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Background:
Since 2004, Dignitas International (DI), a medical and research non-governmental organization (NGO), has been working
in partnership with Malawi’s Ministry of Health to support HIV treatment and care for more than 200,000 Malawians living
with HIV in rural communities. With lessons learned from strengthening HIV care in Malawi by addressing operational
challenges and gaps, reducing geographic barriers to access, and incorporating community-led models of care; DI
launched its Indigenous Health Partners Program (IHPP) in 2014. A feasibility study was conducted in partnership with
various Indigenous communities, health providers and organizations in northern Ontario including the Sioux Lookout First
Nations Health Authority (SLFNHA), Nishnawbe Aski Nation, Mamaweswen/North Shore Tribal Council, the
Weeneebayko Area Health Authority, the Canadian Aboriginal AIDS Network, the Institute for Circumpolar Health
Research, the North East- and North West- Local Health Integration Networks, the First Nations and Inuit Health Branch,
the Ontario Ministry of Health and Long-term Care, as well as researchers and clinicians at Queens University, the
University of Toronto, and the Northern Ontario School of Medicine. The findings of the feasibility study demonstrated that
DI could play a meaningful role in supporting the delivery of innovative and culturally appropriate health solutions in
remote and underserved communities in Canada. Beginning in October 2017, DI began another exploratory study to
determine the potential for expanding their IHPP to support HIV prevention and care for First Nations, Métis and Inuit
peoples living in rural and remote settings in Canada.
A literature review was first conducted to: a) understand the current state of HIV knowledge, attitudes and behaviors
among Indigenous peoples in Canada living in rural and remote settings; b) identify the key gaps in programming that
have an impact on knowledge, attitudes and behaviors; and c) describe the current policy landscape, key principles and
promising practices. Much of the reviewed literature spoke to the resiliency of Indigenous peoples and the need for
strength-based approaches. Promising principles include those that emphasize the importance and role of culture and
address the social determinants of health. However, findings also point to gaps in HIV knowledge as well as access
challenges related to HIV testing and care. These issues are all intersected by the legacy of colonialism and structural
racism and specific challenges related to a lack of skilled healthcare providers, concerns around confidentiality in the
context of stigma, the absence of culturally-appropriate and culturally sensitive sexual health education resources, and
competing socio-economic priorities (e.g. housing). The literature review also included a brief introduction to some key
organizations responding to the HIV epidemic among Indigenous communities in Canada.
The second phase of this exploratory project (detailed in this report), involved further engagement with key organizations
and individuals working in the area of Indigenous health and/or HIV. We spoke with numerous stakeholders as key
collaborators (KCs) to learn more about their work, discuss key gaps and challenges, identify promising practices that
have demonstrated success, and gather feedback on how an organization like DI might contribute to HIV prevention and
care for Indigenous communities. The second phase of this project also involved exploring DI’s organizational strengths,
in addition to DI’s experience and expertise in HIV prevention and care that may be applicable to undeserved and remote
Indigenous communities in Canada. Findings from consultations with key collaborators (Part 1) and DI staff and affiliates
(Part 2) are both described below as part of the Interim Report.
Methods
Key Collaborator Consultations: A program scan of AIDS Service Organizations across Canada was first conducted.
The initial list came from a program scan conducted by Realize (a national charitable organization that responds to the
rehabilitation needs of people living with HIV/AIDS) in October 2017. Individual programs with an Indigenous component
were identified and Executive Directors or relevant HIV Managers were contacted via email to inquire about their interest
and availability to participate in a key collaborator consultation. Two follow-up reminder emails were sent with two
telephone call attempts if an email response was not received. Additional individuals and organizations were identified
through word of mouth.
