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1.

Background

About the Canadian Ethnocultural Council
The Canadian Ethnocultural Council (CEC) is a non-profit, non-partisan coalition of national ethnocultural
umbrella organizations that, through their chapters, represent a cross-section of ethnocultural communities
in Canada. CEC’s mandate is to promote the understanding of the multicultural reality of Canada as defined
in The Canadian Charter of Rights and Freedoms and The Canadian Multiculturalism Act. The CEC aims
to remove barriers that prevent some Canadians from participating fully and equally in society. In this
context, the CEC’s health projects work to improve population health through increased awareness and
understanding of major health issues. With the goal of reducing health inequities, the CEC has been engaging
ethnocultural communities on health-related projects. Since 2002, the CEC has worked on diabetes-related
projects beginning with “Diabetes in Older Adults from Asian, Black, and Hispanic Populations” to a project
on “Strategic Engagement of Youth in Ethnocultural Communities on Diabetes Awareness.” These and
other health-related, community-based activities with ethnocultural populations have allowed the CEC to
develop a network of partners, organizations, and stakeholders to help reduce health disparities in
high-risk communities. For more information see the CEC website: www.ethnocultural.ca

Why was the Community Guide Developed?
In 2010, about 2.7 million Canadians had diabetes. By 2020 the number is projected to rise to 4.2 million. It
is estimated that approximately 1 million people in Canada have the disease but have not been diagnosed.1
According to the Canadian Diabetes Association (CDA), one in four Canadians has diabetes or prediabetes
and, if trends continue, this could rise to one in three. Many new immigrants to Canada are from countries
that have an increased risk of diabetes. These include people of South or Southeast Asian, Chinese, African,
or Hispanic origin.2 Diabetes in these populations, therefore, is a significant health issue in Canada.
This guide was developed as part of a two-year project, “Early Detection of Diabetes in High-Risk Immigrant
Ethnic Communities,” with funding from the Public Health Agency of Canada (PHAC). The communities
selected for the project were people with origins in South Asia, Southeast Asia, Africa, and Latin America.
These communities have been identified as being at high risk of developing diabetes or living with diabetes.3
The guide was developed and produced in the first year of the project. The purpose of the guide is to
raise awareness about type 2 diabetes in the selected ethnic communities and provide information on
sample programs for early detection and management of diabetes in the six selected cities: Vancouver,
BC; Calgary, AB; Winnipeg, MB; Toronto and Ottawa, ON; and Montreal, QC. Data were gathered from
published literature, an environmental scan of diabetes programs in the selected cities, a questionnaire,
and follow-up interviews with key contacts. Links were established with healthcare professionals and
immigrant service organizations in these high-risk ethnic communities.
In the second year of the project, the Community Guide served as the discussion tool in 18 community
workshops in the six selected cities. Workshop participants provided input, connected with experts, shared
information, and formed local ethnic community networks.

1
2
3

CDA and Diabetes Quebec 2011, Diabetes: Canada at the Tipping Point - Charting a New Path. www.diabetes.ca
Ibid.
PHAC 2011, Diabetes in Canada: Facts and Figures from a Public Health Perspective. www.phac-aspc.gc.ca/cd-mc/diabetes-diabete/index/eng.php
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2. Using the Community Guide
What is the Purpose of the Community Guide?
This guide is intended to give service providers ideas for building or adapting a diabetes program that
meets the specific needs of their communities.

How to Use the Community Guide
This guide provides information on type 2 diabetes prevalence in the high-risk immigrant ethnic populations
and a sampling of programs aimed at early detection and management in these communities. It can be
of use to service providers, professional members of the diabetes team, settlement counsellors, and
community leaders working with these communities. They can benefit from the experience and success
of others by replicating or modifying existing programs to meet the needs of the target communities.
Relevant sections are available in multiple languages and information from the guide can be photocopied.
The Community Guide is organized as follows:
• Section 1 Background
• Section 2 Using the Community Guide
• Section 3 Immigrants to Canada
• Section 4 High-risk Populations in the Selected Canadian Provinces
• Section 5 Early Detection of Diabetes
• Section 6 Diabetes Management
• Section 7 Diabetes Programs for High-Risk Immigrant Ethnic Communities
• Section 8 Sample Programs for Early Detection and Management of Diabetes in High-Risk Immigrant
Ethnic Communities.
Appendices provide contact information for service providers, culturally adapted diabetes resources, useful
websites, etc.

Limitations of the Community Guide
The guide describes only community-driven programs on diabetes risk assessment, screening, and
management that were available to the CEC at the time of the project. While there may be other good
programs in cities across Canada that are not included here, no single resource can adequately address all
of the needs of the ethnic communities regarding diabetes.
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3. Immigrants to Canada
More than 6 million, or 19.8%, of the total Canadian population are foreign-born individuals. Between
2001 and 2006, more than 1.1 million immigrants came to Canada. The largest proportion of newcomers
(58.3%) was born in Asia (including the Middle East). An estimated 10.8% of recent immigrants were born
in Central and South America and the Caribbean. Another 10.6% of newcomers to Canada in 2006 were
born in Africa. By 2006, 75% of these immigrants were visible minorities. The largest group of these visible
minorities was South Asian, with Chinese and Blacks second and third largest, respectively. Blacks reported
mainly Caribbean (52%) and African (42.4%) origins with some from the British Isles and France. A majority
of South Asians (69.0%) came from the Indian sub-continent and were of East Indian origin alone or with
other origins. Vietnamese were prominent among Southeast Asians. The most frequently reported origins
among Hispanic visible minorities were from Central and South America.4
A majority (70.2%) of the foreign-born population in 2006 reported a mother tongue other than English or
French. These included the Chinese languages (18.6%), Punjabi (5.9%), Spanish (5.8%), and Tagalog (4.8%).5

Immigrants in the Selected Canadian Provinces (from Statistics Canada, Census 20066)
In 2006, Ontario continued to be the province of choice for more than half (52.3%) of the 1.1 million
newcomers. Ontario had 3,398,700 foreign-born individuals, 28.3% of the province’s population, and this
number was the highest of all provinces. Most foreign-born Ontarians lived in Metropolitan Toronto (68.3%).
About 16% (177,800) of the 1.1 million immigrants settled in British Columbia, giving British Columbia the
second-highest proportion of foreign-born individuals at 1,119,200 or 27.5% of the province’s population.
Alberta was third highest with about 9.3% (103,700) of the immigrants. Alberta’s 527,000 foreign-born
individuals made up 16.2% of its population. Manitoba ranked fourth with about 31,200 newcomers (2.8%
of recent immigrants). The 151,200 people in Manitoba who were born outside Canada made up 13.3% of
the province’s population.
In the three largest census metropolitan areas — Toronto, Montreal, and Vancouver —3,891,800 of the
people were foreign-born, nearly two-thirds (62.9%) of the foreign-born population of Canada. Six other
census metropolitan areas — Calgary, Ottawa-Gatineau, Edmonton, Winnipeg, Hamilton, and London —
contained 16.6% of all newcomers.
Toronto had the largest number of newcomers (447,900), Montreal was second with 165,300, and
Vancouver third with 151,700. Calgary had about 57,900 (5.2%), and Ottawa-Gatineau about 3.2%;
Edmonton had 2.9%, Winnipeg 2.2%, and London 1.2%. The most cited reason for settling in Toronto,
Montreal, or Vancouver was to join social support networks of family and friends. The second-most cited
reason for moving to Toronto was job prospects. Newcomers moved to Montreal for the language and to
Vancouver for the climate.

4

Statistics Canada, Census 2006. www12.statcan.ca/census-recensement/2006/as-sa/97-562/p1-eng.cfm
Ibid.
6
Ibid.
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4.

High-Risk Populations in the Selected Canadian Provinces

Some provinces have a higher prevalence of diagnosed diabetes and others have higher rates of the
growth of diabetes. The prevalence of obesity among the provinces has a similar pattern.7 The prevalence
of prediabetes is projected to increase significantly in provinces that have high rates of immigrants and
newcomers, especially people from the high-risk ethnic populations.8
Ontario, British Columbia, and Alberta: These provinces have the highest percentage of immigrant
populations and face diabetes growth rates of 2.5 times or more from 2000-2010: 28.3%, 27.5% and
16.2% respectively; by contrast, the Canadian average is 19.8%. A concentration of Alberta residents that
have a risk of developing diabetes higher than the national average includes South Asian populations.
A concentration of British Columbia residents with a risk of developing diabetes that is higher than the
national average includes South Asian and Chinese. Ontario, home of the majority of immigrants from
populations at higher risk of developing diabetes, includes South Asian, Southeast Asian, Chinese, African,
and Hispanic immigrants among its residents.9
Manitoba: With the highest and fastest growing rate of diabetes among the prairie provinces, it is expected
that Manitoba will have a 48% increase in the next decade. One in four Manitobans will be living with
diabetes or prediabetes by 2020.10
Quebec: The estimated diabetes prevalence in Quebec was 7.2% in 2010 and is estimated to be 9.9% in 2020
and a prevalence increase of 48% from 2010-2020. However, Quebec generally has lower concentrations of
people from populations at higher risk of diabetes and less childhood obesity, each of which contributes to
lower diabetes prevalence and prevalence increase.11
People of South Asian descent are up to six times more likely to have type 2 diabetes than the white
population. Type 2 diabetes is up to three times more likely among African and African-Caribbean people
than the white population. India and China are currently regarded as being the diabetes capitals of the
world. Women across these populations have a disproportionate burden from the disease.12 High-risk
populations also have higher rates of metabolic syndrome, impaired glucose tolerance, insulin resistance,
type 2 diabetes in childhood, and gestational diabetes.13
By involving these high-risk immigrant ethnic communities and their networks, awareness of type 2
diabetes can be increased. This can lead to prevention, early detection, and better management of diabetes.
Engaging these communities is essential for reducing the burden of diabetes and controlling the diabetes
epidemic.

7
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Canadian Journal of Diabetes, 32 (2008), p.S191, CDA 2008 Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada.
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5. Early Detection of Diabetes
Early detection is the key to managing type 2 diabetes and prediabetes. Risk assessment and screening
provides an opportunity (i) to implement management plans to delay or prevent the onset of the disease,
(ii) to manage the disease through diet and exercise, and (iii) for early intervention in management and
treatment to prevent complications.

Diabetes Risk Assessment
The CANRISK (Canadian Risk Assessment) questionnaire developed by the PHAC (Appendix 1) is the
recognized tool to assess the risk of developing diabetes.14 It can accurately predict the 10-year risk of
developing type 2 diabetes. It is simple, practical, non-invasive, inexpensive, and validated. It includes
questions about family history, body weight, lifestyle, and other factors. CANRISK is available in English,
French, Chinese, Punjabi, Spanish, Urdu, and Vietnamese and is being translated into other languages. In
pilot projects across Canada that have used CANRISK to screen 2,300 adults, about 5% new undiagnosed
diabetes and 15% new prediabetes cases were detected. The pilot projects indicated that more than half
of all prediabetes cases would not have been identified using the fasting blood glucose test.

Screening for Diabetes
Screening can take place in a physician’s oﬃce but for ethnic communities there is a greater chance of
reaching those with diabetes in places where they assemble for other activities (community centres
places of worship, etc), and places where there is a team of culturally competent healthcare providers to
communicate eﬀectively. Public health strategies in Canada usually focus on mainstream groups. Immigrant
ethnic populations may have limited access to standard diabetes services and programs largely due to
cultural and language barriers, lack of culturally sensitive materials, or lack of access to culture-specific
diabetes education centres in Canada. With the high risk of diabetes and diabetes complications that
specific ethnic populations face, culturally appropriate diabetes education, screening, and management
programs need to be a priority component of any diabetes strategy.

Diabetes Screening in Community Settings
Community screening is a systematic way to identify people who are at high risk of developing diabetes
or are not aware that they already have it. Community screening should be based on current medical
practice. Organizations and communities that hold screenings are in a position to ensure that people who
are at risk are identified before symptoms of diabetes appear and referred to the appropriate healthcare
provider. However, it should be noted that there can be potential harm if individuals with abnormal test
results are not referred to clinical care services for reassessment and further evaluation.
Community screening sites for high risk immigrant ethnic populations can be designed to be more culturally
sensitive and community driven, thereby eﬀectively engaging the whole community. Sites for community
screening may include natural areas of congregation such as ethnic organizations, community centres,
temples, churches, mosques, or shopping malls.

14

PHAC 2011, The Candian Diabetes Risk Assessment Questionnaire.
www.phac-aspc.gc.ca/cd-mc/diabetes-diabete/canrisk/index-eng.php
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Diabetes Screening Process
Figure 1 is a suggested model for diabetes screening that can be used by healthcare professionals for highrisk individuals in their communities. Individuals may need to be fasting based on the method being used at
the community event. Each individual’s profile is reviewed by the diabetes nurse practitioner or physician
and the individual receives follow-up recommendations and plans for future action. All the participants
attend presentations on lifestyle changes, risk management, etc.

Figure 1: Sample Community Diabetes Screening Process
Individual:
in community

Conduct risk assessment

Complete CANRISK
questionnaire

Take measurements (height,
weight, BMI, waist, hip,
waist/hip ratio)

Individual at risk of
developing type 2
diabetes?
Moderate &
high risk

Low risk

Need for further
screening

Glucose
screening test *

Capillary glucose
test

Glycated
hemoglobin
(A1C) test

*Individual may need to be
fasting depending on method
being used at the community
screening event

Consultation with a
Healthcare provider :
Review profile
Follow-up recommendations
Future action plans

Information/presentations
(risk factors; impact of
high blood sugar on the
body; physical activity,
smoking, weight, alcohol,
sleep, stress, etc.); how
lifestyle choices can delay
and prevent diabetes and
related problems.

Oral glucose
tolerance test

* Test performed by
Healthcare provider

“Adapted with permission from the Latin American Diabetes Prevention Program Model. London InterCommunity Health Centre, 2003.”
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6. Diabetes Management
Unlike many diseases, diabetes can be managed eﬀectively, allowing people to live long and healthy lives.
Eﬀective disease management may help prevent or delay health problems related to diabetes, such as
cardiovascular disease, kidney failure, blindness, nerve damage, heart attack, and stroke. Control of blood
glucose, blood pressure, and blood lipids helps to reduce the diabetes-related health problems.
Management includes lifestyle modification and/or medications. Lifestyle modifications include regular
physical activity and maintaining a healthy weight.
Self-management of diabetes is an essential part of overall care. It empowers individuals to take responsibility
for their own health. Diabetes self-management is most eﬀective when ongoing diabetes education and
care are combined to improve patient adherence to treatment recommendations.15 Diabetes education is
also important because it provides the knowledge to prevent or delay the onset of diabetes. Individuals,
therefore, need access to high quality diabetes education to ensure optimal self-management skills to
delay or avoid secondary complications.
All diabetics need regular follow-up meetings with a diabetes team. Support groups for people with
diabetes also allow individuals to share experiences and support each other.
Traditional approaches to diabetes care do not necessarily serve high-risk populations and ethnic newcomers
eﬀectively. Ethnic newcomers face several barriers to treatment and management of diabetes such as lack
of knowledge, negative beliefs and attitudes, non-compliance with lifestyle changes, lack of culturally and
language-specific information, lack of a support system, and cost including out-of-pocket expenses.

15

Canadian Journal of Diabetes, 32 (2008), p.S191, CDA 2008 Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada.
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Diabetes Healthcare Team
Eﬀective diabetes management requires multidisciplinary team care (Figure 2). The individual with diabetes
is the most important member of the team. The physician generally makes the diagnosis and refers the
individual to a specialist. Other healthcare professionals – such as nurse educators, dietitians, and fitness
specialists – help in the personal and emotional side of living with diabetes. Complications from diabetes
require the involvement of other specialists (heart, kidneys, nerves, etc.). Continuing support (both family
and community) and aggressive care throughout the course of the disease are important. The benefits of
eﬀective diabetes care include improved glycemic control, reduced risk of complications, better quality of
life, and lower healthcare costs.16
Many communities have a shortage of physicians who understand diﬀerent cultural practices and attitudes
towards health and who speak diﬀerent languages. In these situations, other healthcare professionals can
assist by providing care and support.

Figure 2: Diabetes Healthcare Team

16

Canadian Journal of Diabetes, 32 (2008), p.S191, CDA 2008 Clinical Practice Guidelines for the Prevention and Management of Diabetes in Canada.
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Diabetes Management Process
Figure 3 shows the process involved in diabetes management and long-term maintenance that can be used
by healthcare professionals. After clinical assessment, the individuals are encouraged to make lifestyle
changes and they are provided with information to enhance their self-management skills. Those that
require medication, insulin, or both will be closely monitored and provided ongoing education by the
physician, diabetes specialist, or healthcare team. They will be encouraged to join a culturally appropriate
support group.

Figure 3: Diabetes Management Process for Communities
Clinical assessment

/ŶŝƟĂůĚŝĂďĞƚĞƐĞĚƵĐĂƟŽŶĨŽƌůŝĨĞƐƚǇůĞĐŚĂŶŐĞƐ

^ĞůĨͲŵĂŶĂŐĞŵĞŶƚĞĚƵĐĂƟŽŶ

YES

KŶŐŽŝŶŐĚŝĂďĞƚĞƐĞĚƵĐĂƟŽŶĂŶĚƐĞůĨͲŵĂŶĂŐĞŵĞŶƚ

WĂƌƟĐŝƉĂƚĞŝŶƐƵƉƉŽƌƚŐƌŽƵƉƐ

Regular recommended follow-up by diabetes healthcare team

Short-term maintenance

hƐĞĚŝĂďĞƚĞƐŵĞĚŝĐĂƟŽŶ
;ƵŶĚĞƌĚŝƌĞĐƟŽŶŽĨƉŚǇƐŝĐŝĂŶŽƌŵĞĚŝĐĂůƚĞĂŵͿ

Lapse

Long-term maintenance
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7. Diabetes Programs for High-Risk Immigrant Ethnic Communities
Only a few programs in Canada focus on immigrants and ethnic communities. While many diabetes
programs and services across Canada use best practices, information about them is not widespread.17
Alberta, Manitoba, and Ontario have established diabetes strategies. British Columbia and Quebec have
broader chronic disease strategies and frameworks that include diabetes.
This Community Guide provides a snapshot of the diabetes screening and management programs for the
targeted high-risk immigrant ethnic communities in five Canadian provinces. These programs provide a
cross-section of examples or sample practices that can serve as models for early detection and management
of diabetes.
Sharing information about successful programs can help to strengthen evidence-based diabetes screening
and management. It can also provide guidance to diabetes teams that wish to improve the eﬀectiveness
and eﬃcacy of community-based programs on diabetes.

