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ABSTRACT

Introduction: Aboriginal people who reside in rural and remote areas of Canada often have poorer health than other Canadians.
For instance, the prevalence rate of type 2 diabetes is 3 to 5 times higher than for the general population. Chronic disease risk
factors such as obesity are also more prevalent. Overweight and obesity have become major health challenges for all Canadian
children, but for Aboriginal children, the numbers are 2 to 3 times higher. ‘Action Schools! BC’ (AS! BC) is a whole-school
framework designed as a positive approach to addressing childhood inactivity and unhealthy eating patterns during the school day
that was effective for children in a large urban center. The purpose of this study was to explore the feasibility and implementation
of AS! BC in 3 remote Aboriginal communities in northern British Columbia.

Methods: The AS! BC model provided tools for schools and teachers to create individualized ‘action plans’ to increase the

opportunities for physical activity (PA) and healthy eating (HE) across 6 ‘action zones’. These zones included: (1) school
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environment; (2) scheduled physical education; (3) classroom action; (4)family and community; (5) extra-curricular; and
(6) school spirit. Teachers (primarily generalists) were provided with the training and resources necessary to implement their action
plan for their class. Schools had three visits from the AS! BC support team. Teachers received specialized training and support, a
‘planning guide’ and classroom-based resources. Gender- and skill-level-inclusive activities were prioritized. Although the model
emphasized choice using a whole-school framework, ‘classroom action’ was a flagship component. Teachers were asked to
provide students with a minimum of 15 additional minutes of PA each school day and at least one HE activity per month in the
‘classroom action zone’. Information about implementation was gathered from weekly ‘classroom logs’ completed by teachers and
focus groups with school staff.

Results: The logs showed that all 3 schools implemented physical activities (mean = 140 min/week, range = 7-360 min/week) and
HE activities (mean = 2.3 times/week, range = 0—10 times/week) but this varied by school and teacher. Adherence to logging was
low (34% of eligible weeks). Focus group data showed that the program was well received and that support from the AS! BC
master trainer and support team was crucial to delivery of the program. Staff highlighted challenges (eg time, high staff turnover at
the schools and lack of financial resources), but felt that with continued support and cultural adaptations they would continue to
implement AS! BC in their schools.

Conclusions: The evaluation demonstrated that AS! BC was appropriate and feasible for use in the First Nations schools in these
rural and remote communities with some cultural adaptations and ongoing support. Rural and remote locations have very specific

challenges that need to be considered in broader dissemination strategies.

Key words: Aboriginal, Canada, First Nations, health promotion, healthy eating, implementation, Indigenous populations,

physical activity, prevention, school programs.

Introduction referred to as having adult onset. These include diabetes
(impaired glucose tolerance, T2D and the components of
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A disproportionate number of Aboriginal Canadians have metabolic syndrome)™. Further, susceptibility to T2D now

. . . 8
been affected by chronic disease'”. For instance, the age extends to increasingly younger children-.

adjusted prevalence rates for type 2 diabetes (T2D) in

Aboriginal adults are 3 to 5 times higher than those in the Health promotion strategies initiated early in life that target

. . . . obesity and chronic disease prevention in Aboriginal
general population®. Concomitantly, chronic disease risk y p &

. . children may be the best way to counter this disturbing trend.
factors such as obesity are also more prevalent in the y Y &

. . . 9
Aboriginal population (37.8%) compared with the general Schools are key settings for public health actions” for a
population (22.6%)*. More than half of the Canadian

Aboriginal peoples reside in rural and remote areas’ where

number of reasons: (i) children attend school for substantial
portions of their day and year; (ii) access to programs is

the prevalence of many health risk factors is higher generally equitable; (iii) children from across cultures and

. . . socioeconomic strata are represented'®; and (iv) schools have
potentially exacerbating these health issues. p (iv)

a formal role in the delivery of health and physical
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The health of Aboriginal children and youth is of even education . Thus, although schools are primarily vehicles

greater concern. The prevalence of childhood overweight for learning and education, they may also present pathways

