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April 2019 

 

Backgrounder  
 

Bill 74: The People’s Health Care Act, 2019 
 

Context  
 

On April 18, 2019, the provincial government passed Bill 74, The People’s Health Care Act, 2019.   Bill 
74 makes a series of amendments to several pieces of legislation as part of the provincial government’s 
efforts to end hallway medicine. 
 
The Ontario Hospital Association (OHA) has prepared this backgrounder to provide members with a 
high-level overview of this legislation. For further information on Bill 74, please refer to the provincial 
government’s news release and accompanying documents (link). 
 

Key Highlights of the Proposed Legislation  
 

Bill 74 is one of the most significant structural reforms in recent memory for Ontario hospitals and 
health service providers. The bill includes three key components: 

• Schedule 1 enacts the Connecting Care Act, 2019, which establishes Ontario Health (the 

“Agency”) and authorizes the creation of integrated care delivery systems. 

• Schedule 2 amends the Ministry of Health and Long-Term Care Act to provide for an 

Indigenous health council and a French language health services advisory council to advise 

the Minister. 

• Schedule 3 provides for the amendment and repeal of specific pieces of legislation to 

facilitate implementation. 

The OHA’s review of Bill 74 indicates that several of the changes include, but are not limited to, the 
following: 

• Multiple provincial agencies, including all Ontario local integration health networks (“LHINs”), 

will be transitioned into the Agency to provide for a single point of accountability and oversight.  

• Health service providers and other organizations will be organized to work in integrated care 

delivery systems (formerly “MyCare Groups” and now known as “Ontario Health Teams”).  

• The designation of Ontario Health Teams is currently voluntary but would be subject to 

prescribed requirements, including the ability to deliver at least three prescribed services. 

• There are consequential amendments proposed to over 29 pieces of legislation, with the 

majority related to the Agency assuming funding, accountability & integration functions of the 

LHINs. 

• The implementation period of Bill 74 will likely take place over several years. 

https://www.ola.org/sites/default/files/node-files/bill/document/pdf/2019/2019-04/b074ra_e.pdf
https://news.ontario.ca/mohltc/en/2019/04/ontario-passes-legislation-that-puts-patients-at-the-centre-of-an-integrated-health-care-system.html
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 I.  Consolidation of Government Agencies and LHINs 
 

Structural Change (Sections 3 - 7 and 39 - 43) 
 
Bill 74 enacts the Connecting Care Act, 2019 (CCA) and continues the previously incorporated “Health 
Program Initiatives” as the newly created “Ontario Health” (the “Agency”) under subsection 3(1).  
 
Section 6 outlines the objects of the Agency which include, without limitation, implementing health 
system strategies developed by the Ministry of Health and Long-Term Care (MOHLTC), managing 
health service needs across Ontario, and supporting health services integration. However, one of the 
most significant structural changes is the transfer of existing government agencies and local health 
integration networks (LHINs) to the new Agency pursuant to section 40, with such organizations 
including: 
 

• Cancer Care Ontario; 

• Health Quality Ontario; 

• eHealth Ontario; 

• Trillium Gift of Life Network; 

• Health Shared Services Ontario; 

• HealthForce Ontario Marketing and Recruitment Agency; 

• All LHINs; and 

• Prescribed organizations. 

To date, there is no further information available on what other “prescribed organizations” [subsection 
40(2)(8)] may be included in this list. However, this additional category will likely provide the MOHLTC 
with flexibility to refine the Agency’s structure, should it wish to do so in the future.  
 

The transfer of the above-noted organizations will be dependent on the timing of a “Transfer Order” 
under section 40 of the CCA. Subsection 40(1) proposes that the Minister may make an order (a) 
transferring all or part of the assets, liabilities, rights and obligations, including any rights or 
obligations under a funding agreement or accountability agreement of an organization listed in 
subsection 40(2) to the Agency, a health service provider or an integrated care delivery system; and 
(b) transferring all or some of the employees of an organization listed in subsection 40(2) to the 
Agency, a health service provider or an integrated care delivery system. 