Immigrant Settlement Agencies for Newcomers and Community Centres
Citizenship and Immigration Canada funds settlement services for new immigrants in many places across
Canada. The details of the services can be obtained from its website (www.cic.gc.ca). The Immigrant
Settlement Services program helps newly arrived immigrants and refugees to settle in Canada by providing
orientation to their new country, and guidance and support to access government and community services.
Many settlement agencies have staﬀ who can speak languages other than English. Settlement agencies can
also be called immigrant- or refugee-serving agencies or newcomer services.
Organizations serving immigrants in the province of Quebec can be contacted at the ministère des Relations
avec les citoyens et de l’Immigration (MRCI) or by visiting their website (www.micc.gouv.qc.ca). The MRCI
is organized by region. In the province of Ontario, the Ontario Ministry of Citizenship and Immigration has
a guide to settlement services (Your New Home and Community) that is published in 15 languages.
In addition to immigrant settlement agencies, each province has community centres that provide a variety
of programs and services to immigrant ethnic communities based on the needs of the communities they
serve. Some of the community centres are ethno-specific, like the Chinese Cultural Centre or the Vietnamese
Community Centre. Others have a multicultural focus and relate to all immigrant ethnic communities in the
city.

17

CDA and Diabetes Quebec 2011, Diabetes: Canada at the Tipping Point - Charting a New Path. www.diabetes.ca
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8. Sample Programs For Early Detection and Management of Diabetes
in High-Risk Immigrant Ethnic Communities
This section describes some successful programs on diabetes risk assessment, screening, management,
awareness, and prevention for the high-risk ethnic communities in the six cities selected for this project
(Vancouver, Calgary, Winnipeg, Toronto, Ottawa, and Montreal). In addition, one program each from
Edmonton, AB, and London, ON, has been included because the CEC has worked with them in the past and
has observed the positive impact and eﬀectiveness of the programs in the high-risk underserved immigrant
ethnic communities.
These programs focus on one community (e.g., Chinese or Vietnamese) or multiple ethnic communities that
are at risk of developing diabetes. The focus of each program is determined by community needs and the
programs are based on the resources (professional and financial) available to the organization. Education
about diabetes is a component of all programs. The programs are generally categorized as being for Blacks,
Hispanics, Asians, or South Asians. However, each program has a specific definition for these categories.
In general, the term Blacks encompasses communities of people who are of African or African-Caribbean
descent. Hispanics, which technically refers to all people who speak Spanish, most frequently is applied
to communities whose origin is in Mexico, Central, or South America. Asian as a term commonly refers
to communities originating in China, the Philippines, and Vietnam, although some programs are solely for
one specific community, such as Chinese. In contrast, South Asian generally refers to communities from
India, Pakistan, Bangladesh, and neighboring countries. For reference to programs aimed at very specific
communities, the chart of all the programs (Appendix 2), lists the definition of the community for each
program as specifically as that program defines its clientele.
The programs listed here provide knowledge, skills, and care that recognize cultural diﬀerences to eﬀectively
prevent, delay, or manage diabetes. The contact information of the service providers is given in Appendix 3.
Programs are listed alphabetically by name under three headings.

i) Diabetes Risk Assessment/Screening Programs
•
•
•
•
•
•
•

•
•
•
•
•

Community Diabetes Program, Scarborough Centre for Healthy Communities, Scarborough, ON
Diabetes and Chronic Disease Care (for Chinese), Somerset West Community Health Centre, Ottawa, ON
Diabetes Mall Screening, CDA-Caribbean Chapter, Toronto, ON
Latin American Diabetes Prevention Program, Projenesis Iberoamerican Organization, Ottawa, ON
Live Free…Prevent Diabetes, Unison Health and Community Services, Toronto, ON
Ottawa Chinese Diabetes Network, Ottawa Public Health, Ottawa, ON
Ottawa Diabetes Risk Assessment Collaborative, Ottawa Public Health, Community Diabetes Education
Program of Ottawa and CDA, Ottawa, ON
Ottawa Immigrant Diabetes Project, Ottawa Public Health, Ottawa, ON
South Asian Diabetes Prevention Program, Flemingdon Health Centre, Toronto, ON
South Asian Education Events, Canadian Diabetes Association, Manitoba/Nunavut Region, Winnipeg, MB
Urban Diabetes/Prediabetes Screening Pilot, Winnipeg Regional Health Authority and Manitoba Health,
Winnipeg, MB
Vietnamese Outreach Program, Somerset West Community Health Centre, Ottawa, ON
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ii) Diabetes Education and Management Programs

• Chinese Community-Health Diabetic Education Class, Chinese Community Health Society, Vancouver, BC
• Chronic Disease Management for Diverse Populations, Alberta Health Services, Calgary, AB
• Church-Based Diabetes Education, CDA-Caribbean Chapter, Toronto, ON
• Community Diabetes Education Program of Ottawa, Centretown Community Health Centre, Ottawa, ON
• Culturally Responsive Diabetes Management Support Project, Multicultural Health Brokers Co-op, Edmonton, AB
• Diabetes and Chronic Disease Care, London InterCommunity Health Centre, London, ON
• Diabetes Education Centre, Garratt Wellness Centre, Richmond, BC
• Diabetes Support Group, Chinese Health Support Group, Richmond, BC
• Feet can Last a Lifetime: Diabetes Foot Health Program, Rexdale Community Health Centre, Toronto, ON
• Health Risks for African, Caribbean and Black Communities, Ottawa Public Health, Ottawa, ON
• Living Well with Diabetes – Chronic Disease Self-Management Program, Yee Hong Centre for Geriatric
Care, Scarborough, ON
• Vancouver Chinese Diabetes Education Centre, Vancouver Coastal Health, Vancouver, BC

iii) Diabetes Awareness and Lifestyle Changes Programs
•

Collective Kitchen - South Asian Women Cooking Together, South Asian Women’s Community Centre,
Montreal, QC
• Healthy Eating for Life Chinese Banquet, CDA, Heart and Stroke Foundation and Ottawa Chinese
Community Service Centre, Ottawa, ON
• Life Style Modifications Program, Diabetes Reference Centre, Centre de Santé et Services Sociaux
Cavendish, QC
• Senior Connections, Calgary Catholic Immigration Society, Calgary, AB
• The First Steps to Prevention Program, Vancouver Coastal Health, Vancouver, BC
• West Toronto Diabetes Education Program, LAMP Community Health Centre, Toronto, ON

12
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Community Diabetes Program

Scarborough Centre for Healthy Communities, Scarborough, ON
Early diabetes detection tests and self-management skills for Chinese, South Asian, and
African-Caribbean communities.

Target population: Chinese, South Asian, and Afro-Caribbean.
Key partners:
•
•
•
•

•
•

Hospitals (Centenary Hospital, The Scarborough Hospital)
Family physicians and clinics
Pharmacies (Freshco Pharmacy, Shoppers Drug Mart, Remedy’s Pharmacy, etc.)
Cultural groups and organizations (Afghan women’s organization, Momiji Seniors Centre, Toronto East
Goan Senior’s Association, Scarborough Women’s Centre, Tamil Television TVI, etc.)
Community health centres (French Community Health Centre of Toronto, Wardenwood Community
Centre, etc.)
Canadian Diabetes Association.

Start date: 2004.
Number reached: 6,971.
Need for program:
•
•

Most residents in catchment area are at risk for diabetes due to ethnic background. Major ethnic groups in
2005 included: Chinese (17.73%), South Asian, mainly Tamil (17.76%), and Afro-Caribbean (10.09%).
The socio-economic status of area also contributes to the prevalence of diabetes.

Goal of intervention:
•

•
•
•

Working in partnership with community agencies to reduce wait times and decrease barriers to timely
access to diabetes education and management.
Reducing premature morbidity and mortality related to diabetes complications.
Enhancing community awareness of risk factors that lead to development of type 2 diabetes.
Conducting screening for early detection of diabetes within at-risk populations.

Nature of intervention:
•
•
•

•
•
•

Provide culturally sensitive resources.
Community-based, oﬀ-site program accepting self-referral or referral by healthcare professionals.
Provide basic information and survival skills in three sessions of two and one-half hours per week with
additional modules around diabetes self-management.
Inter-professional approach includes a registered nurse, dietitian, and social worker.
Monthly follow-up review groups reinforce healthy living with diabetes.
Monthly support groups encourage peer support among patients.

Model, philosophy and values on which the program is based:

Because diabetes can aﬀect all of life, program encourages self-management and provides education
to manage diabetes and understand results of actions. This client-centered, multidisciplinary, and team
approach considers changing physical, psychosocial, spiritual, cultural, and socioeconomic needs. It is
accessible to all community stakeholders and involves family members or significant others.
A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management
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Performance measures:
•

•

Quality of service through a client satisfaction survey and by tracking goals developed with client and
healthcare providers.
Quantitative measures based on individual goals regarding weight, blood glucose measurements, A1C,
and blood pressure.

Keys to success:
•
•
•
•
•
•

Physical accessibility by consistently oﬀering group education and individual counselling at four diﬀerent
locations.
Flexible times with morning, afternoon, and evening classes.
Works to increase accessibility by providing services at the centre and in physicians’ oﬃces, libraries,
and other area community programs.
Currently oﬀer the counselling in English, Cantonese, Farsi, French, Hindi, Mandarin, Somali, Amharic,
Urdu, and Tamil.
Provide supportive learning environment for staﬀ.
Seek additional opportunities for collaboration and partnership.

Program challenges:
•
•

Biggest challenge is staﬀ turnover; this aﬀects both long- and short-term strategic planning.
Diabetes management requires inter-professional approach, but ministry-funded teams usually include
only nurses and dietitians. Other disciplines – such as chiropody, exercise physiology, and psychiatry –
could improve quality of client care.

Resources used:

The centre’s community diabetes program is based on the principles espoused in the Standards for
Diabetes Education in Canada and the 2008 CDA Clinical Practice Guidelines. The diabetes educators at the
centre have received training in the accredited course for clinicians called “Choices and Changes” from the
Institute for Healthcare Communication. This specialized training enhances their skills in motivational and
behavioural change counselling.

Human resources:

Staﬀ includes five teams of registered nurses and registered dietitians with experience in educating and
managing clients with diabetes in multicultural community settings and two half-time social workers.
Teams work in partnership with other health professionals using translator services when needed.

Outreach strategy:

Seek to expand sevices throughout Scarborough using a targeted community engagement, marketing,
and outreach strategy. This includes the provision of diabetes education programming and services in
community settings, i.e., community centres, local immigration partnerships, cultural groups, and faithbased centres.
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Diabetes and Chronic Disease Care

Somerset West Community Health Centre, Ottawa, ON
Screening for diabetes and other chronic diseases, enhancing diabetes self-management
skills, and increasing access to health information for Chinese community.

Target population: Chinese.
Key partners:
•
•
•
•

The Community Diabetes Education Program of Ottawa
Yet Keen Seniors’ Day Centre
Aging in Place Program
City of Ottawa.

Start date: 2000.
Number reached:
•
•
•
•

Five monthly wellness clinics reach about 100 clients each month.
Monthly health presentations have 30-40 participants.
Weekly exercise groups have about 40 participants each month.
About five individuals per month receive individual teaching.

Need for program:
•
•

Increased incidence of diabetes in Chinese population.
Clients face language, access, and financial barriers to healthcare and education.

Goal of intervention:

• To increase awareness of and access to information on detecting type 2 diabetes.
• To enrich patient knowledge and skills through disease-specific and medication-management education.
• To encourage lifestyle changes.

Nature of intervention:
•
•
•
•
•

Wellness clinics.
Annual health talk on diabetes.
Individual appointments for one-on-one counselling.
Screening at Health Fair.
Exercise groups.

Model, philosophy and values on which the program is based:
•
•
•
•

Community engagement.
Reaching people in the community where they live and gather socially (seniors’ buildings,
seniors’ day centre, community resource centre, etc.).
Enhancing an awareness of the need and importance of early detection and
self-management in coping with diabetes.
Regular chronic disease monitoring.

A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management
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Performance measures:

• Positive behavioural changes of participants.
• Continued attendance.
• Willingness and enthusiastic participation in group activities.
• Comparing the level of knowledge obtained through the education.

Keys to success:
•
•
•

Meeting culture-specific needs by providing services and resources in Chinese.
Regular follow-up.
Outreach.

Program challenges:
•
•
•
•

Language literacy.
Health literacy (ability to navigate healthcare system).
Lack of resources (healthcare provider, health information).
Regular follow-up.

Resources used: A Chinese version of Stand up to Diabetes.
Human resources: Chinese Outreach RN and volunteers.
Outreach strategy:
•
•
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Reaching people in the community where they live and gather socially (seniors’ buildings, seniors’ day
centre, community resource centre, etc.).
Scheduling program at a convenient time for clients.
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Diabetes Mall Screening
CDA-Caribbean Chapter, Toronto, ON

Diabetes risk assessment and screening for underserved Black and South Asian
immigrant population at public and accessible sites.

Target population: Black and South Asian.
Key partners:
•
•
•

Black Health Alliance
Canadian Diabetes Association
TAIBU Community Health Centre.

Start date: 2001.
Number reached: 8,000 – 10,000.
Need for program: Black and South Asian populations have been identified as at high risk of developing
type 2 diabetes.

Goal of intervention:
•
•

Increasing early detection of type 2 diabetes and prediabetes.
Providing diabetes counselling and appropriate referral for those living with diabetes and those at risk
of developing diabetes.
• Distributing diabetes educational materials.
• Increasing community knowledge and understanding of diabetes, its management, and its prevention.
• Creating awareness of diabetes by education about the signs and symptoms so individuals can seek
medical attention when appropriate.

Nature of intervention:
•

Having a public mall display during weekend mall hours at various times through the spring/summer
months.
• Providing diabetes screening that includes a risk assessment using CANRISK questionnaire and random
blood glucose testing.
• Providing a multidisciplinary healthcare team of certified diabetes educator, clinical nurse, dietitian,
and exercise specialist who have extensive experience providing culturally appropriate health education
to the target population.
• Referring individuals who need follow-up to appropriate healthcare professional.

Model, philosophy and values on which the program is based:

In this community engagement strategy, “Public Health in the Mall” focuses on reaching at-risk populations
“where they are” – in malls, churches, and at health fairs.

A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management
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Performance measures:

• Number of at-risk people identified.
• Number of people with unmanaged diabetes identified, counselled, and appropriately referred.
• Number of undiagnosed diabetics with symptoms referred to hospitals for admission.
• Number of people with hypertensive crisis referred to hospital for admission.

Keys to success:

• Selection of appropriate mall to reach target population.
• Composition of trained healthcare team.
• Support from pharmaceutical companies to oﬀset costs for medical supplies (strips, needles, gloves,
etc.).
• Follow-up program that creates opportunity for ongoing diabetes education.

Program challenges:

•
•
•

Increasing diﬃculty in securing adequate insurance coverage for diabetes screening.
At times having enough healthcare team members to handle screening capacity.
Lack of personnel and funds to reach more people from high-risk communities throughout Greater
Toronto Area.

Resources used: CANRISK questionnaire and CDA publications: Diabetes Facts; Are You at Risk ?; Just the
Basics.

Human resources: Registered nurse, diabetes educator, registered dietitian, physician, and volunteers.
Outreach strategy:
•
•
•
•
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Community newspapers (such as SHARE, PRIDE Magazine, Jamaican Weekly, and
Indo-Caribbean World) .
CHIN radio (Caribbean Camera and Caribbean Connections).
Word of mouth.
Telephone calls to neighbourhood groups.
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Latin American Diabetes Prevention Program
Projenesis Iberoamerican Organization, Ottawa, ON

Diabetes risk assessment, screening, and management for immigrants of Latin American
descent.

Target population:
•
•

Individuals of Latin American descent who are more than 16 years of age.
Individuals identified as diabetic or prediabetic among the Hispanic community.

Key partners

•
•
•
•

Community Diabetes Education Program of Ottawa (CDEPO)
Centretown Community Health Centre
Canadian Diabetes Association
Ottawa Public Health.

Start date: 2006.
Number reached: 620 screened; 145 participated in awareness sessions (peer support group, nutrition
and cooking).

Need for program:
•
•
•

The challenges faced by many new Canadians make diabetes prevention strategies inaccessible to
many high-risk ethnic groups such as the Hispanic community.
There is a need for adequate support for newly diagnosed Hispanic individuals in managing diabetes
due to linguistic, social, financial, and cultural barriers.
The Hispanic community generally has little knowledge about available community-based diabetes
prevention and management programs.

Goal of intervention:
•

•
•
•
•

Provide individuals with knowledge about health promotion and diabetes prevention so they can make
behavioural changes to reduce risk factors.
Link participants/community to existing resources and services that will help improve their quality of life.
Reduce barriers to access local organizations and mainstream diabetes service providers so access
to diabetes services and self-care skill development programs is increased.
Improve access of at-risk individuals to existing resources and services that will help to improve their
quality of life.
Raise awareness about diabetes prevention among the Hispanic community.

Nature of intervention:
•

Diabetes screening events to identify individuals at risk of developing diabetes and provide follow-up services;
deliver group and individual sessions in Spanish facilitated by diabetes nurses and dietitian from the CDEPO.
• Identified at-risk individuals are invited to join a peer support group. This program focuses on promoting
and enhancing self-care through cooking classes, physical activities, awareness talks oﬀered by Spanishspeaking health professionals, one-on-one follow-ups, and a three-month follow-up session.
• Nutrition and cooking class delivered by dietitian from the CDEPO and Latin American chef open
to general public; interactive cooking demonstration of healthy traditional meals at low cost.
A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management
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Model, philosophy and values on which the program is based:

To improve utilization of mainstream diabetes services by providing activities and interventions in Spanish.

Performance measures:

• Awareness of risk factors for type 2 diabetes.
• Knowledge and adoption of self-care management skills.
• Knowledge of healthy eating habits.
• Use of physical activities, recreation centres, and other services in Ottawa.
• Evaluations received after each event with three-month follow-up for some events.

Keys to success:

The sustainability model for establishing and strengthening partnerships and cooperation alliances that
contributed to prevention services.

