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1.0. Introduction 
 
In 2006, Sioux Lookout First Nations Health Authority (SLFNHA) conducted an assessment of health 
services available in the communities and created an Anishinabe Health Plan.  The Anishinabe Health 
Plan outlines how health services should be provided to communities, and it identifies that there is 
currently a huge gap in preventive/promotive health services.  In 2010, SLFNHA conducted a public 
health services assessment of 10 communities, which further highlighted gaps in Public Health services.  
Through Resolution 10-06, the Chiefs-in-Assembly mandated that SLFNHA establish and implement a 
regional and integrated Public Health System for the 31 communities it services.  SLFNHA then received 
a three-year grant from Health Canada through the Health Services Integration Fund to fulfill this 
mandate.  In 2014, SLFNHA expanded the health services assessment to include more communities and 
get a more complete picture of the public health services available in the region.  The Public Health 
Working Group also conducted an environmental scan of other public health systems in Canada 
servicing remote First Nations communities to serve as examples during model development.  
 
In order to develop the model, SLFNHA conducted a community consultation process to ensure 
community priorities and feedback were incorporated into the system.  The consultation process 
involved a Health Directors’ conference in February 2014, five community visits, two round table 
discussions, a presentation to the Chiefs at SLFNHA’s Annual General Meeting, and a series of video 
conferences with Health Directors and community representatives.  During this community consultation 
process, SLFNHA contracted a Graphic Facilitator to lead some sessions.  The Graphic Facilitator was 
involved in the Health Directors conference, and captured ideas from the group on large pieces of white 
paper.  To see copies of these images, refer to Appendix A.  She was also involved in two of the five 
community visits, where she facilitated the sessions and captured their ideas on paper.  To see copies of 
these images, refer to Appendix B.  This process was visual and engaging for the audience.  It helped 
improve the participants’ understanding of public health, and it allowed us to map out the strengths and 
challenges in the communities, and see the way forward.   
 
The Public Health Project Team worked with the First Nations representatives on the Public Health 
Working Group to create the model using the community consultation feedback.  We also received 
advice from two Public Health Residents from Thunder Bay District Health Unit (TBDHU), Dr. Mary 
Raukar and Dr. Natalie Bocking.  Furthermore, the Public Health Working Group provided input into the 
model by sharing their expertise.   
 
During the process of developing the model, it was challenging to get both community members and 
Public Health Working Group members to think outside of the box.  They all had a certain comfort level 
with the systems they already know, and a First Nations’ Community Wellbeing system may look 
different from traditional public health models.  However, the idea behind this model development is to 
change the landscape for how public health is done within the communities in order to best suit 
residents’ needs and ways of life.  However, during model development we also had to address how it 
can be funded.  Balancing these two positions was challenging, however the Public Health Project Team 
was determined to achieve a unique First Nations’ public health system that is flexible and can be 
adapted to each community. 
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2.0. Approaches to Community Wellbeing Title 
 
Originally, the title for the project was “Public Health Model”, however, the community members did 
not identify with the term “public health.”  The communities do not use the word “public”, but instead 
they frequently use the word “community.”  Furthermore, the term “wellbeing” represents a more 
wholistic view of health.  Finally, once the system is implemented, the term “model” will no longer 
apply.  In addition, it is difficult to comprehend terms such as “model” and “system” and we decided a 
more appropriate and accessible term would be “approaches.”  Put together, the term became 
“Approaches to Community Wellbeing” and was easier to understand in English, as well as easier to 
translate into local languages.   
 
 
 

Model = Approaches 
Public = Community 
Health = Wellbeing 

 
 
 
3.0. Vision, Mission, Values, and Goals 
 
The Vision, Mission, Values, and Goals were determined through a group work process with our First 
Nations representatives on our Public Health Working Group.  We took the key components from all of 
the community consultation processes relating to the overall vision for the system, and grouped them 
according to whether they were goals, values, or over-arching statements.  In each of those 
subcategories we grouped similar items together and identified key themes.  We summarized these 
themes into the Vision, Mission, Values, and Goals that are outlined below.  
 

3.1. Vision   
 
The Anishinabe people of this land are on a journey to good health by living healthy lifestyles rooted in 
our cultural knowledge. 
 

3.2. Mission 
 
Our mission is to develop integrated, sustainable, and community-owned approaches to community 
wellbeing.  The approach will be rooted with the traditional teachings of our people and will promote 
healthy lifestyles, active leaders, and positive Anishinabe people. 
 

3.3. Values 
 
The Teachings of our People:  We recognize and use the teachings of our people, including respect, 
wisdom, love, bravery, humility, trust, truth, sharing, and kindness. 
 
Family: Our families take responsibility for each other and are integral to community wellbeing.   
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Language: Language is rooted in our culture as Anishinabe.  It connects us with the land, our ancestors, 
and each other. 
 
History:  We learn from our history and allow it to guide us toward the future.  Through understanding 
our history, we can recognize and embrace our resilience.   
 
Wholistic:  We honour the Circle of Life and ensuring balance between the four elements: spiritual, 
mental, physical, and emotional. 
 
Honour Choices and Respect Differences: Everyone is different and we honour and respect these 
differences.  Everyone has the ability to make the choices that are best for them. 
 
Share Knowledge: We share the teachings of our people from generation to generation.  We share best 
practices and learn from each other.   
 
Connection to the Land: We are the stewards of the land and we value our connections to the land.  The 
land is our teacher, provider, and medicine-healer. 
 
Supportive Relationships and Collaboration: We build supportive connections and relationships both 
within and outside the community, which promote participation and inclusiveness. 
 

3.4. Goals 
 
 Improved approaches to community wellbeing, which are integrated, wholistic, sustainable, and 

proactive 
 Increased community ownership over our health and approaches to wellbeing 
 Increased number of people leading the way who are committed to healthy communities 
 Safer communities 
 Increased number of people making healthy choices 
 Increased number of children raised as healthy community members 
 Increased connection to the teachings of our people 
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4.0. Approaches to Community Wellbeing Model 
 
 

 
 
 
 
This model covers both the regional and community-level approaches to community wellbeing, however 
each community may adapt it in order to best meet its needs, priorities, and resources. 
 
Prior to discussing the components of the model, it is important to note that the process communities 
go through in developing the model and program areas is potentially equally important to the programs 
themsleves.  This process involves community engagement, the development of community champions, 
and getting community leadership on board and motivated to make changes.  Through this process, 
people become engaged in their health system and are able to take ownership over their own health 
system and their own health status.  This empowerment of communities and individuals will make a 
significant difference in their health status, much more than any single health program will make.   
 
