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II. Executive Summary
The review of the Institute of Circulatory and Respiratory Health (ICRH) was undertaken by the
Canadian Institutes of Health Research (CIHR) as part of the rolling reviews of the mandate and
performance of CIHR Institutes initiated by CIHR’s Governing Council (GC) in 2015 and mandated
by the CIHR Act. The review assessed the relevance and performance of ICRH from 2000-01 to
2017-18, with a focus on the period under the leadership of the current Scientific Director (SD),
Dr. Rowe, from 2016 to present. The review sought to inform decisions regarding the role and
functioning of the Institute, renewal of the current SD, and meet the requirements of the Policy on
Results. The review was conducted by the CIHR Evaluation Unit and overseen by a panel of
experts in ICRH’s mandate areas, the ICRH Review Panel (hereafter referred to as the Panel),
who reviewed and interpreted the findings and made the final recommendations. The observations
and recommendations of the Panel are summarized below in relation to the three broad issues
addressed by the review.

Are changes needed within the current ICRH mandate in order to
address emerging areas of research?
The Panel sees a need for continued investment in ICRH’s mandate given that the burden of
disease within its mandate is significant and encompasses numerous areas related to
cardiovascular and respiratory health, stroke, sleep and circadian rhythm, blood and blood vessels
and critical care sciences. The Panel commended the current SD and ICRH team for providing
scientific leadership to steward its major investments in the Emerging Networks and Community
Development Program Grants to reach a stage where they are building research capacity and
disseminating new knowledge. The Panel highlighted the opportunity that research networks
provide to researchers of all genders and career stages, particularly early- and mid-career
researchers.
Recommendation 1: The Panel recommends no changes to ICRH’s current mandate.
Recommendation 2: The Panel recommends that ICRH continue to develop initiatives and
activities to achieve the research priorities of its current strategic plan related to enhancing
equity, diversity and inclusion in research, and building capacity for early- and mid-career
researchers.
The Panel and stakeholders interviewed identified a number of key emerging areas that have
potential to advance research under ICRH’s mandate with tangible impact on the health system
and health of all Canadians. The Panel observed that the strategic priorities of the current strategic
plan are appropriate to drive and guide the Institute’s operations, processes and approaches to
the research community. That said, the Panel feels strongly that ICRH needs to work to develop
a scientific vision and clearly articulate its scientific priorities and how they mutually reinforce its
strategic priorities. The Panel sees an opportunity for the SD and Institute to exercise its ability to
convene its scientific and stakeholder communities to identify their key strategic priorities to inform
the development and overall scientific vision and integrated research agenda for the institute.
4

REVIEW OF THE INSTITUTE OF CIRCULATORY AND RESPIRATORY HEALTH

Recommendation 3: The Panel recommends that ICRH engage its broad scientific and
stakeholder community to update the current strategic plan to enhance its scientific vision
and aligning them to its core priorities, and identify the key emerging areas of research
under its mandate.
The Panel observed that ICRH’s past investment in research networks (i.e., Emerging Networks
and Community Development Programs Grants) was effective at building capacity as well as
generating new knowledge while facilitating the translation of basic science discoveries into clinical
applications.
Recommendation 4: The Panel recommends that ICRH continue to invest in multidisciplinary research initiatives, such as the Emerging Networks and the Community
Development Program, which create and translate new knowledge and show promise to
improve the health of Canadians. Given the past financial investment made in these
initiatives, the panel recommends that ICRH propose a plan of action to ensure a “legacy
product” to capture and sustain the value (e.g., database, training program) of the currently
funded initiatives. Going forward, each new network or program should at the outset, be
charged with leaving a ‘legacy product’ that could sustain the value of the initiative into the
future.

Should the Scientific Director be renewed?
The Panel commends Dr. Rowe and ICRH for their significant accomplishments over the first four
years of his tenure. In particular, the Panel highlights his unique ability to both engage and respond
to the needs of researchers, trainees, the broader stakeholder community and Canadians. The
Panel further praised ICRH’s innovative approach to capacity building in all areas under ICRH’s
mandate. The Panel feels there is a need for the current SD to continue to: enhance the scientific
vision, implement the strategic plan, make connections and build collaborations, advance ongoing
initiatives, and launch the new initiatives as the ISI budget increases.
Recommendation 5: The Panel strongly recommends that the current Scientific Director be
renewed.

Other observations and recommendations
The Panel recognizes that ICRH has demonstrated leadership with respect to Indigenous Health
Research (IHR) at CIHR by: co-leading the Network Environments for Indigenous Health
Research (NEIHR); making investments in Indigenous Health Research Chairs; and, participating
with the Institute of Indigenous People’ Health in CIHR initiatives. The Panel observed that ICRH
should continue to target a minimum of 4.6% of health research funding to be focused on
Indigenous peoples. The Panel noted that countries such as Australia and New Zealand are
making equity related commitments to Indigenous people, recognizing this as necessary to close
the gap, and was pleased to learn about ongoing collaborations with ICRH focused on addressing
this important issue.
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Recommendation 6: Given ICRH’s commitment to Indigenous Health Research, health
equity and mentorship, the Panel recommends that training activities provided by ICRH
should continue to include substantive decolonized and decolonizing training on
Indigenous people and their health.
The Panel sees a pressing need for ICRH to use its ability to convene key stakeholders to identify
common interests and needs, and potentially form a stakeholder alliance. The Panel also sees an
important role for this stakeholder alliance to raise awareness of the disease burden and
importance of research under ICRH’s mandate with decision- and policy-makers within the health
system at the federal and provincial/territorial levels.
Recommendation 7: The Panel recommends that ICRH leverage its convening power to
raise awareness of the disease burden and importance of research in ICRH’s mandate with
key health system stakeholders and to initiate and catalyze an alliance of its broad
researcher and stakeholder community.
The Panel observed that additional resources in both its ISG and ISI budgets would best serve
ICRH and its researcher, stakeholder and patient communities. The Panel observed that CIHR
should consider factors such as size of research community and burden of disease when
allocating ISI budget resources in the future. Finally, the Panel highlights the necessity of having
the support of ICRH-dedicated staff based in Ottawa to help with institute activities and initiatives,
as well as establish a corporate memory to help with the eventual transitions and onboarding of
Institute staff in four years’ time.
Recommendation 8: Given ICRH’s available budget and the burden of disease within its
mandate, the Panel recommends that CIHR, as part of the ongoing Institute Support
Optimization Project, dedicate an Ottawa-based CIHR staff resource to enhance support
for and coordination of ICRH research initiatives within CIHR.
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III. Overview of the Review
A. Review Objectives
The review of the Institute of Circulatory and Respiratory Health is part of the rolling review of the
mandate and performance of CIHR Institutes initiated by CIHR’s Governing Council (GC) in 2015.
The review assesses the relevance and performance of ICRH to inform decisions regarding the
role and functioning of the Institute, and meet the requirements of the CIHR Act and the Policy on
Results. The aim of the review is to provide CIHR’s Senior Leadership Committee and Governing
Council with valid and reliable findings to inform decisions related to:
1. Whether changes needed within the current ICRH mandate to address emerging areas of
research?
2. Should the ICRH Scientific Director be renewed?
The review was overseen by the ICRH Review Panel comprised of experts in the ICRH mandate
areas who reviewed and interpreted the findings, and made the final recommendations. The
names and affiliations of the Panel members are listed in Appendix 1. The review was conducted
by the CIHR Evaluation Unit.
The review included the period 2000-01 to 2017-2018, with a focus on the period under the
leadership of the current Scientific Director (SD), Dr. Brian Rowe, from 2016 to present.1 Using a
common framework of analysis, the review drew on multiple lines of evidence, including qualitative
and quantitative data sources outlined in Appendix 2, with key figures presented in Appendix 3.
The review used administrative data on expenditures related to the ICRH mandate, bibliometric
analysis on the ranking of Canada compared to the top active countries in the fields of circulatory
and respiratory health, interviews with a number of ICRH researchers and stakeholder
representatives and Panel deliberations. While each line of evidence has limitations, there is
convergence across the lines of evidence to produce key findings. Overall, the Panel is confident
that the results provide an accurate account of the Institute’s relevance and performance based
on the information available and indicators addressed.

