
Engaging with Indigenous Communities   57

Volume 2/Issue 1/Spring 2016

Catalyzing Action on First Nations Respiratory Health 
Using Community-based Participatory Research: Integrated 
Knowledge Translation through Strategic Symposia

Tarun R. Katapally, Sylvia Abonyi, Jo-Ann Episkenew, Vivian R Ramsden, Chandima 
Karunanayake, Shelley Kirychuk, Donna Rennie, James Dosman, Punam Pahwa 

Abstract	 Assess, Redress, Re-assess: Addressing Disparities in Respiratory Health Among First 
Nations is an ongoing community-based participatory research initiative involving two First 
Nations communities in Saskatchewan. The initiative’s rationale is grounded in the ethos of  
transformative community-based participatory research and facilitated through integrated 
knowledge translation with the aim of  building community capacity. The initiative’s goal 
was to engage community members to actively participate in all research phases, from 
the development of  the research questions to dissemination of  results and evaluation of  
community-chosen interventions that evolved from the results.  After baseline assessment 
of  predictors and indicators of  respiratory health, a program of  integrated knowledge 
translation was adopted. As part of  this program, a community-researcher collaboration 
was put in place that produced two knowledge translation symposia. The two symposia 
have brought together First Nations community members, interdisciplinary researchers, 
federal and provincial policy makers, and multiple Aboriginal organizational stakeholders. 
The symposia provided a pathway for knowledge synthesis and sharing to ultimately 
integrate knowledge into practice and enable First Nations’ community capacity building 
in addressing and redressing critical respiratory health issues. This article delineates the 
processes involved in developing this model of  integrated knowledge translation and 
highlights the continuing engagement with the participating communities supported by 
Knowledge Translation (KT) Symposia.
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Health inequities among Indigenous peoples (First Nations, Métis, and Inuit) in Canada cause 
significant disparities in determinants of  health, especially rates of  non-traditional use of  
tobacco and increased indoor air pollutants due to inadequate housing (Barsh, 1994; Health 
Canada, 2009; Statistics Canada, 2008). Disparities in determinants of  health in turn lead to 
inequalities in health outcomes. For instance, poor housing conditions such as housing in need 
of  major repairs (Statistics Canada, 2008); dampness and mould (Lawrence et al., 2001; Michel 
et al., 1996; Park et al., 2001; Rizzo et al., 1997); adverse indoor air quality due to overcrowding, 
and both active and passive smoking from the non-traditional use of  tobacco (Crighton et al., 
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2010), lead to tuberculosis (Brunekreef  et al., 1989), severe respiratory infections (Sin et al., 
2008), and other respiratory diseases (Clark et al., 2002; Dales et al., 1991; Kovesi et al., 2007).  

These inequalities are unsustainable especially due to the faster growth of  the Indigenous 
population in comparison with the rest of  the Canadian population (Statistics Canada, 2014). 
Moreover, with geography primarily determining access to health care (Kirby et al., 2002; 
Romanow, 2002) and “place” being an important population health variable (Canadian Institute 
of  Health Information, 2006), the respiratory health risks faced by Indigenous Peoples are 
further accentuated in rural Indigenous populations due to their geographic and economic 
isolation (Health Canada, 2009; Statistics Canada, 2008). 

The aim of  this essay is to extend a model of  integrated knowledge translation within 
the context of  community-based participatory research with Indigenous communities, by 
describing how the evidence generated by the main components of  a community-based 
participatory research initiative was translated through two knowledge translation symposia.

Community-Based Participatory Research Initiative
‘Assess, Redress, Re-assess: Addressing Disparities in Respiratory Health Among First Nations 
People’ is a community-based participatory research initiative in two First Nation reserves in 
Saskatchewan. The initiative’s rationale is rooted in the concept of  participatory action research 
facilitated by integrated knowledge transfer to build community capacity. The design enables 
active participation of  community members in all phases of  research, from the development 
of  research questions to the dissemination of  results and the evaluation of  interventions 
implemented based on the results.  

