Needs assessment
According to the 2011 National Household Survey, there were 324,780 Aboriginal people living on reserves in Canada, with the majority claiming First Nations identity. Ontario is home to the greatest proportion of First Nations people in Canada, representing 23.6% of the Aboriginal population (Canadian Encyclopedia). 
The Ojibwa (also Ojibwe, Ojibway, and Chippewa) are an Aboriginal people in Canada and the United States who are part of a larger cultural group known as the Anishinaabeg. They are related to the Odawa and Algonquin people of Canada, and share many traditions with the Cree First Nations. The Ojibwa language is part of the Algonquian language family and is also known as Anishinaabemowin. It is widely spoken in Canada, and has many regional dialects, used by over 25,000 speakers. Prior to colonization, the Ojibway existed by hunting, fishing, and gathering. They resided in birchbark dwellings known as wigwams, and tipis, and traveled by birchbark canoe in the summer months, and by snowshoe in the winter. Traditional territory extended from the eastern border of Saskatchewan through Manitoba, and down through Northern Ontario to Southern Ontario and to midwestern Michigan.
Spiritualism plays a significant role in Aboriginal cultures. For the Ojibway, spiritual life is animalistic, and the natural world is inhabited by many spirits, both good and evil. Oral mythology is filled with characters such as the Nanabozo, a trickster being who was both the creator and arranger of the earth, and the Wendigo, a man-eating monster who could only be killed by a shaman, was said to roam the winter forests and feast on the flesh of men. Many adolescents practiced spiritual quests, where after a period of isolation and fasting their spiritual guardians would be revealed to them in a series of visions. 
The true population of Ojibway in Canada is unknown, as many people identify as Ojibway but may not be registered with a particular First Nation, but those who are registered number over 160,000, making up over 200 bands, the most numerous group in Canada (Canada Encyclopedia).
The Cat Lake First Nations reservation is a remote community comprised of 565 residents, most of which who self-identify as Ojibway (60%). The majority of the community is comprised of young adults; the median age is 21 years and almost 40% are between the ages of 10 and 29 (Statistics Canada 2016 census). Located 180 kilometers north of Sioux Lookout in Northern Ontario, Cat Lake First Nations is a self-governing community with daily operations overseen by the Windigo First Nations Council. The reservation is only accessible by air transportation, with an additional seasonal winter road from Pickle Lake via the Northern Ontario Resource Trail (211). Pickle Lake is the nearest urban center, approximately 115 kilometers by air, or 4 to 5 hours by ground transport. Daily flights to and from the reservation are available through the Ministry of Transportation, and served by Wasaya Air, and Cat Air Airlines. The reservation is approximately 538 acres and is located on the North side of the Cat Lake river system (Windigo Edu). It is considered a dry community, and all passengers arriving by air or road are checked for alcohol and illegal substances (211).
The reservation operates one main store, a lodge, motel, a few privately-run businesses and a radio station. Postal Service is available through Canada Post, and is located in the Band Office. Satellite internet is available through providers such as HighSpeedSat, and high school education is exclusively online through the Keewaytinook Internet High School program (211 Cat Lake, KiHS).
Emergency medical care is only available through air ambulance, but there is a nursing station on site, staffed five days a week and provides individual health care needs provided by a team of nurses and nurse practitioners, and provides physician consultations a few days per month by a visiting physician from Sioux Lookout. Additional services provided by the station include immunization clinics, culturally appropriate mental health services and counselling, clinics and workshops in public health issues such as diabetes, sexual health and communicable diseases (211).
Other health programs offered in the community include Aboriginal Healthy Babies Healthy Children, Brighter Futures, Maternal Child Health, National Native Alcohol & Drug Abuse Program, Aboriginal Diabetes Initiative, and Wellness Programs (addiction, family & community violence) (211). What appears to be lacking in the health care services of this community is a program which focuses exclusively on sexual health and the prevention of the spread of communicable diseases, namely HIV. 
As mentioned previously, HIV is overrepresented in the Aboriginal populations of Canada, and it is a critical health disparity affecting mostly the subgroup of Canadian residents (Cdn journal Abor HIV). The past and present social and political contexts that Aboriginal communities are currently immersed in have bred some serious problems pertaining to the loss of identity, cultural erosion, dispossession and loss of autonomy (Coping w/ HIV/AIDS). Adolescents, especially young women, have to cope with various personal and social issues that may lead to behaviours that place them particularly at risk of HIV infection. The determinants of safe sex practices is reported by Myers et al to be similar to those of non-Aboriginal populations and include variables such as “age, gender, socio-economic status, number of sexual partners, sexual orientation, use of alcohol and drugs, injection of drugs, having a sex partner who injects drugs, age at first intercourse, age at first pregnancy, worry about pregnancy and exchange of sex for money or drugs In this population” (Meyers et al, 1999, pg 20). Intercourse was engaged in by 70.2% of individuals aged 15 and older, and of those individuals only 18.9% consistently used condom. Where and how these teens and women learn about sex and sexuality and the response of others can influence beliefs about the importance of sex, contraception and the acceptance and use of condoms. Often times these factors include things such as the community’s view on sexual power, sexual identity, and the symbolic nature of sex (Culture and sex). Independent predictors of HIV infection were different between Aboriginal males (i.e. injection drug use) and Aboriginal females (injection drug use, and using condoms with regular sexual partners). (Cdn journal Abor HIV). 
