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Greetings everyone,

It has been a busy year. We are pleased to 
present Our Healthy Future … Realizing Our 
Promise. This community health plan contains 
recommendations that will move Capital Health 
toward its vision for 2020.

This document represents tremendous 
dedication, passion and keen attention to 
detail, not only by our Community Health 
Boards (CHBs), but by the vast network of 
professionals, technicians, parents, Elders, 
teachers, students, labourers, storytellers, 
practitioners, activists and countless people at 
the local level that form our community.

The process of gathering data over the past 
months was critical to identifying health 
priorities and it did not stop there. It took many 
hours of staff and volunteer work to reconcile 
the data and develop a process that engaged 
communities and helped them identify shared 
health priorities. 

During community conversations, we began 
to see overlapping concerns regarding health 
and health priorities. Like dropping a pebble of 
thought into a pool, the ripples moved outward, 
providing an interconnected pool of knowledge 
to form the basis for our community health 
plan. 

Faced with rising health care costs and no 
increase in funding, it is imperative that a 

new direction for health be identified and 
implemented. The information in this plan 
indicates that more emphasis should be placed 
on timely access to services for early diagnosis 
and intervention and on prevention through 
education. As we move toward 2020, we must 
use our resources in ways that shift health care 
away from a reactive treatment model to a 
proactive wellness model. 

It has been an honour and a pleasure to have 
had the opportunity to be inspired by the 
strength and resilience of our communities. 
Their collective energy and passion remained 
vibrant throughout the process and form 

Message from the Co-Chairs
the foundation for this health plan and its 
recommendations. 

We thank Capital Health’s Board of Directors 
for their leadership and we look forward to 
continued engagement as we advance Capital 
Health’s commitment to realizing its Promise 
“to embrace a new role as learners committed 
to creating the conditions for the necessary 
behavioural changes – in us and our citizenry – 
to achieve optimal health.” Ultimately, this will 
lead us to attain our shared vision for 2020 – 
healthy people, healthy communities. 

Carole Jones and Roger Pothier 
Co-Chairs, Council of Chairs, March 2010
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There are seven Community Health Boards 
(CHBs) within Capital Health. They are 
comprised of volunteers from all walks of life 
and reflect the diversity of our communities. 
Each board recruits members from the 
communities it represents. Board members 
generally serve three-year terms.

CHBs are legislated by the Health Authorities 
Act (2001). This legislation sets out the specific 
roles of the CHBs. 

Key activities:

•	 Foster	community	development	that	
encourages the public to actively participate 
in health planning and service delivery.

•	 Assess	community	health	needs.

•	 Develop	a	community	health	plan.	

•	 Support	the	implementation	of	approved	
components of the health plan at the 
community level. 

•	 Nominate	2/3	of	Capital	Health’s	Board	of	
Directors.

The CHBs use a population health approach 
in their work. This approach looks at the 
population as a whole and considers all of the 
factors that influence a person’s health. These 
include income and social status, social support 
networks, education and literacy, physical 
environments, employment and working 
conditions, gender, social environments, culture, 
health services, healthy child development, 
biology and genetic endowment and personal 
health practices and coping skills. 

One of the key responsibilities of 

the Community Health Boards is to 

develop a community health plan for 

the district health authority to consider 

and incorporate into its business plan. 

Community Health Boards: Who We Are
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In the past, each CHB has developed its own 
community health plan. This year, CHBs agreed 
to work together to develop a single plan for the 
district for 2010-2013. This timeframe aligns 
with Capital Health’s new business planning 
cycle. 

CHBs share
progress with 
community7

CHBs support
and monitor 

implementation 
process6

Approve health
plan 

recommendations5

Community
health plan4

Presentation of
health plan to
Capital Health4

Conversation to Action
Community Health Board Planning Cycle

Local community 
health data1

Evidence of
effective 

interventions3

Evidence of

Community 
conversations re 
health priorities2

recommendations

Approved health plan 
recommendations 
incorporated into 

district business plan5

Conversation to Action: Community Health Board Planning Cycle

See Appendix A for detailed description.

By using a common survey for all CHB 
communities (Our Health: A Community 
Health Assessment), the boards were able to 
identify shared health priorities. These priorities 
were echoed during extensive community 
consultations throughout the district. 

The result is Our Healthy Future…Realizing 
Our Promise, a single health plan that creates 
opportunities for integrated action across 
programs and services.
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Our choices are making us sick. We eat too 
much, exercise too little and work under 
too much stress. These habits are leading to 
high rates of chronic disease. Compared to 
other	provinces,	Nova	Scotia	has	the	highest	
rate of high blood pressure1 and deaths from 
cancer2, and the second highest death rate from 
cardiovascular disease.2 We have the fourth 
highest rate of people who do not eat healthy4 
and the third highest rate of people who are 
overweight3.	Nova	Scotia’s	population	is	aging	
and health care costs are escalating.5

At the district level, we are no better. This was 
reinforced in Our Health: A Community Health 
Assessment survey, the foundation of this health 
plan. The survey results tell us that Capital 
Health has a long way to go to realize its vision 
of healthy people, healthy communities.

For 10 years, each of the seven Community 
Health Boards (CHBs) within Capital Health 
has created and monitored its own individual 
health plan. These plans have had little 
traction in terms of attracting attention and 
improving health. This year, we are taking a new 
approach. We have combined the talents, skills 
and knowledge of more than 100 dedicated 
volunteers to create a single plan with a single 
set of recommendations. 

To create this plan, we connected with an 
unprecedented 4,000 citizens. These citizens told 
us about their health and about the actions that 
Capital Health needs to take to improve health. 
For the first time, we have comprehensive health 
information at the CHB level to help us set 
priorities. When 4,000 people tell us what they 
need to be healthy, we need to sit up and listen. 

Support for healthy living
People tell us that physical inactivity, poor 
nutrition and obesity are their key health 
concerns. They want to move more and eat 
less but they face barriers. They want help 
to remove roadblocks like lack of money, 
opportunity, information, encouragement, time 
or motivation. Although the roadblocks are 
different for each person, everyone is telling 
us they want the healthy choice to be the easy 
choice.

Reaching everyone
People have difficulty accessing health services. 
They want services closer to where they live, 
work and play; the recreation centres, shopping 
malls and food banks. They are asking us for 
more health professionals who can help them 
navigate this very complex health system. These 
changes would lessen transportation costs, 
reduce the stigma associated with single-purpose 
buildings (such as mental health facilities) and 
improve the chances of reaching those most in 
need of help – the old, the homeless, those with 
little or no income and those marginalized for 
other reasons such as race, language or sexual 
orientation. 

Our Healthy Future – A Plan for Immediate Action
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Working with others for a health system, not a 
sickness system 
Many people in our communities are living 
with chronic disease. They need to be treated 
for more than just the disease. We must look 
upstream at what is causing the chronic 
condition. Evidence tells us that in very many 
cases it is obesity and/or a lack of physical 
activity and healthy eating. If we look further 
upstream, we see that adequate income, 
education and social supports all play a role in 
preventing illness.

To have the greatest impact in achieving health 
for all, we need to take a broad, multi-level (e.g. 
municipal, provincial and federal), multi-sectoral 
(health, education, business, government) 
approach - one that is comprehensive and 
involves working in multiple settings (e.g. 
school, workplace, community) with many 
partners.

Capital Health cannot and should not do this 
alone. Capital Health needs to clearly identify 
where it can lead, where it can support others 
to lead, and where it can let go. We hope our 
recommendations will help in this process. 

“Educate people
about what is health,

how you achieve health and  
your responsibility in this.”



Act now
The information in this health plan is coming 
to you, Capital Health’s Board of Directors, at 
a time when Capital Health is implementing 
a new three-year business plan. Build on the 
good work you are already doing. We do not 
need more strategies; we need more action. We 
ask that the Board use Our Healthy Future … 
Realizing Our Promise as a foundation to guide 
the business plan, and that the recommendations 
within Our Healthy Future … Realizing Our 
Promise be incorporated into the business plan. 
These recommendations are linked to Capital 

Health’s business plan milestones (Appendix B); 
in particular, those in the citizen engagement 
and sustainability quadrants (Appendix C).

As CHBs, we are accountable to the citizens 
who provided the information for this health 
plan. We must let them know what progress is 
made. We ask that the Capital Health Board of 
Directors let us know in writing by April 30, 
2010, how the recommendations made in Our 
Healthy Future…Realizing Our Promise will 
be incorporated into Capital Health’s business 
plan. If there are recommendations that will 
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not be incorporated into Capital Health’s 
business plan, please explain why. We also ask 
to meet twice yearly with the Board over the 
next three years to discuss the progress on these 
recommendations.

We are confident that implementing the 
recommendations in this health plan, although 
challenging, will lead to a healthier future for 
every citizen within the Capital Health district. 
The people we collectively serve have asked for 
our help. It is time to step up to this challenge 
together and be a force for change. 

“Conversation is good, 
but we need more action.”



The results of Our Health: A Community 
Health Assessment survey are built on the 
responses of 3,000 citizens. Each CHB 
shared the survey results by conducting focus 
groups, consulting local organizations and 
hosting community conversations. Together, 
these sessions added another 1,000 voices to 
the development of Our Healthy Future … 
Realizing Our Promise. These citizens told the 
CHBs which of the health priorities emerging 
from the survey matter most to them. Every 
community identified that the survey did not 
capture enough information on the cultural, 
social, geographic and economic barriers to 
the services people need to stay healthy or 
get healthy. We labeled this priority “Health 
Inequities” and communities told us Capital 
Health should consider these inequities when 
planning all programs. The section that follows 
includes recommendations on how Capital 
Health can address the eight health priorities 
identified by all communities. Presented in order 
of importance these are:

 Health Inequities

 Physical Activity, Healthy Eating, 
Healthy Weights

 Mental Health

 Access to Health Services and 
Information

 Stress

 Sense of Belonging

 Chronic Conditions

 Health Screenings

The CHBs worked together to craft 
recommendations that will address our 
communities’ health priorities. The 
recommendations are built on survey results, 
community conversations and evidence. 

