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SUMMARY OF RECOMMENDATIONS 

Recommendation 1: 
a) Amend the preamble to the Act to include references to the government’s 

commitment to the Canada Health Act and to the Commitment to the 
Future of Medicare Act. 
 

b) Amend the objects of the LHINs to include upholding the principles and 
conditions of the Canada Health Act and strengthening not-for-profit 
delivery.  

 

Recommendation 2: 
a) Amend Bill 36 to require that any integration decisions that provide for a 

transfer of services must, in the first instance, be to not-for-profit providers 
(provide right of first refusal). Only if not-for-profit providers are unwilling or 
unable to accept the transfer of health services should transfer to for-profit 
providers occur.  
 

b) Amend Section 25 of the Bill to ensure that integration between a for-profit 
provider and a not-for-profit provider would only be allowed if the resulting 
health service provider operates on a not-for-profit basis.  

 
c) Amend Section 28 of the Bill to provide the Minister with powers to order 

for-profit providers to cease operating, amalgamate, or transfer services. 
This will provide the Minister with identical powers with respect to for-profit 
providers and not-for-profit providers.  

 

Recommendation 3: 
Amend Bill 36 to prohibit LHINs from using competitive bidding as a 
method of allocating funding to health service providers.  

 

Recommendation 4: 
a) Amend Bill 36 to prohibit LHINs from issuing decisions that facilitate or 

order contracting out of any hospital or residential care facilities services 
that provide direct clinical and non-clinical patient services.  
 

b) Amend Bill 36 to prohibit Cabinet from ordering contracting out of any 
hospital services that provide non-clinical patient services. 

 
 
 
 
 



 
RNAO Submission to Bill 36  February 6, 2006 

4 

Recommendation 5: 
Address nursing health human resources issues in the legislation to move 
toward equity in remuneration and terms of employment across all 
sectors, including institutional and community care settings.   

 

Recommendation 6: 
a) Amend Bill 36 to strengthen the independence of LHIN boards by 

providing for fixed terms and providing an automatic renewal for a second 
term unless there is cause. 

 
b) Amend Bill 36 to provide for a dispute resolution process when LHINs and 

the Ministry cannot agree on an accountability agreement. 

 

Recommendation 7: 
a) Amend Bill 36 to include explicit parameters for public engagement 

including the requirement to engage equality seeking groups.  
 

b) Amend Bill 36 to allow the community to appeal decisions by the LHINs. 
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The Registered Nurses’ Association of Ontario (RNAO) is the professional 
organization for registered nurses who practice in all roles and sectors across 
this province. Our mandate is to advocate for healthy public policy and for the 
role of registered nurses in enhancing the health of Ontario residents. We 
welcome this opportunity to convey the views and recommendations of Ontario’s 
registered nurses on Bill 36, the Local Health System Integration Act. 
 
RNAO supports the government’s health care transformation agenda. We believe 
that Medicare will be strengthened by reforms that improve population health and 
improve access to care by the right provider, at the right time, and in the right 
place.  We support the following principles in the preamble to the bill: 
 
• Achieving an integrated health system and enabling local communities to 

make decisions about their local health system; 
• The need to coordinate health service delivery to make it easier for people to 

access health care; 
• Health system should be guided by a commitment to equity and respect for 

diversity and the requirements of the French Language Services Act; 
• The role of First Nations and Aboriginal peoples in the planning and delivery 

of health services in their communities; 
• Public accountability and transparency; and, 
• Envisioning an integrated health system that delivers the health services that 

people need now and in the future.  
 
Despite our support for the health care transformation process, RNAO has some 
profound concerns about this proposed legislation. These concerns are outlined 
below. 
 
 
COMMITMENT TO THE CANADA HEALTH ACT  

There are no principles or guidelines in the proposed legislation that refer to: 
 
• Principles and conditions of the Canada Health Act (CHA) 
• The preamble to the Commitment to Medicare Act 
 
At a time when the foundations of Medicare are being threatened, it is imperative 
that the Ontario government explicitly state its commitment to the Canada Health 
Act, and specifically to a single-tier, publicly-funded and universal health-care 
system. We would also urge the government to make an explicit commitment to 
strengthening not-for profit delivery of health services. RNAO believes that Bill 36 
-- legislation that will govern such a profound change to Ontario’s health-care 
system -- must include the government’s commitments to Medicare and its 
principles. 
 



