
 
 









 











RNAO Submission:  
 
Bill 141: Health Protection and 
Promotion Amendment Act, 2011 
 
The Standing Committee on Social 
Policy 
 
March 22, 2011 
 




2 RNAO submission to: The Standing Committee on Social Policy 

Bill 141: Health Protection and Promotion Amendment Act, 2011 
March 22, 2011 




RNAO submission to: The Standing Committee on Social Policy 
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Health Protection and Promotion Amendment Act, 2011 
 
Summary of Recommendations: 
 
RNAO supports Bill 141, the Health Protection and Promotion Amendment Act, 2011, 
subject to the following recommendations: 
 
1. That the Ontario government build, monitor and strengthen the surge capacity of nurses and 

public health nurses in particular by meeting its commitment to increase the nursing 
workforce by 9,000 additional positions by 2011, of which 5,579 had been filled in the first 
two years of the government’s mandate. Given the serious shortfall in RN positions, it is 
crucial that the remaining 3,421 positions must be filled by the end of 2011 and be realized 
as RN full-time equivalent positions.  
 

2. Utilize Chief Nursing Officers (CNOs) in every public health unit to better inform community 
and region-based planning, strengthen emergency response, increase buy in  and facilitate 
evaluation. 
 

3. Establish a subcommittee of the Ontario Health Plan for an Influenza Pandemic (OHPIP) 
that consists of front line service providers including registered nurses, public health nurses, 
ER physicians, and ambulance personnel. 
 

4. Include Nurse Practitioners (NPs) and NP-led clinics, family health teams (FHTs) and 
community health centres (CHCs), within a more integrated, consistent and planned 
“system” response to public health emergencies. 
 

5. Mandate an integrative role and function for LHINs, public health units and primary care 
providers in their planning, response and evaluation of public health emergencies while 
clarifying the Chief Medical Officer of Health’s chain of command to each. 
 

6. Mandate a robust and effective e-health system (electronic medical record, i.e. “Panorama”) 
as essential for clinicians to provide seamless care, avoid duplicate immunizations, monitor 
immunization of priority and at-risk populations and prevent queue-jumping. 
 

7. Develop and legislate methods to reliably conduct surveillance and health promotion among 
vulnerable populations, including the homeless and those who live in shelters.  
 

8. Add pandemic-specific antivirals to the provincial drug formulary, so that those individuals 
who are registered with the Ontario Drug Benefit Plan have timely access to them prior to 
the opening of the provincial stockpile, and do not face financial barriers to their access in 
the early days of a pandemic. 
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INTRODUCTION 
 
The Registered Nurses’ Association of Ontario (RNAO) is the professional organization 
representing registered nurses who practise in all roles and sectors across the province. It is the 
strong, credible voice leading the nursing profession to influence and promote healthy public 
policy. Safeguarding the public by preventing the rapid spread of virulent sickness and disease 
is, without question, the highest priority for Ontarians, nurses and RNAO. Nurses are in a 
unique position to provide feedback on a pandemic response, as they are the professionals at 
the point of care, directly interacting with the public during the response, and helping to 
coordinate and deliver care. RNAO appreciates the opportunity to present this submission on 
Bill 141, Health Protection and Promotion Amendment Act, 2011, to the Standing Committee on 
Social Policy. 

 
Firstly, RNAO wishes to extend our warmest congratulations to the Chief Medical Officer of 
Health (CMOH), Dr. Arlene King, on her courageous and expert leadership that served to 
galvanize the collaboration of health-care providers across this province towards a common 
goal: overcoming H1N1; a new and potentially deadly virus. RNAO also wishes to salute the 
thousands of health-care professionals, including thousands of nurses and public health nurses, 
who painstakingly developed and revised their pandemic plans and implemented their roles with 
the utmost professionalism and care.  
 
There is no question that Ontario’s response to such emergencies as H1N1 is much more 
robust than what we experienced during the SARS outbreak. This time around governments 
had a strategy, nurses were listened to, nurses’ concerns were woven into the government’s 
influenza pandemic plan. RNAO participated in the provincial advisory committee for the plan 
and was able to disseminate the latest updates to nurses across the province. 
 
