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ACTION PLAN
March 29, 2007

Canada Prenatal Nutrition Program-First Nations and Inuit Component (CPNP-FNIC)

Evaluation Recommendation:

#1. Consider streamlining the administrative funding processes related to CPNP-FNIC while maintaining accountability – Data from key informants

clearly indicates the need for making the funding process simpler and more efficient. A more efficient approach may help to minimize or eliminate the 'gap

in funding' and break in programming experienced by many projects at fiscal year end.  Multi-year funding is expected to reduce barriers to continuous

programming but is not expected to change financial accountability requirements. 

Planned Action: Time line  Lead

• First Nations and Inuit Health Branch is implementing multi-year funding arrangements. 

• CPNP - FNIC will continue to participate in branch led activities to facilitate transition to multi-year

funding arrangements. This will include keeping regional CPNP leads informed on status of current

projects and upcoming changes through scheduled teleconferences and in-person meetings. 

Expected to begin in 2008-09

with staggered implementation 

FNIHB -

BPMD

CPNP- FNIC

HQ 
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Evaluation Recommendation:

#2. Work Tow ard a New Data Collection System  – All Health Canada community-based programs are now operating under a new framework for evaluation.

Within the Children and Youth Results-Based Management and Accountability Framework (RM AF), CPNP-FNIC will work with Aboriginal Head Start

On-Reserve (AHSOR), Maternal Child Health (MCH), and the Fetal Alcohol Spectrum Disorder (FASD) Program to create a new performance

measurement (i.e., annual reporting on activities) and evaluation system (i.e., reporting on Process/Management, Results/Impact/Cost-effectiveness; and

Relevance/Needs/Client Satisfaction).  

Planned Action: Time line Lead

• As part of the cluster Children and Youth RMAF for the Community Programs Directorate, CPNP-FNIC

will participate fully in the development and implementation of data collection tools.

• CPNP-FNIC will continue to participate in the development of a cluster-level evaluation framework as

part of the Children and Youth Evaluation Working group.

Standardized Report

Template Pilot Testing:

2007-08; Full

Implementation in 2008-

09; Cluster Evaluation

2008-09 (Results/

Impacts/ Cost

Effectiveness)

2011 (Process

Management)

2014 (Relevance/ Needs/

Client Satisfaction)

FNIHB -

BPMD

CPNP-FNIC

HQ
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Evaluation Recommendation:

#3. Strengthen and expand the program 's "reach" into the target populations - The data suggests that CPNP-FNIC is reaching Inuit women with many

risk factors.   For First Nations women, the data suggests that while the program reaches those who are young and single, it is not as successful in

reaching First Nations women with low education levels, low income and/or those who smoke, use alcohol and/or drugs. Ways of reaching these

women need to be further explored.  

Planned Action: Time line  Lead

• CPNP-FNIC will continue to collaborate with other Children and Youth programs (specifically the MCH

program and FASD program) to expand the program’s “reach” to First Nations women with low education

levels, low income and/or those who smoke, use alcohol and/or drugs.  This includes meetings at a divisional

level (e.g. division managers meetings) as well as specific program level meetings at both HQ and regional

levels.

Discussions are

underway to host

meetings across

programs in 2007-

08.

CPNP-FNIC

HQ
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Evaluation Recommendation:

#4. Increase worker capacity - There is an ongoing need for knowledgeable, skilled workers within the communities. One way to ensure the knowledge

base of the workers may be to develop and provide standardized training based on skill and knowledge requirements.  

Planned Action: Time line  Lead

• CPNP-FNIC Regions regularly offer training for CPNP community based workers. Training sessions are

evaluated to ensure that they are effective.

• Complementary work is planned by CPNP-FNIC HQ to identify current gaps in training and to consult with

CPNP-FNIC regional leads to develop an action plan for addressing these gaps.

Ongoing 

September 2008

CPNP-FNIC

regions

CPNP-FNIC

HQ
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Evaluation Recommendation:

#5. Increase access to professional expertise - The analysis drew attention to the lack of professional nutrition support and expertise at the

project/community level.  Efforts need to focus on providing such expertise consistently at the project level. 

Planned Action:  Time line  Lead

• CPNP-FNIC will collaborate with other programs within the Community Programs Directorate (e.g.

Aboriginal Diabetes Initiative) to explore opportunities to increase access to professional nutrition support at

the regional/community level.  

Two meetings

scheduled to date

between CPNP and

Nutrition are: Sept.

25-27, 2007 and

Feb.5-7, 2008

  

CPNP-FNIC

HQ
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Evaluation Recommendation:

#6. Increase regional and community capacity - Numerous sources identified the need for staff dedicated to CPNP-FNIC in regions and communities. At

the community level, in particular, dedicated staff may help to minimize some of the issues (administrative and programming) associated with high

worker turnover. Funding full-time positions would also help to minimize worker turnover within the communities. 

At the regional level, having staff dedicated to the management of CPNP-FNIC would free up regional nutritionists to provide more nutrition support to

CPNP and other programs.

Planned Action: Time line  Lead

• CPNP-FNIC will continue to maintain strong relationships with other Children and Youth programs to explore

ways to optimise the effective use of human resources dedicated to children and youth programs at the

community level.

• The move to multi-year funding arrangements may increase the ability of communities to more effectively use

their human resources throughout the year resulting in reduced staff turnover.  

Mulit-year funding

arrangements are

expected to begin

in 2008-09 with

staggered

implementation. 

FNIHB -

Children and

Youth Division
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Executive Summary 
 
The Canada Prenatal Nutrition Program (CPNP) has been in place since 1994. The program helps 
communities improve birth outcomes by improving the nutrition and health of low-income, high-
risk pregnant women.  
 
Health Canada’s First Nations and Inuit Health Branch (FNHIB) funds one stream of CPNP—
projects for First Nations women living on-reserve and within the territories as well as for 
women in most Inuit/Inuvialuit communities. Its goal is to improve maternal and infant 
nutritional health by providing a greater depth of service to women earlier in their pregnancy and 
for a longer duration postpartum with a particular focus on those at high risk. The Canada 
Prenatal Nutrition Program - First Nations and Inuit Component (or CPNP-FNIC as the program 
is referred to throughout this report) directly targets pregnant women and new mothers of infants 
up to 12 months of age in First Nations and Inuit communities. While CPNP-FNIC operates 
within the population health approach, it has a clear focus on nutrition. Its services are delivered 
through community-based projects which follow program objectives and a set of guiding 
principles. 
 
Since its inception, a number of evaluations, reviews and other studies have been conducted to 
assess and consider the extent to which the activities funded through CPNP-FNIC have supported 
the program’s objectives. They provide a rich array of data on the implementation and reach of 
the program.  Less data is available for discussing impacts, but what data is available, and of 
sufficient quality, is presented.  Due to problems with the data set, many of the findings are not 
generalizable to the entire program and are not a definitive indication of the effectiveness of the 
program.  This report (Evaluation Report 2006) provides a summary and analysis of the results 
of the earlier evaluations and reviews. 
 
In addition to providing data on specific aspects of CPNP-FNIC, analysis points to a number of 
strengths of the program as well as areas for improvement and barriers.  
 

 According to key informants, many women exposed to CPNP-FNIC services are gaining 
access to nutrition and related services earlier in their pregnancy than they would 
otherwise achieve. Close to two in three participants enter the program within their first 
or second trimester. 

 
 CPNP-FNIC is reaching women at risk. Close to nine in ten participants have at least one 

risk factor. Inuit women have high rates of participation—at the same time, those First 
Nations women who are facing the greatest number of challenges (including those with 
low income, low education levels and/or with substance abuse) could be more engaged in 
the program.  

 
 A majority of projects offer postnatal services to 12 months postpartum. 
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 Access to nutrition is improved through CPNP-FNIC, but could be made stronger by 
increasing access to nutrition expertise and capacity at the project level. 

 
 Virtually every CPNP-FNIC project offers breastfeeding education and support to 

participants.  An outcome evaluation completed in Saskatchewan and data from Inuit 
participants suggest that participation in the program is associated with an increase in 
breastfeeding initiation rates. 

 
 While the data is not statistically significant, the Saskatchewan outcome evaluation also 

found an association between participation in CPNP and healthy birthweights.   
 
 As a result of their participation in CPNP-FNIC participants learn practical skills related 

to choosing healthy food, budgeting and food preparation (for themselves and their 
babies). They also learn about FASD and its prevention, as well as the importance of 
breastfeeding and appropriate infant feeding. 

 
 A high proportion of CPNP-FNIC participants introduce solid food into their babies’ diets 

at an appropriate age.  
 
Looking to the future, this report puts forward a number of recommendations for consideration in 
future development of the program, including those relating to streamlining funding, expanding 
the program’s reach, increasing access to professional expertise and increasing both regional and 
community capacity. 



 

Introduction 
 
This brief introduction sets out the purpose of this summary and analysis of evaluations 

and reviews of the Canada Prenatal Nutrition Program—First Nations and Inuit 

Component (CPNP-FNIC), as well as an overview of what the report includes.  

 
Purpose  
 
Over the first 10 years of the Canada Prenatal Nutrition Program—First Nations and Inuit 
Component (CPNP-FNIC), a number of evaluations, reviews and other studies have been 
conducted to assess and consider the extent to which the activities funded through  
CPNP have supported the program’s objectives. This report provides a summary and 
analysis of these evaluations and reviews; it draws together results (quantitative and 
qualitative) of diverse assessments, each of which had its own goal and purpose when it 
was conducted.  
 
About this Report 
 
As CPNP-FNIC enters into a new decade, it is useful to consider a summary and analysis 
of previous evaluation work to see where the program has been successful and where 
improvements can be made. This report presents a summary of evaluation results, lessons 
learned and recommendations for the future direction of CPNP-FNIC. It has been 
prepared with several key audiences in mind, particular for program managers who can 
consider the findings and recommendations for program improvement and promotion. 
The report also provides Health Canada and the Treasury Board Secretariat with factual 
summaries of the activities and progress of CPNP-FNIC.  
 
The report is organized into three broad sections: 
 

I Background—This section includes an overview of CPNP-FNIC, its goals and 
objectives, target audiences, funding, and nature and scope of its services and 
activities, as well as an overview of the evaluations, reviews and other documents 
upon which this report is based. The overview includes limitations of the data 
used.  

 
II Findings and Results—CPNP-FNIC—This section presents the results of an 

analysis and summary of the evaluations and reviews on CPNP-FNIC conducted 
and prepared over the first decade of the program. It is organized to address key 
elements of the evaluation framework established for the program, including 
program design, implementation and outcomes (with emphasis on the program’s 
impact on infant birth weight, as well as on maternal nutritional health and 
breastfeeding).  

 
III Looking Ahead—From Analysis to Recommendations—This closing 

section summarizes the findings and results of evaluations and reviews 
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considered, and puts forward a number of considerations, lessons learned and 
recommendations for the future direction of CPNP-FNIC.  

 
Readers should note that this report is not the result of an evaluation—rather, it draws on 
a number of evaluations, reviews, interviews and other documentation. It reflects findings 
from various jurisdictions, viewpoints and timeframes. On one hand, the varied data 
sources creates challenges in presenting data and findings consistently. On the other 
hand, the findings are strengthened by the rich diversity of sources from which they are 
derived.  
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I Background 
 
This section provides important background information—the context in which results 
and findings of several evaluations, reviews, interviews and other data sources need to be 
considered. Part A describes CPNP-FNIC, including an overview of its history, its goals 
and objectives, its funding—as well as the services and activities it provides on its own 
and in partnership with other programs and organizations. Part B outlines the process 
employed to collect data over the course of the first 10 years of CPNP-FNIC, as well as 
how the data have been considered, tested and used to evaluate and review the program.  
 
 
A. About CPNP-FNIC 
 
Goals and Objectives 
 
The Canada Prenatal Nutrition Program (CPNP) was initiated in 1994 to “help 
communities improve birth outcomes by improving the nutrition and health of low-
income, high-risk pregnant women.” CPNP is delivered in communities across the 
country through two agencies: 
 

 Health Canada’s First Nations and Inuit Health Branch (FNIHB)—funds 
projects for First Nations women living on-reserve and within the territories as 
well as for women in most Inuit/Inuvialuit communities.  

