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ABSTRACT
Introduction: Asthma is a growing concern in First Nations and Inuit communities. As with many health indicators and
outcomes, Aboriginal peoples living in remote areas experience greater disparities in respiratory health compared with nonAboriginal Canadians. Therefore, it is critically important to take into account their unique needs when developing asthma
educational materials and resources. The purpose of this study is to assess the cultural relevance of existing asthma education
materials for First Nations and Inuit peoples. Five First Nations and Inuit communities from across Canada participated in the
project.
Methods: A combination of quantitative evaluations (eg surveys) and qualitative approaches (eg open discussion, live chats) were
used to assess printed and web-based asthma education materials. Participants represented First Nations and Inuit communities from
across Canada and were selected on the basis of age and role: 6 to 12 years old (children), 12 and over (youth), parents and
grandparents, community leaders and teachers, and community advisory group members.
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Results: In general, the results showed that although participants of all age categories liked the selection of asthma educational
materials and resources, they identified pictures and images related to First Nations and Inuit people living and coping with asthma
as ways of improving cultural relevance. This reinforces findings that tailoring materials to include Aboriginal languages, ceremonies
and traditions would enhance their uptake. Our findings also demonstrate that visually based content in both printed and virtual
form were the preferred style of learning of all participants, except young children who preferred to learn through play and
interactive activities.
Conclusions: Asthma is a growing concern in First Nations and Inuit communities. Given this concern, it is essential to
understand cultural needs and preferences when developing asthma education materials and resources. The findings from this
research emphasize the need to adapt existing asthma educational materials to better suit First Nations and Inuit cultures and the
importance of directly engaging community members in the process.
Key words: asthma, Canada, cultural appropriateness, education and awareness, First Nations communities, Inuit communities.

Introduction
Asthma continues to be a major health concern in Canada1.
As with many health indicators and outcomes, Aboriginal
peoples experience greater disparities in respiratory health
compared with non-Aboriginal Canadians2,3. Although asthma
data for First Nations and Inuit communities are limited,
recent sources suggest that the prevalence of asthma in
Aboriginal children and youth ranges from 12% to 14% (on
and off reserve)3-5, representing childhood asthma rates that
are approximately 40% higher in First Nations and Inuit
communities than in the general Canadian population. First
Nations children are also twice as likely as their nonAboriginal counterparts to be diagnosed with asthma5. In the
face of such high prevalence rates, the importance of
providing relevant educational materials to individuals,
families and communities in order to manage and control
asthma cannot be overstated6. The purpose of this study is to
assess the cultural relevance of existing asthma education
materials for First Nations and Inuit peoples. Five First
Nations and Inuit communities from across Canada
participated in the project.
The risks associated with the determinants of respiratory
illness among First Nations and Inuit communities result from
complex factors due to lack of resources, including under

resourced housing (eg indoor air quality, cooking practices)
and health education/promotion (eg smoke ceremonies,
tobacco smoking)7-10. There are multiple barriers for
Aboriginal communities seeking asthma information
resources, including lack of resources, limited access to
healthcare services, and social and cultural stigmas associated
with seeking medical help11. Information in culturally
relevant educational materials tends to be retained longer and
is more likely to lead to health-related behavior change11,12.
Yet theories designed to increase cultural relevance have been
criticized for failing to identify how such programs can align
with the cultural characteristics of participants13.
To overcome this gap, cultural sensitivity has been used to
identify specific implications for tailoring health messages14.
In this work, we use cultural respect; in other literature
‘cultural sensitivity’ is defined as the 'extent to which ethnic
or cultural characteristics, experiences, norms, values,
behavioral patterns, and beliefs of a target population, and
relevant historical, environmental, and social forces are
incorporated in the design, delivery and evaluation of
targeted health interventions, including behavioral change
materials'14. This approach has been used in a number of
different (health) contexts, including HIV/AIDS15, asthma16,
physical activity17, and drug and alcohol use18. Furthermore,
cultural appropriateness of printed educational materials for
minority groups has been shown to improve asthma
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knowledge and control, asthma-related outcomes and quality
of life19,20.
In our study, cultural respect refers to characteristics21 such as
appropriate language and culturally appropriate contexts22.
Research has shown that cultural difference limits the use of health
information, which in turn may have an impact on individual
understanding of it23. Since cultural practices and behaviors are
embedded in the everyday activities of First Nations and Inuit
communities, it is essential to understand these practices when
evaluating educational materials. In order to investigate the
cultural relevance of asthma educational materials, the Asthma
Society of Canada conducted a baseline exploratory study of
experiences and perceptions of asthma in First Nations and Inuit
communities24, which identified the need to develop culturally
appropriate educational materials and resources as an integral
factor in improving asthma management. Concomitantly, the
Asthma Society of Canada evaluated existing asthma education
materials and resources to identify how they could be adapted to
enhance their relevance to the cultural and health-related needs of
First Nation and Inuit communities.

