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Executive Summary  
 
The Health Services Integration Fund (HSIF) evaluation reviewed project activities for the 
period of April 2010 to March 2015. The assessment of the Program’s continued relevance and 
performance was in compliance with the Treasury Board of Canada’s Policy on Evaluation 
(2009). This was a scheduled evaluation for 2014-15 on the Health Canada Five-Year 
Departmental Evaluation Plan. 
 
Evaluation Purpose and Scope  
 
The evaluation assessed HSIF for its relevance and performance (effectiveness, economy and 
efficiency). HSIF was recently renewed (July 2015), as such evaluation findings will support 
decision-making for policy and program improvements. The evaluation covers program 
activities, excluding British Columbia (BC) projects.1  
 
The methodology used in the evaluation included key informant interviews with First Nations 
and Inuit Health Branch (FNIHB) regional and national staff, provincial/territorial health 
department staff, and project coordinators who are often from Inuit and First Nation 
communities. A survey was also conducted with leads of implemented projects2, although the 
low number of responses received only allowed for survey findings to be used anecdotally. In 
addition, documents, data, and literature were reviewed. 
 
The Assembly of First Nations (AFN) and Inuit Tapiriit Kanatami (ITK) were consulted during 
the development of the evaluation methodology, survey, key informant interview guides, and 
draft report.  
 
Program Description  
 
HSIF is an adapted replacement of the Aboriginal Health Transition Fund (AHTF) (2006-11) and 
the previous Health Integration Initiative (HII) launched in 2003. HSIF is a five-year initiative to 
support multi-year projects with a collaborative planning component which could include 
partners at a provincial/territorial and/or federal level, as well as First Nation/Inuit organizations 
and/or communities. The program’s stated objectives include: 
 
• Improve the integration of federally-funded health services in First Nation and Inuit 

communities with those funded by the provinces and territories; 

• Build multi-party partnerships to advance health service integration; 

• Improve First Nations and Inuit access to health services; and 

• Increase the participation of First Nations and Inuit in the design, delivery, and evaluation of 
health programs and services. 

                                                 
1  BC projects were excluded due to the tripartite agreement which will be evaluated through a separate initiative.   
2  Implemented projects included those projects with activities that went beyond planning stages and involved 

either an element of pilot testing, finalization of an integration arrangement, or full implementation of a 
proposed model. 
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During the period of 2010-11 to 2014-15, HSIF expenditures totalled approximately $51.1 
million. Of this amount, approximately $44.5 million was in the form of Grants and Contribution 
(G&C) spending provided to fund 77 HSIF projects (68 were in scope for this evaluation). HSIF 
projects varied in nature and ranged from theoretical-based projects (e.g., environmental scans, 
health model research) and tool development to coordinating and implementing new service 
arrangements, contributing to a five stage continuum of integration (e.g., planning, capacity 
building, coordinating services, partnering in the provision of services, and the 
transferring/merging/amalgamation of services).  
 
CONCLUSIONS – RELEVANCE  
 
There is a continued need for a federal role in establishing and ensuring a culturally relevant and 
responsive health care system for First Nations and Inuit is in place, which bridges the service 
gaps experienced across jurisdictions. HSIF integration activities can contribute to greater 
collaboration among stakeholders, providing the opportunity to lessen the existing fragmentation 
of health services that often causes disjointed health care planning and delivery priorities among 
stakeholders seeking to serve the same population. Work in the area of First Nations and Inuit 
health conducted under the HSIF program is consistent with the federal Indian Health Policy 
(1979), the Health Transfer Policy (1988) as well as the mandate and function of the First 
Nations and Inuit Health Branch. The HSIF design illustrates a concerted effort to bring multiple 
stakeholders together across jurisdictions as well as actively involve First Nation and Inuit 
communities and organizations in health service integration thereby working towards a more 
cohesive and responsive health service environment for First Nations and Inuit. Therefore, HSIF 
is consistent with Departmental and FNIHB strategic priorities, including: improve access to 
health care and increase quality of care; collaborate with provincial/territorial authorities to 
deliver services and improve the integration of health services; and increase the control of health 
care service development and delivery by First Nations and Inuit.   
 
CONCLUSIONS – PERFORMANCE  
 
Achievement of Expected Outcomes (Effectiveness)  
 
Project activities contributed to a better understanding of enabling factors and barriers impacting 
health services integration. The multi-jurisdictional nature of projects naturally brought multiple 
communities, stakeholders and partners together to collaborate on health services integration 
through partnership development, planning support, and capacity building activities (e.g., 
cultural sensitivity/awareness training, development of resource/reference materials, 
administrative and strategic planning skills development). These points are consistent with 
factors that facilitate health service integration.   
 
HSIF projects were, for the most part, able to achieve their objectives thereby contributing to 
improved integration of health services for First Nations and Inuit. Evidence suggests that project 
activities relating to planning, capacity building, and the coordination of health services were 
most successful, while project activities contributing partnering in the provision of health 
services also demonstrated significant success in achieving their objectives. Activities feeding 
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into the ultimate integration stage of the transferring/merging/amalgamation of health services 
also had a moderate degree of achieved objectives. There were a few cases of projects which 
engaged in beneficial work related to improving health outcomes but in some cases the projects 
were either not a part of, or did not link to an actual health service which ultimately means the 
work completed in these projects is not always able to directly impact HSIF’s final outcome of 
improving access to a quality health service.  
 
Although it is too early to truly assess the depth of the impact HSIF projects have had on the 
intended long-term outcomes, positive developments have been identified in both the first long-
term outcome and ultimate outcome (including both attributes of access and quality). HSIF 
projects addressed health service quality by improving the cultural awareness of service 
providers, contributing to a greater continuum of care, and employing a client-
centered/community needs-based approach. Access was improved through enhanced awareness 
of services and service capacity, dedicated resources to facilitate patients’ access of relevant 
health services, improved service coordination, and a focus on establishing continuums of care.  
 
Demonstration of Economy and Efficiency  
 
Earlier years of HSIF exhibited funding surpluses, while later years demonstrated greater 
alignment between allocated funding and actual expenditures. Project coordinators reported that 
HSIF funding enabled them to leverage financial and/or other (in-kind) resources from partners 
in support of health integration initiatives. Project teams engaging in service mapping and needs 
assessment analyses became more aware of existing services, thereby extending their resource 
network and preventing the future duplication of services. In addition, several projects produced 
outcomes that resulted in more efficient healthcare service delivery due to incorporating the use 
of technology (e.g., the implementation of electronic medical records reduced the time required 
to establish a patient’s medical history prior to proceeding with treatment). Details relating to 
project management (e.g., lack of clarity around roles and responsibilities), in some cases, 
negatively impacted the efficiency with which project activities were carried out.  
 
The program has a Performance Measurement Strategy in place. Project reporting is currently 
taking place, and opportunity exists to strengthen projects’ individual indicators by focusing on 
more outcome-driven indicators, ensuring indicators seeking to measure improvements are 
accompanied by baseline data, and accounting for a certain degree of specificity in indicators for 
accurate reporting. Project performance measurement indicators should continue to support 
program-level indicators while also establishing a distinct set of indicators to measure project-
specific performance.  
 
RECOMMENDATIONS 
 
Recommendation 1 
 
Screen proposals with the goal of selecting projects that directly contribute to 
HSIF’s long-term outcome of focusing on improved access to quality health 
services. 
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Potential project proposals should be screened with the intention of completing work with a 
direct impact on improving access to quality health services. Although that may exclude some 
projects which focus specifically on improving health outcomes and fall beyond the scope of the 
intended outcomes of HSIF, improvements to access and quality of health services have the 
potential to make impacts in those areas as a by-product of completed integration work.  
 
Recommendation 2 
 
Plan for the lifecycle of the project at the workplan stage, and actively 
consider measures for sustainability as the project progresses. 
 
A common understanding and commitment of project partners at the outset of the project is key 
to the success of HSIF work. Confusion can arise and impede the timely progress of projects 
when roles and responsibilities of each participating member are not clear. Therefore, it is 
recommended that all projects define the roles and responsibilities of each partner at the 
workplan stage, as well as establish timelines for the achievable milestones for each project.  A 
discussion of tracking project success by identifying intended achievements, and the regularity of 
data collection which can feed into performance measurement, should also be established before 
project work is fully underway. Furthermore, ways to facilitate the sustainability of the work 
accomplished needs to be considered at all phases of the project; and should therefore be 
incorporated as a distinct field on project reporting templates.  
 
Recommendation 3 
 
Improve project-level performance measurement efforts by focusing on 
indicators that have greater clarity and are outcome-oriented. Ensure the 
program logic model is consistent with the recently updated direction of 
HSIF.   
 
Project indicators should focus on telling the story of the impacts of work completed. This is 
made possible through the use of indicators that are less focused on outputs and account more for 
what resulted from the processes, tools, and other activities implemented through HSIF projects. 
Identifying meaningful indicators can be a challenge, and it may be beneficial to host 
performance measurement capacity building sessions with project coordinators and regional staff 
at the outset of the project to ensure that the best possible data is collected throughout the 
lifespan of the project. In light of recent shifts towards more devolution focused projects, the 
program logic model should be reconsidered to account for long-term outcomes that are 
consistent with this new approach, thereby ensuring program activities continue to contribute to 
overall goals, and that future evaluations are assessing the proper criteria.  
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Management Response and Action Plan 
Evaluation of the First Nations and Inuit Health Branch’s Health Services Integration Fund Program 

 
Recommendations Response Action Plan Deliverables Expected Completion Date Accountability Resources 

1.) Screen proposals 
with the goal of 
selecting projects that 
directly contribute to 
HSIF’s long-term 
outcome of focusing on 
improved access to 
quality health services. 

Agree   • Headquarters (HQ) to 
provide guidance to 
Regions on screening 
proposals. 

 

• HSIF Regional 
coordinator to screen 
project proposals. 

• Achieved by March 31, 
2017 for initial intake of 
HSIF project proposals. 

• On-going if there are 
subsequent proposal intake 
periods. 

Respective Regional 
Executives and the 
Director General (DG) 
of Strategic Policy, 
Planning and 
Information Directorate, 
FNIHB.   

• Within existing 
HSIF budget. 

2.) Plan for the lifecycle 
of the project at the 
workplan stage, and 
actively consider 
measures for 
sustainability as the 
project progresses. 

Agree to undertake 
discussions with 
partners on project 
sustainability and what 
aspects of projects 
could be sustained and 
what is required for 
such sustainability.   
 

• HQ to work with 
Regions to support 
sustainability 
measures.    

2a.) Monitoring measures 
to achieve sustainability 
through annual reporting 
and final reports of the 
projects. Require 
sustainability plan within 
first year.  

2a.) Annual project reports 
request information on 
activities to support 
sustainability (on-going 
task). Regions will review 
sustainability plan by March 
2017. 

DG of Strategic Policy, 
Planning and 
Information Directorate, 
FNIHB and respective 
Regional Executives. 

• Within existing 
HSIF budget. 

FNIHB will actively 
work with partners to 
encourage project 
sustainability but 
overall sustainability  is 
influenced by the 
role of partners 
involved in individual 
projects 

2b.) Information 
sharing across projects 
to help with 
sustainability efforts. 

2b) On-going through 
knowledge information 
sharing activities 
(presentations at regional 
meetings, communications 
products such as webinars, 
community websites). Best 
practices on sustainability 
will be shared (i.e. 
implementing formal 
agreements, succession 
planning with staff turnover, 
etc) 
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Recommendations Response Action Plan Deliverables Expected Completion Date Accountability Resources 
3.) Improve project-level 
performance 
measurement efforts by 
focusing on indicators 
that have greater clarity 
and are outcome-
oriented. Ensure the 
program logic model is 
consistent with the 
recently updated 
direction of HSIF.    

Agreed The program area is 
working in consultation 
with Strategic Planning 
and Accountability and 
the Office of Audit and 
Evaluation to improve 
project level 
measurement efforts. 
 

3a.) A new Performance 
Measurement Strategy 
developed. 
 
3b.) New logic model 
produced. 

 
3c.) Program indicators 
improved. 

3a.) To be completed 
March 31, 2016. 

 
 
3b.) To be completed 

March 31, 2016. 
 
3c.) To be completed 
March 31, 2016. 

DG of Strategic Policy, 
Planning and 
Information Directorate, 
FNIHB and respective 
Regional Executives. 

• Within existing 
HSIF budget. 

  Regions work with 
project coordinators to 
develop appropriate 
project level indicators.   

3d.) Guidance provided to 
project level coordinators 
on appropriate project level 
indicators. 

3d.i) Update HSIF program 
template guide which 
outlines the need for project 
level indicators (March 31, 
2016). 
 
3d.ii) As project proposals 
are implemented, project 
level indicators will be 
developed. 
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1.0 Evaluation Purpose  
 
The purpose of the evaluation was to assess the relevance and performance (effectiveness, 
economy and efficiency) of the FNIHB’s Health Services Integration Fund (HSIF) for the period 
of April 2010 to March 2015.  
 
The evaluation was required by the Financial Administration Act (for grants and contributions) 
and the Treasury Board of Canada’s Policy on Evaluation (2009). This was a scheduled 
evaluation for 2014-15 identified on the Health Canada Five-Year Departmental Evaluation Plan. 
The evaluation will support Health Canada’s Deputy Minister and senior management in 
decision-making for policy and program improvements. 
 
 

2.0 Program Description 
 
2.1 Program Context 
 
Health Canada’s involvement in health services integration was designed with the intent to 
promote innovation and multi-jurisdictional partnerships in First Nations and Inuit healthcare 
planning and delivery. HSIF’s focus on increased First Nations and Inuit participation in all 
aspects of healthcare delivery and design, seeks to create more responsive health services for 
community members. With this goal in mind came the implementation of three consecutive 
iterations of a fund to enable First Nations and Inuit health service integration. Integration takes 
many forms, and for the purpose of this evaluation it can be understood as taking place across a 
continuum with stages that often consist of: planning, capacity building, coordinating services, 
partnering in the provision of services, and the transferring/merging/amalgamation of services. 
Although this conceptualization captures the progression of greater degrees of integration, it is 
important to note that not all stages are relevant to each type of project. For example, a health 
assessment tool may contribute to capacity building and improved service coordination, but it 
would never evolve into an amalgamated service in and of itself. Ultimately, integration in the 
context of the HSIF is designed to improve the access to quality health services for First Nations 
and Inuit.  
  
The first version of the Fund was launched in 2003 as the Health Integration Initiative (HII) and 
included eight pilot projects which sought to explore, develop and analyze models of integration 
for improved delivery of health care services and programs to First Nations and Inuit. The HII 
received $10.8 million over a three-year period from the Aboriginal Envelope of the Primary 
Health Care Transition Fund.  
 



 

Evaluation of the First Nations and Inuit Health Branch’s Health Services Integration Fund – 2010-2011 to 2014-2015 
March 2016  2 

Health Canada and the Public Health Agency of Canada Evaluation Report 

Building on this initiative, the Aboriginal Health Transition Fund (AHTF) was launched in 2006 
and incorporated lessons learned from HII, including the need for capacity at all partner levels. 
As a result, AHTF provided capacity building for Aboriginal organizations in order to encourage 
participation at the national and regional levels. Unlike HII, approved AHTF project proposals 
addressed the integration and adaptation of existing services. AHTF had a $200 million budget 
over five years funding 311 projects, and was eventually extended by one year to allow for 
project completion and the gathering of lessons learned to inform the implementation of the 
HSIF. 
 
HSIF was launched in 2010 with a focus on health system transformation (e.g., organization, 
structure, partnerships, and service delivery). The program built on the lessons learned from the 
previous HII and AHTF initiatives, and as a result more time was incorporated into the early 
phase of projects as a means to encourage joint planning and priority setting among partners.  
HSIF received $59.4 million over a five year period,3 funding 77 projects across all provinces 
and territories. The program has since been renewed with A-base funding of $15.8 million 
annually.  
 
