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PReFAce

welcome to the 9th annual ocHARt (ontario community HIV and AIds Reporting tool) report:  
View from the Front Lines.

twice each year, the community-based HIV/AIds programs funded by the ontario ministry of Health and 
long-term care AIds Bureau and the Public Health Agency of canada (PHAc) ontario Region, AIds 
community Action Program (AcAP) are required to complete the web-based ocHARt. 

the data and information provided through ocHARt give funders the information they need to:

•     review the range of services provided
•    identify emerging issues and trends
•    inform planning
•    account for use of public resources.

ocHARt data analyses and reports also give community-based programs information about services, 
trends and client needs that they can use to improve existing services and plan new ones.

The PurPoses oF oChArT rePorTing

   ACCountAbiLity
the reports allow the programs, the AIds Bureau and the Public Health Agency of canada to check 
actual activity against program plans and logic models. they also provide information on how resources 
were used.

   PLAnninG
the reports may identify trends that can be used to adjust services or develop new services locally and 
provincially.

   QuALity iMProvEMEnt/EvALuAtion
the reports may provide information that programs can use to strengthen their services.



iii

How tHe RePoRt Is stRUctURed

1. HiGHLiGHtinG siGniFiCAnt CHAnGEs AnD trEnDs
The View from the Front Lines highlights significant trends from the OCHART data; however, additional 
data from ocHARt questions is available in a separate document on the ocHARt web site.

2. FoCusinG on tHE outCoMEs oF our WorK
Our 2013-14 findings are organized under the four anticipated short-term outcomes of community-based 
HIV services:

•   increased capacity of organizations and individuals
•   greater knowledge and awareness
•   improved access to services
•   increased community coordination and collaboration.

DATA LiMiTATions

ACCurACy AnD ConsistEnCy
this report relies on self-reported data provided by agencies. data are collected by a number of staff 
in the agencies, and there is always the potential for inconsistency (i.e., different definitions, different 
interpretations). over the past few years, ocHARt staff have worked closely with agencies to validate 
their data and identify data errors. We are confident that the data is becoming more accurate each year. 
In cases where we have discovered reporting mistakes, we’ve corrected them for the current year and – if 
applicable – for past years.

usE oF AGGrEGAtE DAtA
throughout the report we use aggregate data – rolling up responses from all contributing agencies to 
make inferences about overall levels of activity and trends; however, because of the different sizes of 
organizations, it is possible for reports from one or two large organizations to skew the data. Aggregate or 
average results may not reflect the experience of all agencies.

CHAnGEs in nuMbEr oF FunDED ProGrAMs
the number of programs that submit ocHARt reports can change from year to year: some programs 
are only funded for a certain number of years and some may close or cease to offer HIV-related services. 
However, in those cases, the funding for community-based AIds services is not lost to the system: it is 
reallocated to other programs, so ocHARt provides a picture of how the total amount of provincial and 
AcAP funding has been used each year.
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Prevention of Hiv 
transmission

improved health, well-
being and quality of life 

for people living with 
and/or affected by Hiv/

AiDs

strengthened capacity 
of communities to 

support people living 
with and/or affected by 

Hiv/AiDs

increased practice of 
healthier behaviours

(including harm 
reduction practices)

reduced stigma and 
discrimination

Enhanced engagement 
and inclusion

LonG
tErM
outCoMEs

intErMEDiAtE
tErM
outCoMEs

Over time, in conjunction with work in multiple other sectors, and influenced by environmental and structural factors, 
these contribute to long-term outcomes.

sHort
tErM
outCoMEs

All short-term outcomes collectively, in the context of other influences, contribute to intermediate outcomes.

increased 
knowledge and 

awareness

Education & 
prevention 
programs/
activities:

•  Workshops and 
presentations

• Outreach
•  Awareness 

campaigns
• Media coverage
•  Education materials 

and activities
•  IDU and substance 

use services
•  Harm reduction and 

safer sex programs, 
activities and 
materials 

increased access 
to services

Care, support 
and PHA health 

promotion 
programs/
activities:

•  Support services 
programs 

•  Resources for 
PHAs and priority 
populations

•  PHA education, 
leadership and 
capacity-building 
activities

•  Reach to priority 
populations

• Referrals

increased 
individual, 

organizational 
and community 

capacity

organizational 
& community 

capacity-building 
programs/
activities:

•  Organizational 
development 
services and 
resources

• Staff training
•  Volunteer 

programs and 
activities

•  Governance and 
management 
activities

•  Provincial resource 
activities

•  Priority population 
involvement

•  Evaluation 
activities

increased 
coordination and 

collaboration

Coordination and 
knowledge-sharing 

mechanisms/
practices:

•  Partnerships/
collaborations

•  Community 
development 
meetings

•  Inter-agency 
meetings

•  Community-based 
research

•  Knowledge 
translation and 
exchange activities

AGEnCy
LEvEL
outPuts

All work is expected 
to integrate GIPA/
MIPA principles, for 
both PHAs and 
others with lived 
experience

sYntHesIzed logIc model FoR commUnItY-BAsed 
HIV/AIds FUndIng PRogRAms In ontARIo
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new HIV dIAgnoses

the number of new HIV diagnoses in ontario 
have been decreasing over the past three years. 
In 2013, there were 827 new HIV diagnoses in 
ontario — down 7% from 886 in 2012.  the data 
presented in this section is provided by the Public 
Health ontario laboratory. 

HIV Epidemiology 
In Ontario

A person who is newly diagnosed with HIV may not have a new HIV infection, as diagnosis can occur years after infection. 
This category also includes people with HIV who have moved to Ontario and have tested for the first time in Ontario.

Figure 1 
nUmBeR oF new HIV dIAgnoses, ontARIo, 1985-2013
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new diagnoses

2013: 827
new diagnoses
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new HIV dIAgnoses BY 
PRIoRItY PoPUlAtIon

In terms of the populations most affected by HIV:

 the number of new HIV diagnoses in gay, 
bisexual and other men who have sex with 
men decreased slightly in 2013 to 487, and 
is consistent with a stable long-term trend. 
However, gay men still accounted for 59% of 
new diagnoses in 2013 — and have made up an 
increasing proportion of new diagnoses for the 
past several years.

 the number of new diagnoses in heterosexual 
people from countries where HIV is endemic 
— most of whom are part of African, caribbean 
and Black communities in ontario — has 
continued to decrease, with 125 new HIV 

diagnoses in 2013. this group now accounts 
for a smaller proportion of new diagnoses each 
year (15% in 2013 compared to 33% in 2006).

 the number and percent of new HIV 
diagnoses among heterosexual people from 
non-endemic countries has been stable or 
slightly decreasing over time.  In 2013, 30 
heterosexual people diagnosed with HIV were 
known to have a risk factor for HIV (High Risk, 
4% of all new diagnoses in 2013) while 95 
people did not (low Risk, 12%).  

 the number of new diagnoses in people who 
inject drugs (59 in 2013) has decreased over 
time and accounted for 7% of new diagnoses in 
2013.

these numbers are based on adjustments that 
account for HIV diagnoses where information 
about priority population is missing. 

Figure 2 
nUmBeR oF new HIV dIAgnoses BY PRIoRItY PoPUlAtIon, ontARIo, 1985-2013

Figure 3. 
PeRcent oF new HIV dIAgnoses BY PRIoRItY PoPUlAtIon, ontARIo, 1985-2013
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new dIAgnoses BY seX And 
RIsk FActoR

In terms of sex:
 In 2013, 686 new diagnoses were in males 

– similar to the 692 new diagnoses in 2012. 
of the 686 new diagnoses, 71% were msm, 
4% were msm who were also IdU,  6% were 
males from HIV endemic countries, 6% were 
IdU,  2% were heterosexual males with an 
identified risk factor (High Risk), 10% were 
heterosexual males with no identified risk 
factor (low Risk).

 141 were in females – down 27% from 
194 in 2012. of these 141 new diagnoses, 
57% were heterosexual females from HIV 
endemic countries, 11% were IdU, 12% were 
heterosexual females with an identified risk 
factor (High Risk), and 19% were heterosexual 
females without an identified HIV risk factor 
(low Risk). 

the largest decrease in new HIV diagnoses was 
in women. In 2013, women accounted for 17% of 
new diagnoses (down from 25% in previous years) 
while men accounted for 83%.

Figure 4 
new HIV dIAgnoses BY RIsk FActoR And seX ontARIo 2004-2013
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moRe dIAgnoses In oldeR  
Age gRoUPs

the greatest proportion of new HIV diagnoses 
each year are among males and females between 
25 and 34 years of age (31% for males and 
35% for females for 2010-2013). However, 
as the following charts illustrate, ontario has 
seen a steady increase in the proportion of new 
diagnoses each year among men and women 45 
years of age and older. 

Figure 5 
Age At tIme oF HIV dIAgnosIs BY seX, ontARIo 1985-2013
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BReAkdown BY etHnIcItY

Information on self-reported ethnicity is available 
for approximately 60% of new HIV diagnoses each 
year since 2009. when looking at breakdowns 
by ethnicity, it is important to keep in mind that 
breakdowns may be different for the 40% of 
people diagnosed with HIV whose ethnicity is not 
known. the following chart summarizes data from 
the 60% of people where self-reported ethnicity is 
available over a five year period (2009 to 2013).

overall in the province of ontario:
 the majority of new HIV diagnoses between 

2009 and 2013 are white (52%), followed by 
Black (25%). 

 the majority of new HIV diagnoses in men 
follow the same pattern.

 the distribution of new HIV diagnoses among 
females is different: most are Black (61%) 
followed by white (25%). 

 3% of the new HIV diagnoses between 2009 
and 2013 were in people who self-identified 
as being Indigenous (2% among males, and 4% 
among females). 

Figure 6 
PeRcent oF new HIV dIAgnoses BY etHnIcItY And seX, ontARIo 2009-2013
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chapters 1 to 5 describe the HIV programs. For 
information on HcV programs, see chapter 6. For 
a list of all funded HIV programs and Hepatitis c 
teams, see Appendices A, and c.

of the 73 organizations that provided HIV 
programs in 2014:

 59 are local or regional programs that provide 
direct services to clients in their geographic 
area

 14 are provincial programs (see table 1). of 
those: 

	   4 (Hemophilia ontario, ontario Aboriginal 
HIV/ AIds strategy [oahas], PAsAn and 
HAlco) provide direct services to clients 
across ontario. note:  because Hemophilia 
ontario and oahas have regional staff/
programs in different locations across the 
province, we have counted the activities of 
those programs in the regions where they 
are delivered. PAsAn and HAlco have 
only one office in Toronto so their activities 
are counted in that region.

	   10 provide capacity building — training, 
information and other services — to 
support local community-based AIds 
services and other organizations.  note: 
the activities of the provincial office of 
each population-specific strategy (ACCHO, 
gmsH, wHAI) are counted under capacity 
building services.

In 2013-14, the AIds Bureau and AcAP funded 
a total of 89 programs in 73 organizations to 
provide HIV services.

wHo we ARe And wHAt we do

Although the number of funded HIV programs 
increased (from 87 to 89), the total number of 
organizations funded (73) remained the same and 
included: 

For the first time, this View from the Front Lines 
also includes reporting from 20 Hepatitis c teams 
funded by the Hepatitis c secretariat of the 
ministry of Health and long-term care. multidis-
ciplinary and hep c care teams work closely with 
treating physicians, provide HcV care and treat-
ment, education, outreach, and support services. 

I. Increased Capacity of  
Organizations and Individuals

40 CoMMuniTY-BAseD  
hiV/AiDs orgAniZATions

22 non-AiDs serViCe
orgAniZATions 22

7 CoMMuniTY heALTh 
CenTres

oTher heALTh CAre
orgAniZATions 4

HIV programs are located across the province (see 
Figure 7 and Appendices A and c). HIV programs are 
funded to provide prevention, outreach and support 
services for people with or at risk of HIV, and their part-
ners and families.



Figure 7 
locAtIon oF FUnded PRogRAms
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					5
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HcV team: 1

CAPACiTY BuiLDing serViCes

											11
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HcV team: 1

norThern

										
									18
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cHc: 1
other Health care: 1
HcV team: 6
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TABLe 1 
cAPAcItY BUIldIng PRogRAms

ProVinCiAL orgAniZATions ThAT ProViDe CAPACiTY BuiLDing suPPorT

African and Caribbean Council on hiV/AiDs in ontario (www.accho.ca)
the African and caribbean council on HIV/AIds in ontario (AccHo) provides leadership in the response to HIV/AIds in African, 
caribbean and Black communities in ontario. this is done through coordination of the implementation of the AcB strategy, capacity 
development and community engagement, as well as research and advocacy. 

AiDs Bereavement and resiliency Program of ontario — ABrPo (sponsored by Fife house) (www.abrpo.org)
the AIds Bereavement and Resiliency Program of ontario (ABRPo) provides community-based AIds-serving agencies with concrete 
support in the area of AIds grief, loss, change and transition. ABRPo is a resource for ontario groups looking explicitly at the impact 
of AIds-related grief and loss. ABRPo helps assess and enhance individual and organizational resiliency in the face of these ongoing 
losses. 

Canadian AiDs Treatment information exchange (CATie) (www.catie.ca)
cAtIe is canada’s source for up-to-date, unbiased information about HIV and hepatitis c.  cAtIe develops and shares information 
resources, strengthens community capacity and networks, and connects researchers and service providers to inform each other’s work. 

Committee for Accessible AiDs Treatment (www.hivimmigration.ca)
the committee for Accessible AIds treatment (cAAt) is a coalition of affected individuals and organizations from the legal, health, 
settlement and HIV/AIds sectors committed to promoting the health and wellbeing of people living with HIV who are facing access 
barriers related to their status using the tools of education, training, research, service coordination and advocacy. 

gay Men’s sexual health Alliance (gMsh) (www.gmsh.ca)
the gmsH is a provincial network made up of front-line workers, researchers, public health, policy makers and community members. 
their work aims to respond to the sexual health needs of ontario’s diverse communities of gay, bisexual, and other men who have sex 
with men, and includes the development of resources, production of campaigns, and striking of working groups.  

ontario AiDs network (http://ontarioaidsnetwork.on.ca)
the ontario AIds network (oAn) is a coalition of people with HIV and AIds (PHAs), AIds service organizations and AIds service 
Programs who work collectively to provide a just, effective response to HIV and AIds, improve life for people infected with and af-
fected by HIV and AIds, and prevent the spread of the virus. 

ontario hiV and substance use Training Program – ohsuTP (sponsored by Fife house) (www.ohsutp.ca)
oHsUtP provides training to substance use, mental health and allied service providers in ontario, in order to increase knowledge of 
HIV/AIds and to promote skills development. 

ontario organizational Development Program (ooDP) (www.oodp.ca)
oodP responds to requests from  and provides service to AIds service organizations (Asos) and programs for long-term organiza-
tional development resources. 

Toronto hiV network (sponsored by the Toronto People With AiDs Foundation) (www.torontohivaidsnetwork.org)
the toronto HIV/AIds network (tHn) facilitates HIV/AIds planning, collaboration and innovation among organizations in toronto to 
improve access to programs and services for people from diverse communities living with, affected by and at risk of HIV/AIds. 

Women and hiV/AiDs initiative (WhAi) (www.whai.ca)
WHAI is an answer to community need for a flexible response to HIV/AIDS among women in Ontario that takes into account the 
structural and societal factors that make women vulnerable to HIV. this initiative, located in 16 AIds service organizations (Asos) 
throughout the province, is funded by the AIds Bureau of the ministry of Health and long-term care. 

ProVinCiAL orgAniZATions ThAT ProViDe DireCT serViCes To CLienTs

hemophilia ontario (www.hemophilia.ca)
Hemophilia ontario organizes several events annually to raise funds for and awareness of Hemophilia and bleeding disorders. 

hiV & AiDs Legal Clinic (ontario) hALCo (www.halco.org)
HAlco provides legal services to persons living with HIV/AIds in ontario that are relevant to their well-being and that enable them to 
participate fully in the communities in which they live.  

ontario Aboriginal hiV/AiDs strategy (oahas) (www.oahas.org)
oahas aims to provide culturally respectful and sensitive programs and strategies to respond to the growing HIV epidemic among 
Indigenous people in ontario through promotion, prevention, long term care, treatment and support initiatives consistent with harm 
reduction. 

Prisoners with hiV/AiDs support Action network (PAsAn) (www.pasan.org)
PAsAn provides HIV/AIds and HcV prevention education and support services to prisoners, ex-prisoners, youth in custody and their 
families. 
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FUndIng IncReAsed slIgHtlY 
In 2013/14

In 2013/2014, the AIds Bureau and AcAP 
invested a total of $29 million in HIV programs. 
compared to the previous year, AcAP funding 
stayed steady at 4.2 million while AIds Bureau 
funding increased by $100k. the AIds Bureau 
continues to be the primary source of base 
(operational) funding for community-based HIV 
programs, providing 49% of total funding for 
dedicated AIds service organizations and 37% 
of funding for other community-based programs 
in 2013/14. AcAP provides multi-year project 
funding.

In addition to AIds Bureau and AcAP funding, 
organizations report receiving an additional $21.9 
million from other sources—both government and 
non-government (see Figure 9)—down slightly 
from the previous year.

moRe FUndIng FRom otHeR 
goVeRnment soURces

In terms of other government funding sources, 
municipalities account for about 10% and other 
ministries and other ministry of Health and long-
term care programs account for 11% of total 
funding reported by organizations. In 2013/14:

 municipal funding dropped by $500,000; 
however, this change can be attributed to two 
non-Aso programs—one in the eastern region 
and one in the North—and does not reflect a 
general decline in municipal funding for HIV 
programs. 

 Funding from other ministries and other 
programs within the ministry of Health and 
long-term care increased. this trend may 
be due to community-based organizations 
developing stronger relationships with their 
local Health Integration networks (lHIns) 
and with other ministries (e.g. municipal 
Affairs and Housing).