The values of the Approaches to Community Wellbeing are placed at the centre of the model, as they 
are the centre of everything done throughout the approach.  As mentioned previously, one of the key 
values is to be wholistic and throughout the Approaches to Community Wellbeing the elements of 
spiritual, mental, emotional, and physical health will be addressed.  Each program area will focus on the 
person as a whole.   
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Using the objectives, we developed four main program areas: Raising our Children, Healthy Living, Safe 
Communities, and Roots for Community Wellbeing, which are surounded by key themes.  There are no 
lines separating the program areas because there will be overlap and collaboration between program 
areas  in order to ensure a wholistic approach.  The colours of the program areas are shaded on a 
gradient to symbolize that each area will be broken down further, as each area includes many health 
concerns and approaches to community wellbeing.  The key themes are: Active Leadership, Teachings of 
our People, Positive People, and Community Ownership.  These key themes provide direction and 
strength for the Approaches to Community Wellbeing.   
 

4.0.1.  Key Themes 
 

• The Teachings of our People will be accomplished through the integration of Elders into 
programs and in the development of health messages.  When conducting workshops, trainings, 
or classes, Elders should be invited to share their experiences and knowledge in relation to the 
topic of discussion.  Community health workers can also share messages they have learned from 
Elders throughout their programs.  Elders could also host radio programs in the community to 
share their stories and legends, and pass on information about traditional practices and values.  
Elders should also be consulted in the regional-level services to ensure that Teachings of our 
People are incorporated into programs and communication tools. 

 
• Community Ownership should be promoted and achieved through the involvement of 

community members, health workers, and local leadership.  The regional model was developed 
through consultations with the communities, but each community will have to determine the 
appropriate approaches and structures to achieve Community Wellbeing.  By encouraging and 
assisting communities in developing their own community-level system, as opposed to dictating 
program requirements, it will build community ownership over the Approaches to Community 
Wellbeing.  In turn, this will also develop both community ownership over the health status of 
the community, and individual ownership over each person’s own health practices.  
 

• The Approaches to Community Wellbeing will not be successful without the support of the 
Anishinabe people.  Thus, as mentioned above, it is important to engage the community and 
promote community ownership over their health.  Positive and dedicated workers will be 
needed to make the system function, and clients of the system will need to be open and 
receptive to learning and improving their health.  These Positive People will determine the 
ability of the Approaches to Community Wellbeing to make a difference.  Furthermore, the 
Approaches to Community Wellbeing should also be able to promote positive people by 
promoting healthy lifestyles and tackling emotional and mental health issues in the 
communities.   
 

• Active Leadership will be required in order to put these Approaches to Community Wellbeing in 
place effectively.  It will be up to each community’s Chief and Council to provide effective and 
active leadership to achieve the goals of the approaches.  Chief and Council will have to show a 
commitment to the process of developing and implementing Approaches to Community 
Wellbeing, and each community will need to determine how to transition services and resources 
to meet and fulfill the vision of the Approaches to Community Wellbeing.  In addition to Chief 
and Council, however, it will take the active leadership of everyone involved.  Regional and 
community-level agencies (including funders) will need to be committed to the process and 
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provide strong leadership throughout the system.  Health directors, nursing station personnel, 
and community workers will also have to exemplify commitment and leadership.   They will have 
to set a good example for others to follow.  When working with Approaches to Community 
Wellbeing, it is important to spread information around the prevention of illnesses and the 
promotion of healthy lifestyles.  However, if workers are not following their own advice it is 
difficult for community members to change their behaviours and attitudes.  Finally, it will take 
the active leadership of all community members, including Elders and youth, to truly improve 
the health of the community.   

  
4.0.2. Human Resources 

 
Supporting the overall system at the regional-level will be the Community Wellbeing Manager and an 
Associate Medical Officer of Health.  There will also be a need for administrative support.  At the 
community level, each community will identify the leadership necessary for the system.  It may involve 
the Health Director, Assistant Health Director, Health Board/Committee (if applicable), and Chief and 
Council.   A Cultural Educator, or similar position, should also support it, in order to promote the use of 
traditional knowledge throughout all program areas.   At both the regional-level and community-level, 
Elders will play an important role in ensuring the use of traditional knowledge throughout programming.  
 
 

4.1. Roots for Community Wellbeing 
 
The Roots for Community Wellbeing are the components or aspects of the Approaches to Community 
Wellbeing that provide the necessary information and support to other components of the model to 
ensure the services provided are effective, sustainable, ethical, and culturally appropriate.  These 
components serve as the roots for the wellbeing programs to grow and flourish.  Since these 
components are the foundation for the entire system, it is imperative that they are conducted in 
accordance with the values of the system.  Not only will the activities be conducted in culturally 
appropriate ways, but also all deliverables achieved through the activities must be culturally 
appropriate.  This may be accomplished through consultations with Elders and using the Teachings of 
our People as a guide.  The bulk of the work associated with the Roots for Community Wellbeing may be 
done at the regional-level, but the information gained through this area will be transferred for use at the 
community-level.   
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The white lines divide the centre of the model to represent the four elements: physical, spiritual, 
emotional, and mental.  Each of these aspects of wholistic wellbeing will be considered in each program 
area.  This is consistent throughout the diagrams for Raising Our Children, Healthy Living, and Safe 
Communities.   
 

4.1.1. Corresponding Goal 
 
Improved approaches to community wellbeing, which are integrated, wholistic, sustainable, and 
proactive. 
 

4.1.2. Human Resources 
 
Core staff will need to be identified as initial supports for this program at the SLFNHA level.  The initial 
role of the team will be to assess existing services and capacities, and identify needed personnel.  The 
team will also identify and develop processes to achieve the components of this system, for example 
develop and implement a data collection system.  This may include working with the existing Health 
Information Systems clerk at SLFNHA.  In order to develop and implement these processes, the team 
may need to foster external partnerships.     
 
The team will also link with the Research Coordinator of the Anishinabe Bimaadiziwin Research Program 
to develop a partnership and a mutual understanding of how the departments will link.  Potential 
human resources needed may include; Data Entry Clerks, Epidemiologist, Research Support Staff, 
Quality Improvement Coordinator, Policy Analyst, Communications Officer, and Capacity Building 
Specialist. 
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At the community level, all program staff may be involved with Roots for Community Wellbeing, 
especially the Health Directors, Assistant Health Directors, Health Boards/Committees, and/or Chief and 
Council. 

