Manitoba First Nations Public Health Improvement Pilot Project

Year Three (April 1, 2009 — March 31, 2010) Final Report

1. Introduction

This report has been prepared as a requirement of the funding body and as a communication
tool to inform the many partners about the main activities of Year 3 as described in the work
plan. The partners have been described in previous report and in Manitoba include:

Four Arrows Regional Health Authority (FARHA)

Garden Hill First Nation

Red Sucker Lake First Nation

St. Theresa Point First Nation

Wasagamack First Nation

First Nations and Inuit Health — Health Canada (FNIH)

Manitoba Health (MH)

Northern Medical Unit of the University of Manitoba (NMU)

Assembly of First Nations (AFN).

The report will also be shared with the other two pilot sites of this national project. The
abbreviation “MFNPHIPP” in place of “Manitoba First Nations Public Health Improvement
Pilot Project” will be used throughout this report

Attached as appendices are the following documents:
¢ Year three MENPHIPP work plan as approved by the Oversight Body at the March 12,
2009 meeting.
«» MFNPHIPP “Report to the Citizens of the four Island Lake First Nations” as
distributed widely in November 2009.
¢ Report of the MENPHIPP Island Lake Gathering held in St. Theresa Point First Nation
February 8-9, 2010.
+ Chronology of steps taken since the selection of Island Lake First Nations/Four
Arrows Regional Health Authority as the MENPHIPP site in the fall of 2006.
¢ April 6, 2010 draft of the MENPHIPP “Model for Public Health Program and Service
Delivery”.
& Legislative review submitted by Krista Yao of Nadjiwan Law Office dates March 26,
2010.
These documents should be referenced to shed further light on the activities,
accomplishments, and problems experienced by the MFENPHIPP during year three of its five
year span.

The main committees of the MFENPHIPP met as follows during year three:

e  MFNPHIPP Oversight Body (OB) — 2 meetings as regularly scheduled and budgeted
for. In addition members of the OB participated in a meeting called by Jim Wolfe,
Regional Director for Manitoba Region, First Nations and Inuit Health in July 2009 to
discuss issues FNIH raised concerning MFNPHIPP.

e  MENPHIPP Technical Working Group (TWG) — 6 meetings

e MENPHIPP Elders and Youth Advisory Council — 3 meetings



MFENPHIPP participation in national tri-Pilot Project communications — 2 meetings
(one via teleconference; one face to face)

2. Major factors influencing vear three outcomes

The following factors bear noting:

o

Public Health Specialist and MFENPHIPP co-lead Dr. Marcia Anderson DeCoteau
found it necessary, for a variety of reasons, to decrease her time commitment to
MENPHIPP for year three.

FARHA Public Health Coordinator and MENPHIPP co-lead Grace McDougall also
found it necessary to slightly reduce her time spent on MENPHIPP activities due
largely to time demands around her coordinating HIN1 pandemic planning.

Starting in August and on a half time basis, Hazel Harper began serving MFNPHIPP
as the Community Lead working out of St. Theresa Point First Nation. The main role
of the Community Lead is intended to be facilitating improved communication and
participation by the four Island Lake First Nations and their community health
services. In addition, the Community Lead serves as the main support to the Elders and
Youth Advisory Council.

For the third year in a row, funding for MENPHIPP was significantly delayed (by
approximately six months). The cause of this year’s delay included an early temporary
suspension of funding by FNIH, until a series of communications and summer
meetings resolved most issues and re-established a level of trust and communication
between MFENPHIPP partners. This funding delay clearly retarded MENPHIPP
activities and goals.

The resources needed to respond to Pandemic HINT1 also served to hamper progress of
MENPHIPP in Year 3.

From August 2009 until the end of year three, considerable changes occurred within
FARHA governance and management structures and personnel. These changes
included the Executive Director going on leave, and restructuring of the FARHA board
twice within the year. These events also had an effect on MENPHIPP progress. The
new FARHA Board met in June 2010 for orientation. As the new FARHA Board does
not include the health directors of the 4 communities, near the end of Year 3 a decision
was made to invite the health directors to participate on the TWG. This was felt to be
crucial to maintain their involvement given the knowledge that they hold about
community health services and the responsibility they will have to help implement the
changes.

A very positive two day Regional Public Health Team Meeting took place in February
in St. Theresa Point First Nation. This included representation from all four
communities, members of the TWG, and the active participation of the Chief
Executive Officer of NITHA (the Northern Inter-Tribal Health Authority in
Saskatchewan) whose model for delivering First Nations Public Health services has
served as a base for the MENPHIPP model. This Gathering offered support to the
many changes suggested in the model document.

After submitting a very questionable evaluation of MENPHIPP’s activities during year
two, the national Pilot Projects’ evaluator/contractor withdrew from any further
evaluation work for any of the Pilots. As the year ended, it appeared that any future
evaluation activities will have to be done by FNIH and AFN personnel and will be



based on year end reporting as there will be no separate funds for evaluation. This is
unlikely to result in significant benefits or learning to inform future pilot project work,
however any more formal or rigorous evaluation would need to be carried out with
funding obtained by the MFNPHIPP team or by MFNPHIPP team members
themselves with no funding.

3. Work Plan Review

A. Legislative, regulatory and jurisdictional issues

I

II.

