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1. Introduction 

The Accessibility for Ontarians with Disabilities Act (AODA) requires the Ontario Government to lead Ontario to become accessible to people with disabilities by 2025. The Government is required to do so by enacting and effectively enforcing accessibility standards, which are enforceable regulations. Under the AODA, an accessibility standard is required to specifically spell out the barriers that are to be removed or prevented, what specifically must be done to remove or prevent them, and the timelines required for these actions.

The Ontario Government has committed to develop a Health Care Accessibility Standard under the AODA. In 2017, the Ontario Government appointed a Health Care Standards Development Committee to make recommendations on what the Health Care Accessibility Standard should include. On May 7, 2021, the Ontario Government publicly posted the initial or draft report of the Health Care Standards Development Committee, over five months after the Government received it. The public’s feedback has been invited on that Initial Report. It proposes recommendations on what the promised Health Care Accessibility Standard should include. The public has been given up to August 11, 2021 to submit its feedback.

This brief sets out the AODA Alliance's detailed feedback on the Health Care Standards Development Committee’s Initial Report. Our recommendations in this brief are gathered together in one place in Appendix 2 at the end of this brief.

Our feedback in this brief is summarized as follows:

a) We support the contents of the Health Care Standards Development Committee's Initial Report with a few minor and easily accommodated exceptions. However, that Initial Report needs to go further. The Health Care Standards Development Committee should recommend a series of more concrete, specific actions to ensure that disability barriers are removed and prevented, rather than instead giving primary emphasis to individually accommodating patients with disabilities and having hospitals plan for accessibility. Individuals with disabilities should not have to so often keep seeking individualized accommodations to their disabilities. Substantial systemic fixes are needed. 

b) The Health Care Standards Development Committee should more forcefully address all barriers in the hospital sector and the broader health care system.

c) The Health Care Accessibility Standard should ensure that all disability barriers are removed and prevented in hospitals, not just those barriers that the Accessibility Minister asked the Standards Development Committee to focus on.

d) The Health Care Accessibility Standard should not assume that smaller hospitals always need more time to comply. There are times when a smaller hospital or other health care provider can remove and prevent barriers as quickly as, or quicker than a larger organization.

e) The Initial Report incorrectly understates the role of the Health Care Standards Development Committee. It must make recommendations that will make the health care system accessible. It is not enough to make the health care system more accessible than it now is.

f) The Initial Report's proposed long-term objective of the Health Care Accessibility Standard and its vision for a barrier-free health care system should each be strengthened.

g) Additional recommendations are needed to ensure accountability for accessibility within a hospital or other health care provider’s organization.

h) Specific requirements for accessibility of health care facilities’ built environment are needed.

i) Specific actions should be recommended to ensure that diagnostic and treatment equipment are accessible.

j) Specific recommendations are needed to ensure the accessibility of health records.

k) The Initial Report’s recommendations on training of health care providers should be strengthened.

l) Detailed recommendations are needed to protect the right of patients with disabilities and of patients’ support people with disabilities to physically get to health care services.

m) Additional specific actions need to be recommended to guarantee the right of patients with disabilities to the privacy of their health care information.

n) Additional recommendations are needed to help ensure the rights of patients with disabilities and of patients’ support people with disabilities to accessible information and communication in connection with health care.

O) The Initial Report’s recommendations should be strengthened to effectively protect the right of patients with disabilities to the support services they need to access health care services.

p) Additional measures should be recommended to ensure right of patients with disabilities to identify their disability-related accessibility needs in advance and to request accessibility/accommodation from a health care provider or facility.

q) Patients with disabilities and support people with disabilities should be assured accessible complaint processes at health care providers’ self-governing colleges, and to have those colleges ensure that the profession they regulate are trained to meet the needs of patients with disabilities.

r) Systemic preventive accessibility safeguards should be built into the health care system from top to bottom.

s) The experience and expertise of people with disabilities working in the health care system should be harnessed to expedite the removal and prevention of barriers facing patients, and those facing their support people with disabilities.

t) The Health Care Standards Development Committee should endorse the K-12 Education Standards Development Committee Initial Report’s health care recommendations.

u) Further steps should be recommended to supplement the Initial Report’s recommendations arising from the COVID-19 pandemic.

v) The Initial Report’s recommendations on strengthening AODA enforcement are heartily applauded.