We’ve used the following format to present our 
recommendations:

Our community talked: 
Data collected from the 3,000 people who 
responded to Our Health: A Community Health 
Assessment survey

Health Priorities Identified by all CHBs
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We listened:  
Highlights from conversations with 1,000 
citizens

We learned:  
Evidence that addresses each health priority 

We recommend:  
The actions that Capital Health needs to take to 
improve the health of our communities



The evidence linking poverty and health 

is undeniable. People with low 

income experience greater rates 

of illness. Other social factors 

like racism and homophobia can 

also affect health. Groups such 

as mother-led single-parent families, 

new immigrants, African Nova Scotians, 

and Aboriginal peoples are known to 

experience greater challenges than others 

when it comes to being healthy.

We listened 
•	 We	did	not	learn	everything	we	needed	

from our survey. We need more information 
related to literacy, racism, poverty 
and homophobia and how these affect 
individual and community health. 

•	 People	experience	racism	and	other	forms	
of discrimination in the health care system. 
Some feel that health care providers who 
more closely reflect themselves would better 
understand their health needs and issues 
and would be more willing to address them.

Health Inequities
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Our community 
talked 
•	 94	per	cent	of	respondents	were	born	in	

Canada. 

•	 96	per	cent	are	white	and	98	per	cent	said	
English is the language spoken most often at 
home. 

•	 Of	respondents	between	the	ages	of	18	and	
59, 96 per cent consider themselves to be 
heterosexual, two per cent homosexual, 
and one per cent bisexual. One per cent 
of respondents are unsure of their sexual 
orientation. 

•	 Of	respondents	between	the	ages	of	15	and	
75, 28 per cent did not work during the 
week prior to survey completion. Females 
and seniors were more likely to have 
not worked in the week prior to survey 
completion.

•	 Prevalence	of	chronic	conditions	is	higher	
in respondents with an annual household 
income under $40,000.

“Staff speak louder to people 
whose first language is not 
English. It’s like the louder 

they speak, the more we will 
understand.”



We learned 
•	 4.1	per	cent	of	Capital	Health’s	citizens	are	

Aboriginal, 7.2 per cent are immigrants, and 
9.9 per cent of families have low income 
status.6

•	 A	recent	survey	of	Halifax’s	homeless	
reveals that 42 per cent live on less than 
$200 a month. The same report also states 
that the cost for a one-bedroom apartment, 
telephone, power, nutritious food and a bus 
pass in Halifax is $1,000 per month.7 

•	 Reducing	health	inequities	has	major	
potential economic benefits, including 
reducing health care needs and the cost of 
lost productivity.8

•	 Community	health	workers	improve	access	
to primary care health services and save 
money through reduced use of emergency 
room care. They are often more familiar 
with the norms, traditions and health needs 
of the communities they serve. 9

•	 Geographic	Information	Systems	(GIS)	
provide a way to clearly visualize how 
particular diseases affect particular 
communities or population areas. 10

•	 Health	policy	and	administration	
mechanisms that address hiring practices, 
training and integrating cultural competence 
into governance and organizational policy 
help to eliminate institutional racism.11

•	 Working	in	partnership	is	fundamental	to	
reducing health inequities as the problems 
and solutions cross department and 
organizational boundaries.12

Identify where poverty is a barrier to 
accessing our health services and act on 

ways to eliminate these barriers (e.g., provide 
funding to address transportation barriers).

Conduct research to determine which 
communities and population groups 

have difficulty accessing health services and 
achieving good health. Use this information 
to make improvements and use a GIS tracking 
system to track whether we are making a 
difference. 

Develop partnerships to increase 
community-based services generally with 

a	specific	focus	on	African	Nova	Scotians,	
Aboriginal people, people from the Gay, 
Lesbian, Bisexual, Transgender, Intersex 
(GLBTI) communities, Francophones, refugees 
and newcomers, and low-income earners.

Increase Capital Health’s cultural 
competence through the following actions:

a. Implement a diversity survey to learn 
more about the diversity quotient of the 
organization. 

b. Develop an active employment equity 
plan to create a more diverse workforce.

c. Develop a plan for cultural competence 
including targets for training Capital 
Health staff, physicians, students and 
volunteers.

d. Advocate for higher standards for 
cultural competency measures in Capital 
Health’s accreditation process.

1 4

3

2

We recommend 
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Physical Activity, Healthy Eating, Healthy Weights

We listened
•	 Physical	activity,	healthy	eating	and	healthy	

weights are the top health priorities for 
Capital Health to focus on in the coming 
years.

•	 Food	security	issues	are	important.

•	 Bike	and	walking	trails,	free	and	universally	
accessible recreation programs and opening 
schools to the community to allow for more 
physical activity are important. 

Our community 
talked
•	 62	per	cent	are	overweight	or	obese	(aged	

18 years or older, excluding pregnant 
females); 24 per cent of these think their 
weight is “just about right.”

•	 62	per	cent	consume	less	than	the	
recommended minimum daily servings of 
fruit and vegetables.

•	 44	per	cent	are	physically	inactive.

•	 73	per	cent	intend	to	improve	their	health	
in the next year; 65 per cent of these by 
increasing physical activity.

•	 Almost	half	of	those	intending	to	improve	
their health in the next year face barriers 
including lack of will power, work schedule, 
time constraints, disability and/or health 
problems and financial constraints. 

We eat too much unhealthy food and 

we don’t exercise enough. This is 

a crisis and we must take action. 

These poor choices are resulting 

in an overweight and obese 

population vulnerable to chronic 

conditions. Our citizens tell us they 

want to change but there are barriers. 

Helping them overcome these barriers will 

create healthier people and communities 

and lead to a more sustainable health 

system. Capital Health needs to lead by 

example by promoting healthy lifestyles 

throughout the organization.

12
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Physical Activity, Healthy Eating, Healthy Weights
We learned 
•	 Unhealthy	weights	contribute	to	chronic	

disease, including heart disease, diabetes and 
cancer.13, 14

•	 Barriers	are	different	for	everyone.15

•	 Individuals	need	to	be	ready	to	change	
health habits to be successful.16

•	 Motivational	and	other	supports	can	help	
people make healthy changes.16, 17

•	 A	multi-level	(e.g.	municipal,	district,	
provincial, national) and multi-sectoral 
(e.g. health, education, justice) approach 
is the only way to achieve health benefits 
at the population level and reduce chronic 
conditions like diabetes and heart 
disease. 14, 18

•	 Workplace	health	initiatives	increase	
physical activity and healthy eating among 
employees.15

•	 People	choose	healthy	food	more	often	
when there are incentives or promotions for 
healthy food.17

•	 Capital	Health	participates	in	existing	
strategies that are intended to increase 
physical activity and healthy eating.18

We recommend 
Implement the recommendations from 
existing strategies like the provincial 

healthy eating strategy and Stepping Up: a 
Physical Activity Strategy for the Halifax 
Region. Start with the recommendations within 
those strategies for which Capital Health is the 
designated lead. For example, Capital Health 
is identified as the lead for a physical activity 
social marketing campaign in the Stepping Up 
strategy. Continue with the recommendations 
that can be implemented at the local and 
organizational levels. 

Advocate for policies that promote 
healthy eating and food security. These 

policies might include ways to reduce the 
cost of healthy food, increase the visibility of 
healthy food and include nutritional content on 
menus.

Collaborate with businesses and 
organizations to promote healthy 

practices. For example, build a coalition of local 
organizations who—through their collective 
buying power—could influence food suppliers 
to provide affordable, healthy food choices for 
their organizations.

Provide more opportunities for Capital 
Health staff to learn how to help the 

people they serve stay motivated, change their 
behaviours and manage the stresses that make it 
hard to make healthy changes.

5

6

7

8
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Mental Health

We listened
•	 Mental	health	is	an	issue	that	affects	or	

is affected by many other health issues 
including stress, physical activity, healthy 
eating, access to services, sense of belonging 
or health inequities. 

•	 Some	people	do	not	access	the	mental	
health services they need because of the 
stigma associated with mental illness.

•	 People	expressed	that	children	and	youth	
should learn about mental health so that 
talking about emotional health becomes as 
natural as talking about healthy weight and 
good nutrition. This could help to reduce 
stigma around mental illness. 

•	 Knowing	what	mental	health	services	are	
available and how to access them is a high 
priority for citizens.

•	 To	reduce	the	stigma	of	accessing	mental	
health services, services should be located 
where citizens congregate.

•	 Inadequate	youth	and	child	mental	health	
services can have dire consequences. 
Access to services, providing education and 
collaborating across sectors is critical to 
helping youth and children at risk. 

•	 Having	a	strategy	with	measurable	goals	
and outcomes is the only way to improve 
the mental health of our population. A 
scattershot approach will not change things.

Our community 
talked 
•	 72	per	cent	rate	their	mental	health	as	very	

good or excellent; similar to the provincial 
rate of 73 per cent.

•	 19	per	cent	have	seen	or	talked	to	a	health	
professional about their emotional or 
mental health in the past year an average 
of five times; 55 per cent of these saw or 
talked to a family doctor.

