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On-the-ground realities of health program
delivery in addressing community needs:
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approach in the moose Cree First Nation
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Abstract

Background It has been well documented that Indigenous people in northern remote communities in Canada
continue to experience a disproportionate burden of health disparities due to complex interactions of multiple
determinants of health, including food insecurity, colonialism, barriers in accessing primary healthcare, and disrupted
socioeconomic and political structures. Health promotion programs are essential in building preventive measures
and empowering communities to take control over their health by helping them make informed health choices.
This study described Indigenous-led nutrition-related health programs, the Healthy Babies, Healthy Children

Program (HBHCP) and the Diabetes Prevention Program (DPP), which respond to food insecurity drivers and support
community needs in Moose Cree First Nation (MCFN). It also documented the on-the-ground realities of program
delivery and highlighted community-informed priorities for improved programming.

Methods Grounded in community-based participatory research (CBPR) principles, our approach emphasized the
importance of community engagement in supporting the healing process within this cultural context. Data collection
included first-hand participation in program delivery alongside program coordinators, participant feedback, and semi-
structured interviews from community members (n=6) and Health Center staff (n=3). Thematic analysis was used to
identify themes across interview data, field notes, and community feedback.

Results High food costs, limited access and availability, and poor food quality remain the primary food-related
challenges experienced in the community. Health programs serve as frontline responders to community needs and
address these challenges through culturally grounded and family-oriented nutrition education activities. Community
members valued the programs’ knowledge-sharing approaches, tangible support, and social connections. However,
systemic barriers significantly constrain program delivery, including inadequate funding, limited resources, staffing
shortages, and the impact of COVID-19. These barriers limited the programs’ capacity to reach their full potential,
despite strong community resilience.
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Conclusion Indigenous-led nutrition programs are vital in addressing food insecurity and promoting health in
northern communities. The findings underscore the need for sustainable funding and stronger policy support that
reflects the true cost of service delivery in remote Indigenous communities. The findings emphasize the need for
policy changes that move beyond top-down approaches toward community-informed policies and Indigenous-led

health programming.

Keywords Community-based participatory research, Health promotion, Indigenous health

Introduction

Indigenous people in northern remote communities
in Canada continue to experience a disproportionate
burden of health disparities due to complex interac-
tions of multiple determinants of health, including food
insecurity, colonialism, barriers in accessing primary
healthcare, and disrupted socioeconomic and political
structures [1]. The onset of the COVID-19 pandemic
has further exacerbated these systemic health chal-
lenges, severely restricting access to safe and nutritious
food for these communities [2, 3]. Prior to colonialism,
Indigenous people relied on traditional lands for nourish-
ment and cultural sustenance; however, colonial disrup-
tion led to the loss of traditional food sources and local
food systems [4—10] The transition to store-bought food
presented additional challenges, including high costs,
poor quality, and limited availability of healthful options,
contributing to food insecurity in the north [11, 12]. The
increased prevalence of food insecurity and gradual reli-
ance on processed market-based food has resulted in
inadequate intake of several nutrients, resulting in an
increase in diet-related chronic health conditions such as
obesity, type 2 diabetes, and chronic kidney disease [13,
14].

Recognizing challenges of food insecurity, northern
Indigenous communities across Canada have developed
community-led, local food initiatives that address the
drivers of food security and support food sovereignty,
such as community gardens and greenhouses [8, 10,
15-17], research collaborations with schools and Indig-
enous organizations food programs [18], and research-
related health intervention programs like Healthy Foods
North (HEN). HEN provided training to community
members to implement community-based activities such
as cooking classes and nutrition education, resulting in
reduced consumption of unhealthy foods and improved
food-related behaviors [19, 20]. Furthermore, Aborigi-
nal Diabetes Initiative (ADI) also delivers prevention and
health promotion programs to reduce type 2 diabetes
and support food security initiatives in more than 600
First Nation and Inuit communities. These programs are
often delivered through community health centers and
health services, recognizing food security as a funda-
mental health determinant that requires integration into
comprehensive healthcare alongside clinical care [21,
22]. However, many Indigenous communities navigate

their way in the fragmented health governance structures
where responsibility for Indigenous healthcare and the
delivery of health services is divided among federal, pro-
vincial, and territorial levels, resulting in jurisdictional
gaps and a lack of coordination [23-26]. For instance, the
ADI is federally funded under the Health Transfer Policy
(HTP) that aims to facilitate the transfer of control over
the administration of programs to local communities
through flexible funding agreements [27, 28]. However,
programs funded by this policy operate separately from
other federally funded services in the same community
without data sharing or coordination [27]. With the onset
of COVID-19, these issues were intensified as availabil-
ity and access to a variety of health services were greatly
reduced and replaced with virtual care [28].

While many studies have documented community-led
programs and health promotion initiatives in addressing
causes of food insecurity and prevention of chronic dis-
eases, there remains limited information on how commu-
nities independently respond to immediate needs related
to food insecurity through their own health programs.
Furthermore, previous studies identifying local needs
and systemic challenges faced by remote health services
in the north have largely relied on interviews, evaluation,
sharing circles, literature reviews, and scoping reviews [8,
26, 29, 30]. This study builds on these gaps and methods,
taking an additional approach through firsthand involve-
ment and participation. It provides rich description of
locally-driven activities and a lived understanding of how
health programs experience and navigate systemic bar-
riers in a remote, northern Indigenous community. Ini-
tially, the objectives of this paper centered on supporting
and delivering program activities in Moose Factory; how-
ever, our objectives shifted after learning that, following
the COVID-19 pandemic, these programs are in the pro-
cess of restarting and rebuilding efforts, affected by mul-
tiple factors, including facility relocations and personnel
changes. The objectives of this paper are to describe
Indigenous-led efforts in responding to the identified
drivers of food insecurity in the community through
firsthand participation in health programs in Moose Fac-
tory in the context of post-COVID. Additionally, it also
understands the broader role of programs within the
community context, documents on-the-ground realities
of program delivery, and highlights community-informed
priorities for improved programming.
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Community context

This project took place in the Moose Cree First Nation
(MCEN) of Moose Factory, an island located in a remote
northern part of Ontario and situated at the base of
James Bay, at coordinates 51.264 latitudes and - 80.597
longitude [31] (see Fig. 1). The community has 5,160 reg-
istered band members, with 1,823 residing on the reserve
[32]. It is only accessible by boat taxi during the warmer
months and by winter road during the colder months.
Additionally, helicopter services provide year-round
access, which is crucial during the transitional freeze-up
and breakup periods. Food is available and accessible for
purchase at the Northern Store, private grocery stores,
and the Farmers’ Market that visits the community every
two weeks [15]. However, the primary food source for
most Indigenous peoples in the JHB region is the North-
ern Store, the successor of the Hudson’s Bay Company, a
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monopoly that has been harshly criticized for its preda-
tory practices across northern Canada [33].

Health services and Nutrition-related health programs in
Moose Factory

In most northern remote communities, health services
are primarily delivered through nursing clinics or health
units, which serve as the first point of contact for indi-
viduals, families, and the community within the health-
care system [34]. Moose Cree First Nation (MCEN), as a
larger community, has access to a provincial hospital for
primary healthcare. The provincial hospital originated
as the Moose Factory Indian and Inuit Hospital in 1950,
initially constructed as a tuberculosis facility. It was later
renamed the Moose Factory General Hospital (MFGH)
in 1966 and became the regional healthcare facility for
western James Bay communities. In 1996, governance
transitioned from federal control under Health Canada

800 Km

1. Map identifying the location of the northern First Nation community of Moose Factory in
Ontario, Canada. Map created by University of Ottawa April 15, 2020.