 2. Who Are We?

The AODA Alliance is a voluntary non-partisan coalition of individuals and organizations. Our mission is: 
“To contribute to the achievement of a barrier-free Ontario for all persons with disabilities, by promoting and supporting the timely, effective, and comprehensive implementation of the Accessibility for Ontarians with Disabilities Act.”

To learn about us, visit: http://www.aodaalliance.org.

Our coalition is the successor to the Ontarians with Disabilities Act Committee. The ODA Committee advocated for more than ten years for the enactment of strong, effective disability accessibility legislation. Our coalition builds on the ODA Committee’s work. We draw our supporters from the ODA Committee's broad, grassroots base. To learn about the ODA Committee’s history, visit: http://www.odacommittee.net.

We have been widely recognized by the Ontario Government, by all political parties in the Ontario Legislature, within the disability community and by the media, as a key voice leading the non-partisan campaign for accessibility in Ontario. In every provincial election since 2005, parties that made election commitments on accessibility did so in letters to the AODA Alliance.

Our efforts and expertise on accessibility for people with disabilities have been recognized in MPPs’ speeches on the floor of the Ontario Legislature, and beyond. Our website and Twitter feed are widely consulted as helpful sources of information on accessibility efforts in Ontario and elsewhere. We have achieved this as an unfunded volunteer community coalition.

Among other things, we led the campaign in Ontario from 2009 to the present to get the Ontario Government to agree to develop a Health Care Accessibility Standard. Our efforts on the health care front are documented on the AODA Alliance website's health care page.

Beyond our work at the provincial level in Ontario, over the past several years, the AODA Alliance has been active in advocating for strong and effective national accessibility legislation for Canada. Our efforts influenced the development of the Accessible Canada Act. We have been formally and informally consulted by the Federal Government and some federal opposition parties on this issue.

The AODA Alliance has spoken to or been consulted by disability organizations, individuals, and governments from various parts of Canada on disability accessibility issues. We have also been consulted outside Canada on this topic, most particularly, in Israel and New Zealand.

The AODA Alliance has played a leading and highly-visible role in Ontario in raising a wide range of accessibility issues. We have connections across Canada and internationally with, and are regularly consulted by accessibility advocates and governments as they grapple with how to tackle these kinds of issues.

 3. Background to this Brief’s Recommendations

Twenty-three years ago, in Eldridge v. British Columbia [1997] 3 SCR 624, the Supreme Court of Canada established the broad principle that patients with disabilities have a constitutional right to accessible health care services in Canada. Yet since then, the Ontario Government has not undertaken a comprehensive effort or strategy to identify the recurring disability barriers in the health care system. It has not implemented a comprehensive plan to remove and prevent those barriers. In the meantime, old barriers remain while new ones keep being created. It has not lived up to its duties under the Eldridge case.

Even the very barrier that the Supreme Court ordered provincial governments to fix almost a quarter century ago too often remains in place. In the Eldridge case, the Supreme Court ruled that the Charter of Rights makes provincial governments responsible to ensure the provision of Sign Language interpreter services for deaf patients in hospitals that need them to effectively communicate with health care providers. This is a constitutional right of those patients. Yet in its December 26, 2019 edition, the Hamilton Spectator reported on incidents where this vital service was not assured in a Hamilton, Ontario hospital.