 
RNAO Submission to Bill 36  February 6, 2006 

6 

The government has stated that system transformation is aimed at serving 
people better. However, without an explicit and clear commitment to a single-tier, 
not-for-profit delivered health-care system, the long-term result of Bill 36 could be 
an erosion of Medicare and the worsening of health-care services for the people 
of Ontario.  We remain puzzled and gravely concerned by the McGuinty 
government’s choice not to make the principles and spirit of the CHA a 
centerpiece of this legislation.   
 
 
Recommendation 1: 

a) Amend the preamble to include the government’s commitment to 
Medicare and the Canada Health Act. 
 

b) Amend the objects of the LHINs to include upholding the principles and 
conditions of the Canada Health Act and strengthening not-for-profit 
delivery.  

 
We are concerned that the prohibition on transfer of services that will require an 
individual to pay for those services is insufficient (s25(3)). This section would 
permit the transfer of health care services outside of the jurisdiction of the 
Canada Health Act. For example, chronic-care patients could be transferred from 
a hospital setting to a nursing home. We would hope that any transfer of services 
would only be contemplated for residents moving to a more appropriate level of 
care. However, we are very concerned that this provision could be used solely for 
the purpose of downloading and cost containment. Our concern stems in part 
from the lack of an explicit commitment in Bill 36 to the principles and the spirit of 
the Canada Health Act.   
 
 
NOT-FOR-PROFIT DELIVERY 

There are no provisions in the Bill which require --let alone encourage -- LHINs, 
the Minister, or Cabinet to preserve or expand public, not-for-profit delivery of 
health care services. We are deeply concerned with the absence of such 
requirements in the proposed legislation. The evidence is clear:  a  single payer 
system of not-for-profit health-care delivery results in higher quality of care at 
lower cost. Studies in peer-reviewed journals show that the quality of care in for-
profit institutions tends to be lower.1 2 3 4 5 A systematic review and meta-analysis 
of all available peer-reviewed literature on for-profit health care delivery found 
higher patient mortality rates in for-profit as compared to non-profit centres.6 7  
The evidence on efficiency and cost shows that for-profit provision of health care 
tends to be more expensive.  These include higher administrative costs in for-
profit institutions 8 and lower administrative costs associated with a single-payer, 
publicly-provided system.9A systemic review and meta-analysis of all available 
peer-reviewed literature concluded that for-profit hospitals charge a significant 19 
per cent more than not-for-profit hospitals.10 These higher costs extend to for-
profit consortia financing the building of public infrastructure and sometimes the 
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delivery of services. Studies show that these P3 initiatives have higher costs and  
limited risk transfers, and result in a deterioration of the quality of universal 
services.11 12  Private sector investors require a return on their investment, and 
therefore increase the costs of delivery. Studies show investors press for returns 
of 15-20 per cent per year and annual growth of 15 per cent per year.13   
 
Finally, RNAO has repeatedly shared with government our deep concerns that 
allowing for-profit entities to proliferate will create a new and very powerful 
interest group who -- lobbying from the inside -- will press to further privatize the 
health care system, to increase their market shares. The final cost will be to the 
public purse.  
 
 
Recommendation 2: 

a) Amend Bill 36 to require that any integration decisions that provide for a 
transfer of services must, in the first instance, be to not-for-profit providers 
(provide right of first refusal). Only if not-for-profit providers are unwilling or 
unable to accept the transfer of health services should transfer to for-profit 
providers occur.  
 

b) Amend Section 25 of the Bill to ensure that integration between a for-profit 
provider and a not-for-profit provider would only be allowed if the resulting 
health service provider operates on a not-for-profit basis.  

 
d) Amend Section 28 of the Bill to provide the Minister with powers to order 

for-profit providers to cease operating, amalgamate, or transfer services. 
This will provide the Minister with identical powers with respect to for-profit 
providers and not-for-profit providers.  

