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I ntroduction:

On October 04, 1998 the Canadian Aboriginal AIDS Network (CAAN) entered into an agreement with
the Prevention and Community Action Program of the Heal th Promotion and ProgramsBranchin Heal th
Canada. The project waswell under way by the time the project coordinator, DM Jake Linklater was
contracted by CAAN to perform the various duties outlined in the agreement.

CAAN entered into the agreement with the expectation of strengthening their organizational capacity,
image, and leadership rolewithin the Aboriginal community.

Pr oj ect Pur pose:

The purpose of the National Round Table Discussions was to facilitate the development of funding
guidelines and criteriafor the Prevention and Community Action Program of Health Canada. Aswell,
to submit the developed guidelines and criteria to the National Aboriginal Reference Group on HIV/
AlIDSfor their review, comment and ratification. Theguidelinesand criteriaaretoreflect an Aboriginal
specificprograminitiative:

Designed and developed for Aboriginal people, by Aboriginal people.

National Round T able Discussion Goal:

To provide an opportunity for key stakeholders working with HIV/AIDS issues affecting Aboriginal
Peoplesliving in urban, rural & non-reserve settings.

To providean opportunity for stakehol dersto provideinput and feedback on the devel opment of funding
guidelines for the Canadian Strategy on HIV/AIDS $ 1.2M in contribution funding for urban, rural &
non-reserve Aboriginal HIV/AIDS project initiatives.

Project Overview:

The intent of the project was to solicit input from the Aboriginal community in the development of
Aboriginal specific HIV / AIDS administrative guidelines for funding . The five major Aboriginal
organizationsand community based HIV / AIDS urban organizationswereinvited to participate. Cook
Consulting was contracted by Health Canada to conduct this work.

Initially, the process developed to gather thisinput was to be executed through national surveysto be
administered across Canadaand thiswasto befurther complimented by the establishment of areference
group comprised of board members and/or employees of Aboriginal political and service delivery
organizations.

Leading up to thefirst meeting of the newly augmented reference group (November 16, 1998), later to
becalledtheNational Aboriginal Reference GrouponHIV/AIDS(NARGHA), itsroleand capacity was
established. During thisfirst meeting the group rejected the plan to implement national surveys across
Canada, rejected the Canadian Policy & Research Network document and renamed the discussion panels
to “Round Table Discussions’ as opposed to “Circle Councils’.



Over the course of the next three months, the National Aboriginal Reference Group on HIV/AIDS
selected the Round Table discussion participants through a sub-committee. This sub-committee was
devel oped and designed to act as a coordinating mechanism to assist the process throughout the extent
to consultation process.

Thelead on the round table discussions was Cook Consulting with administrative support contributed
by the CAAN project coordinator. Cook Consulting was responsible for the selection of the Round
Table discussion facilitators, the recording of the round table discussions, developing reports for each
Round Table and completing the final report to be later submitted to Health Canada.

Health Canada participants provided information and actively participated during the consultation
process in capacities such as resource people, and small group facilitators.

Round Table discussions were held in Edmonton, Alberta; Quebec City, Quebec; Vancouver, British
Columbia; Winnipeg, Manitoba; Igaluit, Northwest Territories (Nunavut); and finally in Halifax, Nova
Scotia. Thesixthandfinal Round Tablediscussion wasfacilitatedinaclosing or wrap up fashionto the
process based on the recommendations of the project technical team.

CAAN’'SRale

Theroleof the CAAN Board membersthat participated at these Round Tablediscussionswasto provide
to the Round Table participants with a historical perspective on HIV / AIDS and the issues facing
Aboriginal communities. After several attemptsto achievethisgoal, arecommendationwasput forward
by the technical team to discontinue thisrole and objective. However, the Board of Directors that did
participate ensured each Round Tabl e discussion wasbal anced with the perspectiveand insight relating
toHIV/AIDSinthe Aboriginal community. From start to finish CAAN wasthe administrative body for
thisinitiative.

My role as the project coordinator, was to provide administrative support for the Round Table
discussionsand NARGHA meetings. Another rolewasto participate during the drafting of theterms of
reference concerning the Round Tablediscussionsand with the coordination of disseminating all relevant
information compiled and produced by Cook Consulting from the Round Table discussions.

My responsibilities were to oversee the travel and accommodation logistics for all the participants
throughout the Round Table discussions. These arrangements were confirmed and finalized through
correspondence via fax, telephone and letter. Round Table discussion conference facilities were
arranged, equipped and supplied as well as furnished with refreshments. Similar arrangements were
accorded to the National Aboriginal Reference Group on HIV/AIDS during their meetings as well.

Activity reports and other project update information were provided to the CAAN Board such as
financial monitoring reports and verbal perspectives during the duration of the project. Filesrelated to
the project were established and maintained and are readily available to the CAAN Board in hard copy
and diskette form.

Expected Outcomes:

Theend product of the project will bethe devel oped administrative funding guidelinesfor the Prevention
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and Community Action Program within the Health Promotion and Programs Branch of Health Canada.

Within the final report to be produced by Cook Consulting, all of the recommendations and feedback
from each Round Table were to be incorporated pertaining to the development of the administrative
funding guidelines. Health Canada was then to contract an Aboriginal consultant to develop these
administrative guidelines based on thereport. An editorial review committee was then to be struck for
the sole purposeto review theadministrative guidelinesfor funding beforethey wereto beexamined and
deliberated on in one final consultative process. This process will be guided in a focus test of the
document with key stakeholders that participated previously during the Round Table discussions.

Oncethisfinal consultative processiscomplete, Health Canadawill then develop areview committee
based on the outcomes and recommendations of the focus test group. The review committee will
comprise of Aboriginal representatives from each of the sub-groups identified within past and present
federal department protocol. These sub-groups are First Nations, Metis, and Inuit.

A date isyet to be determined by Health Canada for their Call for Proposals asit relates to the $1.2M
Aboriginal specificHIV/AIDSfundinginitiative.

Reflections:

The most apparent and constant theme that became prevalent during the Round Tabl e discussionswas
“Community Development” and“ Integrative problem solving”.

The goal of integration, according to Health Canada was to focus on those most at risk and increase
public accountability. This| believe was and will be the ongoing problem that will face thisinitiative
because, decision making often involves “conflict of interest”. Groups, or factions within groups,
perceive each other as desiring mutually exclusive goals. Thus, they compete, entering into a power
struggle hoping that the other side will yield their position.

An integrative approach to conflict and policy development searches for solutions to problems that
benefit everyone. A novel approach, but problematic. Theinitiator of thisapproachmust first realizethat
this route of problem solving can be better understood and accepted if the target group has the
fundamental and practical knowledge of thisprinciple.

Although the technical goals and objectives of the Round Table consultations were met, the goal of
integration, in my opinion, can not unless the stakeholders involved are informed on the varying
components of integrative solutions.

The main issue that was most prevalent among the stakeholders, was resources. |sthere enough to go
around ? and, Will it accomplish the work required while at the same time meeting the goal of public
accountability? Basically, which approach can make an effective impact regarding resource alocation
and community devel opment.

Unfortunately, it hasbeen my experiencethat when groupsarefaced with scarceresources, assuchisthe
case here. Groups often become competitive and encounter forms of strife, warring over who getsthe
biggest piece or dlice of the pie. Subsequently, it is often the groups less capable of responding to
competition and competitive environmentsthat accept theinevitability of scarceresources- without fully
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exploring options that might expand the piece or slice. Thisto me, isnot community development.

Now, the question remains.
“Who will bare the responsibility of thisand what will be the next approach utilized?’

Conclusion:

Given the difficult circumstances around this consultation process, such as endeavouring to foster
inclusiveness and the difficult issues the community wasforced to grapple with, such aslimited dollars
and shortfallsin organizational capacity, amajority of the participants agreed that the experiencewasa
good one. The new players established from this process al so agreed that many new ideas were taken
away, information was shared and local, regional, and territorial i ssueswere understood and brought to
light in alarger context.

Three broad conclusions can be drawn from this consultative process:

The first being, that the Inuit requirements of culturally appropriate prevention material
command a detailed and thorough plan for this group to effectively and efficiently respond to
HIV/AIDS;

The second being, that First Nations athough equipped with a significant body of prevention
material, requires an electronic or physical document centre that could serve to encourage and
stimulate this group to continue with past, present, and future initiatives within the HIV/AIDS
field; and,

Thethird being, that the Metis requirements are mirrored within the Inuit campaign to develop
and design appropriate prevention material for their populations within settlements and rural
districts of Canada.

PCAPisstarting fromwhere ACAPIeft off, thus becoming the new weigh station for what isinadequate
and impractical within our health and social service system. Asaresult of thisinitiativeto consult with
Aboriginal populationsand asaresult to undertake an approach to strengthen community devel opment
and collaborationamong Aboriginal organizations, theinitiative presented theintended popul ationswith
confusion. To best support community development and collaboration, the community-based
Aboriginal AIDS service sector must be in support and possess the capability to reposition their
movement.

Thisinturn created an oversight during theinitiative. Community representatives and the new players
brought in, did not and could not differentiate between strengthening the community and strengthening
community organizations. Therefore, moreemphasison strategy must beredesigned and re-engineered
by PCAPto meet and arm an Aboriginal responseto resolve, prevent and slow thetransmission of HIV/
AlIDSamong Aboriginal populations.

Inconclusion, itisimportant to understand that all documentationissubject to review by Health Canada
beforeit isreleased to all stakeholders of this project.

Meegwetch!, Thank Y ou!, Merci!
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10.

National Round Table Discussions
- Questionsfor Future Consideration -

Who will decide the evaluation of the presented proposals submitted from Aboriginal AIDS
Service Organi zations?

What will bethegrievance processfor thosethat feel they need to request anindependent review
of their rejected proposal ?

How much background information on the submitting organizations will be required?
(Organizational Inventory)

Will a specific community profile be required? (Rural, Urban Centre, Urban Suburb, Remote
Fly-1n, Population Breakdown, or Population Size)

Who will decide*need” if thereisno allocation formuladevel oped?

What will be the “Rules of Termination” for a funded project that is not meeting the basic
guidelines? What are the obligations of each party if termination takes place?

How and who will address boundary/jurisdictional issues?

Aretheir goingto befuture commitmentsby Health Canadato campaign for inter-governmental
partnerships to ease the anticipated burden once the call for proposals have been issued to the
Aborigina HIV/AIDScommunity?

Will rulesof confidentiality be developed for all stakehol dersoncethe administrativeguidelines
have been implemented by Health Canada? And, who will develop and design these governing
rulesof confidentiality?

What kind of partnershipswill fitinto the Prevention and Community Action Programs mandate
when submitting a proposal? And, what is prevention and who will determine what prevention
iswhen proposals are submitted from the Aboriginal HIV/AIDS community?
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National Round Table Discussion

Report of the Edmonton Round Table Discussion
Inn on the 7", February 12 - 13, 1999
Edmonton, Alberta

Discussion on Urban, Rural & Non-reserve Administrative Guidelinesfor Funding
February/March 1999

I ntroduction

TheNational Aboriginal Reference Group on HIV/AIDS (NARGHA) isoverseeing the national round
table discussion process with the express purpose of obtaining feedback on proposed administrative
guidelinesfor funding urban, rural and non-reserve HIV/AIDS initiativesin the Aboriginal population
across Canada. This funding is made available by Health Canada, Health Promotions and Programs
Branch under the Canadian Strategy on HIV/AIDS.

The Edmonton candid review, of six (6) topics (see bel ow) and twenty-four (24) questions, wasthefirst
of five discussionswith the purpose of seeking input on HIV/AIDS issuesin the Aboriginal population
fromthelocal, regional and national levels.

Eighteen (18) Aboriginal participants, five (5) federal health individuals and one (1) provincial health
representativeand three (3) support staff used thisprocessfor two daysto bring their concernsand i ssues
on Aboriginal HIV/AIDSin their region to the table.

Objectives of the National Round Table Discussion

The objectives of the National Round Table Discussion are:

1. To provide an opportunity for round table participants to share their insight regarding HIV/
AIDS and Aboriginal Peoplesin Canada.

2. To provide an opportunity for round table participants to offer input to the design &
development of funding guidelines for $1.2 Million in contribution funding for urban, rural &
non-reserve Aboriginal HIV/AIDS projects across Canada.

Process

It is recognized that each province and geographical region of Canada is very different and that the

approach to round table discussions will be different from one site to another.

Therefore, aflexible agendawas designed by NARGHA in order to respect regional diversity.
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Day 1

Thefirst day of the Edmonton Round Tablewasfacilitated using aTalking Circle under the guidance of
Elder, Christine Daniels, and afacilitator, Mac Saulis, Carleton University, Faculty of Social Work.