Fig. 1 Map identifying the location of the Moose Cree First Nation, Moose Factory, Ontario, Canada. Map created by the University of Ottawa on April

15,2020
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Table 1 Health promotion programs in Ontario vs. in moose

factory
Mainstream Program Indigenous led-Programs
[93]
Ontario Ontario HBHC Diabetes
HBHC Diabetes  Program Prevention
Program Education Program
Program
Funding Ministry of ~ Ministry of ~ Nishnawbe  Indig-
Children, Health Aski Nation  enous Services
Community, Delivered Canada
and Social by Public + External
Services Health grants
Delivered Ontario
by Public
Health
Ontario
Service Health Diabetes Healthy Provides edu-
objectives  screening education  mother- cation and
and risk and sup- infant services for the
assessments  port for attachment  prevention,
Develop- adultsand  Healthy in-  management,
mental families fant growth  and treatment
assessments Diabetes and of diabetes
Healthy counseling  development Provides case
mother- for patients  Resources management
infant and family  and and screening
attachment members  supports services
Link to Life plans  Family Advises on de-
community  to Advocacy veloping and
resources minimize Indigenous  implementing
and support  symptoms  teachings, an approach
Home ceremo- to the care and
visiting nies and management
resources of diabetes
*All activities  Provides refer-
are tailored  rals to other
tocommu-  health care
nity needs professionals
*All activities are
tailored to com-
munity needs
Eligibility ~ Parentsand  Alladults ~ Families with  Members of
their chil- 18 yearsor children Moose Cree
drenunder  older younger First Nation
six years of than 6 years  living with
age of age diabetes or
Indigenous  at-risk
children Open to all
at-risk community
members
Applica- a.Screening  a.Referral  a. Referral a. Referral from
tion by ahealth  from health from health  health provider
Process provider provider provider b. Self-referral
after the b. b.
birthofan  Self-referral = Self-referral
infant
b. Self-
referral dur-
ing prenatal
or postnatal
period
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to local management under the Weeneebayko Health
Ahtuskaywin, while maintaining federal funding supple-
mented by provincial support for specific programs.
Moreover, MCEN has its own Health Center focused
on delivering health promotion programs that empower
individuals and families to take control of their health
through education, prevention, and addressing broader
social determinants [35, 36].

The Moose Factory Health Center (MFHC) offers two
nutrition-related health programs: the Healthy Babies,
Healthy Children Program (HBHCP) and the Diabe-
tes Prevention Program (DPP). The HBHCP supports
families with children aged 0-6 by promoting healthy
child development. It focuses on the five areas of child
development - cognitive, language, physical, social, and
emotional development. It provides neonatal care and
prenatal support, while also offering programming for
parental support and parenting skills development.
This flexibility allows for adjustments to priorities and
approaches to accommodate emerging community con-
cerns. The funding structure also differs; the program
receives funding through the Nishnawbe Aski Nation
(NAN), a provincial territorial organization (PTO) repre-
senting approximately 49,000 people of 49 First Nations
on and off reserves, rather than Ontario provincial
funding.

Moreover, the DPP has been operating in the commu-
nity for more than 22 years, providing services accessible
to the entire community, from youth to elders. The pro-
gram primarily focuses on prevention and awareness,
not only of diabetes but also encompasses a broad spec-
trum of other health concerns, including heart disease,
epilepsy, sexually transmitted infections, eye and foot
care, and renal diseases. The program is partially funded
by Indigenous Services Canada (ISC), which allocates
resources sufficient only for the program coordinator’s
salary. Consequently, the coordinator secures additional
external grants to maintain program operations and
provide the necessary resources for effective delivery.
Despite the extensive range of services and programming
offered, both programs are managed by a single coordina-
tor responsible for all aspects, from program design and
planning to implementation and delivery. It is important
to note that these Indigenous-led programs differ from
mainstream programs (like the Ontario HBHC program)
as greater flexibility is allowed within the community-
based program, enabling adaptations when community
needs are identified (Table 1).

Methodology

Community-based participatory research (CBPR)

This project revolves around the principles of com-
munity-based participatory research (CBPR),
which is an approach for decolonizing research and
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prioritize understanding and active collaboration
between researchers and the community. It strives to
develop innovative solutions to community challenges,
with research being conducted for and with the commu-
nity [39-42]. It emphasizes the importance of equitable
partnerships and promotes the collaborative sharing
of power, knowledge, and resources between academic
researchers and community members at every stage of
the research process and implementation [43, 44]. This
approach generates evaluative knowledge, similar to con-
ventional qualitative and quantitative methods, while
integrating research with action. This yields knowledge
that can inform healthcare practices, services, and orga-
nizations [45]. CBPR engages academic researchers and
non-academic partners to effect sustainable change in an
iterative framework of planning, action, implementation,
and education thereby leading to reflective practice or a
“kind of action research that builds on and feeds back to
modify what we already know-in-practice” [46, 47] The
principles of CPBR was applied throughout all study pro-
cedures, with four of them being relevant to the study.
“CBPR builds on strengths and resources within the com-
munity;” “CBPR facilitates collaborative, equitable part-
nership in all phases of the research;” CPPR promotes
co-learning and capacity building among all partners;”
and “CBPR integrates and achieves a balance between
research and action for the mutual benefit of all partners”
[48]. This is to better understand the significance of local
context and empower the voice of the local First Nations
community [49].

Given that this is a CBPR project, it is important to
highlight the steps that were undertaken to ensure com-
munity participation in all stages of the research, includ-
ing project objectives, design, data collection, data
analysis, and dissemination of results. The following out-
lines our partnership with the community and how CPBR
is applied in the project.

1. Building partnership and relationship: This project
builds on the ongoing partnership our research
group has with the MCEN, focusing on supporting
local food development, food sustainability, and
strengthening long-standing community initiatives
since 2018 [15, 37, 38]. The project initiated the
partnership with MCEN after a Band Council
Resolution was signed by community leadership
supporting the project. The specific research
presented in this article is also part of another
initiative called Rivers of Plenty (RoP), which
underwent a formal approval process following a
joint proposal with all Health Directors in northern
communities along the James and Hudson Bay
Coasts.
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2. Co-defining and development of research questions:
Initial discussions took place during a sharing
circle held in Moose Factory in May 2022, where
community members identified nutrition and diet as
key priorities to community health and well-being.
These priorities were further refined in collaboration
with program coordinators during fieldwork, as they
were in the process of rebuilding their programs
and re-engaging participants following the lasting
impacts of COVID-19. Given that food insecurity
remains a fundamental concern in the community,
our early hands-on involvement in program
delivery—from planning to implementation—
provided valuable insight into how the health
programs operate and respond to community needs
in diverse ways. Furthermore, program coordinators
and community health coordinator asked to
strengthen existing nutrition-related programs
that they currently have. These collaborative and
experiential processes collectively shaped the
direction of the study and guided the finalization of
the research objectives.

3. Data collection and analysis: All project activities
were co-planned and implemented in close
collaboration with the program coordinators.

These activities were rooted in existing program
structures and priorities, ensuring that the research
process aligned with ongoing community initiatives
rather than introducing external interventions. The
questions used to gather feedback from activity
participants and community members were
informed by the coordinators. During the data
analysis, findings and preliminary interpretations
were shared with the coordinators to validate and
refine emerging themes. Through this iterative
process of exchanging feedback, suggestions,

and reflections, the analysis was strengthened by
community insights and ensured to accurately
represent local perspectives and experiences. This
collaborative approach upheld the CBPR principle of
shared ownership throughout the research process.
The program coordinators were invited to be listed
as co-authors of the article; however, they opted not
to be included as they did not partake in the writing
of the manuscript. Instead, they preferred to be
mentioned for their significant contributions in the
acknowledgements.

Indigenous methodologies

As non-Indigenous researchers, we acknowledge our
social location and the potential biases we may carry. We
recognize our relational obligation and responsibility to
be critical of our privilege and the systemic inequalities
we benefit from and to actively work to disrupt Western
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hierarchies actively. This study is guided by Indigenous
research methodologies that are grounded in Indigenous
worldviews, perspectives, and ways of knowing [50-52].
Indigenous methodologies (IM) are informed by Indig-
enous knowledge-gathering methods that include cer-
emonies, stories, talking circles, traditional teachings,
reflexivity, oral history, and place-based ways of doing
and being [51, 53]. Kovach points out that these meth-
ods may differ from Western-based ones, such as focus
groups, interviews, and surveys, and argues that “Indig-
enous researchers count inward knowing ways as part of
knowledge construction and referencing methods, subse-
quently legitimizing them in academic research” [51]. IM
calls for research that is done with relevance, reciprocity,
respect, and responsibility [54]. While a CBPR approach
involves researchers and participants in all aspects of the
research process, IM goes further [51, 55-57]. By advo-
cating for community-centered priorities and valuing
Indigenous knowledge systems, this study seeks to foster
research practices that are equitable and just [58, 59].

