Aboriginal food guide developed by Health Canada, “Eating Well with Canada‟s Food Guide:
First Nations, Inuit, and Métis” (Health Canada, 2007). Traditional foods were likely discussed
most because of the importance of diet in diabetes management. Many DEC respondents noted
food accessibility and availability barriers for Aboriginal clients. A report from the First Nations
Regional Health Survey in 2002/2003 confirms such findings and recommends multidimensional
strategies in support of a culturally appropriate diet to help relieve the diabetes epidemic (First
Nations Centre of NAHO, 2007).
In Aboriginal communities, family members have an important role in educating and
assisting with health care (RCAP, 1996b; Roubideaux et al., 2000; Taylor et al., 2004).
Regrettably, the DEC questionnaire was missing an item for „family involvement‟ in the question
about sociocultural strategies. Although the item „elder involvement‟ could be interpreted as
family involvement, I believe that family involvement was largely underreported by respondents
because of this omission. This was also the case for the qualitative findings where only four DEC
respondents mentioned that family members often accompany Aboriginal clients to appointments.
Other sociocultural items such as traditional ceremonies, sharing circles, involvement of
elders and use of the medicine wheel were among the sociocultural items mentioned the least.
Medicine wheel teachings and ceremonies such as smudging are practices that reflect the core
values and beliefs of Indigenous culture (Lavallée, 2007), and are considered deep level strategies
within the framework of Resnicow and colleagues (1999).
Overall, findings suggest that DECs in Ontario are lacking deep level strategies in their
diabetes programming for Aboriginal clients. Since cultural values and beliefs may influence
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health-related behaviours including the receptivity to health promotion programs (Pasick et al.,
1996), DEC programming should incorporate more of these deep level strategies to enhance the
cultural relevance of diabetes care for Aboriginal peoples. However, it is important to caution
that because the identification of these strategies is relatively new, there is not enough evidence to
assume that one strategy produces better outcomes than another (Parks & Kreuter, 2007).

5.3 Impact of Client Place of Residence and Client Volume on Cultural Strategy Use
Results showed that when DECs were grouped according to Aboriginal clients‟ place of
residence (i.e. on-reserve or off-reserve), those respondents serving an on-reserve clientele
reported the highest use of surface level and deep level strategies. These respondents reported
using all five cultural strategies more often than did DEC respondents serving an off-reserve
clientele. Respondents from on-reserve DECs also reported using deep level strategies more
often than surface level strategies, suggesting that there is a greater understanding of Aboriginal
culture and values reflected in diabetes care offered by these DECs (Resnicow et al., 1999).
Given that diabetes rates are higher in Aboriginal persons living on-reserve relative to Aboriginal
persons living off-reserve (Health Canada, 2000), it is encouraging to find greater use of cultural
strategies by DECs that serve First Nations reserves. This result could be especially meaningful
if future work reveals that higher use of cultural strategies within diabetes supportive care
programming is related to more positive outcomes in Aboriginal clients with diabetes.
Respondents from DECs serving an off-reserve clientele reported cultural barriers and a
lack of knowledge about Aboriginal culture more often than respondents from DECs serving an
on-reserve clientele. This is consistent with the finding that off-reserve DECs used significantly
fewer cultural strategies relative to on-reserve DECs. Half of the respondents from DECs serving
an off-reserve clientele also cited that having a small number of Aboriginal clients is a barrier to
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developing culturally relevant diabetes programs. Consistent with this finding, a higher monthly
volume of Aboriginal clients was associated with a significantly greater use of all cultural
strategies, except evidential strategies, across all 56 DECs. Post hoc analyses revealed that DECs
that serve six or more Aboriginal clients per month tended to integrate cultural strategies
significantly more in their programming than DECs that serve five or fewer Aboriginal clients per
month. In particular, having a higher volume of Aboriginal clients was strongly related to the use
of deep level strategies.
Future work needs to explore the direction of this relationship to determine whether client
volume is influencing the integration of cultural strategies in diabetes supportive care
programming or whether programs that have a high integration of cultural strategies are more
attractive to clients who live on reserve. The relevance of cultural strategies for different
Aboriginal groups also needs to be investigated given the cultural heterogeneity of Aboriginal
groups. For example, one respondent explained that some Aboriginal communities near her DEC
are Christian while others uphold traditional Indigenous lifestyles. The perceived cultural
identity of Aboriginal clients as viewed by DEC staff and the actual cultural identity of clients
have the potential to influence the level of cultural relevance of diabetes supportive care programs
and resources.

5.4 Interactions with Aboriginal Clients
In general, on-reserve DECs incorporate a greater variety of program delivery methods
and resource types with Aboriginal clients. Although there is not enough evidence to conclude
that more resources and diverse delivery methods are more effective, Aboriginal stakeholders
have requested such things in the past to help improve diabetes care (Roubideaux et al., 2000).
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With the exception of cultural strategy use, the responses generated by DEC respondents
regarding interactions with Aboriginal clients are in accord with our quantitative findings.

5.4.1 Program Delivery
Overwhelmingly, DEC respondents said that interactions with Aboriginal clients are no
different from interactions with other clients. This was true for both on-reserve and off-reserve
DECs. These results are consistent with literature that criticizes the Canadian health care system
for lacking cultural relevance (Antone and Imai, 2006), and its widespread application of the
Western model of medicine (McKennitt, 2006). Many of the barriers to implementing culturallyrelevant strategies (i.e. practitioner from a different cultural background, lack of knowledge by
practitioners, and limited Aboriginal population nearby) endorsed by DEC respondents likely
account for a lack of tailored interactions with Aboriginal clients. Train-the-trainer sessions,
which have been shown to enhance the delivery of diabetes supportive care and improve the
relationship between practitioners and clients (McKennit, 2006), offer a promising method to
address some of these barriers.
Overall, program delivery for Aboriginal clients was more likely to occur in a one-on-one
exchange rather than through group sessions. Some DEC respondents mentioned that Aboriginal
clients occasionally exhibit trust and comfort barriers that are better addressed via one-on-one
program delivery. When comparing program delivery format between on-reserve and off-reserve
groups, respondents from DECs serving an on-reserve clientele reported group sessions
significantly more than respondents from DECs serving an off-reserve clientele. This makes
sense given that on-reserve DECs were found to have higher volumes of Aboriginal clients,
perhaps enabling group interactions to take place that are more comfortable for their clients.
Program delivery methods such as opportunities for family involvement, client-driven, and
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making it fun were also more common in on-reserve DECs as compared to off-reserve DECs.
Future work needs to explore whether these delivery formats and methods are related to better
client adherence to diabetes management activities and improved clinical outcomes.

5.4.2 Resources Used
DEC respondents reported using written resources more often than programming
services, cookbooks, videos, or games, suggesting that in general DECs use surface level
strategies more often than deep level strategies to achieve cultural relevance. Respondents from
on-reserve DECs cited a greater variety of resources used with their Aboriginal clients, relative to
respondents from off-reserve DECs, which is consistent with findings related to program delivery
formats, showing that more cultural tailoring seems to be occurring. Aboriginal stakeholders
have requested increased availability of culturally relevant cookbooks, videos, and exercise
classes to improve diabetes care (Roubideaux et al., 2000). Future work needs to explore whether
using a greater variety of resources is better for engaging and supporting clients in diabetes
management activities.

5.4.3 Cultural Strategies
In general, DEC respondents made little mention of cultural strategies in the question
asking about interactions with Aboriginal clients, making it difficult to compare and contrast
results directly with the quantitative findings. A reason for this may be that there were
opportunities to elaborate on cultural strategies earlier in the questionnaire. DEC respondents
discussed peripheral and linguistic strategies the most in the qualitative questions, confirming the
quantitative finding that DECs use surface level strategies more often than deep level strategies.
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5.5 Barriers
Overall, DEC respondents cited accessibility and availability barriers most frequently.
When DECs were grouped according to on-reserve and off-reserve status, there were clear
differences in the challenges that each group faced. Barriers pertaining to geography,
practitioners, and lack of funding in particular distinguished these two DEC groupings the most.

5.5.1 Perceived Client Barriers
DEC respondents cited client barriers pertaining to trust and comfort, a perceived lack of
client interest, and client absenteeism most often. DEC respondents from both on-reserve and
off-reserve DECs had similar response rates regarding a perceived lack of trust and comfort
experienced by Aboriginal clients, suggesting this is a common occurrence faced by all DECs.
This is consistent with previous findings showing that many Aboriginal clients tend to prefer to
visit an Aboriginal health care provider (First Nations Centre, 2003), lack interest in diabetes
education (Assembly of First Nations, 2007), and have high rates of absenteeism (Griffin et al.,
1999).
There are complex reasons to explain why Aboriginal clients might not attend scheduled
appointments at their DEC. Accessibility and availability barriers mentioned by DEC
respondents that may account for absenteeism include a lack of transportation, high travel
expenses, and/or other accessibility issues. Client barriers such as living in poverty, low
education achievement, and a lack of trust or comfort with Western medicine could also be
related to attendance, as suggested by findings from the First Nations Regional Health Survey
(AFN, 2007). These results suggest that the specific context in which many Aboriginal persons
live needs to be considered when planning and implementing diabetes supportive care activities
for Aboriginal communities.
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While only three DEC respondents mentioned that Aboriginal clients often exhibit
feelings of hopelessness and depression during diabetes management, previous research has cited
this as a larger problem of inevitability, termed „fatalism‟ (Public Health Agency of Canada,
2005). It is not surprising that Aboriginal peoples experience fatalism with the increasing rates of
diabetes in their communities, and the greater incidence of the disease in Aboriginal children and
youth (Harris et al., 1996). Fatalism was not mentioned by many of our DEC respondents,
suggesting that more awareness is needed surrounding this issue, including creating methods to
empower clients to change their health behaviours with the intention of managing their diabetes.
Respondents from off-reserve DECs cited language as barriers more often than onreserve DEC respondents. It may be that Aboriginal language interpreters are more difficult to
find off-reserve. Fluency in an Aboriginal language is more common among those living onreserve (Statistics Canada, 2008a), suggesting that DECs serving an on-reserve clientele have
better access to community members who are able to act as interpreters.

