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O U R M I S S I O N , VA L U E S & P R I N C I P L E S

C A C H C A N N U A L R E P O RT
APRIL 1, 2012 – MARCH 31, 2013

The Canadian Association of Community Health Centres
believes strongly that Community Health Centres are an
optimal model of primary health care for all Canadians.

We advocate to ensure that these dimensions are
an integral part of health service needs assessment,
design and delivery across Canada.

The main objective of CACHC is to work for improved
health and health-care for individuals and families
in communities across Canada, expanding access to
Community Health Centres as a high-quality, costeffective method for delivering primary health care
and improving health outcomes.

We believe that community residents, in partnership
with providers and funders of health services, must be
involved in identifying the needs of their community and
in helping shape service delivery, and evaluating health
services programs.

CACHC and its members believe that health services

in Canada, including primary health care, should be
provided in keeping with the principles of universality,
accessibility, comprehensiveness, portability, and public
administration, as described in the Canada Health Act.
We believe Canadian residents are best served by the
further development and maintenance of a single-tiered
health system.
We believe there must be a strong emphasis on health
promotion and illness prevention in health service
provision in order to achieve what Tommy Douglas
described as the “Second Stage of Medicare”.

We believe that economic, social and environmental
factors such as adequate incomes, strong social support
systems, safe physical environments, adequate housing
and healthy eco-systems have a profound impact on
people’s health, including access to health services.
We are prepared to take political and social action to
enhance the positive effect of these determinants on
people’s health.
We believe individuals, families and communities should
have equitable opportunities to achieve well-being and
to have their health needs met regardless of economic,
racial, cultural, age, geographic, gender or sexual status.
We work to remove inequities in opportunity or access to
health services.

The Canadian Association of Community Health Centres (CACHC) is the federal
voice for Community Health Centres and community-oriented, people-centred
primary health care across Canada. Re-launched April 1, 2012, as

CACHC,

the

association builds on the legacy of the former Canadian Alliance of Community
Health Centre Associations (CACHCA), which was first established in 1995 and
operated under that name until March 31, 2012.
340 College Street, Suite 500
Toronto, ON, CANADA M5T 3A9
PHONE: (416) 922-5694
FAX: 1-866-404-6040

info@cachc.ca
www.cachc.ca
/CACHC.ACCSC
@CACHC_ACCSC
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A YEAR IN REVIEW
2012-13 was a critical year of restructuring and foundation-building
for Canada’s Community Health Centres’ association...
...we gained a new name as of April 1, 2012 – the
Canadian Association of Community Health Centres
(CACHC) – reflecting new membership structures and
exciting new directions that build on the legacy of the
former Canadian Alliance of Community Health Centre
Associations (CACHCA).
In ushering in this new vision, we implemented stable and
predictable staffing and new operational processes and
structures that will help carry the association and the
Community Health Centre model of care to new heights.
Many thanks are due to our deeply-engaged and growing
Board of Directors whose leadership made this possible.
We are proud that, twelve months after launch of the
restructured “Canadian Association of Community Health
Centres”, the association is on firm organizational
footing and a promising financial trajectory. We grew
from a fragile membership of three small provincial CHC
associations under CACHCA in 2011-12, to a membership
of 43 individual CHC Members under CACHC in 2012-13.
Our sincere thanks go out to these dedicated CHCs for
their leadership and support, and for helping build the
initial foundation for CACHC’s success.
The past year was also a productive and stage-setting
year in several areas of programming for the association.
Establishment of several core CACHC working groups
and a strong focus on networking and knowledgeexchange have contributed to a re-energized Canadawide CHC movement. A variety of initiatives in the
areas of policy development and advocacy, research,
and communications, have begun to make a meaningful
impact in further underscoring the value of Community
Health Centres across Canada. As a result, CACHC is
beginning to effectively re-focus attention on the need
to expand access for Canadians to CHCs and high-quality,
community-based primary health care. We invite you to
learn more about some of these achievements from 201213 described throughout this annual report.

