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Healthcare Policy/Politiques de Santé seeks to bridge the worlds of research and decision making 
by presenting research, analysis and information that speak to both audiences. Accordingly, our 
manuscript review and editorial processes include researchers and decision makers.

We publish original scholarly and research papers that support health policy development and 
decision making in spheres ranging from governance, organization and service delivery to financ-
ing, funding and resource allocation. The journal welcomes submissions from researchers across a 
broad spectrum of disciplines in health sciences, social sciences, management and the humanities 
and from interdisciplinary research teams. We encourage submissions from decision makers or 
researcher–decision maker collaborations that address knowledge application and exchange.

While Healthcare Policy/Politiques de Santé encourages submissions that are theoretically 
grounded and methodologically innovative, we emphasize applied research rather than  
theoretical work and methods development. The journal maintains a distinctly Canadian  
f lavour by focusing on Canadian health services and policy issues. We also publish research  
and analysis involving international comparisons or set in other jurisdictions that are relevant  
to the Canadian context.

T

Politiques de Santé/Healthcare Policy cherche à rapprocher le monde de la recherche et celui 
des décideurs en présentant des travaux de recherche, des analyses et des renseignements qui 
s’adressent aux deux auditoires. Ainsi donc, nos processus rédactionnel et d’examen des manu-
scrits font intervenir à la fois des chercheurs et des décideurs.

Nous publions des articles savants et des rapports de recherche qui appuient l’élaboration 
de politiques et le processus décisionnel dans le domaine de la santé et qui abordent des aspects 
aussi variés que la gouvernance, l’organisation et la prestation des services, le financement et la 
répartition des ressources. La revue accueille favorablement les articles rédigés par des chercheurs 
provenant d’un large éventail de disciplines dans les sciences de la santé, les sciences sociales et la 
gestion, et par des équipes de recherche interdisciplinaires. Nous invitons également les décideurs 
ou les membres d’équipes formées de chercheurs et de décideurs à nous envoyer des articles qui 
traitent de l’échange et de l’application des connaissances.

Bien que Politiques de Santé/Healthcare Policy encourage l’envoi d’articles ayant un solide 
fondement théorique et innovateurs sur le plan méthodologique, nous privilégions la recherche 
appliquée plutôt que les travaux théoriques et l’élaboration de méthodes. La revue veut maintenir 
une saveur distinctement canadienne en mettant l’accent sur les questions liées aux services et 
aux politiques de santé au Canada. Nous publions aussi des travaux de recherche et des analyses 
présentant des comparaisons internationales qui sont pertinentes pour le contexte canadien.
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In speeches this year, a bank of canada official announced that our  
country experienced no growth in productivity over the past two years (Rogers 2024a, 
2024b). To improve this predicament, the bank says businesses should focus on adding 

value and being more efficient. These recommendations should be heeded by healthcare –  
the industry exceeds 12% of Canada’s gross domestic product and is growing (CIHI 2024b).

There is good reason to focus on hospitals’ productivity for the simple reason that hos-
pitals are the government’s single greatest source of spending. Improving productivity would 
take the form of reducing costs for generating the same amount of health, improving health 
outcomes for the same amount of money, or improving health outcomes at less cost than 
what is current.

Hospital spending is closing in on $100 billion per year according to the Canadian 
Institute for Health Information’s (CIHI) 2024 forecast (CIHI 2024a). This is a lot of 
money no matter how one looks at it. Provinces and territories have much work to do to slow 
spending and improve productivity, especially since hospital spending is growing at a rate of 
6.1% in 2024 (CIHI 2024b).

There have been policy responses by provincial and territorial governments over the 
years to slow hospital spending growth and improve productivity. During the 2000s, provin-
cial governments exerted great pressure on hospital executives to slow spending growth, using 
global budgets to restrain growth and ration services and technologies. Hospital executives 
carried out their mission by implementing policies to be more cost efficient, including reor-
ganizing care processes to make greater use of less-expensive nurse practitioners, physician 
assistants and registered practical nurses (OHA 2024) or implementing shared procurement 
strategies (Provincial Health Services Authority n.d.).

Improving productivity and efficiency is not a one-time event. Taxpayers should expect 
that hospital productivity will increase over time through the adoption of new technolo-
gies, redesigned processes of care, more efficient workflows, elimination of ineffective care or 
duplicate testing and minimizing the burden of unnecessary documentation.

Does Productivity in Healthcare Matter?  
An Unfortunate Post-Pandemic Legacy

EDITORIAL



HEALTHCARE POLICY Vol. 20 No. 1, 2024 [7]

From the Editor in Chief

If hospitals are not improving productivity, taxpayers will be left to pay more for the 
same thing.

Cost Efficiency 
Cost efficiency is an important aspect of productivity. Being cost efficient means that hos-
pital executives have been judicious about spending their monies on healthcare services, 
technologies and products used to provide healthcare services. Cost-efficient hospitals are 
good for taxpayers.

This is not a theoretical concept. In Canada’s healthcare landscape, cost efficiency is 
a number that is calculated and comparable between hospitals, regions or provinces. The 
“number” is generated as the ratio of hospitals’ spending relative to the volume of care they 
provide. The volume of care hospitals provide reflects the different types of patients that hos-
pitals treat, referred to as case mix (University of Manitoba 2023).

Cost efficiency is a popular and important measure since it is calculated from hospital’s 
data collected for other purposes. Provincial and territorial cost efficiency numbers are  
comparable and are published periodically by the CIHI (2024c). The most recently published 
findings revealed that Ontario’s hospitals were the most cost efficient. Quebec, Alberta and 
British Columbia meaningfully spent more per standardized patient (CIHI 2024d). This 
means that Quebec, Alberta and British Columbia spent billions more on hospital care than 
Ontario for the same type of care.

It should not be lost on the reader that Ontario was the only province to have enshrined 
the desirability of cost-efficient hospitals within their funding policies. The province used a 
series of hospital funding policies to create incentives for hospitals to be cost efficient. The 
innovative Health-Based Allocation Model (Howlett 2012; OHA n.d.) was the first initia-
tive, and through the enabling legislation of the Excellent Care for All Act, 2010, a second 
initiative followed, known as Quality-Based Procedures (Ontario Ministry of Health 2023) 
and bundled care (Province of Ontario 2015). While Ontario’s hospitals experienced envi-
ably lower hospital costs compared with other provinces, the measure of cost efficiency is not 
perfect; cost efficiency does not measure the effectiveness of the hospital’s treatments nor the 
amount of health their hospitals generate, and more research is needed to determine whether 
some portion of Ontario’s cost efficiency can be attributed to economies of scale.

The COVID-19 pandemic ushered in a different era of government spending on hos-
pitals to reflect different priorities. Billions of additional dollars were poured into provinces’ 
and territories’ hospitals (CIHI 2024b). Rightly or wrongly, cost efficiency took a back seat.

Time for Focusing on Productivity and Cost Efficiency
The pandemic’s effect of increasing governments’ spending on hospitals is in the rear-view 
mirror for the most part. The legacy is that the price of hospital care went up, without 
a commensurate increase in the volume of care provided, including in Ontario (CIHI 
2024a, 2024b).
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It is becoming urgent for the federal, provincial and territorial governments to pursue 
policies to improve cost efficiency of hospitals. For the next 10 years, demand for hospital-
based care will not abate and the provinces’ hospitals are at risk of being overrun by more 
seniors living longer with more medical complexity, population growth due to high immigra-
tion and lack of access to primary care.

Given the astronomic sums involved, the growth rate and low productivity, the public 
should demand all levels of government enact policies that cause hospitals to act differently 
and seek cost efficiencies.

For the federal, provincial and territorial governments, there are different paths forward. 
The federal government funds a portion of provinces’ and territories’ healthcare systems 
through transfer payments and has a vested, though indirect, interest in hospitals being  
cost efficient. To date, Health Canada has not articulated targets for hospitals’ cost effi-
ciency or spending growth rates even though it has the data to do so. Health Canada taking 
the initiative could provide provinces cover for implementing policies focused on hospitals’ 
cost efficiency.

Provinces and territories have the most to gain by improving cost efficiency and slowing 
spending growth. They also are the most at risk due to not meeting the expected growth in 
demand for hospital-based care. There is a need for provincial and territorial policies that 
incentivize their hospitals’ executives to take action and pick winners or losers that result in 
cost-efficient care and root out ineffective care.

Local communities also have a strong interest in their hospitals’ cost efficiency. Hospitals 
that are financially efficient are more likely to attract new public investments and less likely 
to experience tumult in the managerial ranks.

Beginning Now
Hospitals are a critical element of communities across the country. They are the first stop in 
emergencies and protect families from financial ruin due to health reasons. Canadians need 
their public hospitals to be vibrant and sustainable. Improving cost efficiency needs to begin 
now to help them face the coming wave of demand. New policies that drive cost efficiency 
should come back into vogue.

This Issue 
This issue of Healthcare Policy leads with a Discussion and Debate article written by  
Evans et al. (2024) who call for action by provinces to improve the physical health of 
Canadians with serious mental illnesses. Applying for policies of “reverse integration,” the 
article focuses on principles of prioritizing health equity, leveraging current delivery system 
strengths and embedding people with lived experience into building processes to improve the 
physical health of Canadians with serious mental illnesses (Evans et al. 2024: 19).

A rejoinder to the article was written by Kates (2024) of McMaster University. The 
rejoinder provides a number of insightful options for extending the policy recommendations 

Jason M. Sutherland
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From the Editor in Chief

by Evans and colleagues (Evans et al. 2024). Kates’ (2024) rejoinder offers a number of  
policy options for reducing health inequities among people with serious mental illness, 
including reducing barriers to care, increasing prevention and early detection efforts,  
guaranteeing minimum incomes and providing annual physical exams.

A second Discussion and Debate written by Miller and MacEachen (2024) focuses 
on the implications of Ontario’s Fixing Long Term Care Act, 2021. The article discussed 
the consequences of increased compliance with the Act in resource-constrained environ-
ments and concludes that accountability should focus on the entire long-term care system 
and not individual homes. The article offers a number of policy options, including staffing 
ratios, resource need assessments and strategies for safeguarding care in for-profit long-term 
care homes.

A rejoinder by Braedley (2024) focuses on the relationships between accountabilities 
and profit in the long-term care sector. The rejoinder notes that given the myriad of different 
ownership structures, it is difficult or impossible to determine how much public funding in 
long-term care represents profit along with challenges in identifying who is responsible for 
quality or where the power lies. The rejoinder offers a number of strategies for improving 
accountability among for-profit long-term care homes, such as government retaining land or 
ownership of long-term care homes, requiring transparency regarding ownership and paying 
taxes in jurisdictions where owners operate long-term care homes.

This issue’s third Discussion and Debate article describes the limits of Alberta’s border-
less emergency medical services (EMS) policies (Newton et al. 2024). The article describes 
borderless EMS policies that led to rural communities having poorer EMS coverage and 
increased burnout among EMS staff due to prolonged diversions. The article offers a number 
of policy options for addressing the current policies’ limitations, including minimum cover-
age levels for specific rural regions, reducing emergency department congestion and reducing 
low-acuity EMS calls.

A rejoinder by Feldman and Pierce (2024) reiterates that EMS is experiencing signifi-
cant strains across the country as Canadians struggle to access their province’s healthcare 
systems. The authors offer a number of options for policy makers to reduce the strain on 
EMS, including online consultations with emergency medicine specialists, expanding the 
scope of community paramedicine education and improving access to community-based 
healthcare providers.

The Data Matters section features an article examining whether smaller care teams 
might be effective in delivering early psychosis intervention services in rural communities 
(Selick et al. 2024). The article evaluated data from 24 of Ontario’s early psychosis interven-
tion programs and found that while smaller care teams were viable, large as well as small 
teams were unable to deliver key aspects of psychosis 
 intervention services.

This issue includes a research article assessing the practices of active offer of French-
language services in acute care settings in a region of Ontario with a low density of 
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francophones. Using a qualitative design of interviewing managers and site coordinators, 
the study found that the active offer of French-language services’ success was linked to 
support from upper management and site coordinators (Sauvé-Schenk et al. 2024). The 
research paper concludes with a list of recommendations for maximizing the success of 
French-language service implementations.

JA S O N M .  S U T H E R L A N D,  P H D

Editor-in-Chief
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Dans des discours cette année, un représentant de la banque du canada 
a annoncé que notre pays n’avait connu aucune croissance de la productivité au 
cours des deux dernières années (Rogers 2024a, 2024b). Pour améliorer cette  

situation, la Banque estime que les entreprises devraient se concentrer sur l’ajout de valeur et  
sur une plus grande efficacité. Ces recommandations devraient être suivies par les soins de 
santé – l’industrie représente plus de 12 % du produit intérieur brut du Canada et elle est en 
croissance (ICIS 2024b).

Il y a de bonnes raisons de se concentrer sur la productivité des hôpitaux, pour la simple 
raison qu’ils représentent la principale source de dépenses du gouvernement. L’amélioration 
de la productivité consisterait à réduire les coûts pour produire le même volume de soins, 
améliorer les résultats en matière de santé pour le même montant d’argent ou améliorer ces 
résultats à un coût inférieur à celui des services actuels.

Les dépenses hospitalières s’approchent des 100 milliards de dollars par année, selon les 
prévisions de l’Institut canadien d’information sur la santé (ICIS) pour 2024 (ICIS 2024a). 
C’est beaucoup d’argent, peu importe comment on le regarde. Les provinces et les territoires 
ont beaucoup de travail à faire pour ralentir les dépenses et améliorer la productivité, d’autant 
plus que l’ICIS estime que les dépenses hospitalières ont augmenté à un taux de 6,1 % en 
2024 (ICIS 2024b).

Au fil des ans, les gouvernements provinciaux et territoriaux ont réagi afin de ralentir 
la croissance des dépenses hospitalières et d’améliorer la productivité. Pendant les années 
2000, les gouvernements provinciaux ont exercé de fortes pressions sur les administra-
teurs d’hôpitaux pour qu’ils ralentissent la croissance des dépenses, en utilisant les budgets 
globaux pour limiter la croissance et pour rationner les services et les technologies. Les 
administrateurs d’hôpitaux ont également accompli cette mission en mettant en œuvre des 
politiques visant une meilleure rentabilité, notamment par une réorganisation des processus 
de soins afin d’utiliser davantage les infirmières praticiennes, les adjoints aux médecins et les 

La productivité dans les soins de santé  
est-elle importante? Un malheureux héritage  

post-pandémique 
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infirmières auxiliaires autorisées, qui sont tous trois moins coûteux (OHA 2024), ou encore 
par la mise en œuvre de stratégies d’approvisionnement partagées (Provincial Health Services 
Authority s.d.).

Améliorer la productivité et l’efficacité n’est pas un accomplissement ponctuel. Les con-
tribuables devraient s’attendre à ce que la productivité des hôpitaux augmente avec le temps 
grâce à l’adoption de nouvelles technologies, à la refonte des processus de soins, à des f lux de 
travail plus efficaces, à l’élimination des soins inefficaces ou de la répétition des tests et à la 
réduction du fardeau de la documentation.

Si les hôpitaux n’améliorent pas leur productivité, les contribuables devront payer plus 
pour obtenir les mêmes choses.

La rentabilité 
La rentabilité est un aspect important de la productivité. Être rentable veut dire que les 
administrateurs d’hôpitaux font preuve de discernement quand ils dépensent l’argent pour les 
services, les technologies et les produits de santé. Les hôpitaux rentables sont salutaires pour 
les contribuables.

Il ne s’agit pas là d’un concept théorique. Dans le contexte des soins de santé au Canada, 
la rentabilité est un chiffre calculé et comparable entre les hôpitaux, les régions ou les prov-
inces. Le « nombre » est généré par le ratio des dépenses des hôpitaux par rapport au volume 
de soins qu’ils fournissent. Le volume des soins fournis par les hôpitaux reflète les différents 
types de patients que les hôpitaux traitent, ce qu’on appelle les groupes de maladies analogues 
(Université du Manitoba 2023).

La rentabilité est une mesure populaire et importante, car elle peut être calculée à partir 
des données de l’hôpital recueillies à d’autres fins. Les chiffres sur la rentabilité des hôpitaux 
des provinces et des territoires sont comparables entre eux et régulièrement publiés par  
l’ICIS (2024c). Les résultats les plus récents révèlent que les hôpitaux de l’Ontario sont 
les plus rentables. Le Québec, l’Alberta et la Colombie-Britannique ont dépensé significa-
tivement plus d’argent par patient standard (ICIS 2024d). Cela veut dire que le Québec, 
l’Alberta et la Colombie-Britannique ont dépensé des milliards de dollars de plus en soins 
hospitaliers que l’Ontario pour les mêmes types de soins.