5.5.2 Practitioner Barriers
Results show that many DEC respondents cited cultural barriers between practitioners
and clients. Cultural barriers were more evident in off-reserve DECs. More respondents from
off-reserve DECs reported lack of knowledge and lack of collaboration between practitioners and
Aboriginal stakeholders and clients as barriers, both of which may contribute to cultural barriers.
Most comments in this category suggest that educating practitioners about Aboriginal culture
would also help to reduce cultural barriers. Respondents from off-reserve DECs endorsed all of
the practitioner barriers more often than respondents from on-reserve DECs, suggesting that there
is a greater need for cultural competency training sessions in these areas for those serving offreserve groups (McKennitt, 2006). Furthermore, collaboration with Aboriginal programs is an
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opportunity to enhance the consistency of diabetes care and to gain understanding about the
health needs of Aboriginal communities.
It is important to note that while racism was only overtly mentioned by two DEC
respondents as a barrier to providing effective diabetes care to Aboriginal people, more subtle
forms of stereotyping seemed to be occurring as evidenced by language that often positioned
clients as “other”. Although the two respondents cited racism in a different light, both are
important perspectives that draw attention to the fine balance of respecting and understanding
different cultures and knowing the problems that arise with treating those unlike ourselves as
“other”.
Past research has shown that individuals and institutions have often been reluctant to
mention race, racism or even discuss issues that may be perceived to imply racism (Robinson &
Robinson, 2001; Trepagnier, 2001). In this respect, DEC respondents may have consciously or
unconsciously inhibited their responses by a fear of perpetuating racism or racial stereotypes.
Findings from our study suggest that closer examination of systemic racism as related to uptake
and outcomes of diabetes supportive care programs and resources is warranted. This is especially
critical given the higher prevalence of diabetes in Aboriginal communities.

5.5.3 Programming Barriers
Funding and resource inadequacies were the most commonly cited barriers to providing
adequate diabetes supportive care, consistent with previous evidence (McKennitt, 2006). A lack
of funding may also affect the availability of training sessions to teach diabetes educators about
the importance of cultural relevance, particularly for Aboriginal populations (Public Health
Agency of Canada, 2005). One specific funding issue cited related to inadequacies with the NonInsured Health Benefits (NIHB) system where Aboriginal clients were not fully covered for
diabetes-related care. First Nations provided similar evidence in the Regional Health Survey
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(Assembly of First Nations, 2007). Although respondents from on-reserve and off-reserve DECs
reported funding and resource barriers, this barrier was most often endorsed by respondents from
on-reserve DECs. Funding is generally organized into separate allocations for on-reserve and offreserve Aboriginal populations, such as the Aboriginal Diabetes Initiative (Health Canada,
2000b). Our results suggest that a lack of funding is adversely affecting Aboriginal diabetes care
in Ontario.

5.5.4 Accessibility and Availability Barriers
DEC respondents from on-reserve DECs cited barriers relating to location, transportation,
and access to health care more often than respondents from off-reserve DECs. Lack of
accessibility has previously been cited as a barrier to attending a diabetes program or clinic
(Assembly of First Nations, 2007). This barrier was particularly common for isolated
communities and for people who spoke a First Nations language, both of which are typical of onreserve communities. Delivering diabetes education through outreach services in Aboriginal
communities may help to reduce access barriers for clients and may in turn bring more awareness
and information about diabetes into communities (Roubideaux et al., 2000).
DEC respondents reported barriers relating to the cost and availability of food. Healthy
eating is a large component of diabetes management and it is difficult to prescribe healthy food
choices when clients do not have access because they live in remote locations (Public Health
Agency of Canada, 2005), or live in low socio-economic conditions (Tjepkema, 2002).
Aboriginal peoples living off-reserve experience food insecurities almost three times as much as
non-Aboriginal people (Office of Nutrition Policy and Promotion, 2007), and rates have been in
the extremes for some remote, on-reserve communities (INAC, 2003; 2004). In our results,
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respondents from on-reserve and off-reserve DECs mentioned food accessibility equally,
meaning this issue needs to be addressed by all DECs.
Not having a large Aboriginal population to serve was a barrier to providing culturally
relevant services, especially for off-reserve DECs. Some DEC respondents explained that it was
difficult to create culturally relevant programming when they only saw a small number of
Aboriginal clients. Although recent statistics show that more Aboriginal people are moving offreserve to urban areas (Statistics Canada, 2008a), it is possible that these areas also face greater
numbers of clients from diverse cultural backgrounds. Consequently, it may be more difficult to
address the unique needs of many cultural groups in more urban, off-reserve DECs.

5.6 Limitations and Future Directions
As with any self-reported survey, there is a possibility that DEC respondents may have
inaccurately described the use of cultural strategies and resources. Self-reporting inaccuracies
may occur because of unfamiliarity with Aboriginal resources and programming, especially in
DECs that rarely serve Aboriginal clients and by program managers whose roles are primarily
administrative in nature. Inaccuracies might also take the form of over-reporting as an attempt to
make DEC programming appear more comprehensive. Although it would have been ideal to
review all DEC Aboriginal resources and programming materials, project resources were
insufficient for this type of inventory.
Limitations associated with the DEC questionnaire included the phrasing of some
questions, or omission of important response options (e.g., not including self-referral as a
response option for referral source and not including family involvement as a response option in
the sociocultural strategies question). In addition, some of the demographic questions were too
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specific for DEC respondents to accurately report. Many DECs do not keep this kind of
information about their clients on file.
The questionnaire only assessed the use of cultural strategies, rather than measuring the
frequency or intensity of strategy use. While this study was exploratory in nature and was meant
to inventory culturally relevant resources and programs available to Aboriginal clients though
Ontario DECs, future research should examine the implementation these strategies in greater
detail.
Finally, the scope of this project was limited to examining DEC programming through
the perspective of practitioners. Aboriginal clients themselves were not interviewed to determine
if culturally relevant initiatives were preferred and if these result in better outcomes for clients. A
next step in examining diabetes supportive care for Aboriginal peoples in Ontario is to explore
client perspectives. Future research is required to determine if cultural relevance in diabetes
supportive care enhances the effectiveness in self-management and clinical outcomes for
Aboriginal peoples with diabetes.

5.7 Recommendations for Improving DEC Care for Aboriginal clients
Despite the limitations in this study, the results revealed some important information
regarding the use of cultural strategies in Ontario DECs. Although integration of cultural
strategies was variable across DECs, we now know that many centres are trying to incorporate
such strategies to enhance diabetes care for their Aboriginal clients. If future research efforts can
connect cultural relevance to improved client outcomes, this would have important policy and
practice implications. Assuming that culturally relevant programs are more effective than generic
ones (Kreuter & Haughton, 2006), the following recommendations would flow from our findings.
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These recommendations are intended for government funding agencies that distribute funds to
DECs across Ontario and for the program managers and employees of DECs.
Recommendation 1: Bring more diabetes education services to Aboriginal clients through
outreach programs in their communities or on-reserve. This recommendation stems from
evidence showing that barriers such as remote locations, cost of transportation, and limited
Aboriginal population size are preventing clients from accessing diabetes supportive care
resources. Outreach programs to Aboriginal communities could address barriers for clients by
improving DEC accessibility, reducing the cost of travel, building trust, and raising awareness of
the importance of diabetes prevention and management in their communities. This strategy will
be particularly useful for DECs serving remote or on-reserve Aboriginal populations. Providing
outreach services will also help to improve collaboration between DECs and Aboriginal
stakeholders and may subsequently improve understanding of Aboriginal culture and integration
of deep level strategies to enhance cultural relevance (Barton et al., 2005; Roubideaux et al.,
2000).
Recommendation 2: Involve Aboriginal stakeholders in the planning, development, and delivery
of diabetes programs, including collaborating with Aboriginal community health workers. This
recommendation is based on the relatively infrequent use of deep level strategies, including
constituent-involving strategies reported by DEC respondents and concern about limited human
resources, particularly for those DECs serving an off-reserve clientele. Including Aboriginal
health care workers is a constituent-involving strategy that may help improve cultural relevance
for Aboriginal clients in areas of language (Brown & Hanis, 1999), and comfort level (First
Nations Centre, 2003), and potentially improve the quality of diabetes care (Si et al., 2006).
Stakeholders should be actively involved in the DEC programming for Aboriginal clients though
a participatory approach rather than a passive advisory role mentioned by some respondents.
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Recommendation 3: Provide educational sessions for DEC employees to increase their
knowledge and understanding about wholistic health and Indigenous health approaches. This
recommendation emerges from the finding that DEC respondents lack of knowledge about
Aboriginal culture and beliefs. Perceived client barriers including comfort and trust barriers and
a lack of client interest might be due to a need for information by diabetes educators. Not only
could educational sessions increase knowledge among diabetes educators, but they might also
improve the relationship between practitioners and their clients (McKennitt, 2006). Since
diabetes care is believed to be more beneficial under a wholistic framework (Public Health
Agency of Canada, 2005), many of these approaches could also be integrated into all
programming for diabetes care.
Recommendation 4: Encourage sharing of resources and knowledge though collaboration
within DECs across Canada and between DECs and Aboriginal community services. Supporting
evidence for this recommendation is based on the variability in cultural strategy use across DECs
in Ontario, in addition to practitioner barriers (i.e. lack of knowledge and lack of collaboration),
and programming barriers (i.e. lack of culturally relevant resources and lack of adequate funding)
reported by DEC respondents. In order to enhance the cultural relevance of services and
resources offered to Aboriginal peoples by Ontario DECs, there needs to be more dialogue and
networking between DECs to share best practices and resource materials. In addition, facilitating
communication with Aboriginal-run community services such as Native Friendship Centres or
nursing stations can help to establish what these services do and if the DEC could be of any use to
them, or vice versa.
Recommendation 5: DECs and other health care organizations should encourage government
leaders to enact policy changes that will increase accessibility and affordability of healthy foods
in rural and remote areas. Evidence from this study supporting this recommendation includes
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accessibility and availability barriers mentioned by DEC respondents pertaining to food
accessibility issues for Aboriginal clients. Perceived client barriers including socioeconomic
barriers, lack of interest and depression may indicate that Aboriginal clients have more pressing
concerns than managing their diabetes, such as putting food on the table. Eating a healthy diet is
an extremely important factor for diabetes prevention and management (Public Health Agency of
Canada, 2005). Furthermore, access to healthy foods, in addition to traditional Aboriginal foods
could help mitigate the growing epidemic of diabetes in Aboriginal populations (Assembly of
First Nations, 2006; RCAP, 1996b). Although the Canadian government and Canada Post have
collaborated on the Food Mail Program, an initiative designed to subsidize food shipments to 140
isolated northern communities (INAC, Canadian Polar Commission and Indian Specific Claims
Commission, 2007), it is imperative that long-term solutions be implemented to reduce
geographic food inequities through regulation of the cost of food to rural and remote areas.
Recommendation 6: Conduct provincial and national evaluations that will assess the
satisfaction with and behavioural outcomes of Aboriginal clients related to the care they are
currently receiving from DECs within provinces and across Canada. Evidence supporting this
recommendation flows from a lack of knowledge about Aboriginal clients‟ satisfaction with and
behavioural outcomes related to culturally-relevant DEC programming. It is necessary now, to
gather perceptions of Aboriginal clients themselves in order to complete the picture of the current
state of diabetes education available to Aboriginal peoples by Ontario DECs and other provincial
DECs. Once this is completed, efforts can be properly focused on improving diabetes care in
hopes of reducing the diabetes epidemic affecting Aboriginal peoples in Canada.
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Diabetes Centre Name