TheTalking Circleallowed themultifaceted knowledge, experience, ideasand analysisof thelast decade
of Aboriginal HIV/AIDS work to be expressed in an open and honest manner. It also highlighted the
many different approachesthat have been developed in the Aboriginal HIV/AIDS health field.

By theend of the Day 1, participants had abetter understanding of the complexity and different level sof
work being undertakeninthe Aboriginal HIV/AIDSheathfield and each individual had the opportunity
to expresstheir opinion and provide their perspective to the whole group.

In the evening, a number of individuals gathered for an evening feast and enjoyed the opportunity of
creating new friendships.

Day 2

The second day of the Edmonton Round Tabl e di scussion was centered on small group discussion of the
following six topicswith atotal of twenty-four (24) questions guiding small group discussion.

Defining Need and Assessing Need

Long Term versus Short Term Project Funding
Reviewing Project Proposals

Project Management

Evaluation

Regional/National Allocations

Sk owdE

Some of the results of these topics with 24 questions were:

. the desire for acommunity driven process of determining need;

. aneed to pro actively network across Canada and share successful models;

. pointed discussion as to number of monthsthat define long-term,;

. suggestionsfor determining aproject’ svalue;

. aclear sense of where the evaluation dollars should come from and a suggested process
. for using evaluations effectively in project work; and a

. aproposed mode for alocating the $1.2 million across Canada.

Day 2 became animated and full of ideas and suggestionswhen each small group had the opportunity to
present their responsesto the 24 questionsto the larger group of participants. Many different opinions
were expressed and duly noted for further analysis after data collection isterminated.

Conclusion

The Edmonton Round Table was the first of five round tables and therefore a full report cannot be
prepared for distribution until the candid review process is complete on March 21, 1999.
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The data collection process must remain independent in each region in order to allow a clear sense of
regional diversities, priorities, similarities, and problems.

A full report will be prepared for the National Aboriginal Reference Group on HIV/AIDS (NARGHA)
for their consideration during the process of development and approval of final administrativeguidelines
for accessingthe$1.2 millionfor HIV/AIDShealthwork inurban, rural and non-reserve settingsfor the
Aboriginal populationin Canada.

One Example of input into National Round Table Discussion process

Onegroup presented amodel of eval uation using and devel oping knowledgeand experiencebased onthe
Medicine Wheel and the Four Seasons.

Spring - Where you got involved

Summer - Evaluation

Fdl - Results

Winter - Reap the benefits and continue the growth

Thisimportant input into Aboriginal HIV/AIDShealthwork isfundamental in ensuring that HIV/AIDS
projectsdirect the energiesand resources of community-based groupstowards effective prevention and
education work with the many different Aboriginal target groupsin Canada.

The development of an Aboriginal short/long-term effective HIV/AIDS project management and
eval uation approach to administering public moniescould include someof thefollowing elements. The
following elements are based on the book “ The Sacred Tree” published by Four Worlds International
Institute for Human and Community Development. (Web Ste: http://nucleus.comv/4worlds/) The
comparison is an example only and is intended only to further reflection and thought on planning ,
administering and evaluating the work of Aboriginal HIV/AIDS monies in an efficient and effective
manner across Canada.

SPRING

EAST - A place of beginning

Ability to see through complex situations
Capacity toanalyze

Capacity to believein unseen

Seeing Situationsin perspective

SUMMER

SOUTH - A place of getting ready
Determination to fulfill the purpose and goals
Goal Setting

Compassion

Generosity

NEW PROJECT PLANNING

The Planning Function - Management
Evidence-based project value
Population Health Principles

Project Vision and/or Mission

Project timelimits & boundaries

NEW PROJECT PARTNERS

The Organizing Function - Management

Termsof Referenceoutliningroleandresponsibilities
Working with target groups/populations

Involving target groupsin all project phases
Learning to work with new partners
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AUTUMN

WEST - A place of testing
Capacity to remain faithful to goals
Respect for other’ sbeliefs

Testing of the will

Commitment to struggle to assist
development of the people

WINTER
NORTH - The dawning place of wisdom
A place of remembering, synthesizing
L essons of thingsthat end
Capacity to finish what we begun

original project proposal
Seeing how all thingsfit together
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IMPLEMENTING PROJECT ACTIVITIES

The Implementing Function - Management
Actions consistent with projects’ objectives
Forum/process for project stakeholdersto provide
internal, ongoing evaluation

Provide project team with structure/processfor team
building and conflict resolution

Ensuring team’ spersonal limits/

boundaries are respected, balanced and recogni zed.

EVALUATING PROJECTSACTIVITIES

The Evaluation Function - Management
Reviewing intended/unintended results
Understanding success and identifying weak spots
for the next time.

Full completion of project activitiesas prepared in

Providing wrap-up and closure for all project
partners



National Round Table Discussion

Report of the Quebec Round Table Discussion
Hotel Radisson, February 19 - 20, 1999
Quebec City, Quebec

Discussion on Urban, Rural & Non-reserve Administrative Guidelinesfor Funding
February/March 1999

I ntroduction

TheNational Aboriginal Reference Groupon HIV/AIDS(NARGHA) continued thenational roundtable
discussion processwith theexpresspurpose of obtaining feedback on proposed administrativeguidelines
for funding urban, rural and non-reserve HIV/AIDS initiatives in the Aboriginal population across
Canada.

Thisfunding is made available by Health Canada, Health Promotions and Programs Branch under the
Canadian Strategy on HIV/AIDS.

The Quebec City candid review, of six (6) topicswith twenty-four (24) questions, wasthe second of five
discussionswith the purpose of seekinginput on HIV/AIDSissuesinthe Aboriginal populationfromthe
local, regional and national levels.

The six topics discussed in around table process were:

Defining Need and Assessing Need

Long Term versus Short Term Project Funding
Reviewing Project Proposals

Project Management

Evaluation

Regional/National Allocations

oM wbdpE

Participants

Sixteen (16) Aboriginal participants, two (2) federal health representatives, two (2) support staff, an
Elder and afacilitator used the large group round table process for individualsto highlight and discuss
their concernsand issueson Aboriginal HIV/AIDSintheir respectivefields of healthwork to thetable.

Process

Quebec City employed thelarge group round table approach where each individual had the opportunity
to respond to the six topics and twenty-four questions. There were several individuals whose first
language was French therefore simultaneous transl ation was provided to facilitate discussion and input
on all topics.

The two day meeting was opened and closed by Huron-Wendat Elder, Raymond Gros-Louis. The
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facilitation work was done by Mac Saulis, Carleton University, Faculty of Social Work.
Day 1

During day one, after the opening of the day by Elder, Raymond Gros-L ouis and the general opening
commentsand discussion of the various prevention effortsin HIV/AIDS (First Nation & M SB, process
and recommendations, etc), participants concentrated on thefirst topic - Defining Need and Assessing
Need.

Two important subjects emerged from the general discussion during the afternoon of day one, these
being:

1. Training and Capacity Building; and,
2. A clear need for increased links between community groupsand other Aboriginal health
and HIV/AIDS resources.

Training and capacity-building becameanimmediatefocusasindividual sexpressed theneed and desire
for support and professional development for health workers, front-line community-based HIV/AIDS
workersand train the trainer approachesfor effective HIV/AIDS prevention work with different target
groups in Aboriginal communities. It was clearly underlined that participants felt that these training
dollars should come from Health Canada, but be outside the $1.2M.

Some training areas mentioned during day one were training of community-based HIV/AIDS staff in
sexuality, local health workers on issues of healing, peer youth leadership on HIVV/AIDS, training for
parents on talking to children/youth on sexuality and hel ping front-line staff with health issues.

In addition, individuals highlighted a clear need for increasing vertical and horizontal linkswith other
stakeholdersin HIVV/AIDS, including aboriginal and non-aboriginal, effortsandinitiatives.

Day 2

Day two of the round table discussion process in Quebec City covered the remaining five topics of the
Round Table Discussion process.

Participants offered many important insights into their respective efforts and the difficulties that they
encounter in Aboriginal HIV/AIDSissues and concerns.

Whilemany important critiquesand observationsof work inthe Aboriginal HIV/AIDSfield wereoffered
and general suggestions, asto the administrative and process orientated matters, were brought forward,
two important topics were highlighted during day two by participants.

B. A needfor aholistic community-based approach to addressHIV, possibly through broad
issueslikesexuality.
C. A need for aproject review processthat is equal, representative and inclusive.

Because of the tight time-frame, participants did not have the time to articul ate the basic tenets and
principlesof aholisticcommunity-based approachintheHIV/AIDShealthfield, but several individuals
16



discussed new approaches to discussing HIV prevention under the topic of “healthy sexuality” with
children, youth, incarcerated Aboriginal individualsand parents.

Secondly, therewasgood discussion around the process of new proj ect proposalsfor the upcoming year
- 2000 - and areview processthat respectsthelocal and regional levelsand their important work to date.

It was highlighted in acouple of comments, that Health Canadaisan partner inthe HIV/AID prevention
work to date and this was explicitly acknowledged was Quebec City Round Table Discussion
participants.
Conclusion
The Quebec City round table discussion on urban, rural and non-reserve administrative guidelinesfor
funding ($1.2M) was an informative, enlightening and well-structured process with participants

providing open and honest opinions on administrative guidelinesfor funding.

A couple of important propositions that were brought forward during the two day discussion by
participants were:

. The need for evaluation training for community-based Aboriginal organizations that
may undertake the prevention work when administrative guidelines are in place.

Thisshould be provided by Health Canada and be paid by Health Canada outside of the
$1.2M.

. In addition, all projects should be evaluated from the beginning to the end.
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National Round Table Discussion

Report of the Vancouver Round Table Discussion
Coast Plaza, February 26 - 27, 1999
Vancouver, British Columbia

Discussion on Urban, Rural & Non-reserve Administrative Guidelinesfor Funding
February/March 1999

I ntroduction

The National Aboriginal Reference Group on HIV/AIDS (Representatives. Alex Archie & Duane
Etienne) was in Vancouver on February 26 - 27, 1999 to oversee the national round table discussion
process with the express purpose of obtaining feedback on proposed administrative guidelines for
funding urban, rural and non-reserve HIV/AIDSinitiativesin the Aboriginal population across Canada.

TheVancouver candid review wasthethird of fivediscussionswiththe purpose of seekinginputon HIV/
AlIDSissuesin the Aboriginal population from thelocal, regional and national levels.

Eighteen (18) Aborigina participants, five (5) federal health individuals, one (1) Medical Services
Branch representative and three (3) support staff used the small focus group process for two days to
examine concerns and issues on Aboriginal HIV/AIDS. Each group then reported to the larger group
at the end of the two day review.

Objectives of the National Round Table Discussion
The objectives of the National Round Table Discussion are:

1. To provide an opportunity for round table participants to share their insight regarding
HIV/AIDS and Aboriginal Peoplesin Canada.

2. To provide an opportunity for round table participants to offer input to the design &
development of funding guidelines for $1.2 Million in contribution funding for urban, rural &
non-reserve Aboriginal HIV/AIDS projects across Canada.

General overview of some topics discussed

The Vancouver small groups examined the six topics and twenty four questions and highlighted some
different opinions, as compared to Edmonton and Quebec City round tables.

But in many aspects, the Aboriginal HIV/AIDS health worker feedback resembled that of the Prairies
and Eastern Canada.

In defining and assessing need that addresses local and regional HIV/AIDS issues, British Columbia
participantsclearly outlined at the beginning that it wasimportant to be asinclusive as possible and that
partners/partnerships were acritical successfactor in Aboriginal HIV prevention and education work.
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The Canadian Strategy on HIV/AIDS three main policy objectives of sustainability & integration,
increased focus on those most at risk, and increased public accountability brought forward the real need
for, asB.C. participantsstated, enhanced linkages, increased partnershipsand increased peer review of
work donein the Canadian Aboriginal HIV/AIDS health field.

The Aboriginal Person living with HIV/AIDS (APHA) and his/her important contribution to the HIV/
AIDS health work was discussed and two very important elements were brought forward for the
consideration of other B.C. participants and to the attention of the National Round Table process.

1. A suggestion of linking APHAs and Elderstogether in anational retreat; and,

2. A need to broaden the base of APHA involvement and being careful not to burnout
APHAsinthe Aboriginal HIV/AIDS health work at thelocal, regional and national levels.

In discussing the review of project proposals, a number of Inuit participants at the Vancouver Round
Table highlighted that the Inuit had some very specific concerns regarding Inuit involvement in the
Aboriginal HIV/AIDShealthwork. (Therewill bean Inuit specific consultation on March 19- 21, 1999
in lgaluit).