. . . 12
and obesity is greater in Aboriginal Canadian children and provide mechanisms for health behavior change™.

compared with non-Aboriginal children*®. Canadian
Comprehensive whole-school health models hold promise as

Aboriginal children are presenting with conditions formerly s

one effective solution . Traditionally, these models
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consist of multiple components; they incorporate integrated
planning based on individual school needs and context with
facilitation by a local planning team. A shift toward these
broader comprehensive and environmental approaches is
becoming more apparent, as is illustrated by interventions
such as the Child and Adolescent Trial for Cardiovascular
Health (CATCH)'®, the Middle School Physical Activity and
Nutrition trial (MSPAN)', Jump-In'®, Physical Activity
Across the Curriculum (PAAC)" and Action Schools! BC
(AS! BC)™.

Recent chronic disease prevention initiatives in Aboriginal
communities in North America including Pathways®', Sandy
Lakes Diabetes Prevention Project (SLDPP)'*** and
Kahnawake  School Diabetes Prevention  Project
(KSDPP)*#*% used a comprehensive school health
approach. Positive outcomes from school-based trials such as
these, although variable, have included decreased plasma
insulin and improved glucose tolerance®®, enhanced dietary
intake”, enhanced food environments?®, and increased
knowledge and self-efficacy'. Positive changes in physical
activity (PA) and body mass index (BMI) have been more

1329 with sustainability of changes not demonstrated'?.

elusive
Important principles when intervening in Aboriginal
communities identified in Canadian initiatives include:
involving community, providing learning opportunities,
balancing community preferences with proven strategies,
intervening in multiple settings and allowing for tailoring to

the local context®>°.

Wide-spread implementation of evidence-based

interventions is necessary to improve overall health and
prevent chronic diseases’”?, and to maximize cost-
effectiveness. In British Columbia, for example, there were
203 First Nations communities® and 124 First Nations
schools registered with the First Nations Schools Association
in 2008-09*. However, Ho et al highlighted a lack of
knowledge about how to ‘scale up’ feasible and effective
interventions, while still allowing for tailoring and

community involvement™.

The ‘Action Schools! BC’ (AS! BC) model has been
described in detail previously™. It is a flexible,
comprehensive, health-oriented model that provides tools for
schools and teachers to create individualized ‘action plans’
that take into account their local context and increase
opportunities for PA and healthy eating (HE). Efficacy trials
showed that AS! BC significantly increased school delivery
of PA and HE opportunities™°, and children’s PA?’,
cardiovascular’® and bone health” and knowledge and
consumption of fruit and vegetables®. Based on these
results, the Province of British Columbia funded the ‘scaling
up’ of AS!BC provincially, providing support for
implementation in the form of resources for planning and
implementation, training and ongoing provincial and

regional facilitation®".

A long-standing collaborative relationship between
3 communities within the Tsimshian cultural group and
pediatric residents and researchers at the University of
British Columbia on the Brighter Smiles Project identified an
urgent need for diabetes prevention®’. This provided the
foundation for further study into the feasibility of a school-
based healthy living intervention for Aboriginal children
living in rural and remote communities. Concurrently, the
AS!BC support team was actively consulting with
Aboriginal stakeholders throughout the province about their
needs and the suitability of the AS!BC model for their
communities. A partnership between University of Victoria
and University of BC researchers with the Brighter Smiles
team was forged to leverage funding for community action
and to test the suitability of the AS! BC model in the First
Nations context.

The purpose of this formative research was to: (i) evaluate
the suitability of the existing model, (ii) inform potential
adaptations of the existing model, and (iii) lay the foundation
for a larger scale efficacy trial within the First Nations
community. Thus, the following research questions were
addressed: (i) Is the existing model feasible and appropriate
for schools and children in rural and remote Aboriginal
communities? (ii) How was it implemented? (iii) What

adaptations to the original model were necessary? and;
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(iv) What were the facilitators, barriers to its uptake? The
project was reviewed and approved by the Children’s and
Women’s Research Review Committee, the University of
British Columbia Behavioural Research Ethics Board and

the University of Victoria Human Research Ethics Board.

