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INTRODUCTION

Background: The World Health Organization defines health promotion as enabling people to increase and improve control
over their health [1,8]. Public Health Ontario elaborates this definition as implementing a range of social and
environmental interventions that enable people and communities to increase control over and improve their health [8].
The synthesis of various literature reveals that the following [2-6] factors influence the perceptions of health promotion
within the Black communities of African Caribbean ancestry (ACB) in North America:

® Barriers to accessing healthcare, including discrimination and mistrust
Disparities in representation and ingroup variation in health literacy

e Effectiveness of community-based interventions,
e Socioeconomic factors impacting healthcare disparities, and
e Historical context of mistreatment within the medical field.

These findings highlight the need for targeted interventions to address systemic issues and promote health equity within
these communities.

Project Goal: This research engaged the members of ACB communities in Toronto (a peer-engaged approach) to identify
their perceptions of health promotion. This unique approach is conducive to developing a pathway for improving
responsive care across services and sectors.
Objective:

- Assess the perception of the scope of health promotion in the ACB community.

- Identify their knowledge and awareness of the spectrum of health promotion services available in

Toronto.
- Evaluating their unique needs and the challenges in navigating the healthcare system for their well-being.

Population of Interest and Sample Size: To interview 30-40 participants from the African Caribbean Black (ACB)
community, persons who Self-identify as either Black African, Caribbean, or North Americans with African Caribbean
ancestry. See the definition below for clarity
i.  African Black: Self-identified black population of African Descent (9), The term "African" includes
indigenous peoples of West, East, and Parts of North and Southern Africa.
ii. Caribbean Black: Caribbean means, here, African descendant residents of the islands in the
Caribbean Sea, some South and Central American countries (Guyana, Suriname, and Belize), and
islands in the Atlantic (Turks and Caicos Islands). (9)
jii. Black North American: Refers to a designation for self-identified Black people living in North
America with African or Caribbean ancestry.
METHODOLOGY:
A. Timeline: This study was carried out between March and May 2024, while data were collected in April 2024.
B. Sampling Technique: Maximal Variation Sampling Technique (a heterogeneous purposive sampling approach to
include a representative population of individuals from different geographical regions of origin) was adopted to
recruit 40 participants (see table for sampling framework prescreening. [10]: See Table 1 below
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- Inclusion criteria

i. Individuals 18 years of age or older

ii. Self-identify as an ACB
- Exclusion criteria

i. Individuals with cognitive impairment to comprehend the discussion

ii. Individuals not living in GTA.
C. Recruitment:
- Prepared recruitment flyers and distributed them via various outreach mechanisms
- When participants responded to flyers, screening was done for eligibility criteria and were recruited.
- Screening was done electronically by SurveyMonkey or in person with a paper-based or iPad-based approach.
- Consent was obtained verbally via telephone/or in person after scheduling.

Table 1: Showing a distribution of Participants Geography vs Occupation

North Southern | West Central East Caribbean Black Others Total
Africa Africa Africa | Africa Africa North
America

Service Providers 0 1 1 0 1 1 0 1 5
Community leaders 0 1 1 1 1 1 0 0 5
Senior Citizens 3 3 3 2 3 3 3 0 20
Students/ 1 2 2 1 2 1 1 0 10
Community Activists
Total Patients 4 7 7 4 7 6 4 1 40

D. Study Design: It was a mixed-method quality improvement initiative where demographic (quantitative) data was
collected, and insights (qualitative) of participants were collected via individual interviews or group discussions.

- There were eight (8) group discussion sessions to collect data from 29 participants. Two (2) group sessions were
virtual, while six (6) sessions were in person. These virtual sessions collected data from 8 participants, and in-
person sessions collected data from 21 participants. (Note: In-person group discussions were conducted either
on-site at the Access Alliance (AA) or off-site in the community, such as at the senior’s residence based on
participants’ preferences. These group discussions also included data insights from subject matter
experts/service providers) (Figure 1). The virtual group sessions were conducted using the secure Zoom account
of Access Alliance with an option to keep the video off and also use an alias for the name)

- Eleven (11) individual 1-1 interviews were conducted (Figure 1).