2.2 Program Profile 
 
HSIF was designed as a five-year initiative to support multi-year projects with a collaborative 
planning component which could include partners at a provincial/territorial and/or federal level, 
as well as First Nation/Inuit organizations and/or communities. The program’s stated objectives 
are listed as: 
 
• Improve the integration of federally-funded health services in First Nation and Inuit 

communities with those funded by the provinces and territories; 

• Build multi-party partnerships to advance health service integration; 

• Improve First Nations and Inuit access to health services; and 

• Increase the participation of First Nations and Inuit in the design, delivery, and evaluation of 
health programs and services. 

 
The 77 HSIF projects (68 were in scope for this evaluation4) varied in nature and ranged from 
theoretical research-based projects and tool development to implementing services, contributing 
to a continuum of integration: 
 
• Planning: e.g., Developing community health plans/models, identifying gaps in services, 

developing co-strategic frameworks; 

• Capacity Building: e.g., Cultural safety training courses, standardized screening tools; 

                                                 
3  HSIF was originally allocated $80 million dollars. The amount of $59.4 million excludes EBP, PWGSC 

accommodations, and funding that was used to support the BC Tripartite Agreement.  
4  Projects taking place in BC were deemed to be out of scope due to the province’s October 2013 instatement of 

the Tripartite Framework Agreement on First Nation Health Governance. 
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• Coordinating Services: e.g., Hiring health system navigators to facilitate clients’ 
seamless access to health services, advocacy support for people with special needs, 
harmonization of practices across existing mental health and addictions services as a means 
of strengthening the continuum of care; 

• Partnering in the Provision of Services: e.g., Multi-service one-day clinics hosted in 
communities, integrated primary care programs on-reserve, health service agreements; and 

• Transferring/Merging/Amalgamation of Services: e.g., A supportive living 
residential model to support people with past hardships develop skills to enable them to live 
independently, and governance projects.  

 
2.3 Program Narrative 
 
HSIF has a logic model (see Appendix 2), and its components are discussed below. 
 
The long-term expected outcomes for the program are (1) an increase in independent health 
services integration arrangements for First Nations and Inuit, and (2) improved access to quality 
health services for First Nations and Inuit. The thought is that integration arrangements created 
through HSIF partnerships will equip stakeholders with the skills and capacity to independently 
initiate and sustain new opportunities at a later date without reliance on start-up federal funding. 
Consequently, the first long-term outcome is expected to materialize beyond the life-cycle of the 
actual HSIF projects. These new arrangements are expected to continue addressing First Nations 
and Inuit health integration needs and will further contribute to HSIF’s ultimate outcome of 
improving access to quality health services for First Nations and Inuit.  
 
The program lists one key intermediate outcome which is the heart of the initiative, greater 
integration of health services which serve First Nations and Inuit. Progress towards this outcome 
is estimated at 3-5 years from the point of initial funding, and therefore is achievable within the 
scope of outcomes reviewed for this evaluation. Increased integration could range from 
“coordination at the service level which improves communication and reduces service gaps to 
coordination at the governance level which clarifies roles and responsibilities all the way up to 
joint policy development and planning at the senior management and political levels”.5 Evidence 
of progress in this outcome area could include the development, implementation or 
harmonization of either formal agreements, policies, tools or practices.   
 
The immediate outcomes include: (1) increased capacity of key partners and stakeholders to 
collaborate on the integration of health services which serve First Nations and Inuit, and (2) 
increased knowledge of the concepts, barriers and enablers related to integrating the health 
services which serve First Nations and Inuit. Active partnership engagement which incorporates 
a balanced presence of partnering members on the project advisory committees would ultimately 
lead to jointly developed integration plans and program outputs that are informed by a greater 
understanding of prerequisites and risks to effective integration. 
 

                                                 
5  Health Canada. (2011). First Nations and Inuit Health Branch (FNIHB) Systems Integration-Health Services 

Integration Fund (HSIF) Evaluation Framework.  
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The outcomes above are expected to be achieved through engagement in the following activity 
areas: 
 

1. HSIF governance and planning 

2. Building capacity for integration 

3. Implementation of integration plans 

4. Monitoring and evaluation of implementation 

5. Policy development and knowledge sharing 
 
The target group of HSIF’s activities is broad considering projects are initiated through needs 
based proposals.  The following groups are eligible to receive funding for projects that ultimately 
benefit First Nations and Inuit health services: First Nation communities, tribal councils and 
organizations, Inuit communities and land claims organizations, Aboriginal associations and 
organizations, provincial, territorial and regional health departments and authorities.  
 
2.4 Program Alignment and Resources 
 
The program’s financial data for 2010-11 through 2014-15 are presented below (Table 1).  
 
Overall, the program was allotted a budget of $80 million over a five year period from 2010-11 
to 2014-15, although part way through the budget was reduced to $59.4 million.6 As highlighted 
in Table 1 of the budget available from 2010-11 to 2014-15, approximately three-quarters (74%) 
of total funding was allocated to project funding via Grants and Contribution (G&C) funding, 
with a further 12% of funding for Operations and Maintenance (O&M) accounting for overall 
expenditures. Approximately 14% of the budget was allocated to staff salaries, and Full-Time 
Equivalents (FTEs) over the length of HSIF range from 31.1 in the first year to an average of 
21.73 over the following four years.  

 
Table 1: Program Resources 2010-11 to 2014-15($)* 

Year Gs & Cs O&M Salary Total 
2010-11 $0 $2,066,252 $2,581,766 $4,648,018 
2011-12 $7,140,183 $1,935,024 $1,823,153 $10,898,360 
2012-13 $11,099,755 $1,000,173 $1,592,718 $13,692,646 
2013-14 $12,723,214 $988,216 $1,111,339 $14,822,769 
2014-15 $13,290,061 $977,124 $1,088,405 $15,355,590 

Total $44,253,213 $6,966,789 $8,197,381 $59,417,383 

* Data Source: Office of the Chief Financial Officer 
 
 

                                                 
6  Excludes EBP, PWGSC accommodations, and funding set aside for the BC Tripartite Agreement. 
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3.0 Evaluation Description  
 
3.1 Evaluation Scope, Approach and Design  
 
The evaluation covered the period of April 1, 2010 to March 31, 2015 and included HSIF 
projects delivered in all regions except BC7,8. The 68 projects9 varied greatly, contributing to 
different stages of the integration continuum including: planning, capacity building, coordinating 
services, partnering in the provision of services, and transferring/merging/amalgamation of 
services.  
 
The evaluation issues were aligned with the Treasury Board of Canada’s Policy on Evaluation 
(2009) and considered the five core issues relating to relevance (continued need, federal role, 
alignment with government priorities) and performance (effectiveness, economy, efficiency), as 
shown in Appendix 5. Corresponding to each of the core issues, specific questions were 
developed based on program considerations and these guided the evaluation process. The 
Assembly of First Nations (AFN) and Inuit Tapiriit Kanatami (ITK) were also consulted during 
the development of the evaluation methodology, as well as survey and key informant interview 
guides.  
 
Data was collected and triangulated from four lines of evidence to increase the reliability and 
credibility of the evaluation findings. Sources included:  
 
Document and Data Review 
 
The document review consisted of project-specific proposals as well as status reports drafted by 
Fund recipients and project evaluations. The program also supplied background material to shed 
light on the program’s evolution. Financial data and project tracking spreadsheets were also 
included in the review. The document review contributed to analyses for all of the evaluation 
questions. 
 
Literature Review 
 
The 2010 program-commissioned literature review continued to be relevant in discussing 
culturally sensitive forms of health service integration. As a result, this evaluation conducted a 
small supplemental literature review to inform outcome indicators. The literature review also 
contributed to the relevance section of the report. The combined literature review was comprised 
of information from peer-reviewed journals and grey literature.  
 

                                                 
7  BC was deemed to be out of scope due to the October 2013 instatement of the Tripartite Framework Agreement 

on First Nation Health Governance in that province. 
8  All HSIF projects were included in the evaluation irrespective of their degree of implementation. The 

performance section accounts for project implementation.  
9  Regional breakdown of projects: Alberta (4), Saskatchewan (13), Manitoba (8), Ontario (13), Quebec (11), 

Newfoundland & Labrador (5), New Brunswick (3), Nova Scotia (2), Prince Edward Island (4), Nunavut (1), 
Northwest Territories (3), Yukon (1) 
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Survey 
 
An online survey was created to engage leads of implemented projects in order to gather lessons 
learned specific to implemented projects. The 37 leads from qualifying projects were invited to 
participate through email invites, followed by reminder phone calls, emails from the evaluation 
team, and FNIHB regional communication. The survey launched on May 12, 2015 and closed on 
May 26, 2015. In the end, 13 eligible participants completed the survey. Consequently, survey 
findings were used anecdotally.    
 
Key Informant Interviews 
 
A total of 41 key informant interviews took place across three main groups: FNIHB staff at the 
national (2) and regional levels (10), provincial/ territorial health staff (12), as well as project 
coordinators mainly from First Nation and Inuit communities/organizations (17)10. Regional 
representation was accounted for across all three groups. Participation was voluntary and key 
informants were provided with the opportunity to review the evaluators’ notes from their 
interview in order to ensure their feedback was accurately represented. Key informant interview 
data contributed to virtually all sections of the evaluation report.  
 
3.2 Limitations and Mitigation Strategies  
 
The following table outlines the limitations encountered in the conducting of the HSIF 
evaluation. Mitigation strategies put in place used to ensure the strength of analysis to support 
the findings are also noted below.  
 

Table 2: Limitations and Mitigation Strategies 

Limitation Impact Mitigation Strategy 
Small survey sample size. 
 

Inability to obtain statistically 
significant findings.   

Survey findings were used anecdotally and 
in conjunction with findings from other 
data collection methods where 
appropriate.   

Variability in coverage of 
project reporting as a result of 
different degrees of depth in 
reporting as well as conducting 
the evaluation at a point where 
final project evaluation reports 
were still in the process of 
being submitted.  

Limits to the outcome data 
available for review.  

Thirty-six of 68 evaluation reports were 
reviewed to assess project performance. In 
the cases where final evaluation reports 
were still pending, an in-depth review of 
semi-annual reporting across the lifespan 
of the projects took place in order to 
support performance findings. Results 
from project reporting were also 
triangulated with key informant interview 
data.  

                                                 
10  A project consultant hired by particular HSIF projects was grouped into the project coordinator category so that 

their responses would remain confidential. 
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Limitation Impact Mitigation Strategy 
Limited quality and/or 
availability of detailed 
financial data. 

Limited ability to assess 
efficiency and economy. 

Use of other data collection methods 
assisted in assessing economy and 
efficiency. 

In some cases it is too early to 
truly assess the program’s 
achievement of long-term 
outcomes. The first long-term 
outcome specifically is 
intended to take place beyond 
the lifecycle of the project. 

Inability to fully assess all 
expected outcomes of the 
program.  

Provided lessons learned to feed into the 
conversation of sustainability, as opposed 
to findings on the actual achievement of 
the first long-term outcome. 

 
 

4.0 Findings  
 
4.1 Relevance: Issue #1 – Continued Need for the 

Program  
 
There is a continued need for the HSIF program as evidenced by challenges faced by Inuit 
and First Nation people in accessing a full range of health services. Often, the absence of 
quality health services located in close proximity to First Nation and Inuit communities 
negatively impacts the continuity and timeliness of care received. Such challenges are more 
likely to be addressed through greater health services integration which can facilitate the 
coordination of priorities across partners at all levels of health care planning and service 
delivery. 
 
First Nation and Inuit clients seeking care in community often do not have access to a full range 
of health services. This is particularly relevant in the cases of remote or rural communities with 
low population density, and as a result do not have the developed infrastructure or capacity to 
support an array of health services (including treatment for complex diagnoses). A great majority 
of project coordinators interviewed identified there is a lack of First Nations and Inuit capacity to 
provide and/or coordinate services. As a result, community members often need to leave the 
community to access the needed health services.  
 
Coordinating the receipt of health services outside of communities impacts the timeliness of care 
received. By not having easily accessible services, the frequency with which services are 
accessed decreases and can therefore impact the degree of care required, and the continuity of 
care received. Similar concerns about continuity of care persist in communities due to the high 
rates of staff turnover among health professionals traveling to communities.11  
 

                                                 
11  National Collaborating Centre for Aboriginal Health. (2011a). Access to Health Services as a Social 

Determinant of First Nations, Inuit and Métis Health.; and Rohan, S. (2003). Opportunities for Cooperative 
Health Provision in Rural, Remote and Northern Aboriginal Communities. Government Affairs and Public 
Policy. 
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The lack of integrated services negatively impacts the ability to have coordinated health care 
priorities at all levels of health care planning and delivery. Most project coordinators and almost 
half of FNIHB regional staff interviewed identified a lack of coordination of available services. 
This lack of coordination often stems from the multijurisdictional nature of First Nations and 
Inuit healthcare and the associated confusion among government organizations as to who is 
responsible for the delivery of health services and the application of provincial standards 
determining eligibility criteria for on-reserve populations. This confusion paired with 
inconsistent health service priorities across jurisdictions creates greater challenges in addressing 
gaps in First Nations and Inuit health services. An integration literature review commissioned by 
the program in 2010 found that “the structure and organization of the [First Nations/Inuit federal 
system and the regional provincial health authorities] seem to have been going in different 
directions with the provincial system combining or integrating service providers into larger 
organizations in order to offer higher quality care and to reduce unnecessary costs while the 
federally funded First Nations health system has been devolving service delivery to smaller units 
usually at the band level”.12  
 
Without an integrated approach First Nations and Inuit input is not always prioritized in the 
design and delivery of health services. It is often presumed that this impacts the degree of 
cultural responsiveness incorporated into health services.13 Approximately half of FNIHB 
regional and provincial/territorial staff interviewed identified that there is a lack of culturally 
appropriate services and cited this deficit as a barrier to health service integration. The 
availability of culturally relevant services feeds into the conversation about ensuring quality 
services exist, and ultimately contributes to better health outcomes for Inuit and First Nation 
people.14 
 
It is worth noting that a shift to a more collaborative and inclusive approach to First Nations 
health services planning is evident in some provinces’ cross-jurisdictional forums. Arrangements 
of note include: 
 
• BC’s Tripartite First Nations Health Plan (Kelly, 2011);  

• The Saskatchewan Northern Health Strategy (Nilson, Jeffery & Hamilton, 2010); and  

• The Manitoba Inter-Governmental Committee on First Nations Health (Government of 
Manitoba, 2013). 

 

                                                 
12  Potter, I. (2010). First Nations Health: Governance and Organization Effectiveness, Integration and First Nation 

Control. 
13  Smith, Ross and Josee G. Lavoie. (2008). First Nations Health Networks: A Collaborative System Approach to 

Health Transfer. Health Care Policy, volume 4 (2). 
14  Potter, I. (2010). First Nations Health: Governance and Organization Effectiveness, Integration and First Nation 

Control. 
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4.2 Relevance: Issue #2 – Alignment with Government 
Priorities  

 
HSIF is aligned with federal priorities promoting healthy and self-sufficient First Nation 
communities, as well as the strategic priorities of both FNIHB and the Department. HSIF’s 
health integration work is consistent with the 2015 Minister of Health Mandate Letter 
which underlines the importance of improved partnerships with Indigenous Peoples, 
provincial, territorial and municipal governments.  
 
The HSIF objectives align with Health Canada’s third organizational priority of strengthening 
First Nations and Inuit Health programming.15 The Fund therefore contributes to the 
departmental strategic outcome16 of First Nation and Inuit communities and individuals receive 
health services and benefits that are responsive to their needs so as to improve their health 
status.17 This third priority outlines the Department’s support of First Nations and Inuit 
programming, as stated in the 2013-14 Departmental Performance Report, which seeks to: 
 
Improve access to health care and increase quality of care 
 
HSIF’s relevance has been highlighted in recent federal budgets that prioritized systemic change 
for the provision of healthcare for FNIHB’s client population as a means to increase access to 
quality health services. The 2012 Budget brought an investment of $134 million to First Nations 
health service infrastructure. In addition, the 2013 Budget allocated $48 million over two years 
to contribute to the improvement of the quality of health services in First Nation communities. A 
specific commitment to services in the North was highlighted in the 2013 Speech from the 
Throne stating a continued commitment to the prosperity of Northerners through investments in 
health care, education and affordable housing. This priority is also consistent with FNIHB’s first 
strategic goal of ensuring access to quality health services.   
 