Poor mental health causes a significant 

burden to the health care system. 

One in five people experience a 

mental illness every year. 

14



We learned 
•	 Approximately	200,000	people	in	Nova	

Scotia experience a mental illness every 
year.19

•	 Wellness	navigators	in	the	community	help	
clients navigate and access mental health 
services and other government services, and 
promote awareness of existing programs.19

•	 Although	less	than	five	per	cent	of	the	
provincial health budget is dedicated to 
mental health services, a person’s mental 
health impacts all facets of our individual 
health.20

•	 The	cost	of	keeping	someone	with	serious	
mental illness in hospital is $170,820 per 
year.21

•	 The	World	Health	Organization	estimates	
that by 2020, depression will be the leading 
cause of disability.22

•	 40	per	cent	of	all	disability	claims,	short-
term and long-term, involve mental health 
conditions.21 

•	 Moderate	physical	activity	is	known	to	
reduce many mental health conditions 
including anxiety, depression and panic 
disorder and is effective at treating clinical 
depression in adolescents and adults.23, 24, 25, 26

•	 Mental	illness	costs	the	Canadian	economy	
a staggering $51 billion annually. That 
number includes $5 billion in direct medical 
costs.27

We recommend 
Continue to locate mental health services 
in more user-friendly facilities in the 

community. Focus on building partnerships 
with community and government agencies to 
locate services where a range of community 
and/or recreation services already exist (one-
stop shopping). 

Ensure the efficient use of existing 
education, prevention and treatment 

programs and services in communities, such as 
Mental Health First Aid and self-help groups. 
One effective way to do this would be to hire 
wellness navigators.

Partner with others (e.g., IWK) to 
increase resources for mental health 

education for children and young families. 

Educate our health providers, family 
physicians, police, clergy, teachers 

and educational specialists to have a better 
understanding of mental illness. This would 
help reduce the stigma of accessing mental 
health services and enable these professionals 
to recognize the symptoms of mental illness in 
themselves should they develop.

Facilitate collaboration among 
Capital Health (including physicians), 

government departments and CHBs for the 
purpose of exploring the development of a 
provincial mental health strategy.

9
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We listened 
•	 People	wait	too	long	to	access	their	doctor,	

get an appointment with a specialist or 
receive treatment or on-going support. 
Delays can affect finances and physical, 
emotional and mental health. We heard that 
services need to be offered at times that fit 
within people’s lives and work schedules 
and should be culturally appropriate.

•	 People	do	not	have	the	health	services	they	
need where they live and work, causing 
financial and transportation hardships. 
They want to be able to find the right health 
service in the places that make sense— 
e.g., sexual health clinics for youth in junior 
high and high schools or mental health 
workers at food banks.

•	 The	information	and	advice	people	need	to	
make informed health care decisions must 
be easy to understand and presented in a 
way that respects differences in culture, 
language and ability. This will reduce 
misunderstandings, frustration, unnecessary 
referrals and over-/under-treatment.

Our community 
talked 
•	 41	per	cent	required	a	visit	to	a	medical	

specialist within the past 12 months. This 
is higher than the national average of 28 
per cent. Of these, 23 per cent experienced 
difficulty getting this specialized care, and 
wait times were a common difficulty (83 
per cent).

•	 96	per	cent	have	access	to	a	regular	medical	
doctor; higher than the national average of 
86 per cent.

•	 19	per	cent	accessed	community-based	
care in the past 12 months (highest among 
youth). Most say they received excellent 
care. 

•	 55	per	cent	accessed	health	information	or	
advice for themselves or a family member 
in the past year (compared to 42 per cent 
nationally). The most common health care 
provider they contacted was a doctor (85 
per cent). 

People say they have trouble accessing 

the health services they need. Access 

means different things to different 

people. For some it means time, 

for others it means place, and for 

others, access means understanding 

i.e., health literacy. 

Access to Health Services and Information

16

“When you have no one that cares… 
you care about nothing…or less.”



We learned 
•	 Collaborative	community	health	models	

that incorporate community health teams, 
collaborative community-based family 
practices, mobile clinics and wellness 
navigators can help improve access.28, 29

•	 60	per	cent	of	Canadians	(aged	16	and	
older) cannot understand and act on health 
information and services.30

•	 38	per	cent	of	Nova	Scotians	do	not	have	
the required literacy skills to meet the 
demands of today’s economy and society.31, 32

•	 A	provincial	health	literacy	strategy	and	
other literacy models exist to inform health 
literacy initiatives.33

We recommend 
In collaboration with communities, 
develop and implement a master plan 

to increase health services and programs in 
communities. This should include a master 
community facilities and human resource plan. 

Work with the District Department 
of Family Practice and Primary 

Health Care to explore and implement ways to 
support family physicians in:

a. The provision of mental health services 
for their patients.

b. Accessing the services of other 
health professionals such as family 
practice nurses, public health nurses, 
physiotherapists, etc. 

Increase awareness of local 
community health and wellness 

resources among physicians and other 
community health providers. This can be 
initiated through the District Department of 
Family Practice and Primary Health Care.

Develop Capital Health information 
in a way that all people can 
understand by: 

a. Establishing a group of diverse 
community members (including CHB 
members) to give input on information 
for patients and the public. Information 
should be assessed for literacy level and 
cultural relevance. 

b. Partnering with community organizations 
such as public libraries to hire (or gain 
access to) a health literacy specialist to 
help people find easy-to-understand health 
information. 

c. Increasing the use of qualified health 
interpreters when providing services 
to patients whose first language is not 
English, including in community practices. 

Advocate for 211 or an expansion 
of 811 to include community, social 

service and health information. 

Investigate why Capital Health has 
higher referrals to specialists than the 

national average to ensure appropriate referral 
and timely access to specialists.

Increase the availability of technology 
that allows patients/clients to 

communicate with health providers (e.g., web 
portal/self-scheduling).
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We listened 
•	 Stress	is	one	of	the	top	four	issues	people	

want Capital Health to tackle in the coming 
years.

•	 Citizens	are	stressed	but	don’t	admit	it.	

•	 People	are	experiencing	stress	in	their	jobs	
but don’t know what to do about it.

•	 Racism	in	schools	and	elsewhere	leads	to	
stress and poor health.

•	 Stress	is	huge	with	youth	and	students.	
Youth need professionals to talk to or go to 
for advice. 

•	 People	need	more	information,	education,	
discussion and support for stress reduction.

•	 Young	men	need	men-only	support	groups.	

Our community 
talked
•	 65	per	cent	experience	some	level	of	day-to-

day stress and 72 per cent experience stress 
at work. 

•	 Work	situations	are	the	biggest	contributor	
to day-to-day stress. 

•	 90	per	cent	feel	equipped	to	handle	stressful	
events and 95 per cent feel equipped to 
handle the day-to-day demands of life. 

•	 A	notable	percentage	used	unhealthy	coping	
methods. The top two include wishing 
the situation would go away and blaming 
themselves.

People in Capital Health are feeling stress 

in their everyday and work lives. 

Although many say they can handle 

this stress, we know that too much 

or long-lasting stress is linked to 

chronic conditions. When people use 

unhealthy ways to cope with stress like 

overeating, drinking harmful amounts of 

alcohol or smoking, the situation worsens.

Stress

18

“Youth need people 
to listen to them.” 



We learned 
•	 Physician	visits	could	be	reduced	by	25	per	

cent if workplaces stopped overloading 
workers.34

•	 Stress	can	be	bad	for	health;	it	can	weaken	
our immune system and increase our 
susceptibility to many chronic conditions.35, 

36

•	 Workplace	stress	can	lead	to	high	
absenteeism and staff turnover, poor 
employer reputation and other unwanted 
consequences.37

•	 Making	sure	people	can	do	the	work	they	
are asked to do and ensuring suitable 
management practices can reduce workplace 
stress.37

•	 Teaching	people	about	stress,	how	to	cope	in	
healthy ways and letting them know where 
to go for more help can lessen the harm 
stress causes to our bodies.36

•	 Racism	can	make	people	feel	anxious,	
scared, angry and helpless. This stress makes 
it hard for them to do well at school and 
work.38

We recommend 
Continue to partner and collaborate 
within the Capital Health district 

to collectively address workplace stress. Act 
as a healthy workplace model by supporting 
emerging work such as the wellness and 
self-care framework within Capital Health’s 
Healthy Workplace department.

21 Increase programming within mental 
health and other services that help 

people to be resilient and deal with stress, 
including stress due to prejudice and racism.
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We listened 
•	 Capital	Health	should	recognize	the	

importance of a sense of belonging.

•	 Hospitals	and	community	health	centres	
are focal points for community and they 
need to play a bigger role in connecting and 
communicating with community.

•	 Initiatives	that	support	community	
development must continue to be funded. 

Our community 
talked
•	 32	per	cent,	including	youth,	adults	and	

seniors, have a weak sense of belonging to 
their local community. 

•	 Youth	15	to	19	and	adults	20	to	34	have	a	
lower sense of belonging than adults 35 to 
64 and seniors over 65. 

•	 People	with	lower	household	income,	
and those who rate their mental health 
negatively are among those who have a 
weaker sense of belonging. 

Sense of belonging can be described 

as the extent to which individuals 

feel accepted, respected, included 

and supported by others in their 

social environments. It is widely 

recognized that a weak sense of 

belonging leads to unhealthy people 

and unhealthy communities. 

Sense of Belonging
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“Hospitals or community 
health centres are focal 
points in this region but 

play no part in connecting 
or communicating with 

community.”