A Strength-Based approach

This study adopts a strengths-based approach rather
than a deficit-oriented lens. Instead of focusing on gaps
or shortcomings, this approach highlights the broader
value of health programs in addressing immediate needs
in the community and examines how existing resources
can be improved and leveraged to improve program
delivery [60]. The goal is to build on the knowledge and
assets already embedded in the MFHC programs that
best address the community’s unique needs and chal-
lenges, taking into consideration geographical isolation,
population size, and current approach to health program
delivery.

Project design and development: fieldwork phase |

In this project, researchers worked in partnership with
the MFHC to gain a comprehensive understanding of
the on-the-ground realities of program delivery for the
HBHCP and DPP, including operational challenges faced
by these initiatives. Community engagement occurred
at two distinct levels in a flexible manner based on the

Project Design and Development: Fieldwork Phase |

(2026) 45:8 Page 6 of 20

objectives of the study and the interests of program
coordinators and community members. First, the pro-
gram coordinators were fully integrated in all phases of
the research - needs assessment, definition of research
questions, implementation, data collection, and analysis
- and played multiple roles as practitioners, researchers,
and knowledge users. They are part of both the process
and the outcomes. Second, academic researchers and
program coordinators worked with community mem-
bers by delivering the activities and seeking feedback on
their experiences with the programs. This offers valuable
insights and experience into how well the current activi-
ties were working while also allowing for deeper engage-
ment with the community to identify additional needs
and support. This study involved two phases of fieldwork
comprising multiple stages of fieldwork conducted in
Moose Factory at different times, as outlined in Fig. 2.

Stage 1 During the first in-person visit and interaction
with the community for two weeks in the spring of 2024,
stage one involved engaging with local residents while
supporting the ongoing local food development initiatives
and helping them set up their community gardens for
their families. This facilitated informal conversations with
community members, providing valuable insights into
their food access challenges and how gardens help con-
serve financial resources otherwise spent at the Northern
Store. We also focused on understanding MFHC opera-
tions, particularly program implementation and man-
agement. Discussions with program coordinators helped
identify areas where we could best support these pro-
grams, assess their needs, and determine the future direc-
tion of the study. During these discussions, it was brought
up that the COVID-19 pandemic halted many key activi-
ties of the programs, such as cooking workshops, food
demonstrations, and nutrition education sessions, all of
which are essential for promoting nutrition, health, and
overall wellness. Additionally, they expressed the need
for support in translating nutrition education into prac-
tical, culturally relevant materials. While there are exist-
ing resources such as “First Nations Recipes by Gregory
Lepine’;, a recipe book featuring traditional Indigenous

Project Implementation and Research: Fieldwork phase 2

Stage 3: February 2025
Hands-on involvement in program delivery

Stage 1: May-June 2024
Community engagement
Needs and support assessment
2 weeks

|

Documentation of challenges
Evaluation and feedback
Semi-structured interviews
9 days

Stage 2: September-October 2024
Hands-on involvement in program delivery
Documentation of challenges

2 weeks

Fig. 2 Timeline of fieldwork throughout the research

|
Stage 4: May 2025
Virtual Semi-structured interviews with
community members
4 weeks
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ingredients like salmon, venison, bison, fiddleheads, wild
rice, and berries, the program coordinator of DPP from
Moose Factory explained that many of these ingredients
are unavailable at the Northern Store, the primary food
source in the community (Personal correspondence, June
26, 2024). These preliminary discussions on the need for
additional nutrition educational materials led to the draft
production of learning resources. These included flyers
featuring quick, easy, and healthful recipes, as well as
posters and placemats highlighting traditional foods such
as moose, goose, and fish, with nutritional information
about these foods. All of these materials were collabora-
tively developed to ensure they were community-cen-
tered, with consistent exchange of ideas and suggestions
between the program coordinators and our team.

Stage 2 The second stage of the fieldwork was conducted
from September to October 2024 over two weeks. During
this phase, we engaged in further discussions and hands-
on involvement with the program activities to gain a
clearer understanding of how they work in the community
setting. Throughout this period, we engaged directly in all
aspects of program delivery—planning, preparation, and
implementation of activities, alongside the program coor-
dinators. This phase also allowed us to better understand
the program’s objectives and its flexibility in addressing
the needs of community members, while identifying both
program challenges and strengths. We gathered feedback
from community members through informal conversa-
tions after each activity, which created a relaxed atmo-
sphere and encouraged open discussions about their
experiences and insights. The collaborative discussions
with the program coordinators of the MFHC allowed us
to co-define our research objectives, which are to describe
how nutrition-related health programs - HBHCP, and the
DPP respond to unique community needs and challenges
surrounding food and nutrition, and to document the on-
the-ground realities of program delivery, including opera-
tional challenges faced by these initiatives.

Project implementation and research: fieldwork phase 2

Stage 3 The third stage of fieldwork was conducted over
a nine-day period in February 2025. This phase added
another layer of understanding of the programs by con-
tinuing our involvement in program operations, gathering
feedback from activity participants, and conducting in-
depth interviews with the program coordinators and the
community health coordinator. Working alongside coor-
dinators revealed nuanced challenges in program imple-
mentation that might not be evident through observation
alone. Following these activities, we facilitated informal
conversations with community participants, which pro-
vided rich contextual insights that went beyond what
formal evaluation tools could capture. These discussions
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described how community members perceive the value
of the programs, the aspects that resonate most strongly
with their lived experiences, and the barriers that affect
their participation. A significant component of this stage
involved conducting semi-structured interviews with
both program coordinators and the community health
coordinator. These interviews specifically explored the
operational challenges faced within the programs, includ-
ing funding constraints, resource limitations, and pro-
gram delivery.

Stage 4 The fourth and final stage was conducted in
May 2025. This phase integrated all our understanding
of the programs and community member perspectives
through comprehensive data collection. We conducted
semi-structured interviews with community members to
gather their perspectives and experiences with health pro-
grams offered in the community as well as identify what
additional support they need to better improve program
objectives and delivery. The participants had the option
to participate online via phone calls and Zoom or in per-
son during fieldwork in June. Five individuals opted for
online interviews, while one participant chose to be inter-
viewed in person. These interviews, combined with our
direct participation in program delivery, observations,
and community feedback, completed our methodological
approach by triangulating perspectives from community
members, Health Center staff, the Community Health
Coordinator, and activity participants.

Methods

Recruitment of participants

Activity participant recruitment followed the research
protocols previously established by our research team
and the Moose Cree First Nation in 2018 [15]. The pro-
gram coordinators of the HBHCP and DPP assisted in
recruiting participants who are community members
and are currently involved in or utilizing these programs.
Recruitment was done informally through the MFHC
Facebook page, where infographic posters were posted
to inform the community about the upcoming activi-
ties at the Health Center. Interested individuals were
invited to freely join and participate in these activities.
Furthermore, the recruitment of the participants for the
interviews was primarily through a call for participants
publication on the MFHC Facebook page, and referrals
from other participants.

Data collection

Learning by doing (also referred to as participant obser-
vation [15]), semi-structured interviews, and evaluation
forms were useful data collection methods throughout
the study to gain a comprehensive understanding of the
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food-related challenges faced by community members
and the current status of the health promotion programs.
The details of these data collection tools are outlined
below.

Learning by doing

Learning by doing is a primary and central method
for knowledge-gathering in this study. This method is
focused on gaining knowledge from one another through
observation, listening, and sharing knowledge [55, 61]. It
involved us working in collaboration with the program
coordinators on planning, implementation, and pro-
gram delivery. Our hands-on and firsthand involvement
allowed us to truly understand the primary challenges
and difficulties that the program coordinators face when
conducting these activities. It also enabled us to immerse
and engage directly with community members, fostering
conversations on food and nutrition challenges and com-
munity needs. After learning by doing, we documented
extensive and descriptive fieldnotes of what had occurred
and discussed in the informal conversations, which sup-
ported a deeper interpretation of how community mem-
bers understood and navigated specific experiences [62].
These observations and reflections also informed our
interview questions and facilitated conversations with
community members, which enhanced our understand-
ing of local knowledge and practices.