Il ne faut pas oublier que l’Ontario est la seule province à avoir enchassé dans ses poli-
tiques de financement la question de la rentabilité des hôpitaux. La province emploie une 
série de politiques de financement pour créer des incitatifs afin que les hôpitaux soient 
rentables. Le modèle d’allocation fondée sur la santé (Howlett 2012; OHA s.d.) était la 
première initiative en ce sens puis, par l’entremise de la Loi de 2010 sur l’excellence des soins 
pour tous, une deuxième initiative a suivi, connue comme les procédures fondées sur la qualité 
(ministère de la Santé de l’Ontario 2023) et les soins regroupés (province de l’Ontario 2015). 
Bien que les hôpitaux de l’Ontario aient connu des coûts hospitaliers plus faibles par rapport 
à d’autres provinces, la mesure du rendement n’est pas parfaite, car le rendement ne mesure 
pas l’efficacité des traitements ni la quantité de soins de santé qu’ils génèrent. Davantage 
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de recherches seront nécessaires pour déterminer si une partie du rendement de l’Ontario 
s’explique par des économies d’échelle.

La pandémie de COVID-19 a marqué le début d’une nouvelle ère où les dépenses gou-
vernementales pour les hôpitaux reflètent de nouvelles priorités. Des milliards de dollars 
supplémentaires ont été versés aux hôpitaux des provinces et des territoires (ICIS 2024b). La 
rentabilité a dû céder le pas, à tort ou à raison.

Il est temps de se concentrer sur la productivité et la rentabilité
Les effets, pendant la pandémie, d’une augmentation des dépenses gouvernementales pour les 
hôpitaux, sont pour la plupart dans le rétroviseur. Le prix des soins hospitaliers a augmenté, y 
compris en Ontario (ICIS 2024a, 2024b).

Il devient urgent, pour les gouvernements fédéral, provinciaux et territoriaux, de  
mettre en œuvre des politiques visant à améliorer la rentabilité des hôpitaux. Au cours des 
10 prochaines années, la demande de soins hospitaliers ne diminuera pas et les hôpitaux 
provinciaux risquent d’être envahis par un nombre plus élevé que jamais d’aînés qui vivent 
plus longtemps avec une complexité médicale accrue, une croissance démographique due à 
l’immigration élevée et à un manque d’accès aux soins primaires.

Compte tenu des sommes astronomiques en jeu, du taux de croissance et de la faible  
productivité, le public devrait exiger que tous les niveaux de gouvernement adoptent des  
politiques qui incitent les hôpitaux à agir différemment et à rechercher des économies.

Diverses voies en ce sens s’offrent aux gouvernements fédéral, provinciaux et territoriaux. 
Le gouvernement fédéral, qui finance par paiements de transfert une partie des systèmes de 
santé des provinces et des territoires, s’intéresse fondamentalement, bien qu’indirectement, 
à la rentabilité des hôpitaux. À ce jour, Santé Canada n’a pas défini d’objectifs pour la renta-
bilité des hôpitaux ou pour le taux de croissance des dépenses, même s’il dispose des données 
nécessaires. Santé Canada pourrait prendre l’initiative de fournir aux provinces une couver-
ture pour la mise en œuvre de politiques axées sur la rentabilité des hôpitaux.

Les provinces et les territoires ont le plus à gagner en améliorant l’efficacité des coûts et 
en ralentissant la croissance des dépenses. Ils sont également les plus à risque s’ils ne réagis-
sent pas face à la croissance prévue de la demande de soins hospitaliers. Il faut des politiques 
provinciales et territoriales qui incitent les administrateurs d’hôpitaux à agir et à déterminer 
les atout gagnants et perdants, ce qui se traduirait par des soins rentables et une élimination 
des soins inefficaces.

Les communautés sont également très intéressées par la rentabilité des hôpitaux. Des 
hôpitaux rentables financièrement sont plus susceptibles d’attirer de nouveaux investisse-
ments publics et moins susceptibles de connaître des bouleversements dans les rangs 
des gestionnaires.
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Il faut commencer maintenant
Les hôpitaux sont un élément essentiel des collectivités partout au pays. Ils sont le premier 
arrêt en cas d’urgence et protègent les familles de la ruine financière pour des raisons de 
santé. Les Canadiens ont besoin d’hôpitaux publics dynamiques et durables. Il faut com-
mencer dès maintenant à améliorer la rentabilité pour les aider à faire face à la vague de 
demande qui s’annonce. Les nouvelles politiques qui favorisent la rentabilité devraient revenir 
à l’ordre du jour.

Dans ce numéro
La section Discussions et débats du présent numéro de Politiques de Santé s’ouvre par un 
article rédigé par Evans et al. (2024). Les auteurs demandent aux provinces d’agir pour amé-
liorer la santé physique des Canadiens atteints de maladies mentales graves. Préconisant 
des politiques d’« intégration inverse », l’article met l’accent sur les principes de priorisa-
tion de l’équité en santé, sur le fait de tirer parti des points forts actuels du système et sur 
l’intégration de personnes ayant une expérience vécue dans la mise en œuvre de processus 
visant à améliorer la santé physique des Canadiens atteints de maladies mentales graves 
(Evans et al. 2024: 19).

Une réplique à cet article est signée par Kates (2024) de l’Université McMaster.  
La réplique présente un certain nombre de pistes intéressantes pour les recommandations 
formulées par Evans et ses collègues (Evans et al. 2024). La réplique de Kates (2024)  
propose des stratégies pour réduire les inégalités en matière de santé chez les personnes 
atteintes de maladies mentales graves, notamment la réduction des obstacles aux soins, 
l’augmentation des efforts de prévention et de détection précoce, la garantie de revenus  
minimums et la planification d’examens physiques annuels.

Un deuxième article de la section Discussions et débats, rédigé par Miller et MacEachen 
(2024), porte sur les répercussions en Ontario de la Loi de 2021 sur le redressement des soins 
de longue durée. L’article examine les conséquences d’une plus grande conformité à la Loi dans 
des milieux où les ressources sont limitées et conclut que la responsabilisation devrait porter 
sur l’ensemble du système de soins de longue durée et non sur les foyers individuels. L’article 
présente un certain nombre d’options stratégiques, notamment les ratios de dotation en per-
sonnel, les évaluations des besoins en ressources et les stratégies pour protéger les soins dans 
les foyers de soins de longue durée à but lucratif.

Une réplique de Braedley (2024) porte sur les relations entre la responsabilité et le profit 
dans le secteur des soins de longue durée. La réplique indique qu’étant donné la myriade de 
structures de propriétés, il est difficile ou impossible de déterminer combien le financement 
public des soins de longue durée représente un profit. Pas plus qu’il est possible de savoir 
quels sont les défis à relever pour déterminer qui est responsable de la qualité et où se trouve 
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le pouvoir. La réplique propose un certain nombre de stratégies pour améliorer la responsabi-
lisation des foyers de soins de longue durée à but lucratif, telles que la propriété des terres ou 
des foyers qui serait du ressort du gouvernement, l’exigence de transparence quant à la pro-
priété, ou encore, le paiement de l’impôt dans les administrations où sont exploités les foyers.

Le troisième article de la section Discussions et débats décrit les limites des politiques 
concernant les services médicaux d’urgence (SMU) sans frontière en Alberta (Newton et al. 
2024). L’article décrit comment, dans les communautés rurales, les politiques de SMU sans 
frontière ont appauvri la couverture des SMU et aggravé l’épuisement du personnel en raison 
de longues déviations. L’article propose un certain nombre d’options stratégiques pour remé-
dier aux limites des politiques actuelles, notamment des niveaux de couverture minimum 
dans certaines régions rurales, la réduction de la congestion des services d’urgence et la réduc-
tion des appels au SMU pour des soins moins urgents.

Feldman et Pierce (2024) réitèrent dans leur réplique que les SMU sont soumis à des 
contraintes importantes partout au pays, alors que les Canadiens ont du mal à accéder aux 
systèmes de santé de leur provinces respectives. Les auteurs proposent aux décideurs un cer-
tain nombre d’options pour réduire la pression sur les SMU, notamment des consultations 
en ligne avec des spécialistes de médecine d’urgence, l’élargissement du champ d’action de la 
formation paramédicale communautaire et l’amélioration de l’accès aux prestataires de soins 
de santé communautaires.

La section Questions de données présente un article qui examine si les petites équipes 
de soins sont efficaces pour offrir des services d’intervention précoce en cas de psychose dans 
les collectivités rurales (Selick et al. 2024). L’article évalue les données de 24 programmes 
d’intervention précoce en Ontario et constate que, même si les petites équipes de soins sont 
viables, les grandes comme les petites équipes ne sont pas toujours en mesure d’offrir certains 
services clés d’intervention en cas de psychose.

Ce numéro comprend un article de recherche qui évalue les pratiques d’offre active 
de services en français dans des établissements de soins de courte durée d’une région 
de l’Ontario à faible densité de francophones. Au moyen d’une conception qualitative 
d’entrevues auprès de gestionnaires et de coordonnateurs locaux, l’étude révèle que la réussite 
des services en français est liée au soutien de la haute direction et des coordonnateurs locaux 
(Sauvé-Schenk et al. 2024). L’article se termine par une liste de recommandations visant à 
maximiser la réussite de la mise en œuvre de services en français.

JA S O N M .  S U T H E R L A N D,  P H D

Rédacteur en chef
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Abstract
People with serious mental illness experience poorer physical health and higher mortality 
rates than the general population. One option for responding to this disparity is reverse inte-
gration, which promotes physical health monitoring in secondary and tertiary mental health 
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settings. Health leaders in Canada can learn from reverse integration approaches that have 
been adopted or proposed in other jurisdictions. We conducted a jurisdictional scan and 
applied the 3I framework for policy analysis to suggest that Canadian adaptations of existing 
approaches should foreground equity, build on existing infrastructure and human resources 
and prioritize leadership of people with lived experience. 

Résumé
Les personnes atteintes de maladies mentales graves ont une moins bonne santé physique et 
présentent des taux de mortalité plus élevés que la population générale. Une des réponses à 
cette disparité est « l’intégration inverse », qui favorise la surveillance de la santé physique 
dans les établissements de santé mentale secondaires et tertiaires. Les dirigeants de la santé 
au Canada peuvent tirer des leçons des initiatives d’intégration inverse qui ont été adoptées 
ou proposées dans d’autres administrations. L’analyse que nous avons effectuée auprès des 
administrations et le cadre des « 3l » que nous avons employé pour l’analyse des politiques 
nous portent à proposer que l’adaptation de ces initiatives au Canada devrait privilégier 
l’équité, s’appuyer sur les infrastructures et les ressources humaines en place et donner la  
priorité au leadership de personnes ayant une expérience vécue.

T

Introduction
People with serious mental illness (SMI) experience poorer physical health and higher mor-
tality rates and die on average 10–20 years earlier than the general population (de Mooij et al. 
2019; Olfson et al. 2015). Health inequities for people with SMI have many contributing 
factors, including poverty and unstable housing (Topor et al. 2016), poor access to primary 
care, pervasive stigma and other systematic barriers to engagement, leading to poor quality 
and experiences of care (Ronaldson et al. 2020). While a full review of literature is beyond 
the scope of this commentary, these inequities are long-standing and well-documented.

Current population and policy trends in Canada may contribute to a policy window to 
address this health inequity. As health policy makers are acutely aware, increasing numbers 
of people are living with multiple chronic illnesses, posing a challenge to siloed, biomedical 
models of care that focus on a single disease (Nicholson et al. 2019). Concurrently, health ineq-
uities are an area of increasing (and overdue) policy focus. The poor health and early deaths of 
people with SMI are deeply interwoven with other injustices, including anti-Black and anti-
Indigenous racism (Asonye et al. 2020; Bingham et al. 2019). This inequity also manifests in 
the disproportionate involuntary hospitalization of racialized people with SMI, in particular 
Black people with SMI (Walker et al. 2019). The COVID-19 pandemic further sharpened the 
policy focus on these health inequities: both racialized people and people with SMI experi-
enced higher mortality rates due to COVID-19 (Blair et al. 2022; Pardamean et al. 2022). 

Cara Evans et al.



HEALTHCARE POLICY Vol. 20 No. 1, 2024 [21]

This equity-focused policy window is influenced by attention to possible solutions. 
Healthcare integration, including integration across physical health, mental health and social 
services, is a policy priority in many Canadian provinces (MHCC 2021). Policy makers’ 
attunement to the challenges of multi-morbidity and social inequity, along with the potential 
of health and social care integration as a response, creates possibilities for tackling health 
inequities among people with SMI.

Integration and reverse integration
Broadly, healthcare integration refers to linking health services across sectors and/or across 
the continuum of healthcare (Valentijn et al. 2013). In mental health, integration research 
and practice has focused on co-locating mental health specialists in primary care settings or 
offering consultative specialist support to promote timely access and treatment of common 
mental disorders (Reilly et al. 2013). However, people with SMI may be in more regular 
contact with specialized mental health services than with primary care or any other element 
of the healthcare system. In this commentary, we focus on individuals with SMI who are 
receiving longitudinal care through community-based mental health services, such as inten-
sive case management or assertive community treatment teams. These individuals typically 
have complex, ongoing needs that cannot be successfully addressed in primary care (Ontario 
Association for ACT and FACT n.d.). For these individuals, mental health services represent 
their health home, where their holistic needs may be best understood and addressed. 

Reverse integration leverages this health home by promoting physical health monitoring in 
secondary and tertiary mental health settings, advancing a no-wrong-door approach to com-
prehensive healthcare (Ward and Druss 2017). The emerging evidence for reverse integration 
approaches is promising. Integrating physical healthcare into community-based secondary 
mental health settings has been found to improve rates of access to primary care (Johnson 
et al. 2022) and uptake of screening (Tse et al. 2021) and has been positively received by 
consumers (Talley et al. 2019). However, it is important to note that reverse integration 
does not refer to a single model of care. Rather, the academic literature describes an array of 
approaches, involving different providers and interventions embedded within mental health 
services at different scales. For instance, examples include outreach-based nurse practitioner 
care provided through an assertive community treatment (ACT) team (Henwood et al. 2018) 
and care planning and care coordination provided through a statewide adoption of a health 
home model in outpatient mental health clinics (McGinty et al. 2020).

Reverse integration is, therefore, a promising concept, and although the evidence base 
is still preliminary, there is growing momentum internationally. Canada can learn from and 
build on this momentum as part of a multi-faceted response to health inequities faced by 
SMI. The 3I policy analysis framework is one tool for analyzing approaches to policy devel-
opment and implementation. It draws on a wide range of political science theories to suggest 
three categories of factors that influence these policy processes: ideas, including evidence 
and values; institutions, including the administrative capacities and prior policies that create 
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resources for future policy making; and interests, such as interest groups and policy entrepre-
neurs (i.e., individuals who push forward particular policy solutions) (Lavis et al. 2002). We 
use this framework to explore international approaches to reverse integration and assess their 
feasibility in the Canadian context. We considered approaches at the level of a health system 
(e.g., an integrated delivery system) or a national or subnational scale. We excluded initia-
tives based within a single organization or small number of organizations. We did not limit 
our scope to governmental policy and, instead, also included large-scale initiatives or broad 
frameworks developed by any health system stakeholders. Finally, as noted earlier, reverse 
integration is not a single model of care but rather a conceptual approach to service design in 
which physical healthcare is addressed in mental health settings. The breadth of this defini-
tion is reflected in the range of approaches we identified. 

Ideas, interests and institutions: Considering international approaches and the 
Canadian context
Our team conducted a jurisdictional scan of international approaches to reverse integration. 
These approaches – summarized in Table 1 – include collaborative efforts led by networks  
of health service organizations, governmental policies and frameworks intended to inform 
system design. In the following sections, we briefly explore how ideas, institutions and  
interests shaped international approaches to reverse integration, and what this means for 
policy learning here in Canada.

IDEATIONAL FACTORS

International approaches to reverse integration respond to the well-documented evidence  
of health inequities and premature mortality for people with SMI. For instance, in the  
US, grants were established to integrate primary care into community-based mental health 
services (Primary and Behavioral Health Care Integration [PBHCI]). An evaluation  
of the grant program notes that people with SMI are twice as likely to die prematurely  
from chronic disease when compared with the general population (Scharf et al. 2013). 
Meanwhile an Australian roadmap document, produced by a collective of governmental  
and non-governmental stakeholders called Equally Well Australia, cites evidence that  
people with SMI are six times as likely to die from cardiovascular illness and four times as 
likely to die from respiratory illness (Morgan et al. 2021). 

The problem reflected in these statistics has been framed in varying ways. A group 
of health service organizations in New Zealand formed the first of several international 
Equally Well collectives. Their consensus position paper endorses “the rights of all New 
Zealanders to reach their full health potential” and the right of people with SMI to access 
appropriate healthcare (Te Pou 2014). Organizations in the UK were inspired by their 
New Zealand counterparts to form a similar collective. The charter of Equally Well UK 
similarly states that “we all, regardless of where we live, have an equal right to good health 
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TABLE 1. International approaches to reverse integration

Approach Type Jurisdiction Description

Equally Well New 
Zealand

Inter-organizational 
network

New Zealand Equally Well New Zealand adopts a collective 
impact approach in which a “backbone team” 
facilitates the voluntary engagement of relevant 
partner organizations. The backbone team 
supports “partner-driven actions” to promote 
physical health among people with SMI,  
i.e., initiatives developed by signatory 
organizations that contribute to Equally Well’s 
objectives such as adapting screening tools or 
creating indicators at a district level. It has over 
100 signatory organizations (Equally Well n.d.).