TheInuit participants clearly stated the need for:

1. Underlining the importance and respecting the Inuktuutit language and dial ects;,

2. Using existing means of effective communication in the North, such asthe radio; and,

3. Building on existing processes already in placein the north when it cameto Aboriginal HIV/
AlDShealthinitiatives.

Thereview process, asoutlined by B.C. participants, should be carefully framed to ensurethat thereview
structureisbalanced, that the “veterans’ of Aboriginal HIV/AIDSwork intheir respectiveregionsare
included, creating a process/structure for outside individuals who can participate and give “expert”
advice on advancing HIV education and prevention work, and most importantly, being suretoinvolve
APHAs.

The size of the review structure(s) needsto be limited in order to be efficient.

It wassuggested that in* demonstrating project need’, perhapsincluding “ evidence of prevalence” would
allow for other health issues such asthe sexually transmitted disease (STD) rates, al cohol and addiction
statistics to be included, in demonstrating a need for the project.

In thetopic of project management, it became clear that thereisaneed for flexibility on the application
forms and the actual process.

The evaluation topic (public accountability CSHA principle) highlighted, once again, the extreme
uneasiness with this issue and highlights an emerging need to begin the development of two or three
model sof eval uation processes/structures, where community-based groups can participateinthedesign
and devel opment of the model (s) that they canimplement and use effectively when and wherenecessary.
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Here, the British Columbia participants clearly outlined some of the reasons for the uneasinessin with
“evaluating” inthefollowing format:

Challenges Strengths

Aboriginal communities feel threatened by evaluation ~ community affected should be involved

“Policing” “trust” by involving evaluation at beginning of project
never been integrated into projects - always external can gain from lessons

what funder wants view results as constructive

The participants brought forward, however, that evaluation should be seen as vehicle for change &
improvement for effective Aboriginal HIV/AIDS prevention and education.

Conclusion

The Vancouver Round Table process was an important third step in obtaining feedback on the
development of administrative guidelines for $1.2M in urban, rural and non-reserve Aboriginal HIV/
AIDSinitiatives.

The round table process allow provided a collegia environment for input by all participants. The
Vancouver participants, aswell asthe Edmonton & Quebec City, expressed their impatienceto seethe
final report once the Round Table process is completed on March 21, 1999 in Iqgaluit, Northwest
Territories.
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National Round Table Discussion

Report of the Winnipeg Round Table Discussion
Crown Plaza, March 12 - 13, 1999
Winnipeg, Manitoba

Discussion on Urban, Rural & Non-reserve Administrative Guidelinesfor Funding
February/March 1999

I ntroduction

The National Round Table Discussions on HIV/AIDS completed the First Nation, Métis, Urban
Aboriginal and Aboriginal datacollection phasein Winnipeg, Manitoba.

Theexpress purpose of thisWinnipeg candid review wasto obtai n feedback on proposed administrative
guidelinesfor funding urban, rural and non-reserve HIV/AIDS initiativesin the Aboriginal population
across Canadafrom thelocal, regional and national levels.

Eighteen (27) Aborigina participants, five (4) federal health individuals, one (1) Medical Services
Branch representative and three (3) support staff used the small focus group process for two days to

examine concerns and issues on Aboriginal HIV/AIDS. Each group, then reported to the larger group
at the end of the Day 2 for general review and additional comments.

During thereporting of small group work (Day 2), it was brought to the attention of the larger group the
importance of education, as early asthe childhood stagein life.

Onegroup presented theimage of amother & child and highlighted thefact that trust/valueswereof vital
importance and that ‘working together’ in HIV/AIDS prevention efforts should be the focus of
community health promotion.

Objectives of the National Round Table Discussion

The objectives of the National Round Table Discussion were:

1. To provide an opportunity for round table participants to share their insight regarding
HIV/AIDS and Aboriginal Peoplesin Canada.

2. To provide an opportunity for round table participants to offer input to the design &
development of funding guidelines for $1.2 Million in contribution funding for urban,
rural & non-reserve Aboriginal HIV/AIDS projects across Canada.

Defining Need and Assessing Need
TheWinnipeg feedback on defining and assessing need outlined general educationand prevention efforts

that need to be undertaken at an individual, family, community or nation level.
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Asoutlined in the graph at the end of this report entitled ‘ Targeting HIV Education’, HIV and AIDS
educationin Aboriginal communitiesisamulti-layered and amulti-faceted effort that requiresdifferent
approachesfor different age groups, different roles/responsibilitiesof thegendersand themany different
environmentsthat touch the daily lives of community members.

Here, the HIV/AIDS front line work needs to adapt the message ‘content’ but also the message
‘container’ in order that the message be understood and |ead toward behavior change in condom use,
harm reduction techniques, parent & child openness and willingness to discuss issues of sexuality and
health promotion/protection work.

An important suggestion by the Winnipeg Round Table participants (echoing a suggestion brought
forward in Edmonton) was creating aforum for Canadian APHASs to get together at a National Retreat
with Eldersfor aretreat on healing and sharing.

Long-term versus Short Term Project Funding

The proposed period of long-term funding of 18 - 36 months and the short-term period of 3 - 18 months
were generally accepted as reasonabl e definitions by the Winnipeg participants.

Reviewing Project Proposals

TheWinnipeg candid review participantshighlighted someimportant concerns(not al listed here) inthe
process of project/proposal review. They underscored the:

. need for an appeal process,

. recommendation of aregional reviews,

. need for aclear terms of reference for review process, ensuring a proper representation
of First Nation, Métis, Urban Aboriginal and Aboriginal; and

. the need for the review process to be 1 to 2 month maximum.

Project Management

The project management aspect of the CSHA proposal/project dollars brought forward someimportant
stepsto ensure the sustainability and integration of local, regional and national projects.

Here, participants underlined the importance of funded projectsto:

- link and network in a pro-active manner with existing HIV/AIDS services;

- include acommunity profilein application to demonstrate where project will link;

- provide to community sound financial management and reporting practices; and,

- to acknowledge in funding amount the costs associated with project evaluation and
accountants.

Candid Review participantsagreed that community devel opment iskey and that project proposalsshould
underlinehow health promotion and community devel opment will beapart of aproject’ simplementation
process. In addition, it was mentioned, education efforts in non- HIV specific initiatives should be
supported that can help prevent HIV, for example, ayouth sexuality project.
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Evaluation

Presented in the table below are some of the verbatim comments of the group that concentrated on the
need for devel oping effective project evaluation models, with the design and devel opment stage being
assisted and/or driven by community groups.

- evaluation is essential to measurable outcomes of project/program.

- Aboriginal peopleand organizations need to consider cultural aspectsand perspectivesof evaluation.

- opportunity for it to be Aboriginal driven - accountability included.

- evaluation on projects, community should be key on deciding success and not the government.

- accountability to the people the project services and the community (groups need to remain
accountable to the community).

- something standardized could help evaluate something at anational level.

- there needsto be capacity building processincluded for Aboriginal communities, in order to own the
process of national evaluation.

- evaluation must work to improvethe delivery of benefit to the community, by improving thework of
those involved in the project- continuously - during the life of the project aswell as reporting at the
end.

Regional/National Allocation

The Winnipeg participants indicated the allocation of funds to existing Health Canada six regionsis
problematic asthe HIV/AIDS problem is big and the amount of money ($1.2M) istoo small.

They felt that there needed to be apriority setting exercise on how the money should be spent/allocated
inorder to enhanceand createtheleveragefor Aboriginal groupsto effectively target HIV/AIDS proj ect
work across Canada.

In addition, Aboriginal groupsneed to access other areas of program funding (ACAP, PCAP, CTSP) in
order to maximize opportunity and the results of their HIV education and prevention work.

In short, participantsindicated aneed for incremental stepsto effectively decide upon allocation of the
$1.2M.

Conclusion

TheWinnipeg Round Tablecompl eted the datacoll ection among First Nations, M étis, Urban Aboriginal
and Aboriginal insouthern Canada. Thefeed back and candid review of thework book material, thedraft
guidelines and the Round Table process was successful in an independent data collection round table
process.

Thelgaluit site, thelast of the Round Tables, will specifically listentofeed back from Inuit participants,
most coming from the new Territory of Nunavuit.
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National Round Table Discussion

Report of the Igaluit Round Table Discussion
Frobisher Inn, March 21 - 22, 1999
Igaluit, Northwest Territories (Nunavut)

Discussion on Urban, Rural & Non-reserve Administrative Guidelinesfor Funding
February/March 1999

I ntroduction

The National Round Table Discussions on urban, rural & non-reserve administrative guidelines for
funding was completed on March 21 - 22, 1999 in Igaluit, Northwest Territories (As of April 1, the
Territory of Nunavut).

Seventeen (17) Aboriginal participants, two (2) support staff, two (2) community people, four (4) Health
Canada representatives and one (1) Government of Northwest Territories representative attended the
candid review. Participants discussed the HIV/AIDS health prevention work in the north, with the
majority population being Inuit.

Thenorthern HIV/AIDShealth prevention and education work distinguishesitself from southern health
work, duetothemgjority culture, thedistancefactor, themeansof effective communication and different
dialects, andthelevel of community development.

Additional local community work needs to be accomplished in developing new tools applicableto the
Inuit reality - building on other HIV/AIDS prevention work. Links need to be devel oped to other HIV/
AIDSresources and health resourcesin order to effectively undertake Inuit HIV/AIDS prevention and
education efforts.

The participants of the candid review examined, as all other round tables, the following six categories,
and some of the results are summarized as follows.

A. Defining and Assessing Need

The Iqualuit participants felt that ‘everyoneisat risk’ and therefore there was some basic work to be
undertaken inidentifying acommunicationsstrategy for HIV/AIDS prevention/education. Inaddition,
thisrequired support with an expansion on ‘virtual communications and education’.

Participantshighlighted areal need for I nternet accesstoinformation, , local workshops& consultations,
regional symposiums with skills-building components and the need to link ‘messages with existing
programs.

Actual sites designated as important for taking the prevention * message’ to, were school campaigns,

public transportation, and the public service announcement on radio stations. Condom distribution was
felt to be effective and important.
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In addition, it was felt that there was a need for training and development for front-line workers to
support and devel op their capacities for effective community health work.

B. Long term versus Short Term Project Funding

Participants expressed that organizations whose primary mandate is HIV/AIDS (or whose mandate
includesHIV/AIDS) should beédligiblefor thenon-reservefunding. It wasexpressed that these projects/
proposals could be integrated into other community services presently operating in Nunavut
communities.

It was highlighted that event funding (special occasions) should be added as eligible projects/proposals
and that it was important to add ‘ substance use’ to health prevention & education work.

It was clearly stated that Nunavut was to be recognized as a region, thus working from a national
perspective of seven regions (the six other being the Health Canadaregions).

C. Reviewing Project Proposals

The suggestion wasto |ocalize decision-making for project funding i.e. Inuit review committee. 1t was
felt the processisabout respect - respectsfor communitiesand populations. Hereit appearsthat the lnuit
prefer to prioritize local/regional projects before sending to a national Inuit review committee. The
deadlinefor National review committee would be 4 weeks and then the deadlines for funding approval
would be 2 weeks for government.

Dueto the number of dialects of Inuktuutit that creates extratime/work in the communicationsfield, it
was suggested that:

. there is a need more lead time to submit a proposal and go through acommunity process;,
. there isaneed to provide for alternative forms of proposals, ie., video proposals; and
. funding sources have to take responsibility for communications, i.e. trandlation $, time.

D. Project Management

Project proposals, inlgaluit participants’ views, weretoincludeeverything (all plans) inthe proposal and
that these were to be community-driven.

Those requesting funding should have demonstrated proof that the community isinvolved at all levels,
including proposal development & proposal submission, by way of letters of approval and support.

Proposals could be referenced checked from the community in order to ensure that “ community driven
be at the “root” of al proposals’ (community driven, determined and owned).

Funding reviewersmust recognizethewillingnessto do thework by communitiesand that mentoring by
other community groups could be an important aspect in successful project completion.
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E. Evaluation

Evaluation of projects wasfelt to be an important management tool that proposals should include as a
part of the project plan. Thereis aneed to share information, justifying the project needs asit helpsto
organize the project better. Also, it isan information tool for the funder on the project progress.

There was some discussion around the guidelines/national standard. Should funding come with
guidelines and atemplate or should there be a national standard (participants questioned both terms -
guidelinesor standards)?

It was expressed by participants that guidelines are dangerous and that, in their view, standards are
flexible.

F. National Allocations

Candid review participants from Igaluit felt that a national allocation formula that is fair would be
acceptable. However, it wasimportant for the national committee to:

. understand issuesin the north, ‘it iscostly’ was an example;

. maintained as one national allocation that al regions can apply [to];

. understand concernsthat local peoplemay not haveavoiceregarding the decisionsmadeonthis
matter; and

. define regional boundaries (Nunavut + 6 Health Canadaregions).