 The Public Health Agency of Canada (PHAC)—funds CPNP projects 
throughout Canada that provide support to women who face challenging 
circumstances that put their health and the health of their infants at risk.   

 
The overall goal of Canada Prenatal 
Nutrition Program—First Nations and 
Inuit Component (referred to as CPNP-
FNIC in this report) is to improve 
maternal and infant nutritional health by 
providing a greater depth of service to 
women earlier in their pregnancy and for a 
longer duration postpartum with a 
particular focus on those at high risk 
(Health Canada, Medical Services Branch, 
1995). In keeping with this goal, the 
program primarily targets pregnant women, new mothers and infants up to 12 months of 
age in First Nations and Inuit communities.  

CPNP-FNIC Target Audiences 
 
The primary target population is women 
at risk of having unhealthy babies due to 
poor health and malnutrition. First 
Nations and Inuit women of childbearing 
age (15–44 years old) are the secondary 
target population for preconception and 
related programming.  

 
While CPNP-FNIC operates within the population health approach, it has a clear focus on 
nutrition.  
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More specifically, the objectives of the program are to: 
 

 improve the adequacy of the diet of prenatal and breastfeeding First Nations and 
Inuit women 

 increase access to nutrition information, services and resources to eligible First 
Nations and Inuit women, particularly those at high risk 

 increase breastfeeding support, initiation and duration rates 
 increase knowledge and skill-building opportunities for those involved in the 

program 
 increase the number of infants fed age-appropriate foods in the first 12 months 

 
The program also operates under a set of guiding principles (Health Canada, FNIHB, 
2000). Project activities are to:  
 

 be culturally grounded  
 include training and capacity building 
 provide links to other services  
 include accountability and evaluation.  

 
Core Elements and Intervention Models 
 
Since 1999, the program’s focus has been on three “core elements” important for 
maternal and infant health and for which no other federal programs have a mandate:  
 

 Nutrition screening, education and counselling—for example, group and 
individual counselling, access to a registered dietitian, home visits, grocery store 
tours, baby-food making workshops, school presentations. 

 
 Maternal nourishment—for example, food or food vouchers, community 

cooking groups, healthy snacks served during activities. 
 

 Breastfeeding promotion, education and support—for example, group and 
individual education and counselling, access to a lactation consultant, group and 
individual breastfeeding support. 

 
Although the models of intervention vary across the CPNP-FNIC regions, the majority of 
projects are delivered by either health professionals (e.g., nurses, nutritionists/dietitians) 
or lay workers (including community health 
representatives) supported by health 
professionals.  

Nutritionists Play a Role in Many 
Projects  
Slightly more than one half of First 
Nations projects and one third of Inuit 
projects report the involvement of a 
nutritionist/dietitian.   

 
Most projects offer services year-round with a 
break over summer or during harvest and 
hunting season, etc. In some cases, projects are 
forced to break due to limited funding.  
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CPNP-FNIC Services and Activities 
 
The types of interventions offered vary and can be limited by the availability of project 
workers, the size of the community, the availability of equipment or a facility (e.g., 
kitchen) to hold group activities, and funding. Group activities such as prenatal classes, 
cooking groups and community kitchens are more common in larger communities. In 
some communities, one-on-one interventions are preferred (e.g., home visits that offer 
food coupons/vouchers and prenatal counselling).  
 
Seventy-five per cent of project funding must be devoted to addressing the core program 
elements (outlined earlier), while the remainder can be spent on supportive program 
elements that help participants access the program (e.g., transportation, child care, 
incentives) or support health determinants or healthy birth outcomes.  
 
The proportion of projects that offer services in each core program element is set out in 
Table 1. The table also outlines the delivery methods most commonly used, by element. 
It clearly indicates that most projects offer services in all three core elements of the 
program, as well as those characterized as supportive activities. A closer look at the 
delivery mechanism shows that some activities (such as one-on-one nutrition counselling, 
provision of food vouchers) are offered by the vast majority of programs.  
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Table 1: CPNP-FNIC Services Offered, Core and Supportive Elements 

Element % of 
Projects   

Most Frequently Used Delivery 
Mechanisms   

% of 
projects 

Food vouchers  80%  

Cooking classes or community kitchens  57% 

Vitamin/Mineral supplements 40%  

Core Element: 
Maternal 
nourishment 

99% 

Boxes, bags or hampers of food 42% 

One-on-one nutrition counselling/education 82% 

Group counselling  68% 

Core Element: 
Nutrition 
screening, 
counselling, 
education 

96% 

Baby-food making workshops  42% 

Supplies (breast pumps, pads)  73% 

Group support 36% 

Core Element: 
Breastfeeding 
support and 
promotion 

97% 

Peer support 27% 

Resources or educational materials 71% 

FASD education/awareness activities 70% 

Child care/safety 58% 

Supportive 
Elements  

97% 

Parent education  57% 
 
NOTE: percentages reflect an average of all projects that submitted data (N=337) 
Source: First Nations Annual Report, 2002–2003.  
 
While most project funding is targeted for the core elements, above, the remainder (25%) 
may be used to address other factors that influence maternal and infant health—such as 
parenting programs and exercise classes—but only when no other sources of funding are 
available.  
 
Linkages with Other Programs 
 
Projects are encouraged to partner or otherwise link with other programs. Partnerships are 
frequently forged with the Aboriginal Diabetes Initiative, the Fetal Alcohol Spectrum 
Disorder (FASD) Initiative, Aboriginal Head Start On-Reserve and Brighter Futures—at 
the national, regional/territorial and community levels. For example, CPNP-FNIC is often 
housed in an Aboriginal Head Start facility, and FASD resources are often distributed 
through CPNP-FNIC programs. Linkages also occur informally with health professionals 
as, in many communities, nurses or community health representatives deliver the CPNP-
FNIC program. Such linkages help to ensure that a wide range of services are provided—
while maximizing funding and other resources available in a community.  
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RMAF and program logic model  
The collaborative approach is entrenched in a Results-Based Management and 
Accountability Framework (RMAF) and its logic model (see Figure 1). The logic model 
brings together the inputs, outputs and outcomes of four programs within the Children 
and Youth Division of FNIHB that share common goals and target audiences: Canada 
Prenatal Nutrition Program (CPNP), Aboriginal Head Start On-Reserve, Fetal Alcohol 
Spectrum Disorder (FASD), and Maternal and Child Health. The RMAF is designed to 
facilitate departmental tracking, monitoring and reporting on progress in meeting the 
objectives of the Children and Youth programs and supports.   
 
Individual programs were developed at different times to meet specific needs; their terms 
and conditions differ accordingly. The cluster level of the RMAF is intended to provide a 
consistent approach for performance measurement of all the programs and services 
within the cluster—within the overall goal of contributing to sustainable health services 
and programs for First Nations and Inuit communities and improving their access to and 
control over their health system. 
 
The cluster-level RMAF is designed to simplify the process of performance measurement 
by capturing the common elements of programs and services—thereby enabling the 
reporting of high-level results and building (where possible) on alternative sources of 
information rather than community-based reporting. This, in turn, will demonstrate how 
the long-term vision of the Branch is being accomplished. It will also facilitate reporting 
on the broader objectives which Health Canada shares with other departments and will 
serve to meet the requirements for accountability for results for Canadians, as specified 
by Treasury Board and the Office of the Auditor General. 
 
For the purpose of this report, details specific to CPNP have been added to the logic 
model (Figure 1) in bold. For example, a CPNP-FNIC output is that projects deliver 
nutrition-related activities. An immediate outcome is an increased awareness of healthy 
behaviours such as healthy eating during pregnancy and breastfeeding as the best method 
of infant nutrition. An example of an intermediate outcome is increased practice of 
breastfeeding. And, since prenatal nutrition influences infant birth weights, a final 
outcome is improved health status as measured by infant birth weights.   
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Figure 1:  Children and Youth Logic Model—Selected FNIHB  
 (Health Canada) Programs  
 

Program 
Components 

 
 
 

Aboriginal Head Start On-Reserve (AHSOR) 
Fetal Alcohol Spectrum Disorder 
Canada Prenatal Nutrition Program-First Nations and Inuit Component (CPNP-FNIC) 
Maternal and Child Health (MCH) Services On-Reserve 

  ¶
 

 

Inputs  FTEs, O&M, Contribution Funds 

  ¶
 

    

Activities  Collaborate with First 
Nations and Inuit 
National, Provincial 
and Territorial 
authorities and 
organizations 

  -Deliver 
maternal and child 
health priorities 
program & supports 

 - Lead, innovate & 
incorporate 
evidence-based 
practices in maternal 
and child health 
priorities programs 
and supports 

 -Educate & create 
awareness of First 
Nations and Inuit 
maternal & child 
health priorities, 
programs & 
supports 

 -Build capacity 
among First Nations 
and Inuit individuals, 
families and 
communities 
 
 

 ¶
 

 ¶
 

 ¶
 

 ¶
 

 ¶
 

Outputs  -Agreements 
-Joint projects 
-Strategic Alliances 
(e.g. Advisory or 
Working Groups 
with First Nations 
or Inuit 
representation in 
regions) 

 -Activities delivered in 
the communities (e.g. 
nutrition-related 
activities, such as  
dietary assessments, 
and community 
kitchens) 
-Home visits 
-referrals 
-service coordination 

 - Policies and 
procedures (e.g. 
current work on 
infant anemia) 
- Guidelines or 
Frameworks 
-Reports 

 -Education or 
awareness 
materials and tools 
- Awareness 
Campaigns 

 -Culturally 
appropriate training 
material (e.g 
Building Healthy 
Babies Manual) 
-Training Sessions-
Trained Workers 

 ¶
 

 ¶
 

 ¶
 

 ¶
 

  ¶
 

Immediate 
Outcomes 

 -Increased and improved collaboration and 
networking 

 -Improved continuum of programs and supports in First Nations and Inuit  
communities 
-Increased participation of First Nations and Inuit individuals, families and 
communities in program & supports 
-Increased awareness of healthy behaviours (e.g., healthy eating during 
pregnancy, and breastfeeding as the best method of infant nutrition) 

  
 

  ¶
 

 -Increased practice of healthy behaviours (e.g. breastfeeding) 
-Increased First Nations and Inuit community ownership and capacity to deliver maternal & child health programs & supports 
-Improved access to quality well-coordinated programs & supports for First Nations and Inuit individuals, families and communities 
-Improved access to information, professional development & expertise on maternal & child health 

Intermediate 
Outcomes 

  ¶
 

 -Contributes to the improved health (e.g., as measured by birth weights) of First Nations and Inuit individuals, families and communities 
through strengthened maternal and child health programs and supports 

Final 
Outcome 
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Program Management and Delivery 
 
National program management  
At a national level, FNIHB provides program leadership and is responsible for the 
coordination and evaluation of CPNP-FNIC. As well, the national office is responsible 
for the implementation and coordination of all strategic projects, such as those that 
address infant iron deficiency anaemia.  
 
A National Steering Committee, established in 1999, helped guide a process of 
enhancement and expansion of the program. Committee membership included 
representation from the Assembly of First Nations (AFN) and Inuit Tapiriit Kanatami 
(ITK) as well as national and regional FNIHB personnel. The National Steering 
Committee has ceased to exist; however, both AFN and ITK are engaged as needed on 
matters related to the program through new mechanisms, such as working groups.  
  
At the national level, CPNP-FNIC works to maintain a strong relationship with the 
stream of CPNP located within the Public Health Agency of Canada (CPNP-PHAC).   
 