B. CIHR Context and the Canadian Funding Landscape
As outlined in the CIHR Act, the objective of the CIHR is:
“to excel, according to internationally accepted standards of scientific excellence, in the
creation of new knowledge and its translation into improved health for Canadians, more
effective health services and products and a strengthened Canadian health care system…”
Among the many activities to achieve its objective, CIHR is responsible for:

1

Dr. Rowe assumed the position of Scientific Director of the Canadian Institutes of Health Research Institute of
Circulatory and Respiratory Health Research in January 2016.
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promoting the dissemination of knowledge and the application of health research to
improve the health of Canadians;
encouraging innovation, facilitating the commercialization of health research in Canada
and promoting economic development through health research in Canada; and,
building the capacity of the Canadian health research community through the development
of researchers and the provision of sustained support for scientific careers in health
research.

As divisions within CIHR, the Institutes are expected to encourage interdisciplinary, integrative
health research and contribute to the achievement of CIHR’s overall objective within their
mandate. The Institutes are to: pertain to all aspects of health; include research across all four
research themes; work in collaboration with the provinces to advance health research and to
promote the dissemination and application of new research knowledge to improve health and
health services; and, engage voluntary organizations, the private sector and others, in or outside
Canada, with complementary research interests.
In terms of funding, the Government of Canada has made significant investments in research and
innovation in Budget 2018. For CIHR, this translates to an investment of $354.7M phased in over
5 years and $90.1M ongoing in CIHR’s Investigator-Initiated Research program budget.2 The
Budget increase follows the final report of the Government of Canada’s Review of Federal Support
for Fundamental Science, released on April 10, 2017, which stressed the need for significant
reinvestment in the federal research ecosystem over a more predictable and better planned multiyear horizon, as well as improved coordination and collaborations between the three federal
granting agencies (CIHR, Natural Sciences and Engineering Research Council of Canada
[NSERC], and Social Sciences and Humanities Research Council of Canada [SSHRC]) and the
Canada Foundation for Innovation (CFI).3 Prior to Budget 2018, CIHR’s budget had been
effectively flat for approximately the last 10 years, and therefore it was declining substantially in
real terms, greatly affecting the ability of researchers to sustain competitive research programs.
CIHR funding of research under the 13 Institute mandates is dominated by CIHR investments in
the investigator-initiated operating grant competition compared to the priority-driven grants and
awards. The Institute’s budgets are part of the Research in Priority Areas program budget, which
enable Institutes to play a catalyst role with strategically placed investments.
CIHR is composed of 13 Institutes. The original slate of Institutes was designed to ensure not only
representation of all sectors and "themes" of health research, but also to provide a home base for
each health researcher in Canada.4 Each Institute received a strategic research budget of $8.6M
until 2014-15. As a result of the Institute Modernization, in 2015-16, half of each Institutes’ strategic
research budgets ($4.3 M per year) was invested in CIHR’s Roadmap Accelerator Fund (RAF) to
support multi-Institute and multidisciplinary initiatives that aligned with CIHR’s research priorities
and were patterned along the lines of existing CIHR Initiatives. The remaining half of the budget
2

Government of Canada, Budget 2018, https://www.budget.gc.ca/2018/docs/plan/toc-tdm-en.html
Investing in Canada’s Future: Strengthening the Foundations of Canadian Research. Canada’s Fundamental
Science Review (2017). Available at: http://www.sciencereview.ca/eic/site/059.nsf/eng/home
4
CIHR Act http://laws-lois.justice.gc.ca/eng/acts/C-18.1/FullText.html
3
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remains under the control of Institutes to direct toward Institute-specific initiatives. The RAF
process was perceived by Institutes as limiting the ability of the Institutes to invest their strategic
funds in Institute-specific priority areas. As of 2017-18, the RAF ended and starting in 2018-19,
unplanned RAF funding was redistributed to the Institutes to progressively increase their budget
to $8.6M (reached in 2027-28). Moving forward, the investments of funds in multi-Institute and
multidisciplinary initiatives are guided by the same “spirit” and principles as RAF.

C. Institute of Circulatory and Respiratory Health Context
The burden of disease covered by the ICRH mandate is significant, encompassing numerous
areas related to cardiovascular and respiratory health, stroke, sleep and circadian rhythm, blood
and blood vessels, and critical care sciences.
Prevalence rates for cardiovascular and respiratory diseases have been on the rise since 2000,
with thousands of Canadians living with the adverse effects of these chronic diseases each year.
For example, in 2011-12, approximately 2.3M Canadians were living with ischemic heart disease,
almost 2M were living with chronic obstructive pulmonary disease (COPD), and an estimated
700,000 were living the effects of a stroke. The mandate areas within the ICRH represent a large
proportion of emergency department visits, hospital admissions, and critical care utilization. For
example, presentations of chest pain, COPD, heart failure, and sepsis use important health
resources and contribute to over-capacity within the health care system. Furthermore, in 2016,
heart and circulatory diseases along with respiratory disease were two of the leading causes of
death in Canada accounting for 30.7% and 9.0% of all deaths, respectively.
As circulatory and respiratory diseases continue to be leading sources of morbidity and mortality,
research and research in all CIHR themes/pillars are urgently needed to generate new knowledge,
synthesize and disseminate evidence and change practice. Accordingly, ICRH has committed to
advancing science and knowledge creation to help address these and other concerns, including
the major associated costs.
Despite the many achievements and advancements made in terms of Canadian circulatory and
respiratory health and wellness, Canada is battling evolving stressors and threats to
cardiovascular and respiratory health. Due, in part, to lifestyle behaviors such as smoking, lack of
exercise, and poor dietary choices, the rates of hypertension, diabetes, and obesity are increasing.
Hypertension, as an example, is of concern, not only because it is the leading cause for medical
visits and the number one reason for taking medication in Canada, but also because it
substantially increases the risk for stroke, ischemic heart disease, peripheral vascular heart
disease, and heart failure. Approximately 20% of Canadians aged 20 and over are diagnosed with
hypertension, with a further 17% living unknowingly with the disease.
Beside the larger research areas of the ICRH mandate (cardiovascular, respiratory, stoke and
blood and blood vessel research) reside the smaller but equally important areas of sleep/circadian
rhythm and critical care. Finding a balance in supporting these varied communities is at the core
of the ICRH’s work; and while research advancement is impressive, much work remains.
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IV.
A.

Observations and Recommendations

Are changes needed within the current ICRH mandate to address
emerging areas of research?
1. Panel Observations