Figure 8 
tRends In AIds BUReAU And AcAP FUndIng FoR commUnItY-BAsed HIV PRogRAms.
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FUndRAIsIng down slIgHtlY

the total of all non-government funding—fun-
draising, charitable foundations, private sector, 
trillium and United way—was down compared 
to 2012/13 (by about $750,000), despite the 
fact that it was a very strong year for fundraising 
for organizations marking milestone anniversary 
events. However, fundraising levels were similar 
to those in 2011/12, so the change may be more a 
rebalancing than a decline. 

the drop in fundraised dollars affects Asos and 
non-Asos because they are more reliant than 
cHcs and other health care organizations on 
donations and charitable funding. In general, it 
appears that non-Asos are more successful than 
Asos in obtaining funding from the United way 
while Asos are more effective in fundraising. the 
strong United way support for non-Asos may 
reflect the eligibility criteria for United Way fund-
ing and these organizations’ broader mission. 

competition for charitable giving in the commu-
nity-based sector continues to be fierce. Although 
organizations reported a significant increase 
in volunteer hours devoted to fundraising in 
2013/14, that investment did not appear to result 
in an increase in fundraising revenue over the last 
fiscal year—except in Toronto where the volunteer 
impact on fundraising appeared to be significant. 
the sector has been seeing a steady drop in pri-
vate sector donations over the past three years: a 
trend that has also been reported by other organi-
zations, such as the canadian Foundation for AIds 
Research, which rely on private sector donations. 
the drop may be due to the growing perception 
that HIV is solved or over. 

wHo mAkes tHe PRogRAms 
woRk?

community-based HIV programs rely on a mix of 
paid staff and volunteers. they also actively en-
gage peers—people with or at risk of HIV or from 
the same cultural communities as clients—in their 
work.

 445 paid staff. most HIV programs are 
relatively small. More than half have five or 
fewer staff and only 10 have more than 20 
staff.

 1438 peers (up from 1,378 in 2012/13). 
Fifty-two  programs reported engaging peers 
in education and community development 
activities (e.g. providing outreach [face to face 
and online], distributing resources, giving 
presentations and workshops, and developing 
and delivering awareness campaigns) . 
Organizations define peers in different ways. 

$750,000 
ALL non-goVernMenTAL FunDing

hours DeVoTeD 
To FunDrAising 
inCreAseD, BuT 
DiD noT APPeAr 
To resuLT in More 
FunDs Being 
rAiseD.

Figure 9 
All soURces oF FUndIng 2011/12 - 2013/14
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In some cases, peers are people living with or 
at risk of HIV. In others, they are people who 
share characteristics with target population(s),  
such as culture, language, gender, gender 
identity, sexual orientation, age or health 
status. 

 662 peers engaged in IDU Outreach. thirty 
two unique programs (5 AcAP funded) 
engaged peers in IdU outreach.  Although 
the number of new and active IdU peers 
was down slightly in 2013/14, they provided 
significantly more hours of practical assistance, 
community development, formal support 
programs and informal interactions with 
people who use substances. they also had 
twice as many contacts with people when they 
were distributing materials compared to the 
previous year. IDU peers are defined as people 
with lived experience of using substances. 

 6,887 volunteers (down from 8,173 in 
2012/13) contributed 264,998 hours of 
service – up from 253,159 in 2012/13. A 
little over one-quarter of volunteers were 
recruited through initiatives funded by AcAP.  
compared to previous years, volunteers 
provided more general office and clerical 
support (administration), fundraising, outreach 
and education/community development 
services and fewer hours of support for 
special events and practical support.  sixty-
eight programs reported using volunteers, 30 
of which have AcAP funding.

 194 students—the highest number since we 
began tracking the program—provided 52,288 
hours of service. students assisted mainly 
with education and community development.

Progress on giPA/MiPA 

over the past few years, with the leadership of the 
oAn, organizations have been more focused on the 
greater and meaningful involvement of people with or at 
risk of HIV:

 77 of the 89 programs reported involving members 
of their target populations in their work.

 the most common activities were: program/service 
planning (95%) and recruiting people to volunteer 
(90%).

 the least common were: focus testing (62%), staff-
ing (66%), recruiting people for paid positions (78%) 
and governance (79%).

 the proportion of programs reporting having mem-
bers of target populations on staff has dropped over 
the past two years.

The eConoMiC iMPACT oF VoLunTeers 

community-based HIV/AIds organizations depend on 
volunteers to fulfill their mission. In 2013/14, volun-
teers provided $5.1 million of in-kind labour (up slightly 
from $4.9 million in 2012/13 and similar to the $5.08 
million in value reported in 2011/12). to calculate the 
economic impact of your volunteers, see Appendix d for 
the formulas.

 sPoTLighT: IdU PeeRs

662 ACTiVe Peers 
down FRom 697 In 2012/2013

86 neW Peers 
down FRom 143 In 2012/2013

39,258
InFoRmAl 

InteRActIons 
UP FRom 24,418  

In 2012/2013 

52,702
mAteRIAls 

dIstRIBUted 
UP FRom 29,551 

In 2012/2013 

iDu Peers Are inCreAsing CLienT 
ConTACTs in...

CoMMuniTY DeVeLoPMenT
					2,774(2013/14)	
				2,009 (2012/13)

ForMAL ProgrAMs
										2,580 (2013/14)	
					1,877 (2012/13)

PrACTiCAL AssisTAnCe
																8,637 (2013/14)
							3,677 (2012/13)

(Number of client contacts by peers.) 

Note: there may be some overlap in these figures as the definition 
of “volunteer” is not clear: some agencies may also count 
students and some peers as volunteers. 



Figure 10 
wHo mAkes tHe PRogRAms woRk?

445 PAiD sTAFF

6887 VoLunTeers

	264,998 HoURs

194 sTuDenTs 

	52,288 HoURs

1438 Peers 

engAged In edUcAtIon And 
commUnItY  deVeloPment 

ActIVItIes

662 Peers

engAged In
IdU oUtReAcH
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FIGURE 11 
TRENdS IN VOLuNTEER HOuRS/SERVIcES  
N= 68 uNIquE pROgRaMS (INcLudINg 30 acap FuNdEd pROgRaMS)

HOW dId WE ENHaNcE THE 
capacITy OF THE pEOpLE aNd 
ORgaNIzaTIONS dELIVERINg HIV 
SERVIcES?

To fulfill their missions, community-based 
organizations must continually enhance their 
capacity as well as the skills of their staff, 
volunteers and peers.

Building Staff Skills

When it comes to staff training, funded 
organizations invest mainly in skills building 
programs and administrative training. Note: 
the “other” category includes health and safety 
training, stress reduction and a wide range of 
skills building such as: research interviewing 
training, breastfeeding initiatives, gender identity 
and clear communications. In terms of skills 
building, in 2013/14, front-line agencies focused 
mainly on ensuring staff had more training on 
addictions, harm reduction and substance use. 

FIGURE 12 
TraININg STaff receIved 2011/12-2013/14: 
TOTaL pROgRaMS REpORTINg = 89

* See appendix e for list of other
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Challenges to Maintaining and enhancing 
Capacity

organizations told us that building and 
maintaining capacity is a challenge because of: 
stigma, lack of funding and other resources, 
human resources issues (i.e. relatively high 
turnover in the field), transportation costs, lack of 
knowledge, competencies and skills, and lack of 
support from other agencies.

Building Capacity in hiV Programs

ontario’s HIV programs strive to provide 
effective services and have impact.  ten capacity 
building programs provide training, information 
and other services to support local community-
based AIds services and other organizations.  

using evaluation Findings to Build Capacity 

All organizations monitor and evaluate their 
programs, and use the information to improve 
services and enhance capacity. the most 
common ways to assess the programs are 
informal – staff meetings, informal client 
feedback and client complaints – followed by 
routine data collection through service data, 
client satisfaction surveys and performance 
reviews. In terms of their education programs, 
almost 70% of organizations assess their impact 
on participants’ knowledge while just over half 
assess for any impact on behaviour. It may be 
that agencies need different evaluation tools or 

Figure 13 
RePoRted BARRIeRs to deVeloPIng, mAnAgIng And delIVeRIng seRVIce 
(InclUdIng 30 AcAP FUnded PRogRAms)

In 2013/14, as a result of their monitoring and 
evaluation, organizations reported that they 
are taking a number of steps to make their 
programs more effective:

 DeVeLoPing sTrATegiC PArTnershiPs

“Based on mental health support needs identified by some 
clients, we have entered into a new strategic partnership 
with CMHA in our region to increase our capacity to 
support mental health issues and to increase CMHA's 
capacity to address HIV and sexuality issues in their 
programming.” 

“The Prevention Program identified a gap in services 
for heterosexual ACB men in the GTA. We developed 
partnerships with ASOs, schools and community service 
providers to deliver programs to young and adult men in 
schools, community centers and federal male prisons.”

“We are organizing more collaborative partnerships around 
safer sex work and programming for this and next year, 
with sex workers, service providers and academic partners. 
Sex workers are contributing to the development of local 
area specific support material.” 

“Key areas … are: building partnerships with the long term 
care and geriatric sectors, the need to expand the number 
of high support housing beds, develop a common platform 
for communication of client information, advocate for 
case management models for people living with HIV who 
have complex care issues, work with allied community 
health partners to develop a population health-based 
model of care and service for all people living with HIV, 
which embeds a commitment to HIV specific clinical and 
community  knowledge, experience and best practices.” 

they need to check in with participants several 
months after the training to be able to assess 
impact on behaviour.
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 engAging hArD-To-reACh 
PoPuLATions 

“After View from the Front Lines indicated an increase in 
youth seroconverting in the Eastern half of the province, we 
networked with other agencies serving positive youth, which 
led to expanding our online programming for youth [our 
region] (with the funder's consent)."

“We increased outreach to migrant farm workers in English 
& Spanish after noting significant interest at public festivals.”

“We are intensifying our development of French language 
materials to accommodate our French language clients.” 

 reDesigning WorkFLoWs

“We recently completed a four-year evaluation of [program 
name] [and, as a result] have decreased the number of shifts 
each week.”

“In response to clients dissatisfied with long wait times for 
service we implemented an extended Intake appointment 
with all clients close to the time they call in for service.  As 
a result clients are no longer waiting before being able to sit 
down with a counsellor and identify the concerns bringing 
them to counselling.”

tAkIng AdVAntAge oF 
cAPAcItY BUIldIng PRogRAms

organizations make good use of the province’s ca-
pacity building programs. over the past two years, 
the capacity building organizations themselves 
reported providing a significant number of capac-
ity building, kte and mentorship/coaching presen-
tations. organizations are building skills in dealing 
with grief and loss, implementing gIPA and mIPA, 
and boundaries. At the same time, people living 
with HIV are building leadership skills. (See figure 
15.)

the vast majority of presentations made by the 
capacity building programs targeted front line 
workers and executive directors. some targeted 
strategy workers and some targeted other (non-
HIV) service providers or public health profession-
als. As would be expected, a significant proportion 
of leadership presentations targeted people living 
with HIV.

 ChAnging serViCe DeLiVerY

“We have many patients who do not have a family 
physician. Patients feel comfortable here at our 

clinic and have built trust with our staff so we sought out the 
services of a physician who will work at our clinic one day a 
week to provide non-HIV related health care.”

“One significant change is a Safe Needle Pick-up [developed] 
in response to First Nation Communities request for 
assistance with needles being found in their communities.” 

“The results of our Bar Outreach Survey indicated that 
people would prefer accessing sexual health information and 
resources (i.e. pamphlets/condoms/etc.) in private locations.  
The survey also indicated that people would prefer not to be 
approached to discuss sexual health-related topics by ASO 
staff in bars. Given this, we are focusing our bar outreach 
activities on community development with bar owners/
managers to develop relationships to support placing 
materials in bathrooms and other, more discreet locations.” 

	ProViDing More serViCes For TrAns 
PeoPLe

“Increased support for individuals exploring gender has 
resulted in increased volunteer-led programming and 
increased outreach and education with service 
providers regarding needs of trans individuals 
within and independent of LGBT community.” 

six capacity building organizations receive AcAP fund-
ing. they reported providing 89 presentations (related 
to capacity building, kte or mentorship) to a total of 
796 participants. of those, 394 participants reported a 
change in knowledge and 361 reported changing behav-
iour based on what they had learned.

83%
or 394 of 471 

PArTiCiPAnTs 
rePorTeD 

knoWLeDge 
ChAnge

75%
or 361 of 476 

PArTiCiPAnTs 
rePorTeD 
BehAVior 

ChAnge

CAPACITY BUILDING 
PRESENTATIONS (ACAP)
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Figure 14 
cAPAcItY BUIldIng PResentAtIons And PARtIcIPAnts BY FUndeR 2009/10-2013/14 
(InclUdIng 30 AcAP FUnded PRogRAms)

Figure 15 
FocUs oF cAPAcItY BUIldIng PResentAtIons 

Note: The number of grief and loss presentations is high because the program can do up to 6 sessions per worker.
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cAPAcItY BUIldIng 
conFeRences And 
woRksHoPs tARget 
AdmInIstRAtoRs And FRont 
lIne woRkeRs

capacity building organizations reported 
organizing or being involved in 27 conferences 
and workshops over the year, which reached 
1,280 participants. About one-third (9) focused 
on organizational skills, such as human resources, 
board skills and fundraising; the rest aimed to 
improve service delivery skills. most capacity 
building workshops were short (under 2 hours) 
one-time events.

the number of capacity Building Program-led 
awareness campaigns decreased from 7 to 6 
whereas the number of meetings doubled.  the 
increase in meetings can be attributed to one 
campaign (gmsHA – our Agenda).

2012 nuMBer oF CAMPAigns: 7 
PLAnning MeeTings: 53

nuMBer oF CAMPAigns: 6 
PLAnning MeeTings: 104 2013

Figure 16  
locAtIon oF cAPAcItY BUIldIng PResentAtIons 

Capacity Building occurs Across the Province

most capacity building workshops and programs take place in toronto – likely due to the large number 
of organizations in toronto and the fact that it is often cheaper to bring participants to toronto than to 
travel to smaller centres. despite that, capacity building events occurred in all lHIn regions in each of 
the last two years.

BUIldIng cAPAcItY In otHeR 
oRgAnIzAtIons

In addition to building their own capacity, 
HIV organizations work to enhance other 
organizations’ capacity to understand HIV issues 
and provide culturally appropriate services. 
they use a number of strategies – presentations, 
reports, brochures, newsletters and web sites – 
to share knowledge with other groups, including 
governments and other community-based 
organizations. 
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FIGURE 17 
TYPE of CaPaCiTY Building PrEsEnTaTions 2012/13-2013/14

FIGURE 18 
How knowlEdgE is sHarEd wiTH oTHEr grouPs 
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BuiLDing CAPACiTY WiThin 
CAPACiTY BuiLDing 
orgAniZATions

the capacity building organizations themselves re-
ported working to enhance their own capacity by, for 
example, developing new training tools and workshops 
and different ways of working: 

 CoLLABorATing WiTh one AnoTher AnD 
WiTh The hiV ProgrAMs

“We are working on developing the next ACB-specific HIV-
related provincial campaign more collaboratively with the 
agencies and the workers.”  

“We completed a specific training in partnership with 
[federal partner] for ethno-specific people with HIV 
who are working in ASOs. For this training, four [of our] 
facilitators partnered with four [federal partner] PHAs 
who had graduated from our previous PHA Facilitator 
trainings.” 

 resPonDing To neW TrAining neeDs

“Due to recent changes in federal immigration and 
refugee legislation, we're in the process of developing—in 
partnership with [2 of our partners]—an HIV/AIDS and 
Immigration Service Access training manual for service 
providers.” 

“We have developed and piloted a new workshop on 'self 
care when working from a harm reduction framework' that 
participants have positively responded to.” 

“We have developed a 'train the trainer' resource on the 
link between gay men's sexual and mental health, which 
gay men’s programs will deliver to mental health services 
throughout Ontario.” 

“We were pleased to launch our OSAT Tool pilot project 
with three ASOs across the province.” 

WhAT CAPACiTY BuiLDing 
orgAniZATions ToLD us ABouT Their 
ChALLenges AnD suCCesses

challenges:

 resourCe ConsTrAinTs

“Planning provincial events requires a lot of resources, 
which is hard to justify for shorter (i.e. half-day or less) 
events. When we launched [a report/event] there was 
no other provincial event we could 'piggy back' on, so we 
hosted a Toronto-based event and invited a limited of 
[our target population] people living with HIV from across 
Ontario. We are complementing this event with smaller 
regional events."  

 TiMe ConsTrAinTs

“It's an ongoing struggle-  how to make a difficult 
challenging topic manageable in short 1/2 day sessions or 
conference presentations” 

 sTAFF AnD Peer TurnoVer

“As we invest in training and building the capacity of our 
peers, we also face the problem of turnover. When people’s 
life situations change, their engagement and commitment 
changes. The positive is that our peers have the capacity to 
move on to better opportunities, the negative is that we lose 
the peer we have invested in and have to start the process 
once again.” 

 DeVeLoPing MeAningFuL ConTenT

“It seems that participants don't feel they have a "say" in 
workshop content even though they are given evaluations 
at the end of each workshop that asks for future topics. To 
supplement this, quick email surveys asking for hot topics 
will be sent to each group prior to the workshops” 

successes:

 neW resourCes

“Resource development – [our organisation] collaborated 
on the development of the CHABAC/HALCO resource 
"Questions to Ask Your Lawyer" for refugee claimants, 
which was developed to help support PHAs across the 
country….[Our organisation] is currently working with 
HALCO to develop a resource for service providers whose 
clients have  been (or may be) served with deportation 
orders; this resource should be completed at the beginning 
of the 2014-2015 fiscal year.”  

“We created a video resource to document successes of 
meaningful peer involvement through our Turning To One 
Another network.”
 
 MeAningFuL engAgeMenT

“[Our organisation]  completed a series of site visits to 
agencies. These visits have provided insight into issues 
that agencies face at a local level.” 

“We are providing more program planning support to ASOs 
which reflects their growing capacity to use OCHART data 
in their planning and to consult with community to ensure 
their services reflect community needs.” 

 sTronger reLATionshiPs

“Our networking and committee work keeps doors open 
for training opportunities and builds our reputation as a 
go-to source for information about HIV, Hep C, 
substance use and harm reduction.” 