Subsection 40(3) sets out notification requirements that the Minister must satisfy under the 
proposed legislation and these apply to the Agency, the transferor and any transfer recipient.  

Pursuant to subsection 40(10) of the CCA, the Transfer Order must set out (a) the assets, liabilities, 
rights, obligations or employees that are to be transferred; (b) the date on which the transfer of 
assets, liabilities, rights, obligations or employees, as the case may be, takes effect; and (c) may 
specify other issues arising out of the interpretation and implementation of the Transfer Order. 
Notably, under section 41 of the CCA these transfers do not give rise to a new cause of action, nor 
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do they constitute a breach, termination, repudiation or frustration of any agreement, including a 
contract of employment or insurance or a collective agreement. 

 
Agency Powers and Authority (Sections 2, 8 - 17) 
 
Subsection 8(1) of the CCA states that the Agency’s board of directors will be comprised of up to 15 
Lieutenant Governor in Council (LGIC) appointments. Each board member is required to hold office 
for a term of up to three years and may be reappointed for a term of up to three years in accordance 
with subsection 8(2). However, no person may be a board member for more than six years in total 
based on the proposed legislation. Unlike LHINs, meetings of the Agency will not be required to be 
open to the public. 
 
The Agency must receive LGIC approval for certain actions and the Minister’s approval for others. 
Specifically, subsection 7(2) states that the Agency is required to carry out its operations “without the 
purpose of gain” and “shall not use its revenue, including all money or assets it receives by grant, 
contribution or otherwise” for any purpose “other than to further its objects.”  
 

Some notable additions to the Agency’s objects in section 6 of the CCA are the following:  

• to plan, co-ordinate, undertake and support activities related to tissue donation and 

transplantation in accordance with the Trillium Gift of Life Network Act; 

• to support the patient ombudsman in carrying out their functions in accordance with the 

Excellent Care for All Act, 2010; and 

• to support or provide supply chain management services to health service providers and 

related organizations. 

These new objects highlight the expanded authority that the Agency has over the Trillium Gift of Life 
Network, as well as the functions of the Patient Ombudsman. The object of “supporting or providing 
supply chain management services” will also be a new centralized function that was previously 
undertaken by Health Shared Services Ontario, among others. More information will likely be 
required to better understand how these functions will be operationalized during the implementation 
period. 

 
Section 2 establishes broad-based delegation authority under the CCA and allows the Minister to 
delegate, in writing, to the Agency any of its powers or duties under the CCA, or any other Act for which 
the Minister is responsible (other than the power to make regulations). This delegation can be subject 
to “conditions that the Minister considers appropriate”.  
 
Unlike the LHINs’ authority under subsection 20.2(1) of the Local Health System Integration Act, 2006 
(LHSIA), the Agency does not have any express authority to issue operational or policy directives. The 
authority of the Minister under LHSIA to issue provincial standards has not been brought forward but 
instead has been replaced with the power of the Minister to issue directives. Pursuant to subsection 
20(1) of the CCA, where the Minister considers it to be in the public interest to do so, the Minister may 
issue directives to the Agency and/or a person or entity that receives funding from the Agency. In 
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making any public interest decision under the CCA, Bill 74 adopts substantially similar public interest 
factors as currently set out in section 35 of LHSIA and section 9.1 of Public Hospitals Act (PHA), with 
minor modification to consider accessibility of health services in French and account for the Agency’s 
role in lieu of LHINs. 
 
Pursuant to the delegation powers in section 2 of the CCA, it is conceivable that the authority to issue 
directives may be handed down to the Agency at some future date. Alternatively, these powers could 
be retained by the Minister. Further information will be required to clarify this point; however, what is 
clear is that the Agency and any person or entity which receives funding under section 21 of the CCA 
will be required to comply with these directives. As is currently the case with LHSIA, all directives may 
be general or particular in application. 
 
Funding and Accountability (Sections 18 - 27) 
 
Subsection 18(1) states that the Minister may provide funding to the Agency on terms and conditions 
that the Minister considers appropriate. The Minister and the Agency shall also enter into an 
Accountability Agreement pursuant to the requirements set out in subsection 19(2) of the CCA.  
 