Semi-structured interviews

The use of semi-structured interviews was to accom-
pany participation and observation methods. Interview
participants included two program coordinators and the
community health coordinator (n = 3) (as service pro-
viders) to better understand and document their lived
experiences on program delivery in the community. The
interview guide included open-ended questions related
to 1) the structural challenges affecting the programs and
how these challenges are typically addressed, and 2) the
strengths that contribute to their effectiveness in deliver-
ing nutrition knowledge. Separate interviews were con-
ducted with community members (as service users) to
1) explore food-related challenges in the community, 2)
their perspectives and experiences with existing support
and programs offered by the Health Center, and 3) their
identified needs and priorities for improving program
delivery. The interview guide was developed through
collaboration and consultation with community mem-
bers to ensure that the questions were culturally relevant
and respectful. Participants were recruited using a com-
bination of convenience and snowball sampling. Com-
munity members were offered a $50 incentive. A total
of six community members were interviewed, compris-
ing both males (n = 1) and females (n = 5), aged 24-54.
All interviews were conducted in conversational mode,
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acknowledging that a two-way conversation is a way of
exchanging knowledge, and as many traditional teachings
suggest, that meaningful learning occurs through shared
conversations rather than a one-sided transmission of
information from a single “expert, " which is contrary
to Western research methods of conducting qualita-
tive interviews [63]. The interviews were audio-recorded
whenever possible; however, in cases where participants
were not comfortable, we took extensive notes with the
assistance of a co-researcher.

Participant feedback

An evaluation form was given to participants following
each activity (e.g., baby-food preparation and gardening
workshop) to collect immediate feedback. The evaluation
forms were co-developed with the program coordinators,
not only as part of the project, but also used and applied
to the program activities. However, in some circum-
stances that community members expressed discomfort
with evaluation forms and being mindful of not wanting
to appear as we are “evaluating” them, we opted for infor-
mal verbal discussions about their experiences with the
activity, emphasizing its value for them and their fami-
lies, as well as exploring how the programs could further
support their needs. This approach fostered a relaxed
atmosphere that encouraged participants to share their
insights. After each conversation, we promptly docu-
mented our reflections and key takeaways in fieldnotes.
All project partners and community members were given
the option to be identified or to remain anonymous in the
paper. Those who wished to be identified provided writ-
ten permission to have their name or photographic image
used.

Data analysis

Learning by doing, semi-structured interviews, and par-
ticipant feedback from the activity were useful methods
throughout the fieldwork for collecting data. The field
notes, meeting minutes, transcripts, and feedback forms
were read and reviewed while abstracting meaningful
data. A more nuanced thematic analysis (TA) was con-
ducted and approached inductively, allowing themes to
emerge from the interview dataset. This allows for iden-
tifying patterns and interpreting them both between
interviews and between the interviews and field notes
[64]. Notes from each interview were read extensively
and coded into categories. Codes that pertain to the same
general concept were grouped together to create organiz-
ing themes that enhance the meaning and significance
of the narratives. Further rounds of coding was con-
ducted to reexamine and reanalyze the previously created
codes and categories to further develop into sub-themes.
The initial coding was conducted by the researcher
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Table 2 Interview participant characteristics

Community Health Center staff

member (Program coordina-

(service users) tors and Community
Health coordinator)

Characteristics

Sample size 6 3
Sex

Female 5 3
Male 1 0
Age

18-50 4 3
50+ 2 0
Self-identification

Indigenous 6 3
Non-Indigenous 0 0
Marital status

Married 4 3
Single (e.g. divorced, 2 0
widowed)

Table 3 Overview of Nutrition-related health program activities
Healthy Babies Healthy
Children Program

Diabetes Prevention Program

*Lunch and Learns *Baby Food Preparation

*Food Demonstrations Nutrition Bingo

*Gardening Workshop
Meal Bags

Nutrition Bingo

*Community Kitchen: Cooking
Workshop
Harvester/Community Freezer
Health Awareness

Weight Loss Program

Prenatal Classes

Moss Bag and Receiving
Blanket Making

Babysitting Course
Home Alone Safety for Kids

Potty Training

Easter Activities (Snow
Sculpture and Decorating)
Walking Club

Preschool Clinic Mosquito Hat Making
Halloween Home Decorating

Family Literacy Week

Summer Soccer Program
Hobby Hub
Children/Family Home Kits

Making Flower Arrangements for Griev-
ing Community Members

Winter Activities
Yahtzee Walks
Gym Nights

and subsequently discussed with program coordina-
tors to ensure accuracy and resonance with community
perspectives.

Results

Three Health Center staff, including two of the program
coordinators and the community health coordinator, and
six community members were interviewed throughout
the project. The observations and informal conversa-
tions with participants during our firsthand participation
in program delivery and implementation of activities
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were also included in the analysis, providing contextual
insights into program operations and community dynam-
ics. The interview participants were predominantly mem-
bers of the Moose Cree First Nation, with the exception
of three who lived in Moose Factory but were affiliated
with different First Nations. The sample represented a
diverse range of socioeconomic backgrounds, from eco-
nomically advantaged to economically disadvantaged
groups. Participants varied in their sex, age, and marital
status as shown in Table 2.

The integrated analysis of the interview data, combined
with observational data and informal conversations,
revealed key findings across three domains, which are
presented in the sections that follow: (1) description of
nutrition-related health program activity implementation
and delivery; (2) why these health programs matter; and
(3) what support these programs need. The first domain
describes how nutrition-related health programs respond
to the immediate needs of the community through vari-
ous activities. The second domain presents insights from
interviews and participant feedback, highlighting the
value of health programs within the community context.
Finally, the third domain outlines the systemic challenges
to program delivery, underscoring community-iden-
tified needs and priorities for strengthening health
programming.

Nutrition-related health programs

MFHC operates two primary health programs that aim to
address health, nutrition, and wellness needs across dif-
ferent age groups in the community. While the DPP and
HBHCP offer numerous activities (as outlined in Table
3), this paper specifically focuses on food and nutrition-
related activities where we had firsthand participation in
program implementation and delivery. This section pro-
vides an overview of how their nutrition-focused activi-
ties are delivered in the community, and the following
section explores their broader significance in supporting
community health and wellbeing in Moose Factory.

Diabetes prevention program
. Lunch and Learns.

Lunch and Learn sessions represent a significant com-
munity engagement strategy within the health programs
at MFHC, typically conducted monthly as an interac-
tive platform for community members to gather over a
meal while exchanging knowledge on health, nutrition,
and wellness. Due to pandemic constraints, this activ-
ity had not been implemented since COVID until the
reintroduction of the activity during our fieldwork. This
session aimed to address the community’s strong inter-
est in strengthening knowledge on reading food labels
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and making informed decisions on grocery shopping,
which are crucial given the challenges of food accessi-
bility and affordability in Moose Factory. The planning
process focused on selecting a recipe that was nutritious,
cost-effective, and feasible for a family or group setting.
During fieldwork in September in 2024, we shared in the
organizing and delivery of one of the Lunch and Learns.
Working with the Diabetes Prevention Coordinator, we
prepared a chicken rice casserole as it met the above cri-
teria and allowed for flexibility in sourcing ingredients.
Prior to the session, we conducted a comprehensive scan
at the Northern Store to assess ingredient availability and
identified price disparities among similar items that could
serve as substitutes for one another. These observations
were shared with participants to inform them on the
practical comparison of selecting ingredients based on
price and nutritional value. Participants learned to iden-
tify cost-effective substitutions, such as selecting 4 pieces
of sausages ($8.00) over 1 kg of ground pork ($8.50) for
comparable recipes. Additionally, they learned to weigh
convenience alongside cost considerations. For instance,
choosing a small pre-shredded cabbage-and-carrot pack
over a whole cabbage when both items were priced simi-
larly, since the pre-shredded option reduced preparation
time, provided additional vegetable variety, and main-
tained equivalent nutritional value. The activity was
held at the MFHC office and was attended by 16 partici-
pants, primarily those with families, which the program
coordinator noted was higher than typical attendance
compared to other similar activities. We began with a
discussion about the chicken rice casserole recipe, shar-
ing insights gained during the ingredient selection. A
key component focused on interpreting nutrition labels,
with a demonstration of understanding serving sizes,
nutritional content, and ingredient lists. During the ses-
sion, most participants acknowledged rarely reading food
labels, with shopping decisions typically influenced by
price and availability of staples. Participants expressed
surprise at cost discrepancies between similar products
and appreciated practical tips for affordable meal prepa-
ration. Discussions expanded to broader community food
challenges, including price inflation and poor produce
quality at the Northern Store, providing valuable insights
into barriers to healthy eating.

