
Request for Expressions of Interest to Collaborate on Research with 
Aboriginal Health Access Centres and Community Health Centres

On behalf of Ontario’s Community Health Centres (CHC) and the Aboriginal Health Access 
Centres (AHAC), the Association of Ontario Health Centres (AOHC) is currently approaching 
potential partners who would be interested in conducting research with the CHCs/AHACs in 
response to the upcoming Canadian Institute for Health Research Community-based Primary 
Health Care (PHC) Strategic Initiative, as well as in future research opportunities.  Research 
teams who are interested in partnering with the CHC/AHACs are required to contact us to 
discuss their project well in advance of submitting a grant proposal.  CHC/AHACs are unable to 
guarantee participation in studies that are not discussed and developed collaboratively in 
advance.

Application Deadline: Wednesday, September 21st, 2011 at 5pm

Introduction to Ontario’s Community Health Centres and the Aboriginal Health Access Centres

Today, one-third of Canadians live with one or more select chronic conditions and vulnerable 
populations are particularly susceptible to such conditionsi. For example, the rates of diabetes 
and heart disease among the poorest 20% of the population are more than double the rates of 
the richest 20% of the populationii. Such excess burden of disease not only unfairly impacts 
vulnerable individuals and their families disproportionately but also negatively impacts society 
as a whole from productivity loss and higher health system costsiii,iv,v.

There is a paucity of knowledge about how to tackle the burden of illness among vulnerable 
populations, though it is clear that a sickness-based model of primary care is ineffectivevi.  By 
studying alternative models of care, we can identify opportunities to expand successful 
programs, payment mechanisms and interdisciplinary teams to more effectively target and 
address the needs of vulnerable populations. Such models may also be translated to improve 
accessibility, appropriateness and coordination of prevention and care for all Canadians.

Ontario’s 73 CHCs and 10 AHACs are located in over 150 communities and individually design 
specialized community-based primary health care services (CBPHC) for local vulnerable 
populations with an emphasis on prevention, health promotion, health education, and 
community development provided in partnership with organizations in other sectors, such as 
social support, immigration, environment, education, justice, recreation and economic 
development. With another 200 additional CHCs and AHACs elsewhere in Canada, there is a 
great diversity of settings in which to conduct research to learn from and spread innovation in 
CBPHC nationwide. 

Ontario’s CHCs and AHACs primarily serve clients who live in resource poor neighbourhoods, 
and who need high quality and comprehensive care as result of health and social complications. 
For example, in comparison to other primary care models in Ontario, CHCs serve approximately 
40% more clients in the bottom two income quintiles (40% vs 56% in CHCs), four times more 
clients on welfare (2.6% vs. 10% in CHCs) or disability insurance (2.9% vs. 10% in CHCs) and 
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three times more clients with serious mental illness (1.6% vs 5.2% in CHCs)vii.

In Ontario, CHCs are more effective in comprehensive care delivery and chronic disease 
management in comparison to other primary care modelsviii,ix. These studies have linked 
superior performance in Ontario CHCs to developing programs needed by the communities they 
serve; diverse interprofessional teams; longer consultations times; superior quality of chronic 
disease management for diabetes, coronary artery disease, congestive heart failure and 
hypertension; and more comprehensive and accurate charting, a key factor in successful chronic 
disease management. CHCs’ reputation for authentic interprofessional practice is one reason 
why they were chosen as the comparator group for the Ontario Ministry of Health’s 5-year 
evaluation project of the Family Health Teams and why the CHC Model of Carex has been 
implemented in many international contexts, including the U.S., Europe, Australia, New Zealand, 
and Africa.

Although there are dissimilarities between the Canadian and US health systems and contexts, 
the CHC Model of Care has been shown to generate significant cost savings to the US health 
systems while providing high quality care to clients with greater health and social complexities. 
Research suggests that CHCs save their health system $1,263 per client annually compared to 
other primary care providers and counties with a CHC have 25% fewer emergency department 
visits for ambulatory care sensitive conditions than counties without a CHCxi. 

When the potential of Canada’s CHCs/AHACs is fully maximized, the outcome will be healthier 
people and communities throughout Canada, fewer health inequities for Canada’s Aboriginal 
people and vulnerable populations, and a stronger, more sustainable healthcare system. In this 
way, CHCs/AHACs are uniquely situated to help the CIHR deliver on its strategic priorities.  For 
more information on CHCs and AHACs, please visit: www.aohc.org

Application Process

Interested parties are asked to respond by reviewing the CHC/AHAC Partnered Research 
Approach and Research Priorities, filling out the accompanying template and submitting it to the 
AOHC by Wednesday, September 21st, 2011 at 5pm.  Electronic submissions are preferred and 
please send to anjali@aohc.org. On Monday, September 12th, 2011 from noon-1pm, a webinar 
will be held with interested researchers to review the proposal objectives, application process 
and answer questions from potential applicants.  Subsequently, select applicants will be asked 
to prepare a 45 min presentation and attend a two hour meeting on Wednesday, September 
28th, 2011 with CHC/AHAC representatives.  The meeting and presentation will be an 
opportunity to get to know each other, develop relationships and discuss in further detail the 
contents of the proposal and application.  Times will be confirmed a few days in advance.