Program challenges:
•

Encouraging participants to overcome challenges such as language barriers, financial hardships, and
extreme weather conditions.
• Convincing and encouraging individuals to incorporate health promotion and disease prevention
activities especially among those for whom survival may be the focus of day-to-day life.
• Maintaining credibility, while navigating the complex, dynamic, and socio-political fabric of Latin
American community.
• Securing long term financial support.

Resources used:
•
•
•
•

Diabetes Prevention Training Manual, from Global Village http://gvdiabetes.com
Diabetes screening protocol adapted to Hispanic community needs.
Culturally adapted tools from Families in Action and Global Village.
Compilation of healthy recipes in Spanish.

Human resources: Diabetes educators (registered nurses and dietitians) from the CDEPO; health

professionals and a multidisciplinary team of volunteers from the Hispanic community. A steering committee
is composed of representatives from the CDA, Ottawa Public Health, CDEPO, and Projenesis.

Outreach strategy

• Email.
• Information at embassies.
• Newspaper ads and articles in local Latin American newspapers.
• Local radio stations.
• Bookmarks distributed at churches and community events.
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Live Free…Prevent Diabetes

Unison Health and Community Services, Toronto, ON
Diabetes prevention through screening, education, and counselling on lifestyle changes.

Target population: Hispanic and Caribbean.
Key partners:
•
•
•
•
•

Churches
Malls
Community organizations
Schools
Community radio stations.

Start date: October 2009.
Number reached: More than 2,000 people screened and 700 attended Healthy Lifestyle workshops.
Need for program: High prevalence of diabetes in target populations and barriers to accessing resources
and information on diabetes prevention.

Goal of intervention:
•
•
•

To decrease the incidence of type 2 diabetes in target populations.
To spread knowledge about how to decrease risk through group interventions.
To develop individual interventions.

Nature of intervention:
•
•
•

Screening in community to determine individual’s risk of developing diabetes.
Providing workshops focused on healthy eating and physical activity.
Individual counselling sessions to help individuals reach health goals.

Model, philosophy and values on which the program is based:
•
•
•

See logic model on page 25.
To empower community members to take charge of their health, and to enhance community knowledge
about diabetes and how to prevent it.
To develop a program in native language using traditional foods and a knowledge of cultural preparation
techniques to teach and to change behaviour.

Performance measures: Ongoing evaluation of each workshop and overall workshop experience by
participants (written and verbal). Achieving numbers set by Local Health Integration Network for screening,
workshop, and one-on-one counselling.

Keys to success:

•

•
•
•

Participating in many community events, providing services in diﬀerent languages, and going to
community instead of having them come to the centre (mobile program).
Developing and fostering new partnerships using active and involved community members.
Developing and incorporating relevant program evaluation methods.
Increasing program visibility within the organization to facilitate more in-house referrals.
A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management
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Program challenges:
•
•
•

Promoting program in inexpensive ways.
Communicating with clients in mother tongue.
Understanding cultural practices and lifestyles of Caribbean and Latin American populations and
ensuring suﬃcient trained personnel.
• Dealing with client economic realities that make transportation costs and aﬀordability of fruits and
vegetables diﬃcult.
• Getting laboratory results from family doctor for first individual counselling session.
• Completing food and exercise diaries for their first appointment.
• Dealing with low literacy levels and social isolation of clients.

Resources used:

Used existing resources from online sources such as American Dietetic Association (English/Spanish), Dairy
Council of California, Heart and Stroke Foundation recipes, Medline Plus (English/Spanish; low literacy).

Human resources: Registered dietitian, outreach worker, health promoter and volunteers.
Outreach strategy:
•
•
•
•
•
•

Used eye-catching, easy-to-read, and language-specific flyers and posters.
Provided outreach material about program to stakeholders, leaders, and facilitators.
Provided or encouraged articles in community media newspapers.
Updated organization website to include team schedule and accomplishments.
Assessed sites as part of the centre’s mobile team outreach strategy.
Coordinated volunteers who assisted at screening events, program promotion, and supported dietitians
during workshops.

An Overview of the

Live Free…Prevent Diabetes
Pilot Project

October 2009 – August 2010

Compiled by: Maila Halenko, RD
Michelle-Ann Hylton, MPH
Dani Renouf, RD
Unison Health and Community Services
(formerly New Heights CHC)
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Ottawa Chinese Diabetes Network
Ottawa Public Health, Ottawa, ON

Diabetes risk assessment, screening, and prevention strategies through lifestyle
changes for underserved Chinese population.

Target population: Chinese.
Key partners:
•
•
•
•

Ottawa Public Health
Community Diabetes Education Program of Ottawa (CDEPO)
Canadian Diabetes Association
Ottawa Chinese Community Service Centre.

Start date: February 2006.
Number reached: 464 attended presentations; 560 had blood glucose level screened.
Need for program:
•

•

Diabetes rates are steadily increasing in Canada and the Chinese population is at high risk of developing
type 2 diabetes.
Chinese are second largest visible minority group in Ottawa.

Goal of intervention:
•

•
•
•

Based on evidence and needs of the community to increase awareness of seriousness of diabetes as
increasing in frequency.
Enhance knowledge of prevention of type 2 diabetes including healthy lifestyle.
Raise awareness of importance of regular glucose screening.
Develop partnership with communities for diabetes education.

Nature of intervention:
•
•

Utilized Chinese community mobilization and built interagency partnership.
Used multiple approaches to reach clients including presentation, screening, display at community
event, article in Chinese newspaper, and referrals.

Model, philosophy and values on which the program is based:

Program with collaborative, culturally sensitive approach including presentation, screening, and counselling
provided in Chinese.

Performance measures:
•
•
•
•

Completion of CDA evaluation form and quiz in the presentation.
The number of participants attending the presentation and screening.
The number of participants referred to diabetes education program and family doctors.
Analysis of Chinese CANRISK questionnaire.
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Keys to success:
•
•
•

The eﬃcient collaboration among organizations.
The use of Chinese for presentations, materials, and CANRISK questionnaire.
A continuing program evaluation and revision.

Program challenges:
•
•

Lack of staﬀ and volunteers who are fluent in Chinese.
Limited study and research on type 2 diabetes in the Chinese community.

Resources used:
•
•
•
•
•

“Type 2 diabetes are you at risk?” in Chinese translation by Ottawa Public Health.
Ottawa Diabetes Risk Assessment Passport translated into Chinese.
Chinese version of Canada’s Food Guide and Chinese resources from CDA website.
Chinese presentation from CDA “Diabetes what you need to know.”
CANRISK questionnaire.

Human resources:
•
•
•
•

Presenter, coordinator, and resource provider from Ottawa Public Health.
Blood glucose screening and data entry by CDEPO.
Assistance and resources from CDA.
Recruiting and advertising by the Ottawa Chinese Community Service Centre.

Outreach strategy:
•
•

Announcement and article in Chinese newspaper.
Outreach through existing Chinese groups, such as the Ottawa Chinese Health Resource Coalition and
Chinese tenants of senior buildings.
• Presentations at Chinese association meetings.

28

A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management

Ottawa Diabetes Risk Assessment Collaborative (ODRAC)

Ottawa Public Health, Community Diabetes Education Program of Ottawa and CDA, Ottawa, ON
Diabetes risk assessment, screening, and prevention information for new immigrants
in ESL schools.

Target population: New immigrants in English as a Second Language schools (ESL).
Key partners:
•
•
•

ESL schools (Ottawa Public Health established relationship with ESL schools facilitated the acceptance
of the ESL schools to host the diabetes ODRAC events)
Other partners – Communtiy Diabetes Education Program of Ottawa (CDEPO)
Canadian Diabetes Association.

Start date: September 2010 to June 2011.
Number reached: 1,700 new immigrants in ESL schools.
Need for program:
•

Statistics Canada 2006 Census showed that 22.3% of Ottawa’s population were immigrants, a faster
growth than general population in 1996-2006. Immigrant population projected to be 28% of Ottawa’s
population by 2017.
• Proportion of visible minorities in Ottawa according to the 2006 Census are Black (21.7%), Chinese
(19.5%), South Asian (17.2%), and Arab (15.1%).
• Diabetes among immigrants is increasing and they face challenges receiving health information on
diabetes awareness and prevention.

Goal of intervention:
•
•

To collaboratively promote and deliver type 2 diabetes awareness and prevention
messages to new immigrants in Ottawa’s ESL schools.
To teach the risk factors for developing diabetes and promote a healthy eating and active living lifestyle
for Ottawa’s immigrant population.

Nature of intervention:
•

•
•

Diabetes awareness/prevention presentation and diabetes risk assessment, including CANRISK
questionnaire event in ESL schools.
Measured risk factors such as waist circumference, BMI calculation, blood pressure
checks, and random blood glucose by diabetes educators.
Students at moderate to high risk receive lifestyle counselling and are referred to physicians and
prediabetes/diabetes classes.

Model, philosophy and values on which the program is based:

By accessing all new immigrants in Ottawa to improve access to diabetes information and healthy lifestyle
behaviours, and to provide follow-up services where needed.
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Performance measures:

Findings from CANRISK questionnaire will show where to focus eﬀorts and help plan future activities for
controlling and preventing diabetes among immigrants.

Keys to success:
•
•
•
•

ESL classes are a captive audience.
Division of classes into lower and higher literacy groups helped tailor approach to improve comprehension
of diabetes prevention/awareness messages.
Shared resources and program personnel with community partners to eliminate program costs.
Provided free, multilingual referrals to CDEPO for prediabetes and diabetes classes.

Program challenges:
•
•
•

Providing an adequate number of volunteers who were not health professionals for each event.
Maintaining logistics of the pilot.
Continuing outreach to ESL schools with a modified model using only health professionals from Ottawa
Public Health to give diabetes presentation/information and assist students.
• Ensuring that students identified at risk by the CANRISK questionnaire are referred to the CDEPO.

Resources used: CANRISK questionnaire and CDA presentations.
Human resources:

•
•
•
•

Two nurses from Ottawa Public Health at each event.
Several diabetes nurses or diabetes nutritionist educators at each event from the CDEPO.
Two to four lay volunteers from CDA.
Future model will use only Ottawa Public Health staﬀ in outreach to ESL schools with referral to Diabetes
Education Services at the CDEPO.

Outreach strategy: Using established ESL classes to reach large audience.
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Ottawa Immigrant Diabetes Project
Ottawa Public Health, Ottawa, ON

Diabetes risk assessment, screening, and prevention information for new and
underserved South Asian immigrants.

Target population: South Asian (India, Pakistan, Sri Lanka, Nepal, and Bangladesh).
Key partners:

•
•
•
•
•
•
•
•
•

Ottawa Public Health
Community Diabetes Education Program of Ottawa (CDEPO)
Diabetes Regional Coordinating Centre
Champlain LHIN (Local Health Integration Network)
Ottawa Local Immigration Partnership
C.T. Lamont Centre for Primary Health Care Research
Univeristy of Ottawa
High risk immigrant communities
Canadian Diabetes Association.

Start date: March 2010.
Number reached: Approximately 120.
Need for program:
•

Large numbers of people of South Asian descent living in the Ottawa/Gatineau region, an ethnocultural
population at high risk of developing type 2 diabetes.
• High growth of immigrant population compared to general population and challenges immigrants face
gaining information on diabetes awareness/prevention.

Goal of intervention:
•
•
•
•
•

To identify a tool to increase access to diabetes education among South Asians in Ottawa.
To collaboratively promote and deliver type 2 diabetes awareness and prevention messages to new
South Asians in Ottawa.
To increase knowledge of ethnic risk factors for developing type 2 diabetes.
To promote a healthy eating and active living lifestyle for this community.
To use Punjabi version of Health Canada’s Food Guide to provide information on food and diet in
Punjabi/Hindi by dietitian from Centretown Community Health Centre.

Nature of intervention:
•

Community-based program for South Asians in partnership with CDEPO, Ottawa Public Health, CDA,
with Champlain LHIN as the main funding agency.
• Communities received diabetes awareness/prevention education and diabetes risk assessment with
waist circumference measurement, BMI calculation, blood pressure check, and random blood glucose
check.
• Adults with moderate to high risk referred for lifestyle counselling, for diabetes testing, and prediabetes
or diabetes classes.
• Evaluated gaps and limitations to access.
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Model, philosophy and values on which the program is based: Project organized by community
leaders to improve access to health information on diabetes awareness and prevention and healthy lifestyle
behaviours, and to provide follow-up services for prediabetes and diabetes education.

Performance measures:

•
•
•

Tools developed by Champlain LHIN.
CANRISK questionnaire will provide statistics about community risk.
Report findings will indicate where to focus eﬀorts and help plan future activities.

Keys to success:
•

Collaboration with more than 100 South Asian seniors to learn about diabetes prevention and
awareness.
• Worked with South Asian community associations and used temple space.
• Shared resources and personnel with community partners.
• Provided referrals to free prediabetes and diabetes classes at CDEPO at sites across the city and in
multiple languages.
• Ottawa Public Health was responsible for pilot logistics.

Program challenges:
•
•

Maintaining ongoing projects.
Working with volunteers who were not health professionals and ensuring adequate volunteers for each
event.

Resources used: CANRISK questionnaire.
Human resources:

Two to three diabetes nurses or diabetes nutritionist educators at each event from the CDEPO.

Outreach strategy: Collaboration with South Asian community associations and temples for space,
community partners to share resources and personnel, and CDEPO.
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South Asian Diabetes Prevention Program
Flemingdon Health Centre, Toronto, ON

Early detection clinics, prevention, and self-management of diabetes for underserved
South Asian immigrants.

Target population: South Asian.
Key partners:

•
•
•
•

Collaborative working relationships with settlement agencies
Newcomer centres
Places of worship
Community service providers.

Start date: March 2009.
Number reached: More than 2,200.
Need for program:

South Asian population is at high risk of developing diabetes, primarily due to genetics, lifestyle risk factors,
and stress related to migration. However, South Asians experience challenges accessing healthcare services.

Goal of intervention:

• Raise awareness about diabetes in the South Asian communities.
• Enhance access to diabetes prevention and management services.
• Provide culturally relevant educational resources for South Asian communities within the health
centre’s catchment area.
• Use early detection clinics to identify those who are at risk of developing diabetes.
• Enhance knowledge and skills about healthy lifestyles and diabetes prevention.
• Connect communities to health providers, programs, and organizations.

Nature of intervention:
•

Early detection clinics to identify those at risk of developing diabetes and a prediabetes awareness
workshop.
• Educational workshops teaching diabetes prevention methods and enhancing self-management skills
and information.
• Referral services to confirm if individuals are at high risk and to refer those living with diabetes to
management programs. Out of the 2,200 participants screened, approximately 500 have been referred
to management programs.
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Model, philosophy and values on which the program is based:

Logic Model
OUTCOMES
Project Objectives

Activities

Deliverables

To outreach and identify those
who are at-risk of developing
diabetes

Outreach to South Asian
groups and conduct screen Pre
-diabetes and risk-factors

Diabetes Early-Detection clinic
conducted in the community

To raise awareness about Prediabetes in the South Asian
communities

Pre-diabetes Educational
Workshops

Workshops delivered on
Pre-diabetes awareness

Enhanced participants’
knowledge around diabetes
and pre-diabetes

To enhance the knowledge
and skills of participants
around diabetes prevention

Deliver Diabetes Prevention
educational and skillsbuilding workshops
Provide Diabetes Prevention
Care Kit to participants

1. Diabetes Prevention
Workshops (HL, PA, MH)
2. Diabetes Prevention Care
Kits distributed to participants and

Enhanced Participants’
skills and knowledge to
make healthy lifestyle
modifications

To refer participants to
relevant available services

Our referral Model
1. At High Risk
2. Living with Diabetes
3. Promote resources in
communities

Referrals made to
1. Primary Care Physicians
2. Diabetes Edu Programs
3. Locally available programs, agencies and
organizations

Participants are made
aware of and use services.

To establish SADPP as a bestpractice model for
Diabetes prevention

Rely on research in program
development
Evaluate SADPP’s research

Evidence-based program components developed
On-going process and outcome evaluation of SADPP

Short Term

Medium Term

Participants become aware
o f their risk status
Decreased incidence of
diabetes in the South
Asian Population

Overall Goal
To enhance equitable
access to diabetes
prevention and
management services
for the South Asian
communities.

Long Term

The Program is meeting
the needs of the South
Asian communities
around Diabetes
Prevention

Decreased risk of complications from diabetes due
to late detection

SADPP is an established
evidence-based program

Program is continually adapted based on the evaluation findings

Performance measures:

• Number of people screened: Early Detection Clinic.
• Number of workshop attendees: Prediabetes Awareness Workshop.
• Number identified at high risk of developing diabetes.
• Number identified who are living with diabetes.
• Number of participants attending the Diabetes Prevention Workshop (DPW), number of Care Kit
prototypes disseminated.
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•
•
•
•
•

Number of referrals to diabetes education programs (DEPs) or other relevant CHC partner programs.
Percentage of clients referred through screening sessions who actively join/participate in DEPs.
Number of referrals to primary care doctor (for those who do not already have one).
Number of people who already have a primary care physician who are referred back for follow-up.
Increased number of community linkages developed to assist in identifying potential clients.

Keys to success:
•
•
•

Reaching and exceeding service targets.
Unveiling first cultural and language-relevant diabetes prevention care kit for South Asians in Canada.
Program leadership of manager, coordinator, and team, who developed evidence-based tool to screen
for prediabetes.

Program challenges:
•

Operating under a project concept versus an established core program, a funding sustainability
question, and staﬀ insecurity.
• Diﬃculty in obtaining and retaining capacities.
• Very tight timelines.
• Lack of full-time resources.
• Problems with Ministry’s diabetes strategy to prevent diabetes in Aboriginal and South Asian
communities and increase access to diabetes team-based care.

Resources used:
•

•

Developed evidence-based screening tool to screen for prediabetes tailored to the South Asian
population.
Developed evidence-based resource, Canada’s first ever Diabetes Prevention Care Kit for South Asians
(a collection of resources addressing the three areas of diabetes prevention – healthy eating, physical
activity, and mental health as it relates to the settlement process).
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Human resources:

Multidisciplinary team from Health Promotion Department at Flemingdon Centre: composed of registered
nurse, registered dietitian, three outreach workers, pool of dedicated volunteers, project coordinator, and
program manager.