We learned
•	 Sense	of	belonging	relates	to	many	

determinants of health, including personal 
health practices, income and social 
environments.39, 40

•	 A	weak	sense	of	belonging	is	associated	with	
depression, loneliness, anxiety and suicide.41

•	 Validated	measuring	tools	are	available	
to determine our community’s sense of 
belonging.41, 42

We recommend 
Adopt the recommendations of 
this community health plan, as 

each is important to achieving greater sense 
of belonging for individuals, groups and 
communities. Sense of belonging is a complex 
part of health and requires a multi-faceted 
approach (e.g., address personal psychological 
distress and levels of social support.)

23 Identify and implement best practices 
for increasing sense of belonging in our 

communities. Adopt a common definition and 
measurement tool.

24
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Chronic Conditions (Prevention and Management)

Our community 
talked 
•	 66	per	cent	have	at	least	one	chronic	

condition.

•	 Females	are	more	likely	than	males	to	have	
at least one chronic condition (71 per cent 
versus 61 per cent).

•	 The	older	you	are,	the	more	likely	you	are	
to have a chronic condition. 

•	 Occurrence	of	chronic	conditions	is	higher	
in those with an annual household income 
under $40,000.

Nova Scotia’s rates of cancer, high blood 

pressure, diabetes and arthritis are 

among the highest in the country 

and keep climbing. We also have the 

highest rate of hospital admissions 

for chronic disease in Canada. Heart 

disease is one of our biggest killers.

22

We listened
•	 Preventing	or	delaying	the	onset	of	chronic	

conditions through healthy lifestyle choices, 
like active living and healthy eating, is 
important.

•	 People	want	to	learn	how	to	manage	their	
chronic conditions.

•	 Being	looked	after	by	both	doctors	and	
other health care providers (e.g., dietitians) 
could be a less costly way to prevent and 
manage chronic conditions than doctors 
alone.

•	 Having	healthy	and	safe	environments	helps	
protect us from chronic conditions.

“How upstream do we need 
to go to make changes that 
make a difference?  We can 
deal with the present but if 
we don’t start dealing with 
what is coming, we’re going 

to have huge problems.”



We learned
•	 Up	to	80	per	cent	of	heart	disease,	stroke	

and type 2 diabetes and over a third of 
cancers could be prevented by getting 
people to change unhealthy habits like 
using tobacco, eating unhealthy food, not 
exercising enough and drinking harmful 
amounts of alcohol.43

•	 Helping	people	manage	their	chronic	
conditions can improve quality of life and 
slow the progression of disease. This can 
save the health system money by reducing 
the higher costs of managing acute episodes 
and visits to the emergency department.44

•	 A	comprehensive	collaborative	approach,	
such as the Expanded Chronic Care Model, 
is recognized as best practice to address 
chronic conditions.45

We recommend 
Coordinate the work of Capital 
Health’s community-based teams 

to improve chronic condition prevention and 
management. 

Align our initiatives with those 
of other health partners such as 

government health departments, health 
charities and family physician practices to 
make a bigger impact. 

25
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Advocate for policies and support 
programs that protect our environment, 

such as active transportation and community 
gardens. 

27
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Our community talked
While lifetime screening for most tests/exams are favourable, past year screening rates (below) are 
less common. See graphs below: 

Health Screenings
Health screenings are an important part 

of preventative health care. They can 

prevent illness in people at high 

risk for disease or allow illness 

to be treated sooner in people 

already affected. Our survey did 

not show how close we are to meeting 

recommended screening guidelines. 
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Gender and age of respondents asked about screenings:
FOBT, Colonoscopy - M,F, aged 35+ Pap, Breast Exams - F, aged 18+
Mammogram - F, aged 35+ PSA and DRE - M, aged 35+



Health Screenings

We learned 
•	 Screening	programs	can	be	effective	in	

reducing illness and death by detecting 
disease before symptoms occur.46

•	 Screening	is	not	always	effective,	
appropriate or cost effective for all 
population groups. Weighing the benefits, 
harms and cost-effectiveness of screening 
can help define health screening policy and 
future research needs.46

•	 The	success	of	screening	programs	is	
affected by behavioural, social, economic 
and organizational factors. These factors 
need to be proactively addressed as high 
rates of uptake are needed if screening 
programs are to have a significant 
population impact.46

We listened
•	 People	are	confused	about	what	screening	

tests to get and when. 

•	 Young	women	need	to	be	educated	about	
the importance of pap tests in preventing 
cervical cancer.

•	 Women	don’t	know	the	best	age	to	start	
getting mammograms.

•	 People	say	more	information	is	needed	
around oral health and vision screening.

The District Department of Family 
Practice and Primary Health Care, in 
collaboration with CHBs:

	•	 Identify	the	health	screening	
guidelines most appropriate for 
Capital Health to promote; and

•	 Develop	consistent	messaging	
around the selected guidelines and 
promote these messages to citizens, 
physicians and other health care 
providers. 

We recommend 
28
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We are the eyes, ears and voice of the health of our communities.

26
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Health Priorities Identified by some CHBs (not all)

Our Health: A Community Health Assessment 
survey covered a wide range of health-related 
topics beyond the eight health priorities 
identified by all Community Health Boards 
(CHBs). Citizens were also asked, among other 
things, about smoking, gambling and sexual 
health. As the CHBs shared the survey results 
in community conversations and focus groups, 
some communities identified these other issues 
as high priorities. While these health priorities 
were not identified by every community, they 
are still very important to the communities 

affected by them. The following section 
includes health priorities identified by some 
CHBs, but not all:

 Smoking

 Alcohol Consumption

 Sexual Health

 Gambling

 Oral Health

 Sun Safety

“Teach our kids 
healthy living.”
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Nova Scotia has introduced some of the 

toughest anti-smoking legislation in 

Canada to decrease smoking rates and 

improve health. Still, roughly 1,700 

Nova Scotians die each year from 

smoking-related illnesses.

Our community 
talked 
•	 20	per	cent	of	respondents	smoke,	79	per	

cent of these are daily smokers.

•	 Of	current	smokers,	64	per	cent	indicate	a	
serious consideration to quit within the next 
six months and 48 per cent have stopped 
smoking for at least 24 hours in the past 
year due to a desire to quit.

We listened
•	 Southeastern,	Chebucto	West,	West	Hants/

Uniacke and Halifax CHBs identified 
smoking as a priority.

•	 People	think	cigarettes	should	cost	more.	

We learned 
•	 Nova	Scotia	is	about	to	release	a	new	

comprehensive tobacco control strategy.

Smoking

We recommend
Refresh the Capital Health Tobacco 
Reduction Strategy and align 

with	Nova	Scotia’s	soon-to-be	released	
comprehensive tobacco control strategy: 
Moving Toward a Tobacco-free Nova Scotia.

29

“We cannot solve the issues of today without addressing the 
problems caused by the lack of prevention in the past.” 
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For Nova Scotians, alcohol continues to 

be a public health and safety issue. 

Twenty per cent of Nova Scotians 

consume alcohol in a way that 

negatively impacts health, as well as 

social and economic environments.

cigarettes) affect the body. They would also 
like to see the price of alcohol and cigarettes 
increased.

We learned
•	 Alcohol	is	linked	to	cancers	of	the	mouth,	

throat, esophagus, colon, rectum and breast 
(in women).47

•	 Risk	of	cancer	increases	with	the	amount	of	
alcohol consumed.47

•	 Among	Canadian	women,	cancer	was	the	
leading cause of alcohol-related death in 
1995, ahead of motor vehicle collisions 
and liver cirrhosis. For men, cancer was 
the second-leading cause of alcohol-related 
death after suicide/self-inflicted injury, 
followed by motor vehicle collisions and 
liver cirrhosis.47

We recommend
Establish a sponsorship/partnership 
policy for Capital Health that 

outlines criteria for partnership including 
alcohol use. 

Advocate that other publicly funded 
organizations adopt a similar policy.

30
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Alcohol

Our community 
talked
•	 Alcohol	consumption	is	highest	among	the	

middle age categories. 

•	 10	per	cent	of	respondents	who	consume	
alcohol do so at least four to six times a 
week.

•	 Males	(15	per	cent)	are	more	likely	than	
females (three per cent) to report drinking 
five or more drinks once a week or more.

•	 Seven	per	cent	of	adults	aged	20	to	34	
consume five or more drinks once a week.

We listened 
•	 Halifax	and	Dartmouth	CHBs	identified	

alcohol as a priority in their areas.

•	 Citizens	were	concerned	with	binge	
drinking.

•	 People	suggested	hosting	more	programs	
that show how substance abuse (alcohol and 
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Our community 
talked
•	 Average	age	of	first	sexual	intercourse	is 

17 years old.

•	 Nine	per	cent	have	been	diagnosed	with	a	
sexually transmitted disease (STD) in their 
lives; more common for females than males.

•	 29	per	cent	used	a	condom	the	last	time	
they had sexual intercourse; lower than the 
provincial level of 46 per cent. 

•	 Although	males	(93	per	cent)	and	females	
(96 per cent) between the ages of 15 and 
24 agree that it is important to avoid 
pregnancy right now, 84 per cent report 
using birth control regularly.

We listened
•	 Chebucto	West,	Halifax	and	Southeastern	

CHBs identified sexual health as a priority.

•	 Parents	don’t	talk	to	kids	about	sexual 
health/pregnancy.

Our Health survey assessed sexual health 

behaviours, practices and attitudes 

among citizens between ages 15 and 

49. Additionally, we sought feedback 

from community members over 

age 49. 

•	 Immigrant	youth	want	more	information	
about contraceptives. 