Collaborate with provincial/territorial authorities to deliver services, and improve 
the integration of health services 
 
HSIF aims to integrate provincial and federally funded health services as a means to address 
gaps in health service delivery for First Nation and Inuit communities. A review of 68 HSIF 
projects indicates that 60% (n=41) of projects involved provincial and territorial partners, and 
56% (n=38)18 have partnered with local health authorities. This priority is also consistent with 
FNIHB’s second strategic goal of strengthening collaborative planning and relationships. 
 

                                                 
15  Health Canada. (2013). 2013-14 Departmental Performance Report. 
16  Health Canada (2015). 2015-16 Departmental Performance Report. 
17  Despite the fact that some projects’ activities may contribute to improved health status, HSIF’s intended 

outcomes are focused on improving access to, and the quality of health services for First Nations and Inuit.  
18  Combined percentages exceed 100% since projects have multiple partnerships. 
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Increase the control of health care service development and delivery by First 
Nations and Inuit  
 
HSIF’s proposal-based design seeks to engage First Nations and Inuit in the planning and 
delivery of projects that contribute to sustained systemic change in health services. This may 
include, but is not limited to, greater service harmonization, increased aggregation of 
communities involved, and a broader scope of population served.19  
 
First Nations and Inuit health services discussions have highlighted the importance of 
collaboration, joint priority development, and services that contribute to better health outcomes. 
Recent federal-level discussions specific to this priority have been captured in the following 
sources: 
 
• The 2015 Minister of Health Mandate Letter commits to improved partnerships with 

Indigenous peoples, provincial, territorial and municipal governments.20  

• The 2015 Budget prioritized providing targeted funding to support health system innovation.  

• The 2014 Speech from the Throne highlighted the government’s commitment to work with 
First Nation and Inuit communities to create healthy and self-sufficient communities.  

• The 2013 Speech from the Throne emphasized the importance of working in partnership with 
Aboriginal communities to ensure health care services are responsive to community 
members’ needs.  

• The 2013 Budget prioritized the promotion of health and safety for Aboriginal families and 
communities.  

• The 2012 Crown-First Nations Gathering resulted in shared priorities relating to the health of 
First Nations and Inuit.  

• Health Canada’s 2012 First Nations and Inuit Health Strategic Plan included priorities 
relating to responsive health services and the strengthening of health programming for First 
Nations and Inuit through innovative partnerships, as a means to increase access to, and 
integration of, health services.  

 

                                                 
19  Health Canada. First Nations and Inuit Health Branch. (2010). HSIF Implementation Guide- A Toolkit for 

Integration Projects 2010/11-2014/15.  
20  Mandate letter issued as a result of a change in government.  
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4.3 Relevance: Issue #3 – Alignment with Federal 
Roles and Responsibilities  

 
Work in the area of First Nations and Inuit health conducted under the HSIF program is 
consistent with the federal Indian Health Policy (1979), the Health Transfer Policy (1988) as 
well as the mandate and function of the First Nations and Inuit Health Branch.  
 
Although there is no statutory framework for the provision of health care programs and services 
to First Nations and Inuit by the federal government, the following policies do outline the goals 
of the federal government with respect to Aboriginal health: 
 
• The Indian Health Policy (1979) speaks to the federal importance of fostering a more 

responsive health system for First Nations and Inuit. This policy encompasses the 
improvement and enhancement of access to health care services for First Nations and Inuit, 
which is consistent with HSIF’s desired long-term outcome.  

• The Health Transfer Policy (1988) supports federal efforts to engage First Nation and Inuit 
communities in all aspects of health service programming including planning, decision-
making, delivery, and potential control of health services. The spirit of this policy seeks to 
nurture the relationship among the federal government and First Nation/Inuit communities. 
The engagement of communities in decision-making and planning for healthcare projects 
aligns with HSIF’s proposal-based design which often sees projects initiated at the First 
Nation and Inuit community/organization level with support from FNIHB’s regional staff 
and other partners.  

 
As discussed in the previous section, the tenets outlined in the policies above are also consistent 
with the Branch’s priorities of: improving access to health care and increasing quality of care; 
collaborating with provincial/territorial authorities to deliver services, and improving the 
integration of health services; and increasing the control of health care service development and 
delivery by First Nations and Inuit. 
 
4.4 Performance: Issue #4 – Achievement of Expected 

Outcomes (Effectiveness)  
 

 To what extent have the immediate outcomes been achieved?  4.4.1
 
Immediate outcome #1: 
Increased capacity of the key partners and stakeholders to collaborate on 
the integration of health services which serve First Nations and Inuit. 
 
HSIF has increased the capacity of key partners and stakeholders to collaborate on the 
integration of health services which serve First Nations and Inuit through partnership 
development, planning support, and capacity building activities.  
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Partnership Development 
 
There was significant evidence that projects funded through HSIF contributed to either the 
maintenance of existing partnerships, or supported the development of new partnerships. From 
2010-15, HSIF funded 77 projects across all regions, and, in all but three cases, projects were 
comprised of multi-partner arrangements. Overall, data which includes BC projects indicates that 
partnerships fostered through HSIF have included the engagement of 518 communities, more 
than 70 First Nation and Inuit organizations, 47 Regional Health Authorities and 18 non-health 
government bodies at the federal, provincial and/or municipal levels.21,22 There were at least 481 
partnerships that fell within the scope of this evaluation. The majority of stakeholders 
interviewed felt that one of the greatest impacts of the project funding was the 
support/development of partnerships between First Nation and Inuit organizations and other 
federal/provincial health authorities. Provincial/territorial and FNIHB regional key informants 
also confirmed that the work completed through these projects led to an increase in multiple 
communities working together. Project data confirms that a proportional shift in community 
collaboration occurred across integration program iterations with 38% of AHTF projects having 
involved only a single community, whereas during HSIF this rate decreased to 4%.   
 
Increased networking attributable to partnership development produced significant benefits in 
improving relationships among all First Nations, Inuit, and provincial, territorial and federal 
health partners. In particular, development of partnerships was seen to improve overall 
communication and understanding between First Nation and Inuit organizations themselves, as 
well as with other federal, provincial/territorial and/or regional health organizations. The vast 
majority of provincial health key informants indicated that through HSIF activities there has 
been a greater integration of First Nations and Inuit community interests into government health 
services planning. This is supported by the presence of First Nation and Inuit stakeholders on 
provincial and territorial health committees, as indicated by approximately three-quarters of the 
provincial and territorial key informant interviews. Furthermore, the new iteration of HSIF born 
out of the July 2015 program renewal has a strong focus on supporting tripartite work across the 
various regions.   
 
Planning Support  
 
Most projects included the activity of conducting some type of environmental scan as a needs 
assessment, by reviewing which services were already available and identifying the gaps that 
may exist in the First Nations and Inuit health service landscape. These activities were 
instrumental in the strengthening of partnerships, informing project planning and to some degree, 
impacted the implementation of project activities at varying levels along the integration 
continuum by understanding the greatest areas of need and feasible points for integration based 
on service intersections.  
 

                                                 
21  Health Canada. (2015). Renewal of Community-Based Aboriginal Health Promotion Programming. 

http://news.gc.ca/web/article-en.do?nid=1012699.  
22  The available data summary did not isolate BC numbers therefore data extends beyond the scope of the 

evaluation (as noted). 

http://news.gc.ca/web/article-en.do?nid=1012699
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Environmental scan activities allowed partners to truly understand the role each other played in 
First Nations and Inuit health service planning and delivery. Naturally, as indicated in the 
majority of FNIHB key informant interviews, this understanding was the result of improved 
communication and relationships of the partners from multiple jurisdictions that came together 
through HSIF projects. Improvements in communication went beyond forging relationships, and 
made progress in the area of language used from a cultural perspective versus a government-
focused approach. In addressing these differences groups were able to better facilitate integration 
opportunities since the language and policies that hindered common understandings in fostering 
a seamless provision of health care to Inuit and First Nation people could be adapted to allow a 
better context for integration work.  
 
The strides made through project planning and the greater understanding of respective roles in 
First Nations and Inuit health service delivery as well as the alignment of priorities had a more 
pronounced impact in the cases where protocols as well as the alignment and/or standardization 
of processes (14/18), and service agreements/MOUs (5/6) came to fruition. According to almost 
all interviewed project coordinators, formal and informal arrangements resulted from project 
partnerships in almost all cases.   
 
The involvement of First Nation and Inuit communities and organizations in project planning, 
development or implementation, and ultimately health services planning, helped bridge some of 
the disconnects existing between government-oriented planning and more holistic cultural 
approaches to health service planning and delivery. Gaps analyses and needs assessments 
informed the creation of community-based culturally relevant plans focusing on local needs and 
wants in the provision of health care services. This approach, along with the proposal-based 
nature of HSIF projects, positively contributed to the fostering of culturally relevant health 
services responsive to the needs of First Nations and Inuit. 
 
Capacity Building 
 
A great majority of project coordinators interviewed identified a lack of First Nation and Inuit 
community capacity to provide and coordinate services as a key barrier to integration. This 
clearly defined need for capacity building across First Nations and Inuit integration projects has 
been identified in previous health service integration initiatives. A review of AHTF found that 
the strength and quality of partnerships varied based on organizational capacity, and that low 
levels of capacity produced longer term impacts to integration progress by impeding knowledge 
transfer. A review of project reporting found that approximately half of projects were engaged in 
capacity building; a greater degree of capacity building took place among projects in the 
implementation phase.    
 
Capacity building was perceived by stakeholders as a prerequisite towards enhanced health care 
integration. A review of reporting from 68 projects23 found partnership contributions related to 
capacity building typically included strategic planning (63%), knowledge sharing (67%) which 
included training opportunities, as well as linkages to other organizations and networks (65%). 
The expertise gathered through partnerships is consistent with the literature review findings that 

                                                 
23  Excludes projects from BC.  
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suggest organizations are better able to increase their capacity through the greater and more 
appropriate use of partner resources. These types of internal capacity building helped projects 
produce tangible plans and agreements while also instilling staff with new found skills that are 
beneficial for integration work. Project examples of this form of capacity building include: 
 
• The Continuing Care project, which hosted a gap analysis workshop to assist the 

management team with the development of the analysis. As a result, the project management 
team developed an understanding of how to identify gaps, barriers, challenges, and successes 
in the project. 

• The Minobiamaadizin project, which provided a workshop on the development of 
partnerships, MOUs and community service agreements. This resulted in the 
development of a draft MOU outline and service agreements. 

• The Community Health and Wellness Training and Support project, which 
provided training to regional committees on a community development approach to 
identifying health priorities. This resulted in improved healthcare planning capacity 
within targeted communities. 

In addition, projects developed and/or delivered at least 36 training sessions and or/training 
resources.24 Providing technical, cultural or content area training helped ensure that staff had the 
appropriate skills to provide quality and/or culturally appropriate services to First Nations and 
Inuit. In the case of the project Partners for Culturally Adapted Health Care, through the 
development of cultural training, a strong relationship between Algonquin communities and 
provincial health and social services was created. As a result of their HSIF project, the evaluation 
report stated there was, “a better understanding of the unique cultural needs of the Algonquin 
communities, as well as the situation of health and social services within the communities”.25 
 
Immediate outcome #2: Increased knowledge of the concepts, barriers, and 
enablers related to integrating the health services which serve First 
Nations and Inuit. 
 
The majority of key informants reported that as a result of HSIF, their knowledge of 
concepts, barriers, and enablers to the integration of health services serving First Nations 
and Inuit had increased. Knowledge transfer activities among partners were particularly 
effective in expanding their understanding of the factors impacting the integration of 
health services, as well as research-driven activities.   
 
HSIF projects were instrumental in improving the communication among different stakeholders 
involved in health services planning and delivery. This extended to established partners within 
the project and linking with resources uncovered through service mapping/environmental scan 
exercises. By improving both the relationship and communication among partners, opportunities 
for knowledge exchange were made available. FNIHB regional key informants unanimously 
confirmed that they had shared project lessons with others. On the other hand, a strong majority 
                                                 
24  This number is likely to be an underrepresentation since not all project reports listed the exact number of 

training sessions offered.   
25  Simon Management Services. Algonquin Nation Programs and Services Secretariat. (2015). Partners for 

Culturally Adapted Health Care: Health Services Integration Fund Final Evaluation Report 2014-15.  
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of FNIHB regional key informants and project coordinators felt that more knowledge exchange 
activities were needed. One project coordinator suggested regular sharing across projects in the 
region could be facilitated by a website outlining the HSIF projects with links to project details 
as a starting point for efficiently sharing resources across projects and facilitating networking 
opportunities.  
 
The sharing of lessons learned among project stakeholders, and projects’ research conducted 
through literature reviews and varying forms of environmental scans, highlighted the enablers 
and barriers for integration which are discussed below.  
Interviews with some project coordinators suggested that a critical lesson learned was the 
importance of stakeholder readiness and involvement at the outset of the project. This was also 
supported in a review of FNIHB’s health integration work taking place from 2003- 2013, which 
identified stakeholder readiness as a key factor to the success of health integration projects, and 
characterized it as, “all partners ready, willing and able to establish a relationship, with mutual 
understanding of the starting point and outcome”.26 In the case of some HSIF projects, as 
identified by provincial and territorial stakeholders, confusion at times materialized out of 
varying levels of readiness among stakeholders. Subsequently, projects engaged in capacity 
building endeavours such as sharing knowledge and expertise among partners, linkages to other 
organizations/networks, and strong strategic planning resources as a means to positively 
contribute to levels of preparedness.  
 
Furthermore, a clear understanding of roles and responsibilities of partners at the outset of the 
project enables a positive progression towards completing project activities. The great majority 
of FNIHB regional staff felt that there was a range of at least a fair to strong understanding of 
roles and responsibilities among project stakeholders, which influences the effectiveness of 
implementation (e.g., greater frontline staff buy-in). Provincial and territorial representatives 
interviewed indicated only minor confusion in a few projects vis-à-vis roles and responsibilities, 
which typically arose in the initial stages of the project. Areas of confusion mentioned by either 
FNIHB staff and/or project coordinators included expectations surrounding the degree of 
involvement of stakeholders, staff turnover which at times resulted in role confusion, and in very 
few instances a lack of clarity surrounding roles and responsibilities was attributable to poor 
communication. Some of the best practices listed by key informants that contribute to a stronger 
sense of stakeholder roles and responsibilities included: the development of terms of reference, 
workplan definitions of roles and responsibilities, as well as formalized relationships/agreements. 
The vast majority of project coordinators listed regular meetings among stakeholders as the most 
effective approach for clearly defining roles and responsibilities, including in-depth discussions 
of project objectives for a clear common vision. This approach was also supported by 
provincial/territorial representatives. The importance of planning for the lifecycle of the project 
at the beginning stages was evidenced as a best practice to facilitate project sustainability.      
 
The involvement of First Nation and Inuit partners in decision-making processes was also found 
to be a key enabler for health services integration. The literature review notes that, “population 
health research has shown that improved health outcomes are associated with greater control by 

                                                 
26  Health Canada, First Nations Inuit Health Branch. Strategic Policy, Planning & Information Directorate. (2014). 

Lessons Learned from Ten Years of Integration: Supporting and Building Partnerships in First Nations and 
Inuit Health. 
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First Nations, by health programs that are more culturally appropriate and where the health 
programs take a more holistic approach and are integrated with other social programs.”27 
Although improved health outcomes is not a specific long-term outcome of the program, as 
illustrated above there is a strong link to addressing quality and access (HSIF’s ultimate 
outcome) which can be positively impacted by the involvement of First Nations and Inuit in the 
planning and implementation of health services. A significant majority of the project reports 
indicated that decision-making was collaborative.  
 