21

the AIds Bureau also supports two other groups 
of workers and organizations who provide 
ecuation services to specific populations:

 services that focus on Indigenous people 
including the ontario Aboriginal HIV/AIds 
strategy (oahas), two-spirited People of 
the First nations, nishnawbe Aski nation, 
Association of Iroquois and Allied Indians, 
Union of ontario Indians and waasegiizhig 
nanaandawe'iyewigamig.

 20 organizations that are specifically funded 
to provide IdU outreach as well as 16 other 
organizations that report providing IdU 
outreach services.

tRends In edUcAtIon 

PResentAtIons 2013/14

 the total number of presentations is down 
compared to previous years —  from 3,646 to 
3160 — mainly due to more accurate record 
keeping at one agency.

 the total number  of AcAP-funded 
presentations is up significantly (from 822 to 
1102) – mainly due to the fact that a number 
of programs funded in 2012/13 are now in 
their second year.

Virtually all organizations funded by the AIds 
Bureau and AcAP are involved in education, and 
most offer some outreach services. over the 
past few years, community-based programs have 
been asked to focus their education and outreach 
programs on the populations most affected by or 
at risk of HIV. 

In 2013/14, organizations reported employing 
445 staff, many of whom are involved in education 
activities.

In addition, the AIds Bureau also funds three 
population-specific initiatives that support 
workers across the province who focus on the 
education needs of specific populations affected 
by HIV:

 the gay men’s sexual Health Alliance 
(gmsHA) 

 African, caribbean and Black (AcB) strategy 
workers

 the women & HIV/AIds Initiative (wHAI).

II. Greater Knowledge and  
Awareness

the goal: to increase knowledge and awareness of HIV, 
promote healthier behaviours and ultimately prevent 
the transmission of HIV and/or improve the health, 
well-being and quality of life for people living with and/
or affected by HIV/AIds.

ToTAL nuMBer oF 
PresenTATions 

ToTAL nuMBer  oF ACAP-
FunDeD PresenTATions  280

486
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 the average ratio of participants to 
presentations is declining over time. Is this 
because people prefer to receive education 
through a different medium? or is this 
because of the change in focus for education 
programs (i.e. targeted to people at risk) 
which may mean smaller groups/audiences? 

 Health service agencies and schools are still 
the most common locations for presentations.

 there were more presentations at faith 
organisations as a result of the partnership 
building that AcB strategy workers have been 
doing in their communities. 

wHo ARe we tAlkIng to?

community-based HIV programs have been asked 
to focus their education programs on priority 
populations. despite that directive, the top 
three target audiences for AIds Bureau-funded 
presentations continue to be: practitioners, 
professionals and service providers; students; 
and the general public. even so, the number of 
presentations where those groups were the 
most reported audience dropped significantly in 

2013/14. At the same time, we saw an increase in 
the number of presentations to: people living with 
HIV; African, caribbean and Black communities; 
Indigenous people; and people who use drugs. It 
therefore appears that organizations are talking 
more to priority populations.

Figure 19 
nUmBeR oF edUcAtIon PResentAtIons And PARtIcIPAnts BY FUndIng soURce
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Is ResPonsIBIlItY FoR 
edUcAtIon PResentAtIons 
sHIFtIng to stRAtegY 
woRkeRs?

Although most education presentations are still 
given by general staff in the funded organizations, 
in 2013/14, we saw a decrease in the number 
of presentations given by general staff and an 
increase in the number given by AcB and gmsH 
workers. A significant proportion of the increase in 
AcB presentations was due to one ottawa-based 
program giving more presentations to students. 

the seven Indigenous organizations funded by 
the AIds Bureau and AcAP continue to give a 
substantial number of presentations each year.

Figure 20 
Intended AUdIences 1 And 2 BY FUndeR FoR toP FIVe edUcAtIon ActIVItIes 

PriVACY iMPorTAnT To Men Who hAVe sex WiTh Men

Presenting to gay, bisexual, and other men who have sex with men is challenging in many regions as they lack 
gathering spaces and/or this population is hidden.  one-on-one  education and outreach  remains a very important 
activity for gay men’s strategy workers.

Figure 21 
nUmBeR oF PResentAtIons BY woRkeR 
tYPe FY 2012-2013
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edUcAtIon stAFF contInUe to 
tAlk to PRActItIoneRs – BUt 
FocUs Is sHIFtIng

to assess the overall impact of presentations 
given by education staff (i.e. not gmsH, AcB or 
wHAI strategy workers), we tracked the number 
of times they selected an audience as “A” or “B” 
for a presentation. Although most presentations 
still target practitioners, professionals and service 
providers, we did see a distinct drop in 2013/14. 
we also saw a jump in presentations targeting 
people who use drugs and people living with 
HIV. However, the large number of presentations 
to professionals and practitioners may be an 
indirect way to reach members of priority 
populations. connecting with professionals and 
practitioners who have established relationships 
or connections with a target population may 
provide access to priority populations.  

stRAtegY woRkeRs ARe 
tAlkIng to PoPUlAtIons At 
RIsk

Figure 22 shows the top three audiences for each 
group of strategy workers. their presentations 
mainly target the populations they are trying to 
reach. of all the strategies, the wHAI workers 
recorded the largest number of presentations to 
practitioners, professionals and service providers, 
which is the wHAI mandate: enhancing the 
capacity of other organizations to serve women 
with or at risk of HIV. note: the shift by AcB 
workers from service providers to students was 
driven by one new program in ottawa and the 
Eastern Region and may not reflect audience 
trends in all parts of the province. 

Figure 22 
toP tHRee AUdIence  PoPUlAtIons ReAcHed BY PoPUlAtIon-sPecIFIc woRkeRs
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	EDUCATION PRESENTATIONS: 
TOP 4 LOCATIONS

wHAt edUcAtIon ARe PeoPle 
wItH HIV ReceIVIng?

People living with HIV play an important role in 
HIV prevention. to help them reduce the risk of 
HIV transmission and protect themselves from 
being co-infected with other sexually transmitted 
infections (stIs) or blood borne illnesses like 
hepatitis c, Asos use a number of different 
strategies, including education and poz prevention 
groups. 

In 2013-14, organizations reported giving a total 
of 418 presentations to people living with HIV (up 
38% or 117 from 2012-13). most of this increase 
occurred in the toronto region. Presentations 
were primarily given by general prevention 
workers, followed by African, caribbean and Black 
workers, and gay men’s sexual Health workers. 

FocUs oF edUcAtIon FoR 
PeoPle lIVIng wItH HIV

2012 2013

Population 
Specific Issues

sTis/safer sex

Living with hiV hiV/AiDs in 
the Workplace

other Population 
Specific Issues

It is encouraging to the see the focus on stIs 
and safer sex, given the marked increase in 
bacterial stIs — particularly in gay men with HIV. 
It is also encouraging to see the focus on HIV in 
the workplace, given that most people recently 
diagnosed with HIV will stay in the workforce.

wHAt ARe we tAlkIng ABoUt?

thirty years into the response to the virus, HIV 
101 continues to be the most common topic. 
why? Has “HIV 101” become a catch-all for 
presentations for people at risk? what does it 
include? does ocHARt provide the right topic 
options?

the only topics that saw an increase in 2013-
14 were stigma/discrimination and diversity, 
anti-oppression and cultural competence. 
these increases can be attributed to one 
Indigenous-focused program and wHAI worker 
presentations.
 
wHeRe ARe PResentAtIons 
delIVeRed?

the number of presentations given at health and 
social service agencies and in schools dropped 
in 2013-14 while the number delivered at Asos, 
community centres and faith organizations 
increased. 
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tRends In one-on-one In-seRVIce edUcAtIon

Presentations are not the only way to deliver education or to measure the impact of education programs. 
Workers spend a significant amount of time delivering one-on-one education. Questions about one-on-one 
education have only been asked for two years so there are still some challenges with reporting. However, in 
2013/14:

Figure 23 
toP sIX PResentAtIon locAtIons BY FUndeR 2012/13-2013/14
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Figure 24  
wHo do dIFFeRent woRkeRs edUcAte, And ABoUt wHAt?
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WhAT You ToLD us ABouT BArriers To 
eDuCATion AnD hoW To oVerCoMe 
TheM

 reAChing hiDDen PoPuLATions

“[In our region] there is a lack of local relevant information 
on gay/bisexual/MSM populations. This is a hidden 
population – the barriers include lack of dedicated space 
where men congregate (i.e. no designated bars, bath houses), 
diversity of group with age and interests, secrecy of MSM 
and hidden nature of the population. The agency continues 
to be a part of the GMSH’s working group of rural men’s 
outreach and network with ASOs and outreach workers with 
similar barriers. The agency is also exploring undertaking 
research with other [ASOs] with the help of the OHTN to 
better understand the needs of this population.”

“Other barriers include not wanting to be visible to others 
when accessing programs in a known ASO.” 

 sTigMA – inCLuDing sTruCTurAL sTigMA

“The idea of HIV being a conspiracy or some sort of 
population control method can become a barrier to the 
workshop presentation as it comes up and takes up already 
limited space in a 90 minute workshop.  As it relates to the 
stigma surrounding the topic, it’s not something that can 
easily be passed off, and so it is important to spend time 
addressing it when it does arise.” 

“We have experienced some challenges in the public 
school board re: distributing safer sex resources (condoms) 
of late. We have encountered this type of resistance in 
the separate school board (Catholic board), however such 
resistance has been exceptional in the public board. At this 
juncture we will continue to monitor the lay of the land to 
see if there is any pattern or if we can confidently identify 
a trend in terms of shifting attitudes towards condom 
distribution in the local public schools.” 

“Homogeneity – addressing and naming stereotypes and 
oppression during workshops, helping youth unlearn 
oppressive attitudes through critical thinking."

“Another barrier to education is the criminalization of sex 
work which impacts who is able to provide education and 
what types of information can be discussed.” 

“Stigma continues to be a barrier. We have to introduce our 
training in other ways without mentioning HIV as people 
get put off by the “HIV” topic. Screening a video which is 
educational and entertaining allows us to talk about HIV."

	LACk oF resourCes

“Limited staff capacity remains a barrier in terms of being 
able to offer frequent and ongoing education. We are 
working to revive our Speaker’s Bureau and engaging trained 
volunteers in education efforts.” 

“Despite the fact that WHAI coordinators are trusted with 
developing workshops, webinars and providing information 
directly to service providers, we lack the ability to develop 
our own resources, which can be tailored to our community’s 
questions, needs, and issues…we need to make sure that the 
information is not misinterpreted.”

 DisinTeresT

“HIV is not seen as a “huge issue” in the mind of high-risk 
youth – seen as treatable, so why take precautions!” 

“The Multicultural HIV Prevention Coordinator has  found 
that older generations of ACB community 
members do not have an interest in discussing HIV/
AIDS related topics.” 

WhAT is ChAnging ABouT our 
eDuCATion ProgrAMs? eMerging 
TrenDs AnD innoVATions

 neW PArTnershiPs—soMeTiMes WiTh 
unLikeLY PArTners—heLP ProgrAMs reACh 
neW AuDienCes

“We were able to hold a Clergy Café on the Role of Faith 
Communities Responding to HIV/AIDS in [our region}.  
Since the café had 42 attendees, we have had follow-ups 
with those who attended, to bring workshops and speaks 
to their faith houses.”  

“[We held] three HIV/AIDS related presentations at 
mosques. We are also proud to have 2 Imams who continue 
to work with us in delivering these educational presentations 
and who are active members of an advisory group.” 

“We were able to reach 25 churches and more than 1000 
congregation members as a result of our work with faith-
based leaders.”

“We were asked to present in more [regional] rural 
communities we have not visited before.”

“The Girl Guides contacted the HIV/AIDS department and 
requested that we provide workshops to their age group of 
13 to 17.  The leader identified that the Girl Guides were 
receiving many referrals from the community for youth who 
were struggling and facing barriers in hopes that the Girl 
Guides could provide a sense of community membership. 
As a result, the leaders were faced with challenges that 
were new to them, including sexual and gender identity, 
pregnancy and a need to be able to address sexual health 
needs.  The fact that mainstream organizations, when 
faced with an increase in diversity of youth accessing their 
services, respond by reaching out toward educators for ways 
to make services more inclusive, is enormously positive.” 

 innoVATiVe resourCes

“[A] second group of 4 videos will be available in August and 
includes: HIV and LTC – Mental Health, Substance use and 
Addiction, Complex Care, and Pharmacy.  This project has 
addressed a gap in HIV and LTC training for frontline staff 
caring for PLHIV and pre-media launch requests for videos 
are coming in from across the country from urban centres to 
remote rural locations.”
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 More inTeresT in DiVerse ToPiCs

“Engaging youth-at-risk in workshops: integrating consent, 
body image, gender pressure, efficacy into workshop 
activities and discussions.” 

“Another success we are seeing is the increased diversity 
of the presentation topics.  The education work is 
incorporating HIV/AIDS basics as a foundation and 
coupling it with other topics expanding into social 
determinants and gender violence.” 

“There has been increasing interest in topic-specific 
workshops such as trans training and harm reduction.” 
“[We] organized a public forum which included a workshop 
addressing violence against transwomen, 2-spirited people, 
LGBTQ and sex working women.  This event strengthened 
connections and partnerships with Indigenous, Trans and 
Two-Spirited communities.” 

 More MeAningFuL Peer inVoLVeMenT

“The digital stories and sharing of personal stories verbally 
are always a huge success.  It is through these stories that 
workshop participants best increase their understanding of 
the impact of stigma of people living with and/or affected 
by HIV/AIDS.  Having workshops facilitated by youth peer 
facilitators allows participants to develop a rapport more 
easily as the information, although heavy at times, is given 
to them through someone who is reliable and is seen as 
similar to them.” 

“The Young, Poz and Sexy groups along with the Speakers 
series have effectively engaged PHAs in conversations 
with one another about the psycho-social aspects of being 
HIV+.” 

“More targeted programs, services and resources for 
newcomers.”

“Education to Caribbean migrant workers has led to 
greater access to public health services by members of this 
population.” 

“Many of our workshops in ESL classes were HIV 101, 
along with recruiting participants for our World AIDS 
Day event…we secured funding from [regional funding 
source] to cover printing costs for 4,000 copies of a new 
Pride Paper Game in advance of World Pride. We believe 
that these will be useful to facilitate discussion among 
newcomers, as the focus is on extending the Canadian 
values of diversity and inclusion to sexually and gender 
diverse populations.”  

 More engAging ProgrAMs AnD 
resourCes

“TLC (toys, lube and condoms) Sex Shows – a 
collaboration between our Education Department and a 
local sexologist – have continued to demonstrate success 
in engaging students on campus at [the local university] 
and also at [the local college].”

“The socialite411 program continues to provide very 
informative sessions and a space where camaraderie exists.” 

 inroADs WiTh The MeDiA

“We were invited to present to 24 newspaper editors from 
across Ontario on the topics of HIV stigma as it impacts 
people living with HIV, and people and populations most 
affected by the virus.  The presentation led to an 
editorial in our local paper about these issues, and 
a commitment to do better in regards to coverage 
of HIV and key populations.” 

oUtReAcH PRogRAms

Note: This section of OCHART reports non-IDU outreach. For 
the activities of the 38 programs that provide outreach services 
to people who use substances, see page 34.  

key Trends:

 137,923 brief contacts in 2013/14, similar to 
2012/13

 more brief contacts through AcAP funded 
programs (29,653 vs 10,571 last year)

 gay, bisexual and other men who have sex 
with men were still the main target for brief 
outreach but now account for only 30% of 
contacts (compared to 46% last year)

 11% more brief contacts with people who use 
drugs – mainly due to one organization. 

   Fewer significant outreach contacts were 
made with every population however the 
biggest declines were with people who use 
drugs and incarcerated people and people 
living with HIV. 

 
 

Significant face-to-face outreach contacts require 
a two-way, in-person interaction between agency 
staff/volunteers and a member of the target 
population. Brief contact does not involve a two-way 
interaction but may include people taking material like a 
pamphlet at event  booths.
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Figure 26 
BRIeF oUtReAcH contActs BY PoPUlAtIon 2012/13-2013/14* 

Figure 25 
toP 2 BRIeF oUtReAcH contActs  
RePoRted  2013/2014
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FIGURE 27 
significant changes in face-to-face outreach locations 2013/14

BARS/NIGHTCLUBS

5115
DOWN FROM 9127

SHELTERS

271
DOWN FROM 1410

CORRECTIONAL FACILITIES 

3556 
DOWN FROM 6215

COMMUNITY PUBLIC SPACES 

14601 
DOWN FROM 18652 

CLINICS/HEALTH CENTRES

3343
UP FROM 2477

FAITH ORGANIZATIONS

5284
UP FROM 1837



OCHART | VIew FRom tHe FRont lInes 32

Is socIAl medIA woRkIng?

Programs are posting Youtube videos on a range 
of topics including the services they provide, 
awareness campaigns, speakers bureau and 
coverage of events such as taste for life and 
world AIds day. Although there were more 
videos posted in 2013, there were dramatically 
fewer views.

Videos are more economical to produce and 
disseminate using Youtube. the most-viewed 
videos were those that had stories involving 
people — which may be more engaging 
and are shared more.  examples include: 
Unlocking HIV Film documentary (https://
www.youtube.com/user/UnlockingHIV) or the 
River of Healing http://www.youtube.com/
watch?v=8867y_9Fnd8) with more than 2,000 
views. Videos of services and programs offered, 
awareness and event highlights were the least 
viewed. It is unclear whether low viewership 
is because videos have not been promoted 
or labelled in an interesting way, or whether 
Youtube may not be the ideal medium for this 
type of information.

while the number of Facebook likes and twitter 
followers went up in all regions, we still don’t 
have a good sense of who follows Asos or the 
impact of their social media. comprehensive free 
analytics program for social media are no longer 
available online. this barrier to information 
prevents programs and the sector from 
understanding what works and where to invest 
their social media resources. 

 soCiAL MeDiA: ActIVItY 
Vs. oUtcome

PosTs 

92   325

CoMMenTs 

58   302

2012/2013  2013/2014

PosTs 

10978    12943  

inTerACTions 
37509   43680

siTes PArTiCiPATeD in 

128   466

inTerACTions 

6012   4202

TWeeTs 

8283   9035

reTWeeTs 

4623   4885

uPDATes / neW Pgs 

840   19879

uniQue VisiTors 

807434  3336882

ViDeos PosTeD 

41   58

VieWs 

53617   19736 
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moRe PRogRAms UsIng socIAl medIA

the number of programs posting Youtube videos is up 50%; the number in online chatrooms or on 
dating sites – where outreach is likely to be most effective – increased only slightly.