materials. Five First Nations and Inuit communities from
across Canada agreed to participate in the project.
Participants were selected to represent homogeneous groups
based on age and role: 6 to 12 years old (children), 12 and
above (youth), parents and grandparents, community leaders
and teachers, and community advisory group members.
(eg Elders, healthcare providers, nurse practitioners,
community health workers). The community advisory group
members were key informants from First Nations and Inuit
communities, including youth, elders, and community
leaders with some knowledge of asthma. Recruitment of the
sample target group members was facilitated by community
outreach workers who worked directly with each community
and used a range of recruitment methods (eg newsletter,
flyers, and word of mouth). A number of evaluation
techniques were used to select participants: survey
questionnaire, live-chat (via webinar sessions), and open
discussion forum. The final sample consisted of 68 survey
respondents (52% response rate), 56 web-based seminar
attendees, and 10 open discussion participants.

Data collection
The purpose of this article is to examine these findings in an
effort to identify factors that will help guide the development
of culturally relevant asthma educational materials for First
Nations and Inuit peoples.

Methods
This study employed an evaluative methodology to assess
existing asthma education materials, which included an
evaluation assessment and evaluation study. The evaluation
assessment included an environmental scan in order to
identify questions, and to develop appropriate methods for
gathering data. The evaluation study consisted of data
collection and data analysis to determine findings about
cultural relevance of existing asthma education materials.
A combination of quantitative evaluations (eg surveys) and
qualitative techniques (eg open discussion, live chats) were
used to assess printed and web-based asthma education

An initial environmental scan was conducted to acquire
printed asthma education materials and web-based resources
currently available in English (eg USA, Canada, UK,
Australia). The majority of documents, websites, and
resources were located through Internet searches, by
personal communication, and from key stakeholders such as
the Asthma Expert Advisory Forum. Materials and resources
were selected based on style, format, content, age
appropriateness, and topics, and were categorized according
to target groups. A total of 64 educational materials were
selected for evaluation. Existing asthma educational
materials, web-based materials and resources and asthma
education sessions were evaluated through:
1. Survey questionnaire
2. Live chat (written responses)
3. Open discussion forum.
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Survey questionnaires: These were developed to
evaluate the packages of printed asthma educational materials
(Appendix 1). Four different surveys were developed,
corresponding to each distinct target group, and an additional
questionnaire was designed for teachers. In general, the
questionnaires were designed to garner responses on
preference and cultural relevance, and to obtain quantitative
(five-point scale) and qualitative (written comments)
feedback of participants on materials. Qualitative questions
were used to identify perspectives on what elements would
make educational materials more culturally relevant. Two
independent
researchers
provided
feedback
and
recommendations on administering the questionnaires.
Parents assisted their children aged 6 to 12 in completing the
survey. The number of materials in each package varied
according to the target group. The survey questionnaire
(available upon request from the corresponding author)
consisted of 44 questions grouped in 6 sections: (i) consent
form; (ii) demographics; (iii) asthma-related material; (iv)
general questions; (v) personal feedback; and (vi) disclaimer.
It was designed to gather quantitative (five-point Likert scale)
and qualitative (written comments) feedback on topics such
as learning style and format, as well as suggestions for
cultural adaptation. Young children (aged 6 to 12) were
provided with stickers for ranking (5 stars=excellent).
Live chat via webinar technology: This was used to
evaluate web-based support resources and face-to-face asthma
education sessions. A certified Asthma/Respiratory Educator
delivered all educational sessions, which consisted of a short
MS PowerPoint presentation in which participants provided
feedback via open discussion through live chat and written
responses to poll questions. The online web-based seminar
sessions involved evaluating various websites and one elearning module, during live chat/open discussions. Five
sessions were conducted with a total of 56 (First Nations=54;
Inuit=2) individuals participating. The webinar session for
children (ages 6 to 12) was facilitated by a certified asthma
/respiratory educator.
Open-discussion forum: In this forum, 10 advisory
group participants (Elders, healthcare providers, family

members, and community outreach workers) from four
Canadian provinces (Nunavut, Newfoundland, Nova Scotia,
Ontario) evaluated the selected asthma education materials,
websites and programs. The education materials were divided
into three categories: (i) printed asthma educational
materials; (ii) asthma educational videos/CDs; and (iii)
websites/e-Learning module. The same survey questionnaire
(eg five-point rating scale, written comments) was used. The
open discussion focused on suggestions for making materials
culturally appropriate.