 
4.1.3. Program Areas 

 
The list of program areas below is not exhaustive and may be added to as the model develops further.  
 
Data Collection and Analysis 
 
A fundamental component of all public health systems is the collection, analysis, and dissemination of 
health status information in order to support public health decision making.  This component of the 
model will support the generation of health status reports as well as surveillance systems for reportable 
diseases.  This component of the system will involve the collection of data into secure databases to 
generate health status reports.  Approaches to Community Wellbeing will use this to monitor health 
indicators over time and to identify community and regional priorities.  Prior to the implementation of 
this program, SLFNHA will assess existing information systems and determine which system best fits the 
needs of the communities.   
 
Program Planning and Evaluation 
 
Program evaluation of both regional and community-level programs is essential to ensuring that the 
Approaches to Community Wellbeing are having a positive impact on the community and are being 
conducted effectively.  In turn, the department will use these evaluations to assist in system and 
program-level planning.  This component of the model will incorporate regional-level SLFNHA staff 
positioned to work with communities to develop monitoring and evaluation programs.     
 
Research 
 
This component will work on public health research based on community priorities, in accordance with 
the principles of Ownership, Control, Access, and Possession (OCAP).  The Anishinabe Bimaadiziwin 
Research Program will do the main work related to research.  The Anishinabe Bimaadiziwin Research 
Program is a partnership between SLFNHA and the Sioux Lookout Meno Ya Win Health Centre (SLMHC), 
and works in Sioux Lookout and the surrounding First Nations to initiate and collaborate on relevant 
clinical and community projects, as well as regional and cross-cultural research.  The Anishinabe 
Bimaadiziwin Research Program was created through Resolution 12-08, which mandated SLFNHA to 
establish a community directed Research Unit to conduct research based on community health 
priorities.  The direction comes in order to provide SLFNHA with sufficient health data and evidence to 
support and advocate for the delivery of appropriate, adequate, and proactive health care at the 
community-level.  The goals of the program include: 
 
• Assist communities and researchers to build strong and equitable partnerships on focused and 

common research interests; 
• Foster an environment of curiosity, inquiry and sharing; 
• Encourage research that is relevant, ethical, community-oriented and builds capacity; and 
• Communicate with and share health research knowledge with communities and organizations. 
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The Approaches to Community Wellbeing will assist in strengthening the Anishinabe Bimaadiziwin 
Research Program and encourage research related to public health priorities in the communities. 
 
Ethics 
 
This component of the program will ensure that other program areas are following ethical practices that 
exist, and developing ethical practices and frameworks to support staff in their work.  This may involve 
looking at Sioux Lookout Meno Ya Win Health Centre’s existing ethical framework, which was developed 
to assist in ethical decision-making, and seeing how it could apply to the Approaches to Community 
Wellbeing.  This also may involve calling upon the Regional Bioethicist1 to assist in policy creation or 
ethical dilemmas as needed.  It may also include an Elder advisor, who can assist in decision making, 
especially when attempting to balance traditional and “Western” knowledge.  

 
Policy 
 
Many of the health problems affecting Sioux Lookout area First Nations communities are related to 
social issues such as unemployment, lack of educational opportunities and inadequate housing.  These 
issues need to be addressed through changes in public policy.  The new Approaches to Community 
Wellbeing can support community leadership to add health arguments to their case for policy change.  
 
The role of this component is to provide expert guidance on policy analysis and support both SLFNHA 
and communities in addressing and advocating for policies affecting health.  For example, at the 
community-level, this could target the price of healthy food options (Healthy Living) or the use of life 
jackets while boating (Safe Communities).  These community-level policies may not be policies as 
understood in an Ontario Public Health system, but may rather be reflected in the Teachings of our 
People.  Furthermore, it will play a role in advocating for policy changes on a larger scale.  Areas of focus 
will be determined from community priorities.   

 
Capacity Building 
 
Staff must be well trained and supported in order for the Approaches to Community Wellbeing to be 
effective.  When starting a new job, employees need to receive an orientation, as well as policies or 
resource manuals to which they can refer.  This area of the model will work on building a Community 
Wellbeing workforce through community-level trainings, mentorship programs, and providing supports 
to staff.  As often as possible, trainings should be conducted at the community-level and train-the-
trainer methods should be used so the information can be passed on to others.  Furthermore, it can 
expand to look at building the capacity of the community as a whole.  This program will work with other 
Community Wellbeing program areas on capacity building related to their specific program content as 
well.   
 
Before SLFNHA is able to support capacity at the community-level, we will need to develop capacity 
regionally.  In order to build this capacity, the system may require agreements between SLFNHA, Tribal 
Councils, communities and Public Health Units.  The TBDHU and Northwestern Health Unit (NWHU) 
have significant capacity related to public health, and tapping into their expertise will help build the 
capacity of the system.   

                                                           
1 The Regional Bioethicist spends one week per month at the Sioux Lookout Meno Ya Win Health Centre. 
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Communications 
 
This program will contribute to improving communications between the communities, Tribal Councils 
and SLFNHA.  It will also work on improving communications between funding stakeholders, such as the 
Ministry of Health and Long Term Care (MOHLTC) and the First Nations Inuit Health Branch (FNIHB).  
Communications can also facilitate the building of partnerships between other stakeholders involved in 
community wellbeing, such as education and social services.  This program will also facilitate the 
communication and sharing of best practices between communities, so communities can learn from 
each other.  It will devote time to improving communications between primary care and community 
wellbeing to ensure that they are not working in silos, but are able to work together for the betterment 
of communities.  Finally, this program will work with other program areas to create health promotion 
messaging for communities.  The means for delivering services related to communications will be in line 
with SLFNHA’s organizational structure and communication strategy. 
 
During the transition into the new Approaches to Community Wellbeing, a communication strategy will 
be essential for keeping stakeholders informed of the progress and engaging them into the process.  
Since there are a variety of audiences – including the Sioux Lookout area Chiefs, Chiefs Committee on 
Health, First Nations communities, Tribal Councils, MOHLTC, FNIHB-Ontario Region, and District Public 
Health Units – we must tailor the message to meet the needs of each audience.  Messaging to all 
audiences must convey the importance, urgency and benefits of the Approaches to Community 
Wellbeing and must be grounded in the values.  The messages should also be clear and consistent, 
especially around the language used.  For example, we should consistently use Community Wellbeing 
instead of Public Health, and the system should be referred to as the Approaches to Community 
Wellbeing.  When developing the communication messaging we must maintain confidentiality and 
protect the privacy of Sioux Lookout area First Nations communities and their members’ personal 
information.   
 
