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Item #2.0
Board of Health
Barrie Office
June 21, 2017
9:15 am – 12:00 pm

	1.0
	
	9:15
	Call To Order

	
	
	
	Introduction of Peter Preager.  Appointed to the Board of Health on May 31, 2017 for a three year term.




	
	
	
	Introduction of Alexander Summers.  Public Health and Preventive Medicine resident at the health unit for a 2 month term.

	2.0
	
	
	Approval of the Agenda

	3.0
	
	
	Declaration of Conflict of Interest

	4.0
	
	
	Minutes of Previous Meeting

	
	4.1
	9:25
	Approval of Minutes from May 17, 2017.

[bookmark: _GoBack]

	5.0
	
	
	In Camera

	
	5.1
	9:30
	Property Issue

	6.0
	
	
	New Business

	
	6.1
	10:00
	Healthy Menu Choices Act.  Briefing Note.  S. Rebellato and C. Shoreman presenting.



	
	6.2
	10:20
	Program Budgeting and Marginal Analysis (PBMA) Update.  Briefing Note.  C. Gardner presenting.




	
	6.3
	10:40
	alPHa Resolutions Outcome.  Verbal Report.  C. Gardner, S. Warnock and T. Ambeau presenting.

	
	
	11:00
	BREAK

	
	6.4
	11:10
	Accountability and Performance Reporting 2016Briefing Note and Presentation.  C. Gardner presenting.








	
	6.5
	11:30
	Procurement of Desktop Technology Products and Services Contract Award.  Briefing Note.  K. Pipher presenting.



	
	6.6
	11:50
	Climate Change.  Verbal Report.  S. Rebellato and M. Whelan.

	7.0
	
	Items of Education

	
	7.1
	Board of Health Retreat Debrief Notes from June 5, 2017



	
	7.2
	Save the Date – 2017 Staff Education Days, October 11 & 12, 2017 at Geneva Park, Orillia.  (Each staff member only attends one of the two days; the agenda is identical for both days.)

	8.0
	
	Items of Information

	
	8.1
	Draft Provincial Public Health Accountability Framework.  Provincial Correspondence and Simcoe Muskoka District Health Unit Submission Letter.




	
	8.2
	Memo from Jackie Wood, Director, Planning and Performance Branch, and Elizabeth Walker, Director, Accountability and Liaison Branch, Ministry of Health and Long-Term care to Boards of Health Chairs, Medical Officers of Health, Chief Executive Officers and Business Administrators re 2017 Public Health Funding and Accountability Agreement Indicators.



	
	8.3
	Copy of letter from Scott Warnock, Chair, Simcoe Muskoka District Health Unit Board of Health to the Honourable Dr. Eric Hoskins re a Provincial approach to Community Water Fluoridation.



	
	8.4
	Building Community Capacity for Action on Food Insecurity 
The Cent$less Campaign.  Briefing Note.



	
	8.5
	Copy of letter from Anne Warren, Board Chair, Leeds, Grenville and Lanark District Health Unit to the Honourable Eric Hoskins, Minister of Health and Long-Term Care re Municipal Levy Apportionment.



	
	8.6
	Copy of letter from Dr. Joyce Lock, Medical Officer of Health and Cynthia St. John, Executive Director, Elgin St. Thomas Public Health to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care re Marijuana controls under Bill 178, Smoke-Free Ontario Act, 2016.



	
	8.7
	Copy of email from Roselle Martino, Assistant Deputy Minister, Ministry of Health and Long-Term Care to Dr. C. Gardner, Medical Officer of Health, Simcoe Muskoka District Health Unit re Smoke Free Ontario Executive Steering Committee Invitation.



	
	8.8
	Copy of letter from Dr. Peter D. Donnelly, President and Chief Executive Officer, Public Health Ontario to Dr. C. Gardner, Medical Officer of Health, Simcoe Muskoka District Health Unit re Smoke-Free Ontario Scientific Advisory Committee Membership.



	
	8.9
	Copy of letter from the Honourable Michael Coteau, Minister of Children and Youth Services to Barry Ward, Vice Chair, Simcoe Muskoka District Health Unit re thanks for our letter regarding the Healthy Babies Healthy Children program.



	
	8.10
	Copy of Letter from Mayor H.S. Hughes, Township of Oro Medonte to the Honourable Kathleen Wynne, Premier re Opioid Strategy.



	
	8.11
	Copy of letter and attachment from Mayor Mary Smith, Chair, Peterborough Public Health to the Honourable Dr. Jane Philpott, Minister of Health for Canada re moving forward on the Federal Opioid strategy.



	
	8.12
	Copy of letter from Jesse Halmer, Chair, Middlesex-London Board of Health to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care re Opioid Use.



	
	8.13
	Copy of letter from Mr. Lee Mason, Board Chair and Dr. Marlene Spruyt, Medical Officer of Health, Algoma Public Health to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care re concern over rates of deaths from opiates across the province.



	
	8.14
	Copy of letter and attachment from Mayor Mary Smith, Chair, Peterborough Public Health to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care re assessment of the Healthy Menu Choices Act.



	
	8.15
	Copy of letter from Ann Warren, Chair, Leeds, Grenville and Lanark District Health Unit to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care re LGL Board of Health letter in support of Low Income Adult Dental Program in Ontario.



	
	8.16
	Copy of letter from the Honourable Dr. Eric Hoskins, Minister of Long Term-Care to Dr. Charles Gardner, Medical Officer of Health, Simcoe Muskoka District Health Unit re appreciation for ongoing efforts to support the provincial immunization programs.



	
	8.17
	Copy of email from Valerie Jaeger, President and Carmen McGregor, Vice-President, Association of Local Public Health Association (alPHa) announcing the retirement of Linda Stewart, Executive Director at alPHa.



	9.0
	
	
	Date and Time of Next Meetings:
Wednesday, September 20, 2017, Barrie Office
Wednesday, October 18, 2017, Barrie Office
Wednesday, November 15, 2017, Barrie Office

	10.0
	
	12:00
	Adjournment
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Biography


Biography


Just finishing his (six-year) term with the North Simcoe Muskoka Local Health 
Integration Network, Peter has a diverse background in the public and private 
sectors. In the Public sector, with the Ontario Government, Peter was the Deputy 
Director of the Companies Branch and the Personal Property Branch within the 
Ministry of Consumer and Commercial Relations. In the private sector, Peter held 
senior executive positions as Vice President of Information Technology and Vice 
President of Program Management with a number of large Corporations. Peter was 
also certified by The Canadian Information Processing Society as an Information 
Systems Professional, was a Member of the Project Management Institute, and 


received a Certificate in Management from Carleton University.  
 
He is a former committee member of the Wasaga Beach Healthy Community Network, he currently 
serves as the Board Chair for three Wasaga Beach Hydro Corporations, and has served on the South 
Georgian Bay Community Health Centre Board for a short period of time. Peter is a member of the 
community based Men’s Probus Club of Wasaga Beach where he lives with his wife Joan. 
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Item 4.1 Draft Minutes


Draft Minutes 
 


Item #4.0 
Board of Health 


Gravenhurst Office 
May 17, 2017 


9:15 am – 12:00 pm 
 


Present: Scott Warnock (Chair), Barry Ward (Vice Chair), Thomas Ambeau, Sandy Cairns, 
Ralph Cipolla, Lynn Dollin, Anita Dubeau, Steve Kinsella, BJ McCabe (via t/c), 
Sergio Morales, Gail Mullen, Peter Willmott, Dr. Charles Gardner, Medical Officer of 
Health, Sandra Horney, Director Program Foundations & Finance 


 
Regrets:  Brian Saunderson, Terry Pilger 
 
Recorder: Marlene Klanert 
 


No.  Item Action/Motion 


1.0  Call To Order 


The meeting was called to order at 9:20 am 


 


2.0  Approval of the Agenda WILLMOTT/CIPOLLA 


THAT the Board of Health 
approve the agenda as 
presented. 


CARRIED 


3.0  Declaration of Conflict of Interest  


4.0  Minutes of Previous Meeting  


 4.1 Approval of Minutes from April 19, 2017. WILLMOTT/CIPOLLA 


THAT the Board of Health 
approve the minutes from the 
April 19, 2017 Board of Health 
meeting. 


CARRIED 


5.0  New Business  


 5.1 Climate Change as a Priority Public Health 
Issue.  Briefing Note.  S. Rebellato, M. Whelan 
and C. Gardner presented. 


WILLMOTT/CIPOLLA 


THAT the Board of Health 
receive the Climate Change as a 
Priority Public Health Issue 
briefing note as information. 


 







 
AND FURTHER THAT the 
Board of Health receive the 
report entitled A Changing 
Climate: Assessing Health 
Impacts & Vulnerabilities due to 
Climate Change within Simcoe 
Muskoka as information. 


CARRIED 


 5.2 alPHa Resolutions.  Briefing Note.  C. Gardner 
presented. 


KINSELLA/CAIRNS 


THAT the Board of Health 
receive this briefing note and the 
2017 alPHa Resolutions (in 
Appendix A) as information and 
provide direction to SMDHU 
representatives attending the 
Association of Local Public 
Health Agencies (alPHa) Annual 
General Meeting regarding these 
issues. 


CARRIED 


 5.3 Budget  


  a) 2016 Public Health Funding and 
Accountability Amending Agreement #5: 
One Time Funding.  Briefing Note.  S. 
Horney presenting. 


KINSELLA/CIPOLLA 


THAT the Board of Health 
receive this report for information 
and authorize the Board of 
Health Chair to sign the 
Amending Agreement #5 
accepting the terms and 
conditions governing the one 
time grant funding. 


CARRIED 


  b) Year-to-Date Financial Report for the Period 
Ending March 31, 2017.  Briefing Note.  S. 
Horney and C. Gardner presenting. 


KINSELLA/CIPOLLA 


THAT the Board of Health 
receive the first quarter financial 
reports for Mandatory and 
Related Public Health Programs 
and Services for information. 


 


AND FURTHER THAT the 
Board of Health receive the first 
quarter financial report for the 
Healthy Babies Healthy Children 
program for information. 







 
 


AND FURTHER THAT the 
Board of Health receive the 
fourth quarter expenditure report 
for 100% funded initiatives with a 
year-end of March 31, 2017 for 
information. 


CARRIED 


 5.4 Muskoka and Area Health System 
Transformation (MAHST).  Presentation.  Cheryl 
Faber, MAHST Project Director presented. 


CAIRNS/KINSELLA 


THAT the Board of Health 
receive the Muskoka and Area 
Health System Transformation 
(MAHST) presentation as 
information. 


CARRIED 


6.0  Items of Education 


 6.1 Board of Health Retreat, June 5, 2017, Fern Resort, 4432 Fern Resort Road, 
Ramara, ON. 


 6.3 2017 Canadian Public Health Association (CPHA) annual conference June 5 to 8, 
2017 in Halifax, NS.   


 6.4 Save the Date - 2017 alPHa Annual General Meeting & Conference, June 11 to 
June 13, 2017 - Driving the Future of Public Health, Chatham-Kent John D. Bradley 
Convention Centre, Chatham, ON.  More details to follow when available. 


 6.5 Save the Date – 2017 Staff Education Days, October 11 & 12, 2017 at Geneva 
Park, Orillia.  (Each staff member only attends one of the two days; the agenda is 
identical for both days.) 


7.0  Items of Information 


 7.1 Chief Medical Officer of Health 2015 Annual Report, Mapping Wellness: Ontario’s 
Route to Healthier Communities. 


 7.2 Copy of letter from Dr. Eric Hoskins, Minister of Health to Barry Ward, Board of 
Health Chair, Simcoe Muskoka District Health Unit re notice of an additional 
$462,000 in additional one-time funding. 


 7.3 Copy of letter from Dr. C. Gardner, Medical Officer of Health, Simcoe Muskoka 
District Health Unit to Roselle Martino, Assistant Deputy Minister, Ministry of Health 
and Long-Term Care re Standards for Public Health Programs and Services 
Consultation. 


 7.4 Copy of letter from Donald W. West, Chief Administrative Officer, Porcupine Health 
Unit to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care re 
Ontario Public Health Standards Modernization and Low-Income Dental Program 
for Adults and Seniors. 







 


 7.5 Copy of letter from Mayor Mary Smith, Chair, Board of Health, Peterborough Public 
Health to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care 
and the Honourable Dr. Jane Philpott, Minister of Health for Canada re support for 
A Tobacco Endgame for Canada motion passed by Simcoe Muskoka District 
Health Unit. 


 7.6 Copy of letter from Mayor Mary Smith, Chair, Board of Health, Peterborough Public 
Health to the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care 
re Low-Income Dental Program for Adults and Seniors. 


 


7.7 


Copies of letters from Ralph Walton, Regional Clerk, Durham Region Health Unit to 
Honourable Kathleen Wynne, Premier, re 
1. Vaccine Preventable Diseases Program Funding 
2. Adult and Older Adult Oral Health 
3. Opioid Addiction and Overdose 


 
7.8 


Thank you email from Bruce Stanton, MP re Dr. Charles Gardner, Medical Officer 
of Health, Simcoe Muskoka District Health Unit’s letter to the Honourable Jane 
Philpot re Moving forward on the Federal Opioid Strategy. 


 7.9 Budget 2017 Summary from alPHa, A Stronger, Healthier Ontario. 


 
7.10 


Giving More People an Opportunity to Get Ahead and Stay Ahead News Release 
from the office of the Premier to launch the Ontario Basic Income Pilot.  For further 
information please click on the link below: 
Ontario’s Basic Income Pilot 


 
7.11 


Copy of letter from Mayor Mary Smith, Chair, Board of Health, Peterborough Public 
Health to the Honourable Dr. Jane Philpott re Support for Stop Marketing to Kids 
Coalition’s Ottawa Principles and Further Action on Sugary Drinks. 


 


7.12 


Copy of letters from Penny Sutcliffe, Medical Officer of Health, Sudbury & District 
Health Unit to: 
1. The Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care 
2. The Honourable Jane Philpott, Minister of Health for Canada 
Re Regulations to restrict the sale of caffeinated energy drinks to children and 
youth. 


 
7.13 


Copy of letter from Christine Kennedy, Medical Officer of Health, Grey Bruce Health 
Unit to the Honourable Kathleen Wynne, Premier of Ontario re Enactment of 
legislation to enforce infection prevention and control practices within personal 
service settings under the HPPA. 


 
7.14 


Copy of letter from Nancy Sullivan, Chair, Wellington-Dufferin-Guelph Health Unit 
Board of Health to the Honourable Eric Hoskins, Minister of Health and Long-Term 
Health re Human Papillomavirus (HPV) Immunization Catch-up for Boys. 


 
7.15 


Copy of letter from Nancy Sullivan, Chair, Wellington-Dufferin-Guelph Health Unit 
Board of Health to the Honourable Eric Hoskins, Minister of Health and Long-Term 
Health re Provincial Alcohol Strategy. 







 


 
7.16 


Copy of letter from Nancy Sullivan, Chair, Wellington-Dufferin Guelph Health Unit to 
the Honourable Michael Coteau, Minister of Children and Youth Services re Healthy 
Babies Healthy Children Program Targets and Funding. 


 7.17 Copy of report from Northwestern health Unit re Alcohol in Our Communities: A 
Report on Alcohol Use in Northwestern Ontario 2017. 


 7.18 Middlesex-London Health Unit 2016 Annual Report. 


 7.19 Invitation to Robert Morton’s end of term as the NSM LHIN Board Chair. 


 7.20 Press release announcing the resignation of CEO Guy Chartrand from the General 
& Marine Hospital in Collingwood. 


 7.21 Thank you card from Gail Mullen for the donation to the Lighthouse Soup Kitchen 
and Shelter in memory of her mother. 


8.0  Date and Time of Next Meetings: 
Monday, June 5, 2017, Board of Health Retreat at Fern Resort, Ramara – 8:30 to 
12:00 
Wednesday, June 21, 2017, Barrie Office 
Wednesday, September 20, 2017, Barrie Office 
Wednesday, October 18, 2017, Barrie Office 
Wednesday, November 15, 2017, Barrie Office 


9.0  The meeting was adjourned at 11:40 am 
Ribbon cutting of the Gravenhurst Dental 
Clinic followed. 
 
 


CIPOLLA/CAIRNS 
THAT the Board of Health meeting 
be adjourned. 
CARRIED 


 
 
  
 
Scott Warnock, Dr. Charles Gardner, 
Chair, Board of Health Medical Officer of Health 
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Item #6.1 
 


Healthy Menu Choices Act 
Update: # 1 Date: June 21, 2017 


 
Issue 
 
The Simcoe Muskoka District Health Unit (SMDHU) is committed to reducing the risk of diet-
related chronic diseases by creating environments that support healthy eating.  Providing 
nutrition information at the point of purchase helps consumers make informed decisions about 
their food and beverage choices when dining out. The Healthy Menu Choices Act, 2015 
(HMCA), along with the associated protocol and regulations came into effect January 1, 2017.  It 
requires regulated food service premises with 20 or more locations within Ontario to display the 
number of calories for every standard food item sold or offered for sale, including alcoholic 
beverages that are listed or depicted on a menu, as well as display contextual information to 
inform consumers about their recommended daily caloric requirements. Public Health 
Inspectors began enforcing the HMCA in Simcoe Muskoka in April, 2017. 


Recommendation 
 
THAT the Board of Health receive this briefing note for information. 


Current Facts 
 
Excess weight is a well-recognized risk factor for several common chronic conditions, such as 
cardiovascular disease, cancer, type 2 diabetes, osteoarthritis and back pain1. Since the 
Canadian Community Health Survey reveals that 67% of Simcoe Muskoka adults (18 years and 
older)2 and 30% of Simcoe Muskoka youth (12-17 years) are considered overweight or obese, 
the health and well-being of Simcoe Muskoka residents is of concern3.  
 


Of particular concern is that almost one third of Canadians report eating at a restaurant a few 
times every week4 and Ontarians spend almost one third of their annual food budget at 
restaurants5. This dramatic shift in eating patterns suggests that dining out is no longer an 
occasional treat, but has become a mainstay in terms of eating behaviours.  
 
Preliminary evidence indicates that menu labelling helps people make more nutritious 
choices6,7,8.   Menu labelling legislation to support Ontarians to make informed choices when 
dining out is, therefore, one strategy that has been advocated for by many public health units 
and advocacy groups, which ultimately led to the approval of the Healthy Menu Choices Act in 
2015. This legislation is complementary to the Canadian Federal Food and Drug Regulations 
which has mandated the disclosure of calories and other nutrients on pre-packaged food labels 
since 2003. The result is that when dining out, patrons are now able to make informed choices 
based on the quantity of calories in menu items.    
 
It should also be noted that the pursuit of nutrition labelling on restaurant menus is a key 
component of the Ontario’s Healthy Kids Strategy, to  support children’s healthy eating, healthy 



http://www.health.gov.on.ca/en/common/ministry/publications/reports/healthy_kids/healthy_kids.pdf
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weights and healthy childhood development9. Furthermore, Ontario is the first province in 
Canada to legislate menu labelling. 


 
Since approval of the HMCA, the Ontario Public Health Standards (2008, revised March 2017) 
has stipulated under requirement #16 that: The board of health shall implement and enforce the 
Healthy Menu Choices Act, 2015 in accordance with the Menu Labelling Compliance Protocol, 
2017 (or as current). In order to prepare for this requirement: 


• Approximately 50 SMDHU staff (Public Health Inspectors (PHI) and Public Health 
Nutritionists) participated in mandatory Ministry training between December, 2016 and 
February, 2017; 


• Additional SMDHU-led training occurred in March, 2017; 
• 42 SMDHU staff (PHIs) have been designated by the Minister of Health and Long-Term 


Care to perform inspections under the Act, and 
• PHIs began inspecting applicable food premises in April, 2017 using a progressive 


enforcement approach which includes providing education and addressing complaints.  
 
In order to meet the requirements of the HMCA in 2017, it is estimated that a minimum of 780 
compliance inspections are required to be completed.  Inspections may also be required in 2018 
depending on the legislative requirements of impacted food premises.  After 2018, PHIs will 
inspect under the HMCA for new establishments and when a complaint is lodged under the 
HMCA.  In addition to training, a number of continuous quality improvement processes have 
been put into place to ensure consistency in enforcement including working closely with the 
Ontario Ministry of Health and Long-Term Care (MOHLTC).   
 
The Environmental Health Department has submitted a request for one-time funding with the 
2017 Program Based Grant request to offset the cost of additional PHI time required to inspect 
these premises.  Pending approval of the one-time funding, resources to implement this new 
legislative requirement will be achieved through re-allocation of base funding.  In addition, since 
this legislation is a policy strategy to support Ontarians to make health eating choices while 
dining out, the Community and Family Health Department continues to provide healthy eating 
knowledge transfer, education, consultation and support to internal and external stakeholders. 
 
SMDHU has implemented a local communications strategy focused on increasing awareness of 
HMCA to the general public and food premise operators.  This included the development of 
SMDHU website content, purchase of Facebook ads, posting social media messages via the 
SMDHU Twitter account, development of a postcard for food premises operators, a press 
release and earned media. 
 
MOHLTC also developed and launched a communications strategy in December, 2016, which 
will run into the summer of 2017. This campaign focuses on awareness-raising and education to 
consumers who dine out, and operators responsible for implementation.  It also includes 
targeted messages to parents and youth.   
 
The HMCA currently only requires calories be provided on standard menu items, and indicates 
that other nutrients can be added at the discretion of the Minister of Health and Long-Term 
Care.  Currently, and in the past, SMDHU has identified the need for including sodium in 
provincial menu labelling legislation since sodium also contributes to chronic diseases such as 
heart disease, hypertension, stroke and some cancers, and impacts the health and well-being of 
Simcoe Muskoka Residents. 
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Background 
 
Previous efforts to support menu labelling legislation by SMDHU have included the following: 
• In 2012, SMDHU Board of Health passed a motion urging the Ontario government to pass 


legislation requiring food service establishments to provide nutrition information at point of 
purchase. 


• From 2008 to 2015, the SMDHU Board of Health submitted letters of support in response to 
the numerous draft Bills introduced and reintroduced into the Ontario Legislature, 
participated on provincial working groups, and submitted best-practice recommendations to 
alPHa, OPHA and the MOHLTC to inform the development of provincial legislation. 


Contacts 
 
C. Shoreman, Director, Community and Family Health Department Ext. 7361 
Dr. S. Rebellato, Director, Environmental Health Department Ext. 7487 
C. Bushey, Manager, Chronic Disease Prevention-Healthy Lifestyle Program Ext. 7376 
T. Makrostergios, Acting Manager, Food Safety Program Ext. 7560 
R. Gaudet, Public Health Nutritionist, Healthy Schools Program Ext. 7325  
 
 
 
References: 
1. Guh DP, Zhang W, Bansback N, et al. The incidence of co-morbidities related to obesity and 


overweight: a systematic review and meta-analysis. BMC Public Health 2009;9:88. 
2. Canadian Community Health Survey, Statistics Canada, 2013-2014. 
3. Canadian Community Health Survey, Statistics Canada, Annual Content, 2009-2014 combined.  
4. Canadian Restaurant and Food Services Association (2010). Canada’s Restaurant Industry, Putting 


jobs and economic growth on the menu, http://www.restaurantscanada.org/wp-
content/uploads/2016/07/Report_IpsosPublicOpinion_Dec2010.pdf. 


5. Stats Canada (2017). http://www.statcan.gc.ca/tables-tableaux/sum-som/l01/cst01/famil132a-eng.htm  
6. Dumanovsky T, Huang CY, et al. Changes in energy content of lunchtime purchases from fast food 


restaurants after introduction of calorie labelling: cross sectional customer surveys. 2011. British 
Medical Journal 2011;343:d4464 doi: 10.1136/bmj.d4464 at 4. 
http://www.bmj.com/highwire/filestream/388650/field_highwire_article_pdf/0.pdf. 


7. Bollinger B, Leslie P, and Sorensen A. 2011. Calorie Posting in Chain Restaurants. American 
Economic Journal: Economic Policy, 3(1): 91–128. http://www.nber.org/papers/w15648. 