 
 
COMPETITIVE BIDDING 

Experiments in introducing competitive bidding have proved unsuccessful both in 
Ontario and internationally. The reasons for the problems associated with 
competitive bidding in the health-care sector are extensive and complex. They 
include our limited ability to fairly price and cost health-care services and different 
levels of complexity in these services; the expensive nature of systems required 
to capture and audit information; and, low measurability of health-care services 
which impedes effective performance monitoring.14 
 
For competitive bidding to be effective, we must be able to measure not only the 
services themselves, but also their quality. Yet we cannot effectively quantify 
these services, or their quality. Price, on the other hand, is easily quantified, and 
that leads inevitably to a competitive bidding process biased toward awarding on 
price rather than quality. This makes competitive bidding an expensive, inefficient 
way of attempting to ensure quality services and value-for-money in health care 
services.  
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Ontario’s experiment with competitive bidding in home care has been a failure. It 
has resulted in: a shift to for-profit providers (the share of the total volume of 
nursing services awarded to for-profit providers increased from 18 per cent in 
1995 to an estimated 46 per cent  in 200115); a loss of the social infrastructure 
associated with not-for-profit providers; critical shortages of community nursing 
staff which are directly linked to system instability and worsened working 
conditions in this sector compared to others; grave concerns about the quality of 
care; a misallocation of resources resulting from the high transaction costs 
associated with the process; and, tensions between direct providers and 
community care access centres (CCACs). 
 
Expansion of competitive bidding as a method of allocating funding to health 
service providers in Ontario would be expensive, inefficient, and lead to 
deteriorating health outcomes. Government officials have stated that there is no 
intention to extend competitive bidding beyond the home care sector. However, 
any legislation passed will continue beyond the current government and Minister. 
As a result, that intention must be enshrined in the proposed legislation. 
 
Recommendation 3: 

Amend Bill 36 to prohibit LHINs from using competitive bidding as a 
method of allocating funding to health service providers.  

 
 
FACILITATING CONTRACTING OUT OF SERVICES 

We are profoundly concerned that the bill allows LHINs to make decisions that 
will facilitate or require health service providers to contract out any and all 
services (s25) and allows Cabinet to order contracting out of “non-clinical” 
hospital services (s33(1)).  

This bill would provide LHINs with the legislative authority to contract out 
everything from nursing to cleaning services. We hope that the lessons about 
casualization of the nursing workforce have been learned. If this right is 
enshrined in legislation, it could facilitate contracting out of nursing services with 
the resulting  negative impact on patient outcomes and the nursing workforce.  

We are more immediately concerned about the impact on patient safety of 
contracting out non-clinical services in hospitals and other residential care 
facilities.  We have repeatedly discussed with Minister Smitherman and Premier 
McGuinty the negative impact of two such services: cleaning services and food 
delivery. Nurses, who are with patients 24 hours a day, know that outsourcing 
cleaning services has a negative impact on infection control and on the health 
and safety of patients and employees.  

The conventional argument for contracting out -- "it will be more cost-effective" -- 
is flawed. Cost savings are achieved by moving to providers that pay minimum 



 
RNAO Submission to Bill 36  February 6, 2006 

9 

wage and no benefits. This was the argument that drove the casualization of the 
nursing workforce in the mid- to late 1990s, and we are still suffering from its 
disastrous results on patients, nurses and the health-care system.  

To outsource housekeeping and other services with direct patient contact will be 
disastrous for our patients and facilities. Services will be marked by high turnover 
and workers who are disengaged from the important work they do and 
demoralized by low wages and lack of job security. Contracting out these 
services contributes to the breakdown of the team-based approach that unifies 
clinical and non-clinical staff, reducing both flexibility and effectiveness.16 

Research in Britain, where cleaning services in hospitals have been contracted 
out for more than twenty years, points to the negative impact on recruitment and 
retention of staff, staff absences, turnover and morale which can result in skill 
shortages, reduced quality of services, or service disruption, under cleaning and 
increased costs.17  

Contracting out housekeeping services will result in two potential outcomes. 
Either nurses will be taken away from central clinical work to pick up the slack, or 
patients will receive treatment in an unsanitary environment. Either choice has 
high costs associated with it. If nurses pick up the slack, the increase in 
workloads for overburdened nursing staff will increase burnout, injury rates, and 
hence shortages. This will worsen patient outcomes. Further, paying nursing 
rates for cleaning services meets no arguments for economic efficiency. 