Participantsal so brought forward theideaof having a1-800#to beinformed about the non-reserve HIV/
AIDSfunds available, the processes of follow-up & distribution of the funding.

Conclusion

The Igaluit Round Table completed the national series of round tables on urban, rural and non-reserve
administrative guidelinesfor funding, February/March 1999.

The Canadian Aboriginal AIDS Network has proposed to follow-up this series of round tableswith two
additional elementsbeforereturning the completed work to the National Aboriginal Reference Groupon
HIV/AIDS (NARGHA) on April 23, 1999.

Duringtheweek of April 12, aroundtablewill occur withagroup of Aborigina personslivingwithHIV/
AIDS (APHAS) in order to have their important input and their national perspectives.

During the week of April 19, 1999, a smaller group of the National Round Table participants will be
attend a two-day focus group to collectively analyze the results, the recommendations and have the
opportunity for final recommendations before the final results are analyzed by the National Reference
Group on HIV/AIDS on April 23, 1999.

For further information, please e-mail or contact the Canadian Aboriginal AIDS Network, Ms. Sandra
Green, Executive Director @ (613) 567 - 1817.
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1.0 Introduction

On October 4, 1998, the Canadian Aboriginal AIDS Network (CAAN) entered into a contribution
agreement with the Prevention and Community Action Programs, HIV/AIDS Policy, Coordination and
Programs Division of Health Canada. The purpose of the funding was “to provide input to the
devel opment of administrative guidelinesfor the management of specific HIV/AIDSfunding for urban,
rural and non-reserve Aboriginal HIV/AIDS initiatives’ (CAAN Proposal September 10, 1998).

2.0Pur pose of thisEvaluation

Thepurposeof theeval uationisto determinethe eff ectivenesswith which the program hasmet its stated
goal. Theevaluationwill determinetheefficiency withwhichthe program hasbeen administered and will
explore other evaluation issuesidentified by the Evaluation Working Group.

3.0Evaluation I ssues

The evaluation of this project will focus on how effective the Round Table process has been in the
devel opment of administrativeguidelinesfor themanagement of specificHIV/AIDSinitiativesfor urban,
rural and non-reserve Aboriginal people living with or affected by HIV/AIDS.

Thefour (4) key componentsidentified as relevant to the evaluation goalsinclude the following:

*The Program Rationale;

*The Impacts and Effects of the Program;

*The Achievement of Stated Objectives; and

*Possible Alternatives.

3.1 Program Rationae

Program Rational eissuesfocus on the continued relevance of the programin light of the present reality
of HIV/AIDSfor theurban, off-reserve Aboriginal population of Canada. Thefollowing questionswill
beaddressed: Istheprogram still needed regardless of whether the program goals have been attained or
not?, Arethe mandate and objectives of the program adequately stated?

A good understanding of the program rationale will be developed by comparing the current program
activities with the mandated objectives. By thoroughly examining the links between the program’s
results, objectives and intended impacts, a clear picture will emerge regarding the program’'s
effectivenessand continued rel evance.

3.2 |Impactsand Effects

An examination of the program’s Impacts and Effects implies an attempt to determine what has taken
place as aresult of the program. Of specific concern will be both the intended and unintended results
attributed to the program. Specific attention will be concentrated on issues pertaining to the partnership
aspect of the program.
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3.3 ObjectiveAchievement

Objective Achievement issues will determine the manner and the extent to which the program has
achieved it's stated objectives. In determining whether the program has attained its objectives, the
impactsand effectswill beinvestigated.

3.4 Alternatives

Thefinal portion of theevaluation will involvetheidentification of Alter natives. Theobjectivesmay have
been met with no negativeimpactsor effects, however, there may be moreeffective methods of achieving
the program’ sstated goal sand objectives. Theidentification of alternativeswill serveto provideoptions
available to stakeholdersin regards to enhancing the delivery of the program.

4.0The Program Objectives

In the implementation of the project specific objectives were changed by the Aboriginal stakeholders
invited to participate and oversee the implementation of the project. Although specific activitieswere
changed, the spirt and intent of the project is consistent with the overall objectivesoriginally described

intheoriginal agreement.

4.1Contributi on Agreement/Funding Proposal

The stated objectives for the program identified within the contribution agreement between Health
Canadaand CAAN includethoseidentified within CAAN’ soriginal funding proposal.

The documents state the objectives of the program was;

«to provide aforum for Aboriginal people across Canadato expresstheir needs and concernsregarding
Aborigina HIV/AIDS funding within the Canadian Strategy on HIV/AIDS (Health Canada);

«to gather information towardsthe design and devel opment of administrative guidelinesfor urban, rural
and non-reserve Aboriginal HIV/AIDS project funding.

to work with Health Canada to develop a National Reference Group to act as areview board for al
processes associ ated with the devel opment of administrative guidelines,

«to provide administrative support to the National Reference Group and Cook Consulting;
«to coordinate the distribution and collection of the survey developed by Cook Consulting; and
«to coordinate five Council Circles across Canada.

5.2Health Canada and Clarence Cook Consulting & Associates

The stated goals that guided the work between Health Canada and Clarence Cook Consulting &
Associateswere:
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*to create the framework for a national Aboriginal public consultation regarding urban and other off-
reservefunding for Aboriginal HIV/AIDSinitiatives;

toimplement thenational Aboriginal public consultation regarding urban and other off-reservefunding
for Aboriginal HIV/AIDSinitiativesincluding asurvey and five council circles;

*to present the options generated by the public consultation, obtain focussed feedback and identify three
national and fivelocal and regional priorities; and

*to review the national consultation process and ensure that the issuesidentified by urban and other off-
reserve Aboriginal stakeholders have provided direct input to the administrative guidelines that this
processisintended to inform.

On November 16, 1998 the then National Aboriginal Reference Working Group on HIV/AIDS
(NARGHA) rejected the national survey and the council circle processes devel oped by Health Canada
and Cook Consulting. The council circle process was eventually replaced by the five National Round
Tablesthat wereintended to capture theinformation required for the development of the administrative
guidelines.

Althoughtheoriginal processesdesigned to meet the project objectiveswererejected by NARGHA and
subsequently changed, the objective outlined will be used in measuring the success of the project.

5.0The Evaluation Process

5.1 Document Review

A comprehensive review of documentation relevant to the program has been conducted to become
familiar with every aspect of the processthusfar. The following documents were reviewed:

*The Contribution Agreement;

*The Funding Proposal;

*The Nationa Round Table Discussion Kit;

*The National Round Table Reports,

*Round Table Guiding Questions Response Matrix;

*The CAAN Policies and Procedures Manual and Constitution;

*National Aboriginal Reference Group on HIV/AIDS (NARGHA) Record of Decisions,
*NARGHA Termsof Reference;

*CAAN Board Minutes (where appropriate);

*Financia Reportsand Records; and

*A Chronology of Events - Prepared by Daniel Paul Bork (Cook Consulting).

5.2 Review of Internal Mechanisms

Anoverview of thetoolsavailableto the CAAN staff and their usein the administration of the program.
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5.3 Survey Questionnaires

An examination of the perceptions and feedback from stakeholdersinvolved in the program activities.
Thefeedback examined will includethose questionnairescompl eted at each Round Table and participant
questionnaires and interviews conducted by Hunter-Courchene.

5.4 DataConsolidation, Analysisand Findings

A comprehensive examination and analysis of the information gathered with conclusions and
recommendations.

6.0 Document Review Findings

6.1 TheContribution Agreement

The Contribution Agreement setsout the goal sand objectives of the program, the Termsand Conditions
for the administration of the program and identifies the budget allocated to the program.

6.2 TheNational Round Table Discussion Kit

Each Round Table participant received a copy of The National Round Table Discussion Kit. The Kit
included;

. an acknowledgement and welcome;

. an introduction to the NARGHA members and to NARGHA' srolein the process;
. the Terms of Reference for the Round Tables;

. the Agenda;

. the Guiding Questions,

. Health Canada’ s Population Health explanation and terms;

. adraft outlinefor the funding guidelines;

. two presentation decks on the Canadian Strategy on HIV/AIDS,

. the Prevention and Community Action Programs (PCAP) Organizationa Chart;
. aRound Table evaluation form; and

. Participant expense claim formwith guidelines.

The Kit presented to the Round Table participants provides more than enough information to make
informed decisions on administrative guidelines. The questions provided are designed to inform the
participant by providing and brief background on theissue and asking discussion questionsfocussed on
the development of administrative guidelines. The questions allowed for participants to share their
knowledge on HIV/AIDS and Aboriginal people while gathering information relevant to guideline
development.

6.3 National Roundtable Reports

TheRound Table Reportswere prepared by Clarence Cook Consulting & Associatesfor each of thefive
National Round Table Discussions.
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The Reports were posted on the National Round Table Discussion web-site hosted by CAAN. The
Reportssummarizethe Round Tabl e discussion processand provided an overview of thediscussionsthat
took place on each of the subject areas. The Reports, do not includethe specific responsesto theguiding
guestions posed to the Round Table participants. The exclusion of the responses was deliberate to
prevent participants prej udicing subsequent Round Tables.

The Reportsarevery informative and effectively describe the discussionsthat took place at each Round
Table. At thetime of conducting this evaluation the Reports were not available in French. Resources
remain available to the project team to have the reports trandlated, distributed to the workshop
participants and be posted on the CAAN web-site.

Guiding Questions Response M atrix

The responses to the workshop questions for Edmonton, Quebec and Vancouver were provided to
Hunter-Courchene. The type of information gathered should be sufficient in the development
administrative guidelines rel evant to the target population.

National Aboriginal Reference Group on HIV/AIDS (NARGHA) Record of Decisions

A clear record of the decisions of the NARGHA was maintained throughout the project. The report
provides the agenda item, the discussion, issues: action taken, follow-up, deadline and responsibility.
The most important decision made by the NARGHA was the creation of the NARGHA Open
Nomination Selection Committee, and the Round Table Discussion process. The NARGHA played a
key role in overseeing the administration of the project. Although the record of decisions may be
sufficient for the NARGHA participants, outside observers would have difficulty understanding the
progress of work undertaken by the group.

The NARGHA may consider the development of a system to track specific tasks and attaching any
relevant documentationtothelr reports. Toavoid creating cumbersomereportswewould suggest abrief
background or chronology of the subject being discussed be included in the reports from NARGHA.

6.5 NARGHA Terms of Reference

The NARGHA Terms of Reference sets out the mandate, a description of the initial tasks and how
decisionswill bemadeby thegroup. TheMandateistofocusthe Aboriginal component of the Canadian
Strategy on HIV/AIDS within Health Canada.

Theinitial tasks set out by the group include the devel opment of funding guidelinesfor urban and other
non-reserve based projects and to further devel op and define the tasks of the NARGHA.

The mandate and tasks set out by the group are consistent with the mandate of the project. Thecreation
of the NARGHA itself isalso consistent with the goal s and objectives of the funding. Of concern with
the development of NARGHA istherole of the CAAN in controlling the administration of the project
resources.
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6.6 CAAN Board Minutes

Upon review of the CAAN Board Minutes, it is undetermined if decision through motion was made
specifictothe® Going Forward Together”. The CAAN Board was provided with project updateson the
activities taking place in the project and from time to time asked to ratify or approve the decisions
regarding the project. Updatesregarding the funding and the administration of the project were either
done by CAAN’s NARGHA representative or by program administratorsfrom CAAN.

It should be noted that the responsibility, and therefore any liability, for the funding resides with the
CAAN Board of Directors. The funding agreement was signed between the Minister’ s representative
and the CAAN Board' srepresentative. Theindividualsonthe Board must establish amechanismto be
informed of the decisionsbeing maderegardingany CAAN activities. The Board must beableto assure
that the resources are being spent appropriately and are consistent with the organizations goals.

The CAAN Board should consider the adoption of a strategy to stay informed of all issues relevant to
projects being administered through CAAN. We would suggest that a three part strategy be adopted.
CAAN staff must:

. identify the decisionsrequired by the Board,;
. identify theissues surrounding the decision required; and
. present decision options to be considered by the CAAN Board.

Included within the options should be the status quo. The possible outcomes should the status-quo be
chosen or if no decision can be made should beidentified. The adoption of thispolicy would allow for
the Board to remain informed of their responsibilities and allow for better decision making.

6.7 Financia Reports and Records

The financial reports and records provided to Hunter-Courchene provides unaudited costing of the
project to date. According to the records provided, of the $350, 000 dollars allocated for the project for
fiscal year 1998/99, $322,583.35 have been expended. Thisrepresents92% of thetotal alocationfor the
project andiswithin respectablelimits. According to theinformation maintained by the project officer,
expenditure were consistent with the project goals and objectives.