8. Vanderlee, 2014.  Does nutrition information on menus impact food choice? Comparisons across two 
hospital cafeterias.  https://www.ncbi.nlm.nih.gov/pubmed/23830036 


9. MOHLTC (2013) 
http://www.health.gov.on.ca/en/common/ministry/publications/reports/healthy_kids/healthy_kids.pdf.  
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Item #6.2 


Program Budgeting and Marginal Analysis (PBMA) Update 
 


Update: #3 Date: June 21, 2017 
 
 


Issue 
 
Given continuing fiscal constraints with the anticipated continuation of the freeze in provincial 
grants for cost-shared programs, there is a need for practical evidence-based methods for 
resource allocation. In order to address this, Program Budgeting and Marginal Analysis (PBMA) 
was used to prioritize resource allocation decisions at Simcoe Muskoka District Health Unit 
(SMDHU) for the 2017 budget. This briefing note provides recommendations on the application 
of PBMA for the 2018 budget.  


Recommendations 
 
THAT the Board of Health receive this briefing note for information. 
 
AND FURTHER THAT the Board of Health review and approve the PBMA criteria and weighting 
(Appendix A) for the application of PBMA within the 2018 budget planning cycle. 


Current Facts 
 
With the successful application of PBMA to assist with resource decisions in the 2017 budget, 
and the anticipated continuation of the freeze of the provincial cost-shared programs grant 
freeze in 2017 and 2018, it is recommended that PBMA be applied in the development of the 
2018 budget.  
 
Facilitation of this is being done by Brenda Guarda, assigned as the PBMA Project Manager, 
who fulfilled this role for the 2017 budget planning cycle. The PBMA Assistant Project Manager 
role is now being fulfilled by Lori Webel-Edgar (formally filled by Public Health and Preventive 
Medicine Resident Dr. Aamir Bharmal, who has since completed his educational rotation with 
SMDHU).   
 
In order to proceed it is necessary that the PBMA criteria and weighting be determined. The 
appended criteria have been drafted for the consideration of the Board. They are based on the 
criteria successfully used for the 2017 budget, with language modified to take into account the 
draft Standards for Public Health Programs and Services (included in the agenda for the March 
15, 2017 Board agenda item 6.1), as well as the draft Accountability Framework and 
Organizational Requirements (included as an information item in the June 21, 2017 Board 
meeting agenda).  
 
With the support of the criteria and weighting, management will proceed with the development 
of proposals for disinvestments (reductions and efficiencies) over the summer, and their review 
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by senior management in September. Although PBMA also includes the option for investment 
(shifts of resources) proposals to be considered, SMDHU did not pursue this in 2017. The 
details of methods to allow for this option are to be developed for the process in 2018. 
 
It is anticipated that the findings will be presented in camera to the Board at their October 18, 
2017 meeting, with decisions used in the development of the 2018 budget. The final draft of the 
2018 budget will be presented for the consideration and approval of the Board January or 
February (preferably by February) of 2018, with implementation to follow. 
 
Throughout the PBMA process in late 2016 and early 2017 staff were kept informed. They will 
continue to be informed of the PBMA process as appropriate. 


Background 
 
The provincial grant for cost-shared programs for the 2016 budget remained at the 2015 funding 
level, and it is anticipated that the provincial grant will be frozen for a number of years to come. 
The 2016 budgetary shortfall was addressed through a reorganization of the agency’s 
organizational structure, vacancy management, offering voluntary work reductions, and a 
reduction of over 11 full-time equivalent positions. Following this, PBMA was recommended by 
senior management and supported by the Board as the method to be used to manage recurring 
financial shortages, and was applied in the development of the 2017 budget.  
 
PBMA was identified as an evidence-based method for resource allocation at SMDHU moving 
forward. PBMA has been in use since the 1970s in a variety of health settings. It has also been 
used by 4 public health units in Ontario (Leeds, Grenville, and Lanark, Kingston Frontenac 
Lennox & Addington, Middlesex-London, and Ottawa Public Health Units), with additional health 
units more recently considering its use (Niagara and Welllington Dufferin Guelph). The SMDHU 
Medical Officer of Health presented on our experience with PBMA at this year’s June alPHa 
conference.  
 
PBMA assesses the net impact of possible configurations of services in relation to an 
organization’s ability to meet strategic objectives and priorities. It can be used to identify areas 
for both investment and disinvestment.  
 
Last October Francois Dionne, consultant with Prioritize Software, worked with the Executive 
Committee to generate the key criteria and weighting for the disinvestment proposal 
assessment which were subsequently endorsed by the Board of Health. Program managers 
identified and developed proposals for disinvestment during November and early December. 
Directors vetted proposals developed by managers prior to presenting them to Executive 
Committee in early January. The Executive Committee reviewed the submitted proposals and 
assessed implications.  
 
Prioritize Software, a tool which collates proposals, analyzes them against criteria weights, and 
indicates priorities for reduction will be used to facilitate the PBMA process. The reductions and 
implications were presented to the BOH at their January 2017 meeting. This information was 
used by the Board in order to determine the levy and the application of surplus funds, as well as 
position reductions and changes in 2017.  
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Contacts 
 
Brenda Guarda, PBMA Project Manager Ext 7284 
Lori Webel - Edgar, PBMA Project Assistant Manager Ext 7209 
Dr. Charles Gardner, Medical Officer of Health and CEO   Ext 7219 
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Impacts


• Assess impacts 
using criteria


Impacts/Criteria Definition Weight


Legislative requirements Impact of the proposed change on the ability of the program to meet the legislative requirements for this program / activity, if any (Ontario’s Health Promotion and 
Protection Act, the Ontario Standards for Public Health Programs and Services, the Accountability Framework and Organizational Requirements, and other legislation) 


16


Health impact Impact of the proposed change to the program / activity on:


• the burden of illness it is intended to prevent; 
• the risk factor it is intended to reduce 


In assessing impact, account for the likelihood that another organization could step in and fill the gap created in the case of savings, or that another organization will retrench 
a similar service in the case of investments.


16


Urgent public health 
issues


Impact on our ability to identify and address urgent public health issues that require a coordinated and comprehensive agency response. Consider specifically the impact of 
the proposal on our ability to:


• Respond to provincial public health funding changes, emerging public health mandate revisions and health system transformations.
• Implement the agency wide action plan to address climate change. 
• Respond to unanticipated public health issues that have the potential to disrupt programs and services.


12


Efficiency Impact on the extent to which an intervention, process or policy produces the desired effect, product or output with a minimum of effort, expense or waste. 10


Organizational capacity Impact on our knowledge, skills and practices to increase our ability to respond to community needs and optimize service delivery. Consider specifically the impact of the 
proposal on our ability to:


• Implement the human resources strategy. 
• Implement the enhanced Client Health Record Information System (CHRIS) in at least two programs. 
• Leverage partnerships to enhance human resource capacity.


9


Determinants of Health Impact of proposal to address the factors that create inequities in overall health and improve the quality of life for populations at risk of poor health outcomes. Consider 
specifically the impact of the proposal on our ability to: 


• Implement the agency action plan to meet the public health needs of individuals and families living in low income. 
• Assess populations at risk of health inequities and identify those that require an agency response.


9


Collaboration / 
Partnership


Impact of the proposed change on our relationship with communities and partners. This includes the impact on the agency’s reputation (to funders, community etc.) 7.5


Individual Client 
experience


Impact of the proposed change on client experience which includes: 1) the extent to which the care/service respects client and family needs and values, 2) client safety, 3) 
cultural appropriateness, and 4) the personal experience of communication, professionalism, and client focus. Client can be internal or external.


7.5


Workplace environment Impact of the proposed change on staff morale, personal and professional growth, and staff engagement. 5


Innovation and 
knowledge management 


Impact of the proposed change on the introduction of innovations to improve communication (internal and external) and public engagement and on the culture of curiosity 
of the organization in terms of interest in evidence-based decisions and the translation of knowledge into action.


4


Implementation 
challenges


Assessment of the challenges, and support, for the implementation of the proposed change, including ease of sustainment. 4
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Item #6.4 


Accountability and Performance Reporting 2016 


Accountability Indicators and Strategic Plan Outcomes 
 


Update: #1 Date: June 21, 2017 
 


Issue 
 
In accordance with the Public Health Funding and Accountability Agreement and in line with the 
Simcoe Muskoka District Health Unit’s (SMDHU) strategic focus on Accountability and 
Performance Management, the SMDHU has adopted a proactive and responsive approach to 
performance management based on the following principles: 


• A commitment to continuous quality improvement 
• A culture of information sharing and understanding  
• A focus on risk management. 


 
The Health Unit monitors and measures progress on the agency strategic plan using a set of 
indicators established for each of the strategic outcomes.  The Board of Health is also required to 
use best efforts to achieve agreed upon Performance Targets for the Performance Indicators 
specified in the Public Health Funding and Accountability Agreement.  These measures of 
performance are reported annually to the Board of Health and the community. 
 
Recommendation 
 
THAT the Board of Health receive the annual report of progress on the strategic outcomes and 
agency performance against provincial accountability indicators for information. 
 
Current Facts 
 
The Strategic Plan 2016-2018 
The Strategic Plan Outcomes Scorecard measures progress on the SMDHU Strategic Plan (See 
Appendix A) using indicators of success and targets for performance established by Executive 
Committee for each of the Board approved Strategic Outcomes (See Appendix B).  In 2016, a 
total of 16 indicators were monitored across the four strategic directions.  
 
Colour is used to visually depict progress on each strategic plan outcome (see chart below).  
Green represents success in meeting an indicator related to the Strategic Outcome, yellow 
represents work in progress and red reflects limited or no action initiated to date. 
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In December 2015, the Board of Health approved a streamlined Strategic Plan 2016-2017 to 
guide the organization through a complex and rapidly changing environment which included the 
introduction of a new provincial public health funding formula and a cost-shared program grant 
freeze for SMDHU.  The organization has moved forward on the Strategic Outcomes across all 
four Strategic Directions. This progress is reflective of considerable time invested up front to 
build the foundations for each strategic activity (operational foundations for human resources 
including policy; internal understanding of complex issues such as climate change and the 
determinants of health, and the role of public health in addressing these issues; evidence 
informed practice and reflections on public health mandate).  
 
The SMDHU views the Strategic Plan as a living document, allowing refinement of indicators, 
targets and timelines.  Where we have fallen short of our targets, it is due to a combination of 
factors including but not limited to the complexity of the issue, agency or community readiness, 
and fiscal constraints.  
 
In April 2017, the Board of Health approved the extension of the current Strategic Plan to 
December 31, 2018 in order to allow sufficient time for a deliberate, evidence-informed strategic 
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planning process that will enable SMDHU to set priorities, focus energy and resources, and 
strengthen operations while ensuring employees and other stakeholders are working toward 
common goals. 
 
Provincial Performance and Monitoring Indicators 
As per the 2016 Public Health Funding and Accountability Agreement Amendment No. 4, the 
SMDHU is required to monitor and report on 14 performance indicators against ministry defined 
targets (Appendix C).  In addition, there are 19 monitoring indicators that do not have assigned 
targets (Appendix D).   
 
The MOHLTC requires mid-year and/or year-end reporting on Accountability Agreement 
Indicators.  This schedule varies depending on the indicator and the availability of data.  In 2016, 
two oral health performance indicators required reporting at mid-year and 12 indicators required 
reporting at year end. 
 
Simcoe Muskoka District Health Unit (SMDHU) met 13 of the 14 performance targets for 2016, 
and demonstrated progress towards the target for the one remaining indicator – % Flu Vaccine 
Wastage.  The target for % flu vaccine wastage was 4.2%.  The SMDHU year-end result was just 
shy of the target at 4.3%.  In comparison to other Ontario public health units the mean influenza 
vaccine wastage was 10.8% and the median was 3.7%. Out of 36 PHUs ten (10) met or 
exceeded their target, 24 did not meet their target and two (2) health units were unable to 
determine their wastage.  The SMDHU has invested considerable time and energy over the past 
three years to mitigate vaccine wastage including: 
• Reviewing and standardizing inventory processes regarding receipt, management, returns of 


vaccines 
• Creation of a centralized inventory database 
• Instituting standardized electronic vaccine orders and filing practices  
• Regular auditing of inventory  
• Monitoring of vaccine distribution to Health Care Provider based on their orders.  
• Avoiding an over-abundance of vaccine in health unit refrigerators (in case of cold chain 


failure).  
• Staff training on inventory practices, form completion, Ontario Government Pharmacy order 


receipts, data entry into centralized database 
• Development of relevant policies and procedures. 
 
As a result, our wastage has decreased substantially, and we achieved the 2014/2015 target.  
The major reason for being slightly above target in 2016 was due to the use of 10-dose vials.  
Once opened, the vaccine in the vial has a shortened shelf life leading to increased wastage.  
The program has since moved from these 10-dose vials to single doses. 
 
In accordance with Article 5 of the Public Health Funding and Accountability Agreement, 
Performance Variant Reports are required when there is the inability to achieve a result for a 
Performance Indicator. The Ministry of Health and Long-Term Care (MOHLTC) did not request 
the submission of variant reports for 2016 performance. 
 
Given the current state of transformation within the public health sector, the ministry’s approach 
for the 2017 indicators, outlined in a memo to Boards of Health dated June 12, 2017, is to 
minimize the impact of change on boards of health while at the same time continuing to ensure 
accountability.  The suite of indicators for the 2017 Public Health Funding and Accountability 
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Agreement has been reduced to an essential set of monitoring indicators. Please refer to 
Appendix E.  
 
Background 
 
Continued implementation of the components of the Accountability Agreement is consistent with 
the Health Unit’s Strategic Plan, specifically the Accountability and Performance Measurement 
Strategic Direction: 


Goal: Demonstrate efficiency and effectiveness, and enhance systems that measure and 
communicate progress on our priorities, programs and services. 
 
Outcome: Demonstrate compliance with public health standards, progress towards key 
performance indicators and quality improvement actions using the Performance 
Management Framework. 
 


The Health Unit’s Performance Management (PM) Framework is based on best practices from 
the literature and other health organizations and creates the foundation for performance 
standards, measures, reporting and continuous quality improvement. 
 
Contacts 
 
Dr. Charles Gardner, Medical Officer of Health and CEO Ext. 7219 
Sandra Horney, Director Program Foundations and Finance Ext. 7256 
Brenda Guarda, Manager Population Health Assessment, Surveillance and Evaluation Ext. 7284 
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Appendix A – Strategic Plan 2016-2018 
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Appendix B – Strategic Outcome Indicators 
 


 
 
 
 


(Continued) 
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Appendix B Continued – Strategic Outcome Indicators 
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Appendix C - 2016 Accountability Agreement Results – Performance Indicators  
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Appendix D – 2016 Accountability Agreement Results – Monitoring Indicators  
 


 
 
**First year of data collection 
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Appendix D Continued – 2016 Accountability Agreement Results – Monitoring Indicators 
 


 
 
**First year of data collection 
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Appendix E - 2017 Accountability Agreement Monitoring Indicators  
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Item #6.5 


 Procurement of Desktop Technology Products and 
Services 


 


Update: #1 Date: June 21, 2017 
 
 


Issue 
 
In accordance with Health Unit Procurement PolicyFI0107 Approval Authority Schedule, 
purchases/contract awards exceeding $100,000 require Board of Health approval.  
 
The Health Unit may enter into arrangements with municipalities, public boards and other public 
bodies or public authorities receiving public funding on a cooperative basis where there are 
economic advantages and where the best interests of the Health Unit would be served in doing 
so. Use of vendors under these relationships precludes the need to for the health unit to 
conduct an open competitive procurement process. The health unit has leveraged membership 
in two buying cooperatives as an efficient and cost effective procurement strategy in accordance 
with the broader public sector procurement directive to achieve competitive pricing for the 
supply of desktops, laptops, tablets and peripherals. 


Recommendation 
 
That the Board of Health enter into a Client Supplier Agreement until October 1, 2021 with Dell 
Canada Inc., for the supply of desktop technology products and services as outlined in this 
briefing note. 


Current Facts 
 
The SMDHU has access to desktop technology products and services through two cooperative 
buying arrangements – the Ontario Education Collaborative Marketplace (OECM) and Ontario’s 
Vendor of Record (VOR) Arrangements for Provincially Funded Organizations.  Under both 
arrangements, the method of selecting a Vendor of Record is an open competitive method in 
accordance with the Broader Public Sector Procurement Directive.  There are advantages to the 
health unit in terms of cost and efficiency through this method of procurement. 
 
Based on the information below, it is recommended that the Board of Health enter into a Client 
Supplier Agreement until October 1, 2021 with Dell Canada Inc., a supplier partner under the 
Ontario Education Collaborative Marketplace, for the supply of desktop technology products and 
services as outlined in Request for Proposals (RFP) OECM 2016-261 and in accordance with 
the quotation received between May 10, 2017 and June 9 2017 in response to SMDHU specific 
hardware requirements. 
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Ontario Education Collaborative Marketplace (OECM) was launched in 2006 as a not-for-
profit, Broader Public Sector (BPS) group procurement organization to support Ontario’s publicly 
funded education institutions.  The OECM is also open to other publicly funded organizations in 
Ontario, such as municipalities, libraries, health services and developmental services agencies. 
OECM’s collaborative sourcing approach facilitates consistency and generates significant 
savings, making it easier and less costly for institutions to procure goods and services. OECM 
provides opportunities to realize both process and procurement savings.  Participation with 
OECM is voluntary.  OECM's procurement process is rigorous, open, fair and transparent.  All 
procurements are conducted in compliance with the Broader Public Sector (BPS) Procurement 
Directive http://oecm.ca/oecm-advantage/procurement-process.  The OECM has established a 
Client Supplier Agreement for Desktop Technology Products and Services to October 1, 2021 
with Dell Canada Inc. 
 
Ontario’s Vendor of Record (VOR) Arrangements for Provincially Funded Organizations 
(PFO) 
This VOR arrangement is a list of vendors resulting from a procurement process that meets the 
requirements of the government procurement directive. A VOR arrangement allows one or more 
vendors to offer specific goods or services to buyers. An arrangement is valid for a defined time 
period, with defined terms and conditions and pricing. It is typically established through a 
request for proposal (RFP) distributed through an electronic tendering service.  The Standing 
Agreement for Desktop Management Services and Products under Ontario’s VOR 
Arrangements for Publicly Funded Organizations is with CompuCom for the period May 2015 
through May 2018. 
 
In May and June 2017 the Vendors of Record with each of the two collaborative were provided 
with detailed specifications for SMDHU desktops and laptops along with estimated annual 
requirements.  Quotes were received from both vendors and assessed by the IT team against 
the detailed specifications and quoted price.  The evaluation team is recommending that the 
contract for the Supply of Desktop Technology Products and Services be secured with Dell 
Canada Inc. through the OECM Arrangement for the following reasons: 


• The annual cost of 110 functional units (hardware and required peripherals) is lower with 
Dell via OECM compared to the Ontario VOR.  


• The estimated costs are $194,612.65 through OECM (Dell direct) vs. $215,551.00 
through the Ontario VOR (CompuCom), for a difference of $20,938.35 per year. 


• The Dell laptop quoted via OECM includes docking station (a $200 value), whereas the 
laptop quoted through CompuCom does not.  


• The OECM allows SMDHU to order directly from the manufacturer (Dell) whereas 
through the VOR arrangement SMDHU would be dealing with a reseller which may 
reduce efficiencies. 


• The OECM contract expires in 2021 vs. Ontario VOR in 2018. 


Background 
 
The Board of Health for the Simcoe Muskoka District Health Unit is responsible for the effective 
management of the resources used in the delivery of the public health program and services. 
The acquisition of goods and services in support of the programs and services of the Health 
Unit is managed through the setting of appropriate parameters. These parameters are intended 
to eliminate bias or favoritism in the procurement process and to ensure that the Board of 
Health receives the best price for the goods and services required. 



http://oecm.ca/oecm-advantage/procurement-process
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Contacts 
 
Bruce Parker, Director Human Resources and Infrastructure Ext. 7785 
Kevin Pipher, Information Technology Supervisor Ext. 7211
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Board of Health Retreat Notes 
June 5, 2017 


 


• Clarity of words 
• Need to ensure that the definition for words has the same meaning for everyone 
• How often do staff challenge the values from the strategic plan against their work? 
• It was suggested that staff reports that indicate core values of the organization as they relate to the 


strategic plan are brought to the Board meetings. 
• It was noted that at the LHIN Board meetings they start with client stories.  You would then focus on 


what you are going to deal with for the next 2 hours of the meeting. 
• Board members have learned from the stories that were told at the retreat. 
• Simplify our name to public health …… SMDHU is too long and does not truly represent what we do. 
• Need to have the ability to incorporate new ideas, to be added to the future, in the Mission and 


Vision. 
• Rebranding the health unit – simplifying our name to Simcoe Muskoka Public Health or Simcoe 


Muskoka Health. 
• You cannot try to be all things to all people.  There is a need to focus on health.  A suggestion was to 


start classes to teach those less fortunate how to shop and cook for themselves and their families – 
Cooking for Health.  One board member mentioned that when he owned his restaurant they would 
bring high school students who were less fortunate and teach them to cook healthy.  Look to partner 
with restaurants to do this 


• In Gravenhurst there was a program called Grannies for Gravenhurst.  Seniors would teach youth 
how to eat healthy.  You would need a leader (health unit staff) to run the program.  You could also 
leverage community assets – seniors/restaurants.  This program kept seniors involved in the 
community. 


• Healthy nutrition – use partnerships – skill building. 
• There is a program called Eat the Math which increases awareness of those on low income and their 


challenges. 
• Create a challenge for the board and staff to go through an exercise to heighten awareness. 
• We need to let the public know what it is we do.  What are the responsibilities of the health unit and 


how do we deliver the services. 
• How do we promote ourselves in our community? 
• To have credibility you need a professional leader that people trust and has the credentials to be able 


to run a program that would teach to eat healthy. 
• Have representation on certain committees in the community for the betterment of the health unit 


and report to the Board. 
• Board members need to form working groups that would benefit the health unit. 
• One board member attended a Governance Session as part of another organization – some sort of 


governance boot camp.  He will try to get the slide deck that was used for the session and circulate it 
to the committee. 


• The North Simcoe Muskoka LHIN had workshops on governance. 
• Are we operating in the most efficient way?  Governance development is required. 
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• Is there a mechanism in place so that Board members can bring agenda items to the Board meetings 
and how would we get a heads up as to what would be discussed at future meetings? 


• Food handler safety training – combine with healthy nutrition. 
• Have more influence over the agenda topics.  See future items and be able to add to them. 
• At council – members introduce a notice of motion for topics to be added to the agenda. 
• Everyone would be given an opportunity to read and reflect on the topic before it is discussed at the 


meeting. 
• We struggle with knowing our role.  One board member saw a presentation that was aimed at 


councils titled “Get out of the grader” – that boards are to govern and not manage.  
• Ensure programs reflect what is required.  Enabling them as opposed to doing it for themselves.  


Enable change rather than supporting. 
• Communication and promotion – how many times are we asked what does the health unit do?  


Create a document with stories that tells others what we do. 
• The Province gives us a new direction but how does that impact the individuals.  Get more mileage 


out of the message.  We have a person in place for communication but what are the gaps in what we 
communicate to the community. 


• One board member has had one phone call from media since the start of the year and that related to 
a question about the MOH’s salary. 


• The YMCA and United Way communicate through stories.  We control the message.  There are a lot 
of quotes in the media from staff but it is about the issue and not about us. 


• Heightened awareness needs to happen and we need to promote ourselves. 
• Get Georgian College as a partner with us for the nutritious eating – what partnerships do we already 


have.  Utilize the Board and Board members with the skills they have. 
• Communication and promotions – our communications are a bit preachy as opposed to positive 


messaging. 
• Raise peoples understanding of who we are and what we do in a positive way. 
• Twitter and Facebook communication – Our job as members of the Board is to share what is 


happening at the health unit. 
• Excellent social media but a need to improve the health unit’s website. 
• The communications officer could send the Board more information – send the Board meeting 


summary press releases to them as information to keep them in the loop as to what is happening at 
the health unit. MOH to ensure that this is done as an immediate action 


• Social media strategy at the health unit – is the Board aware of it?  Need to be more aware of 
strategy.  How are we approaching communications and how will we approach it in the future. 