Consistent with LHSIA, under subsection 18(2), the Bill 74 also requires that the Minister “consider 
whether to adjust the funding to take into account a portion of any savings from efficiencies that the 
Agency generated in the previous fiscal year and that the Agency proposes to spend on patient care 
in subsequent fiscal years in accordance with the accountability agreement”.  
 
While the Minister provides funding to the Agency, pursuant to section 21, the Agency may then provide 
funding to “a health service provider or integrated care delivery system” in respect of health services 
that the provider or system provides, and to a “health service provider, integrated care delivery system 
or other person or entity” in respect of non-health services that support the provision of health care. 
Health and non-health services are not expressly defined in the legislation, however their inclusion and 
the expanded scope of who can receive non-health funding (i.e. other persons or entities) indicates an 
express intention to delineate between these funding recipients.  
 

A “delivery organization” which receives any Agency funding under the CCA will be required to 
enter into a Service Accountability Agreement (SAA) pursuant to section 22. A “delivery 
organization” is defined in subsection 22(10) to include “a health service provider, integrated care 
delivery system or other person or entity that may be funded by the Agency under section 21.”    

Further analysis of “health service provider” and “integrated care delivery system” is provided below 
in Part II of this backgrounder. However, we note that there are detailed procedures and timelines 
set out in the CCA for establishing SAAs. These include, without limitation, a 90-day negotiation 
period upon the delivery organization’s receipt of a notice pursuant to subsection 22(2). If the 
parties have not negotiated an SAA within this 90-day period, and the Agency considers it in the 
public interest to do so, the Agency is permitted to deliver a “notice of offer” to the delivery 
organization in accordance with subsection 22(4) of the CCA and notify the Minister of that offer. 
This establishes an additional 60-day period during which the parties shall continue their 
negotiations.  
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Failure to reach an agreement upon completion of this 60-day period will activate the “deemed 
acceptance” provision set out in subsection 22(6), which shall deem the “notice of offer” to be the 
SAA binding on the parties. However, pursuant to subsection 22(7), the Agency and the delivery 
organization may agree in writing to modify this process, including overriding or waiving any of the 
subsections 22(4), 22(5) or 22(6) requirements and/or establishing a different process for reaching 
a service accountability agreement (e.g. binding arbitration or other dispute resolution process). The 
same process applies to an amendment to a SAA.  

By way of comparison, the process in LHSIA to impose a SAA also provided for an initial 90-day 
negotiation period followed by a 60-day period during which the parties were to exchange issues 
statements.  Before a SAA could be imposed, LHSIA provided for additional periods of time during 
which the failure to reach an agreement could first be escalated to the respective CEOs and then to 
the respective board Chairs.  Each such process had a 14-day period in which the notice to meet 
could be issued followed by a 21-day period during which the meeting was to occur. If there was 
still no agreement at the end of the CEO and Chair meeting processes, a “notice of offer” could then 
be issued and the health service provider will have 30 days to reject the offer or be deemed to 
accept it.  

 
Integrations (Sections 28 - 38) 
 
Bill 74 includes several amendments to the integration framework which currently applies in LHSIA. 
Section 28 sets out definitions for a “facilitation decision” and “integration decision”, while section 30 
requires that the Agency and each health service provider and integrated care delivery system “identify 
opportunities” to integrate the services of the health system. 
 
The broad definition of “integrate” as set out in LHSIA has been brought forward. 
 
An “integration decision” includes: 

• a decision of the Agency where it has negotiated and facilitated an integration of services or 

entities; 

• an integration order of the Minister requiring an integration, and  

• an order of the Minister that a voluntary integration not proceed in whole or in part. 

Similar to LHINs under LHSIA, the Agency has the authority to integrate health system providers or 
integrated care delivery systems by (a) providing or changing funding or (b) facilitating and negotiating 
the integration services or entities within the requirements of subsections 31(b)(i)-(ii). In these 
circumstances, a facilitation decision will be issued by the Agency pursuant to section 32 of the CCA.  
 