The main communication tools that have been used to date in this project are program updates/briefing 
notes (bi-monthly), newsletters (quarterly), PowerPoint presentations, and the SLFNHA website.  We 
distributed this information through email, fax, and/or mail.  We have also used teleconferences, video 
conferences, meetings, conferences, and community visits as means of engaging the population and 
improving communication.  However, we have noticed that these have not necessarily been enough to 
engage all Health Directors or Chiefs, let alone other health workers and community members.  For this 
reason, moving forward we would like to engage the Tribal Councils to assist us in spreading our 
communication messages since they have regular contact with the communities.  
 
 

4.2. Raising Our Children 
 
Raising our Children is an approach to ensuring the children and families in the communities are 
supported, and children are being raised with strong connections to family, community, spirituality, 
land, culture, language, and each other.  It promotes a supportive environment for children to grow and 
focuses on setting people on a healthy path in life from a young age.  Programs will be rooted in the 
Teachings of our People to ensure culturally appropriate methods are used.  The use of these teachings 
will promote raising children with exposure to their language and culture, and ensure local child raising 
practices are maintained. 
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4.2.1. Corresponding Goal 

 
Increased number of children raised as healthy community members 

 
4.2.2. Human Resources 

 
At the regional level, this program area will be supported by a Raising our Children Coordinator and 
Administrative Assistant.  The Coordinator will assess the existing services and human resources 
capacity, and plan the necessary staffing requirements to run efficient programming.   Potential staff 
may include Public Health Nurse (specializing in Maternal Newborn and Child Health), Nutritionist, 
Dental Hygienist, Early Childhood Development Specialist, Youth Health worker, Elder, Mental Health 
worker, and Social worker. 
 
At the community-level, this program will be supported by the Public Health Nurses, Dental Assistant, 
Brighter Futures, Community Development Workers, Youth Mental Health Workers, Elders, and a variety 
of MNCH programs (i.e. Healthy Babies Healthy Children, Fetal Alcohol Spectrum Disorder [FASD], Early 
Childhood Development, CPNP, Aboriginal Head Start, and others).  Furthermore, the health personnel 
may collaborate with recreation workers, Tikinagan Child and Family Services, schools, and churches. 
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4.2.3. Program Areas 
 
Family Health 
 
Family Health will look at preconception, healthy pregnancies, prenatal care, postnatal care, 
breastfeeding and infant nutrition, injury prevention of babies, well-baby visits, and oral health 
(screening and preventive care).  In regards to prenatal care, the program will look at prenatal classes 
and home visits to provide health education and support to expecting parents.  In regards to postnatal 
care, the program will also provide supportive home visits to check in on parents to ensure they are 
adjusting well.  During these home visits, staff will also promote other services within the community 
that would be beneficial to parents.  This program will also address Early Childhood Development, 
including growth and development, attachment, parenting, speech and language, hearing and vision 
screening, nutrition, and physical activity.   
 
The extent to which some clinical services may be integrated into Approaches to Community Wellbeing 
under Family Health is yet to be determined.  During the community consultation process, prenatal 
visits, postnatal visits, immunizations, and well-baby clinics were mentioned as priorities in the 
community.  However, these roles typically fall under primary care in other parts of Ontario.  We are still 
determining whether we will leave them as primary care roles and provide complementary services, or 
whether we will bring them under the umbrella of Approaches to Community Wellbeing.  
 
Many programs focusing on Family Health already exist in many communities, including Maternal Child 
Health, FASD, CPNP, Early Childhood Development, etc.  The Approaches to Community Wellbeing will 
assist in integrating and supporting these programs to provide the best possible services and fill any 
identified gaps.  At the regional-level, the Approaches to Community Wellbeing will assist in supporting 
community-level initiatives.  Furthermore, the regional-level could look at opportunities within SLFNHA 
to provide health promotion and education surrounding Family Health.  For example, the Approaches to 
Community Wellbeing department could work in partnership with SLFNHA’s Jeremiah McKay 
Kabayshewekamik Hostel to provide education to expectant mothers staying there.  
 
Youth Development 
 
Throughout our community consultation process it became evident that youth was a particular 
demographic that are a priority for many communities and need additional support.  Overall, 
communities would like to see youth being socially engaged (and not just through social media) and 
having healthy outlets to occupy their time.  To date, the only main health program that focuses on 
Youth Development is Brighter Futures, and in most communities, it mostly involves recreational 
programming.  Depending on the community, the Aboriginal Diabetes Initiative program may also work 
with this age group.  There are also other organizations providing programs in communities such as 
Right to Play, Canadian Rangers, Girl Power, and Wolf Spirit.  In order to be successful, this program area 
will collaborate with schools, recreation departments, and employment sectors to reach and engage 
youth.  
 
Health issues addressed in this program may include; nutrition, physical activity, mental and emotional 
wellness, self-esteem, anti-bullying, suicide prevention, substance misuse, and sexual health.  These 
health issues may be targeted in collaboration with other related program areas.  This program area 
may involve outreach programs to schools by health personnel, and will primarily take a health 
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promotion approach to the issues.  However, this program area may partner with the policy component 
of Roots for Community Wellbeing to identify policies necessary to better support this demographic.  
 
Youth Development is a challenging area of the model, as most youth in this region leave their 
community at the approximate age of 13 to pursue secondary school (with the exception of Sandy Lake, 
which offers up to grade 10 in the community).  This means that in order to reach the youth in the 
communities, we have to do so before the age of 13 or during vacations from school.  Community 
representatives mentioned that part of the goal of this program area should be to prepare these 
children to leave the community.  At the regional-level, the system could look at developing 
partnerships with schools that are attended by youth from our communities.  This may be easier for 
schools in Sioux Lookout, but relationships could also be investigated with schools in Thunder Bay.  
 
Building Healthy Relationships 
 
In order to support community wellbeing and positive mental and emotional health, the communities 
stressed the importance of strong relationships and connections.  Teachings of our People and Positive 
People will be the foundations of this component.  All of the values for the system will be essential in 
ensuring the success in this area of Community Wellbeing.   
 