Regional program management 
CPNP-FNIC’s eight regional offices (i.e., Pacific, Alberta, Saskatchewan, Manitoba, 
Ontario, Québec, Atlantic, Northern Secretariat) serve as links between the projects that 
deliver programs at the community level and Health Canada. Specifically, the regional 
offices: 
 

 coordinate training to project staff in such areas as nutrition, breastfeeding, baby-
food making, the Aboriginal Diabetes Initiative, FASD, tobacco reduction, 
physical activity, etc. 

 provide ongoing support to projects 
 provide nutrition expertise to the 

communities, where possible  
Regional Offices . . . Sharing 
Resources 
 
When regional offices develop 
resources, they frequently share them 
with both the national office and 
other regional offices, providing all 
regions access to a rich variety of 
resources across the country. For 
example, Québec Region’s 
collaboration with the Cree 
community and academics on 
prevention of iron deficiency anaemia 
has contributed to and informed the 
National Infant Anaemia Awareness 
Project. 

 facilitate linkages with CPNP-PHAC 
and other federal/provincial programs 
(e.g., Pregnancy Outreach Program, 
Aboriginal Head Start, Brighter 
Futures, Healthy Families) 

 purchase or develop resources for 
communities   

 collect all financial and non-financial 
reporting from projects 

 
Working Groups/Advisory Groups have been 
established in most of the CPNP-FNIC 
regions. While the composition of these 
groups varies somewhat across regions, all 
include First Nations and/or Inuit 
representation. The role of the 
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Working/Advisory Groups varies from region to region—from involvement in the 
development and sharing of resources, to organization and delivery of training, to review 
and approval of project workplans. In one region, members of the Advisory Group 
provide hands-on support to the projects. Working/Advisory Groups also work with 
FNIHB regional staff to develop the regional workplans. 
 
CPNP-FNIC Funding 
 
The funding formula 
CPNP-FNIC funding for community-based activities has been allocated according to a 
formula that takes into account the population of women of childbearing age (15–44 
years) as well as the remoteness of the community. (Remote communities receive 
additional funding to help offset higher costs.)  
 
Allocation of funds—overall and by program activity 
In 1994, $5.1 million were allocated to CPNP-FNIC. In 1997, the federal government 
allocated an additional $2.0 million for a three-year development period. These 
“development funds” were subsequently confirmed to be ongoing funding and, as such, 
were included in the 1999 budget. Table 2 provides a summary of CPNP-FNIC funding 
from 1999–2000 to 2001–2002 (and ongoing). 
 

 
Table 2: CPNP-FNIC Annual Funding Allocation, by Source, 1999–2000 
 to 2001–2002 (and ongoing) 
Year Source of Funding 

1994  
base 
($ millions) 

1997 
development  
($ millions) 

1999  
expansion  
($ millions) 

Total 
annual 
($ millions) 

 

1999–2000 
 

$5.1M $2.0M $0.83M $  7.93M 

2000–2001 
 

$5.1M $2.0M $7.65Ma $14.76M 

2001–2002  
(and ongoing) 

$5.1M $2.0M $7.02M $14.12M 

    
 a Includes a one-year only allocation of $630,000 for training and development in 2000–2001. 
 Source: Health Canada, FNIHB, 2000. 
 
Funding to communities 
FNIHB funding is allocated to Tribal Councils, Band Councils, other provincial/territorial 
Aboriginal organizations (e.g., Labrador Inuit Health Commission) and community-based 
organizations delegated by First Nations/Inuit governments. In the case of the Northwest 
Territories and Nunavut, the territorial governments receive the funds through 
contribution agreements with Health Canada’s Northern Secretariat.  
 
Funding allocation by region for 2001–2002 (and ongoing) is presented in Table 3.  
Annual funding by program activity is presented in Tables 4 and 5. It should be noted 
that Tables 3, 4 and 5 reflect funding to all communities—including those which receive 
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funding in a health transfer agreement (referred to in this report as “transferred” 
communities).  
 
 

Table 3: CPNP-FNIC Regional Funding Allocations, 2000–2001  (and ongoing) 
  

Original  
“A Base” 
(Contribution 
Agreement) 

Community-
Based 
Expansion 
Dollars 
(Contribution 
Agreement) 

Regional 
Activities 
(Operating 
and 
Maintenance) 

Regional 
Coordination 
(Operating 
and 
Maintenance) 

Recipient/Region 

Pacific 468,300 820,700  196,384 96,539 
Alberta 541,100 627,800 150,235 73,938 
Saskatchewan 635,900 610,600 146,119 71,914 
Manitoba 487,700 813,400 194,637 95,737 
Ontario 965,100 1,019,500 243,947 119,985 
Québec 555,400 702,500 168,088 82,653 
Atlantic 265,900 270,600 64,756 31,871 
Northern Secretariata 813,800 734,810 175,832 87,361
Total $4,733,200 $5,599,910 $1,339,998 $659,998 

      
a Includes funding allocated to Yukon, Northwest Territories and Nunavut. 
Source: Health Canada, FNIHB, 2001. 
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Table 4: CPNP-FNIC Allocation, by Program Activity, 2000–2001 and 2001–
2002 (and ongoing)  

Activity 2000–2001 
($) 

2001–2002 (and ongoing) 
($) 

Direct Program   
Community-Based  10,700,000  10,700,000 
Regional Program Activitiesa   1,340,000  1,340,000 
Program Developmentb   630,000  — 
Program Evaluationc    650,000  650,000d

Strategic Funde  500,000  500,000 
Total Direct Program  13,820,000  13,190,000 

Program Coordination 
Nationale  170,700  170,200 
Regional  660,000  660,000 
Corporate Services Branch  30,800  29,600 
Communications  78,500  70,200 
Total Coordination  940,000  930,000 

Grand Total  14,760,000  14,120,000 
 
a Includes region-wide activities related to training, resource development/program materials, regional 
information and program workshops, etc. 
b One-year only funding for specific program development activities (e.g., developing a nutritional 
screening tool, program guidebook and workplan templates, program models, national communication). 
c Includes both First Nation and Inuit evaluation and accountability activities. 
d After 2002–2003, $500K was reallocated to community-based activities and $150K retained nationally for 
accountability activities. 
Source: Health Canada, FNIHB, 2001. 
 
It should be noted that the apparent discrepancy between funds allocated for community-
based activity (line 1 in Table 4) and reported expenditures for the same item (line 1 in 
Table 5) is a result of the fact that “transferred” communities do not have the same 
(detailed) reporting requirements as “non-transferred” communities and often chose not 
to report expenditures. Some data for “non-transferred” communities cannot be tracked 
and are therefore not included. The gap does not necessarily mean that these funds have 
not been spent.   
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Table 5: Reported Expenditures from Community-Based 
Projects, 2000–2001 to 2004–2005 

 
Fiscal Year 

Reported Expenditures 
(community level) 

($) 
2000–2001 7,248,468  
2001–2002 9,353,462 
2002–2003 8,865,174 
2003–2004 9,343,400 
2004–2005 8,902,031 

      
Source: Health Canada, FNIHB, 2005.  
 
 
B. Approach and Methods—Basis for Summary and Analysis 
 
When CPNP was first established in 1994, both streams (CPNP-FNIC and CPNP-PHAC) 
developed a joint evaluation framework (see Appendix 1) which focused on three key 
issues: Implementation—has the program been implemented effectively? Reach—is the 
program attracting whom it set out to reach? Impact—is the program making a 
difference? 
 
The key sources that form the basis of this report are briefly described below. Where 
relevant, limitations of the sources are included. 
 
Key Sources 
 

 Comparison Population—First Nations and Inuit Women Not Exposed to 
CPNP-FNIC 

 
Data and information provided 
The CPNP-FNIC impact evaluation required that data be collected on a population of 
women and babies who had not been exposed to the program, as well as on a similar 
population that had been exposed to the program. This allowed for a comparison of the 
two groups to determine whether the program had an impact on maternal and infant 
health. 
 
The Department of Epidemiology and Community Medicine at the University of Ottawa 
was contracted to collect such data from a sample of First Nations and Inuit communities 
that had not yet implemented CPNP-FNIC. Québec, Manitoba and Saskatchewan were 
excluded from this study as CPNP-FNIC was already in place in all First Nations 
communities in these provinces at the time the study was ready to be implemented.   
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Study communities were randomly selected and community-based researchers were 
trained to collect data through face-to-face surveys (see Appendix 1A) in 37 sites. 
Researchers made up to six attempts to contact every woman who had given birth in each 
of the study sites. A total of 343 records were collected on births that occurred between 
January 1998 and December 1999.  
 
The resulting data were subsequently considered in terms of whether the populations of 
women exposed to the CPNP-FNIC program and those not exposed to the program were 
demographically similar. If they were similar, any differences in birth weight and 
breastfeeding rates could be linked to exposure to the program. The study determined 
that: 
  

 The outcome data from First Nations women exposed and not exposed to the 
CPNP-FNIC program were deemed unusable for the purposes of comparison 
on the basis that their demographic profiles differed.  For example, those who 
had been exposed to CPNP-FNIC had higher incomes and education levels—
characteristics associated with healthier birth weights and higher breastfeeding 
rates. The two groups could not be compared as any differences in birth weights 
or breastfeeding rates could be due to the differences in the demographic 
characteristics, and not to exposure to CPNP-FNIC. For this reason, in this report 
data from the First Nations not exposed population is not presented; only a trend 
analysis for First Nations participants is presented.   

 
 The population of Inuit women exposed and not exposed to the CPNP-FNIC 

program were deemed to be usable for the purposes of analysis. While their 
demographic profiles also differed, those in the “exposed” population were more 
likely to be younger, single and to have lower income—all factors correlated with 
unhealthy birth weights and lower rates of breastfeeding. For this reason, 
improvement in the outcomes of the “exposed” group is not likely to be due to 
these demographic differences and would therefore be potentially attributable to 
their exposure to the CPNP-FNIC program. At the same time, the Inuit sample 
size is small (90 records), a factor that likely contributes to the fact that statistical 
significance was not achieved for either birth weight or breastfeeding rates for this 
population.  

 
It should also be noted that the data on women not exposed to the program were 
collected from January 1998 to December 1999, well within the seven-year period 
over which data for “exposed” women were collected. This strengthens the 
comparability of the data, as there is some indication that breastfeeding and birth 
weight rates are changing over time.  
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 Information from Individual First Nations and Inuit Participants 
 
Data and information provided 
Shortly after CPNP-FNIC was initiated, a questionnaire (Master Individual Client 
Questionnaire) was designed to gather data from program participants. The questionnaire 
(see Appendix 1B) collected demographic data, as well as information on lifestyle, and 
maternal and child health outcomes (such as birth weights and breastfeeding activity). 
 
In order to be culturally relevant, two separate questionnaires were developed based on 
the Master Individual Client Questionnaire—one for participants in First Nations 
communities, and the other for Inuit participants.   
 
In all cases, the questionnaire was administered by project staff trained in its use (to 
increase consistency of application and improve comparability of results). The 
questionnaire was used in First Nations communities until 1999 and in Inuit communities 
until 2002.  
 
Between 1996 and 2002, a total of 1,438 Individual Client Questionnaires were 
administered to pregnant women. Completed questionnaires were checked by an 
independent contractor for accuracy and consistency; attempts were made to clarify 
inconsistent or incorrect information. 
 
Provided they used the “core” questions from the Master Individual Client Questionnaire, 
regions were able to add additional questions from the Master, or adapt questions to 
render them more appropriate and relevant to their communities.  
 
Saskatchewan Region, based on the support and interest of its First Nations partners, 
developed a form similar to the Individual Client Questionnaire (Prenatal Client Profile—
see Appendix 1C). By the end of 1999, Saskatchewan had collected 1,098 Prenatal Client 
Profiles. Data from the completed profiles were entered into the Individual Client 
Questionnaire database in 2000.1  

 
For the most part, use of the Individual Client Questionnaires was discontinued in First 
Nations projects in 1999 due to concern on the part of the AFN about ownership and 
control of the data. In Inuit projects, the process was discontinued in 2002–2003 due to 
difficulty finding a contractor available to process the data. Currently, attempts are being 
made to reinstitute a data collection and analysis process in Inuit communities.  
 