Outreach Strategy:

Tamil, Singhalese-speaking communities
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Outreach
Outcomes

2 clinics per month with min 20 pp
2 workshops per month with min 18 pp

Outreach
Deliverables

2 clinics per month with min 20 pp
2 workshops per month with min 18 pp

Outreach, Engage and Engage:
>Places of Worship in TOA
> Community Health Centres in TOA
> Settlement Agencies in TOA

Outreach
Activities

>30yrs and new mothers aware of program
and their risks
>Enhanced K.S.A with Diabetes Prevention
>SADPP establishes cycle of ongoing clinics

To outreach and identify Punjabi, Gujarati,
and Hindi speaking communities, with a
specific focus on new mothers and working
dads

Outreach
Objective

>New mothers and working dads in TOA
aware of program and their risks
>Enhanced K.S.A with Diabetes Prevention
>SADPP establishes cycle of ongoing clinics

To outreach to the Urdu-speaking
communities, with a specific focus on
younger adults and new mothers

Outreach
Capacity

Outreach
Outcomes
Outreach
Deliverables

October 2012 to December 2012

Outreach
Objective

Nala Ravindranath
Community Outreach Worker

Outreach
Capacity

Outreach
Objective

To outreach and identify Tamil and
Singhalese speaking communities, with a
specific focus on 40 years to 65 years of age

Outreach
Capacity

Outreach, Engage and Engage:
>Places of Worship in TOA
>Newcomer Welcome Centres in TOA
>Public Schools in TOA

Outreach
Activities

Outreach
Outcomes

2 clinics per month with min 20 pp
2 workshops per month with min 18 pp

Outreach
Activities

>Adults in TOA aware of program and risks
>Enhanced K.S.A with Diabetes Prevention
>SADPP establishes cycle of ongoing clinics

Outreach
Deliverables

SADPP Outreach Strategy: 2012-13 - October to December [Q3]

Sajeda Khan
Community Outreach Worker

Ammara Shafique
Community Outreach Worker
October 2012 to December 2012
Punjabi, Gujarati, Hindi-Speaking Communities

Outreach, Engage and Engage:
>Places of Worship in TOA
>Settlement Agencies in TOA
>Early Years Centres in TOA

October 2012 to December 2012
Urdu-Speaking Communities
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South Asian Education Events

Canadian Diabetes Association, Manitoba/Nunavut Region, Winnipeg, MB
Risk assessment, screening, and lifestyle modifications for diabetes and other chronic
diseases in underserved South Asian population.

Target population: South Asian (initial focus on Sikh and Hindu populations) at high risk for developing or
living with diabetes and other chronic diseases.

Key Partners:
•
•

Healthcare professionals from South Asia
Other healthcare providers in the community.

Start date: November 2010.
Number reached:

Five education events have reached about 670 participants and more than 100 have received risk
assessments.

Need for program:
•
•
•

Increase in incidence of diabetes in South Asian populations.
Rise in new immigrants from South Asia.
Increase in prevalence of prediabetes and lack of education about risk factors.

Goal of intervention:
•

•
•

To increase awareness of and provide information on type 2 diabetes detection through education and
risk assessments.
To provide diabetes education in language understood by participants, enhancing knowledge and skills.
To encourage lifestyle changes.

Nature of intervention:
•
•

Provide diabetes risk assessments, including blood glucose testing, BMI, and blood pressure testing.
Present diabetes-related topics by video and PowerPoint presentations, followed by a
question and answer session (led by physician – in the language of the group the
presentation is geared towards, often Punjabi).
• Provide diabetes literature (in English as well as some publications in other languages including Hindi
and Punjabi).
• Present a panel of experts, including dietitian, pharmacist, podiatrist, and nurse.

Model, philosophy and values on which the program is based:
•
•
•

Engaging community.
Reaching people in their living places and community gathering places (such as community temples).
Enhancing awareness of need for and importance of early detection and self-management in coping
with diabetes.
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Performance measures:
•
•
•

Continued attendance and engagement from community.
Willingness and enthusiasm for participation in group activities.
Assessment of level of knowledge obtained through the education.

Keys to success:
•

•
•

Meeting culture-specific needs and providing services and resources in other languages for greater
communication.
Increasing community engagement and understanding.
Ensuring temples are open to hosting future events.

Program challenges:
•
•
•

Language barrier.
Logistics and timing.
Lack of funding and staﬀ resources.

Resources used:
•

•

South Asian adaptation of the following CDA documents: (1) Diabetes: What you
need to know, (2) Living Well with Diabetes, and (3) Just the Basics.
Other culturally specific materials, including menus and portion guides, that can be found at: http://
www.diabetes.ca/diabetes-and-you/nutrition/just-basics/ .

Human resources:

•
•
•
•
•

Program run primarily by community volunteers with support from CDA staﬀ.
Use of health professionals from a wide variety of disciplines for both presentations and risk
assessments – essential for program continuance.
Presenters have included physicians, researchers, and pharmacists (preferably those who speak the
language of the target audience).
Risk assessments have been conducted by teams of physicians, nurses, and community volunteers
(preferably those who speak the language of the target audience).
When panel of experts is used it has included dietitian, physician, podiatrist, pharmacist, and nurse.

(CDA does not oﬀer direct healthcare and, in accordance with their guidelines, licensed healthcare
professionals are called upon to perform blood testing.)

Outreach strategy:
•
•
•
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CDA website
CDA newsletter
Giving media materials to onsite coordinators (e.g., temple authorities).
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Urban Diabetes/Prediabetes Screening Pilot

Winnipeg Regional Health Authority and Manitoba Health, Winnipeg, MB
Pilot testing CANRISK questionnaire for prediabetes and diabetes screening, intervention,
and strategies to integrate screening and intervention with existing community services.

Target population: Individuals between the ages of 40 and 74; interest in screening ethnic groups that are
at high risk of developing diabetes.
Key partners:
•
•
•
•

Manitoba Health
Winnipeg Regional Health Authority (WRHA)
Public Health Agency of Canada
Diagnostic Lab Services of Manitoba.

Start date: January 2010 to February 2011.
Number reached: During the 18-month research pilot there were 505 completed assessments, according

to study protocol.

Need for program: Screening for type 2 diabetes and prediabetes in Winnipeg is mostly part of periodic

health examination or symptom-based triage. This pilot will help PHAC establish information about the use
of the CANRISK questionnaire and review the need for strategies to integrate community-based screening
and intervention in services for Winnipeg residents.

Goal of intervention:
•

•
•

To develop and use a community-based approach to prediabetes and type 2 diabetes screening and
intervention using an oral glucose tolerance test (OGTT) to field test the CANRISK questionnaire. Also
to assess user satisfaction with CANRISK and coordinator/study staﬀ observations.
To learn the number of people with prediabetes or undiagnosed type 2 diabetes in the Winnipeg area.
To help plan strategies to integrate community-based prediabetes screening and intervention with
existing services in community areas of the Winnipeg Health Region.

Nature of intervention:
•

All eligible participants at a study clinic were asked for written and informed consent to have an OGTT
and to complete the CANRISK questionnaire.
• Provided interactive activities to inform about risks for developing prediabetes/type 2 diabetes, the
signs and symptoms of diabetes, and preventing or delaying diabetes and chronic diseases.
• Oﬀered information sheets and resources developed by CDA and Heart and Stroke Foundation on
diabetes, chronic disease prevention, and self-management.
• Informed participants and their primary care providers by mail of OGTT results; phoned to encourage
those with prediabetes or type 2 diabetes to follow-up with healthcare providers or to seek resources.
Assisted those without a primary care provider in finding providers accepting new patients.
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Model, philosophy and values on which the program is based:
•
•

Community development approach using principles of adult education.
Community participation in eﬀorts to increase public awareness of chronic disease
risk factors, need for screening, and impact of lifestyle choices.
• Engaging high-risk groups and collaborating with community partners.

Performance measures:
•
•
•

Meeting project objectives, deliverables, and research project timelines.
Screening participants as per study protocol.
Ongoing interest from the community shown in recruiting eﬀorts.

Keys to success:

• Used flexible project plan.
• Included phone reminder system for potential participants.
• Maintained interest in a hard-to-reach population through presence at community events and agencies.
• Collaborated with known and trusted agencies and community members.
• Facilitated further communication and understanding of services at diﬀerent sites.

Program challenges:

•
•
•

Providing community-based screening activities beyond project funding period.
Minimizing waiting times at study clinics for screening or registering participants.
Dealing with participants who lacked literacy (language and numeracy) in both language of origin and
English.
• Providing timely access to resources and qualified interpreters in language of origin at a level appropriate
for population.
• Reaching at-risk ethnic and the working population without weekend hours.
• Maintaining current demographic information for study participants and their primary care providers.

Resources used: CANRISK questionnaire.
Human Resources: Administrative assistant; casual RN; principal investigator and steering committee;
research project study coordinator, certified diabetes educator (CDE); and volunteers from WRHA, CDA,
and community agencies.

Outreach strategy: Advertising in community newspapers; distributing pamphlets and posters; attending
recreation centres, shopping malls, health fairs, class rooms, and community events; partnering with
community groups/leaders; word of mouth.
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Vietnamese Outreach Program

Somerset West Community Health Centre, Ottawa, ON
Diabetes risk assessment and screening, and increased self-management skills for
underserved Vietnamese immigrants.

Target population: Vietnamese-speaking clients with type 2 diabetes or who are at risk of developing

diabetes.

Key Partners:

•
•
•

Champlain LHIN (Local Health Integration Network)
Centretown Community Health Centre
Community Diabetes Education Program of Ottawa (CDEPO).

Start date: 2000.
Number reached: Approximately 30 screened per month.
Need for program:

Vietnamese population is a high-risk population with language barriers to programs and resources and a
knowledge deficit about disease prevention and management and about services available in community.

Goal of intervention:
•
•

Early detection and increased awareness of disease, especially prediabetes.
Help clients eﬀectively self-manage chronic disease and learn about available community services.

Nature of intervention:
•
•
•
•

Random screening at wellness clinic.
Self-management activities such as a health information session, walking club, fitness for older adults,
meals to manage diabetes and heart disease, and foot care/chiropody.
Chronic Disease Self-Management Program in Vietnamese.
Individual counselling and teaching.

Model, philosophy and values on which the program is based:
•
•

Client-centered, interdisciplinary team approach.
Chronic disease self-management.

Performance measures:
•

•
•

Number attending health information sessions, screenings, workshops, physical activity programs, or
programs that change lifestyle for a better health outcome.
A1C/BP result.
Client satisfaction survey and evaluation.
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Keys to success:
•
•

Early detection and screening.
Interdisciplinary teamwork.

Program challenges:
•
•
•

Limited resources and education materials in Vietnamese, a fundamental need for clients from
Vietnamese background.
Limited human resources.
Communication challenges with client primary care providers external to the centre.

Resources used:
•
•

Diabetes Food Guide.
Vietnamese translation of English version of Stand up to Diabetes.

Human resources: A multidisciplinary team consisting of a physician, nurse or outreach nurse, chiropodist,
dietitian, and health promoter for physical activity.

Outreach strategy:
•
•
•
•
•
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Flyers.
Phone calls.
In-house bulletin board.
Word of mouth.
Vietnamese newsletter.
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Diabetes Education and Management Programs
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Chinese Community-Health Diabetic Education Class
Chinese Community Health Society, Vancouver, BC

Treatment and self-management information for underserved Chinese diabetics and
their healthcare providers.

Target population: Chinese Canadians in Greater Vancouver with diabetes and Chinese Canadian care
providers for diabetics.

Key partners:
•
•
•
•

Chinese Health Support Group
LifeScan Canada Limited
Chinese Cultural Centre
Chinese Christian Mission Centre.

Start date:
•
•

An eight-hour Chinatown Diabetic Education Class in 1995.
An enhanced 11-hour Chinese Community-Health Diabetic Education Class in 2010.

Number reached: More than 2,400 patients (each receiving more than eight hours of self-monitoring
training) since 1995.

Need for program:
•
•

The largest minority in Vancouver, ethnic Chinese, are at high risk for developing diabetes.
Limited support exists for Chinese Canadian patients with diﬃculty speaking English.

Goal of intervention:
•
•
•

To improve knowledge about diabetes among patients and in community.
To enable patients to independently monitor their own blood glucose to improve quality of life and
save public health money.
To qualify diabetes patients to receive glucose test strip subsidy by BC PharmCare.

Nature of intervention:
•
•

Community-based, 11-hour patient diabetic education program with a maximum of 18 students per class.
Registered diabetic education nurse presentation (four hours) focusing on diabetes, complications, and
care that emphasizes self-monitoring glucose test.
• Registered dietitian presented four hours of information about the impact of food on diabetes and
emphasizing a balanced diet.
• Nurse or dietitian provides three hours of individual counselling.
• Completion certificate issued and result reported to PharmCare after physician certifies diagnosis and
instructors certify class attendance.
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Model, philosophy and values on which the program is based:
•

Program developed by Chinese Canadian GPs, diabetic education nurses, and dietitians to address
growing concern about diabetes among Chinese lacking support in native dialects.
• Developed to enable good quality of life for patients and saving in national healthcare program.
• Program reviewed, endorsed, and accredited by diabetes specialists and BC PharmCare to qualify
patients for subsidy for the purchase of glucose test strips.
• Program regularly reviewed by professional team led by medical director to ensure it observes latest
standard set by industry.

Performance measures:
•
•
•

Number of classes conducted and patients completing the classes.
Quality of the program through evaluation by patients and instructors.
If funds available, tracking patient blood glucose level for record of eﬀectiveness.

Key to success:
•
•
•
•
•

Current class syllabus.
Comprehensive system for scheduling and implementing the class.
Ability of the trainers to deliver in native dialect.
Coordination by the various parties involved.
Funding for program.

Program challenges:
•
•
•

To ensure regular and ongoing program.
Availability of continued funding.
Availability of qualified nurses and dietitians with necessary language capability.

Resources used: Tools and documentation in Chinese developed for the program; CDA publications in
Chinese.

Human resources:
•
•

Doctors from our board of directors.
Diabetic education nurses and dietitians hired for the class.

Outreach strategy:
•
•
•
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Program poster displayed and flyer available in public locations.
Special appearances during TV and radio programs.
Free announcements in local radio and TV stations and Chinese newspapers.
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Chronic Disease Management for Diverse Populations
Alberta Health Services, Calgary, AB

Increased access and culturally sensitive self-management information on diabetes
and other chronic diseases for high-risk immigrant ethnic communities.

Target population: Chinese, Filipino, Punjabi, and Spanish-speaking individuals in Calgary.
Key partners:
•
•
•

Mosaic Primary Care Network
Community agencies (such as the Drop-In-Centre)
Homeless shelter, temples, cultural centres (such as the Chinese Seniors Centre, Filipino Cultural Centre, etc.).

Start date: 2002.
Number reached: Not available.
Need for program: Alberta is becoming a very diverse province with many new immigrants and vulnerable

populations.

Goal of intervention:
•
•
•

To develop culturally sensitive chronic disease management programs for diverse populations.
To partner with diﬀerent community agencies to provide space for classes and promote programs.
To promote a self-management and patient-centered care approach to help patients develop the skills
needed to care for their chronic conditions.

Nature of intervention:
•
•

Community-based program oﬀered in Punjabi, Spanish, Filipino, and Chinese.
Classes on topics such as diabetes essentials, cholesterol and hypertension, chronic pain, kidney basics,
and exercise.
• A multi-disciplinary approach in their native language for patients either on a one-to-one basis with a
dietitian or nurse or in a class.
• The homeless shelter has a nurse and a dietitian who see clients there.

Model, philosophy and values on which the program is based:

Program based on Stanford Model of Chronic Disease Self-Management for persons with chronic conditions;
empowers patients to change role from passive care receiver to active partner with healthcare providers.

Performance measures: No data at the moment.
Keys to success: Community centered.
Program challenges: Funding and professional staﬀ fluent in necessary languages.
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Resources used:

Translated mainstream handouts and lists of culturally appropriate foods in diﬀerent languages; classes are
taught by a nurse and dietitian who can speak the language.

Human resources:

Full-time registered nurse for every culture. Multidisciplinary team with language capabilities: diabetes
nurse educator, dietitian, nurse, and community volunteers.

Outreach strategy:

Reach target communities by identifying community leaders such as physicians, and meeting with the
cultural centres to identify needs and wishes for program; health awareness days and information provided
on posters and in community newspapers.
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Church-Based Diabetes Education
CDA-Caribbean Chapter, Toronto,ON

Diabetes awareness, education, and self-management for underserved Black and
South Asian population.

Target population: Blacks and South Asian.
Key partners:
•
•
•

Black Health Alliance
Canadian Diabetes Association
Churches.

Start date: November 1999.
Number reached: 500 yearly.
Need for program:
•
•

Culturally specific programs are needed to reach those who face barriers such as language, low literacy,
and lack of access to information.
Diabetes education and awareness program needed for underserved and identified high-risk groups of
Blacks and South Asians.

Goal of intervention:
•
•
•

Increase knowledge and understanding of how to manage their diabetes to have a good quality of life.
Delay onset or reduce the complications of diabetes.
Enable early detection of type 2 diabetes.

Nature of intervention:
•

•

Lectures and discussion by healthcare professionals on controlling diabetes, living a healthy lifestyle,
and preventing or reducing long-term complications.
Involve professionals such as registered dietitians, RNs/certified diabetes educators, endocrinologists,
cardiologists, nephrologists, podiatrists/foot-care specialists, social workers, urologists, family MDs,
and pharmacists in providing information.

Model, philosophy and values on which the program is based:
•
•

Community engagement and community building – reach people where they are.
Multidisciplinary approach to diabetes self-management education involving many diﬀerent healthcare
professionals.

Performance measures:
•
•
•
•

Positive feedback from those attending meetings.
Attendance of new members and their families.
Number of client calls about the next meeting.
Members are recruiting and encouraging family and friends with diabetes to attend.
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Keys to success:
•
•

This is the first time group members have received expert knowledge on diabetes and its management
and this empowers them; they, in turn, empower others.
The members support each other and share their success stories and challenges.

Program challenges:
•
•

Finding space in diﬀerent locations for the meetings.
Arranging healthcare professionals to deliver the lectures.

Resources used: CDA brochures on diabetes: Diabetes Facts; Just the Basics; Healthy Living Calendar;
Living Well with Diabetes.

