
 

 

 

 

 

 

                                 

 

 

 

Ontario Pre-Budget 2015: Moving Forward on Deficits: 

Social,  Health, Environment and Infrastructure 

 

Submission to the Standing Committee on Finance and 

Economic Affairs 

 

January 29, 2015 

 

   

 

 
 



1 | R N A O ’ s  P r e - b u d g e t  S u b m i s s i o n  J a n u a r y  2 9 ,  2 0 1 5  
 

 

Table of Contents  
 

Summary of Recommendations .......................................................................................... 2 

RNAO Pre-Budget Submission 2015 - Moving Forward on Deficits: Social,  Health, 

Environment and Infrastructure .......................................................................................... 5 

The Role of Government at this Point in the Business and Political Cycle ........................ 5 

A. Fiscal Capacity ............................................................................................................. 10 

Recommendations: ........................................................................................................ 12 
 
B.  Medicare ...................................................................................................................... 12 

Fiscal Recommendations for Medicare: ....................................................................... 18 
System Improvement Recommendations for Medicare: ............................................... 18 

 
C. Nursing Care ................................................................................................................ 18 

Recommendations: ........................................................................................................ 21 
 
D.  Social Determinants of Health .................................................................................... 22 

Recommendations: ........................................................................................................ 23 
 
E.  Environmental Determinants of Health ....................................................................... 24 

Recommendations: ........................................................................................................ 27 
 
References ......................................................................................................................... 28 

 

 

 

 

 

 

 
 



2 | R N A O ’ s  P r e - b u d g e t  S u b m i s s i o n  J a n u a r y  2 9 ,  2 0 1 5  
 

Summary of Recommendations  
 

Fiscal Capacity  

1) Ensure the fiscal capacity to deliver all essential health, health care, social, and 
environmental services by building a more progressive tax system. Do not cut 
taxes.  

2) Increase revenue sources that encourage environmental and societal 
responsibility. Begin by phasing in environmental levies, such as a carbon fee, to 
help pay for the damage polluters cause and to support the social programs and 
services most needed.  

3) Reject fire sales of publicly-owned Crown Corporations and assets to fund government 
programs [e.g. Hydro One, Ontario Power Generation, and the Liquor Control Board.]. 

Medicare: Fiscal Issues 

4) Reject efforts to commercialize or privatize health-care delivery by  

a. legislating a complete ban of inbound medical tourism.  

b. probibiting new P3 negotiations and contracts. 

5) Work with the other provinces to bring the federal government back to the table to 
negotiate a Health Accord. 

6) Expand our publicly funded, not-for-profit health-care system to all medically 
necessary areas, starting with universal home care and pharmacare. 

7) Focus on well-researched and demonstrated policies and evidence-based clinical 
practices to optimize the health of people, families and communities.  

Medicare: System Improvements in quality and cost-effectiveness 

8) Anchor the health system in primary care by expanding interprofessional primary 
care delivered in nurse practitioner-led clinics (NPLC), community health centres 
(CHC), Aboriginal Health Access Centres (AHAC) and family health teams 
(FHT). 

9) Support Local Health Integration Networks to achieve regional health system 
planning, integration and accountability for all health sectors. 

10) Phase out CCACs and transition the 3,500 care co-ordinators from Community 
Care Access Centres into primary care through a carefully crafted labour 
management strategy that retains their salary and benefits. 
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Nursing Care 

11) Narrow the gap with the rest of the country of about 17,239 registered nurse (RN) 
positions as quickly as possible by creating more positions. Ensure that staffing 
mix decisions are based on patient need and stop RN replacement with other 
providers as a short-sighted and erroneous attempt to save money.  

12) Maximize and expand the role of RNs to deliver a broader range of care, 
including delivering on government promises regarding RN prescribing. 

13) Secure fair compensation and benefits for RNs and nurse practitioners (NPs) 
working in all sectors of health care by eliminating the discrepancy between 
community settings and hospitals/CCAC. 

14) To protect the safety of our seniors and to ensure their timely access to quality 
care, phase in new minimum staffing standards in long-term care, starting with a 
minimum of one nurse practitioner per 120 residents 

15) Ensure 70 per cent of all nurses work full-time so patients have continuity in their 
care and care provider.  

Social Determinants of Health  

16) Update and strengthen Ontario's Poverty Reduction Strategy with a detailed 
implementation plan, complete with targets and timelines, accompanied by 
substantive public investment.  

17) Improve access to affordable housing and stimulate job creation in the process by 
investing one per cent of Ontario's budget to address the backlog of existing 
affordable housing units in need of repair and to create new affordable housing 
stock.  

18) Raise the dangerously low social assistance rates to reflect the actual cost of 
living by setting up an expert panel that includes people with lived experience.  

19) Increase the minimum wage to $14 per hour in 2015 and continue to index the 
minimum to inflation and ensure equal pay for equal work by expanding 
protections for temporary workers.  
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Environment  

20) Set ambitious toxics reduction targets. Ensure people have the right-to-know 
about the existence of toxics in the environment, in their homes, in their 
workplaces, and in consumer products.  

21) Regulate the use of neonicotinoids in agriculture to achieve a 15 per cent over-
winter honey bee mortality rate by 2020, as a first step towards a complete ban. 

22) Minimize the energy footprint by: focusing first on conservation and energy 
efficiency, and increasing reliance on renewable energy.  

23) Take all necessary steps to: 

a. ensure sufficient dedicated revenue sources to pay for a substantial 
expansion of transit and active transportation. and 

b. support cost-effective and expeditious delivery of those expansions, 
implemented by transparent governance and informed expert opinion.  
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RNAO Pre-Budget Submission 2015 - Moving Forward on 
Deficits: Social, Health, Environment and Infrastructure 

 
The Registered Nurses’ Association of Ontario (RNAO) is the professional association 
representing RNs, NPs and nursing students in all settings and roles across Ontario. It is 
the strong, credible voice leading the nursing profession to influence and promote healthy 
public policy. RNAO understands that budgets profoundly affect people's health and 
nursing services. For this, we welcome this opportunity to participate in the pre-budget 
consultation. 

The Role of Government at this Point in the Business and 
Political Cycle 
 
Context: Missing Jobs and Health: Ontarians elected a majority government in 2014 that 
committed to preserve and restore public services. They have endured an extended bout 
of high unemployment, which represents a major loss in productive capacity. More 
importantly, that unemployment causes a great deal of human suffering, ill health and 
permanent loss of human capital. RNs and NPs are very aware of the adverse health 
effects of unemployment and falling incomes.1 2 3 4 5 6 7 8 This should be a key focus of 
governments at the federal and provincial levels. 
 
