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Recommendation:
That the Regional Municipality of Waterloo authorize the Chief Financial Officer
to execute any and all agreements with the Royal Bank of Canada in relation to
Ontario Works Reloadable Payment Cards including a Master Client Agreement,
Delivery Agent Agreement, Statement of Work, Resolution Regarding Banking
and any other related documentation, with all agreements to be to the
satisfaction of the Regional Solicitor as described in report COR-TRY-20-01
dated January 14, 2020.
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CSD-SEN-20-01, Temporary Service Increase in Convalescent Care at
Sunnyside Home
Page 28
Recommendation:
That the Regional Municipality of Waterloo increase the preliminary 2020
Sunnyside Operating budget by $79,300.00 and 1.4 temporary FTE ($0 net ley
impact) as described in report CSD-SEN-20-01 dated January 14, 2020.
And that this matter be referred to Budget Committee for consideration.
Regular Agenda
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5.1

CAO-SPL-20-01, Community Safety and Wellbeing Legislation
Page 30
Recommendation:
That the Regional Municipality of Waterloo approve the appointment of the
Community Safety and Wellbeing Advisory Committee in relation to the
Community Safety and Wellbeing Legislation as mandated by the Province of
Ontario as described in report CAO-SPL-20-01, dated January 22, 2020.
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* PHE-20-01, Region of Waterloo’s Response to Provincial Modernization of
Public Health
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See page 60
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7. Other Business
8. Next Meeting – Tuesday, February 11, 2020
9. Motion to go into Closed Session
That a closed meeting of the Administration and Finance Committee and Special
Regional Council be held on Tuesday, January 14, 2020, immediately following the
Community Services Committee in the Waterloo County Room in accordance with
Section 239 of the “Municipal Act, 2001”, for the purposes of considering the following
subject matters:
a) personal matters about identifiable individuals related to committee appointments
b) personal matters about identifiable individuals related to committee appointments
c) labour relations or employee negotiations

10. Adjourn
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Regional of Waterloo Community Services Committee
150 Frederick St, Kitchener
January, 2020

Dear Community Services Committee
In January of 2019, I spoke at the Community Services Committee because I was
at risk of being evicted due to a bed bug infestation. I explained at the time that it was
possible I might avoid eviction but I felt that stronger influences such as the ability of the
property management company to double the rent made my situation precarious.
I was evicted officially in April of 2019 and although I used every option available to
me, the sheriff changed the locks on my apartment that month.
History.
I began my tenancy at 141 Chapel Street on April 1st, 2005, and was paying
$650.00/month, at the time I was evicted the rent was $750.00/month and is currently
being rented for about $1300.00/ month.
The building had constant problems with repairs such as heat, water leaking and
repeated calls for emergency and police services. Bedbugs swept through 10
apartments, including mine in 2015. In August of 2018, several tenants above and
below me reported new bedbug infestations. In September Bedbugs were detected in
my unit and I was treated in October. The problem continued in November and the
pest company denied I was still infected but that I was either bringing them in from work
or I was unclean and had Firebrats (silverfish and book lice). I paid another pest
control company to document the bedbugs and filed a complaint, with the City of
Kitchener property standards in December 2018.
After that the pest control company did not treat my apartment again and the property
management company threatened me with interference if I hired my own contractor to
treat. The landlord tenant board hearing in December 2018, relying on the testimony of
the contractor attempted to suggest a compromise but the contractor and property
management company were in control of the process after that. It was easier to refuse
treatment and evict and raise the rent. In February I found a local cleaning service to
help prep for pest control to spray, (she found no reason to for any refusal) but by this
time the eviction order was issued.
I also received some summary advice from the local community legal services but I
made about 4 thousand dollars too much to qualify for legal representation.
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The Landlord and Tenant Board (LTB)
The landlord tenant board attempts to mediate settlements and assist tenants when
possible however when landlords can double rent with an eviction the tenant is at a
distinct disadvantage. Landlords are commonly represented by lawyers and
paralegals and the tenants are self represented, (there is 15 minutes of summary advice
available to tenants before a hearing but this is not an adequate substitute for having
legal representation at a LTB hearing).
(In the fall of 2018 and spring of 2019, 5 of the 15 apartment units in my building
were evicted or threatened with eviction and vacated the property. Three of the five
had taken the owner to the board for repairs or maintenance issues.)
Conclusion
This is a summary of my view of the facts.
On a personal basis it was an extremely stressful fall, winter and spring. During one
period I would go to the provincial courthouse weekly to see if I was on the list for the
sheriff to change the locks. This does not include the stigma of having bedbugs (from
October to February) or stress of going to bed nightly. I rented a storage container for
my apartment belongings and moved the contents to comply with the order and I
eventually paid for my apartment to be treated myself. For most of the LTB process I
believed I would receive a just ruling but in January of 2018 I began to suspect that the
requirements of the ruling set me up to fail as compliance became impossible to
achieve. Communication with the property management company and the pest control
contractor during the process were unhelpful and hostile.
I feel that the Landlord and Tenant Board contributed to a miscarriage of justice and
there was a breach of natural law which deprived the tenant the reasonable confidence
that they will be treated justly in the process.
Suggestions
I would suggest for your consideration that if the existing private residential housing
market is to remain an affordable alternative to public housing for tenants; the financial
incentives for evictions by landlords must be balanced by funding increases to the
community legal aid in order to provide legal representation to the tenants at the
Landlord Tenant Board. I believe that if I had been able to find and fund representation
at the beginning of the eviction process I would have been able to access the property
maintenance needed and I would still live in an affordable rental property.
Marry Ann Wasilka
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Report: PHE-HLV-20-01

Region of Waterloo
Public Health and Emergency Services
Healthy Living

To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

January 14, 2020

File Code: P13-80

Subject: Smoke-Free Policy for New Leases and Transfers in Regionally Owned
Community Housing: Report of Evaluation Findings
Recommendation:
For information.
Summary:
This report outlines the results of the smoke-free policy evaluation survey distributed to
Waterloo Region Community Housing tenants in 2019. The survey was intended to
gather information on how the smoke-free policy has impacted tenants since its
implementation on April 1, 2010. This is the fifth tenant survey since the smoke-free
policy was implemented and the first since cannabis was legalized. This report is a
follow-up to PH-14-008/P-14-022, PH-12-006, PH-11-006/P-11-019, PH-11-008, and
PH-13-015/P-13-035.
The survey was completed by 486 households. A majority of households (82.7 per cent)
reported they support the smoke-free policy and most respondents (93 per cent) noted
their households were smoke-free inside their home. That said, tenants still report high
levels of second-hand smoke (SHS) exposure, with 63.5 per cent of non-smoking
households reporting being sometimes or often being exposed to SHS in their home.
The Waterloo Region Housing portfolio includes 2,722 affordable housing units across
Waterloo Region. As of November 4, 2019, 66.4 per cent of Waterloo Region Housing
units have the smoke-free clause incorporated into their lease. The following report
outlines the tenant survey, including methodology, sample and results, followed by next
steps informed by the survey results.
3107780
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Report:
In October 2009, Region of Waterloo Council approved a smoke-free housing policy.
This policy came into effect on April 1, 2010 and made all new leases signed with
Waterloo Region Housing (Housing) in all buildings and properties, 100 per cent smokefree. These restrictions apply to all indoor living spaces included in the lease, as well as
patios and balconies. The smoke-free housing policy also restricts smoking outdoors at
all properties to a distance of five metres or more away from any window, entrance or
exit to the building/unit. These outdoor restrictions apply to all tenants and visitors.
Tenant Survey:
The survey asked 33 questions related to tobacco and cannabis use, second-hand
smoke exposure, support for the smoke-free policy, and how the policy has influenced
smoking behaviour over time.
In 2018, tenants were surveyed through an electronic survey platform where
respondents had the opportunity to complete a survey with a member of the Housing
youth employment program, YouthForce, on a tablet while their unit was being
inspected. Due to a low response rate of five per cent (n=137), it was decided to resample again in 2019 in order to better understand how the policy has impacted
tenants.
In 2019, a paper survey was delivered to every household (2,722 units) managed by
WRH. The survey was completed by 486 households, representing a response rate of
18 per cent.
Results:
•

•

•

Almost two-thirds of non-smoking households (63.5 per cent) reported they, or
others in their home, are sometimes or often exposed to second-hand smoke
(SHS), compared to 49 per cent in 2018.
Almost half (49.4 per cent) of respondents reported someone in their household
has health problems that get worse when they breathe SHS vs. 38 per cent in
2018. A majority (82.7 per cent) of tenants reported they support the Region of
Waterloo Smoke-Free Housing Policy.
o Support was highest among non-smokers (90 per cent) and lowest among
individuals who smoked, with support for the policy sitting at 34 per cent
among the latter group.
Most respondents reported their households are smoke-free inside their home
(93 per cent) and on their patio or balcony (74 per cent).
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o Non-smoking households - 96.7 per cent indicated they are smoke-free
inside their home, and 87.7 per cent are smoke-free on their patio or
balcony.
o Smoking households – 72.3 per cent indicated they are smoke-free inside
their home, and 44.1 per cent are smoke-free on their patio or balcony.
When asked how smoking habits have changed since the policy was
implemented, 36 per cent of grandfathered leases reported smoking less (n=11),
and 29 per cent reported they had quit smoking (n=9).
o Thirty-five per cent of respondents with grandfathered leases who smoke
reported that, because of the new policy, they go outside to smoke more
often.
For smoke-free leases, 40 per cent reported they smoke less (n=19) and 19 per
cent reported they have quit smoking (n=9).

Cannabis use:
•
•

•

•

Nine per cent of respondents indicated they or someone in their household has
used cannabis in the past year, while the vast majority (79 per cent) have not.
The most common method of cannabis use reported was by smoking it in a joint
(22 per cent), followed by smoking it in a pipe, bong, or waterpipe (17 per cent),
eating it in foods (16 per cent), and using it in a vaporizer or e-cigarette (12 per
cent).
Approximately 14 per cent of respondents notice cannabis smoke entering their
home every day from a neighbouring unit or outside and nine per cent notice
cannabis smoke entering their unit at least once a week.
While 14 per cent of respondents intended on using cannabis now that it is legal,
a large majority (78 per cent) of respondents do not intend on using cannabis.

For an executive summary report of the 2019 survey findings see Appendix A.
Next Steps
This is the fifth tenant survey that has been distributed since the smoke-free policy was
enacted in 2010. This longitudinal data gives us an idea of how the policy has changed
attitudes and behaviours over a long period of time.
While support for the policy was high among all tenants (82.7 per cent) and nonsmoking households (90 per cent) alike, tenants still report high levels of second-hand
smoke exposure, with 63.5 per cent reporting being sometimes or often being exposed
to second-hand smoke in their home. While this increase in SHS exposure is larger than
seen in previous years, where exposure ranged from 49 – 56 per cent, there may be
several factors contributing to the reported increase in the 2019 results. The first factor
3107780
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is related to the question response rate. In 2019, only 223 non-smoking households
reported being sometimes or often exposed to SHS compared to 483 (in 2010), 533 (in
2011) and 479 (in 2013). The larger sample size in previous years’ data may be more
representative of WRH tenants as a whole. Similarly, in 2019, 86 per cent of survey
respondents reported that nobody in their household smokes. Therefore, non-smoking
households may be over-represented in the sample, and the response may be subject
to sampling bias. Another potential reason for the reported increase in exposure to SHS
is that the number of smoke-free units has increased over the years. As more units’
turnover, and the smell of smoke diminishes throughout the whole building, tenants may
be more aware of new sources of second-hand smoke, and therefore report greater
exposure, compared to when second-hand smoke had a greater presence and was
normalized in the earlier days of policy implementation. Lastly, the legalization of
cannabis may play a role in SHS exposure. Now that the substance is legal, individuals
may be less likely to try and mask the smell or hide the fact that they are using it indoors
or on balconies or patios. Nevertheless, further investigation and action will be required
in order to reduce the percentage of tenants exposed to SHS.
The ten-year mark since the implementation of the smoke-free policy is approaching,
and it would be an appropriate time to provide some policy education initiatives in order
to ensure that all tenants are aware of the policy and know what to do in case they are
exposed to second-hand smoke. These initiatives may include (but are not limited to)
tenant policy education sessions, distributing policy fact sheets, and the updating and
publishing of procedures on how to report second-hand smoke (SHS) and how SHS
complaints are handled.
Ontario Public Health Standards:
Under the Health Protection and Promotion Act, Region of Waterloo Council serves as
Waterloo Region’s Board of Health. Boards of Health are expected to adhere to the
Ontario Public Health Standards, which outline the expectations for providing public
health programs and services. This report provides information related to the
compliance with standard one (Chronic Disease Prevention and Well-Being) which aims
to reduce the burden of chronic diseases of public health importance and improve wellbeing and standard three (Healthy Environments) which aims to reduce exposure to
health hazards and promote the development of healthy built and natural environments
that support health and mitigate existing and emerging risks.
Corporate Strategic Plan:
The activities outlined in this report reflect the actions Waterloo Region Housing and
Public Health are taking to support strategic focus area four: Healthy, Safe and Inclusive
Communities.
3107780
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Financial Implications:
The ongoing costs of implementing the policy outlined in this report have been
accommodated using approved base budget resources in Public Health and Housing
Services.
Other Department Consultations/Concurrence:
This report was prepared in collaboration between Public Health and Community
Services – Housing.
Attachments
Appendix A – Executive Summary
Full Report can be accessed at the following link:
https://www.regionofwaterloo.ca/en/regional-government/resources/Reports-Plans-Data/Public-Health-and-EmergencyServices/SmokeFreeHousingPolicy_EvaluationReport.pdf
Prepared By:

Darran Atrooshi, Health Promotion & Research Analyst
Jonathan Mall, Manager, Healthy Living
Sharlene Sedgwick Walsh, Director, Healthy Living

Approved By:

Dr. Hsiu-Li Wang, Acting Medical Officer of Health
Anne Schlorff, Acting Commissioner
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Appendix A – Executive Summary
The smoke-free multi-unit dwelling policy was passed by Region of Waterloo Council in
October 2009 and was approved by the Region of Waterloo Community Housing Inc.
Board of Directors in November 2009. A pre-policy survey was conducted prior to the
policy being enacted on April 1st, 2010 in order to determine the level of policy support
among tenants. A second, third, and fourth survey were conducted in 2011 (Kennedy,
2011), 2013 (Kennedy RD, Ellens-Clark S, Kaufman P, 2013), and 2018 (Yessis,
Douglas, & Madill, 2018) to better understand how the smoke-free policy has impacted
tenants. The 2019 survey signifies the fifth survey that has been administered to
tenants, and the first survey to be administered post-cannabis legalization. The purpose
of the survey was to understand how the smoke-free policy has impacted tenants and to
gather a baseline measure of Cannabis use among tenants living in Waterloo Region
Housing properties.
Key findings from the 2019 survey include:
Smoking Use/Habits:
•

•

•

•

•

Almost two-thirds of tenants, (63.5 per cent) reported they, or others in their
household, are sometimes or often exposed to second-hand smoke (SHS) in
their home, compared to 49 per cent in 2018.
Almost half (49.4 per cent) of respondents reported someone in their household
has health problems that get worse when they breathe SHS vs 38 per cent in
2018.
A majority (82.7 per cent) of tenants reported they support the Region of
Waterloo Smoke-Free Housing Policy.
o Support was highest among non-smokers (90 per cent) and lowest among
individuals who smoked with support for the policy sitting at 34 per cent.
Most respondents reported their households are smoke-free inside their home
(93 per cent) and on their patio or balcony (74 per cent).
o Non-smoking households - 96.7 per cent of respondents indicated they
are smoke-free inside their home, and 87.7 per cent are smoke-free on
their patio or balcony.
o Smoking households – 72.3 per cent of respondents indicated they are
smoke-free inside their home, and 44.1 per cent are smoke-free on their
patio or balcony.
When asked how smoking habits have changed since the policy was
implemented, 36 per cent of grandfathered leases reported smoking less (n=11),
and 29 per cent reported they had quit smoking (n=9).
o For smoke-free leases, 40 per cent reported they smoke less (n=19) and
19 per cent reported they have quit smoking (n=9).
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Thirty-five per cent of respondents with grandfathered leases who smoke
reported that because of the new policy, they go outside to smoke more often.

Cannabis use:
•
•

•

•

Nine per cent of respondents indicated they or someone in their household has
used cannabis in the past year, while the vast majority (79 per cent) have not.
The most common method of cannabis use reported was by smoking it in a joint
(22 per cent), followed by smoking it in a pipe, bong, or waterpipe (17 per cent),
eating it in foods (16 per cent), and using it in a vaporizer or e-cigarette (12 per
cent).
Approximately 14 per cent of respondents notice cannabis smoke entering their
home every day from a neighbouring unit or outside and nine per cent notice
cannabis smoke entering their unit at least once a week.
While 14 per cent of respondents intended on using cannabis now that it is legal,
a large majority (78 per cent) of respondents do not intend on using cannabis.

Implications and Next Steps
As more than nine years have passed since the initial implementation of the Waterloo
Region Housing Smoke-Free Policy, the 2019 tenant survey signifies an opportunity to
bring the issue of smoke-free housing to the forefront and promote the policy to all
tenants.
Tenants may be interested in the results of the survey, in particular the section about
cannabis methods of use and SHS exposure. The legalization of cannabis in October
2018 brought certain challenges for housing providers in relation to lease amendments
and modification of the current policy. This may be a chance for housing to clarify any
changes that have recently been made to the policy and to provide education to tenants
about how those changes may impact them.
There has been a consistent upward trend of the percentage of tenants who have tried
to quit smoking in the past year, with approximately 50 per cent of tenants indicating
they had tried to quit at least once. Intention to quit smoking within the next six months
has also increased year over year, with 39 per cent of tenants indicating they intended
to quit smoking within the next six months. This may be an opportunity to further
promote free cessation services offered by Region of Waterloo Public Health.
An unusually high proportion of non-smoking households (64 per cent) reported
smelling SHS entering their unit. This is up from the 48 per cent reported in 2018. This
is particularly problematic for tenants who have health issues that are exacerbated by
SHS. Given the high exposure rates, and high proportion of tenants who have health
problems that are made worse due to SHS, initiatives to help drive down SHS exposure
3107780
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should be developed and implemented. These initiatives may include (but are not
limited to) tenant policy education and updating and publishing procedures on how to
report SHS and how SHS complaints will be handled.
Results of the 2019 survey will be shared back to tenants through a variety of
communication methods including the Waterloo Region Housing Newsletter. The final
report may also be shared with external partners.
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Region of Waterloo
Public Health and Emergency Services
Child, Family and Dental Health
To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

January 14, 2020

File Code: P09-80

Subject: Child and Youth Dental Health in Waterloo Region
Recommendation:
For information
Summary:
The Region of Waterloo Public Health Dental Health program provides oral health
screening and access to dental treatment for children and youth, and participates in
health promotion activities to protect and promote oral health in Waterloo Region. The
program also provides clinical dental services for children and youth who do not meet
eligibility requirements for provincial programs, demonstrate financial need, and require
care.
This report provides a description of child and youth dental health in Waterloo Region
from 2010/2011 to 2018/2019 including a review of oral health indicators and dental
health program activities related to children and youth. Over the last 6-8 years, the
dental health status of children and youth has remained relatively stable in Waterloo
Region, with some variation from year to year.
Report:
Introduction
Oral health is integral to one’s overall health. Poor oral health not only affects one’s
ability to complete routine functions such as chewing, but one’s emotional health and
social relationships.
Dental health program activities for children and youth include providing school and
3172843
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community screening, ensuring and/or providing dental treatment, and oral health
promotion to children and youth, with a focus on priority populations. In addition to these
provincially mandated programs, Region of Waterloo Public Health provides services for
children and youth based on local need or gaps in mandated programs as funded by the
Region of Waterloo.
This report provides a description of child and youth dental health in Waterloo Region
from 2010/2011 to 2018/2019, including a review of oral health indicators and dental
health program activities related to children and youth. The data presented here are
data that were available at the time of writing this report. Due to changes in the Dental
Health program over the years, not all data were available starting from 2010.
This report does not provide information on adult dental health or the new Ontario
Seniors Dental Care Program. Public Health’s Dental Health Program will bring a
subsequent report to Community Services Committee which discusses adult dental
health and the new Ontario Seniors Dental Care Program.
Child and Youth Dental Health Program Activities
Multi-disciplinary staff of the Dental Health program provide the following services:
• Conducting oral health screening of children and youth in schools, community
sites and Public Health clinics
• Providing clinical dental services to children enrolled in the Healthy Smiles
Ontario program and basic oral health clinical services and emergency services
to children and youth not covered by Healthy Smiles Ontario but identified with
financial need
• Other dental health promotion activities that promote good oral health, Healthy
Smiles Ontario and helping families complete applications and determination of
eligibility for Healthy Smiles Ontario or other funding for dental services
Child and Youth Oral Health Screening
Oral health screening is an important way to identify children in need of urgent and nonurgent dental care and to help eligible families gain access to financial support for
dental services. Screenings are currently provided at the following locations: publicly
funded elementary schools, community sites (i.e. Community Health Centres, YMCA
Settlement Services, Y Summer Camps, Reception House, Anselma House, Haven
House, Sanctuary, Public Health Refugee Clinics), and Region of Waterloo Public
Health dental clinics.
a) Dental Screening in Schools
As per the Ontario Oral Health Protocol (2019), students in junior kindergarten, senior
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kindergarten and grade 2 in English and French Public and Catholic school boards in
Waterloo Region are screened by a Public Health Dental Hygienist. The indicator
excludes students who are absent from school the day of the screening or whose
parents refuse the screening. Every school is assigned a rating based on the grade 2
screening results from the previous school year. Based on the school ratings, students
in grades 4, 6, and/or 8 at some schools may also receive dental screening.
The proportion of schools and students screened has remained consistent across the
years from 2013/2014 to 2018/2019 school years at or near 100%. The proportion of
students who were absent or excluded/refused screening has also remained stable
across the school years at approximately 10%. During the 2018/2019 school year,
24,443 students were screened in Waterloo Region.
At the time of screening, Dental Health Program staff identify the number of students
with urgent treatment needs. An urgent treatment need may include one or more large
open cavities in permanent teeth or in crucial primary teeth, dental pain, infection,
and/or trauma. Once children with urgent needs are identified, the Dental Health
Program will work with parents and community dental providers to ensure each child
has access to, and receives, the required care.
The proportion of students with urgent treatment needs in Waterloo Region schools has
remained slightly above the provincial average over the last six years. The proportion of
students with urgent treatment needs has remained relatively stable in Waterloo Region
between 2012/2013 and 2018/2019, ranging from 7%-10%.
Table 1: Proportion of students screened with urgent treatment needs by municipality,
Waterloo Region, 2012/2013 to 2018/2019 school years
20122013201420152016201720182013
2014
2015
2016
2017
2018
2019
Cambridge 8%
9%
7%
7%
11%
8%
7%
Kitchener
8%
7%
8%
8%
11%
9%
7%
Waterloo
5%
6%
7%
6%
8%
9%
6%
Townships 5%
5%
5%
4%
6%
5%
4%
Waterloo
7%
7%
8%
7%
10%
8%
7%
Region
Source: Dental Program School Screening Statistics 2007 to date

The overall proportion of grade 2 students screened in Waterloo Region that had two or
more decayed teeth was 5% in 2018/2019 and has fluctuated between 5% and 8% from
2010/2011 to 2018/2019.
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Table 2: Proportion of grade 2 students screened with 2 or more decayed teeth, by
municipality, Waterloo Region, 2010/2011 to 2018/2019 school years
2010- 2011- 2012- 2013- 2014- 2015- 2016- 20172011
2012
2013
2014
2015
2016
2017
2018
Cambridge 8%
6%
7%
6%
6%
7%
8%
7%
Kitchener
5%
8%
6%
7%
9%
8%
11%
8%
Waterloo
4%
4%
3%
3%
5%
5%
4%
5%
Townships 2%
3%
3%
4%
5%
4%
3%
3%
Waterloo
5%
6%
5%
6%
7%
7%
8%
7%
Region

20182019
5%
6%
3%
2%
5%

Source: Dental Program School Screening Percentages Tracking, OHISS aggregate entry data report for
number screened, as well as calculated field for number screened with decayed primary or adult teeth.

b) Dental Screening in Other Community Settings
Dental screening is also provided by the Dental Health program in non-school
community settings that may be used by individuals and families in need of dental
health support, including Community Health Centres, YMCA Settlement Services, Y
Summer Camps, Reception House, Anselma House, Haven House, Sanctuary and
Public Health Refugee Clinics. Visits to these community sites are based on demand at
each site and available Public Health resources.
The number of children screened at community sites increased rapidly between
2011/2012 and 2013/2014 as the program expanded, and has been relatively stable
since then. In 2018/2019, 547 children were screened at community locations. The
proportion of children screened at community sites that were identified with an urgent
treatment need has fluctuated over the years between 13% and 34%. In 2018/2019,
25% of children screened at community locations had an urgent treatment need.
c) Dental Screening in Public Health Clinics
Dental screening is also provided at Public Health clinics located at 99 Regina Street
South in Waterloo and at 150 Main Street in Cambridge. These clients are usually
referred by private dental offices or by parents requesting a screening for their child
(self-referral). 473 children were screened at Public Health clinics in 2018. The
proportion of children screened who were identified with urgent treatment needs has
overall increased from 2011 to 2018. This may be due to a number of factors such as
changing demographics of families booking screening appointments and dentists
referring children whom they have already identified with urgent treatment needs.
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Financial Assistance Programs for Children and Youth
a) Healthy Smiles Ontario Program
To be eligible for financial assistance under Healthy Smiles Ontario, children and youth
have to be enrolled in one of the three streams of Healthy Smiles Ontario. Children in
the Healthy Smiles Ontario - Core and Emergency and Essential Services streams are
eligible to receive basic oral health treatment, including examinations, radiographs,
fillings, extractions and preventive care. Children in the Preventive Services Only
stream are eligible to receive preventive care only such as scaling, fluoride and
sealants. Eligible children are able to receive these services at various locations
including private dental offices, Community Health Centres and Public Health dental
clinics depending on the stream they are enrolled in.
There is a unique partnership in Waterloo Region between Public Health and the three
Community Health Centres to facilitate enrollment in Healthy Smiles Ontario. Public
Health funds, trains and mentors Oral Health Peer Workers in each centre who promote
the program and assist clients throughout the application process. Many of the
individuals who are assisted come from priority populations, primarily the Region’s
immigrant/New Canadian and Mennonite communities, as well as families in financial
need.
b) Clinical Dental Services at Public Health Clinics
The Dental Health Program provides clinical dental services at its two clinic locations in
Cambridge and Waterloo. Children and youth make up the majority of clients accessing
public health dental clinic services, ranging from 79% of all clients in 2011 to 97% of all
clients in 2018. These children and youth from low-income families do not qualify for
existing provincial programs as outlined above, but still do not have the financial means
to obtain dental care. In response to these gaps in service, the Region of Waterloo has
provided funding for basic and emergency dental care for children and youth since the
1960s. Children under 18 years of age in Waterloo Region can access basic dental
services including check-ups, cleanings, and fillings at Public Health dental clinics.
Eligibility is based on the low income cut-off (LICO) threshold plus 20%.