Finalize and sign tripartite agreement to confirm relationships between all parties.
This was not accomplishable in Year 3 for multiple reasons. Prior to proceeding with
the Year 3 work plan, the concerns of FNIH MB region had to be addressed. The
main mechanism for addressing their concerns was through finalizing a model for
public health program and service delivery that would support the function of a
provincial Medical Officer of Health and provide more assurance on how all of the
core functions of public health would be met. This model is nearing finalization, and
must be finalized prior to developing the tripartite agreements. Further, we needed to
complete the legislative review prior to the development of these, and select a
partner provincial RHA. Multiple meetings were held with officials from the
Burntwood Regional Health Authority (BRHA) and the Winnipeg Regional Health
Authority where the goals of the project and work to date were discussed, and the
potential for building a partnership explored. The RHAs asked for more detail on
what such a partnership would involve, and the following are examples of the list of
potential items that was discussed:
i. Coverage for the Medical Officer of Health (MOH) when the MOH is
unavailable because of vacation, illness, or vacancy;
ii. Coverage for other essential public health functions like the CDC Nurse
when the FARHA staff is unavailable;
iii. Service provision to fill shortages on either an in-kind or purchase
agreement basis;
iv. Mentorship and knowledge exchange related to public health programs and
services and/ or organizational senior management
Both RHAs have expressed their openness to further exploration of a  partnership,
with pros and cons of either RHA discussed. Key ones include that although the
Island Lake communities are geographically within the BRHA, there is currently no
transportation between BRHA centers and Island Lake, and the BRHA does not have
the same level of resources available that the WRHA has. A main disadvantage of a
partnership with the WRHA is that it may not encourage Northern collaboration and
increased public health capacity development in the North. A decision about which
RHA to partner with for the remainder of the MFNPHIPP is sought for early in Year
4.
Review and implement results of legislative review for provincial MOH services. The
legislative review was completed by Krista Yao, and is included as an appendix. The
focus of the legislative review was to look at the proposed public health program and
service delivery model and the Manitoba Public Health Act, in effect since April
2009 in its current version. The legislative review has been circulated to all members



III.

IV.

of the TWG and OB, and currently sits with the organizational partners to decide if
any further review from their perspective is necessary.

Review results of Year 2 scans on EH/ PHI services and develop strategy to improve
EH/ PHI services in Island Lake. Deliberations on this topic led to the inclusion of
an Environmental Health Advisor position in the Community Health Surveillance
and Support Unit in the new public health program and service delivery model. The
Environmental Health Advisor would liaise with the Environmental Health Officers
from FNIH, and lead a collaborative environmental health committee to set
environmental health priorities for the Island Lake region and propose ways to
address them. One of the key priorities is anticipated to be developing mechanisms
to supplement the shortage of environmental health services in the region.

Develop partnerships with stakeholders in order to implement strategy once
developed. This activity will be deferred until the MENPHIPP progresses to an
implementation phase, and the Environmental Health Advisor position can be posted
and filled to lead this activity.

B. Health Information

I.

Continued participation of the MFNPHIPP co-leads on the National First Nations
Client Registry Steering Committee and in development activities. Given the other
challenges with initiating project activities in Year 3 the Client Registry project was
difficult to prioritize as it is only one sub-section of the MFNPHIPP. As a result,
there were delays in finalizing the contract for the Client Registry project and in
initiating those activities. Nonetheless, the co-leads were able to participate in the
National First Nations Client Registry and deliverables met for this year. As in Year
2, the work load related to local Client Registry activities is significantly more than
the co-leads have time to devote, and this does result in delayed deliverables.
Further, there was no community engagement in the Client Registry project this year.
There is continued concern about the lack of continuous or sustainable funding for
this project that leads to large gaps in time where there is no activity, which also
makes it difficult to sustain any momentum. In future years sufficient resources to
allow a position dedicated to moving this project forward would be required for
success.

C. Health Human Resources

I.

II.

Continue to nurture relationships with Indigenous health professional organizations
and other Aboriginal HHR initiatives. Linkages are maintained to the Indigenous
Physicians Association of Canada and the Health Careers Access Program and
Professional Health Program at the University of Manitoba. With the Aboriginal
Health Human Resources Initiative being renewed for two years, a meeting with the
FNIH MB lead for AHHRI has been included in the Year 4 work plan.

Support existing Health Authorities in finding solutions to chronic shortages in work
space and housing for professional public health staff. The Regional Public Health
Coordinator/ MFNPHIPP co-lead continues to work with the four communities to
address recruitment and retention issues, although within the scope of resources
available for this project there are limited supportive actions that can be undertaken.
However, a discussion was health at the Regional Public Health Team Meeting about
FARHA becoming the employer for all of the public health nurses, rather than
maintaining the status quo which is that each community is responsible for hiring
their public health nurses. This is felt to contribute to increased recruitment and



III.

IV.

VL

retention because of the ability to work as a team of regional public health nurses,
offering greater personal and professional support. In addition, in the case of
vacation, illness, or unfilled position vacancies could be covered by other regionally-
employed nurses.

Establish a committee composed of Pilot Team and the 4 First Nation education
authorities to encourage completion of high school and pursuit of health careers.
This activity was not undertaken during the project year. At the Regional public
Health Team Meeting, a community health staff member presented the idea of
gearing all of the curriculum towards health careers, as other schools do when they
decide to become a center for excellence for a certain sport or subject (e.g. science).
This idea will be further pursued, but possibly not until Year 5 given other priorities
for Year 4.