City

Diabetes Program - Glengarry Memorial Hospital
Diabetes Self Management Program - Arnprior & District Memorial Hospital
Atikokan Diabetes Daycare Program - Atikokan General Hospital
Diabetes Health Care Provider Program - Mnaamodzawin-Noojmowin Teg Health Centre
Diabetes Education Centre - Quinte Healthcare North Hastings
Pediatric Diabetes Program & Diabetes Education Centre - The Royal Victoria Hospital of Barrie
Diabetes Education Program - St. Francis Memorial Hospital
Quinte Pediatric Diabetes Services & Diabetes Education Centre - Quinte Healthcare Belleville - Quinte Health Care
East Algoma Diabetes Service - Blind River and District Health Centre
Lakeridge Health Corporate Diabetes Program - Lakeridge Health Bowmanville
Diabetes Education Network of South Muskoka - South Muskoka Memorial Hospital
William Osler Health Centre - Peel Memorial Hospital - Diabetes Education Centre/Program
Pediatric Diabetes Services & Diabetes Education Centre - Brant Community Healthcare System - Brantford General
Hospital Site
Diabetes Intervention Program - Brockville General Hospital
Diabetes Education Program
Pediatric Diabetes Services - Joseph Brant Memorial Hospital
Pediatric Diabetes Services & Diabetes Education Program - Cambridge Memorial Hospital
Community Diabetes Education Program - Campbellford Memorial Hospital
Chapleau Diabetes Education Program - Services de Sante de Chapleau Health Services
Chatham Kent Health Alliance - Diabetes Education Centre/Program
Huron Perth Diabetes Education Progam - Clinton - Clinton Public Hospital
Lakeshore Diabetes Education Program - Northumberland Hills Hospital
MICs Diabetes Program c/o Lady Minto Hospital
Diabetes Education Program - Collingwood General & Marine Hospital
Programme d'éducation sur le diabète / Diabetes Education Program - Centre de Sante Communautaire de L'Estrie
Diabetes Clinic and Outreach Clinic - Cornwall Community Hospital / Hopital communautaire de Cornwall
Minomodzawin Diabetes Project - North Shore Tribal Council
Deep River and District Hospital Diabetes Program - Deep River & District Hospital
Diabetes Education Centre - Humber River Regional Hospital - Finch Avenue Site
Dryden Diabetes Centre - Dryden Regional Health Centre
Paawidigong First Nations Diabetes Program - Paawidigong First Nations
East-Algoma Diabetes Education and Care Program - St. Joseph's General Hospital
Espanola General Hospital Diabetes Education Clinic

Alexandria
Arnprior
Atikokan
Aundeck Omni Kaning
Bancroft
Barrie
Barry's Bay
Belleville
Blind River
Bowmanville
Bracebridge
Brampton
Brantford
Brockville
Brockville
Burlington
Cambridge
Campbellford
Chapleau
Chatham
Clinton
Cobourg
Cochrane
Collingwood
Cornwall
Cornwall
Cutler
Deep River
Downsview
Dryden
Dryden
Elliot Lake
Espanola
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Diabetes Centre Name

City

Diabetes Education Centre - Trillium Health Centre
William Osler Health Centre Diabetes Education Centre
Huron-Perth Diabetes Education Program - Exeter Site - South Huron Hospital Association
Diabetes Education Centre - Groves Memorial Community Hospital
Fort Frances Tribal Area Diabetes Education and Awareness Program - Fort Frances Tribal Area Health Authority
Valley Diabetes Education Centre - Riverside Health Care Facility
Geraldton Diabetes Education Centre - Geraldton District Hospital
Huron Perth Diabetes Education Program
Huron Perth Diabetes Education Pgm - Goderich site - Alexandra Marine & General Hospital
Diabetes Education Centre - Guelph General Hospital
McMaster Children's Hospital - Pediatric Diabetes Clinic
Diabetes Care and Research Program - Hamilton Health Sciences - Henderson Ambulatory Care
Diabetes Education Program - St. Joseph's Hospital
Diabetes Education Program - Hanover & District Hospital
Nord-Aski Diabetes Education Centre - Notre Dame Hospital
Algonquin Health Services Diabetes Centre - Algonquin Health Services
Diabetes Education Centre - Alexandra Hospital
Kapuskasing Diabetes Education Centre - Sensenbrenner Hospital
Kenora Area Health Access Centre Diabetes Program - Kenora Area Health Access Centre
Diabetes Education Program - Kemptville District Hospital
Diabetes Education Program - Lake of the Woods District Hospital
Hotel Dieu Pediatric Diabetes Services & Diabetes Education Centre - Hotel Dieu Hospital
Timiskaming Diabetes Program - Kirkland & District Hospital
Diabetes Health Management Clinic - St. Mary's General Hospital
Pediatric Diabetes Services & Diabetes Education Centre - Grand River Hospital Corporation Kitchener-Waterloo
Health Centre
Diabetes Program - North Lanark County Community Health Centre
Leamington District Memorial Hospital Diabetes Education Clinic - Leamington District Memorial Hospital
RMH Diabetes Education Center - Ross Memorial Hospital
Huron Perth Diabetes Education Centre - Listowel - Listowel Memorial Hospital
Manitoulin Health Centre Diabetes Education Clinic
Latin American Diabetes Program - The London Intercommunity Health Centre
Lawson Diabetes Education Centre - St. Joseph's Health Care London

Etobicoke
Etobicoke
Exeter
Fergus
Fort Frances
Fort Frances
Geraldton
Goderich
Goderich
Guelph
Hamilton
Hamilton
Hamilton
Hanover
Hearst
Huntsville
Ingersoll
Kapuskasing
Keewatin
Kemptville
Kenora
Kingston
Kirkland Lake
Kitchener
Kitchener
Lanark
Leamington
Lindsay
Listowel
Little Current
London
London
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Diabetes Centre Name

City

Pediatric Diabetes Services - Children's Hospital of Western Ontario
Manitouwadge Diabetes Health & Wellness Program - Host Organization - TBA
Diabetes Education Centre, York Central Hospital
Marathon Diabetes Education Clinic Service - Wilson Memorial General Hospital
Pediatric Diabetes Education Program & Diabetes Education Program - Markham-Stouffville Hospital
Grey Bruce Diabetes Education Services - Meaford - Grey Bruce Health Services
Diabetes Education Program - Merrickville District Community Health Centre
Diabetes Education Network - Haliburton Highlands Health Services
Credit Valley Diabetes Care Centre (Adult & Pediatric) - Credit Valley Hospital
Trillium Pediatric Diabetes Services - Trillium Health Centre - Family Care Centre
Dokis Diabetes Education and Resource Centre - Dokis Health Centre
Weeneebayko Diabetes Health Program - Weeneebayko Health Ahtuskaywin
Diabetes Education Centre - Louise Marshall Hospital
Diabetes Education Program - Lennox and Addington County General Hospital
Timiskaming Diabetes Program - Kirkland & District Hospital
Diabetes Education Program - Four Counties Health Services
Diabetes Education Clinic - Southlake Regional Health Centre
Nipigon District Memorial Hospital Diabetes Education Programme
Diabetes Centre Nipissing District - Adult & Pediatric - North Bay General Hospital
Adult Diabetes Education Centre - Humber River Regional Hospital
Halton Diabetes Program - Halton Healthcare Services
Diabetes Program - Pediatric Services & Diabetes Management Program - Headwaters Health Care Centre
Adult & Pediatric Diabetes Edu. - Orillia Soldier's Memorial Hospital
Community-based Diabetes Education Program of Ottawa - Centretown Community Health Centre
Diabetes Program - Queensway-Carleton Hospital
Pediatric Diabetes Services - Children's Hospital of Eastern Ontario
Diabetes / Endocrine Unit Division of Endocrinology & Metabolism, A6 - Ottawa Hospital Civic Campus
Grey Bruce Pediatric & Adult Diabetes Program - Grey Bruce Health Services
Diabetes Education Centre - Palmerston & District Hospital
Diabetes Education Centre of Parry Sound and Area - Host organization - TBA
Pembroke Adult Diabetes Education Program & Pediatric Diabetes Services - Pembroke Regional Hospital
Diabetes Resource Center - North Simcoe Hospital Alliance
Diabetes Education Program - Perth & Smith Falls District Hospital

London
Manitouwadge
Maple
Marathon
Markham
Meaford
Merrickville
Minden
Mississauga
Mississauga
Monetville
Moose Factory
Mount Forest
Napanee
New Liskeard
Newbury
Newmarket
Nipigon
North Bay
North York
Oakville
Orangeville
Orillia
Ottawa
Ottawa
Ottawa
Ottawa
Owen Sound
Palmerston
Parry Sound
Pembroke
Penetanguishene
Perth
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Diabetes Centre Name