The Panel sees a need for continued investment in ICRH’s mandate given that the burden of
disease within its mandate is significant and encompasses numerous areas related to
cardiovascular and respiratory health, stroke, sleep and circadian rhythm, blood and blood vessels
and critical care sciences. The Panel commended the current SD and ICRH team for providing
scientific leadership to steward its major investments in the Emerging Networks and Program
Development Grants, committed prior to Dr. Rowe’s tenure, to reach a stage where they are
building research capacity as well as advancing and translating knowledge. These initiatives
contribute to the implementation of CIHR’s overall objective of improving the health of Canadians
in ICRH’s mandate, as outlined in the CIHR Act.
The Panel observed that a key challenge faced by ICRH is its broad yet often siloed research
communities within its mandate. Although the existing Emerging Networks and Community
Development Program teams covered the majority of the research area under ICRH’s mandate,
including the sleep and circadian rhythm community, there were few opportunities for the funded
teams to interact with and learn about each other, explore areas for collaboration, and share best
practices and lesson learned. The Panel recognizes that the current SD has made considerable
efforts in bringing together ICRH’s broad research community through the design and the
leadership of new initiatives such as Transitions in Care (TiC) and Sepsis Research Network.
The Panel and stakeholders interviewed identified a number of key emerging areas that have
potential to advance research under ICRH’s mandate with tangible impact on the health system
and health of all Canadians. The emerging fields of personalized medicine, artificial intelligence
(AI), predictive analytics, and big data were identified as having high potential and direct
applicability to ICRH research and should be harnessed moving forward. In particular, the Panel
commented on the unique advantage in Canada to leverage big data. In particularly the Panel
was supportive in ICRH’s investment in data platforms such as the Canadian Urban Environmental
Research Consortium (CANUE) and the Canadian Longitudinal Study on Aging (CLSA). The
Panel is also encouraged at the opportunity of leveraging data within the provincial/territorial health
system to track long-term outcomes, by leveraging current CIHR investments in the Strategy for
Patient Oriented Research (SPOR) National Data Platform, which will help ICRH Researchers
access data from sources across the country. The Panel also discussed emerging research
approaches such as Indigenous Ways of Knowing and Doing. Here, ICRH is seen to be ahead of
the curve, in light of its:
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investments in funding opportunities such as Indigenous Approaches to Wellness and the
Chairs in Indigenous Women’s Heart and Brain Health; and,
co-leadership and/or collaboration on CIHR Initiatives focused on Indigenous Health
Research—Pathways to Health Equity for Aboriginal Peoples (Pathways), Indigenous
Health Life Trajectories Initiative (i-HeLTI), and Network Environments for Indigenous
Health Research (NEIHR).

In light of the significant changes at CIHR and the Institute’s limited level of uncommitted funds,
the Panel is supportive of ICRH’s decision to refine and refresh the previous strategic plan (2013
to 2016) for the 2017 to 2019 period. The Panel observed that the strategic priorities of the current
strategic plan are appropriate to drive and guide the Institute’s operations, processes and
approaches to support the research community. That said the Panel feels strongly that ICRH
needs to work to develop a scientific vision and clearly articulate its scientific priorities and how
they mutually reinforce its strategic priorities. Given the breadth of the Institute’s mandate, its
limited resources and the number of emerging areas of research, the Panel sees an opportunity
for the SD and Institute to exercise its ability to convene its scientific and stakeholder communities
to identify their key scientific priorities to inform the development and overall scientific vision and
integrated research agenda for the Institute. This vision will align strategic and scientific priorities
to guide the Institute on how best to optimize the impact of existing investments while being
responsive to emerging research areas, many of which are cross-cutting in nature, so as to best
align with ICRH’s strategic priorities and objectives.
On the issue of multi-Institute collaboration, the Panel commended the current SD on ICRH’s
efforts in convening and partnering with SD colleagues on CIHR multi-institute initiatives. The
Panel did observe that for certain areas under ICRH’s mandate, such as sleep, there are scientific
interest that cut across several Institute mandates. Given the cross-cutting and multi-disciplinary
nature of research, the Panel highlighted the opportunity that existed for all 13 SDs to strike a
trans-Institute committee to help design and design, develop and implement multi-institute
research initiatives at CIHR.
The Panel observed that ICRH’s past investment in research networks (i.e. Emerging Networks
and Community Development Programs Grants) was effective at building capacity as well as
generating new knowledge while facilitating the translation of basic science discoveries into clinical
applications. However, the Panel acknowledges that investments in research networks can be
challenging for Institutes given that the substantive investment required to fund them can add
pressure to an Institute’s limited budget. In spite of the challenges, the Panel emphasized the
benefits that these research networks have on the ICRH community, namely bridging the gap
between ICRH’s diverse research communities, as well as providing opportunities for the inclusion
of emerging technologies and areas of research, innovative partnerships and patient engagement
in all areas under ICRH’s mandate. It is important that steps are taken to capitalize on the
investments that have already been made. ICRH should continue discussions with existing
networks about steps to be taken to maximize benefit as they have been helpful. Finally, the Panel
highlighted the opportunity that research networks provide to researchers of all genders and
career stages, particularly early- and mid-career researchers. Furthermore, in looking at ICRH’s
REVIEW OF THE INSTITUTE OF CIRCULATORY AND RESPIRATORY HEALTH
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investments in the Sepsis Research Network, the Panel observed that investing in research
networks aligns with ICRH’s strategic priority and CIHR’s requirement to invest in large multiinstitute initiatives.

2. Recommendations
Recommendation 1: The Panel recommends no changes to ICRH’s current mandate.
Recommendation 2: The Panel recommends that ICRH continue to develop initiatives and
activities to achieve the research priorities of its current strategic plan related to enhancing
equity, diversity and inclusion in research, and building capacity for early- and mid-career
researchers.
Recommendation 3: The Panel recommends that ICRH engage its broad scientific and
stakeholder community to update the current strategic plan to enhance its scientific vision
and aligning them to its core priorities, and identify the key emerging areas of research
under its mandate.
Recommendation 4: The Panel recommends that ICRH continue to invest in multidisciplinary research initiatives, such as the Emerging Networks and the Community
Development Program, which create and translate new knowledge and show promise to
improve the health of Canadians. Given the past financial investment made in these
initiatives, the Panel recommends that ICRH propose a plan of action to ensure a “legacy
product” to capture and sustain the value (e.g., database, training program) of the currently
funded initiatives. Going forward, each new network or program should at the outset, be
charged with leaving a ‘legacy product’ that could sustain the value of the initiative into the
future.

B.

Should the Scientific Director be renewed?
1. Panel Observations

The current SD, Dr. Rowe, started his term in January 2016 shortly after the implementation of
the changes resulting from the Institutes Model Review which had a direct impact on allocation
and availability of resources to all Institutes. First, the creation of the Roadmap Accelerator Fund
(RAF) required the Institutes to reallocate half their budgets to the RAF (outlined in Section III).
Second, the Institute Advisory Boards (IAB) for each Institute were ended in July 2016 and a new
model of five cross-cutting thematic IABs aligned with the strategic directions and research
priorities of CIHR’s five-year strategic plan, Health Research Roadmap II, was implemented; the
model of one IAB per institute was re-instated in 2017-18. Third, the Ottawa-based Institute staff
(OBIS), who were dedicated Ottawa-based personnel providing service to one Institute, were
reformed into Integrated Institute Teams (IIT), serving all 13 Institutes. In 2018, an Institute
Support Optimization Project was launched to develop a plan for strengthening CIHR’s support
for the Institutes. This process, along with launched of CIHR’s new Strategic Plan, slated for June
2020, will help provide guidance and stability to ICRH and CIHR’s scientific landscape.
12
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The Panel observed that the combined effect of these changes were particularly difficult for a new
SD—especially for an Institute with such a broad mandate and stakeholder community. The Panel
commended the strong leadership provided by the current SD in stewarding the significant
investments of the previous SD, meeting and consulting with the research and stakeholder
community, including the current Emerging Networks and Community Development programs,
refreshing the Institute’s strategic plan, and leading and partnering with other Institutes on multidisciplinary initiatives to achieve both ICRH and CIHR objectives. In short, the SD and ICRH were
able to initiate and achieve a lot in a short timeframe with limited resources and flexibility.
The Panel commended the current SD and ICRH for their significant accomplishments over the
first four years of Dr. Rowe’s tenure. In particular, the Panel highlights the SD’s unique ability to
both engage and respond to the needs of researchers, trainees, the broader stakeholder
community, and Canadians. In particular, the Panel highlighted Dr. Rowe and ICRH’s work in
rapidly developing and implementing the Health Research Rapid Response – Alberta Wildfires
Initiative in 2016 by bringing together the research community and CIHR Institute partners, Alberta
Health Services, Alberta Innovates Health Solutions, and forging a partnership with the Canadian
Red Cross, which was a first of its kind for CIHR. Dr. Rowe and the ICRH team worked effectively
to develop and co-lead the TiC initiative with three other co-lead Institutes and five other
participating Institutes to support research that transforms the health system to optimize the
outcomes of individuals experiencing transitions in care. As of August 2018, four of the five
components of the TiC initiative had been launched, with the international component in
collaboration with the European Union (EU) set to launch in July 2019. The Panel also highlighted
the current SD’s innovative approach to capacity building, particularly for its trainee community.
Specifically, the novel work of ICRH to launch the Embedded Training Workshops, whereby ICRH
has had a large impact in terms of both the number of workshops held (13) and number of trainees
engaged (~840), with a modest investment ($140K). The Panel also noted that Dr. Rowe has
made effective contributions as a member of CIHR’s management team and collaborator with
other Institutes.
The Panel observed that since its inception, ICRH has not had a SD stay on for two complete
terms and as result, was concerned about the turnover of the positon given the time it takes for a
SD to transition, establish a strategic plan, and launch and funding research initiatives. In light of
this, the Panel feels that it is even more strongly that the current SD should be renewed and
continue to enhance the scientific vision and implementation of the strategic plan, to make
connections and build collaborations, advance ongoing initiatives, and launch new initiatives as
the ISI budget increases.