II.  Food Demonstration.

Over the course of the fieldwork, we conducted two dem-
onstrations at the Health Center entrance using a sample
station booth where community members could freely
participate. Objectives included showcasing affordable,
diabetes-friendly recipes; highlighting practical home
preparation techniques; explaining nutritional benefits;
and demonstrating versatile uses of locally available
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vegetables. This activity also demonstrates creative reci-
pes utilizing ingredients that are readily available from
the grocery store and grown on the island. Our first
demonstration engaged 25 participants and featured dif-
ferent preparations of canned legumes (chickpeas, red
kidney beans, and black beans), transformed into Thai
Coconut Chickpea, Tex-Mex Bean Salad, and Yellow Thai
Chickpea Curry. Meanwhile, the second demonstration
engaged 32 participants and showcased vegetable reci-
pes that are readily available from the grocery store and
grown on the island (butternut squash, spinach, mush-
room, and rutabaga). These vegetables were cooked into
Roasted Butternut Squash Parmesan, Cheesy Spinach
& Mushroom Casserole, and Mashed Rutabaga with
Sour Cream and Dill. Our firsthand participation in
implementing the activity demonstrated that enhanced
educational environments led to increased commu-
nity engagement. For example, during the second food
demonstration, visual displays of the community gar-
den, nutrition education posters highlighting traditional
foods with nutritional content, and take-home materi-
als (placemats, refrigerator magnets, and coasters) rein-
forcing nutritional messaging generated notably higher
participation compared to the first demonstration,
where such materials were not utilized. Moreover, par-
ticipants showed particular interest in maximizing the
use of locally available vegetables, with several request-
ing recipe cards. Community responses revealed mixed
perspectives toward healthy eating, with some express-
ing genuine interest in nutritionally balanced recipes and
requesting materials to try at home, while others shared
challenges, including time and energy constraints for
food preparation, difficulty breaking established eating
habits, and desire to reduce fast food consumption.

L. Community Kitchen Cooking Workshop.

The Community Kitchen Cooking Workshop was
designed as a hands-on educational experience designed
to demonstrate preparation of accessible, affordable, and
nutritious meals for families. Recognizing the impor-
tance of accessibility, the recipes were carefully selected
to use budget-friendly ingredients and simple cooking
techniques, ensuring they could be replicated at home
by participants. The workshop was structured to accom-
modate four families with the goal of fostering family
engagement in meal preparation to strengthen family
dynamics around food. Due to the program lacking dedi-
cated facilities, a kitchen space was rented specifically
for this activity to provide an interactive environment
where families could learn and practice cooking skills
together. However, due to an unexpected water shortage
in the community, the cooking workshop had to be can-
celed. In response, the program coordinator adapted the
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initiative to still achieve its objectives. The team prepared
the planned meals ourselves, following the same recipes
originally selected for participant families. The Diabe-
tes Prevention Coordinator used Facebook to dissemi-
nate information to the community that prepared meals
and printed recipe cards were available for pickup. This
adaptation maintained the nutritional education com-
ponent in modified form while responding to immediate
community circumstances. Community members were
able to receive the cooked meals and receive preparation
instructions. This situation highlighted both the vulner-
ability of programming to infrastructure challenges in
remote communities and the importance of flexibility
in program implementation. The program coordina-
tor’s adaptation demonstrated how community health
initiatives can maintain their core objectives even when
faced with unexpected barriers, ensuring that resources
allocated to community nutrition are utilized effectively
regardless of circumstances.

IV.  Gardening Workshop.

Our group has been supporting local food development
and sustainability initiatives, including community gar-
dening, since 2019 [15, 37, 38]. These initiatives have
emerged as a community-centered response to the food
security challenges previously identified. The objectives
of the workshop were to develop self-sufficiency skills in
food production, to teach sustainable growing techniques
adapted to the local environment, to introduce com-
posting practices, and to build capacity for constructing
garden boxes. Participants represented diverse age demo-
graphics, predominantly including individuals with little
to moderate gardening experience. The first workshop
was attended by 16 participants, and due to community
interest exceeding our initial capacity, we conducted an
additional workshop session attended by 4 participants.
The first session was led by a local community member
who has a horticulture background and experience in
growing food on the island, thereby leveraging contex-
tually relevant expertise. The workshop incorporated
multiple learning modalities, including tactile seedling
planting demonstrations, distribution of comprehensive
garden starter kits, and facilitated discussions about gar-
den establishment and maintenance within the specific
environmental constraints in the community. A begin-
ner-friendly gardening booklet was developed featuring
step-by-step visual and textual instructions for garden
establishment, seed planting, and maintenance, which
were distributed to the participants, who reported that
these materials were particularly helpful because they
were straightforward and less intimidating for begin-
ners. Participants perceived gardening initiatives as cru-
cial for improving fresh produce access while mitigating
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escalating food prices. Multiple dimensions of value were
identified beyond food access, including connections to
food sovereignty, intergenerational knowledge transfer,
and enhanced self-efficacy. Furthermore, they described
the importance of obtaining food from the land, whether
through gardening and hunting, as these honor tradi-
tional practices.

“Having some control of where our family food
comes from, from getting my children interested in
the process of growing food and making healthier
choices, and cost of food has increased so much” -
Activity Participant 1.

“To teach our grandkids that food comes from the
land? -Activity Participant 2.

The sustainability aspect of these gardens was particu-
larly salient, with several participants noting that har-
vests provided food security extending through winter
months. Some cite their interest in participating in the
workshop as “Work towards food security” and “I want
to be self-sufficient” Community members value having
control over their food sources and knowledge of how
their food is grown. However, it is important to note
that according to studies done by Skinner et al. [17] and
Thompson et al. [65] in other northern Indigenous com-
munity garden contexts, the garden yields are more steps
towards food sovereignty rather than a comprehensive
solution to household food insecurity. Ultimately, these
workshops strengthened community self-efficacy and
resilience, contributing to broader efforts toward food
sovereignty and sustainability.

Healthy Babies, healthy children program

XXIIL.Baby food-making preparation (complementary
food).

The HBHCP in Moose Factory is the only program in the
community that offers prenatal classes to mothers and
parents. This activity aims to address concerns about the
affordability and quality of store-bought baby food while
promoting healthier alternatives. The primary objective
of the baby food-making activity is to demonstrate and
teach parents how to prepare their baby’s first comple-
mentary food, starting at six months of age. Additionally,
the activity emphasizes the importance of mealtimes as
an opportunity for bonding between parents and their
children. During the activity, the program coordinator
explained and demonstrated the use of a NutriBullet®,
a compact and efficient blender designed for prepar-
ing small portions of food. Store-bought complemen-
tary food samples were also provided for comparison,
allowing participants to distinguish the differences in
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taste, texture, and nutritional value between homemade
and commercially produced baby food. The activity was
attended by two couples, both first-time and early-stage
parents, who expressed keen interest in learning how to
prepare homemade complementary foods for their future
babies. Participants, especially first-time mothers, appre-
ciated the program’s support in building their confidence
and understanding of what goes into their babies’ food,
while also noting that it was the only program in the
community offering prenatal classes, making it signifi-
cantly beneficial for them.

“The support from the Health Center is comforting
for new moms. The classes are super helpful. Know-
ing my baby will be eating healthy gives me ease”
-Activity Participant 1.