Programs will start with building the relationship each person has with him or herself (i.e. self-esteem, 
body image, stress management, coping mechanisms), and then look at their connections to spirituality, 
culture, and the land.  Community representatives would like to see more community members aware 
of where their ancestors came from and engaged in traditional activities.  The program will also look at 
peer relationships (i.e. anti-bullying) and building healthy romantic relationships.  Another key 
component of this program will be family dynamics and parenting relationships.  Community 
representatives expressed the desire to have parents be active supporters of their children’s activities.  
They also stressed the importance of reconnecting the youth and Elders, since there is also a gap 
between these groups which is complicated by language barriers.  In the future, they would like to see 
stronger communication and connections between generations.   
 
When it comes to building healthy relationships within the family, Tikinagan Child and Family Services is 
an important partnership to consider.  Their community-based prevention workers may already be 
tackling aspects of this area to varying degrees depending on the community.  It will be important to 
collaborate and strengthen existing services, as opposed to duplicating services.  Schools will be another 
key partnership in this area.  
 

4.3. Healthy Living 
 
The Healthy Living program focuses on interventions, policies, and teachings that promote healthy 
lifestyles and equip individuals and communities with the abilities and resources to make healthy 
choices.  This program will be grounded in the Teachings of our People and land-based activities to 
promote healthy, active living. 
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4.3.1. Corresponding Goal  

 
Increased number of people making healthy choices 
 
 

4.3.2. Human Resources 
 

At the regional-level, a Healthy Living Coordinator and Administrative Assistant will support this 
program.  There are existing programs at SLFNHA that could be incorporated into this department, 
including the Tuberculosis (TB) Program (which includes TB nurses and TB educator) and Regional 
Wellness Response Program (which includes Hepatitis C Case Coordinator, Program Assistant, Regional 
Wellness Development Team – Coordinator and Consultants).  Additional personnel needed will be 
identified by the Healthy Living Coordinator and may include Nutritionist(s), Mental Health Educator(s), 
Living Substance Free Educator(s), and Infectious Disease Health Promoter(s). 
 
At the community-level, this program will be supported through Public Health Nurses, as well as 
community-based workers including Aboriginal Diabetes Initiative workers, Community Health 
Representatives (CHRs), National Native Alcohol and Drug Addictions Program (NNADAP) workers, 
Mental Health workers, and Home and Community Care workers (nurses, personal support workers, 
coordinator).  Furthermore, Elders and natural helpers will be critical components of this program to 
ensure that traditional practices, foods, and values are at the forefront of all Healthy Living programs 
and approaches.   
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4.3.3. Program Areas 
 
Preventing Chronic Diseases 
 
This program will look at preventing chronic diseases such as heart problems, diabetes, cancer, 
addiction issues, and mental health concerns.  According to the community consultation process, 
priority issues that should be targeted though these programs include tobacco cessation, living 
substance free, healthy eating, active living, suicide prevention, and the promotion of screenings for 
cancers and chronic diseases.  This program also has the potential to include well women and well men 
checks to promote wellness and screening for diseases.  Once again, however, these were areas that 
were identified as community priorities, but are typically considered primary care.  We are still in the 
process of determining how to ensure these are offered at the community-level, and whether they will 
fall under Approaches to Community Wellbeing or Primary Care. 
 
First Nations communities have had problems with abuse of alcohol and other drugs based on historic 
and social factors.  This is most recently seen in the epidemic of prescription drug abuse and the strong 
and resilient community response to address it in many communities.  The new system will need to 
continue to help communities develop responses based in community strengths and traditional values. 
 
Similarly, responses to current issues related to overweight and diabetes will need to be based in the 
Teachings of our People, and Active Leadership is needed to ensure community facilities and businesses 
support healthy eating and active lifestyles.  This program area will use the Teachings of our People as 
the foundation for its initiatives and encourage traditional activities and foods.  The value of Connection 
to the Land plays an important part in this program.  Reconnecting individuals to the land will encourage 
them to be more active, and return to healthier diets and lifestyles.  Furthermore, this program will 
need to ensure consistent health messages and that nutritional messages complement what is available 
in the community.  The program will include the Aboriginal Diabetes Initiative, Mental Health, NNADAP, 
and perhaps others.  It may also include partnerships with schools and recreation departments to 
promote healthy lifestyles.   

 
Preventing Infectious Diseases 
 
The program will recognize that the infectious diseases in our communities are a symptom of social 
conditions and inadequate housing among other causes.  The approach to infectious disease will need to 
recognize and address these underlying causes and not just focused on diagnosis and treatment.  This 
program will include case and contact management of notifiable diseases, outbreak investigation and 
management, vaccine preventable diseases, tuberculosis control, harm reduction, and prevention of 
sexually transmitted and blood-borne infections.  Currently, there is a Communicable Disease Nurse at 
FNIHB responsible for tracking reportable infections and providing education to nurses, which this 
program could potentially incorporate.  
 
The Preventing Infectious Diseases component of the model will include the existing TB Control Program 
that was established in the early 1990s by Medical Services Branch of Health Canada and transferred to 
SLFNHA on April 1, 1997.  The TB Control Program was established due to the high prevalence of TB in 
Sioux Lookout area First Nations communities.  The program mandate is to reduce the incidence of 
tuberculosis in Sioux Lookout area First Nations Communities through surveillance, case and contact 
management, education, awareness and prevention.  The Preventing Infectious Diseases program may 
also include SLFNHA’s Hepatitis C Support Program, which is a resource available to all First Nations 
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people at risk of acquiring, living with, or affected by, the hepatitis C virus (HCV), who reside in the 31 
communities served by SLFNHA.  The Hepatitis C Case Coordinator supports, guides, educates, and helps 
to coordinate comprehensive care and treatment to ensure those at risk of acquiring, living with or 
affected by HCV are supported throughout care.  This service is currently a branch of the Regional 
Wellness Response Program (RWRP), which was initiated to respond to priority areas of substance abuse 
and blood-borne infections.  Finally, the Preventing Infectious Diseases program may also include 
SLFNHA’s existing Needle Distribution Program.  The Needle Distribution Program follows a non-
judgemental harm-reduction public health strategy and works in conjunction with community groups 
and nursing stations to distribute clean drug-use supplies.  This program also focuses on education to 
reduce unsafe drug-use, and prevent contraction and transmission of blood-borne infections such as 
Hepatitis B, Hepatitis C and HIV.  The program distributes syringe kits, snorting kits, and condoms.   
   