Methods

Setting

The Tsimshian are a First Nations people whose territory is
near Prince Rupert on the north coast of British Columbia
and the southernmost corner of Alaska. Currently, there are
approximately 10000 Tsimshian, with 8700 living in
Canada. The Tsimshian cultural group consists of 14 bands;
3 participated in this study. Hartley Bay (Gitga’at) is a
village located on the Inside Passage, 135 km southeast of
Prince Rupert and 70 km southwest of Kitimat. It is a
3.5 hour passenger ferry trip or a 1 hour float plane trip from
Prince Rupert. The village is built around a network of
boardwalks. There are no stores in the village, although
snack foods and pop can be purchased at several private
homes. Groceries are purchased in bulk and transported to
Hartley Bay but this depends on storage space and weather
conditions. There is a fully equipped nursing station and two
nurse practitioners reside, currently temporarily, in the
village. In addition, the band has a community health
representative and a patient transportation clerk. The

population is approximately 180 (fluctuating up to 400).

Kitkatla (Gitkxaahla) is located 72 km (45 miles) southwest
of Prince Rupert and has a population of approximately 500.
It is accessible by passenger ferry once weekly (1 hour
45 min) or float plane (30 min). The economic base in the
community is primarily fishing and logging. There are
3 general stores. There is an elementary/junior high school, a
community hall, a recreation hall, church, fitness center and

youth community center.

Port Simpson (Lax Kw’alaams) is on the Alaska border,

50 km north of Prince Rupert and accessible only by

passenger ferry (1 hour 10 min) four times per week or float
plane (15 min). The population is approximately 900 with
5% non-Aboriginal. There is a new aquatic /recreational
center with a weight room and meeting rooms. There is a
convenience store and 2 restaurants and the school is a
private academy. Port Simpson was the most recent

community to join the Brighter Smiles Project.
Participants

Participants were staff from schools in three rural remote
Aboriginal communities that were participating in the
Brighter Smiles Project®’. In these small rural/remote
communities, one school served all grade levels up to
grade 10. Therefore, all teachers were involved in the
implementation of the AS!BC intervention and invited to
participate in the process evaluation. Nineteen (76%) of the
teachers and administrators in the 3 schools consented to

participate in the process evaluation.
Intervention

The AS! BC model has been described previously™=® but a
brief description is provided of the model. The AS!BC
model is a ‘whole-school model’ that provides tools for
schools and teachers to create individualized action plans
that increase opportunities for PA and HE across 6 action
zones. These include: (i) school environment; (ii) scheduled
PE; (iii) classroom action; (iv) family and community;

(v) extra-curricular; and (vi) school spirit.

The AS! BC model provided teachers (primarily generalists)
with enhanced training and resources to implement their
action plan for their class. Schools had 3 visits from the
AS!BC support team. Teachers received two half-day
training sessions: an overview of AS!BC and classroom
action - PA (half-day Spring 2007) and classroom action -
HE (Fall 2007). The support team also provided a further in-
class refresher mid-year (both PA and HE), student
leadership training for indoor and outdoor games, Sport Fit"
training (Winter 2008) and telephone check-ins and

consultation (on request). Each teacher received a ‘planning
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guide’, a copy of the action pages and a ‘classroom action
bin’. The classroom action bin was dedicated to the teacher’s
classroom and contained equipment and resources to
facilitate classroom action (PA and HE) activities (for
example enough skipping ropes, dyna-bands, grippers for the
class as well as DVDs, posters and how-to manuals). The PA
resources prioritized gender- and skill-level-inclusive

activities.