E. Data Analysis: Thematic analysis of data was done following Braun and Clarke's approach, an iterative process
consisting of six steps: (i) becoming familiar with the data, (ii) generating codes, (iii) generating themes, (iv)
reviewing themes, (v) defining and naming themes, and (vi) locating exemplars. [7]
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Figure 1a: Individual vs Group Discussion n=40 Figure 1b: Virtual vs In-person as a subset of
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Figure 1a (left) & figure 1b (right): Distribution of participants by types and medium of data collection

F. Data Storage & processing:
- All data are saved in the encrypted computer of Access Alliance (AA), which has access to the key research
team.
- All audio-recorded interviews were stored on AA servers after the interview. The data were transcribed for
data analysis purposes and destroyed afterward.
- Aggregated data will be shared after analysis, with de-identification at all levels. No individual data or PHI
will be shared unless asked for by legal pursuits.

FINDINGS: The results for this initiative were categorized into bio-data, quantitative data, and qualitative data points, as
shown below.

Biodata:

Figure 1: Age/Gender distribution n=40 Figure 2: Geographical Distribution n= 40
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Figures 2 (left) & 3 (right): Shows the Age & Gender, as well as geographical distribution respectively where n=40

Figure 2 displays the age and gender distribution of 40 participants, showing that the 18-29 years age group has 7.5%
males and 7.5% females; the 30-64 years age group has 12.5% males and 32.5% females, while the 65+ age group has
7.5% males and 32.5% females. Overall, 72.5% identified as female, and 27.5% identified as male.

Figure 3 illustrates the geographical distribution of the participants, indicating that the majority are from the Caribbean
(37%), followed by East Africa (30%), West Africa (20%), Southern Africa (5%), and Central Africa (2%). Minor
representations include North Americans and others (3%).
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Table 1 summarizes the socio-economic and demographic data of participants, showing that 75% reside in the City of
Toronto, 15% in the GTA excluding Toronto, and 10% outside the GTA. Regarding the primary language spoken at home,
60% used English, 17.5% used English and another language, and 22.5% used other languages exclusively.

Regarding employment status, 27.5% worked as full-time or part-time employees, while 72.5% were either students,
unemployed, or retired. For family income, 47% earned between 0 and 40,000 Canadian dollars, 25% earned more than
40,000 Canadian dollars, and 28% preferred not to disclose their income.

Social Demographic Category Finding

Location Based on the Postal Codes of the respondents
- City of Toronto: 85%
- GTA (excluding City of Toronto): 15%

Primary Language - 60% communicated in English as a primary language

- 17.5% communicated in both English and some other language as a primary
language at home

- 22.5% communicated in other languages only (Arabic, Yoruba, Swahili, Tigrinya
Luganda, etc.)

Employment Status - 27.5% were either full-time or part-time employees
- 72.5% composed of students, unemployed, or retired

Family Income - 47% reported between 0-40,000 CAD
- 25% reported more than 40,000 CAD
- 28% preferred not to answer

Table 2: Highlights the Socio-economic, and demographic data of the respondents that participated in this initiative

Quantitative Data:

The pie chart in Figure 4 shows that 45% of respondents are not familiar with health promotion activities, 42% are
somewhat familiar, and 13% are very familiar.

The bar chart in Figure 5 illustrates access to information on health promotion, indicating that 10% find it very easy, 25%
somewhat easy, 23% neutral, 25% somewhat difficult, and 18% very difficult. This suggests a significant portion of
individuals experience challenges in accessing health promotion information, with a combined 43% finding it somewhat
or very difficult.

Figure 6 reveals that 70% of respondents do not have access to open-door programs, while 30% do. Figure 7 shows that
55% of respondents do not participate in health promotion activities, whereas 45% do. This indicates that most
respondents lack access to open-door programs and are not engaged in health promotion activities.
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Figure 4: Familiarity with Health Promotion Activites Figure 5: Acesss to information on Health promotion
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Figures 4 (left) & 5 (right) : Show how familiar the participants were with Health promotion activities available to them in
Toronto or the GTA specifically tailored for the ACB community and the ease of accessibility to information on health
Promotion

Figure 6: Access to open door programs Figure 7: Participation in Health Promotion
Activities

Figures 6 (left) & 7 (right): Show responses to questions regarding access to the Open Door program and participation in
Health Promotion Activities.