CHC/AHAC Partnered Research Approach

It is important for CHCs/AHACs to be involved in meaningful and actionable research.  To help us 
do this, the CHCs have articulated seven principles to inform the approach to conducting 
collaborative research with CHCs.  They are as follows:
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Research must be relevant and reflect the key priorities of the sector 
CHCs are interested in research that is relevant along three dimensions. First, CHCs want to 
participate in research that is relevant to the communities they serve, is aligned with the key 
questions/issues facing their organizations as well as at a provincial policy level, and has 
potential to be a catalyst for positive change. Second, CHCs will support research activity that 
examines the quality of the services they provide with particular interest in research that 
focuses on client health outcomes. Thirdly, the CHC sector welcomes contributions from the 
academic community to identify research that represents a significant contribution to the 
growing body of evidence. In summary, CHCs are interested in participating in research that is 
relevant to the communities they serve, that relates to health outcomes and that which is 
relevant to the academic community, 

Community-based research is the preferred methodology
One of the key challenges for research is that primary and community-based health-care 
settings are far less controlled environments than that of hospitals and other secondary and 
tertiary care centres and outcomes are sensitive to the context in which care is delivered.
Contextual issues include the nature of the local health systems, client-provider relationships, 
culture, language and a myriad of additional ecological factors. The complexity and involvement 
of the community environment needs to be taken into consideration when conducting research 
with the CHC sector.  We seek research proposals that elegantly distil this complexity into a clear 
research hypothesis, the design of the methods, how the study is implemented, results that are 
interpreted with reference to the context and relevant and integrated knowledge translation.

Research should be conducted in equal partnership with external researchers
The CHC sector would like to collaborate as an equal partner with academia. The hope is that 
the sector will be able to contribute its perspective in identifying the critical research questions 
that originate from the community and provide legitimacy to any external researcher engaging 
with CHC clients. To this end, an academic researcher looking to partner with the CHC sector will 
be asked to enter into an agreement that will clearly outlines the roles and responsibilities of 
the CHC sector, the researcher and the nature of the partnership. Elements of the agreement 
may include data ownership, privacy and consent, ethics, roles, responsibilities and 
acknowledgement of the expertise brought forward by all partners. By clearly outlining the 
terms of the partnership, the CHC sector hopes to attract researchers who share a common set 
of values, are interested in research questions that align with that of the sectors and view the 
CHCs as active participants in the research rather than simply a means to access a large number 
of primary care clients. 

CHCs strive for high-quality research
The CHC sector understands that rigour is currency in research and is therefore looking to 
support a partnership that conducts research of the highest quality. The CHC sector will examine 
the quality of the research effort by ensuring that the work reflects the sectors values, 
involvement of the community and potential for positive change and favours trans-disciplinary, 
mixed method, realist approaches to research that ensure that the research is relevant and 
actionable within the community context.  To demonstrate its commitment to high-quality data 
and high-quality care, the CHC sector is currently undergoing a significant information 
management transformation with the introduction of a new EMR system over the next two 
years. Consolidation and standardization of the clinical and other information system will allow 
researchers greater access to our clients’ information and will assist broadly across all 
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knowledge portfolios within the sector. Research will benefit from these advancements and will 
contribute to greater evidence based decision making within the organizations.    

Research requires significant time and effort on the part of CHCs
Although the CHC sector seeks to be an equal partner in any research effort we must recognise 
that we are service delivery organizations and that care for the clients and communities that we 
serve often trump research efforts. Specifically, there are no CHC staff fully dedicated toward 
supporting provincial level research is activity. Given this limitation the terms of the partnership 
may include resources embedded within the CHC sector. Part of the research strategy is aimed 
at increasing the level of capacity within the sector to support research activity and we feel that 
dedicated research resources within CHCs is an effective way to ensure that any research 
partnership is sustainable and supports capacity development for additional research long into 
the future. 

Research will be conducted based on clearly articulated ethics and principles
CHCs expect that any research conducted within their organizations will adhere to the highest 
level of ethical standards. Proposals will be reviewed by a tri-council approved research ethics 
board as is the requirement under Provincial legislation. However, we recognize that the 
conditions for research articulated in Chapter 9 of the Tri-council Policy Statement do not 
extend beyond Aboriginal populations to protect other vulnerable communities. Given that 
CHCs seek to understand community-level ethical concerns, the CHC sector may also consider an 
additional review by an ethics board with expertise in community based research.   