ProgrAMs using MeDiuM in 
2012/2013

ProgrAMs using MeDiuM in
2013/2014

Blogs 	9 	10

Facebook 	42 	43

online chatrooms, 
dating sites, etc. 	18 	21

Twitter 	28 	30

Website 	31 	34

Youtube 	14 	21

Figure 28 
socIAl medIA ActIVItIes BY FUndeR 
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You ToLD us ABouT eFFeCTiVe ouT-
reACh sTrATegies

	
 Working WiTh TrADiTionAL PArTners

“We are working with public health, law enforcement and 
drop-in/shelter operators to educate service users on proper 
equipment disposal.”  

“We are working with the Crystal Meth Coalition.” 

“[We] will run a pilot project over the summer that engages 
four youth who will deliver harm reduction information and 
some supplies to other at risk youth.”

“We are continuing to work with the police on education and 
effectively working together to support our clients.” 

 reAChing ouT Through neW PArTners

“Increased number of ACB-owned small businesses on our 
outreach list. Opportunities were created to interact with 
and answer HIV-related questions of shop owners and 
customers. People reached have been connected to services.” 

“One of the amazing outcomes of our work with the Muslim 
community is our ability to cater to the diversity which exists 
in the Muslim community; we have been able to access 
ultra-conservative spaces to provide HIV/AIDS outreach (i.e. 
segregated spaces) as well as super liberal, fringe as well as 
underground Muslim groups (i.e. LGBTQ Muslims,). This is 
an indicator that we are being highly inclusive in our work, 
as well as performing our work with the flexibility which is 
required depending on the group in question/context.” 

“Developed a new audience in [our region] with outreach 
at a faith based meal program once a week.  Reaching 
hundreds of at-risk people we had not seen in the past.”  

“For the first time, outreach has been established in [a 
community] on the various farms where Caribbean migrant 
workers reside. An increase of trust has been achieved with 

this population, which has led to an increase in the request 
for education (significant contacts) as well as assistance in 
obtaining STI testing from the local health unit.” 

“Increased outreach and partnership development within 
Indigenous, trans/two-spirit, and migrant worker’s rights 
communities/organizations.” 

“The Gay Men’s Strategy Worker also successfully engaged 
a couple of male sex workers to help develop connections 
with community members who might need specific support 
around HIV prevention in the context of sex work.”

 TeChnoLogY AnD soCiAL MeDiA Are 
PoWerFuL ouTreACh TooLs

“A success we would like to highlight is the effectiveness of 
having a strong presence online. I have seen our group for 
[our target audience] continue to grow in attendance when 
we facilitate our support sessions, as well as one on one 
educational requests, because of the online outreach.”

“More referral requests via private message(s) through 
Facebook.”

“Online outreach with gay, bi and other MSM has 
shifted a bit in terms of content and topics discussed. 
A lot of discussion is being generated through changes 
in profile information presented. For instance, we have 
been promoting men’s groups a lot more online and this 
generates a great response that stimulates discussions 
around relationships, body image and social isolation. There 
has been a lot more interaction with men that identify as 
married.” 

“Promotion of the site and social media with swag; use of 
text function to engage youth who want to ask questions 
anonymously; really listening to the youth in terms of 
feedback for site updates and content to be included.” 

“Created a “testing awareness campaign” for MSM 
using two online surveys for community responses 
that directed the creation of the campaign.” 
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IDU OUtreach ServIceS

In 2013/14, 38 organizations reported providing 
IDU outreach services; of those, 20 were funded 
by the AIDS Bureau specifically for IDU outreach 
workers and services.

Trends in IDU Outreach Programs

Drug use patterns are changing. 

Several programs reported:

 More use of methamphetamines, fentanyl, 
wellbutrin and heroin. 

 More youth using these drugs.
 More need for needles (particularly shorter 

ones) and pipes.

Outreach contacts down and in-service contacts up

The total number of unique IDU outreach 
contacts was down again in 2013/14 to 21,468 
from 21,862 in 201/13 and 24,199 in 2011/12.. 
The drop in 2012/13 may have been due to 
changes in reporting from provincial services; 
however, how agencies record contacts can have a 
significant impact on interpreting these numbers. 

fIgUre 29 
Top SIx oUTREACH SITES FRoM 2009/10-2013/14

Informally, we are aware that some agencies 
report interactions instead of clients. If those 
agencies altered a practice and began recording 
unique clients, this would explain the decline and 
be more accurate.  
 
In-service contacts (down in 2012/13) increased 
in 2013/14 (116,869) to above 2011/12 levels. 
Two regions — Central East and South West 
— reported more than double the number of 
in-service contacts. This increase may be due 
to the effectiveness of outreach services, which 
create trust with agencies, or it may be due to less 
outreach available and clients having to come into 
the site to access supplies or services. 

Other agencies becoming common sites for 
outreach

overall brief IDU outreach contacts was down 
to 59,086 in 2013/14 from 61,532 in 2012/13 . 
there were fewer outreach contacts at parties, 
in jails or in nightclubs (compared to the previous 
year) and more through partner agencies, drop-in 
centres and addiction centres — perhaps due to 
stronger partnerships with community partners.
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More needles, swabs, filters, water and cookers 
distributed

Figure 30 
tRends In totAl sAFeR InHAlAtIon sUPPlIes dIstRIBUted, 2011/12-2013/14
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3,177,582
2012

Distribution of Safer Inhalation Supplies Varies 
Across the Province

while most programs reported distributing fewer 
pipes, several handed out more and reported 
increased demand for and shortages of safer 
inhalation equipment. the differences cannot be 
explained by geography. 

More demand for practical assistance

Programs distributed more toiletries, clothing and 
transit tickets highlighting unmet basic needs of 
people who use substances.
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Figure 31 
tRends In IdU PRActIcAl AssIstAnce dIstRIBUtIon, 2011/12-2013/14

WhAT DiD We LeArn FroM our 
ouTreACh eFForTs in 2013/14?

IdU outreach continues to be a key way to 
reach populations at risk and meet the needs of injection 
drug users. Agencies provided information on trends in 
drug use and service.
	
 More use oF CrYsTAL MeTh, heroin AnD 
FenTAnYL

“There has been an increased number of service users 
reporting IDU of crystal methamphetamine, and an 
increased number of HIV+ individuals associated with IDU. “

“[We’ve seen a] crystal methamphetamine increase.” 

“During this reporting period there has been a shift from 
pharmaceuticals to heroin use. Crystal meth seems to 
be emerging in [the region]. There have been mystery 
substances introduced into the Region which has resulted 
in horrific soft tissue damage for some clients. There have 
been fewer reports of clients injecting Wellbutrin.”

“[There has been an] increase in heroin use and wellbutrin 
use. Fentanyl is being widely used in [the] Region.” 

“Clients report seeing an increase in use of both fentanyl 
and heroin in the region and an apparent co-related 
increase in overdoses, both fatal and non-fatal.”

 More neeD For neeDLes (PArTiCuLArLY 
shorTer ones) AnD PiPes.

“We've noticed a change in the requests for equipment 
we've been receiving. Many clients now prefer short tip 
needles as well as longer pieces of tubing.” 

“Our syringe distribution is up 33% from the last reporting 
period. Much of the materials are being accessed through 
the self serve cupboard at the downtown community health 
centre which we are stocking daily. There is also an increased 
demand among users for "short" syringes (30 gauge size). 
That appears to be an issue as well in the rest of [the region].” 

 Younger CLienTs ACCessing serViCes AnD 
The ChALLenges serVing YouTh

“During this reporting period staff has seen a shift in age 
demographics, we are now seeing younger clients accessing 
services.”  

“We continue to see new injection drug use, mostly among 
youth.” 

“Ongoing challenges related to publicly-discarded needles 
and equipment, increase in women and youth accessing 
services in harm reduction services, increased number of 
new ID users.” 
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“The Harm Reduction Coordinator created a series of 5 
workshops that covered substance use, the criminal justice 
system, the legal system and the process of navigating 
these systems. He also partnered with [a social science 
agency] and with a criminal defense lawyer to deliver this 
series of 5 workshops. Shortly after the series had been 
formulated an agreement was struck with Redemption 
Reintegration Services for the delivery of all 5 workshops, 
followed by an agreement with [two community partners]. 
This indicated a need for this type of programming among 
at risk youth.”

 sTronger PArTnershiPs

“Staff has worked with public health and the [city] to 
install a needle kiosk at the local park that the complaints 
were filed about. Since it has been installed, approximately 
300 needles have been recovered from this location.  
A meeting with the Chief of Police is being planned.  
StreetWorks Harm Reduction Services implemented 
a community-based opioid overdose prevention and 
naloxone distribution program and have trained 6 
individuals to date. A quarterly newsletter is distributed 
to clients and community partners for the purposes of 
alerting people of dangerous trends, upcoming events, 
services available to them.”  

“We continue our partnership with [our partner] in the 
production of outreach kits and distribution of supplies 
as well as referring our service users to [our partner] for 
Naloxone training and access.”   

“We continue to work with our partners and the OHRDP 
to provide the most current and relevant information and 
updates on drugs like fentanyl and wellbutrin including 
harm reduction strategies. We also work with 
these partners including police to inform clients of 
bad/tainted drugs on the street including analog 
fentanyl .”
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wHo Is UsIng sUPPoRt 
seRVIces?

the following data comes from 61 unique 
programs, 17 of which have AcAP funding.

In 2013/14, the 61* community-based HIV 
programs that provide support services reported 
serving an average of 13,412 people in each half 
of the year. of those, 2,593 were new clients and 
10,990 were ongoing or returning clients. these 
numbers are within 5% of what was reported the 
previous year.

PhAs Affected At risk new 
PhAs

new 
Affected

new 
At risk

h1 8225 1419 1709 1331 154 819

h2 7572 1520 1537 1262 232 1045

* This includes PASAN, Oahas, and Hemophilia, who provide 
direct client  services.

Note: because some people with HIV — particularly those in 
Toronto — may use the services of more than one ASO, some 
may be counted more than once.

PeoPle lIVIng wItH HIV: BY tHe 
nUmBeRs

According to the ontario HIV epidemiological 
Unit at the University of toronto (2012), about 
27,420 people in ontario are estimated to be 
living with HIV.

 Most (55%) are gay men and other men who 
have sex with men.

 19% are people from countries where HIV is 
endemic, such as sub-saharan Africa and the 
caribbean.

 Most (47%) live in toronto. 

According to modeled estimates, about 35% of 
people with HIV are unaware they are infected. 
However, other jurisdictions have recently revised 
their modeling and significantly reduced their 
estimates of the number of people infected and 
not yet diagnosed. For example, the Us—which 
has much higher infection rates than ontario — 
now estimates that only about 14% of infections 
are undiagnosed. the oHtn's new epidemiology 
Unit will be reviewing the assumptions underlying 
ontario’s model and revisiting the estimates.

III. Improving Access  
To Support Services

not everyone with HIV uses the services of community-
based programs. with improvements in treatments, 
many people with HIV are managing their health well. 
Asos are more likely to see the proportion of people 
living with HIV who have complex health, social and 
practical assistance needs, including low incomes, men-
tal health and addiction issues, and housing and legal 
issues. People with HIV tend to use community-based 
services episodically – that is, when they experience a 
health crisis or when their health or social needs change.

67%
PeoPle 
lIVIng 
wItH HIV

20%
PeoPle 
At RIsk

13%
PeoPle AFFected 
PARtneRs, FRIends And 

FAmIlY memBeRs oF PeoPle 
lIVIng wItH HIV
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tHe gendeR PIctURe

In 2013/14, 66% of new clients were male and 
30% were female — although 82% of newly-
diagnosed people in ontario were male and 17% 
were female. 

 most clients are male.
 women continue to account for about one-

third of people using support services.
 4% of new clients are trans people but they 

still represent 1% of all clients.

tHe Age PIctURe

People who access support services tend to be 
older. In 2013/14, programs reported:

 A 25% increase in clients age 55 and older 
(from 1,269 in 2012/13).

 A decrease in the number of clients in all 
younger age groups.

8 People with HIV age 55 and older represented 
13% of all support service clients and 15.2% of 
all clients living with HIV. 

 clients living with HIV tended, on average, to 
be older than those at risk. 

Although programs are serving more older clients, 
they reported fewer deaths in 2013/14: 118 
compared to 142 in 2011/12, when ocHARt 
first started to collect this information. While the 
number of reported deaths was down dramatically 
in toronto, the number in the northern Region 
almost doubled. the high number of deaths in the 
north may be due to the fact that many infections 
are related to drug use and people who use 
substances tend to have shorter lifespans.
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Figure 32 
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IN 2013  
There WAs A

inCreAse 
in CLienTs 
AgeD 55+ 

Figure 33 
nUmBeR oF new clIents BY Age RAnge 2011/12-2013/14
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Figure 34 
nUmBeR oF clIents lIVIng wItH HIV AccessIng seRVIces (toP 10) FoR 2012 And 2013

wHAt cHAllenges do sUPPoRt 
UseRs FAce?

discrimination/stigma, poverty, unemployment, 
food insecurity and mental health are the top 5 
most reported challenges support users face.

wHIcH sUPPoRt seRVIces ARe 
PeoPle wItH HIV UsIng?

Practical Assistance continues to be the most 
commonly used service in 2013/14 (see Figure 
34) , followed by case management and food 
programs. the need for these services reinforces 
that a significant number of people with HIV who 
access community-based services are coping with 
poverty. Services being offered are reflective of 
client need and partnerships are being made with 
other organisations to address gaps. 

2500 3000 3500 40002000150010005000

number of clients

support groups 
/ Retreats

sheduled 
drop-in

Individual 
Advocacy

Health 
Promotion Info

counselling

Referrals

Intake / 
Assessment

Food Programs

case 
management

Practical 
Assistance

2012/13

2013/14



43

Figure 35 
seRVIce UseRs And seRVIce PRoVIdeRs 
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Figure 37 
sUPPoRt gRoUPs BY PARtIcIPAnts 2010/11-2013/14

Figure 36 
toP FIVe seRVIces Used BY tRAns PeoPle

Is tHeRe A dIFFeRence In seRVIce Use BY gendeR?

Both male and female clients use practical assistance, case management, health promotion, food programs 
and referrals. However, women are more likely than men to use interpretation and settlement services, 
which suggests that a larger proportion of female clients are newcomers.

trans people primarily use counselling, drop-in program, case management, referrals and support groups/
retreats. note: of the 227 trans people using support services: 55% are at risk , 39% are living with HIV and 
13% are affected.

wHo PARtIcIPAtes In sUPPoRt gRoUPs?

overall, the number of support groups dropped in 2013/14 in all participant categories. the majority of 
support groups were for people living with HIV. As support groups have always been an integral part of 
support services, it would be interesting to know why there has been such a drop in this type of service. do 
clients prefer one-to-one services? Were programs finding that support groups weren’t effective or well 
attended?
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wHAt sUPPoRt seRVIces ARe PeoPle At RIsk ReceIVIng?

People at risk are using mainly counselling, referral services and support groups. It is interesting to note 
that, as part of the focus on the HIV cascade, community-based programs in the United states are focusing 
on providing services that can help people at risk avoid infection, such as housing, mental health services 
and addiction services. should ontario organizations be more aggressive in engaging people at risk in these 
services?

Figure 38 
nUmBeR oF At-RIsk clIents AccessIng seRVIces (toP 10) 2012/13 And 2013/14
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wHAt sUPPoRt seRVIces ARe AFFected PeoPle ReceIVIng?

The service profile of people affected is similar to that of people living with HIV. They mainly use practical 
assistance and food programs, followed by case management, counselling, health promotion and referral 
services. the similarity is likely due to the fact that most people affected will be family members of people 
living with HIV and have the same basic needs.

Figure 39 
nUmBeR oF AFFected clIents AccessIng seRVIces (toP 10) FoR 2012/13 And 2013/14
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Figure 40 
All clIents AccessIng seRVIces BY FUndeR 2013/14

AcAP FUndIng sUPPoRts mAInlY Food PRogRAms, scHedUled 
dRoP-In PRogRAms And sUPPoRt gRoUPs

organizations that receive AcAP funding for support services use that money primarily to provide support 
to clients through support groups, food programs and scheduled drop-ins programs.
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WhAT You ToLD us ABouT TrenDs in 
suPPorT serViCes

 More CLienTs FACing PoVerTY

“Clients are experiencing challenges staying in care for their 
HIV treatment and maintaining their medication regimens. 
Many of our clients who are missing their appointments 
at the HIV clinic are near or are homeless. The clinic has 
had challenges contacting these individuals regarding their 
appointments.” 

 More CLienTs WiTh CoMPLex MeDiCAL Con-
DiTions reLATeD To Aging or MenTAL heALTh

“Mental health issues as related to HIV and aging is an 
identified trend. Client satisfaction surveys conducted 
this reporting period indicate that 83% of clients 
prioritize mental health as an area in which they would 
like more information and services. However, given the 
stigma [associated with] mental health, clients are more 
comfortable with naming specific conditions such as 
depression or cognitive impairment.” 

 More neWCoMers Who Do noT hAVe  
sTATus in CAnADA

“More individuals that do not have status in Canada are 
seeking service. Over the last 6 months, we have seen an 
increase in the number of individuals who are on visitor 
visas, and individuals who do not have status in Canada 
seeking assistance to find medical help in the “for fee” 
service. Most of the individuals are just trying to find a 
doctor that will meet their medical needs without charging 
an exorbitant amount of money.”