Although general services may exist for possible integration initiatives, a barrier to effective 
service integration for First Nations and Inuit health services is a lack of culturally appropriate 
services, which limits opportunities for meaningful integration.  Half of FNIHB regional staff 
and almost half of provincial/territorial key informants found low cultural sensitivity or 
appropriateness within the services available to be a barrier to the integration of health services 
for First Nations and Inuit.  
 

 To what extent have the intermediate outcomes been 4.4.2
achieved? 

 
Intermediate Outcome #1: 
Greater integration of health services which serve First Nations and Inuit. 
 
Multiple lines of evidence confirmed that HSIF projects contributed to a greater degree of 
integration of health services which serve First Nations and Inuit. Projects relating to 
planning, capacity building, and coordinating services had high levels of success at 
achieving their stated objectives, while project activities relating to later stages of the 
integration continuum (partnering in the provision of services, and amalgamation of 
services) had moderate to strong degrees of success.28   
 
Health services integration can best be understood as taking place along a continuum comprised 
of five stages: planning, capacity building, coordinating services, partnering in the provision of 
services, and transferring/merging/amalgamating services. There is a certain fluidity among the 
stages and therefore a single project can consist of activities that contribute to multiple stages, or 
in some cases are not applicable to certain areas of the continuum. For example, a health 
assessment tool may facilitate the coordinating of services but would not lead to an amalgamated 
health service entity. HSIF projects spanned the continuum, varying in nature and scope, ranging 
from theoretical research-based projects and tool development to the alignment and 
implementation of service structures. All interviewed FNIHB staff indicated that projects had 
contributed to increased integration, and a majority of provincial/territorial staff interviewed 
were also in agreement. This section explores accomplishments and challenges specific to each 
phase in order to provide a better understanding of areas in which contributions to integration 
were made.  
 

                                                 
27  Potter, I. (2010). First Nations Health: Governance and Organization Effectiveness, Integration and First Nation 

Control. 
28  See Appendix 4 for a chart on completion of objectives (outputs) for each stage of the integration continuum. 
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Planning 
 
The planning stage of the continuum is important in terms of aligning partner priorities and 
visions to create a unified approach to integration. Theoretical activities such as research-driven 
projects like environmental scans of existing services/legislation and gap analyses can give 
partners a snapshot of the current state of health service delivery. Furthermore, environmental 
scans help in the identification of points of intersection where integration is feasible. Literature 
reviews and planning among parties with various areas of expertise can also help inform and 
strengthen integration planning. An inventory of planning activities beyond joint priority setting 
and planning included: 25 environmental scans (19 completed), 7 health models (e.g., service 
delivery models, health and wellness models (5 completed)), implementation of/participation in 
7 symposiums or forums (6 completed), 5 strategic plans (4 completed), 3 business plans (1 
completed), and 2 policy consultations (2 completed).  
 
Research driven activities 
 
Environmental scans, needs assessments, gap analyses and best practice reviews were methods 
used to better understand the health services landscape within which projects were operating. By 
performing these reviews, projects were able to target planning in areas of need and reach out to 
resources to create opportunities for referrals and the coordination of services, or simply discover 
services in the areas that staff did not know existed. In the case of the project Development of a 
System of Integrated Mental Health and Addictions Services Between First Nations, Aboriginal 
and Non-Aboriginal Services the environmental scan of services revealed that 38 mental health 
and addictions service providers in the surrounding area of the Iskatewizaagegan Independent 
First Nation in Kenora, Ontario were funded by the regional health authority and provincial 
government with a mandate to service First Nations clients, while only three of those providers 
were delivering services on reserve.29 The environmental scan served as a starting point to 
clarify service provider assumptions that the First Nation reserve was beyond their catchment 
area. The project’s evaluation report indicated that as a result of the HSIF project at least eight 
services in the surrounding area which were previously underutilized are now regularly being 
accessed by community members. A lack of clarity regarding service provider responsibility for 
services was listed by the majority of interviewed project coordinators as a barrier to service 
access. Although research activities can have broader impact as illustrated in the example above, 
the majority of the 25 projects with these components used the exercise to get acquainted with 
the health service landscape in their area and identify opportunities for integration. At the time of 
reporting, 19 projects had completed their research, one environmental scan was still in draft 
form while another project’s environmental scan was still in progress. Three projects were 
unable to achieve their objective in this area, while one other project did not report on this task.  
 

                                                 
29  Williams Consulting. (2015). Health Services Integration Fund Final Evaluation Report: Minweyaanigoziwin 

Mental Health and Addictions Service Integration; A Project with Iskatewizaagegan Independent First Nation. 



 

Evaluation of the First Nations and Inuit Health Branch’s Health Services Integration Fund – 2010-2011 to 2014-2015 
March 2016  18 

Health Canada and the Public Health Agency of Canada Evaluation Report 

Joint planning/shared vision 
 
Intended project outcomes often included First Nations/Inuit involvement in the design and 
delivery of projects/health services. Key informant interviews identified this involvement as an 
important and positive factor captured through HSIF. Furthermore, a review of the approved 
project proposals indicates that 90% were submitted by First Nation/Inuit communities and/or 
organizations.  
 
Symposiums and forums contributed to a better understanding of partners’ vision for integrated 
services and a unified understanding of existing health needs. In the case of the Inuvialuit 
Regional Corporation’s Regional Advocacy/Coordination Program project, a workshop to 
establish a unified vision for Beaufort-Delta Region service providers found through a survey of 
attendees that there was a “unanimous shift” from focusing on the past to working towards 
addressing barriers in order to foster a healthier future.30 Five projects planned on offering a 
symposium or forum to foster a shared understanding of health service needs, and four were 
implemented. There was one case of a project that had an unintended outcome of developing a 
proposal for a youth suicide forum. Activities of a seventh project included youth from the 
community travelling to a national Truth and Reconciliation Commission event to learn about 
their past and the resounding impacts.  
 
All key informant groups strongly believed that the improved communication and working 
relationships developed through HSIF contributed to the alignment of programs, goals and 
policies. An example of alignment activities achieved through projects included joint community 
health planning which often involved local committees and/or health partners at the provincial 
and territorial level. A strong majority of key informant interviews with provincial/territorial 
health representatives indicated that First Nation/Inuit representatives are a part of their health 
planning steering committees and that there has been improved integration of First Nation and 
Inuit interests into provincial/territorial health planning. In the case of the Community-Based 
Recovery from Addictions Programs project and the Nunavut Wellness Plan project, health 
planning goals fed into local health department initiatives including working with territorial-level 
health strategies and identifying common areas of interest, and establishing natural synergies for 
health service planning. In the case of some projects, shared priorities further established senior 
level buy-in, which could include a Chief’s support of project goals/intended outcomes as a 
community priority or senior management direction at the provincial level.   
 
Developing health models/business plans/implementation plans 
 
Fifteen projects included the activity of developing a type of health model, strategic plan, or 
business plan. Two additional projects focused on policy consultations and were able to complete 
the work they intended to do.  
 
Only one of the three projects citing activities that could feed into a business plan were able to 
complete their predetermined tasks. The completed business plan in the case of Onion Lake First 
Nation was a supporting document for discussing the renewed integration relationship with the 
                                                 
30  Inuvialuit Regional Corporation. (2014). 2013-14 HSIF Final Report: RE: Regional Advocacy/ Coordination 
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local public health authority and outlined a clear vision for the long-term health arrangement for 
the area. The activities of four out of five projects targeted at developing strategic plans and 
engagement strategies were completed.  
 
With respect to the planned development of seven service delivery or general health and wellness 
models, five were fully developed, and two are still in the process of being drafted at the time of 
final reporting. Although deliverables were developed, project reporting demonstrates some 
challenges in the strength of the models and/or the details surrounding implementation. Capacity 
issues impacted the development and, in some cases, the ability to implement certain models. A 
lack of awareness on the parts of partners whether that be related to the specifics of content 
matter and/or the degree of involvement throughout the life cycle of the project were the primary 
capacity concerns impacting model development. In one particular case, the withdrawal of 
partners’ committed resources impacted the rate with which the project could progress. In terms 
of implementation, the majority of projects did not develop an implementation plan in 
connection with their model or in the case of one project, the plan called for extensive work in 
reshaping the model with no financial or formalized support in place. As one project evaluation 
report aptly stated, model development without an implementation plan makes the project a 
theoretical exercise.  
 
Capacity Building 
 
FNIHB’s former health service integration initiatives and the changing policy environment 
which has promoted the transfer of health service delivery to First Nations has highlighted the 
need for capacity building in order to support integration activities and encourage innovation. 
Since the introduction of the Health Transfer Policy in 1989, “Health Canada regional offices 
were as large as ever and the transfer of policy leadership and specialty services to First Nations 
had been thwarted by their small size and the lack of professional capacity in community health 
organizations”.31 The vast majority of HSIF project coordinator interviews indicated a lack of 
First Nations and Inuit community capacity to provide or coordinate health services as a barrier 
to health access. Approximately one-third of this same group of interviewees cited this lack of 
capacity as a factor impeding the increase in First Nations and Inuit ownership and control of 
health services. Close to half of Regional FNIHB staff interviewed indicated that projects’ 
capacity building activities as a result of HSIF have provided First Nation and Inuit community 
members with the skills needed to direct their own health services. Lessons learned from both 
HII and AHTF demonstrated a need for capacity at all partner levels to engage in integration 
activities. In many cases, First Nations and Inuit’s active involvement in the health service 
integration projects was hampered by a lack of capacity; consequently some AHTF funding was 
earmarked to support capacity development among National Aboriginal Organizations (NAO) 
and Provincial/Territorial Organizations (PTO). Funding to political organizations was impacted 
by budget cuts, and as a result, funds allocated under HSIF to support capacity in these 
organizations was eventually eliminated. The absence of HSIF financial support for PTO 
capacity may be felt more significantly in the latest iteration of HSIF (July 2015) which has a 
strong focus on the development of tripartite agreements.  
 
                                                 
31  Potter, I. (2010). First Nations Health: Governance and Organization Effectiveness, Integration and First Nation 

Control. 
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HSIF capacity building project activities took many forms including training, mentoring, 
resource and tool development. Project reporting indicates that activities within this category 
demonstrated a strong degree of meeting the planned objectives. 
 
Training 
 
Training topics focused most prominently on improving cultural awareness and skills 
development in addressing mental health. As illustrated by the literature, these are two key areas 
of need within First Nations and Inuit health service delivery, further speaking to the relevance 
of HSIF projects.   
 
According to project progress and evaluation reports, 10 projects had objectives related to some 
form of cultural awareness training. Eight projects implemented their training sessions as 
planned, one developed a draft module, and another is still in the process of developing their 
training. There was also an additional project which developed and implemented a cultural 
training module without having listed it as a program objective. Each initiative found their 
training to have positively contributed to the cultural understanding of the participants.32 The 
impact of these types of training initiatives included skill development among frontline service 
providers, a better idea of how to apply cultural understanding in a health care delivery context 
while also acknowledging the impacts of discrimination on the provision of services. Sessions 
also improved knowledge of First Nations worldviews, and different practices across the various 
First Nation and Inuit cultural groups including the role of language and history. Cultural 
awareness activities were seen to have impacted health service administration teams’ 
commitment to culturally sensitive care in particular cases, thereby starting conversations which 
have the ability to bring about organizational change. In the case of Braiding First Nations’ 
Culture into Vitalité and Horizon’s Health Services project, a greater degree of cultural 
awareness resulting from their training sessions, led to increased access to cultural care by 
implementing policies which allow for smudging ceremonies in certain hospitals.33 Some of the 
project leads who completed the survey indicated that their projects had contributed to the 
integration of Western and traditional healing practices. Improvements to the cultural 
responsiveness of health services were highlighted by interviewed project coordinators as a 
contributor to increasing community members’ willingness to access services.     
 
The valuing of cultural competency across HSIF projects was clear. In the case of a few projects 
which embarked on integration initiatives in other areas, at the outset of their project they soon 
realized they were lacking a certain degree of cultural competency. As a result, they reshaped 
their project to provide cultural awareness/sensitivity training in order to ground future health 
service integration work within the appropriate cultural context.  
 
Mental health training activities ranged from ‘train the trainer’ sessions, orientation to mental 
health assessment tools, and general training sessions relating to mental health, suicide, and 
substance abuse. Train the trainer programs lend an additional capacity building element by 

                                                 
32  Many projects included a survey at the end of their training sessions to gauge participants’ impressions of 

whether they felt their ‘cultural knowledge’ had increased as a result of participating in the training.  
33  LeBlanc, Denis. (2015). Braiding First Nations’ Culture into Vitalité and Horizon’s Health Services Final 

Project Evaluation Report.  



 

Evaluation of the First Nations and Inuit Health Branch’s Health Services Integration Fund – 2010-2011 to 2014-2015 
March 2016  21 

Health Canada and the Public Health Agency of Canada Evaluation Report 

developing skilled trainers who can visit communities and engage in knowledge transfer 
activities, thereby empowering communities to be able to provide community-based responses in 
times of need, as opposed to relying on the availability of health service professionals often 
located outside of communities.34 General training sessions and forums on mental health and/or 
suicide response were perceived by participants as allowing for open dialogue on topics that can 
at times be challenging to discuss and as a result, in some cases, were hindering effective 
response to mental health crises. For example, in the case of People’s Strength in Health and 
Wellness project, their evaluation report stated that the awareness sessions and suicide 
intervention skills training sessions have fostered a greater awareness among community 
members of how to respond as opposed to ‘freezing when the word suicide came up’. 35 
 
Some projects included training in the areas of governance, developing service 
agreements/MOUs, as well as guidance in the areas of community-based planning and program 
development. Beyond knowledge gains, few projects outlined the tangible outputs of such 
activities but the impact was best described as enabling and strengthening efforts at a community 
level. This impact was supported by almost half of the FNIHB regional staff interviewees who 
felt that capacity building project activities have strengthened First Nation and Inuit community 
members’ skills which would positively contribute to directing their own health services.  
 
Resource/Tool Development 
 
In most cases, resource materials were developed for training sessions, which could then be 
distributed to a wider audience thereby contributing to greater knowledge sharing while also 
producing a tangible deliverable enhancing the likelihood of a certain element of project 
sustainability if continually shared as team membership evolves.  
 
Sixteen projects developed some form of implementation guide/manual (e.g., protocols, health 
model, standard operating procedures manual) or screening tools and assessment forms. An 
additional three projects were unable to complete their objectives in this area, while one other 
project was in the process of developing a guide. In certain cases this contributed to 
standardization of screening tools and reporting templates. As highlighted in the literature 
review, harmonizing practices among partners/programs often enables the following stage on the 
integration continuum (coordinating services) to occur. As articulated in one project report, 
partners often have similar health care goals and priorities but they often lack the framework and 
protocols to work together.   
 
Thirty-seven percent of projects (25) engaged in environmental scans but only five projects 
sought to release a resource guide or online tool outlining available services for clients and other 
service providers. Almost a quarter of interviewed project coordinators felt an increased 
awareness of services among community members as a result of HSIF projects contributed to 
increasing their ability to access appropriate services. The distribution of online or hardcopy 
resource guides expands the knowledge sharing made possible by environmental scans and 
therefore presents a future opportunity for HSIF projects to broaden their reach. The impact of 
                                                 
34  Information from project coordinator presentations at the Ontario HSIF Regional Meeting (March 2015).  
35  Sutherland, Mariette and Marion Maar. (2015). FINAL Evaluation Report for the “People’s strength in health 

and wellness” Mental Wellness Coordination Project. 