When the recent recession started in 2008, Ontario's unemployment rate jumped from 6.5 
per cent in October to 7.2 per cent in November and 9.4 per cent in June of 2009. It 
remained above 9 per cent until 2010 and above 8 per cent in 2011. Given what the 
research says about the adverse health effects of unemployment, that is an extended 
period of suffering. Ontario's unemployment rate did not fall below 7 per cent until 
October 2014. As of December 2014, the unemployment rate returned to 7 per cent, 
higher than the national average of 6.6 per cent. Youth unemployment continues to be 
painfully high, at 15.8 per cent. 9 We can do better.  The graphs below illustrate recent 
trends. 
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1. Ontario Unemployment Rate 1976-2014
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Figure 1 shows the trend in the unemployment rate over time for Ontario. Spikes occur in 
the early 1908s, early 1990s, early 2000s (a smaller spike) and in 2008-9.  There was a 
somewhat quicker recovery in the early part of the recession (corresponding to 
government expansionary efforts), and a slower recovery after mid 2010 (corresponding 
to a phasing out of expansionary efforts). The graph shows that the unemployment rate 
remains above its pre-recession level.10 

2. Ontario Employment Rate 1976-2014
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Figure 2 provides cause for concern about progress on the jobs front. It shows that the 
employment rate is stuck at a level well below its pre-recession level. The employment 
rate is a strong indicator of the availability of employment. In December 2014, the 
employment rate was 61 per cent, while it was well over 63 per cent before the latest 
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recession. And it had been as high as 66.9 per cent in 1989.11 If the December 2014 
employment rate were 63.4 per cent (a fairly typical pre-recession rate), there would be 
166,961 more jobs in Ontario. If the employment rate were at its 1989 peak, 410,445 
more Ontarians would have had jobs.12 That is a significant loss of economic and human 
potential. 

3. Ontario Labour Force Participation Rate            
1976-2014
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Figure 3 helps explain the low employment rate: labour force participation rates have 
dropped as jobs evaporated. There was a small drop during the sharp recession in the 
early 1980s, and longer drop during the prolonged recession of the 1990s, and there is a 
continued drop in the latest, persistent recession and jobless recovery.13 
 
The Role of Government in Employment Recovery: Governments can reduce 
unemployment through appropriate expansionary policies. Indeed, after the latest 
recession started in 2008, governments (including that in Ontario) heeded wide-spread 
calls to boost spending to fight the downturn, which threatened to turn catastrophic. As a 
result, Ontario avoided a disastrous decline; this was an important achievement. 
Nevertheless, Ontario GDP still fell and many jobs were lost due to the severity of the 
global recession. As expected, the deficit rose, and Ontario shifted its focus to deficit 
reduction. RNAO had concerns with the timing and approach to deficit reduction.14 
Based on shares of GDP, the reductions came disproportionately at the expense of 
program spending. Between 2009-10 and 2013-14, the deficit fell from 3.2 per cent of 
GDP to 1.5 per cent. Program spending dropped from 17.9 per cent of GDP to 16.6 per 
cent, while revenue rose from 16.2 per cent to 16.7 per cent.15  
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There are a variety of reasons why Ontario should carefully consider its debt-reduction 
options: 

• as noted above, there remains considerable economic slack, with a disturbingly low 
employment rate. 

• Ontario's deficit is not large by its own standards (it reached 4.3 per cent of GDP 
during the recession of the early 1990s),16 and the deficit has dropped substantially 
since its 3.2 per cent peak in 2009/10.17 

• Borrowing for investment continues to be available at historically low rates. 
• Forecasts for economic growth in Ontario have improved, in part due to the falling 

Canadian dollar. TD Economics expects Ontario to lead all provinces at 2.5 per cent 
real growth over the 2015-16 period (2.6 per cent in 2015 ND 2.3 per cent in 2016).18 
Those figures are echoed by Scotiabank.19 RBC Economics is more bullish at 3.1 per 
cent for 2015.20 

• The dropping exchange rate will be a boon to Ontario's traded goods sector, including 
manufacturing. As of January 21, 2015, the dollar had fallen to $0.81 US, compared 
with values well above par in 2011. It had already dropped over 5 cents since the end 
of 2014.21 This should trigger even more economic growth for Ontario.  

4. Canada-US Exchange
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Figure 4 shows trends over time for the Canadian exchange rate. It rose in the early 
1990s, contributing to the deep and prolonged recession in that period. After the early 
1990s, the exchange rate fell, reflecting a change in the policy of the Bank of Canada, 
dropping below $0.63 US in 2002. This was a great boon for the Ontario traded good 
sector. Estimates of a fair price for the Canadian dollar (the purchasing power parity 
exchange rate) in recent years have been in the $0.80-$0.85 US range.22 23 The latest 
available estimate is $0.80 US for 2013.24 In 2002, the Canadian dollar was greatly 
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undervalued, but this was not to last. By late 2007, the Canadian dollar was equally 
overvalued, trading above par with the US dollar. After that, it fluctuated, but the 
comparatively expansionary US monetary policy drove the Canadian dollar above par. 
Combined with falling international demand, Ontario manufacturers were hit by a double 
whammy and shed a large portion of manufacturing jobs -- a drop of 290,000 jobs and a 
reduction from 18 per cent to 11 per cent of the Ontario workforce between 2000 and 
2013.25 The current downward trend in the dollar has been accelerated by the January 21, 
2015 cut in interest rates by the Bank of Canada.26 Now that the dollar has now slid to 
$0.81 US, it is back into its fair value range, and Ontario businesses are on a level playing 
field with their international competitors. There is no exchange rate reversal on the 
immediate horizon, given the stance of the Bank of Canada. That lower dollar will be 
good for the Ontario's trade-exposed sector and for the Ontario economy as a whole. In 
turn, that will be of great assistance in reducing the government deficit, which should 
reduce the temptation to resort to unnecessary austerity. 

In view of the ongoing slack in the Ontario economy, the government should consider its 
very realistic option to grow out of the deficit without compromising the restoration of 
physical, social and environmental infrastructure.  

Instead, there remain calls to rein in public expenditures, which threaten public services 
and cost jobs. Yet by Canadian standards, Ontario’s program expenditures are low, 
consuming 16.6 per cent of GDP as of 2013-14. Only two (high income) provinces have 
lower ratios: Saskatchewan and Alberta.27 The current spending is not high by historic 
Ontario standards either: the 16.6 per cent is roughly in the middle of the range of 13.6 
per cent to 18.9 per cent over the past 30 years. As noted above, provincial and federal 
governments’ deficits ballooned in the desperate but successful battle to stave off a major 
economic collapse. Ontario went from three annual surpluses to a small deficit (1.1 per 
cent of GDP) in 2008-09, to a large deficit in 2009-10 (3.2 per cent of GDP). Since that 
time, the deficit declined steadily to 1.4 per cent of GDP in 2012-13 before rising slightly 
to 1.5 per cent in 2013-14. The government cautiously projects a 1.7 per cent deficit for 
2014-15.28 However such projections invariably overstate the actual deficit; for example, 
Ontario projected a deficit that 1.6 per cent of GDP for 2013-14 and it came in at 1.5 per 
cent.29 The Ontario deficit is projected to virtually disappear by 2017-18. Pundits from all 
sides called on government to step in where the financial system had failed. But the job 
of recovering from the recession is far from finished. We do not believe that the need to 
reduce the deficit outweighs the urgency to maintain a level of services consistent with a 
health society, including healthy levels of employment.  
 
