LATE RESOLUTIONS
FOR CONSIDERATION AT 2015 RESOLUTIONS SESSION

The five (5) late resolutions on the following pages are provided for your information.
Please be reminded of alPHa’s policy on late resolutions:

Late Resolutions. Submissions received after the 45 day advance date will NOT be reviewed by the
Executive Committee, but may still be introduced from the floor as Late Resolutions, subject to rules
governing them (e.g., time permitting and a 2/3 majority vote to debate them).
Late resolutions must be provided to the meeting Chairperson in writing. The Chairperson will first
determine if there is time to consider any late resolutions. The resolutions will be read aloud or
displayed as quickly as possible to the membership present and the membership will be asked to vote
on whether or not to proceed with a debate and vote. If a two-thirds vote is not achieved, then the
late resolution will not be dealt with any further at the meeting. The Minutes will reflect that the
resolution was brought forward and denied.
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DRAFT alPHa RESOLUTION A15-2 (LATE)
TITLE:

National Universal Pharmacare Program

SPONSOR:

Haliburton Kawartha Pine Ridge District Health Unit

WHEREAS

the World Health Organization’s Right to Health, which includes essential drugs in the
core content of minimum rights and the state is obligated to fulfill the rights; and

WHEREAS

in 1964 a national universal pharmacare program to cover the costs of outpatient
prescription medications was recommended be included in the national Medicare
system by the Royal Commission on Health Services; in 1997 the National Forum on
Health recommended a universal first dollar pharmacare program; and in 2002 the
Romanow Commission recommended catastrophic drug coverage as a first step towards
a pharmacare program and still the Government of Canada has not included
pharmacare under the Canada Health Act; and

WHEREAS

Canada is the only Organization for Economic Co-operation and Development (OECD)
country with a universal public health care system that does not provide coverage for
prescription medications; and

WHEREAS

Canadians pay among the highest per capita spending on prescription drugs of the OECD
countries; and

WHEREAS

the ability to fill a prescription for medication depends on whether and to what extent a
person has access to either a private or public insurance plan or if an individual is able to
pay out of pocket if a person has no insurance plan; and

WHEREAS

1 in 10 Canadians are unable to fill a prescription because of cost, which in turn
compromises the ability to reach optimal level of health and can drive up health care
costs in other areas including more physician visits and hospitalizations; and

WHEREAS

the current system is a combination of private and public insurance plans that are
expensive, not sustainable and inequitable; and

WHEREAS

the Government of Canada has a responsibility under the Canada Health Act to protect,
promote and restore physical and mental well-being of persons and enable reasonable
access to health care services without causing barriers, including financial barriers; and

WHEREAS

a national, universal pharmacare program would enable all Canadians access to quality,
safe and cost effective medications, improve health outcomes and generate cost
savings;
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NOW THEREFORE BE IT RESOLVED that the Association of Local Public Health Agencies (alPHa) urges the
Government of Canada to move forward with the development and implementation of a national,
universal pharmacare program;
AND FURTHER that the Association of Local Public Health Agencies (alPHa) advises the Prime Minister of
Canada of this resolution and copies the Ministers of Finance Canada and Health Canada, the Chief
Public Health Officer, Leader of the Opposition, Leader of the Liberal Party, Premier of Ontario, Ministers
of Finance and Health and Long-Term Care and the Chief Medical Officer of Health;
AND FURTHER that the following organizations be copied and asked for their support: Canadian
Medical Association, Canadian Nurses Association, Canadian Pharmacists Association, Canadian Life and
Health Insurance Association, Ontario Medical Association, and the Registered Nurses Association of
Ontario.
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DRAFT alPHa RESOLUTION A15-3 (LATE)
TITLE:

Amending Public Pools Regulation 565

SPONSOR:

Association of Supervisors of Public Health Inspectors of Ontario

WHEREAS

swimming pools, spas, wading pools and splash pads have been implicated in
drownings, fatal and near-fatal injuries and water-borne illness including
gastrointestinal disease and skin infections and;

WHEREAS

recent waterborne outbreaks have been documented where parasites, for which
conventional disinfection is ineffective, have been identified as the causative organism;
and

WHEREAS

proper filtration and the use of ultra-violet light could provide the necessary protection
for public pool users but neither is currently required in legislation; and

WHEREAS

drowning is considered to be the second leading cause of preventable death in Canada
among children; and

WHEREAS

the Office of the Chief Coroner of Ontario of has recommended the implementation of
admission standards for public swimming pools to improve surveillance over activities of
young children in order to prevent drowning fatalities of young children in public
swimming pools; and

WHEREAS

the existing enforcement strategies available to public health staff for non-critical
regulatory infractions in public pools are unwieldy, time-consuming and not costeffective; and

WHEREAS

this deficiency could be rectified by the provision of short-form wording and set fines;
and

WHEREAS

existing regulations do not apply to facilities such as wading pools and splash pads ; and

WHEREAS

Ontario Regulation 565 (Public Pools) was enacted in 1990 and its requirements have
not substantially changed since then;