Equally Well 
Australia

Inter-organizational 
network (with 
governmental 
support)

Australia Equally Well Australia was inspired by Equally 
Well New Zealand and adopts a collective 
impact approach, supported by endorsement 
from regional health authorities and the Mental 
Health Commission of Australia. Initiatives 
organized under Equally Well Australia primarily 
have a clinical focus, such as the development 
of guidelines or integrated care programs.  
It has over 90 signatory organizations  
(Morgan et al. 2021).

Equally Well UK Inter-organizational 
network

The UK Equally Well UK adopts a collective impact 
approach and encourages organizations to 
develop their own initiatives as well as promote 
shared learning. It has over 60 signatory 
organizations (Equally Well UK n.d.).

Comprehensive 
Healthcare 
Integration (CHI) 
Framework

System design 
framework

The US The CHI Framework describes key elements 
of bidirectional integration across a number 
of domains related to care and coordination, 
quality improvement and sustainability at three 
different levels of integration. It can be taken up 
on a voluntary basis by provider organizations 
and can be supported by funding agreements 
with payers (National Council for Mental 
Wellbeing 2022).

Primary and 
Behavioral 
Health Care 
Integration 
(PBHCI)

Governmental 
policy

The US Through PBHCI grants, funding was made 
available to embed primary care services in 
community mental health organizations  
(Scharf et al. 2013).

Commissioning 
for Quality 
and Innovation 
(CQUIN)

Governmental 
policy

The UK 
(England)

CQUIN is a financial incentive program 
incentivizing performance for specific indicators, 
including those relating to physical health of 
people with SMI. These indicators have been 
primarily related to process measures, such  
as assessment or creation of a care plan  
(NHS England 2018).

SMI = serious mental illness.

A Canadian Call for Addressing Physical Health in Specialized Mental Health Settings



[24] HEALTHCARE POLICY Vol. 20 No. 1, 2024

and effective health care” (Equally Well UK n.d.: 1). Meanwhile, both the Comprehensive 
Healthcare Integration (CHI) Framework, produced in the US by the National Council for 
Mental Wellbeing, and NHS England’s policy framework, Commissioning for Quality and 
Innovation (CQUIN), frame the problem in terms of quality. The CHI Framework docu-
ment argues that integration enables higher-quality and higher-value care (National Council 
for Mental Wellbeing 2022). CQUIN similarly “aim[s] to improve quality and outcomes  
for patients including reducing health inequalities [and] encourag[es] collaboration across  
different providers” (NHS England 2018: 3). 

Problem framing shapes the choice of solution; however, there is limited evidence related 
to the various solutions adopted. Some initiatives are yet to be implemented at scale, such as 
the CHI Framework. In other cases, preliminary evaluation has been conducted. A process 
evaluation of Equally Well New Zealand noted strengths of its governance structure and 
found facilitators of collaboration but noted that – seven years into the collaborative’s exist-
ence – it is too early to measure health equity outcomes (Te Pou 2021). Health indicators 
such as blood pressure and cholesterol were measured in an evaluation of PBHCI, with vary-
ing results (Scharf et al. 2013). None of the initiatives included in the jurisdictional scan have 
been evaluated for their impact on outcomes such as mortality or quality of life. Meanwhile, 
a further factor that could underpin the lack of a cumulative evidence base across initiatives 
is heterogeneity. The wide range of approaches to reverse integration may pose a challenge 
for comparison and learning. 

Given the above-mentioned considerations, a Canadian reverse integration approach  
will require framing the problem in terms that resonate with stakeholders. It will also  
require drawing on evidence about what works – to the extent that such evidence is available. 
Given the current emergent nature of the evidence base for reverse integration, Canadian 
efforts will require a robust evaluation plan and may benefit from adopting learning health 
system principles to enable rigorous and ongoing monitoring and improvement. Healthcare 
providers will also need to be equipped with the new knowledge needed to implement the 
selected approach.

INSTITUTIONAL FACTORS

The inter-jurisdictional approaches described above are each embedded in a unique insti-
tutional context. For instance, Equally Well Australia is an inter-organizational network 
inspired by its New Zealand counterpart but differs from the other Equally Well initiatives 
in the extent of government involvement – a differentiation made possible by Australia’s 
unique mental health policymaking infrastructure. The collective is spearheaded by the 
National Mental Health Commission, a governmental agency that provides independent 
advice and reporting (Morgan et al. 2021). Meanwhile, CQUIN and the CHI Framework 
build on the unique value-based payment infrastructures of the UK and the US respectively, 
where the former includes commissioners under the National Health Service and the latter 
encompasses a complex array of payors and delivery systems. 
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The Canadian policy context will similarly influence the design of reverse integration 
initiatives. Canada does not have a single health system, but rather a patchwork of provincial, 
territorial and federal systems. This poses a challenge to the collaboration that underpins 
the various Equally Well initiatives, as most relevant health and social service organizations 
are local or provincial in scope and are not embedded in national networks or collaborations. 
Some efforts at national collaboration in the mental health sector in Canada have focused 
on the creation of non-binding standards and frameworks, as seen in the National Mental 
Health and Substance Use Standardization Collaborative; however, widespread implementa-
tion of standards will still require a coordinated effort and dedicated funding. Nonetheless, 
coordination is possible, as demonstrated by the success of integrated youth services (IYSs). 
IYSs were first championed in Canada through a governmental and philanthropic funding 
initiative that resulted in a national research and evaluation platform, Access Open Minds 
(Halsall et al. 2019). While Access Open Minds supported several early IYSs in Canada, 
other IYSs developed separately. Today, a knowledge translation platform called Frayme 
supports the generation and dissemination of knowledge about key principles and elements 
of IYSs, provides implementation support and fosters advocacy (Halsall et al. 2019). Efforts 
to promote reverse integration across Canada can learn from the IYS experience, including 
the mobilization of core principles, international evidence, intermediary supports and diverse 
funding sources.

INTEREST FACTORS

Different interest groups – inside and outside of government – also played a role in the 
development of the approaches mentioned above. Equally Well New Zealand was driven 
by an organization representing the mental health and disability workforce and was ini-
tially launched by eight organizations, including organizations that represent mental health 
consumers. This origin informed its bottom-up, collective impact approach, which focuses 
on how organizations can achieve change through collaboration. The leadership of Māori 
community members is reflected in Ngā Waka o Matariki, the Equally Well Māori Health 
Strategy 2020–2025 (Equally Well n.d.). The CHI Framework was developed by an expert 
panel of individuals holding leadership positions in mental health services, policy and payor 
organizations across the US (National Council for Mental Wellbeing 2022). The emphasis 
on quality and scalable and flexible approaches reflects the breadth of the council’s members.

A number of interest groups in Canada will be essential to the development of 
reverse integration approaches and initiatives. The knowledge of people with lived experi-
ence of SMI, family members and medical and non-medical healthcare providers can be 
brought forward by national interest groups such as the Canadian Alliance on Mental 
Illness and Mental Health, the Canadian Mental Health Association, the Mental Health 
Commission of Canada, the National Network on Mental Health and the Schizophrenia 
Society of Canada. Groups such as the Black Health Alliance, the Hong Fook Mental 
Health Association, the South Asian Health Network and the Thunderbird Partnership 
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Foundation can deepen the conversation with knowledge of specific communities. Moreover, 
while a pan-Canadian approach may be appropriate, Canada does not have a single health 
system, and local champions and experts will be needed to translate approaches into action 
on the ground in each region. 

A Canadian call to action
There are preliminary actions underway in Canada that align with the aims of reverse 
integration. For instance, the Mental Health Commission of Canada is collaborating 
with Ontario Shores Centre for Mental Health Sciences to implement Ontario Health’s 
Schizophrenia Quality Standards at demonstration sites in four different provinces. The 
standards address physical health assessment, physical health promotion and smoking cessa-
tion. This is an exciting development that can be understood within ideas, institutions and 
interests in the Canadian context. Framed around quality, the initiative leverages existing 
intermediaries and evidence supports and relies on voluntary demonstration sites that are 
rather aspiring for broad collaboration across a decentralized context. However, while stand-
ards offer one lever for prompting action, there continues to be scope for broader policies and 
multi-sectoral and multi-faceted interventions that can leverage and build on the momentum 
for reverse integration. Although more specific recommendations will need to leverage input 
from patients, families, health providers and organizational and policy leaders, we suggest the 
following considerations for a made-in-Canada reverse integration approach.

First, taking the role of ideas seriously means foregrounding both values and evidence. 
A Canadian approach should prioritize health equity: Indigenous, racialized, immigrant and 
other communities have distinct values, needs and worldviews that should be front and cen-
tre. Meanwhile, a learning health system approach can ensure that evidence is generated and 
fed into practice in real time.

Second, institutional capacities will need to be leveraged and expanded. Reverse integra-
tion can build on existing infrastructure and human resources, but it will need to contend 
with the current health human resource crisis. Moreover, reverse integration will also require  
new knowledge, practices and attitudes, making training and new dedicated roles essential.  
A Canadian approach will further need to balance an overarching framework with local  
solutions. Communities have unique needs and unique knowledge, which should be  
reflected at a local level.

Third, reverse integration is relevant to a range of interest groups. People with lived 
experience of SMI and family carers must hold positions of leadership in the design, 
implementation and evaluation of reverse integration approaches. It will also be critical to 
engage broadly with health and social care workers, including nurse practitioners, allied 
healthcare providers and peer workers. Pan-Canadian organizations also have an impor-
tant role in mobilizing knowledge to build momentum and support policy development 
and implementation.
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Finally, a key recommendation is a call to action. Health and mortality inequities for 
people with SMI are well-documented; concerted policy action will be needed to move 
toward healthier and longer lives for people with SMI in Canada.

Correspondence may be directed to Cara Evans by e-mail at cevans@waypointcentre.ca.
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Abstract
The mortality gap faced by Canadians living with a severe and persistent mental illness is a 
national scandal. If we are to change this and take advantage of the possibilities that reverse 
integration presents, we need to rethink the ways our systems of care function and remove 
barriers to accessing care while tapping the full potential of collaborative partnerships, mov-
ing to earlier interventions with this population and integrating poverty reduction into all 
our work. Above all, we need to be much more effective in bringing these issues into the pub-
lic discourse.

Abstract
L’écart de mortalité auquel font face les Canadiens atteints d’une maladie mentale grave et 
persistante est un scandale d’ordre national. Si nous voulons changer cela et tirer parti des 
possibilités que présente « l’intégration inverse », il faut repenser la façon dont les systèmes 
de soins fonctionnent et éliminer les obstacles à l’accès aux soins, tout en tirant pleinement 
profit du potentiel des partenariats collaboratifs. Il faut aussi commencer à intervenir plus tôt 
auprès de cette population et à intégrer la réduction de la pauvreté dans tous les aspects de 
notre travail. Nous devons surtout être beaucoup plus efficaces pour faire entrer ces enjeux 
dans le débat public.
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Introduction
Evans et al. (2024) issue a timely call to action about the shameful situation of the premature 
mortality of individuals living with a severe and persistent mental illness (SPMI) (Fiorillo 
and Sartorius 2021; Thornicroft 2011). While we have long been aware of this, we have been 
unable to correct the situation despite many previous windows of opportunity, and if we are 
to have more success this time, we need to better understand why that has been the case. 

Evans et al.’s (2024) proposals – reverse integration (Ward and Druss 2017) and the 
buildings of collaboratives to advocate for this approach (Scharf et al. 2013) – are laudable 
and achievable, as is the emphasis on building programs based on key underlying principles, 
within a common framework. 

But if we are to achieve this, however, we have to recognize that many of these problems 
arise from system failures and take a deeper dive into their root causes. That will allow us to 
identify the specific factors that need to be addressed and the ways in which our systems of 
care need to be redesigned (Kates 2017) so that we can take full advantage of the possibilities 
that these approaches offer and introduce new standards for care. 

These system issues can be divided into two broad groups: barriers to accessing care and 
the ways our systems of care are organized and connected.

Barriers to Accessing Care
Obvious issues include lengthy waiting lists, restrictive intake processes, decreased availability 
of family physicians, limited outreach activity and costs associated with accessing treatment 
or getting to appointment (Mental Health Commission of Canada 2021). 

But many of the SPMIs, especially those with concurrent substance use problems, 
have also been abandoned by services because their behaviours may not always conform to 
expected norms – such as not always showing up for appointments – or because of stigma 
or bias on the part of providers (Ronaldson et al. 2020). Service delivery models need to be 
more inclusive, f lexible and user friendly, tailoring services around the needs of individuals 
who face multiple challenges and who may already feel traumatized by contacts with the 
mental healthcare system (WHO 2018). 

The Ways Our Systems of Care Are Organized and Connected
Fragmentation of services and over-specialization create problems with communication 
between providers and with transitions between services while reducing the likelihood of 
a single service or provider taking primary responsibility for an individual’s ongoing care 
(Ayerbe et al. 2018) or people being lost to care when moving between services or sectors.  
We also need to rethink our approaches to health teaching and support for self-management 
and lifestyle interventions (De Rosa et al. 2017; Fiorillo et al. 2019), as we may be failing to 
provide individuals with the tools to better manage their own conditions, especially at times 
when they have no contact with any (mental) health service. Inadequate monitoring of  
medications and their metabolic side effects is also a contributing factor.
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There are, however, two additional and potentially significant factors that the authors 
have not included in their analysis. These are: (1) a need to focus on prevention and earlier 
identification rather than just treating more advanced conditions and (2) a broader view of 
the potential of collaborative partnerships. 

A focus on prevention and early detection
Simply focusing on treating well-established and possibly already life-threatening conditions 
is not enough. To make a lasting difference to the trajectory of these problems, we must find 
ways to intervene sooner. These problems usually develop over a lengthy period of time, with 
many opportunities to identify and treat emerging medical issues, often before other factors 
complicate the picture (Firth et al. 2020). In addition to promoting lifestyle changes, reversed 
integration teams can assist by regularly reviewing the medical histories of everyone with a 
SPMI being seen in a mental health service and adding a periodic health check-up. Services 
must also monitor people proactively rather than waiting for individuals to come to them 
when a problem becomes more severe.

The potential of collaborative partnerships
Co-location is an important step in the right direction, but that should be the start, not the 
endpoint of collaborative partnerships. Once working side by side, primary care and mental 
health personnel can interact in new ways to fully realize its benefits (Kates et al. 2023). 
Regular two-way communication facilitates the integration of care and the coordination of 
plans as well as the sharing of information on community resources. Co-location can also 
help to increase the skills and comfort of mental health providers in identifying and moni-
toring physical health problems – it is probably the most effective and lasting way of doing 
so – and to build integrated teams to assist with care that goes beyond just medical treat-
ment, including effective health teaching. 

And while the authors excluded socio-economic factors from their analysis, it is impos-
sible to overstate the impact of poverty and its contribution to the development or worsening 
of physical health problems (Topor et al. 2016), whether through inadequate diet and food 
insecurity, climate inequity, inadequate or unhealthy housing and living environments or 
an inability to purchase healthcare aids or medication that are not covered (Luciano et al. 
2021). Poverty reduction needs to be part of every individual care plan, and one critical policy 
change may be a minimum guaranteed income (Rizvi et al. 2024). 

How to move forward
As the authors point out, building “Collaborations” between various stakeholders – based on 
the Equally Well approach (Te Pou 2014) – requires careful consideration. Who is best posi-
tioned to take the lead, can different groups come together around a single issue or will differing 
agendas fracture these coalitions, is there an optimum size and what can facilitate these arrange-
ments, bearing in mind that every community’s solution will likely differ from every other?
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But to make real headway, there are three other steps we can take, in addition to a  
guaranteed minimum income: 

1.	 We must increase the awareness of this crisis, and its possible solutions, among both the 
medical and the wider community. This issue needs to be front and centre in our public 
discourse until we reach a tipping point, where decision makers and funders can no longer 
ignore this national disgrace. 

2.	 All mental health services should include an annual screening and physical exam of  
everyone living with a SPMI as an expected standard of care, as is now the case in the 
UK (NHS England n.d.) with Core20PLUS5.

3.	 As Ontario moves to guarantee access to a primary care provider for every citizen, could 
this guarantee extend beyond traditional clinics and practice to include individuals who 
will only receive the medical care they need if primary care services come to where they 
are living or receiving mental healthcare (Government of Ontario 2024)?

In raising this issue and linking it to a specific and potentially effective solution, Evans  
et al. (2024) have taken a helpful step in that direction.