Based on Health Canada’s Population Health Framework of  understanding the influence 
of individual and contextual factors on health outcomes (Health Canada, 1994; Pahwa et al., 2012; 
Pickett et al., 2008), this initiative aims to implement appropriate community-level (address) 
and policy-level (redress) interventions to tackle respiratory health inequalities and inequities. 
However, before developing interventions, the initiative was structured into two key phases:  
vision and relationships leading to problem identification and baseline assessment of  respiratory health 
determinants and outcomes. The “Vision and Relationships” phase involved a two-year dialogue 
with participating communities, where four exposure-outcome dyads were identified by the 
communities as key factors driving respiratory health inequalities: i) the quality of  housing and 
mould within the houses—asthma, especially in children; ii) smoking in general, and smoking 
in homes resulting in environmental tobacco smoke—chronic obstructive pulmonary disease; 
iii) overcrowding and infections—bronchitis ; iv) body weight—obst sleep apnea (Pahwa et al., 
2015). Table 1 is the Logic Model of  the initiative, which enumerates the four phases of  the 
study, including the assessment of  the four exposure-outcome dyads. 
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Finally, an agreement was signed that addressed co-ownership of  data between researchers 
and communities and respect for confidentiality and privacy. Thereafter, the baseline assessment 
(data collection and analysis) was completed in two stages in 2012 and 2013 with community 
members being trained to participate in data collection. The first stage was making people 
aware of   the baseline survey, through door-to-door canvassing, and distributing brochures 
explaining the need and purpose of  the study. The second stage consisted of  inviting community 
members (both children and adults) to participate in questionnaires and undergo clinical 
assessments. Before conducting the various aspects of  the study, a Certificate of  Approval 

Table 1:  Logic Model

Issue 
(Identified 
problems)

Assess
(Baseline)

Address
(Community-
level)

Redress
(Policy-level)

Reassess
(Outcome 
measures)

Housing
Dampness, 
mould, 
endotoxin
Environmental 
tobacco smoke
Wood/oil 
heating

Environmental 
measures
Asthma in 
children

House keeping
Managing asthma
“Outdoor 
living room” 
(celebrating 
smoke-free 
homes)

Household 
mould 
remediation
Housing 
policy

Reduction in 
wheezing among 
children
Reduction in 
smoking in houses 
with children and 
older adults

Smoking: non-
traditional use 
of  tobacco

Symptoms
COPD
Lung function

“Breath of  Fresh 
Air Campaign”
Management of  
COPD

Support for 
culturally 
appropriate 
smoking 
cessation 

Reduction in 
smoking in 
graduating 
grade 12
Improvement in 
lung function

3.   Infections
Over crowding

Bronchitis Immunization
Flu vaccine
Prompt treatment

Housing 
policy 
(crowding)

Reduction in 
flu cases and 
respiratory 
infections

Body Weight Sleep Apnea Identify cases
Community 
sports
Combined 
initiative 
with diabetes 
programs

Access to 
healthy/ 
nutritive food
Equipment 
for treating 
sleep apnea

All diagnosed 
cases of  sleep 
apnea treated
Reduction in 
average weight
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was obtained from the University of  Saskatchewan’s Bio-Medical Research Ethics Board. 
Moreover, before implementing the second stage of  this phase, informed consent from all 
participants was obtained. The complete methodology of  this community-based participatory 
research initiative has been published and describes in detail not only the development, but 
also the implementation of  measures (Pahwa et al., 2015).

Action: Community-Chosen and Policy-Level Interventions
The data generated during the baseline assessment phase informed the community and policy-
level interventions. The interventions are currently at various stages of  development and 
implementation, and have been enumerated in Figures 2 and 3, the two figures that describe 
the activities of  the knowledge translation symposia. To address the quality of  housing at 
the community-level, an environmental study has been conducted during which 144 homes 
underwent environmental assessments in the two participating communities between January 
and April 2014.  Environmental assessments included an interviewer-administered housing 
survey, floor dust collection, and temperature and relative humidity measures.  Homes were 
visited between January and April 2014.  Currently the data are being analyzed, and the results 
will inform a community-level intervention addressing housing conditions.

To address non-traditional use of  tobacco in the communities, an evidence-informed 
and community-driven, community-level intervention called the Green Light Program was 
implemented with and in the communities. The Green Light Program identifies and celebrates 
smoke-free homes (Ramsden et al., 2013). As traditional use of  tobacco in many First Nations 
communities is “sacred” and has cultural, medicinal, and spiritual implications, the focus of  
the Green Light Program is on non-traditional or misuse of  tobacco. 