There is no question that fiscal deficits and debts must be taken seriously. Over the 
business cycle, there must be a reasonable balance between revenues and expenses. But 
deficits must be understood as constraints and not as principal objectives. The objective is 
to harness physical, human and natural resources in a way that builds a healthy, dynamic, 
sustainable, inclusive society. Runaway fiscal debts and deficits could limit capacity to 
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pay for needed services in the future. But growing social, infrastructure and 
environmental deficits have immediate and long-term consequences that are not top-of-
mind in budget discourse, and that must change. We can deal with the manageable fiscal 
deficit on a schedule that doesn’t harm the economy while getting the right mix of 
expenditures and revenues. 

The problem is: if priority is placed on balancing the budget and doing so by austerity, 
everything else takes a back seat. This approach, Ontario’s RNs say, has failed elsewhere 
in the world, 30 and is bad for Ontarians.31  Governments can, and must, take the lead – 
through policy and budgetary decisions – that protect the most vulnerable and promote 
health, if we truly care for a just and fair society 

Now is a perfect time to catch up on infrastructure deficits, because of the low interest 
rates and because there are many resources idled by the stagnant economy that there is 
limited risk of rampant inflation. 

 
A. Fiscal Capacity 

Ontario continues to deal with a significant but declining deficit. It’s important to 
understand how and why we got into this situation, and why more austerity is not the 
solution to our economic and social challenges. 

During the mid-1990s and early 2000s, the Government of Ontario cut revenues and 
expenditures severely. Government revenues as a share of GDP fell from 17.6 per cent in 
1995-96 to 15.1 per cent in 2003-04. Over the same period, program expenditures were 
cut from 18.1 per cent to 14.3 per cent of GDP.32 This created a severe social deficit and 
limited the ability to deal with it due to lower tax rates. Subsequently, the government 
restored much of the program spending and brought in more revenue with the 
introduction of a health tax. With economic recovery, rising revenues pushed the 
government into a modest surplus. However, the 2008 recession called for major 
spending to help head off economic collapse. Program spending jumped from 15.8 per 
cent of GDP in 2008-09 to 18.0 per cent the following year.33 The deficit spending 
strategy in Ontario and across the country did succeed in averting a much worse 
economic decline. A negative side effect was very large deficits at a time when the 
economy remains fragile.  

Ontario must, of course, take its debt and deficit seriously. Taking them seriously means 
thinking carefully about when and how to reduce them. The province must resist the 
temptation to punish the economy further with untimely spending cuts. Ill-advised 
austerity policies in Europe plunged country after country into severe recession and social 
strife. That does not need to happen in Ontario, nor in Canada. The government deficit in 
Ontario dropped from 3.2 per cent of GDP to 1.4 per cent in 2012-13, with a rise to 1.5 
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per cent in 2013-14. Ontario’s deficit is significant but manageable. Thanks to continuing 
low interest rates, now is a good time to invest in rebuilding the economy. In spite of the 
growing debt, interest charges on the debt have remained at a fairly flat 1.5 to 1.6 per cent 
of GDP in recent years.34 Enhanced revenue measures, such as reducing tax avoidance, 
more green taxes, prices on carbon and surcharges on those better able to pay, will help to 
reduce the deficit and restore Ontario’s fiscal capacity. New revenue measures are 
required to address growing needs in a number of areas, including transit (as gridlock 
imposes a worsening toll on the environment) productivity and health. Green taxes have 
the advantage of discouraging harmful behaviour. These taxes are more efficient, and 
could help replace less efficient taxes. On these grounds, the Task Force on 
Competitiveness has called for the implementation of an Ontario carbon tax.35  

There are a number of taxes on "bads" already on the books, such as gasoline, diesel, 
wine and beer. As the Drummond Report pointed out, the above taxes apply to volumes 
rather than value. Unless the taxes are continually raised to account for inflation, this 
amounts to continual cuts in the tax rate. Drummond advised replacing such taxes with 
taxes that apply to value.36 The cut in the effective tax rate over time from taxing 
volumes can be dramatic. For example, Ontario has not raised its gasoline tax since 
January 1992.37 At that time, a litre of regular unleaded gasoline cost 49.8 cents on 
average in Ontario. 38 As of December 29, 2014, a litre of regular unleaded gasoline 
averaged 96.7 cents.39 Since the tax rate on volume was frozen, this was equivalent to a 
cut of 48.5 per cent in the tax rate on value. And that was after the cost of gasoline in 
Ontario had plummeted from 141.8 cents in June; at that point, the frozen volume tax was 
equivalent to a 64.8 per cent cut in a tax on value.  

It is not responsible to consider tax cuts unless alternative revenue sources are in place. 
The benefits of tax cuts are elusive, as any private spending stimulus may be more than 
offset by corresponding government spending cuts. As the Task Force on 
Competitiveness admitted, substantial federal and Ontario tax cuts were accompanied by 
falling investment rates per worker.40  

The government must be very wary of the temptation to sell off assets for one-shot 
revenue increments. At various times, Hydro One, Ontario Power Generation and the 
Liquor Control Board have been mentioned as candidates.41 Selling off assets is not a 
sustainable way of addressing revenue-expenditure imbalances. And it is likely to result 
in receiving poor value as buyers will have to discount the price to cover uncertainty, risk 
and transactions costs. As these are large assets, there will be few buyers, and the 
government would be putting itself into a poor bargaining position, particularly if buyers 
sense that there is a seller facing short-term political/budgetary pressures. 
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Recommendations: 
 
• Ensure the fiscal capacity to deliver all essential health, health care, social and 

environmental services by building a more progressive tax system. Do not cut taxes. 

• Increase revenue sources that encourage environmental and societal responsibility. 
Begin by phasing in environmental levies, such as a carbon fee, to help pay for the 
damage polluters cause and to support the social programs and services most needed.  

• Reject fire sales of publicly owned Crown Corporations and assets to fund 
government programs [e.g. Hydro One, Ontario Power Generation, and the Liquor 
Control Board.]. 

