
 
 

Chronic Disease Innovation Fund Project Summaries 2017 

WESTERN ZONE 

Initiative Summary 

Community-Tailored Active for Life 
Initiative (ALI) 
 
 
 
 
 
 
 
 
 
 

ALI will adapt physical activity strategies into community-
tailored programs delivered to the underserved members of 
the communities in the Central and Western Kings Health 
Districts. The purpose is to address the ‘access gap’ and 
provide healthy active living opportunities for those who 
have significant barriers to physical activity participation. 
Target groups include adults with major economic barriers 
(and their children), older adults at risk for chronic disease, 
adults with mental illness, first nations groups at risk 
for/with chronic disease and adults with previous chronic 
disease. 
 
Project lead: Acadia University Centre of Lifestyle Studies 
 
Community Health Board (CHB): Central Kings CHB, 
Western Kings CHB 
 

Engaging Consumers, Community, 
and Health Care to Support Smoking 
Cessation among People Living with 
Mental Illness  
 

This initiative will address the modifiable risk factor of 
tobacco use, its normalization; the stigmatization of those 
living with mental illness; and the gap of effective smoking 
cessation for this marginalized community. Best practice 
cessation will be delivered through innovative collaboration 
of peer mentors, community professionals, and healthcare. 
Outcomes include smoking reduction/cessation, improving 
access to and participation in programs/supports, 
demonstrating efficacy of peer mentoring, and re-orienting 
health care. 
 
Project lead: Canadian Mental Health Association – Kings 
County Branch 
 
CHB: Central Kings CHB, Western Kings CHB, Clare CHB, 
Digby & Area CHB, Shelburne County CHB & Yarmouth 
County CHB



 
Louis Millett Recovery Day Program The Recovery Day Program (RDP) is designed to meet the 

needs of older adults with osteoporosis and the resulting 
broken bones (fragility fractures), diabetes and cardio-
respiratory disease, and other ailments that are not yet able 
to join community based recreation programs. The RDP will 
provide a supportive environment for those with several 
health problems to learn basic self-management tools and 
adopt a more active life style over a 2-3-month 
intervention program.  This intervention program will 
increase physical activity capabilities enabling the 
participants to feel confident joining ongoing Seniors 
fitness programs.
 
Project lead:  Village if New Minas 
 
Community Health Board (CHB):  Central Kings CHB 
 

The Matter of Black Health – Health 
Coaching to Live Well in Nova Scotia 
(Western, Eastern, Central health 
management zones) 

The Matter of Black Health aims to integrate a proven health 
coaching model into an Africentric, strength-based 
approach to living well. This culturally-specific version of 
health coaching will support behavior and lifestyle change 
to participants in targeted communities and thus will have 
the capacity to foster improved health outcomes for People 
of African Descent living in Nova Scotia. Health Coaches will 
establish relationships with individuals and groups in 
communities to address modifiable risk factors such as 
physical activity, diet and mental fitness.  
 
Objectives of the MBH include:  

 Placement of health coaches in three health system 
zones (2 rural and 1 urban location) in partnership 
with relevant CHB’s  

  Individualized collaboration with clients to establish 
support for personalized and culturally relevant 
wellness plans  

 Linking clients with community endorsed, accessible 
resources to support long-term sustainability of 
wellness behaviors 

 Demonstration of improved self-efficacy and lifestyle 
choices 
 

Project lead: Diabetes Canada and Health Association of 
African Canadians 
 
CHB: Central Zone: Halifax CHB, Dartmouth CHB , South 
Eastern CHBs, Chebucto West CHB 
Eastern Zone: Central Cape Breton CHB Western Zone: 
Clare CHB, Digby & Area CHB, Shelburne County CHB, 
Yarmouth County CHB 
 
 



 
 
 

Steps to Connect: A Recreation-Based 
Program to Reduce Risk Factors by 
Connecting People to their 
Communities 

Steps to Connect is a two-session recreation-based 
education program, led by trained facilitators. This program 
is intended to help people learn to be more self-determined 
in achieving their health or well-being goals through 
engaging in community-based recreation. Peer facilitators 
will develop skills that can transfer to other life contexts 
and participants will identify recreation as a resource for 
achieving their health and wellbeing goals and experience 
strengthened sense of social inclusion in their communities.
 
