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First Nations and Inuit Health Branch – Atlantic Region (FNIHB-AR), as outlined in its Strategic Plan, works with 
partners and clients toward a health status for First Nations and Inuit people that is comparable to that of the 
general population. To determine our progress toward this goal, First Nations need health status data for their 
respective populations.

Based on the best data available to FNIHB-AR at the time, this report provides a snap shot of the current health 
status of on-reserve First Nations in the Atlantic region. It is hoped that as health status reporting develops, 
discussion will continue around:

• The role of health data in community health planning.
• Finding data sources for community health plans.
• Using data from this report to inform services at the community level.
• Accessing new data sources for future reports.
• Improving data quality for future reports.

Health status reports will be completed annually and available to First Nations Health Directors and Chiefs. 
These regional First Nations data can be used to compare to community level indicators thereby allowing
First Nations leadership to make evidence-based decisions about health service delivery in their communities.
As the availability and quality of health data improves, health status reports will also improve by including
more and better quality data sets.

Communities have expressed an interest in receiving their community level information to assist with community 
health planning processes. For variables presented in this report based on FNIHB data holdings, health directors 
can request data specific to their communities by contacting Atlantic_Epis@hc-sc.gc.ca. 

It is anticipated that this report on the health status of First Nations in Atlantic Canada will be a useful tool for 
communities. An evaluation form is included with this report. We would appreciate feedback so that we can 
continue to improve this report in the future.

Regards,

 

Debra Keays-White, Regional Executive Officer
First Nations and Inuit Health Branch - Atlantic, Region Health Canada

Forward
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The data in this report represent the best available 
data holdings at First Nation and Inuit Health Branch 
from 2007 to 2011 and consist of FNIHB program 
reports and the Non-Insured Health Benefits (NIHB) 
Pharmacy Claims database.

Data from the 2008-2010 First Nation Regional 
Longitudinal Health Survey (RHS), Aboriginal Affairs 
and Northern Development Canada (AANDC), 
Statistics Canada are also included. 

It is important to be aware of data limitations as the 
limitations can impact how the data are interpreted. 



1.1	 Data Sources
The data in this current report represent the best 
available data holdings at FNIHB (both regionally 
and nationally) from 2007 to 2011. These holdings 
consist of FNIHB program reports and the Non-
Insured Health Benefits (NIHB) Pharmacy Claims 
database. Data from Aboriginal Affairs and Northern 
Development Canada (AANDC) and Statistics 
Canada are also included. 

When reviewing data, it is important to be aware of 
the data limitations as these limitations can impact 
data interpretations. A limitation common to all 
FNIHB program data is that some communities 
do not submit reports or they submit incomplete 
reports. It is unclear how these missing data 
would change the results presented within this 
report. Descriptions and limitations related to each 
data source used in this report are provided in 
subsections 1.1.1 and 1.1.2.

1.1.1	 FNIHB Program Data
Canada Prenatal Nutrition Program (CPNP)
The program includes pregnant First Nations 
women, mothers of infants, and infants up to 12 
months of age, and First Nations women of child-
bearing years who live on-reserve. The CPNP 
reports include data about births, breastfeeding, and 
risk behaviours. While this information is valuable, 
not all eligible women participate in the program.

Electronic Service Delivery Reporting Template 
(eSDRT) – Home and Community Care
It is mandatory for all communities to submit monthly 
eSDRT reports. The reports are used to document 
hours of service and not to report health status. 
However, it is helpful for community health planning 
purposes to know what populations are being served 
and what services are provided most often.

Data entry errors can result in under reporting in 
one category and over reporting in another when 
information is entered in the wrong service type 
category. Currently, this issue is being addressed by 
more clearly defining the service type categories.

Also, the primary reasons reported for home care 
services do not reflect discreet numbers of clients; 
rather they reflect the number of occurrences.
For example, one person could have been seen for 
diabetes 10 times, counting for 10 contacts; two 
people could have been seen for cardiovascular 
reasons, five times each, for a total of 10 contacts.

Environmental Health Information System (EHIS)
Environmental health officers (EHO) enter inspection 
data in the EHIS database.

FNIHB Dental Database Service and
Productivity Reports
Services provided by dental therapists and 
Children’s Oral Health Initiative service providers are 
entered into FNIHB web-based dental database.

Immunization
It is mandatory for all communities to report 
their immunization coverage rates, yet not all 
communities do so, and some reports are 
incomplete. Therefore, coverage rates cannot be 
calculated. Additionally, some children receive their 
immunizations off-reserve and are not represented 
in the immunization report. Therefore, immunization 
coverage rates reported for the Atlantic region are 
likely not as low as reported.

Teleform
The fax-based Teleform system is used by 
communities to report births, deaths, and notifiable 
diseases. However, community health nurses who 
fill out the reports may not be aware of all deaths or 
notifiable diseases, and are unable to report them.

Section 1: Introduction

1 Section 1: Introduction



WaterTrax
WaterTrax is used by community-based water 
monitors and EHOs to record water quality data.

Non-Insured Health Benefits (NIHB)
Pharmacy Claims Database
The NIHB database is a valuable and unique tool for 
estimating First Nations health.

The following limitations should be considered when 
interpreting information based on NIHB data:
 
• The place of residence for claimants
   (on- or off-reserve) cannot be identified.
• Prescriptions paid by cash, other drug plans,
   or through NIHB in another region are not
   captured in this report.
• Approximately two-thirds of eligible First
   Nations band members access at least one
   prescription per year; estimates of medication 
   usage based on the pharmacy claims database
   may underestimate utilization for the Atlantic
   First Nations population.
• Information is not available regarding the 
   reason for prescribing the medications, whether 
   the medications were used as prescribed, or if 
   the medications were used by the person they
   were prescribed to.

1.1.2	 Aboriginal Affairs and Northern 
Development Canada Indian Registry 
The Indian Registry (IR) includes all Registered 
Indians (persons registered under the Indian Act) 
living on-reserve, off-reserve, outside Canada and 
those in institutions. Key demographic data includes 
age, sex, and residence (on- or off-reserve).

The following limitations should be considered:
 
• Delays in reporting births and deaths. 
• Information about individuals moving
   on - or off - reserve may not be captured as 
   residence is usually only reported to AANDC
   at the time of birth or death of an individual.
• Only registered First Nations are included in the
   registry so the on-reserve population may not
   be accurately reflected.

In this report, AANDC on-reserve population counts 
are used as the denominator for all rate calculations. 

S
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A surveillance plan is a document that details how 
to systematically increase the amount and quality of 
health information. The focus of a surveillance plan 
is on health status indicators such as immunization 
coverage or childhood obesity rates. 



Quality health information is a powerful tool for 
facilitating taking control of and improving health. 
Collecting and analyzing health data helps to identify 
and address developing health situations, track 
health status changes over time, and evaluate how 
well programs are working. 

There are considerable gaps in health information 
for First Nations and Inuit peoples for use in health 
status assessment, surveillance, and community 
health planning. Where information is available, there 
are issues concerning the quality of the information.  
Recognising that good quality health information is vital 
for making evidenced-based decisions, the question of 
how to increase and improve the quality and quantity 
of health data for First Nations communities arises.

A surveillance plan is a document that details how 
to systematically increase the amount and quality of 
health information.

The focus of a surveillance plan is on health status 
indicators such as immunization coverage or childhood 
obesity rates. This differs from quality improvement 
indicators such as ‘number of workshops offered’ or 
‘number of pamphlets developed’.

There are four components to a surveillance plan:

• Develop a process for choosing health priorities
   or determinants on which to focus.
• Identify specific indicators to measure for each
   priority/determinant.
• For each indicator, identify the data source, how  
   often it will be reported, and whether or not data 
   are currently available to the community or if a data 
   source needs to be developed or accessed (Table 1).
• Identify how and by whom data will be analysed
   and reported.

Section 2: What is a Surveillance Plan?

Table 1. Indicator, Data Source, Reporting Frequency, and Data Availability for Surveillance Plans

4

Indicator
Data Source

(community, province, 
FNIHB, etc.)

Reporting Frequency 
(annually, every

5 years, etc. based
on availability.)

Indicator Currently 
Collected or
Data Held

1. Community Priority Area / Determinant of Health
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identification of health needs and priorities,
the work plan, and the accountability framework.
The relationship is illustrated in Figure 1.

How does a Surveillance Plan fit with 
community health planning?
A surveillance plan is linked directly to the 
community health planning process through 

Figure 1. Surveillance Plan and Community Health Planning Process
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Surveillance Plan
(detailed information on
the collection, analysis
and reporting of health

status indicators)

Indicators to support
evidenced based desicion

making on needs
and priorities

Health Management
Structure

Health Needs
& Priorities

CHPs / Work Plans

Human & Financial
Resources

Accountability
Framework

• Indicators to support
accountability requirements

(i.e. CBRT)
• Other indicators a

community / orginization
would like to collect

Community Health
Planning Process

Record keeping system
and data for indicators to

be used in evaluation
of health plans

Annual Report
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What is the Population Health Surveillance 
Capacity Development Project?
The Population Health Surveillance Capacity 
Development Project was a five year project (2007-
2012) to help increase capacity for population health 
surveillance in the Atlantic region. 

This project included:

• Documentation of surveillance plans
   (for FNIHB-AR and the eight First Nations
   communities participating).

• Development of client registries or linking files
   so that communities could get their own data out
   of provincial databases.

• Use of business intelligence tools for
   data analysis.

While the project took place in eight communities, the 
lessons learned are being applied to all communities. 
The project is being evaluated in 2012-2013.