Although the model emphasized choice using a whole-
school framework, classroom action was a flagship
component. Teachers were asked to provide students with a
minimum of 15 additional minutes of PA each school day
(with PE this adds up to 150 min per week) and at least one
HE activity per month in the ‘classroom action zone’.
Teachers provided ‘PA breaks’ throughout the school day
using a variety of activities and equipment outlined in the
‘action pages’ and/or with equipment provided in the action
bin. These activities included hip hop dancing, skipping,
‘bounce at the bell’, chair aerobics, yoga and strength work
with exercise bands. Most activities required minimal
equipment and could be performed in the classroom, hallway
or on the school playground (where one was available).
DVDs that could be used to lead student sessions were also
key resources (eg. Energy Blasts®, Classroom Workout® and
Get Strong Video®).

The AS! BC model was initially designed for and evaluated
with students in the upper elementary grades (grades 4-7).
The school model was then adapted (a modified selection of
resources and activities) for lower elementary (K-3) and
middle school (grades 6-9). Depending on grade, teachers
were provided with a choice of, and selected from, a variety
of grade appropriate activities. Activities were also adapted
by local teachers to enhance the relevance for the Aboriginal
community (eg ‘bounce at the drum’ and introducing more

fruit and vegetables into cultural feasts).
Design

Based on the history of the project, the relationship with

communities and the purpose of the research (formative), a

consumer-focused approach®' was adopted and process
evaluation”” conducted using a case study design®. The
implementation (what components and how much of the
model as designed [fidelity] was delivered?) and feasibility
of the model (challenges, facilitators, user satisfaction and
recommendations to modify to better suit the context) were
evaluated. The findings from the formative assessment are

reported herein.
Measurement and analysis

Action plans: At baseline, all schools completed a school
action plan with the AS! BC support team. Schools were
asked to set goals in each ‘action zone’, describe activities
and establish timelines for those activities. The action plans
were entered into a MS Excel spreadsheet, and the planned
activities were coded and categorized to determine the scope

of use of the whole-school model.

Weekly activity logs: Teachers were asked to complete
weekly ‘activity logs’>. Teachers recorded type, frequency
and duration (minutes) of PA and HE activities implemented
in the classroom or in the other action zones using an
established list (each log allowed for additional alternative
activities to be added). Activity logs were submitted to the
AS! BC support team in Vancouver by fax and entered into a
MS Excel spreadsheet. Minutes of PA and HE delivery were
calculated from the reported frequency and duration of
activities. Additionally, activities were counted and
categorized into action zones to assess implementation in

each zone and of the whole-school approach overall.

Fidelity to the intervention was assessed by comparing actual
PA and HE activities (as per weekly activity logs), to
prescribed proposed PA and HE activities (from their action
plans) across the 6 zones to evaluate adherence to the whole-

school model.
Focus group interviews

To address feasibility of the model, evaluate implementation

and identify facilitators and barriers to implementation,
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3 semi-structured focus groups were conducted with
participating teachers and administrators at each of the
3 schools (Spring 2008). The interview schedule addressed
perceptions of the model, benefits of the model, challenges
and supports for implementation and commitment to
implement the model in the future. Focus groups were audio-
recorded (digitally) and transcribed verbatim. Transcripts
were then coded using NVIVO 2.0 Qualitative Software
(www.gsrinternational.com). An iterative process of constant
comparison, coding and recoding was performed with one
member of the research team generating a set of preliminary
themes and assigning text units and the other reviewing the
themes and coded text units. The team engaged in dialogue
about themes and data interpretation to reduce the themes.
As a second phase of data analysis, the coded text by source
(community and participant) was explored to understand if
themes emerged from the experience across sites or reflected

the view of one site or source.

A variety of techniques were employed to provide evidence
of credibility™. To ensure credibility, the study used rich,
thick description of the context, peer debriefing (two
researchers dealt with themes and text coding), triangulation
of data, prolonged engagement (the research team had spent
time in the community previously and was in each
community for 2-3days on more than one occasion
throughout the year) and reporting of discrepant or negative

information.