CAAN Policy and Procedures Manual and Constitution

The Policy and Procedures manual of CAAN is comprehensive in that it covers amost every
circumstance that could occur in a national organization. It is our opinion, however, that some
clarification isrequired with regardsto project staff who are hired for afixed term. The CAAN Board
might consider the adoption of a policy that would clarify when and how project staff are considered
within the policy and procedures manual.

7.0 Internal MechanismsReview

7.1 CommunicationsCapacity

Thefollowing communication mediumsare presently being utilized by CAAN to administer the project:
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Telephone;

Fax Machine;

Mail;

ElectronicE-Mail;
CAAN Newsdletter; and,
CAAN Web-Site.

In examining the communications records maintained by the Project Coordinator, all methods of
communication have been utilized. The most common methods employed are the telephone, the fax
machine and electronic e-mail. The CAAN Newsdletter has also been used to inform readers about the
community consultations aswell asthe activities of NARGHA.

Feedback received from stakehol dersinvol ved in the consultation processwere mostly pleased with the
communications strategy employed by the CAAN office. The negative feedback received was with
regardsto thedistribution of the Round Tablekitsinamanner that would have given the participant more
timeto review the materials.

Of concern to the evaluation team was the communications between the NARGHA and the CAAN
Board of Directors. Although the NARGHA was set up to advise on the consultation process the
responsibility and theliability for thedelivery of theproject remainswiththe CAAN Board. Itisvital that
should funding continueto flow through CAAN that acommunicationsstrategy or agreement bereached
between the NARGHA and CAAN Board.

All the communications activities undertaken by CAAN are directly linked to the mandate and the
objectives of the project.

8.0 The Survey Questionnaires

Overall, participantswere satisfied with the Round Tabl e processand felt that the project hasmet itsover
all goa of sharing and networking and getting information that will aid in the development of
administrativeguidelines.

One issue raised by participants was regarding the timely-ness of the information provided. Most
participants received the information upon registering for the Round Table discussions. Those
identifying theissue stated that they did not havetimeto review the material s before the discussion took
place. Methods of assuring the timely receipt of information should be explored. The quality of the
information providediscompromisedif individual sdo not havethe opportunity to discusstheissueswith
co-workers and friends.

Another concern expressed by the Round Table participants was with regards to the time frames
associated with the Round Table. Many participantsfelt that two days was too short to discuss al the
issuesthat were presented within the Round Table Kit. Many participantsfelt that should another such
process take place, that the agenda be paired down to alow for athorough discussion.

Participants opinions varied with regards to the talking circle. While many felt that it was a great
opportunity to share issues and concerns. Others, however found that the circle was too long and
sometimes got off the subject of HIV/AIDS.
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Overall the participants were very pleased with the facilitators and the small group process. Many
expressed how effective the small group process was as opposed to the plenary sessions.

Attached as Appendix A and B of this report are the response matrix and questionnaires for both the
participant questionnaire provided within the Round Table Kit and the questionnaire developed by
Hunter-Courchene. Theresponsesto the questionnaireswasnot intended asascientific processbut was
to get an overall sense of the participants towards the Round Table process.

Wewould recommend that the responses of the participant be reviewed asthey provide some excellent
feedback on the consultative process and how it could be utilized for possible future improvements.

9.0 TheProgram Rationale

In examining the program, certain componentsremainrelevant. The department has been successful in
establishing the NARGHA to help guide them in future decisions regarding Aboriginal HIV/AIDS
funding. Should the program continue the mandate and the objectives of the program will have to be
changed to reflect the continued existence of the NARGHA, and how it would be administered and
funded. The question to be addressed, iswhether CAAN should continue to administer the program or
should the NARGHA be incorporated as a separate entity. It isour opinion that the NARGHA should
remain an advisory body with the administrative functionsdelivered through CAAN. Thisopinionwas
shared by many of the participantsof the Round Table process. It should be noted, however, that should
CAAN remain the administrative body, the CAAN Board will have to negociate some kind of protocol
with the NARGHA and Health Canada on their respective roles and responsibilities.

10.0 Thelmpactsand Effects of the Program
Asaresult of the program the following intended and unintended outcomes have taken place:

. an increased awareness of the Canadian HIVV/AIDS Strategy within the Aboriginal community;

. an increased understanding of theimpacts of HIV/AIDS within the Aboriginal community;

. an increased awareness of the needs of Aboriginal people specificto HIV/AIDS;

. feedback from Aboriginal people on administrative guidelines for HIV/AIDS funding for
Aboriginal people;

. increased networking between individual s working with people affected by HIV/AIDS,

. the establishment of the NARGHA;

. the organization of five National Round Tables;

. increased expectationswithin CAAN on their rolein the area of Aboriginal HIV/AIDS;

. increase the capacity within CAAN to administer projects;

. expectationsfor guidelinesthat reflect an Aboriginal perspective;

. has established a working relationship between the Aboriginal organizations involved in HIV/
AIDS; and

. has established aworking relationship between CAAN and Health Canada.

Theimpactsand effectsof the programwhether intended or unintended are consistent withtheprovision
of relevant HIV/AIDS programs and servicesto the Aboriginal population.

40



11.0 Objective Achievement

Thetwo main objectivesof the program in the opinion of the evaluator have been met. The program has
received feedback from Aboriginal people on the administrative guidelines, and has established an
Aboriginal advisory body to assist Health Canadain the areaof Aboriginal HIV/AIDS.

12.0 Alternatives

The process undertaken to achieve the program goals was not the one originally envisioned by Health
Canadaand CAAN. Although there might be aternatives to the delivery of the program, the project
followed the advice and direction provided to them from Aboriginal people through the national
Aboriginal organizations. Inorder to continueto providerel evant servicesto the Aboriginal population,
federal departmentsmust continuetoinvolveandinvestinthe Aboriginal infrastructure. A commitment
to continueto involve Aboriginal peoplewill only increasetheir capacity to provide effective feedback
and deliver servicesthat meet the needs of Aboriginal people.

13.0 Conclusion

The evaluation team has concluded that the activities of the project are consistent with the stated goals
and objectivesoriginally intended by Health Canadaand CAAN. Weare, however, unableto makeany
conclusions with regards to the final administrative guidelines. At the time of writing this report, the
administrativeguidelineswerein development. Weare confident that the National Round Tableprocess
has provided the necessary information to develop administrative guidelines for the management of
specific HIV/AIDS funding for urban, rural and non-reserve Aboriginal HIV/AIDSinitiatives. Weare
confident that the working relationship developed between Health Canada, CAAN and NARGHA
through thisproject will continue and that future activitieswill meet the requirementsand aspirations of
Aboriginal peopleat thecommunity level.
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Introduction

TheCanadian Strategy onHIV/AIDS(CSHA) released on June 1998 identifies Aboriginal peopleasone
of itsprioritiesbecausethe number of AIDS casesamong Aboriginal Canadianshasrisen steadily since
1984, particularly among women and those under 30. There has been no decreasein the number of HIV
infectionsin Canadaand Aboriginal peopleare disproportionately over-represented among those being
newly diagnosed. Inaddition, Aboriginal people continueto be over-represented in groupsat high risk
such asinjection drug users, gay youth, and socially and economically vulnerable women.

Two decades into the epidemic, Aboriginal leaders, community AIDS activists, and the federal and
provincial governments are just beginning to address the threat that urban HIV epidemics pose to
Aboriginal people. Epidemiologists are concerned that the high degree of movement of Aboriginal
peoplebetweeninner citiesandrural areasmay bring therisk of HIV to eventhemost remote Aboriginal
community. Weare beginning to understand theimportant rolethat marginalization and poverty play in
increasing the spread of HIV among vulnerable populations. For Aboriginal people apartheid, racism,
cultural genocide and attempted assimilation areissuesfactorsthat continue to hamper haveto. These
issueshavecreated cultural, social and economicinequality and poverty for Aboriginal peoplein Canada.
While Aboriginal people are aware of this, many non-Aboriginal peopleinthe AIDS work movement
have no understanding about it at all.

The strategy document states that, for Aboriginal people the key to prevention and treatment is
knowledge. Many vulnerable Aboriginal people have the knowledge but because of feelings of
hopel essness they may not be able to prevent themselves from becoming infected or be able to seek
proper treatment when they areHIV positive. Thereisnow agrowing forcewithinthe Aboriginal AIDS
movement that says, in order to assist in empowering those most vulnerable, we need to create safe,
stable, and culturally appropriate environmentsin which to deliver our services. The objectivesof this
paper are to:

. to provide an overview of how HIV/AIDS has affected Aboriginal people
. to explore the capacity of Aboriginal people and communitiesto respond
. to make recommendations to CAAN and Health Canada for future action

The sourcesfor this paper includes government data, community-based research documents, anecdotal
information and the lived experience of front-line Aboriginal workersinthe HIV/AIDSfield.
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SECTION ONE
A History of Epidemic Vira Migrations

Aboriginal people in Canada have a unique history with non-indigenous diseases that began after
European contact in 1492. First introduced in South America, they were spread broadly along trade
routes by European and Aboriginal traders. Largeand small popul ationsexperienced high fatality rates
because they had no natural immunity to the bacteria and viruses that caused these diseases. Today
academicsand scientistsunderstand agreat deal about these organisms, and how the diseasesthey cause
can be prevented and treated. Through the work of researchers and universitieswho study this period,
we are a so beginning to understand more about the impacts they have had on indigenous popul ations.
Thisknowledgeisimportant, not only to academics, but al soto Aboriginal peoplewho areintheprocess
of responding to new infectious diseaseslike HIV.

Itisonly recently that some A boriginal researchersand communitieshave had the opportunity to explore
this era for themselves. The Sto’:lo Nation of British Columbia recently published, First Contact:
Smallpox, Sto’:1o Curriculum Consortium, 1996, an essay that documentstheway inwhich“smallpox”
affected their people. It wasn't until 1782, almost three hundred years after Columbus reached South
America, that thisnation wasfirst exposed to the smallpox virus. Theessay reportstheviruswas spread
to thisregion through Aboriginal trade networks that had been in existence for thousands of years. In
thisinstance, smallpox wasfirst introduced by Europeansin Mexico, and then passed on by Aboriginal
tradersfrom community to community until it arrivedintheFraser Valley. Theresulting epidemicamong
the Sto’:1o happened despite the fact that Euroamericans were never closer than 3,600 kilometersfrom
the Fraser Valley. Thisexample of early “epidemic viral migrations’ givesusaunique perspective. It
shows that diseases were not only spread by “face-to-face” or “active” contact with Europeans, they
were also spread through passive contact. 1

Smallpox iscaused by aparasitic virusthat isspread by “droplet infection”. A minimum of onethird, or
33% of all people exposed to smallpox, die from the disease. It isaso considered a“crowd disease”
becauseit only spreads between humans, and requiresalarge densely popul ated community in order for
ittosurvive. Likeother crowd diseases, smallpox spreadsfrom urban centresoutwardsinto non-immune
populationsuntil it eventually reachesareaswherethe populationistoothinto allow it to spread further.
Most of the lethal crowd diseases originated from domestic animals. Because large scale animal
domestication never occurred in North and South America, thisregion escaped such viruses until they
were introduced by Europeans. 2

Once introduced smallpox spread quickly among the Sto’ ;1o people and scholars estimate that 62% of
the population died. The surviving population wasin mourning, depressed and fearful about what had
occurred. Euroamericans were unaware of the epidemic until a decade later and the Sto’:lo did not
immediately associate the diseasewith its Euroamerican source. Thelossof so many people devastated
the popul ation and brought starvation. Because many of theelderswerekilled by thevirusitisbelieved
thenext greatest |osswasthe community’ scultural knowledge. Despitethesel osses, the essay concludes
that Sto’:lo society has survived with an amazing degree of cultural continuity that isatestimony to the
strength and endurance to their cultural traditions. 3

The essay also provides a perspective on “Aborigina medicine” used to treat diseases that were
indigenous and non-indigenous to North America. Sto’:lo traditional healing practices involved
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community membersgathering around thesick person’ sbed to provide spiritual support. Other medical
practicesincluded cleansing“ sweats’ and cold morning bathsinriversor lakes. Thesemedical practices
may have al so compounded the smallpox death rate. While appropriate for many pre-contact illnesses,
such techniques did not work against smallpox, simply because they were not designed to deal with a
non-indigenous, introduced, parasitic crowd disease. Oral traditionsalso speak of traditional medicine
being used to cure smallpox during later epidemics. The stories describe someone acquiring “ spirit
power”, which makes them strong enough to withstand the disease. 4

Indigenous North/South American Diseases

Non-Ventral Syphilis+ Pina Samonella
American Leishmaniasis (Forest Y aws) Tuberculosis
American Trypanosomiasis (Chagas) Dysentry
Localized Rickettsial Diseases (Rocky Mountain Spotted Fever) Viral Pneumonia

Streptococcus + Staphylococcus (Strep Throat, Rheumatic Fever, etc.) Trachoma(chlamydial) ?