Consultations generally lasted between 30-45 min and were conducted over the phone, although one interview took place
in person, three participants responded electronically, and one focus group (n=5 participants) was held at the Canadian
Association for HIV Research Annual Conference on April 27, 2018 in Vancouver. Key collaborators were asked about the
following: priorities related to HIV in the communities they work with, service gaps that exist in rural and remote settings,
known strategies and programs that have shown to be effective, and community strengths and challenges that support or
impede the HIV response. Also discussed were partnership successes, whether a role for a NGO like Dignitas in the
response to HIV is envisioned, and if so, potential areas where DI could work in partnership with Indigenous organizations
or communities.
Dignitas International Consultations: In order to get a better sense of what DI could potentially offer to support the
response to HIV working alongside Indigenous populations, consultations were undertaken with 9 current or former
staff/board members and affiliates. Conversations took place on the phone (n=1) or in person (n=2). One focus group was
conducted in Toronto (n=4) and 2 individuals, based in Malawi, participated via an electronic survey. Conversations were
focused on the organization’s strengths, identifying what DI does well in terms of HIV prevention and care in the context of
rural and remote settings, as well as experience and expertise that could be leveraged to help support HIV prevention and
care among rural and remote Indigenous communities in Canada.

PART 1: Key Collaborator Consultations
Characteristics of Key Collaborators
A total of 28 individuals participated in the key collaborator consultations. The majority were from the Prairie Provinces:
Saskatchewan (n=8), Manitoba (n=6) and Alberta (n=5). A total of 14 participants (50%) self-identified as being First
Nations or Métis. The majority of participants were members/employees of a NGO or civil society organization (n=14), a
researcher/academic (n=12) or a service/healthcare provider (n=12). Four participants were government employees (1 at
the provincial level, 3 at the federal level). Most collaborators (n=14) had worked in HIV prevention and care for 10-20
years and had experience living and/or working with Indigenous communities in in rural (n=18), urban (n=16) and remote
(n=14) areas.
Note: While attempts were made to engage with individuals and organizations across Canada, representing First Nations,
Métis and Inuit communities, we were unable to connect with many individuals and organizations that we contacted. This
includes individuals from Northern Canada and Quebec, as well individuals able to speak to Inuit-specific
perspectives and issues. We hope to engage and learn from individuals that represent these regions and
communities going forward to ensure that this project is relevant and inclusive and does not attempt to take a
pan Indigenous approach.

Key Collaborator Consultations: Results
Priorities for Supporting Indigenous Communities Responding to HIV
The majority of participants involved in the key collaborator consultations noted
“Every community is completely
that every community is different with their own unique needs. However, key
different and has different priorities.
themes generated included Prevention and Education including the need for
Sometimes goals are too broad or
diverse education and prevention options with messaging that is relevant,
too vague (e.g., increase testing,
decrease stigma. All programming
community-specific, sex-positive and encourages conversations on healthy
should be individualized to individual
relationships and boundaries. Holistic Approaches to care that treat the whole
communities and priorities should be
individual was a key theme identified. In particular, many KCs noted that that the
based on individual/community
focus should not be on HIV alone but rather wellness; and that addressing the
needs. Everyone’s priority is to have
social determinants of health and other competing priorities, in addition to HIV, is
healthy communities that are HIV
critical. Challenges related to Resources and Capacity involve the need for
free”.
funding, skilled providers to treat HIV, longer operating hours in health care
centres, and access to data to help identify priority areas and support for
- Service Provider, Saskatchewan
Indigenous organizations responding to HIV. Funding and lack of resources, in
rural and remote settings in particular, were highlighted. Related is the need for
HIV Testing that is accessible, rapid and available at point-of-care. Finally, issues around Addressing Stigma such as the
need for safe and confidential spaces where conversations about HIV can occur were discussed.
“Main priorities should be about
embedding culture into service
provision and programming”
- Researcher, Ontario
“You get tested but there is nothing
in your community … if the services
aren’t there, people are not able to
stay in their communities, and if they
do stay, [there are] issues of
confidentiality. The issues are
complex.”