Ontario Public Health Standards:
The Dental Health program is responsible to the Board of Health for implementing the
following oral health related requirements as per the School Health, Healthy Growth and
Development and Chronic Disease Prevention and Wellbeing Standards of the Ontario
Public Health Standards:
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Providing oral health screening in elementary schools and community locations;
Participating in or leading non-clinical activities to protect and promote oral
health;
Providing the Healthy Smiles Ontario program which includes: case management
of children identified with urgent dental conditions; provision of preventive oral
health services (e.g., sealants, topical fluoride, cleaning); and oral health
navigation to support clients and providers.

The protocols associated with these requirements include the Oral Health Protocol
(2019) and the Population Health and Surveillance Protocol (2018).
Corporate Strategic Plan:
The Child and Youth Dental Health Report relates to Strategic Focus Area 4 - Healthy
and Inclusive Communities, Item 4.1 Improve child and youth wellbeing in Waterloo
Region.
Financial Implications:
Historically, expenditures for the Healthy Smiles Ontario program to date have been
covered by 100% provincial funding. Funding changed to 70% provincial and 30%
regional cost-sharing as of January 1, 2020. Expenditures for other areas of the Dental
Health program, including school screenings and dental health promotion, have been
cost-shared 75% by the province and 25% by the Region of Waterloo, and also
changed to 70% provincial and 30% regional cost-sharing as of January 1, 2020.
Services provided in the two Public Health dental clinics are 100% Regionally funded.
Other Department Consultations/Concurrence:
The Employment and Income Support Program of the Community Services Department
and Public Health collaborate to ensure that eligible children and youth from families
facing financial hardship are aware of, and have access to, dental services as required.
Attachments:
Public Health’s full 2019 Children and Youth Dental Health Program Report can be
found at: https://www.regionofwaterloo.ca/en/regional-

government/resources/Reports-Plans--Data/Public-Health-and-EmergencyServices/Dental_Health_Program_Report_Children_And_Youth_2019.pdf
Prepared By:

Dr. Rabia Bana, Public Health and Preventive Medicine Resident

Sanda Popovic, Dental Health Manager
Andrea Reist, Director, Child, Family and Dental Health
Approved By:
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Region of Waterloo
Planning, Development and Legislative Services
Cultural Services
To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

January 14, 2020

File Code: D25-01

Subject: Doors Open Waterloo Region 2019
Recommendation:
For information.
Summary:
Doors Open Waterloo Region celebrated its 17th year in 2019, welcoming over 12,200
visitors to 43 sites of architectural, historical, social and/or technological significance.
This free event is an important opportunity for the residents of our region to experience
the places that help to shape the character and authenticity of where we live. Planning
for this year’s event, to be held Saturday September 19, 2020, is underway.
Report:
The year 2019 marked the 17th anniversary of Doors Open Waterloo Region (DOWR).
The event is part of a province-wide initiative of the Ontario Heritage Trust to celebrate
community heritage, which attracts more than 575,000 visitors to more than 1,200 sites
annually. Of the 45 Doors Open events that take place in communities across Ontario,
Waterloo Region is consistently ranked near the top for number of visitors and number
of participating sites.
The aim of DOWR is to facilitate the understanding and enjoyment of local architecture
and built heritage; to celebrate the community's history; and to build relationships
between building owners, the business community, the cities and townships, the
heritage community, and community volunteers. This free event allows visitors access
to properties that are either not usually open to the public, or would normally charge an
entrance fee.
3169029
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Doors Open Waterloo Region (DOWR) was held on Saturday, September 21, 2019.
Forty-three locations throughout Waterloo Region opened their doors to over 12,200
visitors. Since the first Doors Open Waterloo Region event in 2003, there has been an
average of 10,580 site visits annually, which indicates the sustained popularity of the
event.
The theme for the 2019 DOWR event was “Water”, a timely and critically important
subject to Waterloo Region. Visitors to the 16 theme sites explored the ways water is at
the centre of our lives, though indigenous water teachings, water and wastewater
treatment and distribution, water research and science, watershed conservation and
management, natural areas and recreation, water power, bridges and more. Water
themed talks, walks, exhibits and activities were offered at some of the sites. The
participating sites included many first-time participants, as well as a good number of
popular sites from past years.
Programming Highlights from Doors Open Waterloo Region 2019:
•

For the first time DOWR opened earlier than usual offering a Water Ceremony for
the Grand River at 7:30 am. Seventy visitor attended this traditional Anishnaabeled participatory ceremony on the edge of the Grand River in Kitchener

•

Talks: Every year Doors Open Waterloo Region arranges and hosts free talks,
delivered by volunteer experts. The talks are staged at participating sites during
the event and speak to the broader Doors Open mandate of engaging with and
interpreting our built environment. All seven of the 2019 talks saw full
attendance, and were titled:
First we build a mill: How waterpower settled the settlers
Black Bridge and Heritage Bridges in Waterloo Region
Why “Water” is both the question and the answer to future challenges
What is a culture of sustainability? Co-creating change for a better future
Weather gone wild: What can we do to limit home and community-level
flood risk?
o Iconography: Windows into heaven
o (Panel) Gender equality and environmental sustainability in international
economic development

o
o
o
o
o

•

Hands-on Activities: Every year, Doors Open Waterloo Region seeks to enhance
the experiences of visitors and hosts alike by encouraging participating sites to
offer relevant hands-on activities. This deepens visitor appreciation for the
diversity of Waterloo Region. Just a few of the Doors Open Waterloo Region
2019 offerings included science and environmental experiments and models, art
activities, cultural ceremony participation, virtual reality and immersive
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technology, interactive walks, scavenger hunts, and food and drink tastings.

Doors Open By the Numbers:
•

•
•

•

Doors Open Ontario has reported that 92% of Ontario’s population lives within a
municipality that has participated in Doors Open, and that the province-wide
program stimulates an estimated annual contribution of $5 million to local
economies;
The DOWR web page tallied almost 11,000 views in the month of September
The social media reach of DOWR was also strong, with the number of potential
viewers of a DOWR social media post averaging over 81,000 each week in
September and peaking at 1.6 Million potential views during the week of
September 16th
326 Visitor Surveys were submitted providing helpful information including:
o 76% of visitors rated Doors Open Waterloo Region as ‘Excellent’ and an
additional 21.5% rated the event as ‘Good’;
o 12% of visitors were from outside Waterloo Region, the majority of which
were from Toronto, but others travelling from Australia, Surrey BC, and
London (ON);
o 38% of visitors were participating for the first time in Doors Open Waterloo
Region.
o Most visitors found out about the 2019 event from the DOWR website
(43%) while other sources of information included newspaper and
magazine articles and word of mouth

Feedback:
When asked for comments about the event, visitor responses included:
•
•

•
•

•

“Opportunity for children to learn about the importance of clean water and history
of the development of cities based on the role of water. “
“It was a great experience. The volunteers at the sites were welcoming and full of
information. It was a treat to go inside buildings that usually aren’t open to the
public.”
“Love this experience. Wish it were possible to see more in a day! Thanks for it!”
“I like that we get the chance to visit so many places that aren't usually open to
the public. I like the guided tours. The sites are always busy and it shows how
many people are interested in learning more about our community.”
“It is a good way to introduce folks to places like our hidden treasures like the
Fashion Museum and Pioneer Tower. I am always curious about buildings which
have local interest but are rarely open to the public.”
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“Read about Doors Open in the Hamilton Spectator. Thanks so much to the
organizers and sites participating. Really appreciate the no-cost to visiting the
sites.”
“There is so much on in one day. Would it be possible to spread it out over 2
days on a weekend?”

Media Coverage:
The DOWR event was promoted province-wide through the Doors Open Ontario
brochure, and received outstanding media attention, being featured in the local print
media as well as on radio and television. The event received in-kind promotion through
Regional and Area Municipal partners such as: intranet distribution; e-newsletters,
website coverage and social media coverage, digital sign and digital screen listings and
in recreation guides. DOWR also provided targeted news releases, 15- and 30-second
public service announcements, and digital press kits (including photos, news releases
and posters) were sent to television, radio, online news, and daily-, weekly- and
specialty-print media and social media influencers in Waterloo Region and SW Ontario.
The campaign resulted in:
•
•

•

•

Two CTV News features Sept. 20 and 21; Global News feature Sept. 20;
RogersTV feature Sept. 9
The week prior to Doors Open, a media tour with Ontario Heritage Trust and
Destination Ontario business development and digital content teams to collect
content for their social media platforms
Featured event content on Narcity (online media company and publisher of
travel, lifestyle and activity recommendations for over 8 million Canadians and 3
million Americans every month)
More than 21 print or blog articles, and 3 live radio interviews (CBC K-W and
CKWR)
o Print and digital articles in: Waterloo Region Record, Grand Magazine,
CBC Kitchener-Waterloo,
 570 News, Cambridge Times & Community Guide, Waterloo
Chronicle, Kitchener Post, Woolwich Observer, St. Catherines
Standard, London Free Press, Brantford Expositor, Kingston WhigStandard, Stratford Beacon-Herald, Toronto.com, Mennonite
Brethren Herald, University of Waterloo Imprint, University of
Waterloo Daily Bulletin Doors Open Waterloo Region

Next Steps:
Planning for this year’s event, to be held Saturday September 19, 2020, is underway a
theme is yet to be chosen. The event coordinators will continue to work with
participating sites to be well prepared to accommodate large numbers of visitors,
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specifically focusing on signage and controlling the size of tour groups, and the
reconsideration of hosting the event over two days instead of one.
The Region has recently procurred consulting services from True Nature
Communications to plan, implement and market Doors Open Waterloo Region in 2020
through the annually renewed budget of $50,000.
Area Municipal Consultation/Coordination:
Area Municipal staff is consulted each year concerning the selection of sites. Area
Municipalities also promote the event through various channels.
Corporate Strategic Plan:
Doors Open Waterloo Region supports Strategic Objective 1.3, Support the arts, culture
and heritage sectors to enrich the lives of residents and attract visitors to Waterloo
Region.
Financial Implications:
Doors Open is funded by the Region of Waterloo through the Planning, Development
and Legislative Services Operating Budget and coordinated by Photographic Memory, a
Waterloo-based heritage event management company. Media sponsorships are an
important contribution to publicizing the event and in-kind contributions by The Record,
the City of Waterloo and the City of Cambridge are gratefully acknowledged. Program
sponsors to acknowledge include the City of Kitchener, Woolwich Township, North
Dumfries Township, Wilmot Township, Ontario Heritage Trust, the Architectural
Conservancy of Ontario North Waterloo Region Branch and Good Co. Productions and
Promotional Partners to acknowledge include the Kitchener, Waterloo and Region of
Waterloo Libraries, the Idea Exchange Cambridge, Waterloo Historical Society,
Downtown Kitchener BIA and Uptown Waterloo BIA.
Total funding by the Region in 2019 was approximately $49,900 including $5,500 in
paid advertising. Additional in-kind sponsorship by local businesses and media
sponsors is estimated at a value of $63,900.
Other Department Consultations/Concurrence:
Nil.
Attachments:
Nil.
Prepared By: Bridget Coady, Cultural Heritage Principal Planner
Approved By: Rod Regier, Commissioner, Planning, Development and Legislative Services
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Report: COR-TRY-20-01

Region of Waterloo
Corporate Services
Treasury Services

To:
Date:

Chair Elizabeth Clarke and Members of the Community Services Committee
January 14, 2020

File Code: F01-01(A)

Subject: Reloadable Payment Cards
Recommendation:
That the Regional Municipality of Waterloo authorize the Chief Financial Officer to
execute any and all agreements with the Royal Bank of Canada in relation to Ontario
Works Reloadable Payment Cards including a Master Client Agreement, Delivery Agent
Agreement, Statement of Work, Resolution Regarding Banking and any other related
documentation, with all agreements to be to the satisfaction of the Regional Solicitor as
described in report COR-TRY-20-01 dated January 14, 2020.
Summary:
In partnership with the Ministry of Children, Community and Social Services (MCCSS),
the Region of Waterloo will be launching Reloadable Payment Cards (RPC) as an
alternate electronic method of payment for Ontario Works (OW) recipients unable to use
direct bank deposit (DBD). The anticipated launch date is Spring 2020.This report
provides general information on RPCs and a recommendation to establish signing
authorities to execute the requirements to participate in the RPC program.
Report:
Approximately 90 percent of clients receiving OW assistance in Waterloo region receive
their payments through DBD into their personal bank account. The remaining 10
percent (approximately 700 clients) are issued conventional paper cheques as their
3169561
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regular method of payment. Clients in receipt of OW benefits who are unable to open or
maintain a bank account to receive a DBD (e.g. cannot open an account because of
poor credit history, or do not meet ID requirements) often rely on expensive cheque
cashing services to cash their monthly payments.
The Ministry is launching a new method of payment for clients who are unable to open a
bank account, known as Reloadable Payment Cards (RPC). The RPC has been
available to Ontario Disability Support Program clients and City of Toronto OW clients
for several years. The Province is launching RPCs across OW offices in “waves”.
Waterloo Region is part of Wave 3, with an anticipated launch date in Spring 2020.
The RPC is a prepaid Visa card product of the Royal Bank of Canada (RBC), the
Ministry’s vendor of record for banking services. The card design does not identify the
cardholder as a recipient of social assistance, nor does it include any Government of
Ontario or municipal government logo or branding.
Clients who are unable to receive payments by DBD will be able to receive their OW
benefits through the RPC. Payments are electronically loaded on the card by RBC via
the Social Assistance Management System (SAMS). The RPC allows clients to receive
their benefits, pay bills, purchase goods and services, and withdraw cash quickly,
easily, and securely. Neither the Region of Waterloo nor the Ministry will have the ability
to monitor how recipients use their cards.
Use of the RPC will result in transaction fees in only a small number of situations for the
client. These include cash withdrawals outside of a RBC ATM or outside of
Canada. The need for clients to access costly third party cheque cashing businesses
will be eliminated and clients will have faster access to the full amount of their benefits
through the use of the RPC program.
Client consent prior to signing up for the RPC is a requirement of the Province and
RBC. Regional staff will encourage clients to receive payments by DBD or RPC, instead
of a paper cheque.
Next Steps
To participate in the RPC program, OW Delivery Agents must meet the financial and
legal criteria set by RBC, including entering into the following agreements:
•
•
•
•
•

Master Client Agreement;
Delivery Agent Agreement;
Statement of Work;
Resolution Regarding Banking;
Any other related documentation.

To ensure site-readiness, the Region will also need to plan for implementation and
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complete business and IT site-readiness activities (e.g. training, secure storage for card
stock, testing, communications and change management). It is recommended that the
Chief Financial Officer be authorized to execute any and all agreements and
documentation with the Royal Bank of Canada in relation to Ontario Works Reloadable
Payment Cards, with such agreements and documentation being to the satisfaction of
the Regional Solicitor.
Corporate Strategic Plan:
This report aligns with the 2019-2023 Strategic Objective 5.2: Provide excellent citizen
centered services that enhance service satisfaction.
Financial Implications:
Minor administrative efficiencies and savings may result as clients transition to
RPCs. The number of clients choosing to transition and the rate at which uptake occurs
will impact the extent and timing of any savings. OW administration costs are currently
eligible for 50% provincial funding.
Other Department Consultations/Concurrence:
Legal Services was consulted in the preparation of this report.
Attachments
Nil.
Prepared By: Melodie Klassen, Supervisor, Income Support Operations
Chris McEvoy, Supervisor, Quality Assurance & Integration
Shauna Calder, Manager of Financial Services
Approved By: Craig Dyer, Commissioner, Corporate Services/Chief Financial Officer
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Report: CSD-SEN-20-01

Region of Waterloo
Community Services
Seniors’ Services
To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

January 14, 2020

File Code: S06-01

Subject: Temporary Service Increase in Convalescent Care at Sunnyside Home
Recommendation:
That the Regional Municipality of Waterloo increase the preliminary 2020 Sunnyside
Operating budget by $79,300.00 and 1.4 temporary FTE ($0 net ley impact) as
described in report CSD-SEN-20-01 dated January 14, 2020.
And that this matter be referred to Budget Committee for consideration.
Summary:
Thresholds Homes and Supports Inc. has provided one-time funding to the Sunnyside
convalescent care program to increase service for clients that require two staff
members to assist with care. This funding is being provided to improve the accessibility
of the program for patients who are waiting in hospital for convalescent care.
Report:
Convalescent care is a short-stay rehabilitative program for persons who need time to
recover strength, endurance or functioning and who are anticipated to return to their
residences in the community upon discharge from the program.
Located on the Greenfield Home Area of Sunnyside Home, convalescent care provides
service to 25 clients, of which 8 clients are designated for two-person care. During peak
times, such as seasonal influenza, convalescent care is often waitlisted for patients that
require two-person assist. When the program is waitlisted, patients will wait longer in
hospital.
3171846
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The temporary funding will increase service provision for clients that require two staff
members to assist with care from 8 to 12 clients from December 9, 2019 to March 31,
2020. Doing so, will support earlier transitions from hospital to Sunnyside.
The Ministry of Long Term Care provides short-term funding to Thresholds Homes and
Supports to fund initiatives that will improve patient transitions from the hospital to the
community.
Corporate Strategic Plan:
This report addresses the Region’s Corporate Strategic Plan, 2019-2023, Strategic
Objective 4.5: Enhance community safety and wellbeing in Waterloo Region.
Financial Implications:
The one-time funding and allocated costs has been summarized in the following table:
Sources of Revenue
Thresholds Homes and Supports OneTime Funding

2019
$49,040

2020
$79,300

Total
$128,340

Expenditures
Personal Support Workers (1.4 FTE
temporary)
Operating Costs (pager/phones, ceiling
lifts)

2019

2020

Total

$36,700

Total Expenditures

$49,040

$79,300 $116,000

12,340

Net Regional Levy

0

12,340

$79,300 $128,340

$0

$0

$0

The expenditures related to the one-time funding of $128,340 for the 2019 and 2020
calendar years includes 1.4 FTE, temporary for four months, personal support workers
and related operating costs.
Other Department Consultations/Concurrence:
Financial services has reviewed this report.
Attachments
Nil
Prepared By: Julie Wheeler, Administrator Long-Term Care
Constance Lacy, Director Seniors’ Services
Approved By: Arran Rowles, Acting Commissioner, Community Services
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Report: CAO-SPL-20-01

Region of Waterloo
Chief Administrator’s Office
Strategic Planning and Strategic Initiatives
To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

Tuesday, January 14, 2020

File Code: A26-50

Subject: Community Safety and Wellbeing Legislation
Recommendation:
That the Regional Municipality of Waterloo approve the appointment of the Community
Safety and Wellbeing Advisory Committee in relation to the Community Safety and
Wellbeing Legislation as mandated by the Province of Ontario as described in report
CAO-SPL-20-01, dated January 22, 2020.
Summary:
This report provides an overview of the requirements of the Community Safety and
Wellbeing legislation as previously introduced in Report CAO-SPL-19-02.
On January 1, 2019, there were changes made to the Police Services Act. One change
included the introduction of Section 143 (Part XI), entitled Community Safety &
Wellbeing Plans. As a result, Municipalities are now required by the Province of Ontario
to develop and adopt Community Safety and Wellbeing Plans in partnership with a
multi-sectoral advisory committee by January 1, 2021.
In two tiered municipal systems the Regional municipality is mandated to develop a
CSWB Plan and take a leadership role in defining and addressing priority risks in the
community and developing proactive and integrated strategies for vulnerable
populations.
This report outlines the basic framework for what a community safety and wellbeing
plan is, and the tasks that are required for the Region to take in order to be in
compliance with the new legislation including the appointment of an Advisory
Committee.
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Report:
1.0 Province of Ontario Legislation – Community Safety and Wellbeing Plans
As of January 1, 2019 the Province has legislated municipalities under the Police
Services Act to develop and adopt Community Safety and Wellbeing (CSWB) Plans. In
two-tiered municipal systems the Regional municipality is responsible for this process
and must develop this plan in partnership with a multi-sectoral advisory committee
comprised of representation from the Police Service Board and other local service
providers including health/mental health, education, community/social services and
children/youth services. There are additional requirements outlined in the legislation
pertaining to consultations, the contents of the plan, monitoring, evaluating, reporting
and publishing of the plan.
The Province has provided a framework that supports the mandatory legislative
requirements. Communities across the province are at varying levels of readiness to
develop and implement their CSWB Plan.
Because of the combined work that has occurred to-date in the community, the Region
is in a good position to develop a CSWB Plan.
This report provides an overview of the tasks needed to ensure the Region complies
with legislation in a timely manner. It also provides the recommendation that the
Systems Change Champion Table of Wellbeing Waterloo Region serve in a time limited
role as the CSWB Plan Advisory Committee in order to meet the Provincial
requirements. More information about the legislation, can be found on the Province of
Ontario Community Safety and Wellbeing website:
(www.mcscs.jus.gov.on.ca/english/Publications/MCSCSSSOPlanningFramework.html#
MinMessage).
2.0 Key activities to develop a CSWB Plan
There are key tasks related to the development of a CSWB Plan (Appendix 1) which are
described in this report. The tasks will build on work already completed and/or identified
by existing groups such as the Waterloo Region Crime Prevention Council (WRCPC),
Waterloo Regional Police Service (WRPS) and Wellbeing Waterloo Region (WWR). By
undergoing this process, it provides the opportunity to align and link the work of all three
entities into one cohesive plan while simultaneously complying with the legislation. The
seven key tasks as outlined in the legislation are described briefly below.
2.1 Participation and collaboration
A key task throughout the development of the Plan is ensuring multi-sectoral
involvement, engagement, and assessment in developing a plan. According to the
legislation there are specific requirements for participation. The first requirement is to
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identify a CSWB Advisory Committee. The CSWB Advisory Committee, which is to be
approved by the Region, should be reflective and representative of the community. The
ideal committee member should have enough knowledge about their respective sector
to identify where potential gaps or duplication in services exist and where linkages could
occur with other sectors.
Individual members will ideally have the authority to make decisions on behalf of their
respective agencies/organizations regarding resources and priorities, or will be
empowered to do so for the purposes of developing the plan.
For the membership of the committee, the legislation requires at minimum, the following
members:
o
o
o
o
o
o
o

an employee of the municipality
a person who represents the education sector
a person who represents the health/mental health sector
a person who represents the community/social services sector
a person who represents the children/youth services sector
a person who represents an entity that provides custodial services to
children/youth
a person who represents the police service board or a Detachment Commander.

The main role of the advisory committee is to bring various sectors’ perspectives
together to provide strategic advice to the Region of Waterloo on the development and
implementation of their CSWB plan. Key tasks of the advisory committee as defined by
the Province include advice to the Region of Waterloo on the following:
•

Developing and undertaking a broad community engagement strategy to build on
the members’ awareness of local risks, vulnerable groups and protective factors.

•

Developing and maintaining a dynamic data set, and ensuring its ongoing
accuracy as new sources of information become available.

•

Determining the priority risk(s) that the plan will focus on based on available data,
evidence, community engagement feedback and capacity.

•

After priority risks have been identified, all actions going forward should be
designed to reduce these risks, or at least protect the vulnerable groups from the
risks.

•

Based on community capacity, develop and implement a plan or select, recruit
and instruct a small number of key individuals to address the selected priority
risk(s) identified in the plan.
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There are several existing tables/committees that include most of the representation
required on the CSWB Advisory Committee. Because of the time-limited nature of this
initiative (12 months), and to make most effective use of community leaders’ time, staff
propose incorporating the CSWB Advisory Committee role into the work of an existing
group. The group that best reflects the required membership of the Advisory Committee
and whose current role is well-aligned with the Advisory Committee role is the Systems
Change Champions table of Wellbeing Waterloo Region. It is proposed that the CSWB
Advisory Committee role be added to the mandate of this group for a one-year period.
The current membership of the group is noted in Appendix 2, as well as proposed
additional positions to meet the requirements of the legislation and/or to ensure
adequate cross-sectoral representation.
This group would meet four times in 2020 to provide strategic advice on the
development of a CSWB plan to the Region of Waterloo. This approach has been
endorsed by the Systems Change Champions group of Wellbeing Waterloo Region,
subject to Regional Council approval.
2.2 Communications and engagement
The legislation requires that the Region provide the community with context about why
the plan is being developed and provide materials to outline goals, objectives, risks etc.
The communications should help to increase community and partner involvement in the
process. Community engagement needs to be conducted to ensure a collaborative
approach to identifying/validating risks and contribute to the finalized plan.
The following elements of diversity should be taken into consideration, as well as how
these elements intersect and shape the experiences of individuals/groups (e.g.,
increasing risks to harm, victimization and crime):
•
•
•
•
•
•
•
•
•

Ethnicity (e.g., racialized communities, Indigenous communities)
Gender identity and sexual orientation (e.g., lesbian, gay, bisexual, transgender,
transsexual, two-spirited, intersex, queer and questioning)
Religion
Socioeconomic status
Education
Age (e.g., seniors, youth)
Living with a disability
Citizenship status (e.g., newcomers, immigrants, refugees)
Regional location (e.g., living in urban, rural, remote areas).