Ontario needs a strong, comprehensive and enforceable Health Care Accessibility Standard enacted under the AODA so that patients with disabilities don’t have to fight an endless number of legal cases under the Canadian Charter of Rights and Freedoms and the Ontario Human Rights Code to tear down these many barriers, one at a time. Health care facilities and providers should not have to each separately re-invent the accessibility wheel, trying to figure out how to address the known and recurring disability barriers in Ontario’s health care system.

In her case, it took Ms. Eldridge up to seven years to win the right to a sign language interpreter in a hospital’s emergency room where she gave birth to twins. A pregnant woman about to give birth in a hospital emergency room cannot be expected to wait seven years for such a needed accessibility service during childbirth.

Achieving accessibility in Ontario’s health care system is doable for several compelling reasons. The system receives enormous public funding. Health funding is always a high priority for government after government. There is substantial centralized government planning of the health care system. This issue bears on the lives and health of everyone in Ontario. This is because everyone is bound to eventually get a disability as they age.

Moreover, Ontario’s health care system is always undergoing ongoing and substantial reforms and innovation. Every year, new health care facilities are established or built. Change is always in the wind. That makes changes in favour of accessibility easier to implement.

In this brief, the term "health care facility" means any organization that provides any kind of health care service, from a major hospital to a local physician’s office. It includes an organization whose primary purpose is not provision of health care, but which includes a health care service within it. For example, a university may include a health clinic, which, for the purpose of this brief, is treated as a health care facility. The term “major health care facility” refers to larger health care facilities and centres, not smaller operations like an office for a single physician, dentist or other health care professional.

"Health care provider" means anyone who helps provide any kind of health care service, including any health care professional (whether or not their profession is regulated), any support staff or volunteers that assist them and any drug store staff that assist a patient with getting and using medications.

We address barriers in the health care system that can impede patients with disabilities, and/or any patients’ support people (whether family members, friends or others) where the support person or care giver has a disability. Whether or not a patient has a disability, some of their care givers or support people (such as family members) may have disabilities. The disability barriers in the health care system that impede patients with disabilities can also often impede a care giver or support person who has disabilities.

This brief sets out recommendations for actions that the Health Care Accessibility Standard should require. When we state that a health care provider or facility or other organization “should” do something, we mean that the Health Care Accessibility Standard should require this action. We do not propose these actions as mere voluntary guidelines or best practices. “Best practices” or guidelines are not mandatory or enforceable. This brief proposes actions which need to be mandatory and enforceable.

We acknowledge with thanks the tremendous help provided to us by the ARCH Disability Law Centre and by an amazing team of volunteer law students at the Osgoode Hall Law School who made a huge difference in the preparation of this brief. We also acknowledge with thanks all those of our supporters who shared with us their wrenching stories about the many disability barriers they have had to endure in our health care system.

 4. The Health Care Standards Development Committee Should Recommend More Concrete Actions to Ensure that Disability Barriers are Removed and Prevented, Rather than Instead Giving Primary Emphasis to Individually Accommodating Patients with Disabilities and Having Hospitals Plan for Accessibility

Before addressing specifics in the Initial Report, we offer general observations. These underpin all our feedback in this brief.

First, we applaud the Health Care Standards Development Committee for its work. It was assigned a challenging and important topic. It obviously dove into it with dedication and commitment.

We agree with all the disability barriers that the Health Care Standards Development Committee’s Initial Report has identified. For the most part, we agree with the Initial Report’s recommendations. Where we do not agree with something, we explain this in this brief, and offer recommendations to refine the Committee’s initial recommendations. These are not by any means major disagreements.

Two dominant themes pervade much of the Initial Report. These themes are helpful, but standing alone, are not enough to ensure accessibility of the health care system.

First, the Initial Report proposes several measures to ensure that hospitals do a much better job of providing individualized accommodations to patients with disabilities to meet their disability-related needs. Second, the Initial Report proposes measures to get hospitals to each develop plans, policies or other efforts to address the needs of patients with disabilities.