NOW THEREFORE BE IT RESOLVED that the Association of Local Public Health Agencies (alPHa) request
that the Ministry of Health and Long-Term Care undertake a review of Ontario Regulation 565 and
introduce such amendments as are necessary to address the deficiencies identified in this motion.
Backgrounders attached – see next 3 pages
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BACKGROUNDER: A15-3

alPHa Resolution
Amending Public Pools Regulation 565
Backgrounder
•

•

•

•

•
•

•

Ontario Regulation 565 (Public Pools) was enacted 25 years ago and since that time
substantial changes have occurred in the recreational water field precipitating the need for
changes in the legislation.
Recent waterborne outbreaks have been documented where parasites, for which
conventional disinfection is ineffective, have been identified as the causative organism.
Proper filtration and the use of ultra-violet light could provide the necessary protection but
neither is required in the existing legislation.
Following a 2009 inquest, the Office of the Chief Coroner of Ontario recommended that a
provincial swimming pool bather admission standard be incorporated into Ontario Regulation
565 but this has never been implemented.
At that time, the Office of the Chief Coroner also recommended that “short form wording”
should be provided to allow for improved enforcement of the regulation. This remains
outstanding but if introduced, would be expected to be more cost-effective for public health
units and result in improved compliance with the regulation.
Wading pools, splash pads and receiving basins for water slides have increased in popularity in
recent years but do not fall within the scope of the current legislation.
In 2008, an Ontario Public Health Association resolution requested the Ministry of Health and
Long-term Care to amend the regulation to include “splash pads receiving basins and other
like forms of wet recreation.”
In January, 2013, the Chair of the Council of Ontario Medical Officers of Health and the
president of the Association of Supervisors of Public Health Inspectors of Ontario jointly wrote
to the Chief Medical Officer of Health for Ontario requesting a review of Ontario Regulation
565 (see attached).
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BACKGROUNDER - A15-3

The Association of Supervisors of Public Health Inspectors of Ontario (Incorporated 1982)

Council of Medical Officers of Health of Ontario
Dr. Arlene King
Chief Medical Officer of Health
Public Health Division
Ministry of Health and Long-Term Care
11th Floor, Hepburn Block
Queen’s Park
Toronto, ON
M7A 1R3
Dear Dr. King,
Subject:

Public Pools Regulation 565 (amended to O.Reg. 270/99)

The Council of Ontario Medical Officers of Health and the Association of
Supervisors of Public Health Inspectors of Ontario request a review of Ontario
Regulation 565 (Public Pools). Significant waterborne outbreaks and recent
drownings in Ontario clearly illustrate the deficiencies of the current regulation.
Since the last amendment in 1999, there have been a number of substantial
changes in recreational water practices including technology, public expectations
and laboratory analysis capabilities that permit improved detection of pathogens,
both in people and in the water. For example, recent documented waterborne
outbreaks involving parasites, for which conventional disinfection is ineffective,
have been identified as the causative organism. Proper filtration and the use of
ultra-violet light could provide the necessary protection for public pool users but
neither is currently required in legislation.
Furthermore, the current regulation does not incorporate admission standards
recommended by the office of the Chief Coroner; neither does it have short form
wording or set fines associated with it. The existing enforcement strategies
available to public health staff for non-critical regulatory infractions in public pools
are unwieldy, time consuming and are not cost-effective. With the advent of
inspection disclosure sites, there is a compelling need for a prompt and efficacious
process to address repeated non-compliance in order to maintain public
confidence.
It should also be noted that the conventional, rectangular swimming pool is
increasingly being replaced by more complex designs which may be aesthetically
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pleasing but can also present safety challenges by inadvertently creating blind
spots for lifeguards or producing glare on the water surface through the increased
use of glass in construction and the provision of enclosed observation areas. The
foregoing is just one example of technology outpacing regulation and is provides an
illustration of the need for regulatory review and amendment.
COMOH and ASPHIO both believe that a review and update of the existing
legislation should be implemented. We look forward to a positive response and to
working with the Ministry of Health and Long-Term Care to support regulatory
change.
Yours truly,

Dr. Valerie Jaeger, MD, PHD, MPH,
Council of Ontario Medical Officers of Health

Chris Beveridge, CD, BA, BASc, CPHI©
President, Association of Supervisors of Public Health Inspectors of Ontario

cc

Dr. Robin Williams, Associate Chief Medical Officer of Health
Ms, Nina Aaron, Director, Public Health Protection and Promotion Branch
Mr. Tony Amalfa, Manager, Environmental Health, Public Health Protection
and Promotion Branch
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DRAFT alPHa RESOLUTION A15-4 (LATE)
TITLE:

Public Health Support for a Basic Income Guarantee

SPONSOR:

Simcoe Muskoka District Health Unit

WHEREAS

low income, and high income inequality, have well-established, strong relationships with
a range of adverse health outcomes; and

WHEREAS

1,745,900 Ontarians, or 13.9% of the population, live in low income according to the
2011 National Household Survey after-tax low-income measure; and

WHEREAS

income inequality continues to increase in Ontario and Canada; and

WHEREAS

current income security programs by provincial and federal governments have not
proved sufficient to ensure adequate, secure income for all; and

WHEREAS

a basic income guarantee – a cash transfer from government to citizens not tied to
labour market participation - ensures everyone an income sufficient to meet basic needs
and live with dignity, regardless of work status; and

WHEREAS

basic income resembles income guarantees currently provided in Canada for seniors and
children, which have contributed to health improvements in those age groups; and