Correspondence may be directed to Nick Kates by e-mail at nkates@mcmaster.ca. 
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Abstract
In response to quality issues within the long-term care (LTC) sector, the Government of 
Ontario implemented the Fixing Long-Term Care Act, 2021, and updated accountability and 
compliance measures, including doubling fines for non-compliance and investing in 193 new 
inspectors. However, enforcement tactics and inspection regimes may contribute to harm 
and neglect the root issues within the sector. Fines for non-compliance may create catch-22 
situations in which homes lack the funds to fix the root issues. Governments also dictate and 
determine much of the resource allocation within the LTC sector. Accountability and quality 
improvement should involve addressing performance problems as a system.

Résumé
En réponse aux problèmes de qualité dans le secteur des soins de longue durée (SLD), le 
gouvernement de l’Ontario a mis en œuvre la Loi de 2001 sur le redressement des soins de 
longue durée tout en mettant à jour les mesures de responsabilisation et de conformité, y 
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compris le doublement des amendes pour non-conformité et l’investissement dans la for-
mation de 193 nouveaux inspecteurs. Cependant, les tactiques d’application de la loi et les 
régimes d’inspection peuvent contribuer à nuire aux problèmes fondamentaux du secteur. 
Les amendes pour non-conformité peuvent mener à de véritables dilemmes où les foyers de 
soins ne disposent pas des fonds nécessaires pour régler les problèmes à la racine. Les gou-
vernements dictent et déterminent également une grande partie de l’allocation des ressources 
dans le secteur des SLD. La responsabilisation et l’amélioration de la qualité devraient com-
prendre le traitement des problèmes de rendement en tant que système.

T

Introduction
In April 2022, the Government of Ontario legislated a new Act to regulate the long-term 
care (LTC) sector, the Fixing Long-Term Care Act, 2021. This legislation, as stated by the 
Ontario Government, is transformative and impacts the care work that is provided in LTC 
homes in Ontario to residents and the structure and organization of how care is provided 
(Fixing Long-Term Care Act, 2021). However, the impact of this regulation and its related 
accountability measures could backfire based on its approach to focus on individual LTC 
homes. This paper examines the implications of the Fixing Long Term Care Act, 2021, and 
the consequences of increased compliance measures when supports and resources for LTC 
are under-addressed. We examine policy implications at the federal, provincial and institu-
tional levels and make recommendations to address current needs in the LTC sector.

Compliance and Accountability at the Institutional Level
The Fixing Long Term Care Act, 2021, updated regulations to include emergency prepared-
ness; defined “caregiver” to ensure access during outbreaks; updated palliative care, infection 
prevention and control information; defined mandatory increase targets for direct care hours; 
included protections for whistleblowers; increased monetary penalties for non-compliance; 
and increased transparency of the licensing process (Fixing Long Term Care Act, 2021). 
However, the impact of these changes is yet to be seen.

Accountability measures within LTC are often focused on a strict assessment of whether 
the home was able to follow specific regulatory requirements set out by the Ministry of 
Long-Term Care and are accompanied by stiff fines. However, these fines may have the effect 
of compounding rather than fixing problems within LTC homes, especially when regula-
tory requirements do not account for context and circumstances. A lack of consideration of 
context is evident in the blunt way that the Act uses disciplinary measures and compliance 
protocols. The Act stipulates in regulation 162 (1) that:

Whose Accountability Matters in Long-Term Care?
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The authority to make an order or issue a notice under sections 155 to 161 [and 
169/170] against a licensee who has not complied with a requirement under this 
Act applied regardless of the following, and they shall not be considered in deciding 
whether to exercise authority: 

1.	 Whether the licensee took all reasonable steps to prevent the non-compliance.
2.	 Whether, at the time of the non-compliance, the licensee had an honest and reasonable 

belief in a set of facts that, if true, would have resulted in there not being any  
non-compliance. (Fixing Long-Term Care Act, 2021: 74).

Financial penalties for the Act’s non-compliance have doubled as part of the implemen-
tation of the new Act (Government of Ontario 2023), and the Ontario Government has 
invested in 193 new inspectors for LTC homes, doubling the number of inspectors in the 
province to enforce accountability measures. As stated on the Ontario Government’s website, 
they intend to drive quality through “enforcing this accountability through a strong inspec-
tions regime coupled with new and updated enforcement tools” (Government of Ontario 
2023). The Ontario Government states that they have one inspector per every two LTC 
homes and that they are a leading province in inspector-to-home ratios (Government of 
Ontario 2023). However, these increases in enforcement and inspection tactics may not  
be supportive in driving improvement in LTC homes in the sectors’ current context and  
may unintentionally contribute to harm. There are consequences of increased compliance 
measures when supports and resources for LTC are under-addressed.

Advocates and professionals in the sector have raised concerns about the punishment-
oriented practice of fines to individual homes. As far back as 2018, the Canadian Medical 
Association Journal (Vogel 2018) released an article highlighting that LTC sectors’ fines posed 
a catch-22 situation for homes that lack resources to correct the issues. The article suggested 
that the LTC root problems with staffing are not addressed with fines and are often due  
to factors beyond the homes’ control, which may require additional funds to improve  
(Vogel 2018). 

Removing funding from homes can adversely affect the quality of the care provided to 
residents, remove needed resources from homes, create moral distress among workers and 
prompt structural violence in the homes. For example, Daly et al. (2011) revealed how a 
cost-saving practice in Canadian LTC homes led to harmful care practices regarding diaper 
allocation for residents. Cost-cutting policies prevented staff from changing diapers until a 
blue line appeared when it was three-quarters wet, and staff were told to put wet diapers  
back on until they were full (Daly et al. 2011). While fines are meant to stop these kinds of 
practices, it may instead prompt them as a cost-saving tactic. Where the funds come from 
to pay financial penalties is determined by the home. In some cases, it may be from profits, 
while in others, wages, employee benefits, services and operational funds may be used at  
the expense of the staff and residents.
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Are funding models to blame?
Questions remain about whose accountability is required for ensuring quality of care in LTC. 
Funding models in the LTC sector complicate issues of accountability. LTC homes consist of 
different ownership types, including homes that are non-profit, for-profit and public (munici-
pal). Significant research suggests that for-profit models create negative consequences to 
residents (Armstrong et al. 2021) and consistently have care quality problems. Public models 
may have more funding to provide higher levels of care, hire needed staff and offer more sup-
port and recreation options than not-for-profit homes (Wohlgemut 2022). An examination 
of organizational practices of different LTC model types could illuminate what causes care 
discrepancies between and within different profit models. For example, different types of 
for-profit configurations have not been explored in depth to discern the defining aspects of 
profit that specifically contribute to harm. Ethically managed for-profit homes, such as those 
that use profit to support research initiatives, may have better outcomes than homes focused 
on profit generation and optimization of shareholder wealth. Ontario’s Long-Term Care 
COVID-19 Commission also makes a distinction between mission-driven and commercial-
driven ownership models, indicating that for-profit homes that are mission driven can and 
do provide good care (Marrocco et al. 2021). While provincial governments determine and 
control the ownership mix within the province (how many for-profit homes, number of beds, 
etc.), it is also likely that we will continue to rely on for-profit homes because of lack of  
government funding to provide for the growing need for LTC homes. Policies restricting  
private equity firms from treating LTC as an asset class may be necessary to address harm 
when financialized ownership prioritizes increasing revenue over quality of care or work 
(August 2022). 

Government protections and resource provision
Our governments must also be held accountable for determining much of the resource avail-
ability and regulatory requirements placed on LTC organizations, such as mandates for 
staffing levels, staff-to-resident ratios and protections within the health system. At the fed-
eral level, access to appropriate care is hindered by a lack of clear or explicit legal information 
regarding a right for health under the Canadian Charter of Rights and Freedoms (Government 
of Canada 2024). Previous interpretation of the Charter has precluded the enactment of the 
Charter’s protection of life, liberty and security of the person under Section 7 for healthcare  
as a fundamental right. Interpretation of the Charter deemed that adequate care was not a  
focus and would only protect individual rights in situations of “active deprivation” (Windwick  
1994: 4). When evidence of inadequate resources preventing appropriate care provision for 
individuals in LTC was presented to the Supreme Court, legislation outlining the minimum 
standards of care were used to deny legal action. As such, the current interpretation of the 
Charter enables degradation of healthcare delivery when public funding is reduced or through 
“de-legislating” services (Windwick 1994: 4). Consequentially, our right to adequate health-
care is not actively protected. 

Whose Accountability Matters in Long-Term Care?
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As a provincially held jurisdiction, LTC is funded and regulated in Ontario by the 
Ministry of Long-Term Care. On December 6, 2023, the Auditor General of Ontario 
released their Value-for-Money Audit: Long-Term Care Homes: Delivery of Resident-Centred 
Care, reviewing LTC’s delivery of care (Office of the Auditor General of Ontario 2023). 
They found several quality issues stemming from the ministry and a failure to support LTC 
organizations. Their report highlights that a core problem impeding ability to care for resi-
dents is a lack of resources and supports (Office of the Auditor General of Ontario 2023). 
Despite the ministry reporting that they had achieved their direct hours of care mandate, 
this audit found that a quarter of Ontario LTC homes failed to provide this level of care 
hours due to systemic staffing shortages and that their reliance on agency staff to fill staffing 
vacancies was nearly double the cost of a full-time employee (Office of the Auditor General 
of Ontario 2023). The Long-Term Care COVID-19 Commission also directly indicated 
misleading data use from the province in their reported direct hours of care mandate:

During its investigation, the Commission reviewed various calculations of the daily 
care rate. It was apparent that the data being used were inconsistent and differed 
depending on the source. The Commission was advised that the data collected by 
the province did not reflect actual hours of care provided but, instead, the scheduled  
hours of care. Staffing shortages, holidays and sick days were not factored into the 
calculation, which led to an over-counting of actual care hours. In addition, care-
hour data are consistently presented as an average. This does not mean that all 
residents in all homes receive the same amount of care. The presentation of staffing 
data as an average is misleading; the danger lies in the extremes, where insufficient 
care is being provided. (Marrocco et al. 2021: 57).

Calls for increased funding within LTC are not new and are often met with arguments 
about the financial constraints of the provincial budget. Arguments about the lack of availa-
ble funds to raise wages or increase care support have impacted adequate financial provisions 
to LTC organizations. However, it is important to remember that budget constraints are 
determined by the provincial government and are based on political interests and priorities. 

What Can Be Addressed?
The focus of accountability on single institutions neglects the system-level barriers to care 
quality that exist at both the provincial and the federal levels. While accountability meas-
ures are necessary for individual homes, much of the power to address the root problems in 
the LTC sector require government-level interventions through adequate protections and 
resource distribution.

In the Fixing Long-Term Care Act, 2021, financial penalties for not meeting care 
requirements that are placed on the individual homes, both in for-profit and not-for-profit 
homes, would primarily affect the workers’ ability to provide care and resident outcomes. 

Michaella Miller and Ellen MacEachen
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System-level support to improve the ability of organizations to comply with the Fixing Long-
Term Care Act, 2021, need to be in place before enforcement measures, such as fines, can be 
effective in driving improvement.

Policy makers can improve regulations by using updated evidence bases or developing 
legal frameworks that address organizations’ ability to provide good and sufficient care rather 
than punishment-oriented enforcement measures. Governments can: 

•	 Develop standards and clear regulation for the operation of homes, such as registered 
nurse-to-resident ratios appropriate for care. Provinces can implement evidence-based 
staffing standards that address working conditions for staff, including conditions cre-
ating burnout. Such standards would then be included in funding calculations for 
provincial funding envelopes for LTC homes. Provincial regulation would make the 
staffing skill mix and ratios a provincial decision rather than an organizational one and 
could help dismantle some of the tension between wealth generation and quality of care.

•	 Conduct an assessment of resource needs to adequately support the care of residents 
and the needs of the workers. The current mandate for direct hours of care was recom-
mended by research conducted over 22 years ago when resident needs were not as high  
as they are today (CMS 2001). 

•	 Add definitions of “adequate care” to legal frameworks on minimum care standards 
to ensure that care needs are appropriately met and to protect the right to health in 
Canada. Establishing an appropriate level of care would prevent denial of resources to 
support the needs of those in the sector.

•	 Develop a legal framework to address exploitive practices for profit maximization in 
for-profit homes beyond financial penalties and pursue legal inquiry into malpractice in 
operation of homes at the ownership and “C-suite” level. While arguably part of insti-
tutional accountability, shifting the consequence to the owners reduces the burden on 
those who live and work in the individual homes and their ability to provide care. This 
shift would need to be part of the provincial-level regulatory schema. Legal frameworks 
could extend beyond the LTC sector given the Ontario government’s current push for 
for-profit healthcare. Legal sanctions that limit profit generation may require significant 
leadership buy-in. Investors and organizations that benefit from a current lack of legal 
frameworks may create political upset and impact stakeholder investments. However, 
the priority of providing high-quality care and an ethical workplace are arguably morally 
more important than wealth generation.  

Barriers to implementing these recommendations include adequate funding, organiza-
tional disruption and legal burden. Provinces would be required to fund appropriate staffing 
infrastructure. Current budgets would require adjustment to properly address funding needs. 
In the short term, this may require additional funds; however, having a safe and sufficient 
healthcare workforce might reduce injury and illness, minimize use of costly contracted 

Whose Accountability Matters in Long-Term Care?
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agency staff and ultimately reduce the economic costs associated with staffing. However, this 
requires political buy-in for long-term system-level solutions that go beyond the four-year 
government cycles. 

Conclusion
Accountability and quality improvement for LTC sectors should involve addressing per-
formance problems as a system rather than as independent entities. If we are to genuinely 
improve conditions within this sector, accountability needs to be assessed and monitored at 
all levels, including how funding is allocated and spent, what rights to care exist, how ade-
quate provision of care is protected, how information is gatekept and how these conditions 
interact to create the current state of LTC. Developing staffing standards that address care 
needs and workplace quality are essential to address the quality of care within the sector. 

Correspondence may be directed to Michaella Miller by e-mail at m29mille@uwaterloo.ca.
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DISCUSSION AND DEBATE

Abstract
The search for profit in the Ontario long-term care (LTC) home sector means that inspec-
tions and fines are unlikely to drive quality improvement. For-profit ownership, operations 
and contracts thwart accountability for quality and financial stewardship while blocking 
full public reporting, thus preventing public oversight. Laying out the problems presented 
by the for-profit LTC homes’ financial and operations infrastructure with examples, this 
commentary presents policy paths forward to address the problem of profit and improve 
accountability.

Résumé
La recherche du profit dans le secteur des foyers de soins de longue durée (SLD) en Ontario 
implique que les inspections et les amendes sont peu susceptibles d’améliorer la qualité. La 
propriété, les opérations et les contrats à but lucratif empêchent la reddition de comptes en 
matière de qualité et de gérance financière tout en bloquant l’établissement de rapports  
publics complets, ce qui nuit à la surveillance publique. En présentant les problèmes posés  
par l’infrastructure financière et opérationnelle des établissements à but lucratif, ce commen-
taire présente des pistes stratégiques pour résoudre le problème du profit et pour améliorer  
la responsabilisation.

T
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Accounting for Care
Accountability for care quality and financial stewardship are intertwined problems in 
Ontario’s long-term care (LTC) home system. Miller and MacEachen (2024) take up  
these issues in their analysis of the Ontario LTC home inspection regulations instituted in 
2021 to argue for quality improvement at a system level. They warn that the legislation’s 
deterrence-oriented accountability regime – that punishes individual LTC homes for  
non-compliance – will not drive quality improvement in a context that simply does not have 
sufficient staffing and other needed resources to care safely and well. For decades, Ontario 
has relied on deterrence-oriented audits and inspections (Choiniere et al. 2016). The recent 
legislation adds more inspectors and fines to the already available mechanisms, including 
compliance orders, withholding funds, appointing a temporary manager or revoking a license. 
The authors are correct that the additional measures are unlikely to drive quality improve-
ment, given staffing and other resource issues (Miller and MacEachen 2024).

In their discussion, Miller and MacEachen (2024) note the higher incidence of  
quality problems in for-profit homes, a relatively consistent finding across many stud-
ies over more than a decade (a few examples are Akhtar-Danesh et al. 2022; Ronald et al. 
2016; Tanuseputro et al. 2015). However, they fail to address the accountability challenge 
presented by the 57% of all Ontario LTC homes that have for-profit ownership, the largest 
percentage of any Canadian jurisdiction. Ascribing to a quality distinction between good 
mission-driven for-profit owners and bad commercial-driven for-profit owners (that includes 
private equity firms), Miller and MacEachen (2024) completely miss the structural inverse 
relationship between profit and accountability.

This issue is important. Ontarians have a huge stake in LTC homes’ quality, first, 
because this service is mandated to offer care security to Ontario’s most vulnerable, frail 
citizens and their families; second, because the sector should provide decent work to the 
thousands of Ontarians it employs; and third, because of the public investment and costs 
this sector represents. To drive quality improvement together with fiscal responsibility in 
the LTC home sector, accounting scholars have articulated three key types of accountability 
necessary to quality improvement (Graham et al. 2024). The first type, healthcare account-
ability, relies on the government LTC home inspection system and is Miller and MacEachen’s 
(2024) focus. The second type is financial accountability for the use of public funds. The 
third type is ensuring accessible public information on these other types of accountability  
that can inform the media and advocates, who, in turn, inform the public (Graham et al. 
2024: 6). 