 
                                                 
1 Because the number of Saskatchewan records exceeds the number of records from all other provinces, 
50% of the records were randomly selected for inclusion in the current presentation and analysis. This not 
only reduces the influence of Saskatchewan in the analysis of the Individual Client Questionnaire database, 
but it also allows close to equal representation from the provinces (i.e., southern Canada) (N=744) and the 
territories (i.e., northern Canada) (N=658). The weighting also ensures a fairly even distribution between 
First Nations (N=784) and Inuit (N=614). Any further reductions to the “weight” of the Saskatchewan data 
would mean that the Individual Client Questionnaires would largely reflect northern realities since the other 
regions that strongly contribute to the data are Nunavut (N=373) and Northwest Territories (N=286). 
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Limitations of data from the Individual Client Questionnaire database 
There are a number of limitations associated with data from this source. First, a census 
approach to administering the questionnaire was initially undertaken, but not achieved—
leading to the possibility that data collected may not be representative of all participants. 
However, it appears that Inuit women who completed the Individual Client Questionnaire 
were more likely to be teen mothers, single and of low-income than women in the “not 
exposed” group, making it unlikely that data for participants are biased towards the better 
outcomes often associated with higher socioeconomic status.  
 
Moreover, data on participants may not be representative of participants in all regions of 
the country—the majority of the data are from Saskatchewan, Nunavut and NWT, with 
none from Manitoba and the Atlantic provinces and very little from Yukon.   
 

 Aggregate Information from Projects 
 
Data and information provided 
Data on project-wide activities were also collected—first using the Individual Project 
Questionnaire developed specifically for this purpose and, later, using the First Nations 
Annual Report (see Appendix 1D). Both instruments collected maternal and infant health 
outcomes (at the aggregate level), as well as data on participation, program activities, 
lessons learned and success stories. The Annual Report also satisfied reporting 
requirements related to funding for the program. Project staff were trained to use the 
instruments to increase consistency in their application.  
 
The summary and analysis utilizes data from the 2002–2003 First Nations Annual Report 
(N=337)—the most recent data available at a national level at the time that the current 
analysis was initiated in 2004. 
 
Limitations of First Nations Annual Report data 
Several limitations are associated with these data. First, they were not provided by First 
Nations projects in either Québec or NWT Regions. Second, transferred communities 
were not required to report through the Annual Report “template”.2 Nevertheless, some 
of these communities did use the template, while others that were required to use the 
template did not do so. The result, therefore, is that figures for the number of participants 
and for expended funding in this report are more likely higher than are reported here. 
 

 Evaluability Study (Health Canada, FNIHB, 2005) 
 
Data and information provided 
A methodological expert was contracted in 2005 to review all CPNP-FNIC data to 
determine if they were robust enough in terms of both quality and quantity to determine 
impact of the CPNP-FNIC program. The study determined that: 
 

                                                 
2 Communities that have CPNP-FNIC in a health transfer agreement (referred to here as “transferred communities”) 
have fewer reporting requirements and are not required to use the Annual Report template. 
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 The data for First Nations women were not usable (given the demographic 
differences between those exposed and not exposed to the program). 

 The data for Inuit women exposed and not exposed to the program were 
useable (given the demographic similarities between the exposed and unexposed 
populations).  

 The Saskatchewan CPNP-FNIC data were useable for the purposes of 
determining impact. 

 
Even when data cannot be used to determine the impact of CPNP-FNIC it can still be 
used in this report for other purposes (i.e., for determining the extent to which the target 
population is reached). See Appendix 2, Evaluability Study. 
 

 Saskatchewan Outcome Evaluation (Health Canada, FNIHB, 2006)—First 
Nations Only 

 
Data and information provided 
Saskatchewan CPNP-FNIC projects collect information about participants’ risk factors 
and birth outcomes as well as services received. An independent contractor was hired to 
examine and report on the impact of services provided to prenatal women by CPNP-
FNIC programs throughout Saskatchewan. The study focused on two outcome variables:  
 

 infant birth weights (i.e., percentage of women that had either a low birth 
weight or high birth weight baby)  

 rates of exclusive breastfeeding at hospital discharge 
 
Analyses were conducted on subgroups of women shown to be at risk of having a baby 
with an unhealthy birth weight, as well as on those deemed to be at risk of choosing not 
to breastfeed. For each set of analyses, outcomes were compared between women who 
received services specific to their risk factors and those who were equally at risk but did 
not receive the particular services. 
 
The study sample included data on 1,573 prenatal women that accessed services at one of 
the Saskatchewan CPNP-FNIC sites between January 2001 and January 2005 and had 
had a single live birth during that period.3 Results showed that receipt of CPNP-FNIC 
services was generally associated with healthier birth weights and higher rates of 
breastfeeding. Analyses from this study related to low birth weight, high birth weight and 
breastfeeding are included in the current summary and analysis (see Part II).    
 
Limitations of the results of the Saskatchewan outcome evaluation 
Data from this study present two limitations. First, due to the small number of records 
available, it was difficult to achieve statistical significance in most of the analyses. 

                                                 
3 The data were drawn from a larger pool of prenatal women for which program data had been collected since program 
inception in 1996. The decision to focus on cases since January 2001 was the result of changes in the Prenatal Client 
Profile collection form, which was revised and expanded in 2001 to include specific details about services that 
participants had accessed. 
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Second, the evaluation used data from Saskatchewan, which may not be representative of 
all regions.  
 

 Key Informant Interviews—Qualitative Data 
 
Data and information provided 
In order to supplement the quantitative data outlined above, and specifically for the 
purpose of the present summary and analysis, key informant interviews were carried out. 
Interviewees were identified in consultation with FNIHB management to ensure broad 
representation across all key roles and functions, including Health Canada CPNP-FNIC 
regional and national personnel, and representatives from both of the national Aboriginal 
organizations that have been involved in CPNP-FNIC. Specifically, the fifteen key 
informants included: two national office personnel; eleven regional/territorial CPNP-
FNIC representatives (including nutritionists, program consultants and a representative of 
Northern Secretariat); and two representatives from the national Aboriginal organizations 
(one each from AFN and ITK).   
 
Key informant interviews (see Appendix 3 for interview guide) sought to collect 
information on a number of issues, including: 
 

 program funding—allocation and expenditure  
 program interventions—models employed and types of activities offered 
 program implementation—strengths, weaknesses and outcomes  

 
In their 60–90 minute interview, each informant was also asked to comment on the extent 
to which the objectives of CPNP-FNIC had been achieved.  
 
All key informants were provided with a transcript of their interview and were asked to 
verify the transcript and to provide additional information. The qualitative data generated 
by the interviews was sorted, grouped and analyzed. Common themes were identified 
across all interviews and, unless otherwise indicated, the perceptions of the majority of 
the interviewees are reflected in this report. 
 
Limitations of results of key informant interviews 
The major limitation of key informant interviews is that, collectively, they did not include 
perspectives of front-line personnel and participants—the impact of which has been 
minimized by the inclusion in the analysis of data from participants (through the Case 
Study (Health Canada, 2002A)) and from front-line personnel through the Models for 
Effective Delivery report (Health Canada, FNIHB, 2001) and the Case Study—both of 
which are discussed in the next section.   
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Other Sources  
 
Data sources included a number of documents that describe the background and 
implementation of CPNP-FNIC (such as program guidelines and financial information). 
As well, four evaluation reports were reviewed for information specifically pertaining to 
CPNP-FNIC management, activities and outcomes. A brief summary of the purpose of 
each evaluation, the information provided by each report, an overview of the 
methodology of each study and its limitations are attached as Table 6. Their findings are 
presented, as appropriate, throughout this report. More information about secondary 
sources is included in Appendix 4.  
 
 Report to the Assembly of First Nations on the Evaluation of Prenatal 

Services/CPNP-First Nations Component in First Nations Communities (Assembly 
of First Nations, 2003) 

This evaluation surveyed individuals (2,523 women and 2,166 youth) and conducted 
focus groups from a sample of 100 communities. Its purpose was to assess how well 
prenatal services are “working” in First Nations communities. The limitations of this 
study and data are: it included any type of prenatal service (including those which CPNP-
FNIC might not have funded); the findings do not differentiate between CPNP-FNIC 
participants and non-participants; and many relevant stakeholders were not included. To 
address these limitations, data from this study are only used as corroborating evidence.  
 
 CPNP-FNIHB National Nunavut/Nunavik Individual Project Questionnaire/ 

Individual Client Questionnaire Evaluation Summary Report, 2001–02 (Health 
Canada, 2002B) 

This includes completed project questionnaires (N=15) and completed participant 
questionnaires (N=138) aimed at collecting information to describe project and 
participant outcomes in Nunavut and Nunavik. Its limitations are that not all projects 
submitted project reports and not all participants took part in the data collection 
process—therefore data may not be representative. Consequently, the data are not used 
extensively in the current analysis. Specifically, only in one instance (the approximate 
percentage of eligible Inuit women participating in CPNP-FNIC) is a finding from this 
report used as the only source of evidence. 
 
 Canada Prenatal Nutrition Program: Models for Effective Delivery Interview 

Results (Health Canada, FNIHB, 2001) 
This research presents the results of interviews with 58 people who deliver the program 
in communities across Canada in order to identify activities and approaches that were 
most effective at the community level. Its limitation is that program participants were not 
included in the interviews. This is addressed by including results of the Case Study 
(which provides the views of program participants). 
 
 Evaluation of the Canada Prenatal Nutrition Program—Case Study Component, 

Final Report (Health Canada, 2002A) 
This evaluation included interviews and focus groups in six CPNP projects, including 
two First Nations communities. It was carried out to collect information on the 
implementation and operation of CPNP projects, on client satisfaction, on impacts on 
mothers and infants, as well as to present lessons learned and recommendations from 
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both participants and coordinators. Its limitations are that: project coordinators may have 
selected women to participate whose experiences with CPNP were positive; and, as a 
small case study (that included both CPNP-FNIC and CPNP-PHAC), its results cannot be 
generalized to all CPNP-FNIC projects. On the other hand, a third party conducted the 
case studies—a factor that contributes to the study’s objectivity. Moreover, projects were 
selected to reflect the various CPNP project delivery models and the breadth and type of 
CPNP services. 
 
Considerations about the Data and their Limitations  
 
This summary and analysis considers both qualitative and quantitative data gathered 
using different methods (e.g., surveys, focus groups and interviews) and from several 
sources (e.g., participants, projects and staff from Health Canada and Aboriginal 
organizations).  
 
The availability and consideration of a rich diversity of sources have contributed to the 
picture of CPNP-FNIC presented in this report. Moreover, the process of “triangulation” 
employed (i.e., obtaining data from many sources and using many methods) has helped to 
overcome the limitations inherent in each individual methodology.  
 
In order to present data from various key sources in a meaningful way, descriptive 
statistics were calculated for the Inuit population not exposed to the program, and for the 
Inuit population exposed to the program (from the Individual Client Questionnaires) 
using SPSS version 13.0. First Nations data from the First Nations Annual Report, 2002–
2003, a trend analysis for the years 1996–1999 from the Individual Client Questionnaires, 
and findings from Saskatchewan Outcome Evaluation are presented.  
.  
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Summary of Key Sources and Limitations 
 
Table 6 presents a summary of the key data sources. It does not reflect the “other” 
sources summarized earlier.  
 

Table 6: Summary of Primary Sources—Quantitative and Qualitative Data 

Collection 
Period 

Purpose 
  

Limitations 
  

How Limitations Were 
Minimized 

Source and 
Number of 
Records  

Questionnaire for 
women who did 
not have access to 
the program 
 

(N=343) 

January 
1998 to 
December 
1999 
  

Collect data on 
maternal and infant 
health outcomes in 
communities which had 
not yet implemented 
CPNP-FNIC in order to 
provide data from a 
“not exposed” group  

 First Nations “not 
exposed” and 
“exposed” groups 
differ on important  
demographic 
characteristics 
 Sample size is small 

when data are broken 
down by ethnicity 
 Sample does not 

include Saskatchewan, 
Manitoba and Québec 

 First Nations—data from “not 
exposed” group is not used; only 
a trend analysis is presented 
 Inuit—other larger data 

sources are provided as reference 
points 

Individual Client 
Questionnaire 
(ICQ)  
 
(N=1,438) 

1996–2002 Collect data on 
maternal and infant 
health outcomes among 
CPNP-FNIC 
participants 
 

Data may not be 
representative of all 
participants or all 
regions of the country 

 Participants were more likely 
to be single and of low-income 
than “not exposed” women  
 It is unlikely that participant 

data are biased toward better 
outcomes that are associated with 
higher income, etc.  