Results

Implementation

Adherence to weekly PA logging was low at 34% for all
weeks. This varied across communities from 53% of eligible
weeks in one community to 27% and 29% in the other two.
All schools logged PA for some portion of the year; only one
school completed the detailed HE logs (these provide the
whole list of HE activity options) but each school recorded
the number and minutes of nutrition activity delivered on
their PA logs.

Based on the PA weekly logs, schools delivered an average
of 140.1 min of PA opportunities per week (SD 78.1, range
121.3-175.5). Scheduled PE was delivered on average
1.75 times per week (SD 1.2), with a mean of 76.4 min
(SD 60.0). The remaining minutes of PA per week (65 min)
were delivered through classroom action and other zones.
The average number of nutrition activities delivered per
week was 2.27 (SD 3.03) and the average duration of those
activities was 15.6 min (SD 22.82). Based on the HE specific
logs in one school, the average duration of time spent on HE
activities per week in that school was 55 min (SD 21.3
minutes). On average, this school implemented 4.6 activities

per week (range 2—8 activities/week).

An analysis of the action plans showed that activities were
planned across all 6 zones in the whole-school model. There
was interschool variability related to what was planned. The
highest proportion of planned activities occurred in the

classroom and the environment zones (Table 1).
Feasibility

When asked what they thought about AS! BC, 28 of
35 coded text units were positive. Of the 7 that were
negative, 2 were concerned about logging and the others
reported: (i) difficulty finding time to deliver the activities
(2 responses); (ii) insufficient school equipment (1 response)
and; (iii) challenges with older students (2 responses).
Thirteen positive responses highlighted the qualities of the
program (quick and doable, choice-based, well supported,
not just about sport), 8 highlighted how good, new, exciting,
motivating or enjoyable it was, and 7 were about
appreciating the level of provincial and school commitment.
The most commonly cited benefits of AS! BC were ‘healthy
change’ (10/19 comments related to changes in the children
and 9/19 to changes in the school environment). Further
benefits were the prospect of expanding and doing more
activities over time (3 comments) and initiating other school
activities (1 comment). A sample of comments related to the
impact of AS!BC on students and the school are provided
(Table 2).
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Table 1: Number of actions planned by schools and action zones

eg Painting playground markings; providing Rotary Club Apples every
Friday; healthy eating posters

Action zone & example activities Planned actions
Total School
A B C
School Environment 14 5 4 5

eg Bounce at the Drum; Energy Blast videos twice/day; taste tests of fruit
and vegetables in class; cooperative soup

Physical Education 8 4 2 2
eg Teaching pickle ball; adding a walk/run every class
Classroom Action 14 5 4 5

eg Jump Rope For Heart; Hike across Canada challenge

Family & Community 12 6 2 4
eg Healthy family feast; walking school bus
Extra Curricular 5 2 1 2
eg Kilometer club; a health fair; dance club
School Spirit 3 1 1 1

Table 2: Quotes illustrating the perceived impact of the Actions Schools! BC model in participating schools

Level of
change

Sample quote

Student level

I noticed from last year that when you go out at recess the kids are actually playing...last year they kind of
just stood around, they didn’t really do a whole lot... this year they seem to be kind of moving a bit more.

My students I think are a bit more aware of ...good food... because of some of the nutrition activities that
we did. And so, they often ask me you know, is this good for me or what’s in this, and I read the label out
to them, and talk about that so they are more aware.

At the higher grade level, the snack program...I’m seeing a lot less junk food coming in. Kids aren’t
bringing snacks from home; they’re coming with the expectations of having the yogurt and the apple, so
it’s a definite improvement from my stand point.

But, with this I mean you have skipping, hop-scotch and all different little games and the dance
moves...my kids love it! And, it’s all different.

School level

Some of the staff in [higher grades] are doing AS! activities on a daily basis, and for us that is pretty
substantial.

We are going to be painting a permanent hop-scotch design out there; we have a tether-ball pole that is
going to be erected. We are trying to look for some more playground equipment ...things that promote...
activity in general.