2. Recommendation
Recommendation 5: The Panel strongly recommends that the current Scientific Director be
renewed.

REVIEW OF THE INSTITUTE OF CIRCULATORY AND RESPIRATORY HEALTH

13

C.

Other Observations and Recommendations
1. Panel Observations

The Panel observed that ICRH has a high number of research areas under its mandate and limited
budget, and operates within a crowded Canadian research and partner ecosystem that also has
limited resources. Given this situation, ICRH’s priority to facilitate networking within and among its
researchers and stakeholders, in conjunction with the significant burden of disease covered by
ICRH’ mandate, the Panel sees a pressing need for ICRH to use its ability to convene key
stakeholders to identify common interests and needs, and potentially form a stakeholder alliance.
This forum would provide input to ICRH on top research priorities within their respective
communities and through a bottom-up approach inform the Institute’s scientific vision and
priorities. The Panel also sees an important role for the stakeholder alliance to raise awareness
of the disease burden and importance of research under ICRH’s mandate with decision-makers
and policy-makers within the health system at the federal and provincial/territorial levels.
Considering ICRH’s operational pressures, combined with the previous commitments of its ISI
budget, the Panel commends the SD and ICRH team for operating efficiently and effectively given
the challenges of not having consistent support due to turnover among Ottawa-based CIHR staff
on ICRH’s IIT and an ISG budget that has remained unchanged at $1M since 2000-01. ICRH
demonstrated ingenuity in using all the resources at its disposal to achieve its objectives, be it
through investing in strengthening workshops, to building capacity in its core initiatives like TiC, or
via helping support Indigenous Health Research through investments in the Network Environment
for Indigenous Health Research (NEIHRs) and the Pathways Annual Gathering.
The Panel acknowledges that ICRH has demonstrated leadership by making an important
commitment to, and investments in Indigenous Health Research at CIHR by: co-leading the
Network Environments for Indigenous Health Research (NEIHR); making investments in
Indigenous Health Research Chairs; and, participating with the Institute of Indigenous People’
Health in CIHR initiatives. However, the Panel sees an opportunity for ICRH to leverage its
leadership role in order to do more. Indigenous peoples, bearing disproportionate disease burdens
because of structural violence, need to be prioritized. The Panel was pleased that ICRH exceeds
the minimum target of 4.6% of health research funding to be focused on Indigenous peoples,
which was commitment made by CIHR’s Indigenous Health Research Action Plan.5 A minimum
of 4.9% of Canadians self-report as Indigenous and the burden in many ICRH diseases far exceed
4.6% for Indigenous people. Here, the Panel noted that countries such as Australia and New
Zealand are making equity related commitments to Indigenous people, recognizing this as
necessary to close the gap, and was pleased to learn about ongoing collaborations with ICRH
focused on addressing this important issue. In light of CIHR’s Action Plan, ICRH has an
opportunity to continue to provide leadership and drive change within CIHR and the scientific
community with such a commitment.

5

Action Plan: Building a healthier future for First Nations, Inuit, and Métis peoples http://www.cihrirsc.gc.ca/e/50372.html
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Going forward, the Panel observed that additional resources in both its ISG and ISI budgets would
best serve ICRH and its researcher, stakeholder and patient communities. The Panel observed
that CIHR should consider factors such as size of research community and burden of disease
when allocating ISI budget resources in the future. Finally, the Panel highlights the necessity of
having the support of ICRH-dedicated staff based in Ottawa to help with institute activities and
initiatives, as well as establish a corporate memory to help with the eventual transitions and
onboarding of Institute staff in four years’ time.

2. Recommendations
Recommendation 6: Given ICRH’s commitment to Indigenous health research, health
equity and mentorship, the Panel recommends that training activities provided by ICRH
should continue to include substantive decolonized and decolonizing training on
Indigenous people and their health.
Recommendation 7: The Panel recommends that ICRH leverage its convening power to
raise awareness of the disease burden and importance of research in ICRH’s mandate with
key health system stakeholders and to initiate and catalyze an alliance of its broad
researcher and stakeholder community.
Recommendation 8: Given ICRH’s available budget and the burden of disease within
ICRH’s mandate, the Panel recommends that CIHR, as part of the ongoing Institute Support
Optimization Project, dedicate an Ottawa-based CIHR staff resource to enhance support
for and coordination of ICRH research initiatives within CIHR.

REVIEW OF THE INSTITUTE OF CIRCULATORY AND RESPIRATORY HEALTH

15

V. Key Findings
A.

Relevance
1. Ongoing relevance of the ICRH mandate

Since its creation and through its first decade, ICRH has moved rapidly with programs designed
to build capacity, identify evidence gaps and emerging health system challenges, support
innovative research, engage decision makers and foster timely knowledge translation. In early
days, the ICRH focused on expanding research and contributions to its mandate areas, however,
has evolved to promote networking, enhance capacity, encourage cohort harmonization and
enhancement, and advance relevant CIHR Roadmap Signature Initiatives. As outlined below, the
focus of the ICRH 2013-2018 Strategic Plan is based on two strategic directions composed of two
priorities each, with a fifth enabler priority to guide its activities, funding opportunities, and
knowledge translation activities.
Investments
CIHR investment in the field of circulatory and respiratory research is classified into two
categories:
1. CIHR investment in ICRH’s mandate: CIHR’s investment in ICRH’s mandate refers to all
investments, investigator-initiated research and research in priority areas made by CIHR and
classified as within ICRH’s mandate.6
2. Investment in ICRH’s Institute-Specific Initiatives: Like each of CIHR’s 13 institutes, ICRH
receives an annual strategic research budget, referred as the Institute-Specific Initiative (ISI).
ICRH’s ISI is under the authority of the institute, and ICRH can invest it to support a wide array
of research activities (e.g., capacity-building initiatives) or to address areas of strategic
importance to the Institute that are not be adequately addressed by CIHR’s investments in
investigator-initiated research or research in priority areas.
Until 2014-15, the ISI budget per Institute was set at approximately $8.6M annually. As a result of
the Institute Modernization, in 2015-16 roughly half of each Institute’s ISI ($4.3M per year) was
allocated to the RAF to support multi-Institute and multidisciplinary initiatives aligned with CIHR’s
research priorities patterned along the lines of CIHR’s existing Signature and Strategic Initiatives7.
The remaining half of the ISI budget remained under the control of Institute. In 2017-18, CIHR
formally ended the RAF, and the Institutes’ ISI will gradually return to $8.6M once commitments
to existing RAF initiatives have been paid out. There is, however, still an expectation from GC that
On an annual basis, ICRH institute staff validate the ICRH-relevance of every funded application containing ICRH
keywords. Some classification is based on the self-identification by applicants, such as CIHR theme and institute
affiliation. It is important to highlight that one grant/award may be relevant to more than one institute, and so may
be double-counted.
7
It is important to note that the exact portion of each Institute’s ISI invested in CIHR’s RAF varies from Institute to
Institute and does not always equal $4.3M.
6
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Institutes will continue to commit 50% of their ISI budget to large multi-Institute research initiatives.
In the case of ICRH, the long term commitments of RAF investments reduce the available ISI
budgets until 2022-23. The Institutes continue to work collaboratively to create and deliver multiInstitute initiatives
In 2017-18, CIHR investment in the ICRH mandate8 ranked 6th among the thirteen institutes. From
the period 2003-04 and 2009-10, investment in the ICRH mandate ranked from 5th to 4th before
decreasing to 6th in 2010-11, at which point investment into the ICRH mandate has remained in
relatively stable standing. Over the past 18 years, the average annual percentage of CIHR
investment in the ICRH mandate was 19% of CIHR’s total annual investment. Between 2001-02
and 2017-18, the annual percentage of CIHR investment in ICRH decreased from 21% to 17%,
respectively. It is important to note that during 2010-11 and 2016-17 the allocation of CIHR’s
annual investment to ICRH’s mandate remained relatively constant between 19% and 17%.
(Appendix 3, Figure 1).
Between 2001-02 and 2010-11, ICRH’s investments of its available ISI budget9 increased from
$0.3M to $9M10. This was followed an overall decrease from $8.7M to $6.3M from the period
2011-12 to 2015-2016, due to organization wide adjustments in budgets to accommodate the
creation of the centrally managed RAF budget. The period of 2015-16 to 2017-18 has remained
relatively stable with ICRH having access to a high of $6.4M in 2015-2016 and a low of $6.1M in
2016-2017, finishing at $6.4M in 2017-18. It is important to note during the 2015-16 to 2017-18
period, ICRH invested 100% of its available budget (Appendix 3, Figure 2). During the RAF period,
ICRH was involved in a large number of ICRH-relevant RAF initiatives. Between 2015-16 and
2016-17, an average of $1.35M of ICRH’s ISI budget was invested in ICRH-relevant RAF
initiatives.