First Nations 
Annual Report  
(Project Report)  
 
(N=337) 

Ongoing 
since 2000–
2001; only 
2002–2003 
data are 
used in this 
report  

Collect data on 
maternal and infant 
health outcomes 
(aggregate level) and 
on participation, 
program activities, 
lessons learned and 
success stories 

 Annual Reports were 
not submitted by First 
Nations projects in the 
Québec and NWT 
Regions and by some 
transferred 
communities  

 Data from the Annual Report 
should be understood as  
approximations 

 Numbers of participants and 
expended funding are low 
estimates  

Saskatchewan 
Prenatal Client 
Profiles  
 
(N=1,573) 

Ongoing 
since 1996; 
data used 
here are 
from 
January 
2001 to 
January 
2005  

Collect data on 
maternal and infant 
health outcomes among 
CPNP-FNIC 
participants, and on 
risk factors and 
services received 

 Small number of 
records makes it 
difficult to achieve 
statistical significance 
 Saskatchewan data 

may not be 
representative of all 
regions of the country  

Limitations can only be noted and 
cannot be addressed in the short 
term 
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Table 6: Summary of Primary Sources—Quantitative and Qualitative Data 

Source and 
Number of 
Records  

Collection Purpose Limitations How Limitations Were 
Period     Minimized 

Key Informant 
Interview Guide 
 
(N=15)  

2004 Gather information 
from Aboriginal 
stakeholders and 
Health Canada staff 
about program 
implementation, 
strengths, weaknesses 
and outcomes  

 Interviews did not 
include perspectives of 
front-line personnel 
and participants  

 This limitation has been 
minimized by the inclusion of the 
perspectives from: 
— participants via the Case Study 
— front-line personnel in the 

Models for Effective Delivery 
report (Health Canada, 
FNIHB, 2001) and the Case 
Study   
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II Findings and Results—CPNP-FNIC  
 
This section presents findings and results from the data sources described in the previous 
section. Specifically, findings focus on the key aspects of CPNP-FNIC:  program design 
(the rationale behind it and its relevance), program implementation (its reach and 
delivery,; and program outcomes (with emphasis on infant birth weight, breastfeeding 
and maternal nutritional health). For each aspect, quantitative and qualitative data are 
drawn from evaluations and other sources to demonstrate the extent to which CPNP-
FNIC is having an impact on infant and maternal nutritional health. This section closes 
with a summary of the strengths and areas for improvement, leading to the overall 
summary and recommendations for future action that form Part III of the report. 
 
As described in Part I, a rich variety of sources was available for analysis and 
presentation in this report. The strengths and limitations of each key source have been 
taken into account and are reflected in how the findings are presented in this section. As 
discussed in Part I, multiple sources are considered in order to address limitations and to 
shed light on the reach and impacts of CPNP-FNIC on a number of aspects of the 
nutritional health of participants and their infants. 
 
Results are presented and discussed in each of the following: 
 

A. Program Design and Relevance  
B. Implementation and Reach  
C. Outcomes and Impacts  
D. Program Strengths and Areas for Improvement 

 
Given the complexities of selecting and using data from many of the sources, 
methodological notes are included where required throughout this section. 
 
 
A. Program Design and Relevance  
 
Consideration of the effectiveness of the design and relevance of CPNP-FNIC is based 
primarily on qualitative sources. Results identify a number of design aspects of the 
program that contribute to its success and uptake—in particular, its flexibility at the 
national level (i.e., evolution of its goals and objectives to remain relevant) and the 
project level (individual projects can offer services that best meet their participants’ 
needs, within the overall objectives and guidelines of the program). In addition, specific 
better practices were identified and are described below. 
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Evolution of Goals and Objectives 
 
The Canada Prenatal Nutrition Program (CPNP) was established in 1994 to improve birth 
outcomes by improving the nutrition and health of low-income, high-risk pregnant 
women. The program’s initial goal was to “enable communities to develop and/or 
enhance comprehensive programs to improve the health of pregnant women and their 
children up to six months after birth” (Health Canada, Medical Services Branch, 1995, p. 
2). 
 
This initial goal and related objectives focused on issues general to all at-risk, pregnant 
women living in Canada—and were not tailored to address the circumstances of First 
Nations and Inuit women (Key Informant Interviews). With the expansion of CPNP-
FNIC in 1999, an extensive review process was undertaken to develop new guidelines 
and a framework specifically for CPNP-FNIC.  
 
The 1999 review involved a variety of stakeholders in an extensive discussion and 
feedback process within each of CPNP’s regions. The CPNP National Steering 
Committee, with the support of a Technical Committee, led the review process. Both 
committees included representation from the Assembly of First Nations (AFN), Inuit 
Tapiriit Kanatami (ITK) and FNIHB. Efforts focused on what CPNP-FNIC could 
reasonably accomplish with respect to maternal nutrition and health while recognizing 
that some of the multiple factors (e.g., income, education, housing) that influence 
maternal and infant health cannot be addressed through a prenatal nutrition program.  
 
Better Practices 
 
Overall, the key informant interviews and other documents reviewed (Health Canada, 
2002A; Health Canada, 2002B; Health Canada, FNHIB 2001) attributed the success of 
CPNP-FNIC to the following aspects of program design:  
 

 the women who participate in CPNP-FNIC learn practical skills (e.g., cooking) 
 the program addresses some very basic needs (e.g., food security) 
 the program provides an opportunity for women to come together in a supportive 

environment to share with one another as well as to learn about healthy nutrition 
and lifestyle during and after pregnancy  

 individual or group activities can be offered depending upon the needs of the 
participants   

 incentives, such as food vouchers, bring women to the program earlier in their 
pregnancy while one-on-one interventions, such as home visits, engage some of 
the women who are least likely to access services 

 
Moreover, the involvement of elders was presented as a positive factor in both the AFN 
Evaluation (Assembly of First Nations, 2003) and the Models for Effective Delivery 
report (Health Canada, FNIHB, 2001)—and was considered so in all regions across the 
country. The AFN Evaluation also noted that women who attended prenatal classes 
where an elder was involved were twice as likely to be satisfied with the classes as 
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The Importance of Culture and 
Tradition 
 
Culture and tradition are important 
components of CPNP-FNIC. 
According to the First Nations Annual 
Report, 2002–2003, for example, elders 
are involved in many projects, teaching 
participants about traditional 
pregnancy/childbirth, parenting, 
nutrition and breastfeeding. As well, 
traditional storytelling, songs and 
naming ceremonies are practised. 
Culturally relevant resources and 
materials (e.g., videos, posters, a Food 
Guide adapted for traditional foods) are 
used, traditional foods are prepared 
during the cooking classes and 
traditional crafts are taught. The 
importance of the involvement of 
elders in the program was identified by 
several evaluation studies.  

women attending such classes without elder 
involvement (see sidebar). Results also 
show that over two thirds of projects offer 
postnatal services to 12 months postpartum.  
 
Staff themselves are benefiting from training 
and from exposure to continuing education. 
In 2002–2003, approximately 780 people 
received some form of training (First 
Nations Annual Report, 2002–2003). One 
key informant mentioned that some of the 
workers in her region have gone on to 
complete degrees in First Nations Studies, 
Nursing, and Education. Moreover, 
participants in a number of projects have 
been hired as workers—others voluntarily 
provide support (such as breastfeeding 
support) to other participants.  
 
While no attempt was made during the key 
informant interviews or in other evaluation 
documents to identify best practices, the 
above findings suggest broad, basic 
agreement on program design aspects that 
support successful outcomes.   
 
 
B. Implementation and Reach  
 
The data sources were analyzed to determine the extent to which CPNP-FNIC is 
reaching its intended audience, taking into account how and where the program is 
implemented. Results indicate that, while the program is clearly reaching pregnant teens 
and single mothers in the First Nations population, future efforts need to focus on 
increasing engagement of women with other important risk factors, notably those with 
low level of education and low income, as well as those who smoke, drink alcohol and 
engage in the non-medical use of drugs. In Inuit communities, CPNP-FNIC is 
successfully reaching women with a wide range of risk factors. 
 
Program Reach 
 
Number of projects and participants  
CPNP-FNIC funded approximately 450 projects in 622 communities in 2002–2003—in 
the same year, more than 9,000 First Nations and Inuit/Inuvialuit women participated in 
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the program.4 Across these projects and communities all pregnant women and mothers of 
new infants are eligible for the program—moreover, participation rates are very high: 
 

 A large majority (86%) of eligible First Nations women participated (2002–2003); 
with most projects (83%) reporting that participants’ male partners were involved 
in project activities during the same period (First Nations Annual Report, 2002–
2003).  

 Most (75%) of Inuit women in Nunavut and Nunavik participated in 2001–2002 
(Health Canada, 2002B).  

 
Gestational age at program entry  
The benefits of nutritional support and information are most likely to have their greatest 
impact on women and their unborn babies when introduced in the first trimester. Analysis 
of participant entry information indicates that approximately one quarter (24%) of 
participants enter the CPNP-FNIC program in their first trimester. A greater proportion 
enters during the second trimester—results show that approximately two thirds (68%) of 
participants enter in the first or second trimester.5 Other studies (Assembly of First 
Nation, 2003; Health Canada, 2002A) indicate that women may have accessed nutritional 
support and information earlier than might otherwise be case (i.e., if the CPNP-FNIC 
services were not available). 
 
Reaching the Target Population—Program Delivery 
 
While CPNP-FNIC is a universal program for First Nations women on-reserve and 
Inuit/Inuvialuit women in the territories, Nunavik and Nunatsiavut, it includes a 
particular focus on engaging women who have some of the risk factors associated with 
less healthy maternal and child outcomes. These factors include: teenage pregnancy; 
single marital status; low income; low level of education; smoking; alcohol use and non-
medical drug use. 
 
Engaging women with key risk factors—what the data show 
In order to determine whether CPNP-FNIC is reaching First Nations and Inuit women 
with some of the above risk factors, the rates of selected risk factors for program 
participants were considered in light of the rates for women who were not exposed to the 
program (i.e., the “exposed” and “not exposed” populations).6 The “not exposed” 
population is based on data collected from all women who gave birth between January 
1998 and December 1999 in randomly selected communities before CPNP-FNIC was 
implemented in those regions (see also Appendix 5).  
 
Results show that First Nations CPNP-FNIC participants are more likely to experience 
teenage pregnancy and single marital status than those in the population not exposed to 
                                                 
4 This figure is a conservative estimate and is based on reports from CPNP-FNIC projects in the provinces 
and Yukon Territory and by the governments of Northwest Territories and Nunavut.   
5 Average of all Individual Client Questionnaires for 1996–2002 (N=675).  
6 As noted in Part I of this report, the data for First Nations women were not sufficiently robust for use in 
determining program impact—they are, however, used here to determine program reach. 
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CPNP. Conversely, CPNP participants are less likely to experience other risk factors (low 
level of education, low income, smoking, alcohol use and non-medical drug use) than the 
broader population.  
 
In contrast, results show that Inuit participants are as likely, or more likely, to experience 
a greater number of risk factors than those Inuit women not exposed to CPNP-FNIC—in 
particular, for the following risk factors: teenage pregnancy; single marital status; low 
level of education; low income; smoking; alcohol use; and non-medical drug use. 
 
 
C. Outcomes and Impacts 
 
A key aspect of evaluation is the determination of the impacts on health and health 
outcomes of participants related to a program or activity. This study draws from the data 
sources to consider a number of impacts and outcomes, including: maternal nutritional 
health (including weight gain and other factors); infant health (including birth weight, 
and other factors); and breastfeeding rates (both initiation and duration). The limitations 
of the data discussed in Part I of this report are of particular importance in determining 
outcomes and impacts of the program. The key sources are used to help present as full a 
picture as possible, while reflecting the limitations of each source. Where possible and 
appropriate, other sources are introduced to provide context, points of comparison and 
additional data. 
 