• Provide the Board members with information for them to share with Council. 
• Health unit staff are attending Council meetings to discuss topics – Opioids/smoking, etc. 
• Need to look at communication from the eyes of the average person.  Web site is not up to present 


standards.  Invest in a new web site. 
• Branding and communication – awareness – story telling – appealing to the end user – use the Board 


members as a resource – a desire of the board members to know about topics of the health unit. 
• Possibility of health unit branding, public awareness of the mandate of the health unit, and a 


supportive communication strategy to this end as one of our strategic priorities.  
• If you have any ideas share them with the MOH and Board Chair. 
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Ministry of Health   Ministère de la Santé 
and Long-Term Care  et des Soins de longue durée 
 
Assistant Deputy Minister’s Office Bureau du sous-ministre adjoint 


 
Population and Public Health Division Division de la santé de la population et de la santé publique 
777 Bay Street, 19


th
 Floor   777, rue Bay, 19e étage 


Toronto ON  M7A 1S5 Toronto ON  M7A 1S5 
 
Telephone: (416) 212-8119 Téléphone: (416) 212-8119 
Facsimile: (416) 212-2200 Télécopieur: (416) 212-2200 
  
 
 
 


May 15, 2017 
 


MEMORANDUM 
 
TO: Board Chairs, Medical Officers of Health, and Chief Executive Officers 
 
RE: Update and Next Steps regarding the Modernized Ontario Standards for Public 


Health Programs and Services and Accountability and Organizational Requirements 
 


 
Dear Colleagues 
 
I am writing to provide you with an update on the next steps on a number of initiatives 
underway with the Ontario Standards for Public Health Programs and Services (OSPHPS) 
and Accountability.  
 
I will start with a sincere thanks to all those who attended the regional consultation 
sessions, and a very special thanks in particular to the seven host public health units:  
Ottawa Public Health, Elgin-St. Thomas Public Health, Sudbury and District Health Unit, 
Durham Region Health Department, City of Hamilton Public Health Services, Thunder Bay 
District Health Unit and Toronto Public Health. 
 
The regional consultations were held between March 21st and April 6th following the 
February release of the OSPHPS Consultation Document.  The discussions were very rich 
and informative – they provided an opportunity to hear from you and many of your staff on 
specific implementation issues and opportunities.  During the regional consultation process 
it was very clear that health units are enthusiastic about the work completed to date and 
eager to continue to participate in the process.  I am pleased to share with you a thematic 
summary of the discussions at those meetings as well as a question and answer document 
(see attached). 
 
We are in the midst of reviewing 55 submissions from 30 boards of health and 25 
associations/organizations.  Your thoughtful submissions are much appreciated and further 
demonstrate your commitment to ensuring that the new public health programs and 
services meet the needs of Ontarians.  In turn, you have my commitment that your 
feedback will be carefully considered.   


 
The ministry intends to convene a final meeting of both the Executive Steering Committee 
and the Practice and Evidence Committee to review the feedback and recommended 
changes to the standards resulting from the consultations.  Meeting date details will be 
forthcoming, as well as a targeted release date for the finalized standards. 







 
As we heard consistently in the regional sessions, many of you are also anxious to know 
the next steps of the standards modernization – specifically regarding, protocols, guidelines, 
indicators and accountability. 
 
The following is the approach the ministry will be taking on these next steps:   
 


1) The work on protocols, guidelines and indicators will commence shortly and will be a 
concurrent process.   


 Subject matter/content work groups/tables (as required) will support the 
ministry in the development of these outputs.  


 There is a number of existing content specific work groups, and we will 
leverage those mechanisms as much as possible, but we may need to 
expand, enhance or establish new forums to ensure participation reflects the 
diversity of our health units across this province and we have appropriate 
geographic representation. 


 We also want to ensure we have sufficient front line representation from those 
health unit staff who are delivering programs and services on the ground.  


 Ministry leads have been identified for specific content areas, and will be 
contacting health units shortly, in a coordinated way, for staff participation in 
these work groups. Please see Appendix 1 for more details. 


 
  


2) To oversee the above process in a coordinated and cogent way, the ministry will 
establish the Standards Implementation Task Force, and details on membership will 
be shared shortly.  
The Standards Implementation Task Force will work with ministry to ensure the 
following: 
 


 The development of the protocols, guidelines, program outcome indicators 
and population health outcome indicators are evidence based where possible, 
and the processes for development are grounded in scientific rigour. 


 That there is relevant consistency across all outputs and the application of the 
outputs can be consistent across the province. 


 Identify where exceptions may be warranted, and mitigation strategies to 
address capacity challenges where appropriate. 


 The core functions of public health practice are maintained. 


 Provide advice on /mechanisms for on-going input into the protocols, 
guidelines and indicators (e.g. identification of gaps etc.). 


 Identify specific training needs of both board members and health unit staff as 
appropriate. 
 


 
3) Please see attached the Accountability Framework and draft proposed 


organizational requirements.  As recommended by the Accountability Committee, 
the ministry has held targeted consultations on the  draft organizational requirements 
with the alPHa Board (included COMOH representation); Association of Business 
Administrators, and we will be scheduling time with the AMO Health Task Force.  
 







If you have questions on the Accountability Framework or the draft organizational 
requirements, please contact Liz Walker at 416-212-6359 or 
(Elizabeth.Walker@Ontario.ca). Please submit any comments on the draft 
organizational requirements by Friday, June 9th, 2017. 
 
**Please note there are key documents currently in development that will 
support/enable Boards of Health to fulfil their accountability requirements. These 
include: 


 Template for Annual Service Plan and Budget Submission 


 Template for Annual Report 


 Templates for Program Activity Report 


 Board of Health Attestation template 
 
As well, there will be a new Accountability Agreement between the ministry and 
boards of health.  Details will be forthcoming. 
 


4) To oversee the above process in a coordinated and cogent way, the ministry will 
establish the Accountability Implementation Task Force, and details on membership 
will be shared shortly. Please note the ministry intends to leverage the existing 
Accountability Committee that worked with the ministry to develop the framework 
and draft organizational requirements, but will be repurposing the mandate of the 
committee and changing the membership somewhat to ensure a cross section of 
participants to reflect the diversity and geographic location of health units across the 
province. 


 
The Accountability Implementation Task Force will work with the ministry to ensure the 
following: 


 That accountability requirements and associated templates are aligned with program 
and service delivery requirements. 


 The implementation of accountability requirements and practices are informed by 
best practices identified in the literature. 


 That the accountability cycle is considerate of health unit planning and board of 
health approvals. 


 That implementation of the requirements considers systems in place to support the 
requirements. 


 Identify where exceptions may be warranted, and mitigation strategies to address 
capacity challenges where appropriate. 


 Provide advice on /mechanisms for on-going input into accountability requirements 
and associated documents. 


 Identify specific training needs of both board members and health unit staff as 
appropriate. 


  
 
 
 
 
 
 
 







Finally, the ministry intends to hold a series of summits in Toronto to engage more broadly 
on the various outputs of the processes outlined above. Further information will be provided 
in the near future. 
 
 
Thank you for collaboration, camaraderie and commitment to public health. 
 
 
Original signed by 
 
Roselle Martino 
Assistant Deputy Minister 
Population and Public Health Division 
 
Attachments 
  







Appendix 1: Protocols, Guidelines and Indicators 
 
Protocols 
 
Protocols will provide direction on how boards of health must operationalize requirement(s) 
in the Standards, anything referenced in statute will have a protocol. The Consultation 
Document names 26 protocols. It is expected that the standards will have 21 protocols, as 
a number of protocols will be consolidated.  
 
Below is a listing of the protocols and their respective target completion date. Please note, 
the ministry will work with the Ministry of Children and Youth Services with respect to the 
Healthy Babies and Healthy Children Protocol and Guideline. 
 
Protocols Pending SFO Modernization 


Protocol Ministry Lead Contact Targeted 
Completion Date 


Electronic 
Cigarettes 
Compliance 
Protocol 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


TBD 


Tobacco 
Compliance 
Protocol 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


TBD 


 
Protocols with Minimal Revisions 


Protocol Ministry Lead Contact Targeted 
Completion Date 


Menu Labelling 
Compliance 
Protocol 


Dianne Alexander 
A/Director 
Healthy Living 
Policy and 
Programs Branch 


Dianne.Alexander@ontario.ca 
416-212-7637 


September 


Rabies 
Prevention and 
Control Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


September 


Infection 
Prevention and 
Control (IPAC) in 
Child Care 
Centres 
Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


September 
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Protocol Ministry Lead Contact Targeted 
Completion Date 


Infection 
Prevention and 
Control Protocol1 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


September 


Infectious 
Diseases 
Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


October 


Institutional 
Prevention and 
Control Practices 
Complaint 
Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


October 


Sexual Health 
and Sexually 
Transmitted 
Infections 
Prevention and 
Control Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


October 


Food Safety 
Protocol 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


October 


Recreational 
Water Protocol 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


October 


Tanning Beds 
Compliance 
Protocol 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


November 


 
 
 
 
 
 
 
 


                                                           
1
 Infection Prevention and Control Protocol will include components of the Infection Prevention and Control 


(IPAC) in Personal Services Settings Protocol and the Infection Prevention and Control Practices Complaint 
Protocol. 
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Protocols with Significant Revisions 


Protocol Ministry Lead Contact Targeted 
Completion Date 


Vaccine Storage 
and Handling 
Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


September 


Population 
Health 
Assessment and 
Surveillance 
Protocol2 


Jackie Wood 
Director, Planning 
and Performance 
Branch 


Jackie.Wood@ontario.ca  
416-212-7785 


October 


Safe Drinking 
Water and 
Fluoride 
Monitoring 
Protocol 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontairo.ca 
416-327-7445 


October 


Oral Health 
Protocol3 


Dianne Alexander 
A/Director 
Healthy Living 
Policy and 
Programs Branch 


Dianne.Alexander@ontario.ca 
416-212-7637 


October 


Health Hazard 
Response 
Protocol 
 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


November 


Child Visual 
Health and 
Vision Screening 
Protocol 


Dianne Alexander 
A/Director 
Healthy Living 
Policy and 
Programs Branch 


Dianne.Alexander@ontario.ca 
416-212-7637 


November 


Tuberculosis 
Prevention and 
Control Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


November 


Immunization 
Management 
Protocol 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


November 


 


 


                                                           
2
 The Population Health Assessment and Surveillance Protocol will include components of the Oral Health 


Assessment and Surveillance Protocol. 
3
 Oral Health Protocol will include components of the Health Smiles Ontario Protocol and Oral Health 


Assessment and Surveillance Protocol. 
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Guidelines 
 
Guidelines will provide direction on how boards of health must approach/apply 
requirement(s) outlined in the Standards, and will be referenced in the Standards in the 
same way protocols are. There will be 17 guidelines, however, as gaps are identified 
through the process of implementation, the ministry will consider additional guidelines 
should there be an appropriate need. 
 


Guideline Ministry Lead Contact Targeted 
Completion Date 


LHIN Support 
and Planning 
Guideline 


Jackie Wood 
Director 
Planning and 
Performance 
Branch 


Jackie.Wood@ontario.ca 
416-212-7785 


October 


Operational 
Approaches for 
Food Safety 
Guideline 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


October 


Infection 
Prevention and 
Control Lapse 
Disclosure 
Guideline 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


October 


Infection 
Prevention and 
Control Best 
Practices for 
Personal 
Services Settings 
Guideline 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


October 


Management of 
Suspected 
Rabies 
Exposures 
Guideline 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


October 


Chronic Disease 
Prevention 
Guideline 


Dianne Alexander 
A/Director  
Healthy Living 
Policy and 
Programs Branch 


Dianne.Alexander@ontario.ca 
416-212-7637 


November 


Injury Prevention 
Guideline 


Dianne Alexander 
A/Director 
Healthy Living 
Policy and 
Programs Branch 


Dianne.Alexander@ontario.ca 
416-212-7637 


November 


Mental Health 
Promotion 
Guideline 


Dianne Alexander 
A/Director 
Healthy Living 


Dianne.Alexander@ontario.ca 
416-212-7637 November 
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Guideline Ministry Lead Contact Targeted 
Completion Date 


Policy and 
Programs Branch 


Substance 
Misuse Guideline 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


November 


Healthy 
Environments 
and Climate 
Change 
Guideline 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


November 


Small Drinking 
Water Systems 
Risk Assessment 
Guideline 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


November 


Operational 
Approaches for 
Recreational 
Water Guideline 


Laura Pisko 
Director, Health 
Protection Policy 
and Programs 
Branch 


Laura.Pisko@ontario.ca 
416-327-7445 


November 


Healthy Growth 
and Development 
Guideline 


Dianne Alexander 
A/Director 
Healthy Living 
Policy and 
Programs Branch 


Dianne.Alexander@ontario.ca 
416-212-7637 


November 


Vaccine Storage 
and Handling 
Guideline 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


November 


Immunization 
Management 
Guideline 


Nina Arron 
Director, Disease 
Prevention Policy 
and Programs 
Branch 


Nina.Arron@ontario.ca 
416-212-4873 


November 


Relationship with 
Indigenous 
Communities 
Guideline 


Liz Walker 
Director, Liaison 
and 
Accountability 
Branch 


Elizabeth.Walker@ontario.ca 
416-212-6359 


December 


Guidelines for 
Emergency 
Preparedness, 
Response and 
Recovery 


Clint Shingler 
Director, Health 
System 
Emergency 
Management 
Branch 


Clint.Shingler@ontario.ca 
416-327-8865 


TBD 
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Indicators (for Program Outcomes and contribution to Population Health Outcomes) 
 
 


Ministry Lead Contact Target Completion Date 


Jackie Wood, 
Director, 
Planning and 
Performance 
Branch 


Jackie.Wood@ontario.ca  
416-212-7785 


 
TBD 


Details to follow shortly 
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Policy Context 
Ontario’s health system is undergoing significant transformation, and public health is 
expected to play a key role in this transformation. Three major initiatives are underway 
to support public health to take on this role in this transformation: 


1. What is the work of public health in Ontario? This is being addressed through 
the modernization of the standards for public health programs and services. 


2. What is the role of public health in integrated planning? This is being 
addressed by the Public Health Work Stream.  


3. How does public health need to be organized across the province in order 
to function effectively within an integrated system? This is being addressed 
through the Expert Panel on Public Health.   


The province is continuing to experience tight fiscal constraints, with increased scrutiny 
and expectations regarding value for public expenditures. Boards of health and public 
health units face these same issues. It can be challenging to make a case for increased 
investments in public health funding within the current landscape. It is difficult for the 
Ministry of Health and Long-Term Care (the “ministry”) to demonstrate impact at a 
population level and value for money/return on investment.  


An Accountability Committee was convened to recommend an accountability framework 
for the public health sector in Ontario (see Appendix 1 for membership). The 
Accountability Committee was tasked with: 


 Developing and validating an overarching accountability framework; 


 Articulating the scope of the areas within the accountability framework for boards 
of health (domains);  


 Identifying the accountability requirements of boards of health in relation to each 
of the accountability domains; and, 


 Identifying the tools and processes that are necessary to support board of health 
reporting on accountability requirements.  


In developing the accountability framework, the Accountability Committee: 


 Shared information on processes and tools public health units use to 
demonstrate accountability to their boards and municipalities;  


 Reviewed findings and lessons learned from the ministry audits conducted of 
boards of health; 


 Ensured the scope of the accountability framework covered the full scope of 
accountabilities of boards of health in their relationship to the ministry;  


 Considered how to achieve a balance between ensuring compliance with service 
delivery expectations and supporting the achievement of intended outcomes; 
and, 


 Considered how accountability can be implemented without creating excess 
burden on resources. 
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The Public Health Accountability Framework provides the opportunity for the ministry to 
include and/or highlight specific requirements related to the transformation of the 
system, including: 


 Ensuring that boards of health fulfill their role in an integrated health system;  


 Details on the specific activities of boards of health in areas such as use of 
demographics in program planning, descriptions of program delivery, risk 
management, and board governance; and,  


 Reporting on unit costs of service delivery in order to demonstrate the value for 
money of public health programs and services. 


Through enhanced transparency and demonstration for the value for money, public 
health will be better able to influence investment decisions that can support the re-
orientation of the health system towards upstream prevention efforts.
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Modernization of the Ontario Public 
Health Standards 
The modernized Ontario Standards for Public Health Programs and Services 
(OSPHPS) will be supported by protocols, guidelines, reference documents, and a suite 
of program and population level indicators and an integrated surveillance strategy that 
will support the implementation, monitoring and evaluation of programs and services, 
and the impact of public health interventions both across the province and within each 
public health unit catchment area. 


This information will come together in a repository that will assist with analytics required 
at provincial, regional, and local levels, and a coordinated approach for public reporting. 
This will assist each board of health in managing its own governance, administration, 
and effective program and service planning as well as begin to demonstrate the value of 
these interventions at a regional level and impact on overall wellness of the population. 


Figure 1 illustrates the coordinated approach of the modernized OSPHPS to ensure an 
integrated approach to reporting, data collection, and accountability.  


Figure 1: Coordinated Approach – Modernized OSPHPS 
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Public Health Accountability 
Framework 
As public health transforms, the approach to accountability must also adapt to reflect 
the new landscape and increased expectations for effectiveness, value, oversight, and 
quality of the delivery of public health programs and services. Enhanced accountability 
means that we can ensure investments in public health are improving programs and 
services that lead to better health for Ontarians. It also supports a strong public health 
sector that can demonstrate the value of public health and its contribution to population 
health outcomes. 


As boards of health move to implement the expectations of the modernized OSPHPS 
and settle into their role within an integrated health system, the Public Health 
Accountability Framework (Figure 2) outlines the parameters and requirements for 
this work, how they do it, and results achieved. It articulates the expectations of the 
ministry to boards of health to promote a transparent and effective accountability 
relationship. Enhanced accountability supports the implementation of public health 
programs and services by ensuring boards of health have the necessary foundations 
related to the delivery of programs and services, financial management, governance, 
and public health practice.  


Guiding principles underpinning this framework are:   


 Well-articulated roles, responsibilities, and expectations for both the ministry and 
boards of health. 


 Leveraging and aligning with current practices to reduce the burden on boards of 
health. 


 Timely direction from the ministry on planning and performance expectations. 


 Streamlined reporting to facilitate early identification of any financial, operational, 
and performance issues. 


 Transparent reporting on performance results. 


 Fair and effective assessment, engagement, and intervention strategies to 
address issues, manage risks, and strengthen performance. 
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Program requirements are outlined in the modernized OSPHPS.  The organizational 
requirements as outlined in this document have been drawn from the Health Protection 
and Promotion Act (HPPA), Public Health Funding and Accountability Agreement, 
Ontario Public Health Organizational Standards, newly modernized OSPHPS, and 
recommendations from the ministry audits conducted of boards of health.   


The Accountability Framework provides a vehicle for ensuring that all specific 
requirements that boards of health are responsible for meeting (both programmatic and 
organizational) are clearly communicated and can effectively be monitored. 
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Figure 2: Ontario’s Public Health Accountability Framework 
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Requirements within the Accountability Framework incorporate one or more of the 
following functions: 


 Monitoring and reporting measures the activities and achievements of boards 
of health and assesses the results (to demonstrate value and contribution of 
public health). 


 Continuous quality improvement encourages changes in processes to 
address identified problems and improve efficiency and effectiveness.  


 Performance improvement ensures boards of health achieve the best results 
possible and contribute to local, provincial, and population health outcomes.  


 Financial management ensures that resources are used efficiently and in line 
with local and provincial needs. 


 Compliance ensures boards of health meet ministry expectations for required 
activities articulated in legislation, standards, funding agreements and policies.  


Accountability across the domains will be demonstrated through accountability, 
planning, and reporting tools, such as:  


 The Ministry-Board of Health Accountability Agreement, which will establish 
key operational and funding requirements; 


 Board of Health Strategic Plan, which will set out the 3 to 5 year vision, 
priorities, and strategic directions for each board of health; 


 Board of Health Annual Service Plan and Budget Submission, which will 
outline how boards of health will operationalize the strategic directions and 
priorities;  


 Performance and other ad hoc reports, which will provide interim information 
on program achievements and finances in-year; and, 


 Annual Report, which will provide a year-end summary of board of health 
achievements and include attestations on required items across all accountability 
domains. 


These tools will allow boards of health to demonstrate that they:  


 Comply with all legal requirements and provide appropriate oversight for public 
funding and resources;   


 Support a high standard and quality of public health practice and good 
governance and management practices that provide the foundation for the 
effective delivery of public health programs and service; and, 


 Demonstrate the value that Ontarians receive for the funding invested in public 
health, and how that investment contributes to population health outcomes for all 
Ontarians. 


Figure 3 provides an overview of the annual accountability reporting cycle for boards of 
health under the Public Health Accountability Framework.  
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Figure 3: Annual Accountability Reporting Cycle 


 


 


 


  


Ministry establishes expectations and requirements for four accountability domains 


Accountability Framework Requirements         Ministry-Board of Health Accountability Agreement 


Major Board of Health Submissions 


Board of Health Strategic Plan (3 to 5 year) 


2017 2018 2019 


2018 Annual Service Plan and  
Budget Submission 


Scope: This annual planning document will 


include demonstration of the use of a 
systematic process to plan public health 
programs and services to address the needs 
of the community and describes the public 
health programs and services planned for 
implementation and the information which 
informed it.  


Timing: Submitted March 2, 2018. Timing to 


submit may be earlier in future years (i.e., 
submitted prior to the start of each year).  


Contents 


 Demographic and community information 
demonstrating local needs and priorities 


 Summary of program delivery plans tied 
to meeting local needs for all program 
areas 


 Additional details on the program 
interventions and the information used to 
inform them on the following: chronic 
disease, injury and substance misuse; 
healthy growth and development; and 
school-based interventions 


 Board of Health Membership List 


 Budget Submission by Program 


 Risk Management Report 


 Stakeholder Engagement Plan 


Program Activity Reports 


Scope: These in-year reports will 


provide interim information on 
program achievements and 
finances. Boards will also flag 
emerging issues, changes in local 
context, and adjustments in 
program plans.   


Timing: Submitted quarterly. 


Required data may vary by 
quarter.  


Contents 


 Quarterly Financial Reports 


 In-year reports on programs, 
including indicator results 


Annual Report and 
Attestation 


Scope: The Annual Report will 


provide a year-end summary report 
on achievements in all 
accountability domains. Also to 
include reports on any major 
changes in planned activities due to 
local events.   


Timing: Submitted after the end of 


each year.  


Contents 


 Settlement Report (Year End)  


 Year End reports on indicators 


 Attestations on required items 
across all accountability 
domains 


 Narrative report on:  
o Delivery of quality 


programs and services  
o Good governance and 


management 
o Public health practice 
o Other issues 


Ad-Hoc Reports as Required 


 Compliance and Performance Variance Reports 


 Action Plans 


 Conflict of Interest Disclosure 


Required BOH Public Reporting 


 BOH Membership List 


 Annual Public Report on activities 
and budget 


Ministry monitoring and analysis 


Dashboard Corrective action and CQI 
support as needed 
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Accountability Framework - 
Organizational Requirements 
 


The ministry’s expectation is that boards of health will be accountable for meeting all 
requirements included in legislation (e.g., HPPA, Financial Administration Act, etc.) and 
the documents that operationalize them (e.g., OSPHPS, Ministry-Board of Health 
Accountability Agreement, etc.).  


Organizational requirements specified in the Accountability Framework are those 
requirements where additional reporting and/or monitoring will be required of boards of 
health. Reporting on these requirements may differ and the ministry plans to use a 
range of reporting and measurement approaches to assess board of health compliance 
with these requirements including:  


 Routine board of health audits and the introduction of formal year-end 
attestations; 


 Narrative reports and submitted documentation; and,  


 Indicators and other metrics.  


The type of approach used will vary depending on the level of detail deemed necessary 
and the measurability of each requirement. Reporting will be streamlined as much as 
possible through annual service plans and year-end reports. 


  







 


12 


Delivery of Programs and Services  
Boards of health will be held accountable for the delivery of public health programs and 
services and achieving program outcomes in accordance with ministry published 
standards, protocols, and guidelines. 


Objective of Requirements 
The ministry has a due diligence responsibility to ensure that boards of health are 
delivering mandated programs and services that reflect the appropriate level of 
provincial consistency and local flexibility, and that the services delivered are effective in 
achieving their intended purposes. 


Requirements and Rationales 


Requirements* Rationale  


Boards of health are required to deliver programs in 
compliance with the OSPHPS, and all applicable 
legislation and regulations. 


Duty of the board of health under the HPPA to provide for the 
delivery of public health programs and services to prevent the 
spread of disease and promote and protect the health of the 
populations in their public health unit. 


Boards of health are required to comply with program 
provisions within the HPPA. 


Meets legislative requirements. 


Boards of health are required to undertake population 
health assessments including identification of priority 
populations, determinants of health and health inequities, 
and measure and report on them. 


Demonstrates evidence-based determination of population 
need, reflects government priorities in Patients First, and 
brings a greater focus on local needs. 


Boards of health are required to describe the following 
program interventions and the information used to inform 
them: chronic disease, injury and substance misuse; 
healthy growth and development; and, school-based 
interventions, including how health inequities will be 
addressed. 