The goal of Steps to connect is to improve health outcomes 
of people living with mental health issues who are living 
with or at risk of developing other chronic conditions. 
 
Individualized supports for community-based recreation 
participation will be provided following group 
programming. 
 
Project lead: Yarmouth Recreation 
 
CHB:  Clare CHB, Digby & Area CHB, Shelburne County CHB 
& Yarmouth County CHB 



 
 

NORTHERN ZONE 

Initiative Summary

Investigating Community Readiness to 
Implement Harm Reduction Strategies 
for Opioid Dependent Individuals in 
Cumberland County 
 

Administered and managed by the Cumberland Opioid 
Council and targeting individuals who present with opioid 
dependency, families who are concerned with a loved one’s 
dependency, community members with a vested interest, 
stakeholders and other community leaders, the overall 
objective of this project is to develop a baseline of 
community awareness to address harms related to opioid 
dependency and, in the short-term, to: 

1) Increase community’s knowledge of the issue; 
2) Increase community’s knowledge of the programs 

and policies currently in place that seek to address 
the issue; 

3) Assess the community’s readiness to adopt new and 
innovative approaches; 

4) Develop action plans and next steps based on a level 
of readiness and best practice. 

 
These objectives will be addressed through some key 
activities such as, but not limited to: 

1) Identifying and clarifying the issue; 
2) Defining the community; 
3) Undertaking interviews; 
4) Designing strategies to address the issue. 

 

Project lead: Cumberland Opiod Council 

CHB:  Cumberland CHB 

Project Summary

Making the Connection - Self Help 
Group Development to Support 
Chronic Disease Interventions in 
Colchester East Hants Counties 
 

Making the Connection is intended to develop several self-
help groups in 5 identified communities in Colchester East 
Hants to give people living with chronic health conditions 
(and others) an opportunity to learn positive behavior 
change, engage socially with others, learn more about 
community resources and provide much needed peer-led 
community support for those living with/at risk of 
developing chronic disease. The goal of Making the 
Connection is to build a community of practice through 
shared experiences and the development of practical skills 
(also to address modifiable risk factors that impact health). 
Target populations include (but not limited to) those living 
with (or at risk of developing) arthritis, asthma, cancer, 



 
COPD, diabetes and heart disease, obesity and tobacco 
addition.  
 
 
Project lead:  Central Nova Women’s Resource Centre 
 
CHB:  North Shore CHB, Along the Shore CHB, Truro & Area 
CHB, South Colchester CHB, East Hants CHB 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Initiative Summary

Numbers 2 Know Wellness Clinics 
 

Numbers 2 Know Wellness Clinics empower individuals to 
take control over and improve their health by equipping 
them with knowledge of modifiable risk factors for chronic 
disease contained in their Numbers 2 Know. Clinics are 
designed to be collaborative, comprehensive and action 
driven. Goals and objectives of the initiative include:  

o Assist residents in identifying risk of chronic 
disease  

o Provide opportunities for individuals to access 
resources to better understand their own risk  

o Increase awareness of the types of chronic 
diseases and their risk factors  

o Encourage individuals to adopt healthy lifestyle 
changes  

o Establish a means to identify the health needs of 
at-risk population groups and link individuals to 
programs and services.  

 
Numbers 2 Know Wellness Clinics target adults and older 
adults residing in the Northern region of Nova Scotia. 
Clinics are held at various times throughout the year to 
promote health and wellness and support chronic disease 
prevention and management within the community.  