This program will also conduct health promotion around preventing infectious diseases, including safe 
sex, safe drug use, hygiene, and benefits of vaccination.   
 
4.4. Safe Communities 
 
Safe Communities refers to Approaches to Community Wellbeing that target the community as a whole 
and focus on how it can be made safer for community members.  The programs will be founded by the 
Teachings of our People and promote connections to the land and each other.  Safe Communities will 
look at how the overall environment of the community influences health.  It will also look at how injuries 
within the communities can be prevented.  Finally, it will ensure the communities are prepared for 
emergencies affecting Community Wellbeing.   
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4.4.1. Corresponding Goal 
 

Safer communities 
 

4.4.2. Human Resources 
 

At the regional-level, a Safe Communities Coordinator and Administrative Assistant will support this 
program.  It will be up to the Coordinator to assess existing services and human resources and identify 
positions that need to be transferred or created.  Potential personnel included in this area are 
Environmental Health Officers. 
 
At the community-level, this program area will be supported by a variety of personnel.  Emergency 
Preparedness will likely involve the Health Director, Chief and Council, Crisis Coordinator, Public Health 
Nurse, and where they exist, Emergency Response Council/Team and Canadian Rangers.  For Preventing 
Injuries, the CHR, Home and Community Care nurse, Personal Support Workers, Community 
Development Workers, Mental Health workers and NNADAP workers will play a role.  In relation to 
Environmental Concerns, the Water Treatment Plant Operator will play a role in water safety.  
Furthermore, it is recommended that a specific Environmental Health position should be created at the 
community-level to provide health promotion and education around environmental health concerns and 
incorporate traditional teachings on caring for the land.   
 

4.4.3. Program Areas 
 

Environmental Concerns 
 
This program area will look at environmental concerns that affect the wellbeing of the communities.  
This will include safe drinking water, food safety, and various health hazards including environmental 
contaminants, mould, bed bugs, scabies, sewage, land development, air quality, and dog bites.  The 
program will provide health education around these areas and capacity building of personnel and 
community members.  In the case of water and food safety, inspections will also be included.  In 
partnership with the Roots for Community Wellbeing program, advocacy and policy development will be 
essential aspects of the program.  This program will incorporate traditional teachings on caring for the 
land, and promote the value of Connection to the Land.  

 
Preventing Injuries 
 
This program area will look at ensuring the communities are safe in order to prevent injuries.  Injuries in 
our communities are related to other components, such as parental supervision, presence of crime and 
violence, alcohol and drug use and youth unemployment.  Active Leadership and Community Ownership 
to address these root causes will be essential elements of the approach.  This program area may include 
fire safety, road safety, water safety, falls prevention, suicide and self-harm prevention, and sport and 
recreation injury prevention.  This program will collaborate with the Policy area of Roots for Community 
Wellbeing in order to create injury-prevention policies as needed by the community. 
 
Emergency Preparedness 
 
This program will ensure that all communities have public health emergency response plans, as well as 
that the necessary protocols, supplies, and trainings are in place.  This program can also act as a 
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resource in the development of other emergency preparedness plans.  Active Leadership and 
Community Ownership will be essential to our approach to Emergency Preparedness. 
 
 
 
5.0. Roles of Partners 

 
5.1. Roles of SLFNHA 

 
Since each community is different, the relationship and support they seek from SLFNHA will also be 
different.  In general, the role of SLFNHA will be as a resource and support system for communities.  The 
bulk of programming will occur at the community-level, and SLFNHA will not take on a supervisory role 
of community-level staff.   
 
The Sioux Lookout First Nations Health Authority will support community wellbeing by: 
  
 Ensuring up-to-date health standards are in place and communicated to the communities 

o Keeping apprised of health standards and communicating any changes to communities, 
and overall acting as a resource to communities in regards to health practices.   

 Assisting with data collection and reporting 
o Developing and implementing a system that can support the data collection and analysis 

of key health indicators, including causes of death, immunization rates, rates of diabetes 
(including type and associated complications), communicable disease rates, suicides and 
attempts, and tracking children’s developmental milestones.  Once the system is set up, 
the data collection would take place at the community-level and the analysis would take 
place at the SLFNHA-level. 

 Conducting regular monitoring and evaluation 
o Conducting regular monitoring and evaluation of SLFNHA-level programs and assisting 

communities to do the same at the community-level. 
 Developing and implementing policies and procedures 
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o Assisting communities in the development of healthy community policies and 
developing necessary regional policies. 

 Conducting research according to OCAP principles  
o Utilizing and expanding on the Anishinabe Bimaadiziwin Research Program to support 

communities in researching community wellbeing topics. 
 Advocating on behalf of communities 

o In conjunction with communities and Tribal Councils, SLFNHA will add its voice to 
advocate on behalf of communities.  SLFNHA’s advocacy will be based on the direction 
provided by community leadership. 

 Developing community health education 
o Developing health education materials according to community-level priorities. 

 Conducting training of health workers 
o Conducting trainings of regional and community-level health workers according to 

community-level priorities.  As often as possible, training sessions should be conducted 
at the community-level in order to reach as many people as possible.  Trainings should 
be taught in practical ways to maximize benefit to the workers and their communities.  
If possible, train the trainer methods should be used so the community workers can 
share the skills with other community members.   

 Planning (i.e. human resources) 
o Assisting in various aspects of planning relating to Approaches to Community Wellbeing, 

including the necessary distribution of human resources in the community and at the 
regional-level. 

 Communication 
o Facilitating a dialogue between communities will enable community-level staff to 

network with each other and share ideas.   
o Building communication and relationships between stakeholders in the Approaches to 

Community Wellbeing.  This will include communities, Tribal Councils, Health Canada, 
MOHLTC, and Public Health Units. 

o Developing health promotion communication tools at the request of the communities. 
 Delivering services 

o Delivering some regional public health services, which are not feasible to provide at the 
community-level.  These services could be based out of SLFNHA and travel to 
communities.  The exact services that will be provided will be further developed, in 
consultation with Tribal Councils, during the Transition phase. 