Demonstrates evidence-based determination of local needs 
and priorities, particularly in areas where local boards of 
health have greater flexibility. 


Boards of health shall publicly disclose results of all 
inspections or information in accordance with the 
OSPHPS Protocols. 


Demonstrates compliance with the OSPHPS. 


Boards of health shall effectively prepare for emergencies 
to ensure timely, integrated, safe, and effective response 
to, and recovery from emergencies with public health 
impacts, in accordance with ministry policy and guidance 
documents. 


Demonstrates compliance with the OSPHPS. 


Boards of health shall collect and analyze relevant data to 
monitor trends over time and population inequities in 
outcomes, and communicate the population results in 
accordance with the OSPHPS Protocols. 


Demonstrates compliance with the OSPHPS. 


Boards of health shall have a strategic plan that 
establishes strategic priorities over 3 to 5 years, includes 
input from staff, clients, and community partners, and 
reviewed at least every other year. 


Ensures boards of health are taking a longer term and higher 
level perspective to addressing local community needs and 
are establishing organizational priorities for change and 
growth. 


                                            
*
 This list does not include all requirements for boards of health. 
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Fiduciary Requirements 
Boards of health will be held accountable for using ministry funding efficiently for its 
intended purpose. 


Objective of Requirements 
The ministry has a due diligence responsibility to ensure that public health funding is 
used in accordance with accepted accounting principles, legislative requirements, and 
government policy expectations. 


The ministry must also ensure that boards of health make efficient use of public 
resources by delivering high quality, effective program interventions, ensuring value for 
money.   


Requirements and Rationales 


Requirements Rationale  


Boards of health shall comply with the terms and 
conditions of the Ministry-Board of Health Accountability 
Agreement. 


Meets legislative and corporate requirements. 


Boards of health are required to provide costing 
information by program. 


To determine the actual cost of delivering public health 
programs and services in Ontario and value for money. 


Boards of health shall submit budget submissions, 
quarterly financial reports, annual settlement reports, and 
other financial reports as requested. 


Ensures full disclosure of use of funding. Supports analysis of 
compliance with program standards, HPPA, and 
accountability requirements. 


If the ministry provides the grant to boards of health prior 
to their immediate need for the grant, boards of health 
shall place the grant in an interest bearing account at a 
Canadian financial institution and report interest earned to 
the ministry. 


Meets corporate requirements. Ensures interest earned on 
publicly funded revenues is reinvested in public programs. 


 


All revenues collected by boards of health for programs or 
services must be reported in accordance with the direction 
provided in writing by the ministry. 


Meets corporate requirements. Including offset revenues 
ensures a more accurate analysis of use of financial 
resources. 


Boards of health shall report any part of the grant that has 
not been used or accounted for in a manner requested by 
the ministry. 


Ensures accountability for funding received from the ministry 
and that all funding used for the intended purpose. 


Boards of health shall repay amounts as requested by the 
ministry. 


Meets legislative requirements. Ensures that unused funds 
can be reinvested to address pressures in the health system. 


Boards of health shall ensure that expenditure forecasts 
are as accurate as possible.   


Ensures that unused funds can be reinvested  to address 
pressures in the health system 


Boards of health shall keep a record of its financial affairs, 
invoices, receipts and other documents, and shall prepare 
annual statements of its financial affairs. 


Ensures fundamental accounting practices are in place.  
Basic tenant of modern controllership in broader public 
sector.   


Boards of health shall comply with the financial 
requirements of the HPPA (e.g., remuneration, informing 
municipalities of financial obligations, passing by-laws, 


Meets legislative requirements. 


 


                                            
 This list does not include all requirements for boards of health. 
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Requirements Rationale  


etc.), and all other applicable legislation and regulations. 


Boards of health shall use the grant only for the purposes 
of the HPPA and to provide or ensure the provision of 
programs and services in accordance with the HPPA, 
OSPHPS, and Ministry-Board of Health Accountability 
Agreement. 


Ensures accountability for funding received from the ministry 
and that all funding used for the intended purpose 


Boards of health shall spend grant only on admissible 
expenditures. 


Ensures accountability for funding received from the ministry 
and that all funding used for the intended purpose. 


All procurement of goods and services should normally be 
through an open and competitive process. Boards of 
health shall comply with the Municipal Act which requires 
that boards of health ensure that the administration adopts 
policies with respect to its procurement of goods and 
services. 


Meets legislative requirements. 


 


Boards of health shall ensure that the administration 
implements appropriate financial management and 
oversight which ensures the following are in place: a plan 
for the management of physical and financial resources; a 
process for internal financial controls which is based on 
generally accepted accounting principles; a process to 
ensure that areas of variance are addressed and 
corrected; a procedure to ensure that the procurement 
policy is followed across all programs/services areas; a 
process to ensure the regular evaluation of the quality of 
service provided by contracted services in accordance 
with contract standards; a process to inform the board of 
health regarding resource allocation plans and decisions, 
both financial and workforce related, that are required to 
address shifts in need and capacity; and, a budget 
forecast for the current fiscal year that does not project a 
deficit. 


Ensures boards of health use internal transparency practices, 
and demonstrate organizational due diligence. 


 


Boards of health shall negotiate a service level agreement 
for corporately provided services. 


Ensures the efficient use of public resources as it reduces 
duplication in the provision of corporate services for boards of 
health which receive same from their municipal or regional 
governments. 


Boards of health are required to have and maintain 
insurance. 


Meets corporate requirements. Protection against general 
liability. 


Boards of health shall maintain an inventory of all tangible 
capital assets developed or acquired with a value 
exceeding $5,000 or a value determined locally that is 
appropriate under the circumstances. 


Meets corporate requirements. Ensures boards of health use 
internal transparency practices, and demonstrate 
organizational due diligence. 


Boards of health shall not dispose of an asset which 
exceeded $100,000 without the ministry's prior written 
confirmation. 


Meets corporate requirements. Ensures accountability for 
funding received from the ministry and that all funding used 
for the intended purpose. 


Boards of health are not permitted to carry over the grant 
from one year to the next, unless pre-authorized in writing 
by the ministry. 


Meets corporate requirements. Ensures accountability for 
funding received from the ministry and that all funding used 
for the intended purpose. 


Boards of health shall maintain a capital funding plan, 
which includes policies and procedures to ensure that 
funding for capital projects is appropriately managed and 
reported. 


Ensures boards of health have adequate plans in place to 
manage its sites. 
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Good Governance and Management Practices 
Boards of health will be held accountable for executing good governance practices to 
ensure effective functioning of boards of health and management of public health units. 


Objective of Requirements 
The organizational requirements within this domain support the use of recommended 
best practices in governance and organizational processes.  By adhering to these 
practices, boards of health will be able to improve the quality and effectiveness of 
programs and services, prioritize the allocation of resources, improve efficiency, and 
strive for resiliency in their organizational culture.   


Requirements and Rationales 


Requirements Rationale  


Boards of health shall submit a list of board members. 
Demonstrates compliance with the HPPA for board 
membership. 


Boards of health shall operate in a transparent and 
accountable manner, and provide truthful and complete 
information to the ministry. 


Full disclosure is a core component of accountability. 
 


Boards of health shall ensure that members are aware of 
their roles and responsibilities and emerging issues and 
trends by ensuring the development and implementation 
of a comprehensive orientation plan for new board 
members and a continuing education program for 
continuing board members. 


Ensures board members have the knowledge required to 
contribute to governance decisions. 
 


Boards of health shall carry out obligations without a 
conflict of interest and shall disclose to the ministry an 
actual, potential, or perceived conflict of interest. 


Basic tenant of modern controllership in broader public 
sector. A common best practice expectation of effective, 
accountable governance.  


Boards of health shall comply with the governance 
requirements of the HPPA (e.g., number of members, 
election of chair, remuneration, quorum, passing by-laws, 
etc.), and all other applicable legislation and regulations. 


Meets legislative requirements. 
 


Boards of health shall ensure that the administration 
establishes a human resources strategy, based on a 
workforce assessment which considers the competencies, 
composition and size of the workforce, as well as 
community composition, and includes initiatives for the 
recruitment, retention, professional development, and 
leadership development of the public health unit 
workforce. Boards of health shall ensure that the 
administration establishes and implements written human 
resource policies and procedures which are made 
available to staff, students, and volunteers. All policies and 
procedures shall be regularly reviewed and revised, and 
include the date of the last review/revision.   


Ensures use of a common best practice of effective 
management. Supports effective program delivery by 
ensuring policies and procedures for succession planning, 
labour relations, and staff retention are in place. 
 
 


                                            
 This list does not include all requirements for boards of health. 
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Requirements Rationale  


Boards of health shall engage in community and multi-
sectoral collaboration with LHIN(s) and other relevant 
stakeholders in decreasing health inequities. 


Demonstrates compliance with the OSPHPS. 


Boards of health shall engage in relationships with 
Indigenous communities in a way that is meaningful for 
them. 


Demonstrates compliance with the OSPHPS. 


Boards of health shall provide population health 
information, including determinants of health and health 
inequities, to the public, LHIN(s)*, community partners, 
and health care providers, in accordance with the SPHPS. 
 
*Work is currently underway to define the parameters and 
expectations for the relationship between LHIN(s), boards 
of health, as well as LHIN CEOs and Medical Officers of 
Health or their designates. 


Demonstrates compliance with the OSPHPS. 


Boards of health shall develop and implement policies or 
by-laws regarding the functioning of the governing body, 
including: use and establishment of sub-committees; rules 
of order and frequency of meetings; preparation of 
meeting agenda, materials, minutes, and other record 
keeping; selection of officers; selection of board members 
based on skills, knowledge, competencies and 
representatives of the community, where boards of health 
are able to recommend the recruitment of members to the 
appointing body; remuneration and allowable expenses for 
board members; procurement of external advisors to the 
board such as lawyers and auditors (if applicable); conflict 
of interest; confidentiality; medical officer of health and 
executive officers (where applicable) selection process, 
remuneration, and performance review; delegation of the 
medical officer of health duties during short absences 
such as during a vacation/coverage plan. 


Ensures boards of health demonstrate organizational due 
diligence. A common best practice expectation of effective, 
accountable governance. 
 


Boards of health shall ensure that by-laws and policies 
and procedures are reviewed and revised as necessary, 
and at least every two years. 


Ensures boards of health demonstrate organizational due 
diligence. A common best practice expectation of effective, 
accountable governance. 


Boards of health shall provide governance direction to the 
administration and ensure that the board remains 
informed about the activities of the organization on the 
following: delivery of programs and services; 
organizational effectiveness through evaluation of the 
organization and strategic planning; stakeholder relations 
and partnership building; research and evaluations; 
compliance with all applicable legislation and regulations; 
workforce issues, including recruitment of medical officer 
of health and any other senior executives; financial 
management, including procurement policies and 
practices; and, risk management. 


Ensures boards of health demonstrate organizational due 
diligence. A common best practice expectation of effective, 
accountable governance. 
 


Boards of health shall have a self-evaluation process of its 
governance practices and outcomes that are implemented 
at least every other year and results in recommendations 
for improvements in board effectiveness and engagement. 


Ensures boards of health are aware of the range of skills 
required for effective governance and are engaged in 
addressing significant gaps in skills or knowledge. 
 


Boards of health shall ensure the administration develops 
and implements a set of client service standards. 


Ensures boards of health are aware of client experiences as 
an input to program improvements (planning and evaluation). 
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Requirements Rationale  


Boards of health shall ensure that the medical officer of 
health, as the designated health information custodian, 
maintains information systems and implements 
policies/procedures for privacy and security, data 
collection and records management. 


Ensures use of a common best practice of effective 
management. Supports effective program delivery by 
ensuring data is available to plan, manage and evaluate 
programs. Supports reporting on program effectiveness. 
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Public Health Practice 
Boards of health will be held accountable for achieving a high standard and quality of 
practice in the delivery of public health programs and services. 


Objective of Requirements 
The organizational requirements within this domain restate the key requirements of the 
new Effective Public Health Practice Standard within the Foundational Standards, and 
support the fostering of a culture of excellence in professional practice with boards of 
health. 


A culture of quality and continuous organizational self-improvement is part of effective 
public health practice, which is an underpinning of effective program interventions, and 
therefore is necessary for the achievement of the desired goals and outcomes of public 
health programs and services.   


Requirements and Rationales 


Requirements Rationale  


Boards of heath shall ensure that the administration 
establishes, maintains and implements policies and 
procedures related to research ethics. 


Protects against breaches of confidentiality and other risks to 
participants. Also ensures that publicly funded research 
results will be considered valid and transferable. 


Boards of health are required to designate a Chief 
Nursing Officer. 


Chief Nursing Officer role articulates, models, and promotes a 
vision of excellence in public health nursing practice, which 
facilitates evidence-based services and quality health 
outcomes in the public health context. 


Boards of health are required to demonstrate the use of 
a systematic process to plan public health programs and 
services to assess and report on the health of local 
populations describing the existence and impact of 
health inequities and identifying effective local strategies 
to decrease health inequities. 


Demonstrates evidence-based determination of population 
need. 


Boards of health shall support a culture of excellence in 
professional practice; ensure culture of quality and 
continuous organizational self-improvement. This 
includes, but is not limited to: measurement of client, 
community, and stakeholder/ partner experience to 
inform transparency and accountability; and, regular 
review of outcome data that includes variances from 
performance expectations and implementation of 
remediation plans. 


Ensures boards of health have processes in place to support 
organizational change and growth, which will support 
organizational effectiveness. 


  


                                            
 This list does not include all requirements for boards of health. 
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Common To All Domains  
The following list of organizational requirements contains those that are relevant to all 
four domains of the Public Health Accountability Framework, and have been grouped 
together here to avoid duplication above.   


Requirements and Rationales 


Requirements Rationales  


Boards of health shall submit an Annual Service Plan and 
Budget Submission to include all programs and services 
delivered by boards of health and program costing for 
ministry-funded programs. 


Ensures programs and services are planned to meet 
community needs and in accordance with program 
standards. Budget submission will be used to determine the 
actual costs of providing services. 


Boards of health shall submit action plans as requested 
to address any compliance or performance issues. 


Action plans allow the ministry to negotiate the required 
actions of a board of health to mitigate situations where 
known issues may be creating a risk to the public's health or 
to the stability or competency of the organization. 


Boards of health shall submit all reports as requested by 
the ministry. 


Provides necessary documentation of accountability. 


Boards of health shall have a formal risk management 
framework in place that identifies, assesses and 
addresses risks. 


Ensures boards of health are aware of and are talking action 
to mitigate known issues that may be creating a risk to the 
public's health or to the stability or competency of the 
organization.  


Boards of health shall produce an annual financial and 
performance report to the general public. 


Allows boards of health to demonstrate their efficient use of 
public funding in protecting the public's health.  


Boards of health shall comply with all legal and statutory 
requirements. 


Meets legislative requirements. 


  


                                            
 This list does not include all requirements for boards of health. 







 


20 


Considerations for Implementation 
Change management strategies will support the implementation of the Public Health 
Accountability Framework and its requirements.  


The ministry commits to implementing the Framework and requirements in a manner 
that acknowledges: 


 Time and effort – maximize the use of existing internal reports or documentation 
as the basis for Annual Service Plan and Budget Submission, and build on the 
current year-end reporting process with boards of health. 


 Design and use electronic templates for report submissions – which will support 
the ministry’s review and analysis of the information. 


 Evolution and adaptation – reporting requirements and templates are also 
expected to evolve over time based on experience with the information submitted 
and the principles of continuous quality improvement. 


The ministry recognizes that it will take some time to adapt to the new requirements, 
and is planning for a phased-in approach to support change management within boards 
of health. At full implementation, boards of health will be required to submit their annual 
service plan prior to the beginning of their program year. Over the coming weeks and 
months, the ministry will be working with input from the field to develop templates and 
an implementation plan that will clearly communicate these expectations, identify 
supports needed and provide tools to assist. 
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.







 


 


 







Ontario’s Public Health Accountability Framework 
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The Public Health Accountability Framework outlines the parameters and requirements to hold boards of health accountable 
for the work they do, how they do it, and the results achieved. 


The Accountability Framework is composed of four Domains: 


Domain Delivery of Programs and Services Fiduciary Requirements Good Governance and Management 
Practices 


Public Health Practice 


Objectives 
of Domain 


Boards of health will be held accountable for 
the delivery of public health programs and 
services and achieving program outcomes in 
accordance with ministry published 
standards, protocols, and guidelines.  


Boards of health will be 
held accountable for using 
ministry funding efficiently 
for its intended purpose.  


Boards of health will be held 
accountable for executing good 
governance practices to ensure effective 
functioning of boards of health and 
management of public health units.  


Boards of health will be held 
accountable for achieving a high 
standard and quality of practice 
in the delivery of public health 
programs and services. 


Requirements will incorporate one or more of the 
following functions: 


 


 


The Accountability Framework will be supported by: 


Accountability 
Documents 


 Accountability Framework Requirements: Sets out requirements against 
which boards of health will be held accountable across all four domains. 


 Ministry-Board of Health Accountability Agreement: Establishes key 
operational and funding requirements for boards of health. 


Planning 
Documents 


 Board of Health Strategic Plan: Sets out the 3 to 5 year local vision, priorities, 
and strategic directions for each board of health. 


 Board of Health Annual Service Plan and Budget Submission: Outlines how 
boards of health will operationalize the strategic directions and priorities in its 
strategic plan in accordance with the Standards for Public Health Programs 
and Services. 


Reporting 
Documents 


 Performance Reports: Regular performance reports (programmatic and 
financial) are required by boards of health with the opportunity to report back 
on program achievements and finances and articulate local challenges/issues 
in meeting outcomes. 


 Annual Report: Boards of health provide to the ministry a report after year-
end on the affairs and operations, including how they are performing on 
requirements (programmatic and financial), how they are delivering quality 
public health programs and services, how they are practicing good 
governance, and complying with various legislative requirements. 


 


 


NOTE: The Accountability Framework refers to boards of health in order to respect the board of health as the body that is accountable to the ministry as per the Health Protection and Promotion Act.  It is recognized that 
there is a delegation of authority for the day to day management and administrative tasks to the Medical Officer of Health (and Chief Executive Officer or other executive officers, where applicable). 


Requirements 
for Boards of 


Health 


Monitoring 
and reporting 


Continuous 
quality 


improvement 


Performance 
improvement 


Financial 
management 


Compliance 
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Introduction 
As part of broader health system transformation efforts, the review and modernization of 
the Ontario Public Health Standards (OPHS) was launched in November 2015. Two key 
committees were established to support the modernization process. The Executive 
Steering Committee (ESC), chaired by Dr. David Jones, former Chief Public Health 
Officer of Canada, provided overall strategic leadership and guidance for the 
modernization of the standards. A Practice and Evidence Program Standards Advisory 
Committee (PEPSAC), chaired by Dr. David Williams, Chief Medical Officer of Health, 
provided input and expert advice on evidence based standards reflective of current 
accepted practice in the areas of health protection and health promotion. Membership 
on the committees represented a balance of strategic leaders and experts from public 
health units, Public Health Ontario, public health associations, health care, 
municipalities, and government representatives (from Ministry of Health and Long-Term 
Care, Ministry of Children and Youth Services, and Ministry of Municipal Affairs). Based 
on the advice of the committees, as well as that received through written submissions, 
the Ministry of Health and Long-Term Care (the ministry) drafted a set of modernized 
standards for consultation. The Ministry of Education was consulted and provided input 
on the School Health Standard. 


The Standards for Public Health Programs and Services Consultation Document 
(modernized standards) was distributed to public health stakeholders on February 17, 
2017. As part of the consultation activities, a series of seven regional consultation 
meetings were held across the province from March 21, 2017 to April 6, 2017. Refer to 
Appendix 1 for a list of the regions, dates, and board of health/public health unit 
participation at each meeting. The purpose of the meetings was to provide boards of 
health and senior public health unit leadership with an opportunity to seek 
clarification/context on the modernized standards, and to provide input on anticipated 
operational considerations with the implementation of the standards, as well as the 
need for implementation and change management supports. This report summarizes 
the feedback received at the regional consultation meetings.  


In an effort to respond to some of the feedback and questions from the regional 
consultation meetings, a set of frequently asked questions, with ministry responses, are 
included in Appendix 2. 
 


Regional Consultation Meetings 
A consultation meeting was hosted by one health unit in each of the seven regions as 
defined by the Association of Local Public Health Agencies (refer to 
http://www.alphaweb.org/?page=PHU). Over 300 individuals, representing all public 
health units, attended the meetings.  
 
The meetings started with a presentation that provided an overview of the modernized 
standards. Following the presentation, meeting participants were provided with the 
opportunity to discuss and report back on the following four key questions:  



http://www.alphaweb.org/?page=PHU
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 Are there areas that require further clarity or context? 


 What are the operational considerations to support successful implementation of the 
modernized standards? 


 What implementation supports are needed? 


 What other tools or supports would assist you/your organization with this 
modernized approach to the delivery of public health programs and services? 


 


At a Glance: What We Heard at the 
Regional Consultation Meetings 


 Overall, meeting participants were supportive of the modernized standards. 


 The majority of meeting participants stated that it was difficult to assess operational 
considerations, as well as any impact on funding and resources, without the 
protocols and guidelines. Participants requested that:  


 Public health units be involved in the revision and development of protocols 
and guidelines. 


 Further opportunities for dialogue on operational considerations be provided 
as protocols and guidelines become available. 


 Further clarity and direction on what is expected in relation to the provision of travel 
health clinics and sexual health clinical services by public health is needed. 


 Consideration must be given to those public health units that serve areas 
where other health service providers are not available or do not have the 
capacity to provide these clinical services. 


 Clarity on public health’s role in negotiating and a process for departing from 
the provision of clinical services is needed. 


 The modernized standards should include more emphasis on public health’s role in 
addressing the social determinants of health with non-health partners.  


 Clarity is needed on the expected relationship between boards of health/public 
health units and local health integration networks (LHINs) and public health’s role in 
informing integrated health service planning.  


 Limited capacity and the lack of or inability to easily access data at the local, sub-
LHIN, and LHIN levels, as well as evidence on effective public health interventions 
for various topic areas, may limit public health’s ability to fully implement the 
requirements related to population health assessment, program planning and 
evidence-informed decision-making.     


 Participants suggested the development of a provincial strategy for population 
health assessment and surveillance, as well as the development of central 
repositories for data and evidence. 
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 Meeting participants stated that they appreciate the flexibility in program planning 
and allocation of resources allowed for by the modernized standards, but fear the 
potential erosion of health promotion programs if limited funding is allocated to the 
more prescriptive health protection requirements.     


 Additional guidance, in the form of guidelines, training and/or templates, was 
requested for the following topic areas:  


 Identifying and engaging priority populations, including Indigenous 
populations;  


 Health inequities;  


 Program planning;  


 Evidence-informed decision-making;  


 Board of Health Annual Service Plan and Budget Submission;  


 Quality and transparency;  


 Built environment and climate change;  


 Healthy sexuality;  


 Mental health promotion;  


 Sleep;  


 Concussions;  


 Violence; and,  


 Vision screening.      


 Participants requested additional rationale and the supporting evidence for the 
inclusion of the School Health Standard and the requirement to provide vision 
screening services. 


 Participants emphasized the need for reciprocity with key partners, i.e., that 
schools/school boards and municipal partners be required to work with public health, 
to implement the requirements of the School Health and Healthy Environments 
Standards. 


 Participants suggested that the ministry consider a phased approach for the 
implementation of the modernized standards that aligns with the municipal planning 
and budgeting cycle and takes into account the time and resources needed to 
reorient public health programs and services, as well as public health unit staff.   
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Summary of Key Themes from the 
Regional Consultation Meetings 
The majority of meeting participants stated that it was difficult to assess operational 
considerations, including any impact on funding and resources, without the protocols 
and guidelines. They requested further information on the timing of and process for the 
revision or development of the protocols and guidelines. Participants requested that 
public health units be involved in the revision/development process and that there be 
opportunities for continued dialogue on operational considerations. That being said, 
participants did provide a significant amount of valuable feedback on anticipated 
operational considerations, as well as areas where further clarity and/or implementation 
supports are needed. The following provides a summary of the key themes heard 
across all regional consultation meetings.  
 
Overall, meeting participants supported the direction taken with the modernization of the 
standards. However, there were certain standards and topic areas that were highlighted 
by meeting participants as areas that needed further consideration, clarity and/or 
direction, these included:  


 Travel health and sexual health clinical services  


 Priority populations and health equity  


 Population health assessment  


 Program planning and evidence-informed decision-making 


 Quality and transparency  


 Chronic diseases and injury prevention, wellness and substance misuse topics  


 Healthy environments  


 School health  


 Visual supports and vision screening services  
The feedback has been summarized according to these topic areas. Participants also 
provided feedback on areas that they felt were missing in the modernized standards, as 
well as considerations and suggestions for implementation planning and change 
management.  
 