For Earth Day, normally our traditional Earth Day menu is hotdogs and donuts, but this year we did
vegetarian wraps, so we did cheese, and peppers, and cucumbers, and lettuce. ...we are making great
inroads in some ways.

We’ve done... As well as we can. Our school has been buying Yogurt and the Rotary Club supplies apples,
and we’ve done several things like smoothies, and we make cooperative soup...and we are going to do
salads and things.
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Facilitators

Support (training and resources) and ease of implementation
were cited most often as key facilitators to implementation
(Table 3). Focus group participants also felt that they would
continue with AS! BC as long as there was enough support.
For example, one participant said ‘I think as long as there is
AS! people coming up...I think it will keep going’, and

another commented:

I would like to see if we can’t set up another time
early...early in the Fall, maybe even in August for the
trainers to come back...sort of showing how to
implement all of this into the regular

curriculum...that would really help us to keep going.

Anecdotally, the AS!BC support team was asked back to

one of the communities to conduct more training in 2008.

Barriers

Lack of time and school level resources, high staff turn-over,
evaluation requirements, student behavior, low levels of staff
knowledge about healthy living and lack of variety were key
themes highlighted by the participants as barriers to
implementation. A description of these themes, the
frequency of quotes by community and an illustration using

quotes from participants is provided (Table 4).

Recommended modifications/adaptations

When asked how the program could be improved to better
meet their needs, participants suggested a number of
modifications that would enhance implementation and the
relevance of the model and resources for Aboriginal
communities. Participants suggested that enhanced

community partnerships, parent education and a greater

focus on the First Nations traditions would all improve the
program. Moreover, they identified that if the model was
part of the curriculum, they would have the additional
support needed for successful implementation. Participant

suggestions are shown (Table 5).

Discussion

Action Schools! BC was feasible and well accepted by
teachers and administrators in rural and remote Aboriginal
communities in BC; some cultural adaptations were
recommended. AS! BC is a flexible, whole-school model
that provides planning tools, training, classroom resources
and ongoing facilitation to support implementation. These
resources and technical support and facilitation were
identified as critical to ongoing implementation and

sustainability.

Action Schools! BC represented several of the best practice
principles for implementing community-based interventions
in Aboriginal communities outlined by Potvin and Ho*°. Tt
was flexible, it engaged the community in planning and
implementation, it connected the school to the broader
community, and it provided learning opportunities for staff
and students. At the school level, teachers and administrators
chose activities most suitable for their own school. Some
individual teachers made adaptations to make the activities
more culturally relevant, while others did not. Some teachers
also modified cultural events to make them more health
relevant. The present data and both KSDPP and SLDPP
clearly indicated the importance of these cultural
adaptations”'*. In the classroom, AS!BC almost solely
emphasized ‘doing/experiencing’ PA, which matched closely
what Caballero et al.* and Saksvig et al.'* described as
accommodating traditional Aboriginal learning styles that

favor experiential learning.
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Table 3: Implementation facilitators: number of text quotes by theme and school

Facilitator

Quotes by school

A

B

C

Sample quote

Support:
Resourcest

Training & Supportft

12

17

5

5

‘...good activities and lots of good resources’

‘And all of the equipment we got in the baskets. Mine’s getting
really well used.’

‘I mean really well supported. I liked the follow-ups.’

“You know, things you just forget about, you get caught with
routine, and then to have someone come up and give you some
fresh ideas....’

It’s easy to use

‘...1t’s pretty easy for me to [do]’

‘...and the choices they give you, you know empower teachers to
make choices.’

‘...Ithink that’s the beauty of it. Those little short bursts that can
be used at anytime of the day.’

‘...alot of activities even from the healthy eating part were quick
and simple.’

We are part of
‘something bigger’

‘...the fact that this is a program that is being run BC wide is very
important...”.