How many health status indicators 
should a community have in their health 
plan and/or workplan?
The community can choose the number of health 
status indicators to be included in a community’s 
health plan and/or workplan. It is suggested that 
the community identify one or two health status 
indicators for each health priority, in addition to the 
indicators within the Community Based Reporting 
Template (CBRT) as the community has to collect 
these anyway for accountability purposes.

A community could choose additional indicators for 
either health status or quality improvement, keeping 
in mind that for each indicator chosen there could be 
a considerable amount of work needed to collect it.
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In 2011, the Qalipu 
Mi’kmaq First Nation 
Band accounted for 
approximately 38%
of the Atlantic
Canadian Registered 
Indian population.

38%



Data identifying the social environment for 
First Nations on-reserve (i.e., family, peers, and 
community) are minimal. The population counts 
are included here as they describe the age and sex 
distribution within the Registered Indian population. 
This information, as well as information related to 
population growth, provides insight into current 
and future health needs, which directly impacts the 
social environments of First Nations people.

3.1 Population Counts
In 2011, the Qalipu Mi’kmaq First Nation Band of 
Newfoundland was established and by September 
2011, had a membership of approximately 27,000
people with approximately 21,400 band members 

recognized as Registered Indians.1 In 2011, the 
Qalipu Mi’kmaq First Nation Band accounted 
for approximately 37.7% of Atlantic Canadian 
Registered Indians. There was a total of 56,822 
Atlantic Canadian Registered Indians in 2011; 27,780 
males and 29,042 females (Figure 2). Approximately, 
39.9% of the population was aged 24 years and 
younger while 7.0% was 65 years and older. 

Approximately 39.1% of the Registered Indian 
population lived on-reserve (22,217); 11,112 males 
and 11,105 females (Figure 3). Almost half (48.3%) 
were aged 24 years and younger; 4.9% were aged 
65 years and older.
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Figure 2. Total Population of Registered Indians in Atlantic Canada by Age and Sex (2011) 
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Figure 3. Total Population of Registered Indians Living On-Reserve in Atlantic Canada by Age and Sex (2011) 

In 2011, the population in Atlantic Canada was 
2,357,325; 1,152,323 males and 1,205,002 females 
(Figure 4). Approximately 27.6% of the population 

was aged 24 years and younger while those aged 
65 and older represented 16.2% of the population.
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The population growth rate for Atlantic region First 
Nations on-reserve was 4.2% from 2009 to 2011 
with an average annual growth rate of 1.4%.
Based on population estimates for the general 

Atlantic region population, the population growth 
rate was 0.7% from 2009 to 2011. The average 
annual growth rate was 0.2%.
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Figure 4. Total Population in Atlantic Canada by Age and Sex (2011)
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Table 2. Number of AHSOR Participants (2008-2011)

11 Section 3: Social Environment

Source: Community Based Reporting Template regional reports (2008-2011)

Fiscal Year Number of AHSOR
Participants

Number of First Nations
Communities/Organizations

Reporting

2008-2009

2009-2010

2010-2011

1366

12

12

495

285

provide First Nations preschool children from birth to 
age six, with a positive sense of themselves, a desire 
for learning, and opportunities to develop successfully. 

AHSOR program information is reported through 
CBRT by the communities and organizations that 
are required to report through CBRT (Table 2).

3.2 Aboriginal Head Start
On-Reserve (AHSOR)
The primary goal of the AHSOR program is to 
demonstrate that early-intervention strategies that are 
controlled and designed at the community level can 
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12

increased each year. According to the 2008-2010 
First Nations Regional Longitudinal Health Survey 
(RHS)2, approximately 36.4% of Canadian First 
Nations children on-reserve attended an Aboriginal 
Head Start program.

Based on the community reports from 2008 to 2011, 
the proportion of children from birth to two years of 
age enrolled in AHSOR programs decreased from 
2008-2009 to 2010-2011 (Figure 5). Conversely, 
the proportion of children three to six years of age 

Figure 5. Percentage of AHSOR Participants by Age (2008-2011)
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The percentage of children diagnosed with special 
needs was lower than the percentage of children 
suspected of having a special need for all three 
years (Figure 6). The percentage of children 
diagnosed with a special need increased from 
2008-2009 to 2010-2011; and decreased to 7.7% in 
2010-2011. The percentage of children suspected 
of having a special need was relatively stable at 
approximately 13% for the first two fiscal years; but 
increased to 15% in 2010-2011.

The AHSOR program provides information about 
children in the program who have been identified as 
having a special need. In the CBRT for the Atlantic 
region, special needs are defined as “children who 
require additional support(s) or service(s) for healthy 
development in order to interact with their peers in 
the day-to-day life of the community. Special needs 
may include physical, sensory, cognitive and learning 
challenges, mental health issues as well as problems 
due to societal, cultural, linguistic or family factors.”
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Figure 6. Percentage of Children in the AHSOR Program Diagnosed with a Special Need or Suspected
of Having a Special Need (2008-2011)



3.3 Children in Care
The number of children in care for First Nations
living on-reserve in Atlantic Canada includes
children aged 18 years and younger living in foster 
care, group homes, institutions, Kinship Care, and
post-adoption subsidies and supports.3

Although the percentage of children in care was 
approximately the same for 2008-2009 and 2009-2010, 
both the average number of care days per child and 
the number of annual care days increased (Table 3).

The percentage of children in care increased in 2010-
2011, yet the average number of care days per child 
and the annual number of care days decreased.

Table 3. Atlantic Region First Nations On-Reserve Children 18 Years Old and Younger in Care

14

Source: AANDC Regional data submissions; 2009, 2010, 2011

2008-2009

2009-2010

2010-2011

6.2

6.4

7.3

Fiscal
Year

Percentage of
Children in Care

Average Care
Days per Child

Annual
Care Days

330

361

322

177,185

197,624

196,043
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4.1 Notifiable Disease
A notifiable disease is one that is required by 
provincial and/or territorial legislation to be reported 
to provincial/territorial public health officials.4 
Atlantic region First Nations communities report 
notifiable diseases to FNIHB-AR on a monthly 
basis via the Teleform reporting system. The most 
commonly reported notifiable disease between 
2008 and 2011 was chlamydia. As of 2008, 
chlamydia was also the most commonly reported 
sexually transmitted infection in Canada.5

Untreated chlamydia in women can result in pelvic 
inflammatory disease, which can lead to chronic 
pelvic pain, ectopic pregnancy, and infertility.5

Pregnant women can transmit chlamydia to their 
infants during childbirth, resulting in outcomes 
such as neonatal conjunctivitis or pneumonia.5 
Chlamydia may increase the risk of acquiring HIV 
and transmitting HIV.5 

The rates of chlamydia among Atlantic region First 
Nations on-reserve increased steadily from 686.8 
per 100,000 population in 2008 to 850.7 per 100,000 
population in 2011 (Figure 7). In 2008 and 2009, 
the rates of chlamydia among Atlantic region First 
Nations were approximately 2.5 and three times the 
rates reported for the general Canadian population 
(248.8 per 100,000 population and 258.5 per 
100,000 population, respectively).6

Figure 7. Chlamydia Rates (per 100,000 Population) Among Atlantic Region First Nations On-Reserve (2008-2011)

Section 4: Physical Health



4.2 Chronic Disease
Chronic diseases, including diabetes and 
cardiovascular disease (which includes heart 
disease and stroke) develop and are experienced 
over time. Approximately 63% of Canadian First 
Nations on-reserve aged 18 years and older
self-reported having been diagnosed with at 
least one chronic health condition.2 By age 60, 
approximately 50% reported having four or more 
chronic health conditions. The rates of both diabetes 
and cardiovascular disease are reported to be higher 
among Aboriginal and First Nations Canadians than 
among the general Canadian population.7,8

4.2.1 Diabetes 

It is difficult to know the exact numbers of First 
Nations on-reserve with diabetes as there is no 
systematic reporting or surveillance of diabetes 
in First Nations communities in Atlantic Canada. 
The prevalence of diabetes among First Nations is 
estimated to be three to five times higher than rates 
among the Canadian population.8

Based on the 2008-2010 RHS2, 16.2% of Canadian 
First Nations living on-reserve (18 years and older) 
self-reported having been diagnosed with diabetes. 
The age standardized prevalence among First 
Nations aged 25 years and older was 20.7%. Of 
the people who reported having been diagnosed 
with diabetes, 80.8% self-reported being diagnosed 
with type 2 diabetes and 9.4% with type 1. The 
prevalence was higher among females than 
among males and increased with increasing age. 
Approximately 5.8% of First Nations women
self-reported having gestational diabetes.2

In 2008-2009, the prevalence of diabetes
(combined type 1 and type 2) among the Canadian 
population aged one year and older was 6.8%; 
6.4% among females and 7.2% among males.9 
The prevalence of diabetes among the Canadian 
population aged 20 years and older was 8.7%. 
Gestational diabetes affects about 4% of all 
pregnancies in the general Canadian population.10 

In the absence of a diabetes surveillance system for 
First Nations in Atlantic Canada, Health Canada’s 
NIHB pharmacy claims database was used to 
estimate diabetes prevalence. The NIHB system 
was used to identify First Nations registered to 
Atlantic region bands (both on- and off-reserve) that 
had a claim for antidiabetic medications (i.e., pills 
taken by mouth and injectable insulin) in the Atlantic 
region for the calendar years 2007 to 2011.

Prevalence
The prevalence provides a picture of how 
widespread a particular issue (i.e., diabetes) is in 
the community and includes all people with the 
issue (new and ongoing cases). The prevalence can 
be presented for the entire population and/or for 
subsets of the population (e.g., males, females, age 
groups) for a specified time period. 
 