8

The ICRH relevant grants and awards funded were identified based on a search using ICRH keywords. Every year, a
funded application list generated by this process is reviewed by ICRH Institute staff (content specialists) to identify
applicants that are ICRH-relevant. Applications funded by the Institute strategic research budget (ISI) are
automatically considered as ICRH-relevant, and the titles and abstracts of remaining grants and awards are
reviewed to determine relevance to the ICRH mandate. All applications relevant to ICRH are then classified by
research focus area, and strategic priority area. Some classification is based on the self-identification by applicants,
such as CIHR theme and Institute affiliation. It is important to highlight that one grant/award may be relevant to
more than one Institute mandate and/or one priority research area. Also, since the payments for many grants and
awards occur over multiple years, they are counted over those number of years.
9
It is important to note that ISI budgets did not start at $8.6M, rather the ISI for all Institutes gradually ramped up
to the full $8.6M between 2001-02 to 2008-09.
10
In 2010-2011, the ICRH budget exceeds $8.6 M due to internal financial adjustments which accelerated funds due
to be paid in 2011-2012 into the preceding year, in order to best manage CIHR ‘s total grants budget.
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Over the past four years, ICRH guided its investments and activities through the last year of
ICRH’s Strategic Plan 2013-2016 and its refreshed Strategic Plan 2017-18 to 2019-20. The
Strategic Priorities focused on:
Strategic Plan 2013-2016

Strategic Plan 2017-18 to 2019-20

Strategic Research Priorities
1. Enhance capacity, competitiveness, and
impact through networking
2. Target training, mentoring and early
career development to promote capacity
building
3. Enhance opportunities for clinical,
population health and health services
research through cohort linkage and
data enhancement
4. Contribute to the advancement of
relevant CIHR Roadmap Signature
initiatives relevant to ICRH

Strategic Priorities
1. Facilitate networking within, and among
ICRH’s research community and to other
stakeholders in the research enterprise
nationally and internationally
2. Enhance training and early career
development to build future research and
knowledge leaders within ICRH mandate
areas
3. Enhance the conduct of Indigenous Health
Research and equitable research under the
ICRH’s mandate areas
4. Enhance the ICRH research community’s
ability to participate in and contribute to the
multi-Institute signature initiatives launched
collectively by Science Council

From 2012-13 to 2017-18, ICRH’s mandate and ISI investments were made across all four
Strategic Priorities. Both CIHR investments in ICRH mandate and ISI investments were
predominantly in Networking. However, save Networking, ICRH’s investments in its strategic
priorities centered around Cohort Harmonization and Enhancements with an annual average of
$1.8M and Capacity Building with an annual average of $1.4M (Appendix 3, Figure 3 and Figure
4). All of these commitments originated under the previous SD and ICRH team leadership.
CIHR’s overall investment in ICRH’s mandate has been mainly directed to Biomedical with an
average of 57% over the last 17 years, followed by investments in Clinical with 20%, Social,
Cultural, Environmental & Population Health at 5%, and Health Systems and Services at 4%. It is
important to note that approximately 14% of the data for ICRH is classified as Not
Applicable/Specified. This is primarily due to the method used to extract data from CIHR’s
research management systems, the interdisciplinary nature of the Institutes’ research mandates
as well as the fact that theme is self-reported by researchers on their applications. In contrast to
CIHR investment in ICRH’s mandate, ICRH ISI investment by theme illustrates Biomedical
research has decreased from 65% in 2001-02 to 1% in 2017-18 in the last 17 years whereas
Clinical increased from 32% in 2001-02 to 65% in 2017-18, representing the majority of ICRH ISI
investment. Health Systems and Services demonstrated a sizeable increase in investment,
increasing from 2% in 2011-12 to 20% in 2017-18. Comparatively, Social, Cultural, Environmental
and Population Health remained relatively stable during the period, increasing from 1% in 200102, to 12% in 2011-12, and decreasing to 8% in 2017-18. Again, it is important to note that
approximately 15% of the data for ICRH are classified as Not Applicable/Specified (Appendix 3
Figure 5 and Figure 6). These trends may be impacted by the creation of CIHR’s RAF starting in
18
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2015-16. As described earlier, Initiatives launched prior to RAF, but later included in RAF in 201516 are no longer included in the Institutes’ ISI budgets. This may help explain the sudden decrease
in Biomedical research accounted for by ICRH’s ISI investments. Equally important, it should be
noted that researchers self-identify to theme, so the mix of applications funded is not entirely in
the Institute’s control.
One of ICRH’s ongoing strategic priorities involves enhancing the ICRH research community’s
requirement to participate and contribute to CIHR’s Strategic Initiatives. Since 2013, ICRH has
contributed to several multi-Institute initiatives including:







Canadian Consortium on
Neurodegeneration in Aging (CCNA)
Collaborative Health Research
Projects (CHRP)
Environments and Health
Health Research Rapid Response –
Alberta Wildfires
Health Life Trajectories Initiative
(HeLTI)
Indigenous Health Life Trajectories (IHeLTI)









Inflammation in Chronic Disease
Integrated Cannabis Research
Strategy
Network Environments for Indigenous
Health Research (NEIHR)
Personalized Medicine
Sepsis Research Network
Transitions in Care (TiC)
Pathways to Health Equity for
Aboriginal Peoples (Pathways)

The bibliometric analysis11 shows considerable growth of Canada’s profile in circulatory and
respiratory health research. Between 2000 and 2017, Canadian researchers published over
96,000 publications within the mandate of ICRH, with the annual number of publications steadily
increasing from 3,739 in 2000 to 6,908 in 2017. Among the top 10 productive countries, Canada
is ranked 7th 12. It is worth noting that in the areas “Critical Care”, “Respiratory Health” and “Sleep”,
Canada ranked 4th, 5th, and 5th, respectively. When considering the population of the top 10 most
productive countries, Canada is ranked 1st among countries with a population of less than 50M.
During the same period, the Specialization Index (SI)13 shows that Canada is more specialized
across the five priority areas as whole, compared to the world average. In fact, Canada ranks 4th
amongst the top 10 countries for the SI of publications (see Appendix 3 Figure 10). Additionally,
when measuring whether Canadian researchers publish in journals with a high Impact Factor,