B.  Medicare  

Expanding Medicare. The Canada Health Act (CHA) is a valued tool to deliver health 
care to all Canadians in an equitable way. It guarantees universal access to hospital and 
medical care via first-dollar coverage. Unfortunately, omitted are key health-care 
services, including pharmacare, home care, long-term care, physiotherapy, and dental 
care. The omissions lead to very uneven access to uncovered services across the country. 
They also result in inefficient overuse of covered services and underuse of uncovered 
services. In 1997, the National Forum on Health called for protection of the single-payer 
model and “expanding publicly funded services to include all medically necessary 
services and, in the first instance, home care and drugs.”42 In 2002, the Romanow 
Commission recommended expansion of home health care for mental health, post-acute 
care and palliative care.43 It also recommended coverage for catastrophic drug 
expenses.44 The Kirby Report called for a national post-acute home care program, 
catastrophic drug coverage and a national drug formulary.45 RNAO has long advocated 
for expansion of medicare “to all uncovered areas, including home care, pharmacare, 
long-term care, rehabilitation services, public health and truly comprehensive primary 
health care.”46  

Pharmacare. Canadians are covered by a patchwork of partial pharmacare coverage.47 A 
commentary written for the C.D. Howe Institute neatly summarizes the case for 
pharmacare in Canada:48 49 it would deliver equitable access to medicines; it would better 
financially protect the ill; and it would result in a net saving of money. The savings come 
from reduced administrative, marketing and regulatory costs (due to being a single-payer 
system), from integration of decisions on pharmaceutical care into overall health care 
(e.g., health-care providers have more incentive to rationally optimize between medical 
and pharmaceutical care), from pooling of risk over larger populations, from value-for-
money testing, and from use of purchasing power to reduce drug prices. In a related 
study, the same authors make the case against means testing and copayments for seniors' 
pharmacare.50 A 2010 study quantified the potential savings of a comprehensive first-
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dollar pharmacare programs for Canadians at up to $10.7 billion annually (or 42.8 per 
cent of total spending on pharmaceuticals).51 RNAO,52 Canadian Federation of Nurses 
Unions53 54; Canadian Medical Association,55 Standing Senate Committee on Social 
Affairs, Science and Technology,56 Canadian Health Coalition,57 Canadian Association 
of Retired Persons,58 59 the Toronto Star,60 61 and Canadian Doctors for Medicare62 have 
called for a national pharmacare program. The public is game: a May 22, 2013 poll by 
EKOS found 78 percent of Canadian respondents supported a universal public drug plan 
for all necessary prescription drugs.63 The poll also found strong support (82 per cent) for 
bulk purchasing of drugs and strong negotiations to lower drug prices. And there is 
support from a key player in the Ontario government; the Minister of Health and Long-
Term Care, Dr. Eric Hoskins, has written an op-ed calling for a national pharmacare 
program.64  
 
It would be ideal if pharmacare was implemented nation-wide, but as the C.D. Howe 
article points out, in the current policy environment, one or more provinces must lead the 
way. Ontario would serve its citizens and all Canadians well if it were to play that role. 
The Ontario government has indicated an interest in a full provincial pharmacare 
program.65  Currently, the Ontario Drug Benefit Program covers senior citizens and those 
receiving social assistance, while the Trillium Drug Program subsidizes those whose 
costs are high relative to their income.66 67 RNAO will continue to mobilize for a national 
pharmacare program, and urge Premier Wynne and Minister Hoskins to take the lead by 
launching Ontario's universal and comprehensive pharmacare program. Such a plan, 
however, must be consistent with principles of Medicare. RNAO will only endorse a plan 
that  is accessible, universal and that does not include co-payments, means testing or 
user-fees.  
 
Home care. Expansion of Medicare to include home care would yield similar types of 
benefits to those related to a national pharmacare program. As noted above, the National 
Health Forum, the Romanow Report and the Kirby Report called for various forms of 
national home care programs, and home care expansion was one of the mandates of the 
2004 Health Accord, which committed provinces to cover two weeks of home care for 
the acute, mental health and palliative areas.68 RNAO, the Canadian College of Family 
Physicians,69 and the Canadian Healthcare Association70 have called for a national home 
care program. The result would be: much broader and more equitable access to home care 
services; reduction in the need for more costly long-term care and acute care; better 
outcomes; and greater client satisfaction. RNAO will advocate for an accessible and 
universal homecare program that does not include co-payments, means testing or user-
fees.  
 
Making Medicare More Efficient. We do not need to wait for the Federal government 
to act. Expanding Medicare by creating universal and comprehensive pharmacare and 
homecare programs would improve outcomes and make more rational use of resources, 
instead of overusing covered services and underutilizing uncovered services. That would 
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help make Medicare more efficient. But that is not enough. Transparency and 
accountability are important in all public activities, including health care, to ensure that 
services are efficiently and effectively delivered. The loss of the Health Council of 
Canada weakens transparency and accountability at the national level. Health Quality 
Ontario71 and the provincial Auditor General72 do provide accountability for health at the 
provincial level for Ontario, and the same accountability is required nationally.   
 
Threats to Medicare 
 
Private Payment.  Private payment restricts access to health-care services, based on 
income, meaning that lower income people without insurance get delayed, reduced or no 
access to health care. Private payment results in higher costs due to limited buying power, 
higher administrative costs, and skewed usage to insured versus uninsured services. The 
American health-care system is an example. As of 2013, 13.2 per cent of Americans had 
neither public nor private health insurance for the entire calendar year; this number has 
mercifully been dropping.73  In part due to its multi-payer nature, U.S. health 
expenditures exceed those of the rest of the OECD, but health outcomes are 
comparatively poor.74  
 
Hospitals and other health-care organizations are grappling with tight fiscal realities as 
stagnant budgets attempt to accommodate changing population health needs. An area of 
concern for RNAO is medical tourism: the sale of health care at a profit to well-heeled 
people who travel abroad to access health services more quickly or more cheaply. RNAO 
is aware of hospitals that have provided health services to non-urgent paying patients 
from abroad. 75  RNAO is in staunch opposition to medical tourism because it turns 
health care into a commodity to be bought and sold.76 For nurses, medical tourism is the 
beginning of the end of Medicare,77 as it opens the door to lawsuits driven by wealthy 
Ontarians denied private care and for-profit interest groups. They will argue that if out-
of-country patients can pay their way to preferential treatment, so, too, should Ontarians. 
On November 21st the Minister of Health and Long-Term Care asked all Ontario 
hospitals to stop soliciting and treating international patients, except for humanitarian 
work and activities related to existing contracts. In the interim, he has asked hospitals not 
to enter into new international consulting contracts that include the treatment of foreign 
nationals in Ontario. While this is an encouraging first step, RNAO strongly urges the 
Minister to implement a complete ban on inbound medical tourism through legislation. 
 
For-Profit Delivery. Delivery of services is another area of privatization. In the home 
care and long-term care sectors, services are delivered by a combination of for-profit and 
not-for-profit bodies. The profit incentive turns out to be perverse in health care, because 
it harnesses human ingenuity in ways that inflate costs and deliver worse outcomes. 
Health care is particularly vulnerable because it is very difficult to assess and monitor 
quality of care; the incentive to cut corners is very powerful, and the penalty for not 
cheating may be loss of market share. A review of four decades of experience with 
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privatization in the United States with a combination of public funding and private 
health-care management and delivery found that “for-profit health institutions provide 
inferior care at inflated prices.”78 For-profit provision leads to cherry-picking of 
profitable services and clients, leaving the public sector to deal with high-cost clients. 79 
80 An abundance of literature points to poorer outcomes from for-profit health care81 82 83 
84 85 86 87 88 89 and at higher cost. 90 