- Service Provider,
National Organization

Successful HIV Prevention and Care Services for Rural and Remote Indigenous Communities
Five key themes related to successful services were generated. Almost
“Anything that is community based, communityall KCs noted that the most successful strategies and services are those
driven and led are more successful. To come in
that are Community-Driven, Community-Based and Community-Led.
and say this is what should be done is just
Strategies and services that have an Indigenous lens and are both
another form of colonialism. There is still too
context- and community-specific also tend to be successful, particularly
much historical trauma. Nothing about us,
when they have dedicated funding and investment from the whole
without us”
community. Similarly, services that take Decolonized Approaches and
- Service Provider, Saskatchewan
incorporate ceremonies, spaces for healing, and use of “good” language
around sexual health that are not reminiscent of residential school
experiences are also important. Services that incorporate two-eyed seeing and partner with both Indigenous and nonIndigenous organizations or individuals can also be helpful. Services that
are located and available In Communities have also shown success. These
“Utilizing a holistic approach, taking into
include fly-in doctors and accessible testing, or the use of telemedicine and
account or using a biopsychosocial spiritual
wellness fairs or workshops to help increase the awareness of services.
lens, in the design of health services has also
Programs that involve Active Pathways of Care and Follow-up have also
demonstrated to be successful. Creating
wrap around services is essential, as HIV is
shown success. KCs spoke to the need for active referrals, care
not purely a biological issue. Understanding
coordination, accessible wraparound services and the importance of
the socio-behavioural drivers is important to
services that treat the entire individual through a holistic model. Finally,
better designing prevention programs for HIV
programs and services that incorporate the use of Community Voices,
in rural and remote communities.”
including women and community members seen as “peers”, and provide
opportunities for learning and sharing through sex-positive and engaging
- Researcher, Manitoba
messages were also discussed.

Service Gaps in HIV Prevention and Care for Rural and Remote Indigenous Communities
The main service gaps as identified by key collaborators
“Systemic improvements are needed in rural First Nations
related to accessibility, availability and fragmented care.
and Metis settlements. There will always be multi-level
Accessibility includes the need for transport to services (when
stigma, if a family member works at health centre or if they
services are located outside of a community), as well as
have to drive 100 km to access care so they don’t know
challenges related to Non-Insured Health Benefits (NIHB)
someone who works at the clinic- but is this realistic? No
approvals for travel. In terms of timing of services, some KCs
transportation, no gas, NHIB provides service but they
prioritize based on which condition you are requiring
noted that services aren’t always accessible when they are
access for. There is no doctor, maybe a nurse- but they
needed (e.g. having to wait for a fly-in doctor). Related to this
are focused on immunization and healthy babies. They may
is a perceived lack of confidential and private spaces for care,
want to do STBBI screening but aren’t allowed and/or aren’t
particularly in smaller communities. Many KCs spoke to a
trained. This may be changing. There is no lab in most
general lack of service Availability in rural and remote
communities”
communities. In addition to the lack of culturally appropriate
and relevant services, KCs also identified that there are too
Program Planner, Alberta
few providers and allied health workers knowledgeable about
HIV prevention and care, which can result in individuals
“Service gaps differ by communities although there are a
having little or no choice about who they see as a healthcare
few general concerns including transport, access to mental
provider. Additional availability gaps included: a lack of labs
health and addiction services. The question should be: do
and phlebotomists, not enough prevention and awareness
the services match the gaps? Are they diverse enough?”
campaigns about HIV and HIV testing, little or no support for
addiction, mental health and other competing needs/priorities,
Service Provider, Saskatchewan
and very few services that incorporate support for families of
people affected by HIV. KCs also discussed issues related to
Fragmented Care. In particular, participants noted that there is often a lack of coordination between different programs
and organizations. This can be due to jurisdictional barriers and poor coordination between different levels of government
and leadership. Some KCs also spoke to the lack of diversity of services which may not meet individual or community
needs. This also can refer to poor continuity of care if individuals are seeing different health practitioners that fly into their
communities.