 

Evaluation of the First Nations and Inuit Health Branch’s Health Services Integration Fund – 2010-2011 to 2014-2015 
March 2016  22 

Health Canada and the Public Health Agency of Canada Evaluation Report 

distributing this type of service listing to other service providers was illustrated in the case of two 
projects which distributed manuals to the Ontario Provincial Police. These guides provide 
authorities with more appropriate resources to connect community members with when picked 
up while under the influence of alcohol, drugs and/or other substances, providing a point of 
intersection for a more responsive approach to individuals with addictions coming in contact 
with the system. One project coordinator indicated, as a result of high staff turnover among 
medical professionals in First Nation and Inuit communities, their awareness of appropriate and 
available resources is often lacking, and the existence of a guide is an invaluable resource in 
familiarizing health workers new to the area. Although, it is important to note that constant staff 
turnover created challenges impacting the sustainability of tools and resource manuals if staff are 
not made aware of their existence.   
 
A few projects engaged in database projects or the gathering of population and health care 
utilization data. In the projects which did more intensive data collection, it was seen as beneficial 
to have evidence to support responsive health care planning or to support future applications for 
funding.  
 
Coordinating Services 
 
Coordinating services can contribute to the seamless access of services, therefore supporting 
stronger degrees of integration along the health care continuum. This stage refers to the 
coordination of services and interactions between people and organizations/agencies. This would 
involve synchronizing certain approaches or transitions between the ways in which the two 
distinct systems/organizations operate, which can also facilitate the use of complementary health 
services. In many cases, this could result in establishing automatic coordination or negotiation 
between the health services at play. HSIF project activities that captured elements of service 
coordination included: staff navigator and advocacy positions (5/5 completed); the development 
of protocols, the alignment of services and policies, and/or standardization of processes (14/18 
completed); strengthening continuums of care (4/4 completed); and the development of service 
agreements/MOUs (5/6 completed).   
 
The five projects dedicated to establishing staff positions serving a coordination or advocacy role 
in accessing services were all successfully implemented. The importance of these types of 
projects was supported in both the literature and key informant interviews where it was found 
that jurisdictional confusion contributed to challenges in patients’ access to a continuum of 
health services. Specifically, half of interviewed project coordinators felt that jurisdictional 
confusion created barriers to system navigation. The Health Navigator from the Development of 
a System of Integrated Mental Health and Addictions Services Between First Nations, Aboriginal 
and Non-Aboriginal Services Project provided at least 32 clients with access to services they 
were not in contact with prior to the HSIF project.36 Services were either culturally relevant or 
the project coordinator often worked with providers to enhance their cultural sensitivity.  
 
Coordinator roles can often contribute to greater access of services due to a stronger degree of 
coordination between hospital and community-based services as well as an enhanced continuum 
                                                 
36  Williams Consulting. (2015). Health Services Integration Fund Final Evaluation Report: Minweyaanigoziwin 

Mental Health and Addictions Service Integration; A Project with Iskatewizaagegan Independent First Nation. 
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of care by arranging care and/or appropriate services for clients upon discharge. Naskapi Nation 
of Kawawachikamach’s HSIF project’s Health Coordinator assisted 20 community members in 
accessing treatment facilities in 2014/15, by increasing their awareness and access to subsidized 
transportation. Other coordinator roles that materialized from HSIF projects focused on advocacy 
work for parenting rights and/or accessing appropriate services, coordinating appropriate 
services (e.g., cultural) and/or putting the proper supports in place to have meaningful health 
service appointments (e.g., translation services). 
 
There were 18 projects seeking to establish a coordination of services by often focusing on the 
development of protocols as a means to create stronger linkages to complementary services (e.g., 
referral protocols) or establishing a certain degree of harmonization in administrative and 
operational practices (e.g., information sharing). Six of the eight projects focused on developing 
protocols were able to complete their objectives. Four projects also focused on aligning policies 
or services with those of health authorities and provinces, and all successfully completed 
activities related to these tasks. Four of the six projects working on standardization of care (e.g., 
pathways for navigating the health care system) were able to complete their planned deliverables. 
Among the projects aligning policies and services, their reporting demonstrated both 
improvements to the quality of, and access to, health services by enhancing a continuum of care 
through easing the transition between services through referral, operational and service provision 
protocols.  
 
Continuums of care were a direct focus of four projects. Project objectives were all achieved, 
mainly through the development of service level agreements, liaising between complementary 
organizations, and improving service providers’ capacity to provide culturally sensitive services. 
Projects of this nature call for a great degree of partnership engagement across various services 
that are often beyond the realm of health services. These projects in particular illustrated the 
importance of considering determinants of health and other points of entry into systems which 
have potential to link with health service providers. This was evident in four projects of 
partnering with schools, and two other projects that mentioned the importance of addressing 
housing in order to achieve their long-term outcomes. Another project expanded their scope in 
the continued development of MOUs, service agreements, capacity building and collaboration to 
include the areas of housing, education, social assistance, and employment programs servicing 
First Nations. The importance of acknowledging the interconnectedness of service areas beyond 
the health field is important in supporting health integration, which can have a meaningful 
impact on health outcomes. Multiple key informants interviewed for the People’s Strength in 
Health and Wellness project evaluation echoed similar insights to those of one staff member who 
stated, “it is not realistic to focus on service integration when these basic necessities are missing 
for so many community members. Dealing with the negative consequences of poverty and 
injustices, such as the residential school system, at the community level keeps workers in a 
constant state of reacting to the immediate needs of the community”.37 
 

                                                 
37  Sutherland, Mariette and Marion Maar. (2015). FINAL Evaluation Report for the “People’s strength in health 

and wellness” Mental Wellness Coordination Project. 
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Partnering in the Provision of Services 
 
Partnering in the provision of services can enhance capacity of individual service providers and 
in some cases strengthen the spectrum of health services available to clients. This type of 
integration could include adopting jointly supported common practices and structures to facilitate 
the smooth provision of health services. The literature review suggests organizations may even 
assess duplications across the integrated services and reallocate roles or practices accordingly in 
order to increase efficiencies.  
 
The three larger scale service delivery model projects had limited implementation. In two of the 
three cases, there was limited implementation due to extenuating circumstances such as 
operating with less funds than anticipated or restrictions based on current service agreements that 
had not yet terminated. The model that was not implemented felt their activities have prepared 
them for future implementation and partner interest has since contributed to an expanded scope 
to include multi-sectoral services (outside of health care) in integration planning.   
 
Community-based health service teams (four) were all implemented and involved either bringing 
together resources from different fields for crisis response, improved continuums of care, or 
uniting health care service providers for screening initiatives. Also, other forms of programming 
which partnered with schools (three) were implemented with strong degrees of support from 
school staff. In the case of the First Nation Community-Based Screening to Improve Kidney 
Health and Prevent Dialysis project, the mobile mass screening initiative visited five remote 
communities and seven communities accessible by road to conduct kidney health screenings. 
The project’s evaluation report indicates, “a mean screening rate of 21% of all community 
members eligible (aged 10-80) was achieved”.38  The impact of these assessments was key in 
identifying community members in need of additional care, as over 25% of individuals screened 
through the project had some level of kidney disease. Six out of nine of the projects which 
included service agreements, were able to complete these planned activities. The two projects 
with cost-shared positions between health authorities/health departments/local health services 
were successful in completing their tasks.   
 
The three projects focusing on tele-health and the two projects seeking to implement electronic 
medical record databases all exhibited a positive progression towards their objectives. The 
intended medical record databases were developed, although of the two projects seeking to link 
to other stakeholders’ data, one project put an agreement in place, while the other project was 
still in the process of developing data sharing agreements. Tele-health arrangements exhibited 
different rates of progress towards implementation. One HSIF project was able to implement the 
actual client sessions within the lifespan of the project, while another completed the development 
of a proposal for the service, and the third project had 2/3 of their identified tele-health sites 
ready for implementation. The feedback from one tele-health project evaluation report found the 
service to be effective without compromising the quality, in that eight out of nine clients felt the 
service was equivalent or better than the care they received during their in-person sessions. 
 

                                                 
38  Diabetes Integration Project, Manitoba Renal Project, and Winnipeg Regional Health Authority. (2015). 

FINISHED Final Report 2015.  
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Transferring/Merging/Amalgamating Services 
 
This stage directly contributes to long-term policy objectives of a transfer of health services to 
First Nations and Inuit. There were two key theme areas for projects falling under this particular 
range of the continuum: governance projects and multi-service model projects.  
 
The four governance projects exhibited varying degrees of progress towards their stated 
objectives. Two projects resulted in partnerships between First Nation and provincial/federal 
governments. The third project did not receive all the funding originally pledged by their partner 
and therefore was only able to accomplish the theoretical components of their project. The fourth 
project was unable to have meaningful negotiations at the provincial or federal levels, and their 
project resulted in a draft framework which key informants noted requires a greater degree of 
precision. Anecdotally, some project coordinators felt that HSIF projects positively contributed 
to First Nations and Inuit governance by allowing project participants to engage with national 
and provincial/territorial advisory committees on integration plans.  These types of tripartite 
agreements are seen as mechanisms to ensure a major role for First Nations/Inuit in the design 
and delivery of health care services while also benefitting from the coordination of 
provincial/territorial health services. Tripartite agreements can often set the stage for larger 
governance conversations, and in turn may lead to a greater degree of devolution of health 
services to First Nations and Inuit. Governance-related objectives take time to demonstrate 
impacts beyond the contribution to relationship development, and as such it is too early to 
discuss outcomes stemming from HSIF projects with governance-level objectives. As the 
renewed iteration of HSIF refocuses its emphasis on service devolution arrangements and 
tripartite agreements, the impact of these partnerships will need to be understood in order to truly 
capture the effectiveness of health service integration efforts across varying levels of 
government. This point will be expanded upon in the performance measurement section of this 
report.  
 
There were four intentional multi-service model projects of which two were implemented, as 
well as one additional project that unexpectedly evolved into a proposed community clinic. The 
two models that were implemented demonstrated direct impacts to an increase in First Nations 
access of health services. In both cases, the development of new service models allowed for a 
greater ability to accommodate clients as a result of enhanced capacity due to the expansion of 
the service base (e.g., additional physician, more units to accommodate clients). One clinic 
model was able to double the number of patients seen per day by the physician, while also 
contributing to the quality of health services available by providing physician services as one of 
the ten complementary services offered at the health centre coordinated through the HSIF 
project. One Manitoba project unexpectedly evolved into working on the creating a community 
health clinic which led to the completion of a business plan approved by the board members 
representing all the First Nations in the area, and at the time of reporting the local health 
authority had been mandated to proceed with the implementation of the plan. Project reporting 
indicates that resource challenges related to capital investments and accessing shared staffing 
resources impeded the success of the two remaining projects within the final stage of the 
continuum.  
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Challenges 
 
There were commonalities in challenges faced by projects spanning the integration continuum, 
including: 

• Staff turnover: Staff turnover was common among health service professionals and in 
some cases representatives from partnering entities. This limited substantial capacity building 
in the areas of knowledge development (e.g., existing health services, cultural sensitivity) and 
impacted the continuity of the discussions at steering committee levels or the momentum of 
project activities at the project coordinator level.  

• Ensuring the right partners are at the table: A few projects noted the impact of 
ensuring the decision-makers from partnering organizations are attending the project 
meetings. This was noted as a key to success in the cases where it did occur.    

• Engagement of First Nations: Although projects were found to have a strong degree of 
First Nations and Inuit involvement, in some cases the need for continued First Nations 
engagement beyond the initial consultation phase was identified. Also, the need for partners 
to build relationships with the First Nation community rather than a strong relationship with a 
First Nation individual was seen as necessary in order to be truly representative of 
community interests.  

 
Overall, a greater degree of integration of health services for Inuit and First Nations people was 
achieved through HSIF projects. Furthermore, the majority of project coordinator key informants 
confirmed that projects materialized in the way they were originally presented in proposals.  
 

 To what extent have the long-term outcomes been achieved? 4.4.3
 
Long-term Outcome #1: 
Increase in independent health services integration arrangements for First 
Nations and Inuit.  

The development of new health service integration arrangements outside of HSIF is beyond 
the lifecycle of the projects and the timeframe for this evaluation. However, current 
projects highlighted early indications of plans for such arrangements, as well as key factors 
in sustaining integration arrangements.  
This particular outcome of generating new health service integration arrangements is intended to 
take place beyond the life cycle of HSIF projects. The intention is that while gaining experience 
through HSIF projects, participants will have increased capacity to collaborate as well as plan 
and implement integration projects, and will therefore be able to do so independently in the 
future. In select cases, there are indications that these types of arrangements are likely to 
materialize based on information stated in final progress reports: 
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• The Clinique Minowe project included the implementation of the Minowe model in two 
Quebec Friendship Centres. The project evaluation served as a catalyst for collaboration in 
other program sectors to discuss further implementation of the model.39  

• A combination of the Diabetes Integration Project/Kidney Health Project’s kidney 
mobile health screenings are in the process of being replicated through the NorWest Mobile 
Diabetes Screening and Intervention Project with the support of a $200,000 grant from a 
private foundation. 40 

• A steering committee member from the project Expanding Our Circle of Mental 
Wellness was also involved in a provincial pilot project for an integrated service delivery 
model of care for youth at risk, which created networking opportunities across initiatives and 
with Chiefs from various First Nations. The project’s evaluation report states, “this project 
has allowed the partners to not only focus on the project’s outcomes but also think about how 
integration of services could work in other areas, such as youth services, and how to involve 
First Nations meaningfully”.41  

 
This expected outcome not only focuses on the initiation of independent integration 
arrangements, but highlights the continued sustainability of these new arrangements without 
additional federal financial support. Although it is too early to assess whether new integration 
arrangements might materialize beyond the particular projects which ended March 31, 2015, the 
evaluation highlighted key factors in sustaining integration arrangements:  
 
Clear planning at the outset of a project 
 
Ensuring particular factors (e.g., stakeholder readiness, clearly defined roles and responsibilities, 
and planning for sustainability) are accounted for at the beginning of a project can have long-
term benefits to the sustainability of integration initiatives. Stakeholder readiness at the outset of 
the project is invaluable. Readiness could include having the available resources in place, 
community/leadership support and understanding of the initiative, as well as having a mutual 
understanding among partners regarding the project scope and intended outcomes. Interviews 
with project coordinators and provincial/territorial representatives indicated that in some cases 
project confusion and the ease of progressing was impacted by stakeholders’ capacity to begin 
planned work. It was also evident that clearly defined roles and responsibilities alleviated 
stakeholder confusion throughout the life of the project. Best practices outlined by 
provincial/territorial stakeholders and project coordinators included establishing terms of 
reference or having a clear description of protocols and commitments in the workplan. Continued 
communication through regular meetings, steering committee oversight, and the involvement of 
community stakeholders was also seen as contributing to a clearer understanding of roles and 
responsibilities. Finally, planning for sustainability at the beginning of the project and adapting 
those plans as the project evolves is pertinent to effective long-term planning. Examples of pre-
                                                 
39  Picard, Pierre. Groupe de recherche et d’interventions psychosociales en milieu autochtone (GRIPMA). (2015). 

Rapport d’évaluation du déploiement du modelé de la clinique minowé pour son implantation dance deux villes 
du Québec desservies par un centre d’amitié autochtone.  

40  Diabetes Integration Project Inc. (2014). 2014-15 HSIF Interim Progress Report: First Nation Community 
Based Screening to Improve Kidney Health and Prevention Dialysis. 

41  Lori Ann Roness Consulting. (2015). ‘Expanding Our Circle of Mental Wellness’ Project Final Evaluation 
Report. 
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planned sustainability courses of action included: formal agreements with sustainability 
provisions, sustainability sub-committees developed during the project implementation phase, as 
well as pro-actively planning for the supports and capacity building opportunities required at the 
completion of the project in order to sustain the work of the initiative.  
 
Alignment of Partner Priorities 
 
Partnerships developed through HSIF naturally created a greater awareness of stakeholder 
priorities. Understanding partners’ priorities often showcased similar areas of focus and led to a 
greater connection between partners due to the alignment of their organizational/community 
goals. This compatibility of priorities more easily highlighted the opportunities and benefits for 
continued partnership through integration initiatives. One particular sustainability plan outlined 
the potential for access to an extended network of stakeholders with consistent priorities through 
their partners, thus continuing the progress achieved through their HSIF project.  
 