Human resources:

Multidisciplinary team of registered dietitians, RNs/certified diabetes educators, endocrinologists,
cardiologists, nephrologists, podiatrists, social workers, urologists, family physicians, and pharmacists.

Outreach strategy:

•
•
•
•
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Church bulletin board.
Announcements by pastor during service breaks.
Information in Jamaican Weekly, SHARE, and PRIDE newspapers.
CHIN radio (Caribbean Camera).

A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management

Community Diabetes Education Program of Ottawa
Centretown Community Health Centre, Ottawa, ON

Diabetes education and management strategies for underserved ethnic adults 18 years
and older.

Target population: Some programming is specifically aimed at South Asian, Somali, and Latin American

individuals.

Key partners:

•
•
•
•
•
•
•
•

Canadian Diabetes Association
Ottawa Public Health
Community health and resource centres
Projenesis Iberoamerican Organization
Chinese network of services
University of Ottawa
Arabic Health Council
Various temples and social services organizations.

Start date: 1999.
Number reached: 4,000 - 5,000 for individual and group appointments.
Need for program:
•
•
•

Increasing incidence of diabetes.
Building on provincial initiatives to address chronic disease and support self-management.
Identifying needs of specific communities.

Goal of intervention: To provide basic to intermediate level diabetes education and management services
through a needs- and community-based model.

Nature of intervention:
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Group education program – three sessions (one/week for three consecutive weeks).
Prediabetes Education Program – one session.
Follow-up groups and calls to program participants – individual follow-up (when appropriate).
Living with Insulin Group Program – three sessions (one/week for three consecutive weeks); individual
appointments for clients beginning an insulin program.
Individual appointments for glycemia management – working with primary care providers.
Outreach to multicultural communities for risk assessment and education.
Educational supermarket tours.
Provide space and staﬀ for education and screening of Hispanic population.
Provide group education program and risk assessment programs in Chinese.
Co-ordinate education and outreach for cultural groups at easy-to-reach locations.
Co-ordinate a group education program in Vietnamese with another community health centre.
Participate in Chinese Health Fair held annually.
Provide material in various languages for target populations; also use interpreter.
When language is a barrier invite family members or friends to participate.
Revise and produce the Diabetes Food Guide as needed.
Recruit staﬀ that speaks second or third language to meet community needs.
Evening and day time programs available.
Access to chiropody services.
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Model, philosophy, and values on which the program is based:
•
•

•
•
•
•
•

Providing accessible, timely diabetes education and self-management support to adults with diabetes.
Collaborating with healthcare partners to ensure that people receive most appropriate level of care by
the best providers.
Using team approach – both registered nurse and registered dietitian.
Integrating with community health and resource centres at various sites in the city.
Using best practices.
Promoting self-management.
Collaborating with agencies to reach populations that have diﬃculty accessing programs.

Performance measures:
•
•
•
•
•

Number of clients served.
Number of at-risk clients identified at outreach events who contact later.
Timely entry to diabetes program (before the diabetes is too advanced).
Evaluation forms completed by clients.
Chart audits.

Keys to success:
•
•
•
•

Central referral system with same services oﬀered throughout Ottawa.
Community-based and integrated with other health services.
Ability to follow-up with RN, RD, or team to answer questions about managing diabetes.
Work closely with local endocrinologists to enhance skills and abilities of educators in providing
glycemia management support.
• Use a variety of teaching tools and techniques – an adult learning approach.
• Use diabetes food guide that is culturally adapted and available in several languages.

Program Challenges:

•
•

Limited capacity to oﬀer weekend services.
Funder requirement to address diagnosed diabetes and pre-diabetes, limits capacity to provide
population-based initiatives to high risk populations.

Resources used: Developed a diabetes food guide in seven languages.
Human resources: Team includes registered nurse and registered dietitian; several staﬀ in program are
Certified Diabetes Educators.

Outreach strategy: Information and screening events for testing blood glucose level and administering
CANRISK questionnaire; attending health fairs and events that target specific populations; media work on
diabetes in Chinese; presentations about the program and diabetes in various locations.
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Culturally Responsive Diabetes Management Support Project
Multicultural Health Brokers Coop, Edmonton, AB

Culturally appropriate diabetes management information and support for underserved,
high-risk immigrant ethnic communities.

Target population: South Asian, Chinese, Spanish, Filipino and Somali, especially:
•
•
•
•

Isolated immigrant seniors without family or social support and with limited knowledge of English.
Recent newcomers with limited English language skills and social support.
Refugee claimants.
Low-income single mothers of small children with limited mobility and knowledge of English.

Key partners:
• Canadian Diabetes Association
•
•
•

Alberta Health Services
Primary Care Networks (PCN) in areas with multicultural health brokers
Wal-Mart pharmacy that provides staﬀ and diabetes kits for screening clinics.

Start date: April 2011 .
Number reached: 2015: five screening clinics and one-on-one work with clients.
Need for program:
•
•
•

The ethnic groups are at high risk of developing diabetes and have a high percentage of undiagnosed
diabetes and prediabetes.
Existing diabetes education in hospitals and healthcare centres does not understand or address cultural
factors or reach non-English-speaking patients.
Diabetes care for high-risk ethnic groups improves with integration of cultural perspectives and use of
multicultural health brokers and cultural community workers.

Goal of intervention:

To provide culturally appropriate diabetes management support to individuals from these communities
focusing on preventing complications caused by poorly managed diabetes.

Nature of intervention:

Two-year initiative funded by regional PHAC to increase positive health behaviour in ethnocultural
community and manage and reduce complications from diabetes by:
• Providing linguistically accessible and culturally appropriate care and support to individuals with
diabetes and their families.
• Involving community members and local partners in organizing a community-wide screening and
diabetes education event.
• Collaborating with Alberta Health Service’s Chronic Disease Management Team, CDA, and other
organizations to refer patients needing culturally responsive support.
• Mutual learning: Brokers training about diabetes management by Alberta Health Services-Diabetes
Education Team and cultural competency training for the Diabetes Team by Multicultural Health Brokers
Co-op.
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Model, philosophy and values on which the program is based:

Cultural brokering model of workers from ethnocultural communities who communicate between cultures
to mediate and negotiate complex processes, increase accessibility of health services, link clients to
resources, and build supportive relationships.

Performance measures:

Evidence of: fewer complications from diabetes, increased knowledge about diabetes management,
improved access to supportive services, demonstrated knowledge of healthy practices, culturally accessible
diabetes management resources, increased understanding of cultural factors aﬀecting care among service
providers, and increased support for patients from culturally diverse backgrounds.

Keys to success:

•
•
•

Necessary technical support and training to multicultural health brokers.
Institutional partners who were open to alternate models of care for populations with unique health needs.
Champions in public institutions who promote and support innovative models of health services
delivery to culturally diverse populations.

Program challenges:
•

Minimal institutional commitment from the provincial health services to address issues that reduce
and limit success of this initiative.
• Lack of resources within the public health system and primary care facilities for first language
consultation, prevention, and screening activities.
• Lack of knowledge and skill among healthcare professionals regarding cultural issues in care and
management and cultural factors aﬀecting health and illness.
• Lack of resources allocated to hire health professionals – nurse educators, dietitians, etc. – who speak
languages of various ethnic communities.

Resources used:

Multilingual Canada Food Guide, multilingual diabetes management resource materials (developed by the
Royal Alexandra Hospital Multicultural Services in 2006), and multilingual videos on diabetes management.

Human resources: Health professionals – social workers, nurse educators – and volunteers who speak
the languages of the respective communities.

Outreach strategy:

Bicultural and bilingual workers who are well-connected to the community use:
• Ethnic print and radio media to provide information and inform about project events.
• First language health materials and existing groups to give information and recruit participants.
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Diabetes and Chronic Disease Care
London InterCommunity Health Centre, London, ON

Increased access and culturally sensitive self-management information on diabetes
and other chronic diseases for underserved, high-risk ethnic communities.

Target population: Residents of London, Ontario who face barriers to healthcare (and their family or

support systems), especially new immigrants, Black Canadians, South Asians, Cambodians, Karen (Burmese),
Spanish- and French-speaking, low-income, and English-speaking.

Key partners:

•
•
•

Canadian Diabetes Association
WOTCH Community Mental Health Services
Boys and Girls Club.

Start date: 1995.
Number reached: 500 new clients per year.
Need for program:
•

•
•

Increased incidence of diabetes in high-risk groups such as Aboriginal, Hispanic, Black, and Asian
populations.
Many clients have barriers to care such as access, language, and poverty.
Many clients are new Canadians who have faced problems that can aﬀect health.

Goal of intervention:
•
•
•
•

Improving lifestyles to help them live well with diabetes.
Increasing healthy eating and activity.
Reducing isolation by increasing social connections.
Preventing amputations by giving preventative footcare services.

Nature of intervention:
•
•
•
•

Outreach screening for everyone.
Open-ended education groups on diabetes prevention with diﬀerent monthly topics.
Self-management groups by ethnic group: Black Canadian, South Asian, Karen community, Cambodian
community, and two groups of Spanish-speaking.
Individual appointments are available by self-referral or GP referral.

Model, philosophy and values on which the program is based:
•
•
•

Individuals with diabetes have the right to education and care.
Volunteers to assist with reminder phone calls (in their language) and hosts to meet and greet in their
language and assist as needed to help reach those in need.
Care is best provided in the places where the community gathers (temple, mosque, church, or
community centres that are often near a local library branch).
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Performance measures:
•

Diabetes flow sheets track improvements in HbA1C and lipids, blood pressure, body mass index,
albumin-creatinine ratio.
• Patient satisfaction surveys.
• Patient enrollment numbers.
• Physician support and referral numbers.

Keys to success:

•
•
•
•

Staﬀ commitment.
Community outreach to identify at-risk population.
Education provided at appropriate client level of understanding.
Culturally sensitive education in self-management groups, and meeting client needs and wants in
program planning.
• Use of teaching tools – food models, insulin pens, etc. – that are appropriate.

Program challenges:
•
•
•

Language and numeracy literacy (in own language, as well as English).
Health literacy (e.g., ability to navigate healthcare system and to access healthy food sources).
Funder priorities (numbers vs complexity, activity, and acuity).

Resources used: CDA resources as well as translated CDA resources.
Human resources: Registered nurses and registered dietitians for some group sessions and volunteers to
facilitate group meetings and cultural interpretation services across languages.

Outreach strategy:
•
•
•
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Self-management groups provided in areas accessible to client population.
Community engagement through a community connection or spokesperson.
Interpreters assist in providing the best communication.
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Diabetes Education Centre

Garratt Wellness Centre, Vancouver Coastal Health-Richmond Service, Richmond, BC
Self-care management and counselling for individuals with prediabetes, diabetes,
gestational diabetes and for new insulin users in the immigrant Chinese community.

Target population: Chinese (Cantonese- or Mandarin-speaking) individuals with prediabetes, type 1 and
2 diabetes, gestational diabetes, and new insulin users, living in Richmond.

Key partners:

•
•
•

Vancouver Coastal Health Diabetes Education Centre (DEC) for English-speaking clients in Richmond
Canadian Diabetes Association
Healthy Living Chinese DEC program in VCH–Vancouver Community.

Start date: About 2000.
Number reached: Approximately 350 new clients per year.
Need for program:

Of the approximately 60% of Richmond residents who claim Cantonese or Mandarin as their first language
many have prediabetes, types 1 or 2 diabetes, or have recently begun an insulin program.

Goal of intervention:

Build capacity for self care management.

Nature of intervention:

Individual counselling and group classes.

Model, philosophy and values on which the program is based:

Program adheres to the Canadian Diabetes Education Standards and fits within a chronic disease
management framework.

Performance measures:
•
•
•
•

Number of referrals
Number of first visits (new clients)
Number of all visits (follow-up and new clients)
Number of telephone consultations.

Keys to success:

Dedicated and skilled clinicians.
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Program challenges:
•
•
•
•

Clinical resources limited to less than two days a week.
Lack access to podiatrist, pharmacist, or social workers.
Lack resources for community outreach.
More resources will be needed for anticipated growth in community need.

Resources used:
•

•

Resources are translated into Cantonese and Mandarin either in house or in partnership with the
Healthy Living Chinese Diabetes Education Centre Program in Vancouver.
CDA-translated resources.

Human resources:
•
•

CDA certified diabetes registered nurse and registered dietitian educators.
Program situated within public health and health promotion services.

Outreach strategy
•
•
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Through S.U.C.C.E.S.S (United Chinese Community Enrichment Services Society).
Community physicians.
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Diabetes Support Group

Chinese Health Support Group, Richmond, BC
Diabetes support group for Chinese to share experiences and learn about eﬀective
self-management.

Target population: Chinese diabetics, especially those who completed the Chinese Community-Health
Diabetes Education Class, living in Vancouver.
Key partners:
•
•
•
•
•

Chinese Community Health Society (CCHS) for professional support at the physician level
Chinese Cultural Centres for use of facilities
Sponsors for funding and volunteers for their service and program activities
Canadian Ethnocultural Council (CEC) for advice
LifeScan Canada Ltd.

Start date: 2005.
Number reached:
•
•

More than 1,000 registered, with 20 - 30 in bi-monthly gatherings.
More than 100 completed two-hour glucose tolerance test.

Need for program:
•
•
•

High number of diabetics among Chinese.
Diabetes treatment is a lifetime of maintenance and attention.
Peer approach is among the best ways to handle suﬀering of chronic diseases.

Goal of intervention:
•
•
•

To have an environment where diabetics can share experiences and socialize.
To continue maintenance through refreshing knowledge and skills and renewing drive.
To promote active living, a balanced diet, and a better quality of life.

Nature of intervention:
•
•
•

Bi-monthly gatherings in Richmond and Chinatown in Vancouver, BC.
Free-of-charge community program that measures glucose and blood pressure.
Present and discuss test results and the appropriate diet and exercise to follow.

Model, philosophy and values on which the program is based:
•
•

Program was based on the model for diabetes support groups developed by CEC.
Regular programs that support diabetics in their lifetime treatment of diabetes.
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Performance measures:
•
•

Number of participants.
Number and variety of programs.

Keys to success:

• Maintaining the interest of participants.
• Attracting new participants.
• Having a regular and consistent gathering.

Program challenges:
•
•

Funding availability and adequate manpower for regular and consistent meetings.
A variety of programs and activities.

Resources used:

Comprehensive presentation in Chinese and a glucose tracking record in Chinese.

Human resources:
•
•
•

Nurses hired to handle the blood test.
Volunteers from the Chinese community.
Program administrator.

Outreach strategy:
•
•
•
•
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Program poster and flyer in public locations.
Referral from CCHS Diabetic Education Class.
Referral by family doctors and pharmacists.
Word of mouth.
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Feet Can Last a Lifetime: Diabetes Foot Health Program
Rexdale Community Health Centre, Toronto, ON

Foot care and proactive foot problem management for ethnic individuals with type 2
diabetes who cannot access or aﬀord foot care services.

Target population:
•

Members of ethnocultural communities with type 2 diabetes, especially those of South Asian, AfricanCaribbean, and Latin American descent, who face barriers to information and self-management
programs.
• Clients who cannot aﬀord private chiropody services.

Key partners:
•
•

Rexdale Community Centre (RCC); program serves RCC clients
Pharmaceutical company sales representative to demonstrate glucometer.

Start date: Two workshops, November 22 and 29, 2010, and individual follow-up sessions.
Number reached: Total of 26 for two workshops and 7 in individual sessions.
Need for program:
•
•
•
•

These communities have a higher diabetes rate and risk of developing foot problems.
Many in communities are unfamiliar with community chronic disease management services.
Many clients are not yet insured by OHIP and/or cannot aﬀord foot examination and foot care services.
Preventative screening and access to appropriate foot care can stop progression of serious complications,
such as neuropathy or amputation, due to diabetes.

Goal of intervention:

To conduct foot screening and provide foot care to members of the ethnic communities with diabetes who
are unable to access or aﬀord foot care services.

Nature of intervention:
•

•
•
•
•
•
•
•

Access to multiple healthcare service providers – such as nurse, dietitian, and chiropodist – in one visit
to a single location.
Workshops on foot health, diabetic foot complications, and foot screenings.
Screening for risk of developing diabetes foot problems through questionnaire and comprehensive foot
examination.
Glucometer demonstration and explanation of blood glucose self-monitoring techniques that also
inform about importance of managing blood sugar levels.
One-on-one diabetes self-management counselling with registered nurse and registered dietitian.
Free comprehensive diabetes foot examination with chiropodist.
Computerized gait scan to determine functioning of feet, risk of gait problems, and need for orthotic
shoes.
Vascular assessment to determine blood circulation.
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Model, philosophy and values on which the program is based:
•

•
•

A commitment to provide equitable access to healthcare services and ensure that programs serve
needs of diverse communities.
Integrated, multidisciplinary health services provided in one visit.
Basis is the Lower Extremity Amputation Prevention Program (L.E.A.P.), which focuses on annual foot
screenings, patient education, daily foot self-examination, selecting appropriate footwear, and proactive
management of foot problems.

Performance measures:

• Accurate classification of risk level for developing foot problems and individual follow-up.
• Improved test results for clients with diabetes.
• Positive client feedback from program evaluations.
• Client ongoing attendance at other RCHC clinics.
• Client willingness and enthusiasm to participate in demonstrations.
• Increased community and partner demand for similar programs.

Keys to success:

•
•
•
•

Building rapport with participants through client-centered approach.
Providing multiple services to clients in one visit.
Using multidisciplinary team to provide holistic and integrated programs.
Organizational buy-in, inclusive policies and procedures, respect for cultural diversity, and a commitment
to ensuring equitable access to health services.

Program challenges:

•
•
•

Space to facilitate programs for clients.
No shows or last minute client cancellations.
Extra program costs (e.g., supplies, staﬀ time, etc.).

Resources used: Based on theme of presentations.
Human resources: Multidisciplinary team comprising nurse, dietitian, and chiropodist.
Outreach strategy:

Clients recruited by: promoting in local and ethnic media, delivering services after regular oﬃce hours,
providing accessible services in the communities, and establishing partnerships with community
organizations.
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Health Risks for African, Caribbean, and Black Communities
Ottawa Public Health, Ottawa, ON

Preventive and management information about diabetes and other chronic diseases
for underserved African and African-Caribbean immigrant populations.

Target population: African, Caribbean, and Black.
Key partners:
•
•

Ottawa Public Health
African and African/Caribbean communities.