These are helpful. However, they for the most part do not do what an accessibility standard is required to do, namely set specific accessibility standards that spell out in detail which barriers are to be removed and prevented, and what must be done to remove or prevent them. Patients need to resort to the duty to accommodate their disabilities, because recurring disability barriers too often remain in place. If the Health Care Accessibility Standard directs the removal and prevention of specific disability barriers in the health care system, then patients with disabilities won’t have to resort to asking for so many individualized accommodations to get around those barriers.

To illustrate, the 2011 Transportation Accessibility Standard does not tell each municipal transit authority to develop a plan on what to include in buses it procures to ensure that those buses are accessible to passengers with disabilities. Instead, it spells out in detail what a bus must include to be accessible.

In contrast, the 2011 Employment Accessibility Standard for the most part does not spell out measures to remove and prevent workplace barriers. This is a major failing of that accessibility standard. It lets employers leave barriers in place, and also lets employers create new barriers. That accessibility mainly tries to get employers to effectively accommodate individual employees with disabilities. That means that it really does little or nothing to make workplaces accessible and barrier-free over the long term.

If the Health Care Accessibility Standard does not include specific barrier removal and prevention requirements, each hospital (or other health care facility) is left to itself figure out what accessibility features it should include in its documents, websites, furniture, diagnostic equipment, buildings, or health care services. This is very wasteful. Each hospital must re-invent the wheel. It leaves each hospital to decide how much or how little it will do. This risks accomplishing too little for patients with disabilities.

The Initial Report places a heavy emphasis on training for those working in the health care system. We recognize that such training can be helpful. However, we have learned from decades of experience that “raising awareness” of accessibility for people with disabilities of itself does not tear down or prevent barriers for the most part. If those health care providers must still work in a health care system full of barriers, there is only so much they can individually do to effectively act upon that accessibility training.

Similarly, the Initial Report understandably values input to hospital senior planning from the disability community. The report states:

“1. Senior Executive Leadership of the Hospital and/or Boards shall ensure there is a formal mechanism to engage with persons and organizations that represent people with a broad range of disabilities regarding health service planning, quality improvement and capital planning, and shall make information regarding this mechanism available to persons with disabilities.”

The intent and motivation here is good. However, it creates huge unintended problems.

In practice, people with disabilities will have to make themselves available, typically as volunteers, to consult with every hospital senior management team across Ontario, one at a time. They will have to wastefully repeat themselves, talking about the same recurring barriers, over and over. That is a horrific burden to impose on people with disabilities.

This is all the more burdensome when other AODA standards are taken into account. For example, the Design of Public Spaces Accessibility Standard requires those developing a new playground to consult people with disabilities on accessibility issues. This burdens people with disabilities to have to volunteer once again, this time to give the same feedback over and over for the same issues across Ontario.

The solution to substantially reduce this burden on people with disabilities and wasteful duplication of effort by one health care provider after the next is for a detailed Health Care Accessibility Standard to spell out what barriers to remove and prevent, and where effective, how to do so.

Compounding this concern, the Initial Report leaves it to each hospital to invent as much or as little consultation as it wishes. Each hospital would be burdened to design the consultation process. The Initial Report states:

“It also allows for flexibility in developing a consultation mechanism which works for each hospital within their community and the population of persons and organizations with disabilities represented.“

This would create a wasteful duplication of effort in one hospital after the next. This also creates a practically unenforceable minimal duty. For example, a hospital could say that it has met this obligation by staging one public meeting per year, show an impressive PowerPoint, and then ask attendees what they think.

We know that for the Health Care Standards Development Committee to effectively address such specific barrier removal and prevention requirements will lengthen the Committee’s final report. That is what people with disabilities need. The need for such a report to be lengthy is amply shown by the lengthy Initial Report of the K-12 Education Standards Development Committee. That report makes a full spectrum of recommendations to remove and prevent barriers facing students with disabilities in Ontario schools. Ontario’s hospitals, and indeed Ontario’s overall health care system, is replete with at least as many disability barriers as is Ontario’s school system.