Participate in career fairs and other events to promote job opportunities in public
health at FARHA and the 4 communities. During the Regional Public Health Team
Meeting Dr. Anderson DeCoteau spoke about public health careers to the students
during a career fair. The Regional Public Health Coordinator continues to recruit
public health nurses for the region, though direct contact, advertisements, and career
fairs.

Design and deliver public health education and work shop sessions to current public
health staff and health directors. The Regional Public Health Coordinator did
participate in education related to Pandemic H1N1, but further sessions did not occur
given the higher priority given to other activities, primarily completing the public
health program and service delivery model.

Explore opportunities for participation in professional development activities, e.g.
conferences, for members of the regional and community public health teams. This
activity was deferred because of other higher priority activities.

D. Communication

L.

II.

Regular updates on the MENPHIPP are sent to communities via fax/ newsletter. A
community update was sent in November 2009, approximately 8 weeks after Year 3
funding was received. This is attached in the appendices. A verbal report was given
at the Regional Public Health Team Meeting in February 2010 prior to beginning the
discussions as summarize in the report attached in the appendices. In addition,
communications equipment including video equipment was obtained near the end of
the fiscal year, and we anticipate using video messages more to update community
members about the project.

A part-time employee is hired by MENPHIPP in each community to facilitate
communication between FARHA/ MFNPHIPP and the communities, and to provide
local leadership of MFNPHIPP activities. Funding was insufficient to accomplish
this objective. Instead, with Dr. Anderson DeCoteau decreasing her time to 0.2 FTE
salary dollars were freed up that allowed a single Community Lead to be hired.
Although this person was physically located in St. Theresa Point she was responsible
for leading communications in all four communities. Informal feedback suggests this
position was very successful in some regards: planning and facilitating meetings of
the Elders and Youth Advisory Council, helping with planning for the Regional
Public Health Team Meeting. However, communication about the MENPHIPP and
FARHA has not been perceived to be improved. Potential reasons include a lack of
feeling of engagement/ ownership in the other three communities, unreliable



telecommunications infrastructure, and inability to travel at times because of
weather.

III. Executive Director of FARHA continues to update and seek feedback from the
Manitoba First Nations Health Technicians Working Group at their regular
meetings. There was significant instability in the Executive Director position at
FARHA this year, with the previous ED taking leave and an interim manager
appointed, and then the recent hiring of a new ED. In order to fulfill this activity
despite the changes in the ED on October 30, 2009 the MENPHIPP co-leads sent a
letter to the Assembly of Manitoba Chiefs giving them information on the status of
the Pilot Project and offering to meet with the Manitoba First Nations Health
Technicians Network to provide further information and to receive their feedback to
the improvement recommendations. There was no response to the letter, or request
for a meeting.

IV. MFNPHIPP leaders invite the Chair from the Chiefs Task Force on Health to attend
one of the Oversight Body meetings. This activity was not accomplished this year.

V. Regular meetings of the teams from the three pilot sites continue to share
experiences and information. The three pilot sites met during the national meetings
during Year 3, including one face-to-face meeting and one teleconference.

VI. A mechanism is developed with the Assembly of First Nations to disseminate project
updates and materials as they are developed to other First Nations in Canada. This
activity was meant to be done in collaboration with the other pilot sites and the AFN,
but was not accomplished in Year 3.

E. Public Health Programming
I. Continued modification of strategies to address public health programming
priorities identified in Year 2.
II. Develop strategies to respond to public health priorities identified by the Oversight

Body for Year 3.

The deliverable related to these planned activities is the Public Health Program and

Service Delivery Model, which is nearly finalized. The model proposes an

organizational structure which has been modified from that of the Northern Intertribal

Health Authority (NITHA). It includes a Community Health Status and Surveillance

Unit, a Community Health Support Unit, an e-Health Unit, an Elders and Youth

Advisory Council and a Joint Governance Committee which includes representatives

from the four Island Lake Communities, FARHA, Manitoba Health, First Nations and

Inuit Health, a partner provincial regional health authority, and the Northern Medical

Unit at the University of Manitoba.

The model describes how the core functions of public health are currently met within
the communities, and proposes how these functions would be met during the
implementation phase of this new model. The full paper in its most recent draft is
appended. It has been in circulation since the end of Year 2 when the initial draft was
developed. It has been reviewed multiple times by both the TWG and the OB, and the
Chiefs, Health Councillors, and Health Directors have all been opportunities to review
it with a member of the project team. The most recent draft of the model was
developed after the Regional Public Health Team Meeting, and includes ideas that
were presented and agreed to there (e.g. transferring the nursing positions to FARHA)



as well as ideas that were generated by community health staff at the meeting (e.g. a
youth health advisor position to increase relevant programming for youth).