Participants acknowledged the change in Emergency Preparedness, Response and 
Recovery to a foundational standard, in recognition of its importance across all public 
health programs and services. As there is only a single, general requirement reflected at 
this time, there was little discussion on this standard at the consultation meetings and, 
therefore, it is not included in the summary below. However, it was understood that 
more work is currently underway that will articulate requirements in the future and that 
there will be opportunities for further dialogue at that time.      


Travel Health and Sexual Health Clinical Services 
The majority of meeting participants requested clarification on expectations related to 
clinical service provision, for both travel health and sexual health clinical services. The 
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perception of meeting participants is that clinical service provision has been de-
emphasized in the modernized standards and public health units are expected to depart 
from providing travel health and sexual health clinical services. In response to this 
expected departure from the provision of clinical services, meeting participants identified 
two key operational considerations:  


 Impact on communities and public health units where public health is the only 
provider available to deliver these services; and,  


 The process for departing from clinical services. 


In many smaller, rural and remote Northern communities, public health is often the only 
service provider that delivers travel health and/or sexual health clinical services. Other 
service providers may not be available or have the capacity to take on these services. 
Meeting participants, particularly those from public health units that serve Northern or 
smaller, more rural communities, were concerned with “widening the health equity gap” 
in these communities if these services were to be removed. The impact on the public 
health unit’s capacity must also be considered, as these health units may not be able to 
depart from providing clinical services and, as a result, may not have the flexibility to 
reorient their resources and programs towards more upstream prevention efforts, 
limiting their ability to achieve the expectations of the modernized standards. 


Meeting participants requested clarity on the rationale for departing from clinical 
services to support change management and communication with staff, partners and 
the public. In addition, they requested clarity on the expected process for departing from 
clinical services and supports with implementing the process. Specifically, participants 
requested:  


 Clarity on what is meant by the language of ‘ensure access to’ in the draft standards 
and what is expected of public health units, i.e., what are the responsibilities of 
public health units in identifying available services and assessing acceptable levels 
and quality of service provision;  


 Direction on public health’s role and a process for working and negotiating with 
LHINs and other health service providers that will be expected to deliver the clinical 
services; 


 Support for helping other health service providers to build capacity for these 
services; and, 


 Training on the process for departing from clinical services, including communication 
with the public. 


Priority Populations and Health Equity 
Meeting participants expressed concern that the modernized standards do not provide 
enough emphasis on the role of public health in addressing the social determinants of 
health with non-health partners, e.g., municipal partners. Participants felt that this is an 
important part of public health’s work and should be emphasized in the standards; not 
emphasizing this role may impact a public health unit’s ability to build a business case 
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for addressing the social determinants of health at the municipal level. Clarity on the 
expectations and public health’s role in relation to all priority populations was also 
requested.  
 
In addition, participants requested more guidance on how to assess and report on 
health inequities and engage communities to address them. More guidance on working 
with Indigenous communities was also requested. Specifically, participants requested 
guidance on how to identify and meet the needs of Indigenous populations, evaluate the 
adequacy of the engagement with Indigenous partners, and how to understand the 
depth and meaningfulness of the relationships. Some participants also expressed 
concern about having adequate capacity and resources to do this work. 
 
Meeting participants also requested training on health equity. 


Population Health Assessment 
Many meeting participants expressed concern with their ability to meet requirements 
related to population health assessment. The key concerns related to having access to 
local data, adequate capacity within the public health unit to perform the work and a lack 
of understanding of the expected relationship with the LHINs.  


Many meeting participants stated that it is difficult to access the data needed at local, 
sub-LHIN and LHIN levels to support population health assessment. This applies to all 
standards, but having the data necessary to identify priority populations and measure 
health inequities was highlighted by participants. The ability to recruit and retain 
qualified epidemiologists was also identified as a challenge, particularly in Northern and 
smaller communities. It was suggested that a provincial strategy for population health 
assessment is needed. The strategy should clarify roles and responsibilities at the local, 
regional and provincial level, identify data requirements and include a plan for 
addressing data gaps, centralizing data collection and analysis, and implementing the IT 
systems needed to support population health assessment and surveillance. 


Participants at all regional meetings requested clarification on the expected relationship 
between boards of health/public health units and the LHINs, how public health will be 
integrated with the broader health system, and public health’s role in informing 
integrated health system planning. Many participants asked about reciprocity with the 
LHINs; specifically, public health units will support LHINs with local health system 
planning, but what will boards of health/public health units receive in return from the 
LHINs? Concerns related to challenges with working with LHINs were also highlighted, 
particularly in areas where there are multiple LHINs per PHU or multiple PHUs per 
LHIN. Participants requested time and support to help build relationships with the 
LHINs.  
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Program Planning and Evidence-Informed Decision-
Making 
Participants at all regional meetings requested clarity on the Board of Health Annual 
Service Plan and Budget Submission requirement. Specifically, participants requested 
more details about what will be included in the Board of Health Annual Service Plan and 
Budget Submission, the approval and report back processes, how it will be used by the 
ministry, and whether or not it will be a public document. Participants requested 
operational supports, e.g., templates, training, etc., to help with the implementation of 
this requirement.   


Meeting participants also requested further guidance and support in the areas of 
program planning and evidence-informed decision making. A guideline and training on 
how to define local need was requested, including the types and level of evidence that 
will be needed in the Board of Health Annual Service Plan to demonstrate local need 
and justify planning and decision-making. Meeting participants expressed significant 
concern related to building a case for and justifying the implementation of programs and 
services where the standards allow for greater variability, i.e., in the areas of chronic 
diseases and injury prevention, wellness, substance misuse, healthy growth and 
development and school health. Participants noted their fear that health promotion 
programs will be eroded, due to the possibility of funding and resources being directed 
to the more prescriptive health protection requirements. Participants requested 
additional support, in the form of guidelines and/or stronger language in the modernized 
standards, to ensure the protection of health promotion programs, as well as 
consistency across the province in how health promotion programs and services are 
planned for and justified. Participants also requested a definition of and clarity on what 
is meant by “a program of public health interventions”.      
 
Similar to the challenges described above in accessing data to inform population health 
assessment, meeting participants also identified challenges in accessing the data and 
evidence needed support program planning and decision-making at the local level. In 
addition to the provincial support in addressing data gaps and centralizing data 
collection and analysis as described above, participants requested support in accessing 
existing data sources, such as data from school boards, ICES, CIHI and RFSS, in a way 
that allows for analysis at the local level. Participants also requested the implementation 
of mechanisms and processes to improve access to evidence on effective public health 
interventions and to support innovation and sharing of promising/best practices across 
public health units. Participants suggested the following: 


 Define clear roles and responsibilities for the development, collection and 
dissemination of evidence at the provincial and local levels. 


 Develop a central repository of evidence on effective public health interventions.  


 Support communities of practice and knowledge brokering for various program 
areas. 


 In areas where evidence is lacking, develop processes to allow for innovation and 
the testing/piloting of new programs at the health unit level and sharing of 
information and results across the province. 
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Participants also requested training and tools to support the implementation of 
evidence-informed decision-making. 


Quality and Transparency 
Meeting participants requested a guideline, tools/templates and training to further define 
what is expected for quality and to ensure a standardized approach to continuous 
quality improvement across the province. Participants requested additional guidance 
and templates to support the implementation of the tools and processes identified in the 
standards, i.e., Quality/Practice Committee, Quality Improvement Plan, measurement of 
client, community and stakeholder/partner experience and external peer reviews. Clarity 
on how to apply quality improvement to health promotion programs and services, 
provincial vs. local roles and responsibilities in relation to quality improvement, and what 
indicators will be measured and how they will be used at the provincial level was also 
requested.     


Meeting participants also requested protocols, guidelines and training to further define 
what is expected with the public disclosure of inspection results and ensure a consistent 
approach to the implementation of this requirement across the province. 


Chronic Diseases and Injury Prevention, Wellness and 
Substance Misuse 
Meeting participants requested training and guidelines that define, clarify public health’s 
role in and identify effective public health interventions for many of the topic areas under 
the Chronic Diseases and Injury Prevention, Wellness and Substance Misuse Standard. 
The specific topic areas identified by participants that require further definition and 
guidance include: the built environment; healthy sexuality; mental health promotion; 
sleep; concussions; and, violence. As the topic areas of built environment, mental 
health promotion, and healthy sexuality are referenced in multiple standards, 
participants requested clarity on the expectations for these topic areas within and 
across the different standards. Meeting participants also suggested that the results of 
the relevant Locally-Driven Collaborative Projects be used as evidence-based 
information to inform development of guidelines.         


Healthy Environments 
Meeting participants requested training and guidelines to define expectations and 
support the implementation of the proactive requirements in the Healthy Environments 
Standard, i.e., development of healthy natural and built environments and mitigating the 
impacts of climate change. Participants expressed concern with having the capacity and 
access to the data needed to assess the environmental health status of their 
communities. In addition, participants requested support to facilitate the partnerships, 
i.e., with municipal partners, needed to implement the requirements of the standard.         
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School Health 
Participants requested additional context and clarity on the rationale for including a 
School Health Standard and focus on this one setting. There is concern that school-
aged children and youth outside of the public school setting may be missed. In addition, 
further clarity on the role of public health in schools was requested, particularly in the 
area of health promotion. The majority of comments from meeting participants were 
related to reciprocity with schools and school boards; participants expressed concern 
that without equivalent requirements for schools and school boards to work with public 
health under Ministry of Education legislation, regulation or policy, it might be difficult for 
public health to implement the requirements of the School Health Standard. Participants 
requested support at the provincial level, from both the ministry and Ministry of 
Education, to facilitate the development of partnerships with schools and school boards 
that support the implementation of the standard and achievement of outcomes.    


Visual Health Supports and Vision Screening Services 
Meeting participants requested additional context and clarity on the rationale for 
including the requirement for public health to provide vision screening services, 
including the evidence to support the inclusion of this program. A protocol, guideline and 
training to articulate program expectations and requirements and support 
implementation were requested. Participants from northern health units highlighted 
access to optometry services as an operational consideration for this program; not all 
children have access to optometry services in northern, remote communities and there 
may be travel implications for children in these communities who require follow-up with 
an optometrist. 


Suggested Changes and Additions to the Standards 
Meeting participants felt that the following topics are not adequately addressed in the 
modernized standards:  


 Settings, other than schools, where public health is active (e.g., child care centres, 
workplaces, long-term care homes, etc.);  


 Older adults and aging;  


 Advocacy, and,  


 Healthy public policy.  


Meeting participants also felt that the School Health Standard is not the appropriate 
place for the Healthy Smiles Ontario program requirement and suggested moving it to 
the Healthy Growth and Development Standard or the Chronic Diseases and Injury 
Prevention, Wellness and Substance Misuse Standard. In addition, it was suggested 
that a glossary of terms be developed as participants identified a number of terms that 
require further clarity and definition.    
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Implementation Planning and Change Management 
Meeting participants requested clarity on when the modernized standards will come into 
effect and when public health units will be expected to fully implement the standards. 
They requested that the ministry consider a phased approach to the implementation of 
the modernized standards and provide public health units with a schedule that clearly 
defines expectations for sequencing of and progress on the implementation of each 
standard. It was suggested that implementation should align with the school year, where 
appropriate (i.e., for the implementation of the School Health Standard), as well as the 
municipal planning and budget cycle. It was noted that boards of health/public health 
units begin budget planning in the summer for the following funding year. Therefore, 
they will need the templates for the Board of Health Annual Service Plan and Budget 
Submission, as well as an understanding of what is expected to be implemented in 
2018 by the summer in order to inform budget planning.    
 
Participants also emphasized that it will take time and resources to re-orient programs 
and services, as well as staff, to fully implement the modernized standards and this 
should be considered when developing the ministry implementation schedule. Time is 
needed to negotiate and execute the departure from providing some programs and 
services, in order to allow for implementation of new requirements. In addition, it will 
take time to re-orient and retrain existing staff and recruit the new staff needed to 
support the implementation of the modernized standards. Participants requested that 
the ministry provide direction on the competencies and skills needed to implement the 
modernized standards to assist with labour relations associated with the re-
orientation/retraining of existing and recruitment of new staff. Participants also had 
questions related to funding. Specifically, they questioned whether or not one-time 
funding would be provided by the ministry to support the implementation of the 
modernized standards and they sought clarity on how the changes to the standards will 
impact how current funding is allocated across program areas.        
 
To support change management, meeting participants requested that the ministry 
provide training and communication materials. It was requested that training be 
provided to boards of health and public health unit management and senior staff on the 
changes to the standards, as well as the context for the changes. Participants also 
requested that the ministry ensure that partner ministries, e.g., Ministry of Education, 
Ministry of the Environment and Climate Change, Ministry of Children and Youth 
Services, understand and support the changes to the standards. In addition, participants 
requested on-going communication from the ministry to public health stakeholders, 
employees and the public on the changes and context for the changes, as well as 
communication materials that can be used by public health unit senior staff and 
managers to ensure consistent messaging across the province and throughout the 
modernized standards implementation process.     
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Next Steps   
In addition to the regional consultation meetings, feedback on the OSPHPS 
Consultation Document was requested through ministry participation at various 
stakeholder meetings and the submission of written feedback to the ministry by April 21, 
2017. Consultation feedback from all sources is currently being consolidated and 
analyzed. The consultation results will be used to finalize the OSPHPS and as an input 
into the process for and revision/development of implementation supports, such as 
protocols, guidelines, training, tools and templates, etc.
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Appendix 1: Regions, Meeting Dates and 
Board of Health/Public Health Unit 
Participation at Regional Consultation 
Meetings 
Region Meeting Date Boards of Health/Public Health Units 


Represented at the Meeting 


East Region March 21, 2017 Ottawa Public Health (Host) 


Hastings, Prince Edward Public Health 


Renfrew County & District Health Unit 


Eastern Ontario Health Unit 


Kingston, Frontenac, Lennox & Addington Public 
Health 


Leeds, Grenville and Lanark District Health Unit 


South West 
Region 


March 24, 2017 Elgin St. Thomas Public Health (host) 


Grey Bruce Health Unit 


Huron County Health Unit 


Perth District Health Unit 


Oxford County Public Health 


Middlesex-London Health Unit 


Windsor-Essex County Health Unit 


Lambton Public Health 


Chatham-Kent Public Health Unit 


North East 
Region 


March 27, 2017 Sudbury & District Health Unit (host) 


North Bay Parry Sound District Health Unit  


Timiskaming Health Unit 


Algoma Public Health 


Porcupine Health Unit 


Central East 
Region 


March 28, 2017 Durham Region Health Department (host) 


York Region Public Health 


Simcoe Muskoka District Health Unit 
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Region Meeting Date Boards of Health/Public Health Units 
Represented at the Meeting 


Haliburton, Kawartha, Pine Ridge District Health 
Unit 


Peterborough Public Health 


Central West 
Region 


April 3, 2017 City of Hamilton Public Health Services (host) 


Halton Region Health Department 


Niagara Region Public Health 


Brant County Health Unit 


Haldimand-Norfolk Health Unit 


Wellington-Dufferin-Guelph Public Health 


Region of Waterloo, Public Health 


Grey Bruce Health Unit 


North West 
Region 


April 4, 2017 Thunder Bay District Health Unit (host) 


Northwestern Health Unit 


Toronto April 7, 2017 Toronto Public Health (host) 


Peel Public Health 
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Appendix 2: Frequently Asked Questions 


Content of the Consultation Document 


Introduction to the Standards 
Q1.The modernized Standards for Public Health Programs and Services 


(modernized standards) state that ‘greater variability is accommodated in 
areas where there is an opportunity to plan programs to decrease health 
inequities and address the needs of priority populations’. What does this 
mean?  


By not defining specific interventions, some standards will provide boards of health 
with the opportunity to tailor their programs and services to meet the needs of their 
local populations. Boards of health will have flexibility in allocating funding and 
resources to those programs and services that will have the highest impact on 
improving the health of their local population, as well as reducing health inequities. A 
consistent approach to the implementation of requirements may be warranted; in 
these cases, guidelines will provide direction on how boards of health must 
approach requirements.  


Q2.How will this allowance for greater variability be implemented? 


Boards of health will be required to use data and information to identify local 
population health needs, as required in the Population Health Assessment Standard 
and Population Health Assessment and Surveillance Protocol. Using this 
information, boards of health will be required to implement programs of public health 
interventions in the areas of Chronic Diseases and Injury Prevention, Wellness and 
Substance Misuse; Healthy Growth and Development; and, School Health that 
address the needs of and build on the assets in their communities.   


As part of the annual budget submission process, boards of health will be required to 
describe the programs and services planned for implementation within that funding 
year, as well as the process and information used by the board of health/public 
health unit to inform planning.  


Foundational Standards 


Population Health Assessment 
Q3.How will the requirement to define the expectations for the relationship 


between Local Health Integration Networks (LHINs) and boards of health be 
developed? 


A Public Health Work Stream (i.e., a project team with cross-sector collaboration that 
includes LHIN CEOs and Medical Officers of Health) has been established to 
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support implementation of the Patients First legislation related to public health. The 
Public Health Work Stream has been tasked with defining parameters and 
expectations for engagement between LHINs and boards of health and determining 
the requirements. The recommendations of this work stream will inform the 
development of a requirement in the Population Health Assessment Standard, 
revisions to the Population Health Assessment and Surveillance Protocol and the 
potential development of other supporting materials. A report back from the Public 
Health Work Stream will be released in Spring 2017.   


Effective Public Health Practice 
Q4.The proposed Effective Public Health Practice Standard requires boards of 


health to develop, implement and make available to the public a Board of 
Health Annual Service Plan and Budget Submission. How is this different from 
what is currently done as part of the annual budget process? 


To comply with the requirements of the modernized Standards for Public Health 
Programs and Services and improve accountability and transparency in the public 
health sector, there will be changes to the annual budget submission process, as 
well as the accountability reporting cycle.  


An Accountability Committee, chaired by Roselle Martino (ADM Population and 
Public Health) with representation from boards of health, public health units, LHINs, 
and the Ministry of Health and Long-Term Care, was established in May 2016. The 
mandate of the Committee was to recommend an accountability framework for the 
public health sector in Ontario to support enhanced transparency and the 
demonstration of value for money. The Committee’s mandate also included the 
identification of tools and processes necessary to support board of health reporting 
on accountability requirements.  


The draft Public Health Accountability Framework, which outlines the parameters 
and requirements to hold boards of health accountable for the work they do, how 
they do it, and the results achieved, was finalized in March 2017and targeted 
consultation with the public health sector on the framework is currently underway. 
The accountability tools and templates, including the Board of Health Annual Service 
Plan and Budget Submission, will be developed by the ministry with sector input and 
released over the next few months. The Accountability Framework and associated 
requirements will be effective January 1, 2018 and will be implemented applying a 
phased-in approach to support change management requirements within boards of 
health.  


Q5.What will be required in the Board of Health Annual Service Plan and Budget 
Submission? 


The purpose of the Board of Health Annual Service Plan and Budget Submission is 
to support greater accountability and transparency in the use of public funds. This 
annual planning document will include:  
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 A requirement for boards of health to demonstrate the use of a systematic 
process to plan public health programs and services to address the needs of the 
community;  


 A description of the public health programs and services planned for 
implementation within that funding year (including a requirement for boards of 
health to report on unit costs of service delivery); and,  


 A description of the information used to inform the plan. 
 
The detailed requirements for the Board of Health Annual Service Plan and Budget 
Submission will be developed by the ministry with sector input and engagement over 
the next few months.  


 
Q6.What does the ministry mean by the use of a ‘systematic process’ to plan 


public health programs and services? 


At a high level, a ‘systematic process’ refers to one that substantiates program 
delivery priorities and approaches through the articulation of the manner in which 
demographic information, the best available research and evaluation evidence, and 
contextual factors such as local population health issues, priority populations, 
community assets and needs, political climate, public engagement and available 
resources inform program planning. 


Further details will be provided following the development of the process and 
requirements of the Board of Health Annual Service Plan and Budget Submission. 


Q7.When will boards of health be expected to submit Board of Health Annual 
Service Plan and Budget Submission? 


Boards of health will be required to submit the Board of Health Annual Service Plan 
and Budget Submission beginning with the 2018 funding year – due March 1, 2018 
(similar timeline as the Program-Based Grants budget submission). It is anticipated 
that the accountability tools and templates, including the Board of Health Annual 
Service Plan and Budget Submission, will be released by the ministry later in 2017. 
In future years, the timing to submit the Annual Service Plan and Budget Submission 
may be earlier (i.e., prior to the start of each calendar year), to align with the board 
of health budget cycle and in an effort to advance ministry approvals of funding. 


Q8.Will the Board of Health Annual Service Plan require approval by the ministry? 


Yes, the Board of Health Annual Service Plan and Budget Submission will be 
submitted to the ministry for approval. 


Q9.Will the Ontario Public Health Organizational Standards be revised? If so, 
when and how? 


The Ontario Public Health Organizational Standards will no longer exist as a 
standalone document. However, the new Accountability Framework will provide a 
vehicle for ensuring that all specific requirements that boards of health are 
responsible for meeting (both programmatic and operational) are clearly 
communicated and can effectively be monitored. Accountability requirements have 
been drawn from the Health Protection and Promotion Act (HPPA), Public Health 
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Funding and Accountability Agreement, Ontario Public Health Organizational 
Standards, newly modernized OSPHPS, and recommendations from the ministry 
audits conducted of boards of health. Most of the requirements outlined in the 
Organizational Standards are now reflected in the organizational requirements and 
are part of the Accountability Framework. 


Q10.Will a process for the public disclosure of inspections results be developed 
to ensure consistency across the province? If so, how and when will this 
process be developed? 


The detailed requirements for the public disclosure of inspection results for routine 
inspections will be delineated in specific protocols. The processes for public 
disclosure of inspection results will be developed through the protocol review 
process with the goal to ensure consistency across the province; refer to Question 
22 for more information.   


Program Standards 


Chronic Diseases and Injury Prevention, Wellness and 
Substance Misuse Standard 
Q11.The 2008 Chronic Diseases Prevention and Prevention of Injury and 


Substance Misuse Standards have been combined and the number of 
requirements reduced. Does this reflect a change in the expectations of the 
ministry with respect to number and types of chronic disease, substance 
misuse and injury prevention programs and services delivered by boards of 
health? 


Although not explicitly stated, nearly all 2008 requirements of the Prevention of 
Injury and Substance Misuse Standard and the majority of the 2008 requirements of 
the Chronic Diseases Prevention Standard are reflected in the modernized Chronic 
Diseases and Injury Prevention, Wellness and Substance Misuse Standard. The key 
changes in the modernized standard include: 


 Accommodation of variability across boards of health. 
 The modernized standard will require boards of health to implement 


programs of public health interventions that address chronic diseases and 
substance misuse risk factors and risk factors for injuries based on an 
assessment of the needs of the local population.  


 Boards of health must consider a number of topics, related to chronic 
disease, substance misuse, and injuries, to focus on for public health 
interventions. 


 The topics to be considered include those that were in the 2008 OPHS 
and some new topics (i.e., built environment, mental health promotion, 
sleep, concussions and violence).   


 Removal of the requirement to increase public awareness of benefits of 
screening for early detection of cancers and other chronic diseases of public 
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health importance (as a topic). Although not an explicit requirement, this could be 
included as a component of a public health unit’s “program of public health 
interventions” as deemed necessary. 


 Removal of the requirement to use the Nutritious Food Basket Protocol to 
monitor food affordability. The requirement to collect data on food affordability will 
remain in the Population Health Assessment and Surveillance Protocol; however, 
the use of a specific tool will not be mandated. 


 


Q12.The chronic disease, substance misuse and injury prevention topics to be 
considered have been changed and expanded. Will the ministry expect boards 
of health to implement programs and services for all topic areas? 


The modernized standards accommodate variability across the province and will 
require boards of health to assess the needs of their local population and implement 
programs of public health interventions that reduce the burden of illness from chronic 
diseases, substance misuse, and injuries in the health unit population. In program 
planning, boards of health must consider all topics listed in the standards, but can 
focus public health programs and services on those topics that address identified 
gaps and will have the greatest impact on improving the health of their local 
population. 


Q13.Mental health promotion has been added to the list of topics to be 
considered. What will be the expectations of boards of health with respect to 
mental health promotion? 