Public-private partnerships (also known as P3s or Alternative Financing and Procurement 
(AFPs)91) are a variation on for-profit provision, in the case of infrastructure. They 
generally involve the private sector organizing the financing, design, and construction of 
infrastructure. Controversially, they tend to involve very complicated and long-term 
contracts that also include private operation and maintenance of the facility after it has 
been built. P3s tend to be more expensive because private borrowing costs are higher 
than public borrowing costs, because of the high negotiation costs of these complex 
deals, and because the representatives of the public sector are ill-equipped to negotiate 
such complex contracts. The public ends up absorbing higher costs and lower quality of 
services as a result.92 93 94 95 96 97 98 99 100  Ontario's Auditor General confirmed the 
critics101 by finding that the choice of AFPs was justified by questionable overevaluations 
of risk that tipped the cost-benefit analysis in favour of AFPs, which otherwise showed to 
be $8 billion more costly.102  

The Loss of the Health Accord. The federal government has walked away from 
renegotiating the Health Accord, and has allowed it to expire. This was a federal-
provincial-territorial agreement aimed at strengthening Canadian health care under which 
the federal government funded health care via the health transfer, in return for 
provincial/territorial performance undertakings.103 The federal government also 
terminated the watch-dog Health Council of Canada in 2014 over the strenuous 
objections of organizations like RNAO.104 The government stated that the Council was 
no longer needed now that the Health Accord was expiring and yet the creation of such a 
council was the number one recommendation of the Romanow Commission, led by 
former Saskatchewan premier Roy Romanow.105 The provinces say that in lieu of 
negotiation, the federal government unilaterally slashed $36 billion in transfers to the 
provinces and territories for the period after the expiry of the Health Accord.106 107 This 
further reduces provincial/territorial health-care resources and gives the federal 
government even less leverage to enforce the Canada Health Act (a paper written for the 
Canadian Institute of Actuaries estimates that the federal transfer share of 
provincial/territorial health expenditures would drop from its current 21 per cent to 14.3 
per cent under the new formula by 2037, down from an initial 50 per cent).108 The federal 
government could withhold transfers to provinces that allow billing for services covered 
under the CHA, but it has chosen not to act, which encourages further violations.109 
Furthermore, the federal government has switched to transferring health funds on a per 
capita basis, which will leave poorer provinces worse off. Romanow described the Prime 
Minister’s plan for health-care transfers as a deliberate strategy to abandon health care to 
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the provinces and foster the development of more private, for-profit medical 
enterprises.110 
 
Saving Medicare by Improving the Health System. RNAO agrees changes are needed 
to make our system more responsive. It is well-known, that nurses – like most Canadians 
– want to protect our publicly funded and not-for-profit health system, and strengthen it 
for generations to come. While Ontario’s nurses know there are fiscal challenges in 
today’s economy, we also know that cost containment cannot occur at the expense of 
quality and evidence-based patient care, as it would result in human suffering and higher 
costs. Nurses know there are better solutions. The changes that RNAO has widely 
promoted: are informed by robust evidence and the urgent need to improve health-system 
integration, reduce harmful infrastructure duplication, and utilize the full utilization of the 
knowledge and skills of all health-care professionals, including RNs and NPs. When 
these changes take hold, Ontarians will experience transformation that will also result in a 
system that is more efficient, more cost-effective and delivers better health outcomes for 
patients and taxpayers. 
 
We say the way to save precious taxpayer dollars is by decreasing duplication and 
substantively improving health-system integration, while anchoring the health system in 
primary care. The time has come to have these important discussions as the Standing 
Committee on Social Policy is expected to release its report on the review of the Local 
Health Integration Networks (LHIN) very soon. Moreover, the Ministry of Health and 
Long-Term Care has convened a Home and Community Care Expert Panel111 to address 
deficiencies within the sector. The report of this committee is also forthcoming, creating 
a policy window for change.  

To achieve a shift to community based care, RNAO’s game-changing report Enhancing 
Community Care for Ontarians (ECCO)112 proposes a three-year plan that addresses the 
greatest needs of our system. It urges government to ensure every Ontarian has timely 
access to comprehensive primary care, with a strong emphasis on health promotion, 
illness prevention, chronic disease prevention and management, and mental health care. It 
calls for a person-centred, evidence-based approach that will advance the principles of 
primary health care for all. RNAO’s ECCO model strengthens health system integration 
and alignment by enabling LHINs to effectively lead regional health system planning 
using population-based needs assessments, service agreements, along with appropriate 
funding, monitoring and accountability for all health-care sectors.  

Ontarians cannot afford to have their tax dollars invested in a costly system fraught with 
duplication. This is one of the reasons the ECCO model proposes a transition of 
Community Care Access Centre (CCAC) functions into established areas of the health 
system. It calls for transitioning the 3,500 care co-ordinators from CCACs into primary 
care through a carefully crafted labour strategy, maintaining compensation and benefits, 
that anchors their role in serving Ontarians with complex needs and multiple co-
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morbidities. To achieve this type of renewal, it is imperative to strengthen and organize 
Ontario’s 4,000 individual primary care entities into local primary care networks, 
configured according to geographical referral patterns. The end goal will be to position 
primary care as the co-ordinating “hub” of the local health system. Eliminating the 
CCAC infrastructure will provide significant cost savings nearly $200M reinvested into 
direct home health-care/support services annually.  

As with any transformation, this will take time, however, it is within reach. RNAO 
challenges the government to commit to provide all Ontarians with access to 
interprofessional primary care by 2020. This can be fully accomplished by expanding 
existing interprofessional primary care practices that hold infrastructure capacity, and by 
creating new sites where such capacity does not currently exist. To achieve this, 
government must target its investments in nurse practitioner-led clinics, community 
health centres, Aboriginal health access centres, and family health teams, and stop 
enabling new solo physician practices. In addition, the government can expand primary 
care capacity immediately by forming primary care networks. These networks are 
anchored by a ‘lead’ primary care organization and enable horizontal organization of 
local primary care entities.  

Ontario’s 25 nurse practitioner-led clinics (NPLC)113 114 have been built from the ground 
up as a highly successful interprofessional model of primary care delivery that has 
improved access to care across the province. NPLCs are led by NPs in collaboration with 
a team of health professionals including RNs, registered practical nurses (RPN), social 
workers, pharmacists, physicians, dieticians and others according to patients’ needs. 
NPLCs offer comprehensive primary care services within a primary health-care 
framework. Embraced within the community, NPLCs partner with patients to co-ordinate 
their care and help them navigate the complexities of the health system. 

Although early in their evolution, NPLCs are proving to be exceptional at improving 
health system cost effectiveness, access to care and client outcomes. The clinics are well 
on their way to meeting and even surpassing government-mandated client targets. The 
Lakehead NPLC in Thunder Bay is just one example of an NPLC that has met its 
enrollment target and currently has a waiting list for clients desperately seeking primary 
care in northern Ontario. Although this clinic has the infrastructure capacity to expand, it 
currently lacks the government funding to add human resources. Continued investments 
and expansions within the NPLC model are the right choice for Ontarians and the health 
system. 

As RNAO has urged for many years, NPs must play a bigger role to enhance timely and 
quality care for residents in long-term care. NPs have the competencies, knowledge and 
skills to reduce unnecessary transfers to hospital emergency room departments, and to 
reduce hospitalizations – thus, reducing the trauma to frail clients and making for a more 
cost-effective health system. NPs can also accelerate access to medical care and help to 
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manage difficult behaviours in clients. Evidence points to a minimum of one NP per 120 
residents.  