Diseases | ntroduced to North/South America

Smallpox Typhus Bubonic Plague Malaria

Vira Influenza Y ellow Fever Meades Typhoid Fever
Cholera Whooping Cough Polio Diptheria
Scarlet Fever Cold? Venerea Syphilis? Herpes Zoster ?

Source: Sto’:lo Curriculum Consortium, 1996

Smallpox wasonly thefirst in aseriesof devastating European diseasesthat impacted Aboriginal people.
Diseases like measles, tuberculosis, mumps, influenza, and gonorrhea and syphilis came in waves,
eventually depopulating many communities. Theselossesweakened the ability of Aborigina peopleto
resist the colonization process that began shortly after.
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SECTION TWO
I mpacts of Colonization

In colonizing North and South America, the goal of competing European countries was to take control
of as much land and natural resources as possible. Powerful European “corporations’ required their
business ventures in North America to return an enormous amount of wealth. Aristocratic families,
immigrants, convicts, trading companies, military men, institutionsof learningand religiousorderswere
enlisted to bethefront edge of the colonization process. Inorder for thethemto gain“unlimited” access
to the wealth, they attempted to erase or alter the identities of Aboriginal people so they no longer had
any historical connectionsor inherent rightsto theland. In some cases, theentire Aboriginal population
of aregion was erased through genocide.

The Euroamericansfought warswith Aboriginal nationsto forcethemto surrender their ancestral lands.
They aso began a process of “cultural genocide” which involved the devaluing and outlawing of
Aboriginal traditional belief systems, hereditary and spiritual |eaders, healing knowledge, ceremonies,
andlanguages. Many of these actionswerefirst accomplished through the use of intimidation, violence,
fraud, displacement, imprisonment, terror, murder, slavery, abduction, rape, starvation, the breaking of
treaties, and the destruction of sacred items, sites and traditional food sources.

L ater on, these corporati ons devel oped more sophi sticated approachesto col onization and continued its
implementation through democratically sanctioned processes which included legislating new lawsand
policies designed specifically to achieve this purpose. Governments controlled by white Anglo Saxon
males were thenin aposition to assimilate Aboriginal children into Euroamerican society by “legally”
removing them from their parents and culture to be indoctrinated into Eurochristian beliefs. Thiswas
attempted by forcing Aboriginal children into residential schools. The schools were run by religious
orders and existed for over a hundred years in both in Canada and the United States.

Theinter-generational impacts of disease epidemics and colonization are important factorsto consider
when discussing Aboriginal responses to HIV. Because diseases like smallpox and influenza were
previously unknownand so lethal to Aboriginal people, therewasnotimefor their |leaderstoincorporate
these “new entities” into their world view.

Theworld views of Aboriginal people evolved over thousands of years as each generation passed their
knowledge on to the next one. They explored and studied the world around them, incorporating the
facets of their experience and environments into thisworld view. For example, when we look at post-
contact i ndigenouslanguages, wefind new meaningsfor ancient wordsor phrases pop up to explain new
entities. 1n the Cree language, theword “mista-atim” is used to describe ahorse. It translates to mean
“big dog”, which tells us that when horses werefirst introduced to the Cree by the Sioux, they decided
thatit resembledadog. Similarly, the Sioux describeahorseasa“ mystery dog”, which tellsusthat when
thefirst horses from Spain were seen on the plains, their sudden appearance could not be explained.

Unfortunately, because of the epidemics, this process of analysiswas greatly diminished as Aboriginal
people were overwhelmed by the magnitude of the death, starvation, grief and fear around them. The
following generationsfound themsel ves separated from the stable and healthy pre-contact livesof their
ancestors. Those who were not killed were forced to sever important links to thousands of years of
artistic, intellectual and spiritual expression to begin a struggle to survive. Aboriginal people are still
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living in the “survival mode” because they continue to experience chaotic epidemics of violence,
diabetes, cancer, heart disease, sexual abuse, al coholism, sexually transmitted infections, and suicide.

Oneof themost important i nfluencesthat has hampered the ability of Aboriginal peopleto recover from
centuriesof cultural genocideistheresidential school syndrome. Inrelating hispersonal perspective at
the Keesaywatissiwin (In A Caring Way): Aboriginal AIDS Conference in 1992, Tomson Highway
spoke about how Catholic priestsat theresidential school hewasinbeganaprocessof brainwashinghim
when hewassix yearsold. Hewastaught to believe that the Aboriginal race wasinferior and that God
was white God. Mr. Highway also put forward the position that in order for Aboriginal people to be
indoctrinated into the patriarchal Catholicreligion, their Mother Earth (femal e centred world view) had
tobekilled. Thismetaphor clearly illustratesthe degree of physical and emotional violence experienced
insuchinstitutions. It also showshow thetraditional rolesand status of women were destroyed aswell.
Hebelievesthisexperiencehasresultedin Aboriginal men being placed into non-traditional hierarchical
rolesthat continue to this day to perpetuate violence against women and children.

The children, who were separated from their parentsfor years, experienced psychological, mental and
physical abuse designed to break their spirit and will to resist. Mr. Highway reports that they also
experienced sexual abuse at the hands of the same priestswho presented themsel ves as servants of their
superior God. Hisaccount describes one of the most degraded forms of cultural genocide supported by
governments. Mr. Highway believesthisexperiencegreatly affected hisyounger brother and ultimately
lead to hisdeath from AIDS. Oneimportant point he makesisthat heisnow in aposition to speak out
about these experiences, not only so that other Canadians become aware of the crimes that were
perpetrated against them, but also to inform the rest of the world of how Aboriginal people have been
treated in Canada.

“before the healing can take place, the poison must first be exposed . . .” Lyle Longclaws

Source: Dry Lips Oughta Move Kapuskasing, Tomson Highway, 1989

Thispointiscrucial to understanding how Aboriginal peoplerespond to misfortuneand chaos. Normally,
“negative” forces or elements would be rationalized, recorded and integrated into the oral tradition of
story telling and ceremonial practice. Theintent isto counter the negativeinfluenceswith positive ones
so that aspiritual and harmonious balance could be maintained among all forces. Unfortunately, before
the effects brought by the chaos of disease and colonization could be incorporated into the collective
memory, residential schoolsbeganto attack thelanguageswhichwerethevehiclesusedto transport this
“state of recovery” to the next generation. Speaking an Aboriginal languagein theresidential schools
was forbidden and punishablein variousways. Punishment was delivered through public humiliation,
either through being strapped on the hands, slapped in the face or being forced to kneel for hours.
Practices like these were meant to cause the extinction of Aboriginal languages.

What effect hasthisattack had onindigenouslanguage speakers? Theexperiencedevauedthelanguage
in avery profound way for some people to the point where they rarely spoke it and chose not to teach
it to their children. This may have been seen by them, consciously or sub-consciously, as a way to
“protect” their children from abuse or the discrimination that came with being identified as Aboriginal.
Another effect, whichisnot so apparent, isthesilencing of Aboriginal voices. When apersonwhothinks
and speaks in their first language does not easily understand, speak or read English they can be
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intimidated and fear humiliation. If their language is unrecognized by mainstream society and has a
history of being devalued, they will also not readily articulate what isin their mind and heart.

Even though a person may want desperately to express their opinions, emotions or pain, they can feel
powerlessto the point wherethey becomesilent. With nowhereto direct these negativefeelingsthey are
soon turned inward. Without avoiceto ask for validation or express feelings of rage and compounded
grief, theonly remaining optionisto usewhatever you haveleft. For disenfranchised Aboriginal people
living in extreme poverty, the only part of their livesthey may they have any control over istheir body.
Eventually, alifeof struggle, violence, addictionsand hopel essnessbecomesexpressed inaphysical way.
For some, the only choice they feel that is left for them is suicide, which can also be seen as a
demonstration of political and social resistance.

Because many marginalized people are street involved and homelessthey are seen oftenin public. The
media promotes negative stereotypes of them as being poor, homeless, addicted and powerless. The
result is that the general public has become desensitized to their situation to the point where these
stereotypes become accepted asanorm. Thereality isthat their situation isabnormal and isaresult of
having their livesinterfered with.

Non-Aboriginal people continue to have a deep-seated fear of Aboriginal people, namely because the
livesand careers of their familieshave been built on Aboriginal land and resources. Thisfear isrooted
in the fact that the Europeans who came to this continent were attempting to escape from poverty,
oppression and religiousintolerance themselves. This historic fear of being without acountry or land-
less can be hidden so deep within societal groups that it is barely perceptible, yet its effects can be
powerful and far reaching. Normally, most Aboriginal people would be close to the land living in
productive healthy communities. Instead, they arerefugeeswithintheir own country. While most non-
Aboriginal peoplemay seetheir livesasbeing tragic, weneed to recognizethe* resistanceto oppression”
that exists beneath the surface of thisstereotype. Although their voices may be silenced, they still speak
“at” us about the exploitation, oppression and indifference that has brought them to this point.

Despite the process of colonization, Aboriginal people have survived because their diverse cultural
traditions have an inherent capacity to support alifestylethat ishealthy and productive. Credit must be
givento the Aboriginal leaders, elders and traditional teacherswho have sacrificed much to safe-guard
this knowledge so it can be passed on to future generations.
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SECTION THREE
Changing Trends of HIV Infection Among Aboriginals

Thehumanimmunodeficiency virus(HIV) isavirusthat can be spread through epidemicviral migrations
and also originatesin ahost animal that lives close to humans. We know that people around the world
first beganto beinfected two decadesago. HIV isdifferent from the smallpox virusbecauseit can only
be contracted through, 1) exposure to infected sex fluids during sexual contact, 2) blood to blood
exposure through sharing drug equipment and 3) infected mother to child through breast milk. HIV is
afragilevirusthat cannot exist outsidethebody for long and alarge enough concentrationsof virusneed
to present before infection can occur.

Smallpox, ontheother hand wasahardy virusthat couldlive uptoayear in moist conditions, for example
inablanket. Smallpox waseradicated from the earth inthe 1970’ sby acoordinated international effort.
Itisthe only virusthat has ever been defeated by modern medicine. It was easier to contract because it
was spread through inhaling or touching dropletsor fluidsinfected withthevirus. Althoughtheseviruses
are very different from each other they can both result in death of the infected person. Even though
smallpox had ahigh fatality rate, between 35-100%, a proportion of the peopleinfected could recover
and developimmunity. Peoplewho contract HIV may livefor uptofourteenyearsor more, but scientists
expect that 100% of them will eventually die from the infection.

Estimates by the Joint United Nations Programme on HIV/AIDS (UNAIDS) and the World Health
Organization (WHO) indicate that by the beginning of 1998 over 30 million people wereinfected with
HIV, andthat 11.7 million people around theworld had already lost their livesto thedisease. Thevirus
continuesto spread, causing nearly 16,000 new infectionsaday.s 1n Canada, sincethebeginning of the
epidemic to December 31, 1998, a total of 43,347 positive test and 16,236 AIDS cases have been
reported. Approximately half of the estimated 4,200 new HIV infectionswhich occurred in Canadain
1996 were among injection drug users (IDUS). 6

Aboriginal peoplearenot immuneto becominginfected with HIV eventhough communitiesmay believe
they areisolated from the current epidemics. In thefirst decade of the epidemicin Canada, HIV/AIDS
was closely associated with being gay because the virus spread quickly in this population. By the mid-
ninetiesit was evident that people who inject drugs were al so becoming infected. Because Aboriginal
peopl e have been segregated from soci ety and each other by race, ethnicity, religion andjurisdiction, and
lack adequate information systems, it has been easier for them to believein misconceptions about HIV/
AIDS. The Aboriginal world view can be very narrow at times and have an individual, family or
community focusthat isdirected primarily inward. Theattitude promoted by leadersat thetime, which
isstill prevalent, was that their communities wereimmuneto AIDS becauseit wasa*“gay white man’s
disease” and because there are no gay Aboriginalstherewas no real risk.

Thisisindicative of three things, the first being that Aboriginal people do not fully understand the
potential of HIV migrating to their isolated communities the same way past epidemics of smallpox and
tuberculosishave. (Theredoesseemto beacollectivememory, record, oral history or researchthat tells
us what the impact was or what was learned from the experience.)

Secondly, thisattitude or belief saysalot about how Aborigina communities have been re-structured to
adopt Euroamerican views of sexuality. Thereisalot of historical evidence that showsin pre-contact
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timesthere were other socially accepted sexual and gendersrolesbeyond ultramaleand female. These
included social and ceremonial rolesfor gaysand lesbians. Samesex activitieswereopenly or discreetly
tolerated at onetime but because of therigid beliefs of Eurochristian churches, many of theseroleswere
seen as sinful and became unacceptable. Today, rarely doesan Aboriginal person who isgay, lesbian,
bisexual or transgender identify their orientation becausethereisno placefor themtofitinto Aboriginal
society. Thishasresulted in amisconception that there are no Aboriginal gays, hence the ability of the
community to distance themselves from the epidemic.