The proportion of Atlantic region band members 
who had a claim for an antidiabetic medication in
a specified year was calculated as:

Prevalence  =	 number of Atlantic region band 
		  members who had at least one 
		  antidiabetic medication claim in a
		  specified calendar year
 
		  Total band population in the
		  specified calendar year

The prevalence of band members who had at least 
one antidiabetic medication claim was the highest 
among Nova Scotia band members at approximately 
8% for each year (Figure 8). For Prince Edward Island 
band members the prevalence was approximately 
7% from 2008 – 2011. From 2007 to 2009, the 
prevalence was similar between New Brunswick 
and Newfoundland and Labrador band members at 
approximately 6%. In 2010, the prevalence increased 
in Newfoundland and Labrador.
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It should be noted that while the number of 
Newfoundland and Labrador band members who 
had at least one antidiabetic medication claim 
increased from 2010 (n=346) to 2011 (n=849), the 
prevalence decreased from 7% to 3.2%. This is due 
to the increase in the population eligible to access 
the NIHB program with the establishment in 2011 of 
the Qalipu Mi’kmaq First Nation Band. This increase 
in population is also reflected in the prevalence 
decrease for the Atlantic region (Figure 8).

With the exception of Prince Edward Island, the 
prevalence was higher among females than among 
males for the other three provinces across the five 
years. The differences ranged from approximately 
1% to 2%; in Newfoundland and Labrador the 
differences ranged from 1% to 3%. In Prince Edward 
Island the prevalence was higher among males than 
among females in each year. The differences ranged 
from 2.2% to 3.4%. Higher prevalence among 
First Nations females is consistent with other data 
found in the literature.2 Among non-First Nations 
Canadians, the prevalence of diabetes is generally 
higher among males than among females.9
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Figure 8. Prevalence of Antidiabetic Medication Claims Among Atlantic Region Band Members by Province (2007-2011)



In 2011, with the exception of Newfoundland and 
Labrador, the prevalence of band members who 
had at least one antidiabetic medication claim 
increased with age up to the 60 to 69 age group 
(Figure 9). After age 69, the prevalence either 
remained the same or decreased. In Newfoundland 
and Labrador, the prevalence increased to 14% 
among band members aged 70 to 79 years.

The highest prevalence across all age groups 
occurred in Nova Scotia. In particular, the 
prevalence among Nova Scotian band members 
aged 40 to 49 years was higher than same-aged 
band members in the other provinces and the 
Atlantic region by differences of 5% to 9%.
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Figure 9. Prevalence of Antidiabetic Medication Claims Among Atlantic Region Band Members by Age and Province (2011)
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The differences by age and sex vary across 
provinces. In Nova Scotia and Prince Edward Island, 
the prevalence was higher among females than 
among males up to age 49 and higher among males 
than among females aged 50 years and older. 

In New Brunswick, the prevalence was higher 
among female band members aged 20 to 39 years 
and 80 years and older; the prevalence was higher 
among males aged 40 to 79 years. There was no 
difference for the 0-19 age group.

In Newfoundland and Labrador, with the exception of 
band members aged 60 to 69 years, the prevalence 
was higher among females than among males. The 
prevalence was the same for the 0-19 age group.

For the Atlantic region, the prevalence was higher 
among females than among males up to age 49. For 
band members aged 50 to 79 years, the prevalence 
was higher among males than among females. After 
age 80, the prevalence was higher among females.

Incidence
While the prevalence describes how widespread 
an issue (i.e., diabetes) is and includes all people 
with diabetes, incidence refers only to new cases of 
diabetes. As with prevalence, this information can be 
provided for the entire population of the community 
and/or for subsets of the populations (e.g., males, 
females, age groups) for a specific year. 

From a planning perspective, it is helpful to know the 
incidence as this can provide some evidence as to 
whether or not specific programming is effective. 

The proportion of Atlantic region band members 
identified as new claimants for antidiabetic medications 
in a specified calendar year was calculated as:  

Incidence  =  	 number of band members who 	
		  had at least one antidiabetic 
		  medication claim in a specified 
		  calendar year, without any claims 
		  for antidiabetic medications in the 	
		  prior calendar year
		
             		  Total band population in the 
		  specified calendar year

It should be noted that to compare across years 
and between varying sources of data, the incidence 
is expressed as per 1,000 population, which is the 
standard method of reporting incidence.

The incidence rates of antidiabetic medication 
claims and the trends across years differed among 
provinces (Figure 10). The incidence of claims 
among New Brunswick band members increased 
from 6.0 per 1,000 population in 2007 to 8.2 per 
1,000 population in 2011. In Nova Scotia, the 
incidence rate was relatively stable from 2007 to 
2009 at approximately 9.0 per 1,000 population. 
There was an increase to 9.8 per 1,000 population in 
2010 and then a decrease in 2011.

The incidence rates increased steadily from 2007 
to 2011 among Newfoundland and Labrador 
band members (Figure 10). The sharp increase in 
incidence rates from 2010 to 2011 are likely due to 
the establishment of the Qalipu Mi’kmaq First Nation 
Band in 2011 which increased the population eligible 
to access the NIHB program.

There was no apparent trend in the incidence rates 
among Prince Edward Island band members (Figure 
10). The incidence rates of antidiabetic medication 
claims increased from 8.8 per 1,000 population in 2007 
to 9.5 per 1,000 population in 2008. The incidence 
decreased to 5.1 per 1,000 population in 2009 and then 
doubled to 10.9 per 1,000 population in 2010. In 2011, 
the incidence decreased to 6.6 per 1,000 population.  

The incidence of diagnosed diabetes among the 
general Canadian population aged one year and 
older was 6.3 per 1,000 population in 2008-2009.9 
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Figure 10. Incidence Rate (Per 1,000 Population) of Antidiabetic Medication Claims Among Atlantic Region
Band Members by Province (2007-2011)
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4.2.2 Cardiovascular Disease 
Compared to non-Aboriginal populations, Aboriginal 
and First Nations populations are at an increased 
risk for developing cardiovascular disease11 and for 
dying from cardiovascular disease.12 The rates of heart 
disease are 1.5 times higher among First Nations 
people than among the general Canadian population.8 
In the 2008-2010 RHS2, a higher proportion of 
Canadian First Nations males (18 years and older) 
versus females reported having been diagnosed 
with heart disease (6.7% and 4.2%, respectively). 
Tjepkema et al.12 estimate that compared to non-
Aboriginal people, rates of death from cardiovascular 
disease were 30% higher for First Nations males and 
76% higher for First Nations females.

The NIHB pharmacy claims database was used to 
identify First Nations registered to Atlantic region 
bands that filled a claim for cardiovascular disease 
medications in the Atlantic region for the calendar 
years 2007 to 2011.

It should be noted that diuretics were included with the 
cardiovascular disease medications as they are therapies 
used in the treatment of cardiovascular conditions.

Prevalence  =  	 number of Atlantic region band 
		  members who had at least one 
		  claim for a cardiovascular disease 	
		  drug in a specified calendar year 
		
		  Total band population in the 
		  specified calendar year

The prevalence of cardiovascular disease medication 
claims among Atlantic region First Nations band 
members who had at least one claim increased by 
less than 1% year to year from 2007 (14.8%) to 2010 
(16.4%; Figure 11). In 2011, the prevalence of claims 
decreased to 13.4%. The trend was similar among 
females and males. The prevalence of claims was 
higher among females than among males for each 
year with differences of approximately 3%.
The difference was approximately 2% for 2011.
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It should be noted that while the number of Atlantic 
region band members who had at least one 
cardiovascular disease medication claim increased 
from 2010 to 2011, the prevalence decreased from 
16.4% to 13.4%. This is due to the increase in 
population eligible to access the NIHB program
with the establishment in 2011 of the Qalipu 
Mi’kmaq First Nation Band.
 

The prevalence of cardiovascular disease 
medication claims was similar among First Nations 
band members in New Brunswick, Nova Scotia, and 
Prince Edward Island (15% - 18%).  The rates for 
these three provinces increased in 2010 and rates 
were higher among females in all years. The rates 
among Newfoundland and Labrador First Nations 
band members were lower compared to the other 
provinces in each calendar year.
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In 2011 the prevalence of cardiovascular medication 
claims increased with increasing age up to the 70 to 
79 age group (Figure 12). The prevalence was lowest 
among Newfoundland and Labrador band members 
across age groups up to the 70 to 79 age group. 
The prevalence decreased in the 80+ age group for 
all provinces with the exception of Newfoundland 
and Labrador where the prevalence stayed the 
same as the 70 to 79 year olds. Newfoundland and 
Labrador had the highest prevalence compared to 
the other provinces in the 80+ age group.
  

With the exception of band members aged 30 to 
39 years and 80 years and older, the prevalence 
of claims was higher among Nova Scotia band 
members than among the other three provinces. 
The greatest differences were among the band 
members aged 60 to 69 years.

For band members aged 30 to 39 years, the 
prevalence of claims was the highest among the 
Prince Edward Island band members (21.5%) than 
the other three provinces (14.6%, 11.7%, and 3.9%).
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Figure 12. Prevalence of Cardiovascular Disease Medication Claims Among Atlantic Region Band
Members by Age and Province (2011)
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4.2.3 Smoking 
Smoking is a well-documented risk factor for 
chronic diseases such as cardiovascular diseases, 
cancer, and diabetes.11 Smoking rates are reported 
to be more than three times higher among First 
Nations populations than among the general 
Canadian population.2,13

In the 2008-2010 RHS2, approximately 57% of 
Canadian First Nations on-reserve aged 18 years 
and older reported they were current smokers. 
Forty-three percent (43%) indicated they smoked 
daily and 13.7% indicated they were occasional 
smokers. There was no difference in smoking rates 
between males and females.