WHEREAS

there was an encouraging pilot project of basic income for working age adults
conducted jointly by the Government of Manitoba and the Government of Canada in
Dauphin, Manitoba in the 1970s, which demonstrated several improved health and
educational outcomes; and

WHEREAS

a basic income guarantee can reduce poverty and income insecurity, and enable people
to pursue educational, occupational, social and health opportunities relevant to them
and their family; and

WHEREAS

the idea of a basic income guarantee has garnered expressions of support from the
Canadian Medical Association and the Alberta Public Health Association as a means of
improving health and food security for low income Canadians; and

WHEREAS

there is momentum growing across Canada from various sectors and political
backgrounds for a basic income guarantee;

NOW THEREFORE BE IT RESOLVED THAT the Association of Local Public Health Agencies (alPHa) endorse
the concept of a basic income guarantee;
AND FURTHER THAT alPHa request that the federal Ministers of Employment and Social Development,
Labour, and Health, as well as the Ontario Ministers Responsible for the Poverty Reduction Strategy,
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Labour, Children and Youth Services, and Health and Long-Term Care, prioritize joint federal-provincial
consideration and investigation into a basic income guarantee, as a policy option for reducing poverty
and income insecurity and for providing opportunities for those in low income;
AND FURTHER that the Prime Minister, the Premier of Ontario, the Chief Public Health Officer, the Chief
Medical Officer of Health for Ontario, the Canadian Public Health Association, the Ontario Public Health
Association, the Federation of Canadian Municipalities, and the Association of Municipalities of Ontario
be so advised.
Backgrounder attached – see next 9 pages
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BACKGROUNDER – A15-4