Culture, community, and education are important determinants of health for the population. Previous participatory studies on the structure and understanding of HIV have shown that Aboriginal youth are concerned about HIV in their communities in terms of structural inequalities, particularly poverty, and feel that HIV is an effect of colonialism (Cdn journal Abor HIV). This belief is critical for us to develop a culturally appropriate and self-determining approach, owing to the fact that colonialism and structural inequities are determinants of health for Aboriginal populations. This will allow for a better development of an intervention that will allow Aboriginal young women of Cat Lake to gain a sense of control over this matter. Because many of the adverse socioeconomic situations facing Aboriginal communities can be directly linked to European colonization (colonialism), which brought along with its governments: disease epidemics, slavery, cultural suppression, imposed religious practices, family disruption and community relocation, and physical, emotional, and sexual violence, we would include cultural interpreters to overcome barriers associated with suspicion of our intentions and help navigate the logistics of setting up a culturally appropriate website, and Aboriginal health advocates, who could help us to form a relationship with the gatekeepers of the project, namely the Band Chief of the reservation, and any local healers (HCP guide). 
The stakeholders in this intervention are the Aboriginal women age 15-29 living on the Cat Lake First Nation reservation, and indirectly their families and partners. Locally we would involve the Windigo First Nations Council, and the Margaret Grey Nursing Station located on the reservation, and on the territorial level, the Nishnawbe-Aski Nation organization to ensure all levels of Aboriginal government are on board with the project. We would also coordinate with the Sioux Lookout Meno Ya Win Health Centre, who are the emergency medical center for the reservation. Provincially, we would involve the Ministry of Health and Long Term Care (MOHLTC), and the North West Local Health Integration Network (NWLHIN). From the federal government we would involve Health Canada, the First Nations and Inuit Health Branch (FNIHB), and the Public Health Agency of Canada (PHAC), all of which are also currently involved in the health of the Cat Lake community (211). Representatives from the provincial and federal levels of government could provide further information and resources to ensure seamless delivery of the Safe Boxes and collaboration with the Band Chief and women of the reservation. 
The essential resources already in place is: (1) a health unit which is staffed five days a week. The health care professionals will be available to answer any questions the women have about the contents of the Safe Boxes, and provide guidance about becoming involved in the program. (2) A postal office in the Band office of the community is served by Canada Post. Daily flights will make delivering mail feasible so the women receive their Safe Boxes in a timely manner.   
Our aim is to address the sexual behavior of Aboriginal women aged 29 and under living on Cat Lake reserve in Ontario, using an ecological perspective. The emphasis on increasing condom use for the purpose of reduce new HIV diagnoses would specifically involve the intrapersonal level of influence. At the intrapersonal level we would employ the theory of planned behavior, which is part of the larger group of value-expectancy theories, and is based on the theory of reasoned action (TRA). In an attempt to alter the attitudes towards the behavior and beliefs about HV and condom use, we hope to affect the intention and behavior of our stakeholders to order the Safe Boxes, and use the contents within. By removing obstacles such as knowledge and access to private acquisition of barrier contraceptives, we hope to impact the women’s perceived behavioral control, and through self-determination and self-efficacy, allow them to consider condom use a favorable choice. If they have perceived control, the intention to use the Safe Boxes has a greater possibility of increasing. By providing support and knowledge through culturally appropriate brochures about the effectiveness of condom use in reducing HIV transmission, we hope to breed a positive attitude around their choice to use the condoms, not only for themselves, but also for them, their family, and community (textbook Ch7 + Empirical IMB ). 
The Information-Motivation-Behavioral (IMB) model was originally created to address the need to apply empirical theory to HIV/AIDS prevention and is the model that is closely associated with the scope of the problem and intervention suggested by this program. The model states that prevention information, motivation and behavioral skills are fundamental determinants to prevent HIV acquisition (figure 1). Prevention information is a critical part of the prevention behavior. The model bases its motivation practices on the TRA, meaning that attitudes and intention are a major part of this model because even when people are well informed about a health topic, they may not necessarily have the motivation to act. Behavioral skills for performing preventative acts is the final part of the IMB model, and involves individuals possessing the appropriate skills and abilities to perform the preventative acts, which in this case, would be the appropriate use of the contents in the Safe Box, verbal and non-verbal ability to communicate negotiating safe sex with partners, and how to exit a situation if safe sex is not possible. The possession of these skills provides individuals with a self-belief in their ability to enact in safer sex practices, therefore effectively utilize the contents of the Safe Box with confidence (textbook Ch 7 + Empirical IMB). 
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[bookmark: _GoBack]For intervention section: “At this local level we would collaborate with the women by leaving brochures at the health center and in the Band Office near the postal office boxes. In the nursing station there would also be a collection of items on display that the Box would contain so women can see what they would be receiving.”
image1.png
Figure 1

‘mmm’mm

BEHAVIORAL As-
—— /

sefirey D. Fisher, William A. Fisher, Sunynas. Williams, and Thomas €. Malloy pg 241. Tne IMB Model

BEHAVIOR

PREVENTIVE