Members of the public, including youth, members of racialized groups and of First
Nation, Inuit and Métis communities in the municipality will be included in the planning
process.
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2.3 Analyzing community risks
Through the community engagement process risks will be identified, analyzed and
prioritized. Once the risks have been identified it is likely that these risks be considered
for inclusion in the CSWB plan.
Once again, there is work already happening in our community that can be built upon in
this planning process. For example, following extensive community consultation, the
WWR work established three “big idea” areas to improve community wellness:
affordable housing, healthy children and youth, and social inclusion.
2.4 Identification of priority areas and issues
The community safety and wellbeing planning framework has four areas they would like
the CSWB priorities to reflect in the plan:
1. Social Development - Promoting and maintaining community safety and
wellbeing
2. Prevention - Proactively reducing identified risks
3. Risk Intervention - Mitigating situations of elevated risk
4. Incident Response - Critical and non-critical incident response
It is recommended in the legislation that planning and priorities should occur in all four
areas, however, the majority of investments, time and resources should be spent on
developing and/or enhancing social development, prevention and risk intervention
strategies to reduce the number of individuals, families and communities that reach the
point of requiring an incident response.
2.5 Asset Mapping/Strategy Inventory
Once the risks and priorities have been identified, communities should identify the work
already being completed thus avoiding duplication, aligning efforts and seeking
opportunities for collaboration. By completing the map of assets it will help to determine
where the gaps in services are and identify existing bodies to collaborate with.
2.6 Performance Measurement
A logic model should be completed in order to map out the components for each
identified risk/issue or problem that will be addressed through the implementation
teams. A Performance Measurement Framework should be completed to correspond
with the logic model that focus on outcomes, rather than completion of planned
activities; it presents opportunities for ongoing learning and adaptation.
2.7 Develop a Community Safety and Wellbeing Plan for Waterloo Region
A Community Safety and Wellbeing Plan must be developed and published on the
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Region’s website by January 1, 2021. The plan would include all of the information
generated through the key tasks.
It is anticipated that the staff resources to facilitate and/or complete the tasks described
above will be provided by the Region of Waterloo and Waterloo Region Police Service.
Appropriate staff from all area municipalities (and potentially other organizations) will be
invited to participate in various aspects of the plan development process.
Other Department Consultations/Concurrence:
Community Services, Public Health and Emergency Services, Waterloo Regional Police
Service and Waterloo Region Crime Prevention Council have been consulted with on
this report.
Corporate Strategic Plan:
This initiative supports the Strategic Plan focus area related to Healthy, Safe and
Inclusive Communities.
Financial Implications:
The efforts needed to develop and complete a Community Safety and Wellbeing Plan
will be supported through the Chief Administrators Office and The Waterloo Regional
Police Service.
Prepared By: Lorie Fioze, Manager of Strategic Planning and Strategic Initiatives
Margaret Gloade, Manager, Strategic Services, Waterloo Regional
Police Services
Approved By: Mike Murray, Chief Administrative Officer, Region of Waterloo
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Appendix 1: Overview of work to be completed to develop CSWB Plan
Task 1: Participation/Collaboration – December 2019 – Jan 2020
• Identify Advisory Committee
Task 2: Engagement and communications with the community – ongoing
• Develop backgrounder
• Engage in conversations about risks and priorities
Task 3: Analyzing community risks – February – April 15, 2019
• Identify risks and complete priority risk analysis
Task 4: Identification of priority areas - February – April 15, 2019
• Consultation on the priorities that go forward in the plan
Task 5: Asset Mapping/Strategy Inventory – May – October
• Identify where there is already work being done in the community – determine
where there are gaps in services and review existing bodies.
Task 6: Performance Measurement - April – October
• Identify indicators for performance measurement framework
• Develop a logic model for each priority area
Task 7: Develop a Community Safety and Wellbeing Plan – Sept to Dec 31 2020
• CSWB plan review
• CSWB finished
• CSWB plan Regional Council report (December 8 2020)
• Police Services Board review
• Posting plan on Region’s website – (December 31 2020)
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Appendix 2: Proposed Community Safety and Wellbeing Advisory Committee
1. Mike Murray, Chief Administrative Officer, Region of Waterloo
2. Tara Bedard, Executive Director, Immigration Partnership
3. David Brenneman, Chief Administrative Officer, Woolwich Township
4. Chris Sadeler, Executive Director, Waterloo Region Crime Prevention Council
5. Bill Davidson, Executive Director, Langs
6. Tracy Elop, Chief Executive Officer, Carizon Family and Community Services
7. Hsiu-Li Wang, Medical Officer of Health
8. Bruce Lauckner, Transitional Regional Lead in West Ontario, Waterloo Wellington
Local Health Integration Network
9. Bryan Larkin, Chief of Police, Waterloo Regional Police Service
10. Wendi Campbell, Chief Executive Officer, Waterloo Region Food Bank
11. Sonia Dennis, Director of Equity and Community Based Child Welfare, Family and
Children’s Services
12. Douglas Bartholomew-Saunders, Commissioner, Community Services Department,
Region of Waterloo
13. Elizabeth Heald, President & Chief Executive Officer, K-W Community Foundation
14. Laura Manning, Executive Director, Lyle S. Hallman Foundation
15. Peter Sweeney, Chief Executive Officer, YMCA
16. Tova Davidson, Executive Director, Sustainable Waterloo Region
17. Karen Redman, Regional Chair, Chair Police Services Board
18. Dan Chapman, Chief Administrative Officer, City of Kitchener
19. Education representative – to be determined
20. Waterloo Region Crime Prevention Council - to be determined
21. WWR First Nation, Métis and Inuit Advisory and Advocacy Circle – to be determined
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Council Enquiries and Requests for Information
Community Services Committee
Meeting date

Requestor

Request

Assigned Department

November 5,
2019

S. Strickland

That staff provide an information report Community Services
on what other municipalities are doing
to encourage the creation of affordable
housing.

November 5,
2019

Committee

That the Mooregate Crescent location Community Services
in the Waterloo Region Housing (WRH)
Master Plan, be subject to further
review with respect to location and
financing

2627803

Anticipated Response
Date
Summer 2020

Late Fall 2020
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Report: PHE-20-01

Region of Waterloo
Public Health and Emergency Services

To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

January 14, 2020

File Code: P01-20

Subject: Region of Waterloo’s Response to Provincial Modernization of Public
Health
Recommendation:
That the Regional Municipality of Waterloo take the following actions to provide
feedback to the Government of Ontario, in response to its discussion paper: Public
Health Modernization as outlined in report PHE-20-01, dated January 14, 2020.
a) Advise the Premier, the Minister of Health and the Special Advisor on Public
Health and Emergency Services Consultations that the Region of Waterloo
continues to support the current, fully municipally integrated approach to Public
Health delivery in Waterloo Region;
b) Request the Premier and Minister of Health restore previous funding levels and
provincial-municipal cost-sharing formulas for Public Health programs and
services in place in 2019;
c) Endorse Report PHE-20-01 as the Region of Waterloo’s response to the
Discussion Paper: Public Health Modernization
d) Direct the Acting Medical Officer of Health and the Acting Commissioner to
complete the on-line survey in line with the themes outlined below prior to its
deadline of February 10, 2020; as well as participate along with members of
Regional Council, in face-to-face consultations to be conducted by Special
Advisor Mr. Jim Pine and Deputy Minister Alison Blair on January 31st in
Waterloo Region.
e) Forward a copy of this report to the Premier of Ontario, the Minister of Health, the
Special Advisor on Public Health and Emergency Services Consultations, all
local MPPs, the Association of Municipalities of Ontario (AMO), the Association
of Local Public Health Agencies (alPHa) and the 34 Boards of Health in Ontario.
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Summary:
In April 2019, as part of the provincial budget, the government made announcements
that would have significantly changed both the funding and structure of Ontario’s
public health sector. The government received widespread feedback and concerns
from many health units, municipalities and various stakeholder organizations.
Subsequently Premier Ford and Minister Elliott announced a pause in the changes to
funding models and launched a “renewed consultation with municipalities and our
partners in public health”.
Consultations were launched in mid-November with the release of a Discussion
Paper: Public Health Modernization. In addition to an on-line survey and acceptance
of written submissions, in person consultation sessions are being scheduled across
the province; a session has been scheduled in Waterloo Region on January 31st.
Building on the findings of several previous studies and reports conducted over the
last 20 years, the Province has identified 4 key challenges in the public health sector
that they are seeking feedback on in the consultation. The stated challenges include:
• Insufficient capacity;
• Misalignment of health, social and other services;
• Duplication of effort; and
• Inconsistent priority setting.
The report Region of Waterloo’s Response to Provincial Modernization of Public Health,
takes the position that the strengths and challenges in the public health sector do not
exist homogeneously across the 34 health units in the province. As a result, the Region
does not believe a ‘one size fits all’ approach is prudent. Enhancing consistency is only
helpful when it raises the bar for all health units and is counterproductive when it
decreases effectiveness in even a subset.
The challenges/opportunities and potential solutions fall into 2 categories as follows:
• Those challenges/opportunities that exist consistently across the province, with
potential solutions/actions that would positively impact effectiveness and
efficiency of public health service delivery in all health units; and
• Those challenges/opportunities that exist inconsistently within the public health
sector (and may even be absent in some areas of the province), which would
benefit from solutions/actions for a subset of health units.
We believe that Region of Waterloo Public Health, with a population of over half a
million people and a history of effective and efficient performance, is one of the
province’s strong and sustainable health units, with a size that allows it to have critical
mass on its own.
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Region of Waterloo Public Health has long leveraged the close working relationship with
social services facilitated by its integration into a regional municipality alongside the
Region’s Community Services (i.e. social services) department, as well as through
outreach to community partners. In addition, the Region of Waterloo as a whole has
actively supported improvements in local health care services and coordination between
its Public Health Department and those services in the community.
There is agreement that due to the structure of the current public health system and the
requirement for each of the 34 health units to meet the Ontario Public Health Standards,
there are instances of duplicative efforts occurring across the health units. There are
opportunities for Public Health Ontario and the Ministry of Health to take leadership and
coordination roles in higher level research, evidence-synthesis, evaluation and health
promotion campaigns that could then be tailored or finessed to respond to local needs.
A core degree of competency and experience at the local level for such functions would
still be required.
The Ministry can utilize the Ontario Public Health Standards, protocols and
requirements to enhance consistency of priorities and decision making within health
units. The accountability agreements, annual audits and common technology
systems/solutions can enhance consistency among health units.
The ability to explore and work in collaboration with indigenous communities and other
relevant stakeholders to respond to issues which impact the health of indigenous
communities has been facilitated by Waterloo Region Public Health being part of a
regional government structure.
As previously recommended by the Region of Waterloo in report PHE-17-06 (Response
to the Report of the Minister’s Expert Panel on Public Health), and PHE-19-07 (Region
of Waterloo’s Response to Provincial Public Health Restructuring and Funding
Changes), the Province should reconsider any plans for implementation of a one-size
fits all approach to governance and structure for Public Health Units in Ontario. Priorities
should be established and changes should be implemented in Health Units/areas of the
province where there are identified concerns. Where issues do not exist, Region of
Waterloo does not believe that changes to structure and governance should be
implemented. The current, fully municipally integrated model serves the community and
its residents well in Waterloo Region.
Reducing the number of health units in Ontario through voluntary amalgamation has
significant potential to address the issue of critical mass and may result in additional
efficiencies within the sector.
Overall provincial funding, previous provincial cost sharing contributions to public health
units (75%/25% and 100%), and funding for Public Health Ontario should be restored
and maintained at least until the design of the modernized system is finalized. In
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addition, transitional funding must be made available to offset the costs of any resulting
amalgamations and system changes that may occur.
Report
Background:
In April 2019 as part of the provincial budget, the government made announcements
that would have significantly changed both the funding and structure of Ontario’s public
health sector. If implemented as planned, the changes would have been as follows:
•

•

Creation of 10 new Regional Public Health Entities governed by autonomous
boards of health effective April 1st, 2020 (as opposed to the then 35 (now 34)
Health Units operating under various forms of governance)
Provincial funding within the sector would be reduced by $200 million annually by
April 1st, 2021 and the cost-sharing arrangements changed, resulting in
municipalities being expected to pay a greater portion

Region of Waterloo was in a proposed public health entity that includes the current
Health Units of Wellington-Dufferin-Guelph and the Regions of Peel and Halton;
population wise, it would have been the largest public health entity in the province. If
fully implemented, the total annualized loss of provincial funding for public health
programs in Waterloo Region was estimated to be $5.4 million by 2021.
Following the introduction of the Province’s proposed changes to the structure and
funding of Public Health, the government received widespread feedback and concerns
from many health units, municipalities, and various stakeholder organizations and
associations. At an Association of Municipalities of Ontario (AMO) conference in late
August, Premier Ford and Minister Elliott announced a pause in the changes to funding
models for 2019 and launched a “renewed consultation with municipalities and our
partners in public health.”
Subsequently, on September 12th, correspondence was received from Deputy Minister
of Health, Helen Angus, regarding a Ministry of Health – Organizational Realignment,
and confirming the appointment of Alison Blair as Assistant Deputy Minister, Emergency
Health Services as well as her assignment as Executive Lead for Public Health
modernization. In mid October, Minister Elliott announced the appointment of Mr. Jim
Pine, Chief Administrative Officer of the County of Hastings, to serve as the
government’s advisor on ways to strengthen and modernize public health and
emergency health services. Mr. Pine's role is to seek input from a wide range of
stakeholders to improve public health and emergency health services.
On November 18th, the consultations were launched with a webcast and the release of
the Discussion Paper: Public Health Modernization
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(http://health.gov.on.ca/en/pro/programs/phehs_consultations/docs/dp_public_heal
th_modernization.pdf). During the webcast, Allison Blair reaffirmed the Ministry’s desire
to reset the discussions with the sector and its stakeholders; she also indicated there
are no predetermined outcomes. The consultations will include a series of in-person
sessions which are to be scheduled across the province and an online survey; the
ministry is also accepting written responses.
To date, ministry consultations have been held in Thunder Bay, Kingston and Peel
Region. Staff from the Ministry of Health have invited Waterloo Region to host a
consultation session for the areas currently served by the Health Units in Grey-Bruce,
Huron-Perth, Wellington-Dufferin-Guelph and Waterloo Region; the session is
scheduled for January 31st.
Public Health in the Province of Ontario
Currently, there are 34 Public Health Units in the province of Ontario. This is down from
36 in 2018 as a result of two voluntary amalgamations; in 2018 the Oxford County and
Elgin St. Thomas Health Units joined to become the Southwestern Health Unit and on
January 1st, 2020 health units in Huron County and Perth Couth came together to
become the Huron Perth Health Unit.
There are several governance models for Health Units within the province. Currently,
the majority of Ontario’s Health Units are governed by autonomous boards, distinct from
municipal organizations; the remaining are integrated within single-tier municipalities or
regional governments structures and are governed by elected municipal councils
serving as Boards of Health.
Currently, there are two provincial ministries responsible for different public health
programs and services under the Ontario Public Health Standards; the Ministry of
Health and the Ministry of Children, Community and Social Services. Another key
provincial partner, Public Health Ontario provides scientific and technical support to the
Ministry of Health and directly to Public Health Units across the province.
As of 2019, the majority of mandated public health programs received provincial cost
sharing up to 75% of the Board of Health’s approved budget with the remainder funded
by the local municipal tax levy; to a lesser extent, some programs were funded 100% by
the province. Beginning in 2020, the Province has implemented a funding change that
results in all programs with the exception of the newly announced Ontario Seniors
Dental Care Program moving to a maximum cost sharing by the Province of 70%. The
Province has said there are no current plans to further shift cost sharing to the
previously announced 60% provincial 40% local municipal tax levy by 2021.
Public Health in the Region of Waterloo – The Current Situation
Region of Waterloo Public Health is 1 of 10 Public Health Units in the province that
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operate under the administration of a regional or other municipal government structure.
It operates in a fully municipally integrated manner with other regional departments in
areas such as social services, child care, housing, water supply, transportation,
planning and community safety. Public Health occupies space at regionally owned
buildings at 99 Regina Street, Waterloo and at 150 Main in Cambridge, and benefits
significantly from shared corporate services including Finance, Facilities Management,
Information Technology, Human Resources and Citizen Services, Legal Services and
Council and Administrative Services. Regional Council serves as the Board of Health.
The Public Health base budget includes a rent allocation for the space occupied at 99
Regina Street, Waterloo and 150 Main, Cambridge. In addition, there is an allocation for
shareable administration costs related to corporate services such as finance, human
resources, information technology, legal and the Region’s Service First Call Centre. The
true value of all services and benefits received by Public Health as a result of being fully
integrated within the Region exceeds the current monetary allocation for sharable
administration.
The municipally integrated system in Waterloo Region has significant benefits from both
a Public Health and Regional perspective. Innovative approaches and effective
collaborations in areas such as water protection and water quality, the Regional Official
Plan, active transportation, by-law implementation (e.g. tobacco and pesticides) and the
opioid response are examples where the municipally integrated model of public health
governance has worked to the overall benefit of the community. In its role as Board of
Health, Regional Council has a long history of being highly engaged and supportive of
public health initiatives; as a result, the residents and communities of Waterloo Region
have consistently benefited from innovative and high quality public health programs and
services.
For several decades, Region of Waterloo Public Health’s mission and philosophy
statements have had a focus on doing the work of public health in partnership with
organizations and services providers in the community. Similarly, the Region of
Waterloo’s strategic plans have included a focus area of healthy, safe and inclusive
communities as well as responsive and engaging public service. Public Health’s
commitment to working in partnership and the Region’s strategic plan focus areas have
served the residents of Waterloo Region well.
The Impact of Changes Previously Proposed by the Province
If the Province’s previously announced plan to move all health units to a common
governance structure of an autonomous board proceeds, Public Health would no longer
be a part of the Region of Waterloo, and the integration and coordination with other
Regional programs would be compromised. The significant value and in kind services
received by Public Health from the Region would be lost and Regional Council’s role as
the Board of Heath would cease. Similarly, if the number of health units in the province
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was reduced and Waterloo Region Public Health became part of a larger entity, there is
significant potential that the commitment to partnerships within the local community and
the Region of Waterloo’s focus on the health of the local community could be
jeopardized or undermined. None of this would be in the interest of maintaining or
improving the current high level of public health programs and service delivery in
Waterloo Region.
Current structure, organization, governance and accountability is working effectively in
Waterloo Region. Any new structure implemented by the Province should be evidence
based and would need to be better or at least equivalent to what is currently offered by
the Regional model, in order to justify the disruption and risk to effective public health
service in the Region of Waterloo. As previously recommended by the Region of
Waterloo, the Province should reconsider any plans for implementation of a ‘one size
fits all’ approach to governance and structure for Public Health Units in Ontario;
priorities should be established and changes should be implemented in health
units/areas of the province where there are identified concerns. Where issues do not
exist, Region of Waterloo does not believe that changes to structure and governance
should be implemented.
The Province’s Discussion Paper: Public Health Modernization
As stated in the introduction of the Province’s discussion paper, “While the broader
health care system undergoes transformation, a clear opportunity has emerged to
transform and strengthen the role of public health as a foundational partner in improving
the health of all Ontarians.” As the Province works to transform and strengthen the role
of public health, it is working towards the following outcomes:
•
•
•

•

Better consistency and equity of service delivery across the province;
Improved clarity and alignment of roles and responsibilities between the
province, Public Health Ontario and local public health;
Better and deeper relationships with primary care and the broader health care
system to support the goal of ending hallway health care through improved
health promotion and disease prevention; and
Improved public health delivery and the sustainability of the system.

Key strengths of the current public health system identified by the Province and to
which it is committed to maintaining or expanding on include:
“a focus on health protection, health promotion, and health equity as well as its
local presence, relationship with municipalities, highly trained workforce,
relationships outside the health care system, and an in-depth understanding of,
and capacity to assess population-level health. Public Health can broker
relationships among health care, social services, municipal governments and
other sectors to create healthier communities.”
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Four Key Challenges Identified in the Public Health Sector
Building on the findings of several previous studies and reports over the last 20 years,
the Province has also identified 4 key challenges in the public health sector that they
are seeking feedback on in the consultation. The stated challenges include:
• Insufficient capacity
• Misalignment of health, social and other services
• Duplication of effort and
• Inconsistent priority setting
The strengths and challenges identified by the province provide important context for
the consultation process. However, it is our belief that these strengths and challenges
do not exist homogeneously across the 34 health units in the province. The strengths
and challenges can impact even neighbouring health units quite differently; the
degree to which strengths can be built on, and the degree to which the challenges
impact individual health units, is inconsistent.
In the Province’s efforts to transform and strengthen the role of public health, the
Region believes it is short-sighted to take a blanket ‘one size fits all’ approach;
enhancing consistency is only helpful when it raises the bar for all health units and is
counterproductive when it decreases effectiveness in even a subset. There can no
debate that there are opportunities for improvement within the public health sector;
however, we suggest that it is helpful to divide the challenges/opportunities and
potential solutions into 2 categories as follows:
• Those challenges/opportunities that exist consistently across the province, with
potential solutions/actions that would positively impact effectiveness and
efficiency of public health service delivery in all health units; and
• Those challenges/opportunities that exist inconsistently within the public health
sector (and may even be absent in some areas of the province) which would
benefit from solutions/actions for a subset of health units.
In November, the Association of Local Public Health Agencies (alPHa) released a set of
foundational principles for use during the provincial consultation regarding the
modernization of Public Health (Appendix 1). In general, the Region of Waterloo
supports and utilizes the large majority of the principles proposed by alPHa; particularly
the Foundational Principle, the Organizational Principles, and the Capacity Principles.
As indicated in previous committee reports and recommendations, the Region of
Waterloo does not support a “one-size fits all” approach to the governance of Public
Health Units through autonomous boards; as a result, the alPHa proposed principles
related to governance (specifically principles 10 and 11 which relate to board structure
and composition) are the only ones which would not align with the Region’s position.
Region of Waterloo’s Response to the Discussion Paper: Public Health
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Modernization
The next section of this report provides feedback from a Region of Waterloo perspective
regarding the Province’s identified challenges and issues of the current Public Health
system.
Insufficient Capacity
•
•

Challenges retaining and recruiting skilled public health personnel
resulting in inequities in service delivery across Ontario
Insufficient critical mass and surge capacity in some smaller public health
units resulting in lack of capacity for public health response.

Region of Waterloo has had significant success in attracting, recruiting and retaining
skilled public health personnel as well as responding to increases in demand for service
and response when required (surge capacity). We have not experienced challenges in
retaining public health personnel, with the exception of a recent increase in movement
of staff since April 2019 when the provincial government announced plans to transform
and modernize Public Health. We believe that the uncertainty caused by the provincial
announcements and the existence of more questions than answers for more than 9
months has been quite unsettling for the public health field in general and, in Waterloo
Region, it has contributed to some departures.
Similarly, because of the size of Region of Waterloo Public Health (2019 base
complement of 300 Full-Time Equivalent Staff, excluding Paramedic Services),
maintaining the necessary surge capacity has not been problematic. We have had the
critical mass and surge capacity to respond to events such as a meningitis outbreak
which necessitated a major public health response (1998), SARS (2004), H1N1 (2009)
and multiple other community outbreaks or emergencies locally. During these times, we
redeployed staff within Public Health to create surge capacity in order to respond
appropriately. Also, by virtue of being part of the Region of Waterloo, we benefitted
when staff in other departments of the organization were made available to Public
Health to provide extra staff resources in administrative, support and management
functions during those response efforts that went on for longer periods of time.
Occasionally, we have offered the assistance of Region of Waterloo staff to
neighbouring health units who were experiencing periods of increased demand that
stretched their own capacity to respond. We understand that under our current
Accountability Agreement with the Province for the Infectious Disease Control Initiative
(funded 100% by the province until January 1st, 2020), our health unit is obligated to
provide support to other boards of health during infectious disease outbreaks; staff
resources funded through this initiative are required to be made available for
redeployment when requested by the Province.
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In other areas of the province, there have been more persistent problems with the
recruitment and retention of skilled public health personnel; as well, in some areas
ensuring sufficient critical mass and surge capacity can be problematic. Fortunately, in
Waterloo Region Public Health that has not been our experience; this Health Unit has
sufficient critical mass, as well as a geographic location and community composition
that allows for the maintenance of a skilled workforce at all levels of the organization.
We agree that it is in the best interest of the overall public health system that all Public
Health Units have sufficient skilled public health personnel on a day to day basis and
also access to additional staff resources in times when they are in public health
response mode such as during outbreaks and emergency situations that exceed their
own organizational ability to respond. The concept of surrounding health units
supporting each other during periods of increased demand could be expanded upon;
the Province could make it an explicit expectation for positions supported by provincial
funding.
As recommended by previous reports on Ontario’s public health system, amalgamations
of some of the smaller health units and ensuring adequate provincial funding (100% and
cost shared) of base budgets could help to ensure critical masses and the necessary
flexibility within all health units; adequate resources to fund the appropriate level of
staffing in every health unit in the province is imperative.
The challenges of insufficient capacity are not consistent in Health Units across the
province (and may even be absent in some areas of the province). Therefore, this
particular challenge would benefit from solutions/actions for a subset of health units
where there are identified issues; the Province should work with health units to
determine those that have a demonstrated problem with recruitment, retention and
surge capacity, and then develop region/health unit specific approaches to the
identified issues that may include additional funding.
The Province could undertake additional work in collaboration with the field, to explore
voluntary amalgamations and expansion of the current mutual aid agreements that
exist between a number of health units already; these actions would help to increase
surge capacity for affected individual Health Units and within the system overall.
Misalignment of Health, Social and other Services
•

Instances of misalignment with the broader health system and social
services resulting in added complexity for collaboration and missed
opportunities