Thirdly, the lack of access to appropriate information and education may have lead to another
misconceptionthat isvery telling. Thisrelatesto fact that amajority of Aboriginal peoplebelievebeing
gay, lesbian, bisexual and transgender is abnormal. The Ontario First Nations AIDS and Healthy
Lifestyle Survey of 651 individual sreported that between 80-90% of respondentsfelt that homosexuality
was an unacceptable lifestyle. 7 Another belief that may have formed isthat HIV isexclusively agay
disease. This would mean that risk is not only associated with same sex activities but also to the
misconception that gay men arealso biologically different and proneto HIV infection. Inessence, HIV
becomes distanced by the following three degrees of separation, afalse belief in immunity because of
isolationfrom city diseases, the non-existence of Aboriginal gay people; andthebelief that HIV canonly
infect gay men.

Despite misguided attempts to distance the Aboriginal community from the HIV epidemic, thereis
evidencethat gay/bisexual Aboriginal men and transgender people been affected by HIV sincethevery
beginning of the epidemic. During the early 1980's, Aboriginal men who have sex with men (MSMs)
were among the first Aboriginal people who became infected with HIV as it spread among gay
populationsin larger Canadian cities. These menwereliving inurban centreslike Vancouver, Toronto
and Montreal at the time or migrated there later from rural towns and First Nations, Metis and Inuit
communities. A majority of these Two Spirit (gay, bisexual and transgender) peoplehadleft their families
to seek a better life and to escape intolerance and homophobia

Epidemiological datafrom the Laboratory Centre for Disease Control shows that exposure categories
among the 213 male Aboriginal AIDS cases were 59.2% for MSM, and 13.6% for MSM/IDU. s
Aboriginal femaesmakeup 16.5% of Aboriginal AIDSwith DU beingtheexposurecategory for 47.6%
of the 42 female cases. Research shows these trends have changed over time. From 1983-87, MSMs
made up 86.7% of AIDS cases, and therewere no female cases. Datacollected between 1993-97 shows
that the number of MSM cases reported decreased to 43.7%, while MSM/IDU increased from 6.7% to
16.8%, and that in the heterosexual IDU exposure category there was an increase from 0 to 30.2%. 9

Data (1993-98) from BC, Alberta, and Saskatchewan show that Aboriginal people account for 15%,
26%, and 30% of newly diagnosed HIV-positive cases respectively, and that IDU and heterosexual
behaviours were the most significant risk factors. 10

Characteristicsof Aboriginal Injection Drug Users

Available research shows that HIV infections among Aborigina MSMs are different, although they
happened at the same time or shortly after those among other gay and bisexual men in North America.
Whilethemajority of non-Aboriginal men becameinfected through having unprotected sex withinfected
partners, there is evidence that drug use was a significant factor in HIV infections among Aboriginal
MSMs. The proportion of Aboriginal MSM AIDS casesinthe M SM/IDU exposure category is32.7%
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compared with 8.1%for all other AIDS casesinthe same category. 11 Thisdataindicatesthat substance
use and sharing injection drug equipment with HIV infected people has been amajor risk factor. There
is also evidence that a series of smaller urban epidemics are shifting to the heterosexual population,
especially affecting women who are IDUs or whose partners are IDUSs.

In1997, CAAN conducted asurvey among 126 Aborigina IDUsinvarious Canadian citiesand prisons.
The survey reveals agroup of Aborigina people who are severely economically depressed, with low
levels of formal education and who live in unstable housing or on the streets.

Many have ended up on the streets as a partial result of abuse and neglect during their childhood. The
majority (87%) have spenttimeinjail and 71% of thewomen areinvolvedin prostitution. Accordingto
all themeansby whichwecan predict HIV infection, these peopleareat great risk of acquiring HIV. The
respondentsindicate that they do not want to contact HIV and where Harm Reduction servicesare made
available, most have changed their risk behavioursin order to reducetheir chances of HIV infection. 12

Jurisdictional segregation of Aboriginal people hasresulted in the devel opment of inner city “ ghettoes”
where large numbers of Aboriginal people live in extreme poverty. Many of them are First Nations
people (treaty status) who have migrated there from reserve communities. Without appropriate access
to employment and training opportunities, many urban Aboriginal people survive on an annual income
of between 6-9,000 dollars and families live on annual incomes of between 11-14,000 dollars. Single
individualsliving on areserve canreceiveaslittle as$156. amonth for social assistance. Incomparison
the average annual income for a Canadian family is $50,000. 13

Aboriginal people living in urban centres are vulnerable targets for exploitation by people who sell
substanceslike Chinesewine, Lysol, solvents, prescription drugs, cocaine, heroinand tobacco. Children
and young adults are also vulnerable to being exploited in the sex trade and by gangs.

In 1997, Manitoba Health and the Laboratory Centre for Disease Control collaborated to undertake a
research project among IDUs. Theresultsof the Winnipeg I njection Drug Epidemiology (WIDE) Study
werereleased in February 1999. Interviews and salivaHIV tests were conducted with 609 consenting
ever-IDU. Themedian ageof ever-IDU was 33 years; 50% weremal e, 49% femal eand 1% transgender.
Cocainewasthedruginjected most frequently by 63% of the sampl e, and wasassociated with high rates
of binge use (57% cocaineusers) and injectionwith used needlesinthelast year (44%). Theoveral HIV
infection prevalenceestimatefrom the salivasampleswas 12.6%. Thestudy showed that 65.8% of IDUs
in the study were Aboriginal. 14

Aboriginal Youth at Increased Risk

According tothe 1996 Census, thetotal population of North American Indian, Metisor Inuit peoplewas
779,010, which is approximately 4% of the Canadian population. 15 Since younger people are

increasingly at risk, it isimportant to understand what proportion of the Aboriginal populationisinthis
age group. The census shows that of the total Aboriginal population:

» 35% are betweentheagerange0to 14  « 53% are under age 24
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» 35% are between the agerange 15t0 34 ¢ 70% are under age 34
* 8.25% are 55 years and over

Source: Statistics Canada, 1996

Almost half of the Aboriginal populationisnear the of age 23, which isthe median age of HIV infection
in Canadais. Accordingto Health Canadathis meansthat half of the people who becomeinfected with
HIV are under age 24. When this degree of risk is combined with other factors like poverty, systemic
discrimination, and thelack of safer sex rolemodels, thereisacausefor concern. TheFirst NationsHIV/
AIDSResilience study of 289 youth showsthat over one-half felt they had some chance of getting HIV/
AIDS. No lessthan 18% felt they probably would get it and one claimed already to be infected 17.

Thedisproportionately low number of older Aboriginal adultsalsoincreasesvulnerability becausesingle
parent families are left with fewer supports which extended families are able to provide. When youth
move away from their communities they may loose contact with their family and become involved in
substance use, street crime or the sex trade in order to survive.
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SECTION FOUR
A Culturally Based Response to HIV/AIDS

Aboriginal front-lineworkers have been activeinthe AIDS movement sincethelate 1980s. They have
collaborated with government programsin order to provide information on prevention, care, treatment
and support .. Alongtheway, theseworkershavebeeninstrumental inintegrating HIV information into
the Aboriginal community by using traditional teachings. Therationaefor using ablend of westernand
traditional approaches can be found in the following experience | had with aFirst Nations community.

In the early 1970s laws that forbade traditional and healing ceremonies were repealed. This cultural
knowledge has now become a strong foundation for improving the health of Aboriginal people. These
teachingshaveahoalistic philosophy that addressesthe emotion, mental, physical and spiritual aspectsof
life and acknowledges an important relationship with the earth (environment).

In 1995, | was invited to a small First Nations community in Manitoba to
present an AIDS 101 workshop to a variety of groups in the community. Gabe
Kakeeway, who was an HIV/AIDS educator from the Treaty #3 Area in Northwestern
Ontario at the time, accompanied me to assist in translating the information into
Oijibway. We were invited by the Nurse in Charge from the Nursing Station to
present to the students in the school and to have separate workshops for young men
and women and the Chief and Council. After we had presented in the school, our
activities in the community were cancelled because an elder had died.

However, the Chief and several of the band councillors did attend a workshop
arranged specifically for them. | used the AIDS 101 posters (visual teaching tools)
to explain the stages of HIV disease as well as information about prevention and
treatment. As he repeated the process, Gabe translated the information into
Oijibway. Afterward, the participants had a long discussion with him. When the
workshop was over Gabe told me they had understood the information and that they
had given him their perspective on why illnesses like HIV are now afflicting
Aboriginal people.

They believed Aboriginal people are suffering from many diseases today because
they had lost an important connection to the earth. This lost connection revolved
around the fact that Aboriginal people no longer eat the traditional foods that were
once a part of their everyday diets. At one time their food consisted of land and water
animals like ducks, muskrats, beavers, deer, moose and fish. Their ancestors
believed the Creator placed “good medicine” in the water plants the animals ate.
The medicine was then transferred to humans when they ate the animals and this
was how Aboriginal people were meant to stay strong and healthy.

They also said, “At one time we had a drum and a shaking tent. The shaking tent
would tell us a person was sick or how long they had to live. We were also were given
remedies and ceremonies to treat the sickness. Some of us remember being apart of
these ceremonies but it was a long time ago and we are Christians now.”
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Over the years, staff, clients and board members of Aboriginal AIDS service organizations (AASOS)
haveworked withtraditional healers, teachers, elders, and other Aboriginal organizationsin Canadaand
the United States to gain thisknowledge. Culture-based HIV prevention models and service delivery
approacheshave now been devel oped using traditional values, medicinewheel teachings, theHIV/AIDS
Wheel and the HIV/AIDS Teaching Turtle. 18

CULTURE refersto “ the integrated patterns of human knowledge, belief and
behaviour that depend upon one's capacity for learning and transmitting
knowledge to succeeding generations.” (Webster’s New Collegiate Dictionary) 19

Aboriginal youth arelearning these cultural practicesand will soon expect them beintegrated into their
education, health, social, and community services. Some components of Aboriginal belief systems,
values, and practicesthat can be used in developing and providing culturally based services are:

Seven Teachings Child Centered Sharing Circles

Respect for all Nations Elders Traditional Medicines
CircleTeachings Extended Families Healing Ceremonies
MedicineWheel Teachings Non-interference Sweatlodge Ceremonies
Four Directions Teachings  Non-hierarchical Naming Ceremonies
Heritage/ldentity/Clan Non-verbal communication Feasting and Fasting

First Languages Self-determination Sundance Ceremonies

Oral Traditions Humour Traditional Healers/Teachers
Two Spirit People Open Door Philosophy Pow-wows

In October 1996, an APHA consultation was held in Vancouver. It was part of a project, Aboriginal
Communities and HIV/AIDS, on inter-jurisdictional issues sponsored jointly by the Canadian AIDS
Society (CAS) and CAAN. Some of their stated needs were:

. to be informed of their rights and the policies of government and NGOs which affects them

. a blend of conventional and traditional services to choose from

. trained Aboriginal and APHA HIV/AIDStrainers, educators and advocates

. to be educated on how to “ learn to live with HIV”

. to receive non-judgmental support whether they are using substances or not

. local, medical, staff and Band Council policies in place to ensure integration, care treatment and

support in the community

APHAs wer e asked what kinds of servicesthey would expect to have in placein their communities of origin and
in urban settings. Thefollowing isanideal scenario of a continuum of service on and off reserve recommended
by them.

On Reserve Services
To live with dignity: HIV/AIDS trained health care workers; policy development for all levels of service and
responsibility; independent living; inherited assets (family); travel-pre-arranged agreements; mobile careteam

Urban Services

To live with dignity: Aboriginal ASO direct services in — counselling, home support, self-empowerment,
education (formal/informal), job/career training, advocacy; housing program; emergency housing: subsidy,
women with children, single parents; drop-in centre; mobile care team
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The APHAs also described urban drop-in centres as safe places to develop supports for themselves. They
discussed the pros and cons of this concept.

APHA Drop-In Centre

Pros: safety, non-judgmental, information, accessible, fundraising for APHAs, holistic approach, alternative
medicines and therapies, resources already exist, after hours service, cabletelevision

Cons: loss of confidentiality, limited to PHAs, funding for staff, rent, rules/policies 20

In Winnipeg, TheVillage Clinic’sLiving Room (LR) evaluation report findings and recommendations
specific to Aboriginal peopleare:

Aboriginal Staff: Some clients felt Aboriginal staff was needed. Others stated Indian medicine could be * bad
medicine” and were somewhat apprehensive about including Aboriginal workers.