11

The objective of the bibliometric analysis is to show how Canada ranks regarding ICRH’s priority areas when
compared to the top 10 most productive countries in these research areas.
12
The number of publications per country is calculated as the number of scientific articles, review notes and review
papers with authors from a country, as found in authors’ addresses. These numbers of publications are also
compiled for Canadian institutions and sectors (university, hospitals, industries, federal government, provincial
government and others).
13
The Specialization Index is an indicator of the relative intensity of publication of a country in the priority areas of
the Institute of Aging relative to the intensity of the world in the same areas. It’s calculated by dividing the
proportion of papers of a given entity (ex: Canada or the other countries) in a given field (here each of the IA’s
priority areas) by the proportion of papers produced in the whole world in the same field.
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Canada ranked 2nd for the Average Relative Impact Factor14 (ARIF) (see Appendix 3 Figure 8).
The number of citations received by a published paper also is well above the world average:
Canada ranked 2nd for the Average Relative Citations15 (ARC) (see Appendix 3 Figure 9).
Regarding collaboration, Canada is ranked 4th in inter-institutional collaboration, and 2nd in
international collaboration for the five priority areas (see Appendix 3 Figure 11 and Figure 12).
It is worth noting that for the purposes of this review, the bibliometric analysis was used to situate
Canada relative to the ten most active countries in publications related to ICRH’s mandate areas,
and as such, it should be seen as an indicator of scientific activity. Although, bibliometric indicators
measuring productivity and impact can be an indicator of knowledge creation, this analysis cannot
demonstrate the impact of research beyond academia on the burden of disease and on the state
of health of Canadians.
All stakeholders interviewed generally agree that ICRH is meeting its mandate, while
acknowledging that ICRH’s limited budget over the past years have made it difficult to launch new
initiatives until later into the SD’s current four-year term. However, all lines of evidence indicate
that ICRH engaged its broad research community in the designing future initiatives of research
intended to meet its mandate. Many stakeholders reiterated the benefits that investing in research
networks have had in supporting research community under ICRH’s mandate.

B.

Impact
1. Support to Innovative Research and Advancing Knowledge

Under the direction of the current SD, ICRH has actively supported innovative research that
advances knowledge and aligns with ICRH’s strategic priorities of facilitating networking, and
investment in multi-institute initiatives. ICRH investments in the Emerging Networks and
Community Development Program were initiated prior to Dr. Rowe’s tenure as SD. However, Dr.
Rowe’s scientific leadership and efforts have guided these investments in the crucial stages of
their development where these research networks are actively translating knowledge and are
showing promise of having measurable impacts on both the research community and the health
of Canadians.
Collectively, the Emerging Networks have been quite successful in advancing knowledge through
peer-reviewed publications and conference presentations. However, beyond this conventional
metric of advancing knowledge, the Canadian Vascular Network (CVN) facilitates knowledge
translation by engaging with health ministries on nationwide standards on vascular care and
developing interprovincial comparisons and quality indicators of different programs. Alternatively,

14

The Average Relative Impact Factor provides a measure of the scientific impact of the journals in which a group
of researchers publishes. The ARIF of a given institution (or group of researchers) is computed using the average RIF
of all papers belonging to it.
15
The Average Relative Citations is based on the number of citations received by a published paper from its
publication date to the end of the studied period. The number of citations received by each paper is normalized by
the average number of citations received by all papers of the same subfield, hence taking into account the fact that
citation practices are different for each specialty.
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the Canadian Respiratory Research Network (CRRN) and Canadian Stroke Prevention
Intervention Network (C-SPIN) use an integrated knowledge translation approach (iKT) by
engaging patients throughout the research process, thereby improving knowledge uptake in
clinical practice.
Due to different start dates, ICRH’s Community Development Program teams are at various
stages of development. Despite the majority of the teams being at mid-term, the teams are
showing a clear pathway to impact through early knowledge creation and translation activities. In
particular, the Canadian Venous Thromboembolism Clinical Trials and Outcomes Research
(CanVECTOR) which is a network of stakeholders, including researchers, knowledge transfer
experts, industry partners, public health agency partners, healthcare providers and patient groups
that seek to improve the health outcomes of those impacted by venous thromboembolism.
CanVECTOR has established many conferences, and knowledge integration systems, and
produce Evidence Summaries for healthcare providers and Plain Language Summaries for
patients. Recently, CanVECTOR’s Clinical Investigator Group members were awarded $20.7M
CAD in new grant funding by CIHR and the Patient Centered Outcome Research Institute
(PCORI).
Finally, ICRH has helped advance knowledge through investments in CIHR multi-Institute
Initiatives. Through its investments in the Canadian Urban Environmental Health Research
Consortium (CANUE), part of CIHR’s Environments and Health Initiative, ICRH is supporting the
harmonization of large datasets across Canada. As of October 2018, CANUE has 10 datasets on
hand, and has developed relationships and data linkages with major cohort research platforms,
notably the Canadian Longitudinal Study on Aging (CLSA). Furthermore, CANUE has established
a data request process and has completed 50 data requests to date. Members of the Consortium
have successfully received additional grant funding either to expand their CANUE related
activities, or to include CANUE in their existing/new research programs, thereby ensuring
continued knowledge creation and advancement.
Although the investments in Emerging Networks and Community Development grants were
initiated under the tenure of the previous SD, stakeholders interviewed recognized the scientific
leadership of Dr. Rowe in helping foster these investments to point where they are advancing and
translating knowledge. Key informants acknowledge that many of ICRH’s recent initiatives are at
an early stage of development. However, they commend the SD for designing initiatives like TiC
that address a need under ICRH’s mandate, help build capacity among smaller research
communities like critical care, and most importantly are already showing a clear pathway to having
an impact on the health system and health of Canadians.

2. Contributions to Building Capacity of the Health Research
Enterprise
CIHR is mandated to build capacity of the Canadian health research community through the
development of researchers and the provision of support for scientific careers in health research.16
16

CIHR Act
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Understanding the importance of training the next generation of researchers, the current SD built
on the previous work done by his predecessor by continuing to ensure that capacity building is a
strategic priority for ICRH
From 2001-02 to 2017-18, ICRH’s investments in capacity building funding opportunities out of its
ISI averaged $1.4M annually, with the peak investment of $3.2M reached in 2007-08. These
include investments in catalyst/pilot programs, training grants and awards, and development
grants (see Appendix 3 Figure 13). It is important to note that the capacity building activities that
are core objectives of larger ICRH investments such as Emerging Networks and Community
Development Program Grants are not captured in these investments. During the same time period,
25% of total CIHR direct trainees17 and 28% of indirect trainees18 were funded under ICRH’s
mandate (see Appendix 3 Figure 15 and Figure 16).
The overarching approach to ICRH’s capacity building strategy is to ensure that the next
generation of researchers have the support needed to establish their program of research clinical,
academic and health systems settings. Through investments in training and career support
initiatives such as the Early Career Investigator Awards in Circulatory and Respiratory Health, the
Chairs in Women’s Heart and Brain Health, and Emerging Researcher Leaders Initiative, ICRH is
helping ensure that trainees and clinician scientists are able to establish their careers as
investigators and are ultimately successful in obtaining continued funding.
ICRH has convened a number of different workshops namely the ICRH Embedded Training
Workshops, the Lung Association’s RENASCENT/CIHR-ICRH Training Workshop, and the
Canadian Cardiovascular Society/CIHR-ICRH Annual Cardiovascular Trainee Stream. These
capacity building events provide trainees and early-career researchers with opportunities to
develop core skills to foster their career development as researchers, develop techniques to
effectively inform policy through research, as well as interact with research leaders in their field.
All stakeholders interviewed recognized that capacity building is a top priority for ICRH and in
particular commended the current SD’s for being very engaged with partners, early career
researchers and trainees in the development of capacity building opportunities and events. In
particular, research networks were cited as having been very successful in building capacity
across all areas under ICRH’s mandate, particularly in the smaller research communities sleep
and circadian rhythm. One key informant expressed a need for more capacity building
opportunities targeting mid-career investigators.