RNAO supports Bill 141, subject to several suggested amendments below that would 
strengthen Ontario's emergency public health response and address serious omissions in the 
legislation. Many solid recommendations were made in various MOHLTC reports 1 2 and at the 
Ontario Health Plan for an Influenza Pandemic (OHPIP) steering committee meetings. 
Therefore, we question why more of those recommendations are not being acted on in Bill 141.  
Generally speaking, the CMOH’s goal was to improve the response for the next public health 
emergency3 yet this bill addresses only three areas of concern. Among other concerns, Bill 141 
neglects the need for additional surge capacity and fails to clarify the LHINs and primary care 
providers’ roles and responsibilities under the direction of the CMOH. An integrated system 
response, which we urgently need, is still eluding us. In light of these gaps, RNAO offers 
recommendations to address each need in turn. 
 

A. Health Protection and Promotion Amendment Act, 2011 
 

I. Approval required for Acting Chief Medical Officers of Health 
 
RNAO is pleased to endorse the provisions in Bill 141 that would standardize the qualifications 
of each Medical Officer of Health (MOH); acting or otherwise. With nine out of 36 public health 
units currently operating with an acting MOH,4 it is hoped that this legislated process will result 
in more qualified and knowledgeable MOHs. A new provincial requirement to have a Chief 
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Nursing Officer (CNO) in every public health unit by 2013 – a progressive step that the RNAO 
very strongly supports - further strengthens the growing leadership capacity in public health at 
the community level. Such leadership provides confidence that each health unit in Ontario is 
well equipped to both lead and be led as we face future public health emergencies in a more 
coordinated fashion. 
 

II. Possession of Premises for Public Health Purposes 
 
This amendment simply allows the Chief Medical Officer of Health, rather than the Minister of 
Health and Long-Term Care to direct the possession of premises for public health purposes. 
Section 77.4 (1) of the Act currently provides that the Minister: “in the circumstances mentioned 
in subsection (3), by order may require the occupier of any premises to deliver possession of all 
or any specified part of the premises to the Minister to be used as a temporary isolation facility 
or as part of a temporary isolation facility.” It is reasonable that these powers be delegated to 
the experts in health care and public health emergencies at the public health unit level.  
 

III. Directives to Boards and Medical Officers 
 
Bill 141 empowers the Chief Medical Officer of Health in a manner that would have proven 
useful during H1N15 and presumably will be useful in future public health emergencies. 
Centralized responses are key to a more coordinated approach and without coordination, 
confusion during H1N1 took over. As the Conservative Party Health Critic described the 
situation under H1N1: “The variance from region to region was astounding. I know that 
vaccination clinics were open in my riding days before the vaccination clinics opened in Toronto, 
even to those in high-risk groups. This, of course, led to a series of problems surrounding region 
jumping, where Torontonians were travelling out to the suburbs so that they too could receive 
the shot at the earliest convenience. This, in turn, overwhelmed many of the GTA 905 region 
clinics, which were now trying to inoculate not only their own residents but the residents of 
Toronto and surrounding areas as well.”6 Bill 141 aims to facilitate better coordination and 
communication of provincial directives. According to the Minister of Health: “clear provincial 
directives regarding immunizing priority groups, for example, could help to minimize any 
potential confusion or perceptions of inequity in different parts of the province.”7  
 
On a more cautionary note, the province’s largest public health unit, Toronto Public Health, 
released their own report on how Ontario fared during H1N1 stating: “The public health unit was 
stymied by changing directives from the provincial health ministry”.8 The year before H1N1, 
Toronto’s immunization rate was 35 per cent, but during H1N1, immunization fell to 28 per cent. 
Given that Toronto is one of the most vulnerable cities in the world because of its high volume of 
air travel to various world-wide destinations,9 we must consider the provincial and even global 
health risk generated when directives result in confusion. Extending more centralized control 
can be cause for concern. The Association of Local Public Health Agencies (alPHa) has also 
argued the one-size-fits-all approach was part of the problem with H1N1 – and is not the 
solution.10 Many communities were praised for their innovation during the mass immunization 
campaign, which significantly enabled the process. Directives made provincially must consider 
not only national intelligence but also local intelligence. The Minister has since assured us “the 
right balance between provincial standardization and local flexibility is necessary in any public 
health response”.11 RNAO highly recommends this vital work of collaboration.  
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B. Omissions in Bill 141 