This has been the deliverable that has required the most time and effort during Year 3,
and was the key element in providing the clarification that FNIH MB Region required
in order to progress in the project. All members of the TWG and OB were surveyed to
inquire if there was any disagreement to elements of the model or if further
recommends for substantive changes were anticipated. No members emailed a
statement that indicated we should expect further substantive changes, and at the most
recent meeting of the TWG no significant changes were requested or disagreement
stated. This represents a major success of the project this year and leaves us in a good
position to draft and make quick progress on having the tripartite agreement signed
that will allow us to move to implementation in Year 5.
F. Evaluation

I. At least one co-lead participates on national evaluation steering committee. Dr.
Anderson DeCoteau participated in reviewing the RFP for the consultants last year,
though unable to review the applications. Multiple project team members met with the
consultants and reviewed the evaluation reports submitted by the consultants. The
evaluation steering committee did not have meetings throughout the full year, and
plans for evaluation of Year 3 work were developed by representatives of the AFN and
FNIH without the opportunity to participate for representatives of the pilot sites.

II. Regional and community public health staff are informed of importance of evaluation
activities and participate willingly. The consultants who did the Year 2 evaluation
contacted different people associated with the project. No further evaluation activities
were undertaken at the community level.

IIl. Evaluation framework reviewed by project team, TWG, and additional local items
suggested. The project team and TWG did review both the evaluation framework and
draft reports from the consultants, providing substantive feedback. However, given
both the delay in receiving funding and the lack of additional resources for local
evaluation, no further work was done locally.

IV. Local evaluation undertaken, as necessary, to supplement national evaluation. While
local evaluation would be very helpful in planning for future years of the project, and
in identifying both successes and challenges, without resourcing this activity is not
possible.

4. Conclusion and Future Considerations:

Year three was a very different year than the two preceding years given its concentration on
developing a complete First Nations Public Health model that would find acceptance with all
stakeholders. However, similar challenges existed as with preceding years given the
significant delay in Pilot Project funding, which once again pushed back the time for moving
into full implementation. Further, feedback at the Regional Public Health Team Meeting
suggested that communication about the project and the role of FARHA had not improved as
much as we hoped, highlighting that as a priority for Year 4.

Despite the many challenges noted close to the beginning of this report, Year 3 had at least
one major success. The near finalized public health program and service delivery model has



been thoroughly vetted with all stakeholders, and with no further substantive feedback
anticipated it provides a strong foundation on which to build the tripartite agreements and
implementation plan.

Year 4 will not be without its challenges. During this year all of the partner organizations will
be asked to commit to significant changes, and we will need them to review and sign
agreements in a timely fashion if we hope to move to implementation in Year 5. As this
project year begins all partners are being asked to give firm approvals to the public health
program and service delivery model and the changes it will mean for their respective
organizations. This will be a real test of the commitment of many individuals in both
governmental and First Nation regional and community health agencies to embrace real
change. For some it will mean a change in the financial and human resources they control or
grant to support First Nation Public Health Services. It will be necessary for the senior
officials and politicians to demonstrate their commitment to resolving longstanding
jurisdictional issues

An additional recent concern came to light during the May 2010 tri-Pilot Project national
teleconference as expressed by First Nations & Inuit Health headquarters officials. During this
teleconference it became clear that sustainability of improvements made during the PHIPP is
not guaranteed after the March 31, 2012 end of the project. If this is actually reflective of the
senior government’s policy or direction, then this presents enormous challenges to all
MFENPHIPP partners. The question in their minds will probably be: “should we say yes to the
good changes proposed by the Model and test them out during year five, only to have to go
back to where services now are on April 1, 2012?”

The main positive hopes that the drafters of this Final Report conclude with are:

» Many individual have spent much time working on this project over the past three
plus years in the belief that real improvements could be made to First Nations Public
Health services. They are good and committed people and will not easily give up on
the possibility of such improvements actually happening and being sustained.

» Significant resources of money and manpower have already been used to get to this
critical point and senior officials and politicians will surely not easily allow these past
expenditures to have no tangible results.



Appendix A: Year 3 Work Plan



Manitoba First Nations Public Health Improvement Pilot Project
April 1, 2009- March 31, 2010 Work Plan (Year 3)

Given the delay in funding in Year 2 it is anticipated that some of the activities from Year 2 will need
to be carried over to Year 3, as it was not possible to accomplish the full years work in the 6 months
that funding was available for.

Objectives

Activities

oo

A. Legislative, 1. Ensure that a 1. Finalise and September Tripartite
regulatory, and/ or | provincial MOH sign tripartite | 2009 agreement is
jurisdictional can lead the agreement to signed by all
issues FARHA public confirm parties, with
health programs relationships detailed

and services between all responsibilities of

beginning in Year parties. September all parties.

4, 2. Review and 2009- March Supporting
implement 2010 legislation is in
results of place for new
legislative MOH service
review for model.
provincial
MOH services.

2. Establish 1. Review results | June 2009 Strategy to

effective of Year 2 improve EH/ PHI

Environmental scans on services approved

Health/ Public EH/PHI by Oversight Body.

Health Inspection services and

(EH/PHI) service develop

for the Island strategy to

Lake improve EH/ March 2010

communities. PHI services in | and ongoing Improved
Island Lake. communication

2. Develop and collaboration
partnerships between different
with partners involved
stakeholders in in Environmental
order to Health
implement
strategy once
developed.