‘We tell them that it’s across the whole province, and you know,
my kids really like that, that they’re taking part in you know a big
thing...”

‘Everyone in BC who’s in this program are doing the exact same
things.’

The children enjoy it and
that motivates me

*...the kids really like it. They were really excited.’

... if we sometimes don’t get time they’re like “Oh, the fitness
break” and they get really upset [to have missed it]...’

‘...just seeing the kids [on Earth Day], like gobble up all of those
vegetables and be excited about it.”

Not just sport

‘...it’s not just hockey and basketball.’
‘...with this you have skipping, hop-scotch and all different little
games and dance moves, the kids love it.’

School commitment

‘...provided the opportunity to provide some vision for staff and
students.’

‘...just the commitment from the staff, the school and the
students... we are all committed to doing that... it has become part
of our day.’

Community need

‘...it is particularly well needed in a community like ours because
of our remoteness.... [and] some of the problems we have in our
community such, as diabetes.’

tEquipment, money, written materials; 11 initial, refresher, consulting.

Schools delivered 93% of the target amount of PA and well
over the goal of 1 activity per week of HE activities (double
in fact). Teachers successfully implemented physical
activities in the classroom, and this contributed to almost
50% of the recommended amount of PA during the week.
Sandy Lake had planned this type of intervention, but
lack of

facilitation'*. In the Pathways intervention, teachers selected

implementation was unsuccessful due to

and implemented one of 50 activity cards in the classroom.
On average, they implemented 1.6 activities per day*®. To
the authors’ knowledge, AS! BC provides the first example
of successful implementation of this approach (‘snacking on
physical activity throughout the school day’) to promote PA
in the Aboriginal health literature, although this must be

evaluated in light of the low adherence to logging.
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Table 4: Challenges associated with the implementation (number of quotes by theme and school)

Challenge School Sample quote
A B C

Lack of school 3 - 4 ‘We need more resources...for the healthy eating component; we can’t do it

resources without having some help. Financial help.’

‘...it would cost us $26 dollars on the plane to ship that free box of apples on the
plane.’

Lack of time - 4 2 ‘We really have a lot of things that we have to spend time on too. So it’s kind of
like sometimes you’re being stretched so many different directions.’

Lack of knowledge of 5 - 1 ‘I think it could totally be a barrier with someone who is definitely not as

healthy living health[y]...or active in their daily lives. I think it would totally be a barrier. You
can’t just give them a resource package and say, “Here, use this in your
classroom”.’

Student Reaction - 2 3 ‘I tend to make them [the activities] a little bit more of an optional thing, because
they tend to also provide other issues within the classroom that I am not sure I'd
want to take on...something that could potentially give me a behaviour problem.’
‘I would like more variety of resources. I find the older kids in my room...they get
bored very quickly with the same...and even with the variety of equipment we’ve
got, you know they have done it so many times that some kind of variety would be
really good.’

Evaluation (logging) - 1 3 ‘Paper work. It drives me nuts. I mean we are taking all of [the] ideas, we’re taking
all of the resources and doing that, but to put it down on paper and document it...’

Inconsistent messages 3 - - ‘yeah like it would be kind of cool if there would be more consistency within...

in the community like between the community and the school.’

Staff turnover - - 2 ‘The turnover rate can be really high...like next year there is going to be a whole
new batch of teachers... are they going to know what the resources are?’

Admin support 2 - - ‘Our school’s capacity to do it...they’re kind of um... reticent to take any minutes
away from anything.’

Weather - - 1 ‘When you get rain 9 days out of 10 in the school year there’s not too much you
can do outside’

Table 5: Stakeholder suggestions on how to improve Action Schools! BC

Suggestion Quote

(no. quotes)

First Nations traditional
focus

“

‘...incorporate more traditional foods...because they are not even mentioned in the materials that we
have. So many people here would eat seaweed and salmon. And you know, not exclusively, but
traditionally that is what they would have in their diet.’

“You could re-do the posters in our native language.’