Overall, results indicate that CPNP-FNIC has a positive impact on the health of its 
participants and their infants. Data on maternal weight gain are insufficient to draw 
conclusions.  However, other results point to improvements in maternal dietary 
adequacy, and to improved nutrition-related awareness, knowledge and skills. While 
limited, the data also indicate that exposure to CPNP-FNIC has an impact on infant birth 
weight, including for women with gestational diabetes or diabetes. 
 
CPNP-FNIC is clearly having a positive impact on breastfeeding initiation rates among 
First Nations participants and (to a lesser extent) on Inuit participants. Its impact on 
duration of breastfeeding is positive for Inuit participants—the data do not support the 
same finding for First Nations participants. 
 
Maternal Nutritional Health 
 
A healthy diet during pregnancy benefits both mother and infant. Access to a variety of 
nutrient rich foods and information and knowledge about what constitutes a healthy diet 
are essential. Too much weight gain during pregnancy, especially among women who 
have high pre-pregnancy weights, can result in increased risk for diabetes during 
pregnancy and high birth weight babies.  
 
Information that helps to determine the impact of CPNP-FNIC on maternal nutritional 
health is spread across a number of the key resources outlined in Part I of this report. 
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Given the scope and nature of the program, one useful measure of maternal nutritional 
health as it relates to the CPNP-FNIC program is improved dietary status.  
 
Maternal nutrition—what the data show 
A small number of results from the 
Individual Client Questionnaire 
(N=59) point to the poor nutrition 
status of women entering CPNP-
FNIC: 16.9% of participants entering 
the program had a dietary status of 
“mostly inadequate” (as determined 
through nutritional assessments). 
The diet of many women had 
improved by the time they left the program (i.e., in the postnatal period), when only 3.3% 
were assessed as having poor dietary status. A similar result was drawn from the AFN 
Evaluation, which found that a change in diet was seen among pregnant women who 
received nutrition counselling and food coupons (Assembly of First Nations, 2003).  

The Role of Nutritionists/Dietitians 
 
The Montreal Diet Dispensary program reports 
that “counselling by competent dietitians has 
been proven to be a most effective approach in 
reducing the rates of unhealthy birth weights” 
(Health Canada, 2002B).   

 
Maternal weight gain—what the data show 
Few data are available to suggest the specific impact of CPNP-FNIC on the number of 
women who achieve a healthy weight gain during pregnancy. The capacity of project 
workers is often limited in terms of assessing pre-pregnancy weight, to provide advice 
about healthy weight or to track weight gain during pregnancy.  
 
However, data collected on a small sample (N=246) of Inuit and Inuvialuit participants 
provides an indication of the extent to which at least some participants are achieving 
unhealthy (i.e., too high or too low) weight gain during pregnancy. Among this 
subpopulation, 13.8% reported receiving a medical diagnosis of low weight gain, 
compared to the 9.3% reported for all other CPNP participants (including CPNP-FNIC 
and CPNP-PHAC). A smaller proportion of participants reported a diagnosis of high 
weight gain (4.6%), slightly lower than the 6.4% of all (FNIC and PHAC) CPNP 
participants who reported this diagnosis (Health Canada, FNIHB, 2002, p. 39).  
 
Improved health of mothers—what the data show 
The literature identifies the positive impact of interventions such as those offered CPNP-
FNIC on maternal health. Several sources reviewed for the current study (Health Canada, 
2002A; Health Canada, 2002B; and Health Canada, FNIHB, 2001) supported this, with 
specific evidence about how CPNP-FNIC appears to have had a positive impact on 
maternal health of participants: 
 

 nutritional health and food security has improved—because of access to 
food/vouchers  

 nutrition and health-related knowledge has increased—because of group and 
individual nutritional counselling sessions 

 some women have quit smoking and some have decreased their use of alcohol—
through support activities offered by CPNP-FNIC 
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 emotional and social support is provided through the majority of projects—a 
factor important to health 

 many women are better able to care for themselves (and their babies), due to the 
support provided by CPNP-FNIC services 

 many women are better able to take control of their health by asking questions 
and accessing more services. 

 
The same studies suggest that participating mothers’ capacity to support healthy child 
development and infant health itself are also affected positively by CPNP-FNIC 
services—discussed on page 35.  
 
Infant Health  
 

 Healthy Birth Weights  
 
Infant health is closely linked to fetal growth and birth weight (Human Resources 
Development Canada and Health Canada, 2002). Children born with a low birth weight 
(less than 2,500 grams or 5.5 lbs) are at increased risk of death during the first year of 
life, or of developmental disabilities and disease.  
 
Children born with a high birth weight (more than 4,000 grams or 8.8 lbs) are at greater 
risk of death within the first month of life, injuries during birth, and intellectual and 
developmental problems (Federal, Provincial and Territorial Advisory Committee on 
Population Health, 1999, p. 76; Human Resources Development Canada and Health 
Canada, 2002). As well, high birth weight has been linked to certain chronic conditions in 
adulthood such as obesity, high blood pressure and diabetes (British Columbia Ministry 
of Children and Family Development, 2003). 
 
Results of a literature review conducted in 2004 (Southern Alberta Child and Health 
Network, 2002, pp. 13–14) suggest that Aboriginal infants living on-reserve are less at 
risk for low birth weight than the general population, while Aboriginal infants living in 
non-reserve areas are at the greatest risk for low birth weight.  
 
Infant birth weight among First Nations participants—what the data show 
A trend analysis based on data from the Individual Client Questionnaires for the 
years1996–1999 shows a wide fluctuation in rates of both low birth weight and high birth 
weight for First Nations women exposed to CPNP-FNIC (Figure 2). The results for 1997 
and 1998 (the years with largest N) are consistent with national averages for First Nations 
births in Canada. Specifically: 
 

 Participant low birth weight rate of 3.0% (1997) and 4.6% (1998) is relatively 
consistent with the low birth weight rate of 4.7% for all First Nations on-reserve 
births in 2000 (Health Canada, 2005).  
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 Participant high birth weight rate of 22.2% (1997) and 20.5% (1998) is consistent 
with the high birth weight rate of 22.0% for all First Nations births in 1999 
(Health Canada, 2003A, p. 23). 

 
The trends in Figure 2 are not statistically significant and should be used with caution.  
 
 
Figure 2:  Proportion of First Nations Participants Whose Babies Were Born with High 

Birth Weight or Low Birth Weight, 1996–1999 
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Note: Results are not statistically significant. 
 
 
While the birth weights from the “exposed” group are very close to or slightly better than 
national averages, this could be because the CPNP-FNIC participants have different 
characteristics (e.g., higher income and education) than most women in the First Nations 
population.  
 
A closer look at Saskatchewan data 
Impact of CPNP-FNIC on infant risk for low birth weight  
Analysis of data from the Saskatchewan Outcome Evaluation (Health Canada, FNIHB, 
2006), with data on 1,573 participants in Saskatchewan’s CPNP-FNIC projects, 
contributes to the picture of the impact of CPNP-FNIC on infant birth weight. 
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Data were analyzed for a subgroup (271 women) comparable in terms of demographic, 
health and health behaviour7 characteristics, and who had all given birth within two years 
of a previous birth—a risk factor for having a baby with low birth weight. (Less than two 
years between births does not provide sufficient time for a woman’s body to replenish the 
vitamins and minerals depleted during pregnancy.)  

  
Results show that the participants who entered the program in their first trimester—and 
who received at least some of the nutrition services—had babies with low birth weights at 
a lower rate (6.1%) than participants who entered the program at the same time, but who 
did not receive any of the nutrition services (7.1%) (see Figure 3).  
 
 
Figure 3:  Low Birth Weight by Receipt of Nutrition Servicesa—Subgroup of Women 

Due within Two Years of Last Birth and Entered CPNP-FNIC in First 
Trimester  
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aOne or more of food preparation training, vitamin/mineral supplementation, dietary assessment or nutrition 
counselling/education (on food choices, weight gain). 
bNot significant—Fisher’s Exact Test, p=1.0. 
Source: Health Canada, 2006. 
 
 
                                                 
7 Women were compared on the following factors: age, education, employment, receipt of social 
assistance, pre-pregnancy weight range, weeks pregnant at time of program entry, whether this was a first 
or subsequent pregnancy, tobacco use, alcohol use, drug use, and whether the woman had diabetes.  
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Although the difference was not statistically significant, the data suggest that early access 

pact of CPNP-FNIC on risk for high birth weight  
FNIHB, 2006) also examined 

 a 

he study compared data for 144 women with diabetes or gestational diabetes (and who 

 
er 

esults show that the participants with diabetes or gestational diabetes—and who  
 at a 

to the type of nutrition services offered by CPNP-FNIC plays a role in reducing low birth 
weight among babies born within two years of their mother’s previous birth.  
 
Im
The Saskatchewan Outcome Evaluation (Health Canada, 
risks associated with high birth weights, specifically through an analysis of the data on 
participants with diabetes and gestational diabetes (having diabetes increases the risk of
woman having a high birth weight baby).  
 
T
had similar demographic and pregnancy profiles) who had not received any nutrition 
services, to those who had received at least some of these services. Comparisons were
made between women who entered early in their pregnancy (i.e., first trimester) and lat
(i.e., second or third trimester).  
 
R
received at least some of the nutrition services—had babies with high birth weights
lower rate (29.6%) than participants who also had diabetes, but who did not receive any 
of the nutrition services (36.1%) (see Figure 4). The difference was not statistically 
significant.  
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Figure 4:  Proportion of High Birth Weight Babies Born to CPNP-FNIC Program 
Participants with Diabetes or Gestational Diabetes, by Receipt of Nutrition 
Servicesa  
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a One or more of food preparation training, vitamin/mineral supplementation, dietary assessment or 
nutrition counselling/education (on food choices, weight gain). 
b Not significant—Fisher’s Exact Test, p=1.0. 
Source: Health Canada, 2006. 
 
 
Results also show that, among those who received at least some nutrition services, those 
who entered the program in their first trimester were less likely (27.9%) to have a baby 
with high birth weight than those who entered after their first trimester (31.9%) (see 
Figure 5). 
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Figure 5: Proportion of High Birth Weight Babies Born to CPNP-FNIC Program 
Participants with Diabetes or Gestational Diabetes, by Receipt of Nutrition 
Servicesa and by Trimester of Entry to Program 
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a Nutrition services included one or more of: food preparation training, vitamin/mineral supplementation, 
dietary assessment or nutrition counselling/education (food choices, weight gain). 
b Not significant—Fisher’s Exact Test, p=0.37.    
c Not significant—Fisher’s Exact Test, p=1.0.    
Source: Health Canada, 2006. 
 
  
The Saskatchewan birth weight results are not statistically significant which is not 
unexpected, given the small number of participants with the specific risks and outcomes 
analyzed. Nevertheless, results from the Saskatchewan Outcome Evaluation (Health 
Canada, FNIHB, 2006) on birth weights, including those not shown here, point to the role 
of CPNP-FNIC interventions in increasing healthy birth weights.  
 
Inuit infant birth weights—what the data show 
While the data initially suggest that CPNP-FNIC Inuit participants are more likely to 
have a baby with low birth weight than their counterparts who were not exposed to the 
program, a comparison with data from other research suggest that the program is having a 
positive impact on birth weight.  
 
Overall, the Inuit participants who were exposed to CPNP-FNIC services were more 
likely than their counterparts who were not exposed to the services to have a baby with a 
low birth weight (4.7% and 2.3%, respectively). At the same time, those exposed to the 
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services were less likely (11.2%) than other Inuit women (12.8%) to have a baby with a 
high birth weight.   
 
However, the rates for women not exposed to CPNP-FNIC services are based on data for 
a small number of women (N=86) and are not consistent with other research. For 
example, the Statistics Canada low birth weight rate for Nunavut (where 85% of the 
population is Inuit) was 7.5% in 1999 (Statistics Canada, 1999). A study by McGill 
University researchers (Saudny-Unterberger et al., n.d.) found low birth weight rates of 
3.2% (N=1,049) among the Inuit in NWT, and 4.5% (N=1,382) among the Inuit of 
Québec for 1990–2000. In this light, the positive impact of CPNP-FNIC is more evident. 
 