Fortunately, the Health Care Standards Development Committee can easily achieve this goal. This brief provides recommendations that fill the bill. If incorporated into the Committee’s final report, the mission will be accomplished.

[bookmark: _Hlk78821835]We therefore recommend that:

#1 Throughout the Initial Report, action recommendations should be revised to go beyond providing disability accommodations to patients with disabilities, and making plans for barrier-removal and prevention, so as to also spell out specific measures that must be undertaken to remove and prevent recurring disability barriers to health care services.

#2 The Health Care Accessibility Standard’s primary focus should be on specifying detailed actions to remove and prevent barriers, not by overloading people with disabilities with redundant separate consultations with one hospital after the next across Ontario.

We alert the Health Care Standards Development Committee to an inaccuracy in its Initial Report. The introduction includes this overstatement of the Accessibility for Ontarians with Disabilities Act, which is in terms that are identical or very similar to those which the Accessibility Directorate of Ontario attempted to have the K-12 Education Standards Development Committee include in its report. This Initial Report states regarding Ontario:

“It was also the first place to legally require accessibility reporting, and one of the first to establish accessibility standards so that persons with disabilities have equal opportunities to participate in everyday life.”

The K-12 Education Standards Development Committee modified the Ministry’s proposed wording in its Initial Report. A correction to remove that overstatement would be appropriate here as well.

 5. The Health Care Standards Development Committee Should More Forcefully Address All Barriers in the Hospital Sector and the Broader Health Care System

The Initial Report stated that the Minister for Seniors and Accessibility directed the Health Care Standards Development Committee to focus on barriers in the hospital sector. This severely and unduly narrowed the Committee’s work, to the serious detriment of people with disabilities.

The Health Care Accessibility Standard should not be limited to hospitals and the hospital sector. Most people get most health care services outside of hospitals. If the Health Care Accessibility Standard were limited to barriers in hospitals, it would leave out most of the health care system and most of the serious and recurring disability barriers in the health care system. It would force people with disabilities to go to overcrowded hospitals to get their health care services, since hospitals would be the only place where accessible services would be assured to them.

The fact that the Government’s terms of reference for the Health Care Standards Development Committee focus on the hospital sector does not prevent this Standards Development Committee from making recommendations that go beyond the hospital sector. A number of earlier AODA Standards Development Committees have made recommendations that go beyond their terms of reference. We ask the Health Care Standards Development Committee to do the same.

One easy way for the Health Care Standards Development Committee to help in this regard is for it to the Health Care Standards Development Committee to make its recommendations about all of the disability barriers in hospitals, and then to recommend that the Health Care Accessibility Standard require the same action on the same barriers where they occur anywhere else in the health care system where health care services or products are provided to patients. It would also be very helpful for the Standards Development Committee’s final report to make a strong statement that it is vital to fix barriers in the entire health care system, and not merely in the hospital sector.

It is very good that the Initial Report went some distance to recognize the importance of covering the whole health care system and not just hospitals, despite the Government’s attempt to unduly narrow the Standards Development Committees work. We believe that even stronger medicine will be needed to get the Government to act. The report commendably states:

“The Committee also highlighted that many of these proposed recommendations could apply to other health care settings and should be carefully reviewed by health care providers and administrators outside hospital settings for best practices or new approaches. The Committee's view is that accessibility standards for health care are needed throughout the health care continuum, not only in hospitals. As a result, the Committee proposes that all recommendations included here should apply, with revisions as needed, to public and private health care facilities other than hospitals. This would include long term care homes, rehabilitation centres, community health centres, vendors, freestanding diagnostic imaging and laboratory facilities, and medical clinics. It is also important to note that recommendations are intended for all hospitals in the province, regardless of size or number of beds. Implementation should be staggered, taking into account the size of the hospital. This approach recognizes that smaller hospitals may have fewer resources and may require more time to implement standards.”