B. Health 1. Participate in Continued April 2009- Next phase of
Information First Nations participation of the | March 2010 Client Registry

Client Registry MENPHIPP co- project completed.

project. leads on the

National First
Nations Client




Registry Steering
Committee and in

development
activities.
2. Develop local 1. Regional MIMS | April 2009- Enhanced regional
capacity for data | clerk does more ongoing MIMS reporting
collection, inputting into and use.
analysis and MIMS and is
response. available for
queries from More local
communities. May 2009 capacity to use
2. Education and public health
planning sessions information.
on defining local
health indicators,
and how to collect | March 2010 Completed
and use them. program evaluation
3. Limited local (program to be
data collection and determined).
analysis for the
purpose of
program
evaluation.
C. Health Human | 1. Implement 1. Continue to April 2009- Successful
Resources actions of the nurture March 2010 recruitment and
completed Year 2 | relationships with retention of public
HHR Action Plan. | Indigenous health health nurses.

professional
organizations and
other Aboriginal
HHR initiatives.
2. Support existing
Health Authorities
in finding
solutions to
chronic shortages
in work space and
housing for
professional
public health staff.
3. Establish a
committee
composed of Pilot
Team and the 4
FN education
authorities to
encourage




completion of high
school and pursuit
of health careers.
4. Participate in
career fairs and
other events to
promote job
opportunities in
public health at
FARHA and the 4
communities.

2. Provide
opportunities for
Public Health
Professional
Development of
existing staff.

1. Design and
deliver public
health education
and work shop
sessions to current
public health staff
and health
directors.

2. Explore
opportunities for
participation in
professional
development
activities, e.g.
conferences, for
members of the
regional and
community public
health teams.

April 2009-
March 2010

Increased capacity
and skills of
regional and
community public
health staff.

D. Communication

1. Assure all
parties are aware
of and supportive
of overall pilot
project goals,
objectives, and
activities.

1. Regular updates
on the MENPHIPP
are sent to
communities via
fax/ newsletter.

2. A part-time
employee’ is hired
by MFNPHIPP in
each community to
facilitate
communication
between FARHA/
MFNPHIPP and
the communities,

April 2009 and
ongoing

April 2009-
March 2010

Communication
has improved at
every level
(national, regional
and community),
and all parties are
aware of and
supportive of
project activities.

" Ideally this would be a full-time person in each community, however for purposes of budget considerations only a part-
time employee is included.




and to provide
local leadership of
MFNPHIPP
activities.

3. Executive
Director of
FARHA continues
to update and seek
feedback from the
Manitoba First
Nations Health
Technicians
Working Group
(MFNHTWG) at
their regular
meetings.

4. MFNPHIPP
leaders invite the
Chair from the
Chiefs Task Force
on Health to
attend on of the
Oversight Body
meetings.

5. Regular
meetings of the
teams from the 3
pilot sites continue
to share
experiences and
information.

6. A mechanism is
developed with
AFN to
disseminate
project updates
and materials as
they are developed
to other First
Nations in
Canada.

April 2009 and
ongoing

Date TBD

April 2009 and
ongoing

April 2009 and
ongoing

E. Public Health
Programming

1. Continued
modification of
strategies to
address public
health
programming

1. Further
modification of
Island Lake
Immunization
Strategy
(appended).

April 2009 and
ongoing

April 2009 and

A strategy to
improve
coordination and
efficiency of the
immunization
program has been




priorities
identified in Year
2.

2. Elders and
Youth Public
Health Advisory
Council continues
to meet.

3. Sexual health
education
continues.

4. Other elements
of sexual health

ongoing

April 2009 and
ongoing

June 2009 and
ongoing

agreed to by all
parties and is ready
for
implementation.

Enhanced
community
ownership of and
input into
MFNPHIPP.
Increased

strategy knowledge about
developed. sexual health.
More coordinated
sexual health
program.
2. Develop 1. Develop May 2009 and | More coordinated
strategies to relationship with | ongoing and effective
respond to public | WRHA, who is response to
health priorities now providing TB elevated TB rates.
identified by case management
Oversight Body for First Nations
for Year 3. people with TB. September
2. Develop 2009- March
strategy to 2010
respond to
elevated rates of A community-
TB in the June 2009- driven strategy to
communities. March 2010 prevent chronic
3. Develop diseases and their
strategy for impacts.
chronic disease
prevention and All chronic disease
prevention of May 2009 and | prevention
impacts from ongoing programs are
chronic disease. identified and ways
4. Form to collaborate
partnerships with agreed to.
other projects on
chronic disease
(e.g. Diabetes September More progress
Integration 2009 and made on Pandemic
Project, Manitoba | ongoing Plans, and more

Renal Program).
5. Assist with
Pandemic
Planning in the

communication
between the
involved service
providers.




communities, and
coordinating with
the regional and
provincial plans.

F. Evaluation

1. Participate in
national formative
evaluations.

1. At least one co-
lead participates
on national
evaluation steering
committee.

2. Regional and
community public
health staff are
informed of
importance of
evaluation
activities and
participate
willingly.

January 2010-
March 2010

Formative
Evaluation of Year
3 completed.

2. National
evaluation
supplemented
with local
formative
evaluation to
ensure relevance.

1. Evaluation
framework
reviewed by
project team,
TWG, and
additional local
items suggested.
2. Local
evaluation
undertaken, as
necessary, to
supplement
national
evaluation.

September
2009- March
2010

Local evaluation
completed to meet
local needs.