Region of Waterloo Public Health has long leveraged the close working relationship with
social services facilitated by its integration into a regional municipality alongside the
Region’s Community Services (i.e. social services) department, as well as through
outreach to community partners. In addition, the Region of Waterloo as a whole has
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actively supported improvements in local health care services and coordination between
its Public Health Department and those services in the community.
There are many examples of ongoing constructive and collaborative working
relationships between Public Health and the Region’s Community Services Department,
local school boards, social service organizations, municipalities, hospitals, community
health centres, universities/colleges, police services and paramedic services within
Waterloo Region. The current structure of public health in Waterloo Region does not
pose any significant barriers to collaboration and alignment. On the contrary, Region of
Waterloo Public Health and our community partners have a long history of investing
heavily in our relationships and building on existing and new partnerships; as a result,
where there are mutual interests and opportunities for collaboration, our shared history
and Public Health’s integration within the Region of Waterloo’s structure is an enabler.
Examples include Public Health working together with many partners on the Wellbeing
Waterloo Region initiative; support for two local Ontario Health Teams; and the local
drug strategy and opioid response plan.
Wellbeing Waterloo Region (http://www.wellbeingwaterloo.ca/blog/) is a community-led
initiative working together across sectors to improve the wellbeing of residents. It is
premised on the belief that no single policy, government department, organization or
program alone can tackle the increasingly complex social problems we face as a
society. It seeks to address complex issues and achieve significant and lasting social
change through multiple sectors coming together on a common agenda, shared
measurement, and alignment of efforts. Region of Waterloo Public Health is a key
partner supporting this initiative, with representation in, and provision of, staff support to
multiple enabling groups, such as the Connector’s Hub (group that provides oversight
for the collective work), the Systems Change Champions, the Indigenous Working
Group, and the Measurement and Monitoring Working Group.
Since the announcement of the healthcare system transformation including the creation
of Ontario Health Teams, Public Health has played a coordinating role for various
programs of the Region to order to efficiently connect with and support the Region’s two
local Ontario Health Teams, which have been approved (Cambridge-North Dumfries
Ontario Health Team) or are in development (KW4 or Kitchener, Waterloo, Wellesley,
Wilmot and Woolwich Ontario Health Team). The various programs of the Region that
are providing support to the OHTs include public health, paramedic services, long-term
care, housing, seniors’ services, children’s services, and employment and income
support. These collaborations are facilitated through a member of Public Health’s senior
management team, who connects the leadership of the Ontario Health Teams with the
appropriate Regional representatives, in order to establish a strong foundation for
partnership with the future hubs of connected health care in our community. The Region
(and its various departments) is officially an affiliate member of the approved Cambridge
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and North Dumfries Ontario Health Team and anticipates being an affiliate member of
the KW4 Ontario Health Team when they become an Ontario Health Team.
Finally, in response to the significant opioid crisis faced by many Ontario communities
including ours, Region of Waterloo Public Health has long provided ‘backbone’ support
and played a facilitative role in bringing together many community partners to create
synergies, streamline collaborations and avoid duplication in our collective efforts to
mitigate the impacts of the opioid crisis. In addition to being a long-standing member of
Waterloo Region’s Integrated Drugs Strategy, since 2018 Public Health has co-chaired
a Special Committee of our community’s Integrated Drugs Strategy with senior leaders
across key sectors to provide oversight for the community’s opioid response.
Membership on this special committee includes representation from municipalities,
school boards, addictions and mental health services, the Waterloo Region Crime
Prevention Council, Regional Police, the Region's Community Services Department
including its Housing Division, the Region’s Paramedic Services, and the Waterloo
Wellington Local Health Integration Network. The committee has overseen the
development of the Waterloo Region Opioid Response Plan, which has set and
monitors progress on key priorities for action in our community.
It is acknowledged that Region of Waterloo Public Health is able to leverage these
relationships with community partners because they exist within our community, and
they have the capacity to provide services to our residents. Many small, rural
communities and health units are not fortunate to have such a robust local infrastructure
with whom they can partner.
As evidenced above, ‘misalignment of health, social and other services’ is not a
challenge that requires addressing for Region of Waterloo Public Health. Rather, we
suggest that this is an example of an opportunity/problem that exists inconsistently
within the public health sector (and may even be absent in some areas of the province).
Duplication of Effort
•

Duplication and lack of coordination resulting in disconnect between
evidence products, policy and delivery

Region of Waterloo Public Health agrees that, due to the structure of the current public
health system and the requirement for each of the 34 health units to meet the Ontario
Public Health Standards, there are instances of duplicative efforts occurring across the
health units. Examples include the areas of health promotion and health
communications (e.g. health promotion campaigns), research and evaluation,
epidemiology and health analytics, literature review and evidence synthesis, and
knowledge exchange to support public health action.
Public Health Ontario is a valued partner for public health units and their expertise is in
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high demand. This demand can outstrip its supply of available resources, and therefore
ensuring sufficient support for this provincial resource would be a key pillar in enabling a
strong public health sector. Public Health Ontario could play an important role in
conducting research and/or producing evidence summaries on issues common to all
health units; this would prevent the need for this work to be replicated across 34 health
units. Local public health units could then tailor or finesse such products as needed, in
response to local needs. The Ministry of Health has assumed a “stewardship role” with
respect to public health work across the province. Its staff diligently work to respond to
emerging public health threats and issues. If adequately resourced, it could play a lead
role in developing health promotion campaigns, including translations of the associated
materials into the common, additional languages spoken in Ontario. The Ministry could
also play a larger role in proactively setting overarching, strategic priorities for the public
health system in Ontario, and supporting local health units to action those priorities. This
could assist in addressing the system challenge noted in the discussion paper that
relates to inconsistent priority setting among the 34 health units.
Our health unit would welcome the opportunity to work with the Ministry of Health and
Public Health Ontario, to collaborate and reduce areas of redundancy, as well as
support each other’s roles by leveraging each other’s areas of ‘know how’. As an
example, in addition to the technical and scientific expertise of Public Health Ontario,
and the bird’s eye view for provincial public health priorities which the Ministry has,
there are strengths of local public health units to be leveraged. These would include
their expertise in implementing programs and services in their local communities,
including experience with real-world barriers and success factors to achieving intended
outcomes. In addition, strong partnerships at the local level is one of the key strengths
and important criteria for health promotion and policy development. Therefore, a core
degree of competency and experience at the local level for such functions is still
required, and should continue to be supported.
We agree that some of the aforementioned activities which are not locally specific are
being duplicated within multiple public health units, and that there are opportunities to
leverage others in undertaking and sharing this work. Health units such as Region of
Waterloo Public Health have been able to develop a high degree of skill and expertise in
a variety of these program support areas (e.g. epidemiology and health analytics,
quality initiatives, health information management and privacy, etc.), and regularly work
with other health units to collaborate and share learnings. Examples of such work
include:
1. Participating in a number of Locally Developed Collaborative Projects (LDCPs)
funded by Public Health Ontario including, more recently, the Children Count
LDCP, the Continuous Quality Improvement (CQI) LDCP; and the Healthy Built
Environments LDCP.
2. Taking a leadership role on initiatives to leverage digital technologies, such as on
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the Ontario Hedgehog User Group, thereby significantly reducing the amount of
work for other health units, or aiding those health units which do not have the
resources to implement such systems alone.
3. Planning collaboratively since the announcement of the Ontario Seniors Dental
Program (delivered in partnership by the region’s Community Health Centres and
Public Health) with neighbouring health units, in an effort to reduce
redundancies, enable sharing of expertise across health units, and achieve
coordinated service delivery across health unit boundaries.
In addition to the above, there is likely a critical mass for health unit size that would
improve retention and recruitment of these competencies in health units, and optimize
the use of these resources across the province. This has been underscored by previous
reports on Ontario’s public health system which have highlighted that, in a system
where populations served by boards of health vary in size from 34,000 to almost 3
million, a lack of critical mass creates inequities in public health service delivery across
the province. A public health system where health units have sufficient critical mass to
effectively assume core local functions in areas such as evidence-based program
planning and evaluation, policy development, epidemiology and health analytics, quality
initiatives, performance measurement and monitoring, etc. would likely also contribute
substantially to reducing duplication of efforts across the province.
Inconsistent Priority Setting
•

Inconsistencies in priority setting and decision making across the province

The Ontario Public Health Standards and related protocols and regulations are
important tools that are integral to ensuring consistency in public health program and
service delivery across the province.
Currently, regulations and protocols can be applied and enforced inconsistently across
the province because of differing interpretation of the wording by local health units. The
Association of Supervisors of Public Health Inspectors in Ontario (ASPHIO) as well as
many other regional and provincial program networks and work groups attempt to
promote more consistent application of regulations and implementation of programs by
supporting discussions among their members. However, implementation of regulatory
and program requirements is still decided at the local level, creating a patchwork of
program delivery and enforcement that varies across the province, often causing
confusion for business owners who operate in multiple jurisdictions. Clear guidance
from the province on how to interpret and apply requirements, regulations, protocols
would be welcomed and could help to remove these variations in decision making,
priority setting and application, not withstanding that some level of inconsistency in
decision making and priority setting would be appropriate among the province’s health
units in order to respond to differing local needs.
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For several years, the Ministry of Health has undertaken audits of 1-2 health units on an
annual basis. The high-level findings and recommendations resulting from these adults
of individual health units could provide an important opportunity for the Province to
provide clarification of expectations and priorities with all health units in the province.
To date, findings of these audits have not been systematically shared with the field; we
view this as a missed opportunity.
Technology solutions offer important opportunities to strengthen the public health
system. Technology is a key element that could benefit from more consistent priority
setting and decision making across the province; technology solutions could also to help
address duplication of efforts among public health units. Currently, public health units
require systems to support efficient and effective health information management for all
public health programs and services, and yet, less than half of local public health
agencies have an electronic medical record (EMR). Where they exist, public health
EMRs are varied, contributing to a fragmented technology landscape. This is in part due
to lack of Ministry of Health funding, guidance and direction setting. The Council of
Medical Officers of Health Digital Health Solutions Committee has requested a dialogue
with Ministry of Health on local and provincial leadership related to strategy and
investment, standards and interoperability, infrastructure, legislation, policy and
compliance for common technology systems and applications. For example, a
centralized resource or agency dedicated to supporting the public health sector with a
standardized approach to data and information governance and with interoperable
digital health solutions, including EMRs.
Indigenous and Francophone Communities
The Ministry’s addition of a requirement in the Ontario Public Health Standards to
develop relationships with Indigenous communities and organization in a culturally safe
and meaningful way is important.
The ability to explore and work in collaboration with indigenous communities and other
relevant stakeholders to respond to issues which impact the health of indigenous
communities has been facilitated by our health unit being part of a regional government.
For example, a work group was established as part of Wellbeing Waterloo Region
(WWR), with Public Health and Waterloo Regional Police Service contributing to
backbone support of this group, setting the stage for a more holistic approach to
defining and addressing indigenous population health issues across multiple sectors
and departments of the Region (e.g. housing, social services, public health, planning).
Cultural awareness, sensitivity and competence learning opportunities have been
accessed across multiple sectors and organizations in Waterloo Region. The WWR
First Nations, Métis and Inuit Advisory and Advocacy Circle provides an opportunity for
local Indigenous community members to engage in developing a common set of
priorities that they want to see addressed in order to improve outcomes for their
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peoples. This includes identifying ways to share information in ways that are meaningful
to the local indigenous community, having qualified indigenous staff working within
community organizations, and engaging relevant stakeholders in working on those
priorities.
Waterloo Region is not currently within designated French language areas for public
health. However, we do consider the need for French translation and interpretation in
our work on an ongoing basis, as we do for other languages/cultures present in
Waterloo Region.
Additional Areas of Feedback
In addition to the challenges and issues identified within the discussion paper, feedback
is offered below in the areas of funding, governance and rightsizing the number of
health units. Any changes resulting from the modernization of the public health sector
must be carried out within appropriate transition periods, with attention to both effective
change management and ensuring the important work of public health continues
uninterrupted.
Funding
As indicated in the discussion paper, the “Ontario government is transforming the whole
health care system to improve patient experience and strengthen local services”; and
“while the broader health care system undergoes transformation, a clear opportunity
has emerged to transform and strengthen the role of public health as a foundational
partner in improving the health of Ontarians.” With the stated goals and challenges
identified within the document, it is not helpful to begin the process with a reduction in
the government’s financial commitment to Public Health. Beginning in 2020, the
Province has implemented a funding change that results in all programs with the
exception of the newly announced Ontario Seniors Dental Care Program moving to a
maximum cost sharing by the Province of 70%. While the Province has said there are
no current plans to further shift cost sharing to the previously announced 60% provincial
40% local municipal tax levy by 2021, the impact of the January 1st, 2020 reduction in
provincial cost sharing is significant for many health units.
Overall provincial funding and previous provincial cost sharing contributions to public
health units should be restored maintained at least until the design of the modernized
system is finalized. In addition, transitional funding must be made available to offset the
costs of any resulting amalgamations and system changes that may occur.
Governance
As previously recommended by the Region of Waterloo, the Province should reconsider
any plans for implementation of a ‘one size fits all’ approach to governance and
structure for Public Health Units in Ontario. Priorities should be established and
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changes should be implemented in Health Units/areas of the province where there are
identified concerns. Where issues do not exist, Region of Waterloo does not believe that
changes to structure and governance should be implemented. The current, fully
municipally integrated model serves the community and its residents well in Waterloo
Region.
Rightsizing the Number of Health Units
The current populations served by the 34 boards of health vary in size from 34,000 to
almost 3 million; some health units experience a lack of the critical mass that ensures
they have the resources to fulfil all day-to-day requirements or the surge capacity to
respond to increased periods of demand. Reducing the number of health units through
voluntary amalgamation has significant potential to address the issue of critical mass
and may result in additional efficiencies within the sector. The province should work with
those health units in the province that do not currently have the necessary critical mass
to identify potential options for bringing together a number of the smaller organizations
and make transitional funding available to cover the one-time costs associated with
these amalgamations.
For public health units (including Waterloo Region) where critical mass is not an issue,
there is little to be gained by forcing amalgamations. In fact, there may be detrimental
impacts including increased overall operating costs associated with the harmonization
of compensation costs.
Corporate Strategic Plan:
The report relates to the Region’s Strategic Plan focus area of Healthy, Safe and
Inclusive Communities as well as Responsive and Engaging Public Service. The
feedback provided in the report and the resulting recommendations are consistent with
maintaining effective and high quality public health service delivery within Waterloo
Region and provincially.
Financial Implications:
Public Health budgets are established by Regional Council (as the Board of Health).
The majority of Public Health programs and services have been historically funded up to
75% by the province, with the remainder funded by the local tax levy. To a lesser extent,
some programs have been funded 100% by the province.
Effective January 1st, 2020 the Province has indicated that all health units in the
province will receive a maximum of 70% cost sharing, with the exception of new Ontario
Seniors Dental Care Program, which will be funded 100% by the Ministry of Health.
Transitional one-time funding will be made available in 2020 to mitigate the impact of
this reduction in provincial funding. The Region’s 2020 budget has been prepared to
reflect the changes announced by the province. Based on preliminary information from
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the Province, staff have assumed a one-time transition funding allocation of $1.5 million
in 2020. This offsets the loss in funding related to cost share changes of $2.4 million
with a net impact of approximately $0.8 million in 2020. A summary of the 2020 funding
reduction for Public Health is as follows:
Continuity of Public Health Funding
2019 Provincial Funding

($ millions)
$27.4

Less: Reduction relating to cost sharing changes

(2.3)

Add: One time Transition funding

1.5

Sub-total adjustments above

(0.8)

The impact of the of the transitional funding is to spread the reduction in provincial
funding across 2 calendar years: $0.8 million in 2020 and $1.5 million in 2021. The
Province has said there are no current plans to further shift cost sharing to the
previously announced 60% provincial 40% local municipal tax levy by 2021.
Other Department Consultations/Concurrence:
The Human Resources and Citizen Service Department and the Corporate Services
Department will be involved in preparing for and implementing any changes resulting
locally from the Province’s modernization of public health.
Attachments
Appendix A: alPHa Statement of Principles – Public Health Modernization
Prepared By:

Anne Schlorff, Acting Commissioner, Public Health & Emergency
Services
Dr. Hsiu-Li Wang, Acting Medical Officer of Health, Public Health &
Emergency Services

Approved By:
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Report: PHE-PSV-20-01

Region of Waterloo
Public Health and Emergency Services
Paramedic Services

To:

Chair Elizabeth Clarke and Members of the Community Services Committee

Date:

January 14, 2020

File Code: P05-80

Subject: Paramedic Services Modernization
Recommendation:
That the Regional Municipality of Waterloo provide the following recommendations to
the Government of Ontario, in response to its Emergency Health Services
Modernization consultation as outlined in report PHE-PSV-20-01 dated January 14,
2020.
1) Ensure 50/50 cost sharing is continued as the status quo;
2) Ensure the Ministry follows through with the planned implementation of improved
or updated technology both in dispatch and paramedic services currently being
planned or contemplated i.e. MPDS (Triage Tool), radio systems, and real-time
data exchange;
3) Ensure that the Ministry works with the hospital sector to identify ways to mitigate
offload delay at a provincial health systems level, to support our local work with
area hospitals to address offload delay;
4) Enable Paramedic Services to have greater input into the decision-making
process when collaborating and coordinating with hospitals and dispatch
regarding the use of municipal and hospital resources in the transport of patients,
especially for low priority calls. This would be for the purpose of ensuring
sufficient resources are available for out of hospital emergencies;
5) Ensure continued funding and consider increased funding for the expansion of
the Region’s community paramedicine program, which has demonstrated early
success; and
6) Restating our request to transfer ambulance dispatch to the Region of Waterloo
to fit with the “Made in Waterloo” consolidated dispatch project for emergency
services
3177854
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7) Forward a copy of this report to the Premier of Ontario, the Minister of Health, the
Special Advisor on Public Health and Emergency Services Consultations, all
local MPPs, and the Association of Municipalities of Ontario (AMO).

This would include senior staff submitting this feedback through an online survey prior
to its deadline of February 10, 2020, as well as participating, along with members of
Regional Council, in face-to-face consultations being conducted by Mr. Jim Pine and
Alison Blair. The feedback will focus on the needs and position of the Region of
Waterloo for the modernization of Paramedic Services locally.
Summary:
The Ontario government is proposing to transform the whole health care system,
including Emergency Health Services (Paramedic Services), to improve patient
experience and strengthen local services (Appendix A: Discussion Paper: Emergency
Health Services Modernization). They envision a connected health care system and
new models of care (PHE-PSV-19-10) that will connect health care providers and
services focused on patients and families in the community.
It is key to the success of the broader health system that emergency health services be
strengthened, better coordinated and modernized, in order to respond to the changing
local needs in Ontario’s communities. That is why the government is also engaging
Paramedic Services and municipalities in discussions regarding new models of care for
select 911 medical emergency patients (PHE-PSV-19-10). This would allow Paramedic
Services to expand treatment and transport options on scene, and ensure patients are
receiving the care they need, when and where they need it.
In line with the themes described in the report, through consultative feedback online and
in person, Region of Waterloo Paramedic Services would propose that Council and
senior staff convey the following key points of feedback to Special Advisor Jim Pine and
Assistant Deputy Ministry Alison Blair regarding EMS modernization:
1) Ensure 50/50 cost sharing is continued as the status quo;
2) Ensure the Ministry follows through with the planned implementation of improved
or updated technology both in dispatch and paramedic services currently being
planned or contemplated i.e. MPDS (Triage Tool), radio systems, and real-time
data exchange;
3) Ensure that the Ministry works with the hospital sector to identify ways to mitigate
offload delay at a provincial health systems level, to support our local work with
area hospitals to address offload delay;
4) Enable Paramedic Services to have greater input into the decision-making
process when collaborating and coordinating with hospitals and dispatch
regarding the use of municipal and hospital resources in the transport of patients,
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especially for low priority calls. This would be for the purpose of ensuring
sufficient resources are available for out of hospital emergencies;
5) Ensure continued funding and consider increased funding for the expansion of
the Region’s community paramedicine program, which has demonstrated early
success; and
6) Restating our request to transfer ambulance dispatch to the Region of Waterloo
to fit with the “Made in Waterloo” consolidated dispatch project for emergency
services.
Our feedback will focus on providing a Regional perspective with support to the bigger
provincial aspects needed to modernize Paramedic Services.
Report:
The Ontario government is proposing to transform the whole health care system,
including Emergency Health Services (Paramedic Services), to improve patient
experience and strengthen local services. They envision a connected health care
system and new models of care that will connect health care providers and services
focused on patients and families in the community.
It is key to the success of the broader health system that emergency health services be
strengthened, better coordinated and modernized in order to respond to the changing
local needs in Ontario’s communities. That is why the government is also engaging
Paramedic Services and municipalities in discussions regarding the new models of care
(PHE-PSV-19-10) for select 911 medical emergency patients. This would allow
Paramedic Services to expand treatment and transport options on scene, and ensure
patients are receiving the care they need, when and where they need it.
Current state of Emergency Medical Services (or Paramedic Services) in the
Province:
Each year, approximately 1.5 million 911 calls come thorough Provincial ambulance
dispatch centres, and land ambulances are dispatched to respond to both 911 and other
calls for service. There are over 8,800 paramedics and 1,100 ambulance
communications officers working to provide front-line life-saving care to Ontarians.
There are 52 municipal ambulance services, six First Nations ambulance services, and
22 ambulance communications centres in the Province of Ontario. Ornge air ambulance
services also delivers life-saving responses across the entire Province.
The Ambulance Act and its regulations and standards provide the framework for the
operation and delivery of pre-hospital care in Ontario, including the certification of
ambulance service operators and regulation of paramedics. Regional base hospitals
provide clinical oversight of the system, ensuring patient safety and service quality.
3177854

Page 3 of 6

63

63
January 14, 2020

Report: PHE-PSV-20-01

Funding for ambulance services is currently provided by the Ministry of Health, in
conjunction with municipal partners on a 50/50 cost-sharing arrangement; future costsharing plans beyond 2020 have not been announced, but our position is that it should
continue as per the current arrangement. The Ministry of Health also provides 100 per
cent of funding for specific emergency health services such as community paramedicine
programs (through LHIN funding); ambulance communications centres, certified First
Nations paramedic services, and air ambulance services.
Key Challenges Identified
The Auditor General, the Dispatch Working Group, the Association of Municipalities of
Ontario and the Ontario Association of Paramedic Chiefs, among others, have identified
a list of extensive challenges that affect delivery of critical Paramedic Services. These
are consistent with those outlined in the ministry’s EMS modernization discussion paper
(Appendix A) and include:
•
•
•
•
•

Outdated dispatch technologies;
Lengthy ambulance offload times and delays in transporting medically-stable
patients;
Lack of coordination among EHS system partners;
Need for innovative models that improve care; and
Health equity, or access to services across regions and communities.

From the listed challenges, the government raises specific questions on how to address
these issues moving forward. The government’s discussion paper for the EMS
modernization process was released in November 2019. Paramedic Services and
municipalities across Ontario have an opportunity to provide feedback on these issues
via an on-line survey, which has a deadline of February 10, 2020. In addition, the
Ministry of Health is also convening in-person consultation sessions with Mr. Jim Pine
(Special Advisor) and Alison Blair (Assistant Deputy Ministry) as another means through
which Paramedic Services and municipalities can provide input to the questions posed
for modernization, to assist the government in shaping modernization. Staff from the
Ministry of Health have invited Waterloo Region to host a consultation session for
Emergency Medical Services; the session is scheduled for January 31st.
Paramedic Services concurs with the discussion paper’s identified challenges which
impacts our local ability to provide effective and efficient service to the residents of
Waterloo Region. For many years the Region of Waterloo Paramedic Services has dealt
with growing offload delay issues which has hampered our ability to respond to calls for
service in the Region. This is partly due to several of the issues identified in the report,
and a lack of progress on provincial initiatives to improve and modernize ambulance
and dispatch services, such as delays in the implementation of modernized dispatch
technology.
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The Ontario Association of Paramedic Chiefs has undertaken both a strategic Board
planning session and a broader Paramedic Services group discussion in order to
prepare and submit a collaborative position paper in response to the questions posed
from a Provincial perspective. Through his participation in the Ontario Association of
Paramedic Chiefs, Chief VanValkenburg will contribute to the Association’s position.
While not yet available, it is anticipated that the Association’s position, while focused on
emergency medical services province-wide, will be complementary to Region of
Waterloo Paramedic Services’ local position regarding system challenges and key
recommendations for strategies in order to address the system challenges.
Local needs and requests for Emergency Medical Services (Paramedic Services)
modernization:
The Region of Waterloo continues to support and collaborate with health care system
partners and the LHIN to ensure that we are addressing local issues affecting
Paramedic Services’ ability to provide efficient and effective ambulance service, such as
supporting the creation of future Ontario Health Teams in the region and collaborating
with our local LHIN to deliver our community paramedicine program. Our main local
priorities and requests pertaining to the Emergency Medical Services modernization
include the following:
1) Ensure 50/50 cost sharing is continued as the status quo;
2) Ensure the Ministry follows through with the planned implementation of improved
or updated technology both in dispatch and paramedic services currently being
planned or contemplated i.e. MPDS (Triage Tool), radio systems, and real-time
data exchange;
3) Ensure that the Ministry works with the hospital sector to identify ways to mitigate
offload delay at a provincial health systems level, to support our local work with
area hospitals to address offload delay;
4) Enable Paramedic Services to have greater input into the decision-making
process when collaborating and coordinating with hospitals and dispatch
regarding the use of municipal and hospital resources in the transport of patients,
especially for low priority calls. This would be for the purpose of ensuring
sufficient resources are available for out of hospital emergencies;
5) Ensure continued funding and consider increased funding for the expansion of
the Region’s community paramedicine program, which has demonstrated early
success; and
6) Restating our request to transfer ambulance dispatch to the Region of Waterloo
to fit with the “made in Waterloo” consolidated dispatch project for emergency
services.
Achievement of these objectives would be the key priorities for the modernization
process locally, and would align well with the issues raised in the Auditor’s report.
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The Region of Waterloo Paramedic Services will participate in both the online survey
and consultation process with Jim Pine and Alison Blair, to continue advocating for the
above identified issues, keeping in mind our past requests for control over land
ambulance dispatch at the Regional level and maintaining land ambulance service at
the municipal level.

Corporate Strategic Plan
Implementation of the Paramedic Services Master Plan contributes to the Strategic Plan
Focus Areas of: Healthy, Safe and Inclusive Communities Responsive and Engaging
Government Services
Financial Implications:
Nil
Attachments:
Appendix A:

Discussion Paper: Emergency Health Services Modernization:
http://health.gov.on.ca/en/pro/programs/phehs_consultations/docs/d
p_emergency_health_services_modernization.pdf

Prepared By:

Stephen VanValkenburg, Chief Paramedic Services
Dr. Hsiu-Li Wang, Acting Medical Officer of Health

Approved By:

Dr. Hsiu-Li Wang, Acting Medical Officer of Health
Anne Schlorff, Acting Commissioner
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Smoke-Free Housing Policy Evaluation – Key Messages
The smoke-free multi-unit dwelling policy was passed by Region of Waterloo Council in October 2009
and was approved by the Region of Waterloo Community Housing Inc. Board of Directors in November
2009. A pre-policy survey was conducted prior to the policy being enacted on April 1st, 2010 in order to
determine the level of policy support among tenants. A second, third, and fourth survey were conducted
in 2011 (Kennedy, 2011), 2013 (Kennedy RD, Ellens-Clark S, Kaufman P, 2013), and 2018 (Yessis, Douglas,
& Madill, 2018) to better understand how the smoke-free policy has impacted tenants. The 2019 survey
signifies the fifth survey that has been administered to tenants, and the first survey to be administered
post-cannabis legalization. The purpose of the survey was to understand how the smoke-free policy has
impacted tenants and to gather a baseline measure of Cannabis use among tenants living in Waterloo
Region Housing properties.
Key findings from the 2019 survey include:
Smoking Use/Habits:


Almost two-thirds of tenants, (63.5 per cent) reported they, or others in their household, are
sometimes or often exposed to second-hand smoke (SHS) in their home, compared to 49 per
cent in 2018.



Almost half (49.4 per cent) of respondents reported someone in their household has health
problems that get worse when they breathe SHS vs 38 per cent in 2018.



A majority (82.7 per cent) of tenants reported they support the Region of Waterloo Smoke-Free
Housing Policy.
o

Support was highest among non-smokers (90 per cent) and lowest among individuals
who smoked with support for the policy sitting at 34 per cent.