 

 

 

 

 
Expected outcomes include reducing the prevalence of 
chronic disease, promoting chronic disease self-
management, improving access to healthcare service and 
increasing knowledge of community resources. 
 
Project lead:  Heart & Stroke Foundation of Canada 
 
CHB:  Colchester County:; Along the Shore CHB, East Hants 
CHB, Truro & Area CHBs, 
Cumberland County: Pugwash & Area CHB, Springhill, 
Oxford, Amherst and Region CHB; Southhampton, 
Parrsboro, Advocate & Regional CHB, Pictou County: 
Central & East Pictou CHB; Pictou & West CHB 
 

Promoting Informed Decision Making 
for Infant Feeding as an Early Obesity 
Prevention Initiative 
 

This Initiative aims to provide family-centered 
opportunities to strengthen the continuum of support for 
infant feeding as an obesity prevention initiative for women 
and children, prenatally and beyond, particularly for 
individuals with difficulty accessing support.  
 
An Infant Feeding Specialist (IBCLC) will meet families 
during their regular prenatal visits at Colchester Obstetrics 
Office, providing targeted support for infant feeding, 
promoting confidence in feeding choice, and coordinating 
feeding education/referrals. 
 
Families will also receive contact by phone for support and 
data collection at various intervals post-discharge from 
hospital (2-3 weeks, 3 months and 6 months). Predicted 
outcomes include increased confidence in infant feeding 
choice by mothers who receive support, as well as 
increased breastfeeding duration rates. 
 
Project lead: Central Nova Breastfeeding Coalition and 
Colchester Obstetrics Office 
 
CHB: South Colchester CHB, Along the Shore CHB, North 
Shore Area CHB, East Hants CHB, Truro & Area CHB 
 



 

   EASTERN ZONE  

Initiative Summary

Addressing Social Isolation in the 
Strait Richmond Area 

The project will improve social engagement/inclusion for 
Strait Richmond Area community members. This will help 
reduce the risk of chronic disease, disability, mental illness, 
addiction and cardiovascular disease and stroke. As part of 
the project, a pilot will be launched with 50 patients at Dr. 
Kingston Memorial Community Health Centre. A social 
safety network will be established for all community 
members with an emphasis on decreasing social isolation. 

Project lead:  Dr. Kingston Memorial Community Health 
Centre 

CHB:  Strait Richmond Community Health Board 

Bereaved Families of Cape Breton 
Society (BFOCB) 

BFOCB will implement a pilot program which includes the 
development of a web-based platform and mobile 
application targeted at Cape Breton youth and young adults 
who are experiencing grief. The aim is to support and 
alleviate the mental and physical effects of grief. This 
service will offer local support and connect users to other 
community-based services. 

Project lead:  Bereaved Families of Cape Breton 

CHB:  Central Cape Breton Community Health Boar 

Initiative Summary

Breast Feeding Social Marketing 
Campaign Cape Breton 

 

This project will involve implementing a communication 
plan that aims to raise awareness and decrease stigma 
around breastfeeding, promote healthy living, and help 
prevent chronic diseases on Cape Breton Island. Through 
social media, this project will deliver key messages to the 
target audience: Cape Breton residents aged 15-65+ as 
well as local business owners. Audiences will be engaged 
online, and appropriate and relevant content will be shared, 
including upcoming events. 

Project lead:  Cape Breton Family Resource Centre 
 
CHB:  Northside The Lakes CHB 



 

 

 

The Cape Breton Community Food 
Hive 

The CB Community Food Hive (CFH) seeks to improve the 
health of persons who are at risk of, or are living with, 
chronic diseases including diabetes, obesity, being 
overweight, and/or having high blood pressure. The CB CFH 
aims to: 
 
1. Improve healthy eating habits through offering 
monthly programing that educates participants on healthy 
meal choices, meal preparation, and improved cooking 
skills. 
2. Increase physical activity by combining cooking classes 
and education sessions with exercise/physical activity. 
Indoor space will be offered for exercise, particularly during 
the winter months. 
 