 
I. Planning for the Worst Case Scenario 

 
It would be nice to think that the world’s next pandemic will be as mild in its impact as H1N1, 
yet, we have all been planning for the worst case scenario.12 We should not only plan and 
create regulations in response to H1N1, but we should also consider what might have happened 
if our planning for H1N1 had fallen short. The CMOH even noted in her report “The caution is 
this: Had the pandemic been of a significantly more severe nature, we might not have been as 
ready. Our acute care system managed, but had many more people swarmed our emergency 
rooms for much longer, that might very well have tipped the system. In addition, had there been 
many more deaths early on, the demand for health care services might have overwhelmed an 
already taxed delivery system.”13 In the context of Bill 141 it is important to ask: 
 

• How can we strengthen this bill so we can protect the public if our prevention strategies 
fail? We had SARS and yet H1N1 did not leave us unscathed. 
 

• What is our plan if the next emergency doesn’t give us any lead time to create a 
vaccine? 
  

• How will our ERs, which are already operating past capacity, accommodate treatment 
for thousands more?  
 

• How will ambulances respond when they are already waiting at hospitals to offload?  
 

• What surge capacity can you count on when RN positions have been cut from many 
hospitals through restructuring processes over the past two years?  

 
The government made good initial progress on its commitment to hire 9,000 additional nurses– 
5,579 were added in the first two years of its mandate [1,951 General class RNs, 618 Nurse 
Practitioners and 3,010 RPNs], leaving 3,421 to be added by the end of the government’s 
mandate. However, Ontario is lagging behind in nurse per population ratios as compared to the 
national average and the RN per population ratios is worrisomely low. To bring the RN to-
population ratio up to the equivalent of the rest of Canada would require employment of over 
14,000 more RNs in Ontario. Given the serious shortfall in RN positions, it is crucial that the 
remaining 3,421 positions be realized by the end of 2011 as RN full-time equivalent positions.   

If we need better capacity and stronger coordination of services to avoid the worst case 
scenario, what will the government do to address the need for a greater surge capacity of 
nurses, ER and ambulance services?  
 
RNAO Recommendations: 
 

• That the Ontario government build, monitor and strengthen the surge capacity of 
nurses and public health nurses in particular by meeting its commitment to 
increase the nursing workforce by 9,000 additional positions by 2011, of which 
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5,579 had been filled in the first two years of the government’s mandate. Given the 
serious shortfall in RN positions, it is crucial that the remaining 3,421 positions 
that must be filled by the end of 2011 be realized as RN full-time equivalent 
positions.  
 

• Establish a subcommittee of the Ontario Health Plan for an Influenza Pandemic 
(OHPIP) that consists of front line service providers including registered nurses, 
public health nurses, ER physicians, and ambulance personnel. 
 
 

II. Coordination of primary care, LHINs and public health 
 

• Available resources must be factored in to create a coordinated system of emergency 
response. During H1N1, LHINs found a role for themselves, but this was not yet 
mandated. LHINs now provide all MOHLTC funding through service agreements for 
hospitals, community care, long-term care, primary care providers and ambulance 
services, among others. LHINs are well suited to establish and coordinate regular 
collaboration and communication among local public health units and between primary 
care providers within each LHIN. In addition to their existing role of strategizing critical 
care surge capacity, augmenting the role of the LHINs by allocating full responsibility for 
Public Health Units may reduce significant variations in local health messaging and 
integrate overall public health service delivery. A health system that does not integrate 
public health will not be able to respond effectively to a pandemic threat, thus risking 
public safety. It’s time the LHINs become a formal part of the system by mandating their 
role and clarifying the direction they receive from the CMOH to ensure the most 
coordinated response in the future. 

 
• With the establishment of Nurse Practitioner-Led Clinics (NPLC), the provincial network 

of Community Health Centres (CHC) and Family Health Teams (FHT), and the 
substantive increase in the number of practising Primary Health Care Nurse 
Practitioners (PHC-NP), RNAO believes accurate reporting should include NPs as 
sentinel primary health care providers in addition to sentinel physicians.  Including NPs 
as sentinel primary health care providers and reporting practitioners would strengthen 
and improve monitoring, and provide greater observation of the health care impact of 
influenza for Ontarians.  
 

RNAO recommendations: 
 

• Include Nurse Practitioners (NPs) and NP-led clinics, family health teams (FHTs) 
and community health centres (CHCs), within a more integrated, consistent and 
planned “system” response to public health emergencies. 