“This is the only program that has prenatal classes,
and it is really helpful, especially for first-time
moms,” — Activity Participant 2.

Why these health programs matter?

Insights from our conversations and interviews with
community members, program coordinators, and the
community health coordinator demonstrated a strong
understanding of what constitutes a healthful eating,
describing it as a balanced and varied intake of all food
groups like vegetables, whole grains, wild meats, and
other foods sourced from the land. However, community
responses also reflected mixed perspectives in apply-
ing this knowledge, as they are constrained by proximal
and intermediate determinants of health. This includes
the rural, remote location of the community, resulting in
high food prices, limited availability of fresh and nutri-
tious food options, and the poor quality of store-bought
products due to transportation and resources needed to
bring supplies in the community [12, 66—68]. It is within
this context that health programs emerge as particu-
larly valuable community resources, serving as frontline
responders to these barriers and immediate community
needs. Drawing from community voices and lived experi-
ences, the following section shows three interconnected
dimensions of program value in the community.

Health programs as family and community support systems

Activities encourage family participation, embed-
ding nutrition education within family dynamics while
strengthening knowledge and relationships around food
and nutrition. This approach leverages family struc-
tures as powerful vehicles for information dissemina-
tion and sustainable behavior change [69]. Community
members emphasized the importance of family-oriented
programming that builds both family capacity and paren-
tal capacity through collaborative activities with their
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children. For example, the community kitchen cooking
workshop, where families prepare meals together with
children actively involved in the cooking process, inte-
grates educational components into family interactions.
Participants highlighted the importance of creative edu-
cational approaches, like food demonstrations and nutri-
tion bingo, used to share knowledge and engage children
while ensuring that each activity fosters participant
learning. They emphasized the importance of involv-
ing their children in community activities as a way to
cultivate a sense of belonging at a young age within the
community. Beyond family strengthening, the programs
provide spaces for communities to support one another.
Participants were motivated by the opportunity to find
mutual support with like-minded community mem-
bers through the programs. Furthermore, food sharing
represents a central component of program activities,
serving as both a culturally important practice and an
effective engagement strategy for health programming
that encourages participation and conversations. Gather-
ing around food, like Lunch and Learns, provides spaces
for collective learning and strengthens social bonds
between families and communities, facilitates meaning-
ful discussions around food and nutrition challenges
within the community, and ultimately inter-connects the
people, the land, and the culture [70, 71]. Community
members also recognized that the programs contribute
to community wellbeing by providing immediate support
on identified challenges, which helps reduce family stress
and potential negative behaviors that might result from
unmet basic needs.

“It’s geared to build the family’s capacity and the
parents’ capacity to do things for their family. Like,
doing things together, having a family kitchen where,
they cook meals together, getting the kids involved,
and doing teachings in that way.” -Interview Partici-
pant 3.

“I think for some people, like if those programs didn’t
exist, it would be a net negative for our community.
1 think even apart from all of the programming they
do and things like that, just bringing resources into
the community Like if those resources weren’t here,
then the family that they go to just simply wouldn’t
have them... And so I think that benefits me as a
community member because it allows for less hun-
gry families, which allows for less upset families who
might do things that they wouldn’t normally do.-
Interview Participant 2.
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Health programs as frontline responders to immediate
community needs

On high food cost A key strength of the health programs
lies in how their activities are directly informed by the
community’s lived challenges. High food cost is a common
challenge consistently cited by community members and
Health Center staff, with local members describing food
prices in Moose Factory as much higher than in south-
ern urban areas like Ottawa. The high prices of food led
some community members to purchase groceries from
southern locations like Cochrane, Sudbury, and Timmins,
even with added shipping fees, as this ultimately provides
more and varied food options at a lower total cost. Mean-
while, others utilized trips to southern cities for medical
appointments or family activities as opportunities to pur-
chase food items in bulk at reduced prices.

“I hardly buy meat here at the Northern because it’s
so expensive, like wings that size .... is like almost
$30 and then when I go out of town, like Timmins for
appointments, I'll buy groceries” - Interview Partici-
pant 4.

“It's a lot easier to meal plan when ordering from
Cochrane because you have many other options
available as well. I would say that it saved us money
for sure...The groceries would last, I would say, the
week, and like we're paying probably like $300.00
for groceries from Cochrane. But if we went to the
Northern grocery store every day, which is how we
were doing it for a while, it would cost more” -Inter-
view Participant 1.

The Community Health Coordinator also echoed that
food remains a fundamental need in the community,
acknowledging the increased interest in healthy eating
among community members. However, many remain
constrained by high food costs that limit their ability to
choose healthier options. For example, interview par-
ticipants from economically disadvantaged backgrounds
prioritized price over other factors, such as availability,
nutritional value, preferences, and dietary needs, when
purchasing food. In contrast, participants from more
advantaged socioeconomic backgrounds considered fac-
tors like nutritional value and preferences before the cost
of food. The HBHC program coordinator also expressed
similar concerns about high food prices affecting families
and highlighted worries about the unclear ingredients
and manufacturing processes used in commercial baby
food. Stemming from this problem, the HBHC program
coordinator frequently conducts baby food prepara-
tion workshops that teach first-time and early mothers
to prepare homemade alternatives, such as fruit purees,
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addressing concerns about the affordability and quality of
store-bought baby food.

“The food, that need. I've seen changes in how peo-
ple eat. A lot of people want to be healthy. So, I have
seen that, and there’s not enough focus on that. We're
still kind of stuck in the negative” - Community
Health Coordinator.

“Food. is pricey here, and we are not entirely sure of
what goes into the processing of baby food, so I just
thought of making baby food healthy meals” - Codie
O’ Connor, HBHC program coordinator.

Recognizing these economic challenges among commu-
nity members, the provision of tangible incentives and
giveaways in health programs not only encourages par-
ticipation and engagement but also alleviates immediate
financial barriers for economically vulnerable families.
For example, a significant aspect of the HBHC program
is the provision of giveaways, such as NutriBullet® blend-
ers. These giveaways not only support parents financially
but also encourage involvement in the activity. Moreover,
two interview participants from disadvantaged socioeco-
nomic backgrounds specifically mentioned that comple-
mentary items such as gift cards, incentives, and grocery
supplies are their primary motivation for attending activ-
ities, noting that these resources provide substantial ben-
efits for their households. While the programs neither
eliminate food insecurity nor fully resolve access issues,
they play an important role in alleviating the burden
these challenges place on individuals and families.

“I was more inclined to participate because of the
support aspect of it; having the program offer the
blenders themselves was extremely helpful and
encouraged me to be more curious without worry-
ing about the financial aspects involved on my end.-
Activity Participant 3.

“Well, we appreciate getting free stuff. They do have
gift cards, groceries, or prizes... it helps with maybe
even like two weeks’ worth of groceries. It helps”
-Interview Participant 4.

“I think it’s taking advantage of what'’s being offered
and being able to share those things with my kids
and family. And I really want my kids to be engaged
in the community and be part of it and to feel that
sense of belonging. If I'm doing that, I'm role model-
ing that for them and they’ll be willing to do that as
well” — Interview Participant.

On limited food access and food availability The
community relies heavily on three primary market food
options: the Northern Store, a smaller locally owned
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store, and a farmers’ market that visits the community
twice a month [15]. Fresh produce availability is severely
limited, with food items frequently expiring or spoiling
upon arrival. It was observed that shelves in the grocery
store are mostly empty by mid-week, resulting in supply
shortages of essential items throughout the week.

“I think its availability, like you can go to the store
with a plan most of the times and that plan kinda
falls through just based off of what'’s available at the
store. Like, sometimes you'll be missing one or two
ingredients, and then you kinda just have to think of
a recipe on the spot or whatever it may be. So, I think
availability is the biggest thing” — Interview Partici-
pant 1.