It is also good that the Committee spoke about the need for action across the health care system, and not just in hospitals, arising from the many disability barriers that people with disabilities faced during the COVID-19 pandemic (Further addressed later in this brief) 

The Health Care Standards Development Committee is now engaging in an unprecedented, desperately-needed, long-overdue and once-in-a-generation undertaking. We know of no earlier official Ontario Government attempt to review the Ontario health care system from the perspective of patients with disabilities. These opportunities rarely come along. We urge the Standards Development Committee to make the most of this opportunity.

Once the Standards Development Committee makes helpful and strong recommendations, we in the disability community can use them to advocate for their adoption. Concerned and supportive individuals working in the health care system can also try to act on those recommendations, ahead of the Government.

We called on the Ontario Government to agree to develop a Health Care Accessibility Standard as far back as 2009. It took the Ontario Government over a half a decade just to decide to develop a Health Care Accessibility Standard, announcing that decision publicly on February 13, 2015. Since then, it has taken another six and a half years just to reach the intermediate point where we now find ourselves, where the public can comment on the initial or draft recommendations by the Health Care Standards Development Committee.

In the most optimistic case, the ultimate enactment of a Health Care Accessibility Standard is still months away. Based on past experience with other new accessibility standards we can expect that obligated organizations will be given a period of months or years to comply with it.

There are less than three and a half years left before 2025, the deadline for Ontario to become accessible to people with disabilities. If the Government only addresses the hospital sector in the Health Care Accessibility Standard, this is an iron-clad guarantee that the vast majority of Ontario’s health care system will not become accessible to patients with disabilities by 2025. That violates the AODA’s purpose and deadline. It is therefore vital for the Health Care Standards Development Committee to do what it can to identify disability barriers across the health care system, and to make strong recommendations on what the Health Care Accessibility Standard should include to remove and prevent them, without being arbitrarily limited to the hospital sector.

This needs to go further than asking for a review of the Committee’s recommendations by non-hospital health care providers. It needs to be a strong call for those health care providers to actually remove and prevent the same disability barriers.

Strong accessibility standards reaching across the health care system would avoid the need for patients with disabilities to litigate these disability barriers one at a time under the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms. They could save those health care providers the costs and burdens of having to defend all those human rights and Charter cases.

 We therefore recommend that:

[bookmark: _Hlk78866174]#3 The Standards Development Committee should explicitly and comprehensively make recommendations for the entire health care system, and not merely for the small fraction of the health care system that hospitals comprise. At a minimum, the Standards Development Committee should make a strong recommendation that the Health Care Accessibility Standard must address disability barriers in the entire health care system, and not merely in the hospital sector. It should specify that all health care providers should be required to remove and prevent the same barriers, in terms at least as strong as the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms

#4 The Health Care Accessibility Standard should cover and apply to all public and private health care programs, services and products available in Ontario, whether or not OHIP covers them. It should cover all health care providers and professions, whether or not Ontario recognizes, regulates or licenses them. It should cover ambulances and other vehicles which can transport patients in connection with health care services. It should cover all parts of Ontario. It should address accessibility barriers that are distinctive to the north, to remote communities, as well as the distinctive barriers facing different racialized, ethnic or other communities within Ontario.

#5 The Health Care Accessibility Standard should address the accessibility needs of patients with any kind of disability, and the accessibility needs of any patients’ support people with any kind of disability. The term “disability” should be defined broadly to include any permanent or episodic disability within the meaning of the AODA or the Ontario Human Rights Code.