Data analysis
All quantitative survey data was analyzed with SPSS v14
(www.spss.com) using simple descriptive analytic
techniques, and qualitative data were thematically analyzed
into a coding scheme. Thematic analysis involves the creation
and application of ‘codes’ to the data25,26. In this study, coding
of the written comments involved close reading and coding of
discrete units of text using a coding system developed using
both inductive and deductive approaches; that is, the coding
process was informed by the objectives of the research as well
as the themes that emerged from the interview data.
The project was approved through a community agreement
between the Asthma Society of Canada and each participating
community. The agreements specified the joint roles and the
main project deliverables. Participants signed consent forms
and parents signed proxy assent forms for their children
(≤18 years). Participants had the right to withdraw at any
time without penalty during this study and also had the right
to decline answering questions if she/he wished.

Results
Assessment of printed asthma educational materials
and resources
Assessment of printed asthma educational materials and
resources is reported according to age and role groupings.
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Children – 'fun and interactive': A total of 14 children
aged 6 to 12 (n=9 girls; n=5 boys) participated. All children
attended school and the majority (84.6%) of children
reported having asthma/breathing problems and/or (71.4%)
had a sibling with asthma and allergies. Eleven of 13 children
learned about asthma from their mother (64.3%) or doctor
(57.1%). The majority of children (84.6%) reported they
accessed the Internet at least once per week. Most children
(71.4%) said they preferred ‘playing’ when learning,
followed by ‘reading’.
Children reported they 'liked' or 'really liked' the 12 asthma
educational materials they reviewed (73.7%) at the time, but
preferred websites (80%), games and puzzles (71.7%),
booklets (69.4%) and CD games (61.6%). The three toprated materials were all websites (88.8%). Websites were
viewed as providing 'fun and games' in asthma education.
When asked what features they liked most about the
websites, activities (eg games and puzzles) was chosen most
frequently (64.3%), followed by color/drawings (57.1%),
imaging and diagrams (35.7%), personal stories (21.4%) and
videos and movies (14.3%).
When asked about the best way to learn about asthma,
children indicated picture booklets (85.7%), activities
(78.6%) and story booklets (71.4%). Children liked the fun
and interactive content (eg pictures, diagrams, tear-out
information) of booklets: 'they were fun to look at and read.'
Respondents most liked booklet features such as pictures
(71.4%) games (64.3%) story characters (57.1%) and colours
(50%). One child noted: 'pictures show me where body parts
go [lungs] and I didn’t know that before.' Half of the
participants mentioned that 'more pictures' would improve
the booklets. Another child said, 'I would like to learn by
looking at a picture guide.'
Most (75%) children noted games and puzzles as fun and
reported 'paper game' and 'coloring' as the most fun. The
majority of children (85.7%) understood what message the
activities were communicating. When asked how to improve
the usefulness of the games and puzzles, 'more activities' was
chosen most often (42.9%), followed by 'more explanation

about asthma and allergies' (28.6%). As for websites and
booklets, in general children appreciated the fun and
interactive opportunities these materials provided them.
Youth – 'engaging and exciting': A total of 18 youth
aged 12 to 18 (10 girls, 8 boys) participated. Most (61.5%)
reported they lived in a village or rural settings. The majority
of youth (82.4%) attended school and had learned about
asthma from their mother (55.6%) or doctor/nurse (44.4%).
The majority of youth (85.7%) also reported they accessed
the Internet on a daily basis.
In general, youth 'liked' or 'really liked' all 24 samples of
educational materials. They preferred booklets (74.1%), CD
games (70.6%) and brochures (63.3%). More generic
materials such as brochures and action plans were less favored
and diaries were unanimously least preferred. Booklets were
described as engaging and interactive, and 'pictures' and
'storyline' were the preferred components of booklets. Youth
emphasized that booklets helped them learn about asthma and
suggested more 'written information' (50%) and more
'pictures and images' (22.2%) as improvements.
Youth preferred a combination of traditional booklets
(66.7%) and digital website (50%) educational
materials. More than half of respondents preferred visual
modes of learning through pictures, diagrams, videos and
DVDs, with fewer preferring auditory and text-based content
in Native languages. Wish-list items included factsheets
(61.1%), CDs/audio (44.4%), games and puzzles (33%),
internet (33%) and videos/DVDs (33.3%). Most (70.6%)
had never used an asthma action plan; however, 83.3%
indicated they would be willing to use one. One youth
remarked that, 'it was helpful reading about asthma' and
another noted, 'Anyone with asthma should have an
emergency asthma care.'
Parents and grandparents – 'informative and
culturally appropriate': Twenty-two parents and
grandparents completed the questionnaire. Most respondents
(59.1%) lived on reserves. The majority of respondents
(81%) indicated that children in their care had
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asthma/breathing problems and/or allergies. Of this group of
caregivers, most (57.9%) were mothers, followed by fathers
(21.1%), grandmothers (10.5%) and grandfathers
(10.5%). Most respondents (76.2%) reported good access to
the Internet, with over half (57.1%) using the internet 1 to
3 hours per day.