Qualitative Data:

Disclaimer: It is important to note that all participants contributed to the findings in both group and individual discussion
settings. The findings are based on group and individual discussions analyzed for thematic frequency.

The figures below illustrate the frequency of themes identified from discussions on health promotion and common
barriers to engaging in health promotion activities.

Figure 8 shows that health awareness was the most frequently discussed theme in understanding health promotion (50%),
followed by social determinants (20%), health advocacy (15%), health sensitization (10%), and health autonomy (5%).
Figure 9 highlights the common barriers, with systems and procedures being the most frequently mentioned (31.5%),
followed by communication challenges and language (11.1% each), avenues of information distribution (16.7%), and
several themes like rapport, stigma & fear, cultural sensitivity, and adaptability each being mentioned 7.4% of the time by
respondents.

Figures 8 (left) & 9 (right): The figures below highlight the frequency of themes identified from discussions on health
promotion and common barriers to engaging in health promotion activities.
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Figure 10 shows that rapport (40%) and awareness (30%) were the most frequently mentioned themes for improving
healthcare access, followed by proximity (15%), adaptability (10%), and advocacy (5%). Figure 11 highlights that both
rapport and a safe environment, as well as healthcare system design, were equally emphasized at 50% each for
improving current service delivery. Respondents also had other suggestions, with initiatives being the most frequently
suggested theme (40%), followed by connection (30%), education (20%), and policy (10%).
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Figures 10 (left), 11(middle) & 12 (right): The figures depict the frequency of themes identified from discussions on
improving healthcare access, service delivery, and additional suggestions.

DISCUSSIONS:

In our study, we aimed to understand the perception of health promotion within the African Caribbean Black (ACB)
community in Toronto. Participants articulated diverse perspectives on health promotion, emphasizing not only health
awareness and advocacy but also the nuanced concepts of health sensitivity and autonomy.

Participants mostly understood health promotion primarily as health awareness, emphasizing the importance of being
informed about one's health and the health of others. 15% of participants viewed health promotion through the lens of
health advocacy, highlighting the importance of advocating for the well-being of marginalized and vulnerable populations.
This insight underscores the foundational role of health awareness within the ACB community and highlights the
community's commitment to staying informed for collective well-being (6). More so, it aligns with research on strategies
to improve health outcomes for Black women with cancer, which underscores the importance of health advocacy and
empowerment within minority communities.

Some participants also tied the concept of health promotion back to the social determinants of health, recognizing the
impact of economic, social, and cultural factors on individuals' health outcomes. This perspective resonates with existing
literature that emphasizes the profound influence of social determinants on health disparities (11,12). Understanding how
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factors such as socioeconomic status, education, employment, and social support networks shape health outcomes is
crucial for developing effective health promotion strategies that address the root causes of health inequities (13)

A few participants highlighted the significance of health sensitivity, emphasizing the need for healthcare interventions
that are attuned to the unique health needs and cultural contexts of the ACB community. This perspective underscores
the importance of culturally sensitive approaches in health promotion initiatives, aligning with existing literature on the
subject (14,15). Understanding and respecting the cultural beliefs, values, and practices of the community is crucial for
fostering trust and engagement in health promotion efforts.

Some participants expressed a strong desire for health autonomy, emphasizing the importance of individuals taking
ownership of their health decisions and actions. This theme reflects the empowerment aspect of health promotion, where
individuals are encouraged to make informed choices and actively participate in their healthcare journey (16). Empowering
individuals with the knowledge and skills to make healthy choices not only improves health outcomes but also promotes
a sense of agency and self-determination within the community.