Looking to the future, 2013-14 will be a pivotal year for

CACHC and our members. Some key developments and

initiatives to watch for include:

• An expanded membership of Community Health
Centres, collaborating across Canada with a common
goal of improving access and quality of community-based
primary health care for Canadians.
• Implementation of the first stages of a longer-term
Community Health Centres research strategy, including
the first-ever Canadian CHCs Organizational Survey.
• The gathering in September 2013 of CHC leaders,
policymakers and partners from across Canada for
Medicare@50: Our Healthy Future and the Role of
Community Health Centres (Saskatoon, SK).
• The formal launch of the International Federation of
Community Health Centres (IFCHC), a global effort being
carried forward through active leadership from CACHC.
• Initiation of a 5-year financial stabilization plan for the
association, approved in 2012-13 by the CACHC Board of
Directors.

The future is bright and a number of exciting
developments are on the immediate horizon for our
Community Health Centre members across the country.
We look forward to an exciting year of collaboration and
we remain humbled and honoured as we work to enrich
and expand the impact of CHCs in communities Canadawide.

Jane Moloney
Chair of CACHC
Board of Directors

Scott A. Wolfe
CACHC Federal Coordinator

L O O K I N G F O RWA R D
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CACHC PROGRAMS

& OUTREACH

CONNECTING OUR MEMBERS, SUPPORTING CROSS-CANADA COLLABORATION

Foremost, the Canadian Association of Community Health Centres is a forum
and a resource for our CHC Members. Beginning in 2012-13, the association
leveraged opportunities provided by the new relationship with individual
CHC members to facilitate resource-sharing and knowledge-exchange among
centres across Canada.
CACHC also established important mechanisms to provide Canada-wide

exposure for our CHC Members. These include a Canadian “Careers at CHCs” directory
at www.cachc.ca and an active social media strategy that fosters connections
between and CHCs, partners and the general public across the
country on a daily basis.
The association also coordinated the first Canada-wide Community Health Week,
in September 2012, under the theme “In our community, with our community.”
Through these efforts, CHCs across the country were able to concentrate provincial
and federal attention on the many ways in which CHCs work with local community
members and partners to improve health and access to appropriate health care.
Some of the other ways that the association facilitated collaboration among
CHCs in 2012-13 included: establishment of several cross-Canada working groups;
an expanded Board of Directors that actively links CHCs across provinces;
a bi-monthly e-Newsletter and occasional CHC event notices.

“Community Health Centres
in Nova Scotia often feel isolated
and have a tremendous need for
knowledge-exchange and
resources that can enhance our
operations.
The Canadian Association
of Community Health Centres
has provided a vital lifeline
to other CHCs across the country
and as a result we feel part
of a very important and united
health movement across Canada.”
A N D R E A PA R K E R
Managing Director
Hants Shore Community Health
Centre (Newport, NS)
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RESEARCH AND POLICY DEVELOPMENT

PUTTING CANADA’S CHCs ON THE GLOBAL STAGE

CACHC made its voice heard on a number of important policy issues throughout
the year, increasing the visibility of the Community Health Centre vision
among the Canadian public and policy makers. In addition to voicing
recommendations around federal investment in key areas such as housing,
poverty reduction, a renewed Federal Health Accord, and a Canadian
Pharmacare Program, the association deputized on several occasions before
House of Commons Standing Committees on Health and Finances. These
submissions underscored CHC experiences and the association’s vision for
health equity and improving health and wellbeing. Above and beyond CACHC’s
independent policy and advocacy voice, the association now also contributes
to official federal health sector policy as a recognized member of the Health
Action Lobby (H.E.A.L.), a membership organization of over 40 federal health
and healthcare associations.

Building on the tremendous energy of the 2011 International CHCs Conference
in Toronto, co-hosted by the association, CACHC formally initiated, in 2012-13,
the establishment of a new International Federation of Community Health
Centres (IFCHC). In collaboration with three other global partners – Community
Health Australia, the European Forum for Primary Care and the US National
Association of Community Health Centers – CACHC contributed to planning
sessions throughout the year which have resulted in finalization of a formal
Constitution, an operational plan and a Secretariat for the IFCHC.