The majority of parents and grandparents (77.3%) preferred
visual learning (eg pictures/diagrams, internet, video) to
reading (text-based information). They emphasized a desire
to learn more about asthma triggers (eg pets, exercise,
smoking) and environment controls in preference to general
asthma information.

More than half (70%) of respondents reported having a good
understanding of asthma and breathing problems, which they
attributed to multiple sources of information, including
physicians, nurse practitioners, pharmacists, asthma clinics,
friends or the Internet.

Teachers and community leaders – 'references to
Aboriginal culture and traditional healing
information': Fourteen teachers, healthcare providers,
community leaders, educational counselors, outreach
workers and program coordinators participated in this group.
Half of these respondents had a child with asthma, and 62.5%
reported that asthma and breathing problems were important
community concerns. Participants identified a range of
community barriers including air quality (eg dust, pollution),
access to appropriate health care (eg physician,
prescriptions), lack of knowledge, and access to education.
The majority of respondents (85.7%) reported having
internet access.

Overall, parents and grandparents considered all educational
materials (37 items) as good or excellent. However, this
group preferred a range of materials, such as booklets
(82.5%), websites (82.1%), and checklists/factsheets
(80.1%). Asthma diaries were identified as the least favourite
(69.7%). Notably, most respondents had no knowledge of
asthma action plans, but the majority (95.5%) reported they
would use one to improve care of their children.
The majority of participants (91%) indicated that the sample
educational materials were culturally relevant or somewhat
relevant; however, more than half (54.5%) recommended
adding environmental factors common to Aboriginal
communities (eg road dust, forest fire smoke) as relevant
information to newly developed materials. Respondents
reported the inclusion of information on Native remedies and
holistic approaches would enhance the relevance of the
materials. Finally, 68.2% of parents and grandparents
believed the inclusion of spiritual connectedness would better
meet cultural needs: 'You should incorporate a spiritual and
culturally associated perspective, since Natives have a strong
connection to that style of thinking.' Other cited examples of
more relevant content included stories of Aboriginal people
living with asthma, and information on housing issues
(eg mould), as well as using different languages and visual
learning formats (eg appropriate coloring, characters, images,
and pictures).

Overall, this group preferred e-learning (100%),
checklists/factsheets (94.1%), booklets (92.3%) and websites
(85.6%). When asked to identify the most useful materials
for their communities, most respondents (71.4%) preferred
more traditional materials such as booklets, followed by
checklists/factsheets (57.1%) and information on asthma
medications (42.9%). Like other respondent groups, when
asked the easiest way to learn and retain new health-related
information, this group found visually based learning modes
most beneficial (78.6%), with materials available in native
languages as a second preference (35.7%). Respondents
recommended the addition of ‘real-life’ characters and
pictures related to Aboriginal culture. Most respondents
(71.4%) reported the importance of incorporating lifestyle
(eg exercise,
pets,
smoking)
and
environmental
(eg indoor/outdoor triggers) (50%) information in education
materials.
More than half (61.5%) of respondents reported that the
materials could be adapted to be more culturally relevant by
including pictures/photos and content related to the culture
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(eg providing information on natural remedies), as well as
using appropriate indigenous languages so that the materials
are ‘more understandable for parents and grandparents’. One
community health worker noted:
A lot of kids are adopted by a grandparent and their
education is very low to none and they often don’t speak
English … educational materials need to be in different
languages for people who do not speak or read English and
French.
The majority of participants (78.6%) acknowledged their
willingness to participate in the future development of
educational materials.