In 2011, 17.3% of the general Canadian population 
aged 15 years and older were current smokers; 
13.7% were daily smokers.13 Smoking rates were 
higher among males than among females for both 
current smokers and daily smokers.

The prevalence of daily smoking was higher among 
Canadian First Nations youth aged 15 to 17 years 
than among Canadian youth aged 15 to 17 years, 
29.6% versus 3.9%, respectively.2,13 

The prevalence of daily smoking was higher among 
First Nations females2 and higher among males in 
the general Canadian population.13

Many individuals use nicotine replacement therapies 
and medications such as Nicoderm®, Nicorette®, 
Champix®, and Zyban® to quit smoking. 
Approximately 30% of Canadian First Nations on-
reserve aged 18 years and older made an attempt to 
quit smoking in the 12 months prior to the 2008-
2010 RHS2. By comparison, 14.4% of Canadians 
aged 15 years and older made one attempt to 
quit smoking in 2011.13 More females than males 
attempted to quit smoking in both populations.2,13

The prevalence of claims for smoking cessation 
products (e.g., Nicoderm®, Nicorette®, Champix®, 
and Zyban® ) was the highest among Nova Scotia 
band members aged 15 years and older from 2007 
to 2011 (Figure 13). The prevalence ranged from 5% 
to 6%. From 2007 to 2009, the prevalence of claims 
was similar among band members (15 years and 
older) in New Brunswick, Prince Edward Island, and 
the Atlantic region. In 2010, the prevalence decreased 
by approximately 1% in Prince Edward Island.

In Newfoundland and Labrador, the prevalence 
of claims among band members was stable at 
approximately 2% from 2007 to 2010. The decrease 
in prevalence noted in 2011 in Newfoundland 
and Labrador and the Atlantic region is due to the 
establishment that year of the Qalipu Mi’kmaq First 
Nation Band which increased the population eligible 
to access the NIHB program.

Consistent with previous findings2,13, a greater 
percentage of females than males had a claim for a 
smoking cessation product.
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Figure 13. Prevalence of Smoking Cessation Product Claims Among Atlantic Region Band Members Aged
15 Years and Older by Province (2007-2011)

4.3 Maternal Child Health 
Maternal and child health data are reported 
through Teleform; the Canada Prenatal Nutrition 
Program (CPNP) reports; the Maternal Child 
Health (MCH) Program reports; CBRT; and 
immunization coverage reports.
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4.3.1 Birth Rate
Currently, birth information for First Nations
on-reserve is reported by communities to FNIHB-AR 
via Teleform, through CPNP reports, and through 
MCH reports. Starting in 2011-2012 this information 
will be available through CBRT. Due to reporting 
differences and inconsistencies between programs 
and among communities, each report yields different 
birth rate information. Birth rates received through 
Teleform reporting are used here as these numbers 
include all births and not just births for women who 
are in the CPNP or MCH programs.

The birth rate is defined as the ratio of total live 
births to population and is calculated by dividing 
the number of births (numerator) by the population 
(denominator). The birth rate is expressed as the 
number of live births per 1,000 population per year. 

An average of 26 communities submitted Teleform 
reports from 2008 to 2011 (Table 4). The number of 
births ranged from a high of 408 in 2009 to a low of 
354 in 2011. The birth rate decreased from 2008 to 
2011 (Figure 14). The birth rate was the highest at 
19.1 per 1,000 population in 2009 and decreased to 
15.9 per 1,000 population in 2011.  

By comparison, the birth rate for the Atlantic provinces 
overall was approximately 10.0 per 1,000 population 
from 2008 to 2010.14 The overall Canadian birth rate 
was approximately 11.0 per 1, 000 population for the 
same time period.14 Data for 2011 are not available for 
the Atlantic provinces or for Canada.

25 Section 4: Physical Health

Table 4. Number of Live Births Among Atlantic Region First Nations On-Reserve (2008-2011)

Source: Atlantic region Teleform community reports (2008-2011); AANDC Indian Registry System (2008-2011)

Calendar Year Number of BirthsNumber of First Nations
Communities Reporting

2008

2009

2010

38327

28

25

408

365

2011 26 354
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Figure 14. Birth Rate for Atlantic Region First Nations On-Reserve (2008-2011)
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4.3.2	 Birth Weight
Based on Atlantic region Teleform community 
reports, the proportion of babies born in the healthy 
birth weight range (2500g - 4000g or 5lb 9oz – 8lb 
11oz) decreased from 74.7% in 2008 to 72.1% in 
2011 (Figure 15). By comparison, the proportion of 
healthy weight babies born in the Atlantic provinces 
overall, increased slightly from 79.5% in 2008 to 
80.7% in 2010.15 For the same time period, the 
proportion of Canadian babies born with a healthy 
weight increased minimally from 82.1% to 82.6%.15 

Due to risk factors associated with high birth 
weights (e.g., diabetes, obesity through childhood 
to adulthood, and childbirth complications)16, the 
proportion of Atlantic region First Nations babies 
born who weighed over 4000g (8lb 11oz) is of 
concern. The proportion of babies born in 2008
and 2010 who weighed over 4000g (8lb 11oz)
was approximately 19%. In 2009 and 2011,

the proportion was 17.6% and 17.0%, respectively 
(Figure 15). These rates are higher than the rates for 
the Atlantic provinces and Canada.15

For both the Atlantic provinces and Canada overall, 
the proportion of babies born who weighed over 
4000g decreased from 2008 to 2010, although the 
decreases were minimal for the Canadian babies.15 
In the Atlantic provinces, the rate decreased from 
14.8% to 13.3%; for Canada overall, the rates 
decreased from 11.8% to 11.2%.15

The proportion of babies who were in the low birth 
weight category (less than 2500g or 5lb 9oz) ranged 
between a low of 4.2% in 2008 to a high of 6.9% in 
2009. For both 2010 and 2011, the rate was 5.8%. 
These findings are comparable to the approximately 
6% reported for both the overall Atlantic provincial 
and Canadian population for 2008 to 2010.15

Figure 15. Proportion of Live Births for Atlantic Region First Nations On-Reserve by Birth Weight Category (2008-2011)
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It is not known how many Canadians are living with 
FASD as FASD is difficult to diagnose and is often 
under reported.19 It is estimated that nine out of 
every 1,000 Canadian babies19, approximately 1% 
of the population18, are born with FASD each year. 
Research suggests that the incidence of FASD is 
higher in Aboriginal populations, and in rural, remote 
and northern communities.20

FNIHB-AR receives information regarding pre-natal 
smoking and substance use from the community 
CPNP reports. The most commonly reported risk 
behaviours among the 2008-2009, 2009-2010, and 
2010-2011 CPNP participants in the Atlantic region 
was smoking followed by using drugs, alcohol, or 
solvents (Table 5). The rates for pre-natal smoking 
among CPNP participants decreased across the three 
fiscal years. The rates of pre-natal substance use 
decreased by over 50% from 2008-2009 to 2009-2010 
and remained at approximately 8% in 2010-2011.
 

4.3.3 Risk Behaviours 

Maternal cigarette smoking during pregnancy 
is associated with many negative health effects 
including stillbirths and low birth weight babies, 
sudden infant death syndrome, attention deficit 
hyperactivity disorder, some childhood cancers,
and increased risk of asthma.17

Exposure to alcohol during pregnancy is linked with 
fetal alcohol spectrum disorder (FASD) which is a range 
of conditions that includes cognitive, behavioural, 
neurodevelopmental, physiological, or physical 
impairments that effect children over their lifespan.17

Currently, there is not enough evidence to 
determine: (1) how even low levels of alcohol 
consumption during pregnancy will affect the
fetus or (2) a safe cut-off for low level drinking, 
suggesting that there is no safe amount of alcohol 
consumption during pregnancy.18 Therefore, the 
clinical guidelines advise women who are or may 
become pregnant to not drink at all.
 

Table 5. Pre-Natal Smoking and Substance Use Among CPNP Participants (2008-2011)

Source: Canada Prenatal Nutrition Program Atlantic regional reports (2008-2011)

2008-2009

2009-2010

2010-2011

18

19

8

500

491

200

41.4

33.0

31.5

21.0

8.1

7.5

Fiscal
Year

Number of First 
Nations 

Communities 
Reporting

Number of CPNP 
Participants

Drugs/Alcohol/
Solvents (%)Smoking (%)
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The percentage of First Nations on-reserve
mothers who initiated breastfeeding
increased from 44.1% in 2008-2009 to 60.3%
in 2010-2011 (Figure 16).

The percentage of babies who were breastfed 
beyond six months also increased from 9.9%
in 2008-2009 to 13.2% in 2010-2011.



Based on findings from the Canadian Tobacco 
Use Monitoring Survey (CTUMS) 201113, 6.9% of 
Canadian women aged 20 to 44 years who had 
been pregnant in the previous five years reported 
smoking during pregnancy. Of the Canadian 
women who gave birth five years prior to the 2005 
Canada Community Health Survey (CCHS)17, 10.5% 
reported drinking alcohol during pregnancy; 1.1% 
reported drinking more than once a week.