Also in 2012-13, the association’s newly-formed Research Working Group
initiated a long-term strategy to better document the services and impact of
CHCs, and to increase CHC-led research across Canada. Building on this,
Working Group members initiated discussions with key academic researchers
throughout the year as part of an ongoing effort to expand communityacademic research partnerships focused on CHCs, population health and social
determinants of health. These activities are expected to bear important fruit
beginning in 2013-14, including outcomes from the first-ever Canadian CHCs
Organizational Survey.

“As a member of CACHC’s
Research Working Group, I’m
very encouraged by the work
underway to increase CHCfocused and CHC-led research
across Canada. This has great
potential to positively influence
social, economic and health
policy across the country and to
improve health and wellbeing.”
YOGENDRA SHAKYA
Senior Research Scientist, Access
Alliance Multicultural Health and
Community Services (Toronto, ON)

The IFCHC is due for official launch in summer of 2013 and will enable CACHC’s
CHC Members to connect and collaborate with Community Health Centres
around the globe. A series of global IFCHC launch events, including one in
Canada, are being scheduled for late 2013. All CHC Members
of the Canadian Association of Community Health Centres are provided
automatic membership in the IFCHC. You can learn more about the IFCHC
and its global mission at www.ifchc2013.org.

“The International Federation of Community
Health Centres will enable CHCs around the
world to join together in realizing a global
vision for access to equitable, communitybased primary health care. We are
tremendously excited to connect with our
Community Health Centre partners in Canada
and are grateful for the leadership of the
Canadian Association of Community Health
Centres in making this global collaboration
possible.”
JAN DE MAESENEER
— Chair of European Forum for Primary Care and IFCHC Directing Council Member
— Head of Department of Family Medicine and Primary Health Care at Ghent University
— Family Physician at Botermarkt Community Health Centre (Ghent, Belgium)
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F I N A N C I A L S U M M A RY

CACHC operates on a principle of fiscal transparency through the leadership

of our Board of Directors and Member organizations. We are grateful for
this participation and for the trust and support of our Members. Thank you!
Fig. 1
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SURPLUS
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5,000
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Membership dues

65

DEFICIT

(44,285)
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2014-15*
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160,000

165,000

319,263

294,000

152,485

108,200

43

26%
EXPENDITURE

2012-13

2013-14*

2014-15*

R E V E N U E & E X P E N D I T U R E S ($)
NOTE: Higher revenue/expenditure amounts for 2013-14
reflect CACHC 2013 conference revenue & expenses

As a newly-restructured organization in 2012-13, CACHC
established a solid financial baseline for its activities,
with total revenue of $108,200. Revenue was earned largely
from membership dues, with a smaller portion coming
from special, one-time contributions made by supporting
organizations.
Recognizing that 2012-13 would be a foundational year,
the CACHC Board of Directors agreed to operate a deficit
budget for the year, in the amount of $44,285.
The association transferred the balance of required
resources from its reserves.
The Board of Directors has also approved the operation
of a deficit budget in 2013-14, recognizing that a strategic
investment in building the re-structured association is required
in order to increase its value to existing and prospective
members. The Board has set as its goals, the following targets:
• By 2014-15, operating an annual balanced or surplus
budget (as reflected in Figure 1).

Pe r s o n n e l e x p e n s e s

PROJECTED NUMBERS
OF CHC MEMBERSHIP

• By 2017-18, achieving an unrestricted, operating reserve
fund of $70,000.
The association’s comparative financial picture from 2011-12
to 2012-13 reflects two fundamental changes in the activity
of the association. Firstly, revenue amounts reflect the
transformation of the association from its previous reliance
on special, one-time contributions to a core and predictable
funding base of membership dues.
Secondly, expenditure amounts reflect the transformation
of the association from a “virtual” organization, with few core
operational activities and a single recurring event – a biennial
conference – to a structured association, delivering a growing
menu of programs and activities. Operating expenditures for
2012-13 also reflect the annual investments necessary
to support an accountable and effectively-governed panCanadian organization.