Fiscal Recommendations for Medicare: 
• Reject efforts to commercialize or privatize health-care delivery by  

o legislating a complete ban of inbound medical tourism.  

o prohibiting new P3 negotiations and contracts. 

• Work with the other provinces to bring the federal government back to the table to 
negotiate a Health Accord. 

• Expand our publicly funded, not-for-profit health-care system to all medically 
necessary areas, starting with universal home care and pharmacare. 

• Focus on well-researched and demonstrated policies and evidence-based clinical 
practices to optimize the health of people, families and communities.  

System Improvement Recommendations for Medicare: 
• Anchor the health system in primary care by expanding interprofessional primary 

care delivered in nurse practitioner-led clinics (NPLC), community health centres 
(CHC), Aboriginal Health Access Centres (AHAC) and family health teams (FHT). 

• Support Local Health Integration Networks to achieve regional health system 
planning, integration and accountability for all health sectors. 

• Phase out CCACs and transition the 3,500 care co-ordinators from Community Care 
Access Centres into primary care through a carefully crafted labour management 
strategy that retains their salary and benefits. 

 
C. Nursing Care 

The 1990s saw stagnation in the growth of the RN workforce, with falling employment in 
the latter 1990s. At the same time, the population of Ontario continued to grow rapidly 
and age. This meant the need for nursing services was growing at the same time as RNs 
were being laid off.  The 1999 Nursing Task Force report outlined these problems along 
with their implications for the nursing profession and client outcomes. Since this time, 
concerted efforts by successive governments have reversed the downward trend in 
nursing employment. RN employment has been trending upwards, but has been down and 
up in the last few years.  

RN-to-population ratios. A measure of access to RN services is the RN-to-population 
ratio. As the graph below shows, it fell steadily starting in the late 1980s, as stagnant RN 
employment was overtaken by population growth. When RNs were laid off in the late 
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1990s, the ratio deteriorated more quickly. The strong action noted above by government 
completely reversed that trend, until cutbacks starting in 2008 undid some of that 
progress.  

Ontario’s RN-to-population ratio ranks significantly below the rest of the country, with a 
gap that opened up in the early 1990s. As of 2013, Ontario had 71 RNs per 10,000 people 
(a decline from 72.2 in 2009), compared to 83.7 for the rest of the country. Only British 
Columbia has a lower RN-to-population ratio than Ontario.  This inevitably has 
significant implications on workload and patient outcomes.115 116 117 118 119 120 121 For 
Ontario to catch up with the rest of Canada, it would have to add an estimated 17,239 
more RNs to its workforce, an increase of 17.9 per cent. In response to this growing 
concern, RNAO is recommending that the government seek to close the gap as quickly as 
reasonably possible, while continuing to advance policy that focuses on utilizing the most 
effective care provider for each patient and advancing continuity of care and caregiver. 

 

 

 

Full-time Employment for RNs. While there has been a temporary setback on RN 
employment, the news is good on progress towards the consensus goal of 70 per cent full-
time employment for nurses. That’s good for patients and health outcomes.122 Full-time 
employment supports the continuity of care and caregiver that are central to good nursing 
care. Evidence shows that higher proportions of full-time RN staff are associated with 
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lower mortality rates, continuity of care and continuity of caregiver, as well as improved 
patient outcomes.123 124 125  Conversely, excessive use of part-time and casual 
employment for RNs is associated with decreased morale, an unstable workforce where 
nurses move to other jurisdictions to find full-time work,126 disengagement among 
nurses, and a lack of continuity of care for patients.127 128 The share of full-time 
employment for RNs (general class and extended class, or NPs) rose from 59.3 per cent 
to 68.6 per cent between 2004 and 2012. Unfortunately, the ratio deteriorated to 66.8 
percent in 2013 due to the loss of many full-time RN positions, with a modest recovery to 
66.9 per cent in 2014. Otherwise, the trend has been very positive since 1998, when the 
share of full-time employment for RNs in the general class was below 50 per cent. 
Government must get back on track to hit its target of 70 per cent of all nurses working 
full time.  

The other good news is that willingness to work full-time is no obstacle: If all Ontario 
RNs in the general class had their preferred work status, 72.0 per cent would be full-time, 
whereas just 66.6 per cent have it. 

 

6.  RN (GC)s: Preferred vs. Actual Work Status 
 Actual Work Status 

Preferred Actual Preferred Full-
time  Part-

time  Casual  

 # % # % # % # % # % 
Full-time 61,565 95.1 7,460 29.4 944 13.4 69,969 72.0 64,745 66.6 
Part-time 2,711 4.2 17,331 68.2 1,008 14.3 21,050 21.7 25,405 26.1 

Casual 469 0.7 614 2.4 5,115 72.4 6,198 6.4 7,067 7.3 
Total 64,745 100 25,405 100 7,067 100 97,217 100.0 97,217 100.0 

 

Scope of Practice. Ontario’s nurses also want to work to full scope of practice, allowing 
the public to benefit from their competencies, knowledge and skills. Moreover, an 
evolving health system, coupled with the complex care requirements of Ontarians, 
requires an expanded role of the RN so more people can get timely access to quality care. 
Right now, RNs in Ontario are limited in what they can do compared to other 
jurisdictions in Canada and abroad. For example, RNs in the United Kingdom can 
prescribe laboratory tests and medications and have been doing so for 17 years. That’s 
where British Columbia, Saskatchewan, Manitoba and Alberta are moving, and that is 
what Ontario needs. RNAO’s groundbreaking report Primary Solutions for Primary 
Care: Maximizing and Expanding the Role of the Primary Care Nurse in Ontario129 – a 
product of a provincial task force – identifies the need to maximize and expand the scope 
of practice utilization of Ontario’s 4,000 RNs over two phases. Consistent application of 
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the full scope of practice of these nurses across all primary care models is the hallmark of 
the first phase, and serves as the initial step towards maximizing the scope of each 
interprofessional primary care team member. 

The second phase proposed by the task force involves legislative and regulatory 
enhancements to expand RNs’ scope of practice to include the ability to prescribe 
treatments and medication, order diagnostic testing and communicate a diagnosis. These 
activities are within the competencies, knowledge, and skills of the RN and would be 
authorized pending completion of a focused university pharmacology course. RN 
prescribing is a recognized international practice and has been subject to rigorous review 
within the literature.130 The outcomes of this practice have been highly beneficial at the 
patient, organization and system level.131 132 For example, RN prescribing has the ability 
to enhance patient access and continuity of care and caregiver in every sector. It also 
improves efficiency and cost-effectiveness within the system, while contributing to 
greater job satisfaction and retention of mid and late-career nurses. RN prescribing will 
enable Ontarians to receive timely access to primary care services, including after-hours 
access. Premier Kathleen Wynne announced her government’s commitment to RN role 
expansion at RNAO's Annual General Meeting in April 2013 and made RN prescribing a 
platform commitment as part of the 2014 election,133 but little progress has been made. 
Nurses are calling on the government to speed up implementation as the public deserves 
better and the government must be accountable for its commitments.  