The same study found high birth weight rates of 11.4% (N=1,049) for the Inuit in NWT, 
and 15.6% (N=1,382) for the Inuit in Québec—rates among CPNP-FNIC participants 
compare favourably. 
 

 Other Aspects of Infant Well-Being and Nutritional Health  
 
Some sources collected data related to infant well-being and nutritional health. These 
indicate that CPNP-FNIC projects play a role in increasing participants’ knowledge of 
infant and child care practices, including feeding.  
 
For example, results show that among First Nations participants, approximately 80% 
introduced solid food to their babies at between four and six months of age (i.e., at an 
appropriate age) according to Health Canada policy at that time (First Nations Annual 
Report, 2002–2003).  
 
The Case Study shows that the program enhanced women’s capacity to apply nutrition-
related knowledge gained through cooking classes (including workshops that teach 
participants how to make their own baby food), initiate breastfeeding, and improve their 
parenting skills (Health Canada, 2002A). 
 
Breastfeeding—Initiation and Duration 
 
Breastfeeding is an important contributor to infant health. It is particularly important for 
Aboriginal children, as there is evidence that children who are breastfed may be less 
likely to develop future health problems such as Type 2 Diabetes Mellitus—which occurs 
at high rates within the Aboriginal population (Southern Alberta Child and Youth 
Network, 2004, pp. 14–15).  
 
The literature suggests that Aboriginal children living off-reserve are less likely to be 
breastfed than their non-Aboriginal peers, but more likely to be breast-fed than their 
Aboriginal peers living on-reserve—there are no data to allow for such a comparison of 
duration of breastfeeding (Southern Alberta Child and Youth Network, 2004, pp. 14–15). 
A more general comparison suggests that in 1999 breastfeeding rates in the Aboriginal 
population (54%) were lower than in the general Canadian population (75%) (Assembly 
of First Nations, 1999, p. 12). 
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This section examines data for both breastfeeding initiation and duration for First Nations 
women (with a closer look at Saskatchewan women) and Inuit women. Overall, results 
indicate that CPNP-FNIC is having a positive impact on breastfeeding initiation rates 
among First Nations women and, to a lesser extent, among Inuit women.  
 

 Breastfeeding Initiation 
 
Breastfeeding initiation refers to the percentage of women who start breastfeeding—it 
does not necessarily mean exclusive breastfeeding (i.e., without supplementation).  
   
Breastfeeding initiation rates among First Nations women—what the data show 
The breastfeeding initiation rate among First Nations participants fluctuated over the 
period 1996–1999 (see Figure 6) from a low of 73.4% (1996) to a high of 79.1% 
(1999)—an overall increase of 5.7% over the three-year period. Other sources suggest 
that:  
 

 participation in CPNP is associated with an increase in breastfeeding initiation 
(Health Canada, 2002A)  

 women from a community offering prenatal services were more likely to initiate 
breastfeeding (Assembly of First Nations, 2003)  

 
Rates for the overall Canadian population followed a same pattern over a similar period 
(1994–1995 to 1998–1999)—rates increased by 6.8%, from a low of 75.1% to a high of 
81.9% (Health Canada, 2003B, p. 160). It is important to note that these rates are for 
women of all ages and levels of education—generally, breastfeeding rates are higher 
among women who are older and have higher levels of education. On average, First 
Nations people have lower education than the general population and have their babies at 
a younger age.  
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Figure 6:  Proportion of First Nations Participants Who Initiated Breastfeeding, 1996–
1999 
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Note: Results are not statistically significant. 
 
 
A closer look at Saskatchewan  
In North America, women with low education and income tend to have rates of 
breastfeeding (including rates of initiation) that are lower than for women with higher 
education (Federal, Provincial and Territorial Advisory Committee on Population Health, 
1999, p. 78) and income (U.S. Department of Agriculture, 1998).  
 
The Saskatchewan Outcome Evaluation examined two factors that are known to have an 
influence on breastfeeding initiation rates—education level and income level (Health 
Canada, FNIHB, 2006). Results indicate that CPNP-FNIC services appear to be 
increasing breastfeeding rates among Saskatchewan First Nations women who are less 
likely to breastfeed (given their education and income levels).  
 
Specifically, the study examined the practices of infant feeding at hospital discharge for 
women assessed at higher and lower socioeconomic status (as determined by education 
level and/or income). Among those with a lower socioeconomic status, only 59.7% were 
breastfeeding at hospital discharge compared to 69.6% of women with a higher 
socioeconomic status. The results are statistically significant and show that lower 
education and/or income level are predictors of exclusive breastfeeding initiation. 
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The Saskatchewan Outcome Evaluation also examined rates of initiation among the same 
subgroup of participants (i.e., with lower socioeconomic status), including those who had 
not received any breastfeeding preparation/support, as well as rates for participants who 
had received at least some of these services (Health Canada, FNIHB, 2006). Results 
show that participants who received breastfeeding preparation/support initiated 
breastfeeding at a much higher rate (67.4%) than participants who did not receive such 
services (50.9%) (see Figure 7).  
 
 
Figure 7: Proportion of CPNP-FNIC First Nations Participants with Low 

Socioeconomic Statusa Who Were Breastfeeding Exclusively at Hospital 
Discharge, by Receipt of Breastfeeding Preparation/Support Services 
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a Lower socioeconomic status defined as Grade 11 or less and/or source of income is social assistance. 
b Significant—Fisher’s Exact Test, p=.0001. 

 Source: Health Canada, FNIHB, 2006. 
 
 
While Saskatchewan data may not be representative of all regions of the country, they 
provide solid evidence of the impact of CPNP-FNIC services in at least one region. 
 
Initiation of breastfeeding among Inuit  
Analysis of data available on breastfeeding initiation trends for Inuit paint a less striking 
picture. Inuit women who were exposed to CPNP-FNIC services are slightly more likely 
(77.2%) to initiate breastfeeding than Inuit women who were not exposed to the program 
(74.4%).  
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 Breastfeeding Duration 

 
At the time the data were collected, the Health Canada policy recommended exclusive 
breastfeeding for at least the first four months of life, and continued breastfeeding and 
complementary foods for up to two years of age and beyond (Canadian Paediatric 
Society, Dietitians of Canada, Health Canada, 1998, in Health Canada, 2003B, p. 9).  
 
The duration of breastfeeding was also examined for all three groups—First Nations 
women, Saskatchewan First Nations women and Inuit women. While the data on 
breastfeeding duration is very limited for CPNP-FNIC projects—as is the case more 
generally—results are encouraging.  
 
Breastfeeding duration among First Nations participants 
Among First Nations participants in CPNP-FNIC projects, the proportion of women 
breastfeeding at one month or more fluctuated and showed an overall decrease of 13.8% 
between 1996 and 1999 (from a high of 51.9% to a low of 38.1%) (see Figure 8). While 
the proportion of participants breastfeeding at four months or more also fluctuated over 
the period, the overall change was a negligible increase (of 0.7%) from 23.1% to 23.8%. 
These data must be interpreted with caution as the number of records in 1996 and 1999 is 
very small.  
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Figure 8:  Proportion of CPNP Participants Breastfeeding at One Month or More and 
at Four Months or More, 1996–1999 
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Note: Results are not statistically significant. 
 
 
A comparison with the Canadian population as a whole shows a different pattern over a 
similar time period (1994–1995 to 1998–1999). With duration of breastfeeding defined as 
“three months or more,” data show that rates increased by 4.3% over the period, from a 
low of 58.7% in 1994–1995 to 63.0% in 1998–1999 (Health Canada, 2003B, p. 160). 
 
First Nations breastfeeding duration data are unavailable from other sources—
quantitative or qualitative. As mentioned above, such data are difficult to collect among 
all populations; however, data for Inuit women provide additional insight into the role of 
CPNP-FNIC in breastfeeding. 
 
Breastfeeding duration among Inuit participants 
Based on data collected between 1996 and 2002 (see Table 7), Inuit women exposed to 
CPNP-FNIC services breastfed their babies for one month or longer at a higher rate 
(39.7%) than Inuit women who were not exposed to the program (29.4%). A similar 
pattern is evident for breastfeeding duration of four months or more: 17.4% of CPNP-
FNIC Inuit participants breastfed their babies for four months or longer, while 11.8% of 
Inuit women not exposed to CPNP-FNIC did so. These findings should be interpreted 
with caution as neither the one-month-or-longer nor the four-month-or-longer duration 

Evaluation Report 2006     40  
CPNP-FNIC 



 

rates are statistically significant—moreover, the size of the group who was not exposed to 
CPNP-FNIC group is very small (N=34).  
 
 

Table 7:  Proportion of Inuit Women Who Breastfed for 
“One Month or More” and “Four Months or 
More,” by Exposure to CPNP-FNIC Services 

Duration of 
Breastfeeding 

% of Women Who Initiated 
Breastfeeding . . . 

 
 

Not exposed 
to CPNP-FNIC 
servicesa

Exposed to 
CPNP-FNIC 
servicesb

 29.4%  39.7%c
One month or more 

 11.8%  17.42%c
Four months or more 

 
a Average of data collected from December 1997 to December 1999 from communities where CPNP-FNIC 
had not yet been implemented (N=34). 
b Average of Individual Client Questionnaire data collected from 1996–2002 in Inuit communities (N=121). 
c The difference between the “not exposed” and “exposed” groups is not statistically significant.  
Source: Questionnaire for Women Who Did Not Have Access to the Program. 

 
 
D. Program Strengths and Areas for Improvement 
 
Many of the evaluations, reviews and other sources on which the current study is based 
identified a number of strengths and weaknesses of the CPNP-FNIC program—
specifically with respect to its design and the services it delivers. These are set out below, 
and help form the basis of the recommendations in Part III.  
 
Frequently-Mentioned Strengths of CPNP-FNIC 
 

 Involvement of Aboriginal 
partners in the 
development and delivery 
of CPNP-FNIC—through 
Steering or Advisory 
Committees established at 
the national and regional 
levels. Such involvement 
establishes Aboriginal 
ownership and provides 
strategic and culturally 
appropriate direction for 
programming. 

Communities’ Experience Contributes 
to a Stronger CPNP-FNIC Program 
 
The growing experience of each community 
with CPNP-FNIC projects—including 
knowledge of their own needs—contributes to 
the capacity for CPNP-FNIC to meet 
community needs. With over 10 years of 
experience in the field, CPNP-FNIC and 
communities provide mutually reinforcing 
strengths and capacity in developing and 
delivering effective programming. 
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 Program flexibility—because CPNP-FNIC provides funding that can be used in 
flexible ways to meet the needs of mothers and families, CPNP-FNIC has been 
well received in communities.  

 
 Program structure—the creation and use of guidelines that provide a balance 

between structure/accountability and flexible programming at the community 
level (see above). The balance enables CPNP-FNIC to meet its goals and 
objectives while allowing communities the flexibility to use funding in ways that 
are culturally appropriate and meet local needs of women and families.  

 
 Involvement of elders in projects—

elders are an important resource to their 
communities, and CPNP-FNIC projects 
regularly ask them to share their wisdom 
about healthy living. 

 
 Focus of the program on building the 

capacity (i.e., training) of project 
workers.  Most regions sponsor regular 
training events so workers can increase 
their knowledge of nutrition, 
breastfeeding, program administration, etc.   

Provision of Food Is a Major 
Strength  
 
Provision of food (vouchers, 
baskets, etc.) as well as the 
availability of nutrition advice is 
viewed by many sources as a 
mainstay of the program in many 
communities (Health Canada, 
2002B).  

 
 Additional funds allocated to the regions since 1997 to build capacity (e.g., 

training) and support local programs. This has enabled project workers to receive 
training and to increase the services provided. 

 
 Involvement of health professionals in the program, as well as nutrition 

expertise—offered by a number of the regional staff. Health professionals both 
within the communities and Health Canada are a resource that is regularly tapped 
by community workers.   

 
Several sources noted more generally that the overall support for and involvement of 
FNIHB national and regional staff, Aboriginal partners, and community leadership and 
organizations are important factors in the program’s success. 
 
Areas for Improvement and Barriers  
 
Areas for further work and specific barriers to more effective program implementation 
were also identified by many sources considered in the present analysis.  
 