•	 Some	youth	don’t	go	to	the	Youth	Health	
Centres in the school because they think 
they will be judged and others will know 
their private business.

•	 Teens	want	more	information	in	class	
around sexual health and the realities of 
pregnancy and parenting. 

•	 Adults	and	seniors	need	more	information	
about STD prevention and safer sex 
practices.

•	 Some	people	are	not	comfortable	talking	
to their doctor about STD information and 
testing and don’t know where to access 
services. 

We learned 
•	 Sexuality	is	important	to	health	and	quality	

of life; however, it is not commonly talked 
about for the geriatric population.48 

•	 Some	long-term	care	staff	and	physicians	
have little training in the sexual health 
practices of older adults and seniors and are 
less likely to discuss sex with these groups 
than others.99, 50, 54, 55

•	 Many	Nova	Scotian	youth	continue	to	be	at	
risk for poor sexual health outcomes, like 
STDs and pregnancy.51

•	 The	provincial	Framework to Action: 
Youth Sexual Health in Nova Scotia is 
going through a renewal process; the new 

directions will likely support many of the 
needed actions.

•	 The	diagnosis	and	treatment	of	STDs	in	
older adults can often be quite a while after 
infection occurs.50, 52

•	 Older	adults	are	less	likely	than	younger	
adults to use condoms.53

We recommend
Advocate to the Departments of 
Health, Health Promotion and 

Protection and Education and Halifax 
Regional/Annapolis	Valley	School	
Boards that the appropriate school-based 
sexual health education curriculum be 
administered. 

Educate and support primary 
health care providers and long-term 

care/continuing care staff so that they can 
recognize and address sexual health needs 
and practices, particularly among older 
adults and seniors.

Increase promotion of existing 
services, programs and options for 

sexual health counseling and STD testing in 
the Capital Health district. 

32
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Sexual Health
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Our communities 
talked
•	 Four	per	cent	experience	health	issues	

related to gambling activities.

•	 Three	per	cent	of	those	who	gamble	spent	
more than $1,000 on gambling activities in 
the past year.

•	 Males	were	more	likely	than	females	to	
spend more than $250 on gambling in the 
past year.

We listened
•	 Halifax,	Southeastern,	and	West	Hants/

Uniacke CHBs identified problem gambling 
as a priority in their communities.

•	 Families	are	being	damaged	by	the	harmful	
effects of problem gambling.

•	 Not	enough	is	being	done	to	adequately	
address problem gambling.

•	 Problem	gambling	should	be	viewed	
through a public health lens, not in 
isolation.

Gambling is a topic that sparks heated 

debate. It is viewed either as a social 

activity that can be enjoyed in 

moderation or as an uncontrollable 

urge with harmful consequences.

We learned 
•	 In	2008,	Nova	Scotia	gambling	revenue	was	

$438 million.56

•	 39	per	cent	of	gambling	losses	in	Nova	
Scotia, or $150 million, come from six per 
cent of adults who participate in gambling 
activities.56

•	 Capital	Health	district	has	some	of	
the highest adult gambling rates in the 
province.57

•	 CHBs	and	Capital	Health	developed	the	
Community Tool for Early Identification of 
Problem Gambling in 2009.

We recommend
The District Department of Family 
Practice, Primary Health Care and 

the CHBs collaborate to widely distribute 
the Community Tool for Early Identification 
of Problem Gambling.

Advocate for an independent, 
comprehensive study on the health 

and socio-economic impact of gambling in 
Nova	Scotia.
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Gambling
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Our community 
talked 
•	 Approximately	10	per	cent	report	poor	or	

fair oral health. 

We listened
•	 Some	children	over	10	years	of	age	

who need treatment for tooth infections 
and other serious oral health problems 
are unable to access a dentist due to 
transportation or cost. 

•	 People	with	no	dental	insurance	or	with	
low income have difficulty accessing oral 
health care due to cost.

We learned 
•	 There	is	a	correlation	between	oral	health	

and learning in school-aged children. Early 
tooth loss caused by dental decay can 
result in failure to thrive, impaired speech 
development, absence from and inability 
to concentrate in school and reduced self-
esteem.58

•	 Nova	Scotia	Medical	Services	Insurance	
(MSI) covers basic dental care for children 
up to the end of the month they turn 10.59

Oral health and overall health are 

more connected than many realize. 

Sometimes the first sign of disease 

shows up in your mouth.

Oral Health

We recommend
Advocate for fully insured oral 
health services for children up to 

18 years of age as a start in addressing oral 
health issues.

37
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Our community 
talked
Only two (West Hants/Uniacke and 
Eastern Shore/Musquodoboit) of the 
seven CHBs asked questions about sun 

safety and both identified it as an area of 
concern.

•	 45	per	cent	(West	Hants/Uniacke)	and	47	
per cent (Eastern Shore/Musquodoboit) have 
experienced sunburn within the past 12 
months, with sunburn most common among 
youth and young adults.

•	 41	per	cent	(West	Hants/Uniacke	and	
Eastern Shore/Musquodoboit) indicate they 
spend between one and three hours in the 
sun each day between 11 a.m. and 4 p.m. 

•	 51	per	cent	(West	Hants/Uniacke)	and	56	
per cent (Eastern Shore/Musquodoboit) use 
a sunscreen with an SPF of more than 25.

•	 25	per	cent	(West	Hants/Uniacke)	and	20	
per cent (Eastern Shore/Musquodoboit) 
do not use sunscreen at all, with males less 
likely than females to apply the protection.

We listened 
•	 People	strongly	advised	that	more	awareness	

of sun safety and the hazards of tanning 
beds and sun lamps is required.

Over-exposure to the sun causes skin cancer. We learned
•	 49	per	cent	of	young	women	(ages	16	to	24)	

and 28 per cent of young men actively try 
to get a tan from the sun, while seniors aged 
65+ rarely do.60

•	 More	than	2,360	cases	of	non-melanoma	
skin	cancers	were	diagnosed	in	Nova	Scotia	
and there were 195 malignant melanomas in 
2004.60

•	 Artificial	tanning	is	an	increasing	trend,	
especially popular with young women (16 to 
29).61

•	 Evidence	supports	that	regular	use	of	
tanning beds may increase the risk of non-
melanoma and malignant melanoma skin 
cancers.

•	 Sun	Safety	Nova	Scotia	Coalition	(SSNSC)	is	
working with government departments and 
programs to strengthen sun safety practices 
– particularly in areas where children 
are present, such as child care, municipal 
recreation programs, sport settings and 
schools.62

•	 SSNSC	is	working	with	program	directors	
and volunteers, public health staff and early 
childhood development officers to develop 
sun safety policies and guidelines.

Sun Safety

38
We recommend

Support	the	work	of	the	SSNSC	as	
they work to integrate sun safety as a 

component of a comprehensive school health 
agenda.

Support	the	SSNSC	as	they	work	with	
the municipality to ensure that shade 

is included as part of planning for public 
spaces and in particular for those settings 
frequented by children.

Advocate for stricter control of 
tanning beds, especially for those 

under age 18, and influence physicians to 
advocate for these controls as well.
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The following three recommendations 

will help strengthen the capacity of the 

CHBs to address the issues outlined in 

this plan and assess progress towards 

achieving a healthier community. 

Recommendations that Enable CHB Work

Support the ongoing work of 
CHBs with access to an identified 

population health epidemiologist, statistical 
analyst and health economist.

Increase Community Development 
Funds to provide opportunity for 

the seven CHBs to support local grass roots 
wellness projects. Currently the CHBs 
receive requests that far exceed available 
funding: $723,301 in requests for $298,130 
of available funding.

Advocate for Capital Health’s 
participation at the decision-making 

tables of key municipal and provincial 
initiatives that have an impact on health.
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Currently, CHBs can provide less than half the funding 
requested for community health initiatives. 



Recommendations that Enable CHB Work

APPENDICES

35



36

1   

1. The first step in developing a community health plan is to build a solid 
understanding of citizen’s current health status, health behaviours and other 
factors affecting health, such as education and sense of belonging.  A 
baseline measure of health is necessary to determine if our programs and 
services are making a difference.

Almost 3,000 (age 15 years and older) citizens of Capital Health told us 
about their health through a comprehensive 40-minute phone survey.  

Key activities to support this survey: 
• Selected company to carry out survey (MarketQuest   
 Research).
• Selected and validated survey questions. 
• Established Scientific Advisory Committee (SAC). 
• Submitted ethics proposal to Capital Health and the IWK Health Centre. 
• Promoted survey through radio and print advertisements. 
• Documented survey results in Our Health: A Community Health 

Assessment Survey (Our Health).
• Identified important health issues from the survey data, using a priority-

setting process and criteria. 

2. Citizen engagement in decision-making can ensure decisions are in 
alignment with citizen values, increase acceptance of decisions taken, 
increase citizen awareness of the health of their geographic area and their 
role in health outcomes. It helps mobilize communities to take action. 

Survey data describing the health of the local community was shared 
through community converations, focus groups and meetings with local 
groups and organizations. Dialogue and priority-setting activities at these 
sessions fostered community participation in our health planning. 

Key activities: 
• Promoted public community conversations through television, radio and 

newspaper advertisements, posters and a website (www.ourhealthsurvey.ca). 
• Co-hosted seven public community conversations by the CHBs and 

Capital Health’s Board of Directors. 
• Hosted numerous targeted community conversations by CHBs. 
• Developed and launched an online web survey. 
• Engaged more than 1,000 citizens of Capital Health district  in informed 

dialogue and deliberation around the health of their community. Their 
health priorities emerged in this order: 
• Physical activity/healthy eating/healthy weights 
• Mental health 
• Access to health services and information 
• Stress
• Sense of belonging 
• Chronic conditions and health screenings 

• Citizens identified health inequities as an issue to be considered when 
planning all programs and services.