Basic Income Guarantee:
Backgrounder for alPHa Resolution, June 2015

What is a basic income guarantee?
Basic income guarantee (BIG), also known as a guaranteed annual income, is a cash transfer
from government to citizens not tied to labour market participation (Pasma and Mulvale, 2009;
Basic Income Canada Network, 2015). It ensures income at a level sufficient to meet basic
needs and live with dignity, regardless of work status (Basic Income Canada Network, 2015).
Basic income is premised on the vision of universal income security through ensuring that
everyone receives a modest, but adequate income (Pasma and Mulvale, 2009).
What are the key policy options for providing a basic income guarantee?
There are essentially two basic models, with some degree of variance, for providing a basic
income guarantee. These are the negative income tax model and the universal demogrant
model (Pasma and Mulvale, 2009).
Originally proposed by the American economist, Milton Freidman, the negative income tax
model (NIT) relies on the tax system as the vehicle for administering a basic income guarantee.
It consists of three basic elements: the benefit level, the reduction rate and the break- even
level. The benefit level is the maximum benefit payable to any individual. The reduction rate is
the amount by which the benefit is decreased for additional household income exceeding the
benefit rate or maximum allowable level. The break-even level is the amount of income at
which the reduction rate is 100%, meaning that those above the break-even level receive no
benefit.
The universal demogrant (UD) model, by contrast, entails the provision of a regular payment to
every citizen. While the UD payment itself is exempt from taxation, all additional income is
taxable. In practice, this means that high income citizens pay the UD benefit back through their
taxes.
Is one policy option better than the other? What are the relative advantages of NIT vs UD?
Each model has its strengths. For example, the NIT is viewed as maintaining a work incentive
since the benefit is not eliminated entirely as additional income is received, while the UD model
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is viewed as less stigmatizing - as everyone receives the benefit through a direct payment - and
more effective for increasing social cohesion (Pasma and Mulvale, 2009).
However, for any basic income model, the detailed decision making on benefit levels and tax
rates will determine how effective the policy actually is in reducing poverty (Yalnizyan, 2013).
What is the history of basic income policies in Canada?
A form of guaranteed income for Canadian seniors was established in 1967, with the
introduction of the Old Age Security (OAS) and Guaranteed Income Supplement (GIS) programs
(Basic Income Canada Network, 2015). As a result, Canada has one of the lowest rates of
seniors’ poverty in the world. When low-income Canadians leave the workforce after turning
65, their poverty level drops substantially: statistics show that the rate of Canadians
experiencing food insecurity is fifty percent less among those aged 65 to 69 than it is among
those aged 60 to 64 (Emery, Fleisch and McIntyre, 2013).
Similarly, the Canadian Child Tax Benefit (CCTB), including the National Child Benefit
Supplement and the Child Disability Benefit, provides universal monthly benefits to parents of
children under 18 years to assist with the costs of raising children. Benefits are rated according
to the number of children and reduced at a certain income threshold. An examination of this
program has found that it leads to improved outcomes for children, both in terms of math and
reading skills, and in terms of mental and physical health measures (Milligan and Stabile, 2011).
In the 1970s, the federal government launched a national review of social policy with the aim of
developing a program to ensure an adequate minimum income for all Canadians. As part of this
review, Manitoba agreed to serve as the pilot site for a federally funded basic income
experiment.
This initiative, commonly known as Mincome, was launched in Dauphin, Manitoba in 1974.
Mincome compared low-income families enrolled in the experiment with a control group that
did not receive the Mincome benefits. Three income support levels up to a maximum of $5,800
($29,069.00 in 2015 dollars) for a family of four were tested, with adjustments for family size
and structure (Hum and Simpson, 2001). These amounts were increased annually throughout
the duration of the program due to the high rates of inflation throughout the latter half of the
1970s. Three tax back rates were then applied to all income the families received above the
Mincome benefit rate: 35, 50 and 75 percent.
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The Mincome pilot was terminated without a final evaluation report in 1979. A retrospective
evaluation conducted by Evelyn Forget, an economist at the University of Manitoba, was
published in 2011. Forget found that the disincentive to work, a key concern expressed about a
basic income guarantee, was minimal as only new mothers and teenagers worked substantially
less during Mincome. Mothers with newborns stopped working because they wanted to stay at
home longer with their babies, and teenagers worked less because they weren't under as much
pressure to support their families. The latter trend resulted in more teenagers graduating high
school. Moreover, recipients who continued to work had more opportunities to choose what
type of work they did. Forget also found unanticipated associations between Mincome and
positive health outcomes. Over the duration of Mincome, hospital visits dropped by 8.5
percent, with fewer incidents of work-related injuries, and fewer emergency room visits from
motor vehicle accidents and domestic violence. Additionally, there were reductions in the rates
of psychiatric hospitalization and the number of mental illness-related consultations with
health professionals (Forget, 2011).
Basic income has also had a long history outside of Canada. For example, in the US, the Office of
Economic Opportunity conducted four basic income experiments from 1968-1976, and Alaska
has had its Permanent Fund Dividend program in place since 1982, which pays small but
impactful basic income payments to all residents annually (Forget, 2011; Pasma, 2014).
Successful programs and pilots have also been conducted in Brazil, India, and Namibia (Pasma,
2014).
What are the key potential benefits of a basic income guarantee?
Basic income has supporters from across the political spectrum since, depending on how it is
provided, it can achieve a range of policy objectives. There are a number of economic, social,
and health-related arguments favouring basic income:
Economics – A basic income guarantee has the potential to alleviate or even eliminate poverty.
This is a powerful rationale, in current times of growing economic inequality and persistent
poverty in the setting of rich countries (Young and Mulvale, 2009).
Over the past two decades, technological change and globalization have changed the nature of
job opportunities available to Canadians since the Second World War, resulting in fewer
opportunities for secure, permanent jobs paying living wages. These trends have forced an
increasing number of working age adults to rely on precarious employment: poorly paid, parttime seasonal or casual jobs with no benefits or job security (Seth, 2014). The number of
Canadians dependent on precarious employment has been steadily increasing. For example, a
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joint 2013 study from the United Way and McMaster University found that almost half the
adult workforce in Southern Ontario have jobs that could be characterized as precarious
employment (Lewchuk et al., 2013).
A basic income guarantee can buffer the effects of precarious employment by providing a form
of ‘disaster insurance’ that protects people from slipping into poverty during challenging times,
and going without necessities such as adequate food or shelter (Emery, Fleisch and McIntyre,
2013).
Health and Social - Given that basic income is designed primarily to bring individuals out of
poverty, it has the potential to reduce the substantial, long-term social consequences of
poverty, including higher crime rates and fewer students achieving success in the educational
system (Basic Income Canada Network, 2015).
With the well-established relationship between low income and morbidity and mortality from a
wide range of causes, it could reasonably be anticipated that a basic income guarantee would
have important health-promoting effects at the individual level (Forget, 2011). Moreover, if
basic income is able to reduce income inequalities within a jurisdiction through greater
redistribution, it could contribute to health improvements across the population, given that a
multi-country analysis of data conducted by Wilkinson and Pickett (2009) found that countries
with higher rates of income inequality had correspondingly higher levels of health and social
problems across all income levels, including lower life expectancy, math and literacy scores, and
trust, and higher levels of obesity, mental illness, and violence.
Forget’s study of the Mincome pilot did, as already noted, demonstrate some of these health
and social impacts of basic income (Forget, 2011), despite the limitations on what could be
measured retrospectively. As well, the health effects of Canada’s guaranteed income programs
for seniors have been notable, with the rate of food insecurity declining substantially and selfreported physical and mental health improving markedly, after low income Canadians move
from low-wage, insecure employment to a guaranteed income at the age of 65 (Emery, Fleisch
and McIntyre, 2013).
Basic income also promotes greater equality of opportunity, or economic democracy (Young
and Mulvale, 2009; Pasma and Mulvale, 2009). A guaranteed income, at an adequate level,
provides people the autonomy to manage their own circumstances, such as recovering from
financial setbacks, balance shifting employment and family care needs, recovering from illness
or injury, or seeking more education, retraining, or novel job opportunities, all with some
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degree of security (Basic Income Canada Network, 2015). Parents who have grown up without
much opportunity can also choose to save and plan for a different future for their children.
Further, guaranteed income is a simpler, more transparent approach to social assistance than
the current system, and extends protection to those who are currently not covered or poorly
covered (Pasma and Mulvale, 2009). As well, the universality and conditionality of guaranteed
income makes the traditional scrutiny of social assistance recipients unnecessary, avoiding the
stress and the discouragement of work effort that can be associated (Young and Mulvale, 2009;
Basic Income Canada Network, 2015).
How much would a basic income program cost and how would it align with other social
programs?
The direct costs of a basic income program would vary substantially depending on the model
and assumptions made, but either way estimates demonstrate that it would represent a very
significant public expenditure (Young and Mulvale, 2009). However, even conservative
estimates of the indirect costs of poverty (e.g., through health care, remedial education, crime,
social programs, and lost productivity) can be higher than the costs of alleviating poverty in
Canada (Basic Income Canada Network, 2015). In Ontario alone, the indirect costs of poverty have
been estimated at $32.2 - $38.3 billion in 2007 dollars, or 5.5% - 6.6% of Ontario's then GDP
(Laurie, 2008). In addition, it has been argued that the environmental costs of premising income
support and economic redistribution on economic expansion and growth is no longer feasible
(Young and Mulvale, 2009). Factoring in such costs of not having a guaranteed income scheme
are important components of the affordability and feasibility discussion.
A basic income guarantee is meant to strengthen and augment, rather than displace, other
public services such as health care, education, child care, and supports for First Nations, Inuit
and Metis communities, newcomers, and people with disabilities. It can also complement
existing income security measures, and some of these supports may be less required over time
as a basic income is transitioned in (Basic Income Canada Network, 2015).
What are the jurisdictional issues (i.e., federal vs provincial) around the implementation of a
basic income guarantee?
With respect to basic income, jurisdictional issues between the federal and provincial levels of
government are not entirely clear. While provinces bear constitutional responsibility for the
payment of social assistance to individuals, federal spending power extends to payments to
individuals as well as conditional and unconditional grants to provinces that could potentially
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be used to fund a basic income guarantee (Stilborn, 1997). In practice, however, it is likely
necessary that the provinces and federal government reach an agreement on how to fund and
deliver a basic income guarantee. Such an agreement is needed to ensure that social programs
do not disappear in some parts of Canada but not in others. In addition, if the federal
government assumes full or partial responsibility for funding basic income, provinces would
have increased revenues which could either be utilized as their share of a basic income
guarantee funding or for other provincial programs (Pasma and Mulvale, 2009).
Which political parties and other groups are in support a basic income guarantee?
As was noted previously, support for basic income guarantee spans the political spectrum. As of
2015, two federal political parties - the Liberal Party of Canada and the Green Party of Canada have passed resolutions supporting a basic income guarantee in the form of basic income
supplements (see links to resolutions in references). In the Conservative Party, former Senator
Hugh Segal has publicly called for a guaranteed annual income for several decades. In 2008,
Senator Segal introduced a notice of motion in the Senate calling for a study on the feasibility of
guaranteed annual income as a means of reducing poverty (Pasma and Mulvale, 2009).
There have also been expressions of support from politicians from several provinces and
municipalities. In a unanimous show of support leading up to PEI’s May 2015 election, leaders
from the PC, Liberal, NDP and Green parties each expressed a commitment to exploring a basic
income guarantee program for PEI, such as in the form of a multi-year demonstration project
(Burge, 2015). At the municipal level, at a May 2015 national poverty reduction summit Mayor
Naheed Nenshi of Calgary committed to take a leadership role in striving for a guaranteed
annual income, and encouraged other mayors to do the same (Benns, 2015).
Further, there have been recent formal expressions of support for basic income from the
Canadian Medical Association, the Alberta Public Health Association, and the Canadian
Association of Social Workers (Canadian Medical Association, 2013; Alberta Public Health
Association, 2014; Drover et al, 2014). The Canadian Public Health Association is also examining
the issue (Personal communication with Ian Culbert, Executive Director, March 20, 2015).
Beyond the health and social sectors, a non-governmental organization by the name of Basic
Income Canada Network is now dedicated to achieving a basic income guarantee in Canada,
and several citizen groups are forming across Ontario and Canada in support of this issue.
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DRAFT alPHa RESOLUTION A15-5 (LATE)
TITLE:

Provincial Availability of Naloxone

SPONSOR:

Windsor-Essex County Board of Health

WHEREAS

approximately 50,000 Ontarians are addicted to opioids; and

WHEREAS

opioids may cause fatal overdoses if taken incorrectly; and

WHEREAS

5,935 fatal opioid-related overdoses occur in Ontario between 1991 and 2010; and

WHEREAS

opioid-related overdoses account for 12.1% of the deaths among 25-34 year olds
and rose from 3.3% of the deaths to 12.1% of the deaths of that population from
1991-2010; and

WHEREAS

a harm reduction program to address opioid overdoses is consistent with the
requirements of the Ontario Public Health Standards to prevent substance misuse;
and

WHEREAS

naloxone is a medication that can reverse the symptoms of an opioid overdose,
potentially reducing harm; and

WHEREAS

naloxone is a medication without additive or abusive properties and has no “street”
value; and

WHEREAS

several Ontario Public Health Units have successfully implemented their own local
naloxone programs, effectively reversing opioid overdoses; and

WHEREAS

the provincial Expert Working Group on Narcotic Addiction has recommended that
the ministry “increase and sustain the availability of naloxone overdose prevention
kits and harm reduction information via public health units across the province”;
and

WHEREAS

current naloxone reductions programs, including those at Public Health Units, are
limited in their service to at-risk populations by the types of programs – Public
Health Units that manage a core needle Exchange program (NEP), community-based
organizations that have been contracted by Public Health Units to manage an NEP,
and Ministry-funded Hepatitis C Teams – as well which clients they can serve, i.e.,
those currently enrolled in an NEP;