Integrating project components into already established structures 
 
Having been identified in a review of the HII and AHTF as well as the current HSIF evaluation, 
capacity building tends to be an area of concern for First Nation and Inuit projects. The ability to 
integrate into a pre-existing structure provides a strong knowledge base and system that can 
support implementation in the early stages of a project. In the case of the Nunavut Community 
Wellness Plan (NCWP), the development of community wellness plans for three regions was 
facilitated by leveraging the existing community development work through Nunavut’s Public 
Health Strategy. Knowledge sharing greatly contributed to capacity building, and subsequent 
training opportunities shed light on successful approaches to project planning including project 
management, governance, and community engagement. Through the NCWP, planning was able 
to be guided by the larger territorial public health strategy as a point of reference, and was able to 
be expanded to meet specific regional needs.  
 
Ongoing development of relationships and capacity building resources 
 
Multiple lines of evidence confirmed that the implementation of health services integration 
initiatives is a complex and lengthy process. A review of the three iterations of Health Canada’s 
First Nations and Inuit health integration initiatives identified a common factor for encouraging 
sustainability: empowering project leads as mentors and serving as a meaningful resource in 
knowledge transfer activities.42 Some project coordinators also highlighted senior management 
buy-in as a substantial factor in the continued support of integration initiatives. Continued 
involvement of partnerships through formal agreements helped ensure ongoing opportunities 
with capacity growth. In contrast, less formal agreements created a greater risk to the 
sustainability of partnerships as the level of commitment could wane over time or in the face of 
high staff turnover in the partnering organizations. In any case, incorporating capacity building 
and skill development knowledge into training resources/tools greatly contributes to the 
longevity of accessing and applying best practices.  
                                                 
42  Health Canada, First Nations and Inuit Health Branch. Strategic Policy, Planning & Information Directorate. 

(2014). Lessons Learned from Ten Years of Integration: Supporting and Building Partnerships in First Nations 
and Inuit Health.  
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Sustainability of current projects was self-assessed by project coordinators through project 
progress reporting. Among the 64 projects with reports that listed sustainability ratings, all but 
one project cited likeliness for some degree of sustainability, with ‘very likely’ representing the 
most commonly selected category (50%). Although FNIHB staff expressed concern with the 
feasibility of sustainability plans without continued funding, the vast majority of regional staff 
acknowledged that plans did include elements that could be independently maintained without 
additional federal funds. Interviewed project coordinators at times listed the need for continued 
funding to acquire new staff or resources in order to continue the work of their HSIF project. 
Lessons Learned from Ten Years of Integration found that “an incubation period with dedicated 
resources is necessary; once partnerships are established and integrated systems are 
institutionalized funding levels can be reduced or eliminated.”43  Common weaknesses in 
sustainability plans are consistent with the lessons learned listed above, most notably a lack of 
formal commitment by partners to the maintenance of project momentum and/or success.   
 
Long-term outcome #2: 
Improved access to quality health services for First Nations and Inuit. 
 
Although it is too early to determine the full extent of HSIF’s impact on the access and 
quality of health services serving First Nations and Inuit, this evaluation has demonstrated 
contributions in both areas.  
 
Access 
 
Multi-jurisdictional confusion has often served as a barrier for Inuit and First Nations people 
needing to access health services. HSIF projects were effective in cultivating multi-jurisdictional 
collaboration, as well as served to increase the number of communities working together to 
address health service integration. The majority of key informants from all three groups (FNIHB 
staff, provincial/territorial health staff, and project coordinators) reported that HSIF projects had 
contributed to improving First Nations and Inuit access to health services. Project status and 
evaluation reports demonstrated examples of improved access which were most commonly seen 
in the following areas: 
 

                                                 
43  Health Canada, First Nations and Inuit Health Branch. Strategic Policy, Planning & Information Directorate. 

(2014). Lessons Learned from Ten Years of Integration: Supporting and Building Partnerships in First Nations 
and Inuit Health.  
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Strengthening a continuum of care  
 
Projects with objectives of strengthening continuums of care typically worked to address 
challenges in continuity of care (e.g., developing or enhancing pre and post treatment supports). 
In many cases, projects facilitated liaising with health care professionals from various fields 
(e.g., psychiatrists, social workers) contributing to a more comprehensive health care experience 
comprised of access to multiple types of health care professionals. An Interdisciplinary and 
Integrated Culturally Safe Diabetes Care Clinic Health System for First Nations project in 
particular reported an additional 13 services offered in First Nation communities as a direct result 
of the one-day multi-service based clinics held in the community.44 
 
Improved service coordination 
 
Improved coordination of services contributed to improved access in many cases. Improved 
coordination was facilitated through a variety of project activities including the creation of 
dedicated positions to help clients navigate the health care system and arrange the appropriate 
health services. Interviews with project coordinators found that the majority of projects improved 
access to health services by increasing awareness of services. Improvements to referral processes 
and fostering greater alignment across services were also contributing factors to improving First 
Nations and Inuit access to health services. Examples of improved access in these areas include:  
 
• Integrated Service Delivery Model for First Nations receiving Mental Health 

and Addictions Services in the Battleford Tribal Council Area project - The 
project reported an increased caseload of 40% over the previous year as a result of the 
improved intake and referral work completed through their HSIF project.45  

• Minweyaanigoziwin Health Service Integration Project - The project reported 70 
clients accessing new services with 17 referrals still ongoing as a result of the mental health 
and addictions integration work completed through HSIF which enabled the accessing of 
federal, provincial and LHIN funded services.46  

 
Improving the ease of access 
 
Projects which established tele-health services or brought screening initiatives/multi-service 
clinic fairs to communities, improved the ease of accessing services locally. This was 
particularly evident in the case of the First Nations Community-Based Screenings to Improve 
Kidney Health and Dialysis project which conducted kidney health screenings for over 1,900 
community members from four remote and seven road-accessible communities. On average, 1/5 
of community members between the ages of 10-80 years old received screenings, resulting in the 
identification of kidney disease among 25% of participants. Referral processes were in place, 

                                                 
44  Nipissing First Nation. (2014). 2013-14 Interim HSIF Progress Report: An Interdisciplinary and Integrated 

Culturally Safe Diabetes Care Clinic Health System for First Nations. 
45  Battle River Treaty 6 Health Centre Inc. (2014). 2013-14 HSIF Final Progress Report: An Integrated Service 

Delivery Model for First Nations Receiving Mental Health and Addictions Services in the Battlefords and 6 
First Nation Communities. 

46. Williams Consulting. (2015). Health Services Integration Fund Final Evaluation Report: Minweyaanigoziwin 
Mental Health and Addictions Service Integration; A Project with Iskatewizaagegan Independent First Nation. 
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thereby contributing to a continuum of care with available support services. Intermediate and 
higher-risk clients were referred directly to nephrologists at the Manitoba Renal 
Program/Nephrology Child Health Program for follow-up treatment. All low risk clients were 
referred to primary care services available either in their community or within close proximity.47  
 
Quality 
 
Interviewed HSIF project coordinators most commonly cited the improvement in quality and 
coordination of services as the greatest impact of their projects. This evaluation identified the 
following factors as contributing to quality health services: cultural relevance, community-
based/client-centered focus or the use of a holistic approach.48  
 
Cultural relevance 
 
Projects with components impacting cultural awareness/sensitivity, as indicated earlier, had a 
strong degree of completed objectives. These objectives most commonly related to developing 
and implementing cultural training for service providers. Project evaluation reports confirmed 
that participants found training to be informative and beneficial. Half of provincial/territorial key 
informants interviewed were involved in projects that increased the incorporation of traditional 
cultural practices into First Nations and Inuit health services or contributed to increasing health 
service providers’ awareness and capacity to provide culturally appropriate services. The 
incorporation of traditional cultural practices constitutes a holistic factor contributing to quality 
health services.  
 
Employing a client-centered/community needs-based approach 
 
Community-based services contribute to both quality and access by offering a service in an 
environment that is more likely to understand the everyday realities/culture of the client 
(quality), and improving the ease of access by not requiring timely and often costly travel to be 
able to meet with service providers. As mentioned earlier, project coordinator key informants 
identified cultural responsiveness as a contributor to increasing community members’ 
willingness to access services.  
 

                                                 
47  Diabetes Integration Project, Manitoba Renal Project, and Winnipeg Regional Health Authority. (2015). 

FINISHED Final Report 2015. 
48  This list was informed by the quality qualifiers captured in FNIHB’s Health Services Accreditation Program 

(2014). 



 

Evaluation of the First Nations and Inuit Health Branch’s Health Services Integration Fund – 2010-2011 to 2014-2015 
March 2016  32 

Health Canada and the Public Health Agency of Canada Evaluation Report 

Context impacting the achievement of improved access to quality 
health services 
 
The majority of projects had proposals that would seek to either improve access to, or quality of 
health services for First Nations and Inuit, but individual projects did not necessarily address 
both components of the long-term outcome. For example, more than half of the FNIHB regional 
key informants indicated improved quality was not an objective of all projects in their region.49 
In the case of access, it was confirmed by a small portion of project coordinator key informants 
that their projects were not designed with this intent in mind. Furthermore, there were a few 
examples of projects that were not designed to directly improve either access or the quality of 
health services, but rather focused on healthy behaviour initiatives.   
 
As discussed in the intermediate outcome section, all stages of the integration continuum have 
value but their direct link to the long-term objectives of the program may need to be considered. 
Projects based on research-driven activities may be informative, but without development and 
implementation of plans to create linkages with other stakeholders, the exercise may set the stage 
for future activities aimed at increasing access and/or quality, but in and of itself it does not 
directly contribute to the program’s long-term outcome. This finding also applies to projects with 
a stronger focus on improving health outcomes. For example, health promotion activities (e.g., 
healthy eating) that are informative but are either not a part of, or do not link to, an actual health 
service ultimately cannot feed into HSIF’s final outcome of improving access to a quality health 
service. There is a clearly defined need for this work but in the end, the question becomes 
whether the projects are synonymous with the raison d’être of the program. A prioritization of 
certain types of projects could facilitate a more tangible progression towards achieving those 
outcomes, and as a result have the potential to impact future health outcomes as a by-product of 
HSIF’s integration work.  
 
4.5 Performance: Issue #5- Demonstration of Efficiency 

and Economy 
 
Earlier years of HSIF program expenditures indicated funding surpluses, while later years 
demonstrated greater alignment between allocated funding and actual expenditures. The 
presence of in-kind contributions of HSIF project partners greatly contributed to project 
economy. The leveraging of technology (e.g., tele-health arrangements, health databases, 
etc.) contributed to efficiencies in the integration of First Nations and Inuit health services.  
The program has demonstrated commitment to performance measurement by having a 
Performance Measurement Strategy in place. Project-level reporting could be strengthened 
to inform outcomes resulting from HSIF project activities by replacing output-oriented 
indicators with clear indicators of an outcome-oriented nature.   
 

                                                 
49  The program as a whole has not developed a defined understanding of criteria contributing to quality health 

services, and as such there may be varied understandings across program staff as to what type of project 
qualifies as supporting this type of outcome. 
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Observations on Efficiency 
 
Projects were able to exercise efficiencies through the leveraging of technology, and the use of 
project planning tools and resources.  
 
Leveraging of Technology 
 
The leveraging of technology through HSIF projects led to efficiencies in both the service 
planning and delivery domains. A few projects developed medical databases such as First Nation 
client registries, integrated health records, and population health data through either the digital 
transcription or coding of health records, creating the electronic infrastructure, and/or embarking 
on data sharing agreements. Such endeavours contributed to a better understanding of health 
needs among First Nation and Inuit populations. As a result, this data was able to inform health 
planning, thereby focusing strategic efforts on the most relevant areas of care for the population.  
 
The tracking of First Nation and Inuit health data enhanced integration by fostering greater data 
exchange among health agencies. In some cases, databases developed as the project deliverable 
connected with regional health databases at either the health authority or provincial level, as well 
as with not-for-profit health organizations. In the case of Kenora Chiefs Advisory First Nation 
Client Registry (KCA FNCR), plans are to link their First Nation health database with Cancer 
Care Ontario in order to identify clients at risk of developing cancer. Clients would then be 
linked to resources as early as possible.50  
 
The efficiencies created through the health databases developed in HSIF projects continued to 
impact on-site health service delivery. The ability to access the databases permitted medical staff 
to work more efficiently during community visits since they were able to access clients’ health 
data immediately as opposed to sorting through various sources to understand patient history 
prior to being able to provide treatment.   
 
Health service efficiencies created through HSIF projects extended beyond systemic planning, 
and influenced the provision of health services as well. Some projects were able to develop tele-
health arrangements, allowing for health care service delivery at a distance, thereby eliminating 
delays experienced by communities dependent on the travel schedules of medical staff from city 
centers. This was evident in the project reporting for Developing and Implementing a 
Telepsychiatry Collaborative Care Protocol for Miawpukek First Nation which indicated that 
through telepsychiatry arrangements, less travel will be required for psychiatrists and the 
patients, resulting in greater timeliness in receiving care as well as enhancing the quality and 
continuity of mental health care provided.  Through such developed resources as toll-free 
counselling lines, tele-health consultations with psychiatrists and online service maps to better 
highlight the availability of nearby resources, First Nation and Inuit clients were able to access 
more consistent care in a timelier manner. Furthermore, greater access to a range of services 
helps to strengthen the continuum of care available to First Nation and Inuit clients. In the case 
of the Give Us Wings project, they are in the process of exploring the use of a video link 
                                                 
50  Based on project reporting, the project has completed the data sharing agreements and first level architecture. 

Additional funding from Cancer Care Ontario is being pursued in order to develop the infrastructure to link the 
two interfaces.  
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technology to connect First Nation inpatients residing in detox facilities off-reserve, with 
community workers, to facilitate the post-discharge aftercare. Creating efficiencies in health 
service planning and delivery contributes to HSIF’s ultimate outcome of improving access to, 
and the quality of health services for First Nations and Inuit. In the survey, project coordinators 
found that projects had the ability to contribute to a safer, faster and more efficient health 
delivery system.  
 
Project Management 
 
At the project management level, interviews with project coordinators and provincial/territorial 
health staff identified the following strategies as being effective in keeping projects on track: 
 
• Regular communication between partners; 

• Project tracking tools; 

• The use of web-based tools to share information and increase awareness; and 

• Conducting research and service inventories at a regional level. 
 
Some FNIHB regional staff noted that efficiency at times was negatively impacted in projects 
where there was a greater number of partners to manage. This often resulted in longer periods of 
time required to produce and finalize deliverables. 
 
Observations on Economy  
 
The program financial review includes data from 2011-12 to 2014-15.51  Although BC projects 
were out of scope for the evaluation, unfortunately the corresponding financial information was 
not able to be removed from the planned spending data. Since BC expenditures alone account for 
approximately $2.5 million, consequently, an amount of that nature still incorporated in the 
budgeted totals but removed from the expenditures, would create a certain degree of inflation in 
the variance data. As a result, for the purpose of this analysis, BC financial data has been 
included in both the planned spending and expenditure categories.  
 