Start date: 2008.
Number reached: Approximately 600.
Need for program: People of African descent are at high risk of developing type 2 diabetes, sickle cell

disease, hypertension and stroke, uterine fibroids, breast cancer, prostate cancer, and HIV/AIDS.

Goal of intervention:

To increase knowledge and awareness of the risks of above illnesses, take preventive measures, and seek
appropriate treatment.

Nature of intervention:
•

PowerPoint presentations to faith groups (churches) with predominantly African,
Caribbean, and Black members.
• Presentations at ESL/LINC programs and ethnic community associations for people
of African, Caribbean, and Black origins.
• Attend ethnic community events (e.g., JAM Day, Carivibe, and African festival) with
resources and fact sheets about these diﬀerent illnesses.

Model, philosophy and values on which the program is based:

Directing information to captive audiences in places where they are used to meeting, such as places of
worship; peer education and continuing to improve the quality of their lives.

Performance measures:
•
•
•
•

Number of presentations.
Number of participants.
Number of resources and fact sheets distributed.
Evaluation feedback from participants.

Keys to success:

Engaging community leaders, religious leaders, and key stakeholders within the African, Caribbean, and
Black communities.
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Program challenges:
•
•
•

Providing programs in evenings and on weekends, the time of most accessibility, leads to overtime costs.
Getting community members concerned about health before they or their loved ones become sick.
Members of this community have a greater focus on their basic needs, especially employment, where
they feel marginalized and this is a major social determinant of health.

Resources used:

Resources and fact sheets on type 2 diabetes, prostate cancer, hypertension and stroke, breast cancer,
sickle cell disease, and HIV/AIDS.

Human resources:

Presentations by Ottawa Public Health professionals.

Outreach strategy:
•
•
•
•
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Presentations to community groups.
Word of mouth.
Flyers.
In-house bulletin board.
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Living Well with Diabetes – Chronic Disease Self-Management
Program (CDSMP)
Yee Hong Centre for Geriatric Care, Scarborough, ON

Community-based, structured, interactive diabetes self-management and support for
underserved Chinese.

Target population: Chinese in Toronto.
Key partners:
•
•
•
•
•

Patient Education Research Centre of Stanford University
Three Local Health Integration Networks (LHINs)
Woodbine Medical Centre
Toronto Chinese Christian Missionary (CCM) Centre
West Hill Community Service – Scarborough Community-Based Diabetes Education Program
(Chinese Program)
• CNIB, Toronto Region
• Trinity Drug Mart.

Start date: 2008.
Number reached: 150 in 12 programs. Additionally 26 staﬀ and lay leaders to be trained as trainers of

Stanford Diabetes Self-Management Program.*

Need for program:

Chinese-Canadians are a large minority and their health status has a major impact on local healthcare.

Goal of intervention:
•
•
•
•
•

To develop culturally adapted, evidence-based program for people with diabetes in Toronto Chinese
community.
To collaborate with community partners in promoting self-management in coping with chronic disease
and developing CDSMP in Toronto.
To increase patients’ sense of mastery in managing their own health.
To enhance awareness of the importance of a healthy lifestyle and being active.
To encourage peer support among patients through monthly follow-up support group.

Nature of intervention:
•
•
•
•

•

Translating program manual into Chinese, with the approval of Stanford University.
Chinese family physicians refer diabetes patients to program in prescription format.
A community-based, highly structured and interactive program.
Ten, two and a half hour sessions per week (six sessions of Stanford Diabetes Self-Management Program
and four disease-specific education programs).
A multi-disciplinary approach.
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Model, philosophy and values on which the program is based:
•
•

To stress importance of diabetes self-management in local Chinese community using Stanford
University’s Diabetes Self-Management Program.
To empower patients to become active partners with healthcare providers.

Performance measures:
•

Standard questionnaire from Stanford collects data and compares outcomes through a pre-test
questionnaire and a post-test questionnaire completed six months later.
• To assess the extent of positive behavioural changes of patients through daily records of their action
plans and completing the medication.
• To compare the level of knowledge obtained through the disease-specific education.
• The depression scale measures and compares the impact of social work intervention.

Keys to success:
•
•

Use program materials that meet needs of this culture.
CDSMP is new; collaborating with community partners and identifying appropriate strategies in program
promotion and marketing is essential in developing a program.
• It is crucial for an organization to train staﬀ and lay leaders as master trainers to run CDSMP and
exercise a monitoring role for program quality control.
• Concurrent peer support with master trainers of the world and ongoing consultation from Stanford
University helps ensure service quality.

Program challenges:
•

•

Providing adequate funding and financial support for publicity, developing resources, and providing
free programs which bring more participants.
Advocating for more funding sources from provincial and federal levels to develop the program.

Resources used:
•
•

Translated program manual into Chinese with approval from Stanford University.
Trained Chinese-speaking leaders (Cantonese and Mandarin) to implement program.

Human resources: Master trainers, physicians, social workers, and volunteers.
Outreach strategy:
•
•
•
•
•
•
•
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Detailed program on agency website.
Used free community advertisement at TV Community News section.
Placed program brochure (in both English and Chinese) at medical building, drug stores, physician
clinics, community centre, and public library.
Encouraged referrals from family physicians.
Displayed information about diabetes management and programs at Yee Hong Centre.
Provided program free of charge.
Developed a model for Chinese in Toronto that can be transferred to other ethnic groups at high risk of
developing diabetes.
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Patient’s Name ____________________Date: __________
Referral to:
Chronic Disease Self-Management Program
% 



  

 General Chronic Disease Self-Management Program
%



% 







 Diabetes Management Program




 Parkinson’s Disease Self-Management Program
$#



 Chronic Pain Management Program
%



Caregiver education and support services
&





 Education program for caregivers

&





 Supportive counseling for caregivers
"
Please contact: &
    ! 
Yee Hong Caregiver Education & Resource Centre
Unit 17, 360B Hwy 7 East, Richmond Hill 905-597-9380

_________________
Doctor’s signature
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_____________________________
Doctor’s address & phone #stamp
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Vancouver Chinese Diabetes Education Centre
Vancouver Coastal Health, Vancouver, BC

Education and counselling to help underserved Chinese immigrants manage diabetes.

Target population: Chinese: Cantonese- and Mandarin-speaking.
Key Partners:
•
•
•

Vancouver Coastal Health-Vancouver Community, Healthy Living Program
Chinese Canadian Medical Society of British Columbia (CCMSBC)
United Chinese Community Enrichment Services Society (S.U.C.C.E.S.S).

Start date: 1995.
Number reached: 10-11 clients per program; approximately 220 new clients/year.
Need for program:

The Chinese population is at risk for developing type 2 diabetes; a language- and culture-specific program
is needed for Cantonese- and Mandarin-speaking clients.

Goal of intervention:
•
•
•

Provide culture-specific education to Chinese clients.
Increase client and family knowledge and skill in managing diabetes.
Develop linkages with family physicians to support their care to diabetes clients.

Nature of intervention:
•
•
•
•

Basic education program of two-day session, a total of 20-22 basic programs/year.
Clients encouraged to book for follow-up session after six months to one year.
Increase knowledge by group education and one-on-one counselling.
Provide self-management support through goal setting, problem solving, skill building, lifestyle
modification, and accessing community resources.

Model, philosophy and values on which the program is based:
•
•
•
•
•
•
•
•

Used CDA 2008 Clinical Practice Guidelines for Prevention and Management of Diabetes.
Used SMART goals and Action Plan model.
Based on self-management support theory and client empowerment.
Used Canadian physical activity guidelines.
Provided a non-threatening and non-judgmental learning environment with educators as facilitators
rather than instructors.
Supported client self-management.
Developed a community-based program, closer to home, which is less threatening to client.
Provided a self-referral process that helped to increase client motivation.
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Performance measures:

•
•
•
•
•

Comparing client pre- and post-knowledge questionnaire.
Clinical outcome.
High attendance, close to 100%
Physicians send many clients to the program.
Three-month wait-list to get into the program.

Keys to success:
•
•
•
•
•
•

Physician support and partnership.
Good community partnership.
Convenient community locations.
Daytime, evening, and weekend programs accommodate various needs.
Culture- and language-specific program to meet the need of the target population.
Hands on practise using a Chinese meal as a teaching tool.

Program challenges:
•
•

•
•
•

Locating available space at a convenient location.
Finding enough staﬀ that are competent in reading, writing, and speaking Cantonese and Mandarin
and understand the culture.
Having adequate funding to expand program to meet changing needs in diabetes care.
Providing adequate storage space for teaching tools and supplies.
Providing stable funding and staﬃng.

Resources used:
•
•
•
•
•

Chinese DVD developed for class use.
Chinese Diabetes Handbook of more than 60 pages developed.
CDA Chinese handouts are used in class.
Chinese meal at lunch is tool to teach carbohydrate counting and healthy eating.
Culturally specific class content.

Human resources: Registered nurse and dietitian. This program is part of a larger program “Healthy
Living Program” that provides administrative support. S.U.C.C.E.S.S. undertakes registration.

Outreach strategy:
•

Program brochure and program information placed on Vancouver Coastal Health, HealthLink, and
S.U.C.C.E.S.S. website for public access.
• S.U.C.C.E.S.S. oﬃce staﬀ promoted program information to new immigrants.
• Physician-referred patients.
• Volunteers from CDA BC and Chinese Hotline referred and promoted the centre to clients who need the
service.
• Clients spread information about the program through word of mouth.
• Promoted at health fairs and health screening events.
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Diabetes Awareness and Lifestyle Changes Programs
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Collective Kitchen – South Asian Women Cooking Together
South Asian Women’s Community Centre, Montreal, QC

Healthy eating to prevent diabetes and other chronic diseases for newly arrived South
Asian immigrants.

Target population: South Asian women who are recent immigrants.
Key partners:
•
•

Local area health clinics (CLSCs)
Other collective kitchens.

Start date: 2009.
Number reached: More than 75 South Asian women.
Need for program:

In low income areas, families lack proper nutrition and a balanced diet.

Goal of intervention:
•
•
•
•

Promoting healthy eating among recent South Asian immigrants.
Teaching how to prepare nutritious meals on limited food budget.
Prevent development of chronic diseases through healthy eating.
Encouraging women to cook in bulk and, if possible, use knowledge to start a catering business.

Nature of intervention:
•

•
•
•

Women cook in collective kitchen under guidance of a nutritionist who speaks Hindi, Punjabi, and Urdu
and with volunteers who speak Bengali and Tamil.
Education provided on nutritious meals and importance of balanced meals to prevent chronic diseases
like heart diseases, diabetes, etc.
The women cook in bulk and then buy cooked meals at a reasonable price.
The program is free.

Model, philosophy and values on which the program is based:
•
•

Communal cooking promotes eﬃcient time and money management.
Collective kitchen addresses financial challenges new ethnic immigrants face, expands their social
circles, enhances multicultural interaction, and builds capacity within communities.

Performance measures:
•
•

More sessions are in constant demand.
The women ask for recipes and write down preparation method while cooking.
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Keys to success:
•
•

Program helps South Asian women save time and money by cooking in bulk.
Program motivates participants to learn more and provide better meals to keep families healthy and
happy.

Program challenges:
•
•
•
•
•
•
•
•
•

Getting stable funding that includes a food budget so classes can be free.
Getting volunteers from the South Asian community.
Focusing on one health topic and presenting appropriate recipes.
Developing a gym or establishing contact with a gym to provide space at a reasonable price.
Using dietitians to provide cooking tips for diﬀerent health problems.
Testing individual sugar level and making recommendations.
Developing and publishing standardized recipes from the South Asian Women’s Community Centre
kitchen.
Providing adequate kitchen space.
Providing staﬀ that can speak one or more South Asian languages.

Resources used: Canada’s Food Guide to Healthy Eating.
Human resources: Nutritionist and volunteers from the community who speak two or more South Asian
languages.

Outreach strategy:
•
•
•
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Door-to-door contacts in areas where new low-income South Asian families prefer to live.
Free cooking classes and demonstrations would attract more South Asian women who enjoy cooking
and are always looking for new recipes and help develop the organization of collective kitchens.
Flyers, pamphlets, and phone calls.
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Healthy Eating for Life Chinese Banquet

CDA, Heart and Stroke Foundation and Ottawa Chinese Community Service Centre, Ottawa, ON
Promoting healthy eating for immigrant Chinese at risk of developing diabetes and
other chronic diseases.

Target population: Chinese and other Asians in Ottawa.
Key partners:
•
•
•

Canadian Diabetes Association
Heart and Stroke Foundation (since 2010)
Ottawa Chinese Community Service Centre (new - 2011/2012).

Start date: January 2010.
Number reached: 200.
Need for program:

Continuing need for culturally relevant health information, especially about the eﬀect of diet among ethnic
communities, who are at risk of developing diabetes.

Goal of intervention: Promote healthy eating within Ottawa’s Chinese immigrants.
Nature of intervention:
•

Featured special menu of recipes from Healthy Eating for Life initiative, a partnership of the Heart and
Stroke Foundation of Ontario and the CDA to promote healthy eating in Ottawa’s Chinatown.
• Provided recipes, nutritional facts, and cooking tips in a fun, social, and culturally relevant manner.
• Provided diabetes risk assessment prior to the banquet to identify individuals at high risk of developing
diabetes and connect them to community education.
• Provided culturally relevant health information through the banquet.
• Featured diabetes risk assessment and diabetes educators from the Community Diabetes Education
Program of Ottawa with follow up with education sessions for those identified as being at high risk of
developing diabetes.
• Partner organizations aim to reach out to caregivers, parents, homemakers, seniors, chronic disease
patients, and social service providers.

Model, philosophy and values on which the program is based:

The Healthy Eating for Life initiative developed in 2009, provides health information in a non-traditional
way to caregivers, parents, homemakers, seniors, people living with a chronic disease, and social service
providers. After the banquet participants can learn healthy ways to prepare traditional foods and receive
the recipes used for the banquet.
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Performance measures:

•
•

Feedback received from participants.
In 2012 will develop a more formal feedback process.

Keys to success:

Engaging key partners within the community.

Program challenges:

Adapting the recipes from the initiative, which were developed for home use, to a large quantity for the
banquet.

Resources used:

Partner organizations (including the Heart and Stroke Foundation of Ontario, CDA, Carefirst Seniors and
Community Services Association, Kidney Foundation of Canada, South Riverdale Community Health Centre,
and Yee Hong Centre for Geriatric Care) developed culturally relevant health information based on Healthy
Eating for Life program.

Human resources:
•
•

Diabetes educators.
Staﬀ from stakeholder organizations (fund development, administration and service staﬀ and students
on placement with partner organizations) helped facilitate the advertising, sponsor recruitment, and
ticket selling.

Outreach strategy:
•

Post information about upcoming banquet on the CDA website but no specific program information is
on website.
• Work with key members and/or organizations within the Chinese community of Ottawa.
• Distribute posters throughout Chinatown.
• Advertise through CHIN radio and other Chinese media outlets and through the networks and websites
of partners.
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Life Style Modifications Program

Centre de Santé et de Services Sociaux Cavendish, Montreal, QC
Lifestyle modifications for prediabetic and diabetic immigrant population through
individual and group sessions in English and French.

Target population: Type 2 diabetic and prediabetic individuals who are 18 years and older, ambulatory,

and able to actively participate in group teaching in English or French in greater Montreal area; priority
given to clients in Centre de Santé et de Services Sociaux (CSSS) Cavendish territory.

Key partners:
•
•

Montreal Jewish General Hospital (JGH), endocrinology department
Montreal Health and Social Services Agency (local executive of Quebec Ministry of Health and Social Services).

Start date: March 18, 2010.
Number reached: As of September 1, 2011, 210 referrals from family MDs and 102 clients are in active
follow-up program.

Need for program:
•

•

The growing ambulatory diabetic population in the CSSS Cavendish territory needs structured
multidisciplinary education and motivational coaching.
A service corridor between the first line (CSSS) and a teaching hospital (second line) is needed so milder
cases of diabetes can be followed at the first line and more advanced ones have easier access to
endocrinologists at the second line.

Goal of intervention:
•
•
•
•

Increase lifestyle modifications to improve clients’ nutritional habits.
Help to initiate and maintain physical activity.
Assist with proper handling of medications.
Teach blood glucose self-monitoring and foot care.

Nature of intervention:
•

•
•
•
•
•

Three-year program consisting of:
- Seven individual one-hour sessions with nutritionist
- Three individual one-hour sessions with RN
- Five group presentations/discussions facilitated by multidisciplinary team (dietitian, RN, SW, and
kinesiologist) for two to three and a half hours.
Eight, one-hour sessions of group physical activity program (Diabetes Action) by a kinesiologist.
Twice a year follow-ups by family practitioner, more frequent examinations by registered nurse practitioner.
Regular communication between multidisciplinary team and family practitioner.
Clinic is open one day a week for multidisciplinary individual and group interventions, and one day a
week for individual follow-ups with nutritionist.
At every individual session nutritionist checks:
- Changes in hypoglycemia and blood pressure due to lipid lowering and blood thinning medications
- Weight, waist circumference, and blood pressure
- Client daily nutrition – three meals a day, adequate carbohydrate distribution throughout day, good
choices of added fat
- Status of smoking and alcohol consumption.
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Model, philosophy and values on which the program is based:
Program is based on the Wagner Model of chronic illnesses care.

Performance measures:
•

HbA1c measured at beginning and every three to six months (two weeks before individual session with
nutritionist).
• Lipid profile and kidney function (creatinine and urea) measured at beginning and every 12 months.
• Positive behavioural changes of participants.
• Continued attendance and enthusiasm to participate in group activities.
• Measured level of knowledge obtained through education.

Keys to success:
•
•

Ensuring a learning atmosphere and coaching clients on overcoming their obstacles.
Establishing eﬀective communication with family practitioners.

Program challenges:
•

•

Low group session participation although excellent participation in individual appointments. Clientele
may not be used to opening up at group sessions.
Low subscription rate to Diabetes Action Program (initiation to physical activity).

Resources used:

Health Canada`s Food Guide in languages preferred by clients and Diabetes Conversation Maps.

Human resources:

Multidisciplinary team comprising physician, dietitian, nutritionist, RN, SW, and kinesiologist.

Outreach strategy:
•

•
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Visits and mailing campaigns to general practitioners working in CSSS Cavendish territory explaining
about the program.
Program presentations at doctors’ continuing education trainings.
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Senior Connections

Calgary Catholic Immigration Society, Calgary, AB
Awareness and education about diabetes for ethnic seniors at high risk of developing
the disease.