The second choice is even less palatable. It seems incredible that we should 
have to remind any government in Ontario about the importance of infection 
control in hospitals, given our experience with SARS and  the more common 
antibiotic-resistant infections that we have experienced in recent years. A vital 
way to prevent infections and their spread in a hospital setting is to adhere to 
stringent standards which can only be met if people are trained to meet them and 
if workers know their workplace. High turnover driven by low wages and lack of 
benefits is a barrier to improved practices. Research from Britain draws links 
between contracting out of cleaning services, decreases in hospital cleanliness, 
and increased nosocomial infections.18 

RNAO has a clear position on outsourcing . Any service provider that is directly 
linked to patient care -- including nurses, doctors, other health professionals, unit 
clerks, cleaners, and food services staff -- must be part of the permanent staffing 
so that they can communicate effectively and collaborate to deliver safe, quality 
patient care.   
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Recommendation 4: 
a) Amend Bill 36 to prohibit LHINs from issuing decisions that facilitate or 

order contracting out of any hospital or residential care facilities services 
that provide direct clinical and non-clinical patient services.  
 

b) Amend Bill 36 to prohibit Cabinet from ordering contracting out of any 
hospital services that provide non-clinical patient services. 
 
 

NURSING HEALTH HUMAN RESOURCES CONCERNS 

An essential part of any successful health care transformation process is 
adequately addressing health human resources concerns. Given the current and 
pending nursing shortages in the province, careful attention must be paid to 
recruitment and retention issues. A shift in the concentration of nursing resources 
from acute care and institutional settings to the community can only be achieved 
if there are nurses that are willing and able to fill positions in the community.    

This will require making salaries, benefits, and working conditions for nurses 
comparable across sectors, providing training opportunities for nurses who are 
willing to move from one sector to another, and ensuring quality work 
environments across all sectors.1 This includes job security and a remuneration 
package that reflects a fair wage and includes pensions, benefits, training and 
broader professional development opportunities. 

 
Recommendation 5: 

Address nursing health human resources issues in the legislation to move 
toward equity in remuneration and terms of employment across all 
sectors, including institutional and community care settings.   

 
 
LOCAL CONTROL AND AUTONOMY FOR LHIN BOARDS 

If the legislation is to empower local communities to make decisions about their 
health-care system through their LHINs, they will need the autonomy to do so. 
We believe that the bill should counterbalance the fact that LHIN boards are 
order-in-council appointments. Instead, the bill further limits the autonomy of the 
LHIN boards by providing for the board members to serve at the pleasure of 
Cabinet (s7(2)), which allows the government to remove board members at any 
time without cause.  Board members’ terms are for only three years, and 
reappointments are at Cabinet’s discretion (s7(2)).   
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LHINs’ autonomy is further undermined by the provision for the Minister to set the 
terms of accountability agreements if a LHIN and the Ministry is unable to 
successfully negotiate an accountability agreement (s18).  

Recommendation 6: 

a) Amend Bill 36 to strengthen the independence of LHIN boards by 
providing for fixed terms and providing an automatic renewal for a second 
term unless there is cause. 

b) Amend Bill 36 to provide for a dispute resolution process when LHINs and 
the Ministry cannot agree on an accountability agreement.  

 

ACCOUNTABILITY TO COMMUNITIES AND CLIENTS 

The objects of the LHINs appropriately include community engagement in 
planning, priority setting and responding to concerns about services received 
(s5(c), 5(d)). The legislation contemplates regulation of how LHINs shall engage 
the community, the matters about which the community will be engaged and the 
frequency of the engagement.  
 
While flexibility to meet communities’ different requirements is desirable, explicit 
parameters for community engagement should be set out in the legislation itself.  
  
A part of that community engagement is the ability to appeal decisions of LHINs.  
While there is an appeal process for LHIN decisions for health service providers 
(s26, 27), there is no appeal process for the community. 
 
 
Recommendation 7: 

a) Amend Bill 36 to include explicit parameters for public engagement 
including the requirement to engage equality seeking groups.  

 
c) Amend Bill 36 to allow the community to appeal decisions by the LHINs. 

 
 

CONCLUSIONS  

Ontario RNs remain committed to a health care transformation process that 
facilitates improvements in the health care system and the health of our citizens. 
We continue to believe that LHINs can be an important contributor to that 
process by making the  system more patient centred and responsive to local 
needs; helping patients navigate through the system; enabling local communities 
to make decisions about their local health system; and, creating an integrated 
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health system that delivers the health services that people need now and in the 
future. 
 
However, without these recommended amendments, we cannot say that this Bill 
does so. 
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