Finally, to redress obstructive sleep apnea in First Nations at the policy-level, a complex 
policy and healthcare program analysis was conducted by interviewing key federal and 
provincial administrators and sleep specialists in Saskatoon. This analysis was conducted by 
taking into consideration the historical and jurisdictional complexity of  healthcare provision 
to First Nations. Under the Canadian Constitution, healthcare is a provincial responsibility; 
however, Indigenous people with “Registered Indian” status are considered the responsibility 
of  the federal system when it comes to extended health benefits (Government of  Canada, 
2014). The policy analysis generated evidence of  bifurcated health care policy resulting in 
inequities in access to obstructive sleep apnea care. These three interventions are the key 
examples of  the community-chosen intervention projects evolving from the larger initiative 
of  our community-based participatory research project.

Integrated Knowledge Translation
The success of  these ongoing interventions is dependent on the principles of  integrated 
knowledge translation. According to the Canadian Institutes of  Health Research, integrated 
knowledge translation involves the engagement of  stakeholders or potential research knowledge 
users in the entire research process. By incorporating integrated knowledge translation, 
researchers and community members co-create the research questions which determine the 
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methodology; that is, how and in what ways they will be involved in data collection, tool 
development, interpretation of  results, and how best to share the results with the community 
and beyond. This collaborative and action-oriented approach is the essence of  our research 
initiative (Canadian Institutes of  Health Research, 2015).

As enumerated in the background section, our initiative began with the development of  
strong relationships with the participating communities, which led to problem identification 
and co-creation of  the research question(s). Thereafter, the communities have been involved in 
all phases of  the initiative including data collection and the development and implementation 
of  community-chosen and policy-level interventions. In moving from problem identification 

Figure 1: The Knowledge to Action Process
Adapted from CIHR (2013) Knowledge to Action Process
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to implementation of  the community-chosen interventions, and from evaluation of  outcomes 
to knowledge translation with the communities, our approach closely mirrors the Canadian 
Institutes of  Health Research’s Knowledge to Action Process (Canadian Institutes of  Health 
Research, 2015). However, the key element in this integrated knowledge translation model 
was the knowledge exchange between the researchers and the community members that was 
facilitated during two Annual Symposia.

The Symposia
The two symposia brought together community members, interdisciplinary researchers, federal 
and provincial policy makers (e.g., First Nations and Inuit Health, Indian and Northern Affairs 
Canada), and multiple Aboriginal organizational stakeholders (e.g., Federation of  Saskatchewan 
Indian Nations, Northern Inter-Tribal Health Authority) to create a platform for knowledge 
sharing, synthesis and transfer. The symposia were structured to foster debate and discussion 
among the key stakeholders and to highlight important themes of  inquiry, which in turn would 
provide direction to community-chosen (address) and policy-level (redress) interventions. In 
terms of  building the stakeholder groups, there was a deliberate attempt to create groups 
that included First Nations housing and health (Aboriginal Affairs and North Development 
Canada, and First Nations and Inuit Health), provincial First Nations governance, community 
leaders, members, and Elders. One major challenge that needs to be highlighted here is the 
difficulty in crossing the structural silos between First Nations housing and health, which 
was evident in the lack of  combined representation from Aboriginal Affairs and North 
Development Canada, and First Nations and Inuit Health.

Symposium 1 (2013)
The day began with researchers from the Universities of  Saskatchewan and Regina, who are 
affiliated with the Canadian Centre for Health and Safety in Agriculture and the Indigenous 
Peoples’ Health Research Centre, presenting important baseline results. These results were 
from interviewer-administered questionnaires (e.g., presence of  mould, household smoking) 
and an objective assessment of  respiratory health (e.g., presence of  respiratory symptoms). 
These presentations were carried out in a Rotating Round Table format, in which a researcher 
was seated at each table and the attendees moved from table to table.  Attendees were divided 
into small groups that included a spectrum of  stakeholders.   

Each group spent 15 minutes at a table with a researcher who highlighted particular results 
and facilitated discussion with the stakeholders on the significance of  these results. This format 
allowed the stakeholders to talk directly with each other and with the researcher about specific 
results. The main research results presented were related to the housing conditions, which 
triggered the ensuing Round Table discussions around the relationship between respiratory 
symptoms and poor housing conditions.
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At each table, an independent observer captured the discussions in unstructured written 
notes, often called field notes. Inductive, thematic analysis of  these field notes revealed several  
themes. The themes that evolved were asthma; non-traditional use of  tobacco; housing; and, 
overcrowding. Asthma was perceived to be a common health issue and smoking indoors was 
believed to exacerbate asthma in children. The conversation then shifted to housing conditions, 
and air filters were identified as protection for asthma and related symptoms. Housing 
conditions dominated the conversation at all Round Table discussions. Overcrowding was 
acknowledged as a major factor that was associated with home damage, sickness and general 
domestic conflict.