In the past, each CHB has developed its own health plan. This year, CHBs agreed to work together to develop a single plan for the district for 2010-
2013. This timeframe aligns with Capital Health’s new business planning cycle.  

A single health plan allows for greater impact with all CHBs rowing in the same direction. In addition, a single health plan is more manageable and 
brings with it economies of scale and opportunities for integrated action across programs and services.  
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1. The first step in developing a community health plan is to build a solid 
understanding of citizens current health status, health behaviours and other 
factors affecting health, such as education and sense of belonging.  A 
baseline measure of health is necessary to determine if our programs and 
services are making a difference.  

Almost 3,000 citizens (age 15 years and older) of Capital Health told us 
about their health through a comprehensive 40-minute phone survey.  

Key activities to support this survey: 
• Selected company to carry out survey (MarketQuest    
 Research). 
• Selected and validated survey questions. 
• Established Scientific Advisory Committee (SAC). 
• Submitted ethics proposal to Capital Health and the IWK Health Centre. 
• Promoted survey through radio and print advertisements. 
• Documented survey results in Our Health: A Community Health 

Assessment Survey (Our Health). 
• Identified important health issues from the survey data, using a priority-

setting process and criteria. 
 

 
 
 
 
 
 

 
 
 
 
 

 
2. Citizen engagement in decision-making can ensure decisions are in 

alignment with citizen values, increase acceptance of decisions taken, 
increase citizen awareness of the health of their geographic area and their 
role in health outcomes. It helps mobilize communities to take action. 

 
Survey data describing the health of the local community was shared 
through community conver ations, focus groups and meetings with local 
groups and organizations. Dialogue and priority-setting activities at these 
sessions fostered community participation in our health planning. 
 
Key activities: 
• Promoted public community conversations through television, radio and 

newspaper advertisements, posters and a website (www.ourhealthsurvey.ca).  
• Co-hosted seven public community conversations by the CHBs and 

Capital Health’s Board of Directors. 
• Hosted numerous targeted community conversations by CHBs. 
• Developed and launched an online web survey. 
• Engaged more than 1,000 citizens of Capital Health district in informed 

dialogue and deliberation around the health of their communit . Their 
health priorities emerged in this order: 
• Physical activity healthy eating healthy weights 
• Mental health 
• Access to health services and information 
• Stress 
• Sense of belonging 
• Chronic conditions and health screenings 

• Citizens identified health inequities as an issue to be considered when 
planning all programs and services. 

 

In the past, each CHB has developed its own health plan. This year, CHBs agreed to work together to develop a single plan for the district for 2010-
2013. This timeframe aligns with Capital Health’s new business planning cycle.  
 
A single health plan allows for greater impact with all CHBs rowing in the same direction. In addition, a single health plan is more manageable and 
brings with it economies of scale and opportunities for integrated action across programs and services.  
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DRAFT                                                                                                                                            

2

3. Health maintenance and improvement actions that are evidence-
informed, strategically aligned, coordinated with other relevant initiatives 
and within the financial capacity of an organization to resource have a 
higher likelihood of success than those that are not. 

Evidence regarding what works and what doesn’t, relative to addressing 
our community’s health concerns, was reviewed to inform the health 
plan.   

Key activities:
• Considered peer-reviewed research articles and policy documents 

to identify best practices and effective interventions to address the 
identified health priorities.  

• Connected CHBs with content specialists, service providers, 
community organizations and others to discuss relevant initiatives 
with which to align and coordinate actions and identify gaps in 
services.  

• Developed draft recommendations by CHB members based on the 
above work. 

Two consensus-building sessions were held, one with CHBs and one 
with CHBs and content specialists, to reach agreement on final 
recommendations for the health plan.

4. Section 54(1) of the Health Authorities Act requires CHBs to develop and 
submit a community health plan to the DHA. 

5. Section 56(1) of the Health Authorities Act requires DHAs to provide for 
implementation of community health plans. Where elements of the 
community health plan are not included in the health services business plan, 
reasons must be provided. 

6. CHBs monitor and support the implementation, at the community level, of 
those components of the health plan that are approved and incorporated into 
the health services business plan. 

7. CHBs share progress with community and the cycle continues. 

2009 2010
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Citizen Engagement (CE) 

Health Status/Increased Wellness and Prevention 
1. 50 per cent non-palliative discharges receive health passport 
2. Influenced change in three major public policies that affect health 
3. Improved self confidence in managing chronic conditions 
4. 25 per cent increase in access initiatives for underserved/vulnerable groups 
5. 100 per cent patient involvement in patient care committees 
6. Policy on engagement is fully implemented at 100 per cent compliance 

Innovation & Learning (IL) 
7. Model of Care implemented in 75 per cent of patient care service areas 
8. Eliminate service duplication and fragmentation in ambulatory care 
9. Increased primary care capacity has reduced ambulatory care visits by 20 per 

cent 

Utilize Technological Solutions 
10. 25 per cent increase in use of Capital Health web-based technologies 
11. 100 per cent of interactions with Capital Health services are registered in STAR 
12. 25 per cent of patient appointments self-managed through technology 
13. Resourced the IM Strategic Plan 

Person Centered Health Care (PCH) 
Utilization 
14. Ambulatory – 100 per cent elimination of shadow charts 
Flow 
15. Surgical: 50 per cent decrease in preventable cancellations 
16. Wait time measures meet/exceed national standards 
17. Decrease no shows and cancellations by 50 per cent 
Inpatient 
18. ALOS vs. ELOS met for all CMGs (no increase in readmission rates) 
19. Decrease conservable days by 5 per cent for typical cases (high control) 
20. Decrease conservable days by 50 per cent for all cases (low control) 
21. Decrease occupancy rate to 90 per cent 

Transformational Leadership (TL) 
HR Planning 
22. 10 per cent improvement in absenteeism, overtime 
23. Improved overall recruitment/retention rates 
24. Medical Departmental structures and operations are aligned to achieve 

organizational goals 
25. 100 per cent compliance with performance evaluation process (performance 

appraisals completed every two years) 
26. 90 per cent of formal leaders consistently demonstrate transformational 

leadership competencies as defined by My Leadership 

Sustainability (S) 

Health Status/Increased Wellness and Prevention 
27. 25 per cent of Capital Health’s population will have access to a Primary Health 

Care Team with two or more members 
28. Increased Investment in primary care and care of the elderly 
29. 75 per cent of ALC beds vacated are closed permanently and resources 

reinvested, excluding mental health 
30. Improved metabolic targets pre-diabetes and diabetes 

Demand 
31. 3 per cent decrease in hospital admissions for identified chronic diseases 
32. 10 per cent decrease in readmission rates for cohorts with complex chronic 

disease 
33. 25 per cent reduction in volume of nursing home patients seen in the Emergency 

Department 
34. 25 per cent reduction in admissions from nursing homes 

2010-2013 Our Promise Milestones 

Appendix B 
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Appendix C 
Aligning Recommendations with Capital Health’s Milestones 

Milestone Alignment # Recommendation (abbreviated) 
CE IL PCH TL S 

1 Identify where poverty is a barrier to accessing health services and act to eliminate it. 4     
2 Conduct research to determine which communities have difficulty accessing health services.   4     27 
3 Develop partnerships to increase community-based services (specific focus on underserved groups). 3 

4
   27 

4 Increase Capital Health’s cultural competence (diversity quotient, develop employment equity plans, cultural 
competency targets and advocate for higher related accreditation standards). 

   23  

5 Implement the recommendations from the Provincial Healthy Eating Strategy and Stepping Up Physical Activity 
Strategy. 

2    22 31 
32

6 Advocate for policies that promote healthy eating and food security.  2     
7 Collaborate with businesses and organizations to promote healthy practices.  2     31 

32
8 Provide more opportunities for staff to learn how to keep people motivated, change behaviour. 3    31 

32
9 Continue to locate mental health services in more user-friendly facilities in the community.  3 

4
 16 

17
 27 

10 Ensure the efficient use of existing education, prevention and treatment programs and services in communities, such 
as Mental Health First Aid and self-help groups.  

3
4

 16 
17

 31 
32

11 Partner with others (e.g., IWK) to increase resources for mental health education to children and young families.  4 8 
9

12 Educate health providers and others to better understand mental illness to help reduce the stigma of accessing 
services. 

3
4

9    

13 Facilitate collaboration among Capital Health (including physicians), government departments and CHBs for the 
purpose of exploring the development of a provincial mental health strategy. 

2, 6     

14 Develop and implement a master plan to increase health services and programs in communities  4   16 
17

 27 
31
32

15 Work with DDFP1/Primary Health Care to support family physicians in: 
• The provision of mental health services to their patients; and 
• Accessing services of other health professionals.  

  16 
17

24

                                               
1 District Department of Family Practice 
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Milestone AlignmentRecommendation (abbreviated)
CE IL PCH TL S 

16 Increase physicians/community health providers’ awareness of local community health and wellness resources.     31 
32

17 Develop Capital Health information in a way that all people can understand. 3,4 
5,6 

    

18 Advocate for 211 or an expansion of 811 so that it includes community, social service and health information.   10    
19 Investigate why Capital Health has higher referrals to specialists than the national average.   16 24  
20 Increase the availability of technology that allows patients/clients to communicate with health providers.  10 

12
21 Continue to partner and collaborate within district to address workplace stress and model emerging work such as the 

wellness and self-care framework within Capital Health’s Healthy Workplace department. 
2
6

  22,23 
26

22 Increase programming within mental health and other services that help people to be resilient and deal with stress. 3 
4

    

23 Adopt the recommendations of this community health plan, as each is important to achieving greater sense of 
belonging.  