Project lead:  New Dawn Meals on Wheels 
 
CHB: Central Cape Breton Community Health Board 

Changing Culture: Reducing Harms 
Related to Alcohol among University 
Students 
 

The purpose of the project is to reduce the acute and long-
term effects associated with the consumption and culture of 
alcohol (e.g. injury, sexual violence, chronic disease). The 
project will be rolled out on two university campuses (CBU 
and St. FX) and include various activities such as knowledge 
exchange events (e.g. presentations and keynote speakers), 
and resource development (e.g. orientation week materials).
 
Project lead:  Every Woman’s Centre 
 
CHB:  Central Cape Breton County CHB & Antigonish Town 
& County CHB 
 



 

 

Farm Fresh Food 4 All Farm Fresh Food 4 All is designed to address the issue of 
unhealthy diet in a target population that is at risk for diet-
related chronic disease due to low income and inadequate 
access to healthy food choices and lacking skills for 
preparing healthy meals. The goal of this project is to 
increase healthy food consumption, particularly vegetable 
consumption in low-income families, and to increase their 
food skills through educational opportunities in supportive 
environments. This project will facilitate the delivery of 
healthy food orders for 40 low-income families over an 8-
week period, and will also provide food skills workshops.  
 
Project lead:  Pan Cape Breton Food Hub Co-op 
 
CHB:  East Cape Breton County CHB & Northside the Lakes 
CHB 
 
 



 
 

CENTRAL ZONE 

Initiative Summary

Community Based Peer Support 
Program for Chronic Disease 
Management 

The Community Based Peer Support Program will address 
modifiable risk factors for chronic disease by developing 
self-help groups to promote and enhance self-
management skills. The program targets older adults living 
along the Eastern shore, particularly those who are living 
with high blood pressure, diabetes, obesity, heart disease, 
arthritis and mental health issues. The project goal is to 
reduce the progression of chronic disease and improve lives 
by broadening individual knowledge, skills, social 
connections and by building community capacity to enable 
local access to resources. 
 
Project lead: The Old School Community Gathering Place 
Cooperative Limited 

CHB: Eastern Shore Mosquodoboit CHB 

Health and Home - Innovations in 
Addressing Chronic Disease among 
Homeless Women 
 

Health and Home is intended to provide chronic disease 
prevention and management, as well as occupational 
therapy expertise, to support positive health and mental 
health outcomes for homeless women through partnering 
YWCA Halifax’s housing first programs (for adult women 
experiencing homelessness) with a licensed occupational 
therapist and MSc(OT) student. Target populations include 
homeless women with lived experience of trauma, 
addictions, incarceration, violence, discrimination and/or 
mental health. The goal of Health and Home will be to 
increase participant primary and mental health outcomes 
while decreasing use of crisis services and recidivism into 
shelter, corrections and long-term care.  

Roughly 87% of participants currently experience chronic 
health issues related to modifiable risk factors, namely 
smoking, alcohol use, and diet.   
 
Project lead: YWCA Halifax 

CHB: Dartmouth CHB 



 

 

Youthful Hearts – Seniors Fitness Youthful Hearts aims to provide an affordable, low impact 
exercise program to low income seniors of Metro Housing 
Authority as well as community members who face barriers 
to participating in physical fitness opportunities. By 
providing a low-cost exercise program, Youthful Hearts will 
be addressing two modifiable risk factors, including 
physical inactivity and overweight/obesity. This initiative 
will consist of weekly, one hour low impact fitness classes 
instructed by a certified fitness instructor, in senior manors 
throughout HRM. 
 
Through this initiative, it is expected that seniors will 
improve their physical fitness, their awareness and 
knowledge of healthy behaviors and their overall social 
interaction.  
 
Project lead: Metropolitan Regional Housing Authority 

CHB: Halifax/Chebucto West CHB, Cobequid/West Hants 
CHB 

 


