
NORTH HAMILTON 
COMMUNITY HEALTH CENTRE



ÅA total of 74 CHCs serve approximately 500,000 people with 250, 000 of 
these accessing primary care services about 4%
ÅDeliver primary care services in combination with health promotion and 
illness prevention services
ÅCommunity governed with strong community development focus.

Ontario's Community Health Centres



HNHB LHIN 
Community Health Centres



Enabling Health Through Healing Hope and Wellness Since 
1987



NHCHC What we are all about.

·NO OBSTACLES TO HEALTH
is our simple, but compelling vision

·Governed by a 12-member volunteer Board of Directors

·Original catchment area from Barton Street to Bay Street, Guise 
to Sherman Avenue.

·Special populations 
·Individuals with Chronic Diseases from across the LHIN
·Teens from across Hamilton that are at risk
·Immigrants and refugees from across Hamilton
·Seniors from across the LHIN



Program Offerings
·Diabetes Education

·Diabetes Groups and Kitchens

·Outreach and Mental Wellness

·Diabetes Foot Care

·Falls Prevention and Education.

·Caring 4MyCOPD Rehabilitation

·Active Living and Fitness

·Multidisciplinary Team Support, Primary Care, Pharmacy, 
Rehabilitation, Social Work, Chronic Disease Management

·Health Promotion and Volunteer Opportunities



Diabetes Education
·Diabetes education and management services are 

tailored to the needs of clients and encompass a broad 
range of services to support self-management, e.g., 
nutritional counseling, medication management, self-
glucose monitoring, insulin management and 
managing diabetes during periods of illness.

·Services are provided in a culturally sensitive 
environment in the language of choice, when possible.



Active Living and Fitness

What if there was 

one prescription 

that could 

prevent and treat

dozens of diseases, 

such as diabetes, hypertension 

and obesity? 

-Robert E. Sallis, M.D., M.P.H., FACSM, 

Exercise is MedicineÊ Task Force Chairman



Model
Key Features of COPD Model

üCase management & Assessment by COPD CRE 
Coordinator
üMultidisciplinary team to support and provide care
üTelephone Access for clients
üIntensive program of education & exercise for 10 weeks;
maintenance & reassessment  for 1 yr
üCommunication with key stakeholders

Discharge
ü Maintenance exercise offered 3times/week & peer 
support 
ü Communication with Primary Care Providers & 
Respirologist 

10 week customized program 

Target Population
üCommunity dwelling
üPatients with modifiable  COPD
üPatients with confirmed dx COPD; recently admitted to 
hospital or at risk of Acute Exacerbation of their  COPD
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