City

Pediatric Diabetes Clinic & Adult Diabetes Education Clinic - Peterborough Regional Health Centre - Rogers Street
Site
Diabetes Centre - Quinte Healthcare - Prince Edward County Memorial
Diabetes Services - Niagara Health System Port Colborne Site
Diabetes Education Centre North Durham - Lakeridge Health - Port Perry Site
Diabetes Wellness Program - Country Road Community Health Centre
Red Lake District Diabetes Program - Margaret Cochenour Memorial Hospital
Outpatient Diabetes Education Program - Renfrew Victoria Hospital
Diabetes & Clinical Nutrition Services
Algoma Diabetes Education and Care Program - Group Health Centre
RVHS DEC & Regional Pediatric Diabetes Program - Rouge Valley Health System Centenary Health Centre
Diabetes Education Program - The Scarborough Hospital General Division
Huron Perth Diabetes Education Program - Seaforth - Seaforth Community Hospital
Haldimand-Norfolk Diabetes Program - Norfolk General Hospital
Sioux Lookout Diabetes Program - Sioux Lookout Meno-Ya-Win Health Centre
Rideau Valley Diabetes Services
Niagara Regional Diabetes Centre-Pediatrics - Hotel Dieu Health Sciences Hospital Niagara
The Southern Ontario Aboriginal Diabetes Initiative
Huron-Perth Diabetes Education Program - St.Marys - St. Marys Memorial Hospital
Diabetes and Nutrition Centre - St. Thomas Elgin General Hospital
Huron-Perth Diabetes Education Program - Stratford - Stratford General Hospital
Diabetes Education Centre - Strathroy Middlesex General Hospital
Lawrence Commanda Diabetes Education & Resource Centre - Lawrence Commanda Health Centre
Diabetes Education and Care Program - Hopital Regional de Sudbury Regional Hospital
Diabetes Day Care Education Service - The McCausland Hospital
Diabetes Health Thunder Bay - Adult & Pediatric Program - St. Joseph's Care Group
Tillsonburg District Memorial Hospital-Diabetes Education Centre
Porcupine Diabetes Information and Services
Tri-Hospital Diabetes Education Centre (TRIDEC) - Sunnybrook & Women's College Health Sciences Centre
Women's College Ambulatory Care Centre (WCACC)
Mid-Toronto Diabetes Program (Flemingdon Health Centre) & Anne Johnston Health Station
Diabetes Education Program - Toronto East General Hospital
Sunnybrook Diabetes Education Centre (SUNDEC) - Sunnybrook & Women's College Health Sciences Centre

Peterborough
Picton
Port Colborne
Port Perry
Portland
Red Lake
Renfrew
Sarnia
Sault Ste. Marie
Scarborough
Scarborough
Seaforth
Simcoe
Sioux Lookout
Smiths Falls
St. Catharines
St. Catherines
St. Marys
St. Thomas
Stratford
Strathroy
Sturgeon Falls
Sudbury
Terrace Bay
Thunder Bay
Tillsonburg
Timmins
Toronto
Toronto
Toronto
Toronto
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Diabetes Centre Name

City

Diabetes Education Program - St. Joseph's Health Centre - BMO Financial Group Ambulatory Care Centre
Leadership Sinai Centre for Diabetes - Mount Sinai Hospital
Diabetes Education Clinic - Toronto Western Hospital University Health Network
Diabetes Education and Support Program - The Four Villages Community Health Centre
North York Pediatric Diabetes Services & Diabetes Education Centre - North York General Hospital - Branson
Division
HSC Pediatric Diabetes Services - The Hospital for Sick Children
St. Michael's Hospital DEC
LMC Endocrinology Centres (Toronto/Oakville/Thornhill/Etobicoke)

Toronto
Toronto
Toronto
Toronto
Toronto

Passport to Healthy Diabetes Living - Gateway Community Health Centre
Diabetes Education Centre - Lakeridge Health Uxbridge
Diabetes Education Program - Chesley, Durham, Kincardine, Walkerton Sites - South Bruce Grey Health Centre
North-Algoma Diabetes Education Program - Lady Dunn Health Centre
Charles H. Best Diabetes Centre for Children, Youth and Young Adults
Anishinabe Mishkikih - Wikwemikong Medicine Lodge
Diabetes Education Program - Winchester District Memorial Hospital
Diabetes Programme pour diabetique Windsor-Essex - Sandwich Community Health Centre
Adult Diabetes Education - Hotel Dieu-Grace Hospital
Pediatric Diabetes Centre & Diabetes Clinic - Windsor Regional Hospital
Huron Perth Diabetes Education Program - Wingham - Wingham & District Hospital
Diabetes Education Clinic - Woodstock General Hospital

Toronto
Toronto
Toronto / Oakville /
Thornhill
Tweed
Uxbridge
Walkerton
Wawa
Whitby
Wikwemikong
Winchester
Windsor
Windsor
Windsor
Wingham
Woodstock
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DEMOGRAPHIC SURVEY

DEMOGRAPHIC PROFILE OF DIABETES EDUCATION CENTRES
Date:

Interviewer:

Language of Interview (please check):
 English

 French

 Both

Contact Information [please fill in prior to the phone call]

DEC ID#:
Participant‟s Name:
Participant‟s role in DEC:
DEC (Name of Centre & Municipality/Region/Province):
E-mail address:
Postal address:
Phone number:

Receptionist conversation
Hello! My name is Alisa, and I'm calling from Queen‟s University. We're working on a project
to identify supportive care resources for people who are affected by diabetes.
[*refer to working definition of DSC in Master Directory binder if needed]
I would like to speak with someone who has a good understanding of the programs, services, and
other resources offered by your Diabetes Education Centre*.
[* use the term that feels best – could ask participant how they prefer to refer to Diabetes
Education Centre]
[Examples of potential participants if needed – manager with good understanding of community
diabetes supports; senior diabetes educator]
Obtain best time to call back if participant is not there – note time in Contact table above
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Conversation with potential participant – completing demographic survey
Hello! My name is Alisa, and I'm calling from Queen‟s University. We're working on a project
to identify Supportive Care Resources for people who are affected by diabetes.
Are you familiar with the programs, services, and other resources offered by your Diabetes
Education Centre?
 Yes
If yes, continue.
 No
If no, do you know who I should speak with in your Diabetes Education Centre?
Do you have a few minutes for me to explain our project?
 Yes
If yes, continue with description.
 No
If no, schedule another time for call. (Indicate in contact table)
Project Description:
In this research project, we‟re gathering information about supportive care, that is, services or
resources that help a person with diabetes improve the quality of their life. Our results will be
used to explore what is available, known to be effective and what is missing in diabetes
supportive care in Canada.
Now, we‟re aware that the CDA recently completed the Pan Canadian Diabetes Horizon Scan. In
fact, we‟re working with them to deepen our understanding of diabetes supportive care as they
move into Phase 2 of their project. So if you receive an e-mail about their survey, please feel to
participate.
As part of our research, we‟re creating a statistical profile of the DECs across Canada. We have 9
questions that will take about 10 minutes to answer.
We‟ll keep the information you share with us confidential and we‟ll remove any identifying
information about you or your diabetes education centre in our presentations to others. Also, any
information released will be in aggregate, or grouped, format.
[Aggregate means we‟ll report findings that are common across DECs without identifying the
specific sources of information]

Are you willing to answer our questions?
 Yes
 No

If yes, continue.
If no, mark on the master participant list; thank the participant for
their time and end the call.
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Demographic Survey Questions

1. Where are your programs or services offered? (Indicate all that apply.)
 Community Health Centre
 Physician‟s office
 Hospital
 Long-term care homes/retirement residences
 Community locations (e.g., Recreation/leisure centre, Client‟s home, Workplace, School)
 Other (please specify)
2. Which language(s) do you provide programs/services and written resources in? (Check
all that apply.)
Written
Programs/Services

Resources

English





French













Other (specify)

3.

Which of the following population groups are involved with your programs/services?

Pediatric – Type 1

 Yes

 No

Pediatric – Type 2

 Yes

 No

Adult – Type 1

 Yes

 No

Adult – Type 2

 Yes

 No

Women with Gestational Diabetes

 Yes

 No

Pregnant Women with pre-existing diabetes

 Yes

 No

Individuals with pre-diabetes

 Yes

 No

(Impaired glucose tolerance or impaired fasting glucose)
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4.

Approximately how many clients do you see in a month? (please check)


< 25



26 – 50



51 – 100



> 100

5. Are your programs or services offered within: (check all that apply)
 metropolitan area (100,000 population or more)
 urban area (10,000 – 99,999 population)
 rural/small town (less than 10,000 population)
 First Nation Reserve
 Métis Settlement
6.

What percentage of your clientele is Aboriginal?


0




1 - 25
51 – 75




26 – 50
76 - 100

7. Does your DEC offer any resources or programs specifically tailored to Aboriginal clients? In
other words, is there anything different between diabetes care services and resources for
Aboriginal versus non-Aboriginal people. (E.g. a pamphlet designed specifically for Aboriginal
individuals).
 Yes

If yes, please describe.

 No

8. What is the socio-economic status of the majority of all of your clients?

9.



Low income bracket



High income bracket



Middle income bracket

Does your DEC offer Diabetes Education Classes to people affected by diabetes?
122

 Yes
 No
After completion of Demographic Survey
Before we end this call, I‟d like to tell you a bit more about our next steps. Now, once we‟ve
talked with all of the DECs in your province, we will analyze the information and select some
DECs to contact for more information about diabetes supportive care in their area.
If your DEC is selected, would you be willing to participate in a second telephone interview
about 1 month from now? It will take about 30-40 minutes to complete.
 Yes

Indicate in Contact table (first section of mini-stats)

 No

Indicate in Contact table (first section of mini-stats)
Would you know of anyone else in your DEC that would be able to
participate in our research?

[Please double check you have the e-mail address]
Do you have any questions? Thanks and good bye.