The results of research must be disseminated with clear opportunities to translate findings 
into practice and foster positive changes in the community
CHCs hope to develop research partnerships that will catalyze positive change in our clients, 
their communities and the CHC sector as a whole. This could manifest, for example, in improved 
health outcomes of clients or changes in the ways CHCs deliver or organize services. To this end, 
CHCs are looking for research opportunities that involve a knowledge translation and integrated 
knowledge exchange process to ensure there is a lasting impact of the research. Through 
partnership, CHCs hope to increase the research capacity of the sector, their clients and 
communities. Knowledge dissemination plans that include active capacity building have the 
greatest potential to leave a legacy of positive change and increased capacity.   

CHC/AHAC Research Priorities

The Research Priorities were identified through consultations with CHCs and other stakeholders 
but have significance to the broader primary health care and health and social systems.  In order
to ensure that the research undertaken with CHCs has relevance for CHCs, all research questions 
must reflect the role and impact of the CHCs with respect to the effectiveness of the CHC Model 
of Care.  This includes the extent of impact on health equity, cost-effectiveness, client/provider 
experience and health/wellbeing outcomes; the contributing factors or characteristics of the 
CHC Model of Care that resulted in these outcomes; and recommendations and action to make 
improvements.  

The Research Priorities are described in four themes with potential areas of focus list below in 
bullets:
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1. What policies, structures, approaches and service delivery models will improve the 
appropriateness and effectiveness of CHC services and improve the health and well-being 
of CHC clients and their communities?

 Enhancing the design and delivery of services to be more responsive to the unique 
needs and contexts of vulnerable populations and to leverage client strengths in care 
planning.

 Effective and innovative approaches to mental health and addiction services and chronic 
disease management and prevention that are delivered within a social determinants of 
health framework.  

 Care management processes across agencies and community health and development 
programs.

2. What types of policies, programs and delivery models will reduce the barriers to accessing 
care for at-risk populations? How can community capacity be leveraged to enhance access 
to health and health care?

 Reaching out to provide care in the location most appropriate for and preferred by 
individuals, families and communities at-risk by taking into consideration 
neighbourhood capacities and constraints and the social determinants of health.  

 Fluid and responsive primary health care system such that Ontarians receive care within 
or across PHC models that provide the most appropriate balance of access and quality 
for their needs. 

3. How can the experiences of clients be improved throughout the health and social systems? 
How can better coordination and integration support improved health outcomes?

 Building relationships and partnerships that integrate health with other community and 
social services to ensure the social determinants of health are recognized in the care 
provided to clients travelling across the health and social systems.  

 Coordinating services and programs for at-risk populations across the life course to 
promote health and well-being.  

 Reducing the burden on more costly forms of care by working across health and social 
sectors to prevent illness and promote health by proactively monitoring and managing 
the health and wellness of at-risk populations.

4. What evidence would support policy development, resource allocation and the delivery of 
primary health care services that address health inequities and the social determinants of 
health? 

 Enhancing the structures, norms and values that support leadership, management and 
health service delivery in efforts that promote equity in the community support and 
primary health care sectors. 

 Identifying ways in which federal, provincial and regional institutions, health care 
organizations and decision-making processes influence the allocation of resources 
related to health and its social determinants.
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 Systematically incorporating health equity into the development, monitoring and 
evaluation of policies and programs.

 Designing organizational structures that promote the ability of individuals and their 
communities to influence health policy making and inter-sectoral action on the social 
determinants of health.

We thank all interested parties in advance for their interest.  If you have any questions please 
contact:

Anjali Misra
Manager, Performance Management
Association of Ontario Health Centres
Community-governed primary health care
Association des Centres de Santé de l'Ontario
Soins de santé primaires gérés par la communauté

970 Lawrence Ave. W., Suite 500, Toronto, ON M6A 3B6 
T: 416-236-2539 x227
M:416-520-6347
F: 416-236-0431 
E: anjali@aohc.org
W: www.aohc.org
Follow us on Twitter /AOHC_ACSO

Key dates and deadlines

Monday, September 12th, 2011 from noon-1pm:
CHC/AHAC-Researcher Information Session via webinar

Register by clicking: https://student.gototraining.com/2h95l/register/4964337117441781504

Wednesday, September 21st, 2011 at 5pm:
Application deadline – see below for template to fill out and submit

Wednesday, September 28th, 2011:
Two hour meeting with 45min presentation by researchers
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