For-profit provision prevents or obscures all these types of accountability. First, it is diffi-
cult to impossible to know how public funds are spent by for-profit providers, including how much 
public funding ends up as profit. Second, it is increasingly difficult to know who is responsible 
for care quality and has the power to address quality deficits.

Susan Braedley
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The Profit Problem
Similar to all municipal services and charities, municipal and non-profit charitable LTC 
homes are subject to regulations that require them to provide regular, publicly available 
financial information. Municipal LTC home funding allocations can be assessed by accessing 
municipal-audited financial statements and LTC committee minutes and reports. Non-profit 
charitable LTC homes’ spending can be assessed through accessing annual reports, audited 
financial statements and information published by the Canada Revenue Agency. For-profit 
companies, however, operate under different legislative requirements, making these assess-
ments difficult to impossible to access or decode. 

Among for-profit corporations, differences in structure produce an assortment of bar-
riers to financial and healthcare quality accountability. First, some for-profit LTC homes 
and chains are entirely privately owned and thus have no regulatory requirement to publicly 
disclose their financial information. For example, Schlegel, the fifth largest for-profit chain 
in Canada, is a fully privately owned business owned by one family. All its homes are in 
Ontario. Revera is a privately owned international chain that has a Canadian public sec-
tor pension plan as its principal shareholder and operates many Ontario LTC homes. It is 
impossible to determine how these owners and operators spend public monies or what funds 
end up as profit. 

A second group of for-profits are publicly traded. These company financial statements 
are publicly available, but in many cases, their financial and operational infrastructure is 
so complex that determining how they spend public funds, and with what rate of profit, is 
obscured and disguised. Extendicare is one relatively straightforward Canadian example. It 
owns LTC homes in Ontario, Alberta and Manitoba and two companies that provide man-
agement (Extendicare Assist) and procurement services (SGP) to LTC homes and related 
services in the aforementioned provinces, plus British Columbia and Quebec. It also has a 
homecare division. An Extendicare presentation to investors in August 2024 refers to recent 
LTC home joint ventures with Revera and Axium, a limited-partnership LTC home inves-
tor. This infrastructure complexity obscures clear information about where public monies go 
and the rate of profit in any facility or province. However, the presentation notes that recent 
increases in Ontario LTC funding have more than offset cost increases due to inflation, pro-
ducing more net revenue and profit (Extendicare 2024). Furthermore, management services 
reported a 50–55% net operating income margin – an incredible rate of profit that, in LTC 
homes, comes primarily out of public monies. It is worth noting that LTC homes managed 
by Extendicare Assist had COVID-19 death rates of 81%, well above the industry average, 
with reports that residents were not cleaned or fed. Yet, by 2023, Extendicare Assist had won 
contracts to manage 134 Revera and other Ontario LTC homes, or about 20% of all LTC 
homes in the province (Roy 2023). 

Both privately owned and publicly traded LTC home ownership types intertwine 
in complex corporate forms, including private equity firms, real estate investment trusts 
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(REITs) and institutional investors interested in cashing in on senior’s housing. These inter-
ests have made substantial investments in both retirement homes and LTC homes, a sector 
ranked as Canada’s third hottest real estate investment in 2019. In 2020, financial firms 
had acquired 22% of all Canadian LTC homes outside Quebec (August 2022: 654). Both 
REITs and private equity firm investors expect a high return from these financial instru-
ments. Executive compensation is tied to profit maximization and asset value increases over 
short timeframes, with penalties for failures to achieve targets (August 2022; Harrington 
et al. 2014). Chartwell is one such company. During the pandemic, Chartwell refused “staff 
personal protective equipment … voted against living wages for employees but paid out sta-
ble investor distributions during the pandemic and issued record-high executive bonuses” 
(August 2022: 656). 

A third group is the many LTC homes of all ownership types, including for-profit, 
municipal and non-profit homes, that contract out one or more of the food services, laundry 
services, housekeeping, human resources and payroll, management and/or even some of their 
clinical nursing and other care staffing to for-profit companies. Often, residents and families 
are unaware of these sub-contractors, and they are not often mentioned on LTC home web-
sites either. However, Schlegel Homes and Revera have contracted with Extendicare Assist 
to manage some of their LTC homes.

This discussion only skims the surface of the sector’s financial complexity. For example, 
some LTC home ownership configurations mean that land and/or buildings are owned by 
one company and operations owned by another that, in turn, sub-contracts to one or more 
companies for some service delivery. Furthermore, LTC homes, or pieces of them, are being 
bought, sold, closed and opened in a f lurry of market activity (Armstrong 2023; Roy 2023). 
The accountability consequences are obvious. Not only is it difficult to know where public 
monies go, but also it is incredibly difficult to sort out which entity is responsible for non-
compliance or making necessary quality improvements. 

The results of failed accountability mechanisms are starkly illustrated in the case of 
Orchard Villa, with a government failure to hold for-profit providers accountable amid 
a murky, layered financial and operational infrastructure. Orchard Villa was one of five 
Ontario LTC homes taken over by the military at the height of the COVID-19 pandemic, 
with 78 of its 233 residents dying from the virus. The military report describes finding 
cockroaches, f lies, rotten food, inappropriate infection control, residents left in soiled under-
garments, residents left without proper hydration or mouth care, serious resident health 
concerns left unattended, residents sleeping on bare mattresses due to lack of linens and 
many more quality problems (4th Canadian Division Joint Task Force 2020). Orchard Villa 
is owned by CVH (No. 6), a division of Southbridge Care Homes Inc, a property devel-
opment company. Now, Southbridge Health Care LP is managed by Southbridge Health 
Care GP Inc, which is a wholly owned subsidiary of Southbridge Capital Inc. This is a lim-
ited partnership, with no requirement to publish financial information (Armstrong 2024). 
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Furthermore, Extendicare Assist, the management firm with tremendous profit that man-
aged homes with high mortality rates during the pandemic, was managing Orchard Villa. 

When the military report was released, Ontario premier Doug Ford said, “Nothing 
drives me more crazy than these big corporations saying, ‘No, we’re watching dollars and 
cents.’ There’s a lot more we can do. Number one, we can pull their license” (Bochove 2020). 
Yet, Orchard Villa’s license was not pulled. Confounding logic, in 2023, the Ministry of 
Long-Term Care awarded Orchard Villa a 30-year license that includes an initial expan-
sion of 87 new beds and a promise for more, a decision that is now the subject of a court 
challenge. 

This result was not due to regulatory loopholes, the lack of compliance mechanisms or 
an absence of policy alternatives. It is, however, a problem of accountability by both owners 
and government, shaped by the problem of profit.

Policy Solutions
In agreement with Miller and MacEachen (2024), my assessment is that system-level meas-
ures can improve the three kinds of accountability laid out earlier in this commentary, but 
they must directly address the problem of profit. In a recent international forum on profit in 
LTC, Armstrong (2024) laid out strategies to address this issue, and they are worth repeat-
ing. First, governments can acquire and retain land and buildings, so that licenses can be 
revoked from for-profit license holders that fail to provide adequate care without losing facili-
ties. Second, regulations can require full transparency of both the ownership and operation 
of every individual LTC home and of the financial f lows among related parties involved in 
LTC home ownership and operations. Third, contracting out could be eliminated completely, 
whether to related parties or to independent providers. Furthermore, given that many LTC 
homes are owned by international companies that transfer money to tax havens, Armstrong 
(2024) recommends that owners should be required to pay taxes in the jurisdiction(s) in 
which they own or operate a facility. Finally, LTC homes should be required to fully and 
regularly report on their direct care staffing numbers and skill mix, with rules that prevent 
institutional gaming, such as LTC home staffing reports of direct staffing hours that fail to 
exclude staff who are absent while on sick leave and vacation. 

To be successful, these measures require political will and a wise long-term public 
investment strategy to acquire and maintain land and buildings. Furthermore, they require 
regulations that will likely deter LTC home sector for-profit investment. To date, no Ontario 
government has shown interest in this path, although in other countries, many of these meas-
ures are implemented or being considered. Without them, the problem of profit continues 
and so does the problem with quality.

Correspondence may be directed to Susan Braedley by e-mail at susan.braedley@carleton.ca.
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Abstract
When ill, many Albertans’ first interaction with their healthcare system is Alberta’s cen-
tralized emergency medical services (EMS) system operated by Alberta Health Services 
(AHS). The media has become saturated with articles articulating concerns about lagging 
response time, limited ambulance availability and poor work conditions. As Alberta under-
goes restructuring of the EMS system by Alberta Health and AHS, there are lessons to be 
learned from prior EMS restructuring. It is crucial that front-line paramedics are heard and 
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their concerns addressed regarding implemented policies. Several policy recommendations 
focus on optimizing operations and improving the working environment for paramedics in 
the long term. 

Résumé
Lorsque les Albertains sont malades, leur première interaction avec le système de santé est le 
système centralisé des services médicaux d’urgence (SMU) de l’Alberta, géré par les Services 
de santé de l’Alberta (SAA). Les médias sont saturés d’articles faisant état de préoccupations 
au sujet du retard dans le temps de réponse, de la disponibilité limitée des ambulances et des 
mauvaises conditions de travail. Alors que les SAA et Santé Alberta procèdent à une restruc-
turation du système des SMU, il y a des leçons à tirer des restructurations antérieures. Il est 
crucial que les ambulanciers paramédicaux de première ligne soient entendus et que leurs 
préoccupations concernant les politiques mises en œuvre soient prises en compte. Plusieurs 
recommandations de politiques sont axées sur l’optimisation des opérations et l’amélioration 
à long terme de l’environnement de travail pour les ambulanciers paramédicaux.

T

Introduction
Across Canada, long emergency medical services (EMS) response times continue to make 
headlines. The reality beyond the headlines is the implications of not getting emergency care 
when you need it most. With the current restructuring of Alberta Health Services (AHS) 
and Alberta Health, there are important lessons to be learned from prior EMS restructuring. 
Red alerts (Raymond 2024) and long EMS response times are visible and concerning  
indicators of increasing workloads and inadequate capacity but also of broader governance 
failures in the health system overall (Kreindler et al. 2022). A fundamental lack of staffed 
ambulances is a predominant driver of deterioration in these indicators, but this challenge 
also reflects broader inefficiencies that compromise staffing or appropriate use of available 
resources. The challenges within EMS have a longer-standing history (particularly with 
increasing call volumes and staffing shortages), and provincial health systems have for some 
time been adjusting and adapting practices in an effort to reduce wait times and maintain 
quality of care. In this commentary, we discuss Alberta’s implementation of a borderless 
EMS system as a case study. First, we focus on how policy decisions targeting restructuring 
can fail to generate expected improvements when broader issues remain unaddressed. Based 
on analysis of interviews with paramedics in Alberta (Newton et al. 2024), we then discuss 
how this current crisis in EMS service delivery can be addressed with more comprehensive 
operational enhancements, measures to empower paramedics to deliver more efficient and 
effective care, as well as supports to create a more sustainable and resilient staffing model. 

Janna Newton et al.
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The Shift to a Borderless EMS System in Alberta
In 2009, Alberta implemented a borderless, provincially funded EMS system. This 
restructuring was aimed at significantly enhancing service delivery by optimizing resource 
availability and use across the province, formally integrating EMS into the healthcare system 
and assuming management of services from disparate municipalities. Instead of geography 
determining which municipal ambulance would respond to an emergency, a borderless EMS 
system meant that the closest ambulance would respond to an emergency regardless of the 
municipality it originated from. This reform also standardized treatment practices across 
Alberta, an important step to ensuring that patients across the province received consistent 
and appropriate care. Under AHS, resource management became more efficient and respon-
sive, with one unified system sharing scarce healthcare resources. Finally, this policy also 
brought the benefit of online medical consultation, improving data management and elimi-
nating the need to compile disparate data from different regions, enabling performance to be 
better tracked (Rusjan and Kiauta 2019) and audited by AHS.

Unfortunately, even seemingly sound health system reforms can fail to achieve the 
intended impact when broader issues remain unaddressed. These common-sense reforms 
were designed to enhance integration, standardization and efficiency by eliminating regional 
resource disputes and response time discrepancies with improved province-wide service 
delivery (AHS 2009). The borderless system explicitly aimed to efficiently optimize use and 
distribution of ambulances across the province: ambulances would now f lex or move to cover 
other communities when their ambulances are out on calls or unavailable due to staffing 
shortages. 

These best-laid plans resulted in negative impacts on rural communities. Larger com-
munities are structurally inclined to poach resources of smaller ones: larger centres such as 
Calgary and Edmonton had higher overall call volumes and were a natural magnet for units 
in the surrounding communities. This meant small communities did not have emergency 
units positioned to respond. Data from 2023 show that rural emergency ambulances sur-
rounding Calgary were called into Calgary 1,178 times in a year, or 98 times a month, just for 
non-urgent inter-facility transfers alone (Offin 2024). Considering paramedics can generally 
respond and transport up to four emergency calls in a 12-hour shift, this number represents 
considerable non-urgent EMS utilization. With only one or two ambulances, rural commu-
nities were left vulnerable, with potential response times getting dangerously long once their 
home units were diverted elsewhere. 

With respect to the borderless system resulting in frequent and prolonged diversions of 
units away from their home communities, this continues to have outsized counterproduc-
tive effects on costs, efficiency and staff burnout. The reforms were also a strong contributor 
to worsening staffing issues and burnout, as being drawn far from home for the majority of 
their 12-hour shifts is needlessly and frequently pushing paramedics into overtime, because 
after providing care to those in urban centres, these crews need to restock and return to 
their home communities. As a result, economic efficiency is reduced because of increased 
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staff costs (Ryan 2021). The strain on paramedics has led to more than 80,000 vacant hours 
according to data from January 1, 2023, to October 27, 2023, and full-time staff leaving 
positions to work part-time or casual, which reduces the reliability of the workforce (Villani 
2024). For paramedics, increasing call volumes, staffing shortages and emergency department 
(ED) waits have all contributed to a more difficult work environment and increased expec-
tations that EMS serves as a catchall backfilling other healthcare gaps across the province 
(Bellefontaine 2023; Rumbolt 2018). The specific challenges that paramedics in Alberta 
face highlight the nature of most other pressing multifactorial health system challenges in 
Canada. Health professionals consistently report being overworked (Jones 2022), unable to 
adequately fill their intended roles and struggling to provide quality care because of broader 
system factors.

As a paramedic working in this system, JN (the lead author) experienced first-hand the 
challenges and consequences of system dysfunction and ever-longer response times. This led 
the lead author to ask why conditions seemed to worsen after this reform was implemented. 
Our 60- to 90-minute virtual interviews with front-line providers (Newton et al. 2024)  
suggest that today’s perceived failures (Ryan 2021) of the borderless system mostly do not 
reflect fundamental f laws in the policy itself but rather an ongoing lack of resources and 
support for EMS providers overall, which is not just limited to Alberta. Worsening metrics 
include evidence from December 2021 showing that in Calgary and Edmonton, there were 
695 red alerts – meaning no available ambulances in either city for a portion of time (Easton 
2022). Such critical shortages likely reflect inadequate accommodations for increases in  
call volumes – up by 39% since 2017, with a disproportionate increase in rural Alberta 
(PWC 2022). Research suggests that the predominant drivers of these increases in call  
volumes are (presumably predictable variables of) population growth and an aging popula-
tion (Toloo et al. 2011).

Addressing Core EMS Policy Issues
Addressing the long EMS response times is a critical issue that requires action. While a 
reversion to fractured service and inefficient local municipal fiefdoms is clearly undesirable, 
re-institution of some guardrails (at least temporarily) to address these identified shortcom-
ings of the borderless system is likely necessary before long-term solutions can be formally 
put into place. Participants in our qualitative research referenced First Nations communities 
(with independent EMS services) responding outside their geographic area only for higher 
acuity calls, as well as considering more thoughtful minimums for safe coverage of specific 
geographic areas before dispatching the remaining available units to other areas (Newton 
et al. 2024). This specific policy at least helps ensure that First Nations communities have 
an available ambulance. For EMS, thoughtfully deploying new resources to directly increase 
staffing and unit availability across all areas of the province is a crucial first step to ensur-
ing efficient service delivery and patient safety, but special attention needs to be directed at 
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the deeper compounding problems that nullify or undermine any benefit of new or rede-
ployed resources.

Broader solutions, expected to be more durable and impactful, again need to concur-
rently address a multitude of interconnected factors (Government of Alberta 2022; Newton 
et al. 2024). Often, these measures will be part of broader health reforms to address issues 
like ED overcrowding with knock-on effects that put timely and effective EMS service in 
peril. One recent example highlighted by our research participants was AHS’s implemen-
tation in March 2023 of improved monitoring and enforcement of a targeted 45-minute 
hospital offload time where hospital EDs were obligated to assume appropriate patient care 
rapidly so that paramedics could return to the community within the 45-minute timeframe. 
Early indications from our research suggest that the change has been transformative in 
improving the availability of EMS resources and in boosting morale (Newton et al. 2024). 
However, participants were aware of how this then shifts the workload to staff in the ED. 
Some evidence has shown that this can improve the length of stay and reduce the time to 
treatment, possibly translating to improved patient-centred outcomes (Crilly et al. 2020).