With respect to required integrations, the Minister (and not the Agency) may, if it is in the public interest 
to do so, order one or more health service providers or integrated care delivery systems to do anything 
to integrate the health system including but not limited to the options detailed in subsection 33(1). 
These options include the following: 
 

• To provide all or part of a service or to cease to provide all or part of a service; 

• To provide a service to a certain level, quantity or extent; 

• To transfer all or part of a service from one location to another. 
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• To transfer all or part of a service to or to receive all or part of a service from another 

person or entity. 

• To cease operating, to dissolve or to wind up its operations. 

• To amalgamate with one or more persons or entities that receive funding from the 

Agency; 

• To co-ordinate services with or partner with another person or entity that receives 

funding from the Agency; 

• To transfer all or substantially all of its operations to one or more persons or entities; 

• To carry out another type of integration of services that is prescribed; and/or 

• To do anything or refrain from doing anything necessary for them to achieve anything 

under any of the above, including to transfer property to or to receive property from 

another person or entity in respect of the services or operations affected by the decision. 

 

There are restrictions and limitations on the Minister’s integration orders [see subsection 33(2)] but 
these are dependent on the type of integration proposed by the Minister and are substantially similar 
to the restrictions and limitations that apply to an integration decision of a LHIN or an integration order 
of the Minister under LHSIA. 
 
Similar to the current framework in LHSIA, notices of proposed integration orders must be provided in 
accordance with the timelines set out in sections 33 and 34. Specifically, the Minister will be required 
to provide 30 days’ notice of any proposed integration order and any person may make written 
submissions about the proposed order in the 30 days following posting of the notice. The Minister may 
issue an integration order provided 30 days have passed since the notice was posted and any written 
submissions have been considered. 
 
A health service provider or an integrated care delivery system will also have the authority pursuant to 
subsection 35(1) to integrate its services with those of another person or entity, subject to a 90-day 
notice requirement to the Minister, if the integration relates to services that are funded, in whole or in 
part, by Ontario Health. The notice period may be extended where the Minister requests additional 
information. The detailed requirements associated with such proposals are set out in subsections 
35(2)-(10). In these circumstances, and if the Minister considers it in the public interest to do so, the 
Minister will have the authority to issue a decision ordering that the integration or part of the integration 
not proceed.  
 
Application of PSLRTA (Section 38) 
 
Bill 74 deems the Public Sector Labour Relations Transition Act, 1997 (PSLRTA) to apply to certain 
integrations set out in subsections 38(1)(a)-(c) of the CCA. These categories are similar to the current 
provisions of LHSIA, including “facilitation decisions” made by the Agency. Subject to limited 
exceptions, subsection 38(1) states that the provisions of PSLRTA would apply in the following 
circumstances:  
 

• The transfer of all or part of a service of a person or entity under a facilitation decision of 
Ontario Health or a required integration order of the Minister; 
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• The transfer of all or substantially all of the operations of an health service provider or an 
integrated care delivery system under a facilitation decision or required integration order; 

• The amalgamation of two or more persons or entities under a facilitation decision or 
required integration order. 

 
Subsection 38(3) includes limited exceptions to PSLRTA’s application where (a) the person or entity 
is not a health service provider or an integrated care delivery system, or (b) the primary function of that 
person or entity is not the provision of services within or to the health services sector. 
 

The PSLRTA provisions largely replicate existing references to PSLRTA in LHSIA. However, with 
the modified structure and functions of the integrated care delivery systems, there is concern that 
barriers may still exist to further integrated care. The applicability of these provisions must also be 
considered alongside proposed amendments to PSLRTA in Bill 100, the government’s omnibus 
budget bill introduced on April 11, 2019. Bill 100 proposes to significantly amend PSLRTA and 
repeal the existing definition of “health services integration” under section 2.  It further proposes to 
repeal and replace section 8 to limit the scope of PSLRTA’s application to two types of events: (i) 
the amalgamation of two or more health service providers; and (ii) the transfer of all, or substantially 
all, of the assets of one health service provider to another health service provider. In order to permit 
flexibility during the transitional period, Bill 100 also allows the Lieutenant Governor in Council to 
make regulations providing for any “transitional matter” considered “necessary or advisable” in 
connection with the implementation of the proposed amendments. 