Community members reported prioritizing the pur-
chase of items like bread and milk immediately when
new stock arrives, as these products typically sell out first
and remain unavailable among other food items until the
next scheduled delivery. The unpredictable availability
of preferred food items disrupts meal planning, requir-
ing community members to work with the ingredients
available at the store. Most participants expressed the
need for improved access to fresh meat, fruits, and veg-
etables. The subarctic climate and environmental condi-
tions further compound food availability challenges by
making local produce cultivation difficult and seasonal,
thereby restricting fresh produce all year round. How-
ever, participants cited how the local food sustainability
initiatives, such as community gardens [15], provided
relief by offering food access to fresh vegetables and
herbs while reducing their reliance on expensive store-
bought produce. People especially valued the sustain-
ability aspect, with some participants highlighting how
harvests contributed to food access and availability that
extended into the winter months. One participant shared
avoiding store purchases except for basic staples, instead
relying on foods they grow, hunt, and fish—including
moose, caribou, geese, and fish—which sustain their fam-
ily year-round. They explained that growing and hunting
food “is what makes them who they are” and gives them a
deep connection to the land. They emphasized that their
family actively works toward food sovereignty by defining
healthy eating as the consumption of traditional foods
harvested from the land.

The DPP acknowledges these challenges in the com-
munity and respond to them through activities like
food demonstrations, where participants learn to maxi-
mize available ingredients from the grocery store and
locally grown produce into creative, diabetes-friendly,
and healthy recipes and community cooking workshops,
where families gain hands-on experience preparing
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affordable meals using budget-friendly ingredients from
the store that they can replicate at home.

Health programs as tools for fostering self-suffi-
ciency The programs utilize nutrition education in cul-
turally grounded approaches, equipping community
members with the knowledge and practical skills to sup-
port informed food choices and food resource manage-
ment, fostering greater self-sufficiency, and promoting
long-term health and well-being. Community members
described the importance of educational support that pro-
grams provide through knowledge sharing and learning of
skills like grocery shopping skills, growing their own food,
and skills to prepare food with limited resources. Several
participants noted the significance of having programs
that promote healthy behaviors, including healthy eating,
diabetes management, and physical activity, particularly
in a community that has experienced trauma, dysfunc-
tion, and health challenges.

“I think the fact that there's a constant program
that’s always promoting, like, health, like being
healthy. I think that’s so important in a community
where there’s been so much trauma and dysfunction
and sickness... the Health Center and the work they
do in constantly promoting health whether it'’s eating
healthy or taking care of your health or being active
like I think that’s so key and I think it needs to be
stronger” — Interview Participant 3.

What supports are needed by the health programs?

This section explores community-identified needs and
priorities that highlight broader systemic barriers affect-
ing the delivery, reach, and sustainability of health pro-
grams in Moose Factory. These challenges have been
compounded by the lasting impacts of COVID-19, which
disrupted operations and exposed vulnerabilities in the
existing system. The pandemic not only halted services,
activities, and support during heightened need but also
held back the momentum and community engagement
that had been built over the years. Moving forward,
rebuilding these programs has required significant effort
as coordinators work to re-establish trust, re-engage par-
ticipants, and adapt to the evolving needs of the commu-
nity. The current rebuilding efforts, including the recent
appointment of the HBHC program coordinator in May
2023 to rebuild a program that had been inactive dur-
ing the pandemic, create additional challenges alongside
existing systemic barriers. Through direct involvement in
the implementation and observation of nutrition-related
activities, we gained further understanding of the opera-
tional realities of program delivery influenced by sys-
temic challenges. These observations were corroborated
through interviews with the program coordinators and
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the community health coordinator. Community mem-
bers also shared insights for improving health program-
ming, particularly in supporting vulnerable populations,
enhancing accessibility, and expanding the scope of the
activities.

Funding.

Program coordinators consistently cited that existing
funding frameworks are unsustainable, insufficient, and
often delayed. This creates situations where health pro-
grams struggle to maintain consistent service delivery,
engage in long-term planning, or develop comprehen-
sive responses to community health needs. For example,
the MFHC Food Bank program experiences frequent
service interruptions as operations of the food bank are
suspended whenever funding is unavailable or delayed.
With this, the DPP coordinator has resorted to applying
for external grants to address funding limitations. This
grant-writing process adds a significant administrative
burden and becomes counterproductive, diverting time
and energy away from service delivery and toward fund-
ing procurement. While external funding sources, such
as Jordans Principle, have been leveraged to address
urgent community needs, particularly in food secu-
rity initiatives, program coordinators express concerns
about the sustainability of these funding streams, as they
are not guaranteed. Moreover, the census-based fund-
ing allocation is identified as particularly problematic as
the system allocates funding based solely on Indigenous
people living on reserve who have completed the census,
rather than accounting for status or the actual popula-
tion requiring services. The disconnection between this
funding system and the actual service population creates
resource gaps. This results in an unsustainable pattern of
“on and off-funding” for the health programs. The Com-
munity Health Coordinator noted that these budgetary
constraints impede organizational capacity for growth
and program expansion. Addressing these challenges
requires reevaluating funding allocation to ensure it
aligns with the actual needs and realities of the commu-
nities being served.

“Diabetes prevention program is ISC [Indigenous
Services Canada] funding, and it’s minimal. So, like,
the money we get is only covering salary. We don’t
get much. We have to find our own money to do any
programming. So far, our Diabetes Prevention Coor-
dinator’s job is probably, like, just simply getting
funding to keep trying to make things work. So there’s
no expansion.” - Community Health Coordinator.

Staff and Resources.

The issue of funding in health services creates a com-
plex web of challenges that extends far beyond mere
financial constraints. This underfunding results in limited
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staff and inadequate resources, with both programs man-
aged by a single coordinator, which places a significant
burden on individual coordinators. The resulting work-
load may become overwhelming, leading to psychologi-
cal distress, fatigue, and negatively affecting the overall
quality of service and their well-being [72]. Furthermore,
the absence of basic infrastructure, such as a functional
kitchen space or adequate cooking equipment, restricts
the capacity to conduct hands-on nutrition activities.
The need to rent external spaces for activities like cook-
ing workshops also adds an additional financial burden
to programs. Program coordinators shared that a dedi-
cated, well-equipped kitchen space would enable more
food and nutrition activities and skills-building activities,
facilitate hands-on community kitchens, and create more
opportunities for community engagement. As Trickett
[73] emphasizes, communities need adequate resources
to adapt, innovate, and engage individuals in processes of
change that improve community health.

“I would say that I want to do more hands-on activ-
ities, but it’s hard for us. See how hard it is just to
have a food demo? Looking for the proper things to
use, looking for a stove, [it’s just] I wish we had a
stove. I wish we had many stoves” -Cynthia Kapash-
esit, DPP program coordinator.

Needs and Priorities of Community Members.
Participants highlighted the need for additional sup-
port targeting vulnerable populations, particularly indi-
viduals with disabilities who rely on social assistance.
One participant noted that while programs exist for fam-
ilies with young children (under six and seniors over 60),
there is insufficient support specifically for individuals
who have physical and mental disabilities, which prevent
them from working, maintaining self-care, and perform-
ing daily activities independently. These limitations make
it difficult to access basic necessities like food after cov-
ering essential expenses, as their monthly government
assistance is insufficient to meet their needs throughout
the month. Participants recommended expanding work-
shop topics beyond current offerings to avoid repetition
and increase engagement. They suggested more infor-
mation on traditional foods with programming targeted
toward younger generations to preserve cultural food
knowledge while making it accessible to diverse audi-
ences. Moreover, participants gave ideas on workshop
topics based on their practical needs: leftover recipe
transformation techniques, child-friendly healthy recipe
development, meal preparation and planning strategies,
and traditional food preparation methods, including
food safety protocols and fish filleting techniques. One
participant also suggested that programs should pro-
vide more support for land-based activities, particularly



F. Balalio and A. Robidoux Journal of Health, Population and Nutrition

supporting community gardening initiatives. They
emphasized that this would serve a crucial function for
the community, not only improving food access but also
promoting holistic health benefits - mental, physical, and
emotional well-being. Additionally, participants empha-
sized the importance of utilizing social media platforms
more extensively for program promotion and informa-
tion dissemination, recognizing these channels as pri-
mary sources of information access for many community
members.