Further recommended reforms also supported by the Alberta EMS Provincial Advisory 
Committee include education and resources to reduce low-acuity calls and to find ways to 
empower paramedics to safely and efficiently connect patients with appropriate alternate 
venues for more urgent (but not emergent) care (Government of Alberta 2022; Newton 
et al. 2024; Sporer 2017). Supporting EMS in this manner by providing the capability for 
operational f lexibility improves efficacy and also helps avoid crippling bottlenecks like ED 
offloads. Solutions like this that integrate with the broader health system require careful 
investment in staff and resources beyond the most traditional of EMS roles. The expansion 
of community care paramedics is a crucial option to directly provide urgent care (instead of 
the emergent care, which EMS is designed to respond to) and has shown to be a cost-effective 
strategy in Ontario (Xie et al. 2021).

In addition to these operational enhancements, addressing the EMS working environ-
ment is also critically important for ensuring a sustainable prehospital health system (Cash 
et al. 2019). In the context where burnout and attrition are prominent contributors to the 
staffing issues most EMS systems face (Basnawi 2024), our research participants frequently 
highlighted how informal expectations of being a touchstone for patients unable to otherwise 
access community services was a major contributor to increased workload, frustration and 
stress (Newton et al. 2024). Conversely, properly equipping, supporting and empowering pro-
viders promises to be a powerful intervention to counter this burnout that is compromising 
staffing levels (Ericsson et al. 2022). Supports that can alleviate the workload and concur-
rently enhance morale for EMS include effective shared 811 response, mobile outreach teams, 
more innovative and flexible scheduling and utilizing the full scope of practice. If progress can 
be made in this regard, a virtuous circle may be able to take hold where enhanced staffing  
supports an arrest in attrition that allows the system to function in the manner intended. 

How Good Reforms Fail: The Warning Example of Alberta’s Borderless EMS System
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To support and complement this imperative of empowering providers, front-line provid-
ers also recommended that mentorship programs and allowing rotation through more diverse 
EMS positions could further reduce burnout and attrition. With a large and constant influx 
of young practitioners, mentorship programs are needed to support new hires with clinical 
knowledge and also to create a supportive, safe environment to ask questions (Burgess et al. 
2018). Diversifying positions to incorporate more education, training and (perhaps most 
critically) consistent alternative daytime clinical work (such as community paramedicine) 
into regular schedules could dramatically alleviate provider stress. The steps to achieve this 
involve EMS system administrators, consulting with front-line staff and developing positions 
that incorporate new roles progressively and effectively into daily operations. Harnessing 
these existing desires within the profession to provide more diverse and effective care must 
therefore concurrently use human resource management strategies that explicitly look beyond 
short-term crises and instead focus on the (more critical) longer-term health of the EMS 
workforce. Administrators need to be supported in being less reactionary and avoid chasing 
short-term metrics (or placating political pressure) by placing undue demands on providers 
(such as not limiting involuntary overtime), especially vulnerable junior paramedics whose 
retention is essential to the health of the prehospital care system.

System Reform Cannot Happen in Isolation 
System-level reforms that fall short in achieving the intended impact is a common experience 
across many Canadian health systems. Policies aimed at restructuring should be proactive in 
thinking through unintended consequences. Recent failures to accommodate broader stresses 
on the emergency response system turned strengths of the streamlined province-wide borderless 
approach into a weakness – namely, the seemingly obvious benefits of breaking down borders. 

This EMS case study highlights that effective change is hard and multiple strategies  
are needed to address the multifactorial problems plaguing Alberta’s and other provinces’ 
EMS systems. 

Conclusion
Overall, the current predicament that Alberta’s borderless EMS system finds itself in is 
a strong example of how even advantageous and seemingly common-sense health system 
reforms can still fail to make more substantial impacts when broader issues remain unad-
dressed. Effective reforms must always work to identify structural impediments to their 
intended mechanisms of success and strive to mitigate factors that could attenuate or sabo-
tage hoped-for improvements. For this example, we have discussed the potential efficacy 
of more ambitious operational and cultural changes in supporting staffing and allowing 
the implemented borderless system to function as effectively and as intended. In EMS and 
other health sectors, policy makers in Alberta and across Canada need to demonstrate that 
they can learn from similar experiences with past reforms and address such complexities. 
Albertans and Canadians do not have the time to wait.

Janna Newton et al.
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Abstract
Canada’s healthcare system is struggling to provide primary care and acute care for ever-
increasing numbers of patients, who are turning to emergency medical services (EMS) 
agencies to obtain timely care when in need. Paramedics are experiencing the downstream 
effects of these challenges, leading to a diversion of ambulances away from the communi-
ties they serve, increased call volumes and staff burnout. Well-intended policies, such as a 
borderless EMS system, should not be used as a stopgap measure to service non-emergency 
calls, and there should be a defined and enforceable process for returning ambulances to their 
home communities. Community paramedic and alternative treatment destinations represent 
an evolving area of paramedic practice that could offer solutions to some of the challenges 
faced by the healthcare system and relieve some of the occupational issues faced by paramed-
ics. However, to fully realize the benefits offered by some of these changes in paramedic 
practice, they must adopt evidence-based best practices and be accompanied by relevant 
changes in paramedic education and supportive government policy.

DISCUSSION AND DEBATE
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Résumé
Le système de santé du Canada a du mal à fournir des soins primaires et des soins de courte 
durée à un nombre toujours croissant de patients qui se tournent vers les services médicaux 
d’urgence (SMU) pour obtenir des soins en temps opportun lorsqu’ils en ont besoin. Les 
ambulanciers paramédicaux subissent les effets de ces défis, ce qui entraîne un détournement 
des ambulances loin des collectivités qu’ils desservent, une augmentation du volume d’appels 
et l’épuisement du personnel. Les politiques bien intentionnées, comme le système de SMU 
sans frontière, ne devraient pas être utilisées comme solution de rechange pour répondre aux 
appels non urgents, et il devrait y avoir un processus défini et exécutoire pour le retour des 
ambulanciers dans leurs collectivités d’origine. Les services paramédicaux communautaires 
et le choix d’autres établissements pour le traitement sont des domaines en évolution dans la 
pratique des ambulanciers paramédicaux. Ces domaines pourraient apporter des solutions 
à certains défis auxquels le système de santé est confronté et pourraient soulager certains 
problèmes professionnels auxquels sont confrontés les ambulanciers paramédicaux. Toutefois, 
pour tirer pleinement parti des avantages offerts par ces changements dans la pratique para-
médicale, ils doivent adopter des pratiques exemplaires fondées sur les données probantes 
et s’accompagner de changements pertinents dans la formation du personnel paramédical et 
dans les politiques gouvernementales de soutien.

T

The Impact of Canada’s Healthcare Crisis on Access to Emergency Medical 
Services Care
Canada’s healthcare system is in crisis, with ever-increasing numbers of patients turning to 
emergency medical services (EMS) and emergency departments to obtain needed care. None 
of the issues identified in the accompanying paper by Newton et al. (2024) have to do with 
the clinical practice of paramedics, but the problems affecting paramedics arise because of 
issues in the healthcare system. A borderless EMS system ensures that a patient suffering an 
emergency has a likelihood of getting an ambulance predicated solely on the whereabouts of 
all available paramedic resources, not just those associated with a specific municipality. The 
borderless system in Alberta is but one example of how EMS policies were created to address 
healthcare resources made increasingly scarce by the widespread and systemic deficiencies 
in our healthcare system. Ontario has a similar borderless system that is ensured through 
legislation and where the minister of health is responsible for maintaining a balanced and 
integrated system of paramedic services, coordinated through Ontario’s centralized ambu-
lance communication centres. However, the borderless system policy should not result in the 
poaching of ambulances to service non-emergency transfers in the larger cities. This use of the 
borderless system policy is not acceptable and may even be unethical when it deprives rural 
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and First Nations communities of paramedic resources, exacerbating the existing disparities 
that these communities face in access to healthcare. An equitable borderless system policy 
should have metrics in place to monitor its performance in responding to emergency calls, 
where timely response has proven beneficial in improving health outcomes for a number of 
clinical conditions, including trauma, stroke, heart attacks, mental health and addictions 
and out-of-hospital cardiac arrest. There should also be a defined and enforceable process for 
returning ambulances to their home communities in a timely manner as soon as there are no 
remaining emergency calls that require a response.

Community Paramedicine’s Evolving Role 
One central concept the authors were able to highlight in their article (Newton et al. 2024) is 
the diversity of front-line EMS providers that now exist in many paramedic services, includ-
ing community paramedics who are empowered to look beyond acute healthcare crises and 
manage people in their homes. These paramedics may serve increasing roles in healthcare 
education and promotion, diverting care away from overcrowded, understaffed hospitals, 
provide access to alternative destinations and enable virtual access to physicians for service 
and care. Community paramedic programs are an area of evolving but as yet incompletely 
developed practice that have the potential to contribute solutions to some of the problems in 
the broader healthcare system. 

Although this was not addressed by Newton et al. (2024), the extent to which the pub-
lic will tolerate adverse clinical outcomes that take place in the community setting is yet to 
be defined. For example, a patient with a benign-sounding complaint, such as fatigue, who 
later is found to have had sepsis or a myocardial infarction, may result in some taking a dim 
view of non-transport or alternative destinations. Perhaps, a safe middle ground might be to 
offer a clinical online consult with a dedicated EMS physician for certain clinical presenta-
tions before deciding on treatment courses at home or at alternative, non-hospital sites. We 
agree that innovative programs in community paramedicine not only have promise for their 
patients but may also have benefits by decreasing occupational stress injury for the respond-
ers, increase their sense of purpose and increase morale, thereby making a difference in 
long-term retention of the paramedic workforce. For these changes to successfully take hold, 
paramedic education at the college or university level needs to include training in all these 
aspects of paramedic practice. In addition, governments could play a role by supporting the 
development of community paramedic programs and alternative destination and care prac-
tices that incorporate performance metrics and adopt evidence-based best practices.

Conclusion 
Partnering with paramedics to develop a healthcare safety net to manage structural challeng-
es in the Canadian healthcare system is a Sisyphean task, one that cannot be borne by EMS 
agencies and their governing policies alone. Paramedics are suffering the effects of Canada’s 
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healthcare crisis, just like the other sectors of our healthcare system. Failing to consider 
and study the potential roles of paramedics in the broader healthcare system, beyond just 
their responses to emergency calls, risks undermining the very things they have been doing 
well and are striving for. In the end, the solution to some of the challenges in EMS brought 
about by the crisis in Canadian healthcare may be addressed by including paramedics in the 
broader healthcare discussion, examining proposed solutions they bring to the table, ensuring 
that there is a supportive government and educational system in place and applying similar 
metrics for measuring outcomes they might be able to offer.

Correspondence may be directed to Michael Feldman by e-mail at michael.feldman@sunnybrook.ca.
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Abstract 
Early psychosis intervention (EPI) is a complex model of care designed to be delivered by a 
large multidisciplinary team. However, in practice, it is often delivered by very small teams, 
particularly in rural areas. This study analyzed fidelity data from over half of Ontario EPI 
programs (n = 24) to compare model fidelity in programs with smaller (≤2.1 staff) and  
larger (≥4.3 staff) teams. Few differences were identified, suggesting that small teams may 
be a viable option to deliver the EPI model, although both large and small teams were chal-
lenged to deliver almost a third of the elements of care. 

Résumé 
L’intervention précoce en cas de psychose (IPE) est un modèle complexe de soins conçus pour 
être prodigués par une grande équipe multidisciplinaire. Cependant, dans la pratique, ces 
soins sont souvent fournis par de très petites équipes, en particulier dans les zones rurales. 
Cette étude analyse les données sur la fidélité de plus de la moitié des programmes d’IPE 
en Ontario (n = 24) afin de comparer les modèles de fidélité entre les équipes plus petites 
(≤2,1 employés) et plus grandes (≥4,3 employés). Peu de différences ont été relevées, ce qui 
laisse entendre que les petites équipes peuvent constituer une bonne solution de rechange 
pour offrir le modèle d’IPE, bien que les grandes et les petites équipes aient rencontré des 
défis pour offrir près du tiers des éléments de soins dudit modèle.

T

Background 
Early psychosis intervention (EPI) is internationally recognized as a best practice to treat 
young people experiencing their first episode of psychosis (Bertolote and McGorry 2005). 
EPI is a comprehensive model of care that integrates multiple evidence-based practices and 
is designed to be delivered by a multidisciplinary team (Bennett and RAISE Connection 
Program Investigators 2018; Mueser et al. 2015; NHS England 2016). EPI programs have 
been implemented across Canada, and several provinces, including Ontario, Quebec, Nova 
Scotia and British Colombia, have prioritized EPI as a core component of their mental health 
services (Bertulies-Esposito et al. 2022; Durbin et al. 2016; Iyer et al. 2015). 

Canada, similar to many jurisdictions, has large sparsely populated regions (Statistics 
Canada 2022). Supporting equitable healthcare delivery in these rural and remote regions 
is an ongoing challenge (Weinhold and Gurtner 2014; Whaley 2020). For a specialized 
program like EPI, the lower population density in rural and remote regions may mean insuf-
ficient cases to justify a large multidisciplinary team and difficulty recruiting professionals 
to fill all team roles (Cheng et al. 2014; Pipkin 2021). Similar challenges have been raised 
for other team-based mental health treatment models (Luciano et al. 2014; Meyer and 
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Morrissey 2007). As a result, smaller teams than the model specifies may be tasked with 
treatment delivery, with less certain results. In Ontario, there are currently 45 EPI programs 
and, according to a 2014 survey, almost half had two or fewer full-time equivalent (FTE) 
staff (Standards Implementation Steering Committee 2015). 

Limited prior research in Canada or elsewhere has examined whether small teams are 
able to deliver the full EPI model. One US study of 36 EPI teams reported a positive but 
non-significant correlation between team FTEs and fidelity to the model (Addington et al. 
2020). A 2004 Australian study found that fidelity was variable for three EPI teams that 
consisted of two EPI providers embedded in general mental health teams (O’Kearney et al. 
2004). Finally, a 2012 survey of Ontario programs found that programs serving catchment 
areas with lower population density, all of which had two or fewer FTEs, were more chal-
lenged to deliver some elements of care but more likely to deliver others (Durbin et al. 2016). 
This research, however, is now over a decade old and was based on a key informant survey 
rather than more rigorous fidelity assessments. 

Fidelity assessments are a strategy to measure whether the delivery of an intervention 
adheres to the intended practice model. In Ontario, the Early Psychosis Intervention Ontario 
Network (EPION) and the Centre for Addiction and Mental Health partnered to assess 
EPI program fidelity to the model to support quality improvement. In the present study, we 
utilized these data to compare fidelity for large and small EPI teams. 

Methods
Fidelity assessment scale and process
Fidelity assessments were conducted using the First Episode Psychosis Services Fidelity Scale 
(Addington et al. 2016, 2020). The scale includes 31 items, with each item rated between 
1 (not implemented) and 5 (fully implemented). A rating of 4 is considered satisfactory. 
Fidelity assessments were conducted by teams of two to three trained independent assessors. 
Fidelity ratings were assigned based on interviews with staff, clients and family members, an 
audit of 10 randomly selected client health records and program administrative data. Prior to 
the COVID-19 pandemic, data were collected through a two-day site visit. During the pan-
demic, interviews were conducted remotely and chart audits were conducted by local staff, 
trained and supervised remotely. More detail on the fidelity model has been published previ-
ously (Selick et al. 2021). Data on program characteristics were obtained through the fidelity 
assessment or existing administrative data collected by EPION.

Sample
Between 2017 and 2022, all Ontario EPI programs were invited to receive an assessment. 
Participation was voluntary and programs were included annually on a first come, first 
served basis until capacity was reached based on the available budget to support assessments. 
Twenty-four of Ontario’s 45 EPI programs received at least one fidelity assessment. If pro-
grams received more than one assessment, only the most recent was included in this study. 



[62] HEALTHCARE POLICY Vol. 20 No. 1, 2024

Analysis 
Given that a mix of small and large teams were assessed each year, we did not expect time-
based differences to impact results. Therefore, data for the 24 programs were combined 
and a mean fidelity rating was calculated per item. Over time, a small number of items were 
modified by the scale developer to increase clarity, rating reliability and alignment with the 
most recent evidence (Addington et al. 2020), with additional minor modifications made 
by the study team for the Ontario context. Of the 31 items, rating criteria for 19 items 
were unchanged and could be calculated for all 24 programs; criteria for 12 items that had 
changed could be calculated for 16 programs. 