Boards of health are required to assess the needs of their local population and 
implement programs of public health interventions that address identified gaps and 
will have the greatest impact on improving the health of their local population. Mental 
health promotion must be considered as part of this process, and if needed, 
interventions should be reflective of evidence and based on the context of the health 
unit (e.g., needs, capacity, assets, etc.). The ministry will develop guidelines, with 
public health sector input and engagement, to support the development and 
implementation mental health promotion interventions by boards of health. 


Immunization Standard 
Q14.Providing or ensuring the availability of travel health clinics is no longer a 


requirement in the modernized Immunization Standard. Will boards of health 
still be required to provide these services? 


Public health programs and services interface with the broader health system in a 
number of areas, including the provision of travel health clinics. With the 
implementation of the Patients First legislation and the work of the Public Health 
Work Stream, parameters and expectations for implementing formal engagement 
between boards of health and LHINs are being developed (refer to Question 3). A 
formal relationship between boards of health and LHINs can set the foundation for 
joint planning on health service delivery in priority areas. It can also facilitate 
alignment of public health and health care service delivery to address population 
health needs. Within an integrated health system, clinical service provision by 
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boards of health will be dependent on need (i.e., gaps in services) and service 
planning discussions to identify the provider best positioned to deliver the service.       


Infectious and Communicable Diseases Prevention and 
Control Standard 
Q15.Are boards of health still required to provide Sexual Health Clinical Services? 


The modernized Infectious and Communicable Diseases Prevention and Control 
Standard requires boards of health to “ensure access to, or provide, based on local 
assessment, clinical services for priority populations to promote and support healthy 
sexual practices…”; therefore, as with travel health clinics, sexual health clinical 
service provision by boards of health will be dependent on need (i.e., gaps in 
services) and service planning discussions to identify the provider best positioned to 
deliver the service within the health unit area and within an integrated health system.    


School Health Standard 
Q16.Implementing the School Health Standard will require significant 


collaboration between boards of health and school boards. Will schools and 
school boards be required to work with boards of health to improve the health 
of children and youth in schools? 


Student well-being "lives" in the context of child and youth well-being and as such, 
school boards and boards of health share in this important mandate. Strong 
partnerships that focus efforts on strategic priorities can improve health outcomes for 
children and students, positively affect their achievement and reduce preventable 
illness and injuries, which in turn will contribute to a healthier and better-educated 
citizenry. 


While schools and school boards are not required to work with boards of health, 
many school boards and boards of health across Ontario have developed local-level 
partnerships to work together towards common goals. To support this work, the 
Ministry of Education supports ongoing meetings (2-3 times per year) between 
representatives from CODE (Council of Ontario Directors of Education) and COMOH 
(Council of Ontario Medical Officers of Health).  


The purpose of the CODE/COMOH committee is to contribute to the well-being of 
Ontario's children and students through enhancing public health unit and school 
board partnerships in order to achieve optimal delivery of services and ongoing 
supports for children and students. The committee is currently working on a 
Memorandum of Understanding template that can be used by public health units and 
school boards/principals to facilitate the development of partnerships between public 
health units and school boards/schools. 


Q17.Why is the requirement for boards of health to provide the Healthy Smiles 
Ontario (HSO) program included in the School Health Standard, given that 
HSO is not delivered in schools? 
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While there is no requirement for the Healthy Smiles Ontario Program to be 
delivered in schools, a decision was made to centralize oral health programming 
under one program standard. Because delivery of the Oral Health Assessment and 
Surveillance Protocol and health promotion under Ontario Regulation 570 are 
school-based, the School Health Standard was chosen. 


Q18.What is the rationale for having a child vision program? 


Currently, all children (aged 19 years or younger) in Ontario are eligible to receive a 
free annual eye exam funded through OHIP. Despite this universal optometry 
program, a large proportion of Ontario children are not getting their eyes checked 
annually. OHIP data for 2013-14 indicate that only 14% of children under the age of 
six years receive a routine eye exam in a given year. Only 60% of six year olds have 
ever received a routine eye exam (2013). It is widely recognized that undetected 
vision problems can interfere with a child’s ability to learn and participate at school, 
resulting in poor educational, health, and social outcomes. A survey by the Ontario 
Association of Optometrists (OAO) found that the low uptake of eye exams may be 
associated with the following factors: 


 Cost barrier for eye glasses; 


 Misinformation about the availability of free eye exams; and 


 Low priority on visual health. 


The ministry will be working with stakeholders to design a child vision screening 
program that is consistent with core public health functions and the mandate of 
public health, to be implemented beginning in fall 2018 and delivered by boards of 
health to ensure that all children have their vision assessed annually. 


Q19.What research is the ministry reviewing on the effectiveness of vision 
screening? 


A vision screening pilot is currently being led by a joint research team out of 
McMaster University and The Hospital for Sick Children at 15 sites across Ontario, 
some of which include partnerships with public health. The PPHD has been working 
closely with the research team and will be reviewing results to help inform and 
finalize components of the program (e.g., screening tools). 


Other relevant reviews and literature, including “A Preliminary Literature Review on 
Vision Care and Screening Programs for Children” conducted by the ministry’s 
Evidence Synthesis Unit in 2015 and “Effectiveness of Vision Screening Programs 
for Children Aged One to Six Years” conducted by PHO in 2016, are being reviewed 
by the ministry and will inform the development of the program.  
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Implementation of the Modernized Standards 
Q20.When will boards of health be required to implement the modernized 


standards? 


The modernized standards will come into effect on January 1, 2018 and 
implementation will begin on this date. The ministry is currently developing a plan for 
sector input and engagement on the revision or development of the various 
implementation supports for the standards (i.e., protocols, guidelines and 
accountability tools and templates). The ministry will take into account the input 
received through the regional consultation meetings and written submissions to 
consider the resources and change management supports needed by public health 
units to implement changes, as well as timing of programs (i.e., alignment with 
school year).   


Q21.Will protocols and guidance documents be revised as part of the 
modernization of the standards? 


The ministry is embarking on a new approach to the documents that form part of the 
standards (and will thus be enforceable). Specifically, 


Protocols will continue to be part of the standards. Protocols will provide 
direction on how boards of health must operationalize requirements outlined in 
the modernized standards. The aim is consistent implementation. Anything 
referenced in legislation or regulations will have a protocol. 


Guidelines will be a new type of document and will also be part of the standards. 
Guidelines will provide direction on how boards of health must approach/apply 
requirements outlined in the modernized standards. The aim is a consistent 
approach/application. 


Between now and the end of the year, existing protocols and guidance documents 
will be reviewed based on feedback received through the consultation process for 
the modernized standards. Protocols and guidelines will be revised and/or 
developed, as necessary, in accordance with the new approach described above.   


Q22.Will the ministry provide additional funding to support implementation of the 
modernized standards? 


Although the modernized standards were designed to be cost neutral, and there will 
be no changes to any base allocations of health units as result of the modernized 
standards, the ministry recognizes there may be costs to support the implementation 
of the new standards.  We will continue to work internally to find ways to support this 
request, and are working to ensure boards of health have further flexibility in 
allocating funding in a manner that supports the implementation of the modernized 
standards.  
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Q23.How will the public health capacity needed to implement revised/new 
requirements be assessed and how will any capacity gaps be addressed? 


As part of the consultation on the modernized standards throughout March and April 
2017, boards of health and public health units were asked to provide feedback on 
anticipated operational challenges, as well as supports and tools needed to address 
these challenges. In response to the feedback received, the PPHD is in the process 
of developing a plan for the creation of provincial and regional supports that will 
address some of the identified operational priorities. 


The implementation of the modernized standards will be supported by protocols, 
guidelines, and a suite of program and population level indicators, as well as a 
surveillance and monitoring strategy that includes centralized data collection, 
analytics and distribution. This information will come together in a central repository 
of evidence, best practices, data and tools that will assist with analytics required at 
provincial, regional, and local levels. It will support evidence-informed decision-
making at the local level and the allocation of funding and resources to those 
programs and services that will have the highest impact on improving the health of 
the local population, as well as reducing health inequities. 
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By email to:  Elizabeth.walker@ontario.ca 
 
June 9, 2017 
 
Roselle Martino 
Assistant Deputy Minister 
Ministry of Health and Long-Term Care 
Population and Public Health Division 
College Park 
19th Flr. Suite 1903 
777 Bay St. 
Toronto, ON M7A 1S5 
 
Dear Roselle Martino: 
 
Thank you for the opportunity to provide comment on behalf of the Simcoe Muskoka 
District Health Unit regarding the draft Accountability Framework and Organizational 
Requirements. It is our view that the content of the draft is sound, reflective of the 
Ontario Public Health Organizational Standards, and consistent with the draft 
Standards for Public Health Programs and Services.  
 
In keeping with my comments on the draft Standards, the requirements within the draft 
Framework are extensive, and thus we recommend that 2018 (and beyond, as 
necessary) be used as a transition period, to allow for the development of the reporting 
systems needed. We also recommend that local public health be directly involved in 
the development of such systems, and that as much as possible they be standardized 
and centralized.  
 
We do acknowledge the importance of accountability in public health, and thus of the 
importance of having and fulfilling such a Framework, and we are prepared to work 
closely with the province in achieving an optimal reporting system to this end. 
 
Sincerely, 
 
 
ORIGINAL SIGNED BY 
 
Charles Gardner, MD, CCFP, MHSc, FRCPC 
Medical Officer of Health 
 
c. Simcoe Muskoka District Health Unit Board of Health 



mailto:Elizabeth.walker@ontario.ca




image17.emf
Item 8.2


Item 8.2









image18.emf
Item 8.3


Item 8.3


 


June 5, 2017 
 
The Honourable Dr. Eric Hoskins 
Minister – Minister’s Office 
Ministry of Health and Long-Term Care 
Hepburn Block 
10th Floor 
80 Grosvenor St 
Toronto, Ontario M7A 2C4 
 
Dear Minister Hoskins: 
 
Re: A Provincial Approach to Community Water Fluoridation  
 
The Simcoe Muskoka District Health Unit (SMDHU) Board of Health continues to support the 
ongoing advocacy of Mississauga-Streetsville MPP Bob Delaney in his presentation of a 
private members bill to amend applicable legislation and regulations to make the fluoridation of 
municipal drinking water mandatory in all municipal water systems across the province.   
 
In January of 2014, SMDHU drafted a resolution for the Association of Local Public Health 
Agencies (alPHa), calling for a Provincial Approach to Community Water Fluoridation (CWF). 
Subsequently, this resolution was ratified at the alPHa General Meeting. The SMDHU Board of 
Health provided a letter and copy of the resolution to your office in December 2014, and the 
resolution is again attached here. 
 
While support for water fluoridation continues to be unwavering from the public health 
community, municipalities in Ontario have been and continue to be faced with determined and 
persistent efforts to not initiate or to discontinue community water fluoridation by committed 
opponents of fluoridation.   
 
Community water fluoridation has been shown to be safe, effective, and supportive of health 
equity. It is also the most cost effective way to reduce dental disease in the population.  
Evidence from economic analyses of CWF demonstrates that the cost of fluoridating municipal 
supplies is much less than the cost of providing dental treatment. The benefits of widespread 
community water fluoridation are twofold: prevention of dental caries and cost saving to 
families and ultimately the health care system.  A 2016 systematic review found that CWF was 
cost beneficial for communities of 1000 or more people, and that for communities of 20,000 or 
more people it yields at least $38 savings in health/dental care and other costs for every $1 
invested. 
 
Public health groups have been advocating for a provincial approach to Community Water 
Fluoridation since 2007.  Resolutions to this effect have been passed by the Ontario Public 
Health Association and the Registered Nurses’ Association of Ontario, in addition to alPHa.  
Further, support of community water fluoridation remains strong by many health professional 
organizations provincially, nationally and internationally.  
 
 


. . . 2  







 


In Ontario the responsibility resides with municipal governments to authorize community water 
fluoridation, under the Fluoridation Act.  This is a highly technical health matter for every 
municipal government to be potentially required to make a decision on, and one that can 
become deeply politicized at the local level.  Notably, jurisdictions elsewhere that have 
legislated community water fluoridation at the state, territorial or national level of government 
have been more effective in providing CWF to their respective municipal populations, with 
resulting reductions in dental decay. 
 
Sincerely, 
 
 
ORIGINAL SIGNED BY 
 
Scott Warnock  
Chair, Board of Health 
 
SW:CN:mk 
 
Att. (1) 
 
c Dr. David Williams, Chief Medical Officer of Health 
 Roselle Martino, Assistant Deputy Minister, Population and Public Health Division 
 Bill Mauro, Minister of Municipal Affairs 
 Association of Local Public Health Agencies 


Local Members of Provincial Parliament in Simcoe Muskoka 
Central Local Health Integration Network 
North Simcoe Muskoka Local Health Integration Network 


 







Proposed 2014 alPHa Resolution 
 
TITLE: A Provincial Approach to Community Water Fluoridation 
 
SPONSOR: Simcoe Muskoka District Health Unit 
 
WHEREAS the relationship between poor oral health and poor overall health is well 
established; and  
 
WHEREAS the relationship between poor oral health and social risks including 
speech development, ability to thrive and readiness to learn in children, and self-
respect and employability in adults is also well established; and  
 
WHEREAS the burden of poor oral health is greater for marginalized populations; 
and  
 
WHEREAS most preventive and restorative oral health services in Ontario are “out-
of-pocket” expenses that favour those with the ability to pay; and  
 
WHEREAS there has been a documented marked decline in the rates of tooth 
decay where fluoride has been added to municipal water supplies; and  
 
WHEREAS these health benefits extend to all residents in a community regardless 
of age, education, socio-economic status or access to other preventive measures; 
and 
 
WHEREAS it is estimated that every $1 invested in community water fluoridation 
yields an estimated $38 in avoided costs for dental treatment; and  
 
WHEREAS the current evidence supports that fluoridation based on a maximum 
allowable concentration (MAC) of 1.5 mg/L is safe; and  
 
WHEREAS these health benefits extend to all residents in a community regardless 
of age, education, socio-economic status or access to other preventive measures, 
 
WHEREAS boards of health experience formidable challenges to the ongoing 
fluoridation of municipal drinking water and defending such challenges is taxing, 
consuming limited public health resources; and 
 
WHEREAS despite the best efforts of boards of health, municipalities in Ontario have 
discontinued community water fluoridation, over the last five years effecting almost half 
a million people, or almost 4% of Ontario's population; and 
 
WHEREAS jurisdictions that have legislated fluoridation at the state, provincial, 
territorial or national level of government have succeeded in increasing the 
percentage of their population receiving fluoridated water.  
 







SIMCOE MUSKOKA DISTRICT HEALTH UNIT 
Briefing Note 


 
NOW THEREFORE BE IT RESOLVED THAT the Association of Local Public Health 
Agencies call for the Province of Ontario to amend regulations of the Safe Drinking 
Water Act requiring community water fluoridation for all municipal water systems 
(when source-water levels are below the Health Canada-recommended level of 0.7 
mg/L) to prevent dental caries;  
 
AND FURTHER THAT the Province provide the funding and technical support to 
municipalities required for community water fluoridation. 
 
 
 
 
 
 
_________________________________  ___________________ 
Signature       Date 
 







 


 







Background – Resolution on Provincial Commitment to Community Water Fluoride  
 
SPONSOR: Simcoe Muskoka District Health Unit 
 
 
Oral Health – More than Just Cavities: A Report by Ontario’s Chief Medical Officer of Health. April 
2012. 
http://www.health.gov.on.ca/en/common/ministry/publications/reports/oral_health/oral_health.pdf 


 
“The practice of water fluoridation is one of the greatest public health achievements of the 
20th Century. More than 90 national and international professional health organizations 
including Health Canada, the Canadian Public Health Association, the Canadian Dental 
Association, the Canadian Medical Association, the U.S. Centers for Disease Control and 
Prevention, the National Institutes of Health and the World Health Organization have 
endorsed the use of fluoride at recommended levels to prevent tooth decay. The use of 
fluoride in drinking water is a safe, effective, economical means of preventing dental caries. 
The studies are clear and unequivocal and the benefits of fluoridation are well 
documented.” 


 
Since 1997 there have been 18 major reviews, including an expert panel convened by Health 
Canada in 2007 that have concluded that community water fluoridation is a safe and effective 
way to reduce dental decay.  i While the support for water fluoridation continues to be 
unwavering from a public health perspective, municipalities in Ontario have been and continue 
to be faced with determined and persistent efforts to not initiate or to discontinue community 
water fluoridation by committed opponents of fluoridation.  
 
To date many health units across Ontario have had little recourse other than to becoming 
involved in conflict with proponents of the anti-fluoridation movement. The task of defending 
water fluoridation is resource intensive, can extend over long periods of time and draws public 
health expertise and energies away from other important issues. In instances where public 
health units are required to advocate at various municipalities concurrently the demand is 
unmanageable. What has resulted is a public health struggle for water fluoridation across 
Ontario that is happening in multiple locations, unpredictable in its nature and too often has 
ended with a loss of community water fluoridation.  
 
Despite the best efforts of boards of health, a substantial number of municipalities in Ontario 
have discontinued community water fluoridation; over the last five years, this loss has affected 
almost half a million people (471,590), or almost 4% (3.66%) of Ontario's population: 
 


  



http://www.health.gov.on.ca/en/common/ministry/publications/reports/oral_health/oral_health.pdf





Total Population Coverage Loss from Fluoridation Challenges in Ontario 2008-2014 


Community Year 
Fluoridation 
Stopped  


Population Served by Water 
System 


   


Welland, Pelham, Fonthill, part of 
Thorold in Niagara Region  


2008 49,540 


Dryden in Northwestern Ontario 2008 6,500 


Waterloo, St. Jacobs, Elmira in Waterloo 
Region 


2010 121,700 


Lakeshore in Essex County 2011 20,800 


Amherstburg in Essex County 2012 20,000 


Windsor, LaSalle, Tecumseh In Windsor 
Essex County 


2013 239,000 


Tottenham in Simcoe County 2013 4,850 


Baysville in Lake of Bays in Muskoka 
District 


2014 200 


Huntsville in Muskoka District 2014 9,000 


   


Total  471,590 


   
Data on population coverage by water systems from the Ministry of the Environment 
http://www.ene.gov.on.ca/environment/dwo/en/mapping/report/index.htm 


 
If public health units are to fulfill the requirements under the Ontario Public Health Standards 
(OPHS) related to CWF that clearly support a health equity approach to improved oral health for 
Ontario’s population, it is clear that an alternate collective solution must be found.  
 
The Role of State, Provincial and National Governments 
 
In Ontario the responsibility resides with municipal governments to authorize community water 
fluoridation, under the Fluoridation Act.  
 
Jurisdictions that have legislated community water fluoridation at the state, territorial or 
national level of government have been shown to be more effective in providing CWF to their 
respective municipal populations, with resulting reductions in dental decay. For example 
California is one of 13 states in the USA that have mandated fluoridation and has increased 
population coverage from 17% in 1995 to 62.5% in 2011. Similarly, Queensland one of 7 states in 
Australia with mandated fluoridation increased from 5% to 86% between the years from 2008 to 
2012.  Countries that have nationally mandated on community water fluoridation include:  
Brazil, Hong Kong, Singapore, Ireland and Malaysia. Israel mandated fluoridation in 1988 with 
substantial improvements in fluoridation coverage since that time; however in 2013 the new 
Minister of Health who as a mayor of Herzliya opposed fluoridation signed into law a measure 
that makes fluoridation of communities optional rather than mandatory in 2014. ii iii iv v vi vii viii ix x 
 
 
 



http://www.ene.gov.on.ca/environment/dwo/en/mapping/report/index.htm





The Call to Strengthened Provincial Commitment for Community Water Fluoridation in Ontario 
 
In 2007, a proposal was made by the Council of Ontario Medical Officers of Health through 
alPHa to the Ministry of Health Promotion to consider the development of an Ontario 
Fluoridation Office that would review scientific evidence, track fluoridation status and 
challenges in Ontario and evaluate Ontario for effectiveness of CWF. 
 
In 2011, at alPHa’s winter symposium a resolution was passed that the Association of Local 
Public Health Agencies (alPHa) strongly and publicly state its support for the practice of 
community water fluoridation as a proven, cost-effective, safe and equitable public health 
intervention that significantly contributes to improving the overall health of the population, and 
further that the Association of Local Public Health Agencies call for the Province of Ontario to 
provide support, including provincial legislation and funding to municipalities for the fluoridation 
of community drinking water. 
 
Later that same year the Ontario Public Health Association passed a similar resolution 
supportive of the fluoridation of municipal drinking water and recommended adding under the 
Safe Drinking Water Act, a regulation change mandating the fluoridation of drinking water at a 
concentration of 0.5-0.8ppm, with optimal levels at 0.7 ppm, as evidence demonstrates that 
water fluoridation is a safe, economical, and proven public health measure to prevent dental 
caries in all age groups. 
 
In 2012 the RNAO resolved a parallel motion to advocate to the Ministry of Health and Long 
Term Care, to the Ministry of Municipal Affairs and Housing and to the Officer of the Premier 
that the regulations of the Safe Drinking Water Act be amended to mandate the fluoridation of 
municipal drinking supplies at the optimal concentration of 0.7 ppm or a range of 0.5 ppm to 0.8 
ppm. 
 
While the resolutions cited in this background have raised the profile of CWF as an important 
public health issue, the resulting action toward a provincial approach has been disappointing. 
The resolution that we bring forward at this time for alPHa is a more strongly and specifically 
stated call for the province to require all municipal water systems to have fluoride 
concentrations sufficient to safely and effectively reduce dental decay, and for the province to 
provide funding and technical support to municipalities for this to occur. It is in recognition of 
the observation that state, provincial, territorial and national governments that have done so 
have been more successful in providing fluoridated drinking water to larger percentages of their 
citizens. It is also in recognition of our experience that without such provincial leadership 
Ontario is losing fluoridation in many of its communities with an anticipated resulting loss to 
oral health.  
 
 
 


                                                 
i
 Oral Health – More than Just Cavities: A Report by Ontario’s Chief Medical Officer of Health. April 2012. 


http://www.health.gov.on.ca/en/common/ministry/publications/reports/oral_health/oral_health.pdf 
ii
 Communication with Jane McGinley, RDH, MBA Manager, Fluoridation and Preventive Health Activities Council on 


Access, Prevention and Interprofessional Relations 
 



http://www.health.gov.on.ca/en/common/ministry/publications/reports/oral_health/oral_health.pdf





                                                                                                                                                 
iii
 Centers for Disease Control and Prevention. National Oral Health Surveillance System. Caries Experience - 


Percentage of 3rd Grade students with Caries Experience (treated or untreated tooth decay).  
http://apps.nccd.cdc.gov/nohss/IndicatorV.asp?Indicator=2 
iv


 Dental Public Health Activities & Practices. Office of Oral Health, California Department of Health Services April 2002  
http://www.astdd.org/bestpractices/DES06002CAfluoridation.pdf 
v
 Stock M, Pollick H. The CDA Foundation Model to Fluoridate Communities. California Dental Association Journal vol. 


40, no. 8: 649 - 655 
http://www.cda.org/Portals/0/journal/journal_082012.pdf 
vi


 California Dental Association Foundation 
http://www.cdafoundation.org/learn/advocacy/fluoridation 
vii


 Loh, T. Thirty-eight years of water fluoridation--the Singapore scenario. Community Dent Health. 1996 Sep;13 Suppl 
2:47-50 
viii


 Loh, T. Thirty-eight years of water fluoridation--the Singapore scenario. Community Dent Health. 1996 Sep;13 Suppl 
2:47-50 
ix
 Zusman SP. Water Fluoridation in Israel: Ethical and Legal Aspects. Public Health Reviews, Vol. 34, No 1: 1-14 


x
 Siegel-Itzkovich J. Professors slam change to water fluoridation policy. The Jerusalem Post 24/04/2013 


http://www.jpost.com/LandedPages/PrintArticle.aspx?id=310965# 
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Item #8.4 


Building Community Capacity for Action on Food Insecurity 


The Cent$less Campaign 
Update: # 1 Date: June 21, 2017 


 


Issue 
 
Food insecurity is rooted in poverty and can only be addressed effectively and sustainably with 
an income response. The Cent$less campaign was developed to raise local awareness of food 
insecurity and build community capacity for advocacy by encouraging and supporting 
community actions to influence income related policy decisions.     


Recommendation 
 
THAT the Board of Health receive this briefing note for information.  