17

Direct Trainees = Bachelors, Masters, Doctoral, or Post-Doctoral students/fellows who received/are receiving a
training award through a CIHR-funded program within the Institute’s mandate. A direct trainee is counted as
funded within a specific Institute's mandate can also be counted as a direct trainee funded under another
institute's mandate if the award this person receives is also relevant to the other institute.
18
Indirect Trainees = The Full Time Equivalent (FTE) of Bachelors, Masters, Doctoral or Post-Doctoral
students/fellows who received/are receiving a stipend paid through researcher grants within the Institute’s
mandate.
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C.

Convener and Catalyst
1. Contribution of Scientific Leadership to the Convener-Catalyst
Role

ICRH has used a variety of networking and stakeholder engagement approaches to help bring
together various health services and policy stakeholders together, ranging from creating
stakeholder alliances and international partnership opportunities, to hosting meetings and
symposia as part of ICRH-led strategic initiatives. All lines of evidence indicate that Dr. Rowe has
been a true leader in the convener and catalyst role.
In 2017, ICRH hosted the Transitions in Care strengthening workshop focused on building
capacity through the identification of research gaps and opportunities, while also facilitating the
exchange of ideas from a diverse group of stakeholders and provided the opportunity for future
research collaborations to form in a key priority area for ICRH. Additionally, the Distinguished
Lecturer Award (DLA) series honours outstanding researchers from each of ICRH mandate areas
who have conducted the majority of their research in Canada and have contributed significantly to
the advancement of science in their field of research, nationally and internationally. The program
engages leading mandate area organizations that partner on the awards to recognize
distinguished members of the research community, facilitate KT and connection at a national
conferences.
Regarding knowledge user engagement, ICRH has attended many Best Brain Exchanges (BBEs),
and had the opportunity to host a BBE in 2018 on “Current Best Practice in Chronic Disease
Prevention, Self-Management and Care: How Does this Translate into a Community Based
Model?” Participants had an opportunity to gain a comprehensive understanding of how traditional
knowledge and practices along with cultural safety can be incorporated in community-based
chronic disease prevention and self-management models. Additionally, Dr. Rowe has had the
opportunity to engage with other government departments and participate in inter-governmental
round tables to provide scientific advice and ensure that research under ICRH’s mandate is
prominent in key horizontal policy files.
The majority of stakeholders interviewed stressed how crucial partnership development across
multiple stakeholder groups is for ICRH to help build capacity within ICRH’s research community.
Several key informants commended the current SD for his responsiveness to partners, and
particularly being open to innovative approaches to collaborate with the private sector.
Stakeholders did encourage ICRH to continue forging partnerships with the private sector,
particularly to help build capacity in the area of cohort harmonization and clinical trials.

2. Partnering to Achieve CIHR and Institute Objectives
ICRH partnerships and collaborations with other entities took several forms, such as collaborating
and convening to enable knowledge exchange and networks of researchers and practitioners,
raising more research funding as well as increasing the capacity within specific areas. Partner
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organizations include all the other CIHR Institutes, government agencies and departments,
international partners and not-for-profit organizations, such as health charities (see Appendix 4).
ICRH has been very successful at leveraging partner contributions, at both a competition and
applicant level, to funding opportunities funded from their own budget. This is due in part to the
mandatory partnership requirements on many ICRH-associated funding opportunities. The
leverage ratio over ICRH’s 17-year period is 0.89, which means for every $100 invested out of
ICRH’s budget there is $89 leverage from external partners (Appendix 3 Figure 17). However, due
to limitations on how CIHR tracks applicant partners, this only partially reveals ICRH’s success. It
is worth noting that the increase in the leverage ratio from 2010-11 to 2011-12 is due to a
substantial increase in partnerships dollars from $6.2M in 2010-11 to $17.6M in 2011-12
(Appendix 3 Figure 18). Starting in 2011-12, there were a number of international and large-scale
national opportunities available for partnership that were relevant to ICRH’s mandate including the
NIH partnered Clinical Thoracic Surgical Network, the Canada-China Joint Health Research
Initiative, the Clinical Imaging Team Grants and the Structural Genomic Consortium. The leverage
ratio from 2014-15 to 2016-17 is not only a reflection of the increase in partner contributions to
institute funded opportunities but also due to a reduction in ICRH’s budget from $8.6 to $4.3M in
2015-16 due to the establishment of the RAF.

D.

Operational Effectiveness

The Institution within which ICRH operates receives $1M annually from CIHR as an Institute
Support Grant (ISG). Before 2011-12, ICRH did not spend all of its ISG funding annually, the
balance was transferred to the following fiscal year and therefore the total annual funds available
for ISG exceed the $1M allotment to the Institute every year (see Appendix 3 Figure 19). Between
2011-12 and 2017-18, ICRH spent an annual average of 74% of its ISG budget on Institute
Operations, reaching a maximum of 83% in 2017-18. The relocation of the ICRH to the University
of Alberta coincided with the loss of OBIS staff where two additional positions were absorbed by
ICRH, and reconstruction and rental agreements at the host institution. Similarly, during this same
period, ICRH spent an annual average of 26% of its ISG budget on Institute Strategic Development
(ISD), reaching a maximum of 36% in 2015-16. Further analysis of the ISD reveals that spending
on conferences, symposia and workshops accounted for 61% of ISD expenditures, other travel,
accommodation and hospitality accounted for 20% of ISD expenditures and expenditures made
to operate the Institute Advisory Board (IAB) averaged 10%.
CIHR’s structure and approach to the staff allocated to support the 13 institutes has changed in
recent years. Before 2014-15, OBIS members were employed at CIHR’s central office, each of
whom was dedicated to provide service(s) to each of the 13 Institutes. Following the reforms, the
staff allocation model changed to Institute based staff, working in IIT who provide support across
all 13 Institutes. This change has been accompanied by a great deal of staff turnover and is seen
to have undermined the ability to build corporate memory, continuity and staff loyalty within an
Institute, as well as creating pressure on the Institute operating budget to cover staffing costs that
were previously covered by CIHR’s central office.
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Since assuming the role as ICRH’s SD in January 2016, Dr. Rowe has provided leadership and
expert advice as a member of CIHR’s Governance and Initiative working groups. Notably, Dr.
Rowe is a member of Science Council and served on its Sub-Committee on Implementation and
Oversight (SCIO) between May 2016 and December 2018 as well as a member of CIHR’s
Capacity Development and Entities Working Groups. Additionally, Dr. Rowe sits on many CIHR
Initiative Working Groups and governance committees. Two notable examples are his role as CoChair of the Strategy for Patient Orientation Research (SPOR) Working-Group and SPOR
Steering Committee.
.
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VI. Appendices
Appendix 1: ICRH Review Panel Members’ Affiliations and Conflict
of Interest Declaration
Chair:
Duncan Stewart, Executive Vice-President of Research at the Ottawa Hospital; CEO and
Scientific Director, Ottawa Hospital Research Institute; and Professor in the Department of
Medicine at the University of Ottawa
Panel Members:
Julie Carrier, Network Director of the Canadian Sleep and Circadian Rhythms Network;
Researcher at the Centre for Advanced Research in Sleep Medicine, part of the CIUSSS-NIM,
and at the research center for the Institut universitaire de gériatrie de Montréal; and Professor in
the Department of Psychology at the Université de Montréal
Alexandra King, Nipissing First Nation, Cameco Chair in Indigenous Health University of
Saskatchewan College of Medicine, Department of Medicine.
Allan Pack, John Miclot Professor in the Department of Medicine at the University of
Pennsylvania; and Director of the Center for Sleep and Circadian Neurobiology
Andrew Pipe, Professor in the Faculty of Medicine at the University of Ottawa
Yves Savoie, CEO of the Heart and Stroke Foundation of Canada
Panel Member