Continued on next page
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NOW THEREFORE BE IT RESOLVED that the Association of Local Public Health Agencies requests
that the Ministry of Health and Long-Term Care develop and implement a provincial Naloxone
Strategy that would include and expand the Naloxone Distribution Program to:





Not-for-profit agencies, Emergency Departments, Correctional Facilities,
Paramedics/Emergency Medical Technicians, and organizations that service individuals at
risk of opioid overdose,
Individuals that support and/or care for individuals at risk of opioid overdose, and
Any individual living in Ontario that is 16 years of age and older and dependent on opioids;

AND FURTHER that the Premier of Ontario, the Minister of Health and Long-Term Care, the
Associate Minister of Health and Long-Term Care, the Chief Medical Officer of Health for Ontario,
Public Health Ontario, the Centre for Addiction and Mental Health, the College of Physicians and
Surgeons of Ontario, the Ontario Public Health Association, and the Association of Municipalities of
Ontario, the Expert Working Group on Narcotic Addition and the Municipal Drug Strategy Coordinator’s Network of Ontario be so advised.
Backgrounder attached – see next 5 pages
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BACKGROUNDER – A15-5

Provincial Naloxone Program:
Backgrounder for alPHa Resolution, June 2015
Naloxone programs: The need
Opioids are prescription pain medications (e.g., morphine, oxycodone, and fentanyl) that can
be addictive and, if taken in high doses, fatal. Between 1991 and 2010, 5,935 opioid-related
fatal overdoses occurred in Ontario. The annual number of deaths rose over that period from
127 deaths in 1991 to 550 deaths in 2010.
As a cause of death among 25-34 year olds, opioid-related deaths rose from 3.3% in 1991 to
12.1% in 2010. From 1991 to 2010, the annual years of life lost due to premature deaths
involving opioids tripled from 7,006 to 21,927 (Gomes et al, 2014). About 1 out of 170 deaths
in Ontario is now related to opioid overdose.
Other costs are high as well. In the United States, in 2009, total costs for opioid-related
poisoning were estimated at approximately $20.4 billion with indirect costs constituting 89% of
the total. Direct medical costs were approximately $2.2 billion. Emergency department costs
and inpatient costs were estimated to be $800 million and $1.3 billion, respectively.
Absenteeism costs were $335 million and lost future earnings due to mortality were $18.2
billion (Inocencio et al, 2013).
Naloxone is a medication that can reverse the symptoms of an opioid overdose. Naloxone has
no addictive properties and no abuse potential. As a consequence, it has no street value.
Approximately 50,000 individuals in Ontario are addicted to opioids (Ministry of Health and
Long Term Care (MOHLTC) 2012). Ontario Public Health Unit’s and Boards of Health have a
mandate to “reduce the frequency, severity, and impact of preventable injury and of substance
misuse” (Ontario Public Health Standards). Naloxone training and distribution is an effective
strategy to fulfil this mandate.
Utilization of naloxone is similar in many ways to that of epinephrine. It can be prescribed for
at risk patients as an intramuscular injection, just as epinephrine auto-injectors are prescribed
to patients at risk for anaphylaxis. It can be carried by the at-risk patient for use in a lifethreatening emergency, and is often administered by a bystander rather than self-administered
by the patient.
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History of provincial naloxone and opioid overdose prevention programs in Ontario
In March 2012, the MOHLTC convened an Expert Working Group on Narcotic Addiction
(EWGNA) to provide advice to the government on strengthening addiction services. In its final
report, EWGNA recommended that the ministry “increase and sustain the availability of
naloxone overdose prevention kits and harm reduction information via public health units
across the province.” On October 4, 2013, the MOHLTC, consistent with the advice of the
EWGNA, introduced a Provincial Naloxone Distribution Program. This allowed eligible agencies - Public Health Units (PHU) that manage a core Needle Exchange Program (NEP); Communitybased organizations that have been contracted by the local Public Health Unit to manage a core
NEP; and, Ministry funded Hepatitis C Teams -- to begin ordering naloxone for distribution
directly through the Ontario Government Pharmaceutical and Medical Supply Service
(OGPMSS). Overdose prevention kit supplies, as well as relevant training materials were made
available through the Ontario Harm Reduction Distribution Program (OHRDP) of the Kingston
Community Health Centres.
Currently there are many communities in Ontario, including Windsor-Essex County, that are
actively engaged in naloxone distribution through the current provincial program

Limitations of the current MOHLTC Provincial Naloxone Distribution Program:
The current provincial naloxone program severely limits the number and nature of clients that
are able to receive this medication. Currently, only eligible agencies, which include Public
Health Units that manage a core NEP, community-based organizations that have been
contracted by the local PHU’s to manage a core NEP, and Ministry-funded Hepatitis C Teams,
have the ability to receive naloxone through MOHLTC programming at no cost. These agencies
are then further limited to only provide naloxone to those who are existing NEP clients.
Unfortunately, only a fraction of high-risk patients attend needle distribution programs. The
Centre for Addiction and Mental Health (CAMH) estimates that about 25% of opioid dependent
individuals attend a methadone clinic. Additionally, many addicted patients take prescription
opioids orally and are not willing to travel to a PHU or harm reduction program to get naloxone
and the associated training. Other at-risk populations that are not currently reached by the
Ontario program include those who have been untreated for opioid addiction and individuals
recently released from prison. The current program model does not allow naloxone access
among these groups of clients and many others, and without change, will continue to limit the
level of positive impact the program can have on overdose reversal rates.
Other limiting factors that are present as a result of the current program framework include:
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•
•