Current Facts 
 
Food insecurity is rooted in poverty and current evidence indicates the need for an income 
response.1, 2 Recognizing this, the Chronic Disease Prevention-Healthy Lifestyle Program (CDP-
HL) developed the Cent$less campaign to raise public, media and community partner 
awareness of the issue of food insecurity and to build community capacity to advocate for 
income-based solutions.  
 
Campaign messages target community partners, the media and the general public, as well as 
health unit staff. The initial focus is on raising awareness about food insecurity, its impact on 
health and the need for income-based solutions such as a basic income guarantee, which are 
generally under the purview of provincial and federal levels of government. 
 
Campaign components include a dedicated Cent$less webpage on the Simcoe Muskoka District 
Health Unit (SMDHU) website. It includes links to more information on food insecurity and the 
need for action, first-person accounts of what it is like to live in poverty and struggle with food 
insecurity, suggestions for sharing learnings with others to “spread the word” and concrete ideas 
for contacting local and provincial decision-makers to express concern about household food 
insecurity and urge the implementation of income solutions. The webpage also features video 
clips to engage viewers and reinforce key messages in three related areas:  


- The need for income solutions to address food insecurity 
- The problem of food insecurity and how a basic income could help 
- Food insecurity and its impact on physical, mental and social health at all ages  


 
Social media channels (Facebook, Twitter, YouTube) are also used to raise awareness of the 
campaign and drive viewers to the Cent$less web page for further information. A Cent$less 



http://www.simcoemuskokahealth.org/Promos/poverty=hunger

https://www.simcoemuskokahealth.org/JFY/Newsroom/topical/food-and-income-press-kit
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Food & Income Press Kit was developed, posted in the Newsroom section of the SMDHU 
website and promoted to members of the media through direct contact.  
 
As part of this campaign, CDP-HL team members have also been actively seeking opportunities 
to meet with community organizations and groups across Simcoe Muskoka to present an 
overview of food insecurity, make an evidence-based case for income solutions and engage 
group members in discussion about potential actions to advocate for income solutions. To date 
approximately 30 face-to-face presentations involving approximately 300 participants have 
taken place. This includes presentations to community stakeholder groups with ties to child and 
youth services, poverty reduction, housing and homelessness, emergency food services such 
as food banks, mental health and community food coalitions as well as health unit staff and 
management groups.  Presentations will continue based on need.  Ongoing dialogue with 
community and other stakeholders will also help to inform next steps needed to further raise 
awareness and support community engagement and advocacy.  
 
Present and future directions for the Cent$less campaign align well with previous Board of 
Health advocacy for prompt provincial action on basic income guarantee as an income-based 
strategy for addressing poverty as endorsed by the Board of Health in May 2015 , and are in 
keeping with recommendations in the Ontario Society of Nutrition Professionals in Public Health 
(OSNPPH) Position Statement on Responses to Food Insecurity as endorsed by the Board of 
Health in June 2016.   


Background 
 
Household food insecurity (food insecurity) is defined as inadequate or insecure access to food 
due specifically to financial constraints.1  It is a serious public health problem that negatively 
affects physical, mental and social well-being.3 Individuals and families of low income are more 
likely to experience household food insecurity and its adverse health and social outcomes.1  
Children living in food insecure households experience poorer physical and mental health, and 
youth are at increased risk of depression, social anxiety and suicide.4, 5, 6 Food insecure adults 
also experience poorer physical and mental health, including higher rates of depression, 
diabetes, high blood pressure and heart disease.7 Food insecurity is strongly linked to higher 
health care utilization and increased health care costs, independent of other social determinants 
of health. Ontario households experiencing severe food insecurity have health care costs much 
higher (121% higher) than food-secure households.8  


 
Addressing this serious and costly health issue effectively and sustainably requires the 
implementation of income-based strategies such as a basic income guarantee, social 
assistance rates based on actual living costs, and access to affordable housing and childcare 
with support from higher levels of government, including the province.9,10,11 


 
Household food insecurity in Ontario has remained persistently high since the Canadian 
Community Health Survey (CCHS) first began monitoring it in 2005. According to the CCHS 
approximately 12 per cent of Ontario households experience food insecurity.1 Figures for 
Simcoe Muskoka do not differ significantly, which means that food insecurity affects about 1 in 8 
local households, making it an issue of concern.12 This concern has been reinforced year after 
year through the results of the Simcoe Muskoka Nutritious Food Basket (NFB) food costing 
survey, which continues to demonstrate that income from social assistance and low wage 



https://www.simcoemuskokahealth.org/JFY/Newsroom/topical/food-and-income-press-kit
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employment falls far short of what is needed to cover the cost of healthy food and rent for 
individuals and families living with low income.12  


 
Over the last 30 years community-based use of charitable food programs such as food banks 
has steadily increased and has become one of the main ways communities attempt to address 
household food insecurity.2 Community food initiatives such as community gardens, fresh 
vegetable and fruit box/basket programs, community kitchens and food skills training are also 
commonly but mistakenly thought to play a role in addressing household food insecurity. While 
food banks and other charitable food programs do help meet the urgent food needs of a minority 
of food insecure people, they do not have an impact on poverty, which is the root cause of food 
insecurity.2, 9, 11 Similarly, community food initiatives do have beneficial roles in the community 
such as helping to reduce social isolation and increasing consumption of vegetables and fruit, 
however they do not have a significant impact on food insecurity as they too do not address 
poverty.13 


Contacts 
 
Carolyn Shoreman, Director, Community and Family Health Department Ext. 7361 
Christine Bushey, Manager, CDP-Healthy Lifestyle Program Ext.7376 
Jane Shrestha, R.D., Public Health Nutritionist, CDP-Healthy Lifestyle Program Ext.7249 
Dr. Lisa Simon, Associate Medical Officer of Health Ext. 7244 
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June 1, 2017 
 
VIA EMAIL 
 
The Honourable Eric Hoskins  
Minister – Minister’s Office  
Ministry of Health and Long-Term Care  
Hepburn Block, 10th Floor  
80 Grosvenor St  
Toronto, ON M7A 2C4  
 
Dear Minister Hoskins: 
 
RE:  Municipal Levy Apportionment 


The Health Protection and Promotion Act (appended) stipulates that municipalities must decide how to 
apportion the municipal component of the expenses of the Board of Health among obligated 
municipalities. All of the obligated municipalities will have to agree with this change before it can be 
implemented according to the Health Protection and Promotion Act, and Ontario Regulation 489/97 
(See Appendix #1). The regulations state that the default is to use the Ontario Population Report of the 
Municipal Property Assessment Corporation (MPAC) which is the current method being used to 
apportion the levy.  


Recently, the Board of Health for the Leeds, Grenville and Lanark District Health Unit received 
information from the Municipal Property Assessment Corporation (MPAC) (See Appendix #2) that 
stated:  


 “The Ontario Population Report (OPR) is based on information contained in MPAC’s Names 
Database and is produced upon conclusion of each municipal enumeration which correlates 
with the timing of regular municipal and school board elections that now occur every 4 years. 
The Report is distributed to all municipalities, certain provincial ministries and other 
stakeholders.  


“The OPR figures are developed from information gathered for assessment and enumeration 
purposes. These figures should not be confused with population data published by Statistics 
Canada that are produced from dedicated population counting and estimating processes 
conducted every 5 years.”  


“The most accurate municipal population numbers are produced by Statistics Canada based on 
the most recent census.” 


 







The Honourable Eric Hoskins 
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June 1, 2017 
 


Given MPAC states that the population numbers produced by Statistics Canada are more accurate than 
those produced by MPAC, the Board requests that Ontario Regulation 489/97 Allocation of Board of 
Health expenses be amended as follows: 


1. (1) If the obligated municipalities in a health unit fail to agree on the proportion of the 
expenses referred to in subsection 72 (1) of the Act to be paid by each of them, each obligated 
municipality in the health unit shall pay the proportion of the expenses that is determined by 
dividing its population by the sum of the populations of all the obligated municipalities in the 
health unit. O. Reg. 489/97, s. 1 (1). 


(2) In this section, 


“population” means, with respect to an obligated municipality, the population of the obligated 
municipality as determined from the most recent Census conducted by Statistics Canada.  


The Board of Health looks forward to hearing from you regarding this important issue.  


Sincerely, 


 


Anne Warren, Board Chair 
Leeds, Grenville and Lanark District Health Unit 


AW/hb 


cc: Steve Clark, MPP Leeds-Grenville 
      Randy Hillier, MPP Lanark-Frontenac-Lennox and Addington 
      John MacLaren, MPP Carleton-Mississippi Mills 
      Ontario Boards of Health   







  HEALTH PROTECTION AND PROMOTION ACT 


Payment by obligated municipalities  


72. (1) The obligated municipalities in a health unit shall pay,  


(a) the expenses incurred by or on behalf of the board of health of the health unit in the performance of 
its functions and duties under this or any other Act; and  


(b) the expenses incurred by or on behalf of the medical officer of health of the board of health in the 
performance of his or her functions and duties under this or any other Act. 1997, c. 30, Sched. D, s. 8.  


Agreement  


(3) The obligated municipalities in a health unit shall pay the expenses referred to in subsection (1) in 
such proportion as is agreed upon among them. 1997, c. 30, Sched. D, s. 8.  


If no agreement  


(4) If the obligated municipalities in a health unit fail to agree on the proportion of the expenses 
referred to in subsection (1) to be paid by each of them, each obligated municipality in the health unit 
shall pay the proportion of such expenses that is determined in accordance with the regulations. 1997, 
c. 30, Sched. D, s. 8.  


 


ONTARIO REGULATION 489/97 


ALLOCATION OF BOARD OF HEALTH EXPENSES 


Consolidation Period: From April 1, 2005 to the e-Laws currency date. 


1. (1) If the obligated municipalities in a health unit fail to agree on the proportion of the expenses 
referred to in subsection 72 (1) of the Act to be paid by each of them, each obligated municipality in the 
health unit shall pay the proportion of the expenses that is determined by dividing its population by the 
sum of the populations of all the obligated municipalities in the health unit. O. Reg. 489/97, s. 1 (1). 


(2) In this section, 


“population” means, with respect to an obligated municipality, the population of the obligated 
municipality as determined from the most recent enumeration conducted under section 15 of the 
Assessment Act. O. Reg. 489/97, s. 1 (2). 


(3) In this section, 


“assessment”, with respect to real property, means the assessment for the real property made under 
the Assessment Act according to the last returned assessment roll;  


“population” means population as determined from the most recent enumeration conducted under 
section 15 of the Assessment Act. O. Reg. 142/05, s. 1. 


Appendix #1 
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MUNICIPAL PROPERTY ASSESSMENT CORPORATION 


ONTARIO POPULATION REPORT 


What is the OPR? 


The Ontario Population Report (OPR) is based on information contained in MPAC’s Names Database and 
is produced upon conclusion of each municipal enumeration which correlates with the timing of regular 
municipal and school board elections that now occur every 4 years. The Report is distributed to all 
municipalities, certain provincial ministries and other stakeholders. The OPR is not an ‘estimate’. The 
OPR (and any adhoc population count done between enumeration years and/or obtained through the 
Population Report option provided via Municipal Connect™) is based on actual point-in time counts of 
current names in MPAC’s database. 


Note: The OPR figures are developed from information gathered for assessment and enumeration 
purposes. These figures should not be confused with population data published by Statistics Canada that 
are produced from dedicated population counting and estimating processes conducted every 5 years (see 
Factors Affecting Population Counts below). 


Information Sources and Collection Methods 


The primary source of owner names is the land transfer process. This results in a high degree of 
accuracy and currency for owner information but does not include other family members. The primary 
source of tenant names has traditionally been through the Tenant Information Program (TIP) where 
landlords with seven or more residential units are obliged to annually supply MPAC with the names of 
the tenants in their buildings. Landlords usually supply MPAC with whatever names are on their rent 
roll, typically one name per unit. This source does not include children or other occupants. Beginning in 
2014, tenant names are also being received from the National Register of Electors and during an 
enumeration event, via MPAC’s voterlookup.ca online elector update/confirmation website. Name 
information is no longer collected through the mailout of ‘Municipal Enumeration Forms’ (MEFs) during 
municipal election years. To collect names of children and other occupants, including the missing birth 
dates, citizenship confirmations and school support of tenants and owners, MPAC traditionally mailed 
out ‘Request for Occupant Information’ (ROI) forms. Compliance is voluntary and returns as low as 20%. 
In addition, owners and tenants have the option of updating their household occupant information 
when calling MPAC’s Customer Contact Centre.  


Factors Affecting Population Counts 


In comparison to Statistics Canada, MPAC typically under-reports population numbers for Ontario, 
primarily in the under 20 to 25 year-old range. The reasons for this are: 


• There is no legislated requirement for owners of rental properties with fewer than seven units 
to supply MPAC with tenant names. 


• Historically, although approximately 50% of owners respond to Occupancy Questionnaires, 
compliance for tenants has been approximately 20%. 


• When in receipt of properly documented information, MPAC is obliged to change its database 
accordingly which usually requires the removal of existing names from a property record and 
replacing them with the new name(s). The process of removing names automatically includes 


Appendix #2 







any children or other occupants currently listed at the identified address. These names are 
recovered, only if they reappear at a future point through other source data/data-matching. 


• Under instructions from Ontario’s Deputy Registrar, municipal clerks no longer send MPAC the 
names of newborns. The cumulative effect since the early 90’s has been the slow degradation of 
OPR numbers, particularly those under the age of 20.  


The most accurate municipal population numbers are produced by Statistics Canada based on the most 
recent census. 


(From Beverley Disney 
Account Manager, Municipal and Stakeholder Relations Department 
Municipal Property Assessment Corporation) 
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May 15, 2017 
 
 
The Honourable Dr. Eric Hoskins 
Minister of Health and Long-Term Care 
Hepburn Block, 10th Floor 
80 Grosvenor Street 
Toronto, Ontario M7A 2C4 
 
Dear Minister Hoskins: 
 
Re: Marijuana controls under Bill 178, Smoke-Free Ontario Act, 2016 
 
On May 10th, 2017, at a regular meeting of the Board of Health at Elgin St. Thomas Public 
Health, letters were brought forward that were supported by the Simcoe Muskoka District Health 
Unit and Windsor-Essex County Health Unit regarding the inclusion of marijuana as a 
prescribed product or substance under Bill 178, Smoke-Free Ontario Act amendment, 2016. 
The Elgin St. Thomas Board of Health supports the position of the Simcoe Muskoka District 
Health Unit and Windsor-Essex County Health Unit recommending the amendment to include 
marijuana as a prescribed substance.  
 
If not regulated appropriately, the legalization of marijuana and its use in Canada will be 
accompanied by significant population health risks particularly as it relates to early and frequent 
use with a focus on high risk groups such as youth, drivers, those at risk for addiction and 
mental health disorders, and pregnant and lactating women. There are many lessons that have 
been learned from successful tobacco control in Ontario which can be transferred to the 
emerging issue of marijuana. This includes the coordination of prevention, cessation, protection, 
and enforcement policies which are designated to support each other, leading to minimized risk 
and improved population health outcomes.  
 
Bill 178, Smoke-Free Ontario Amendment Act, 2016 will allow for the Ontario legislature to 
prohibit the use of certain products and substances under the Smoke-Free Ontario Act 
regulatory framework. Specifically, it will allow the legislature to prohibit the smoking of 
prescribed products or substances in all places where smoking tobacco is prohibited, in addition 
to other protections and requirements. 
 
This legislation presents a chance to manage the emerging issue of marijuana use in our 
community. The legislature has the opportunity to list marijuana as a prescribed product or 
substance under this Act and in doing so, Ontario will be better positioned to reduce the harm 
caused by smoking and vaping, as well as the exposure to second-hand marijuana smoke of 
vapor. Research has confirmed the presence of known carcinogens and other chemicals  
 
 
 







    
 


 


implicated in respiratory and cardiovascular diseases in the second-hand smoke of marijuana 
cigarettes. By prohibiting the smoking of all marijuana in all places where the smoking of 
tobacco is prohibited, children, youth and adults in our communities will have much lower public 
and second-hand exposure to the use of marijuana. 
 
Elgin St. Thomas Public Health commends the provincial government on amending the Smoke-
Free Ontario Act to allow for wider protections. Should enforcement of the amendment fall in 
part to health units, it is critical that long-term funding accompany the initiative to support 
comprehensive harm reduction, cessation, protection, prevention and enforcement measures to 
give health units the opportunity to succeed.  
 
Lastly, it is recommended that the above mentioned protections are expanded into the 
Electronic Cigarettes Act, where the prohibitions related to use in public spaces have yet to be 
enacted. The vaping of marijuana will be effectively prohibited in all place where smoking 
tobacco is prohibited once all provisions of the Electronic Cigarettes Act come into force. 
 
Thank you, 
 


     
Dr. Joyce Lock, MD, CCFP (EM), FRCP(C)   Cynthia St. John, MBA 
Medical Officer of Health     Executive Director 
Elgin St. Thomas Public Health    Elgin St. Thomas Public Health 
 
 
c. Chief Medical Officer of Health of Ontario 
 Association of Local Public Health Agencies 
 Ontario Public Health Association 
 Jeff Yurek, MPP Elgin-Middlesex-London 
 Municipal Councils in Elgin St. Thomas 
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Your knowledge and expertise informed and directed the SFO-SAC 2016's overall committee 


work, working group contributions and completion of the Evidence to Guide Action: 


Comprehensive Tobacco Control in Ontario {2016} Report. This comprehensive and timely 


Report will set the stage for future tobacco control in Ontario. The final report is available at: 


www.publichealthontario.ca/tobaccocontrol. 


Once again, I thank you for your efforts. We look forward to continuing to work together to 


reduce tobacco use in Ontario, and contributing to Ontarians achieving the best health possible. 


Sincerely, 


Public Health Ontario 


Professor, Dalla Lana School of Public Health, University of Toronto 


Adjunct Professor, Department of Public Health Sciences, Queen's University 


Professor, Faculty of Health Sciences, McMaster University 


c: Dr. Heather Manson 


Dr. Joanna Cohen 


Dr. George Pasut 
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Terms of Reference for the Modernization of  
Smoke Free Ontario Executive Steering Committee  


These Terms of Reference set out the mandate and scope for the Modernization of 
Smoke Free Ontario Executive Steering Committee (ESC). 


Background 


Almost one in five Ontarians (17.4%), as per 2014 CCHS data, currently smoke Direct 
health care costs from treating tobacco-induced illness total $2.2 billion annually, with 
another $5.3 billion lost each year in Ontario to indirect costs. The landscape is 
complicated by the emergence of vaping products and other products and substances. 


The introduction of the Smoke Free Ontario Act (SFOA) in 2006 provided the foundation 
for current programs and services to support tobacco control across the province.  In 
2011, the government further demonstrated its commitment to tobacco control efforts 
through new investments to help more people quit smoking, work with young people 
and educators to keep schools smoke-free, and stepping up action on illegal tobacco.  


In 2015, The Making Healthier Choices Act, 2015 (MHCA) created new legislation, the 
Electronic Cigarettes Act (ECA) which regulates the sale, use, display and promotion of 
e-cigarettes in Ontario.  


Provisions related to the sale and supply of e-cigarettes to minors came into effect in 
January 2016; however the provisions related to the use, display and promotion remain 
outstanding.  These will be addressed as part of the policy and legislative aspects in the 
new modernized Smoke-Free Ontario (SFO) Strategy. 


Context 


More than 10 years on since the launch of SFOA, the landscape and environment has 
changed significantly.  The transformation of the health system to support integrated 
services and streamlined navigation for all users, the prevalence of other substances, 
as well as the emergence of new products in the marketplace, all provide the 
government with the opportunity to chart a new strategic course.  


The modernization of the SFO Strategy will take a collaborative and comprehensive 
approach to revisit existing priorities, identify gaps, and provide advice and 
recommendations for new priorities in order to continue to drive progress and action to 
achieve lower smoking prevalence rates. 


A multi-jurisdictional approach is needed to make a true impact, and the Ministry of 
Health and Long-Term Care will continue to collaborate with Health Canada and other 
federal partners to ensure alignment of work and leveraging opportunities, particularly 
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those that work toward collective impact. 


Membership  


The Ministry will establish an Executive Steering Committee (ESC) with members 
participating as leaders and experts in their fields.  The ministry seeks their impartial 
and thoughtful observations, knowledge and expertise in the development of the 
modernized SFO Strategy.  Presentations of relevant reports, best practices etc. will be 
built into the discussions. 


The ESC (see proposed membership in Appendix) will work in partnership with the 
ministry to develop the modernized SFO Strategy, including integration of the existing 
pillars of prevention, protection, and cessation with the emergence of new products and 
substances other than tobacco as they emerge.  A cross-cutting theme of research, 
surveillance and evaluation will also be included, and the role the tobacco industry will 
discussed across each theme. 


Mandate 


As part of the modernization of SFO Strategy, the ministry seeks to identify strategic 
and programmatic priorities, building on the lessons learned, addressing the current 
landscape of emerging issues and products, and incorporating new and emerging 
evidence.  


The ESC will provide advice and recommendations to be reflective of the Ontario 
context, grounded in evidence and best practices (including those identified in the 
Scientific Advisory Committee’s 2.0 published May 2017), culturally appropriate, 
responsive to priority issues, and aligned with the government’s strategic vision and 
priorities.  Advice will also consider bold and innovative approaches within the main 
themes of the policy framework, and identify levers across all sectors that have a 
fundamental impact on tobacco control. 


Once the work of the ESC is completed, broader consultations on the draft modernized 
strategy will take place prior to any finalization and official release of the new strategy. 


Elements for discussion include, but are not limited to: 


 Strategy targets and goals; 


 Engagement process; 


 Strategic priorities; 


 Interventions and policies;  


 Indicators and outcomes; 


 Implementation considerations; 


 Opportunities for potential roles of delivery partners;  


 Structure for ongoing review and monitoring; 


 Evaluation and continuous quality improvement; 
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 Promotion and education; 


 Quality and credibility of evidence. 


Time Frame 


The ESC will meet (in person or via teleconference) 5-6 times, starting in late May.  
Each meeting will be approximately half a day and take place in Toronto.  Targeted 
completion for ESC meetings is end of July 2017. 


Broader consultations are aimed to take place in August of 2017, and will be carried out 
by MOHLTC.  


Deliverables 


ESC advice and recommendations will be reflected in a final report which will be 
presented to the Minister of Health and Long Term Care. 


Travel  


The MOHLTC will reimburse eligible travel and accommodation costs, as per the 
Management Board of Cabinet’s Travel, Meal and Hospitality Expenses Directive 
(January 2017). 


Governance and Accountability 


The ESC will be Co-Chaired by Roselle Martino, Assistance Deputy Minister, Population 
and Public Health Division, and Dr. Andrew Pipe, Division Head of Prevention and 
Rehabilitation, University of Ottawa Heart Institute.  


The ESC will be accountable to the MOHLTC. Linkages and strategic direction arising 
from other concurrent MOHLTC processes which impact the work of the ESC, as well 
as initiatives/activities of other ministries will be brought forward by the MOHLTC for 
discussion with ESC as appropriate. 


Confidentiality  


As privileged and confidential information may be shared at meetings, members must 
exercise discretion, and respect confidentiality of meeting proceedings. Members will be 
asked to sign a confidentiality and conflict of interest form.  


Secretariat  


The Health Protection Policy and Programs Branch, Population and Public Health 
Division will provide secretariat support for the ESC.    
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Appendix 1: Membership  
 


Centre for Addiction and Mental Health (CAMH)  


College of Family Physicians of Canada 


Council of Ontario Medical Officers of Health  (COMOH) 


Ontario Campaign for Action on Tobacco (OCAT)  


Ontario Division, Canadian Cancer Society (CCS) 


Ontario Lung Association (OLA) 


Ontario Mission, Heart and Stroke Foundation (HSF)  


Ontario Pharmacists Association (OPA) 


Ontario Tobacco Research Unit  (OTRU) 


Propel Centre for Population Health Impact, University of Waterloo 


Public Health Ontario (PHO)  


Registered Nurses’ Association of Ontario (RNAO) 


Smoking and Health Action Foundation (SHAF) 
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Serving the residents of Curve Lake and Hiawatha First Nations, and the County and City of Peterborough 


Jackson Square, 185 King Street, Peterborough, ON K9J 2R8 
P: 705-743-1000 or 1-877-743-0101 


F: 705-743-2897 
peterboroughpublichealth.ca 


 


 
 
 
June 7, 2017 
 
The Honourable Dr. Jane Philpott 
Minister of Health 
Government of Canada 
House of Commons 
Ottawa, ON K1A 0A6 
Hon.Jane.Philpott@Canada.ca 
 
Dear Minister Philpott: 
 
Re: Moving forward on the Federal Opioid Strategy 
 
On behalf of our Board of Health, I am writing to express our support of moving the Federal Opioid Strategy 
forward and to further develop the recommendations within the federal document entitled “Action on Opioid 
Misuse”.   
 