Target population: Residential (independent living in own apartment) seniors of mixed origins, including
Hispanic, Filipino, and African.

Key partners:

•
•
•
•

University of Calgary, Nursing Faculty
Murdoch Manor
Alberta Health Services
Alex Health Centre.

Start date: September, 15, 2010.
Number reached: 20.
Need for program:

Residents of subsidized housing apartment expressed a need for education about diabetes, and ethnic
composition of population influenced decision to use community program model.

Goal of intervention:
•
•

To respond to the needs of the senior population.
To give these persons information and resources about diabetes and, if necessary, teach how to manage
it and stay as healthy as possible.

Nature of intervention:

On a weekly basis, eight student nurses of Community Access Team presented diabetes information,
explaining glucose testing and proper diet, giving referral information and bringing tasty, nutritious, and
low-cost snacks. Students passed on this information at university so other nursing students gained basic
knowledge for future use.

Model, philosophy and values on which the program is based:

The community model of caring, sharing, and resource information with values and philosophy based on
respect and privacy – the best medical practices.

Performance measures:
•
•

Fewer inquiries by program participants about medical appointments related to diabetes.
Those with doctor in adjoining medical oﬃce report fewer visits.
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Keys to success:

The participants felt that they were better prepared to deal with their disease or were prepared should
they become diabetic.

Program challenges:

Consistent attendance so nurses did not need to repeat information, although with an audience containing
many persons whose first language was not English, repetition was useful.

Resources used:

Where possible, translations and/or printed materials were presented in the first language of individuals.

Human resources: Student nurses with an RN supervising and meeting with students on a weekly
basis. Help and advice also received from the social worker on site. Volunteers used for translation and
interpretation services.
Outreach strategy:

Posters advertised the program.

80

A Community Guide on Diabetes in Immigrant Ethnic Populations: Sample Programs for Early Detection and Management

The First Steps to Prevention Program
Vancouver Coastal Health, Vancouver, BC

Awareness and education for individuals at high risk of developing diabetes and other
chronic diseases.

Target population: Clients at risk of developing chronic diseases.
Key Partners:
•
•
•
•

South and Evergreen Community Health Centres
Primary Care Clinic
Vancouver Coastal Health, Adult/Older Adult Programs (A/OA)
Family Physicians in Vancouver area.

Start date: English program pilot in April 2011; Chinese program pilot in October 2011.
Number reached: Target is 12-15 participants; support person encouraged to attend.
Need for program:
•

•

Modest lifestyle changes – including healthy eating, increased physical activity and smoking cessation
– have been shown to prevent or delay chronic disease.
Increasing self confidence, self eﬃcacy, and knowledge can help in maintaining lifestyle changes.

Goal of intervention:
•

•
•
•
•
•
•

To increase client self eﬃcacy and build client confidence in making healthier choices including physical
activity, healthy eating, and stress reduction.
To increase awareness of the benefits of healthy eating, physical activity, smoking cessation, and stress
management.
To support clients in developing eﬀective problem-solving skills that will help maintain positive
behaviours in the long term.
To build client awareness of their own risk factors for chronic conditions.
To promote changes in blood pressure, blood glucose, lipids, waist circumference, and weight reduction
or maintenance.
To promote healthy eating by increasing fruit and vegetable consumption, decreasing fat and sodium,
and increasing fibre.
To promote activity levels to meet Canadian recommendation of at least 30 minutes of moderate
activity at least five times/week.

Nature of intervention:
•
•
•

Self-management support including building skills, knowledge, and self-confidence.
Helping with goal setting, problem solving, and increasing access to community resources.
Increasing knowledge for participants to recognize risk factors for chronic disease.
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Model, philosophy and values on which the program is based:

SMART goals and Action Plan model, transtheoretical model of change, motivational interviewing, self
management theory, CANRISK questionnaire, CDA 2008 Clinical Practice Guidelines for Prevention and
Management of Diabetes, Physical Activity Guidelines for Canadians, evidenced-based curriculum,
providing language- and culture-specific care using adult learning theory.

Performance measures:

Pre- and post-program evaluation measuring knowledge, skills, and client satisfaction.

Keys to success:

• Community-based and partnerships with Adult and Older Adult Programs.
• Physician awareness and promotion.
• Knowledgeable and committed staﬀ.
• Accessible location and workable times.
• Reasonable group size with good group dynamics.
• Client-driven topics of discussion which motivate client and include elements of goal setting and
problem solving.

Program challenges:

• Finding convenient and adequate-sized locations for the class.
• Dealing with time and resource constraints that limited program promotion.
• Increasing physician and client knowledge about prevention, as opposed to treating chronic disease.
• Funding to increase staﬃng for program expansion and promotion and to provide resources such as
white board/flip chart, pedometers, and healthy snacks.
• Developing an evidence-based curriculum, first in English and then culturally based, as needed.

Resources used:

Developed or translated most of the resources to be used for Chinese program, such as the Chinese
translation of the Canada Food Guide or used credible Chinese resources.

Human resources:

Registered dietitian and registered nurse.

Outreach strategy:
•
•

•
•
•
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Promotional letters, flyers, and referral form to family physicians.
Promotional materials posted in various community centres and the waiting area of all Vancouver
health centres and health fairs.
All chronic disease management nurses at Vancouver community were notified.
Radio, television, and newspapers.
Word of mouth from clients.
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West Toronto Diabetes Education Program
LAMP Community Health Centre, Toronto, ON

Awareness and information on lifestyle changes and self-management for individuals
with prediabetes or diabetes.

Target population: Clients who have type 2 diabetes and prediabetes; all communities served especially
the large local Asian, South Asian, and Black.

Key partners:
•
•
•

Four Community Health Centres (CHC): Access Alliance, Four Villages, Stonegate, and LAMP (Lakeshore
Area Multiservice Project)
Etobicoke Services for Seniors
Davenport-Perth Neighbourhood Centre (Davenport /Perth).

Start date: About 2002; date varied with need of partner agencies.
Number reached: Diﬃcult to provide; the groups from October 2010 to June 2011 had six to 15 participants

attending six to eight week classes.

Need for program:

The target population is at high risk of developing diabetes and prediabetes. Many in these communities
are isolated and unfamiliar with self management services available.

Goal of intervention:
•

•
•
•
•

Integrate diﬀerent CHC programs working on a common program; program collaboration important for
success of this type of initiative.
Reduce isolation for participants.
Increase physical activity.
Encourage peer support and peer mentorship.
Provide knowledge about diabetes.

Nature of intervention:
•
•

Primary focus is diabetes education and self-management.
Although funding is inadequate for prevention or health promotion, that philosophy is incorporated in
the work.
• Exercise classes: both yoga and Tai Chi are oﬀered.

Model, philosophy and values on which the program is based:
•
•

•

Diabetes self-management must include an understanding of the need for exercise.
Exercise should occur in a collaborative, fun, and engaging way that includes peer support; mentoring
among members is strongly encouraged.
Stress and the lack of physical activity can negatively impact the clients’ ability to care for their health,
especially for diabetes.
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Performance measures:
•
•

Evaluating the impact of these initiatives on participant well-being.
Informal, continuing request from participants to repeat programs and continuing positive responses
as class is tailored to specific needs of clients.
• Providers note that clients attending sessions are often more compliant, show up for individual clinical
appointments, and are more aware of the impact of diabetes on their health. These clients are classified
as “diabetes ready.”
• For some clients attending these sessions is all they can manage for their diabetes health; the goal,
however, is to provide programs that reach the level of the client.

Keys to success:
•
•
•

Consistency in programs.
Good instructor.
Excellent space.

Program challenges:
•
•

Funding.
Outreach.

Resources used:
•
•
•

Translated some of the English materials into languages as needed by the population.
Some resources are culturally adapted as requested.
Received some resources from other diabetes programs and used when needed.

Human resources: Program Coordinator and teams of RDs/RNs used in this oﬀ-site Diabetes Program of

LAMP CHC; volunteers.

Outreach strategy:
•
•
•

Request that partner agencies promote this program or activity.
Request that physicians and pharmaceutical representatives promote program to their clients.
Request that Toronto Central – Regional Diabetes Coordinating Centre and Mississauga Halton –
Regional Diabetes Coordinating Centre diabetes teams inform clients and other agencies of these
activities.
• Promote activities through ads in local paper, flyers circulated in the community, and on LAMP’s website.
• West Toronto Diabetes Education Program team attendance at Community Engagement Activities
promotes program.
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Appendices

Appendix 1
THE CANADIAN DIABETES
RISK QUESTIONNAIRE

CANRISK
1 Are you at risk?
The following questions will help you to ﬁnd out if you are at higher risk of having pre-diabetes or type 2 diabetes. Pre-diabetes is a
condition where a person’s blood sugar levels are higher than normal, but not high enough to be diagnosed as diabetes. You can have
pre-diabetes or undiagnosed type 2 diabetes without having any obvious warning signs or symptoms.
Knowing your risk can help you make healthy choices now that will reduce your risk or even prevent you from developing diabetes.
Please answer the questions as honestly and completely as you can. If you wish, a friend or family member can help you to complete
this form. The answers to these questions are completely conﬁdential. Answer all questions. Enter your scores for each question in the
box on the right-hand side and then add them up to calculate your total risk score.
This questionnaire is intended for adults aged 40 to 74 years.
1 AS YOU GET OLDER, YOUR RISK OF DEVELOPING DIABETES GOES UP.
1. Select your age group:
O 40-44 years
O 45-54 years
O 55-64 years
O 65-74 years

Score

0
7
13
15

2. Are you male or female?
O Male
O Female

points
points
points
points ............................................

6 points
0 points ............................................

1 BODY SHAPE AND SIZE CAN AFFECT YOUR RISK OF DIABETES.
3. How tall are you and how much do you weigh?
On the left-hand side of the BMI chart below, circle your height, then on the bottom of the chart circle your weight.
Find the square on the chart where your height crosses with your weight, and note which shaded area you fall into.
For example, if you were 5 feet 2 inches (or 157.5cm) and 163 pounds (or 74kg) you would fall in the LIGHT GREY area.

Select your BMI group from the following choices:
O White (BMI less than 25)
O Light grey (BMI 25 to 29)
O Dark grey (BMI 30 to 34)
O Black (BMI 35 and over)

0
4
9
14

points
points
points
points ............................................

HEIGHT
feet/
inches cm
6’4”
192.5
6’3”
190
6’2”
187.5
6’1”
185
6’0”
182.5
5’11” 180
5’10” 177.5
5’9”
175
5’8”
172.5
5’7”
170
5’6”
167.5
5’5”
165
5’4”
162.5
5’3”
160
5’2”
157.5

12
12
13
13
13
14
14
14
15
15
16
16
17
17
18

13
13
13
14
14
15
15
15
16
16
17
17
18
18
19

13
14
14
15
15
15
16
16
17
17
18
18
19
20
20

14
15
15
15
16
16
17
17
18
18
19
19
20
21
21

15
16
16
16
17
17
18
18
19
19
20
21
21
22
23

16
16
17
17
18
18
19
19
20
20
21
22
22
23
24

17
17
18
18
19
19
20
20
21
21
22
23
23
24
24

18
18
18
19
20
20
21
21
22
22
23
24
24
25
26

18
19
19
20
20
21
22
22
23
24
24
24
26
27
27

19
20
20
21
21
22
23
23
24
24
25
26
27
28
29

20
20
21
22
22
23
23
24
24
26
26
27
28
29
29

21
21
22
22
23
24
24
25
26
27
27
28
29
30
31

5’1”

155

18

20

21

22

23

24

26

27

28

29

31

32

33

34

36

37

38

40

41

42

43

45

46

47

48

50

51

52

5’0”
4’11”
4’10”

152.5
150
147.5

19
20
20

20
21
22

21
22
23

23
24
24

24
24
26

25
26
27

27
28
28

28
29
29

29
30
31

31
32
33

32
33
34

33
34
35

34
36
37

36
37
38

37
38
40

38
40
41

40
41
42

41
42
44

42
44
45

43
45
46

45
46
48

46
48
49

47
49
51

49
50
52

50
52
53

51
53
55

52
54
56

54
56
57

4’9”
4’8”

145
142.5

21
22

22
23

24
24

25
26

27
28

28
29

29
31

31
32

32
33

34
34

35
36

37
38

38
39

39
41

41
42

42
44

44
45

45
47

47
48

48
50

49
51

51
53

52
54

54
56

55
57

57
59

58
60

59
62

WEIGHT (kg)

44

47

50

53

56

59

62

65

68

71

74

77

80

83

86

89

92

95

98 101 104 107 110 113 116 119 122 125

WEIGHT (lbs)

97 103 110 117 123 130 136 143 150 156 163 169 176 183 189 196 202 209 216 222 229 235 242 249 255 262 268 275

22
22
23
23
24
24
25
26
27
28
29
29
30
31
32

22
23
24
24
24
26
26
27
28
29
29
30
31
32
33

23
24
24
25
26
27
27
28
29
29
31
32
33
34
34

24
24
25
26
27
27
28
29
29
31
32
33
34
34
36

24
25
26
27
28
28
29
30
31
32
33
34
34
36
37

26
26
27
28
29
29
30
31
32
33
34
34
36
37
38

26
27
28
29
29
30
31
32
33
34
34
36
37
38
40

27
28
29
29
30
31
32
33
34
34
36
37
38
39
41

28
29
29
30
31
32
33
34
34
36
37
38
39
41
42

29
29
30
31
32
33
34
34
36
37
38
39
41
42
43

29
30
31
32
33
34
34
36
37
38
39
40
42
43
44

30
31
32
33
34
34
36
37
38
39
40
42
43
44
46

31
32
33
34
34
36
37
38
39
40
41
43
44
45
47

32
33
34
34
36
37
38
39
40
41
42
44
45
46
48

33
34
34
36
37
38
39
40
41
42
43
45
46
48
49

34
34
36
37
38
39
40
41
42
43
45
46
47
49
50

4. Using a tape measure, place it around your waist at the level of your belly button.
Measure after breathing out (do not hold your breath) and write your results on the line below.
Then check the box that contains your measurement. (Note: this is not the same as the “waist size” on your pants).

MEN – Waist circumference: _ _ _ inches OR _ _ _ cm
O Less than 94 cm or 37 inches
O Between 94-102 cm or 37-40 inches
O Over 102 cm or 40 inches

0 points
4 points
6 points ............................................

WOMEN – Waist circumference: _ _ _ inches OR _ _ _ cm
O Less than 80 cm or 31.5 inches
O Between 80-88 cm or 31.5-35 inches
O Over 88 cm or 35 inches

0 points
4 points
6 points ............................................
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1 YOUR LEVEL OF PHYSICAL ACTIVITY AND WHAT YOU EAT CAN AFFECT YOUR RISK OF
DEVELOPING DIABETES.

Score

5. Do you usually do some physical activity such as brisk walking for at least 30 minutes each day?
This activity can be done while at work or at home.

O Yes
O No

0 points
1 point..............................................

6. How often do you eat vegetables or fruits?
O Every day
O Not every day

0 points
2 points ............................................

1 HIGH BLOOD PRESSURE, HIGH BLOOD SUGAR, AND PREGNANCY-RELATED FACTORS
ARE ASSOCIATED WITH DIABETES.
7. Have you ever been told by a doctor or nurse that you have high blood pressure OR have you ever
taken high blood pressure pills?
O Yes
4 points
O No or don’t know
0 points ............................................
8. Have you ever been found to have a high blood sugar either from a blood test, during an illness,
or during pregnancy?
O Yes
14 points
O No or don’t know
0 points ............................................
9. Have you ever given birth to a large baby weighing 9 pounds (4.1 kg) or more?
O Yes
1 point
O No, don’t know, or not applicable
0 points ............................................
1 SOME TYPES OF DIABETES RUN IN FAMILIES.
10. Have any of your blood relatives ever been diagnosed with diabetes?
Check ALL that apply.

O
O
O
O
O
O

Mother
Father
Brothers/Sisters
Children
Other
No/don’t know

2
2
2
2
0
0

Add your score.
Your combined score cannot be more than 8 points.
(2 points for each category, do not count multiple children or siblings twice).

points
points
points
points
points
points

...........................................

11. Please check off which of the following ethnic groups your biological (blood) parents belong to:
MOTHER

FATHER

O
O
O
O
O
O

O
O
O
O
O
O

White (Caucasian)
Aboriginal
Black (Afro-Caribbean)
East Asian (Chinese, Vietnamese, Filipino, Korean, etc.)
South Asian (East Indian, Pakistani, Sri Lankan, etc.)
Other non-white (Latin American, Arab, West Asian)

0
3
5
10
11
3

points
points
points
points
points
points ............................................

Choose only one score, the highest.
Do not add mother plus father scores together. (Your score cannot be more than 11 points for this section).

1 OTHER FACTORS ARE ALSO RELATED TO DEVELOPING DIABETES.
12. What is the highest level of education that you have completed?
O Some high school or less
O High school diploma
O Some college or university
O University or college degree

5
1
0
0

points
point
points
points ............................................
Total Score

Add up your points from questions 1 to 12 ..................................................................................................................................

These risk scores are in no way a substitute for actual clinical diagnosis.
If you have any concerns, please consider discussing your results with a health care practitioner (eg. family doctor, nurse practitioner, pharmacist).
Lower than 21 1 low risk
Your risk of having pre-diabetes or type 2
diabetes is fairly low, though it always pays
to maintain a healthy lifestyle.

21-32 1 moderate risk
Based on your identiﬁed risk factors, your risk
of having pre-diabetes or type 2 diabetes
is moderate. You may wish to consult with
a health care practitioner about your risk of
developing diabetes.

33 and over 1 high risk
Based on your identiﬁed risk factors, your risk
of having pre-diabetes or type 2 diabetes is
high. You may wish to consult with a health
care practitioner to discuss getting your blood
sugar tested.