Community Factors that Impact the Response to HIV
Key Collaborators were asked about community-level
“Communities are building on models that are based in
strengths and challenges that can facilitate or impede the
their language, knowledge and medicines. We are still
response to HIV, respectively. In general, these fell into four
here, we are resilient, we are strong and getting stronger”
main themes including context, culture, leadership and
capacity. KCs spoke to the importance of Context which
- Service Provider, Alberta
includes the physical location where a community is located;
the more remote, the more challenging it is to respond.
“Extremely under resourced communities, may face
Community-readiness was an important factor that almost all
challenges with bureaucracy - band council resolutions can
KCs referred to. This could be heavily impacted by the
get created but still don’t have the resources. Some grants
influence of the church, the legacy of trauma and the
come with funding but no salary support, people are super
resiliency of the community. All participants referred to the
overloaded. Communities know that there is way more HIV
importance of Leadership and the need for supportive Chief
than they can handle.”
and Council to address HIV and other issues in their
- Service Provider, Manitoba
communities. Leadership that is open to harm reduction to
address drug use in their communities may also be more
likely to support HIV education, prevention and testing. Some participants noted the particular importance of a local
champion, including those with lived experience. Related to contextual factors, was the role of Culture within a community.
Communities with healthy identities with strong connections to the land and Indigenous ways of knowing, including use of
language and ceremonies, were all factors that KCs identified as helping to facilitate HIV prevention and care. “Walking
the Red Road” was mentioned as a way of living consciously,
learning and relearning. Finally, the Capacity of a community
“All you need is one good nurse who can do so much for
their community. One local champion with an intrinsic
to respond was a key factor that can impact HIV prevention
passion who lives in the community, someone with lived
and care. This includes access to resources including health
experience who can talk about the hard conversations…if
providers and nurses, as well as access to sustainable
you have a local champion and they call a meeting, people
sources of funding that can be directed towards HIV. As
will show up.”
previously mentioned, communities overburdened by
numerous health and social issues may not have the capacity
- Researcher, Ontario
to address HIV, which may or may not be a key priority for
their population.

Potential Roles for Dignitas International to Support HIV Prevention and Care among Indigenous Communities
While many key collaborators had never heard of DI, nearly all
An NGO’s involvement working with First Nations
participants believed that there could be a role for an NGO like DI in
would be helpful. [It would be great to] see the
responding to and helping to address HIV in Indigenous communities.
community health worker program be revitalized,
Potential roles fell into four broad themes: resource support and
[have] local women being trained as Nurses [and]
activities, partnerships and collaborations, advocacy and capacity
also support individuals through social and
building. Through Resource Support and Activities, DI could offer their
financial support to complete the program outside
expertise working in multiple health areas (e.g., HIV, Tuberculosis)
the community (if needed)”
including helping to design relevant research studies and/or supporting
clinical care. Through Partnerships and Collaboration, DI could
- Researcher, Manitoba
facilitate a bridging role between non-Indigenous and Indigenous
organizations through the use of two-eyed seeing. Related to this is building platforms to bring different groups of
stakeholders together and participating in existing working groups to support work that is currently underway. Finally,
hiring Indigenous staff, particularly youth, was deemed as an area that DI could contribute to. Key collaborators also
shared that DI could support Advocacy efforts, particularly by helping to address jurisdictional barriers and the need for
more funding and research. Some participants also recommended that, given that DI has worked mainly outside of
Canada, any stories of success should be brought to communities in ways that are relevant, safe and respectful, without
further stigmatizing HIV. Many participants referred to a potential Capacity Building role given DI’s expertise in developing
models of care (such as Community Health Worker programs), providing training and mentorship, and expanding peer
programs. DI’s expertise related to data systems, particularly for use in rural and remote settings, was also referenced.