Appendix B: November 2009 “MFNPHIPP Report to the
Citizens of the four Island Lake First Nations”



Manitoba First Nations Public Health Improvement Pilot Project

A Report to the Citizens of the four Island Lake First Nations

1. Introduction:

In 2007 at the initiative of the Assembly of First Nations, three Public Health Pilot Projects began
across Canada. One was in Saskatchewan (File Hills Qu’ Appelle Tribal Council); one was in Ontario
(Kenora Chiefs Advisory); and our Island Lake region was selected as the Manitoba site. All three
Pilot Projects were asked to test out different ways the Public Health Services in First Nation
Communities could be improved. The common definition of “Public Health” is those services that
seek to prevent diseases and promote healthy living for individuals, families and communities. These
include a wide range of activities such as immunization of our children, education aimed at how to
prevent us getting diseases such as diabetes, measures to make sure our community water supply is
safe etc. The three pilot projects were designed to last for five years and all are currently at the half
way point.

2. Who are the major players in our Pilot Project?

Overseeing and approving the Pilot Project work in Island Lake is a thirteen person group called
the Pilot Project Oversight Body. Its members are:

¢ The eight person Four Arrows Regional Health Authority’s Board (the Chiefs and
Health Portfolio Councillors from Garden Hill, St. Theresa Point, Wasagamack and
Red Sucker Lake First Nations).

¢ The Four Arrows Regional Health Authority’s Executive Director (Jonathan Flett).

e Manitoba Health’s Chief Provincial Public Health Officer (Dr. Joel Kettner).

¢ First Nations & Inuit Health’s Senior Advisor of Policy and Strategic Planning (Peter
Rogers).

e Assembly of First Nations’ National Pilot Projects Director (Dr. Kim Barker).

e University of Manitoba, Northern Medical Unit’s Director (Dr. Bruce Martin).

Doing the major Pilot Project planning and testing work are members of the Technical
Working Group. This is a group of individuals from the partner organizations who all have a
particular expertise in the Public Health field. The three main players of this group are:

e Grace McDougall, Pilot Project Co-Lead: Grace is a member of the Garden Hill First Nation,
a Registered Nurse, and the Public Health Coordinator at Four Arrows R.H.A.. Grace has
also recently been assigned specific HIN1 pandemic planning responsibilities by the Four
Arrows R.H.A. Board.

¢ Dr. Marcia Anderson, Pilot Project Co-Lead: Marcia is a Medical Doctor, with a specialty in
Public Health and Internal Medicine. She is a member of the U. of M. Faculty of Medicine
and a Manitoba Health, Medical Officer of Health. Marcia is also President of the Indigenous
Physicians of Canada Association.

e Hazel Harper, Pilot Project Community Lead: Hazel lives in, and is a member of, the St.
Theresa Point First Nation. She is a former Health Director and Band Administrator, with a
wealth of experience in First Nation health services.



Elders and Youth Advisory Council. This group has met twice already, and plans are underway for
a third meeting in November. There is an elder and a youth representative from each community.
Their role is to help us design programs and services that will best meet the health priorities of the
communities.

Finally, the real Public Health work at the community level is done by staff such as Public Health
Nurses, Community Health Representatives, Health Directors and others in the four First Nation

Health Services.

3. What Pilot Project work has been done and what is planned?

The first two years (April 2007 — March 2009) were mainly spent on building relationships,
collecting background information, identifying ways to get the communities involved, and in
planning the new approaches to be tested in the next three years. The following are just a few of the
many positive Public Health improvements which will hopefully be approved and started this year for
full implementation in the final two years (April 2010 — March 2012):

e A clear, written description of the new model of Public Health programs and services
available to the citizens and communities of Island Lake.

® An electronic system (called a Client Registry) designed so that when the province’s
electronic medical records are also working we can provide better care to each person,
and also learn more about the health of the community as a whole through population
health assessments.

e A clearly identified Medical Officer of Health, designated under the Manitoba Public
Health Act, to work half time on Island Lake Public Health issues and to provide
leadership to resident Public Health practitioners, Island Lake citizens, and Chiefs and
Councils.

e Improved access to an electronic immunization system to assure children, and all our
population, are as protected as possible against preventable diseases.

e New initiatives to encourage our young people to enter health professions.

e New public education initiatives to help us all avoid, wherever possible, chronic
health conditions such as diabetes, fetal alcohol spectrum disorder etc.

4. Conclusion:

If you have any questions about this Pilot Project, or have any suggestions about how it could
work better, please contact Hazel Harper by phone: (204) 462-2692 (leave a message if there is no
answer); in person (at a place of your choosing in any community — please phone to make
arrangements); or by e-mail---Hazelharper @mts.net . Although living in St. Theresa Point, Hazel will
be travelling regularly to all communities.
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REPORT
Manitoba First Nations Public Health Improvement Pilot Project (MFNPHIPP)

Island Lake Gathering — February 8-9, 2010

Held at the St. Theresa Point First Nation High School

1. Introduction:

The Gathering was planned as the MFNPHIPP neared the end of its third year. The objectives
hoped to be achieved through the Gathering were stated as follows:

» To participate in, understand, and endorse the final two year initiatives of the
Manitoba First Nation Public Health Improvement Pilot Project (MFNPHIPP).

» To explore and develop public health service improvements within and between
all organizations.