 6. The Health Care Accessibility Standard Should Ensure that All Disability Barriers are Removed and Prevented in Hospitals, Not Just those the Accessibility Minister Asked the Standards Development Committee to Focus On

Making this even worse, the Initial Report states that the Minister narrowed the Committee’s work, even within the hospital sector. The report states:

“The minister requested the Committee specifically consider accessibility barriers in the following areas:
•	disability awareness and sensitivity when communicating with persons with disabilities
•	accountability for accessibility within the administration of health sector institutions
•	training for health care providers to accommodate persons with disabilities”

That leaves out many if not most of the disability barriers that people with disabilities face in hospitals. Appearing to echo this limitation on its work, near the start, the Initial Report states that the Standards Development Committee identified three categories of barriers in hospitals, namely:
“Administration and Accountability”
"Communication”
"Education and Training”

There are many more categories of serious recurring disability barriers than those. This brief explores many of them.

It is very commendable that later in the Initial Report, the Health Care Standards Development Committee did not limit itself to the narrow range of disability barriers that the minister asked the Committee to address. This brief offers ideas for the Committee to go even further in this regard. It would be helpful for the Committee to make it clear that to remove and prevent barriers only in those areas would not make hospitals accessible to patients with disabilities.

We therefore recommend that:

[bookmark: _Hlk78866559]#6 The Committee’s final report should clearly state that to make hospitals accessible to people with disabilities, much more is needed than addressing training, accountability and sensitivity within hospitals.

 7. The Health Care Accessibility Standard Should Not Assume that Smaller Hospitals Always Need More Time to Comply

The Initial Report incorrectly assumes that timelines for smaller hospitals should always be longer than for larger hospitals. The Initial Report states:

“Implementation should be staggered, taking into account the size of the hospital. This approach recognizes that smaller hospitals may have fewer resources and may require more time to implement standards.”

The Ontario Government has taken a mechanistic approach to this under the AODA for years. In some cases, it makes sense. However, in other cases, the opposite is the case – smaller organizations can act more quickly than larger ones.

For example, a smaller hospital is more likely to have a smaller web site than a larger hospital. It is easier and quicker to fix accessibility barriers in a smaller website than in a larger website. It makes no sense to give that smaller organization more time to do that which it can do more quickly than a larger organization.

Moreover, in cases where the Ontario Government gives obligated organizations such as hospitals templates or helpful guides to compliance, all obligated organizations may be able to remove and prevent barriers more quickly. If smaller organizations are given more time to comply, this really means they are given more time to create new barriers in the meantime. That helps no one. It creates more costs for later removing those barriers that should have been prevented.

We therefore recommend that:

[bookmark: _Hlk78866643]#7 The Initial Report should not recommend that smaller obligated organizations always or presumptively get more time to comply with the Health Care Accessibility Standard than do larger obligated organizations. This especially should not take place in circumstances where smaller organizations can comply more quickly than larger organizations.

 8. The Initial Report Incorrectly Understates the Role of the Health Care Standards Development Committee

The Initial Report incorrectly understates the role of the Health Care Standards Development Committee, in a manner that underserves people with disabilities. This is the same wording that the Accessibility Directorate of Ontario crafted for use by the K-12 Education Standards Development Committee. The Health Care Standards Development Committee ‘s Initial Report states:

“The role of the Standards Development Committee for Health Care is to provide recommendations to government on reducing and preventing accessibility barriers in health care, focusing on the hospital sector.”

The Standards Development Committee’s job is not merely to find ways to reduce barriers. Its mission is to recommend ways to remove barriers. This erroneous dilution of the Committee’s mandate would be fulfilled if the most modest barrier reduction were recommended, with most barriers in health care left in place.

Similarly, the Initial Report later states:

“Through this approach, the Committee’s goal was to develop recommendations enabling health care providers to offer a more accessible health care experience to persons with disabilities.”

In fact, the aim is to make the health care system accessible, not to merely make it more accessible. One ramp at one hospital is all that need be done to proclaim that the health care system is “more accessible.”

Similarly, the report states:

“Working towards a more inclusive society removes those barriers and allows everyone, with or without disabilities, to participate on an equal footing.”