123

Appendix C
Information and Scheduling E-mail Scripts

124

INFORMATION EMAIL – After calling and scheduling second interview

SUBJECT: Diabetes Supportive Care
Hello ___________,
Thanks again for your continued participation in our study. As per our earlier conversation, I
have attached a copy of the information letter for our project, as well as a copy of the survey we
will be going through. It will be time efficient for you and helpful for us if you can take a quick
read through the survey before our scheduled interview time. Also, if you can have the survey in
front of you during the interview, it should flow more smoothly.
Thanks again and (we/I) will talk to you on (date) @ (time)!
Regards,
_______
SCHEDULING EMAIL – If no response to initial voicemail
SUBJECT: Diabetes Supportive Care
Hello ___________,
I am emailing in regards to the Diabetes Supportive Care study. We had spoken on (date of ministats), and I was wondering if we could schedule a time for a follow-up interview. Some
available start times are:
- (list 3 options)
Please let me know if any of these times would work for you. Talk to you soon and thanks,
_______!
Regards,
__________
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Respondent Letter of Information
An examination of Supportive Care for Aboriginal Peoples offered through
Ontario Diabetes Education Centres.
This study is being conducted by Alisa Yocom under the supervision of Dr. Lucie Lévesque,
from the School of Kinesiology and Health Studies, at Queen‟s University in Kingston, Ontario,
Canada. Before agreeing to participate, please make sure you have read this Letter of Information
and have had any questions answered to your satisfaction. Please keep a copy of this letter for
your records.
This study has three objectives:
1) To identify diabetes education centres (DECs) and other centres offering services to clients
with diabetes in Ontario that serve a large proportion of Aboriginal clients;
2) To define, describe and inventory the diabetes supportive care services and resources
designed for Aboriginal populations available through the DECs; and
3) To identify variation and gaps in the nature, scope, availability and cultural content of
diabetes supportive care services.
You will be asked to:
1) Respond to a telephone questionnaire that will take approximately 30 minutes to complete.
With your consent, the interview will be tape-recorded only for the purpose of accuracy.
The survey will address questions pertaining to diabetes supportive care for Aboriginal people
including content, delivery, cultural relevance and traditional practices. Although we encourage
you to answer as many of the survey items that you are able, you may choose not to answer any
questions with which you are uncomfortable.
Your permission is also being sought to compare the information you provide in this study with
similar information that will be provided by diabetes care providers from other DECs across
Ontario and Canada, who complete a similar questionnaire about diabetes supportive care for
non-Aboriginal clients. In order to ensure that all of your information remains confidential, your
name will not appear on your survey responses. Instead, a unique identifier code will be created
that will be used to identify your survey to the researchers only. We will send you an executive
summary of the results of this study. You may receive a full report of the study results upon
request.
Your participation in this project is completely voluntary and you may discontinue your
participation at any time without any consequences. There are no known physical, psychological,
economic, or social risks associated with this study. Your confidentiality and anonymity are
guaranteed.
Should you choose to withdraw any of the data you have provided, you need only to contact the
researchers and all of your data will be destroyed. All hardcopy surveys will be kept in a locked
filing cabinet at Queen‟s University and all electronic data will be stored in password protected
files. Your responses will not be connected with your name in any future publication that results
from this study, and only the researchers will have access to the information you provide in this
study.
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If you would like further information about the study, or have additional questions or concerns,
please feel free to contact either of the above researchers (Alisa Yocom, 613-533-6000 Ext:
74699, email: 2aay@queensu.ca; Dr. Lucie Lévesque, 613-533-6000 Ext: 78164, email:
lucie.levesque@queensu.ca). You may also contact the Chair of the Queen's University General
Research Ethics Board (GREB), Dr. Steve Leighton, 613-533-6081, email:
chair.GREB@queensu.ca.
Sincerely,
Alisa Yocom
Master of Science Candidate
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THANK YOU E-MAIL A – After Demographic Survey
SUBJECT: Diabetes Supportive Care
Hello _____________,
Thanks again for taking the time to answer the questions about your Diabetes Education Centre.
You have helped us broaden our understanding of DECs in your province.
Regards,
_________

THANK YOU E-MAIL B – Final thank you, post-questionnaire
SUBJECT: Diabetes Supportive Care
Hello ______________,
We appreciate your participation in our survey. This information will help us to create a picture
of diabetes supportive care in your province. If you would like to request an executive summary
of the findings, please email 2aay@queensu.ca.
Regards,
________
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COMMUNITY INTERVENTIONS FOR DIABETES SUPPORTIVE CARE
DEC QUESTIONNAIRE
To be Completed by Interviewer: [please fill in prior to the phone call; also record Diabetes Education Classes in #2a]
Date:
Language of Interview (please check):
 English

Interviewer:
 French

 Both

DEC ID#
DEC Name:
Postal address:
Interviewee Name & Position at DEC:
E-mail address:
Phone number:

Duration of Interview
Start time:

Finish time

Project Introduction & Participant Consent
[Here‟s where you‟re setting the tone for the interview – set a warm and professional tone to the conversation. Start with a smile on your face!]
Hello, my name is _________ – I‟m calling in regards to the Diabetes Supportive Care project. We‟ve arranged this time for an interview and we
think this will take about 30 to 40 minutes. Is it still a good time? [Pause – let person respond.]
[If no – reschedule date and time]______________________________________________
As you know from the letter we sent you, we‟re gathering information about supportive care, that is services or resources that helps those affected
by diabetes improve the quality of their life. This information will be used to explore what is available, known to be effective and what is missing
in diabetes supportive care in Canada. We will also be investigating culturally relevant diabetes supportive care available to Aboriginal clientele.
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We‟ll keep the information you share with us confidential and we‟ll remove any identifying information about you or your diabetes education
centre in our presentations to others. Any information released will be in aggregate, or grouped, format.
[Aggregate means we‟ll report findings that are common across DECs without identifying the specific sources of information]
We‟d like to tape our conversation in order to make sure we hear and understand everything correctly. Are you comfortable with this?
 Yes
If yes, start the tape.
 No

If no, mark on the master participant list and DO NOT record.

Finally, I want to make sure you understand you have the right to not answer a question or to withdraw from this survey at any time without
consequences.
Are you comfortable proceeding with the interview?
 Yes
If yes, continue with interview.
 No

If no, mark on the master participant list, thank the participant for their time and end the call.

As we go through the questions, we will fill out the form together.
Let‟s start with some general information about you and your DEC.
1a.

What is your professional degree (e.g., nursing, dietitian, etc) and diabetes-related certifications or qualifications (e.g., diabetes educator)?

[NOTE: please remember to say “for example” where it says e.g. in the question]
1b.

How many years have you been working in the diabetes field?

1c.

How long have you been at this DEC (yrs)?

1d.

Briefly, what do you do at your DEC?
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2 a.

Some organizations will offer programs/services at satellite locations. A satellite is defined as a location where service is provided at least
once every two months on a regular basis.
Do you offer your programs and/or services at more than one regular location?
 No
 Yes, please name the locations.

2 b.

How do people access your services?
 Self referral
 Referral by physicians/nurse practitioners
 Referred by other health care professionals (nurses, dietitians or others)
 Other (please specify)

2 c.

Are there fees associated with any of the programs/services that you directly provide?
 No
 Yes, please describe

2 d.

We would like to learn about the professionals that provide services to your clients. Looking at the list below, which professionals provide
services and how are they accessed?
Direct
Program
Staff
Registered Nurse

Available
through
consultation

Referral
only
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Registered Dietitian/Nutritionist
Social Worker
Psychologist
Mental Health Worker
Family Physician
Pediatric Endocrinologist
Adult Endocrinologist
Pediatrician
Internists
Nurse Practitioner/Advanced Practice Nurse
Chiropodist/Podiatrist
Pharmacist
Ophthalmologist/Optometrist/
Eye Care Specialist
Aboriginal Community Health Worker
Fitness/Physical Activity Specialist
Physiotherapist/Occupational Therapist/
Rehab Therapist
Other
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2 e.

How many certified diabetes educators are at your DEC?

2 f.

Are there any volunteers working through your DEC who were not mentioned above (e.g., traditional healers, peer support)?
 No
 Yes, please describe

3 a.

Your Profile sheet indicated that you do / do not (circle) offer Diabetes Education Classes at your DEC.
Is this correct? If incorrect, please revise question 4 on Profile sheet
 Yes
 No

3 b.

Approximately how many clients are involved in Diabetes Education Classes in a month? (please check)

<25

26-50


3 c.

3 d.

51 – 100



>100

What is the typical length of time that clients are involved with your diabetes education classes?

Single contact

Weekly

Monthly

Other (please specify)
After the Diabetes Education Classes, do clients receive follow-up contact?
 Yes

If yes, please complete the table.

 No

If no, go to question 4
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Looking at table 3d, which types of follow-up do you provide?
Table 3d
Type of Follow-up

Yes

No

If yes, how often does it occur?
* Probe for time point of initial follow-up

Phone calls
Postal mail
General circulation
Personal letter
E-mail
General circulation
Personal letter
Group education classes
One-to-one consultation
Other (please specify)

4 a.

From your perspective, how do you define or describe diabetes supportive care?
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[If person is unable to define DSC, provide the following definition:
As we understand it, “supportive care” interventions are intended to address information needs, financial needs (health insurance, etc), emotional
needs, transportation needs and treatment related needs for people with diabetes.
Community interventions for diabetes supportive care include, for example, support from family, homecare, the multidisciplinary health care
team, school, workplace, and volunteer organizations and can help individuals with diabetes make the necessary adjustments toward improving
the quality of their life.]
4 b.

Of all the work that occurs at your DEC, about what percentage of it would be diabetes supportive care (as we just spoke about it)?
[Looking for an estimate that will suggest how high a priority DSC is in the DEC]

In the demographic survey, it was indicated that your centre serves Aboriginal Clientele. This next section is about diabetes supportive care for
the Aboriginal clients served by your DEC.
5 a.

How many years have you had experience in working with an Aboriginal clientele? _________________

5 b.

What proportions of Aboriginal clients that you see have:
Type I diabetes: ________%
Type II diabetes: _______ %
Pre-diabetes (i.e. impaired glucose tolerance or impaired fasting glucose): _____%
Gestational diabetes: _____%
Other (specify): _________%

5 c.

How many Aboriginal clients are involved in your program in a month? Please check one.

1-5

51-75

5-25

76-100

26-50

> 100________
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5 d.

What percentage of your Aboriginal clients are from:
Rural/small town _________
Suburban area ___________
Urban area ______________

5 e.

What percentage of your Aboriginal clientele resides:
On reserve_____________
Off-reserve_____________

5 f.

What is the socio-economic status of the majority of your Aboriginal clientele? Please check one.
Low SES______
Mid SES_______
High SES_______

5 g.

What percentage of your Aboriginal clients belongs to:
First Nations________

Inuit__________

Métis __________

5 h.