 More WoMen WiTh hiV seeking suPPorT, 
More PregnAnT WoMen WiTh hiV AnD More 
ChiLDren reQuiring suPPorT 

"During this time there has been an increase in the number 
of pregnancies and births. Another area where we have 
noticed a change is in the number from the ACB community 
who are wishing to go to school and improve their English." 

"We've also found that young women under the age 
of 25 years are seeking more support from the agency. 
Some of these women were born with HIV and others are 
young mothers presenting multiple complex needs which 
includes newly diagnosed, newcomers and single mothers. 
The number of new PHA mothers continues to rise every 
year; this has increased demand for counseling and case 
management service, hospital and home visits. They are 
presenting with post traumatic stress disorders as a result of 
the trauma they have experienced in their country of origin 
and/or being forced to leave their children."

To resPonD To These ChAnges, AgenCies 
Are sTrengThening or DeVeLoPing 
PArTnershiPs AnD ADAPTing CurrenT 
ProgrAMs 

“We have been responding to these emerging trends by 
continuing to partner with other services organizations to 
further help them and refer them to the appropriate mental 
health services.” 

"We're working more closely with other partners in the 
Circle of Care Program to support the needs of women living 
HIV. Recently 4 peers went through a 5-day intensive peer 
training under the Women Peer Support Program. These 
peers will reach out to women to provide peer support. Apart 
from the support women receive from the Circle of Care 
Program, our Women's Support Program also works with 
Sick Kids Hospital, Phillip Aziz, WHIWH, and Sunnybrook 
Hospital to support the needs of women living with HIV. 
We've also increased the frequency of case management 
meetings, home and hospital visits." 

"Support staff are able to offer more wellness calls and 
counseling on the telephone and are also engaged in 
intensive case management to track and record complex 
health issues. The program also encourages clients to 
have healthy relationships with their medical providers 
and specifically released a resource this reporting period 
outlining strategies that clients can employ to get the most 
out of their medical appointments and interactions with 
health service providers. The Peer Navigation program 
continues to make appropriate and timely referrals in 
response to client needs. We are also increasing the number 
of sessions where service providers we trust are connected 
to clients through education sessions. Client issues are 
tracked with other service and health care providers via case 
conferencing." 

"At this time we are working with the medical service 
providers to ensure medical and treatment access for all 
individuals. As an agency we have developed a relationship 
with a community doctor that will help with accessing 
medical and HIV treatment for clients." 

"Clients are reminded of their appointments and offered 
transportation. Clients have also been offered Directly 
Observed Treatment through our office staff as a few of the 
clients who are not consistently taking their medication are 
accessing our office regularly. So far this program has been a 
success."
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FosteRIng RelAtIonsHIPs 
And PARtneRsHIPs In tHeIR 
commUnItIes 

to reach people at risk and to ensure that people 
with or at risk of HIV receive comprehensive 
health and social services, community-based HIV 
programs are expected to foster relationships, 
build partnerships and — in some cases — 
negotiate service agreements with other service 
providers in their communities. the underlying 
goal is to develop networks of services that clients 
can access.

the theme of partnerships runs throughout 
View from the Front lines. Programs seek out 
partners to help them deliver education, outreach 
and support services. In ocHARt, three types 
of programs — the 1) education and outreach; 
2) Injection drug Use; and 3) capacity Building 
programs — all report on community development 
activities.

commUnItY deVeloPment 
meetIngs UP

one way to measure how effective the sector 
is in creating service networks is to track 
community development meetings. In 2013/14, 
programs reported a total of 14,193 community 
development meetings — up from 12, 347 in 
2012/13.

IV. Improving Community  
Coordination and Collaboration

1,836 More CoMMuniTY  
DeVeLoPMenT MeeTings 

Figure 41 
commUnItY deVeloPment meetIngs BY 
tYPe oF PRogRAm And FUndeR

wHo PRoVIdes leAdeRsHIP In 
edUcAtIon And oUtReAcH 
commUnItY deVeloPment?

community development is a particularly 
important activity for executive directors, program 
managers and strategy workers involved in HIV 
education. 

 executive directors and program managers 
are more involved in advisory or network 
meetings, developing new partnerships and in 
meetings to improve service delivery.

 general prevention workers focus mainly on 
network meetings, information sharing, new 
partnerships and improving service delivery.

 strategy workers are mainly involved in 
network meetings, community event planning, 
advisory committee meetings and building 
relationships.
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Figure 42 
toP 3 edUcAtIon commUnItY deVeloPment ActIVItIes BY Role 
2012/13 And 2013/14
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edUcAtIon And oUtReAcH 
commUnItY deVeloPment 
HelPs BUIld netwoRks

the purpose of education community 
development meetings is to increase individual, 
organisational and community capacity. the main 
reasons for community development meetings 
were coalition/network building followed by 
community and event planning.

ACAP & CoMMuniTY DeVeLoPMenT

AcAP funds just under 20% of community development 
meetings and the focus of those is similar to the focus of 
meetings funded by other sources.

Figure 43 
toP 5 edUcAtIon commUnItY deVeloPment ActIVItIes BY FUndeR 
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Figure 44 
IdU commUnItY deVeloPment meetIngs

 PArTiCiPATion in iDu 
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commUnItY deVeloPment 
ActIVItIes? 

IdU community development activities are 
targeted mainly to other health and social 
service providers. In 2013/14, IdU programs 
made more efforts to engage addiction service 
providers, mental health service providers and 
the correctional service system. this is part of 
broader efforts to meet the complex health and 
social needs of people who use substances.
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cAPAcItY BUIldIng PRogRAms 
InVolVed In moRe commUnItY 
deVeloPment

the total number of community development 
meetings reported by capacity building programs 
increased from 447 in 2012/13 to 586 in 
2013/14. executive directors and board members 
continue to be the main audience for provincial 
resource capacity building meetings; however, this 
past year, gay men's sexual health workers were 
also a focus, with the number of meetings targeted 
to gmsH workers increasing from 28 in 2012/13 
to 183 in 2013/14. this is most likely due to the 
our Agenda campaign and the fact that working 
groups became a recordable category.

Figure 46 
PURPose oF cAPAcItY BUIldIng 
commUnItY deVeloPment meetIngs 

Figure 45 
nUmBeR oF cAPAcItY BUIldIng 
commUnItY deVeloPment meetIngs BY 
tARget AUdIence 2012/13 And 2013/14
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oVerCoMing BArriers in CoMMuniTY 
DeVeLoPMenT

"Reaching front-line workers outside of the GTA [is a 
challenge]. The launch of [a new program], with an online 
learning component aims to reach more people across 
Ontario and outside of the large urban centres.

"At times, attendance at [our] working group and network 
meetings has been inconsistent. To address this, [our 
organisation] is developing MOUs with participating 
agencies and improving meeting planning processes to 
ensure that important Alliance meeting and working group 
meetings are planned/booked for the entire year to ensure 
greater communication and participation." 

suCCess in CoMMuniTY DeVeLoPMenT

"Our networking and committee work keeps doors open for 
training opportunities and builds our reputation as a go-to 
source of information about HIV, Hep C, substance use 
and harm reduction information. Having [our organisation] 
representation on boards, working groups, and committees, 
allows us to be able to bring forward issues and perspectives 
that may not otherwise get addressed. For example, we 
have been able to challenge viewpoints of individuals and 
organizations, allowing them to rethink their approach 
to issues, and shape the content of conferences and 
educational sessions. The majority of our training is provided 
while staff from multiple service providers in one region 
come together. Participants appreciate the opportunity 
to come together and network. This also allows for a 
richer discussion of the issues, as participants get to hear 
different view points and are able to provide local insights. 
Additionally, workshop participants have contacted us 
following workshops requesting the training materials. They 
use our materials, or adapt them accordingly, for use in their 
own work, both in educating co-workers and clients they 
serve."

"[Our organisation] completed a series of site visits to 
agencies. These visits have provided much insight into 
issues that agencies are responding to at a local level. Also, 
the continued investment in working groups has resulted in 
engagement and strategies to develop resources and training 
to strengthen agency responses to HIV…"
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V. Regional 
Snapshot

ocHARt activities may vary by region, depending 
on factors such as nature of the epidemic and 
resources in the region.

A RegIonAl snAPsHot

For the province as a whole, there were 6.1 
new HIV diagnoses per 100,000 population in 
2013: this is known as the rate of new diagnoses. 
However, the epidemiological picture varies 
across the province. different regions have 
different rates of new diagnoses. For example, 
toronto has the highest rate (16.1 per 100,000) 
while the central east Region has the lowest rate 
(2.3 per 100,000).

Figure 47 
RAte oF new HIV dIAgnoses BY HeAltH RegIon, 2013

the rate of new HIV diagnoses in each health 
region may be in part related to differences in HIV 
testing between regions, particularly for toronto 
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A RegIonAl snAPsHot oF edUcAtIon seRVIces 

Where are We Talking?

when we break down education presentations by region, we see they're happening across the 
province. only two regions — central west and ottawa and the eastern region — reported giving more 
presentations than in the previous year. these increases can be attributed, in one case, to a worker 
returning from sick leave and, in the other, to a new program. within each region, there have been shifts in 
the target audiences for presentations (see figure 50).

Figure 49 
totAl PResentAtIons BY RegIon

Figure 48 
PRoPoRtIon oF HIV dIAgnosIs (AdJUsted) 
BY RegIon And RIsk FActoR 2013/14 
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Figure 50 
tRends In RegIonAl edUcAtIon 

PResentAtIons BY AUdIence
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Who is Delivering education Presentations in each region?

As strategy workers become more established in regions, they seem to take on a larger proportion of 
presentations. However, most presentations are still delivered by general prevention workers.

Figure 51 
nUmBeR oF PResentAtIons BY RegIon And tYPe oF woRkeR 2012/13, 2013/14
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Figure 52 
toP 3 toPIcs BY RegIon 2013/14

What are the Top Topics in each region?

Figure 52 illustrates the most common topics in each region. stIs were a popular topic in the northern, 
south west and toronto regions. stigma was discussed in central west and ottawa and in the eastern 
region. Anti-homophobia was a key topic in central east.
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with men account for over 50% of new diagnoses while people who use drugs account for 22% and people 
from countries where HIV is endemic account for <20%. this is markedly different from the pattern in 
toronto, where men who have sex with men account for over 70% of new infections and people who use 
drugs account for 3%. 
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looking at the top three audiences for education presentations by region, 
it appears that programs in the Northern Region are devoting a significant 
amount of their education resources to people who use drugs; however, that 
is not the case for the eastern or southwest Regions, which also have large 
drug-using populations. At-risk youth are the main target of education in five of 
the six regions, despite the fact that there are not high rates of new diagnoses 
in youth. Although there are high rates of new diagnoses in men who have 
sex with men in most regions, only four regions had this population in their 
top three audiences, and fewer than 20% of presentations in these regions 
targeted gay men. only two regions — toronto and eastern — had African, 
caribbean and Black populations in their top three audiences. 

Figure 53 
toP 3 PRIoRItY PoPUlAtIon edUcAtIon PResentAtIon RecIPIents (All FUndeRs)

Figure 54 
toP 3 PRIoRItY PoPUlAtIon 
edUcAtIon PResentAtIon 
RecIPIents (AcAP FUndIng)
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A RegIonAl snAPsHot oF 
oUtReAcH seRVIces

Who are regions reaching through outreach?

 toronto, central west, central east and south 
west focused on gay, bisexual and other men 
who have sex with men. 

 ottawa and eastern region and central 
west targeted African, caribbean and Black 
populations.

 northern and south west targeted Indigenous 
people.

 central east and ottawa and eastern targeted 
youth at risk.

Figure 55 
toP 3 sIgnIFIcAnt oUtReAcH contActs BY RegIon 2012/13 - 2013/14
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outreach Locations shifted

while bathhouses are still a key location to reach 
gay men (in the communities where bathhouses 
exist), we see a shift to new locations in almost all 
regions, such as businesses, faith organizations 

and community public spaces (includes hair salons, 
community centres, barbershops, restaurants, 
coffee shops, community kitchens, etc.) outreach 
can be affected by factors in the community, such 
as the closing of a bar (central west).

Figure 56 
toP 3 oUtReAcH locAtIons BY RegIon
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Figure 57 
RegIonAl snAPsHot: 

totAl IdU oUtReAcH And In-seRVIce contActs
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IN-SERvICE OUTREACH

when we look at regional trends in IdU services, we see that the number of outreach contacts (although 
down overall) increased in central east, central west and ottawa and eastern ontario, — however, the 
number was down significantly in Southwest (>40%), Northern (40%) and Toronto (about 15%). In terms 
of in-service contacts, the number was up in Southwest (almost 250%), Central East (>100%), Central 
west (about 30%), toronto (15%) and ottawa and eastern (<10%) and down slightly (5%) in the northern 
Region. the increase in inservice contacts in the southwest region is consistent with the increase in new 
diagnoses in people who inject drugs.the increase in both outreach and in-service contacts in both central 
East and Central West may reflect increased drug use activities in those regions.
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A RegIonAl snAPsHot oF 
sUPPoRt seRVIces

Who is using support services? 

while males account for about two thirds of 
support service clients overall, the proportion 
of men and women accessing support services 
varies in different regions of the province. For 
example, programs in central east report that 
43% of support service clients are women — the 
highest proportion in the province. At the same 
time, programs in ottawa and eastern are mainly 
serving men. In almost all other regions, men 
account for two thirds of support service clients 
and women for one third — which is consistent 
with the provincial picture.

In terms of whether support service clients 
are living with HIV, at risk or affected, both the 
central east and ottawa and eastern regions 
report providing support services to a larger 
proportion of clients who are affected (about 
one third and one quarter, respectively). In the 
northern region, about one third of support 
service clients are people at risk.

Figure 58 
PRoPoRtIon oF clIents AccessIng sUPPoRt seRVIces BY RegIon And BY gendeR 
2012/13 H2

100%

80%

90%

70%

60%

50%

40%

30%

20%

10%

0

central east central west northern ottawa and 
eastern

south west toronto Provincial 
services

Female male transgender



OCHART | VIew FRom tHe FRont lInes 65

Figure 59 
RegIonAl dIstRIBUtIon oF 13,412 sUPPoRt 

seRVIce clIents BY need And gendeR 
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Figure 60 
nUmBeR oF clIent deAtHs BY RegIon 2011/12-2013/14

Deaths by region
 
the number of deaths among people living with HIV was relatively constant in central east, ottawa and 
eastern and the south west. deaths dropped dramatically in toronto and increased in the northern Re-
gion.

Financial Assistance by region

When we look at financial assistance, we see that 
the amount distributed is:

  down in three regions — central west, 
northern and south west

  up significantly in Toronto
  steady in central east and ottawa and eastern

 Although toronto programs are giving out 
more money, the number of people receiving 
financial assistance has increased, so each 
client is receiving less. 

 ottawa has seen this same trend for the past 
five years: more people receiving smaller 
amounts of financial assistance. 

 Programs in the northern and south west 
regions gave out less money but, on average, 
gave each client more.

Figure 61 
FInAncIAl AssIstAnce gIVen oUt BY RegIon 2009/10-2013/14
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In 2013-14, agencies and programs funded by the 
Hepatitis c secretariat of the ministry of Health 
and long-term care started reporting their 
activities and services through ocHARt. Here 
is the first snapshot of data provided by the 18 
programs that reported in that year.

VI. Hepatitis C 
Services

Hepatitis C case definition: confirmation of a positive 
anti-HcV antibody result using two enzyme-linked 
immunoassay (eIA) laboratory tests. If the antibody 
result is confirmed positive, the case is forwarded to 
local public health units to investigate/follow-up in 
accordance with the ontario Public Health standards, 
2008.

tHe conteXt FoR HePAtItIs c 
seRVIces

Hepatitis c (HcV) has been reportable in ontario 
since october 1991. Between 1992 and 2010, a 
total of 97,392 cases of hepatitis c were reported 
in ontario. Between 4,000 and 5,000 new cases 
were diagnosed each year between 2005 and 
2010.

hepatitis C is more common in men

most people diagnosed with hepatitis c are male 
(62.5% in 2010), but a significant proportion of 
infections are in women (37.5% in 2010) (see 
Figure 63).

most cases are diagnosed in people ages 30 to 
60. Hepatitis c is a slow-to-progress disease. It 
can take many years, even decades, after initial 
infection for symptoms to develop.

note: totals in this section are based on responses to several different questions; not all respondants answered all questions.

Figure 62 
nUmBeR And RAte (PeR 100,000 
PoPUlAtIon) oF RePoRted cAses oF 
HePAtItIs c, ontARIo, 1992-2010
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injection drug use is the most common known 
risk factor for hepatitis C

Hepatitis c is primarily a blood borne infection 
that spreads when blood from a person infected 
with the hepatitis c virus enters the body of 
someone who is not infected. The most efficient 
way to spread the virus is through sharing needles 
or other equipment to inject drugs. A number 
of people were also infected through blood 
transfusions that were obtained before blood 
donations were screened for hepatitis c (i.e., pre-
1992)

hepatitis C rates are higher in regions with high 
rates of injection drug use

Rates are higher in the eastern, northern and 
southwest regions — all parts of the province with 
high rates of injection drug use.

Figure 64 
nUmBeR oF RePoRted HePAtItIs c cAses BY eXPosURe cAtegoRY And seX, ontARIo 2009

Figure 65 
HePAtItIs c RAte BY PUBlIc HeAltH RegIon And seX, ontARIo 2010
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our hCV Teams

the multidisciplinary Hep c care teams consist of 
a group of professionals who, working closely and 
collaboratively with treating physicians, provide 
HcV care and treatment, education, outreach, and 
support services in communities across ontario.

the teams provide care and support services to six 
priority populations of people living with, at-risk of 
or affected by HcV:

 People who use drugs 
 People involved with the correctional system 
 People who are homeless or under-housed 
 Aboriginal People
 street-involved youth 
 People with tattoos and/or piercings.

Hep c teams consist of an outreach worker, peers, 
nurses, a community coordinator and psychosocial 
support.