“DI could help by coming to visit and hang out with communities to see their programs … build partnerships with individual
communities and then advocate on a larger broader scale. Outside organizations can help to share and shed light on issues that still
exist” - Service Provider, Saskatchewan

PART 2: Dignitas International Consultations: Results
Organizational Strengths and Expertise in HIV Prevention and Care in Rural and Remote Settings
Organizational strengths identified by DI participants included the ability to engage with multiple types of stakeholders
(e.g., medical, policy) and the willingness to be agile and open while bringing a rights-based approach to health; the ability
to respond to different stages of the HIV epidemic; developing innovative and differentiated models of care; and engaging
in meaningful research and policy activities that work to proactively identify gaps and help to address them. In terms of
working in rural and remote settings, participants identified strengths in DI’s work around supporting task shifting
initiatives, training of lay health workers and decentralizing care outside of urban settings. Related to this is work at the
facility (clinic) level to support clinical training and quality improvement. Some participants noted data management
challenges that can come from working in remote/underserved areas and highlighted DI’s strengths in addressing these
issues and creating strong referral systems to support patient populations. Developing innovative models of care that
scale up HIV treatment and developing implementation tools to support uptake, were discussed by several DI staff.
Finally, participants spoke to DI’s cross-cultural capacity from working in a variety of geographies and health contexts.
Building on Existing Experience to Support HIV Prevention and Care for Indigenous Communities in Canada
Participants spoke to DI’s various areas of experience related to HIV
“[A strength of DI] is recognizing that the work
that may be relevant for the Canadian context. Through Clinical
always has to be contextualized and co-created
Support, DI works with key sub-populations at-risk of HIV, manages
with local communities”
and treats HIV-TB co-infection, and provides differentiated models of
care that are automatized to the local context. Examples include
- Former DI Employee
community health worker programs, teen clubs, health worker clinics
and expert patients. Similarly, DI works along the entire HIV care cascade from providing point-of-care testing and
prevention of mother-to-child-transmission to treatment roll-out and adherence support. DI’s experience and expertise in
Knowledge Generation and Translation includes leading and supporting research and evaluation activities, asking
relevant research questions and identifying and applying global best practices that may be relevant to local contexts.
Related to this is sharing stories of success from existing programs in Malawi and Sioux Lookout. In terms of Advocacy,
DI fundraises and helps to support funding, networks and builds partnerships as well as works alongside local leadership
to address HIV-related stigma. DI supports Capacity Building through supportive training and mentorship and developing
job aids, practical tools, and protocols. Through teen club and related activities, DI supports youth health and education.

NEXT STEPS
This Interim Report will be shared with key collaborators, as well as DI staff/board members and affiliates who participated
in the project’s consultation process. Through this process, participants will be able to validate the findings, add to or
identify key areas that may be missing or not captured appropriately, and learn about what other participants had to share.
Collating and sharing these findings will also help to identify overlap between priority areas identified through key
collaborators and DI staff/affiliate consultations, such as the overlap between potential opportunities for DI (as identified
by KCs) and what DI participants highlighted as key strengths and areas of expertise, as outlined in the diagram above.
Ideally, this report will help to facilitate or further conversations with individuals, organizations or communities interested in
exploring future collaborations with DI focused on Indigenous HIV prevention and care. Participants are therefore
encouraged to share any feedback they have with the project team, which will be incorporated into a larger Shared
Learnings Report.
The knowledge generated from this Interim Report will be combined with the initial literature review to comprise the final
Shared Learnings Report. The report will be shared with key collaborators and also include recommendations for DI;
pathways for DI to build respectful and sustainable partnerships to support HIV-related priorities of Indigenous
communities, as well as ways in which DI can support the advancement of HIV services through new and collaborative
programming. Our findings may also have relevance to other NGOs developing programs focused on Indigenous HIV
prevention and care, or other sexually transmitted or blood-borne infections. We will share the report with interested
organizations.
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