What proportion of your Aboriginal clients belongs to the following age ranges:
Children and youth (0 – 18 years old) _______
Young adults (19 – 30 years old) _______
Adults (31 -55 years old) _______
Elders (56 years and older) _______

5 i.

Who usually refers your Aboriginal clients to your program? (check all that apply)

Elder/Family member

Nurse

Community Health Worker

Traditional Healer

Doctor

Other (specify): _________________________
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Cultural Content in Aboriginal Diabetes Care
6 a.
One strategy to enhance the cultural relevance in programs or materials is by tailoring them to appeal to Aboriginal clientele. For
example, using certain colors, images, fonts, pictures of group members, declarative titles (e.g., “A guide for Aboriginal Peoples”), or different
content of any sort that are meant to convey relevance to the group. Referring to Table 6a, does your DEC use any of the following to convey
relevance to Aboriginal clients?
Table 6 a
YES

NO

?

If yes, please indicate in which resources the strategy is being used
Written Resources
(Pamphlets,
handouts)

Workshops/ Classes/
Counselling
(Programming Services)

Videos

Cookbook

Other

Written Resources
(Pamphlets,
handouts)

Workshops/ Classes/
Counselling
(Programming Services)

Videos

Cookbook

Other

Use of certain colours
Which colours?
Aboriginal
Images/Symbols

Different font styles
Pictures of group
members
Declarative titles (e.g.
“A guide for Aboriginal
Peoples”)
Different content
Other / descriptions: __________________________________________________________________________________
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6 b.

Providing resources and programs in the preferred language or at an appropriate level of comprehension is another strategy to
enhance the cultural relevance of health initiatives. Referring to Table 6b, does your DEC incorporate any of the following
linguistic strategies into diabetes supportive care for Aboriginal clients?

Table 6 b
YES

NO

?

If yes, please indicate in which resources the strategy is being used
Written Resources
(Pamphlets,
handouts)

Workshops/ Classes/
Counselling
(Programming Services)

Videos

Cookbook

Other

Use of Aboriginal language
Use of larger size fonts
Use of simple, clear language
Use of interpreter
Visualization strategies (e.g. red
blood cell models to explain insulin
resistance)

IF YES:

Which Aboriginal languages do you provide services or resources in? _________________________________
What grade level is the language of the written resources? ___________________________________________

6 c.

Discussing or presenting evidence and/or statistics about a certain group can also increase cultural relevance. For example, presenting
evidence that rates of diabetes are higher among the Aboriginal population in Canada compared to non-Aboriginal populations? Referring
to Table 6c, does your DEC present the following evidence or statistics?
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Table 6 c
YES

NO

?

If yes, please indicate in which resources the strategy is being used
Written Resources
(Pamphlets,
handouts)

Workshops/ Classes/
Counselling
(Programming Services)

Videos

Evidence/Statistics that diabetes rates are
higher among Aboriginal populations in
Canada
Evidence/Statistics that obesity rates are higher
among Aboriginal populations in Canada
Evidence/Statistics about physical activity
levels among Aboriginal populations in Canada
Evidence/Statistics about diet among
Aboriginal populations in Canada

6 d.

Involving members of the Aboriginal community enhances cultural relevance. Referring to Table 6d, does your DEC
incorporate the following strategies to involve Aboriginal persons?

Table 6 d
YES
Does the DEC currently employ staff of
Aboriginal descent?

NO

?

If yes, please answer the following questions
How many?
Role in the DEC?

Does the DEC train/use helpers drawn from
an Aboriginal community?

How many?
Role in the DEC?

Cookbook

Other
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YES

NO

?

Does the DEC involve stakeholders from the
Aboriginal community in program planning
and decision making?

6 e.

If yes, please answer the following questions
Describe:

At your DEC, are diabetes care services for Aboriginal clients:

Table 6 e
YES
Distinct: i.e., offered via separate services for
Aboriginal clients only

NO

?

If yes, please describe
Do you offer any distinct services for the following:
Financial aid: Y N
Transportation: Y N
Child care:
Y N

Integrated: i.e., Services for Aboriginal and
non-Aboriginal clients are the same
We offer both. i.e., some services are for
Aboriginal clients only and some services for
Aboriginal and non-Aboriginal clients.

6 f.

We would like to know if, and how often traditional Aboriginal practices are incorporated into the services and resources offered to
Aboriginal clients through the DEC. Looking at table 6f, which areas of Aboriginal culture do your DEC programs or services provide?
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Table 6 f
Unsure (0)

Never (1)

Rarely (2)

Sometimes (3)

Often (4)

Always (5)

Medicine wheel
Sharing circles
Storytelling
Elder involvement
Traditional foods
Herbal medicines
Traditional healer
Traditional ceremonies (e.g. smudging,
dancing, feasts)
Other (specify):
Please describe the cultural practices you mentioned in further detail:
Now, we have gone through a lot of “yes & no” questions. I have two questions to get a better understanding of your experiences with diabetes
supportive care for Aboriginal clients.
6 g.

Based on the experiences you‟ve had at the DEC, what would a typical interaction look like with an Aboriginal client?
Prompt: How do you share the resources that you mentioned above?

6 h.

Based on your experiences, what are the barriers to providing effective diabetes supportive care to Aboriginal peoples with diabetes? (e.g.
remote locations, lack of resources, or cultural barriers)
Please explain:

144

OK – so we are now going to be looking at supportive care with a variety of different groups: first will be individuals with diabetes; then
families, couples and small groups; followed by other organizations; and then community stakeholders. Some of the questions I ask you will be
similar from one group to the next, so keep in mind the specific group that we are referring to at any given time. Does that make sense?
(Clarify if No). Great, we’ll begin with individuals with diabetes. Take a look at Table 5 a…
Individuals with Diabetes
7 a.
Over the past 12 months, has your DEC offered programs or services designed to provide supportive care for individuals with diabetes?
Please complete the table.
Table 5 a
Type of service

Y N Refer Physical
activity

If yes, please indicate the topics
Nutrition Glucose
Insulin Oral
Foot
monitor’g
Tx
hypogly.
care
meds

Eye
care

Kidney
function

Psych.
aspects

Group information
sessions
Individual
counselling services
Treatment programs
Print material
DEC website
Financial aid
Transportation
services
Childcare services
7 b.
Are there any other programs or services that your DEC offers that have not been covered?

7 c.

Please briefly describe the exercise recommendations that your DEC gives in terms of type, frequency (days/wk), duration and intensity.
[Note if refer to professionals external to DEC or have different prescriptions for different populations]
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7 d.

Over the past 12 months, has your DEC offered programs or services designed to initiate contacts or create networks between individuals
with diabetes? Please complete the table.
Table 7 d
Programs and Services
Yes
No
If yes, please describe
Link up clients to participate in
activities together
Support/discussion group for
managing and living with diabetes
Transportation sharing
Other

7 e.

Are there any other programs or services that your DEC offers that have not been covered?

Families, Couples and/or Small Groups
8 a.

Over the past 12 months, has your DEC offered programs or services designed to provide supportive care for families, couples and/or
small groups? Please complete the table.
Table 8 a
If yes, please indicate the topics
Physical
Nutrition
Glucose
Insulin
Oral
Foot
Eye
Kidney Psych.
Programs and
Y N Refer
activity
monitor‟g
Tx
hypogly.
care
care
function aspects
Services
meds

Group Information
sessions
Individual counselling
services
Treatment programs
Print material
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DEC website
Financial aid or Group
rates
Transportation
services
Childcare services

8 b.

Are there any other programs or services that your DEC offers that have not been covered?

OK, now that we have learned about the specific programs and services offered by your DEC, we would like to better understand your referral
and recommendation practices around community supports for people living with diabetes.
8 c.

Where do you refer clients who want additional information or support for diet and physical activity (e.g., more than what is provided at
your DEC)? Please check all that apply.


Cooking course



Fitness centre



Nutrition class



Other (please specify):

8 d.

Are there any other programs and services for families, couples and/or small groups that your DEC offers that have not been covered?

8 e.

Over the past 12 months, has your DEC offered programs and services designed to initiate contacts or create networks between families,
couples and/or small groups? Please complete the table.
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Table 8 e
Programs and Services

Yes

No

If yes, please describe

Link up families, couples and small groups
to participate in activities together
Support/discussion group for helping
family/friends cope with diabetes or living
with someone with diabetes.
Transportation sharing

Other

8 f.

Are there any other programs or services that your DEC offers that have not been covered?

Other Organizations
9 a.

Over the past 12 months has your DEC offered services or planned strategic initiatives that are designed to change or influence how other
organizations offer diabetes supportive care programs and services within the community?
Please complete the table.
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Table 9 a
Services and Strategic Initiatives

Yes

If yes, please indicate the type of organization involved.

No

Community group
(e.g., Non-profit,
NGO, volunteer
organization)

Government
(e.g.,
municipal,
provincial,
federal)

Private,
for-profit

Other

Modifying the structure and function of other centres and organizations.
Increasing the accessibility of facilities other than your own.
Meeting with the leaders of other organizations to educate about
diabetes.
Fostering the creation of new organizations that will offer services
directly to the population.
Diabetes consultation services for professionals, private industries, or
employers.

9 b.

Are there any other programs or services that your DEC offers that have not been covered?

9 c.

Has your DEC met with the leaders of community health services to promote increased client education on diabetes management and
prevention by health professionals? Please complete the table.

Table 9 c
If yes, please indicate type of organization involved.
Yes

9 d.

No

Hospitals

Local Health Clinics

Health Professionals’
Associations

Other (specify)

Are there any other services or strategic initiatives offered by your DEC that are designed to change or influence other organizations that
have not been covered?
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9 e.

Over the past 12 months has your DEC tried to create networks or coalitions between organizations to improve diabetes supportive care
programs and services within the community? Please complete the table.

Table 9 e
Strategy
If yes, please indicate the type of
organization involved.

Yes

No

Community group
(e.g., Non-profit,
NGO, volunteer
organization)

Government
(e.g., municipal,
provincial, federal)

Private, forprofit

Other

Facilitating networking or network
development
Creation of a coalition
Organization of special events

9 f.

Are there any other strategies to create networks or coalitions that have not been covered?

Community Stakeholders
10 a.