Diabetes is a serious chronic disease and uncontrolled diabetes can lead to heart disease, kidney disease and other conditions.
While you can’t change some factors such as, age, gender, family history, and ethno-cultural background, other risk factors for diabetes may
respond to lifestyle changes. These include weight, physical activity, diet, and smoking.
If your BMI is 25 or higher, lowering your weight may help you reduce your risk of developing type 2 diabetes. Even a small change in body
weight or physical activity can reduce your risk. Embrace a healthy balanced diet which emphasizes vegetables, fruit, and whole grains.
Consult Canada’s Food Guide for helpful suggestions. If you are not active, begin slowly and increase your activity gradually. Check with your
doctor before beginning any exercise program.
If you smoke, it’s never too late to quit. Every step you take to improve your health counts!
Thank you for completing the Canadian Diabetes Risk Questionnaire.
Public Health Agency of Canada, 2011
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Summary of Diabetes Programs for Early Detection and Management
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Class p.45

p.47
p.49

p.51
p.41
p.55

p.57

Service
p.59

p.61
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p.65
p.69

p.73
p.75
de

p.77
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p.79
p.81
p.83
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Appendix 3

Contact Information for Diabetes Service Providers
Alberta Health Services

10101 Southport Road SW, Cubicle #2811
Calgary, AB T2W 3N2
Contact: Bahigi Fyith, Program Coordinator
Chronic Disease Management for Diverse Populations
Tel: (403) 943-1640
Email: bahigi.fyith@albertahealthservices.ca
Website: www.albertahealthservices.ca

Black Health Alliance

P.O. Box 524
Toronto, ON M3C 2T4
Tel: (416) 361-3208
Dr. Christopher J. Morgan, Chair, Black Health Alliance
Contact: Kathy Nelson, Coordinator
CDA Caribbean Chapter
Tel: (416) 987-0339
Email: knelson@mtsinai.on.ca
Website: www.blackhealthalliance.ca

Calgary Catholic Immigration Society

1111 11th Ave. SW, 5th Floor
Calgary, AB T2R 0G5
Contact: Carolyn Arrell, Coordinator, Senior Connections Program
Tel: (403) 290-5756
Email: sreduc@ccis-calgary.ab.ca
Website: www.ccis-calgary.ab.ca

Canadian Diabetes Association, Manitoba/Nunavut Region
200 - 310 Broadway (at Donald)
Winnipeg, MB R3C 0S6
Contact: Heather Beckstead, Coordinator
Public Programs and Services
Tel: (204) 925-3800 ext. 226
Email: heather.beckstead@diabetes.ca
Website: www.diabetes.ca

Canadian Diabetes Association, Ottawa, ON

45 Montreal Road
Ottawa, ON K1L 6E8
Contact: Public Programs and Services Coordinator
Public Programs and Services
Tel: (613) 688-5933
Website: www.diabetes.ca
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Centre de Santé et de Services Sociaux Cavendish
5800 Boulevard Cavendish
Côte St-Luc, QC H4W 2T5
Contact: Ella Gorovoy, CRD Coordinator
Tel: (514) 484-7878 ext. 3020 or ext.1076
Email: Ella.Gorovoy.cvd@ssss.gouv.qc.ca
Website: www.cssscavendish.qc.ca

Centretown Community Health Centre

Community Diabetes Education Program of Ottawa
420 Cooper Street
Ottawa, ON K2P 2N6
Contacts: (1) Betty MacGregor
Director, Community Diabetes Education Program of Ottawa
Tel: (613) 233-4443 ext. 2183
(2) Wanda Romaniec, Manager
Community Diabetes Education Program of Ottawa
Tel: (613) 233-4443 ext. 2215
Email: wromaniec@centretownchc.org
Website: www.centretownchc.org

Chinese Community Health Society

Chinese Cultural Centre
Vancouver, BC V6A 1T1
Tel: (604) 658-8865
Contact: Michael Tang, Program Administrator
Email: michael@myhealthiswealth.com
Website: www.cccvan.com

Chinese Health Support Group

P.O. Box 97132 Richmond Main Post Oﬃce
Richmond, BC V6Y 4H4
Contact: Michael Tang, Program Administrator
Tel: (778) 893-9306
Email: michael@myhealthiswealth.com
Website: www.MyHealthIsWealth.com

Flemingdon Health Centre

10 Gateway Boulevard
Don Mills, ON M3C 3A1
Contact: Neil Stephens, Program Coordinator
South Asian Diabetes Prevention Program
Tel: (416) 429-4991 ext 217
Email: nstephens@fhc-chc.com
Website: www.sadpp.com
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Garratt Wellness Centre

Vancouver Coastal Health-Richmond Service
7504 Chelsea Place
Richmond, BC V7C 3S9
Contact: Ann Dauphinee, Health Promotion Leader
Tel: (604) 233-3128
Email: Ann.Dauphinee@vch.ca
Website: http://garrattwellness.vch.ca

LAMP Community Health Centre

Oﬀ-Site Diabetes Program
365 Evans Avenue, Suite 201
Toronto, ON M8Z 1K2
Contact: Marsha RayDragan, Coordinator (1st year only)
Diabetes Program (WTDEP)
Tel: (416) 252-1928
Website: www.lampchc.org

London InterCommunity Health Centre

659 Dundas Street
London, ON N5W 2Z1
Contact: Anne Finigan, Advanced Practice Nurse
Diabetes and Chronic Disease Care
Tel: (519) 660-0874 ext. 272
Email: afinigan@lihc.on.ca
Website: www.lihc.on.ca

Multicultural Health Brokers Co-op Ltd.

9538 107 Ave NW
Edmonton, AB T5H 0T7
Contacts (1): Yvonne Chiu, Executive Director
Tel: (780) 428-2748
Email: yvonnechiu@shaw.ca
(2) Nasreen Omar, Project Coordinator
Tel: (780) 465-0356
Email: nasreen@mchb.org
Website: www.mchb.org

Ottawa Public Health

100 Constellation Cr. 8 East
Ottawa, ON K2G 6J8
Contacts: (1) Penny Burton, Public Health Nurse
Chronic Disease and Injury Prevention Branch
Healthy Living Program
Tel: (613) 580-6744 ext. 23514
E-mail: Penny.Burton@ottawa.ca
(2) Sally Zhang, RN, Public Health Nurse
Health Promotion and Disease Prevention Branch,
Priority Population Program (Chinese community)
Tel: (613) 580-6744 x 26144
Email: sally.zhang@ottawa.ca

(3) Darshani Amarakoon, Project Oﬃcer
Priority Population Program (South Asian community)
Tel: (613) 580-6744 x 23707
Email: Darshani.Amarakoon@ottawa.ca
(4) Godwin Ifedi, Healthy Living Project Oﬃcer
Priority Population Program
(Caribbean-African community)
Tel: (613) 580-6744 ext 23923
Email: Godwin.Ifedi@ottawa.ca
Website: www.ottawa.ca/health
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Projenesis Iberoamerican Organization

680 Eagleson Road, P.O. Box 45032
Kanata, ON K2M 2G0
Contacts: (1) Connie Castano, Executive Director
Tel: (613) 216-2589
Email: ccastano@projenesis.com
(2) Mauriccio Rosso, Project Coordinator
Tel: (613) 216-2589
Email: mrosso@projenesis.com
Website: www.projenesis.com

Rexdale Community Health Centre

8 Taber Road
Etobicoke, ON M9W 3A4
Contact: Simon Cheng, Clinical Director
Tel: (416) 744-6312 ext. 234
Email: simon.cheng@rexdalechc.com
Website: www.rexdalechc.com

Scarborough Centre for Healthy Communities
3545 Kingston Road
Scarborough, ON M1M 1R6
Contact: Janesca Lewis
Director of Clinical Services
Tel: (416) 847- 4092
Email: jlewis@schcontario.ca
Website: www.schcontario.ca

Somerset West Community Health Centre

55 Eccles Street
Ottawa, ON K1R 6S3
Contacts: (1) Merry Cardinal, Manager
Primary Health Care
Tel: (613) 238-1220 ext 2349
Email: mcardina@swchc.on.ca
(2) Emma Peng, Chinese Seniors Outreach Nurse
Health Services
Tel: (613) 238-8214 ext. 2318
Email: epeng@swchc.on.ca
(3) Tam Tran, Vietnamese Outreach Nurse
Health Services
Tel: (613) 238-8210 ext. 2348
Email: ttran@swchc.on.ca
Website: www.swchc.on.ca
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South Asian Women’s Community Centre/Centre communautaire des femmes Sud-Asiatiques
1035, rue Rachel Est 3è Étage
Montréal, QC H2J 2J5
Contact: Sadeqa Siddiqui, Coordonnatrice
Tel: (514) 528-8812 ext. 103
Email: sawcc@bellnet.ca
Website: www.sawcc-ccfsa.ca

UNISON Health and Community Services

12 Flemington Road
Toronto, ON M6A 2N4
Contact: Ana Sanchez, Community Health Promoter
Diabetes Education Centre
Lawrence Heights Site
Tel: (416) 787-1676 ext. 235
Email: ana.sanchez@unisonhcs.org
Website: www.unisonhcs.org

Vancouver Coastal Health-Vancouver Community

5913 West Boulevard
Vancouver, BC V6M 3X1
Contact: Maylene Fong, Manager
Healthy Living Program, Evergreen AOA Program and Primary Care
Tel: (604) 267-4433
Email: maylene.fong@vch.ca
Website: www.vch.ca

Winnipeg Regional Health Authority

Primary Care Chronic Disease Collaborative
490 Hargrave Street, Winnipeg, MB R3A 0X7
Contacts: (1) Michelle Meade, Manager
Tel: (204) 940-8321
Email: mmeade@wrha.mb.ca
(2) Tanis Olson, Project Coordinator
Tel: (204) 940-3228
Email: tolson@wrha.mb.ca
Website: www.wrha.mb.ca

Yee Hong Centre for Geriatric Care

2311 McNicoll Avenue
Scarborough, ON M1V 5L3
Contact: Maria Chu, Program Manager
Community Support Services
Tel: (416) 321-6333 Ext. 2632
Email: maria.chu@yeehong.com
Website: www.yeehong.com/centre/scarborough.mcnicoll.php
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Appendix 4

List of Abbreviations
A1C: HbA1c (hemoglobin to which glucose is bound)
BP: Blood Pressure
CANRISK: Canadian Risk Assessment (Questionnaire)
CCHS: Chinese Community Health Society
CDA: Canadian Diabetes Association
CDEPO: Community Diabetes Education Program of Ottawa
CDSMP: Chronic Disease Self- Management Program
CEC: Canadian Ethnocultural Council
CHC: Community Health Centre
CLSC: Centre Local de Services Communautaires
CNIB: Canadian National Institute for the Blind
CSSS: Centre de Santé et de Services Sociaux
DEP: Diabetes Education Program
ESL: English as Second Language
GP: General Practitioner
LAMP: Lakeshore Area Multiservice Project
LHIN: Local Health Integration Network
LINC: Language Instruction for Newcomers to Canada
ODRAC: Ottawa Diabetes Risk Assessment Collaborative
OGTT: Oral Glucose Tolerance Test
PHAC: Public Health Agency of Canada
RD: Registered Dietitian
RN: Registered Nurse
S.U.C.C.E.S.S.: United Chinese Community Enrichment Services Society
SW: Social Worker
VCH: Vancouver Coastal Health
WRHA: Winnipeg Regional Health Authority
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Appendix 5

Diabetes Resources
A Facilitator’s Manual for Health Professionals: A resource for delivering Back on Track healthy lifestyle
workshop series to Caribbean and Latin American communities. Unison Health and Community Services,
Toronto, ON.
www.unisonhcs.org
Canadian Diabetes Association 2008 Clinical Practice Guidelines for the Prevention and Management of
Diabetes in Canada. Canadian Diabetes Association.
www.diabetes.ca
Canadian Physical Activity Guidelines
www.csep.ca/guidelines
Conversation Map: Education Tools by Joanne Lewis
www.idf.org
Diabetes: Canada at the Tipping Point: Charting a New Path. Canadian Diabetes Association and Diabetes
Québec, 2011.
www.diabetes.ca
Diabetes: How to Reduce Risk
www.toronto.ca/health
Diabetes and You (Kit includes short videos, fact sheets in diﬀerent languages, and Diabetes Passport and
Goal Card)
www.ontario.ca/diabetes
Diabetes Dialogue. An oﬃcial publication of the Canadian Diabetes Association.
www.diabetes.ca/dialogue
Diabetes in Canada, 2009. Report from the National Diabetes Surveillance System.
Public Health Agency of Canada, Ottawa, ON.
www.ndss.gc.ca
Diabetes in Canada: Facts and Figures from a Public Health Perspective, Ottawa. 2011. Public Health Agency
of Canada.
www.phac-aspc.gc.ca/cd-mc/diabetes-diabete/index-eng.php
Diabetes in Older Adults from Asian, Black, and Hispanic Populations (i) Opinions and Needs of Health Care
Professionals and (ii) Observations and Needs of Older Adults.
Canadian Ethnocultural Council, Ottawa, ON. 2003.
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Eating Well with Canada’s Food Guide: A Resource for Educators and Communicators.
www.healthcanada.gc.ca/foodguide
EatRight Ontario
www. eatrightontario.ca
HeartSmart Fitness Wheel. Heart and Stroke Foundation.
www.heartandstroke.ca
INLOW’s 60-Second Diabetic Foot Screen: Quick Reference Guide. Canadian Association of Wound Care.
www.cawc.net
Inventory of Type 2 Diabetes. A resource for community members and health care professionals. Aﬃliation
of Multicultural Societies and Agencies of BC (AMSSA). 2010.
www.amssa.org
Just the Basics: Latin American
Tools available in English, French, Portuguese, and Spanish.
Just the Basics: South Asian plus supporting materials including cookbook and menus.
Tools available in English, French, Hindi, Punjabi, and Tamil.
www.diabetes.ca/diabetes-and-you/nutrition/just-basics/
National Diabetes Fact Sheets Canada. Public Health Agency of Canada, Ottawa, ON
www.phac-aspc.gc.ca
Non invasive Diabetes Screening for type 2 and Prediabetes (SCOUT DS)
www.veralight.com
Nutrition Facts Table. Health Canada
www.hc-sc.gc.ca/fn-an/label-etiquet/nutrition/cons/index-eng.php
Nutrition Matters. A fact sheet on diabetes in Arabic, English, Farsi, Gujarati, Hindi, Punjabi, Spanish and
Tamil
www.toronto.ca/health/nm_index.htm
Physical Activity and Exercise
www.diabetes.ca/diabetes-and-you/healthy-guidelines/physical-activity-and-exercise/
Physical Activity and Type 2 Diabetes: A Guide for Older Adults from Asian, Black, and Hispanic Communities
– in 18 languages.
Canadian Ethnocultural Council, Ottawa, ON. 2003.
Preventing Type 2 Diabetes in Ethnic Youth: (i) Demographic Analysis; (ii) Community Awareness Report;
(iii) Resource Guide.
Canadian Ethnocultural Council, Ottawa, ON. 2008.
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South Asian Diabetes Prevention Care Kit (video and handbook) in multiple languages. Flemingdon Health
Centre, Toronto, ON.
www.sadpp.com
Stand Up to Diabetes: Your Guide to Preventing Type 2 Diabetes. Government of Ontario.
www.ontario.ca/diabetes
Staying Healthy with Diabetes. Canadian Diabetes Association
www.diabetes.ca
The Canadian Diabetes Risk Assessment (CANRISK) Questionnaire. 2011. Public Health Agency of Canada,
Ottawa, ON.
www.phac-aspc.gc.ca/cd-mc/diabetes-diabete/canrisk/index-eng.php
The Chinese Meal Planning Guide and Cookbook produced by South Riverdale Community Health Centre
www.srchc.ca/downloads/DiabetesEatingWisdom.pdf
Your Diabetes Focused Visit (handout)
www.diabetes.ca
Your Diabetes Focused Visit (video)
www.diabetes.ca/diabetes -and-you/healthy-guidelines/preparing/
Your Personal Passport to Healthy Living: Physical Activity, Healthy Eating, Mental Health, Beliefs and
Attitudes. Active Living Coalition for Older Adults.
www.alcoa.ca/www.silvertimes.ca
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Useful Websites

Appendix 6

Active Living Coalition for Older Adults
www.alcoa.ca/
Alberta Centre for Active Living
www.centre4activeliving.ca
Canadian Academy of Sport and Exercise Medicine
www.casm.acms.org/
Canadian Association of Wound Care
http:cawc.net/
Canadian Centre for Activity and Aging
www.uwo.ca/actage/
Canadian Diabetes Association
www.diabetes.ca and www.diabetesgps.ca
Canadian Diabetes Strategy. Public Health Agency of Canada.
www.diabetes.gc.ca
Canadian National Institute for the Blind (CNIB)
www.cnib.ca
Canadian Pharmacists Association
www.pharmacists.ca
Canadian Society for Exercise Physiology
www.csep.ca/guidelines
CANRISK
www.phac-aspc.gc.ca/cd-mc/diabetes-diabete/canrisk/index-eng.php
Chinese CDA microsite launched by BC region
www.diabetes.ca/get-involved/programs-entry/information-line-a-vital-link-for-chinese-speakingcommunity/
Chinese Online Health Network (iCON)
www.iconpropject.org
Diabetes Care Community
www.diabetescarecommunity.ca
Diabetes in Ontario
www.ontario.ca/diabetes
Diabetes Québec
www.diabete.qc.ca
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Diabetes Regional Coordination Centres: Toronto Central DRCC
www.diabetestoronto.ca
Dietitians of Canada
www.dietitcians.ca
Health Canada
www.healthcanada.gc.ca
www.hc-sc.gc.ca
Hypertension Canada
www.hypertension.ca/
International Diabetes Federation
www.idf.org
Kidney Foundation of Canada
www.kidney.ca/
Local Health Integration Networks
www.lhins.on.ca
Ontario Diabetes Strategy and Diabetes Regional Coordination Centres information
(for the public and healthcare professionals)
http://health.gov.on.ca/en/public/programs/diabetes/channel.aspx
Ontario Self-Management Initiative
http://health.gov.on.ca/en/public/programs/recent/self_manage.aspx
Public Health Agency of Canada
www.phac-aspc.gc.ca/cd-mc/diabetes-diabete/rhd-rds-2011/index-eng.php
Safeway Pharmacy
www.safeway.com
Stanford Chronic Disease Self-Management Program
http://patienteducation.stanford.edu/programs/cdsmp.html
Statistics Canada
www.statcan.gc.ca
Toronto Public Health
www.toronto.ca/health
World Health Organization
www.who.int/mediacentre/factsheets/fs312/en/
Your Guide to Diabetes
www.phac-aspc.gc.ca/cd-mc/publications/diabetes-diabete/your-guide-votre-guide/index-eng.php
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