Counselling: Counsellors should be peoplewho have* lived experience” with thetype of problemsclients have;
not middle class people who do not understand” . Aboriginal counsellors could be an option.

Areas of Growth: While beginning links were made with Aboriginal agencies, a stronger connection between
Aboriginal agenciesand Village and the LRwasdesirable. Aboriginal staff and culturally appropriatecareare
needed. Theseconnectionsarevital. Traditional sweatscould behelpful for some people. Inner city peoplewith
HIV need to get away from the city sometimes; programming could help them reduce their stressin this way

Service providerscan learn fromtheclients. Thereisalearning curvefor both the client and the care provider.
If you threaten the survival techniques that are in place too quickly, you may not be able to develop trust with
clients. When people are mohile, they often feel isolated. There are many Aboriginal women and children who
are mobile and in need of services. Some service providers need to meet clients half way. Health promotion
opportunities are there and could be more fully developed 21.

In 1997, the CAAN conducted a heeds assessment among Aboriginal people who use injection drugs.
The respondents addressed the importance of culture and Aboriginal-driven services.

The principle for Aboriginal-driven AIDS education and service provision is that culturally appropriate HIV/
AIDS services will be more effective. The responses of the sample of 126 Aboriginal IDUs confirms a higher
likelihood of success for HIV/AIDS services which are Aboriginal-driven and culturally appropriate. When
asked, “ do you think culture isimportant when dealing with thisillness[HIV/AIDS ?” , 84% of the respondents
answered yes. Some reasons were: “ because it gives you strength and hope” and “ because it helps bring
community together” . 79% of the sampl e claimthey would utilize and Aboriginal-specific servicefor HIV testing
and HIV/AIDSinformation if onewas available. Thereasonisclearly about being“ more comfortable with my
own people.”

One respondent explains all the silent and intangible reasons why services for Aboriginal people should be
provided by Aboriginal people: “ To have someone who shares the same social background and similar
experiences and belief systems means some unsaid communication can begin healing the spiritual hurt that is
part of HIV.”

Intermsof traditional cultural activities(i.e., sweats, healing circles, teachings), therespondentsgenerally think
that theseactivitiesareimportant. Eighty percent (80%) of therespondentswould find an Elder helpful and 78%
would use the services of an Elder. |ssues of internalized shame and fear about approaching an Elder will have
to be addressed first. Most respondents feel that these traditional cultural services should be blended with
wester n addiction and Harm Reduction services. Many member s of the sample group were careful to state that
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culture should not be forced on anybody. Others stated that the prioritiesin services should be on housing and
skill development, before spiritual programming.

“| feel atraditional addictions programshould first and foremost deal with the person inthemost critical areas,
i.e. health issues, clothing, nutrition, and housing. | feel spirituality has a place for everyone, but in different
ways and at different times and should not be imposed on any one. Compassion and to be non-judgmental are
critical to dealingwith addictionsissues. It should deal with addiction, somewheretolive, and lifeskillsand then
culture.” 22

In the spring of 1997, the Manitoba Aboriginal AIDS Task Force (MAATF) in Winnipeg, changed its
annual strategic planning retreat to an open community forum on Aborigina people and HIV/AIDS.
Other ASOs and stakeholders were invited to provide their input. The meetingwasheldasaleadinto
Phasel of the Joint ASO Strategic Planning Process. Oneof itspurposeswasto determineif theMAATF
should fold into the process and become a program of alarger model. The final outcome was that the
MAATF must retain its autonomy and identity asan Aboriginal ASO. Thisdirection wasreiterated in
Phase | by the MAATF board in the joint ASO statement of September 15, 1997.

During Phase Il of the process, which took place from April to September 1998, a needs analysis
identified aneed for astrong presenceof Aboriginal services. Thefinal report’ sNine Circlesframework
identifiesseveral areasfor Aboriginal involvement.

Circle Two—Cultural Environment: The cultural environment surrounding theclient isof primary consideration
in service delivery. Each individual, family or community incorporates a distinct profile of cultural traditions
(“ identity” ) based on ethnicity, gender, age, social position, language and sexuality.

Circle Sx - Aboriginal Direction: Due to the large representation of Aboriginal people among PHAs (people
living with HIV/AIDS) and at-risk groups, it isimportant that mechanisms be developed which are practically
integrated at every level of the model, including Mission, and Definition, Gover nance, Human Resour ces, care,
treatment and prevention, community collaboration and facilities.

Aboriginal Representation - Involvement of Aboriginal communitiesat every level of theagencyisdesirableand
necessary, including gover nance, policy development, administration and service delivery. Partnershipswith
Aboriginal organizations and individuals will help ensure culturally-based accessibility for Aboriginal clients
and APHAs. A commitment hasbeen demonstrated tointegrating Aboriginal-led servicedelivery throughout the
organization, including specific as well as integrated Aboriginal services in outreach, education, advocacy,
support and care. Recognizing the need for specialized expertise, the MAATF will lead the coordination of this
initiative. 23

Components of culturally based Aboriginal services and governance described in the model include
advocacy, harm reduction, staffing, holistic approaches, first languages, interpretation, self-
determination, sweat lodges, healing circles, traditional teachings, elders, traditional heal ers, committees
and community liai son.

Thereiscompelling epidemiol ogical evidenceand consi stent community based research outcomeswhich
support the development of Aboriginal culturally based HIV/AIDS service delivery across Canada.

Barrierstothe Development of Aboriginal Culturally Based Services

Since 1991, AASOs have been involved in a number of projects designed to engage Aboriginal, First
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Nationsand Metisorganizations, leadersand APHAsIinHIV/AIDSsocial action. Theseinitiativeshave
had limited successbecausesocial, political andjurisdictional divisionsremain. Thesedivisionscontinue
to create barriers that hamper a collective response to Aboriginal HIV/AIDS issues.

BARRIERS refers to limitations on people having access to services, including:
inadequate staff resources and insufficient service provision, lack of language
skills and interpreter services, lack of awareness of services available, physical
location of services, administrative practices, inappropriate and/or culturally
insensitive attitudes of service providers, etc. 24

Some of the key barriers that need to be addressed are:

Systemic racism and discrimination against people of Aboriginal descent
Resistance within the AIDS community to address the needs of newly affected populations

L ack of appropriate representation of Aboriginal peoplein planning, delivery and eval uation of
services

AIDS service organizations have little or no understanding of Aboriginal history, culture,
beliefs, language, diversity, traditions, healing ceremonies, identity, self-government, and
social and political structures

AIDSserviceorganizationshavelittle or no experiencein providing culturally based servicesto
Aboriginal people

Some Aboriginal and non-Aboriginal service providers discriminate against people who may
be: poor, HIV +, substance users, injection drugs users, street involved, Two Spirit, gay, lesbian,
bisexual, transgender, homeless, mentally ill, terminally ill, have FAS/FAE, illiterate, involved
in the sex trade, in prison or an ex-inmate

A majority of the Aboriginal population is AlDSphobic, homophobic, and IDUphobic

Provincial governments and other stakeholders perceive that Aboriginal people are a Federal
responsibility

Aboriginal people are disadvantaged in participating in community development and advocacy
because the magjority of the population isvery young

First NationsHIV/AIDS initiatives are directed primarily to on-reserve populations

The creation of aculturally based model of HIV/AIDS service delivery in Winnipeg is an indication of
how services can be changed to meet the needs of Aborigina people. However, there can beresistance
to changing the status quo to meet the needs of peoplewho are stigmatized and marginalized. Inthefirst
wave of the epidemic, most of the HIV infections were among gay white males, who were educated,
employed and had resources to fall back on. The shift of the epidemic to IDUs, inmates, Aboriginal
people, and women, requiresthat the AIDS movement change from agay centred approach to one that
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can address adiversity of issues and needs.

Asthe epidemic evolves and changes, so do the communities affected and infected by HIV. Gay men,
whotook onthestruggleto educateand carefor their communitiesintheearly 1980s, are now faced with
the challenge of transferring knowledge and sharing resources to address HIV epidemics in other
communities, with the result that ashrinking block of resourcesis being divided among more and more
peoplein need. 25
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SECTION FIVE
Capacity of Aboriginal Peopleto Respond

In 1997, CAAN was one of the national stakeholdersthat worked with Health Canadato development
the Canadian Strategy on HIV/AIDS (CSHA), that was launched in May 1998. CAAN conducted a
national consultation among Aboriginal people to seek direction for the renewed strategy. The
recommendationsfrom the Report of the Aboriginal Consultation of the National AIDS Strategy Phase
| and Il 26 were:

General Recommendations;

. Eighty percent (80%) of respondents replied that research would be useful and assist in the
designing of HIV information that would have a greater impact on Aboriginal populations
(Being Worked On)

. Need for astandardized “ Aboriginal Community HIV/AIDS Intervention Model” (Not Done)
. 55% supported a national Aboriginal HIV/AIDS program at Health Canada (Done)

. Eighty-seven percent (87%) of people supported the development of national Aboriginal HIV/
AIDS organization (Done)

. Priorities are better access to care, access to information, access to home communities (Not
Done)

Key Recommendations:
1. That CAAN receive operation funding (Done)
2.  That more AASOs be funded (Not done)

3. That Health Canadaimproveandincreaseinternal collaboration and information sharing (Being
Worked On)

4. That anational Aboriginal HIV/AIDS strategy be developed (Not Done)

5. That national Aboriginal HIV/AIDS conferences focus on skills development (Being Wor ked
On)

In reviewing the status of these recommendations it becomes evident that the capacity of Aboriginal
people to respond to the complexity of issues around HIV/AIDS and the redlity of growing epidemics
inurban areasisvery limited. Many of thestaff that work inthe AASOsthat at theregional level areaso
required to work at the national level to support the development of the national Aboriginal HIV/AIDS
organization (CAAN) and advise non-Aboriginal HIV/AIDS organizations, Health Canada and other
government programs. Aboriginal front-lineworkersare extremely over-extended and will soon begin
to experience burn out unless more people are involved in doing the work.
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Another seriouslimitation isthe uneven support of thework of the AASOs by Provincial governments,
non-governmental organizations. The vision of the CSHA is to move towards a nationally shared
Strategy with improved collaboration among all levels of governments, among communities, non-
governmental organizations, professional groups, institutions and with the private sector. 27 Thereisa
clear direction of collaborationinthe Strategy, yet ishasnot been demonstrated in concreterel ationships
that are designed to improve servicesfor Aboriginal people. Epidemiological dataand social research
showsAboriginal peopleareover-representedinall thenewly emerged groupsaffected by HIV, women,
IDUs, inmates, and gay youth, yet few Aboriginal peoplearehiredto devel op culturally based programs.

In addition, there has been no eval uation of the education and prevention work that has been delivered
in Aboriginal urban, rural and on-reserve communities over thelast ten years. Despite thefact that the
majority of Aboriginal AIDS cases are anong MSMs, we have not seen appropriate education and
preventioninitiativesdeveloped. Infact, wehave seen ageneralizing of Aboriginal HIV information and
prevention information to the point that it becomes meaningless. Thisis an indication of the internal
resistance that has occurred within the Aboriginal community, that prevents open discussion of sexual
issues of gender, orientation and abuse.
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SECTION SIX
Recommendations

Health Canada: Improved communication, collaboration and accountability across
jurisdictions. There needs to be concrete agreements that establish communication and
collaboration mechanisms between the regional stakeholders of ACAP, MSB, and Provincial
Health Departments and ASOs. The Aboriginal community should be able to know at the
regional level how they work together to address HIV/AIDS.

Health Canada: To develop another level expertise to improve the capacity of CAAN and
AASOsto respond to HIV/AIDS. Support for another level of expertise related to Aboriginal
HIV/AIDS issues is required to fill the gap between the national and regional levels. A
mechanism is required to pool this expertise to make it available to Aboriginal and non-
Aboriginal stakeholders. Thiswill relieve the demands placed on front-line workers.

CAAN: To improve partnerships and collaboration at the national level with Aboriginal and
non-Aboriginal NGOs. Consultations should be undertaken to negotiate agreements and
actions plans on how these national groups will work together over the next three years of the
Strategy. The focus must be the development of a national Aboriginal HIV/AIDS strategy.

CAAN: To advocate for the development and funding for Aboriginal culturally based
programs and servicesat theregional level. Itisapparent that thisisthe direction supported by
service usersand providers. Thisinitiativewill require support from Provincial governments.

CAAN: To direct research that increases knowledge of cultural traditions and builds on the
capacity to survivediseasesand colonization. Inthe Aboriginal community, wearetryingtouse
a non-Aboriginal approach to preventing and treating disease without validating historical
experience or knowledge. Thismust eventually result in thereform of current health and social
service systems to be more culturally competent to meet the needs of Aboriginal people.
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