 
 

5.1.2. SLFNHA Organizational Structure 
 
The proposed SLFNHA Organizational Structure includes a Community Wellbeing Manager and an 
Associate/Medical Officer of Health.  A Community Wellbeing Advisory Committee, consisting of Health 
Directors, Tribal Council representatives, and content specialists, supports the system.  Roots for 
Community Wellbeing is at a separate level from the other program areas in the structure, since services 
provided under its program area will be needed by the other programs.  The structure is then broken 
down into Safe Communities, Healthy Living, and Raising our Children.  Dotted lines represent a 
supporting relationship, whereas a solid line represents a supervisory/reporting relationship.  
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5.2. Roles of Tribal Councils 
 
Each community will have differing needs and abilities, so the support they seek from Tribal Councils will 
be different.  Furthermore, each Tribal Council differs based on mandate, staff, resources, and abilities, 
so the type and extent of support they can provide may be different.  The Health Director at each Tribal 
Council will oversee these functions. 
 
The Tribal Councils will assist the First Nations in all areas of implementation, according to mandate, 
need, and ability, including: 
 
 Assisting with transitioning and ensuring readiness 

o Keeping communities well-informed of changes that may be coming and assisting 
communities in preparing to take on more responsibilities and ownership over health 
services. 

 Communication 
o Facilitating communication between their communities by hosting regular meetings, 

conducting community visits, or communicating by phone. 
o Facilitating communication between communities and SLFNHA. For example, assisting 

SLFNHA in the promotion of Approaches to Community Wellbeing and related meetings. 
 Providing advice 

o Providing advice to SLFNHA through a Working Group or an Advisory Committee 
o Providing advice to communities on all areas of community wellbeing, as required, 

including environmental health issues such as prevention and management of bed bug 
and cockroaches and what to do when water is potentially contaminated.  
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 Providing advocacy 
o Advocating for the needs of communities, funding priorities, programs/services 

required, and general access to services at the community-level.  Furthermore, they can 
advocate prioritizing prevention and Community Wellbeing services. 

 Assisting in monitoring, reporting, and evaluation 
o Assisting communities in setting realistic targets and evaluating progress at the end of a 

given time-frame to see if targets were met.  
o Assisting communities by reviewing their community health work plans 
o Helping with reporting, as requested. 

 Strengthening partnerships between sectors 
o Tribal Councils have departments that cover various sectors of services provided to 

communities, and these departments can facilitate the collaboration between sectors at 
the regional and community levels. 

 Delivering some social programs 
o According to the mandate of the Tribal Council, services may be offered that can partner 

with the Approaches to Community Wellbeing. 
 Providing expertise in housing, water, sewer, winter roads.   

o This may include training (i.e. environmental monitoring), strengthening these areas, 
and resolving issues. 

o Tribal Councils have the technical knowledge in these areas and can also provide health 
information around these issues. 

 
5.2.1. Relationship between Tribal Councils and SLFNHA 

Transitional Relationship 
 
Throughout the ongoing development and implementation of the Approaches to Community Wellbeing, 
the relationship between SLFNHA and Tribal Councils needs to become closer than it was during model 
development.  It is recommended that a representative from each Tribal Council and each Independent 
community become part of a Transition and Implementation Working Group.  They should meet once a 
month to further develop and plan the implementation of the model.  This will likely be necessary for 
one to two years.  Bringing the Tribal Councils into the process will allow us to utilize their strong 
connections to the communities.  For example, when trying to promote the project or spread 
information about the Approaches to Community Wellbeing, it may be better if SLFNHA develops the 
message but the Tribal Councils distribute it.  This extends to the promotion of invitations, such as for 
teleconferences, videoconferences, or meetings.  This group would take over as the main Working 
Group on the project, while the current Public Health Working Group would take on more of a 
negotiation role.   
 

System Functioning Relationship 
 
SLFNHA and the Tribal Councils will have to have a very strong and collaborative relationship in order for 
the system to work efficiently and break down silos.  When the system is functioning, this could involve 
Tribal Councils being represented on the Community Wellbeing Advisory Committee.  SLFNHA and Tribal 
Councils should also meet twice a year to discuss health concerns and programs, including Approaches 
to Community Wellbeing.  It may also involve annual Community Wellbeing Conferences with Tribal 
Council staff and community health workers.   
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5.3. Guidelines for Establishing Community Wellbeing in Communities 
 
It will be up to each community to tailor Approaches to Community Wellbeing to fit the community’s 
needs.  However, there are some general guidelines that should be followed in order to ensure the 
vision and goals of the system are achieved.  As communities, we shall make every effort to ensure: 
 
 Community wellbeing is a priority 
 Each community adopts and adapts the Vision, Values and Goals to make it meaningful/relevant 

for them 
 Each community decides how to structure/deliver their community wellbeing program 
 Each community decides on a leadership model that will champion community wellbeing 
 Any person/agency/services providers/workers/companies in, or visiting, the community 

acknowledges and works toward community wellbeing 
 Communities share knowledge and network with each other with regard to community 

wellbeing 
 Communities have plans in place to build local capacity to support community wellbeing 
 Communities have data/information that is used to improve/respond to community health and 

wellbeing and it is communicated in a timely way 
 Communities identify what kind of relationships are needed (what kind of support is needed and 

from whom) 
 Communities identify existing resources and additional resources needed and explore 

opportunities  
 

5.3.1. Proposed Community Organizational Structure 
 
Each community will determine its own organizational and leadership structure (as mentioned in the 
Guidelines for Communities).  During the next phase of planning, SLFNHA will support communities as 
they develop their own structures and programs.  However, as an example for the model, we have 
created one possible option.   
 
At the top of the structure is First Nation Community Leadership, with a direct line to a Health Director.  
Between the Health Director and First Nation Community Leadership, however, is a Health Board or 
Committee.  This Committee can serve to support the Health Director in decision making and planning. 
The SLFNHA Approaches to Community Wellbeing office would also serve as a support and resource to 
the Health Director.  Below the Health Director, the structure divides into Approaches to Community 
Wellbeing and Primary Care in order to show a clear distinction between the two systems.  We have not 
included anything under Primary Care, since that is not the focus of this model or project.  Under 
Approaches to Community Wellbeing, we have three main program areas – Safe Communities, Healthy 
Living, and Raising our Children – and it will be up to the communities to decide what programs fit under 
these themes.  Roots for Community Wellbeing is not included in this structure, since the regional-level 
will do the bulk of that work.  Furthermore, many of the tasks in that program area would be considered 
the role of the Health Director.  Safe Communities, Healthy Living, and Raising our Children will all play a 
role in the Roots for Community Wellbeing program as well.  For example, they will collect their own 
program data to contribute towards a community-level and regional-level information system.  
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5.4. Roles of Public Health Units 
 
The role of the Public Health Units may vary throughout the development and implementation of the 
model.  In general, they will provide expertise and guidance in relation to public health topics.   
 