8%

64%

5%

69%

28%

Operating & program expenses
Conference & meeting expenses

S TAT E M E N T O F F I N A N C I A L P O S I T I O N
A S AT M A R C H 3 1 , 2 0 1 3 , W I T H C O M P A R AT I V E F I G U R E S F O R 2 0 1 1 - 2 0 1 2 *

				2012-13		

2011-12

				2012-13		2011-12
NET ASSET BALANCE

ASSETS

Cash and deposits		

$ 113,629

-----------

Net Assets at March 31 		

$ 81,828 		

$ 126,113

Due from CACHCA Trustee		

------------

$ 126,113

		TOTAL		

$ 113,629

$ 126,113

$ 113,629

$ 126,113

Accounts Payable 		

$ 26,551

-----------

Deferred Membership Dues

$ 5,250 		

-----------

$ 31,801

-----------

		

TOTAL		

LIABILITIES

		

TOTAL		

* Full financial statements available upon request to CACHC.
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WHO WE ARE

A B O U T C O M M U N I T Y H E A LT H C E N T R E S

“Community Health Centre” – to whom does this refer?
STAFF
SCOTT A. WOLFE			
Federal Coordinator 		

ELISSA HERMOLIN
Membership and Administrative Coordinator

2012-13 BOARD OF DIRECTORS
TIM ARCHER
DIRECTOR

JANE MOLONEY
CHAIRPERSON

JENNIFER RAYNER
DIRECTOR

Executive Director
Saskatoon Community
Clinic (Saskatoon, SK)

Executive Director
North End Community
Health Centre (Halifax, NS)

Regional Decision Support Specialist
CHCs of Southwest Ontario (London, ON)

IRENE CLARENCE
DIRECTOR

LYNNE RASKIN
DIRECTOR

Executive Director
Mid-Main Community Health
Centre (Vancouver, BC)

Executive Director
South Riverdale Community
Health Centre (Toronto, ON)

MICHELLE HURTUBISE
TREASURER
Executive Director
London InterCommunity
Health Centre (London, ON)

SIMONE THIBAULT
DIRECTOR
Executive Director – Centretown
Community Health Centre (Ottawa, ON)

Community Health Centres (CHCs) are communitybased primary health care organizations that offer
team-based services and programs including primary
care, health promotion, illness prevention and
community development initiatives.
The definition of “Community Health Centre” recognized
by the Canadian Association of Community Health
Centres and the International Federation of Community
Health Centres is inclusive, meaning that as long as
an organization satisfies the core criteria of a Community
Health Centre it is recognized as a CHC by CACHC,
regardless of its formal organizational name
or governance structure.
You may recognize Community Health Centres in your
jurisdiction, known under some of these other names:
• Aboriginal Health Access Centre
• Centre local de services communautaires
• Cooperative Community/Health Clinic
• Community Family Health Team
• Family Care Clinic
• Health and Social Services Centre

To be recognized as a Community Health Centre,
an organization must meet the following criteria:
• It is a first point of contact within the health system
and principally offers a range of primary health, social,
rehabilitation and other non-institutional services;
• It is a publicly-funded, not-for-profit organization
which is a corporation, a co-operative, or government
agency;

• It uses inter-professional teams of providers
from various health and social disciplines, as well
as volunteers;
• It integrates, within the organization, primary clinical
care services with health promotion, health education
and community health and development programs;
• It has responsibility for an identifiable community,
to maintain or ameliorate the health and well-being
of its population, and thereby works in partnership
with other agencies providing health services as well
as agencies from other sectors (social services, justice,
education, etc.) in developing a healthy local community;
• It serves an identifiable community where individuals
and families have a sense of local identity and/or
collective empowerment and where they can participate
in local decision-making (this includes urban and rural
neighbourhoods or clusters of neighbourhoods as well
as communities of individuals with common
characteristics, such as youth, seniors, women
and other groups);
• It is governed by (1) a majority of locally
representative directors on a board of directors;
or (2) a board of directors of a broader health
network/region having an advisory committee made
up of a majority of locally-representative directors; and
• It remunerates the large majority of human resources
across all disciplines by similar funding arrangements
(e.g. salary, sessional fees and/or capitation) rather than
fee-for-service.