The conversations also captured the challenges faced by the communities in addressing 
the poor housing conditions. One factor that was mentioned was the fear among community 
members in losing their housing if  they reported the need for repairs. Community members 
also reported the challenges associated with low income and difficulty obtaining bank loans 
for house repairs. Despite these challenges, there was consensus among stakeholders that 
community-based participatory research had a role in advising and advocating with band 
councils and community members for making house repairs a priority. The stakeholders 
especially acknowledged the importance of  scientific inquiry in informing and influencing 
policymakers through empirical evidence on social and health problems related to poor 
housing conditions.

Following the Round Table discussions, a series of  presentations focused on possible 
community-based programs and policy interventions to address and redress the key issues from 
the baseline research results. Each intervention presentation included discussion time. The day 
concluded with a multi-stakeholder panel discussion to further highlight emergent concerns 
and to identify research and intervention priorities moving forward. The Saskatchewan 
research team met the following day to determine next steps for research and intervention. 

This Symposium not only served as a pilot for future dialogue, but also provided essential 
directions to address and redress the link between housing conditions and respiratory health 
in two First Nations communities. A follow-up symposium was planned for the fall of  2014, 
in which the goal would be to translate knowledge on community-chosen interventions and 
results into action beyond poor housing conditions.

Symposium 2 (2014)
Similar to Symposium 1, Symposium 2 was a daylong event that brought together the key 
stakeholders and researchers. Based on the positive response to the Round Table discussions 
during Symposium 1, Symposium 2 consisted of  Round Table discussions that extended the 
knowledge translation beyond housing conditions. Whereas the stakeholders moved from table 
to table in the first symposium, in the second symposium it was the researchers who moved 
around tables. This made transitions shorter and less chaotic. Two key interventions that were 
discussed were the policy-level obstructive sleep apnea intervention and the community-
chosen intervention on non-traditional use of  tobacco. The discussion on obstructive sleep 
apnea revealed the need to conduct a community-level intervention to raise awareness and to 
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reduce obesity rates, as obstructive sleep apnea is closely related to obesity.
The Green Light Program was discussed at length, with community members being 

provided the breadth of  the program across multiple communities in Saskatchewan. The 
community members responded positively to the fact that the Green Light Program’s guiding 
values are respect for oneself  and others; build trust and relationships; responsibility and 
accountability of  individual and the community; freedom of  the individual; kindness and 
compassion; patience; and humility and compassion (Ramsden et al, 2013). 

Apart from the discussions regarding the ongoing interventions, Symposium 2 also included 
Round Table discussion on the role of  communities in integrated knowledge translation and 
the role of  Indigenous Knowledge in informing policy and practice. This approach was to 
reiterate to the communities and the key stakeholders that the ultimate goal of  our research 
is to help build and sustain the community-chosen interventions in and with the community 
through building capacity.

Next Steps and Future Directions
Following the Logic Model (Table 1), the next phase in this initiative is to “reassess/evaluate” 
the outcomes of  interest and the community-chosen interventions. In this process, a second 
round of  data collection will be conducted in partnership with communities. Building on 
the previous symposia, the next Symposium will serve to facilitate the knowledge translation 
of  the evaluation phase of  the initiative. This approach to integrated knowledge translation 
aligns with the Canadian Institutes of  Health Research’s knowledge to action process, where 
the evaluation of  outcomes ultimately leads to sustaining the use of  the knowledge generated 
(Figure 1).

The ultimate goal of  this research is to generate evidence to de-adopt ineffective policies 
and practices, and in turn, enable Indigenous communities and stakeholders to empower 
themselves. In doing this, it is imperative to develop evidence-based knowledge translation 
models to integrate Indigenous Knowledge and experience with empirical evidence. The model 
of  integrated knowledge translation revolving around the strategic symposia facilitated not 
only the larger goal of  community-based participatory research in a large multi-year initiative, 
but also provided a platform for replication and transferability in future endeavours.
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Figure 2: Program of  Symposium 1 (2013)
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Figure 3: Symposium 2 (2014)
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