Compensation Equity. Lastly, and no less important, in shifting our health system from 
an illness-based model of care to a preventative one is securing fair wages for RNs and 
NPs working in all sectors of health care. Current wage differentials act as a disincentive 
to working in the community sector as well as other sectors. For example, between 1998 
and 2004, the community health sector lost 27 per cent of its nursing workforce, due in 
part to wage differentials.134 Primary care NPs earn as much as $20K less annually than 
their counterparts within hospitals and CCACs.135 As a consequence, one in five 
positions for NPs in the community is vacant.136 This comes at a time when Ontarians 
still struggle to receive timely access to primary care services. The role and 
responsibilities of the primary care NP have greatly expanded in recent years, yet 
compensation has remained relatively flat. Wage differentials present significant 
recruitment and retention implications that can impact the sustainability of Ontario’s 
efforts to improve health in the community. 

Recommendations: 
• Narrow the gap with the rest of the country of about 17,239 registered nurse (RN) 

positions as quickly as possible by creating more positions. Ensure that staffing mix 
decisions are based on patient need and stop RN replacement with other providers as 
a short-sighted and erroneous attempt to save money.  
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• Maximize and expand the role of RNs to deliver a broader range of care, including 
delivering on government promises regarding RN prescribing. 

• Secure fair compensation and benefits for RNs and nurse practitioners (NPs) 
working in all sectors of health care by eliminating the discrepancy between 
community settings and hospitals/CCAC. 

• To protect the safety of our seniors and to ensure their timely access to quality care, 
phase in new minimum staffing standards in long-term care, starting with a 
minimum of one nurse practitioner per 120 residents 

• Ensure 70 per cent of all nurses work full-time so patients have continuity in their 
care and care provider.  

D.  Social Determinants of Health 

Nurses know that beyond helping individuals, families, and communities to realize their 
potential, meaningful action on poverty is critical to sustaining lives, supporting health, 
and enabling human dignity. That is why Ontario’s RNs, NPs and nursing students 
continue to implore our elected leaders to accelerate our collective efforts to address 
poverty with meaningful action lest more lives be lost.  

On September 3, 2014, Deputy Premier Deb Matthews released the "government’s 
renewed, refocused effort to reduce poverty” in Realizing Our Potential: Ontario’s 
Poverty Reduction Strategy, 2014-2019.137 An important lesson learned from the 
province's first Poverty Reduction Plan is that investments such as the Ontario Child 
Benefit are effective in reducing child poverty rates and preventing additional families 
from falling into poverty.138 While a good start, the 1.57 million Ontarians139 living in 
poverty need action, which will be enabled by a detailed implementation plan, complete 
with targets and timelines, accompanied by substantive public investment.  

The recent deaths of four individuals who were homeless (one each in a bus shelter, van, 
make-shift shelter, and city-run facility)140 during the space of an extremely cold period 
in Toronto are dramatic reminders of the link between  access to safe, affordable housing 
and health.141 The most recent Ontario Non-Profit Housing Association’s statistics 
indicate that at the end of 2013, there were 165,069 households waiting for rent-geared-
to-income housing.142 Average provincial waiting times for rent-geared-to-income 
housing continue to increase from 3.2 years in 2012 to 3.89 years in 2013.143  Peel region 
continues to have the longest overall waiting time of 8.39 years.144 For every household 
occupied, two cancel their applications and three more apply.145 With existing rental 
stock aging and almost no new purpose-built rental housing being created,146 prospects 
are grim without leadership and action from government. The Ontario Non-Profit 
Housing Association has proposed a model that would invest $13 billion over ten years 
that would repair existing social housing stock and assist all households living in 
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Persistent Core Housing Need and homelessness.147 An investment of $1.3 billion per 
year would equal one per cent of the current provincial budget.148   

Public health units across the province continue to document the gap between the cost of 
nutritious food, shelter, and Ontario’s dangerously low social assistance rates. In Toronto, 
for example, a one-person household receiving Ontario Works would have a deficit of 
$337.06 per month, as average monthly rent would require 113 per cent of income, and 
the amount required to purchase healthy food would take 31 per cent of income.149 150 A 
single person receiving Ontario Works must currently try to survive on $656 per 
month.151 In addition to increasing social assistance rates so that recipients can live in 
health and dignity, it is critical that the Work-Related Benefit that provides $100 per 
month for ODSP recipients and family members who work be reinstated.152 

Food bank use in Canada and Ontario in 2014 remained higher than when the recession 
started in 2008153 and “within the food bank network, crisis has become the norm.”154 
According to the Canadian Community Health Survey for 2012, the number of food 
insecure households in Ontario was 571,300.155 This survey found that the proportion of 
households reliant on social assistance who were food insecure was 64.5 per cent in 
Ontario.156 The proportion of food insecure households reliant on wages and salaries in 
Ontario was 58.3 per cent.157 

The minimum wage in Ontario was frozen at $6.85 per hour from 1995 to 2004, which 
corresponded to a 17 per cent cut in purchasing power. From February 2004 to March 
2010, important increases brought the minimum wage to $10.25 per hour.  After staying 
flat for four years, the minimum wage increased to $11.00 per hour as of June 1, 2014.158 
While the raise and indexing of the minimum wage were welcome, this amount still 
leaves a full-time worker 16 per cent below the poverty line.159 RNAO continues to 
support the community call to set the minimum wage 10 per cent above the Low Income 
Measure. A $14 per hour wage with increased attentiveness to ensuring fair legislation 
and enforcement of labour standards would strengthen the possibilities of good jobs being 
a pathway out of poverty.   

Recommendations: 
• Update and strengthen Ontario's Poverty Reduction Strategy with a detailed 

implementation plan, complete with targets and timelines, accompanied by 
substantive public investment.  

• Improve access to affordable housing and stimulate job creation in the process by 
investing one per cent of Ontario's budget to address the backlog of existing 
affordable housing units in need of repair and to create new affordable housing 
stock.  

• Raise the dangerously low social assistance rates to reflect the actual cost of living 
by setting up an expert panel that includes people with lived experience. 
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• Increase the minimum wage to $14 per hour in 2015 and continue to index the 
minimum to inflation and ensure equal pay for equal work by expanding protections 
for temporary workers. 

 

E.  Environmental Determinants of Health 

Nurses know environmental determinants of health play a huge role in each community’s 
overall health and well-being, as evidenced in Ontario160 161 162 163 and around the 
world.164 165 166 167 It is much healthier and more cost effective to prevent pollution: the 
EPA estimated that the benefits of its Clean Air Act alone to outweigh costs by a factor 
of 30 to one.168 Access to clean air, a safe environment, and reliable and sustainable 
forms of electricity help preserve our planet and secure the future for our children. That’s 
why RNAO continues to focus on strengthening three key environmental determinants of 
health:  

• supporting the use of green energy,  
• reducing all exposure to toxics, including from the environment, in homes, in 

workplaces and in consumer products, and 
• building a transportation system that reduces pollution and promotes healthier 

living. 