» To develop and strengthen a spirit of teamwork and cooperation as all players
work toward excellence in Public Health services in Island Lake.

Over the two days, sixty two individuals participated in some or all of the sessions. This included
members from the following MENPHIPP mechanisms:

» MFNPHIPP Oversight Body
» MFNPHIPP Technical Working Group
» MENPHIPP Elders and Youth Advisory Council

Participants also came from the following organizations or bodies:

Garden Hill First Nation Council

St. Theresa Point First Nation Chief and Council
Wasagamack First Nation Council

Assembly of First Nations

Health Canada — First Nations & Inuit Health - Regional Office
Manitoba Health

University of Manitoba - Northern Medical Unit
Four Arrows Regional Health Authority

Red Sucker Lake Health Authority

Red Sucker Lake Nursing Station

Wasagamack Health Authority

Wasagamack Nursing Station

St. Theresa Point First Nation Health Authority
St. Theresa Point High School

St. Theresa Point Nursing Station

Garden Hill Health Directorate

Garden Hill Nursing Station
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» Neewin Health Care
> Island Lake Tribal Council
» Northern Inter-Tribal Health Authority (NITHA)

All participants were given a folder of information when they registered with background
documentation including the following:

e (Gathering Agenda

e February 5/10 draft of the MENPHIPP Model for Public health Program and
Service Delivery

e A MENPHIPP Report to the Citizens of the four Island Lake First Nations

If readers of this report who were not at the Gathering, would like to access any of this material
please contact MFNPHIPP Administrative Assistant, Phyllis Wood at Four Arrows R.H.A. (ph:
(204)-947-2397 or e-mail Phylliswood @mts.net).

The following sections of this report will not attempt to capture all the comments made during the
two days of the Gathering, but rather will seek to summarize the main content, conclusions and
observations as recorded and heard by the several members of the Gathering planning team.

2. Presentations:

Three major power point presentations, followed by questions and comments from the floor,
served as the main content around which the Gathering flowed. Copies of all three are attached to
this report and were:

I. The opening presentation on the history and development of the Northern Inter-Tribal
Health Authority (NITHA). It was presented by Dennis Moore, the Chief Executive
Officer of that northern Saskatchewan organization. A NITHA representative was invited
to present at the Gathering as much of their experience in developing First Nation Public
Health services has served as an inspiration in developing the MFNPHIPP model of
services.

II. Immediately following the NITHA presentation was one on the MENPHIPP journey to
date and its plans and hopes for the final two years of the Pilot Project and beyond. It was
entitled “Planning for a Healthier Future” and was presented by MFNPHIPP Co-Leads
Dr. Marcia Anderson & Grace McDougall and MFNPHIPP Community Lead, Hazel
Harper.

III. On the second day of the gathering, Alex McDougall, Executive Director of Neewin
Health Care presented on the history and development of that organization as it plans and
oversees the development of primary health care services (including hospital and 24/7
medical care) actually located in the Island Lake region. A Neewin representative was
invited to present at the Gathering as the future plans for Island Lake First Nation health
services from both perspectives involve significant integration between primary health
care and public health in some form at both governance and service levels.



Following each presentation many questions, answers and statements were exchanged between
Gathering participants and the presenters which provided both clarification and, in general terms,
support for the directions being pursued by each of the three.

3. Observations by MENPHIPP Oversight Body representatives:

Because the Oversight Body oversees and approves the overall direction of MENPHIPP, each
member or a delegated representative present at the Gathering was asked to give a brief (three
minutes or less) observation on what they can see be accomplished through the Pilot Project. The
following represents a summary of these observations as recorded and understood by members of
the Gathering planning team:

e Dr. Joel Kettner - Manitoba Health:

Expressed the hope the Pilot Project accomplishes 3 things: 1. better health and services
in the four communities; 2. better health and services for all First Nations in Manitoba;
3. better health and services for all Manitobans. When it comes to public health if we can
work better together and draw on the strengths of all levels of government and recognize
First Nation self-government principles and goals, we can accomplish many public
health goals. Public Health is both a shared responsibility and a shared opportunity for
all from the top levels of government to each individual in each home.

e Dr. Kim Barker - Assembly of First Nations:

By the creation of the Public Health Agency of Canada in 2004, AFN was concerned
that the transfer of public health expertise out of FNIH and into PHAC was going to
negatively impact First Nation communities since PHAC was not focused on public
health on reserves. So the need to build public health services and capacity in First
Nation communities, coupled with the stated goal of FNIH getting out of service
delivery into funding alone, underscored the importance of the Pilot Projects. Thus it is
very important that First Nations build capacity to provide services themselves and build
partnerships with the province and its regions. The more this succeeds, the less we need
to worry about strategic changes by the federal government.

e Mark Sagan and Jim Wolfe - First Nations & Inuit Health, Manitoba Region:

Mark Sagan on day # 1 acknowledged both how challenging public health can be but
also how effective it can be when the communities, FNIH and Manitoba Health all work
together. He used the recent response to HIN1 as one example. Public Health is not a
project, it’s a system. Thus the Pilot Project, by trying to find ways to involve all who
are working in public health, is about demonstrating how we can meet our shared public
health goals.