“I'm on ODSP [Ontario Disability Support Pro-
gram], my husband and I, but we don’t get that
much. We only get like $1,700 a month, but still we
pay our bills and then we still run out of groceries...
And then there’s no program for people like me in my
age category, like 50 to 60. But you'll have programs
for mothers who have children six and under. And
then they’ll have programs for people that are 60
and over. But still, there’s no programs for somebody
like me that still struggles” - Interview Participant 4.

Discussion
This study offers a participatory perspective on how
health programs in remote northern Indigenous com-
munities are delivered and experienced, particularly in
the context of ongoing colonial legacies, food insecurity,
fragmented health governance, and impacts of COVID-
19. While previous studies have identified challenges in
health systems and health services in remote, northern
Indigenous communities, these studies have largely relied
on interviews, sharing stories, and literature reviews [26,
29, 30]. In contrast, this research engages directly in pro-
gram delivery and is implemented alongside the MFHC
program coordinators, providing a detailed account of
how activities are carried out to address drivers of food
insecurity in the community and offering lived under-
standing into the extent of systemic challenges faced by
health programs. This collaborative work with MFHC
better understands the significance of health programs
and identifies further needs that reflect the community’s
priorities, capabilities, and capacity.

High food costs, which limit access to healthful foods,
a limited availability of desired food items in local stores,
and the generally low quality of fruits and vegetables are
consistently identified as drivers of food insecurity in
the community. From our observations, these challenges
are not unique to MCEN, as they are well documented
in the literature on food insecurity in remote, northern
Indigenous communities [8, 12, 13, 74]. While most of
the initiatives documented to address food insecurity
were focused on local food development, food banks, and
food programs, which are also present in the community,
these initiatives primarily aim to increase food access
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and reduce cost barriers [10, 15, 17, 38, 75]. This study
demonstrates the crucial role of culturally relevant nutri-
tion education and hands-on workshops in supporting
families in food selection and preparation, building nutri-
tion knowledge, and enhancing resource management
skills, thereby enabling them to make informed deci-
sions and improve health outcomes. Similar to programs
conducted in other Indigenous communities, cooking
workshops, in-store food demonstration, and nutrition
education activities demonstrated increased consump-
tion of healthful foods, improved food-related behavior,
and increased self-efficacy [19, 76]. Although the present
study does not investigate food consumption and food-
related behavior, this may suggest that similar culturally
appropriate nutrition education activities may be effec-
tive in promoting healthy eating behaviors. Studies sup-
port that nutrition education is a valuable component in
building nutrition knowledge and skills, which is a cru-
cial factor in addressing food insecurity among remote,
Indigenous communities [77]. However, it is important
to understand that nutrition education alone cannot
improve food insecurity [78] but it should be integrated
among other initiatives targeting food availability, food
cost, food safety, and food quality [77, 79]. This study
contributes to the limited literature in remote, northern
indigenous First Nation communities by offering com-
munity-based insights on how nutrition education serves
as an additional support in addressing food insecurity in
these contexts.

Furthermore, conversations with community mem-
bers also highlight the importance of providing flexible
nutrition education that meets people at different stages
of readiness for change, offering regular activities and
accessible information while respecting individual pace
and understanding. In communities where there has
been intergenerational trauma, the adoption of unhealthy
coping behaviors has become entrenched due to the last-
ing impacts of colonialism [80]; tailored approaches to an
individual’s stage of readiness and constant support are
especially important in overcoming the complex barri-
ers to behavior change [81]. However, these outcomes
require sustained community engagement, empower-
ment, and consistent efforts to deliver programs, which
necessitate adequate and long-term funding, along with
dedicated resources to ensure program continuity and
effectiveness [82, 83]. Like many northern remote com-
munities, MCEN faces challenges with inadequate
infrastructure, insufficient funding, and limited human
resources, which were also identified as barriers that limit
program sustainability [26, 84, 85]. Our firsthand partici-
pation in program delivery informed the extent of these
challenges in the community, where inadequate infra-
structure necessitates the rental of kitchen spaces and
the constant search for appropriate spaces to conduct
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programs. Insufficient funding compels program coor-
dinators to apply for external grants to maintain opera-
tions, and the limited staff not only means a shortage of
health professionals in the community but also leaves a
single coordinator to manage responsibilities typically
handled by a larger team. In many cases, Jordan’s Prin-
ciple funding fills gaps to keep programs operational,
mirroring experiences in other First Nation communities
[86].

Importantly, health programs in MCEN serve as the
first point of contact for families seeking support and
frontline responders to immediate, non-clinical needs.
While health services in northern communities are pri-
marily delivered through nursing stations or health clin-
ics [34], limited resources and a predominant focus on
acute care have resulted in inconsistent access to health
promotion and preventive programs. Some communi-
ties lack these programs entirely, while others only offer
them occasionally [29, 87]. These findings underscore the
importance of strengthening and prioritizing sustained
support in community-based health programs, not only
as vehicles for preventive care but also as essential, cul-
turally grounded support systems that respond to the
everyday realities and needs of Indigenous families in
remote settings. Like other Indigenous health research,
Indigenous-led health services and programs often
extend beyond formal objectives and adapt to family
needs to offer holistic care that meets not only physical
needs but also emotional support, social connection, and
family advocacy, positioning them as crucial anchors of
community well-being [40, 83, 86].

Ultimately, this study points out the broader role of
governance systems in shaping program delivery and
outcomes. Federal and provincial jurisdictions must
improve collaboration, communication, and coordina-
tion with each other regarding First Nations health for
better alignment of policies and services that would sup-
port more equitable resource distribution, reduce ser-
vice duplication, and allow efficient funding allocation
[27, 88]. The HTP funding agreement is insufficient to
meet actual community needs and is bound by funding
mandates that restrict data sharing and collaboration
with other health services due to confidentiality require-
ments. This creates isolated service silos that prevent the
continuity of care and holistic care delivery to people.
Again, the conceptualization of health and wellness for
First Nations communities is not solely the absence of
disease, but a holistic concept deeply rooted in relation-
ships with the land, family, culture, and community [89,
90]. As such, health policies must reflect the cultural
concepts, social conditions, traditional practices, needs,
and priorities of the communities they aim to serve, and
health strategies must adopt frameworks that are flex-
ible, culturally grounded, and informed by the definitions
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of ‘health’ held by each community [91, 92]. Indigenous
communities must be positioned at the center of health
system governance and decision-making processes.
This includes developing partnerships that respect and
include Indigenous communities over program design,
delivery, implementation, and evaluation as well as pro-
viding sustainable funding for a wholistic Indigenous-led
programs. By shifting decision-making power to Indig-
enous communities and resourcing them adequately,
health systems are better equipped to respond to distinct
determinants of health, promote culturally meaningful
wellness, and address long-standing inequities in a man-
ner that is effective, respectful, and aligned with the prin-
ciples of reconciliation and self-determination.

Conclusion

This study emphasizes the importance of adopting a
strength-based approach that builds on the capabilities,
resilience, and strengths of the community to create an
inclusive and empowering framework that resonates
with the community it serves. Indigenous-led health pro-
grams are vital in equipping individuals and families with
knowledge, skills, and culturally grounded opportunities
for healthier living; however, they alone cannot resolve
the systemic challenges driving food insecurity. Address-
ing issues such as high food costs, limited access, and
poor food quality—both in Moose Factory and in other
northern, remote Indigenous communities—requires
structural change from governing bodies. This includes
shifting from top-down models to community-informed
policies, where governments act as supporters rather
than drivers. Sustainable solutions must center Indige-
nous-led governance and uphold the autonomy of com-
munities to manage their own resources and lead their
own health and food systems.

To this end, ISC should re-evaluate its funding models
and requirements to better align with community needs
and priorities that are informed by community realities.
Future funding agreements should support integrated
service delivery by encouraging collaboration on the
ground and case coordination for a holistic approach to
health care delivery in communities. Furthermore, this
study highlights the importance for researchers to mean-
ingfully engage with communities through community-
based participatory research (CBPR) approaches, which
allow for in-depth understanding of one’s situation, sup-
port co-learning, and ensure that knowledge generated
is relevant, respectful, and rooted in their priorities. This
is essential for developing responsive, sustainable, and
equitable policies and strategies.
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