Most respondents reported their households are smoke-free inside their home (93 per cent)
and on their patio or balcony (74 per cent).
o

Non-smoking households - 96.7 per cent of respondents indicated they are smoke-free
inside their home, and 87.7 per cent are smoke-free on their patio or balcony.

o

Smoking households – 72.3 per cent of respondents indicated they are smoke-free
inside their home, and 44.1 per cent are smoke-free on their patio or balcony.



When asked how smoking habits have changed since the policy was implemented, 36 per cent
of grandfathered leases reported smoking less (n=11), and 29 per cent reported they had quit
smoking (n=9).
o

For smoke-free leases, 40 per cent reported they smoke less (n=19) and 19 per cent
reported they have quit smoking (n=9).



Thirty-five per cent of respondents with grandfathered leases who smoke reported that because
of the new policy, they go outside to smoke more often.
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Cannabis use:


Nine per cent of respondents indicated they or someone in their household has used cannabis in
the past year, while the vast majority (79 per cent) have not.



The most common method of cannabis use reported was by smoking it in a joint (22 per cent),
followed by smoking it in a pipe, bong, or waterpipe (17 per cent), eating it in foods (16 per
cent), and using it in a vaporizer or e-cigarette (12 per cent).



Approximately 14 per cent of respondents notice cannabis smoke entering their home every day
from a neighbouring unit or outside and nine per cent notice cannabis smoke entering their unit
at least once a week.



While 14 per cent of respondents intended on using cannabis now that it is legal, a large
majority (78 per cent) of respondents do not intend on using cannabis.

Background
The Smoke-Free Housing Policy was the first policy in Ontario to make an entire housing portfolio
smoke-free, one of the first of its kind in Canada and was approved by Region of Waterloo Council in
October 2009. The policy was enacted on April 1, 2010 and made all new leases signed with Waterloo
Region Housing (WRH) 100 per cent smoke-free. These restrictions included all living spaces in the lease,
inclusive of patios and balconies. As per the Residential Tenancies Act (RTA), tenants who held leases
prior to April 1, 2010 were “grandfathered,” meaning these tenants would be permitted to smoke within
their unit and on their balcony or patio.
The policy also restricts smoking on the outdoor section of all WRH properties and prohibits smoking
within five metres of any window, entrance or exit of the building/unit. These outdoor restrictions apply
to all tenants and visitors.
In addition to approving the policy, Region of Waterloo Council requested that Regional employees
support other local community housing providers to implement similar smoke-free policies.
In order to evaluate the impacts of the smoke-free policy, an evaluation committee was created. The
committee had representation from WRH, Region of Waterloo Public Health and Emergency Services
(ROWPHE), and scientists from Propel Centre for Population Health Impact at the University of
Waterloo. The initial policy impact evaluation consisted of an enforcement database, air quality
monitoring, and a tenant survey.
This report illustrates the results of the 2019 tenant survey and, where possible, makes comparisons to
separate waves of survey data from 2010, 2011, 2013, and 2018. A copy of the tenant household survey
is included as Appendix A of this report.

Purpose
The purpose of the 2019 survey was to assess the impacts of a smoke-free policy on tenants residing in
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Waterloo Regional Housing. The survey aimed to provide a greater understanding of how the policy has
impacted smoking behavior, smoking de-normalization, exposure to second-hand smoke, and support
for the policy. The survey also aimed to provide insight in relation to current cannabis use methods and
trends, and gather data related to second-hand cannabis smoke exposure.

Methods
Sample
Waterloo Region Housing (WRH) maintains 2,722 affordable housing units located throughout the
Region. Their portfolio includes a mix of housing types, including high and low-rise buildings,
townhomes, semi-detached houses, and single family homes. The types of housing tenants reside in is
further split by different tenant groups. There are senior (60+) specific housing that includes high and
low-rise buildings, adult no-dependent high and low rise buildings designated for adults under the age of
60 with no children, and family buildings which primarily consist of a mix of townhomes or semidetached dwellings. All 2,722 units were sampled in order to provide a clear understanding of how a
smoke-free policy may impact various housing types and different demographics.
Sampling method
In 2018, the survey was distributed electronically. The survey was conducted concurrently with annual
unit inspections. The 2018 survey was conducted in partnership with YouthForce, a program that is
designed to offer youth in Waterloo Region gainful employment opportunities. YouthForce employees
inspected all 2,722 units in the WRH housing portfolio and asked tenants if they would like to participate
in the survey via a tablet while their unit was being inspected. Unfortunately, the 2018 survey yielded a
low response rate of five per cent (n=137), which led to the decision to re-sample all units again in 2019
via mail, in order to provide a greater understanding of how the policy has impacted tenants.
In 2019, the survey methodology reverted to that of previous waves of data collection (2010, 2011,
2013). Paper copies of the survey package were distributed to all 2,722 households via an internal
courier service. The package included a letter of information (Appendix B), a copy of the survey
(Appendix A), a translation letter, and a postage-paid return envelope. Tenants were instructed to mail
back paper copies of the survey in the pre-paid envelope if they wished to participate in the survey.

Analysis
All analysis was conducted with SPSS version 24. Rounded percentages were reported for each question.
Non-responses or missing data was not included for analysis purposes. Data for questions may be
reported based on household smoking status and is noted in the findings section. Based on the number
of surveys completed, a response rate was calculated for each housing-type.

Results
The response rates for each survey year are outlined in table one below.
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Table 1. Survey Response Rates from 2011 – 2019
Survey year
Response rate

Surveys returned

Total number of
surveys distributed

2019

18%

486

2722

2018

5%

137

2722

2013

23%

619

2722

2011

25%

685

2722

2010

26%

717

2722

The 2019 survey was completed by 486 respondents, which represents a response rate of 18 per cent.
This represents a significant improvement from the 2018 survey which only had a response rate of five
per cent.

Demographics
Question 1) What type of building do you live in?
Table 2. Sample by tenant group
Survey respondent
Percentage of 2019
sample

Surveys returned

Total units in portfolio

Seniors

61%

276

1076

Adult

17.4%

79

307

Family

21.6%

98

1339

Total

100%

453

2722

2019 missing responses: 33
Question 2) Have you signed a lease with the smoke-free clause since April 1, 2010?
Table 3. Respondents with a Smoke-Free Lease (Since April 1, 2010)
2010
2011

2013

Response
Respondents who indicated a Smokefree Lease

N/A

10.5%

29.7%

2018

2019

(n=137)

(n=446)

72.3%*

62.8%

(n=99)

(n=280)

*small sample size, interpret with caution
2019 missing responses: 40
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Respondent Descriptions:
Respondent descriptions are reported for the entire sample (n=486) below.
Question 3) Are you:


18 to 64 years old?



65 year olds, or older?

Table 4. Respondents Age

Response
18 to 64 years old?

65 years old, or older?

Total

2010

2011

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

62.3%

51.4%

42.4%

56.9%

37.1%

(n=447)

(n=352)

(n=253)

(n=78)

(n=168)

37.7%

48.6%

57.6%

43.1%

62.9%

(n=270)

(n=333)

(n=343)

(n=59)

(n=285)

100%

100%

100%

100%

100%

(n=717)

(n=685)

(n=596)

(n=137)

(n=453)

2019 missing responses: 33
Question 4) How many adults live in your household?
Table 5. Number of adults living in household
Response
2010
2011
More than
one
One

Total

2013

2018

2019

22.0%

21.0%

18.8%

26.5%

18.9%

(n=158)

(n=144)

(n=111)

(n=36)

(n=79)

71.1%

73.9%

81.2%

73.5%

81.1%

(n=510)

(n=506)

(n=479)

(n=100)

(n=340)

100%

100%

100%

100%

100%

(n=717)

(n=685)

(n=590)

(n=136)

(n=419)

2019 missing responses: 67
In 2019, a majority of respondents reported they only had one adult in their household, while just under
a fifth of respondents noted they had more than one adult in their household. According to the 2019
data, 63 per cent of households contain older adults, who may be more susceptible to the impacts of
second-hand smoke (SHS) due to their compromised cardiovascular systems (Eisner et al., 2007).
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Questions 5) How many children live in your household?
Table 6. Number of infants and toddlers in household
Response
2010
2011
One

n/a

More than
one

n/a

None

n/a

Total

n/a

n/a

n/a

n/a

n/a

2013

2018

2019

5.7%

5.5%

4.9%

(n=26)

(n=7)

(n=15)

5.9%

3.3%

1.3%

(n=27)

(n=4)

(n=4)

88.4%

91.3%

93.8%

(n=403)

(n=116)

(n=287)

100%

100%

100%

(n=456)

(n=127)

(n=306)

*2019 missing respondents: 180
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Table 7. Children aged 3-12 in household
Response
2010
2011
One
n/a
More than
one

n/a

2019

12.5%

7.7%

9.1%

(n=58)

(n=10)

(n=25)

6.7%

9.2%

10.2%

(n=31)

(n=12)

(n=28)

80.8%

83.1%

80.7%

(n=375)

(n=108)

(n=221)

100%

100%

100%

(n=465)

(n=130)

(n=274)

2013

2018

2019

12.3%

8.4%

6.9%

(n=56)

(n=11)

(n=18)

3.7%

6.9%

7.7%

(n=17)

(n=9)

(n=20)

84.0%

84.7%

85.4%

(n=383)

(n=111)

(n=223)

100%

100%

100%

(n=456)

(n=131)

(n=261)

n/a

n/a

Total
n/a

2018

n/a

None
n/a

2013

n/a

*2019 missing respondents: 212
Number of teens: (13-17 years old)
Table 8. Number of teens aged 13-17 in household
Response
2010
2011
One
n/a
More than
one

n/a

n/a

n/a

None
n/a

n/a

Total
n/a

n/a

*2019 missing respondents: 225
In 2019, there were 110 households that reported at least one child or teen (under the age of 18) living
with them. This represents 22.6 per cent of the entire sample. This is less than the proportion of children
who lived in the household in 2018 (24.1 per cent or entire sample, n=33), but similar to 2011 (21 per
cent of entire sample, n=145) and in 2010 (21 per cent of entire sample, n=151).
According to the 2019 data, 63 per cent of households contain older adults, who may be more
susceptible to the impacts of second-hand smoke (SHS) due to their compromised cardiovascular
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systems (Eisner et al., 2007).

Cannabis Use
On October 17, 2018, the Federal Government legalized the use of non-medical Cannabis among adults
in Canada. Tenants were asked questions related to cannabis use, second-hand cannabis smoke, and
their intention to use in order to better understand the impact legalization has on Waterloo Region
Housing’s tenants.
Below are the results of the questions asked on the survey.
Question 6) In the past 12 months, have you or anyone in your household used cannabis or
marijuana?
Table 9. Cannabis use in the previous 12 months
Past 12-month use

Per cent

Frequency

Yes

9.1

44

No

79.2

385

Don’t Know

1.0

5

Prefer Not to Answer

0.6

3

Missing Data

10.1

49

Total

100

486

About nine per cent of respondents indicated they or someone in their household has used cannabis in
the past year, while a large majority (79 per cent) has indicated they have not.
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Question 7) When you or anyone in your household uses cannabis or marijuana, what is the most
typical method of use? [check all that apply]
Table 10. Cannabis Methods of Use
Most typical method of use

Per cent

Smoke it in a joint

22.2% (n=20)

Smoke it in a pipe, bong or waterpipe

16.7% (n=15)

Use it in a vaporizer or e-cigarette

12.2% (n=11)

Eat it in foods (cookie, candy)

15.6% (n=14)

Drink it in a tea or another drink

7.8% (n=7)

Tincture, lotion, skin product

4.4% (n=4)

Other

8.9% (n=8)

Don’t know

8.9% (n=8)

Prefer not to answer

3.3% (n=3)

Total

100% (n=90)

*Respondents could select more than one answer
The most common method of cannabis consumption reported is smoking it in a joint (22.2 per cent),
followed by smoking it in a pipe, bong, or waterpipe (16.7 per cent), and eating it in foods (15.6 per
cent).
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Question 8) In the past 12 months, how often, if at all, have you noticed any cannabis or marijuana
smoke entering your home from a neighboring unit or from outside the building?
Table 11. Second-hand cannabis smoke exposure
Response

Per cent

Frequency

Every day

14.1

30

At least once a week

9.0

19

At least once a month

3.3

7

At least once in the past 3 months

3.8

8

At least once in the past 6 months

2.8

6

Never

50.5

107

Don’t know

16.5

35

Total

100

212

missing responses: 274
About half (50.5 per cent, n=107) of respondents didn’t notice any cannabis or marijuana smoke
entering their unit, while 14.1 per cent (n=30) noticed it daily, and nine per cent (n=19) noticed it at
least once per week.
Question 9) Do you plan on using cannabis or marijuana now that it is legal?
Table 12. Intention to use Cannabis
Response

Per cent

Number of respondents

Yes

14.2

35

No

78.1

193

Don’t know

6.9

17

Prefer not to answer

0.8

2

Total

100

247

missing responses: 239

Household Smoking Behaviour
The 2019 survey asks questions about tobacco use, smoking behaviour, and home smoking practices,
including questions related to whether or not respondents’ homes are smoke-free. Responses are
presented in the tables below. Tables do not include missing responses. The numbers from previous
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years’ surveys are included for comparison purposes.
Question 10) How many members of your household, including yourself, currently smoke, daily or
less?
Table 13. Household smoking behaviour
2010

2011

2013

2018

2019

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

At least one member
in the household
smokes daily or less

30.4%

21.4%

19.4%

26.3%*

14.3%

(n=190)

(n=132)

(n=109)

(n=36)

(n=67)

100%

100%

100%

100%

100%

(n=625)

(n=618)

(n=562)

(n=137)

(n=467)

Total survey
respondents for this
question

*Marginal data, interpret with caution.
2019 missing responses: 19
In 2019, 14.3 per cent of households reported having at least one resident who smokes daily or less. This
is the lowest household smoking rate seen across all survey years and less than half of what was
reported pre-policy in the 2010 survey.
Question 11) Do you smoke cigarettes, either daily or less?
Table 14. Daily cigarette smokers
2010

2011

2013

2018

2019

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Survey
respondent is
a smoker

24.2%

17.1%

16.8%

32.2%*

13.3%

(n=159)

(n=110)

(n=98)

(n=38)

(n=61)

100%

100%

100%

100%

100%

(n=658)

(n=645)

(n=585)

(n=118)

(n=458)

Total survey
respondents
for this
question

*Marginal Data, interpret with caution. 2019 missing responses: 28
This question was used to distinguish households with at least one smoker (n=67) and non-smoking
households (n=400).
Aside from 2018 data which had a small sample size, there is a downward trend among tenants who
smoke cigarettes either daily or less.
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Question 12) Since the smoke-free policy began, have you changed how much you smoke?
Table 15. Post-policy smoking behavior change
Change in
2010
2011
respondent’s
Number of
Number of
smoking since
respondents respondents
the smoke-free
policy was
(pre-policy)
(post-policy)
enacted
I smoke less

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

(post-policy)

(post-policy)

(post-policy)

31.1%

31.0%

22.5%

36.7%

(n=42)

(n=39)

(n=9)

(n=33)

3.7%

3.2%

5.0%

1.1%

(n=5)

(n=4)

(n=2)

(n=1)

57.8%

54.8%

65.0%

38.9%

(n=78)

(n=69)

(n=26)

(n=35)

7.4%

2.4%

7.5%

23.3%

(n=10)

(n=14)

(n=3)

(n=21)

100%

100%

100%

100%

(n=135)

(n=126)

(n=40)

(n=90)

N/A
I smoke more
N/A
No change
N/A
I have quit
N/A
Total
N/A
This question was asked to all respondents, with a majority (n=370) reporting they do not smoke. For
analysis purposes, those who do not smoke were excluded from calculations.
It is important to understand how the smoke-free policy has impacted smoking habits of those who live
in WRH properties. The table below illustrates the impact of the smoke-free policy broken down by
those with grandfathered and smoke-free leases.
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Table 17. Smoking behaviour post-policy by lease type
2013
2013
2018

2018

2019

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Change in
respondent’s
smoking
since the
smoke free
policy was
enacted

Grandfathered Lease

Smoke-free
Lease

Grandfathered Lease

Smoke-free
Lease

Grandfathered Lease

Smoke-free
lease

I smoke less

28.2%

36.6%

20%

23.3%

35.5%

39.6%

(n=24)

(n=15)

(n=2)

(n=7)

(n=11)

(n=19)

4.7%

0%

0%

6.7%

3.2%

0%

(n=2)

(n=1)

Response

I smoke
more
No change

I have quit

Total

(n=4)
58.9%

46.3%

80%

60%

32.2%

41.7%

(n=50)

(n=19)

(n=8)

(n=18)

(n=10)

(n=20)

8.2%

17.1%

0%

10%

29.0%

18.7%

(n=7)

(n=7)

(n=3)

(n=9)

(n=9)

100%

100%

100%

100%

100%

100%

(n=85)

(n=41)

(n=10)

(n=30)

(n=31)

(n=48)

The overall proportion of tenants who report smoking less as a result of the policy has increased among
both grandfathered lease and smoke-free lease holders between 2013 and 2019. Across all years and
lease types, there has been an increase in the number of tenants who have quit smoking since the policy
was enacted.
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Question 13) Does anyone, including yourself, smoke inside your home?
Table 18. Indoor smoking behaviour
2010

2011

2013

2018

2019

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Sometimes /
Often

25.2%

18.1%

12.3

12.0%

6.9%

(n=170)

(n=119)

(n=72)

(n=14)

(n=32)

74.8%

81.8%

87.7%

88.0%

93.1%

(n=505)

(n=538)

(n=514)

(n=103)

(n=435)

100%

100%

100%

100%

100%

(n=675)

(n=657)

(n=586)

(n=117)

(n=467)

Never

Total

For analysis purposes the choices “sometimes” and “often” were collapsed into one variable. Across all
years, there is a consistent decrease in the percentage of tenants who smoke inside their home. There is
also an increase in the percentage of tenants who reported they never smoke inside their unit.
Question 13b) Does anyone, including yourself, smoke inside your home? Reported by Smoking Status
of the Household
Table 19. Indoor smoking behavior reported by household smoking status

Response
No smoker in
the
household
Smoker in the
household

2010

2011

2013

2018

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Number
responding yes

Number
responding yes

Number
responding yes

Number
responding yes

Number
responding yes

9.5%

7.5%

3.2%

3.7%

3.3%

(n=432)

(n=478)

(n=445)

(n=81)

(n=13)

64.6%

62.2%

51.5%

30.6%

27.7%

(n=181)

(n=127)

(n=103)

(n=36)

(n=18)

*Missing responses and those who did not report smoking inside were removed from the analysis.
Across all years, there has been a consistent decrease among tenants smoking inside units. This is true
for both smoking and non-smoking households.
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Question 14) Does anyone, including yourself, smoke on your patio or balcony?
Table 20. Outdoor smoking behaviour reported by household smoking status
2010
2011
2013
2018

Response
No smoker in
the household
Smoker in the
household

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Number
responding yes

Number
responding yes

Number
responding yes

Number
responding yes

Number
responding yes

26.1%

19.7%

14.4%

6.2%

12.3%

(n=425)

(n=478)

(n=446)

(n=81)

(n=46)

69.0%

66.9%

65.7%

72.7%

55.9%

(n=184)

(n=127)

(n=108)

(n=33)

(n=33)

*Missing responses and those who reported not having a patio or balcony were removed from the
analysis.
For households with no smoker, in 2019, only 12 per cent report that someone smokes on their balcony,
compared to six per cent in 2018, 14 per cent in 2013, and 20 per cent in 2011. Pre-policy in 2010, 26
per cent reported that someone smokes on their patio. Although the data illustrates that smoking on
balconies and patios increased from 2018 to 2019, this should be interpreted with caution as the 2018
sample was significantly smaller than the one collected in 2019.
A similar downward trend is seen for units that report having a smoker in the household. Overall, aside
from 2018, there have been less people who report smoking on their patio or balcony.
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Question 15 asks about smoking behaviour in outdoor areas.
A) If someone smokes in your home or on your patio or balcony, is it:
Table 21. Locations of outdoor smoking behaviour
2010
2011

Response

2013

2018

2019

(post-policy)

(post-policy)

(pre-policy)

(post-policy)

(post-policy)

Number of
respondents
indicating
yes

Number of
respondents
indicating
yes

Number of
Number of
Number of
respondents respondents respondents
indicating yes indicating yes indicating yes

N/A

N/A

Yourself

Another member of
the household

N/A

A neighbour/tenant
in your building

N/A

No one smokes on
my patio / balcony

N/A

I do not have a patio
or balcony

N/A

6.4%

(n=71)

(n=20)

(n=27)

2.5%

7.5%

2.6%

(n=14)

(n=8)

(n=11)

8.9%

15.1%

8.0%

(n=50)

(n=16)

(n=34)

21.6%

6.6%

12.3%

(n=121)

(n=7)

(n=52)

63.6%

66.0%

60.3%

(n=357)

(n=70)

(n=255)

10.2%

6.6%

10.4%

(n=57)

(n=7)

(n=44)

100%

100%

100%

(n=561)

(n=106)

(n=423)

N/A

N/A

N/A

N/A

Total
N/A

18.9%

N/A

A non-tenant visitor
N/A

12.7%

N/A

*Note: Respondents could select multiple options
In 2019, 60 per cent of respondents reported that no one smoked on their patio or balcony. This is
similar to what was reported in 2018 (66 per cent) and 2013 (64 per cent). Of those who reported that
someone does smoke on the patio or balcony, the most common reported option was a non-tenant
visitor smokes outside expect for the year 2018.
Question 15 also asked about visitors from the same building or complex in order to understand if
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tenants with smoke-free leases are visiting grandfathered units to smoke indoors or on neighbours’
patios or balconies.
B) If a neighbour/tenant in your building or townhouse complex comes to visit, are they permitted to
smoke in their own unit, or do they have a smoke-free lease?
Table 22. Neighbouring/tenant visitor lease type
2010
2011

2013

2018

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Response

Lease type

Lease type

Lease type

Lease type

Lease type

They are
permitted to
smoke in their unit

13.7%

7.0%

7.0%

N/A

N/A

(n=73)

(n=8)

(n=30)

They have a
smoke-free lease

8.8%

17.5%

13.3%

N/A

N/A
(n=47)

(n=20)

(n=57)

33.1%

61.4%

37.0%

(n=177)

(n=70)

(n=159)

44.4%

14.0%

42.7%

(n=237)

(n=16)

(n=183)

100%

100%

100%

(n=534)

(n=114)

(n=429)

No neighbours or
tenants come to
visit

N/A

N/A

N/A

N/A

Don’t Know

Total
N/A

N/A

*2019 Missing Responses: 57
In 2019, 13.3 per cent (n=57) reported that neighbours or tenants that have a smoke-free lease visit,
slightly down from 2018, but up 4.5 per cent from 2013.
Question 16) If you allow smoking in your home, do you plan to make your home 100 per cent smokefree within the next six months? (reported for households that indicated they permit smoking)
Table 23. Intention to make home smoke-free
2010
2011

2013

2018

2019

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Households, in which
smoking is allowed,
that plan to make

30.0%

31.7%

36.1%

33.3%

32.2%
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Response
the home 100 per
cent smoke-free
within the next six
months

2010

2011

2013

2018

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

(n=223)

(n=161)

(n=108)

(n=9)

(n=10)

**considered only homes that allowed smoking in the home
2019 Missing Responses: One for someone who allows smoking inside their unit
2019 Excluded responses: Five who reported people smoke in their home also reported their home is
already 100 per cent smoke-free
In 2019, for units that currently allow smoking in their household, intention to make their home smokefree within the next six months was high at 32.2 per cent. This is similar to what was seen in previous
years where intentions to make household smoke-free in the next six months ranged from 30 to 36 per
cent of responses.
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Policy Support
Question 17) Do you support the new policy that made all new leases in your building 100 per cent
smoke-free, including no smoking on patios or balconies? Reported for entire sample, and based on
smoking status of respondent and smoking status of household.
Table 24. Number of respondents in support of the Smoke-Free Policy
2010
2011
2013

2018

2019

Respondent

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Entire Sample

72%

77.8%

78.9%

75.2%

82.7%

(n=483)

(n=512)

(n=463)

(n=82)

(n=343)

86.7%

88.5%

88.2%

80.5%

90.0%

(n=481)

(n=520)

(n=417)

(n=62)

(n=308)

26%

22.9%

29.3%

61.3%

34%

(n=154)

(n=109)

(n=27)

(n=19)

(n=17)

87%

89%

89.4%

81.5%

90.1%

(n=394)

(n=470)

(n=414)

(n=66)

(n=311)

39%

33%

32.4%

57.1%

36.8%

(n=70)

(n=42)

(n=34)

(n=16)

(n=21)

Non-Smoker

Smoker

Household has
no smokers
Household has
a person who
smokes

Support for the smoke-free policy was high among participants in all waves of data collection. In 2019,
support for the policy was at an all-time high with 82.7 per cent of all households sampled signifying
their support for the policy. Aside from 2018 data and 2013, there has been an upward trend of support
among non-smoking households, with support for the policy very high in 2019 at just over 90 per cent.
Among households with a person who smokes, support was not linear across the years with 2019
support at 36.8 per cent.
Question 17 had a qualitative section for tenants to outline why they do or do not support the policy.
Below is a brief snapshot of their comments.
17B) Please describe why you answered yes or no.
No I don’t support the current policy
Some tenants spoke of how they support bans on smoking within units, but they would also like to see
smoking allowed on balconies.
Page 21 of 46

“Definitely support smoke free units. Would like to smoke on patio in the winter.”
“I think the tenant should be permitted to smoke on their patio or balcony.”
“I agree to no smoking inside the units but smoking outside should be allowed including on patios.”
“In apartments homes yes, but as a senior in winter weather it is very difficult on some winter days to get
away from building in storms so I will be on balcony/porch till weather eases.”
Other tenants voiced their displeasure with the policy in its current form.
“No one should have the right to tell someone what they can or cannot do in their own home.”
“Some people prefer to smoke. It's their right.”
“In case with seniors can be hard to get outside and away from the building”
Yes, I support the policy
Other tenants were enthusiastic about the policy and were thankful that it was in place.
“You should not have to breath in something you don't want to breath in (respect) I want to be in control
of my health.”
“I support smoke free buildings. Smoke free environment healthy living and clean air we breathe.”
“Just because I smoke does not mean I like the smell. It stinks.”
“Because other tenants wouldn't appreciate cigarette smoke or pot smoke going into there windows and
under their doors”
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Second-Hand Smoke Exposure and Health
Questions 18-22 asked about second-hand smoke (SHS) exposure within their home and related
questions about how SHS may impact their health. Responses are detailed in the tables below.
Question 18) How often do you smell second-hand smoke coming into your home?
Table 25. Second-hand smoke exposure in the home
2010
2011
Response

2013

2018

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

52.4%

55.9%

53.7%

48.5%

63.5%

(n=483)

(n=533)

(n=479)

(n=101)

(n=223)

Respondents who
reported being
exposed to secondhand smoke in their
home
**Considered only
homes that didn’t
allow smoking in the
home
*2019 missing responses: 49

In 2019, 63.5 per cent of respondents indicated they were sometimes or often exposed to SHS in their
home.