While specific guidance on the minimum FTEs necessary for EPI delivery is lacking,  
it seemed likely that delivering the model with two or fewer FTEs would pose a challenge.  
In our study sample, nine programs reported 2.1 or fewer clinical FTEs and 15 reported  
4.3 or more clinical FTEs, excluding psychiatry (Table 1). Programs were therefore grouped 
as larger (≥4.3 clinical FTEs) and smaller (≤2.1 clinical FTEs). Mann-Whitney U tests 
were used to compare the mean item ratings between groups, and the percentage of item 
mean scores that met adherence (≥4) was calculated per group. Analyses were conducted 
using IBM SPSS Statistics 27 (2020). Ratings are presented in a heat map to visually show 
patterns in the findings. Ethics approval was obtained from the Centre for Addiction and 
Mental Health research ethics board. 

Results
Sample 
Of the 24 participating programs, nine were categorized as small teams and 15 as large teams 
(Table 1). Programs were located across Ontario. Although large teams had much larger 
overall caseloads (mean = 146 vs. 20), large and small teams had similar caseloads per clinical 
FTE. Compared with large teams, small teams were more likely to operate in rural areas and 
serve smaller catchment area populations.

Fidelity scores 
Large teams had a mean fidelity score of 4 or greater for 19 items (63%); small teams had a 
mean fidelity score of 4 or greater for 17 items (55%) (Table 2). There were three items where 
large teams met the target rating of 4 but small teams did not: psychiatrist role on team,  
multidisciplinary team and practicing team lead. There was one item where small teams met the 
target rating of 4 but large teams did not: timely contact with referred individual. Mean item 
fidelity ratings were significantly different (p < 0.05) for only one item: practicing team lead 
(small = 3.4 vs. large = 4.5). For both large and small teams, there were 11 items with mean 
scores below 4. 
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TABLE 1. Sample description

Program
Clinical 
FTEs*

Total 
caseload 

Caseload 
per FTE

Ontario 
region Urban/rural

Catchment area 
population 

Large (n = 15)

Program 1 22.1 502 22.7 Central Mainly urban >500,000

Program 2 15.4 281 18.2 East Mixed >500,000

Program 3 14 90 6.4 Central Mixed 200,000–500,000

Program 4 13 101 7.8 Central Mixed >500,000

Program 5 11 151 13.7 Central Mainly urban >500,000

Program 6 10.7 208 19.4 East Mixed 200,000–500,000

Program 7 10.7 70 6.5 West Mixed >500,000

Program 8 10.4 177 17.0 West Mainly urban >500,000

Program 9 9.5 118 12.4 West Mixed 200,000–500,000

Program 10 9 83 9.2 North Mixed 200,000–500,000

Program 11 6.8 130 19.1 Central Mainly urban >500,000

Program 12 6 104 17.3 East Mainly urban 100,000–200,000

Program 13 5 106 21.2 West Mainly urban 200,000–500,000

Program 14 5 36 7.2 West Mixed 100,000–200,000

Program 15 4.3 39 9.1 Central Mainly urban >500,000

Mean 10.2 146.4 13.8 N/A N/A N/A

Small (n = 9)

Program 16 2.1 21 10.0 East Mainly rural 20,000–100,000

Program 17 2 15 7.5 West Mixed 20,000–100,000

Program 18 1.8 27 15.0 East Mixed 20,000–100,000

Program 19 1.5 29 19.3 West Mixed 100,000–200,000

Program 20 1.5 29 19.3 East Mixed 20,000–100,000

Program 21 1.4 16 11.4 East Mainly rural <20,000

Program 22 1 10 10.0 North Mixed 20,000–100,000

Program 23 1 13 13.0 East Mixed 20,000–100,000

Program 24 1 23 23.0 East Mixed 20,000–100,000

Mean 1.5 20.3 14.3 N/A N/A N/A

*Excluding psychiatry.
FTE = full-time equivalent.
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TABLE 2. Fidelity ratings for large and small programs

Items 

Small 
(n = 9)

Large 
(n = 15)

Total 
(n = 24)

p-value
Mean 
(range)

Mean 
(range)

Mean 
(range)

Assignment of case manager 5.0 (5–5) 5.0 (5–5) 5.0 (5–5) 1.00

Antipsychotic medication prescription 4.9 (4–5) 5.0 (5–5) 5.0 (4–5) 0.68

Crisis intervention services§ 5.0 (5–5) 4.9 (4–5) 4.9 (4–5) 0.76

Participant/provider ratio 4.9 (4–5) 4.9 (4–5) 4.9 (2–4) 0.93

Comprehensive psychosocial needs assessment§ 4.6 (3–5) 5.0 (5–5) 4.8 (3–5) 0.35

Timely contact after discharge from hospital 5.0 (5–5) 4.7 (2–5) 4.8 (2–5) 0.45

Explicit diagnostic admission criteria 4.4 (3–5) 4.7 (3–5) 4.6 (3–5) 0.35

Patient retention§ 4.7 (4–5) 4.6 (4–5) 4.6 (4–5) 0.61

Antipsychotic dosing within recommendations 4.3 (3–5) 4.7 (4–5) 4.6 (3–5) 0.35

Annual formal comprehensive assessment§ 4.1 (1–5) 4.8 (3–5) 4.5 (1–5) 0.54

Program duration 4.3 (3–5) 4.5 (4–5) 4.5 (3–5) 0.60

Comprehensive clinical assessment 4.2 (2–5) 4.5 (1–5) 4.4 (1–5) 0.60

Patient psychoeducation 4.2 (1–5) 4.4 (1–5) 4.3 (1–5) 0.82

Psychiatrist role on team 3.8 (1–5) 4.6 (3–5) 4.3 (1–5) 0.29

Services for patients with substance use disorders§ 4.0 (2–5) 4.3 (3–5) 4.2 (2–5) 0.54

Communication with in-patient services§ 4.4 (3–5) 4.0 (2–5) 4.2 (2–5) 0.54

Multidisciplinary team 3.9 (1–5) 4.3 (2–5) 4.2 (1–5) 0.29

Family involvement in assessments 4.1 (2–5) 4.1 (2–5) 4.1 (2–5) 0.95

Practicing team leader 3.4 (1–4) 4.5 (4–5) 4.1 (1–5) 0.01*

Timely contact with referred individual 4.3 (1–5) 3.5 (1–5) 3.8 (1–5) 0.12

Family education and support§ 3.4 (1–5) 3.9 (1–5) 3.7 (1–5) 0.92

Treatment/care plan after initial assessment§ 3.1 (1–5) 3.7 (1–5) 3.4 (1–5) 0.47

Active engagement and retention 3.8 (1–5) 3.2 (1–5) 3.4 (1–5) 0.48

Supporting health management§ 3.0 (1–5) 3.6 (1–5) 3.3 (1–5) 0.54

Weekly multidisciplinary meetings 2.4 (1–5) 3.8 (1–5) 3.3 (1–5) 0.07

Psychiatrist caseload 2.3 (1–5) 2.9 (1–5) 2.7 (1–5) 0.56

Targeted public education 2.2 (1–5) 2.8 (1–5) 2.6 (1–5) 0.26

Early intervention§ 2.3 (1–4) 1.9 (1–3) 2.1 (1–4) 0.54

Cognitive behavioural therapy 1.9 (1–5) 1.5 (1–5) 1.7 (1–5) 0.52

Supported employment§ 1.0 (1–1) 1.3 (1–4) 1.2 (1–4) 0.76

Supported education§ 1.0 (1–1) 1.0 (1-1) 1.0 (1-1) 1.00

Note: Heat map represents higher fidelity scores in green and lower fidelity scores in red.
§n = 16 (small = 6; large = 10).
*Significant (p < 0.05).
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Discussion
The present study compared model fidelity in large and small Ontario EPI programs. Our 
data showed that small teams delivered similar care to large teams in most areas of practice. 
The main differences identified pertained to team structure and how team members worked 
together, elements intended to support high-quality service delivery. Small teams were signifi-
cantly less likely to have a practicing team lead. Although not significant, small teams were also 
less likely to achieve high fidelity for psychiatrist integration into the team and weekly team 
meetings. From the study data, it is unclear whether lower fidelity in team practices affected 
care delivery as few additional areas were identified where large teams performed better. 

In addition, there were a number of items for which both large and small teams did 
not achieve satisfactory fidelity scores, especially related to psychosocial treatment delivery. 
Manualized models of EPI such as NAVIGATE and OnTrack may help strengthen con-
sistency and quality of care (George et al. 2022). These models, however, expect that EPI is 
delivered by larger multidisciplinary teams with specialized skills. In Ontario, the feasibil-
ity of implementing these manualized models in smaller EPI teams and possible need for 
adaptations is currently being investigated (Kozloff et al. 2020). It is also possible that some 
low-performing items (e.g., active engagement and retention, which focuses on community visits) 
were impacted by the COVID-19 pandemic and will improve without system intervention.

Implications for research
An important next step is to examine the strategies used by small teams to support fidelity in 
order to identify effective strategies that could be implemented more widely. Small programs 
in Ontario historically operated as part of networks (Standards Implementation Steering 
Committee 2015), although current data are lacking. Network structures varied, but, similar to 
other jurisdictions (Behan et al. 2017; Pipkin 2021), they typically included a larger hub team 
supporting multiple smaller spokes or multiple small teams that partnered to support each other. 
Some networks were formalized and some were informal. Levels and types of support received 
from network partners ranged widely, including staff training, standardized tools, supervision 
and specialist consultation. Some small teams were also embedded within a general mental 
health team and leveraged supports from the broader team. For small teams, it is likely that an 
ability to leverage supports from partners, both EPI and non-EPI, is key to supporting fidelity.

It is also important to compare small teams to other strategies for rural delivery. 
Specialist outreach or multi-site programs are another potential approach to serving rural 
areas. In these models, a large central team delivers treatment to surrounding rural areas 
through telemedicine, travelling clinics, operating multiple sites and/or consultation to local 
providers. Currently, there is limited evidence on the relative effectiveness of these different 
models, and it has been suggested that different models may be necessary in different con-
texts (Behan et al. 2017; Cheng et al. 2014; Pipkin 2021).
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Implications for policy and practice 
The present study suggests that small teams may be a viable model for delivering EPI in 
regions that cannot support a full team. Formalizing and systematically implementing net-
works, particularly with the expansion in telemedicine use during the COVID-19 pandemic, 
may help support small team fidelity. Ongoing quality monitoring, including fidelity and 
outcome measurement, can help identify successful practices for serving rural and remote 
areas. There were also a number of items for which both large and small teams did not 
achieve satisfactory fidelity scores, suggesting that all programs require additional support to 
deliver the full model. Improving practice in these areas may require centralized intervention 
to provide clear guidance on expected practice, training, monitoring and coaching. In  
many jurisdictions, this role is performed by intermediary organizations, which work 
with programs and funders to support system implementation of evidence-based practices 
(Durbin et al. 2021; Proctor et al. 2019).

Limitations
A limitation of applied system evaluation is that measures must evolve in response to system 
needs and emerging evidence on best practices. In the present study, changes to the fidelity 
scale over time reduced the sample for some items. Participation in fidelity assessments was 
voluntary and it is possible that the study sample included higher-performing programs. That 
said, extensive efforts were used to encourage participation and the study sample included 
diverse programs from across the province. It is also possible that there are elements of prac-
tice where large and small programs differed that were not captured in the fidelity scale. 
The scale can only capture quality of delivery in a limited way and it does not include some 
elements of care (e.g., peer support), which are receiving increasing recognition as important 
components of EPI. The study does not allow us to reach conclusions on the minimum 
number of staff necessary to delivery EPI with fidelity; however, it provides some preliminary 
evidence on the feasibility of delivering the model with very small teams.

Conclusion
This study found that EPI programs with very small teams had similar fidelity scores to  
programs with larger teams for most elements of practice, suggesting that small teams may 
be a viable way to support equitable access to EPI services across the province. However,  
both large and small programs struggled to deliver almost a third of the elements of care.  
All programs may need centralized support to deliver the full model. 

Correspondence may be directed to Avra Selick by e-mail at avra.selick@camh.ca.
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Abstract 
Providing services in a patient’s preferred language is linked to safe and quality care. This 
paper presents the process and outcomes of implementing practices of active offer (AO) of 
French-language services in a hospital setting in a region of Ontario with a low density of 
francophones. Participating unit managers and site coordinators selected AO practices and 
carried out an implementation plan. The implementation’s success was linked to the support 



[70] HEALTHCARE POLICY Vol. 20 No. 1, 2024

Katrine Sauvé-Schenk et al.

received from higher management and site coordinators. Challenges included the managers’ 
rival priorities and perceived language priorities. This process could be applied to meet the 
needs of other language communities. 

Résumé 
La prestation de services dans la langue préférée du patient est liée à des soins sécuritaires et 
de qualité. Ce document présente le processus et les résultats de la mise en œuvre des pra-
tiques d’offre active de services en français dans un milieu hospitalier situé dans une région 
ontarienne à faible densité de francophones. Les gestionnaires d’unité et les coordonnateurs 
locaux participants ont choisi les pratiques d’offre active et ont déployé un plan de mise en 
œuvre. Le succès de la mise en œuvre était lié au soutien reçu de la part des cadres supérieurs 
et des coordonnateurs locaux. Les défis rencontrés comprenaient les priorités concurrentes 
des gestionnaires et les priorités linguistiques perçues. Ce processus pourrait être appliqué 
pour répondre aux besoins d’autres communautés linguistiques.

T

Introduction
Language discordance, which occurs when healthcare professionals and patients are not pro-
ficient in the same language, is linked to decreased quality of care and patient safety (Bowen 
2015; Reaume et al. 2024). Canada has two official languages, and the impact of language 
discordance has been observed for people whose main language is neither of the official lan-
guages and for members of the official language minority communities (OLMCs). OLMCs 
are groups of people whose preferred language is French but live in English majority-language 
regions outside the province of Quebec or whose preferred language is English but live in the 
French-majority province of Quebec (de Moissac and Bowen 2018; Seale et al. 2022).

Many francophones, defined as individuals who have French as their mother tongue 
or first official language, especially those living in OLMCs, have indicated that they would 
prefer receiving their health services in French; however, only a smaller percentage will ask 
for French-language services (FLS) and an even smaller percentage will receive them (Léger 
2020). There are several reasons for the low number of FLS requests, including a concern 
that waitlists are longer (de Moissac and Bowen 2017; Savard et al. 2020) or that services will 
be of lower quality (Léger 2020). Some francophones may not request FLS as they consider 
themselves capable in both official languages or more proficient in English. Thus, bilingual 
francophones may often accept health services in English. Importantly, second-language pro-
ficiency at home or at work does not mean that patients are equally proficient in a healthcare 
context (Itzhak et al. 2017). The resulting language discordance can create challenges.  
For example, patients may ask healthcare providers fewer questions, have difficulties under-
standing medical details (Sauvé-Schenk et al. 2024) or experience issues with consent  
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(Peled 2018). There are many reported situations of francophones being unable to effectively 
use English in a highly emotional or stressful health situation, for example, when presenting 
to the emergency room for mental health assistance (Vandyk et al. 2022). 

Studies have shown that actively offering services in both official languages can increase 
the request and use of FLS (Bélanger et al. 2018). Increasing active offer (AO) shows the 
potential to reduce events of language discordance in a healthcare encounter and increase 
quality and safety of care. AO is defined as “an invitation, verbal or written, to speak in the 
official language of one’s choice. The offer to speak in the official language of choice must 
precede the request for services” (translated from Bouchard et al. 2012: 46). 

Canadian provinces have different laws and policies mandating the provision of services 
in French and English. For example, bilingual services are provided in all publicly funded 
healthcare organizations in New Brunswick and only in some organizations that are identi-
fied or designated by the provincial government in Ontario and Manitoba (Foucher 2017). 
In Ontario, fully or partially publicly funded health organizations are not automatically 
designated to offer services in French; rather, an organization can self-identify or be identi-
fied by the Local Health Integration Network (LHIN) to receive a designation. Having a 
designation means that the organization must provide services in both official languages, 
and being identified implies that the organization is working toward an official designation 
(Government of Ontario 2023).

Over the past 20 years, there have been governmental efforts to increase access to health 
services in the official languages, both from the provincial government (e.g., the introduc-
tion of prescribed principles of AO under the French Language Services Act, 1990 [O. Reg. 
544/22]) and from the federal government (e.g., Health Canada’s financial support result-
ing from the action plans and roadmaps for the official languages [Bouchard et al. 2024]). 
Société Santé en français (SSF) is one such funded national organization with a mandate 
to improve access to French-language health services for OLMCs (SSF 2021). Importantly, 
the SSF was instrumental in collaborating with the national health services accreditation 
organization to set a new voluntary norm that recognizes access to services in both official 
languages (Accreditation Canada n.d.).