In 2013-14 the secretariat supported 16 Hep 
c teams across ontario as well as: a nurse at 
lakeridge Health centre; a dedicated outreach 
worker (funded through the Prisoners with AIds 
support Action network [PAsAn]) targeting 
people who are involved with the correctional 
system; and an Hep c case coordinator (funded 
through sioux lookout First nations Health 
Authority) with a focus on providing coordination 
and support to 31 First nations communities in 
northwestern ontario.

the key elements of the strategy include:

enhanced services and supports 
creation of 16 “Hep c teams” to ensure a coordinated, 
comprehensive approach to treatment and support of 
those living with/at risk of acquiring hepatitis c. the Hep 
c teams consist of HcV outreach workers and community 
coordinators, additional HcV treatment nurses and access 
to psychosocial supports. 

education and outreach 
A targeted education and outreach strategy for at risk 
communities, and a continuing medical education program 
for physicians and health professionals. 

encourage Prevention 
Additional support for the ontario Harm Reduction 
distribution Program. 

Better Co-ordination 
An inter-ministerial Reference group to support further 
collaboration and aid in seamless program integration. 
the ministries that have been invited to participate on 
the inter-ministerial reference group include Aboriginal 
Affairs, children and Youth services, citizenship and 
Immigration, community safety and correctional services, 
community and social services, Health Promotion and 
Research and Innovation. 

heP C TeAM

outreach worker nurses

Peers Psychosocial 
support

community
coordinator

ABoUt ontARIo’s HePAtItIs c 
stRAtegY

HEP C CARE TEAMS : 

A  g r o u P  o F 
ProFessionALs ProViDing  
CAre AnD TreATMenT, 
eDuCATion, ouTreACh, 
AnD suPPorT serViCes.
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A total of 80.5 Fte positions were funded in 2013-14. two-thirds of these positions focus on providing 
support services and clinical care, one-quarter provide education and outreach, and the remainder are 
program managers/administrators.

Figure 66 
PRogRAm stAFF In 2013-14
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Figure 67 
seRVIce mAP BY RegIon
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oUR seRVIces

objective 1: To increase access to hepatitis C 
care and treatment for priority populations in 
ontario

Hep c teams provide clinical services related 
to HcV treatment. they also provide social 
and psychological support to help clients move 
successfully through the treatment process — 
from pre-treatment to post-treatment.

the teams also support people living with HcV 
who are not currently considering treatment and 
those who did not clear the virus after completing 
a previous course of treatment and want to stay 
engaged with the team.

Clinical services include:

 Intake and assessment
 Health teaching
 Blood work
 treatment support groups
 counseling
 Vaccinations
 Pre and post-test counseling
 Follow-up appointments. 

Hep c teams also provide other support services 
as part of holistic case management to address 
social determinants of health, help clients develop 
individual support systems and increase access to 
programs and services they require outside the 
HcV circle of care.

Case Management services include:

 Referrals
 Practical assistance
 Individual advocacy
 Assistance with forms and applications
 Accompaniment to appointments.

tHe PeoPle we seRVed In  
2013-14

ontario’s hepatitis c programs serve three client 
groups: 

 People living with hCV: they have tested 
positive for either antibody (and require 
further testing — RNA — to confirm their 
diagnosis) or are RnA-positive. A person 
living with HcV can be anywhere on the 
HcV treatment spectrum including not 
contemplating treatment, contemplating 
treatment, pre-treatment, on treatment or 
post-treatment. someone can be counted 
as "living with HcV" if their health status 
excludes them from being a candidate for 
treatment (e.g. end-stage liver disease).

 People at risk of hCV: they are HcV-negative 
and are engaging in risk activities that can lead 
to HcV infection. 

 People affected by hCV: they are a support 
person of someone who is living with HcV 
such as: a friend, parent, partner or child of 
someone living with HcV. People can also be 
considered "affected by HcV" if they have 
been successfully treated (achieved sVR) and 
continue to engage with the team’s services.

the support services required by people living with HcV vary depending on their stage of the treatment continuum:

 Pre-treatment clients – this group includes clients who have not yet started treatment, but expressed their readiness to 
consider this option. these clients go through a series of clinical tests and consultations the Hep c team assists clients 
in accessing drug coverage and provides health teaching to assist the client in preparing to move through the treatment 
process.

 clients currently on treatment receive intensive support to assist them in adhering to treatment. support includes case 
management, health teaching, skill development and symptom management.

 Post treatment clients are followed by the team for at least six months to determine the outcome of treatment, continue 
to monitor the health of their liver and to help them address their other health and social needs.

 clients engaged with HcV support services include people who currently do not qualify for provincial drug coverage, 
people who decide that treatment is not currently an option for them and people who were previously treated but did 
not clear the virus. these clients have in common the fact that they are not considering treatment in the foreseeable 
future. they continue receiving support and case management services focused on helping them lead healthy lives with 
hepatitis c and stabilizing any mental health, addictions and social issues.
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Figure 68 
totAl new And AVeRAge nUmBeR oF clIents seRVed

The majority of clients are male

Programs report large regional variations in terms of gender. In some regions, such as ottawa and eastern 
ontario, 70% of clients were male and 30% were female while, in toronto, 56% were male, 36% were 
female and 5% were trans people.

Figure 69 
gendeR dIstRIBUtIon oF clIents BY RegIon

In 2013/14, men accounted for 999 (63% of) new clients living with HIV and 543 new clients at risk of 
acquiring HcV, served by the program. woman represented 36% of new clients, 38% of those at risk and 
45% of those affected by the virus. 
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Figure 70 
etHnIcItY oF new And ActIVe clIents

Most new clients (38%) and active clients (34%) were 40 to 54 years old. In 2013-14, younger people — 
ages 15 to 29 — made up 10% of new clients and 4% of active clients.

Most clients are white europeans and indigenous people. About 65% of both new and active clients 
were white europeans and 5% were Indigenous people. However we do not have ethnicity information for 
almost one quarter of clients. In future reports, we hope to close this information gap.

most clients (88%) speak english at home. About 8% speak French and 2% speak Arabic. 
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tHe seRVIces PRoVIded In 2013-14

People engaged with hCV teams

the largest group of clients in 2013-14 were people engaged with HcV support. these clients — who 
either do not qualify for drug coverage under the current criteria for the exceptional Access Program (eAP) 
of ontario Public drug Programs, or who have chosen to wait until new drug treatments are available 
through ontario Public drug Programs — receive clinical and case management services not directly 
related to HcV treatment. the large number of people engaged in support but not on treatment is due, 
in part, to the pending release of new HcV treatments, which will take less time, be more effective and 
have fewer side effects than current treatments. Because many may be offered treatment in the future, 
it is important to keep them engaged so they are accessible and able to start treatment when it becomes 
available.

Figure 71 
nUmBeR oF PeoPle ReceIVIng clInIcAl seRVIces & cAse mAnAgement BY tReAtment 
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Clinical services

health teaching and treatment information 
are the most frequently used clinical services 
among both clients who are currently moving 
through the treatment process and those not 
involved with treatment.

In terms of number of service units, people 
involved in any stage of treatment used a total of 
11,235 treatment-related services. clients appear 
to be accessing a number of different services as 
they move through the engagement-treatment 
cycle. 

People at risk also used a range of clinical services 
— in particular health teaching, treatment 
information and bloodwork.

Case Management services

high Demand for Case Management services 

Among people living with HCV, all five case 
management services are in demand. with the 

exception of appointment/lab accompaniment, 
the number of people accessing case management 
services remained consistent throughout the 
year and reflected the overall number of clients 
at each stage of treatment. most clients accessing 
case management services access not just one or 
two services but the whole spectrum of support 
provided by Hep c teams (see Figure 72).

People at risk Mainly Access Practical 
Assistance and referral services 

case management services are also available for 
people at risk. As would be expected, people at risk 
are more likely to access services that will assist 
them in remaining HcV-negative, such as practical 
supports and referrals (see Figure 74).

hCV Testing

Hep c teams provide diagnostic testing for 
hepatitis c, hepatitis B and HIV (see Figures 75 
and 76).

Figure 72 
cAse mAnAgement BY seRVIce cAtegoRY And tReAtment stAge
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Figure 73 
clInIcAl seRVIces UtIlIzed BY PeoPle At RIsk oF HcV
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Figure 74 
cAse mAnAgement seRVIces UtIlIzed BY PeoPle At RIsk oF HcV 

Figure 75 
nUmBeR oF dIAgnostIc tests BY tYPe 
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Figure 76 
nUmBeR And tYPe oF HePAtItIs 
dIAgnostIc tests

In addition to diagnostic testing, HcV teams 
reported administering 19,996 “other” tests, 
including various tests related to monitoring 
treatment outcomes, assessing the stage of the 
disease and diagnosing sexually transmitted 
infections. the most common “other” tests were: 
STI tests, fibrotests, HCV genotype testing and 
Alt/Ast tests.

outreach

Hep c teams offer HcV outreach testing in 
various locations. more than 30% of programs 
reported offering HcV tests in healthcare 
facilities, drop-in centers and methadone 
maintenance clinics; and more than 25% of 
sites offered tests at Asos and street outreach 
locations (see Figure 78).

emerging Trends

In 2013-14, Hep c teams reported more demand 
for services. they handled more requests for in- 
and outbound referrals, more treatment-related 
inquiries, and more demand for information 
about new treatment regimens. seven programs 

reported their clientele growing in H2 and 
described this as a key trend. Five programs 
noticed more young people accessing or asking 
about support services and treatment.

HcV teams often play a vital role in connecting 
clients with the health care system. when clients 
who access HcV services have no other medical 
support, teams provide case management and 
help them access primary care, addiction services 
and mental health support. In H2, programs 
noticed a growing demand from post-treatment 
clients for mental health services. 

Programs also highlighted the importance of non-
clinical services, such as practical assistance to 
stabilize clients on treatment. they also reinforced 
the need to continually adjust their service models 
to meet client needs.

“clients value the model of care, access to interdisciplin-
ary healthcare providers, and the ability to access HcV 
Rn in various locations in the community with/without 
appointments.”

Figure 77 
nUmBeR oF totAl cAseloAd moVIng 
tHRoUgH VARIoUs stAges oF HcV 
tReAtment PRocess BY RePoRtIng PeRIod
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ImPAct: tReAtment oUtcomes

the impact of HcV treatment over the past 
three years is clear. Significantly more clients 
were engaged with the Hep c teams in 2013-14, 
and more were in pre-treatment, had started 
treatment and had completed treatment. 
Approximately the same number cleared the virus.

The significant difference between the number of 
people at the pre-treatment stage and the number 

of people who complete treatment and clear the 
virus illustrates how challenging HcV treatment 
can be. 

2013-14 outcomes

In 2013-14, a significant number of clients 
remained at the pre-treatment stage, fewer than 
200 remained in treatment in each half of the 
year and fewer still were in the six-month post-
treatment follow up period.

Figure 79 
tReAtment oUtcomes 2011-2014

Figure 78 
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Figure 80 
H1 And H2 tReAtment oUtcomes 2013-2014
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over the 2013-14 period, 165 and 175 clients 
successfully completed treatment in each half of 
the year. Another 252 (154 in H1 and 98 in H2) 
spontaneously cleared the virus. In total, 241 
clients achieved a sustained virologic response 
(i.e., no relapse) over a six month period.

Treatment eligibility and Treatment 
interruptions

one of the reasons that there is such a gap 
between the number of clients with HcV engaged 
with treatment and the number who complete 
treatment, is that a significant number of people 
are either not eligible for treatment or withdraw 
before completing treatment. Figure 82 shows the 
reasons why people are ineligible for treatment 
as well as the reasons why some people stop 
treatment.

Figure 81 
nUmBeR oF clIents wHo comPleted 
tReAtment, cleARed tHe VIRUs And HAd A 
sUstAIned VIRAl ResPonse

Figure 82 
ReAsons FoR tReAtment InelIgIBIlItY oR InteRRUPtIon
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More Details on genotypes and Access to 
Treatments

most clients present with genotype 1, 3 or 2. 
genotype 1 is the most common genotype in 
canada among people who use drugs, which 
accounts for the high volume of clients with 
genotype 1 (see Figure 83).

Access to Treatment

cost can be a barrier to accessing HcV treatment. 
not all clients are eligible for the eAP, which 
covers drugs not included on the ontario drug 
Benefit Plans. In 2013-14, HCV teams reported 
a total 252 clients (36% of total started on 
treatment) whose treatment was covered by eAP.

teams reported that a total of 251 clients were 
treated using triple therapy, the most most 
effective HcV treatment regimen in 2013-14. 

Figure 83 
nUmBeR oF clIents PResentIng BY genotYPe
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Figure 84 
clIents on tReAtment coVeRed BY eAP 2013-14
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oBJectIVe 2: to IncReAse knowledge And AwAReness to 
PReVent tHe tRAnsmIssIon oF HcV Among PRIoRItY PoPUlAtIons 
In ontARIo

Hep c teams are also responsible for education to increase awareness and prevent HcV transmission — 
particularly among the six priority populations. they reported a total of 29,016 outreach contacts through 
a range of settings in the community, and delivered a significant amount of education through food banks 
and correctional facilities (see Figure 85).

the main locations for outreach/education are other community organizations or events, clinical or health 
care settings and through mobile services. sites for outreach vary by region, with south west relying 
mainly on other community organizations and events, and central east relying on mobile services and 
“other” sites (see Figure 86).

Figure 85 
edUcAtIon contActs BY gendeR

Figure 86 
edUcAtIon contActs BY RegIon And locAtIon
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oBJectIVe 3: to IncReAse collABoRAtIon, cooRdInAtIon And 
eVIdence BAsed PRActIce AcRoss tHe sYstem ResPondIng to HcV

to build stronger networks of services to respond to HcV, HcV teams gave a total of 1,992 presentations 
throughout their communities and regions. the most common topics were HcV 101, harm reduction/safer 
drug use and HcV treatment.

different team members share responsibility for increasing collaboration and coordination, though the 
majority of the presentations were done by outreach workers and coordinators. most presentations were 
made to service providers and professionals, followed by people who use drugs and health care providers.

Figure 87 
nUmBeR oF edUcAtIon PResentAtIons BY toPIc And woRkeR
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WhAT hAVe We LeArneD FroM heP C ProgrAMs?

	
 PrACTiCAL AssisTAnCe AnD FooD ProgrAMs — WheTher Peer or sTAFF-BAseD — Are iMPorTAnT 
CoMPonenTs. 

“Our clients on treatment state they really appreciate the weekly grocery card, monthly hygiene kits, vitamin D, multivitamins, meal 
supplements and bus passes when needed. An extra granola bar and juice is given to individuals who return their used needle supplies 
and safer inhalation kits.” 

“Providing small useful items such as personal hygiene kits, hats and mitts is appreciated by participants and further establishes a 
trusting relationship with the Hep C program.”

	CLienTs Are More LikeLY To use LoW ThreshoLD AnD one-sToP serViCes

sites reported adjusting staff schedules and roles as well as service hours to provide more opportunities for non-scheduled 
appointments. 

“Counsellor travelled to other agencies where clients may be currently accessing auxiliary services to provide counseling; Outreach in 
the community with group work is successful in meeting clients 'where they are at'."

“Organizational policy will be amended to accommodate … staff doing home visits, meeting clients in parks and restaurants.” 

“Clients value the model of care, access to interdisciplinary healthcare providers and the ability to access HCV RN in various locations 
in the community with/without appointments.”

 neW AnD ADAPTeD serViCe MoDeLs AnD neW PArTnershiPs WiTh oTher seCTors (housing, hiV 
AnD MenTAL heALTh) iMProVe ACCess AnD eFFeCTiVeness

“Our Hospital's Patient Experience Team identified 8 care-related dimensions: Access, Continuity and Transition of Care, Emotional 
Support, Information and Education, Family and Support Person Involvement, Physical Comfort and Respect for Patient Preferences. 
Our program is designing a new tool to reflect these and other aspects reflecting the patient experience vs. patient satisfaction.”