‘Sawing wood, carrying wood, maybe we need to bring some of that type of activity in, where as a school
it is a service, we would take wood to the smoke house for the Elders.’

Parent education

‘I am hoping that we can develop, you know, a better relationship in supporting the parents with some

3) education...’
Include in curriculum ‘If the BC Ministry of Education took it in as part of the curriculum it would be...there would be a lot
2) more support for it...people would maintain it and not drop the ball...it would be easier to implement.’

Community partnerships

@

‘I think starting with the families, like instead of it being Action Schools it could be Action
Communities. ..spreading it out farther than the school.’
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Schools also planned and implemented activities across
multiple zones within the whole-school framework.
Implementation of the activities and evaluation procedures
varied substantially across schools and teachers. High
implementation variability was also found in KSDPP'*. The
KSDPP researchers reported that the integration of their
evaluation and program created a synergy that enhanced

implementation®.

Kahnawake relied on cognitive knowledge development in
the classroom, PE, and school- and community-based events
to increase PA. Pathways used the SPARK training for PE*’
which was well received and resulted in high levels of
implementation, but researchers reported that a number of
PE specialists had to be added after the grade 3 process

evaluation showed low levels of implementation initially*.

Action Schools! BC incorporates a family and community
zone within the whole-school model. Although the model
provided for it, and the action plans showed that schools
planned family/community activities, the stakeholders felt
that this component needed to be enhanced; this may reflect
the fact that activities were planned but not necessarily
implemented or feasible during the pilot. Ho et al.*°, among
others®™“® have previously emphasized the need for a multi-
setting and multi-level approach, not only to shift the social
culture within the overall community, but also to allow for
integration of theoretical and cultural concepts and provide
the space for active involvement of a variety of community

members.

Barriers to implementation cited in this project were similar
to those identified in previous research in Aboriginal
schools. Lack of time, health attitudes of some teachers and
staff turn-over were all barriers found in common with the
Pathways intervention®® and other implementation
literature®>*. In the classroom, the focus of AS!BC is on
‘doing’ enjoyable PA and food preparation and tasting
activities rather than learning about PA and HE cognitively
in a didactic teaching format. As a result, some of the

teachers (from higher grade levels) identified the potential

for disruptive student behavior (specifically related to the PA
breaks) as a barrier and mentioned treating these activities as
optional. Financial resources were cited as a potential barrier
to the hands-on HE activities such as tasting sessions and
smoothie-making. Ongoing financial support is currently
available through an AS! BC food grant that schools can
access annually. The teachers in this study, as in previous
studies™, emphasized that tracking their classroom and

school activities was a burden.

Our results identified further cultural adaptations and
ongoing support as critically important to sustainability.
Some participants adapted some of the activities. For
example: ‘bounce at the bell” became ‘bounce at the drum’;
some teachers incorporated Aboriginal stick and bone games
into their activities; and fruit and vegetables were
incorporated into cultural feasts. However, further
adaptations related to local food and language were
recommended. These adaptations are also challenges for the
scaling up of AS!BC in rural and remote Aboriginal
communities because of the variety of local food, language
and cultures across First Nations communities. For instance
there are 37 First Nations languages in BC, 10 language
families® and 14 biogeoclimate zones where vegetation and

food supplies differ™.

Providing ongoing support to rural and remote communities
was challenging and will be an issue for scaling up health
promotion initiatives and supporting implementation in these
communities. Both the AS! BC support and research teams
had to fly, boat or travel long distances in and out of some
communities, and transportation was expensive and limited
by weather. Creating a network of Aboriginal trainers and
measurement teams (if further evaluation is to be conducted)
that reside in First Nations communities is a potential

solution and a key recommendation from KSDPP*.
Conclusions

Our evaluation demonstrated that AS! BC was appropriate

and feasible for the First Nations schools in these rural and
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remote communities with some cultural adaptations and
ongoing support. Rural and remote locations have very
specific challenges that need to be considered in broader

dissemination strategies.
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