Challenges related to client recruitment –a limited number of users will travel to a PHU
or harm reduction program to get naloxone
Limited PHU capacity - PHUs can only distribute naloxone through their own staff and
this may cause long delays in access or a slower rate of service delivery

Recommendations to enhance the Provincial Naloxone Distribution Program:
In order to adequately address the challenges associated with the program model the following
is recommended:
1. Eliminate the current restrictive agency eligibility requirements and expand
programming opportunities to additional agencies working with individuals identified to
be at-risk for opioid overdose. In addition to the list of current eligible agencies, not-forprofit agencies, emergency departments, correctional facilities, paramedics/emergency
medical technicians, and organizations that service individuals at risk of opioid overdose
have personnel in places where the presence of naloxone could have a significant
impact on decreasing the loss of life. The 2014 World Health Organization’s (WHO)
report entitled “Substance Use: Community management of opioid overdose” indicates
that a key group of individuals likely to witness overdoses are people working with
people who use drugs. They include trained health professionals and first responders,
such as ambulance, police, fire and drug-treatment workers as well as outreach workers.
Changing the distribution model to accommodate additional agencies could be done
either directly, by offering the naloxone and kit materials to additional parties in the
same manner as those currently eligible, or it could be indirectly through a train-thetrainer model with PHUs (i.e., PHU staff provide training session to new agency staff and
provide naloxone kits to each individual to administer to their own at-risk clients if the
need arose).
2. Naloxone and the associated training should be made available to any individuals that
support and/or care for individuals at risk of opioid overdose. The 2014 WHO report
“Substance Use: Community management of opioid overdose” indicates that most
opioid overdoses occur in private homes, and most of these are witnessed by close
friends, a partner or family members. Changing programming this way would allow for
naloxone to be handled in a similar manner as epinephrine, a medication that is used
similarly.
3. Naloxone and the associated training should be made available to any individual living in
Ontario that is 16 years of age and older and dependent on opioids. This will create
opportunities for other at-risk patients, as noted previously, who are not integrated into
an NEP to receive this important training and medication.
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Key benefits of recommended program expansion:
The main benefit of an expanded provincial naloxone program is increased and sustained
availability of naloxone to those at risk. By increasing the number of trained and ready to assist
individuals, naloxone will be more readily available to everyone who may benefit from it.
Over time, this enhanced overdose prevention strategy and model can decrease the number of
opioid overdose deaths in Ontario. This is evidenced by evaluations of similar community based
naloxone programs in the United States over the last ten years. In North Carolina, a mortality
study of their program found that before (2009) and after (2011) implementation overdose
rates dropped from 46.6 per 100,000 to 29.0 per 100,000. (Albert et al., 2011). Additional
evaluations of similar programs show high survival rates among individuals administered
naloxone by bystanders in the community (Bennet, 2011).
In addition, moving to a community-based model in Ontario will create an opportunity to
develop or strengthen current community agency relationships among harm reduction
networks. In Windsor-Essex County, there have been several key community agencies that have
expressed an interest in hosting naloxone distribution services but have been unable to do so
because of cost. By making these organizations eligible we will be able to collaboratively create
more supportive local environments. Strong community collaboration can lead to the
development of more effective local strategies to not only reduce opioid overdose related
deaths but also lead to the development of more effective treatment strategies to help those at
risk.
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DRAFT alPHa RESOLUTION A15-6 (LATE)
TITLE:

Physical Literacy in Educational and Childcare Settings

SPONSOR:

Chatham-Kent Board of Health

WHEREAS

less than 10% of Canadian children and youth are meeting minimum recommendations
for physical activity and more than one-third were considered overweight or obese in
2009-2011; and

WHEREAS

physical inactivity is linked to a number of preventable chronic diseases and is
associated with increasing healthcare costs; and

WHEREAS

individuals who are physically literate have the knowledge, skills, and attitudes to lead
physically active lives; and

WHEREAS

the Ontario Ministry of Education is provincially mandated to oversee both publiclyfunded education and licensed childcare settings; and

WHEREAS

physical literacy is a clearly stated outcome objective of the Health and Physical
Education Curriculum, yet it is not currently measured; and

WHEREAS

principals report that delivery of the Health and Physical Education curriculum varies
significantly depending on the expertise and comfort level of the teacher; and

WHEREAS

only 19.9% of Ontario Elementary Schools have a full or part-time specialist teacher
assigned to teach health and physical education; and

WHEREAS

neither the Ministry of Education nor School Boards currently ensure every child
receives 20 minutes of sustained daily physical activity.