4.3.4 Breastfeeding 

Due to the benefits for infants’ growth, immunity, 
and cognitive development, breastfeeding is 
promoted by Health Canada (in alignment with 
the World Health Organization guidelines) and 
is internationally recognized as the natural and 
preferred method of feeding infants.21,22

“Exclusive breastfeeding during the first six months 
is accepted as the nutrition standard for infants” 
and is considered an international public health 
recommendation.21,22 Furthermore, it is

recommended that breastfeeding continue for
two years and beyond even if the child is being
fed solid food.22 

Based on CPNP Atlantic reports, the percentage 
of First Nations on-reserve mothers who initiated 
breastfeeding increased from 44.1% in 2008-2009 
to 60.3% in 2010-2011 (Figure 16). The percentage 
of babies who were breastfed beyond six months 
also increased from 9.9% in 2008-2009 to 13.2%
in 2010-2011.

Based on CCHS23 data, in 2009-2010, 87.3% of 
women aged 15 to 55 years who gave birth in the 
previous five years reported initiating breastfeeding and 
25.9% breastfed exclusively for six months or more. 

It is encouraging that the breastfeeding initiation and 
duration rates among First Nations mothers appear 
to be increasing. There is still need for programs 
to promote breastfeeding and support mothers to 
continue breastfeeding beyond six months.
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Figure 16. Percentage of Atlantic Region First Nations On-Reserve Mothers That Initiated Breastfeeding (2008-2011)
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These omissions represent 72.8% of the babies 
born in the program for that fiscal year. Therefore, 
only the data for fiscal years 2008-2009 and 2009-
2010 are included in this report.

The percentage of babies who were introduced to solid 
food before six months of age increased from 42.4% 
in 2008-2009 to 52.7% in 2010-2011 (Figure 17). 
Conversely, the percentage of babies who were not 
introduced to solid food until six months of age or older 
decreased from 31.6% to 13.9%.The fact that there is 
an increase in the percentage of infants who are being 
introduced to solid foods before six months of age, 
emphasizes the need for continued programming to 
promote the importance of waiting to introduce solid 
foods to infants until at least six months of age.

4.3.5 Introduction to Solid Food 

It is recommended that solid foods be introduced at 
six months of age with continued breastfeeding for 
up to two years and beyond.21,22  If the child is formula 
fed rather than breastfed, continue with formula 
feeding in conjunction with solid foods. Delaying the 
introduction of solid food was found to reduce the 
likelihood of being obese or overweight at age 10.24

Currently, the CPNP Atlantic reports are the only 
source of data for the age at which babies are 
introduced to solid food. In 2010-2011, 25% of the 
communities that submitted CPNP reports did not 
include any information on introduction to solid food. 
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Figure 17. Percentage of Atlantic Region First Nations Babies On-Reserve Introduced to Solid Foods by Age (2008-2011)
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4.4 Immunizations 

“Immunization has saved the lives of more babies 
and children than any other medical intervention 
in the last 50 years”.25 Immunizations carried out 
as recommended in provincial schedules provide 
protection against 13 vaccine-preventable diseases. 

The immunization coverage rate is the number of 
individuals in the community who were immunized 
over the number of individuals who should have been 
immunized. All 33 Atlantic First Nations communities 
are required to report immunization coverage, and 
although the number of communities reporting varies, 
there was an increase from 2008 to 2011 (Table 6).

Table 6. Number of First Nations On-Reserve Communities Reporting Immunization Coverage Rates

Reporting Year Number of  Communities
Reporting

2008

2009

2010

21

26

26

2011 30
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83.082.583.1

20092008 2010 2011

85.1

78.676.175.0

64.1 66.565.3

76.1

82.8
75.974.5

78.177.1

six-year-olds from 2008 (82.8%) to 2010 (65.3%).
In 2011, the rate increased slightly to 66.5%. 

The overall coverage rate (one, two, and six years 
combined) was fluctuated between 75% and 
78% from 2008 to 2011. In 2011, the rate was 
approximately 76%.

The immunization coverage rate was the highest 
at one year; and declined at two years and again 
at six years (Figure 18). The coverage rate was 
approximately 83% among one-year-olds from 2009 
to 2011. There was a steady increase in the coverage 
rate among two-year-olds from 2008 (64.1%) to 
2011 (78.6%). Conversely, there was a steady 
decline in the immunization coverage rate among 

Figure 18. Immunization Coverage Rates for Atlantic Region First Nations On-Reserve by Age and Year (2008-2011)

Communities should be encouraged to have
children immunized and to improve community 
reporting of immunization.
 

Coverage rates may not be as low as they are 
reported here as children who are immunized 
off-reserve are not well represented in these data. 
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The percentage of Canadian First Nations on-reserve who 
reported being physically inactive increased with age.2

Approximately 46% of people 18 years and older 
reported being inactive versus 28.1% of 12 to 17 year 
olds and 17.6% of children 11 years old and younger.



5.1 Physical Activity
The benefits of regular physical activity are well 
known to most of the population. Being physically 
active contributes to the mental, physical, and 
emotional wellbeing of the individual, and therefore 
society as a whole.26-28 Improvements in
self-esteem, body image, academic performance 
in school, reduced substance abuse, improved 
parental relationships, and decreased levels of anger 
and stress in young people are also associated with 
physical activity.27  

Globally, physical inactivity is recognized as a major 
health concern29 and has been recognized as the 
main contributor to rising public health costs.30 

Over 50% of the Canadian population and nearly 
75% of Aboriginals living on-reserve across the 
country self-report as being physically inactive.31  
In 2012, only 7% of Canadian children and youth 
were meeting the new Canadian Physical Activity 
Guidelines of at least 60 minutes of moderate to 
vigorous physical activity per day.32

The percentage of Canadian First Nations
on-reserve who reported being physically inactive 
increased with age.2 Approximately 46% of people 
18 years and older reported being inactive versus 
28.1% of 12 to 17 year olds and 17.6% of children 
11 years old and younger.

Conversely, the percentage of Canadian First Nations 
on-reserve who reported being physically active 
decreased with age.2 Twenty-five percent (25%) of 
the population aged 18 years and older reported 
being physically active versus 49.3% of 12 to 17 year 
olds and 62.4% of children 11 years old and younger.

At FNIHB, most physical activity support comes 
though the Aboriginal Diabetes Initiative. A staff person 
is in place at FNIHB to help support First Nations 
communities across Atlantic Canada in providing 
effective physical activity and recreational opportunities 
for their community members. The primary project 
implemented by FNIHB is the Community Physical 
Activity Incentive Fund. This fund is a shared project 
between FNIHB-AR and the head office in Ottawa and 
it is our hope that these funds will provide a starting 
point for communities to secure additional funding 
opportunities from other potential sources.

In the Atlantic Region, communities are able to apply 
for funding up to $5,000 for sustainable physical 
activity projects in their community. Some examples 
of projects include trail development, training 
for volunteers and staff, equipment purchases, 
playground development and healthy schools policy 
support. As of the 2012-2013 fiscal year 69 projects 
have been funded and all eligible communities have 
received funding at least one time.

Section 5: Lifestyle and Coping
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6.1 Dental Services
Oral health (health of your teeth and mouth) has an 
effect on overall health. Poor oral health has been 
associated with risk of diabetes; heart disease; 
premature low birth weight babies; and behavioural 
and developmental problems in children.33 Early 
prevention oral health care practices will lead to 
better overall health through the lifespan. 

Oral health activities such as proactive disease 
prevention, oral health promotion, and dental 
treatment services are provided by FNIHB to First 
Nations communities by Dental Therapists and 
community Children’s Oral Health Initiative (COHI) 
aides through the Children’s Oral Health Initiative.

6.1.1 Children’s Oral Health Initiative
The Children’s Oral Health Initiative (COHI) is a 
community-based service that provides dental 
preventive services to on-reserve First Nations 
children from birth to seven years of age. Currently, 
COHI is available in 32 First Nations communities
in the Atlantic region.

The proportion of children from birth to seven years 
of age who received dental screening increased 
from the 2008-2009 (22.7%) school year to the 
2010-2011 (34.7%) school year (Table 7). The 
number of preventive services provided also 
increased for the same time periods. The increases 
are likely due to the increase in the number of 
communities providing COHI services (23 in
2008-2009 and 32 in 2010-2011).

Section 6: Health Care Services

Table 7. Proportion of First Nations On-Reserve Children Screened and Number of Services Provided by COHI (2008-2011)

Source: FNIHB Dental Database Service and Productivity Reports (2008-2011); Status Verification System population estimates (2009-2011)

2008-2009

2009-2010

2010-2011

School Year Proportion of Children Birth
to 7 Years Screened (%)

Number of Prevention
Services Provided

22.7

26.3

34.7

2668

2823

3533
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6.1.2 Dental Therapy Services
Currently, 10 dental therapists provide dental services 
to 17 First Nations communities. The proportion of 
Atlantic region First Nations on-reserve who received 
dental services increased from 2008-2009 to 2010-
2011 (Table 8).  In 2008-2009 and 2009-2010,

a greater proportion of children aged seven years 
and younger received diagnostic services than other 
dental services. In 2010-2011, a greater percentage 
received prevention services. For First Nations 
children eight years of age and older, approximately 
24% received prevention dental services (Table 8).