“We have developed a 'Presentation Review' which rates the client's or professional’s knowledge of Hep C prior to the 
presentation. As well, [it] rates their knowledge after the presentation.”
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VII. 
Appendices

APPendIX A: lIst oF FUnded 
PRogRAms

health region organization 
name

Lhin

Central east AIds committee of 
York Region

central

AIds committee of 
durham Region

central east

Peterborough AIds 
Resource network

central east

AIds committee of 
simcoe county

north simcoe 
muskoka

Central West Hemophilia ontario 
- cwoR

central west

Peel HIV/AIds 
network

central west

Hamilton AIds 
network

Hamilton niagara 
Haldimand Brant

Hamilton Public 
Health & community 
services

Hamilton niagara 
Haldimand Brant

Positive living 
niagara

Hamilton niagara 
Haldimand Brant

AIds committee 
of cambridge, 
kitchener, waterloo 
and Area

waterloo wellington

HIV/AIds Resources 
& community 
Health- clinic

waterloo wellington

HIV/AIds Resources 
& community 
Health (ARcH)

waterloo wellington

northern AIds committee of 
north Bay and Area

north east

Algoma group 
Health

north east

Hemophilia ontario 
- neoR

north east

ontario Aboriginal 
HIV/AIds strategy - 
cocHRAne

north east

ontario Aboriginal 
HIV/AIds strategy - 
sUdBURY

north east

Reseau Access 
network

north east

sudbury Action 
centre For Youth

north east

Union of ontario 
Indians

north east

elevate nwo north west

nishnawbe Aski 
nation

north west

ontario Aboriginal 
HIV/AIds strategy - 
tHUndeR BAY

north west

waasegiizhig nanaa-
ndawe'iyewi-gamig

north west

ottawa & eastern AIds committee of 
ottawa

champlain

Bruce House champlain

city of ottawa 
Public Health

champlain

Hemophilia ontario 
- oeoR

champlain

ontario Aboriginal 
HIV/AIds strategy - 
ottAwA

champlain

somerset west 
community Health 
centre

champlain

wabano centre for 
Aboriginal Health Inc

champlain

Youth services 
Bureau of ottawa

champlain

HIV/AIds Regional 
services

south east

ontario Aboriginal 
HIV/AIds strategy - 
kIngston

south east
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street Health 
centre, kingston 
community Health 
centres

south east

south West AIds committee of 
windsor

erie st clair

ontario Aboriginal 
HIV/AIds strategy - 
wAllAceBURg

erie st clair

Association of 
Iroquois and Allied 
Indians

south west

Hemophilia ontario 
- swoR

south west

ontario Aboriginal 
HIV/AIds strategy - 
london

south west

Regional HIV/AIds 
connection

south west

Toronto 2-spirited People of 
the First nations

toronto central

Action Positive toronto central

Africans In 
Partnership Against 
AIds

toronto central

AIds committee of 
toronto

toronto central

Alliance for 
south Asian AIds 
Prevention

toronto central

Asian community 
AIds services

toronto central

Barrett House - 
good shepherd 
ministries

toronto central

Black coalition for 
AIds Prevention

toronto central

casey House 
Hospice

toronto central

central toronto 
community Health 
centres

toronto central

centre for spanish-
speaking Peoples

toronto central

circle of care 
(sponsored by 
tPwAF)

toronto central

elizabeth Fry society 
of toronto

toronto central

ethiopian 
Association

toronto central

Family service 
toronto

toronto central

Fife House toronto central

Hospice toronto toronto central

loFt community 
services

toronto central

maggie's: the 
toronto Prostitutes' 
community service 
Project

toronto central

ont. Assoc.of the 
deaf, deaf outreach 
Program

toronto central

Passerelle 
Integration et 
developpement 
economiques

toronto central

Planned Parenthood 
toronto

toronto central

Reseau des 
chercheures 
(RecAF) Africaines

toronto central

south Riverdale 
community Health 
centre

toronto central

st. stephen's 
community House

toronto central

syme-woolner 
neighbourhood and 
Family centre

toronto central

the HIV/AIds 
counselling, 
testing and support 
Program

toronto central

the teresa group toronto central

the works, city 
of toronto Public 
Health

toronto central

toronto People with 
AIds Foundation - 
RFAc

toronto central

toronto People with 
AIds Foundation 
- FFl

toronto central

Unison Health and 
community services

toronto central

warden woods 
community centre

toronto central

women's Health 
in women's Hands 
community Health 
centre

toronto central

Provincial Hemophilia ontario capacity Building

HIV & AIds legal 
clinic (ontario)

capacity Building

ontario Aboriginal 
HIV/AIds strategy

capacity Building

PAsAn (Prisoners 
with HIV/AIds 
support Action 
network)

capacity Building

African and 
caribbean council 
on HIV/AIds in 
ontario

capacity Building

AIds Bereavement 
and Resiliency 
Program of ontario 
(sponsored by 
Fifehouse)

capacity Building

canadian AIds 
treatment 
Information 
exchange

capacity Building

committee for 
Accessible AIds 
treatment

capacity Building
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FIFe House - 
oHsUtP

capacity Building

gay men’s sexual 
Health Alliance

capacity Building

ontario AIds 
network

capacity Building

ontario 
organizational 
development 
Program

capacity Building

toronto People with 
AIds Foundation - 
tHn

capacity Building

women and HIV/
AIds Initiative

capacity Building

heP C Programs

health region organization 
name

Lhin

healthregion organizationname lHIn (local 
Health Integration 
network)

Central east lakeridge Health 
centre

central east

Central east oshawa 
community 
Health centre

central east

Central West Bramalea 
community 
Health centre

central west

Central West niagara Health 
system

Hamilton niagara 
Haldimand Brant

Central West wayside House of 
Hamilton

Hamilton niagara 
Haldimand Brant

Central West sanguen Health 
centre

waterloo 
wellington

northern AIds committee 
of north Bay and 
Area

north east

northern Algoma group 
Health

north east

northern Reseau Access 
network

north east

northern timmins Family 
Health team

north east

northern elevate nwo north west
northern sioux lookout 

First nations 
Health Authority

north west

ottawa & eastern the ottawa 
Hospital

champlain

ottawa & eastern street Health 
centre, kingston 
community 
Health centres

south east

Provincial 
resource

canadian AIds 
treatment 
Information 
exchange

Provincial 
Resource

Provincial 
services

PAsAn (Prisoners 
with HIV/AIds 
support Action 
network)

Provincial services

south West windsor-essex 
community 
Health centre

erie st clair

south West london Inter-
community 
Health centre

south west

Toronto sherbourne 
Health centre

toronto central

Toronto south Riverdale 
community 
Health centre

toronto central

Acronyms

Acronym name

ABrPo AIds Bereavement and Resiliency 
Project Program of ontario

ACAP AIds community Action Plan
ACB African, caribbean and Black
ACCho the African and caribbean council on 

HIV/AIds in ontario
ACT AIds committee of toronto
ACTg AIds clinical trials group
AgM Annual general meeting
APh Algoma Public Health
APAA African in Partnership Against AIds
ArAo Anti-Racism Anti-oppression
Aso AIds service organization
Avg. Average
BLACkCAP Black coalition For AIds Prevention
CAAT committee for Accessible AIds 

treatment
CAhr canadian Association of HIV Research
CAMh centre for Addiction and mental 

Health 
CATie community AIds treatment 

Information exchange
CBAesP community Based AIds education & 

support Program
CBAo community Based AIds organization
CBr community Based Research
CBsA canada Border services Agency
ChC community Health centre
CMhA canadian mental Health Association 
CTAC canadian treatment Action council
eBPu evidence Based Practice Unit
FTe Full time equivalent
giPA greater Involvement of People living 

with HIV/AIds
gMsh gay men's sexual Health Alliance
h&C Humanitarian and compassionate 

leave Application 
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h1 April to september Reporting Period 
h2 october to march Reporting Period
hALCo HIV/AIds legal clinic ontario
hCV Hepatitis c Virus 
hr Human Resources 
hr hetero High risk heterosexual 
iDu Injection drug Use
iT Information technology 
kTe knowledge transfer and exchange
LgBTQ+ lesbian, gay, Bisexual, trans, queer, 

questioning 
Lhin local Health Integration network
Lr hetero low risk heterosexual 
MiPA meaningful Involvement of People 

living with HIV/AIds
MohLTC ministry of Health and long term care
MsM men who have sex with men
oAChA ontario Advisory committee on HIV/

AIds
oAhAs ontario Aboriginal HIV/AIds strategy
oAn ontario AIds network
oCAse ontario community AIds services and 

evaluation
oChArT ontario community AIds Reporting 

tool
oCs oHtn cohort study
oCsgC oHtn cohort study governance 

committee
oDB Ontario Drug Benefit
ohsuTP ontario HIV and substance Use 

training Program
ohTn ontario HIV treatment network
ooDP ontario organizational development 

Program
oPrAh ontario Provincial Resource for Asos 

in Human Resources 
PArn Peterborough AIds Resource 

network
PAsAn Prisoners with HIV/AIds support 

Action network
PhA Persons with HIV or AIds
PhAC Public Health Agency of canada
PhiPA Personal Health Information 

Protection Act
PoC Point of care testing 
PP Priority Populations 
PsAs Public service announcements 
PWA toronto People with AIds 
rhAC Regional HIV/AIds connection 
sTi sexually transmitted Infection
WhAi women & HIV/AIds Initiative
WhiWh women’s  Health in women’s Hands
WsW women who have sex with women 

APPendIX B:UndeRstAndIng 
tHe logIc model

the ocHARt logic model -- a synthesis of 
both the AIds Bureau and PHAc logic models 
-- reinforces how the two funding programs 
are working together to achieve common goals. 
Because the synthesized logic model represents 
the work of two funders, not all populations and 
outputs will apply to all funded programs. For 
example, youth at risk are a priority population for 
AcAP but not the AIds Bureau, and IdU outreach 
and harm reduction services are funded by the 
AIds Bureau but not AcAP. 

the box at the top of the logic model describes 
the long-term outcomes or goals of our work. 
the rest of the logic model explains how our work 
contributes to achieving these outcomes. to read 
the logic model, start at the bottom of the page:

•	 the outputs list the activities or services of 
community-based HIV programs, which are a 
means to an end. 

•	 the end is the desired change or “outcomes” 
that we expect to see. For reporting purposes, 
we linked each output to just one short-term 
outcome; however, in practice, outputs can 
contribute to more than one outcome. For 
example, “workshops and presentations” 
contribute to the outcome “increased 
knowledge and awareness” but they can 
also contribute to other outcomes, such as 
increased access to services or increased 
organizational capacity.

•	 there are different levels of outcomes in the 
logic model, based on time and reach:

 short-term outcomes generally occur 
first, and are where we can see the 
clearest cause-effect relationship 
between outputs and outcomes. these 
are the areas where funded agencies 
have the strongest influence, and where 
change can be most directly attributed to 
their work.

 outcomes become more complex 
to measure as we move up the logic 
model. Intermediate and longer-term 
outcomes take more time to achieve, 
and depend more on the work of other 
programs and sectors. Funded agencies 
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contribute, along with other community 
and government initiatives, to achieving 
these outcomes.

APPendIX c:AcAP-FUnded 
PRoJects BY tYPe And 
FUndIng APPRoAcH

operational Projects

Project number sponsor Project Title

6963-06-2012/ 
4480524

Bruce House expanding and 
strengthening 
Volunteer supports 
to Improve quality 
of life for People 
living with HIV/
AIds

6963-06-2011/ 
4480510

Réseau Access 
network 

Fostering 
diversity and 
greater access 
to HIV/AIds 
information within 
educational 
Institutions

6963-06-2011/ 
4480512

the AIds 
committee of 
cambridge, 
kitchener, 
waterloo and Area

Youth sexual 
Health Program

6963-06-2011/ 
4480513

the AIds 
committee of York 
Region Inc.

community HIV 
engagement 
Project

6963-06-2011/ 
4480509

the teresa group 
- child and Family 
Aid

Volunteer 
support Program 
enhancement

6963-06-2011/ 
4480516

Regional HIV/
AIds connection 

gBmsmt2sY 
and HIV Initiative-
community 
development 
and knowledge 
transfer exchange

6963-06-2012/ 
4480535

AIds 
Bereavement 
and Reslilency 
Program 
of ontario 
sponsored by Fife 
House Foundation 
Inc.

nuts and Bolts: 
developing 
organizational 
tools to Build 
effective working 
Relationships with 
PHAs in multiple 
Roles

6963-06-2011/ 
4480517

AIds committee 
(durham)

HYPe - HIV 
& Youth Peer 
engagement 
Program

6963-06-2011/ 
4480507

AIds committee 
of guelph and 
wellington county

Regional Rural 
education Project

6963-06-2012/ 
4480526

AIds committee 
of simcoe county

Bridging HIV 
Prevention to men 
who sex with men 
(msm) and their 
female partners

6963-06-2012/ 
4480522

AIds committee 
of toronto 

Promoting the 
health of gay men 
and women living 
with HIV/AIds

6963-06-2012/ 
4480523

elevate nwo PHA mobilization 
and organizational 
Integration 
Program    (PHA 
moIP)

6963-06-2012/ 
4480532

committee for 
Accessible AIds 
treatment 
sponsored by 
toronto People 
with AIds 
Foundation                               

walk with us: 
Investing & 
inspiring collective 
empowerment for 
PHAs and affected 
communities 
(legacy 2)

6963-06-2012/ 
4480530

Fife House 
Foundation Inc.

Buddies for life 
and Volunteer 
Recruitment 2.0

6963-06-2012/ 
4480525

Hamilton AIds 
network for 
dialogue and 
support (HAnds)

gay men’s HIV 
Prevention 
Program

6963-06-2011/ 
4480508

ontario AIds 
network 

living  PHA 
leadership in our 
lives and in the 
communities we 
serve

6963-06-2012/ 
4480539

ontario AIds 
network 

Increasing 
capacity: 
group Based 
Intervention for 
gay and Bisexual 
men

6963-06-2012/ 
4480531

Peel HIV/AIds 
network Inc.

empowerment and 
transformation of 
People living and 
affected by HIV/
AIds in the Region 
of Peel

6963-06-2012/ 
4480534

Peterborough 
AIds Resource 
network

normalizing 
HIV: Building 
on individual 
and community 
assets to address 
determinants 
of health 
vulnerabilities.

6963-06-2012/ 
4480537

Regional Food 
Access committee 
sponsored by 
toronto People 
with AIds 
Foundation

community Food 
Access Project
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6963-06-2012/ 
4480520

the ontario 
organizational 
development 
Program 
sponsored by 
Regional HIV/
AIds connection

the creation and 
delivery of HIV/
AIDS Specific 
organizational 
development 
Resources 
to HIV/AIds 
organizations in 
ontario

6963-06-2012/ 
4480536

toronto People 
with AIds 
Foundation

dreaming & 
opportunities 
Project

6963-06-2012/ 
4480527

AIds committee 
of niagara

community 
development 
and education 
Program

6963-06-2011/ 
4480514

HIV/AIds 
Regional services 
(HARs)

HARs Prevention 
and education 
outreach Program

6963-06-2013/ 
4480540

AIds committee 
of windsor

gay/msm sexual 
Health Program

6963-06-2012/ 
4480538

Alliance for 
south Asian AIds 
Prevention

connecting to 
care: south Asian 
PHA Peer leaders 
supporting each 
others

6963-06-2012/ 
4480521

Asian community 
AIds services

Volunteers’ 
capacity Building 
& community 
engagement 
Project

6963-06-2011/ 
4480511

Prisoners with 
HIV/AIds support 
Action network

Prison support & 
Health Promotion 
Project

6963-06-2012/ 
4480533

the Black 
coalition for 
AIds Prevention 
of metropolitan 
toronto

Health and social 
determinants 
support Program

6963-06-2012/ 
4480529

AIds committee 
of north Bay and 
Area/comite du 
sIdA de north Bay 
et de la Region

extending the 
Reach: HIV 
Regional outreach 
and education

6963-06-2012/ 
4480528

Africans in 
Partnership 
Against AIds

“taruwan maza” 
Heterosexual men 
gathering together

Time Limited Projects 

Project number sponsor Project Title

6963-06-
2011/6420458

AIds committee 
of cambridge, 
kitchener, 
waterloo and Area

gay men’s sexual 
Health Program

6963-06-
2011/6420473

Planned 
Parenthood of 
toronto

Youth HIV Project: 
Prevention, 
engagement, 
Action and 
knowledge 
(PeAk)

6963-06-
2011/6420455

Réseau Access 
network

"surviving 
sex trade” an 
education and 
Prevention 
Program

6963-06-
2011/6420457

the elizabeth Fry 
society, toronto 
Branch

work safe – trans 
and High Risk sex 
workers outreach 
Project

6963-06-
2011/6420459

Regional HIV/
AIds connection

enhancing 
Regional service 
delivery for 
PHAs and at Risk 
Populations in six 
counties

6963-06-
2011/6420474

wabano centre 
for Aboriginal 
Health Inc.

Respecting the 
earth, Fire and 
ourselves

6963-06-
2011/6420456

AIds committee 
of guelph and 
wellington county

Project AttAcH- 
Art, technology, 
theatre addressing 
community health

6963-06-
2011/6420463

AIds committee 
of toronto

Positive Youth 
outreach (PYo)

6963-06-
2011/6420468

Fife House 
Foundation Inc.

HIV/AIds 
complex care 
Pilot Project: 
developing 
a continuum 
of enhanced 
community care 
and Housing

6963-06-
2011/6420467

Hamilton AIds 
network for 
dialogue and 
support (HAnds)

connecting 
Regional PHAs 
in Haldimand, 
norfolk and 
Brant to care and 
support

6963-06-
2011/6420477

toronto People 
with AIds 
Foundation

Holistic 
engagement

6963-06-
2011/6420460

sault ste. marie 
and district group 
Health Association

community 
education and 
Prevention Project



95

6963-06-
2011/6420471

the centre for 
spanish-speaking 
Peoples

InFo plus: 
intervention to 
reduce HIV/stI's 
infection among 
latino gay men in 
toronto

6963-06-
2011/6420461

AIds committee 
of windsor

Volunteer 
leadership 
Program

6963-06-
2011/6420464

ethiopian 
Association in 
the greater 
toronto Area 
and surrounding 
Regions

HIV/AIds 
Prevention 
and education 
Program

6963-06-
2011/6420466

somerset west 
community 
Health centre

African and 
caribbean 
community 
development 
and HIV Health 
Initiative

6963-06-
2011/6420476

women’s Health in 
women’s Hands

Intervention on 
disclosure of 
HIV +ve status 
for AcB women: 
organizational 
Integration 
(Institution-
alization) of 
Intervention

6963-06-
2011/6420469

Passerelle 
Intégration et 
développement 
Économiques

outils de 
prévention du VIH 
pour immigrants 
francophones de 
pays où le VIH est 
endémique

6963-06-
2011/6420475

Réseau des 
chercheures 
africaines (RecAF) 

trajectoires 
intersectionnelles 
de la sexualité 
et du VIH-sida 
chez les femmes 
immigrantes 
francophones

APPendIX d: VolUnteeR woRk

the View From the Front lines data on the dollar 
value of volunteer work is calculated using an 
adapted version of a tool developed by Yang 
cui, a graduate student in the PHAc manitoba/
Saskatchewan regional office, in August 2009. For 
detailed instructions on how to use this tool in 
your project, please contact the oHtn.

Limitations of this Tool

Information from this tool needs to be interpreted 
carefully. It can only give an estimate of the value 

of some types of volunteer work. several factors 
can affect the accuracy of the estimated dollar 
value of this work.

like any tool, the quality of data this tool produces 
depends on the quality of data that is entered 
into it. If volunteer hours have not been carefully 
tracked, or are recorded in the wrong ocHARt 
categories, the estimated value of volunteer work 
will not be accurate.

this tool uses average wages for ontario from 
National Occupation Classification (NOC) data. 
these averages may be higher or lower than 
average wages in some communities. this may 
result in over- or under-estimates of the dollar 
value of volunteer work.

not all types of volunteer work are included in 
this tool. For example, volunteer hours reported 
in the “other” category cannot be assigned a dollar 
value with this tool. Also, the ocHARt volunteer 
activity “Attend training” is not included in this 
tool. Attending training is not itself a job, so this 
activity cannot be assigned a wage.

some volunteer work in each volunteer category 
may not align well with the associated wage 
category. For example, fundraising volunteer 
hours are calculated using the average wage 
for a professional occupation in fundraising or 
communications. However, some volunteer 
work counted in the fundraising category may 
not require a professional skill set (e.g. stuffing 
envelopes or being a marshal in a fundraising 
walk). the dollar value of this work may therefore 
be over-estimated.