Participants emphasized the importance of tailoring health promotion activities to the specific cultural needs and
preferences of the ACB community. This cultural dimension adds richness to the discussion, highlighting the imperative of
considering the cultural context in healthcare delivery. Existing literature supports this notion, emphasizing the profound
impact of cultural factors on health beliefs, behaviors, and outcomes (17,18).

Regarding identifying their perception of the spectrum of health promotion activities available in Toronto, we found that
participants' knowledge in this area was poor. Many relied on information provided by healthcare providers, particularly
family physicians and pharmacists. Existing literature underscores the pivotal role of healthcare providers, particularly
family physicians and pharmacists, in disseminating health information and promoting preventive healthcare practices
(19,20).

The influence of social networks, including social media and immediate contacts, emerged as another significant channel
for accessing health-related information. This echoes broader trends in information dissemination, where social networks
play a crucial role in shaping health behaviors and attitudes (21). Leveraging these social networks effectively can enhance
the reach and impact of health promotion efforts within the ACB community.

However, the reliance on healthcare providers and social networks also points to potential gaps in access to
comprehensive health information, particularly among individuals who may not have regular access to healthcare services
or robust social networks. Addressing these gaps requires a multifaceted approach that includes targeted outreach efforts,
community engagement initiatives, and the use of culturally relevant communication channels.

Our study identified several key themes regarding the challenges of navigating the healthcare system. These included
stigma and fear, communication challenges, avenues of distribution of health information, systems and procedures,
language barriers, rapport, adaptability, and cultural sensitivity. Stigma and fear in healthcare settings can deter
individuals from seeking medical assistance, fostering disparities in healthcare access and outcomes (22).

Participants expressed challenges related to the distribution of health information, including limited awareness of health
events and difficulties in understanding flyer content. These findings align with literature highlighting the importance of
effective health communication strategies tailored to diverse communities. Ensuring clear, culturally relevant health
messaging and accessible formats can enhance community engagement and promote health literacy (14,15).

Additionally, participants highlighted systemic issues in healthcare access, such as long wait times and financial barriers.
Long wait times can lead to delayed care and worse health outcomes, particularly for marginalized communities (23,24).
Financial barriers, including the high cost of healthcare services and medications, can further exacerbate disparities in
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healthcare access and utilization (25,26). Addressing these challenges requires systemic reforms to improve healthcare
efficiency, affordability, and accessibility for all individuals, particularly those from underserved communities (24,25,26).

Participants expressed a need for healthcare practitioners to invest more time in establishing trust with patients and
improving service delivery in the long term. These findings resonate with existing literature that highlights the impact of
medical mistrust and systemic racism on healthcare access and utilization among Black communities (27,28). Suggestions
were made to facilitate the licensing processes for internationally trained healthcare practitioners to increase racial
representation and access to more healthcare providers (29).

CONCLUSION:

Our study findings revealed a multifaceted understanding of health promotion within the ACB community, encompassing
the themes of health awareness, advocacy, sensitivity, and autonomy. Participants emphasized the importance of staying
informed about health issues, advocating for marginalized populations, and tailoring healthcare interventions to cultural
needs. These insights underscore the community's commitment to collective well-being and empowerment.

Despite recognizing the significance of health promotion, participants reported limited knowledge of available activities
in Toronto or the GTA. Many relied on information provided by healthcare providers and social networks, highlighting
potential gaps in access to comprehensive health information.

Challenges in navigating the healthcare system were also identified, including stigma, communication barriers, and
systemic issues. Participants stressed the need for healthcare practitioners to invest more time in building trust and
improving service delivery. Recommendations were made to address these challenges, including facilitating the licensing
processes for internationally trained healthcare practitioners and enhancing cultural sensitivity within healthcare systems.

In conclusion, our study sheds light on the complex dynamics of health promotion and healthcare access within the ACB
community in Toronto or the GTA. By understanding these dynamics and addressing the identified challenges, we can
work towards creating more inclusive and effective health promotion initiatives that better serve the community's needs.

LIMITATIONS:
This is a single-center study, so generalizability interpretations should be done cautiously. Despite constraints on time and
compliance with HIPPA regulations around safeguarding data, we could only work with data on Access Alliance systems.
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