Table 8. Percentage of Atlantic Region First Nations On-Reserve Band Members who Received Dental
Services Provided by Dental Therapists (2008-2011)

In the 12 months prior to the 2008-2010 RHS2, 
56.5% of Canadian First Nations 18 years and older 
reported receiving dental care. Approximately 76% of 
Canadian First Nations youth, 12 to 17 years of age, 
received dental care with check-ups and cleanings 

the most commonly reported treatments. Sixty-nine 
percent (69%) of parents and caregivers of children 
aged 0 to 11 years, reported their children received 
some dental care in the 12 months prior to the
2008-2010 RHS.2

Source: FNIHB Dental Database Service and Productivity Reports (2008-2011); Status Verification System population estimates (2009-2011)

Diagnostic 
Dental Exams

& X-Rays
17.7% 18.4% 22.0% 13.3% 14.7% 16.8%

Prevention
Scaling, Polishing, 

Sealants, Fluoride, Oral 
Hygiene Instruction

11.5% 18.3% 23.5% 21.7% 23.5% 24.1%

Restoration
Fillings

3.1% 5.0% 4.9% 3.3% 4.4% 4.2%

Surgical
Extractions

2.6% 3.3% 4.0% 1.5% 3.1% 3.4%

Dental
Services
Provided

7 Years of Age and Younger 8 Years of Age and Older

2008-2009 2009-2010 2010-2011 2008-2009 2009-2010 2010-2011
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Approximately 51%
of people accessing 
home and community 
care were over the
age of 55 years.

51%
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The proportion of Atlantic region First Nations 
on-reserve who accessed home and community 
care increased from year to year; 5.7% (2008-
2009), 6.0% (2009-2010), and 6.7% (2010-2011). 
Almost twice as many females as males used home 
and community care services in each fiscal year. 
Approximately 51% of people accessing home and 
community care were over the age of 55 years.
  
The greatest percentage of hours was provided 
for assisted living followed by personal care and 
respite services for each fiscal year (Figure 19). The 
least amount of hours was provided for professional 
therapies at less than 1% for each fiscal year (not 
included in Figure 18). The percentage of hours 
provided for assisted living increased from 2008-2009 
(62.6%) to 2010-2011 (69.7%) while the hours provided 
for other service types decreased in each fiscal year.

6.2 Home and Community Care 
The Home and Community Care (HCC) program is
a mandatory program provided to all 33 Atlantic First 
Nations communities.

The HCC objectives include building capacity in 
First Nations communities to develop and deliver 
effective home care services; assisting First Nations 
with chronic and acute illnesses to maintain 
optimum health, well-being and independence in 
their homes and communities; develop assessment 
processes that determine client service needs; and 
monitor care and services and develop measurable 
objectives and indicators. 

Figure 19. Percentage of HCC Hours by Service Type (2008-2011)
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In 2008-2009 and 2010-2011, diabetes was most 
often reported as the primary reason for home care 
services; it was second after skin and subcutaneous 
conditions in 2009-2010 (Table 9).  

While the category “Other” is included in the top six 
primary reasons, there are no details available as to 
what this category includes.

Table 9. The Top Six Primary Reasons for Home Care Services (2008-2011)

* There are no details about what this category includes
Source: eSDRT - Atlantic Region (2008-2011)

Diabetes 308 276 301

Skin and Subcutaneous Condition 228 304 286

Musculoskeletal Condition 178 241 287

Other* 176 188 300

Cardiovascular Disease/Heart Circulatory 164 168 185

Frail Elderly 154 117 78

Number of Visits

2008-2009Primary Reason for Home Care Services 2009-2010 2010-2011
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6.3 Environmental Health Inspections 
Environmental health services are provided by 
Environmental Health Officers (EHOs) under the 

Environmental Public Health Program. Inspections 
of facilities are carried out annually, biannually, or by 
request. Housing facilities were the most frequently 
inspected in all three fiscal years (Table 10).

Table 10. Number of Inspections by Facility Type and Year (2008-2011)

*This facility type was added after 2008-2009
Source: Environmental Health Information System (EHIS) reports (2008-2011) 

Housing 256 219 178

Community Wastewater Systems N/R* 5 0

On-site Sewage Systems 7 20 10

Community Care Facilities 33 43 33

Solid Waste Disposal Sites 1 4 3

Health Facilities

Playground

Pool

General Facilities

Food Facility

TOTAL

4 7 9

1 8 0

3 5 5

11 10 8

44 35 73

360 356 319

Number of Inspections

2008-2009Facility Type 2009-2010 2010-2011
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Currently there are six NNADAP treatment centres 
in the Atlantic region; one of which is a youth 
treatment centre. Clients who need direct treatment 
interventions are taught about the effects of alcohol 
and alcoholism, self-awareness, life skills, and how 
to access support systems. 

The number of individuals by age and sex referred to 
a NNADAP or youth solvent abuse treatment centre 
is reported through CBRT. The total number of band 
members referred for treatment services decreased 
from 2008-2009 to 2010-2011 (Table 11). 

The 2008-2010 RHS2 reported that approximately 
6% of Canadian First Nations youth, 12 to 17 years 
old, indicated they had sought treatment for alcohol 
abuse or addiction at some point in their lives.

6.4 National Native Alcohol and
Drug Abuse Program
The National Native Alcohol and Drug Abuse Program 
(NNADAP) encourages and supports First Nations 
and Inuit people to overcome alcohol and drug abuse 
through both prevention and treatment services. 

Prevention services address community programs 
(e.g., education, life skills workshops, self-help 
groups) and direct client services (e.g., crisis 
intervention, counselling, support and follow-up, 
referrals to treatment centres).
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Table 11. Number of First Nations On-Reserve Band Members Referred to Treatment Centres by Age and Sex (2008-2011) 

The number of applications received by the treatment 
centres decreased from 2008 to 2011 (Table 12). The 
number of individuals admitted to in-patient programs 
increased while the number of admissions to out-
patient programs decreased for the same time period. 
The percentage of clients who completed treatment 
decreased in 2009-2010 to 66.3% and increased to 
76.5% in 2010-2011.

In 2008-2009, four NNADAP treatment centres 
submitted annual reports; one centre was a non-
residential centre and the youth centre did not report. 
In 2009-2010 and 2010-2011, all six treatment 
centres submitted reports although there was some 
inconsistency in the information that was submitted. 
For example, two centres did include the ages of 
the individuals who applied or were admitted to their 
programs. Therefore, the numbers of clients will not 
be reported here by age or sex. 
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Source: Community Based Reporting Template Atlantic regional reports (2008-2011) 
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Table 12. Number of Atlantic Region Treatment Centre Clients (2008-2011)

Four treatment centres reported information 
regarding the types of substances clients indicated 
they abused. For all three fiscal years, alcohol was 
the most common primary substance abused 
with prescription drugs (e.g., codeine, oxycodone, 
Valium®, and Dilaudid®) the second most common. 
In 2008-2009, approximately 79% of treatment 
centre applicants indicated that they primarily 
abused alcohol (Figure 20).

This dropped to approximately 74% in 2009-
2010 and 73% in 2010-2011. The proportion of 
applicants primarily abusing prescription drugs and 
hallucinogens (e.g., LSD) increased over the three 
fiscal years while the reported use of narcotics (e.g., 
opium, cocaine, and morphine) decreased.

Source: NNADAP Treatment Centres annual reports (2008-2011)

73.4
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76.5
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63

31

20
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Number
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In-patient
Programs
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Number of
Applications
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2010-2011

Fiscal
Year
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19.421.3

30.6

73.8
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23.6
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31.8

73.2

Figure 20. Primary Substances Abused Among Atlantic Region Treatment Centre Applicants by Substance (2008-2011)

Approximately 35% of Canadian First Nations 
on-reserve, 18 years and older, reported they did 
not drink alcohol in the 12 months prior to the 
2008-2010 RHS.2 Almost two-thirds of those who 
reported drinking alcohol in the 12 months prior to 
the 2008-2010 RHS2 engaged in heavy drinking

(i.e., 5 or more drinks in one sitting at least once a 
month for the past 12 months). More than 10% of 
Canadian First Nations on-reserve reported using 
cannabis almost daily or daily and 7.8% reported 
using cocaine/crack.2
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7.1 Water Quality
Environmental health officers and community 
based water monitors regularly test water quality 
by chemical or bacteriological analysis of water 
samples. The number of water samples tested, both 
chemical and bacterial, increased across the three 
fiscal years (Table 13). Regarding chemical samples, 
the proportion found to be unsatisfactory increased 
to a high of 20% in 2009-2010. In 2010-2011, the 

proportion decreased to 13.2%. There was little 
difference in the proportion of bacterial samples 
found to be unsatisfactory from 2008-2011. The 
rate was approximately 1% for each fiscal year. An 
unsatisfactory sample means that the results did not 
fall within acceptable limits based on the Canadian 
Drinking Water Quality Guidelines.34

Section 7: Physical Environment

Table 13. The Number of Water Samples Tested and Percentage of Unsatisfactory Samples by Type (2008-2011)
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Source: Atlantic region WaterTrax reports (2008-2011)

1.4

0.8

1.1

Unsatisfactory
(%)

8442

8645

8661

Number of
Samples

14.6

20.0

13.2

Unsatisfactory
(%)

240

360

363

Number of
Samples

Chemical Bacterial

2008-2009

2009-2010

2010-2011

Fiscal
Year



Another indicator of water quality is a Boil Water 
Advisory (BWA) or Do Not Consume (DNC) advisory. 
These are recommended by an Environmental 
Health Officer (EHO) for the following reasons:  

Table 14. Number of Boil Water and Do Not Consume Advisories Set and Lifted in Atlantic Region
First Nations Communities
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Source: Atlantic region WaterTrax reports (2008-2011)
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• Significant deterioration in source water quality
• Equipment malfunction during treatment
   or distribution
• Inadequate disinfection or disinfectant residuals
• Unacceptable microbiological quality
• Unacceptable particle counts
• Operation of the system would compromise
   public health

There were more advisories set and lifted in
2008-2009 than in subsequent years; the fewest 
occurred in 2009-2010 (Table 14).