During the last four years of HSIF52, approximately 97% of budgeted funds for that time period 
were spent. The degree of planned budget spent ranged from 76% in 2011-12 and 94% in 2012-
13, to the higher rates of 105% in 2013-14 and 107% in 2014-15. The largest area of unspent 
funds ($2.8 million) was connected to operations and maintenance (O&M). According to 
program officials, the 2011-12 O&M surplus was in part due to incorrect HSIF expenditure 
coding, as well as having a larger O&M budget than was required. As a result, the O&M budget 
was significantly reduced in the subsequent years of the program. Unspent funds in this area over 
2012-13 and 2013-14 are reflective of direction given to restrict travel as a means to contain 
costs in anticipation of Department-wide funding reallocations. Lapsed grants and contribution 
                                                 
51  The following financial information is not included: PWGSC accommodation costs, corporate costs, 

uncontrollable costs and EBP (data not available for both planned spending and expenditures).  
52  The first year of the Fund’s operation (2010-11) was excluded due to reporting that was often coded to the 

former iteration of the program as a result of an extended year of AHTF which overlapped with HSIF, and as 
such expenditures were not able to be tracked. 
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(G&C) funding in 2011-12 ($1.1 million) occurred in particular regions that were slower to 
develop and acquire approval for their trilateral integration plans, which was required in order to 
receive their project funding. While planned and actual salaries were equivalent during 2011-12 
and 2012-13, actual salary expenditures for the last two years were well above the planned 
amounts (2013-14: 143%; 2014-15: 241%). Salary expenditure reporting, as it relates to 
corporate costs, was impacted in 2014-15 with the introduction of proportionally allocating 
management salaries across all FNIHB programs accounting for $416,848 of the total 
expenditures within that category.53 A decrease in planned salary spending starting in 2012-13 
occurred as a result of budget cuts. At the time of the budget reduction, information provided in 
corporate documents identified impending salary deficits for 2013-14 (-$454,504) and 2014-15  
(-$474,504), which is reflected in the chart below. As identified in the same documents, the 
salary deficits were a product of a revised salary budget which was lower than the amount of 
FTEs required and used to administer the program at headquarters and in the regions.  
 

Table 3: HSIF - Variance between Planned Spending vs Expenditures* 

Year 

Planned Spending ($) Expenditures ($) 
Variance 

($) 

% 
planned 
budget 

spending 
Gs & Cs Salary O&M Total Gs & Cs Salary O&M Total 

2011-2012 $7,140,183 $1,592,900 $1,700,000 $10,433,083 $6,076,461 $1,429,202 $465,711 $7,971,374 $2,461,709 76% 
2012-2013 $11,099,755 $1,287,067 $708,000 $13,094,822 $10,960,024 $1,234,446 $121,497 $12,315,967 $778,855 94% 
2013-2014 $12,723,214 $771,367 $670,700 $14,165,281 $13,747,615 $1,101,772 $87,797 $14,937,184 -$771,903 105% 
2014-2015 $13,290,061 $727,835 $644,400 $14,662,296 $13,673,645 $1,753,721 $233,223 $15,660,589 -$998,293 107% 
TOTAL $44,253,213 $4,379,169 $3,723,100 $52,355,482 $44,457,745 $5,519,141 $908,228 $50,885,114 $1,470,368 97% 

* Data Source: Financial data provided by the Office of the Chief Financial Officer  
 
Service mapping and needs assessment analyses 
 
Projects engaging in service mapping and needs assessment analyses became more aware of 
existing services, thereby extending their resource network and preventing the future duplication 
of services. More than one-third of projects listed this type of exercise as a project activity. This 
extended resource network which enables the spreading of resources across services provided 
through different funding sources was listed by FNIHB regional staff as one of the benefits of 
having multiple jurisdictions involved in health service delivery. Half of the provincial and 
territorial key informants were in agreement that multiple jurisdictions’ involvement in health 
service provision led to an increase in funding available for services. This finding can be 
understood in the context that the majority of FNIHB and provincial/territorial health staff stated 
that HSIF projects contributed to increased collaboration between multiple communities.  
 

                                                 
53  If the proportionally allocated management salaries were removed from salary expenditures, the programs’ 

salary expenditures would equate to 183% of planned salary expenditures, rather than 241%. This practice was 
not in place in previous years and is not reflected in planned spending. 
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In-kind contributions 
 
In-kind contributions greatly contributed to project cost-effectiveness generating a minimum 
estimated total value of $5.7 million. This is most likely a modest estimate considering not all 
projects listed values for their acquired in-kind resources. Of the 49 projects citing the receipt of 
an in-kind contribution, only 29 listed specific details, and 15 had no dollar value linked to the 
resources gained. In-kind contributions seen in HSIF projects most commonly equated to a range 
of 25-50% in supplemental funding for project activities. The most common form of in-kind 
contributions listed was staff time from partnering organizations and/or staff resources, 
office/meeting space and supplies, as well as training and knowledge services including support 
for evaluations, communication materials, technology support, and general capacity building.  
 
Cost-drivers 
 
Hindrances to cost containment of integration initiatives were linked to three main areas: 
geography, community engagement, and coordination needed for a larger number of partnerships 
in HSIF projects. The dispersed geography in which many projects operated typically meant 
significant travel budgets were required in order to ensure a sufficient degree of community 
engagement was captured. Although a comprehensive community engagement piece may 
contribute to greater project costs, the responsiveness of project planning is dependent on the 
incorporation of community perspectives. In fact, one-third of interviewed provincial/territorial 
health staff agreed that community engagement led to project results which were responsive to 
community needs. Presumably greater degrees of First Nations and Inuit involvement in project 
design and delivery would include a certain degree of community engagement and as indicated 
in the majority of project coordinator interviews, projects contributed to greater First Nations and 
Inuit control and ownership of health services. The coordination of a greater number of partners 
and jurisdictions involved led to a greater amount of staff time required in order to build and 
solidify relationships, which naturally has cost implications of its own although evaluation data 
could not confirm specific associated values.  
  
Observations on the Adequacy and Use of Performance 
Measurement Data 
 
The program has demonstrated a commitment to performance measurement. HSIF has a 
Performance Measurement Strategy in place. Key informant interviews with project coordinators 
indicated that project performance measurement data was used to inform project priorities and 
report on the project’s progress towards achieving objectives related to those areas. Tracking also 
included assessing the uptake and usage of project initiatives, and identifying areas posing 
challenges to health service delivery, as well as potential improvements. Finally, data was used 
for briefing purposes which included preparing reports and evaluations, as well as informing 
management or stakeholders on project progress.  
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The assessment of HSIF’s project performance measurement data is based on the review of 
progress reporting throughout the duration of the project at six month intervals, and the final 
project evaluation reports. Varying degrees in the quality and extent of performance 
measurement across projects hindered the assessment of project impacts. Through this review of 
project reporting, the following areas of performance measurement have been identified as areas 
to be strengthened: 
 
Output-driven indicators 
 
For a program like HSIF that exhibits a certain fluidity in order to achieve varying forms of 
integration, it is important to have outcome-driven indicators since it is not necessarily possible 
to create standardized indicators to report on across projects that would truly tell the story of 
change and the shaping of health service planning and provision. At this point in time, the 
common output-driven indicators used among projects to capture the ideas surrounding the 
strength of relationships have included the number of emails sent, phone calls made, and 
meetings scheduled, with no indication of what contribution this made to integration activities. 
Interviews conducted with project coordinators found that more than half of project coordinators 
felt there were no gaps in their performance data. Based on a review of progress reports, capacity 
building around performance measurement for project coordinators could introduce the value 
and approaches to collecting meaningful data to tell the story of project efforts which could 
inform project planning, implementation and assessment of outcomes.  
 
Lack of specificity 
 
Some project indicators involve a certain degree of subjectivity in their reporting. For example, 
indicators with qualifying terms such as “strong support” are used with no indication of what 
would constitute the different degrees of support for reporting purposes. This creates challenges 
in the consistency of reporting, and without a standardized understanding of how to report on 
indicators, over time that flexibility within the indicator will not necessarily capture the progress 
achieved across the lifespan of the project.   
 
Need for baseline data 
 
Indicators that seek an improved status in a particular area have often not been accompanied by 
baseline data. As a result, the true degree of achievement will not be able to be measured. This 
speaks to the importance of preparing for measurement activities at the outset of the project in 
case opportunities exist to establish baselines relevant to the project’s work.  
 
Program and project-specific indicators 
 
Reporting at the project-level has in many cases linked project outcomes to the HSIF logic 
model. This approach supports informed program reporting. In the cases where projects are 
linking to the broader program outcomes, some projects continue to create additional indicators 
to complement the specifics of their project thereby giving more detailed insight into the 
activities completed with HSIF funding, and where applicable identifying some outcome data. 
This approach should be encouraged across projects.   
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With HSIF’s intended shift to eliminate the outcome reporting section on their progress reports 
and no longer conduct project-specific evaluation reports, it is imperative for projects to develop 
meaningful and reportable performance indicators in order to provide insights into project 
outcomes. Naturally, there are limitations to performance indicator development based on the 
information available, but as the program is in the process of revising their reporting template, 
opportunity exists to shape data collection to focus on impacts of project outputs (e.g., work 
accomplished through tripartite arrangements rather than simply documenting the arrangement’s 
existence). Without outcome-driven data, future impact and evaluation work to assess program 
outcomes at large will be hindered.  
 
 

5.0 Conclusions 
 
5.1 Relevance Conclusions 
 
There is a continued need for a federal role in establishing and ensuring a culturally relevant and 
responsive health care system for First Nation and Inuit peoples is in place, which bridges the 
service gaps experienced across jurisdictions. HSIF integration activities can contribute to 
greater collaboration among stakeholders, providing the opportunity to lessen the existing 
fragmentation of health services that often causes disjointed health care planning and delivery 
priorities among stakeholders seeking to serve the same population. Work in the area of First 
Nations and Inuit health conducted under the HSIF program is consistent with the federal Indian 
Health Policy (1979), the Health Transfer Policy (1988) as well as the mandate and function of 
the First Nations and Inuit Health Branch. The HSIF design illustrates a concerted effort to bring 
multiple stakeholders together across jurisdictions as well as actively involve First Nation and 
Inuit communities and organizations in health service integration thereby working towards a 
more cohesive and responsive health service environment for First Nations and Inuit. Therefore, 
HSIF is consistent with Departmental and FNIHB strategic priorities, including: improve access 
to health care and increase quality of care; collaborate with provincial/territorial authorities to 
deliver services and improve the integration of health services; and increase the control of health 
care service development and delivery by First Nations and Inuit.  
 
5.2 Performance Conclusions 
 

 Achievement of Expected Outcomes (Effectiveness) 5.2.1
 
Project activities contributed to a better understanding of enabling factors and barriers impacting 
health services integration. The multi-jurisdictional nature of projects led to better collaboration 
among multiple communities, which was supported by an increased capacity of key partners and 
stakeholders to collaborate on health services integration through partnership development, 
planning support, and capacity building activities. The factors discussed above are consistent 
with health service integration enablers.  
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HSIF projects were, for the most part, able to achieve their objectives thereby contributing to a 
greater degree of integration of health services for First Nations and Inuit. Project activities 
relating to planning, capacity building, and the coordination of health services demonstrated 
strong rates of achieved objectives. Project activities contributing to partnering in the provision 
of health services had moderate to strong rates of achieved objectives. Activities feeding into the 
ultimate integration stage of the transferring/merging/amalgamation of health services 
demonstrated achieved objectives to a moderate degree. There were a few cases of projects 
which engaged in beneficial work related to improving health outcomes but in some cases the 
projects were either not a part of, or did not link to an actual health service which ultimately 
means the work completed in these projects are not always able to directly impact HSIF’s final 
outcome of improving access to a quality health service.   
 
Although it is too early to truly assess the depth of the impact HSIF projects have had on the 
intended long-term outcomes, positive developments have been identified in the two outcomes at 
this level (including both attributes of access and quality). Most notably, individual projects have 
demonstrated improvements to the quality of health services impacted by their projects as well as 
instances of improved access within their projects’ catchment area. With time, a greater 
understanding of systemic changes possibly spurred by these integration projects could be 
explored.  
 

 Demonstration of Economy and Efficiency 5.2.2
 
Earlier years of HSIF exhibited funding surpluses, while later years demonstrated greater 
alignment between allocated funding and actual expenditures. The leveraging of technology 
positively contributed to efficiencies in projects’ work surrounding health services integration by 
facilitating tele-health arrangements and creating health record databases for efficient access to 
client information. Details relating to project management (e.g., lack of clarity around roles and 
responsibilities), in some cases, negatively impacted the efficiency with which project activities 
were carried out. Economy at the project-level was largely facilitated by in-kind contributions.  
 
The program has a Performance Measurement Strategy in place. Project reporting is currently 
taking place, and opportunity exists to strengthen projects’ individual indicators by focusing on 
more outcome-driven indicators, ensuring indicators seeking to measure improvements are 
accompanied by baseline data, and accounting for a certain degree of specificity in indicators for 
accurate reporting. Project performance measurement indicators should continue to support 
program-level indicators while also establishing a distinct set of indicators to measure project-
specific performance.  
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6.0 Recommendations 
 
Recommendation 1 
 
Screen proposals with the goal of selecting projects that directly contribute to 
HSIF’s long-term outcome of focusing on improved access to quality health 
services. 
 
Potential project proposals should be screened with the intention of completing work with a 
direct impact on improving access to quality health services. Although that may exclude some 
projects which focus specifically on improving health outcomes and fall beyond the scope of the 
intended outcomes of HSIF, improvements to access and quality of health services have the 
potential to make impacts in those areas as a by-product of completed integration work.  
 
Recommendation 2 
 
Plan for the lifecycle of the project at the workplan stage, and actively 
consider measures for sustainability as the project progresses. 
 
A common understanding and commitment of project partners at the outset of the project is key 
to the success of HSIF work. Confusion can arise and impede the timely progress of projects 
when roles and responsibilities of each participating member are not clear. Therefore, it is 
recommended that all projects define the roles and responsibilities of each partner at the 
workplan stage, as well as establish timelines for the achievable milestones for each project. A 
discussion of tracking project success by identifying intended achievements, and the regularity of 
data collection which can feed into performance measurement, should also be established before 
project work is fully underway. Furthermore, ways to facilitate the sustainability of the work 
accomplished needs to be considered at all phases of the project; and should therefore be 
incorporated as a distinct field on project reporting templates.  
 
Recommendation 3 
 
Improve project-level performance measurement efforts by focusing on 
indicators that have greater clarity and are outcome-oriented. Ensure the 
program logic model is consistent with the recently updated direction of 
HSIF.   
 
Project indicators should focus on telling the story of the impacts of work completed. This is 
made possible through the use of indicators that are less focused on outputs and account more for 
what resulted from the processes, tools, and other activities implemented through HSIF projects. 
Identifying meaningful indicators can be a challenge, and it may be beneficial to host 
performance measurement capacity building sessions with project coordinators and regional staff 
at the outset of the project to ensure that the best possible data is collected throughout the 
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lifespan of the project. In light of recent shifts towards more devolution focused projects, the 
program logic model should be reconsidered to account for long-term outcomes that are 
consistent with this new approach, thereby ensuring program activities continue to contribute to 
overall goals, and that future evaluations are assessing the proper criteria.  
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Appendix 2 – Health Services Integration Fund Logic Model 
 

Activities 

HSIF Governance Planning for 
Integration 

Building Capacity for 
Integration 

Implementation of 
Integration Plan 

Monitoring & 
Evaluation 

Implementation 

Policy Development & 
Knowledge Sharing 

Outputs 

National advisory 
committee 

 
P/T advisory 
committees 

 
Minutes of meetings 
Records of decisions 

P/T integration 
priorities 

 
Integration Plans 

 
Process for soliciting 
integration projects 

Contribution agreements 
with Aboriginal 

organizations to support 
capacity to engage in health 

services integration 

Integration projects 
 

Project oversight 
committees 

 
Integrated health 

service agreements, 
protocols, MOUs 

 
New organizations/ 

institutions 

Activity & financial 
reports 

 
Performance data 

 
Evaluation findings 
& recommendations 

 
Research reports 

Integration policy 
framework 

 
Input for FNIHB’s 

Strategic Plan 
 

Knowledge translation 
products & events 

Immediate 
Outcomes 

Increased capacity of key partners and stakeholders to collaborate on the integration of health services which serve First Nations and Inuit 

Increased knowledge of the concepts, barriers and enablers related to integrating the health services which serve First Nations and Inuit 

Intermediate 
Outcomes Greater integration of the health services which serve First Nations and Inuit 

Final 
Outcomes 

Increase in independent health services integration arrangements for First Nations and Inuit (i.e., initiated and/or sustained without 
temporary federal project funding) 

Improved access to quality health services for First Nations and Inuit 



Legend – Relevance Rating Symbols and Significance: 

High There is a demonstrable need for program activities; there is a demonstrated link between program objectives and (i) federal government priorities and (ii) departmental strategic outcomes; role and 
responsibilities for the federal government in delivering the program are clear. 