Assessment of web-based support resources and
materials
The overall findings from the online educational sessions
indicated that participants enjoyed the interactive component
and the immediate feedback from a health professional.
Respondents preferred group education, especially children
who preferred in-person support and reassurance, and
'someone to tell' them when learning.
Participants focused on content, design, format, and
delivery/promotion as 'best practices' for the design of
asthma education materials. Participants recommended
content using 'real-life' stories and providing information
differentiating asthma myths and facts. Participants identified
the importance of environmental determinants of health
(eg housing conditions, indoor/outdoor air quality, road
dust) for First Nations audiences. Their concerns included
smoking, childhood asthma, medication use, living
conditions, and community awareness. They recommended
that content for new materials focus on these concerns,
thereby enhancing their relevance for Aboriginal community
members.
Our results show that 'eye-catching' design strategies such as
bright colors, age-appropriate pictures and characters, games,
and cartoons are preferred strategies for sustaining attention.

Interactivity was identified as a key program delivery 'best
practice', and digital formats (ie websites) were widely
accepted in these First Nations and Inuit communities. When
asked about format preferences for developing new asthma
materials, participants indicated that video/DVD (23.4%),
activities for kids (14.8%), and posters, calendars, websites
and webinars (8.5%) were preferred.
Delivery strategies that communicate available programs and
materials were considered important for increasing
community awareness. When participants were asked about
webinar sessions, they cited visual interaction and immediate
professional support (61.5%), ease of access to health
professionals and the type of information (15%) as beneficial.
When asked about 'future directions', respondents discussed
the benefits of school programs and community-based venues
such as 'asthma information nights' as ways of obtaining
information and gaining health professional support.
All participants indicated that websites were 'engaging and
interactive'. The majority of participants (92%) reported
interest in using the e-learning module.
In educational webinars, two-thirds of these young children
(66.7%) reported they enjoyed receiving 'a lot of
information' and reported that it was 'fun'. Younger children
(83%) stated their preference to learn about asthma from
parents and by using games and puzzles (50%),
posters/calendars (25%), and video/CDs (25%).
The majority of participants in the webinar session for
parents, grandparents, community leaders and older children
(96%) reported webinar sessions to be engaging and
interactive. When asked what they like about webinar
sessions, participants responded 'educational' (54%),
'informative' (23%), and 'interactive' (15%). More than half
of participants (60%) preferred asthma education delivery by
a healthcare professional and the majority (89%) indicated
comfort in a group setting. Preferred delivery methods were
virtual/audio modules (54%), online education (27%) and
in-person education (19%).
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The concept of asthma action plans was highly supported by
all participants. A range of asthma action plans were ranked,
and it was indicated that all plans required cultural adaptation
to better suit the needs of First Nation and Inuit peoples.
Almost half of participants suggested the addition of
pictures/diagrams and culturally relevant information.
Although the majority of participants (84%) had never used
an asthma action plan, all participants indicated they would
be willing to use such plans.

Assessment of asthma educational materials &
resources – advisory group meeting
In general, participants (10 advisory group members)
reported that asthma is 'something that is kept quiet,' not
considered 'a serious condition' and disclosure is seen as
problematic:
People who have asthma do not want to say they have asthma
because people could be scared of them … children see taking
their medication as not cool.
Respondents reported that asthma was not considered a
priority health concern in their communities and education
was limited. For example, the majority of respondents had no
knowledge about the extent to which asthma is related to
broader concerns such as housing. With respect to asthma
control and management, a range of community concerns
were identified, including potential impact of traditional
ceremonies and exposure to second-hand smoke, impact of
environmental factors including poor housing (mould,
mildew), lack of educational resources, access barriers to
health services and to communicating with health
professionals, lack of professional-development programs to
improve professional expertise in asthma management, lack
of healthcare coverage for medications, and lack of awareness
at the community level.
Education was reported as key to proper asthma
management. The majority of advisory group members noted
that increasing public awareness and 'empowering children to
make good choices' could be achieved through educating