     

24 Identify and implement best practices for increasing sense of belonging. 2
6

    

25 Coordinate the work of Capital Health’s community-based teams to manage chronic conditions.  3 
4

8   27 
31
32

26 Align our initiatives with those of other health partners such as government health departments, health charities and 
family doctor practices to make a bigger impact.  

   23 
24

27 Advocate for policies and support programs that protect our environment.  2     
28 The DDFP1, in collaboration with CHBs: 

• Identify the health screening guidelines most appropriate for Capital Health to promote; and 
• Develop and promote consistent messaging around the selected guidelines.  

2
3

   27 
28
30
31
32

29 Refresh the Capital Health Tobacco Reduction Strategy using evidence-informed decision-making to align with Nova 
Scotia’s soon-to-be released Moving Toward a Tobacco-free Nova Scotia. 

2    31 

30 Establish a sponsorship policy for Capital Health that includes criteria for partnerships. 2     
31 Advocate that other publicly funded organizations develop a similar sponsorship policy. 2     
32 Advocate for appropriate school-based health education.  2     
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Milestone Alignment Recommendation (abbreviated) 
CE IL PCH TL S 

33 Educate primary health care providers and long-term care/continuing care staff in sexual health needs and practices 
of older adults and seniors. 

    28 

34 Increase promotion of existing services, programs and options for sexual health counseling and STD testing.     4    27 
35 DDFP1, Primary Health Care and CHBs collaborate to widely distribute the Community Tool for Early Identification of 

Problem Gambling.
2     

36 Advocate for an independent, comprehensive study on the health/socio-economic impact of gaming in Nova Scotia. 2     
37 Capital Health advocate for fully insured oral health services for children up to 18 years of age.  2     
38 Support the work of the Sun Safety Nova Scotia Coalition to integrate sun safety into school health agenda. 2     
39 Support the Sun Safety Nova Scotia Coalition as they work with the municipality to ensure that shade is included as 

part of the planning for public spaces and in particular for those settings frequented by children. 
2      

40 Advocate for stricter control of tanning beds, especially for under age 18 and influence physicians to advocate for 
these controls as well. 

2       

41 Support the ongoing work of CHBs with access to an identified population health epidemiologist, statistical analyst 
and health economist. 

2, 3, 
4

   31 
32

42 Increase Community Development Funds to provide opportunity for the seven CHBs to support local “grass roots” 
wellness projects. 

2
4
6

   30 
31
32

43 Advocate for Capital Health’s participation at decision-making tables of municipal/provincial initiatives that have an 
impact on health. 

2     

i



42

Resources Used
(1) Statistics Canada. (2010). High blood 
pressure, by sex, provinces and territories. 
Accessed [Online] February 23, 2010 from http://
www40.statcan.gc.ca/l01/cst01/health70b-eng.
htm 
NS highest

(2) Province of Nova Scotia. (2008). Department 
of Health Promotion and Protection
2008-2009 Business Plan. Accessed [Online] 
December 7, 2010 from http://www.gov.ns.ca/
hpp/publications/HPPBusinessPlan08-09.pdf

(3) Statistics Canada. (2010). Body mass index, 
self-reported, adult, by sex, provinces and 
territories. Accessed [Online] February 23, 2010 
from http://www40.statcan.gc.ca/l01/cst01/
health82b-eng.htm

(4) Statistics Canada. (2010). Fruit and vegetable 
consumption. Accessed [Online] February 11, 
2010 from http://www.statcan.gc.ca/pub/82-
229-x/2009001/deter/fvc-eng.htm

(5) Corpus Sanchez International Consultancy 
(2007). Changing Nova Scotia’s Healthcare 
System: Creating Sustainability through
Transformation. System-Level Findings and 
Overall Directions for Change from the Provincial 
Health Services Operational Review (PHSOR). 
Accessed [Online] January 22, 2010 from
http://www.gov.ns.ca/health/phsor/PHSOR_
Integrated_Report_Dec07.pdf

(6) Province of Nova Scotia. (2010). Nova Scotia 
community counts. Accessed [Online] January 
5, 2010 from http://www.gov.ns.ca/finance/
communitycounts/default.asp

(7) Community Action on Homelessness. (2009). 
Health and homelessness in Halifax: a report 
on the health status of Halifax’s homeless 
population; Halifax, NS. Accessed [Online} on 
December 14, 2009 from http://www.cahhalifax.
org/DOCS/HealthReport2009.pdf

(8) Health Officers Council of BC. (2006). Health 
inequities in British Columbia: Discussion paper. 
Accessed [Online] February 12, 2010 from http://
www.phabc.org/files/HOC_Inequities_Report.pdf 

(9) Nemcek, M.A. & Sabatier,R. (2003). State of 
Evaluation: Community
Health Workers. Public Health Nursing, 20(4), 
260–270.

(10) World Health Organization. (2010). Welcome 
to WHO’s public health mapping and GIS 
programme. Accessed [Online] February 17, 
2010 from http://www.who.int/health_mapping/
en/

(11) Griffith, D.M. (2007). Racism in 
organizations: The case of a county public health 
department. Journal of Community Psychology, 
35(3), 287-302. doi:10.1002/jcop.20149. PMCID: 
PMC2565803 

(12) Public Health Agency of Canada. (2004). 
Reducing health disparities-Roles of the health 
sector discussion paper. Accessed online 
February 4, 2010 from http://www.phac-aspc.
gc.ca/ph-sp/disparities/ddp-eng.php

(13) Public Health Agency of Canada. (2007). 
Economic burden of illness in Canada, 2000. 
Ottawa, 2009 (in press) Janssen I , Diener A. 
Economic Burden of Obesity –forthcoming

(14) Kirk, S.F. L, Penney, T. L., & Langille, J. E. 
(2009). The relationship between screen time, 
physical activity, dietary intake and healthy 
weights in children and youth: Literature review 
and recommendations for intervention. Report 
prepared for the Halifax Regional Physical 
Activity Strategy and the IWK Health Centre, 
with support from the Nova Scotia Department 
of Health Promotion and Protection

(15) Canadian Institute for Health Information. 
(2006). Improving the health of Canadians: 
Promoting healthy weights. Accessed [Online] 
January 6, 2010 from http://www.cihi.ca/
cihiweb/dispPage.jsp?cw_page=PG_470_E&cw_
topic=470&cw_rel=AR_1217_E ISBN 
1-55392-773-7

(16) Nutbream, D., Harris, E. (Eds) (1999). Theory 
in a nutshell: A guide to health promotion 
theory. Sydney, Australia:McGraw-Hill Book 
Company.

(17) Colman, R. (2000). Cost of obesity in Nova 
Scotia. Accessed [Online] January 2, 2010 from 
http://www.gpiatlantic.org/pdf/health/obesity/ns-
obesity.pdf

(18) Capital Health, IWK, Dalhousie, HRM 
Recreation, Health Promotion and Protection, 
Halifax Regional School Board. (2009). Stepping 
Up – Physical Activity Strategy for Halifax 
Region. Accessed [Online] December 12, 2009 
from http://www.gov.ns.ca/hpp/publications/
Halifax_Physical_Activity_Strategy.pdf

(19) One in Five. (n.d.). Understanding the need. 
Accessed [Online] January 12, 2010 from http://
www.oneinfive.ca/



43

(20) Mental Health Foundation of Nova 
Scotia. (2010). A thought provoking message. 
Accessed [Online] January 4, 2010 from http://
www.mentalhealthns.ca/userfiles/files/pdfs/
ReporttotheCommunity2008.pdf
http://www.mentalhealthns.ca/

(21) Mental Health Foundation of Nova Scotia. 
(2010). Facts & stats. Accessed [Online] January 
16, 2010 from http://www.mentalhealthns.
ca/?q=content/facts-stats

(22) World Health Organization. (2004). 
Promoting mental health: Concepts, emerging 
evidence, practice. Accessed [Online] March 2, 
2010 from http://www.who.int/mental_health/
evidence/MH_Promotion_Book.pdf.

(23) Augestad, L.B., Slettemoen, R.P., & Flanders, 
W.D. (2008). Physical activity and depressive 
symptoms among Norwegian adults aged 20-50. 
Public Health Nursing, 25(6), 536-545.

(24) Fox, K. R. (1999). The influence of 
physical activity on mental well-being. Public 
Health Nutrition, 2, 411- 418. doi:10.1017/
S1368980099000567

(25) Government of United Kingdom. (2004). 
At least five a week: Evidence on the impact 
of physical activity and its relationship 
to health: Chapter 6. Accessed [Online] 
February 27, 2010 from http://www.dh.gov.
uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_408
 0994.

(26) Kantomaa, M., Tammelin, T.H., Ebeling, H.E., 
& Taanila, A.M. (2008). Emotional and behavioral 
problems in relation to physical activity in youth. 
Medicine and Science in Sports and Exercise, 
40(10), 1749-1756.