Our Board believes that a fulsome federal opioid strategy, with targets, timelines and deliverables will support 
the work happening both locally and provincially to decrease opioid-related harm and commend the 
commitments you have made as part of the federal action on opioids.  Building on the recommendation made 
by the Simcoe Muskoka District Health Unit Board of Health, our Board also strongly urges the federal 
government to encourage the Ontario Ministry of Health & Long-Term Care to follow suit with setting targets, 
timelines and deliverables on their commitment as part of the Joint Statement of Action to address the Opioid 
Crisis.  This includes allocating appropriate resources to Ontario’s Strategy to Prevent Opioid Addiction and 
Overdose to ensure there is reasonable capacity to respond and implement these recommendations, 
especially for front-line harm reduction workers.  
 
Additionally, we were encouraged to learn of the Alberta Minister of Health’s creation of an Opioid Emergency 
Response Commission, from a media announcement released on May 31, 2017.  With a mandate of urgent 
and coordinated action to respond to the opioid crisis, the inclusion of a diverse group of representatives with 
strong expertise in evidence and experience, and dedicated funding, this Opioid Emergency Response 
Commission is a positive step forward to saving lives now, and a step we urge the federal government to 
encourage other provinces, including Ontario, to do the same.   
 
Given the significant harms associated with opioid use, we appreciate the leadership and action you have 
taken to date at a federal level, and look forward to your continued leadership in supporting the provinces to 
move this work forward in alignment with federal efforts. 
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Serving the residents of Curve Lake and Hiawatha First Nations, and the County and City of Peterborough 


 
 
Yours in health, 
 
Original signed by 
 
Mayor Mary Smith 
Chair, Board of Health  
 
/ag 
Encl 
 
cc:   Local MPs 
 Local MPPs 


Dr. Theresa Tam, Interim Chief Public Health Officer 
Association of Local Public Health Agencies 
Ontario Boards of Health 
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April 19, 2017 
 
The Honourable Jane Philpot 
Minister of Health 
House of Commons 
Ottawa, ON K1A 0A6 
 
Dear Minister Philpot: 
 
Re: Moving forward on the Federal Opioid Strategy 
 
On behalf of the Simcoe Muskoka District Health Unit (SMDHU) Board of Health, I would like to 
take this opportunity to commend you, and the Ministry of Health, in releasing Health Canada’s 
Action on Opioid Misuse 1 in response to the issue of opioid use and its devastating effects 
throughout Canada.  
 
Ontario has one of the highest provincial opioid prescription rates and has experienced thirteen 
years of increasing and record-setting opioid overdose fatalities, which now rank as the third 
leading cause of accidental death, and more than double the number of people killed in motor 
vehicle collisions. More than 5000 Ontarians have died of an opioid overdose since 2000, the vast  
majority unintentionally.2 
 
The opioid issue is of particular concern to us locally, as the opioid poisoning emergency visit rates 
in Simcoe Muskoka have been increasing since 2003, and have been significantly higher than the 
provincial rates since 2004.3  SMDHU staff have been involved in a number of activities to date to 
help address opioid related harms in Simcoe Muskoka including promotion of fentanyl patch for 
patch programs, coordination of local drug strategy coalitions and provision of naloxone kits and 
training to people who use opioids and their friends and family. In addition, SMDHU is co-hosting 
an inaugural meeting of key stakeholders for the purpose of creating a Simcoe Muskoka Opioid 
Strategy on May 25, 2017, along with the North Simcoe Muskoka Local Health Integration Network 
and the Simcoe Muskoka Alcohol and Other Drug Strategy Working Group. 
 
In response to the significant harms associated with both prescription and illicit opioid use in 
Simcoe Muskoka, the SMDHU Board of Health strongly urges the Federal Ministry of Health to 
further develop the recommendations within the federal document entitled Action on Opioid 
Misuse, with targets, timelines and deliverables, and to communicate developments with key 
stakeholders in a timely way. This will support efforts occurring locally and provincially to address 
the issue, and will have the greatest opportunity to realize decreases in opioid related harm. Given 
the pressing nature of this continually evolving issue, we strongly urge the federal government to 
move quickly in mitigating further harms.  
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Leadership and action at all levels of government and across sectors are urgently needed. We 
appreciate your actions to date and look forward to your continued leadership in addressing the 
morbidity and mortality associated with opioid use, misuse, and addictions. 
 
Sincerely, 
 
ORIGINAL SIGNED BY 
 
Barry Ward 
Vice Chair, Board of Health 
Simcoe Muskoka District Health Unit 
 
BW:CG:mk 
 
c. Association of Local Public Health Agencies  


Boards of Health in Ontario 
North Simcoe Muskoka LHIN 
Central LHIN 
Simcoe Muskoka Alcohol and Other Drug Strategy 
Dr. Kellie Leitch, MP 
Tony Clement, MP  
Alex Nuttall, MP 
John Brassard, MP 
Bruce Stanton, MP 
Peter Van Loan, MP 


 
 
References: 
1. http://healthycanadians.gc.ca/healthy-living-vie-saine/substance-abuse-toxicomanie/misuse-plan-abus-


index-eng.php 
2. http://www.drugstrategy.ca/uploads/5/3/6/2/53627897/prescription_for_life_june_1_2015.pdf 
3. Ambulatory Visits & Population Estimates (2003-2015).  Ontario Ministry of Health and Long-term Car, 


IntelliHEALTH, Ontario, Date Extracted: (Jan13, 2017.  ICD-10codes(Any Dx):T400-T404;T406:  Age 
standardized using the 20011 Canadian Standard Population.  
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April 28, 2017 


 


The Honourable Eric Hoskins 


Minister 


Ministry of Health and Long-Term Care 


Hepburn Block, 10 Floor 


80 Grosvenor Street 


Toronto, ON   M7A 2C4 


           


Dear Minister Hoskins, 


 


Re: Opioid Use  


 


At its April 20, 2017 meeting, under Correspondence item b), the Middlesex-London Board of Health voted to 


endorse the following: 


 


Date:  2017 February 28 


Topic:  Opioid Use in Sudbury District 


From:  Sudbury & District Health Unit 


To:   The Honourable Dr. Eric Hoskins 


 


Background: 


The Sudbury District Health Unit passed a resolution which congratulates the Ontario Minister of Health 


and Long-Term Care and Chief Medical Officer on signing a joint statement of action committing to 


address the burden of opioid-related harms and the provincial opioid strategy. They further requested that 


plans be developed with targets, deliverables and timelines that are supported by stakeholders such as 


Board of Health and that the Federal Minister of Heath communicate and promptly implement the federal 


opioid strategy.  


 


Recommendation: 


Endorse. 


 


It was moved by Mr. Peer, seconded by Ms. Vanderheyden that the Board of Health endorse item b). 


Carried 


 


The Middlesex-London Board of Health supports and congratulates the federal and provincial governments for 


signing a Joint Statement of Action committed to addressing the burden of Opioid-related harms and looks 


forward to further opioid action plans to respond to the ongoing issue of opioid use and opioid-related harms. 


 


Sincerely, 
 


 
Jesse Helmer, Chair 


Middlesex-London Board of Health 


 


 


cc: Dr. Penny Sutcliffe, Medical Officer of Health & Chief Executive Officer, Sudbury & District Health Unit 


 All Ontario Health Units 







 


 


 


 


February 28, 2017 


 


VIA ELECTRONIC MAIL 


 


 


The Honourable Eric Hoskins 


Minister – Minister’s Office  


Ministry of Health and Long-Term Care  


Hepburn Block, 10th Floor  


80 Grosvenor St  


Toronto, ON  M7A 2C4  


 


Dear Minister Hoskins: 


 


Re: Opioid Use in Sudbury & District 


 


At its meeting on February 16, 2017, the Sudbury & District Board of Health 


carried the following resolution #12-17: 


 


WHEREAS the Sudbury & District Board of Health is alarmed by the 


rise in opioid-related harms as evidenced by a tripling of the number 


of opioid prescriptions in Canada over the past decade and the 


growing number of opioid-related poisonings presenting to Ontario 


emergency departments; and 
 


WHEREAS within Greater Sudbury indicators of harmful opioid use 


exceed those for the province, including the rates of opioid users, 


opioid maintenance therapy use, high strength opioid use, opioid-


related emergency department visits, hospital visits and hospital 


deaths; and 


 


WHEREAS federal and provincial governments have signed a Joint 


Statement of Action committed to addressing the burden of opioid-


related harms in Canada and, recently, Ontario announced a 


provincial opioid strategy that includes modernizing opioid 


prescribing and monitoring, improving the treatment of pain and 


enhancing addiction supports and harm reduction; and 


 


WHEREAS the Community Drug Strategy for the City of Greater 


Sudbury, of which the Sudbury & District Health Unit is a leading 


member, supports Ontario’s opioid strategy and is committed to 


implementing the strategy within the local context; 
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THEREFORE BE IT RESOLVED the Sudbury & District Board of Health congratulate 


the Ontario Minister of Health and Long-Term Care and the Chief Medical Officer of 


Health, as the province’s first Provincial Overdose Coordinator, and request that the 


new provincial plan be further developed with targets, deliverables and timelines that 


are supported by regular communication to stakeholders and partners such as boards 


of health; and 


 


FURTHER THAT the Sudbury & District Board of Health urge the federal Minister of 


Health to similarly communicate and promptly implement the federal opioid strategy. 


 


Work is underway to address opioid use and opioid-related harms in Sudbury and District. 


This includes addressing gaps in naloxone supply and distribution, developing an early alerting 


network to increase awareness and response to opioid use and overdose, and developing a local 


opioid action plan. However, this is an issue that goes beyond the local context and requires a 


coordinated, comprehensive and timely provincial and federal response.  


 


Members of the Sudbury & District Board of Health commend the Minister on working with the 


federal government in calling for national and provincial opioid action plans to respond to the 


burgeoning issue of opioid use and opioid-related harms. The Board strongly urges that the 


province promptly implements its plan and encourages the same of the federal government. We 


look to your continued strong leadership to protect and promote the health of Ontarians. 


 


Sincerely, 
 


 
 


Penny Sutcliffe, MD, MHSc, FRCPC 


Medical Officer of Health and Chief Executive Officer 


 


cc: The Honourable Jane Philpott, Minister of Health, Health Canada 


 The Honourable Kathleen Wynne, Premier of Ontario 


Ms. Roselle Martino, Assistant Deputy Minister, Population and Public Health Division 


 Dr. David Williams, Chief Medical Officer of Health 


 Mr. Marc Serré, MP, Nickel Belt 


 Mr. Paul Lefebvre, MP, Sudbury 


 Ms. Carol Hughes, MP, Algoma-Manitoulin-Kapuskasing 


 Mr. Glenn Thibeault, MPP, Sudbury 


 Ms. France Gélinas, MPP, Nickel Belt 


 Mr. Michael Mantha, MPP, Algoma-Manitoulin 


 Ms. Linda Stewart, Executive Director, Association of Local Public Health Agencies 


 Ontario Boards of Health 
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February 28, 2017 


 


VIA ELECTRONIC MAIL 


 


 


The Honourable Eric Hoskins 


Minister – Minister’s Office  


Ministry of Health and Long-Term Care  


Hepburn Block, 10th Floor  


80 Grosvenor St  


Toronto, ON  M7A 2C4  


 


Dear Minister Hoskins: 


 


Re: Opioid Use in Sudbury & District 


 


At its meeting on February 16, 2017, the Sudbury & District Board of Health 


carried the following resolution #12-17: 


 


WHEREAS the Sudbury & District Board of Health is alarmed by the 


rise in opioid-related harms as evidenced by a tripling of the number 


of opioid prescriptions in Canada over the past decade and the 


growing number of opioid-related poisonings presenting to Ontario 


emergency departments; and 
 


WHEREAS within Greater Sudbury indicators of harmful opioid use 


exceed those for the province, including the rates of opioid users, 


opioid maintenance therapy use, high strength opioid use, opioid-


related emergency department visits, hospital visits and hospital 


deaths; and 


 


WHEREAS federal and provincial governments have signed a Joint 


Statement of Action committed to addressing the burden of opioid-


related harms in Canada and, recently, Ontario announced a 


provincial opioid strategy that includes modernizing opioid 


prescribing and monitoring, improving the treatment of pain and 


enhancing addiction supports and harm reduction; and 


 


WHEREAS the Community Drug Strategy for the City of Greater 


Sudbury, of which the Sudbury & District Health Unit is a leading 


member, supports Ontario’s opioid strategy and is committed to 


implementing the strategy within the local context; 
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THEREFORE BE IT RESOLVED the Sudbury & District Board of Health congratulate 


the Ontario Minister of Health and Long-Term Care and the Chief Medical Officer of 


Health, as the province’s first Provincial Overdose Coordinator, and request that the 


new provincial plan be further developed with targets, deliverables and timelines that 


are supported by regular communication to stakeholders and partners such as boards 


of health; and 


 


FURTHER THAT the Sudbury & District Board of Health urge the federal Minister of 


Health to similarly communicate and promptly implement the federal opioid strategy. 


 


Work is underway to address opioid use and opioid-related harms in Sudbury and District. 


This includes addressing gaps in naloxone supply and distribution, developing an early alerting 


network to increase awareness and response to opioid use and overdose, and developing a local 


opioid action plan. However, this is an issue that goes beyond the local context and requires a 


coordinated, comprehensive and timely provincial and federal response.  


 


Members of the Sudbury & District Board of Health commend the Minister on working with the 


federal government in calling for national and provincial opioid action plans to respond to the 


burgeoning issue of opioid use and opioid-related harms. The Board strongly urges that the 


province promptly implements its plan and encourages the same of the federal government. We 


look to your continued strong leadership to protect and promote the health of Ontarians. 


 


Sincerely, 
 


 
 


Penny Sutcliffe, MD, MHSc, FRCPC 


Medical Officer of Health and Chief Executive Officer 


 


cc: The Honourable Jane Philpott, Minister of Health, Health Canada 


 The Honourable Kathleen Wynne, Premier of Ontario 


Ms. Roselle Martino, Assistant Deputy Minister, Population and Public Health Division 


 Dr. David Williams, Chief Medical Officer of Health 


 Mr. Marc Serré, MP, Nickel Belt 


 Mr. Paul Lefebvre, MP, Sudbury 


 Ms. Carol Hughes, MP, Algoma-Manitoulin-Kapuskasing 


 Mr. Glenn Thibeault, MPP, Sudbury 


 Ms. France Gélinas, MPP, Nickel Belt 


 Mr. Michael Mantha, MPP, Algoma-Manitoulin 


 Ms. Linda Stewart, Executive Director, Association of Local Public Health Agencies 


 Ontario Boards of Health 
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Serving the residents of Curve Lake and Hiawatha First Nations, and the County and City of Peterborough 


Jackson Square, 185 King Street, Peterborough, ON K9J 2R8 
P: 705-743-1000 or 1-877-743-0101 


F: 705-743-2897 
peterboroughpublichealth.ca 


 


June 7, 2017 
 
The Honourable Dr. Eric Hoskins 
Minister of Health and Long-Term Care 
10th Floor, Hepburn Block  
80 Grosvenor Street 
Toronto, ON M7A 2C4 
ehoskins.mpp@liberal.ola.org 
 
Dear Minister Hoskins: 
 
Re:  Assessment of the Healthy Menu Choices Act 
 
On behalf of our Board of Health, I am writing to you in support of the Leeds, Grenville and Lanark District 
Health Unit’s call for transparency regarding the indicators of success of the newly implemented Healthy 
Menu Choices Act.  Our Board believes that it is important to equip consumers to make informed food 
choices. Given the significant investment of resources it takes to implement the Healthy Menu Choices Act at 
a local level, we request that the provincial government communicate to all stakeholders how the impact of 
the Act will be assessed. 
 
In addition to indicators of success of the newly implemented act, our board requests transparency 
regarding the evaluation of related promotional activities and campaigns led by the Ministry of Health and 
Long-Term Care.  Possible considerations to evaluate include: 
 


 the effectiveness of emphasizing calories (rather than a whole foods approach, emphasizing the 
importance of a variety of nutrients, from minimally processed foods); 


 the effects of the marketing campaign comparing equally unhealthy choices, and use of messages 
with sexual overtones (e.g., food items stripping); 


 short and long term effectiveness of act on choices made by Ontarians;  


 possible adverse effects of labelling of calories alone in relation to disordered eating patterns and 
promoting healthy relationships with food; and 


 accuracy of calories displayed on menus compared to what consumers are purchasing. 
 
Our board of health is committed to protecting and promoting the health and well-being of our residents.  
We are supportive of evidence based interventions that accomplish health goals and would welcome 
information regarding the evaluation of both the Healthy Menu Choices Act, and the approach taken to 
promote Ministry-led awareness activities that support our local efforts. 
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Serving the residents of Curve Lake and Hiawatha First Nations, and the County and City of Peterborough 


 
 
Yours in health, 


 
Mayor Mary Smith 
Chair, Board of Health 
 
/ag 
Encl. 
 
cc:  Local MPPs 


Dr. David Williams, Chief Medical Officer of Health, MOHLTC 
Association of Local Public Health Agencies 
Ontario Boards of Health 
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March 22, 2017 
 


 
VIA EMAIL 
 


 
The Honourable Eric Hoskins  
Minister – Minister’s Office  
Ministry of Health and Long-Term Care  
Hepburn Block, 10th Floor  
80 Grosvenor St  
Toronto, ON M7A 2C4  


Dear Minister Hoskins: 


The Leeds, Grenville and Lanark Board of Health is very concerned about two recent initiatives of the 
Ministry of Health and Long-Term Care – the Expert Panel on Public Health and the Healthy Menu 
Choices Act. 


With respect to the Expert Panel on Public Health, you stated in your letter of January 18, 2017: 


“The work of the Panel will include a review of various operational models for the 
integration of public health into the broader health system and the development of 
options and recommendations that will best align with the principles of health 
system transformation, enhance relationships between public health, LHINs and 
other public sector entities and improve public health capacity and delivery.” 


We have learned that the work of the Expert Panel will be done in confidence and will not include 
consultation with local public health units. This is in contrast to the Liberal government’s commitment 
to transparency in its work. The Expert Panel will be making recommendations that could have a 
profound impact on how we do business, and yet we won’t have any opportunity to provide input into 
the discussion or the options being considered. To rectify this concern, the Board requests that all 
recommendations from the Expert Panel be made public, and that a formal consultation process be 
undertaken with all Ontario public health units before any decisions are made about the integration of 
public health into the broader health system.  


 


 







The Honourable Eric Hoskins 
Page 2 
March 22, 2017 


 
The implementation of the Healthy Menu Choices Act requires a significant investment of resources at 
the local level and among the food premise industry. Concerns have been raised by other organizations 
about the effectiveness of this measure. Has the Ministry of Health and Long-Term Care identified 
indicators of success that will assess if this investment is justified; and are these indicators being 
tracked?  The Liberal government has publicly stated a commitment to accountability. The Board of 
Health requests that the Minister respect this commitment and notify all parties how the impact of the 
Healthy Menu Choices Act will be assessed.  


 
Sincerely, 


 


 
 


Anne Warren, Chair  
Board of Directors 
Leeds, Grenville and Lanark District Health Unit 


 
AW/hb 


 
cc: Steve Clark, MPP Leeds-Grenville 


       Randy Hillier, MPP Lanark-Frontenac-Lennox and Addington 
       Jack MacLaren, MPP Carleton-Mississippi Mills 
       Ontario Boards of Health 
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June 7, 2017 


VIA EMAIL 


The Honourable Eric Hoskins  
Minister – Minister’s Office  
Ministry of Health and Long-Term Care  
Hepburn Block, 10th Floor  
80 Grosvenor St  
Toronto, ON M7A 2C4  
 
Dear Minister Hoskins: 


RE: LGL Board of Health Letter in Support of Low Income Adult Dental Program in Ontario 


In Ontario, there is no provincial dental program for low-income working adults and seniors. Despite the 
well documented importance of good oral healthcare, it is not covered by our provincial healthcare 
system.  In 2014, the Ontario government promised to extend dental programs to low-income adults by 
2025. This gap in our healthcare system cannot wait.  
 
Untreated oral disease not only affects an individual’s health, well-being, and self-esteem, but has 
significant cost implications on our health care system as well. Poor oral health is linked to diabetes, 
cardiovascular disease, respiratory diseases, adverse pregnancy outcomes, and poor nutrition. When 
tooth decay and periodontal disease are left untreated, chronic pain and/or infection may result. 
 
In Ontario, an estimated 2-3 million people cannot afford to see a dentist (Ontario Oral Health Alliance, 
2017). Limited dental coverage is available for adults in receipt of OW or ODSP benefits, but low-income 
working adults and seniors must pay for dental care. If they cannot afford to see a dentist, they may visit 
a hospital emergency department or family doctor for relief of pain.  
 


• In 2015, there were almost 61,000 visits to hospital emergency rooms across Ontario for oral 
health problems. The most common complaints were abscesses and pain. At a minimum cost of 
$513 per visit, the estimated cost was at least $31 million (Ontario Oral Health Alliance, 2017). 
 


• In 2014, there were approximately 222,000 visits to physicians for similar oral health problems. 
At a minimum cost of $33.70 per visit, the estimated cost was at least $7.5 million (Ontario Oral 
Health Alliance, 2017). 


 


 







The Honourable Eric Hoskins 
Page 2 
June 7, 2017 
 
Many of these locations are not staffed or equipped to deal with oral health concerns. Patients are 
provided with a “band-aid” solution of antibiotics and/or pain killers, referred to a dentist for treatment, 
and sent home. Still without the means to pay for dental treatment, the cycle begins again – the 
patient’s only option is to live in pain or return to the emergency room or doctor’s office for a short-
term solution. Approximately $38 million provincial health dollars, at minimum, are spent annually to 
address oral health problems, but not to treat them. 
 
A commitment to a sustainable dental program that appropriately addresses the dental problems of 
those in need would deliver better value for the people and for the province. We recommend 
redirecting the funds currently spent in emergency rooms and physician’s offices to preventive care and 
dental treatment. 
 
The Leeds, Grenville and Lanark District Board of Health looks forward to hearing from you regarding 
this important issue. 


Sincerely, 
 


 
 
Anne Warren, Chair  
Board of Directors 
Leeds, Grenville and Lanark District Health Unit 
 
AW/hb 
 
cc:  Steve Clark, MPP Leeds-Grenville 
       Randy Hillier, MPP Lanark-Frontenac-Lennox and Addington 
       Jack MacLaren, MPP Carleton-Mississippi Mills 
       Ontario Boards of Health 
       Linda Stewart, Executive Director, alPHa 
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Ministry Appointment


~ 
~ 


Ontario 


Executive Council of Ontario 
Order in Council 


On the recommendation of the undersigned, the 
Lieutenant Governor of Ontario, by and with the 
advice and concurrence of the Executive Council 
of Ontario, orders that: 


Conseil executif de l'Ontario 
Decret 


Sur la recommandation de la personne 
soussignee, la lieutenante-gouverneure de 
l'Ontario, sur I'avis et avec Ie consentement du 
Conseil executif de l'Ontario, decrete ce qui suit: 


PURSUANT TO subsections 49(3) and 51 (1) of the Health Protection and Promotion Act, 


Peter Preager of Wasaga Beach 


be appointed as a part-time member of the Board of Health for the Simcoe Muskoka District Health 


Unit for a period of three years, effective the date this Order in Council is made. 


EN VERTU DES paragraphes 49 (3) et 51 (1) de la Loi sur la protection et la promotion de la sante, 


Peter Preager de Wasaga Beach 


O.C.lDecret:~ , 11 10 5 /2017 1 







est nomme au poste de membre a temps partiel du Conseil de sante de la circonscription sanitaire du 


district de Simcoe Muskoka pour une duree fixe de trois ans a compter du jour de la prise du present 


decret. 


Recommended: Minister of Health and Long-Term Care 
Recommande par: Ie ministre de la Sante et des Soins de longue duree 


Concurred: Chair of Cabinet 
Appuye par: Le presidenUla presidente du Conseil des ministres, 


Approved and Ordered: 
Approuve et dec rete Ie: MAY 3 1 2017 


La lieutenante-gouverneure 


O.C.lDecret: 2 
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