Over the past 12 months, has your DEC worked with municipal employees or other community stakeholders to increase opportunities or
facilitate diabetes supportive care? Please complete the table.
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Table 10 a
Strategy

Yes

No

If yes, please briefly describe the initiative.
Local or Own Community
Other Communities (e.g., other health
regions or communities)

Developing community supports (e.g.,
community groups).
Building partnerships with community
groups or agencies.
Improving the physical environment.
Increasing resources and facilities.
Creating a roundtable on diabetes
supportive care.
Facilitating networking between
communities or regions.
Other (please specify)

10 b.

Are there any other community strategies or initiatives that have not been covered?

Political and Collaborative Activities
11 a.

Over the past 12 months has your DEC undertaken political activities to promote or increase opportunities for diabetes supportive care in
the community? Please complete the table.
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Table 11 a
If yes, please briefly describe the strategy and level of government.
Political Activities

Yes

No

Local

Provincial

Federal

Other
(please describe)

Put pressure on elected officials.

Participated in advocacy
activities with elected officials
Participated in dealing with the
media on these issues (e.g.,
press releases, interviews, letters
to the editor)
Promoted collaboration between
different levels of government

11 b.

Are there any other political activities that have not been covered?

Opportunities and Barriers Related to Diabetes Supportive Care
12.

Are you aware of other formal or informal diabetes supportive care services or resources available in your community (e.g., through
pharmacies, volunteer groups, etc)?
 Yes

If yes, please specify.

 No
13.

When thinking about the activities of your DEC, what do you feel are the barriers to providing information about or access to diabetes
supportive care interventions in your community? Please specify.
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14. Is there anything about diabetes supportive care that we haven‟t talked about today that you want to say?

We‟ve come to the end of the content questions of our survey. Now, we have a thank you letter to send to you to acknowledge your contribution.
We also would like to send you a Directory of Ontario Diabetes Education Centres that we‟ve developed as part of this project. Let‟s just make
sure I have your correct contact information.
[Please confirm contact information in initial section is correct.]
15.

Are you interested in receiving an executive summary of the results at the end of this project? We anticipate this will be available in April
or May 2008.
 Yes
 No

16.

Would it be OK to contact you in the future for clarification or more information?
 Yes
 No

Thanks so much for your time in completing this survey.
If you think of any questions or comments after our call, please contact Dr. Lucie Lévesque at 613-533-6000 ext. 78164 from Queen‟s University.
You may also contact the Chair of the Queen's University General Research Ethics Board (GREB), Dr. Steve Leighton, 613-533-6081.
[Go back to page 1 to record finish time]
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Appendix G
SPSS Statistical Outputs
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Friedman Test
Comparison of Cultural Strategy Use Across all DECs
Test Statisticsa
N
Chi-Square
df

54.000
11.308
4.000

Asymp. Sig.

.023

a. Friedman Test

Post Hoc Wilcoxon Signed Rank Test
Comparison of Cultural Strategy Use Across all DECs
Test Statistics
strategy
strategy
score
Score
score
constituent% sociocultural constituents%
- strategy
% - strategy
- strategy
score
score
score
evidential% evidential% peripheral%
Z

Score
sociocultural% strategy
score
peripheral%

Score
sociocultural
% - strategy
score
linguistic%

-2.223a

-2.974a

-1.263a

-1.940a

-2.081a

.026

.003

.206

.052

.037

Asymp. Sig. (2-tailed)
a. Based on positive ranks.
b. Wilcoxon Signed Ranks Test

Wilcoxon Signed Rank Test
Comparison of Surface & Deep Strategy Use Across all DECs
Test Statisticsb
Deep strategy%
- surface
strategy%
Z
Asymp. Sig. (2-tailed)

-2.603a
.009

a. Based on positive ranks.
b. Wilcoxon Signed Ranks Test
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Wilcoxon Signed Rank Tests
Comparison of Surface & Deep Strategy Use within Off-Reserve Groups
Test Statisticsb,c
deep_strategy% surface_strategy%
-2.486a
.013

Z
Asymp. Sig. (2-tailed)
a. Based on positive ranks.
b. client place of residence = off-reserve
c. Wilcoxon Signed Ranks Test

Comparison of Surface & Deep Strategy Use within On-Reserve Groups
Test Statisticsb,c
deep_strategy% surface_strategy%
-.122a
.903

Z
Asymp. Sig. (2-tailed)
a. Based on positive ranks.
b. client place of residence = on-reserve
c. Wilcoxon Signed Ranks Test

Mann-Whitney Tests
Comparison of Surface & Deep Strategy Use between On/Off Reserve Groups
Test Statisticsa
surface_strategy% deep_strategy%
Mann-Whitney U
Wilcoxon W
Z
Asymp. Sig. (2-tailed)

135.500
388.500
-2.504
.012

66.500
319.500
-4.156
.000

a. Grouping Variable: client place of residence
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Mann-Whitney Test
Comparison of Cultural Strategy Use between On/Off Reserve Groups
Test Statisticsa
strategy_
Score_
score_
strategy_score_ strategy_score_ strategy_score_ sociocultural
peripheral%
linguistic%
evidential% constituents%
%
Mann-Whitney U

152.500

179.500

127.500

88.500

76.500

Wilcoxon W

405.500

432.500

380.500

341.500

307.500

-2.150

-1.506

-2.749

-3.771

-3.689

.032

.132

.006

.000

.000

Z
Asymp. Sig. (2-tailed)

a. Grouping Variable: client place of residence

Kruskal-Wallis Test
Comparison of Cultural Strategy Use between Client Volume Groups (Number of Aboriginal
Clients per Month)
Test Statisticsa,b
strategy_score_ strategy_score_ strategy_score_ strategy_score_
peripheral_%
linguistic%
evidential%
constituents%
Chi-Square
df
Asymp. Sig.

9.033
2
.011

15.067
2
.001

5.696
2
.058

22.726
2
.000

score_sociocultural%
21.231
2
.000

a. Kruskal Wallis Test
b. Grouping Variable: clients_per_month

Mann-Whitney Post Hoc Tests
Comparison of Cultural Strategy Use between 5 or less vs. 5 to 25 clients
Test Statisticsa
strategy_score strategy_score strategy_score strategy_score score_socio_peripheral_% _linguistic% _evidential% _constituents%
cultural%
Mann-Whitney U
Wilcoxon W
Z
Asymp. Sig. (2tailed)

140.000
518.000
-2.477
.013

120.000
498.000
-2.973
.003

a. Grouping Variable: clients_per_month
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178.500
556.500
-1.544
.123

77.000
455.000
-4.110
.000

71.500
449.500
-3.745
.000

Comparison of Cultural Strategy Use between 5 or less vs. 26 or more clients
Test Statisticsb
strategy_score strategy_score strategy_score strategy_score score_socio_peripheral_% _linguistic% _evidential% _constituents% cultural%
Mann-Whitney U
Wilcoxon W
Z
Asymp. Sig. (2-tailed)
Exact Sig. [2*(1-tailed
Sig.)]

40.500
418.500
-2.414
.016
.019a

24.000
402.000
-3.187
.001
.002a

42.500
420.500
-2.282
.023
.024a

15.500
393.500
-3.735
.000
.000a

14.000
392.000
-3.602
.000
.000a

a. Not corrected for ties.
b. Grouping Variable: clients_per_month

Comparison of Cultural Strategy Use between 5 to 25 vs. 26 or more clients
Test Statisticsb
strategy_score strategy_score strategy_score strategy_score score_socio_peripheral_% _linguistic% _evidential% _constituents% cultural%
Mann-Whitney U

54.500

36.000

51.000

51.000

33.500

225.500

207.000

222.000

222.000

169.500

-.523

-1.690

-.744

-.762

-1.525

Asymp. Sig. (2-tailed)

.601

.091

.457

.446

.127

Exact Sig. [2*(1-tailed
Sig.)]

a

a

a

a

.135a

Wilcoxon W
Z

.615

.110

.495

.495

a. Not corrected for ties.
b. Grouping Variable: clients_per_month

Kruskal-Wallis Test
Comparison of Surface and Deep Strategy Use between Client Volume Groups (Number of
Aboriginal Clients per Month)
Test Statisticsa,b
surface_strategy%
Chi-Square
df
Asymp. Sig.

deep_strategy%

12.443
2
.002

27.531
2
.000

a. Kruskal Wallis Test
b. Grouping Variable: clients_per_month
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Mann-Whitney Post Hoc Tests - Client Volume & Surface/Deep Strategy Use
Comparison of Surface and Deep Strategies between 5 or less vs. 6 to 25 clients
Test Statisticsa
surface_strategy%
Mann-Whitney U
Wilcoxon W
Z
Asymp. Sig. (2-tailed)

deep_strategy%

120.500
498.500
-2.855
.004

64.000
442.000
-4.228
.000

a. Grouping Variable: clients_per_month

Comparison of Surface and Deep Strategies between 5 or less vs. 26 or more clients
Test Statisticsb
surface_strategy%
Mann-Whitney U
Wilcoxon W
Z
Asymp. Sig. (2-tailed)
Exact Sig. [2*(1-tailed Sig.)]

deep_strategy%

32.000
410.000
-2.688
.007
.006a

1.500
379.500
-4.108
.000
.000a

a. Not corrected for ties.
. Grouping Variable: clients_per_month

Surface and Deep Strategy Use Comparison: 6 to 25 vs. 26 or higher
Test Statisticsb
surface_strategy% deep_strategy%
Mann-Whitney U
Wilcoxon W
Z
Asymp. Sig. (2-tailed)
Exact Sig. [2*(1-tailed Sig.)]