Partial There is a partial need for program activities; there is some direct or indirect link between program objectives and (i) federal government priorities and (ii) departmental strategic outcomes; role and 
responsibilities for the federal government in delivering the program are partially clear. 

Low There is no demonstrable need for program activities; there is no clear link between program objectives and (i) federal government priorities and (ii) departmental strategic outcomes; role and 
responsibilities for the federal government in delivering the program have not clearly been articulated. 
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Appendix 3 – Summary of Findings 
 
Rating of Findings 
Ratings have been provided to indicate the degree to which each evaluation issue and question have been addressed.  

Relevance Rating Symbols and Significance: 
A summary of Relevance ratings is presented in Table 1 below. A description of the Relevance Ratings Symbols and Significance can be found in the Legend.  

Table 1: Relevance Rating Symbols and Significance 
Evaluation Question Indicators Overall Rating Summary 

1. Continued Need for the Program 
Does the HSIF address a 
demonstrable need? 

• Gaps in service delivery 
• Barriers to access 
• Degree of clarity as to which provider is 

accountable for services 
High 

The multijurisdictional nature of health services for Inuit and First Nations people can lead 
to a lack of coordination across stakeholders, which leads to service gaps and inconsistent 
health priorities at all levels of health care planning and delivery. Furthermore, there is a 
need for culturally relevant health services for Inuit and First Nations people.   

2. Alignment with Government Priorities 
Is HSIF aligned with Federal 
Government priorities? 

• Evidence that Program objectives correspond 
to recent/current federal priorities 

High 
 

HSIF is aligned with the federal priorities promoting healthy and self-sufficient First 
Nations communities, as well as the strategic priorities of both the Department and the 
First Nations and Inuit Health Branch. These Departmental priorities specific to First 
Nations and Inuit peoples include: improve access to health care and increase quality of 
care; collaborate with provincial/territorial authorities to deliver services and improve the 
integration of health services; and increase the control of health care service development 
and delivery by First Nations and Inuit peoples.  

Is HSIF aligned with departmental 
strategic outcomes? 

• Evidence that Program objectives are aligned 
with and contribute to departmental strategic 
outcomes 

• Program objectives and activities aligned with 
departmental PAA and related priorities 

3. Alignment with Roles and Responsibilities 
Is HSIF aligned with federal 
government roles and responsibilities? 

• Program objectives aligned with federal 
jurisdiction 

High 

The federal government’s role in First Nations and Inuit health services has been outlined 
in the following acts and policies: Indian Act (1876), Indian Health Policy (1979), and the 
Health Transfer Policy (1988); which establish commitments to foster a more responsive 
health system for First Nations and Inuit peoples, as well as the engagement of 
communities in decision-making concerning the planning and provision of health services.  

At present, there is limited provincial funding to support initiatives designed to promote 
health services integration. 

Does the program and its services 
duplicate or overlap with other 
programs?  

• Presence/absence of other programs that 
complement or duplicate objectives of program  

• Views on programs that complement, overlap 
or duplicate Health Canada involvement 

 



Legend - Performance Rating Symbols and Significance: 

Achieved  The intended outcomes or goals have been achieved or met. 
Progress Made; Further Work Warranted  Considerable progress has been made to meet the intended outcomes or goals, but attention is still needed. 
Little Progress; Priority for Attention  Little progress has been made to meet the intended outcomes or goals and attention is needed on a priority basis. 
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Performance Rating Symbols and Significance: 
A summary of Performance Ratings is presented in Table 2 below. A description of the Performance Ratings Symbols and Significance can be found in the 
Legend.  

Table 2: Performance Rating Symbols and Significance 

Evaluation Issue Indicators Overall Rating Summary 
4. Achievement of Expected Outcomes (Effectiveness) 
Immediate Outcomes 
Is there increased capacity of key 
partners to collaborate on 
integration of health services which 
serve First Nations and Inuit? 

• % of P/T advisory committees in which key 
stakeholders in the integration of health services are 
represented  

• % of partnership projects that develop as planned 
• # of partnerships that develop from projects 
• % of HSIF projects that include a multijurisdictional 

planning component 
• Perceptions of increased capacity  
• Identification of factors of successful projects 
• Identified types and characteristics of integration 

aggregated projects that impacted integration and their 
sustainability 

Achieved 

HSIF has increased the capacity of key partners and stakeholders to collaborate on the 
integration of health services which serve First Nations and Inuit people through 
partnership development, planning support, and capacity building activities.  
 
Project activities contributed to a better understanding of enabling factors and barriers 
impacting health services integration: 
• Enablers: Encouraging communication, knowledge exchange, coordination and 

defining roles and responsibilities among partners; awareness of health services 
and resources available; and involving First Nations and Inuit partners in decision-
making processes.  

• Barriers: Role confusion resulting from staff turnover at partnering agencies; and a 
lack of culturally appropriate services restricts opportunities for meaningful 
integration.  

 

Is there increased knowledge of 
concepts, barriers and enablers to 
integration of health services which 
serve First Nations and Inuit? 

• # and type of knowledge products developed 
• Perceptions of increased knowledge of concepts, 

barriers, factors that enable 
Achieved 

Intermediate Outcome 
Is there greater integration of the 
health services which serve First 
Nations and Inuit? 

• Degree of integration (based on key aspects defined in 
the HSIF Upstream Renewal Crosswalk: FN control & 
ownership, consolidation of multiple entities serving 
multiple communities, community interests integrated 
into government’s health planning/ delivery, western 
medical practices incorporated with traditional, 
holistic healing methods and cultural practices from 
First Nations) 

• # and type of new MOUs, protocols, agreements or 
frameworks to integrate First Nations and Inuit health 
services 

Progress Made; 
Further Work 

Warranted 

HSIF projects were, for the most part, able to achieve their objectives thereby 
contributing to a greater degree of integration of health services for First Nations and 
Inuit peoples. Project activities relating to the planning, capacity building, and 
coordination of health services demonstrated strong rates of achieved objectives. 
Whereas, project activities contributing to partnering in the provision of health 
services demonstrated moderate to strong achievement of their objectives. Activities 
feeding into the ultimate integration stage of the transferring/merging/amalgamation 
of health services also had a moderate degree of achieved objectives. 



 

Legend - Performance Rating Symbols and Significance: 

Achieved  The intended outcomes or goals have been achieved or met. 
Progress Made; Further Work Warranted  Considerable progress has been made to meet the intended outcomes or goals, but attention is still needed. 
Little Progress; Priority for Attention  Little progress has been made to meet the intended outcomes or goals and attention is needed on a priority basis. 
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Evaluation Issue Indicators Overall Rating Summary 
• # and type of new harmonized/integrated First Nations, 

and Inuit health programs, activities, standards, 
practices or regulations 

• Perceptions of integration (client, program, P/T) 
• % of provinces/territories with multi-jurisdictional 

agreements to jointly plan, deliver and/or fund 
integrated health services for aboriginal peoples 

• # and type of polices developed 
• # and type of policies adopted, by whom 
• Co-location of services 

Long-Term Outcomes 

Is there an increase in independent 
health services integration 
arrangements? 
 

• # and type of independent health services integration 
arrangements (initiated and/or sustained without 
federal project funding) 

 

Unable 
to assess 

The development of new health service integration arrangements outside of HSIF is 
beyond the lifecycle of the projects and the timeframe for this evaluation. However, 
projects identified key factors in sustaining integration arrangements which include: 
clear planning at the outset of a project, alignment of partner priorities, integrating 
project components into already established structures, as well as ongoing 
development of relationships and capacity building resources.  
 
Although it is too early to truly assess the depth of the impact HSIF projects have had 
improving access to quality health services, preliminary assessments through this 
evaluation have identified positive developments in this area. HSIF projects 
addressed health quality by improving the cultural awareness of service providers, 
contributing to a greater continuum of care, and employing a client-
centered/community needs-based approach. Access was improved through enhanced 
awareness of services and service capacity, dedicated resources to facilitate patients’ 
access of relevant health services, improved service coordination, and a focus on 
establishing continuums of care. 

Is there improved access to quality 
health services for First Nations and 
Inuit? 
 

• # of First Nations and Inuit communities that have 
demonstrated improved access to health services as a 
result of HSIF activities 

• # of First Nations and Inuit communities that have 
demonstrated improvements to the quality of health 
services as a result of HSIF 

Progress Made; 
Further Work 

Warranted 

5. Demonstration of Economy and Efficiency 
Has HSIF undertaken its activities 
(e.g., funding integration projects) 
in the most economical way? 

• Assessment of resource utilization over years in scope 
including G&C, O&M, salary, cost drivers, economies 
of scale, leveraging funding 

• Views and/or evidence on alternative program models 
that would achieve outcomes at lower cost and/or 
provide lessons to improve efficiency/ economy 

Progress Made; 
Further Work 

Warranted 

Earlier years of HSIF exhibited funding surpluses, while later years demonstrated 
greater alignment between allocated funding and actual expenditures.  Cost-
effectiveness was exhibited through in-kind contributions of project partners. Projects 
teams engaging in service mapping and needs assessment analyses became more 
aware of existing services, thereby extending their resource network and preventing 
the future duplication of services. In addition, several projects produced outcomes 
that resulted in more efficient healthcare service delivery due to incorporating the use 
of technology. 



 

Legend - Performance Rating Symbols and Significance: 

Achieved  The intended outcomes or goals have been achieved or met. 
Progress Made; Further Work Warranted  Considerable progress has been made to meet the intended outcomes or goals, but attention is still needed. 
Little Progress; Priority for Attention  Little progress has been made to meet the intended outcomes or goals and attention is needed on a priority basis. 
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Evaluation Issue Indicators Overall Rating Summary 
Has HSIF undertaken its activities 
(e.g., funding integration projects) 
in an efficient manner? 

• What steps has management taken to ensure that HC 
resources are efficiently used in the delivery of HSIF? 

• What alternate options exist for configuring HSIF to 
produce the outputs? 

Is there appropriate performance 
measurement in place? 

• Existence of performance measurement framework or 
strategy 

• Adequate collection of performance information 
(performance data available, reliable and complete) 

• Use of performance information in decision-making 
 

Progress Made; 
Further Work 

Warranted 

The program has a Performance Measurement Strategy in place. Project reporting is 
currently taking place, and opportunity exists to strengthen projects’ individual 
indicators by focusing on more outcome-driven indicators, ensuring indicators 
seeking to measure improvements are accompanied by baseline data, and accounting 
for a certain degree of specificity in indicators for accurate reporting. Project 
performance measurement indicators should continue to support program-level 
indicators while also establishing a distinct set of indicators to measure project-
specific performance.  
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Appendix 4 – Summary of Completed Objectives by 
Continuum Stage 

 
Integration Continuum Stage Examples of Activities Completion Rate 

Planning • Environmental scans 
• Health model development 
• Hosting/ Participating in forums or 

symposiums 
• Strategic Plan development 
• Business Plan development 
• Policy consultations 

Approximately ¾ of projects completed their 
objectives that included planning deliverables. 

 
*This does not include an assessment of joint 

approaches to planning. 

Capacity Building • Training (e.g., cultural awareness, 
train the trainer (Mental Health 
First Aid)) 

• Resource and tool development 

More than ¾ of projects seeking to develop/implement 
training sessions, 

resources and tools were able to do so. 

Coordinating Services • Staff navigator/advocacy positions 
• Development of protocols 
• Alignment of services and policies 
• Standardization of processes 
• Strengthening continuums of care 
• Development of service 

agreements/MOUs 

All projects seeking to develop staff 
navigator/advocacy positions were successful in doing 

so. 
 

Work to align services, policies and standardize 
processes was completed in approximately 2/3 of 

projects with these planned objectives. 
 

Projects with protocol and MOU development 
objectives completed the associated tasks in 

approximately ¾ of these projects. 
Partnering in the Provision of 
Services 

• Implementation of service delivery 
model 

• Community-based health service 
teams 

• Tele-health arrangements 
• Electronic medical record 

databases 

All projects with objectives of implementing 
community-based health service teams were 

successful in completing their objectives. 
 

Limited implementation of larger scale service 
delivery models. 

 
Progress was made in optimizing the use of tele-health 
and electronic medical records. Full implementation in 
these areas was achieved in approximately half of the 

projects. 
Transferring/ Merging/ 
Amalgamation of Services 

• Governance projects 
• Multi-service model projects 

Approximately half of the governance projects 
resulted in partnerships between First Nation and 

provincial/federal stakeholders. 
 

Half of the multi-service model projects were 
implemented. . 
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Appendix 5 – Evaluation Description 
 
Evaluation Scope  
 
The scope of the evaluation included an assessment of the relevance and performance of FNIHB’s Health 
Services Integration Fund from April 1, 2010 to March 31, 2015. Sixty-eight of the 77 HSIF projects’ 
activities were reviewed to determine their contribution to the program’s immediate, intermediate, and 
long-term outcomes. BC projects were excluded due to the British Columbia Tripartite Framework 
Agreement on First Nation Health Governance (October 1, 2013), which will be evaluated through a 
separate initiative.  
 
Evaluation Issues  
 
The specific evaluation questions used in this evaluation were based on the five core issues prescribed in 
the Treasury Board of Canada’s Policy on Evaluation (2009). These are noted in the table below. 
Corresponding to each of the core issues, evaluation questions were tailored to the program and guided 
the evaluation process. 
 

Table 1: Core Evaluation Issues and Questions 
Evaluation Issue Evaluation Question 

Issue #1: Assessment of the extent to which the 
program continues to address a 
demonstrable need. 

1.1 Does the HSIF address a demonstrable need? 

Issue #2: Assessment of the linkages between the 
Program’s objectives and (1) federal 
government priorities and (ii) 
departmental strategic outcomes. 

2.1 Is HSIF aligned with Federal Government priorities? 

2.2 Is HSIF aligned with departmental strategic outcomes? 

Issue #3: Assessment of the roles and 
responsibilities for the federal 
government in delivering the program. 

3.1 Is HSIF aligned with federal government roles and 
responsibilities? 

3.2 Does the program and its services duplicate or overlap 
with other programs?  

Issue #4: Assessment of progress toward expected 
outcomes with reference to performance 
targets and program reach, program 
design, including the linkage and 
contribution of outputs and outcomes.  

4.1 Is HSIF achieving the expected outcomes? 
 

Immediate Outcome #1: Increased capacity of the 
key partners and 
stakeholders to 
collaborate on the 
integration of health 
services which serve First 
Nations and Inuit. 

 
Immediate Outcome #2: Increased knowledge of 

the concepts, barriers & 
enablers related to 
integrating the health 
services which serve First 
Nations and Inuit. 

4.1.1 Is there increased capacity of key partners to collaborate 
on integration of health services which serve First 
Nations and Inuit? 

 
 
 
 
 
4.1.2 Is there increased knowledge of concepts, barriers and 

enablers to integration of health services which serve 
First Nations and Inuit? 
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Evaluation Issue Evaluation Question 
Intermediate Outcome #1: Greater integration of 

the health services which 
serve First Nations and 
Inuit.  

4.1.3 Is there greater integration of the health services which 
serve First Nations and Inuit? 

Longer-term Outcome #1:  Increased independent 
health services which 
serve First Nations and 
Inuit. 

 
Longer-term Outcome #2:  Improved access to 

quality health services 
for First Nations and 
Inuit. 

4.1.4 Is there an increase in independent health services 
integration arrangements? 

 
 
 
4.1.5 Is there improved access to quality health services for 

First Nations and Inuit? 

Issue #5: Demonstration of Economy and Efficiency 5.1 Has HSIF undertaken its activities (e.g., funding 
integration projects) in the most economical way?  

5.2 Has HSIF undertaken its activities (e.g., funding 
integration projects) in an efficient manner? 

5.4 Is there appropriate performance measurement in place? 
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