community members. For example, one participant noted:
'early childhood education is where asthma education should
begin. It is important to teach [children] about asthma and to
show them how to deal with it.'
All advisory group members preferred highly interactive
resources that contained more visual content (ie pictures) and
less text-based content (ie technical information). In
particular, respondents suggested adding content to reflect
the everyday living conditions of Aboriginal community
members (eg on-reserve living conditions, second-hand
smoke) by using Aboriginal art, images and native languages
to enhance the cultural relevance of educational materials.
Advisory group members preferred printed materials (52%)
(eg booklet, factsheet, posters), personal interaction (26%)
(eg support groups, mentor) followed by audio/video (19%).
When asked about 'negative' features, most participants
identified materials that were 'too busy' with 'too much
writing'.
When advisory group members were asked what features to
consider when developing new materials they cited simple
content, less technical language, balance between text and
pictures, relevance to Aboriginal communities, and engaging.
In particular, participants recommended content topics such
as triggers, stress and its management, smoking, side-effects
of asthma medication, and 'how to' information geared to
children (ie use of inhalers) and 'real-life' situations that
increase relevance to community members. Advisory group
members also emphasized interactive and engagement
formats to enhance learning and discussed the benefits of
different formats to support diverse learning styles. For
example, visual formats such as TV commercials, posters and
games could be augmented by text-based formats such as an
asthma emergency and information card, asthma action plans,
and conversation maps (culturally appropriate roadmap game
for children containing information about triggers,
prevention strategies).
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Discussion
The aim of this study is to assess the cultural relevance of
existing asthma education materials for First Nations and Inuit
peoples. Five First Nations and Inuit communities from
across Canada participated in the project. As there were no
available printed or web-based asthma education materials
specifically targeted for these communities, diverse asthma
educational resources were reviewed for this study. Although
participants in all age categories liked the selection of asthma
educational materials and resources, they also identified
adaptations they perceived would create personal and cultural
relevance.
Our study revealed that features such as pictures and images
relating to First Nation and Inuit culture and real-life stories
of people living and coping with asthma were preferred
strategies to improve cultural appropriateness. Materials
should also be tailored to include Aboriginal languages (ie
Inuktitut) and include references to Aboriginal ceremonies
and traditions. This finding is consistent with research
identifying factors that influence initial interest21. Further,
our findings demonstrate that visually based content in both
printed and virtual form were preferred styles of learning
among older children, parents/grandparents, and community
leaders, while younger children preferred learning through
play and interactive activities.
These findings indicate the need to develop new asthma
educational materials and resources that are specifically
tailored to meet the unique needs of First Nations and Inuit
community members. Stewart and colleagues27 report that
First Nations children and families affected by asthma and
allergies face numerous barriers in accessing health care and
social support. Our results are consistent, revealing the need
for children to 'be taught in a fun way by doing activities' and
the need for personal interaction with parents. Our findings
emphasize that incorporating real-life stories and experiences
of living and coping with asthma could improve cultural
relevance and result in health behavior change12. Respondents
suggested balancing the amount of text and images, and

emphasized decreasing the technical information and
increasing the interactive features. In general, young children
preferred the interactivity of asthma education sessions
delivered via webinars and the added value of receiving
immediate feedback from and dialogue with health
professionals.
Research has shown that Aboriginal cultures and languages
contribute positively to health28. Our findings reinforce the
value of understanding cultural beliefs and practices and
engaging First Nation and Inuit community members
directly. In particular, youth are the population group at
highest risk of asthma morbidity and mortality3. These
findings emphasize the importance of engaging First Nation
and Inuit youth and parents when developing asthma
education materials and resources. Engaging children and
adults living with asthma is an important way of providing
them with a source of collective legitimacy that raises
awareness and recognition of their needs in the community21.
The methodology used in the project has several limitations.
First, while these findings may contribute to our
understanding of how to tailor printed and web-based
educational materials to suit First Nations and Inuit
community members, its generalizability across all Aboriginal
groups may be limited. The small sample of First Nations and
Inuit communities is also a limitation. Finally, this is the first
project that evaluates the asthma education resources with
First Nations and Inuit people in Canada. Although many
asthma education materials were evaluated in this study, the
findings do not address all asthma educational materials
available in Canada.

Conclusions
Asthma is a growing concern in First Nations and Inuit
communities2. It is important to reflect cultural needs and
preferences when developing asthma education materials and
resources29. Findings from this research emphasize the need
to develop asthma education materials that are more relevant
to First Nation and Inuit cultures and to directly engage
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community members in the process. Developing new
culturally appropriate materials would potentially be more
effective in reaching members of First Nation and Inuit
communities and could increase the likelihood that members
will adopt asthma prevention and management practices.
Further research, however, needs to address the complex
influence of cultural sensitivity and to design and test
culturally appropriate health education resources.
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