The percentage of inspected houses with
no mold increased from 43.6% in 2008-2009 
to 58.7% in 2010-2011 (Figure 21).

The percentage of houses where
extensive amounts of mold were detected 
decreased from 6.6% in 2008-2009 to
2.5% in 2010-2011.
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7.2 Housing

7.2.1 Mold
Breathing in large amounts of the spores
released by mold, is associated with a number
of health risks including:
 
• Eye, nose, and throat irritation
• Coughing and phlegm build-up
• Wheezing and shortness of breath
• Symptoms of asthma
• Allergic reactions 35

The extent of mold present is categorized as:

• Small: one to three patches of mold each less than
  1 square metre (10 square feet)
• Moderate: more than three patches each smaller than
  1 square metre (10 square feet) or one or more isolated
  patches each larger than 1 square metre (10 square feet)
  but smaller than 3 square metre squared (32 square feet)

• Extensive: one or more patches at least one of
  which is greater than 3 square metres (32 square feet)

Housing inspections are completed by EHOs upon 
request. The number of houses inspected for mold 
decreased from 2008-2009 to 2010-2011 (243, 188, 
and 121, respectively).

The percentage of inspected houses with no mold 
increased from 43.6% in 2008-2009 to 58.7% in 
2010-2011 (Figure 21). The percentages of houses 
where small/moderate amounts of mold were 
detected dropped by 20% from 2008-2009 (49.8%) 
to 2009-2010 (29.8%); the rate increased to 33.9% 
in 2010-2011. The percentage of houses where 
extensive amounts of mold were detected decreased 
from 6.6% in 2008-2009 to 2.5% in 2010-2011.

Figure 21. Percentage of Inspected Houses With Evidence of Mold (2008-2011)
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The high school graduation rate was higher among 
Atlantic region First Nations students living on-reserve 
than among their First Nations on-reserve peers in 
other regions and in Canada overall (Figure 22).

The graduation rate for Atlantic region First Nations on-
reserve was approximately twice the rate reported for 
the overall Canadian First Nations on-reserve students.  



8.1 Education Levels
The impact of education as a key determinant of health 
is well documented.2,36 Better educated individuals 
are more likely to have the knowledge and financial 
resources to access health care and make informed 
decisions about their health.36 For example, Canadians 
who did not complete high school are almost twice as 
likely to report fair or poor health.36 First Nations adults 
who graduated high school reported experiencing less 
psychological distress, compared to those who did 
not graduate high school.2

The high school graduation rate was higher among 
Atlantic region First Nations students living on-
reserve than among their peers in other regions 
and in Canada overall (Figure 22). The graduation 
rate of Atlantic region First Nations on-reserve was 
approximately twice the rate for the overall Canadian 
First Nations on-reserve students.

Graduation rates in the Atlantic region decreased 
from 73% in 2008-2009 to 67.6% in 2010-2011. 
The graduation rate among the general Canadian 
population increased from 74.5% in 2008-2009 to 
78.3% in 2009-2010.37

The average age at graduation in each fiscal year 
was 19. The school drop-out rate (students who 
withdrew) decreased among Atlantic region First 
Nations students from 11.2% in 2008-2009 to 
6.8% in 2010-2011.38

Section 8: Lifelong Education
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Furthermore, 87.7% of First Nations youth on-
reserve aged 12 to 17 years reported they were 
currently attending school at the time of the survey.2
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Figure 22. First Nations On-Reserve High School Graduation Rate by Region (2008-2011)

The 2008-2010 RHS2 reported that among First 
Nations on-reserve people aged 18 years and older:

• 39.9% had less than a high school education. 
• 9.8% had a high school education. 
• 22.5% had some college or university.
• 18.8% had a college diploma or certificate.
• 3.6% had a university degree.
• 1.3% had a graduate or professional degree.
• 4.1% had an “other” level of education such
   as upgrading or specific training.
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Atlantic Chiefs and First Nations communities 
identified mental health and addictions as priority 
health issues. Currently, there is no access to mental 
health data or any formalized means to collect 
mental health or addiction data in Atlantic region 
First Nations communities. 

In the absence of addictions data, Health
Canada’s NIHB pharmacy claims database was 
used to identify First Nations (on- and off-reserve) 
who had claims for medications that have the 
potential for abuse or misuse: benzodiazepines and 
opioids. Information regarding the percentage of 
claims for methadone, an opioid that has been used 
to help treat opioid dependence, was also available 
from the NIHB database.

 

9.1 Benzodiazepine, Opioid, and 
Methadone Claims
Benzodiazepines can be useful for short term 
treatment of anxiety, short term treatment of 
insomnia, and as add-on maintenance therapy 
for managing seizure disorders.39 Some 
benzodiazepines used for short term treatment 
of anxiety are: alprazolam (Xanax®), diazepam 
(Valium®), lorazepam (Ativan®), oxazepam 
(Serax®), and bromazepam (Lectopam®).39 

Opioid analgesics can be important therapeutic 
options for treating pain.40 Some opioids used to 
treat certain forms of moderate to severe pain are: 
Percocet®/Endocet®, oxycodone, and Dilaudid® 
(hydromorphone). Tylenol 1, 2 and 3 are used 
to treat certain forms of mild to moderate pain. 
While there is a clinical role for benzodiazepines 
and opioids in certain health conditions, there 
is a potential for abuse and misuse of these 
medications, with the resulting risk of addiction.
  

Section 9: Mental and Emotional Health
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Misuse/abuse of benzodiazepines and or opioids 
occurs when these drugs are regularly taken to alter 
the mood, emotion or state of
consciousness and not for their intended 
medical purposes.41,42 Addiction can result from 
benzodiazepine and /or opioid abuse/misuse and is 
characterized by the presence of the 4 Cs: craving, 
loss of control over use, compulsion to use and use 
despite consequences.43

Health Canada’s Non-Insured Health Benefits (NIHB) 
pharmacy claims database was used to identify First 
Nations registered to Atlantic region bands who had 
benzodiazepine and opioid claims in the Atlantic 
region for the calendar years 2007 to 2011. 

It should be noted that this section does not 
report on “abuse” or “misuse of” or “addiction to” 
benzodiazepine or opioid medications. It only reports 
on the proportion of people who filled at least one 
claim. There is no way to determine: (1) the reason 
for prescribing the medications, (2) if the medications 
were used as prescribed, or (3) if the medications 
were used by the person they were prescribed to. 
 

The proportion of Atlantic region band members 
who had a benzodiazepine, opioid, or methadone 
claim in a specified year was calculated as:

Prevalence  = 	 number of Atlantic region band 
		  members who had at least one 
		  claim for a medication of interest in
		  a specified calendar year 
		
		  Total band population in the
		  specified calendar year
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9.1.1 Benzodiazepine Medication Claims
The prevalence of benzodiazepine claims among First 
Nations band members aged 15 years and older who 
had at least one benzodiazepine claim was relatively 
stable across the five years for New Brunswick, Nova 
Scotia, and Prince Edward Island (Figure 23). 

The prevalence of claims was the lowest among 
Newfoundland and Labrador band members and 
highest among Nova Scotia and New Brunswick band 
members. The prevalence was higher among females 
than among males for all four provinces and for each 
year, ranging from 2% to 4% in the difference.

It should be noted that while the number of band 
members in Newfoundland and Labrador who had 
at least one benzodiazepine claim increased in 
2011, the prevalence decreased. The same trend 
was noted for the Atlantic region overall. This is due 
to the increase in population eligible to access the 
NIHB program with the establishment in 2011 of the 
Qalipu Mi’kmaq First Nation Band. 

This finding is consistent with previous research that 
shows benzodiazepine use is typically higher among 
females than males.44,45 The reasons given for higher 
benzodiazepine use in females include more anxiety 
in females, physicians more likely to prescribe 
benzodiazepines to females, and a preference for 
benzodiazepine use over alcohol among females.44,45

 

Figure 23. Prevalence of Benzodiazepine Claims Among Atlantic Region Band Members Aged 15 Years
and Older by Province (2007-2011)
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In 2011, for Atlantic region band members, the 
prevalence of benzodiazepine claims was highest 
among band members aged 65 years and older 
while the prevalence of opioid claims was highest 
among band members aged 50 to 64 years.
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In 2011, the prevalence of benzodiazepine claims 
was highest among band members aged 50 to 64 
years in New Brunswick, Nova Scotia, and Prince 
Edward Island (Figure 24).

In Newfoundland and Labrador and in the Atlantic 
region overall, the prevalence was highest among 
band members aged 65 years and older.

The prevalence of claims among those aged 65 
years and older in the four provinces ranged from 
approximately 8% to 18%. 

The prevalence of benzodiazepine claims was 
higher among females than among males across all 
age groups for all provinces. The differences ranged 
between approximately 1% and 4%.

Benzodiazepines should be prescribed cautiously 
in those aged 65 years and older.45 This is because 
negative effects (increased fall risk, slow reaction 
time, confusion, sleepiness, forgetfulness) to 
these medications are more common among 
elderly patients and occur more frequently with 
advancing age. There is also a risk of abuse and 
dependence in this population; chronic pain, 
depression, and isolation are common problems 
among elderly persons and can predispose them to 
benzodiazepine use and dependence.45

Figure 24. Prevalence of Benzodiazepine Claims Among Atlantic Region Band Members by Province by Age (2011)
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9.1.2 Opioid Medication Claims
The prevalence of opioid claims was relatively stable 
in Newfoundland and Labrador and the Atlantic 
region overall from 2007 to 2010 (Figure 25). The 
prevalence decreased for both in 2011 due to the 
increase in population eligible to access the NIHB 
program with the establishment in 2011 of the 
Qalipu Mi’kmaq First Nation Band. 