Page 23 of 46

Question 19) If second-hand smoke comes into your home, where does it come from? [check all that
apply]
Table 26. Travelling Second-Hand Smoke
2010
2011

2013

2018

2019

number of
respondents

number of
respondents

number of
respondents

number of
respondents

number of
respondents

Neighbouring
Units

-

36.3%

36.0%

39.5%

32.0%

(n=232)

(n=196)

(n=47)

(n=157)

From
outdoors

-

22.3%

26.1%

30.3%

20.4%

(n=143)

(n=142)

(n=36)

(n=99)

Other

-

7.0%

6.0%

16.8%

2.9%

(n=45)

(n=33)

(n=20)

(n=14)

-

-

-

9.7%

Response

Don’t Know

-

(n=47)
No, it doesn’t
come into my
unit

51.3%

43.8%

35.3%

29.6%

(n=328)

(n=238)

(n=42)

(n=144)

*Multiple responses were possible, removed missing responses from percentage calculation
In 2019, just under one third of respondents reported that SHS enters their home from neighbouring
units, compared to over one third reported in 2011, 2013, and 2018. In 2019, approximately 20 per cent
of respondents reported that SHS enters their units from the outdoors, which is a decrease from
previous years.
Question 20) Do you or others in your home have health problems that get worse when you breathe
in second-hand smoke?
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Table 27. Health problems related to second-hand smoke
2010
2011
2013
Response
Households
with a
resident who
has health
problems that
are
exacerbated
by secondhand smoke
Total Number
of households
that
responded

2018

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

40%

40.2%

43.9%

37.9%

49.4%

(n=263)

(n=253)

(n=245)

(n=50)

(n=205)

100%

100%

100%

100%

100%

(n=658)

(n=629)

(n=558)

(n=132)

(n=415)

Across all time points, a sizable portion of respondents reported they have health problems that get
worse when they breathe in SHS. In 2019, nearly half the sample (49 per cent, n=205) reported they
have health problems that are worse when exposes to SHS. This proportion is higher than seen in other
previous waves of data collection which ranged from 38 – 44 per cent.
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Question 21) If you live in an apartment building, do you smell second-hand smoke in other parts of
the buildings such as hallways, lobby or common indoor spaces? Reported for households that live in
apartments.
Table 28. Common area second-hand smoke exposure
2010
2011

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

58.6%

61.3%

63%

54.3%

67.9%

(n=378)

(n=304)

(n=275)

(n=51)

(n=228)

Response
Households
who at least
sometimes
smell secondhand smoke
in other parts
of building.
i.e. hallway,
lobby, and
other
common
indoor spaces

Across all time points, over half of all respondents reported smelling SHS in other parts of the buildings
at least sometimes. In 2019, this figure peaked with 68 per cent of respondents reporting smelling SHS in
other parts of their buildings.
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Policy Compliance
Question 22) In general, when people are smoking outside on the grounds of your property do they
step five metres away from the building?
Table 29. Perceived outdoor policy compliance
2010
2011

Response

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

13.0%

9.9%

6.5%

20.2%

(n=13)

(n=8)

(n=2)

(n=85)

13.0%

14.8%

16.1%

26.9%

(n=13)

(n=12)

(n=5)

(n=113)

7.0%

19.8%

19.4%

14.0%

(n=7)

(n=16)

(n=6)

(n=59)

56.0%

38.2%

38.7%

12.6%

(n=56)

(n=31)

(n=12)

(n=53)

11.0%

17.3%

19.3%

26.2%

(n=11)

(n=14)

(n=6)

(n=110)

100%

100%

100%

100%

(n=100)

(n=81)

(n=31)

(n=420)

Never
N/A
Sometimes

Often

Always

Don’t Know

Total

N/A

N/A

N/A

N/A

N/A

Just over a quarter of respondents (27 per cent) noted that when people are smoking outside of their
building they “often” or “always” step at least five metres away from the building. This is a decrease
from previous years where compliance was reported to be around 60 per cent.
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Cigarette Butts:
Question 23 asked respondents to report how often they see cigarette butts around their housing units.
Responses are detailed in the table below, reporting from the entire sample.
Table 30. Cigarette butt litter
2010
Response
Respondents
who see
cigarette butts
lying on the
ground on the
property
where they
live
Total number
of
respondents

(pre-policy)

2011

2013

2018

2019

(post-policy)

(post-policy)

(post-policy)

(post-policy)

74.1%

65.1%

65.1%

72.8%

53.0%

(n=474)

(n=410)

(n=366)

(n=99)

(n=225)

100%

100%

100%

100%

100%

(n=640)

(n=630)

(n=562)

(n=136)

(n=424)

*Reported seeing cigarette butts at least sometime
There was a decrease in the proportion of residents who reported seeing cigarette butts on their
properties in 2019 (53 per cent) compared to 2018 (73 per cent). This proportion reported in 2019 is the
lowest of all years sampled.
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Perceived problems between neighbours:
Question 24) Has smoking caused problems between you / someone in your home and your
neighbour(s)?
Table 31. Smoking related conflicts
2010
Response
Households
experiencing
problems with
neighbours
due to
smoking issues
Total number
of respondents

2011

2013

2018

2019

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

26.6%

25.1%

23.2%

19.3%

30.2%

(n=164)

(n=158)

(n=132)

(n=26)

(n=125)

100%

100%

100%

100%

100%

(n=616)

(n=630)

(n=569)

(n=135)

(n=414)

Respondents who said that smoking caused at least minor issues with neighbours.

Questions for people who smoke
The survey included eight questions (questions 25-32) for respondents who smoke. The following tables
illustrate the results of their responses.
Quitting Intentions and Smoking Behaviours:
Question 25) At any time during the past year, did you try to quit smoking?
Table 31. Past year quit attempts
2010

2011

2013

2018

2019

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Smokers who
tried to quit
sometime
during the
past year

41.2%

41.0%

45.5%

44.1%

50%

(n=148)

(n=100)

(n=77)

(n=34)

(n=29)

Quit attempts among respondents were high, with 2019 data revealing that 50 per cent of individuals
tried to quit smoking within the past year. This is slightly higher than in previous years which has
hovered between 41 and 45 per cent.

Page 29 of 46

Question 26) Do you plan to quit smoking in the next six months?
Table 32. Intention to quit smoking
2010

2011

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Smokers who
plan to quit
smoking in
the next 6
months

23.7%

27.8%

31.9%

33.3%

38.9%

(n=135)

(n=97)

(n=72)

(n=33)

(n=21)

In 2019, nearly 39 per cent of respondents signified their intent to quit smoking within the next six
months. This is slightly higher than in previous years and across all years, intention to quit smoking
within the next six months has continued to grow year over year.
Question 27) If your lease currently requires you to smoke outside, do you follow this rule?
(Remember this survey is anonymous)
Table 33. Self-reported policy compliance
2010
2011
Response
Always

Often

Sometimes

Never

Total

Number of
respondents
N/A

N/A

N/A

N/A

N/A

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

48.6%

56.0%

65.2%

66.1%

(n=34)

(n=14)

(n=15)

(n=37)

11.4%

16.0%

13.0%

10.7%

(n=8)

(n=4)

(n=3)

(n=6)

21.4%

20.0%

13.0%

12.5%

(n=15)

(n=5)

(n=3)

(n=7)

18.6%

8.0%

8.8%

10.7%

(n=13)

(n=2)

(n=2)

(n=6)

100%

100%

100%

100%

(n=70)

(n=25)

(n=23)

(n=56)

*Reported based on respondents with new lease
In 2019, approximately 77 per cent (n=43) of respondents reported they often or always follow the rules
related to smoking outside. This is similar to the percentage seen in 2018 (78 per cent, n=18) and in
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2013 (72 per cent, n=18) and slightly higher than in 2011 (60 per cent, n=42).
Question 28) Since the new smoke-free policy in 2010, do you smoke outside more often than before
the policy? (reported based on respondents with grandfathered leases)
Table 34. Smoking behavior change over time
2010
2011
Number of
respondents
Response

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Smokers who smoke outside more often since the smoke-free policy
Yes, I go outside
more often

N/A

No, I don’t go
outside more often

N/A

I am required to go
outside by lease

N/A

Total

33.0%

23.9%

27.6%
(n=8)

35.3%

(n=31)

(n=17)

60.6%

56.3%

34.5%

47.1%

(n=57)

(n=40)

(n=10)

(n=8)

6.4%

19.7%

37.9%

17.6%

(n=6)

(n=14)

(n=11)

(n=3)

100%

100%

100%

100%

(n=94)

(n=71)

(n=29)

(n=17)

(n=6)

N/A
More than a third of respondents (35 per cent) in 2019, with grandfathered leases who smoke cigarettes
reported they smoke outside more often than they did before the smoke-free policy. This is slightly
higher than the proportion of residents who reported smoking outside more often in 2018 (28 per cent),
and similar to the results in 2011 (33 per cent).
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Question 29) When I smoke on the grounds of my property, I am five metres away from the building
as per the policy.
Table 35. Self-reported outdoor policy compliance
2010
2011

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

56.0%

43.7%

32.3%

55.7%

(n=56)

(n=31)

(n=10)

(n=34)

7.0%

16.9%

22.6%

14.8%

(n=7)

(n=12)

(n=7)

(n=9)

13.0%

16.9%

29.0%

18.0%

(n=13)

(n=12)

(n=9)

(n=11)

13.0%

7.0%

12.9%

6.6%

(n=13)

(n=5)

(n=4)

(n=4)

11.0%

15.5%

3.2%

4.9%

(n=11)

(n=11)

(n=1)

(n=3)

100%

100%

100%

100%

(n=100)

(n=71)

(n=31)

(n=61)

Response
Always

N/A
Often
N/A
Sometimes
N/A
Never
N/A
Never smoke
outside on my
property

N/A

Total
N/A

Outdoor policy compliance was high in 2019 with over 70 per cent of respondents reporting they always
or often step at least five metres away from the building when they smoke. This is higher than reported
in any previous years of sampling.
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Perceived Social Norms
Question 30 asked respondents how often they think their neighbours go outside to smoke. This
question was used to help inform strategies that may involve social norms. Responses are detailed in the
table below, reporting for the sub-set of respondents who identified as smokers.
Question 30) How often do you think your neighbours that smoke go outside to have a cigarette?
Table 36. Perceived policy compliance
2010

Response
Never

Sometimes

Often

Always

Don’t Know

None of my
neighbours
smoke
Total

2011

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

9.2%

5.5%

6.5%

9.1%

3.3%

(n=58)

(n=35)

(n=5)

(n=3)

(n=2)

21.4%

18.0%

16.9%

12.1%

36.7%

(n=135)

(n=115)

(n=13)

(n=4)

(n=22)

16.0%

11.4%

13.0%

27.3%

6.7%

(n=101)

(n=73)

(n=10)

(n=9)

(n=4)

8.5%

5.8%

5.2%

12.1%

3.3%

(n=54)

(n=37)

(n=4)

(n=4)

(n=2)

44.9%

55.8%

55.8%

33.3%

41.7%

(n=284)

(n=357)

(n=43)

(n=11)

(n=25)

n/a

3.5%

2.6%

6.1%

8.3%

(n=23)

(n=2)

(n=2)

(n=5)

100%

100%

100%

100%

100%

(n=632)

(n=640)

(n=77)

(n=33)

(n=60)

About 10 per cent (n=6) of respondents in 2019 reported their neighbours “often or always” smoke
outside, compared to 40 per cent (n=13) in 2018, 17 per cent (n=110) in 2011 and 25 per cent (n=156) in
2010.
Social de-normalization of smoking behaviour
Question 31 asked respondents to report their comfort with smoking outside.
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Question 31) There are fewer and fewer places outside where I feel comfortable smoking.
Table 37. Social de-normalization of smoking
2010
2011

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Response

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

Smokers who feel
there are fewer and
fewer places
outside where they
feel comfortable
smoking.

67.0%

71.2%

65.7%

N/A
(n=97)

(n=73)

(n=32)

73.7%
(n=42)

*Reported as those who agree or strongly agree with the statement.
Across all survey years, a high proportion of smokers reported there were fewer places where they felt
comfortable smoking. Previous evaluations of smoke-free policies have demonstrated that increases in
smoke-free spaces are associated with reductions in the perceptions of the social acceptability of
smoking (Brown, Moodie, & Hastings, 2009).
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Interest in Cessation Support
Question 32) Would you consider using one of the Region of Waterloo Public Health quit-smoking
programs to help you quit smoking?
Table 38. Interest in smoking cessation support
Response
2010
2011

Yes

No

Don’t Know

Total

2013

2018

2019

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

Number of
respondents

(pre-policy)

(post-policy)

(post-policy)

(post-policy)

(post-policy)

12.0%

20.0%

41.7%

62.3%

22.6%

(n=17)

(n=20)

(n=48)

(n=33)

(n=14)

43.0%

50%

32.2%

22.6%

45.2%

(n=61)

(n=50)

(n=37)

(n=12)

(n=28)

45.0%

30.0%

26.1%

15.1%

32.2%

(n=64)

(n=30)

(n=30)

(n=8)

(n=20)

100%

100%

100%

100%

100%

(n=142)

(n=100)

(n=115)

(n=53)

(n=62)

Approximately 23 per cent of 2019 survey respondents expressed interest in using one of the Region of
Waterloo Public Health’s cessation services.
Question 33 asked participants to provide any additional comments. There were 89 respondents who
wrote at least one comment on their survey. Written below is a sample of the comments that were
provided.
General comments at the end
“Please keep the smoke free policy because I don't want to smell it or be around it, this is my home and
want to live comfortably and cleanly.”
“It would be great if no smoking was enforced in front of the building, nothing worse than walking into
smokers in entrance (front) of building.”
“I think everyone should smoke outside the building because smoke comes through the ventilations in
the building.”
“This is a smoke free building. but in the afternoon and especially at night the hall is full of smoke. At
times when I do the laundry I smell it down there.”
“Please see people smoking anywhere they want they do what they want.”
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“It's not only cigarette smoke to be concern with pot is a big problem, people smoke it in their apts. and
we get it coming through the door and windows, sometimes we get over whelm with the smell coming
under the front door. Something should be done about pot also.”

Discussion
Being a longitudinal survey, inferences can be made from the data to provide a greater understanding of
how the smoke-free policy has impacted trends in policy support and smoking behaviour over time.
The key findings from the survey include: an increase in tenant support for the policy, an increase in the
number of tenants who have quit smoking, an overall increase in exposure of SHS from neighbouring
units, and misaligned levels of perceived and self-reported policy compliance.
Support for the smoke-free policy was extremely high, with 82.7 per cent of the entire sample
supporting the smoke-free policy. Among non-smoking tenants, nearly all (90 per cent) supported the
smoke-free policy. Support for smoke-free policy has been demonstrated to increase policy compliance
among tenants (Drach, Pizacani, Rohde, & Schubert, 2010). Since support for the policy is high, it may be
an opportunity to re-educate tenants on the specifics of the policy to ensure they are aware of smoking
restrictions in place and to celebrate the progress the policy has made over the past nine years.
Another key finding from the survey is that across all years and lease types, tenants reported they
smoke less since the policy was enacted. In 2019, approximately 40 per cent of smoke-free lease owners
and 36 per cent of grandfathered lease holders reported they smoke less. Furthermore, it appears that
the implementation of a smoke-free policy has also helped individuals to quit smoking entirely, with 29
per cent of grandfathered leaseholders and approximately 19 per cent of smoke-free lease holders
reporting they have quit since the smoke-free policy was enacted. This confirms what is found in the
literature, which suggests that smoke-free policies are a way to encourage smoking cessation (Brown et
al., 2009). This is a promising trend that will hopefully continue and will no doubt help contribute to the
establishment of 100 per cent smoke-free WRH properties over time.
In 2019, self-reported indoor policy compliance among tenants was high, with 77 per cent of tenants
reporting they always follow the rules and they smoke outdoors if they are required to by lease. In 2019,
outdoor policy compliance was also high, with 71 per cent of smokers reporting they comply with
outdoor smoking restrictions.
The survey also asked tenants who smoke about their perceptions on whether or not the policy was
being followed. Tenants were asked how often they think their neighbours go outside to have a
cigarette. In the 2019 survey, respondents reported that only 10 per cent of their neighbours “often” or
“always” went outside to smoke. Furthermore, only 27 per cent of tenants thought that individuals
“often” or “always” stepped at least five metres away from the building when smoking outside, as per
the policy.
A discrepancy between self-reported and perceived indoor and outdoor policy compliance was
illustrated in the survey results. This may be an opportunity for Waterloo Region Housing to examine
signage related to outdoor smoking and ensure that doorways, entrances, and exits are properly
labelled. This may also be an opportunity to provide education to tenants about the specifics of both
the indoor and outdoor prohibitions of the policy in order to further enhance compliance. A
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combination of both of these steps may help to reduce the discrepancy between the reported and
perceived policy compliance.
Tenants were asked about SHS exposure within their home. In 2019, approximately 64 per cent of nonsmoking households reported they were exposed to SHS inside their home. This is significantly higher
than reported in 2018 (49 per cent). This more recent rate of high second-hand smoke exposure
requires further investigation in order to determine the root causes of exposure and action should be
taken in order to reduce exposure and to increase policy compliance among all tenants.
This is the second time cannabis use among tenants has been measured, and the first time it has been
measured post-legalization. In 2019, approximately nine per cent of households reported cannabis use
within the past year. This is lower than the past year where cannabis use among all Ontario residents
aged 15 or older sits at 14 per cent (Canadian Tobacco, Alcohol and Drugs Survey, 2017). Tenants were
also asked about exposure to cannabis smoke. Approximately 23 per cent reported being exposed to
cannabis smoke at least once a week. This is similar to what was reported pre-legalization. Cannabis
adds another layer of complexity to the topic of smoke-free housing. Although only a small percentage
of tenants reported using cannabis, there may still be a chance for WRH to discuss the impact indoor
cannabis use has on neighbouring units and an opportunity to provide education to tenants about the
impact SHS (both tobacco and cannabis) has on their neighbours and others residing within their
buildings.

Implications and Next Steps
The findings from this survey will be presented to Waterloo Region Council and WRH to share
implications from the survey for potential programming. The WRH evaluation committee will assess the
need for similar surveys in the future.
As more than nine years have passed since the initial implementation of the Waterloo Region Housing
Smoke-Free Policy, the 2019 tenant survey signifies an opportunity to bring the issue of smoke-free
housing to the forefront and promote the policy to all tenants.
Tenants may be interested in the results of the survey, in particular the section about cannabis methods
of use and SHS exposure. The legalization of cannabis in October 2018 brought certain challenges for
housing providers in relation to lease amendments and modification of the current policy. This may be a
chance for housing to clarify any changes that have recently been made to the policy and to provide
education to tenants about how those changes may impact them.
There has been a consistent upward trend of the percentage of tenants who have tried to quit smoking
in the past year, with approximately 50 per cent of tenants indicating they had tried to quit at least
once. Intention to quit smoking within the next six months has also increased year over year, with 39
per cent of tenants indicating they intended to quit smoking within the next six months. This may be an
opportunity to further promote free cessation services offered by Region of Waterloo Public Health.
An unusually high proportion of tenants (64 per cent) reported smelling SHS entering their unit. This is
up from the 48 per cent reported in 2018. This is particularly problematic for tenants who have health
issues that are exacerbated by SHS. Given the high exposure rates, and high proportion of tenants who
have health problems that are made worse due to SHS, initiatives to help drive down SHS exposure
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should be developed and implemented. These initiatives may include (but are not limited to) tenant
policy education and updating and publishing procedures on how to report SHS and how SHS complaints
will be handled.
Results of the 2019 survey will be shared back to tenants through a variety of communication methods
including the Waterloo Region Housing Newsletter. The survey results will also be shared with Region of
Waterloo council through a Community Service Committee report. The final report may also be shared
with external partners.
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APPENDIX A: 2019 Evaluation Survey
SURVEY - EVALUATION 2019
Smoke-free policy for New Leases and Transfers in
Waterloo Region Housing
INSTRUCTIONS: Please shade the circles below using a dark blue or black ink pen (not
pencil) to show your answers to the following questions. This survey is anonymous. Please
do not put your name or address on the survey.
1. What type of building do you live in?
O Senior Low Rise
O Senior High Rise
O Adult / No dependent low rise
O Adult / No dependent high rise
O Family
2. Have you signed a lease with the smoke-free clause since April 1, 2010?
O Yes
3. Are you:

O No
O 18 – 64 years old

4. How many adults live in your household?

O 65 years old, or older
O 1 O More than 1

5. How many children live in your household?
Number of infants/toddlers: (0-2 years old)

O None O 1 O More than 1

Number of children: (3-12 years old)
Number of teens: (13-17 years old)

O None
O None

O 1 O More than 1
O 1 O More than 1

The following questions are being asked about cannabis use to better
understand the impact of the legalization of cannabis or marijuana on Waterloo
Region Housing’s Smoke-Free Policy.
6. In the past 12 months, have you or anyone in your household used cannabis or
marijuana? *If the answer is no please skip to question 10.
O Yes
O No
O Don’t Know
O Prefer Not to Answer
7. When you or anyone in your household uses Cannabis or Marijuana, what is the most
typical method of use? Please check all that may apply.
O smoke it in a joint;
O smoke it in a pipe, a bong or waterpipe;
O use it in a vaporizer or e-cigarette;
O eat it in foods (cookie, candy);
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O drink it in a tea or another drink;
O tincture, lotion, skin product;
O Don't Know
O Prefer Not to Answer
O other, specify: _____________
8. In the past 12 months, how often, if at all, have you noticed any CANNABIS or
MARIJUANA SMOKE entering your home from a neighboring unit or from outside the
building?
O every day;
O at least once a week;
O at least once a month;
O at least once in the past 3 months;
O at least once in the past 6 months;
O never;
O Don't Know
9. Do you plan on using Cannabis or Marijuana now that it is legal?
O Yes

O Don’t Know

O No

O Prefer Not to Answer

The following questions are related to Waterloo Region Housing’s Smoke-Free Policy:
10. How many members of your household, including yourself, currently smoke cigarettes,
daily or less?
O0
O 1
O 2-3
O More than 3
11. Do you smoke cigarettes, either daily or less?
O Yes
O No
12. Since the smoke-free policy began, have you changed how much you smoke?
O I don’t smoke OR
O I have quit
more
O No change

O I smoke less

13. Does anyone, including yourself, smoke inside your home? O Never
O Often
14. Does anyone, including yourself, smoke on your patio or balcony?
O Never
balcony

O Sometimes

O Often

OR

O I smoke
O Sometimes

O Do not have a patio or

15. A) If someone smokes in your home or on your patio or balcony, is it: [shade all that apply]
O Yourself

O Another member of the household

O A neighbour/tenant in your building

O A non-tenant visitor

O No one smokes on my patio/balcony

O I do not have a patio or balcony
B) If a neighbour/tenant in your building or townhouse complex comes to visit, are they
permitted to smoke in their own unit, or do they have a smoke-free lease?
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O They are permitted to smoke in their unit
O Don’t know

O They have a smoke-free lease

O No neighbours or tenants come to visit
16. If you allow smoking in your home, do you plan to make your home 100% smoke-free
within the next 6 months?
O Yes
O No OR
O My home is already 100%
smoke-free
17. A) Do you support the policy that made new leases in your building 100% smoke-free,
including no smoking on patios or balconies?
O Yes
O No
B) Please describe why you answered yes or no:
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
_______________________
18. How often do you smell second-hand smoke coming into your home?
O Never
O Sometimes
O Often
*Second-hand smoke comes from the burning end of a lit cigarette, cigar or
pipe and from the smoke blown into the air by the person smoking
19. If second-hand smoke comes into your home, where does it come from? [shade all that
apply]
O Neighbouring units
O From outdoors
O No, it doesn’t come into my unit

O Other

O Don’t Know OR

20. Do you or others in your home have health problems that get worse when you breathe in
second-hand smoke?
O Yes

O No

21. If you live in an apartment building, do you smell second-hand smoke in other parts of
the building such as hallways, lobby or other common indoor spaces (for example, a
lounge)?
O Never O Sometimes
an apartment

O Often

O Always

OR O I don’t live in

22. In general, when people are smoking outside on the grounds of your property do they
step 5 metres away from the building?
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O Never

O Sometimes

O Often

O Always

O Don’t know

23. Do you see cigarette butts lying on the ground on the property where you live?
O Never

O Sometimes

O Often

O Always

O Don’t know

24. Has smoking caused problems or conflict between you/someone in your home, and your
neighbour(s)?
O Not at all
O Just a little
O A fair amount
O A great deal
If you do not smoke cigarettes, you are finished this survey. Please mail back to Region
of Waterloo with the provided envelope.
If you smoke, please complete the following questions or statements:
25. At any time during the past year did you try to quit smoking? O Yes
26. Do you plan to quit smoking in the next 6 months? O Yes

O No

O No

If your lease currently requires you to smoke outside, do you follow this rule?
(remember that this survey is anonymous) O Never
O Sometimes
O Often
O Always
27. Since the smoke-free policy in 2010, do you smoke outside more often than before the
policy?
O Yes
O No
O My lease requires me to smoke outside
28. When I smoke outside on the grounds of my property, I am 5 metres away from the
building as per the policy.
O Never O Sometimes
outside on my property

O Often

O Always

O I never smoke

29. How often do you think your neighbours that smoke go outside to have a cigarette?
O Never O Sometimes
O Often
O None of my neighbours smoke

O Always

O Don’t know

30. There are fewer and fewer places outside where I feel comfortable smoking.
O Strongly disagree

O Disagree

O Agree

O Strongly agree

31. Would you consider using one of the Region of Waterloo Public Health quit-smoking
programs to help you quit smoking?
O No
O Yes
O Don’t know
32. Please provide any additional comments:
___________________________________________________________________
___________________________________________________________________
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___________________________________________________________________
_________
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APPENDIX B: Tenant Information Letter

Dear Tenant:
On April 1, 2010, Waterloo Region Housing (WRH) implemented a smoke-free policy.
Tenants who signed a lease on or after April 1, 2010 must not allow smoking in areas covered by their
lease. These areas include the inside of the unit, as well as the balcony or patio. Tenants who signed a
lease before April 1, 2010, are “grandfathered.” Under their lease, they are still allowed to smoke in
their units and on their balcony or patio.
Under the smoke-free policy, smoking is not allowed at any time in common outdoor areas within five
metres of windows, entrances or exits. This applies to all tenants, “grandfathered” tenants and visitors.
Now that this policy has been in place for nine years, we would like to know how the policy has affected
you. Each household will receive one survey. Anyone aged 18 or older can fill out the survey on behalf
of the household. There are no risks associated with participating in this survey. Individual quotes from
the surveys may be used for report purposes, but these will remain anonymous.