(27) Lim, K-L., Jacobs, P., Ohinmaa, A., 
Schopflocher, D. & Dewa, C. S. (2008). A new 
population-based measure of the economic 
burden of mental illness in Canada. Chronic 
diseases in Canada. 28(3), 92-98. Accessed 
[Online] March 7, 2010 from http://www.phac-
aspc.gc.ca/publicat/cdic-mcc/pdf/cdic283-eng.pdf

(28) Australian Government. (2008). Towards 
a national primary health care strategy: 
A discussion paper from the Australian 
Government. Accessed [Online] February 6, 2010 
from http://www.health.gov.au/internet/main/
publishing.nsf/Content/D66FEE14F736A789CA25
74E3001783C0/$File/DiscussionPaper.pdf

(29) Edgerley, L.P., El-Sayed, Y.Y., Druzin, M.L., 
Kiernan, M. & Daniels, K.I. (2007). Use of a 
community mobile health van to increase early 
access to prenatal care. Maternal and Child 
Health Journal, 11(3), 235-239. 

(30) Canadian Council on Learning. (2007). 
Health literacy in Canada: Initial results from 
the international adult literacy and skills 
survey, 2007. http://www.oneinfive.ca/ from 
http://www.ccl-cca.ca/pdfs/HealthLiteracy/
HealthLiteracyinCanada.pdf

(31) British Columbia. (n.d.) Read Now BC. 
Accessed [Online] March 2, 2010 from http://
www.readnowbc.ca/

(32) Manitoba. (n.d.) Manitoba adult literacy 
strategy. Accessed [Online] March 2, 2010 from 
http://www.gov.mb.ca/adultliteracystrategy/

(33) Literacy Nova Scotia. (2010). E-news. 
Accessed [Online] February 24, 2010 from http://
www.ns.literacy.ca/enews/feb10/feb10.htm

(34) Public Health Agency of Canada. (2004). 
Report 3 - Exploring the link between work-life 
conflict and demands on Canada’s health care 
system. Accessed [Online] March 3. 2010 from
http://www.phac-aspc.gc.ca/publicat/work-travail/
report3/6-eng.php

(35) Hayward, K. & Colman, R. (2003). The Tides 
of Change: Addressing Inequity and Chronic 
Disease in Atlantic Canada. GPI Atlantic.

(36) Karren, K., Hafen, B., Smith, N. L., & 
Frandsen, K. (2006). Mind/Body health: The 
effects of attitudes, emotions and relationships. 
San Francisco: Pearson Education 
Inc.

(37) World Health Organization. (2003). Work 
organization & stress. Accessed [Online] 
February 17, 2010 from http://www.who.int/
occupational_health/publications/en/oehstress.
pdf

(38) Crocker, J.(2007). The effects of racism-
related stress on the psychological and 
physiological well-being of non-whites. Rivier 
Academic Journal, 3(1), Accessed [Online] 
February 23, 2010 from http://www.rivier.edu/
journal/RCOAJ-Spring-2007/J88-Crocker.pdf

(39) Albanesi, C., Cicognani, E., & Zani, B. (2007). 
Sense of community, civic engagement and 
social well-being in Italian adolescents. Journal 
of Community & Applied Social Psychology, 
17(5), 387-406. doi:10.1002/casp.903

(40) Evans, S. D. (2007). Youth sense of 
community: Voice and power in community 
contexts. Journal of Community Psychology, 
35(6), 693-709. doi:10.1002/jcop.20173



44

(41) Hagerty, B. M., Williams, R. A., Coyne, J. 
C., & Early, M. R. (1996). Sense of belonging 
and indicators of social and psychological 
functioning. Archives of Psychiatric Nursing, 
10(4), 235-244. 

(42) Gracia, E., & Herrero, J. (2004). 
Determinants of social integration in the 
community: An exploratory analysis of personal, 
interpersonal and situational variables. Journal 
of Community & Applied Social Psychology, 
14(1), 1-15. doi:10.1002/casp.746

(43) World Health Organization. (2008). 
Largely preventable chronic diseases cause 
86% of deaths in Europe: 53 WHO European 
Member States map a strategy to curb the 
epidemic. Accessed [Online] February 19, 2010 
from http://www.euro.who.int/mediacentre/
PR/2006/20060908_1

(44) Family Medicine Online (n.d.). From episodic 
treatment to chronic disease management: 
Shifting the over 65 population to an alternative 
model of care. Accessed [Online] February 3, 
2010 from http://priory.com/fam/chrondisman.
htm#abstract

(45) Barr, V.J., Robinson, S., Marin-Link, B., 
Underhill, L., Dotts, A., Ravensdale, D., Salivaras, 
S. (2003). The expanded chronic care model: 
An integration of concepts and strategies 
from population health promotion and the 
Chronic Care Model. Healthcare Quarterly, 
7(1), 73-82. Accessed [Online[ January 21, 2010 
from http://www.longwoods.com/product.
php?productid=16763

(46) Durojaiye, O.C. (2009). Health screening: 
is it always worth doing? The Internet Journal 
of Epidemiology, 7(1). Accessed [Online] 
January 11, 2010 from http://www.ispub.com/
journal/the_internet_journal_of_epidemiology/
volume_7_number_1_24/article/health-screening-
is-it-always-worth-doing.html

(47) Giesbrecht, N., McAllister, J., Neves, P., 
Steep, B. & Koch, K. (2000). Report on the links 
between alcohol and cancer. Accessed [Online} 
February 9, 2010 from http://www.toronto.ca/
health/resources/tcpc/pdf/tcpc_alcohol_links.pdf

(48) Nusbaum, M.R.H., Singh, A.R., & Pyles, A. 
A. (January 2004). Sexual Healthcare Needs of 
Women Aged 65 and Older. Journal of American 
Geriatrics Society. (Vol, 52, No. 1).

(49) (2007) Generations: Journal of American 
Society on Aging (Vol. 31) 
(50) Kuehn, B.M. (September 2008). Time for 
“the Talk” Again: Seniors Need Information on 
Sexual Health. Journal of American Medical 
Association, 300(11). 

(51) Nova Scotia Roundtable of Youth Sexual 
Health. (2006). Framework for Action: Youth 
Sexual Health in Nova Scotia. Accessed [Online] 
February 2, 2010 from http://www.gov.ns.ca/hpp/
publications/FINAL_framework_Booklet.pdf

(52) Gott, M., Hinchliff, S. & Galena, E. (2004). 
General practitioner attitudes to discussing 
sexual health issues with older people. Social 
Science & Medicine. (Vol. 58, 2093-2103)

(53) Centers for Disease Control and Prevention 
(CDC). HIV/AIDS Surveillance Report, 2005. 
Vol. 17. Revised ediction. Atlanta: U.S. Dept. Of 
Health and Human Services, CDC; 2007.

(54) Bouman, W.P., Arcelus, J. & Benbow, S.M. 
(February 2007). Nottingham Study of Sexuality 
and Ageing (NoSSA II). Attitudes of care staff 
regarding sexuality and residents: A study in 
residential and nursing homes. Sexual and 
Relationship Therapy. (Vol. 22, No. 1).

(55) Peate, I. (May 2008). Sexual health and the 
older person. Nursing & Residential Care, (Vol. 
10, No. 05).

(56) Nova Scotia Gaming Corporation. (2010). 
Where does the money come from & where 
does it go? Accessed [Online] February 4, 2010 
from http://www.nsgc.ca/revenues.php

(57) Province of Nova Scotia. (2008). 2007 adult 
gambling prevalence study. Accessed [On line] 
January 22, 2010 from www.gov.ns.ca/hpp/
publications/Adult_Gambling_Report.pdf

(58) National Maternal and Child Oral Health 
Resource Center. (2003). Oral health and 
learning. Accessed [Online] March 6, 2010 
from http://www.mchoralhealth.org/pdfs/
learningfactsheet.pdf

(59) Province of Nova Scotia. (2008). Nova 
Scotia Oral Health Review. Accessed [Online] 
January 28, 2010 from http://www.gov.ns.ca/hpp/
publications/08-35069-Oral_Health_Review.pdf

(60) Cancer Care Nova Scotia. (2010). Sun safety 
in Nova Scotia. Accessed [Online] January 22, 
2010 from http://www.cancercare.ns.ca/en/
home/preventionscreening/preventioninitiatives/
sunsafety/default.aspx

(61) Hillhouse, J.J., Turrisiand, R., & Kastner, 
M. (2000). Modeling tanning salon behavioral 
tendencies using appearance motivation, self-
monitoring and the Theory of Planned Behavior. 
Health Education Research, 15(4), 405-414.

(62) World Health Organization. (2010). Sunbeds, 
tanning and UV exposure. Accessed [Online] 
February 17, 2010 from http://www.who.int/
mediacentre/factsheets/fs287/en/index.html



Isabelle Forcier     Janet Channing     Jennifer Hill     Jessie Harrold     Jessie-Lee Langille     

Joy Goudge     Judy Shedden     Kathrine Sullivan     Kathy Moggridge     Katie Tait     

Ken Isles     Keri Green     Kerri Miller     Kim Wile     Kothai Kumanan

Krista Smith-Moroziuk     Kyle DeYoung     Larry Horton     Leslie Milliken 

Leslie MacDonald     Lisa MacKay     Marion Fennell     Marjory Cornelius     

Mark R. Fernando     Missy Searl     Muriel Cross     Natasha Handspiker     Pat Miller     

Patrick Riley     Roger Pothier     Rose Willis     Rosemarie Sampson     Rushana Anwer   

Ryan Brownell     Sandra Murphy     Sara Abdo     Shaina Luck     Sheldon Lipkus  

 Shona Conrad     Stacey Baillie Gregor     Stewart Sparks     Sue Lemon     Tarra Penney     

Tracey Kieley     Zoe Mitchell



For more information, contact 
Community Health Boards
3825 Joseph Howe Drive
Halifax, NS  B3L 4R6
(902) 487-0565 
www.cdha.nshealth.ca or 
www.ourhealthsurvey.ca

Design by Pilot Design Incorporated