 
• Mandates an integrative role and function for LHINs, public health units and 

primary care providers in their planning, response and evaluation of public health 
emergencies while clarifying the Chief Medical Officer of Health’s chain of 
command to each. 
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III. Implementation of a robust and effective e-health tracking system 

 
Implementation of a robust and effective electronic health immunization tracking system is 
essential for clinicians to provide seamless care, with reduced wait times.  By having an 
electronic medical record (EMR) in place during a pandemic, primary health care providers 
would have the ability to target risk groups, thus streamlining the sequenced distribution of 
vaccine and antivirals to prioritized populations. A provincially accessible EMR that includes e-
prescribing and is integrated with the Telehealth system would also help reduce wait times in 
Flu Assessment Centres. Such technology would enable telephone triage to take place ahead 
of the patient’s arrival at the centre.   
 
RNAO recommendation: 

 
• Mandate a robust and effective e-health system (electronic medical record, ie. 

“Panorama”) as essential for clinicians to provide seamless care, avoid duplicate 
immunizations, monitor immunization of priority and at-risk populations and 
prevent queue-jumping. 

 
IV. Inclusion of vulnerable populations  

Official government pandemic plans are directed at mainstream services such as hospitals, 
primary care clinics and other residential settings. Many of these plans are not directly 
translatable to drop-ins, shelter-based health services and street outreach services. Critical 
elements of a pandemic plan need to address those who are most vulnerable and have difficulty 
accessing pandemic services through mainstream access points. In addition, timing factors of 
H1N1 in the homeless and other vulnerable populations may be different from the general 
population because of “congregate settings" where people spending much of their time in large 
groups at shelters and drop-ins, and to some extent separate from the general community. 
Methods should be developed to reliably conduct surveillance among vulnerable populations.  
 
RNAO Recommendation:  

• Develop and legislate methods to reliably conduct surveillance and health 
promotion among vulnerable populations, including the homeless and those who 
live in shelters.  

 
V. Adding Antivirals to the Drug Formulary 

 
RNAO strongly recommends that pandemic-specific antivirals be added to the provincial drug 
formulary, so that those individuals who are registered with the Ontario Drug Benefit Plan have 
timely access to them prior to the opening of the provincial stockpile, and do not face financial 
barriers to their access in the early days of a pandemic. 
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RNAO recommendation: 
 

• Add pandemic-specific antivirals to the provincial drug formulary, so that those 
individuals who are registered with the Ontario Drug Benefit Plan have timely 
access to them prior to the opening of the provincial stockpile, and do not face 
financial barriers to their access in the early days of a pandemic. 
 

VI. Make use of CNOs within Public Health Leadership 
 
Nursing leadership is essential during a pandemic response, and yet this role is not even 
mentioned in this bill. Chief Nursing Officers are central to optimizing inter and intra-professional 
communication within Public Health Units. While the CMOH’s chain of command will be 
extended by this bill, there is an assumption that the CMOH and the MOH understand, implicitly, 
the full professional competencies and responsibilities of nurses and public health nurses. 
RNAO does not believe this assumption serves Ontarians well, during good times or 
emergencies. According to the newly released Organizational Standards, CNOs will now be 
required in every health unit by 2013. Considering that nurses and public health nurses 
comprise half of the human resources in public health, this is a strong and welcome step in the 
right direction. With this new-found capacity, MOHs and the CMOH should plan to fully utilize 
Chief Nursing Officers to inform planning, strengthen emergency response, increase buy-in with 
nurses across sectors and facilitate process and outcome evaluations. Using CNOs in this 
manner will cost the government nothing and benefit the system immensely by strengthening 
planning, coordination and consistent communication. Furthermore, the CNO will provide clarity 
to nurses and other professions with regards to how nurses may or may not practice within the 
set scope of practice of the College of Nurses of Ontario. This clarity is critical in pandemics like 
H1N1, when nurses are redeployed out of their usual practice setting. 
 
RNAO Recommendation: 
 

• Utilize Chief Nursing Officers (CNOs) in every public health unit to better inform 
community and region-based planning, strengthen emergency response, increase 
buy in and facilitate evaluation. 

 
 
Conclusion 
 
From the outset, RNAO has appreciated being involved as a partner in pandemic planning and 
in the review of the H1N1 response. We now offer these recommendations to further improve 
future pandemic responses. Thank you for the opportunity to comment on this important bill.  
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