 Level of funding is inadequate in some cases—some communities receive only 
a small amount of funding which limits the activities and services they are able to 
offer and does not meet the needs of women in the community. For example, 
approximately 25% of projects receive less than $6,000 per year. 
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 Funds are received late in the fiscal year, in some cases—funds sometimes 
(particularly in northern communities) are considered and approved at multiple 
levels of administration, with the end result that they are not received by 
communities until late in the fiscal year. This leads to “erratic and frantic” 
programming with projects trying to spend their funds before the fiscal year-end. 

 
 Insufficient number of full-time staff dedicated to CPNP-FNIC at the 

community, regional and national levels—also a result of the limited funding 
available to the program. 

   
 High turnover of workers within the communities—there are reports that 

workers receive training and then leave for higher paying positions. While this is 
a difficulty for CPNP-FNIC, it is a benefit to individuals and the community in 
that people have better training and are able to take up other positions not 
previously available to them. 

   
 The limited capacity of some communities to run a program—due to a lack of 

resources, including knowledgeable, trained workers. 
 

 Insufficient professional nutrition support in many communities—only about 
one half of First Nations projects and one third of Inuit projects reported the 
involvement of a nutritionist/dietitian. Such involvement, when available, is often 
limited. 

 
 Inadequate reach in First Nations communities—First Nations women who 

use cigarettes, tobacco and alcohol may not be engaged to the degree possible.  
 

 Limited support for women who live in isolated areas of a community—for 
example, insufficient funding for transportation and child care. 

 
Several evaluations and reviews not only identified barriers and challenges, but also 
offered recommendations for addressing them and/or improving the program. The most 
frequently mentioned of these include: explore alternative ways of allocating funding 
(including multi-year funding) to provide projects with stable and secure funding; design, 
deliver and support standardized training based on skill and knowledge requirements; and 
further specify acceptable core and supplemental elements/activities to minimize the need 
to interpret the guidelines at the community level. 
 
The strengths, challenges and barriers, and suggestions outlined in other studies, as well 
as those presented throughout the current analysis are summarized and addressed in the 
following section (Part III—Looking Ahead: From Analysis to Recommendations).  
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III Looking Ahead—From Analysis to 
Recommendations  
 
This section summarizes the findings presented in Part II—particularly in terms of how 
they relate to the objectives of CPNP-FNIC.  
 
The overall goal of CPNP-FNIC is to provide services to women earlier in their 
pregnancy and for a longer duration postpartum with a particular focus on those at high 
risk. The objectives and guiding principles, discussed in Part I, are repeated here for 
reference (see sidebar).  

CPNP-FNIC program objectives and guiding 
principles 
 
The objectives of the program are to: 
 improve the adequacy of the diet of prenatal and 

breastfeeding First Nations and Inuit women 
 increase access to nutrition information, services 

and resources to eligible First Nations and Inuit 
women, particularly those at high risk 

 increase breastfeeding support, initiation and 
duration rates 

 increase knowledge and skill-building 
opportunities for those involved in the program 

 increase the number of infants fed age-appropriate 
foods in the first 12 months 

 
The program’s guiding principles call for CPNP-
FNIC funded projects to:  
 

 be culturally grounded  
 include training and capacity building 
 provide links to other services  
 include accountability and evaluation  

 
Findings suggest that many 
women exposed to CPNP-FNIC 
services are gaining access to 
nutrition and related services 
earlier in their pregnancy than 
they would otherwise achieve. 
The data show that close to two 
in three participants enter the 
program within their first or 
second trimester. 
 
On the other hand, while close to 
nine in ten participants have at 
least one risk factor, results 
suggest that those First Nations 
women who are facing the most 
challenges are not participating 
in the program, and that First 
Nations women with low 
income, low education levels 
and/or with substance abuse  
could be more engaged with the 
program.  
 
Results also show that a majority (over two thirds) of projects offer postnatal services to 
12 months postpartum. 
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A. Meeting CPNP-FNIC Objectives 
 
To improve the adequacy of the diet of prenatal and breastfeeding women 
Barriers to an adequate diet (e.g., limited supply of affordable market foods, access to 
traditional foods, limited facilities for food preparation, etc.) are being reduced by CPNP-
FNIC through the provision of food vouchers and food baskets, etc. In addition to 
improving dietary adequacy for participants, the program’s cooking classes and 
community kitchens promote the use of traditional foods and provide women with the 
skills to choose and prepare more nutritious meals for themselves and their families. It 
should be kept in mind that the amount of food that participants receive is very modest 
and has limited impact on overall food security. While the program can improve the 
adequacy of a woman’s diet, it is not within the scope of CPNP-FNIC to address such 
fundamental food security issues as income, level of education or the safety of traditional 
foods. 
 
To increase access to nutrition information, services and resources to eligible women, 
particularly those at high risk 
While several sources of information indicate that access to nutrition information has 
improved, it is limited by the capacity of the project workers and the extent of their 
nutrition-related knowledge. In many regions, access to professional nutrition expertise is 
very limited. Only about one half of First Nations projects and one third of Inuit projects 
reported the involvement of a nutritionist/dietitian. Other reviews and evaluations noted a 
need for additional human resources in the program—a recommendation that calls for 
additional funding. 
 
To increase breastfeeding support, initiation and duration 
As it is a core program element, almost every project offers breastfeeding education and 
support. Breastfeeding workshops and/or training are offered to both project workers and 
participants in many regions. Results from the Saskatchewan Outcome Evaluation and 
the Individual Client Questionnaire collected in Inuit communities suggest that 
participation in CPNP-FNIC is associated with an increase in breastfeeding initiation 
among participants. Breastfeeding duration rates for Inuit participants are also higher than 
for women not exposed to the program.   
 
To increase knowledge and skill building opportunities for those involved in CPNP-
FNIC 
Project workers in all regions/territories are provided with the opportunity to participate 
in training activities, many of which focus on skill building. Training workshops are held 
annually in almost every region and territory, which focus on nutrition, breastfeeding, 
FASD, program administration and other important topics. Some sources examined here 
recommended the use of standardized training based on skill and knowledge 
requirements.   
 
As a result of their participation in CPNP-FNIC, women learn practical skills related to 
choosing healthy foods, budgeting and food preparation. They also learn about FASD and 
its prevention, having a healthy pregnancy, and the importance of breastfeeding and 
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appropriate infant feeding. Participants in a number of projects have been hired as 
workers or voluntarily provide support to other participants.  
 
Families benefit from the nutrition knowledge and skills women acquire through the 
program. Project workers have increased food security by providing food vouchers and 
education on healthy, lower cost food choices, and—in some communities—by 
establishing community freezers and/or lobbying store managers to stock more healthy 
foods.  
 
To increase the number of infants fed age-appropriate foods in the first 12 months 
Results indicate that a high proportion of CPNP-FNIC participants introduce solid foods 
into their babies’ diets between the ages of four and six months which was consistent 
with Health Canada policy at that time. Some, but not all, projects include workshops on 
how to make baby food.  
 
 
B. Other Considerations 
 
Costs and Cost Effectiveness 
 
With annual funding of $14.12 million per year, the annual cost per CPNP-FNIC 
participant is approximately $1,570. Taking into account only the direct funding to 
communities ($10.3 million annually), the per-participant annual cost is closer to $1,150.  
 
Whether this is cost effective may need to be addressed through further analysis. It is well 
documented that healthy birth weights and breastfeeding are important factors in “setting 
the stage” for healthy adulthood, creating potential savings to the health care system and 
increased productivity from individuals.  
 
Similarly, the costs associated with unhealthy outcomes can be considered. For example, 
the lifetime costs associated with one child born with FASD are approximately $1.5 
million per year (Stade et al., 2006). CPNP-FNIC provides its participants with education 
about the harmful effects of alcohol and drugs. If even 10 women per year do not drink 
alcohol during pregnancy, resulting in 10 cases of FASD being avoided, the benefits of 
the program exceed the costs.  
 
Future research and evaluation of CPNP-FNIC could include a comprehensive cost-
benefit analysis. 
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Program Relevance 
 
The majority of information sources that informed the current analysis state that the 
“conditions that led to the creation of CPNP still exist.” They note that the primary needs 
of the women who participate in CPNP-FNIC include the need for healthy, affordable 
foods (food security), nutrition and health-related information and skills, and relevant 
community-based support, and that while the program helps address some of these basic 
needs, others—outside the mandate of CPNP-FNIC, such as poverty, poor housing, lack 
of social support and employment—remain pressing issues. Moreover, in remote 
communities, the need for affordable, healthy, quality foods cannot be addressed through 
CPNP-FNIC alone. 
 
Results show that the program’s flexibility, as reflected in its expansion in 1999, enables 
CPNP-FNIC to remain responsive to community needs and adaptable to new evidence. 
For example, adapting the program to include a section on physical activity in the revised 
Building Healthy Babies manual (Health Canada, 1997), attention to the issue of maternal 
weight gain during pregnancy, and efforts towards reducing infant anaemia are all recent 
and important additions to the program. The program meets some needs of participants 
not otherwise met by continuing to deliver services that are, in general, not otherwise 
available in their communities. 
 
The CPNP-FNIC is based on the types of interventions that have some support in the 
literature and in the findings of this report.  While data from the Saskatchewan Outcome 
Evaluation correlates participation in the program with healthier outcomes, similar data 
from other regions is not available, and, therefore, more work needs to be done to 
establish program effectiveness in the context of CPNP-FNIC.  
 
C. Recommendations for Action 
 
Based on the evidence presented throughout this analysis—including identification of 
strengths and areas for improvement in the CPNP-FNIC program—the following 
recommendations are offered for consideration in future developments and decisions 
regarding the program: 
 

1. Consider streamlining the administrative funding processes related to CPNP-
FNIC while maintaining accountability—Data from key informants clearly 
indicates the need for making the funding process simpler and more efficient 
through such a mechanism as multi-year funding.  A more efficient approach may 
help to minimize or eliminate the 'gap in funding' and break in programming 
experienced by many projects at fiscal year end.   CPNP-FNIC will continue to 
participate in departmental discussions related to multi-year funding.  The multi-
year funding is expected to reduce barriers to continuous programming but is not 
expected to change financial accountability requirements.  

 
2. Work Toward a New Data Collection System—All Health Canada community-

based programs are now operating under a new framework for evaluation. Within 
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this Results-Based Management and Accountability Framework (RMAF), CPNP-
FNIC, Aboriginal Head Start On-Reserve, Maternal Child Health, and the Fetal 
Alcohol Spectrum Disorder (FASD) Initiative are creating a new performance 
measurement (i.e., annual reporting on activities) and evaluation system (i.e., 
reporting on Process/Management, Results/Impact/Cost-effectiveness; and 
Relevance/Needs/Client Satisfaction) on a rotating basis of one topic every two 
years.    

 
3. Strengthen and expand the program’s “reach” into the target populations—

While the data suggest that CPNP-FNIC is reaching Inuit women with many risk 
factors and First Nations women who are young and single, it is not as successful 
at reaching First Nations women with low education levels, low income and/or 
those who smoke, use alcohol and/or drugs. Ways of reaching these women need 
to be further explored.   

 
4. Increase worker capacity—There is an ongoing need for knowledgeable, skilled 

workers within the communities. One way to ensure the knowledge base of the 
workers may be to develop and provide standardized training based on skill and 
knowledge requirements.   

 
5. Increase access to professional expertise—The majority of sources considered 

in the present analysis drew attention to the lack of professional nutrition support 
and expertise at the project/community level. Efforts need to focus on providing 
such expertise consistently at the project level.  

 
6. Increase regional and community capacity—Numerous sources also identified 

the need for other staff (i.e., other than nutritionists) dedicated to CPNP-FNIC in 
regions and communities. At the community level, in particular, additional staff 
may help to minimize some of the issues (administrative and programming) 
associated with high worker turnover. Funding full-time positions would also help 
to minimize worker turnover within the communities.  

 
At the regional level, having staff dedicated to the management of CPNP-FNIC 
would free up regional nutritionists to provide more nutrition support to CPNP 
and other programs. Opportunities for partnering with other programs will be 
explored as a means of addressing this issue. 
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