NOW THEREFORE BE IT RESOLVED that the Association of Local Public Health Agencies request the
Ontario Ministry of Education and its stakeholders to provide for the public health, safety, and welfare
of all Ontario residents by enhancing the development of physical literacy in educational and childcare
settings through:
1. Adopting a mandatory assessment of physical literacy for elementary and secondary students
across the province;
2. Ensuring that quality daily health and physical education programming is delivered by health
and physical education specialists in all Ontario elementary and secondary schools;
3. Evaluating compliance and enforcing the Daily Physical Activity (Policy/Program Memorandum
No. 138) requirement;
4. Providing ongoing staff training related to physical literacy for all teachers, early childhood
educators, and childcare providers;
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5. Strengthening the Day Nurseries Act/Child Care and Early Years Act to promote and support
physical literacy development in licensed childcare settings; and
6. Making health and physical education credits a mandatory requirement for grades 9-12.
Backgrounder attached – see next 3 pages
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BACKGROUNDER: A15-5
In 2011, the Ontario Society of Physical Activity Promoters in Public Health (OSPAPPH)
membership survey identified physical literacy as a key priority for their health units in assisting
to address physical inactivity. Through consultation with its membership, the Program
Consultation and Training Centre, and various stakeholders, OSPAPPH developed a key
message document and the proposed six policy recommendations to enhance development of
physical literacy in educational and childcare settings.
Sixteen Medical Officers of Health, twelve Boards of Health, and one Family Health Division,
representing 20 different Health Units have previously endorsed these policy recommendations.
Eight endorsements were also received from several key national and provincial organizations
including the Canadian Society of Exercise Physiology (CSEP), the Ontario Health and Physical
Education Association (OPHEA), Canadian Diabetes Association, Health Nexus, Canadian
Sport for Life Society, Niagara Sports Commission, ParticipACTION, and the Healthy Active
Living and Obesity Research Institute. These recommendations were also supported by the
Ontario Collaborative Group on Healthy Eating and Physical Activity (OCGHEPA).
Physical literacy is the gateway to physical activity and provides the foundation for an active life.
By definition; individuals who are physically literate move with competence and confidence in a
wide variety of physical activities in multiple environments that benefit the healthy development
of the whole person 1;
• Physically literate individuals consistently develop the motivation and ability to
understand, communicate, apply, and analyze different forms of movement 1.
• They are able to demonstrate a variety of movements confidently, competently,
creatively and strategically across a wide range of health-related physical activities. 1
• These skills enable individuals to make healthy, active choices that are both beneficial
to and respectful of their whole self, others, and their environment. 1
Many children today lack the basic skills, knowledge, and behaviours needed to live healthy,
active lifestyles as shown by the startling rates of inactivity, obesity, and decreased fitness. 2
Currently, less than 10% of Canadian children and youth and only 15% of adults get the minimal
requirement of daily physical activity to achieve health benefits. 3,4 Physical inactivity is attributed
to 15-39% of chronic disease cases including seven heart disease, stroke, colon cancer, breast
cancer, hypertension, type 2 diabetes, and osteoporosis. The total economic burden of physical
inactivity in Canada is estimated at $6.8 billion. 5
Participation in regular physical activity has also been directly correlated to improved academic
performance, positive self-concept, psychological well-being, and reduced anxiety and
depression. 6,7
The Ontario Ministry of Education has a vital role to play in ensuring the development of
physical literacy in children and youth and must ensure that educational and childcare
environments are conducive to physical literacy development. Physical literacy is stated as a
main goal of the revised elementary Health and Physical Education Curriculum 8 yet it is
currently not measured. Principals report that delivery of the Health and Physical Education
curriculum varies significantly depending on the expertise and comfort level of the teacher. 9
Research supports that physical education specialists are the preferred teachers of physical
education in school settings. Compared to generalist teachers, qualified Health and Physical
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Education specialist teachers, trained in physical education, generally provide more time to
develop skills, more opportunities for moderate to vigorous physical activity, and use more
optimal teaching practices. 10
In 2004, Ontario’s Chief Medical Officer of Health Report recommended that schools and school
boards establish the foundation for lifelong physical activity by ensuring that physical education
is taught by teachers trained in physical education. 11
According to the Ontario School Information System (Ministry of Education), in 2012/2013 only
19.9% of Ontario’s publicly funded elementary schools had either a full or part-time health and
physical education specialist teacher. 12
Policy/Program Memorandum No.138 of the Ministry of Education states that School Boards
must ensure that all elementary students have a minimum of sustained 20 minutes of moderate
to vigorous physical activity each school day during instructional time, and that School Boards
will monitor the implementation of this policy. 13 However, the 2013 Auditor General report on
Ontario’s Healthy Schools Strategy found that neither the Ministry of Education nor school
boards monitor schools to ensure this requirement is achieved. 14
A recent study of more than 1000 Greater Toronto Area students found that fewer than half of
participating children were provided with Daily Physical Activity every day, and not a single child
engaged in sustained moderate to vigorous activity for twenty minutes or more. 15
Current language under section 53 (4b) of the Day Nurseries Act only specifies that children
who attend child care for six or more hours per day receive two hours of outdoor play (weather
permitting) and that they be provided with active and quiet time, group and individual activities,
and activities designed to promote gross and fine motor skills, language and cognitive, social
and emotional development. 16 These deficiencies need to be addressed in the new Child Care
and Early Years Act.
Currently, only one Health and Physical Education credit is required to receive a Secondary
School Diploma. In 2012/2013, just over 87% of grade 9 students in Ontario earned a health
and physical education credit compared to only 26% of students in grade 12. 12 Additional credits
would not only ensure all students receive physical education but would also provide them with
instruction in all other areas of the health and physical education curriculum of public health
importance important including nutrition, alcohol and substance misuse, sexual health, mental
health, personal safety and injury prevention.
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