From 2008 to 2011, the prevalence was highest 
among Prince Edward Island and New Brunswick 
band members and lowest among Newfoundland 
and Labrador band members across all years. For 
Nova Scotia band members, the prevalence of 
opioid claims was stable across all five years. The 
prevalence of opioid claims was higher among 
females than among males in the four provinces and 
in the Atlantic region overall across all five years.

Figure 25. Prevalence of Opioid Claims Among Atlantic Region Band Members Aged 15 Years and Older
by Province (2007-2011)
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In 2011, the prevalence of opioid claims was the 
highest among band members aged 50 to 64 years 
for all provinces and for the Atlantic region overall 
(Figure 26). The rates ranged from approximately 4% 
(Newfoundland and Labrador) to 20% (New Brunswick). 
 
It is noteworthy that the prevalence of opioid
claims among the youngest age group (15 – 29) 
was above 10% in both Prince Edward Island 
(15.6%) and New Brunswick (11.4%).

For band members 65 years and older, the 
prevalence of opioid claims was higher among 
males than among females for all provinces and for 
the Atlantic region overall. In Prince Edward Island, 
the prevalence among females was 2.3 times the 
prevalence among males for this age group.

Figure 26. Prevalence of Opioid Claims Among Atlantic Region Band Members by Province by Age (2011)
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9.1.3 Methadone Claims
Methadone is an opioid that is used to help treat 
dependence on other opioids such as heroin, 
codeine, and morphine46.  Methadone maintenance 
treatment prevents withdrawal and relieves the 
cravings that can drive an addicted individual to 
seek their next dose of opioids. Methadone
does not, however, cause the euphoria that is
typical of other opioids.

When methadone is prescribed by a physician,
and taken in an appropriately controlled and 
supported environment, the opportunity becomes 
available for the individual to learn to avoid the
drug-seeking lifestyle. 

Methadone is medically safe, and is one of the
most effective treatments currently available for 
opioid addiction.46

There was a higher prevalence of  methadone 
claims for opioid dependence among New 
Brunswick band members (2.1 - 4.3%) than in 
the other Atlantic provinces every year since 
2007 (Table 15). It is unclear whether this higher 
prevalence of methadone claims is a reflection of 
a higher underlying rate of opioid dependence in 
New Brunswick than in the other Atlantic provinces, 
or easier access to methadone treatment in New 
Brunswick than in the other provinces.
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Table 15. Prevalence of Methadone Claims Among Atlantic Region Band Members Aged 15 Years
and Older by Province (2007-2011)

* Number of claims is too small to report
Source: Non-Insured Health Benefits Pharmacy Claims Database (2011); AANDC Indian Registry System (2011)
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From 2008 to 2011, there was a steady increase in both 
the number of Indian Residential School (IRS) students 
and their families who accessed counselling services and 
the number of counselling sessions provided.

The increases were likely a result of increased awareness 
among IRS students and their family members about the 
availability of these services and sessions. 



10.1 Indian Residential Schools

10.1.1	Indian Residential Schools 
Resolution Health Support Program

The Indian Residential School (IRS) Resolution 
Health Support Program provides emotional health 
and wellness support to former IRS students 
and their families, regardless of status and place 
of residence, who are eligible for the Common 
Experience Payment; and Independent Assessment 

Process; as well as those who are resolving 
claims through the Alternative Dispute Resolution, 
court processes, or participating at Truth and 
Reconciliation Commission events.

There was a steady increase in both the number of 
individuals who accessed counselling services and 
the number of counselling sessions from 2008 to 
2011 (Table 16). The increases were likely a result 
of increased awareness among IRS students and 
their family members about the availability of these 
services and sessions.
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Table 16. The Number of Indian Residential School Students and Family Members who Accessed Counselling 
Services and Number of Sessions 

Source: IRS Atlantic internal report
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2010-2011

Fiscal Year
Number of Individuals 

Accessing
Counselling Services

Number of
Counselling Sessions

26

47

72

477

1084

1893

64

S
ec

tio
n:

 1
0



10.1.2	Truth and Reconciliation 
Commission Atlantic National Event
The Truth & Reconciliation Commission of Canada 
(TRC) held a four day Atlantic National Event in 
Halifax, Nova Scotia from October 26th – October 
29th 2011. Approximately 450 Atlantic region 
survivors, family members, and support persons 
attended the event. Furthermore, it is estimated that 
the Atlantic National Event attracted as many as 
2,000 visitors a day.

Residential School Survivors were able to share 
their truth and experiences through Private 
Statement Gatherings, during the Sharing Circles 
with Survivor Committee, and in the Commissioners 
Sharing Panel. The resilience of Survivors was 
also celebrated at the Dialogue on Resilience. The 
Expressions of Reconciliation event gave individuals, 
organizations, and representatives of the parties 
to the Resident Schools Settlement Agreement an 
opportunity to make statements, presentations, or 
apologies directly to Survivors. It was through these 
forums that the TRC received 154 statements. 

There were 20 expressions of reconciliation from 
individuals, organizations, governments, and 
churches. On the second day of the event, the 
University of Manitoba apologized before the 
Commission for failing to acknowledge and challenge 
the Indian Residential School system and policies. 

A Health Support Team was available on site every 
day with overnight coverage provided by a team 
consisting of a Critical Incident Lead and a Health 
Canada lead. The health support team was made

up of Cultural Support Providers (i.e., Elders and 
Traditional Healers) and people from addictions 
programs, mental wellness teams, First Nations 
Health Centres, and the Nunatsiavut Government. 
The health supports were well utilized and dealt with a 
wide range of issues including high levels of anxiety.

Some highlights from the Atlantic National Event include:

• The arrival at the Opening Ceremony of a
   Residential School Survivor who walked more than
   2,200 kilometres from Ontario.
• An honouring ceremony for Nora Bernard, a Mi`kmaq
  activist and Survivor who sought compensation for
  Survivors of the residential school system.
• Induction of five Honorary Witnesses and three
  Youth Witnesses who all accepted responsibility
  for sharing what they learned with others.   
• More than 50 ceremonies, truth sharing,
  educational activities, cultural performances and
  reconciliation activities took place.  
• More than 900 viewers observed 13 different films
  & documentaries.  
• 10,000 viewers from 13 countries and 4
   continents - watched the web casts.   
• 150,000 Facebook post views in October 2011
   with 48,350 post views during the four day event.
• 941 Twitter followers (an increase of 200 followers
   since the Northern Event).
• Up to 800 people were fed breakfasts and
   dinners each day.

Through this historic event, the TRC reached a large 
number of Canadians as part of its mandate to learn 
the truth about what happened in the residential 
schools and to share this truth with all Canadians.47
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Aboriginal Identity
Refers to anyone who identified with at least one 
Aboriginal group including:
 
• North American Indian
• Métis
• Inuit
• Individuals who reported being a Treaty Indian
   or a Registered Indian (as defined by the Indian
   Act of Canada)
• Individuals who reported they were members of
   an Indian band or First Nation on the Statistics
   Canada 2006 Census

Acute Illness
An illness that starts quickly and can either progress 
rapidly or end quickly. Acute illnesses are of a short 
term or duration.

Benzodiazepines
A class of drugs that have a calming effect and
are mainly used to relieve anxiety and help people 
sleep. Examples include lorazepam (Ativan) and 
diazepam (Valium).

Chronic Illness or Condition
An illness or medical condition that is long-lasting 
or recurrent. Asthma, cancer, and diabetes are 
examples of chronic illnesses.

Gestational Diabetes
Refers to high blood sugar with onset or first 
recognition during pregnancy.

Incidence
The number of new cases of disease or events in a 
defined population, within a specified period of time.
		
Musculoskeletal 
Relating to the body’s bones, muscles, joints, 
tendons, ligaments, and nerves.

Opioids
A class of drugs that relieve pain. Examples include 
morphine and oxycodone.

Population Growth Rate
Increase in the number of people in a population 
over time.

Prevalence
The total number of cases of a disease, condition, or 
event in a given population, at a specified time.

Rate
The proportion of a population affected with a 
disease or condition or by an event over a specified 
period of time.

Subcutaneous 
Refers to beneath or under the layers of the skin.

Surveillance
Relating to health, surveillance is the systematic 
collection, analysis, and interpretation of health-
related information. 
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Evaluation
Please return the evaluation to Glenda Rosborough by fax (902-426-8675) or by mail to Suite 1515, 
Maritime Centre, 1505 Barrington Street, Halifax, NS, B3J-3Y6

Please circle the best answer for questions 1 - 3. Any additional feedback is appreciated.

1.	 Readability: Overall I would rate the readability of this report as
	      Poor                              Fair                              Average                              Very Good                              Excellent
	 Comments and / or suggestions for future:

2.	 Organization: Overall I would rate the organization of this report as
	      Poor                              Fair                              Average                              Very Good                              Excellent
	 Comments and / or suggestions for future:

3.	 Content: Overall I would rate the data presented in this report as
	      Poor                              Fair                              Average                              Very Good                              Excellent
	 Comments and / or suggestions for future:

Please check all that apply for question 4:

4.	 I would use the information in this report for the following:
	      Annual reports                     CBRT                     Community Health Planning                     Program Planning

5.	 What would make the report more useful?

6.	 How can FNIHB best work with communities to improve health information analysis and management?

7.	 Other comments:
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