This survey is anonymous. Please do not put your name or address on the survey.

You do not have to fill out the survey if you do not want to. Filling out this survey will not affect
your housing status or any services you receive.
If you have questions about how to fill out or return the survey, please contact:

Lynda Fitzgerald

Darran Atrooshi

Community Relations Worker

Region of Waterloo Public Health

Waterloo Region Housing

OR

519-575-4400 ext. 1214

Healthy Living Division
519-575-4400 ext. 3441

See reverse side
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This is the sixth survey of a larger study to help us learn how the smoke-free policy affects all tenants.
The survey will take approximately 10 to 15 minutes to complete. Participants may withdraw from the
survey at any time. If they choose to withdraw and mail back an incomplete survey, partial data already
filled out may be used for analysis purposes. This information will help us to share our experience with
other housing providers who would like to know more about smoke-free policies.

Paper surveys returned to Region of Waterloo Public Health will be kept in a locked cabinet. Only
authorized staff will have access to the cabinet. All surveys will be destroyed in seven years, after the
study is completed. The results of these surveys will be put together in a report by Region of Waterloo
Public Health. Information from your survey will be combined with the other surveys and presented as a
group. No individual identifying information will be shared publically. This study has been reviewed and
received ethics clearance through the Region of Waterloo Public Health Ethics Review Board.
If you have questions related to the ethics of this survey, please contact:

Celina Sousa
Region of Waterloo Public Health
Research Ethics Board Chair
519-575-4400 ext. 5300
CSousa@regionofwaterloo.ca
If you have questions or issues related to your housing unit, please contact:
Waterloo Region Housing
519-575-4400

OR

Your respective tenancy support specialist

Please mail back your completed survey with the enclosed self-addressed envelope by Monday April
15th, 2019.
We will share the survey findings with you in the spring of 2019 by newsletter. Thank you for taking the
time to fill it out!
Sincerely,
Mina Fayez-Bahgat
Manager, Waterloo Region Housing
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Executive summary
The Region of Waterloo Public Health and Emergency Services Dental Health program
provides oral health screening and access to dental treatment for children and youth,
and participates in health promotion activities to protect and promote oral health in
Waterloo Region. The program also provides clinical dental services for children and
youth who do not meet eligibility requirements for provincial programs, demonstrate
financial need and require care. This report provides a description of child and youth
dental health in Waterloo Region from 2010/2011 to 2018/2019, including a review of
oral health indicators and dental health program activities related to children and youth.
Region of Waterloo Public Health and Emergency Services works with community
partners including school boards, Community Health Centres, and dental service
providers to meet the Ontario Public Health Standards with respect to child and youth
dental health. Dental health program activities for children and youth include providing
school and community screening, ensuring and/or providing dental treatment, and oral
health promotion to children and youth, with a focus on priority populations. Over the
last six to eight years, the dental health status of children and youth has remained
relatively stable in Waterloo Region, with some variation from year to year.
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Introduction
Oral health is integral to one’s overall health. Poor oral health not only affects one’s
ability to complete routine functions such as chewing, but one’s emotional health and
social relationships as well. It can also affect one’s economic activities. As access to
oral health care is not universal (i.e. services are not covered by the Ontario Health
Insurance Plan), there are some individuals and families who cannot afford the oral care
they require.
To ensure children and youth, especially priority populations, have access to oral health
care services, the Ministry of Health mandates health units to provide several key
programs and services. In Waterloo Region, Public Health’s Dental Health Program is
responsible to the Board of Health for implementing the oral health related requirements
outlined in the Ontario Public Health Standards and associated Protocols. In addition to
these provincially mandated programs, Region of Waterloo Public Health provides
services based on local need or gaps in mandated programs, as funded by the Region
of Waterloo.
This report provides a description of child and youth dental health in Waterloo Region
from 2010/2011 to 2018/2019, including a review of oral health indicators and dental
health program activities related to children and youth. The data presented here are
data that were available at the time of writing this report. Due to changes in the Dental
Health program over the years, not all data were available starting from 2010.
This report does not provide information on adult dental health or the new Ontario
Seniors Dental Care Program. Public Health’s Dental Health Program will bring a
subsequent report to Community Services Committee which discusses adult dental
health and the new Ontario Seniors Dental Care Program.
Child and Youth Dental Health Program activities
A primary focus of the Dental Health Program is to ensure access to, or provide, dental
care for children and families who require care, but do not have the financial means or
insurance to obtain the required services. Many of the clients served by Public Health fall
into priority groups such as children and youth who are economically disadvantaged; have
poor nutrition; are newcomers to Canada; or are street-involved. Providing services to
these individuals ensures all children who require dental services are not disadvantaged
by social-economic status and contributes to the improvement of their overall health.
Client-centered program activities are delivered by multi-disciplinary staff of the Dental
Health program. Activities include:
• Conducting oral health screening of children and youth in schools, Public Health
clinics and community sites;
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•
•

Providing dental services to children enrolled in the Healthy Smiles Ontario
program; and
Providing basic oral health clinical services and emergency services to children
and youth not covered by Healthy Smiles Ontario but identified with financial
need.

Other Dental Health program activities include:
• Promoting good oral heath to families with young children and to families who are
planning a pregnancy or expecting the birth of a child;
• Promoting Healthy Smiles Ontario and helping families complete applications
and determine eligibility for Healthy Smiles Ontario or other discretionary funding
for dental services; and
• Providing resources for professionals and community members for the purpose
of promoting good oral health to children and families.
Child and youth oral health screening and assessment
Oral health screening is an important way to identify children in need of urgent and nonurgent dental care and to help eligible families gain access to financial support for
dental services. As per the Ontario Public Health Standards, screenings are currently
provided at the following locations:
•
•

•

Publicly funded elementary schools;
Community sites (i.e. Community Health Centres, YMCA Settlement Services, Y
Summer Camps, Reception House, Anselma House, Haven House, Sanctuary,
Public Health Refugee Clinics); and
Region of Waterloo Public Health dental clinics.

During the screening process, Dental Health Program staff identify students with urgent
and non-urgent dental needs. They conduct follow-up screenings with students who
were identified as having unmet urgent needs in previous school years to ensure proper
care was provided, and will provide a screening upon parental request.
As seen in Figure 1, the majority of screenings are conducted in schools.
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Figure 1. Number of children screened by site and school year
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Source: Dental Clinic Stats Waterloo 2012-2019, Dental Clinic Stats Cambridge 2012 - 2019, School
Screening Stats 2007 to Date, HSO Hygienist Tracking List, Dental Health Program Report (2011-2014),
Dental Health Program Report (2015)

Dental screening in schools
As per the Ontario Public Health Oral Health Standards (2018) and the Region of
Waterloo Public Health’s Accountability Agreement with the Ministry of Health, each
student in junior kindergarten, senior kindergarten and Grade 2 in English and French
Public and Catholic school boards in Waterloo Region is screened by a Public Health
Dental Hygienist. The excludes students who are absent from school the day of the
screening or whose parents refuse the screening. Every school is assigned a rating
based on the Grade 2 screening results from the previous school year. Based on the
school ratings, students in Grades 4, 6, and/or 8 at some schools may also receive
dental screening.
The 2013/2014 school year was the first year in which school screening results were
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reported (Dental Health Program Report (2015)). As seen in Table 1, the proportion of
schools and students screened has remained consistent across the years from
2013/2014 to 2018/2019 school years at or near 100 per cent. The proportion of
students who were absent or excluded/refused screening has also remained stable
across the school years at approximately 10 per cent. During the 2018/2019 school year
24,443 students were screened in Waterloo Region.
Table 1: School screening results by school year, Waterloo Region
Screening
2013/2014 2014/2015 2015/2016 2016/2017 2017/2018 2018/2019
indicator
Proportion of
98.6%
schools
compliant with
screening
Proportion of JK, 99%
SK and Grade 2
students
compliant with
screening 1
Proportion of JK, 10%
SK and Grade 2
students who
were absent or
excluded/refused
screening

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

10.2%

10.3%

10.4%

10.3%

10.3%

Source: Oral Health Information Support System (OHISS) Accountability Agreement Indicator Report,
retrieved on September 16, 2019

Urgent treatment needs
At the time of screening, Dental Health Program staff identify the number of students
with urgent treatment needs. An urgent treatment need may include one or more large
open cavities in permanent teeth or in crucial primary teeth, dental pain, infection,
and/or trauma. Once children with urgent needs are identified, the Dental Health
Program will work with parents and community dental providers to ensure each child
has access to, and receives, the required care. Staff will also provide information about
financial assistance programs to support access to dental health services if appropriate.
Figure 2 presents the proportion of students screened in schools who were identified
with urgent treatment needs from the 2012/2013 to 2018/2019 school years in Waterloo
Students excluded from screening due to absenteeism or parental or guardian refusal of service are not
included in the total number of students (denominator) for the calculation of the proportion of JK, SK and
Grade 2 students compliant with screening.
1
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Region and Ontario. The proportion of students with urgent treatment needs in Waterloo
Region schools has remained slightly above the provincial average over the last six
years. The 2018/2019 Ontario data was not available at the time of writing this report.
Within Waterloo Region, the proportion of students with urgent treatment needs has
remained relatively stable, ranging from 6.9 to 9.9 per cent, with the exception of an
increase in 2016/2017 and 2017/2018. In 2016/2017, Waterloo Region saw an influx of
refugee children from Syria, many of whom had unmet dental needs. This contributed to
the increase in proportion of children with urgent treatment needs in these years.

Proportion of students screened with
urgent treatment needs

Figure 2: Proportion of students screened with urgent treatment needs, 2012/2013 to
2018/2019 school years, Waterloo Region and Ontario
14.0%
12.0%
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0.0%
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Source: Dental Program School Statistics Tracking, OHISS, retrieved September 2019.

Table 2 summarizes data for the proportion of students screened in schools who were
identified with urgent treatment needs for the 2012/2013 to 2018/2019 school years by
cities and rural townships as a group. It is important to note that not all children attend
school within their home boundaries. Therefore, the data presented by cities and rural
townships may not necessarily represent a child’s residence.
In most years, the cities of Cambridge, Kitchener and Waterloo are similar to Waterloo
Region as a whole with some variability. In 2016/2017 these cities saw an increase in
the proportion of students with urgent treatment needs. The influx of Syrian refugee
children into these cities contributed to this increase. The rural townships as a whole
have had lower proportions of students with urgent treatment needs for all school years,
compared to Waterloo Region, with a less pronounced increase in 2016/2017. This may
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be because the majority of refugees from Syria settled in urban centres in Waterloo
Region.
Table 2: Proportion of students screened with urgent treatment needs by municipality,
Waterloo Region, 2012/2013 to 2018/2019 school years
20122013201420152016201720182013
2014
2015
2016
2017
2018
2019
Cambridge 8%
9%
7%
7%
11%
8%
7%
Kitchener
8%
7%
8%
8%
11%
9%
7%
Waterloo
5%
6%
7%
6%
8%
9%
6%
Townships 5%
5%
5%
4%
6%
5%
4%
Waterloo
7%
7%
8%
7%
10%
8%
7%
Region
Source: Dental Program School Screening Statistics 2007 to date

Grade 2 students with two or more decayed teeth
The number of Grade 2 students with two or more decayed teeth, either primary or adult
teeth is another indicator collected as part of the screening program. Figure 3 presents
the proportion of Grade 2 students screened in Waterloo Region with two or more
decayed teeth by school year. The overall proportion of Grade 2 students screened in
Waterloo Region that had two or more decayed teeth was five per cent in 2018/2019
and has fluctuated between five and eight per cent from 2010/2011 to 2018/2019. Since
2016/2017, there appears to be a decreasing trend. There was no Ontario data
available for this indicator at the time of writing this report.
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Proportion of grade 2 stduents
screened with 2 or more decayed
teeth

Figure 3: Proportion of Grade 2 students screened with two or more decayed teeth in
Waterloo Region by school year, 2010/2011 to 2018/2019
14%
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8%
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0%

School Year
Source: Dental Program School Screening Percentages Tracking, OHISS aggregate entry data report for
number screened, as well as calculated field for number screened with decayed primary or adult teeth.

Table 3 summarizes data for the proportion of Grade 2 students screened with two or
more decayed teeth by cities and rural townships as a group. The proportion of Grade 2
students screened who were identified with two or more decayed teeth, either primary
or adult teeth, has fluctuated across the years in the cities and townships, ranging from
0.0 to 11.0 per cent.
In the City of Cambridge, the proportion of Grade 2 students screened with two or more
decayed teeth has fluctuated slightly above and below Regional proportions over the
years. Across all school years, the City of Kitchener has had a higher proportion of
Grade 2 students screened with two or more decayed teeth, while the City of Waterloo
and the townships have had lower proportions of Grade 2 students screened with two of
more decayed teeth compared to Waterloo Region as whole.
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Table 3: Proportion of Grade 2 students screened with two or more decayed teeth, by
municipality, Waterloo Region, 2010/2011 to 2018/2019 school years
2010- 2011- 2012- 2013- 2014- 2015- 2016- 2017- 20182011
2012
2013
2014
2015
2016
2017
2018
2019
Cambridge 8%
6%
7%
6%
6%
7%
8%
7%
5%
Kitchener
5%
8%
6%
7%
9%
8%
11%
8%
6%
Waterloo
4%
4%
3%
3%
5%
5%
4%
5%
3%
Townships 2%
3%
3%
4%
5%
4%
3%
3%
2%
Waterloo
5%
6%
5%
6%
7%
7%
8%
7%
5%
Region
Source: Dental Program School Screening Percentages Tracking, OHISS aggregate entry data report for
number screened, as well as calculated field for number screened with decayed primary or adult teeth.

Dental screening in other community settings
Dental screening is also provided by the Dental Health program in non-school
community settings that may be used by individuals and families in need of dental
health support, including Community Health Centres, YMCA Settlement Services, Y
Summer Camps, Reception House, Anselma House, Haven House, Sanctuary and
Public Health Refugee Clinics. Visits to these community sites are based on demand at
each site and available Public Health resources. Therefore, not all community sites are
visited every year.
Figure 4 shows the number of children screened at these community sites and the
proportion that were identified with an urgent treatment need. The number of children
screened at community sites increased significantly between 2011/2012 and
2013/2014, and has been stable since then with the exception of a slight decrease in
2018/2019. In the most recent year (2018/2019), 547 children were screened at these
community locations. In 2010/2011 Oral Health Peer Workers began working at
Community Health Centres to promote screening and other dental services. This may
have contributed to the increasing trend seen in the number of children screened for the
following few years as the program continued to expand. The community sites
represented in each year’s data vary from year to year depending on the demand at
each community site and available Public Health resources in a given year.
The proportion of children screened at community sites that were identified with an
urgent treatment need has fluctuated over the years. In 2018/2019, 25 per cent of
children screened at community locations had an urgent treatment need. It is important
to note that changes in population size and demographics over these years may have
affected the trends observed here.
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Figure 4: Number of children screened at community locations and proportion identified
with urgent treatment needs, by school year, 2011/2012 to 2018/2019

0

Proportion of children screened at community sites with urgent treatment
needs
Total number of children screened in community locations
Source: Healthy Smiles Ontario Hygienist Tracking List, Dental Health Program Report (2011-2014),
Dental Health Program Report (2015)

Dental screening in Public Health Clinics
Dental screening is also provided at Public Health clinics located at 99 Regina Street
South in Waterloo and at 150 Main Street in Cambridge. These clients are usually
referred by private dental offices or by parents requesting a screening for their child
(self-referral). After the screening, public health dental hygienists assist parents in
assessing their eligibility and enrolment to the various publicly-funded dental programs.
Once children are enrolled in a program, treatment plans are created by dental
providers for eligible clients who have been identified as having oral health needs.
Figure 5 shows the number of children screened at Public Health clinics and the
proportion that were identified with an urgent treatment need. The number of children
screened at Public Health clinics has fluctuated from 2011 to 2018, with 473 children
screened in 2018. The proportion of children screened who were identified with urgent
treatment needs has overall increased from 2011 to 2018. This may be due to a number
of factors such as changing demographics of families booking screening appointments
and dentists referring children whom they have already identified with urgent treatment
needs.
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Figure 5: Number of children screened in Public Health Clinics and proportion identified
with urgent treatment needs by year, 2011 to 2018

Proportion screened at clinic identified with urgent need
Total number of children screened in clinics
Source: Region of Waterloo Public Health Dental Program Statistics, 2011-2018

Clinical dental services at Public Health Clinics
The Dental Health Program also provides clinical dental services at its two locations. At
the clinics, eligible children and youth can receive care from dentists, dental hygienists,
and dental assistants. Children and youth make up the majority of clients accessing
public health dental clinic services, ranging from 79 to 97 per cent of all clients from
2011 to 2018. These clinics are appointment based and are generally well attended,
with a no-show rate consistently below 10 per cent. This may be partially due to the
support of Public Health staff which includes a reminder phone call regarding an
upcoming appointment and appointment cards when booking.
Figure 6 shows the number of visits to Public Health Dental Clinics by location and year.
From 2011 to 2018, the number of clinic appointments has increased overall at the
Waterloo clinic, while the number of appointments at the Cambridge clinic has remained
more stable and does not show an overall increasing trend. The Waterloo clinic location
sees significantly more clients than the Cambridge location across all years of data. The
Waterloo clinic is open Monday to Friday from 8:30 a.m. to 4:30 p.m. and the
Cambridge clinic is open on Tuesdays from 8:30 a.m. to 4 p.m. for dental program
services. This pattern of service delivery is based on demand for services. In
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Cambridge, the demand is much lower and the clinic space is therefore used for other
programs during the week in addition to the dental program. Furthermore, this data
does not necessarily reflect client residence, as clients from various areas in Waterloo
Region may attend at either clinic location.
Figure 6: Number of clinic appointments, provided by a dentist or hygienist, by location,
2011-2018

Number of clinic appointments

2500
2000
1500
1000
500
0

2011
Cambridge 289
Waterloo
938

2012
570
1996

2013
522
1953

2014
423
1888

2015
605
2195

2016
349
1904

2017
378
1946

2018
263
2251

Source: Region of Waterloo Public Health Dental Health Program Statistics. Note: does not include
‘canceled’ or ‘no-show’ appointments.

Financial assistance programs for children and youth
Financial assistance programs for dental care exist in Ontario that support access to
dental care for children and youth who cannot afford treatment. On January 1, 2016, six
publically funded provincial dental programs for children and youth were integrated into
one program, Healthy Smiles Ontario, which is 100 per cent provincially funded. A
limited number of discretionary services are available for children and youth in need of
emergency dental treatment who do not qualify for Healthy Smiles Ontario, are low
income, and require dental services.
Healthy Smiles Ontario Program
To be eligible for financial assistance under Healthy Smiles Ontario, children and youth
have to be enrolled in one of the three streams of Healthy Smiles Ontario:
1. Healthy Smiles Ontario - Core
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2. Emergency and Essential Services Stream (EESS)
3. Preventive Services Only (PSO)
See Appendix A for eligibility criteria for the Healthy Smiles Ontario streams.
Children in the Healthy Smiles Ontario - Core and Emergency and Essential Services
streams are eligible to receive basic oral health treatment, including examinations,
radiographs, fillings, extractions and preventive care. Children in the Preventive
Services Only stream are eligible to receive preventive care only such as scaling,
fluoride and sealants. Eligible children are able to receive these services at various
locations including private dental offices, Community Health Centres and Public Health
dental clinics depending on the stream they are enrolled in.
There is a unique partnership in Waterloo Region between Public Health and the three
Community Health Centres to facilitate enrollment in Healthy Smiles Ontario. Through
the Healthy Smiles Ontario program, Public Health funds three Oral Health Peer Worker
positions (one for each centre) who promote the program and assist clients throughout
the application process. Public Health Dental Hygienists train and mentor the Oral
Health Peer Workers. Many of the individuals who are assisted are from the priority
populations: primarily, the Region’s immigrant/New Canadian and Mennonite
communities, as well as families in financial need.
Discretionary services for children and youth
Some children and youth from low-income families do not qualify for existing provincial
programs as outlined above, but still do not have the financial means to obtain dental
care. In response to these gaps in service, the Region of Waterloo has provided
discretionary funding for basic and emergency dental care for children and youth since
the 1960s. Children under 18 years of age in Waterloo Region can access basic dental
services including check-ups, cleanings, and fillings at Public Health dental clinics.
Eligibility is based on the low income cut-off (LICO) threshold plus 20 per cent.
Health promotion
The Dental Health Program participates in health promotion initiatives across the Region
in a variety of ways, where screening and education is provided to families planning a
pregnancy, expecting a child, or with children zero to six years of age.
Examples of health promotion activities include:
a) Oral Health Peer Workers
Each Community Health Centre has an Oral Health Peer Worker funded by Public
Health, who connects with hard to reach families and promotes oral health services that
are available in the community. Oral health peer workers also assist clients to complete
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the Healthy Smiles Ontario application, facilitate access to dental services, provide
outreach to the population served by the Community Health Centre, and identify local
needs and prevention opportunities. In addition, they play a key role in promoting the
importance of oral health and key oral health messages within their communities.
b) Educator resource kits
Oral health education kits are available from the Region of Waterloo Public Health
Resource Library. They contain teaching guides, books, videos, activity sheets and
props on various topics related to dental health and are designed to meet the needs of
teachers, dental health professionals and the public. Teachers borrow the kits most
frequently.
c) Oral health campaigns
April is National Oral Health Month, and the dental program provides resources from the
Dental and Dental Hygiene Associations to promote good oral health practices to
children that attend Public Health clinics. This includes messaging through children’s
activities such as certificates for no cavities and incentives for good brushing habits, as
well as messaging through Region of Waterloo Public Health’s social media outlets.
d) Oral Health Navigator
The Oral Health Navigator role within Public Health provides administrative assistance
and support for clients accessing the Healthy Smiles Ontario program including:
program enrollment, maintaining program data, program promotions, and assistance to
clients completing application forms. This role also assists in outreach activities to
support Healthy Smiles Ontario awareness, access, and use.
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Appendix A: Healthy Smiles Ontario – eligibility criteria (as of July 1, 2019)
Healthy Smiles Ontario-Core:
Number of dependent children in household
1 child
2 children
3 children
4 children
5 children
6 children
7 children
8 children
9 children
10 children

Family net income
$23,680 or lower
$25,472 or lower
$27,265 or lower
$29,057 or lower
$30,850 or lower
$32,642 or lower
$34,435 or lower
$36,227 or lower
$38,020 or lower
$39,812 or lower

Note: Add $1,793 for every additional dependent child per household to determine the
income level at which the family would qualify for Healthy Smiles Ontario.
Social assistance recipients, or children from families in receipt of social assistance
benefits, 17 years of age and under, are automatically enrolled.
This includes children aged 17 and under in receipt of:
a) basic financial assistance or extended health benefits under Ontario Works;
b) income support or extended health benefits or transitional health benefits under
the Ontario Disability and Support Program; and
c) assistance for children with severe disabilities.
Emergency and Essential Services Stream:
Children who don’t qualify for Healthy Smiles Ontario-Core but who were identified with
an urgent oral health need by Public Health or an oral health provider; and whose family
has met the definition of financial hardship are eligible for Emergency and Essential
Services Stream.
To be in financial hardship, the family must meet one of two criteria:
a) the child or family’s income is equivalent to a level at which they would be in
receipt of the Ontario Child Benefit; or
b) the child or family would suffer financial hardship if providing oral health care
would result in any one of the following:
o inability to pay rent/mortgage;
o inability to pay household bills;
o inability to pay groceries for the family; or
o the child or family will be required to seek help from a food bank in order
to provide food.
Preventive Services Only Stream
Children from low income families are eligible for this stream if they are in need of
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preventive oral health services and whose families meet the definition of financial
hardship as above.
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Purpose
At the Ministry of Health, we are committed to ending hallway health care and ensuring the
people of Ontario have access to high quality services, both now and in the future. To meet
this goal, changes are needed to create strong, sustainable foundations for our health
system. As an integral part of this system, we need to consider how we are delivering public
health services to ensure these services continue to meet the evolving needs of people
across Ontario.
Following the introduction of the government’s proposals, we clearly heard and responded
to the need for more extensive consultations across the province on how best to move
forward. This discussion paper is intended to frame a meaningful conversation on how we
can update and improve public health in Ontario. We are asking for your input and advice
on specific key issues for the sector, both through the responses to the questions posed in
this paper and in upcoming in-person consultations with public health and municipal
stakeholders.
We look forward to hearing from you.

Introduction
The Ontario government is transforming the whole health care system to improve patient
experience and strengthen local services. This means a connected health care system
through the establishment of Ontario Health Teams, and a new model to integrate care and
funding that will connect health care providers and services focused on patients and
families in the community. These changes will strengthen local services, making it easier for
patients to navigate the system and transition among providers. Changes will also include
the integration of multiple provincial agencies into a single agency – Ontario Health – to
provide a central point of accountability and oversight for the health care system.
While the broader health care system undergoes transformation, a clear opportunity has
emerged to transform and strengthen the role of public health as a foundational partner in
improving the health of all Ontarians.
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This comes at a time when there are many challenges facing today’s world that require a
coordinated public health sector that is resilient and responsive to the province’s evolving
health needs. This includes the unpredictable nature of infectious diseases that seldom
respects geographic boundaries, recognition that disease risk factors are related to a
multitude of social conditions, and the rise of unprecedented emergencies such as opioids,
vaping and vaccine hesitancy. A modernized public health system that is not only wellcoordinated, but also integrated with other sectors, is imperative to addressing these
challenges.
As we transform and strengthen the role of public health, we will work toward the following
outcomes:
•

Better consistency and equity of service delivery across the province;

•

Improved clarity and alignment of roles and responsibilities between the province,
Public Health Ontario and local public health;

•

Better and deeper relationships with primary care and the broader health care
system to support the goal of ending hallway health care through improved health
promotion and disease prevention; and

•

Improved public health delivery and the sustainability of the system.