Jim Wolfe on day # 2 expressed gratitude that progress has been made. Through some
tough discussions, we all now have a much better understanding of what we’re dealing
with. There is a need for greater involvement of the communities in the Pilot Project.
More involvement with both FNIH Nursing Stations and Regional office staff in the
work of the project team would be helpful. Continued work to clarify the role of a
Medical Officer of Health prior to implementation of new model is important. Stressed
was FNIH’s responsibility to fund public health services and along with this their
responsibility for ensuring that services are provided properly, whether this be by
communities or other providers. The urgency of the Pilot Project work and the
importance of seeing that the services are constructed and delivered well, was
underscored. Thus continued efforts at working together through all issues, no matter
how difficult, will produce good results.

Andy Wood (management) and Councillor Nora Whiteway (board member from
Wasagamack First Nation) - Four Arrows Regional Health Authority:

Any Wood, on day # 1 noted that this is one of the first gatherings ever held focused
only on public health. Treatment should not be the only focus and it seems there is never
enough staff. In order to lessen the need for ever more treatment we must focus on
public health and prevention and this is what the Pilot Project is doing.

Councillor Norah Whiteway, also on day # 1 noted that when we went to other meetings
such as OCAP we were told how sick indigenous people were, for example: in Island
Lake we used to drink water from the lake. Now our water is treated and we don’t know
if the chemicals are making us sick. We lost most of our traditional ways and our youth
are lost and aren’t taught our culture, most of it because of technology. We need to
reconnect to the earth. I hope we can see how we can do improvements by the end of this
Pilot Project. We won’t get well just by using drugs and pills.

Dr. Bruce Martin — University of Manitoba, Northern Medical Unit

On day #2, echoed the sense of profound urgency behind the work of the Pilot Project ie.
given the very heavy burden of disease, scarce resources and an expanding population.
Even if more human resources are pored in, without leadership in the public health realm
we will have limited success. The Northern Medical Unit continues to be strongly
behind the Pilot Project initiative, which will only be successful when done by
collaboration and accountability to communities.

Chief David McDougall - St. Theresa Point First Nation

As First Nation leaders, we try to work with the entities that are out there, but we’re in a
very disadvantaged position. Every time we try to suggest a new model we are told that
has already been tried and failed in a different region. For example, in response to a
proposal we had to bring different pharmacy and physician services to our community,
we were told by Jim Wolfe that it would simply mirror puppy mills where you line up



the people and cash in on the prescription drugs. But we haven’t had a proper physician
service in years, and right now we have only 1.5 physician days/week for a community
of 3000 people. Our men are dying faster than our women. We go in the waiting room
and see women, children and elders. We have to look after them first, but what about the
men. We need to get our act together. We have to come to the table with meaningful
emphasis. When we talk about the hospital concept we have to start a business case and
a full business plan, so we can have the statistics that are relevant to that. Statistics are
not being provided to us in a meaningful way. I don’t go running to the press every time
I have a disagreement with Jim Wolfe, but its getting really frustrating and I told the
Minister of Health that the only recourse we have is to tell our people to start taking
legal action. We have treaty agreement based on our inherent rights. Minister Oswald
said they don’t negotiate with terrorists, and then they went to the press themselves
before anyone came to talk to me about it. I don’t confront in that way and we all need
talk about this in a way that will have meaningful impact for our people. This goes for
public health also. We have 3™ world conditions here. Our school is sorely underfunded
and does not have science courses to accommodate university entrance especially in
leading to health careers. The students can’t get the 28 credits they need here to move on
to advanced health education, because we don’t have enough financial resources to hire
more specialized teachers, so they have to go out of the community if they want to
succeed in this way. And then people say we don’t have enough graduates! We need to
look at the best way to serve our people and we shouldn’t shy away from creating a
paradigm shift that might better serve our people. I will be working hard to build better
relationships with politicians and officials at both federal and provincial levels, so that
together we can work with toward the betterment of Island Lake people.

(Note: During a different portion of the Gathering, Chief David McDougall, offered
these thoughts to the Gathering. Although his comments were not focused only on his
hopes for the Pilot Project and were made without the time limits noted above, as a Four
Arrows R.H.A. Board member Chief McDougall is also on the Oversight Body, and thus
it seemed appropriate to include a summary of his observations here.)

4. Day # 1 Small Group reports:

Through a “scientific” random process, four groups were formed with membership in each
representing the very diverse make up of the Gathering. At the end of the two periods of small
group discussion, spokespeople from each of the four groups (“spades, hearts, diamonds and
clubs™) gave reports of their discussions. The two questions serving as a focus to these
deliberations were: A. “What are some things that aren’t working well in Public Health now
and how would the changes at the regional level as explained in the presentation on the
MFNPHIPP model affect our public health service delivery?”’; and B. “What supports or
systems changes do we need from Four Arrows R.H.A. or others that can improve our public
health services locally?”

As expected, the reports from the groups were extensive and contained both many common
themes, but also some differences of emphasis and opinions. Rather than attempt to
summarize such diversity, the reports, taken from the notes of the presenters and our team’s
recording of their presentations, have been included as an appendix to this report.



5. Community reports:

Each community health service was given the opportunity to make a brief presentation on
public health activities they delivered. Red Sucker Lake Health Authority unfortunately did
not have representatives present at this point in the agenda. The following represents a
summary of what each group presented as recorded and understood by the Gathering team