Several factors can influence the implementation of an innovation, such as the implemen-
tation of AO practices in a healthcare site. The Consolidated Framework for Implementation 
Research (CFIR) presents five domains with constructs that can be used to guide the imple-
mentation process as well as understand implementation outcomes (Damschroder et al. 
2022a). According to the CFIR, the implementation process can be affected by the innovation 
itself as well as the determinants, including those related to the inner setting domain where 
implementation is taking place (e.g., workplace culture); the individuals working in this set-
ting (e.g., motivation); and the outer domain in which the implementation setting exists (e.g., 
provincial laws) (Damschroder et al. 2022a). This framework also clarifies anticipated versus 
actual implementation outcomes. Actual implementation outcomes are the adoption of the 
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innovation, the success or failure of the implementation of the innovation and the sustainment 
of the innovation over the longer term (Damschroder et al. 2022b).

In English majority-speaking settings, the implementation of FLS is subject to a particular 
set of contextual factors or determinants (Forgues et al. 2017). For example, determinants from 
the inner setting include administrative will, human resource availability and organizational 
policies on language of services, as well as individual factors such as employee perceptions about 
the importance of providing FLS in their communities. Outer setting determinants include the 
provincial language policies and the local language needs (Forgues et al. 2017).

Our understanding of how to successfully implement AO practices in healthcare settings 
continues to be limited, especially in OLMCs where there is a low density of FLS users and 
low number of French-speaking staff. The objectives of the study were to understand how an 
organization, via unit managers, can initiate and conduct the implementation of AO prac-
tices and to identify the factors that influenced the implementation outcomes.

This paper reports on the implementation process and outcomes of introducing AO of 
FLS practices in one acute healthcare setting with a low density of FLS users and low num-
ber of French-speaking staff. 

Methods
Site selection and participant recruitment
To participate in the study, a healthcare site needed to express an interest in improving health 
services for their francophone patients. Potential hospital sites were approached by the SSF 

via a general e-mail invitation. Five sites, from communities with a variety of densities of 
French-language speakers, responded. Three sites initially accepted to participate in the pro-
ject. Of these, two sites later declined. Reasons were a lack of human resources and a major 
provincial healthcare restructuring. Hence, this project was carried out in only one hospital 
located in Ontario. 

From this participating site, the research team sought the assistance of local hospital 
members to act as site coordinators by liaising with the higher administration, unit manag-
ers and the researchers. Study participants were the site coordinators and unit managers who 
were recruited from the units where AO practices could be introduced.

Innovation and implementation process 
The first phase of the study served to set up implementation. The managers and site coor-
dinators attended a three-hour workshop, led by the researchers, that focused on language 
discordance in healthcare, national and provincial language laws and principles of AO of ser-
vices in both official languages. 

The researchers guided the unit managers and the site coordinators to work together to 
enumerate current AO practices in their hospital and to identify potential additional prac-
tices that could be implemented (innovation). They used a list of research-based practices, 
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derived by the researchers from a literature review, to help conceptualize AO using small 
manageable practices to choose from. They chose four practices and then created an imple-
mentation process plan. 

In the second phase, the site coordinators and unit managers began introducing these 
AO practices in the selected units. A research assistant was available to them at each step to 
support implementation.

Ethical consideration
Participating hospital’s research ethics board approval was obtained (certificate #2017101). 
Approval was also obtained from the researchers’ institutions (certificates # FC-30-11-16 and 
A04-17-05). All study participants provided written consent.

Data collection
The managers and site coordinators were invited to participate in two semi-structured 
interviews. The first focused on the workshop’s effectiveness, the process for choosing the 
innovation and the implementation process plan, with a focus on anticipated implementation 
outcomes (e.g., “What do you foresee will be the challenges or difficulties in implementing 
your action plan?”). The second interview took place approximately eight months later fol-
lowing implementation of the actions and focused on the perceived outcomes (e.g., “What do 
you see as the main results of the implementation of this action plan on your unit [impact on 
the organization, the unit, the personnel, the patients]?”). 

Data analysis
The data stemming from the recorded semi-structured interviews were transcribed and 
the verbatims were analyzed using a general inductive approach (Thomas 2006). With this 
approach, meaning was found both inductively and deductively using the project objective 
and the main domains and constructs of the CFIR (Damschroder et al. 2022a, 2022b). 
This framework guided the analysis of the implementation process and implementa-
tion outcomes. Data were managed using NVivo 12 software (2018) (QSR International, 
Doncaster, Australia).

Results
Site and participants
The project was carried out in a regional hospital where AO of FLS practices were not com-
mon, located in a region of Ontario with a low density of French-speaking individuals. The 
regional hospital provides services within a large health district, of which approximately 2% 
identify as francophone (Ontario Health 2025). The LHIN had recently identified this  
hospital as an organization that should be offering FLS (NWLHIN 2013).

Three site coordinators supported this study: two upper-level managers and one 
administrative assistant who was the new FLS officer. These leaders assisted with tasks 
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such as research ethics board applications, site/researcher communication and participant 
recruitment. 

Managers from the four following units participated in the study: in-patient unit, out-
patient clinic, admitting service and staff management office. One manager left their unit 
(interview UM002) and the incoming unit manager agreed to participate in the study (inter-
view UM006); they reviewed the workshop content with the research assistant. As this is a 
small hospital and there is a risk of reidentification of the participants, units are not linked to 
the interviews (Table 1).

TABLE 1. Participants and interview identifiers 

Participants

Participant identifier

Participant preferred language of 
communication

Participants 
Interview 1 Interview 2

Unit managers UM001
UM002
UM003
UM004

UM005
UM006
UM007
UM008

English unilingual
English unilingual/English unilingual
English unilingual
English preference, also speaks 
French

Site coordinator – SC009 English preference, also speaks 
French

The process and outcomes of implementation are described in the following section, 
guided by the CFIR and focusing on the innovation domain, setting domains (outer, inner 
and individual), implementation process constructs and indicators of implementation out-
comes (Damschroder et al. 2022a, 2022b).

Innovation domain
In collaboration with the participants, the scope of AO was defined. Using the evidence-
based list of possible AO practices provided by the research team during the workshop, the 
managers, with the support of the site coordinators, followed a process to choose practices 
for implementation. They considered innovation constructs, including adaptability of the 
practices to their context, complexity and cost.

Are we doing this? Can we do this? Is this doable for us? And we kind of went 
through [the practices on the list] and then decided which ones we thought we could 
get done quickly, some things would take a little more time to get implemented, and 
then [there were] other things that may never, might not be possible. (UM004)

The site coordinator reported that this list of research-based practices prepared by the 
researchers helped to better understand the concept of AO. 

I think that the most valuable piece was the list of suggestions [on] how to make an 
active offer of French language services and how very easy most of them would be 
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for managers to implement. […] Things like identify the people in your unit who 
speak French, and here’s a pin for them. Think about your signage. Very simple and 
effective. (SC009)

The managers chose to introduce four practices that could be adapted to their individual 
units and that they thought were relatively low cost and low complexity. These practices were 
to (1) add French/English bilingual telephone messages; (2) add bilingual signage on the 
units (large hospital directional signs were already in both official languages); (3) add bilin-
gual educational/informational resources on the units; and (4) have French-speaking unit 
staff wear lapel pins indicating that they can provide their services in both languages.

Implementation process
The unit managers were initially responsible for leading the implementation of the AO prac-
tices; however, the site coordinators took a larger responsibility in guiding implementation 
because of the managers’ pressing administrative challenges and competing priorities from 
the acute care hospital setting. For example, the timing of the f lu season bed-capacity crisis 
coincided with the implementation. The unit managers stated that this assistance from the 
site coordinators was an important facilitator for the success of the implementation. “[It was] 
helpful getting reminders from [site coordinators] because sometimes we get overwhelmed 
with other tasks …” (UM008).

The signs [were] easy […] what I ended up doing was taking pictures of all the signs 
I had on my unit and sending them to [the site coordinator]. And then she just made 
arrangements to get them all done bilingual[ly] … . (UM007) 

The site coordinators recognized their role in supporting managers with implementa-
tion, especially in the context of rival priorities.

[The managers] also knew that, you know, some of those decisions [related to the 
choice of active offer practices] were made because those were the things that we 
could provide them the most support in implementing … I think they just looked 
at us and said, “Okay, you’re going to get our signs translated? Great. Tell me when 
they’re done.” (SC009) 

A manager recognized additional determinants from the inner, outer and individual 
domains (CFIR) that facilitated implementation. They stated that higher hospital manage-
ment supported implementation of AO practices because their organization was identified 
for designation by the provincial government. This facilitated access to external support 
services, such as translators, information technology technicians and facility management, 
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to carry out implementation. Additional costs were also incurred, and delays occurred in the 
implementation calendar because of these external services.

Implementation outcomes
The unit managers and site coordinators identified that their implementation was success-
ful and that there was concrete evidence from the implementation of the four practices, for 
example, translated education materials on their units. 

While the unit managers adopted the innovation and played a key role in the successful 
implementation of outcomes, several of them reported having doubts about the importance 
of the implemented practices for OLMCs in relation to other hospital priorities and ques-
tioning their impact.

To be 100 per cent honest, here at the [hospital], in my nineteen years of working  
for this organization, I have never really come across a French-speaking patient 
[who] was unable to communicate in English. So, it hasn’t been, like, I haven’t really 
necessarily seen a benefit. (UM002)

You know, we’ve made those changes, but did it have any effect on anybody [who]  
is a French-speaking person? I don’t know. Because ... did we ask any of our patients 
when they were discharged, “Did you notice our signage is now in English and 
French? [D]id it enhance your experience? [W]as it something that you found  
helpful?” (UM007)

Nevertheless, the site coordinators championed the project and reported feeling moti-
vated to implement additional AO practices. “… we’ve [site coordinators] gone beyond the 
parameters of the research project to actively offer French. And we’re motivated. I think […] 
the primary piece for me is [that] I want to keep going”. (SC009) 

The site coordinators self-initiated the implementation of two additional AO practices. 
The first was “Welcome/Bienvenue” signs at all patient contact points with instructions 
guiding clerks on how to obtain French-interpretation services for the patients. The second 
was the addition of, in English-language pre-operative letters sent to patients, a French sen-
tence informing patients that they can contact the FLS officer for clarifications or a French 
version of the letter. The site coordinator explained the positive impact of the addition of this 
sentence in the letters for a particular patient for whom they were able to organize interpre-
tation services. 

So, had we not included that information [to call the FLS officer] and had [the 
patient] not called, he would have shown up for his appointment. […] He would 
have not been prepared for the procedure. He would have been on the medications 
[he was instructed to cease one week prior to the appointment]. He would have been 
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sent home. He would have been extremely frustrated. The hospital resources would 
have been wasted. (SC009) 

The coordinators also began transferring lessons learned to other minority-language 
groups. For example, they set up a centralized list of francophone staff who could provide 
services in French and added workers who could provide services in other languages spoken 
in that region. 

So, in addition to a list of staff who speak French and English, we have a list of staff 
who speak Finn[ish] and Italian and Ukrainian, etc. So, that information is housed 
in the same place, on the Intranet, as the list of francophones or French-speaking 
staff. So, if you know the process to have somebody attend and provide service to a 
patient in French, you know the process for Italian or whatever [language]. (SC009) 

Managers reported being concerned about the sustainment of AO practices that were 
linked to their limited number of French-speaking staff in the organization. “… We don’t 
have any French-speaking staff in this department” (UM008). Even with established lan-
guage priorities, they were unable to fill their French-language positions. “[French speaking] 
Clerical [staff]? I have none. And that’s not for lack of, you know, I know every posting that 
we put up, you know, French language is one of the criteria” (UM004).

Sustainment was also at risk because of the managers’ general lack of conviction that the 
francophone population had priority needs to be addressed compared with the region’s other 
language groups.

We have a large Indigenous population in [this region]. There’s a lot of Indigenous 
people [who] do not speak any English. We have a large Italian population, a large 
Finnish population … But I haven’t come across a French family or a French patient 
[who] doesn’t speak English. (UM008)

The site coordinator reported that three of the practices would be sustainable: the bilin-
gual signs, educational materials as well as the telephone messaging system, because these 
practices were now integrated into formal hospital processes and did not rely on French-
speaking staff. “Every single new and newly revised patient education material [now] goes 
through the translation process, and it’s not approved until it is bilingual” (SC009).

Discussion
Respecting language of preference is a key tenet of providing health services in an officially 
bilingual country such as Canada, a central concept of patient-centred care (Picker Institute 
2024) and a recognized element of quality of care (Accreditation Canada n.d.). Actively 

Implementing Active Offer of Services in Both Official Languages in a Hospital Setting in Ontario



[78] HEALTHCARE POLICY Vol. 20 No. 1, 2024

offering services in both official languages is therefore an important step toward meeting the 
needs of the OLMCs. 

This project served to improve our understanding of the key factors that influenced 
the implementation of AO of FLS practices in an Anglo-dominant regional hospital in 
a low-density francophone region of Canada. The main factor influencing the successful 
implementation process and its outcomes, specifically the sustainment of the AO practices, 
was support from higher administration and site coordinators.

We originally planned to have the acute care unit managers lead the implementation pro-
cess. Since they were closest to those patients who would benefit from AO, we believed that 
they would be best to spearhead the process. The managers were fully engaged in identifying 
needs and priorities and determining the chosen practices for implementation, which likely 
increased the acceptability and adoption of the practices in their units (Damschroder et al. 
2022a, 2022b). However, as the process of implementation progressed, roles needed to be 
redefined to adapt to the setting’s rival priorities and limited resources, and the site coordina-
tors took charge of concrete tasks and directed the implementation process to completion. 

The project seemed to have minimal influence on the managers’ beliefs about the impor-
tance of AO of services in both official languages. Vézina (2017) suggests that the best way 
to encourage such a change in attitudes toward FLS is to link the importance of the change 
to quality and safety, which are values of patient-centred care common in most healthcare 
organizations. This minimal conviction on the part of the managers was offset by the sup-
port of higher hospital administration (Forgues et al. 2017; Sawang and Unsworth 2011), 
who, during the study, created an FLS officer position and met with the research team to 
discuss implementation and offer additional resources. The site coordinators also acted as 
internal champions of AO and FLS and had a positive influence on effectiveness of the 
implementation (Greenhalgh et al. 2004; Miech et al. 2018). While healthcare profession-
als need to be aware of the importance of the principles of AO of services in both official 
languages and be willing to adopt such behaviours, this type of high-level managerial support 
has been shown to be critical in inciting employees to enact AO (Savard et al. 2017). 

Sustainment of FLS innovations can be influenced by factors such as lack of staff buy-in 
and resource challenges, specifically limited bilingual staff (Drolet et al. 2014). Sustainment, 
which is an implementation outcome that refers to the innovation being delivered over the 
long term (Damschroder et al. 2022b), was also supported by higher administration as they 
allowed the official integration of several of the AO practices into the hospital processes. 

While this project reinforced the participants’ understanding of official language laws 
and policies and understanding of the role of language in patient-centred care, it also encour-
aged them to recognize that similar practices and strategies could be applied to support 
the language needs of other minority-language groups receiving services in their hospital 
(e.g., asking language of preference at the admission, suggesting translation/interpreta-
tion services).
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This project’s approach to implementation of AO practices was used in a region with 
low density of francophones, but could be applied in other OLMCs, with possible increased 
success in areas with higher density of francophones. More specifically, in such high-density 
areas, units would be more likely to admit French-speaking patients and have less difficulty 
hiring a minimal number of bilingual staff, which in turn may increase unit managers’ own-
ership of practices needed to meet the needs of this population. This should be confirmed in 
future studies.

While the CFIR highlights the importance of gathering outcome data from innova-
tion deliverers and key decision makers, as they have the most influence on success of 
the implementation, the voices of innovation receivers should be collected when possible 
(Damschroder et al. 2022b). An important limitation of this study was this lack of data from 
francophone patients. A future study could focus on their experience of AO practices and on 
their perception of the benefit and importance of AO practices.

Based on our experiences, the following are the recommendations to facilitate implemen-
tation processes and outcomes: 

1.	 At project onset, secure buy-in from higher administration and site coordinators. 
2.	 Support innovation deliverers, such as the unit managers, to have a good understanding 

of local language laws and policies and of the link between language and patient-centred 
care. Adding examples taken from their own setting of local francophone patients’ com-
munication barriers in the initial workshop may be helpful to positively change their 
beliefs about the importance of the implementation in their region.

3.	 Encourage the transfer of AO practices designed for OLMCs to help meet the needs of 
other language minority groups. 

4.	 Support the organization to define their needs: Where will actions have the most 
impact? Which actions are more feasible to implement (e.g., choosing practices at the 
level of the healthcare professionals or more centralized actions such as signage)? Provide 
a list of tangible research-based AO practices that can be adapted to the local context. 
Considering current limitations in the healthcare setting, ensure that suggested actions 
have varying resource requirements.

Conclusion
Ensuring that healthcare services are actively offered in the patient’s preferred language is a 
basic tenet of patient-centred care. Anglo-dominant health organizations in low-density fran-
cophone regions who are mandated to provide FLS may benefit from support to implement 
practices of AO of services in both official languages. This project outlined a process for 
implementation and served to improve our understanding of the key determinants that influ-
ence the success of this type of implementation, particularly the significance of support from 
higher administration and site coordinators.
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