Conflict of Interest Declaration

Duncan Stewart

Principal Investigator, Emerging Network Grant (2014-2019) The
Vascular Network (CVN). $4.1M

Julie Carrier

Principal Investigator, Community Development Program (20152019): Mobilizing the healthcare community towards an integrated
approach to improving outcomes of patients with sleep disorders Canadian Sleep and Circadian Network (CSCN). $1.9M

Alexandra King

Confirmed no real, apparent or potential conflict(s) of interest with
respect to his involvement with the Evaluation Panel

Allan Pack

Confirmed no real, apparent or potential conflict(s) of interest with
respect to his involvement with the Evaluation Panel

Andrew Pipe

Confirmed no real, apparent or potential conflict(s) of interest with
respect to his involvement with the Evaluation Panel
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Panel Member

Conflict of Interest Declaration

Yves Savoie

Confirmed no real, apparent or potential conflict(s) of interest with
respect to his involvement with the Evaluation Panel
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Appendix 2: Overview of Data Sources and Methods
Data source

Description


Analysis of secondary data and documents, which aims to:
- Present an overview of the evolution and current status of
ICRH investments and activities, mapped against the four
quadrants highlighted under CIHR’s Institute Review design.
- Provide ICRH’s context and background within which the
data collected from other lines of evidence (primary data
collection methods) could be interpreted.



The SA covers the period from 2000-01 to 2017-18 and analyzes
data from:
- CIHR Electronic Information System (EIS)
- Financial data for ICRH’s Institute Support Grant (ISG)



ICRH-related documents such as Strategic Plans, reports to the
Governing Council, Internal Assessment Reports, and Website.



25 min telephone interviews with 8-10 members of ICRH research
and stakeholder communities who have worked with and/or are
knowledgeable about ICRH, to gain informed perspectives on
Institute relevance and performance.



The interviewees were identified by the Institute.



The interviews are to be conducted by the panel members and Chair
during the 2 day face-to-face panel workshop.



Illustrate the position of Canada compared to the 10 most active
countries in publications related to the Institute’s identified priority
areas



Provide information about the power of citation of Canadian
publications, their number and the extent of international
collaboration in publications within the Institute’s priority areas.



The bibliometric analysis was conducted by the Observatoire des
sciences et des technologies, Centre interuniversitaire de recherche
sur la science et la technologie, with extensive collaboration with the
ICRH team, and the University of Alberta Library.

Situational
Analysis (SA)

Key informant
interviews

Bibliometric
Analysis
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Appendix 3: Key Figures and Tables
Figure 1: Annual Percentage of CIHR Investment in ICRH’s mandate
Figure 2: ICRH Institute-Specific Initiative (ISI) Budget Spending
Figure 3: CIHR Investment in ICRH’s mandate Strategic Priorities
Figure 4: ICRH ISI Investment in ICRH’s Strategic Priorities
Figure 5: CIHR Investment in ICRH Mandate: Percentage of Theme
Figure 6: IA ISI Investment: Percentage of Theme
Figure 7: Number of Publications
Figure 8: Average Relative Impact Factor
Figure 9: Average of Relative Citations
Figure 10: Specialization Index
Figure 11: Inter-Institutional Collaboration
Figure 12: International Collaboration
Figure 13: Investment in Capacity Building out of ICRH’s ISI Budget
Figure 14: Percentage of Direct Trainees Funded under ICRH’s Mandate
Figure 15: Percentage of Indirect Trainees Supported under ICRH’s Mandate
Figure 16: Percentage of Funded Researchers under ICRH’s Mandate
Figure 17: Leverage Ratio of Partnerships: Partners to Investments out of ICRH’s ISI Budget
Figure 18: Leverage Ratio of Partnerships: Partnership Contributions and ICRH’s ISI Budget
Figure 19: ISG Funding
Figure 20: Percentage of the Utilization of ISG Funds
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Figure 1: Annual Percentage of CIHR investment in ICRH’s mandate
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Figure 2: ICRH Institute-Specific Initiative (ISI) Budget Spending
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Figure 3: CIHR Investment in ICRH’s mandate Strategic Priorities
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Figure 4: ICRH ISI Investment in ICRH Strategic Priorities
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Figure 5: CIHR Investment in ICRH Mandate: Percentage of Theme
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Figure 6: ICRH ISI Investment: Percentage of Theme
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Number of Publications

Figure 7: Number of Publications19
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Figure 8: Average Relative Impact Factor20
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Number of publications: The number of scientific papers with authors from a country, as found in authors’
addresses. This indicator is also presented as a percentage of world papers on which at least one institutional
address is from the country.
20
Average Relative Impact Factor: This indicator provides a measure of the scientific impact of the journals in
which a group of researchers publishes. Each journal has an impact factor (IF), which is calculated annually based
on the average number of citations received by the papers it published during the two previous years. The value of
a journal’s IF is assigned to each paper it publishes.
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Average of Relative Citations (ARC)

Figure 9: Average of Relative Citations21
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Figure 10: Specialization Index22
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Average of Relative Citations: This indicator is based on the number of citations received by a published paper
from its publication date to the end of the studied period.
22
Specialization Index: This is an indicator of the relative intensity of publication of a country in the priority areas
of the Institute relative to the intensity of the world in the same areas. It’s calculated by dividing the proportion of
papers of a given entity (ex: Canada or the other countries) in a given field (here each of the priority areas) by the
proportion of papers produced in the whole world in the same field.
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Inter-Institutional Collaboration

Figure 11: Inter-Institutional Collaboration23
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Figure 12: International Collaboration24
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Inter-Institutional Collaboration: This is an indicator of the relative intensity of scientific collaboration between
institutions. A paper is considered to be written in inter-institutional collaboration when it bears addresses from a
least two different institutions.
24
International Collaboration: This is an indicator of the relative intensity of scientific collaboration between
countries. A paper is considered to be written in international collaboration when it bears addresses from a least
two different countries
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Figure 13: Investment in Capacity Building out of ICRH’s ISI Budget
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Figure 14: Percentage of Direct Trainees Funded under ICRH’s Mandate
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% of Funded Indirect Trainees under ICRH
Mandate out of Total CIHR Indirect
Trainees

Figure 15: Percentage of Indirect Trainees Supported under ICRH’s Mandate
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Figure 16: Percentage of Funded Researchers under ICRH’s Mandate
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Figure 17: Leverage Ratio of Partnerships: Partners to Investments out of ICRH’s
ISI Budget
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Figure 18: Leverage Ratio of Partnerships: Partnership Contributions and ICRH’s
ISI Budget
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Figure 19: ISG Funding
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Figure 21: Percentage of the Utilization of ISG Funds
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Appendix 4: Sample list of Partners
Heart and Stroke Foundation of Canada
Canadian Space Agency
Cystic Fibrosis Canada
Hypertension Canada
The Kidney Foundation of Canada
The Rossy Foundation
Canadian Blood Services
Canadian Thoracic Society
Canadian Cardiovascular Society Academy
Canadian Cardiovascular Society
The Lung Association
Canadian Sleep Society
Canadian Critical Care Society
Canadian Frailty Network
World Sleep Society
Novartis
Canadian Stroke Consortium
Canadian Society of Atherosclerosis, Thrombosis and Vascular Biology
Mitacs Inc
Boehringer Ingelheim
AstraZeneca
New Brunswick Health Research Foundation
Health Canada
International Development Research Centre
European Commission National Heart, Lung, and Blood Institute (USA)
National Institute for Health Research (NIHR; UK)
Asthma UK (UK)
British Heart Foundation (UK)
British Lung Foundation (UK)
Public Health Agency of Canada
Canadian Allergy, Asthma and Immunology Foundation
AllerGen, Inc
Alberta Innovates Canadian Red Cross
Alberta Health
Alberta Health Services
European Area Network - Cardiovascular Disease partners
Finnish Funding Agency for Technology and Innovation (TEKES)
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