42.000
213.000
-1.271
.204
.220a

31.500
202.500
-1.913
.056
.055a

a. Not corrected for ties.
b. Grouping Variable: clients_per_month
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Chi-square Analysis
Qualitative Analysis comparing response frequencies of respondents from on-reserve and offreserve DECs
Interactions with Aboriginal Clients
Program Delivery Methods – Generic Interaction
Generic Interaction response * Client Place of residence Crosstabulation
Place of residence
off_reserve
Generic
Interaction

No

Count

11

19

9.5

9.5

19.0

% within Generic Interaction

42.1%

57.9%

100.0%

% within Place_of_residency

36.4%

50.0%

43.2%

% of Total

18.2%

25.0%

43.2%

14

11

25

12.5

12.5

25.0

% within Generic Interaction

56.0%

44.0%

100.0%

% within Place_of_residency

63.6%

50.0%

56.8%

% of Total

31.8%

25.0%

56.8%

22

22

44

22.0

22.0

44.0

% within Generic Interaction

50.0%

50.0%

100.0%

% within Place_of_residency

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Count
Expected Count

Total

Total

8

Expected Count

Yes

on_reserve

Count
Expected Count

% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Asymp. Sig. (2sided)

df

.834a
.371
.837

1
1
1

.361
.543
.360

Exact Sig. (2sided)
.543

.272

.543
.543

.272
.272

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 9.50.
b. Computed only for a 2x2 table
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Exact Sig. (1sided)

Program Delivery Methods - Needs Assessment
Needs_assessment * Client Place of residence Crosstabulation
Place of residence
off_reserve
Needs_assessment

No

Count

16

30

15.0

15.0

30.0

% within Needs_assessment

46.7%

53.3%

100.0%

% within Place_of_residency

63.6%

72.7%

68.2%

% of Total

31.8%

36.4%

68.2%

8

6

14

7.0

7.0

14.0

% within Needs_assessment

57.1%

42.9%

100.0%

% within Place_of_residency

36.4%

27.3%

31.8%

% of Total

18.2%

13.6%

31.8%

22

22

44

22.0

22.0

44.0

% within Needs_assessment

50.0%

50.0%

100.0%

% within Place_of_residency

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Count
Expected Count

Total

Total

14

Expected Count

Yes

on_reserve

Count
Expected Count

% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correction

Asymp. Sig. (2sided)

df

.419a

1

.517

.105

1

.746

.420

1

.517

b

Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Exact Sig. (2sided)
.747

.373

.747

.373

.747

.373

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 7.00.
b. Computed only for a 2x2 table
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Exact Sig. (1sided)

Program Delivery Methods - Group Classes
Group_Classes * Client Place of residence Crosstabulation
Place of residency
off_reserve
Group_Classes

No

Count

9

28

14.0

14.0

28.0

% within Group_Classes

67.9%

32.1%

100.0%

% within Place_of_residency

86.4%

40.9%

63.6%

% of Total

43.2%

20.5%

63.6%

3

13

16

8.0

8.0

16.0

% within Group_Classes

18.8%

81.3%

100.0%

% within Place_of_residency

13.6%

59.1%

36.4%

6.8%

29.5%

36.4%

Count
Expected Count

% of Total
Total

Total

19

Expected Count

Yes

on_reserve

Count

22

22

44

22.0

22.0

44.0

50.0%

50.0%

100.0%

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Expected Count
% within Group_Classes
% within Place_of_residency
% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Asymp. Sig. (2sided)

df

9.821a
7.955
10.390

1
1
1

.002
.005
.001

Exact Sig. (2sided)
.004

.002

.004
.004

.002
.002

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 8.00.
b. Computed only for a 2x2 table
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Exact Sig. (1sided)

Program Delivery Methods - One-on-one Sessions
One_on_one_sessions * Client Place of residency Crosstabulation
Place of residence
off_reserve
One_on_one_session No
s

Yes

Count

Total

14

9

23

11.5

11.5

23.0

% within One_on_one_sessions

60.9%

39.1%

100.0%

% within Place_of_residency

63.6%

40.9%

52.3%

% of Total

31.8%

20.5%

52.3%

8

13

21

10.5

10.5

21.0

% within One_on_one_sessions

38.1%

61.9%

100.0%

% within Place_of_residency

36.4%

59.1%

47.7%

% of Total

18.2%

29.5%

47.7%

22

22

44

22.0

22.0

44.0

50.0%

50.0%

100.0%

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Expected Count

Count
Expected Count

Total

on_reserve

Count
Expected Count
% within One_on_one_sessions
% within Place_of_residency
% of Total

Chi-Square Tests
Value

Asymp. Sig. (2sided)

df

Exact Sig. (2sided)

Exact Sig. (1sided)

Pearson Chi-Square
Continuity Correctionb

2.277a
1.458

1
1

.131
.227

.227

.114

Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

2.298

1

.130

.227
.227

.114
.114

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 10.50.
b. Computed only for a 2x2 table
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Resources Used - Written Resources
Written_resources * Client Place of residence Crosstabulation
Place of residence
off_reserve
Written_resources No

Count

15

31

15.5

15.5

31.0

% within Written_resources

51.6%

48.4%

100.0%

% within Place_of_residency

72.7%

68.2%

70.5%

% of Total

36.4%

34.1%

70.5%

6

7

13

6.5

6.5

13.0

% within Written_resources

46.2%

53.8%

100.0%

% within Place_of_residency

27.3%

31.8%

29.5%

% of Total

13.6%

15.9%

29.5%

22

22

44

22.0

22.0

44.0

% within Written_resources

50.0%

50.0%

100.0%

% within Place_of_residency

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Count
Expected Count

Total

Total

16

Expected Count

Yes

on_reserve

Count
Expected Count

% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Asymp. Sig. (2sided)

df

.109a
.000
.109

1
1
1

.741
1.000
.741

Exact Sig. (2sided)
1.000

.500

1.000

.500

1.000

.500

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 6.50.
b. Computed only for a 2x2 table
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Exact Sig. (1sided)

Barriers
Accessibility and Availability Barriers - Location
accessibility_barrier_location * Client Place of residence Crosstabulation
Place of residence
off_reserve
accessibility_barrier No
_location

Yes

Count

Total

13

12

25

12.5

12.5

25.0

% within
accessibility_barrier_location

52.0%

48.0%

100.0%

% within Place_of_residency

59.1%

54.5%

56.8%

% of Total

29.5%

27.3%

56.8%

9

10

19

9.5

9.5

19.0

% within
accessibility_barrier_location

47.4%

52.6%

100.0%

% within Place_of_residency

40.9%

45.5%

43.2%

% of Total

20.5%

22.7%

43.2%

22

22

44

Expected Count

Count
Expected Count

Total

on_reserve

Count
Expected Count

22.0

22.0

44.0

% within
accessibility_barrier_location

50.0%

50.0%

100.0%

% within Place_of_residency

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Asymp. Sig. (2sided)

df

.093a
.000
.093

1
1
1

.761
1.000
.761

Exact Sig. (2sided)
1.000

.500

1.000
1.000

.500
.500

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 9.50.
b. Computed only for a 2x2 table
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Exact Sig. (1sided)

Accessibility and Availability Barriers - Limited Population Size
Limited_population_size * Client Place of residence Crosstabulation
Place of residence
off_reserve
Limited_
No
population_size

Yes

Total

Count

on_reserve

Total

11

19

30

15.0

15.0

30.0

% within Lmt_population_size

36.7%

63.3%

100.0%

% within Place_of_residency

50.0%

86.4%

68.2%

% of Total

25.0%

43.2%

68.2%

Count

11

3

14

Expected Count

7.0

7.0

14.0

% within Lmt_population_size

78.6%

21.4%

100.0%

% within Place_of_residency

50.0%

13.6%

31.8%

% of Total

25.0%

6.8%

31.8%

22

22

44

22.0

22.0

44.0

50.0%

50.0%

100.0%

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Expected Count

Count
Expected Count
% within Lmt_population_size
% within Place_of_residency
% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Asymp. Sig. (2- Exact Sig. (2sided)
sided)

df

6.705a
5.133
7.019

1
1
1

.010
.023
.008

Exact Sig. (1sided)

.022

.011

.022
.022

.011
.011

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 7.00.
b. Computed only for a 2x2 table
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Practitioner Barriers - Cultural Barriers
Practitioner_cultural_barriers * Client Place of residence Crosstabulation
Place of residence
off_reserve
Practitioner_
cultural_barriers

No

Count

14

24

12.0

12.0

24.0

% within
Practitioner_cultural_barriers

41.7%

58.3%

100.0%

% within Place_of_residency

45.5%

63.6%

54.5%

% of Total

22.7%

31.8%

54.5%

12

8

20

10.0

10.0

20.0

% within
Practitioner_cultural_barriers

60.0%

40.0%

100.0%

% within Place_of_residency

54.5%

36.4%

45.5%

% of Total

27.3%

18.2%

45.5%

22

22

44

22.0

22.0

44.0

% within
Practitioner_cultural_barriers

50.0%

50.0%

100.0%

% within Place_of_residency

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Count
Expected Count

Total

Total

10

Expected Count

Yes

on_reserve

Count
Expected Count

% of Total

Chi-Square Tests
Value
Pearson Chi-Square
Continuity Correctionb
Likelihood Ratio
Fisher's Exact Test
N of Valid Cases

Asymp. Sig. (2sided)

df

1.467a
.825
1.475

1
1
1

.226
.364
.225

Exact Sig. (2sided)
.364

.182

.364
.364

.182
.182

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 10.00.
b. Computed only for a 2x2 table

167

Exact Sig. (1sided)

Programming Barriers - Funding & Resource Barriers
Programming_funding_resource_barriers * Client place of residence Crosstabulation
Client place of residence
off_reserve on_reserve
Programming_
No
funding_resource_
barriers

Yes

Count

13

12

25

12.5

12.5

25.0

% within
Programming_funding_resour
ce_barriers

52.0%

48.0%

100.0%

% within Place_of_residency

59.1%

54.5%

56.8%

% of Total

29.5%

27.3%

56.8%

9

10

19

9.5

9.5

19.0

% within
Programming_funding_resour
ce_barriers

47.4%

52.6%

100.0%

% within Place_of_residency

40.9%

45.5%

43.2%

% of Total

20.5%

22.7%

43.2%

22

22

44

22.0

22.0

44.0

% within
Programming_funding_resour
ce_barriers

50.0%

50.0%

100.0%

% within Place_of_residency

100.0%

100.0%

100.0%

50.0%

50.0%

100.0%

Expected Count

Count
Expected Count

Total

Total

Count
Expected Count

% of Total

Chi-Square Tests
Value

Asymp. Sig.
(2-sided)

df

Exact Sig. (2sided)

Exact Sig. (1sided)

Pearson Chi-Square
Continuity Correction

.093a
.000

1
1

.761
1.000

1.000

.500

Likelihood Ratio
Fisher's Exact Test

.093

1

.761

1.000
1.000

.500
.500

N of Valid Cases

44

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 9.50.
b. Computed only for a 2x2 table
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