The OHA will be actively seeking additional information on the application of these PSLRTA 
provisions as integrated care delivery systems move towards implementation. 

 
As is the case under LHSIA, Bill 74 allows parties to agree in writing that PSLRTA does not apply to 
an integration or proceed by way of application to ask the Ontario Labour Relations Board to determine 
that PSLRTA does not apply in accordance with the procedures set out in subsections 38(4) and 38(7)-
(8). This power also existed in LHSIA pursuant to subsections 32(4) and 32(7)-(8).  
 
Investigators and Supervisors (Sections 26 - 27) 
 
Bill 74 grants the Agency or the Minister [see section 26 (18)], where it is considered in the public 
interest to do so, the authority to appoint an investigator of a health service provider or integrated care 
delivery system that is funded by the Agency. However, this authority will not apply to a hospital within 
the meaning of the PHA or to an integrated care delivery system that includes such a hospital. Only 
the LGIC, on advice of the Minister, can appoint an investigator to such hospitals or integrated care 
delivery systems and this appointment must be considered to be in the public interest to do so. 
 
The Minister is permitted to appoint a person as a supervisor of a health service provider or an 
integrated care delivery system where the Minister considers it in the public interest to do so. However, 
similar to the rules governing investigators, only the LGIC, on the advice of the Minister, could appoint 
a supervisor for a public hospital within the meaning of the PHA or for an integrated care delivery 
system that includes a public hospital. As with the appointment of an investigator, there is a 
requirement that the appointment be considered in the public interest to make the appointment.  
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By way of comparison, under LHSIA the LHIN is authorized to appoint and investigators (other than 
for a licensee under the Long-Term Care homes Act, 2007) and supervisors (other than for a 
hospital or licensee under the Long-Term Care Homes Act, 2007 or a public hospital) and a similar 
public interest consideration is required. 

 

 II.  Creation of Ontario Health Teams 
 

Health Service Providers and Integrated Care Delivery Systems (Sections 1, 29) 
 
Bill 74 adds independent health facilities within the meaning of the Independent Health Facilities Act 
to the list of entities that are health service providers (HSP) [subsection 1(1)] and requirements for an 
integrated care delivery system (ICDS) [section 29]. Most notably, the new definition of HSPs does not 
expressly exclude physicians, dentists, chiropodists and optometrists, as was the case under 
subsection 2(3) of LHSIA.  
 
An integrated care delivery system is the most notable new concept introduced by Bill 74 and provides 
the legislative foundation for the government’s announcement of voluntary “Ontario Health Teams” 
(OHTs). An integrated care delivery system is currently structured as a voluntary group of health 
service providers and other persons or entities which can connect patients and families with local 
services. 
 
Bill 74 allows the Minister to designate a “person or entity, or a group of persons or entities” as an 
integrated care delivery system, provided that the integrated care delivery system meets the following 
requirements set out in subsection 29(2): 
 

• The person, entity or group of persons or entities has the ability to deliver, in an integrated and 

coordinated manner, at least three of the following types of services: 

o (i) hospital services, 

o (ii) primary care services, 

o (iii) mental health or addictions services, 

o (iv) home care or community services, 

o (v) long-term care home services, 

o (vi) palliative care services, 

o (vii) any other prescribed health care service or non-health service that supports the 

provision of health care services; and 

• any prescribed conditions or requirements have been met. 

The creation of OHTs has the potential to dramatically change working relationships between 
patients, hospitals and other health service providers. While outside the ambit of Bill 74, the OHA 
understands that at maturity, these OHTs would be allocated to a defined population or patient 
segment and serve as a single point of accountability and leadership. Virtual care and other digital 
health processes would also allow for greater connectivity between patients, families and the 
services required. Further guidance on OHTs can be found here (link).  