Finally, the value of volunteers goes well beyond 
the financial impact of their work. This is only one 
dimension of the important impact volunteers 
have on community-based HIV work.

the tool uses data from two places:

•	 ocHARt 12.2 data on the total number of 
volunteer hours, by category of work, in the 
last fiscal year (H1 + H2)

•	 National Occupation Classification (NOC) 
data, which tells you the average canadian, 
provincial and regional wages for various 
occupations.
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Volunteer 
Position

oChArT 
question

national 
occupation

Classification 
(noC)

Total number 
of Volunteer 

hours in 
the Past 12 
Months* (A)

noC Average 
hourly Wage 

rate Assigned 
to This Job 

Type in the past 
12 months (B)

 Total 
Volunteer 

hours × noC
Average hourly 

Wage rate
(C)

Fringe Benefit 
12%
(D)

Total Value 
(C+D)

Administration 
(clerical support, 
reception, etc)

12.2 total #of 
vol hours for 
Administration

General office 
clerk 1411

57,162 $15.25 $871,723.55 $104,606.83 $976,330.38

governance 
(board of 
directors, 
advisory 
committees etc)

12.2 # of vol 
hrs for serve on 
Board/Advisory 
committee 

senior manager-
Health, 
education, 
social  and 
community 
services and 
membership 
organization 
0014

24,100 $39.00 $939,880.50 $112,785.66 $1,052,666.16

support 
services 
(assistance to 
people living 
with HIV/AIds, 
peer support, 
etc.)

12.2 sum of 
total # of vol 
hrs for Practical 
support and 
counselling

community and 
social service 
workers 4212

54,207 $21.51 $1,165,983.97 $139,918.08 $1,305,902.04

Prevention 
(outreach, 
targeted 
education, etc)

12.2 total # 
of vol hrs for 
outreach 
Activities

community and 
social service 
workers 4212

21,109 $21.51 $454,054.59 $54,486.55 $508,541.14

Fundraising 
(walks, 
fundraising 
campaigns, 
working 
to secure 
foundation 
grants, etc.)

12.2 total # 
of vol hrs for 
Fundraising

Professional 
occupation 
in public 
relations and 
communications 
5124

28,797 $29.74 $856,407.91 $102,768.95 $959,176.86

Public events 
(public speaking, 
special events 
like pride day, 
mall displays, 
etc)

12.2 sum of  
total # of vol 
hrs for special 
events and 
education/
comm devt

General office 
clerk 1411

15,875 $15.25 $242,097.56 $29,051.71 $271,149.27

Human 
resources

12.2 sum to 
total # of vol hrs 
for involvement 
in hiring process 
and policies and 
proecdures

specialists 
in human 
resources 1121

1,929 $29.74 $57,353.59 $6,882.43 $64,236.02

It support 12.2 sum of 
total # of vol hrs 
for It support

web designers 
and developers 
2175

608 $27.78 $16,890.24 $2,026.83 $18,917.07

other (specify)
total $4,604,391.91 $5,156,918.94

 
* Add the hours from your H1 and H2 ocHARt report

note: these calculations will slightly under-count volunteer hours reported in ocHARt, as not all ocHARt volunteer activity categories are 
reflected in this table.  This table aligns OCHART volunteer categories with volunteer categories used in ACAP reporting in the rest of Canada, 
to facilitate rolling up ontario data with data from other regions

ocHARt categoreis excluded from this calculation are: Attended training (does not align with a paid staff activity); Involved in hiring process; 
Policies and Procedures; and It support.  these are also the categories in ocHARt with the lowerst number of hours, so excluding them from 
the analysis will have a negligible impact on the total $ value estimate.
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APPendIX e: tRAInIng 
tAXonomY (ReFeRence to 
tRAInIng gRAPH FIgURe 12)

Administrative 
Training

Administrative
computer program training
ocAse training
ocHARt training

skills Building ABRPo training
Addictions / harm reduction / 
substance use
Addictions / harm reduction / 
substance use / oHsUtP
cAHR conference
change management
crisis Prevention/Intervention
cultural competence
disclosure
diversity and anti-oppression
Female condom
Fundraising
gmHs
grief and loss
Hep c
HIV and corrections
HIV testing (including Point of care)
HIV/AIds
leadership training
lgBtq-Homophobia
mental Health/counseling
oAHAs
oAn skills Building
oHsUtP training
oHtn conference
opening doors
oPRAH training
Prevention and positive prevention
sexual health/stI
suicide prevention
team building
Violence (family, women, children, etc.)
Volunteer coordinator

other (from the 
standard list)

Health and safety
other
stress reduction

other – free text Free text values.  main items included 
Accessibility for ontarians with 
disabilities training, cPR/First 
Aid, Social Media Training. Conflict 
Resolution and Housing training.  
Many of these items fit within existing 
categories.  with the revision to 
this question in the future, we strive 
for clearer questions and accurate 
reporting.   see all free text categories 
on next page.

Free text training responses (oChArT 4.5) 

ABI 
Aboriginal Issues 
AcB Health symposium 
AccHo 
Acquired Brain Injury 
Agency tour 
Aging 
AodA 
Asl 
Assertiveness training 
Basic life support 
Best practice standards training 
Best Practices: medication 
Blended learning 
Breast Feeding Initiative 
cAnAc 
cAtIe Forum 
serodiscordant couple 
change in Immigration law 
changes to Health care for Immigrants 
client Records documentation 
clinical care 
clinical supervision 
common measures Interviewing 
communication workshop Buzz 1,2 
communications 
community development 
community development 
community engagement training 
community leadership 
compassion Fatigue 
Conflict in Workplace 
couples counselling 
cPHA conference 
cPR/First AId 
creating Health (nutrition) 
crisis Intervention 
cwgHR conference 
data Analysis (nVivo) 
Dealing with Difficult People 
dementia care 
diabetes 
digital story telling training 
ed Peer learning circle 
elder Abuse 
elder Helper work 
episodic disability workshop 
ethical cBR with Urban Indigenous communities 
ethics 
evaluation Framework dev 
Francophone Forum on mental Health and 
Addictions 
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French language 
gender identity 
general knowledge - HIV/AIds 
gIPA/mIPA 
gmsH/ourAgenda-trainer 
guelph sexuality conference 
Halco 
Handwashing/Hygiene 
Harvard HIV Update 
Health care support to trans 
HIV and Aging  
HIV testing conference 
HIV treatment 
Hospice Palliative care| 
Hospice Palliative care training 
Housing 
Human Rights 
Human Trafficking 
Human Trafficking 
IHPReg/pregnancy & motherhood 
Immigration 
In service: new elevator safety and evacuation 
Procedures 
Income manager 
Infection control and Prevention 
Influenza Vaccine  
Inherited Bleeding disorders 
lHIn Rotman community Health leadership 
training 
lHIn webinars 
life coaching  
management skills Building 
McMaster field supervisors training 
media training 
mediation training 
medical marijuana 
medication Administration  
medication training 
methadone treatment 
middle management training 
mindfulness training 
motivational Interviewing 
naloxone training 
navigation of new website 
new technology 
newcomer Issues 
nightingdale on demand - super Users 
nursing skills - Female cPX 
nursing skills - lab Results 
ocHARt kte day 
ontario works 
other workshops 
outreach 

ows kte event — let's talk About Us: what 
women Have to say About HIV 
Personal Support Worker Certification 
Policy & Advocacy 
Population status Report 
Positive supervision 
Preparation for ONCA Ontario Non-profit 
corporation Act 
Privacy 
Professional Boundaries and Confidentiality 
Program develop/evaluation 
Program development 
Program Planning 
Public relations 
quality of data Analysis & Research design 
quantitative methods in community Based 
Research  
Rainbow Health conference 
Rainbow Health ontario  
Refugees sponsorship 
Religion, sexuality & south Asian Youth 
Renal Issues with HIV 
RHo Public Policy Institute 
Risk management 
sex work 
sexual Health training for People working with 
Youth at Risk 
sexual Pleasure 
social determinants of Health 
social Justice Integration 
social media and communications  
social media training 
stroke and Brain Injury workshop 
the science and clinical Practice 
Recommendations Around Breast Feeding 
Practices in canada 
the works - Job shadowing  
trans 
trauma 
trauma Informed care 
trauma training  
trauma-informed Approach 
Traumatology Certification 
Various: training on Results-based leadership, 
creation of social enterprise, Project management, 
Francophone Forum on mental Health and 
Addictions 
webinars with lHIns 
website & social media 
wHAI 
wHmIs 
women's symposium 
women's Voices, women's Health  
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workers Rights 
workplace wellness 
workshop for Peer educators 
writing circle - Research
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APPendIX F: logIc models

AiDs Community Action Program Logic Model

PREvENTION

HEALTH 
PROMOTION FOR 

PEOPLE LIvING 
WITH HIv/AIDS

CREATING 
SUPPORTIvE 

ENvIRONMENTS

STRENGTHENING 
COMMUNITY-BASED 

ORGANIZATIONS

Manage and Administer ACAP Grants and Contributions and related activities

Reduced stigma, 
discrimination, and 

other barriers

Increased  
practice of healthy 

behaviours

Increased  
knowledge and 

awareness of HIv/
AIDS and ways to 

address the disease

Enhanced 
engagement and 
collaboration on 

approaches to 
address HIv/AIDS

Educational materials, workshops and presentations, reach, target population involvement, 
referrals, partnerships, awareness campaigns, trained human resources, volunteers, reports, 

action plans and policies

Increased  
individual and 
organizational 

capacity

Increased  
knowledge and 

awareness of social 
and other contextual 

factors

Improved access 
to more effective 
prevention, care, 

treatment and 
support

Prevent the acquisition
and transmission of new 

infections

Improved quality of life  
for those at risk and living with 

HIv/AIDS

Healthier Canadians, Reduced Health Disparities  
and a Stronger Public Health Capacity

ActIVItY  
AReAs

oUtPUts

FIRst leVel 
oUtcomes

second 
leVel  
oUtcomes

tHIRd 
leVel  
oUtcomes

UltImAte/
stRAtegIc
oUtcomes

denotes delivery by Responsibility 
centre staff and o&m funds

denotes delivery with g&c  
recipient participation
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AiDs Bureau Funding Program - Logic Model

AiDs Bureau Funding Program
ontario government goal -to build a patient-centered health care system that delivers quality, value and evidence-based care in ontario.
objective -Preventing Injury and Illness: managing disease

Program Description
Program provides transfer payment funding to support an evidence-informed, community-based response to HIV/AIds in ontario through the provision of 
such services and programs as: prevention education and awareness, harm reduction, HIV testing, support and care, community mobilization, and research

objectives strategies inputs/resources outputs
to increase 
knowledge and 
awareness to 
prevent the 
transmission 
of HIV/ AIds 
within priority 
populations in 
ontario.

• Increase knowledge and awareness of HIV/AIDS through 
prevention programming for priority populations
• Increase awareness and provision of HIV testing options among 
priority populations
• Provide harm reduction services
• Promote integration of GIPA/MIPA principles, including the 
involvement of PHAs and others with lived experience

• Provincial HIV/AIDS Strategy
• Base & One Time Funding
• Program Guidelines and 
strategies
• Program materials, staffing, 
administrative and management 
costs

•Education, Prevention and 
outreach Programs
• HIV Testing Initiatives
• Harm Reduction Programs
• Peer-based programming
• Prevention programming to 
address stigma, marginalization 
& discrimination such as 
homophobia, racism, HIV stigma, 
etc.
• Includes such funded strategies 
as: gmsH, AccHo, IdU 
outreach, oAHAs

to increase access 
to services for
people living with 
and/or affected by 
HIV/AIds.

• Support organizations and communities in providing services to 
people living with and/or affected by HIV/AIds
•Provide support to reduce gaps in service for people living with 
and/or affected by HIV/AIds
•Provide support services for Ontario’s priority populations
•Promote integration of GIPA/MIPA principles, for both PHAs and 
others with lived experience

• Provincial HIV/AIDS Strategy
• Base & One-Time Funding
• Program Guidelines and 
strategies
• Program materials, staffing, 
administrative and management 
costs

• Care and Support for PHAs
• Health Promotion and capacity-
building programs for PHAs
• Support programming to 
address stigma, marginalization 
& discrimination such as 
homophobia, racism, HIV stigma, 
etc.
• Care and Support for those 
affected by HIV/AIds

to increase 
capacity of 
organizations 
and communities 
to effectively 
respond to HIV/
AIds.

•Promote system effectiveness, transparency, and responsiveness
•Support leadership capacity and coordination
of communities, organizations, staff, volunteers, and PHAs
• Foster supportive and engaged communities
•Build capacity of the wider health and social service sector to meet 
the needs of people living with HIV/AIds
•Promote integration of GIPA/MIPA principles, for both PHAs and 
others with lived experience

• Provincial HIV/AIDS Strategy
• Base & One-Time Funding
• Program Guidelines and 
strategies
• Program materials, staffing, 
administrative and management 
costs

• Organizational development 
programs
• Volunteer and Staff Capacity 
development programs
• Includes funded strategies: 
wHAI, AccHo, gmsH, oAHAs
• Established referral network of 
allied service providers
• Community development 
programming to address stigma, 
marginalization & discrimination 
such as homophobia, racism, HIV 
stigma, etc…

to increase 
coordination, 
collaboration 
and evidence-
based practice 
across the system 
responding to 
HIV/AIds.

• Support opportunities for relevant and high quality research
• Provide opportunities for knowledge translation and exchange 
across sectors
• Provide opportunities to integrate evidence into practice
• Build capacity of the wider health and social service sector to meet 
the needs of people living with HIV/AIds
• Promote integration of GIPA/MIPA principles, for both PHAs and 
others with lived experience

• Provincial HIV/AIDS Strategy
• Base & One-Time Funding
• Program Guidelines and 
strategies
• Program materials, staffing, 
administrative and management 
costs

• Partnership and service 
coordination programs
• CBR, Clinical and 
other Research including 
epidemiological monitoring
• Knowledge Translation and 
exchange to increase evidence-
based practice
• Data collection, input and 
analysis to increase evidence-
based and informed practice
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health outcomes
• Reduced transmission of HIV/AIDS in Ontario
• Improved health and well-being of people living with HIV/AIDS (PHAs)
• Strengthened community capacity to respond to people living with, affected by &/or at-risk of HIV/AIDS

Priority Populations in ontario
•       People living with HIV/AIDS          • Gay, bisexual and other MSM  
•       Aboriginal peoples       • People who use drugs  
•       African, Caribbean and Black Ontarians
•      Women in the above groups &/or who engage in high-risk activities with them

Activities Data Measures short-term outcomes
• Education sessions/workshops
• Community development
• Social marketing campaigns
• Resource Distribution
• HIV Prevention counseling
• Outreach activities
• Distribution of harm reduction materials
• Harm reduction counseling with service users
• HIV Testing Initiatives – POC testing, Anonymous 
HIV testing, Prenatal HIV testing; and partner 
notification

• Total funding contributed to each objective
• OCHART reporting (Sect 9, 10 & 13) including 
such things as # presentations, # education 
participants, # community development meetings, # 
resources distributed, # outreach contacts, # harm 
reduction supplies, etc.
• Other data measures including # HIV tests & 
other HIV testing data
• Program evaluations, reviews or environmental 
scans

• Increased knowledge and awareness of HIV/ 
AIds prevention and harm reduction for priority 
populations in ontario
• Increased capacity for individuals to use harm 
reduction practices
• Increased awareness and provision of HIV testing 
options, and number of people tested for HIV, 
among priority populations in ontario
• Integration of GIPA/MIPA principles, for both 
PHAs and others with lived experience

• Counseling and Case Management for PHAs, 
affected and those at-risk
• Referrals for allied services
• Practical Assistance and Other Supports
• PHA peer-led programming
• PHA Health Promotion and capacity-building 
activities

• Total funding contributed to each objective
• OCHART reporting (Sect 11) including such 
things as # clients, client gender and age, # 
new clients, type of services accessed, financial 
assistance distributed, # clients receiving financial 
assistance
• Program evaluations, reviews or environmental 
scans

• Increased access to services for people living with
&/or affected by HIV/AIds
• Integration of GIPA/MIPA principles, for both 
PHAs and others with lived experience

• Provincial resources to support community-based 
HIV sector: ie: oAn, AccHo, gmsH, oodP, 
ABRPo, oHsUtP, oPRAH, cAtIe
• WHAI Programming
• Opening Doors conferences
• Knowledge Transfer and Exchange Days/ 
Activities
• Organizational development programming
• Volunteer management activities
• Staff development
• Peer involvement in the Organization or Program 
development or delivery

• Total funding contributed to each objective
• OCHART reporting (Sect 3, 4, 12 & 7) including 
such things as provincial resources accessed,
# activities by provincial resource programs, # 
staff attending trainings, # volunteers, # student 
placements, # peers involved including PHAs, IdU 
peers, & other priority population involvement
• Program evaluations, reviews or environmental 
scans

• Strengthened community and organizational 
capacity to respond to HIV/Ads
• Integration of GIPA/MIPA principles, for both 
PHAs and others with lived experience

• Knowledge Development & Research
• Knowledge Resource Dissemination
• Ontario HIV Treatment Network programming
• Evidence-based Practice Unit – OCHART, 
ocAse, and evaluation supports
• Partnerships and collaborations
• Community development activities
• Evaluation activities

• Total funding contributed to each objective
• Total funding for research & KTE related activities
• OCHART reporting (Sect 13, 5, & 8) including 
such things as partnerships, # community 
development meetings
• Other data measures including # research 
reports, kte events, data collection activities, # 
requests for evaluation support, etc.
• Program evaluations, reviews or environmental 
scans

• Increased coordination, collaboration and 
evidence based practice in responding to HIV/ AIds
• Increased system effectiveness, transparency, and 
responsiveness.
• Integration of GIPA/MIPA principles, for both 
PHAs and others with lived experience
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