 They can play a role in capacity building, especially at the regional-level.   
 The Thunder Bay District Health Unit has an agreement with FNIHB, MOHLTC, and SLFNHA to 

employ an Associate Medical Officer of Health (AMOH) and second the AMOH to SLFNHA for 0.6 
of the contract.  This will further strengthen the relationship between TBDHU and SLFNHA.   

 It is also possible that the Public Health Units could support SLFNHA in relation to data collection 
and analysis, health policy development, and sharing of existing health promotion materials.  

 The Northwestern Health Unit may play a stronger role in some communities than others.  For 
example, communities such as Wabigoon Lake, Wabauskang, and Eagle Lake are close to 
municipal services provided through NWHU, and may opt to create individual relationships 
services.  They may also choose to connect to improve the share of information between the 
NWHU and communities.  For example, members of the communities may get some 
vaccinations from NWHU and some from the community, which makes record-keeping difficult.  
Developing a partnership to facilitate the transfer of records and data sharing may be 
considered.  

 
5.5. Roles of FNIHB 

 
 Provide funding for the Associate Medical Officer of Health position, in partnership with the 

MOHLTC. 
 Continue to collaborate and offer training opportunities for the community-based health staff. 
 Continue to work collaboratively with First Nations and other partners to seek innovative means 

of delivering community wellbeing services/programs (i.e. Health Services Delivery Model for 
Remote and Isolated communities) 
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 Continue to fund existing community and regional-level programs. 
 Support the transition and implementation of the Approaches to Community Wellbeing 
 Recognize and support gaps in services 

 
5.6. Roles of MOHLTC 
 

 Provide funding for the Associate Medical Officer of Health position, in partnership with FNIHB. 
 Provide ongoing support to Public Health Units as needed during transition, implementation, 

and operational phases. 
 Provide support to SLFNHA, Tribal Councils, and First Nations communities during the transition, 

implementation, and operational phases. 
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6.0. Transition Plan 
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Developing and implementing Approaches to Community Wellbeing is a huge undertaking, and will 
require a phased-in implementation strategy.  However, before we can implement, a transition period is 
required while SLFNHA begins to build up its own capacity to fulfill the role of a regional support for 
Approaches to Community Wellbeing.  At the same time, SLFNHA will be working with communities and 
Tribal Councils to develop their capacity and develop community-level structures and programs.  
SLFNHA is proposing that we develop a committee with representatives from the Tribal Councils and 
Independent communities during the transition period to further develop the model and plan for 
implementation.  During this transition period, several activities need to take place simultaneously, 
including: 

• Regional-level activities 
o Identify and hire regional-level staff 
o Build the capacity of SLFNHA 
o Reorganize programs and resources within SLFNHA into the Approaches of Community 

Wellbeing department 
o Develop and implement a communication plan, in conjunction with SLFNHA’s 

communication team, to share information regarding the process. 
o Develop and implement a change management strategy.  The change management 

strategy must include consideration for infrastructure needed to support the changes. 
o Plan and implement a regional health surveillance system 

• Community-level activities 
o Identify the core functions that need to occur in all communities 
o Work with communities to identify community-level human resources requirements, 

programs, and structures specific to each community 
o Shift resources to fit the needs of communities within the Approaches to Community 

Wellbeing 
• Implementation planning activities 

o Develop a phased implementation plan 
o Develop an agreement to be signed prior to full implementation 

To accomplish all of these activities in the most effective and culturally appropriate way, this process 
may take a few years.  In order to minimize the time spent, we will need significant resources to do so.  
Financial resources are a significant challenge, as long-term funding opportunities are limited.  If we are 
to be successful, we cannot rush the work.  Jumping from grant to grant poses a threat to the continuity 
of services and requires us to fit our work into the funding requirements as opposed to the needs and 
timelines of the communities.  However, we have to work within the options available to us, so we will 
be seeking bridge funding to support us until we can apply for another funding opportunity. 

In addition to financial resources, we will require additional staff to assist (in addition to the Project 
Coordinator and Project Assistant) in fulfilling these roles.  First, we need the continued support of an 
AMOH position to fulfill these tasks.  In addition to the AMOH, an epidemiologist would be helpful to 
have on staff to do the important work of improving data collection and analysis in the region.  If we are 
to plan this system effectively, we require up-to-date and reliable information on the health status of 
the communities with which we are working.  In order to facilitate the important communication 
functions throughout the transition, it is recommended that our 0.25 Special Projects and 
Communications Assistant become a 0.5 position.  To work with communities and Tribal Councils to plan 
their human resources, programs, and structures it would be helpful to have a full-time position 
dedicated to this planning (i.e. a Health Planner).  With all of these staff, and especially if SLFNHA begins 
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shifting internal programs under the Approaches to Community Wellbeing, it will be important to hire a 
manager as well.   

7.0. Conclusion 
 
After conducting a community consultation process, SLFNHA has developed a model for Approaches to 
Community Wellbeing.  This model has been reported back to the Health Directors of the communities 
and Tribal Councils, and has received positive feedback.  Through this process, it has become clear that 
establishing a First Nations Community Wellbeing System for 31 communities, mostly remote, is quite a 
challenge.  However, more importantly, it seems to be a good time to transition and integrate these 
services.  In order to accomplish this, we will need to strengthen partnerships as we implement this 
culturally appropriate system. 
 
It is evident, through the existing challenges facing community wellbeing, and the immensity of the task 
that significant resources will be needed in order to accomplish the vision outlined in Approaches to 
Community Wellbeing.  There are resources existing within the current health system, but as changes 
are made, there will be more gaps identified.  During this process, we will need to constantly consider 
the balance between primary care and public health, and ensure we are focused on meeting the needs 
of all communities while determining how to maintain this balance.  There has to be a genuine effort 
made to address the gaps identified during this process and to add necessary resources to make these 
changes a reality.  Finally, all partners need to acknowledge that this is not a short-term process.  To 
implement this system effectively, and in a culturally appropriate manner, we need to plan properly.  
This planning process takes considerable time and resources and it cannot be rushed.   However, with 
the necessary commitment, and active leadership, from all involved in community wellbeing, we will be 
able to make a significant difference in the lives of the Sioux Lookout area First Nations and achieve our 
vision. 
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Appendix A:  Health Directors Conference Drawings 
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Appendix B: Community Visits Drawings 
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