As the system modernizes, it is also important that the strengths of public health are
harnessed as they are critical elements to the success of a modern public health system.
Key strengths of the current public health sector include a focus on health protection,
health promotion, and health equity, as well as its local presence, relationship with
municipalities, highly trained workforce, relationships outside the health care system, and
an in-depth understanding of, and capacity to, assess population-level health. Public health
can broker relationships among health care, social services, municipal governments, and
other sectors to create healthier communities. We will maintain and expand these key
strengths.

Public Health in Ontario
The work of public health is focused on the health of populations and is embedded in the
daily lives of the people of Ontario. Public health interventions have made the food we eat
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safer, protected us from infectious diseases and environmental threats to health, and
created healthier environments to support and inform choices about risks, including those
related to tobacco and alcohol. Public health interventions and initiatives also impact
communities by developing policies to support healthier built environments, promoting
social conditions that improve health, and responding to public health emergencies.
Our public health system reflects the diversity of Ontario’s population. Boards of health
serve populations large and small, in urban and rural settings. Each board of health has
responsibility for delivering local public health programs and services within its geographic
borders, defined in legislation as the “health unit.” Most boards of health follow geographic
boundaries aligned with municipal borders. There are currently 35 boards of health, far
more than any other province in the country. For example, public health in British Columbia
is delivered by five regional health authorities, and by 18 Regional Public Health Authorities
in Quebec. The size of populations served by Ontario’s boards of health ranges from less
than 34,000 to almost 3,000,000.
The majority of boards of health in Ontario have an autonomous governance structure,
meaning they are an independent corporation separate from any municipal organization.
There are four other board of health governance models currently operating in Ontario,
each of which have varying degrees of connection with their local municipal organization.
Of the 35 current public health units, the majority have Medical Officers of Health (MOH)
who also hold a Chief Executive Officer (CEO) role, while a number have a designated CEO
position that is separate from the MOH.
Public Health Ontario is a key partner in the public health system. It provides scientific and
technical advice and support directly to public health units and the Ministry of Health, and it
conducts over 5 million public health laboratory tests for public health units, hospitals, and
physicians every year.

Key Challenges
The public health system is at the frontline of delivering programs and services that keep
Ontarians healthy and addressing emerging threats to the population’s health. Building on
the findings from several reports over the past 20 years, including Ontario’s independent
Auditor General, there are a number of critical challenges in the public health sector (see
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section “Learning from Past Reports” for more information). The following sections identify
these key challenges and include:
•

Insufficient capacity;

•

Misalignment of health, social, and other services;

•

Duplication of effort; and

•

Inconsistent priority setting.

Insufficient Capacity
Current State
All of the reports have noted that the capacity of public health units varies significantly
across the province. Some boards of health have had well-documented challenges in
recruiting and retaining skilled public health personnel, both in leadership and in front-line
staff. This means that some public health units do not have sufficient human resources to
deliver the full scope of the Ontario Public Health Standards, which are the mandated
public health programs and services that public health units are required to deliver, such as
food safety, infectious and communicable disease prevention and control, healthy growth
and development, immunization, safe water, school health, chronic disease prevention as
well as monitoring population health data and managing outbreaks. For example, in 2017
the Auditor General reported that some public health units do not have the required time
and/or staff expertise to review and analyze epidemiological data and some were not
evaluating or measuring the effectiveness of new programs. Both activities are
requirements in the Ontario Public Health Standards. This has resulted in inequities across
the province with some Ontarians not receiving the same public health programs and
services as others. It also means parts of the province are vulnerable when the public
health unit is called on to prevent and prepare for public health threats and emergencies.
Some public health units are too small to have the minimum amount of resources, expertise
and capacity needed to deliver all programs and services (critical mass) and to meet
unexpected surges in demand (surge capacity). Every public health unit needs specialized
staff that perform specific duties, often to fulfill statutory requirements, including
epidemiology and data analysis and emergency preparedness and coordination. Public
health units also need program teams that are large enough to allow for surge capacity,
coverage for vacancies and vacations, development opportunities, and an adequate mix of
skill sets and experiences. Some public health units are lacking these core capacity needs.
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Strengths to Build On
Despite these challenges, individuals working in public health deliver core programs and
services every day, and prepare for and respond to emerging threats. This is accomplished
because of some of the sector’s key strengths, including leveraging strong local
relationships and partnerships that allows the work of public health to be based in and
responsive to the needs of their communities. But there are opportunities to address the
variations of capacity in the province that would help public health units provide a more
nimble response to emerging threats and emergencies, bolster the public health workforce
to meet the evolving health needs of the province and improve public health service
delivery for Ontarians.

Questions for Discussion
•

What is currently working well in the public health sector?

•

What are some changes that could be considered to address the variability in capacity
in the current public health sector?

•

What changes to the structure and organization of public health should be considered
to address these challenges?

Misalignment of Health, Social, and Other Services
Current State
It has also been well documented that there are barriers to collaborating effectively
among public health, health care and social services. This locks the value of public health
away in siloes and makes the work of public health harder to do by impeding progress on
key public health goals. Much of what affects the health of Ontarians depends on factors
outside the health sector – housing, education, working conditions and the environment all
play a role. Public health units must engage with these areas to make progress on
improving population health, while also playing an active role in the health system by
providing immunizations, delivering sexual health services and case management and
contact tracing for infectious diseases, to name a few. Furthermore, public health’s
prevention focus complements the functions of the health care system and has the ability
to stop patients from entering the health care system in the first place, which is critical for
ending hallway health care. In the current organization and structure of the public health
sector, fostering action on shared goals across sectors, such as disease prevention and
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health promotion, requires significant effort and resources. If action is not taken to break
down these siloes, there is concern that opportunities to improve the health of Ontarians
will be missed.

Strengths to Build On
Despite these challenges, one of the public health sector’s strengths is as a broker
between the health system and social services, to support individuals and communities as
they engage across sectors. Public health’s understanding of local health needs can help
identify top priorities for the health system while at the same time informing health
policies and services. These collaborative relationships also lend themselves to the
integration of health protection and promotion interventions that can be delivered in other
sectors to improve population health. These are significant opportunities that can be
harnessed through the modernization of the public health sector.

Questions for Discussion
•

What has been successful in the current system to foster collaboration among public
health, the health sector and social services?

•

How could a modernized public health system become more connected to the health
care system or social services?

•

What are some examples of effective collaborations among public health, health
services and social services?

Duplication of Effort
Current State
Within the public health system there is duplication, unnecessary redundancies,
inconsistencies and lack of coordination. For example, there is currently a disconnect
amongst evidence products, policy and delivery among public health units. In 2017, the
Auditor General reported that public health units are poorly coordinated and duplicating
work. It notes, “significant inefficiencies exist across the public health units because there
are limited formal systems in place to co-ordinate their activities and share best practices.”
Many public health units reported independently conducting research, obtaining data and
reviewing the same evidence and best practices on various health promotion programs as
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other public health units. Research and evidence activities that are not locally specific are
being duplicated at multiple public health units when there are opportunities to leverage
others in undertaking and sharing this work. As well, public health units tend to work
individually to develop systems to collect data and the type of data collected differs, which
is not conducive to being compared among public health units. Similar duplication was also
found in the development of chronic disease programming and campaigns.

Strengths to Build On
One of the strengths of the public health sector is its expertise in population health
assessment, data and analytics related to population level health. The public health sector
provides critical information on the state of the population’s health and on the health status
and needs of local communities. Addressing the duplication and lack of coordination can
strengthen research capacity, knowledge exchange and shared priority setting among
public health units. Research, evidence and program development are all critically
important to the work of public health. However, these activities can be better organized
and coordinated so that information is shared among public health units and effort is not
duplicated across the system, while also creating more bandwidth for individual health units
to concentrate on localized research projects. There are also opportunities to leverage
technology for more efficient and effective information sharing and service provision.

Questions for Discussion
•

What functions of public health units should be local and why?

•

What population health assessments, data and analytics are helpful to drive local
improvements?

•

What changes should the government consider to strengthen research capacity,
knowledge exchange and shared priority setting for public health in the province?

•

What are public health functions, programs or services that could be strengthened if
coordinated or provided at the provincial level? Or by Public Health Ontario?

•

Beyond what currently exists, are there other technology solutions that can help to
improve public health programs and services and strengthen the public health system?
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Inconsistent Priority Setting
Current State
At a time when there are critical public health challenges that are facing Ontario, there are
inconsistencies across the province in how priorities are set and decisions made regarding
public health programs and services. To address these issues, public health units need to
be aligned with one another and focused in their response. Meanwhile, individual public
health units must also be responsive to their own local needs and issues. The variation in
public health unit’s governance and leadership models may contribute to inconsistent
priority setting. There are five governance models in the current system, which means that
the balance of local needs and system priorities for decision making is different across
the province. This can make it hard for the sector to take collective action on public health
issues that span the province. The variation in leadership models also means that
organizational decision making and accountability within public health units is inconsistent,
which presents challenges in how public health units collaborate among themselves and
other sectors to address societal challenges that impact population health.

Strengths to Build On
Public health units are embedded in their local communities and deeply aware of the
issues and opportunities that can affect their population’s health. This is one of the key
assets of public health. As the public health sector modernizes, it needs to be grounded in
strong leadership and governance structures that preserve the local relationship and
expertise of the public health units. In addition, there may be opportunities to shift
responsibility for certain public health activities, programs and service delivery to different
organizations within the system, particularly those that address province-wide issues.

Questions for Discussion
•

What processes and structures are currently in place that promote shared priority
setting across public health units?

•

What should the role of Public Health Ontario be in informing and coordinating
provincial priorities?

•

What models of leadership and governance can promote consistent priority setting?
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Figure 1: Overview of the current challenges and path to a modern public health system.
Current Challenges
Insufficient
Capacity

What We Want to Achieve

Challenges retaining and
recruiting skilled public health
personnel resulting in inequities in
service delivery across Ontario

Highly-skilled public health
workforce and improved access to
professional resources available in
all parts of Ontario

Insufficient critical mass and surge
capacity in some smaller public
health units resulting in lack of
capacity for public health
response

Nimble response to emerging
public health threats and
emergencies

Misalignment Instances of misalignment with
the broader health system and
social services resulting in added
complexity for collaboration and
missed opportunities
Duplication
of Effort

Inconsistent
Priority
Setting

Continuous local collaboration with
health and social services to
improve population health

Duplication and lack of
coordination resulting in
disconnect between evidence
products, policy and delivery

Strengthened research capacity,
knowledge exchange and common
evidence base to support shared
priority setting

Inconsistencies in priority setting
and decision making across the
province

Strong accountability, leadership,
and governance capacity that
balances local needs and system
priorities

Leverage Existing Strengths
•
•
•

Focus on health protection, health
promotion and health equity
Local presence and relationships
with municipalities
A highly trained workforce

•
•

In-depth understanding of population
level health
Collaborative relationships outside
the health care system
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Indigenous and First Nation Communities
The Indigenous population in Ontario is comprised of the First Nations, Métis and Inuit
peoples who may live on and off reserve, in urban, rural and remote areas, each with their
own histories, languages, cultures, organizational approaches and jurisdictional realities.
Both the provincial and federal governments provide public health services to Indigenous
People in Ontario, including First Nations. Provincially, boards of health are required to
engage in public health practice that results in decreased health inequities such that
everyone has equal opportunities for optimal health and can attain their full health potential
without disadvantage due to social position or other socially determined circumstances.
It has been widely recognized that Indigenous communities in Ontario (including First
Nations peoples living on and off-reserve, Metis and Inuit) do not experience the same level
of health status as other populations in Ontario. Historically, relationships between
Indigenous communities/organizations and boards of health have varied across the
province, and jurisdictional responsibilities split between the federal and provincial
governments, as well as differing interpretations of the legislative responsibility of health
units to form relationships with Indigenous communities and organizations, have
complicated the effective delivery of public health services.
To improve the access issues currently experienced, it is fundamental to recognize that the
approach to Indigenous engagement will differ across the province and within communities,
depending on local culture and demographics, proposed initiatives and existing
relationships. Recently, developing relationships with Indigenous communities and
organizations in a culturally safe and meaningful way was added as a requirement for
boards of health in the Ontario Public Health Standards. This requirement is further
supported by The Relationship with Indigenous Communities Guideline, 2018 which was
developed in partnership with Indigenous organizations, and provides information to
support and/or build these partnerships.
There are several examples of existing initiatives where Indigenous communities and
organizations have been establishing integrated public health service delivery models
and/or moving towards achieving greater control and decision-making on how public
health services and programs are delivered and by whom. There are also currently three
formal agreements in place in the province where First Nation communities have agreed to
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purchase services from their local public health unit (as per section 50, under the Health
Protection and Promotion Act).
Any changes made to modernize public health across Ontario must build on these initiatives
and consider ways of enhancing opportunities for partnerships in a meaningful and
respectful way.

Questions for Discussion
•

What has been successful in the current system to foster collaboration among
public health and Indigenous communities and organizations?

•

Are there opportunities to strengthen Indigenous representation and decisionmaking within the public health sector?

Francophone Communities
While the French Language Services Act (FLSA) does not currently apply to boards of
health, the Ontario Public Health Standards address the needs of the Francophone
populations and state that “boards of health should bear in mind that in keeping with the
FLSA, services in French should be made available to French-speaking Ontarians located in
designated areas.” The Ontario Public Health Standards also require boards of health to
consider the needs of priority populations in the planning, delivery and evaluation of public
health programs and services.
Question for Discussion

•

What has been successful in the current system in considering the needs of
Francophone populations in planning, delivery and evaluation of public health
programs and services?

•

What improvements could be made to public health service delivery in French to
Francophone communities?
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Learning from Past Reports
The issues outlined above (among others) have been identified and considered by many
reports, some of which are listed in Table 1 below. These reports have consistently called
for significant reforms to public health to strengthen the sector. Most recently in 2017, the
Minister’s Expert Panel on Public Health was asked to provide advice on changes to the
structure, organization and governance of public health to address the lack of integration of
public health with the broader health sector and improve public health capacity and
delivery. Prior to this, a series of reports following both Walkerton and SARS identified
critical challenges in the sector that were seen to contribute to these crises. These reports
raised common issues such as a lack of capacity and critical mass, structural governance
challenges and skills gaps in boards of health, misalignment of public health with other
health and social services, as well as challenges with the public health workforce, including
with recruitment, retention and leadership, among others. The table below outlines select
findings identified in the reports that persist today, and the recommendations that were
provided.
Table 1: Findings and recommendations of previous reports
Report
Ontario Auditor
General Report
(2017)

Findings
• Inefficiencies as a result of
duplication of effort and
inconsistencies among public
health units, particularly
related to research and
program development
• Lack of epidemiological and
evaluation capacity in some
public health units
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Recommendations
• Develop a central approach to
update, co-ordinate and share
research and best practices
• Evaluate feasibility of
centralizing epidemiological
expertise
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Report
Minister’s Expert
Panel on Public
Health (2017)

Findings
• Lack of critical mass and surge
capacity and challenges
recruiting and retaining public
health personnel, causing
inequities in service delivery
• Lack of capacity of smaller
health units
• Wide variety of governance
models, gaps in skills on some
boards of health, and
challenges with provincial and
municipal appointments

Recommendations
• Establish fewer regional public
health entities
• Establish autonomous boards of
health to have a consistent,
independent governance
structure
• Establish regional public health
entities with one CEO, a regional
MOH, and senior public health
leaders; maintain local delivery
with a local MOH

• Lack of mechanisms to
coordinate across public
health units and work within
the health sector
Revitalizing
Ontario’s Public
Health Capacity:
The Final Report
of the Capacity
Review
Committee (2006)

• A need to strengthen the
critical capacity of public
health units
• A need to ensure quality
governance with a provincewide public health system
• A need to revitalize the public
health work force, including
related to recruitment,
retention, and leadership
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• Amalgamate certain public
health units to achieve critical
mass and strengthen public
health capacity
• Establish autonomous, locallybased boards of health that
focus primarily on the delivery
of public health programs and
services
• MOHs should be able to serve
as CEOs of public health units;
did not reach consensus on
whether the role of CEO should
be assumed by non-MOHs.
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Report
The SARS
Commission:
Volume 5 SARS
and Public Health
Legislation,
Second Interim
Report (2005)
Reports of the
Ontario Expert
Panel on SARS
and Infectious
Disease Control
(2003, 2004)

Findings
• Weak governance structures
and practices in local boards
of health
• Medical Officers of Health
require independence from
political and bureaucratic
pressures

• Lack of capacity and critical
mass in smaller public health
units

Recommendations
• Establish qualifications for
board membership, including
demonstrated experience or
interest in public health and
board members should reflect
the community to be served.
• Amend legislation to state that
the MOH is the CEO of the
public health unit.
• Consolidate the number of
public health units while
retaining local presence.

• Misalignment of public health
with other health and social
sector boundaries

While a number of reports have made recommendations on these issues, there is a need to
consider the challenges and potential solutions in the current context.

Questions for Discussion
•

What improvements to the structure and organization of public health should be
considered to address these challenges?

•

What about the current public health system should be retained as the sector is
modernized?

•

What else should be considered as the public health sector is modernized?

Your Feedback
With the release of this paper, we are renewing our consultation process to discuss the way
forward on modernizing the public health sector. We hope to receive your input on the
questions in this paper. Feedback can be submitted by completing our survey. The
submission deadline is Feb 10, 2020.

Page 14 of 15

DISCUSSION PAPER: PUBLIC HEALTH MODERNIZATION
We will also be conducting in-person consultation sessions where we look forward to
continuing the conversation about how we build a modernized public health sector.
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Purpose
As the Ministry of Health works with our system partners to end hallway health care, it will
be important to involve the organizations that deliver pre-hospital care in meeting that goal.
Ontarians require timely access to Emergency Health Services in a system where these
services are effective and integrated.
Whether it is a patient waiting on a stretcher to be triaged in the emergency department, a
senior waiting for transport to an MRI or an accident victim needing lifesaving emergency
services by land or air ambulance, high functioning emergency health services in our
communities are vital.
This paper is intended to guide ongoing discussions with our municipal and service partners
to develop solutions for well-established issues in both the dispatch and delivery of
emergency health services, while at the same time sparking innovative ideas to build an
emergency health system for a modern health care system.
In our conversations and upcoming in-person consultations, we are seeking advice and
input on how we can improve emergency health services for our communities.
We look forward to hearing from you.

Context
The Ontario government is transforming the whole health care system to improve patient
experience and strengthen local services. This means a connected health care system
through the establishment of Ontario Health Teams, and a new model to integrate care and
funding that will connect health care providers and services focused on patients and
families in the community. These changes will strengthen local services, making it easier for
patients to navigate the system and transition among providers. Changes will also include
the integration of multiple provincial agencies into a single agency – Ontario Health – to
provide a central point of accountability and oversight in the health care system.
It is key to the success of the broader health system that emergency health services be
strengthened, better coordinated and modernized to respond to the changing needs of
Ontario’s communities. That is why we are also proceeding with new models of care for
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select 911 medical emergency patients, to expand treatment and transport options on
scene and ensure Ontarians are receiving the care they need, when and where they need it.

Emergency Health Services in Ontario
Emergency Health Services (EHS) provide life-saving front-line services for Ontarians and
support access to, and transportation of, patients within the health care system.
Each year, approximately 1.5 million 911 calls come to our ambulance dispatch centres, and
land ambulances are dispatched to respond to both 911 and other calls for service. Over
8,800 paramedics and 1,100 ambulance communications officers work to provide front-line
life-saving care to Ontarians. 50 municipal ambulance services, six First Nations ambulance
services, 22 ambulance communications centres and Ornge air ambulance deliver these
services to Ontarians across the province.
The Ambulance Act and its regulations and standards provide the framework for the
operation and delivery of pre-hospital care in Ontario, including the certification of
ambulance service operators (land and air) and regulation of paramedics. Regional base
hospitals provide clinical oversight of the system, ensuring patient safety and service
quality.
The Ministry of Health, along with municipal partners, provides funding for land ambulance
services through a 50/50 cost sharing arrangement, while the ministry provides 100 per
cent of funding for specific emergency health services such as ambulance communications
centres, certified First Nations paramedic services and air ambulance services.
The Canadian Triage and Acuity Scale is used to prioritize the urgency of an emergency
department patient’s required care. In 2018, there were approximately 1.2 million patients
transported by land ambulances in Ontario. Of those patients treated and transported by
paramedics, approximately one per cent needed resuscitation, 23 per cent needed
emergent care, 52 per cent needed urgent care, 12 per cent needed less-urgent care, and
three per cent needed non-urgent care. Nine per cent of patients were medically-stable
patient transfers.
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Key Challenges
The EHS system went through a significant transformation in the late 1990s when municipal
land ambulance services were transferred to municipalities. Since that time, additional
changes have been made to improve services, and legislative amendments in 2017
provided some needed updates to the Ambulance Act. However, some key challenges
remain. The Auditor General, the Dispatch Working Group, the Association of Municipalities
of Ontario and the Ontario Association of Paramedic Chiefs, among others, have identified
challenges that affect delivery of critical EHS services, including:
•

Outdated dispatch technologies;

•

Lengthy ambulance offload times and delays in transporting medically-stable
patients;

•

Lack of coordination among EHS system partners;

•

Need for innovative models that improve care; and

•

Health equity, or access to services across regions and communities.

Outdated Dispatch Technologies
Reports from the Auditor General (2013), the Provincial-Municipal Land Ambulance Dispatch
Working Group (2014) and other stakeholders have called for upgrades to the province’s
Ambulance Communications Centre technologies to support improved responses, resource
allocations and patient outcomes. Improvements to dispatch technologies will help ensure
the right patients enter the hospital system at the right time.
Ensuring that ambulance services deliver only those who require hospital care to
emergency departments is essential to addressing hallway health care.

Questions for Discussion
•

Beyond the foundational technologies currently in implementation − Computer-Aided
Dispatch, medical triage system, updated phone systems, updated radio network and
equipment, and real-time data exchange − are there other technologies or technological
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approaches that can help to improve responses to 911 calls and increase the efficient
use of resources in the EHS system?
•

How can communication between dispatch centres, land ambulance services, and air
ambulance be improved?

•

Are there local examples of good information sharing between paramedic services,
hospitals and/or other health services?

Lengthy Ambulance Offload Times and Delays in
Transporting Medically-Stable Patients
When paramedics must wait to transfer patients in emergency departments to the care of
the hospital, it contributes to hallway health care. Paramedics and their ambulances waiting
to offload patients are then not available to the community for emergency calls, nor are
they able to move medically stable patients who need timely access to care, such as
dialysis and medical imaging.

Questions for Discussion
•

What partnerships or arrangements can improve ambulance offload times?

•

What other interventions would be helpful to address ambulance availability?

•

How can we best ensure that medically stable patients receive appropriate
transportation to get the diagnostics and treatments they need?

•

How do we respond to the transport of medically stable patients in a way that is
appropriate to local circumstances (e.g., less availability of stretcher transportation
services)?

•

Should there be changes to oversight for private stretcher transport systems to ensure
safety for medically-stable patients?
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Lack of Coordination among EHS System Partners
Emergency health services are intended as a quick response to stabilize patients and safely
transport them to hospital or help them safely access primary care at great distances.
However, jurisdictional issues and communications between and among ambulance
communications centres, land ambulance service operations and air ambulance can create
challenges to getting appropriate services to patients. This also extends to connections
between EHS and other parts of the health care system.

Questions for Discussion
•

How can land ambulance and air ambulance systems be better coordinated to address
transportation of medically-stable patients, especially in the North?

•

How might municipal land ambulance services address “cross-border calls” to ensure
that the closest ambulance is sent to provide care of patients?

•

How can relationships be improved between dispatch centres and paramedic services?

•

How can interactions between EHS and the rest of the health care system be improved
(e.g., with primary care, home care, hospitals, etc.)?

Need for Innovations that Improve Care
Innovation at local levels can often be replicated to other regions and care situations. EHS is
both a health and social service and can benefit from community integration and alignment.
As part of this consultation, we are actively seeking where communities and regions have
had success in delivering health related services or found ways to reduce barriers to care.

Questions for Discussion
•

What evaluated, innovative models of care can be spread or scaled to other areas, as
appropriate?

•

Are there new or different approaches to delivery that could be considered as part of a
modern EHS system?
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•

As new models of care for selected 911 patients are piloted, how can we adapt these
models to elsewhere in the province, and how can we encourage uptake? What needs
to be standardized versus locally-designed?

•

How can community paramedicine fill gaps in health care services for Ontarians, and
how should this be implemented, scaled, or spread across the province?

Health Equity: Access to Services Across Regions
and Communities
The Indigenous population in Ontario is composed of First Nations, Métis and Inuit
peoples who may live on and off reserve, in urban, rural and remote areas, each with
their own histories, languages, cultures, organizational approaches and jurisdictional
realities. All six First Nations paramedic services in Ontario are funded 100 per cent by
the ministry. Services provided by municipal land ambulance services to First Nations
are also funded at 100 per cent.
Health care access for remote and northern Indigenous communities is an ongoing issue
and concern. In the north, land access issues create pressures on both land and air
ambulance services where they are primary responders to communities that are difficult to
reach by road.
There are new and innovative pilot programs in a number of remote communities that have
shown initial promise in lowering call volumes and emergency hospital transport. However,
there are ongoing concerns for regions where emergency health services are affected by
jurisdictional issues, restrictions and lack of infrastructure.
Changes made to modernizing these services must reflect the needs of Indigenous
communities and build partnerships in a meaningful and respectful way.
Under the French Language Services Act (FLSA), services provided in French-designated
areas are subject to requirements for the provision of services and communications in
French. Services delivered by the ministry, its agencies, or by a ‘third-party’ on behalf of the
government have obligations under the FLSA. In the EHS sector, ambulance
communications centres (both those delivered directly and those through transfer payment)
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must adhere to these requirements, as well as air ambulance services delivered by Ornge.
The FLSA does not address municipally-delivered services.

Questions for Discussion
•

What initiatives could improve delivery of emergency health services to Indigenous
communities?

•

How can EHS services be more sensistive to the unique needs of Indigenous people,
including providing culturally safe care?

•

How can EHS support First Nations in creating better services for pre-clinic services
in far northern communities?

•
•

What improvements to EHS can be made for rural areas?
Are there opportunities for partnerships to align and improve health and social
services in rural and northern areas?

•

Are there opportunities to address social determinants of health and health
disparities in rural, remote and Northern regions to reduce the need for EHS
transport of patients out of these regions?

•

What improvements could be made to the provision of services in French to
Francophone communities?

Your Feedback
With the release of this paper we are beginning a consultation process to discuss
modernizing emergency health services. We hope to receive your input on the questions in
this paper. Feedback can be submitted by completing our survey by February 10, 2020.
We will also be conducting in-person consultation sessions where we look forward to
continuing the conversation about how we build a modern emergency health service
system.
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