 

http://health.gov.on.ca/en/pro/programs/connectedcare/oht/
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III.  Community Engagement and Regulations 
 
Community Engagement (Sections 44 - 47) 
 
Bill 74 requires that the Agency, all integrated care delivery system and health service providers 
establish mechanisms for engaging with patients, families, caregivers, health sector employees and 
others as part of their operational planning processes. Pursuant to subsection 44(1), these 
mechanisms would be required to comply with any future regulations and must engage with Indigenous 
health planning entities, prescribed French language entities, and the Minister’s Patient and Family 
Advisory Council, among any other proposed engagement requirements in the regulations. 
 
In making any public interest decision under the CCA, Bill 74 adopts substantially similar public interest 
factors set out in section 35 of LHSIA and subsection 9(1) of the PHA, with minor modification to 
consider accessibility of health services in French and account for the Agency’s role in lieu of LHINs.  
 
Potential Regulations (Section 48) 
 
Bill 74 also includes expansive regulation-making powers under section 48 of the CCA. These powers 
include, without limitation:  
 

• Defining who is a health service provider;  

• Exempting the Agency, health service provider or integrated care delivery system, or other 

person or entity from the CCA or regulations; 

• Governing funding that the Agency provides to a health service provider, integrated care 

delivery system, or other person or entity; 

• Requiring a system for reconciling funding received by the Agency; 

• Governing the content or terms and conditions of SAAs or SAA processes; and 

• Governing designations of an integrated care delivery system and prescribing conditions and 

requirements in respect of such designations. 

Unlike section 38 of LHSIA, section 48 of the CCA does not set out detailed notice and consultation 
requirements in respect of proposed regulations. 

 

IV.  Amendments to the Ministry of Health and Long-Term Care Act (Schedule 2) 
 

Schedule 2 of Bill 74 amends the Ministry of Health and Long-Term Care Act by adding a new section 
8.1 to require the Minister to establish one or more Indigenous health councils to advise the Minister 
about health and service delivery issues related to Indigenous peoples. The Minister will also be 
required by the proposed amendments to establish a French language health services advisory council 
to advise the Minister about health and service delivery issues related to francophone communities.  
 
Members will be appointed by the Minister to each of these councils and such appointees will be 
representatives of organizations that would be prescribed. To date, the OHA has not received further 
information on what organizations are slated to be prescribed. 
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The entry into force of Schedule 2 would be on a day to be proclaimed by the Lieutenant Governor. 
 

IV.  Consequential Amendments to Other Legislation (Schedule 3) 
 

Bill 74 makes consequential amendments to over 29 statutes, including the Broader Public Sector 
Accountability Act, 2010, Excellent Care for All Act, 2010, Home Care and Community Services Act, 
1994, Local Health System Integration Act, 2006, Long-Term Care Homes Act, 2007, Pay Equity Act, 
Personal Health Information Protection Act, 2004, Public Hospitals Act, Public Sector Labour Relations 
Transition Act, 1997, Trillium Gift of Life Network Act, among others. 
 
At this stage, the vast majority of amendments will be adopted in phases and generally involves adding 
references to Ontario Health and subsequently deleting references to LHINs. Other amendments will 
also apply to the transfer of authority to the Minister in lieu of the LHINs where there is a cessation of 
hospital service or operations. 
 

Timeline and Next Steps  
 

Bill 74 takes effect as of April 18, 2019, meaning that The People’s Health Care Act, 2019 is in force, 
subject to different entry into force dates specified in each Schedule. The CCA does not enter into 
force until proclaimed by the Lieutenant Governor pursuant to section 50 of the CCA, and this date has 
not yet been established as of the date of this publication. Bill 74 also includes provisions for various 
sections to come into force on proclamation; this applies in many cases to the consequential 
amendments and provisions amending and/or repealing legislation related to the transferring 
government agencies.  
 
The OHA will continue to monitor developments related to Bill 74’s amendments and will provide 
members with additional updates and further supports as the Bill’s implementation period continues. 
 
 

For more information, please contact Melissa Prokopy, Director of Legal, Policy & 
Professional Issues at 416 205 1565 or mprokopy@oha.com; or Adam Pennell, Senior 
Legal Advisor at 416 205 1304 or apennell@oha.com.  

 
 
 
 