Green energy. RNAO strongly supports an electricity system that is safe, reliable, 
equitable and environmentally sustainable; one that supports community sustaining green 
jobs, and one that does not pollute the air or leave a legacy of toxic waste and bankrupt 
Ontario residents and businesses.169 We must use best available evidence on the health 
effects of energy sources as a guide. RNAO's position statement on healthy energy 
solutions summarizes available information.170 A recent study by Health Canada verified 
previous findings about wind turbines, which when properly sited are a part of the energy 
solution for Ontario.171 Healthy public policy demands aggressive conservation and 
energy efficiency targets as well as increasing reliance on cleaner renewable energy. 
Ontario has made a huge step forward in closing all coal-for-energy plants. Commitments 
to progress on climate change are very promising, and RNAO will work with other 
stakeholders and government to maximize progress in this regard.  

RNAO’s vision of a clean, healthy energy future is balanced and comprehensive. It 
includes: 

• Reducing consumption through conservation and energy efficiency; 
• Solid targets and implementation plans for increasing reliance on renewable energy 

such as community controlled, appropriately located and scaled water, wind, solar 
and bio-energy; subject to comprehensive environmental assessments 



25 | R N A O ’ s  P r e - b u d g e t  S u b m i s s i o n  J a n u a r y  2 9 ,  2 0 1 5  
 

• Phasing in a fee on carbon, which would act as a tool to build fiscal capacity, as well 
as a signal to users to economize on carbon use. 

• Cancelling plans for construction of new risky and expensive nuclear power plants. 
• Negotiating long-term contracts with Quebec for renewable hydro power, which is in 

surplus in that province;  
• Strategic use of natural gas to meet peak needs until renewable power is online while 

ensuring any new natural gas-supplied electricity is not from shale gas extraction 
(“fracking”) and uses highly efficient combined heat and power (CHP).  

Toxics. New toxics are being discovered and released on a regular basis, and the public is 
often unaware of their presence or effects. Concern has been growing about a worrisome 
class of toxics called endocrine disruptors. These particular toxics can cause serious 
health effects, even in very low concentrations and particularly in young children.172 173 
174 The range of effects are not fully understood, but based on what is known, RNAO 
calls for extreme caution and tougher protection from the government on toxics by: 

• Protecting the public’s right-to-know about toxics in their environment, homes, 
workplaces and consumer products, and taking concrete action on issues such as 
product labelling. Ontario's Toxics Reduction Act is a step in the right direction, 
but more is needed. 

• Committing to aggressive targets for reductions in the use, creation and release of 
toxics. 

• Requiring mandatory substitution of safer alternatives for toxic substances in 
production processes. 

• Establishing an independent academic institute to build capacity for meeting 
above requirements. 

At this point, Ontario’s Toxics Reduction Act (TRA) lacks targets, mandatory substitution 
and an independent academic institute. We urge the government to fix these gaps, which 
greatly weaken the effectiveness of the Act. We also urge the government to bring into 
force sections of the Act on: compliance and enforcement; product labelling; toxics 
regulation; and substances of concern (Section 11, which concerns substances not yet 
covered under the Act. The Ministry of the Environment has a list of at least 155 such 
substances. 175). We further urge the government to use whatever other opportunities to 
present themselves to reduce Ontarians’ exposure to toxics, such as including toxics 
reduction targets in pending legislation like the Great Lakes Protection Act. 

Neonicotinoid Pesticides. One class of toxics has received much attention of late. 
Neonicotinoids (Neonics) are insecticides. They work by attacking nerve receptors in 
insects. They are toxic to animals, but more toxic to insects than to mammals. Lethal and 
sub-lethal exposures are both problematic. We know that sub-lethal exposures can 
compromise the health of pollinators, which makes them susceptible to diseases and 
parasites. The removal of many pollinators from the environment affects the success of 
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plants and removes a substantial source of sustenance from creatures further up the food 
chain. There is strong consensus that neonics can harm pollinators and other invertebrates 
and vertebrates. 176 177  

RNAO applauds the government’s proposal to restrict the use of neonicotinoid pesticides 
in agriculture178 as an important first step towards a complete ban. It is important that the 
regulation be written in a way that ensures its aspirational goal of reducing the over-
winter mortality of honey bees to 15 per cent by 2020. Given the threat to pollinators and 
diversity, and given the concern about adding more neurotoxics to the environmental 
toxic load, RNAO is calling for a ban on neonics. 

Transit and Active Transportation. Automobiles are a major source of pollution, 
particularly in urban environments. When added to congestion costs, the bill comes to 
billions of dollars. For example, in the Greater Toronto and Hamilton Area (GTHA), the 
cost in 2006 alone was estimated at $3.3 billion to commuters and $2.7 billion in lost 
economic opportunities.179 For many in urban areas, there are limited alternatives to 
automobile use: public transit may be inadequate and opportunities for active 
transportation like biking and walking may be limited and unsafe. Approximately $50 
billion over 25 years (or about $2 billion per year) is needed for transit infrastructure for 
the GTHA alone (The Big Move, the regional transportation plan for the GTHA 
developed by Metrolinx, an Ontario crown agency that manages GTHA 
transportation).180 The Ann Golden panel has pointed the way with its transit 
infrastructure recommendations, which include $300 million funding for a Kick-Start 
Program to deliver immediate visible improvements in service.181 The medical officers of 
health for the GTHA have made an important contribution with their report on designing 
healthier transportation systems and healthier cities.182 The report concluded that better 
community design and implementing The Big Move could avoid 338 premature deaths 
per year significantly reduce the staggering cost of congestion. It recommended that 
Ontario should: 

• provide long-term funding for The Big Move and work with Metrolinx and the 
municipalities to implement The Big Move to optimize access to transportation 
options 

• change its policies to better support active transportation and public transit 

The government has made an important first step with its commitment to fund municipal 
transit infrastructure to the tune of up to $15 billion over 10 years (about $1.5 billion per 
year);183 more funding for infrastructure, services and active transportation is necessary, 
as The Big Move called for about $2 billion per year over 25 years. After funding, the 
next steps are to promote transparency and accountability in governance of project choice 
and implementation; to support optimal choice of transit and active transportation 
projects; and to support expeditious implementation of those projects 
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Recommendations: 
• Set ambitious toxics reduction targets. Ensure people have the right-to-know about 

the existence of toxics in the environment, in their homes, in their workplaces, and in 
consumer products.  

• Regulate the use of neonicotinoids in agriculture to achieve a 15 per cent over-winter 
honey bee mortality rate by 2020, as a first step towards a complete ban. 

• Minimize the energy footprint by: focusing first on conservation and energy 
efficiency, and increasing reliance on renewable energy.  

• Take all necessary steps to: 

o ensure sufficient dedicated revenue sources to pay for a substantial 
expansion of transit and active transportation. and 

o support cost-effective and expeditious delivery of those expansions, 
implemented by transparent governance and informed expert opinion.  
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