The AODA’s goal is to achieve an inclusive society, not merely a more inclusive society. We believe that the Standards Development Committee’s members are aiming to do much more than this Initial Report says in those passages. Yet its Initial Report incorrectly dilutes the goal, in line with diluted wording that unfortunately emanates at times from the Accessibility Directorate of Ontario or the Minister’s office.

We therefore recommend that:

[bookmark: _Hlk78866937]#8 The Initial Report should be revised to describe the Standards Development Committee’s mandate as achieving the removal and prevention of disability barriers, the accessibility of health care services, and inclusion of people with disabilities in the health care system. It should not describe the goal as merely making the health care system more accessible or more inclusive, or merely reducing barriers.

[bookmark: OLE_LINK84][bookmark: OLE_LINK85] 9. The Proposed Long-term Objective of the Health Care Accessibility Standard Should Be Strengthened

The Initial Report’s proposed long-term objective for the Health Care Accessibility Standard, while helpful, is not clear or strong enough. It is as follows:

“Fair, rights-based accessibility policies and practices that are measurable, enforceable, and result in barrier-free hospitals and health care that embraces accommodation as well as an equity and diversity lens for all Ontarians with disabilities.”

We instead propose the following. It captures the objective that the Standards Development Committee proposed, but sharpens the language to be more effective.

We therefore recommend that:

[bookmark: _Hlk78867074]#9 The long term objective of the Health Care Accessibility Standard should be to ensure that Ontario's health care system and the services, facilities and products offered in it, become fully accessible to all patients with any kind of permanent or episodic disabilities and to any support people with disabilities for any patient, by 2025, the AODA's deadline, by requiring the removal and prevention of the accessibility barriers that impede people with disabilities, and by providing a prompt, accessible, fair, effective and user-friendly process to learn about and seek disability-related accommodations tailored to a person’s individual disability-related needs. It should aim to ensure that patients with disabilities can fully benefit from and be fully included in the health care services and products offered in Ontario's health care system on a footing of equality. It should aim to eliminate the need for patients with disabilities and any support people with disabilities to have to contend with and fight against health care accessibility barriers, one at a time, and the need for health care providers to have to re-invent the accessibility wheel one health care facility or one health care provider at a time. It should aim for health care services, facilities and products in Ontario to be designed and operated based on accessibility principles of universal design.
[bookmark: OLE_LINK86][bookmark: OLE_LINK87]
 10. The Initial Report’s Vision of a Barrier-Free Health Care System Should be Strengthened

We applaud the vision of an accessible health care system that the Initial Report proposes. We offer a few additions to make it as inclusive and effective as possible. In some cases, some parts of the following additions are echoed in the report, but would benefit from the greater specificity and clarity as here proposed.

We therefore recommend that:

[bookmark: _Hlk78867468]#10 The Initial Report’s vision of an accessible health care system should be expanded to include the following:

a) The health care system will be designed and operated from top to bottom for all its patients, including patients with all kinds of permanent or episodic disabilities, as disability is defined in the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms. The health care system will no longer be designed and operated from an implicit starting point of aiming predominantly to serve the fictional "average" patient, who is too often assumed to have no disabilities.

b) Patients with disabilities, and where needed, any patients’ support people with disabilities, will be able to effectively communicate with health care providers and health care staff in connection with requesting or receiving health care services and products throughout each stage of the healthcare process. This will include face-to-face interactions, telephone or alternates to telephone use, accessible information and forms as well as alternate arrangements for providing one’s signature. For example, health care facilities and ambulances will be equipped with needed equipment to ensure effective communication with people with communication-related disabilities.

c) Patients with disabilities, and where needed, any patients’ support people with disabilities will be able to get and receive information relevant to their health care needs in private, e.g. when giving information at a health care provider's office or when seeking or receiving information about their medication at a pharmacy, rather than in a public place where others can overhear. Effective procedures will protect the confidentiality of private information relating to patients with disabilities who rely on others to assist them with communication.

d) Information technology and applications which patients can use at home, or at a health care facility in connection with seeking and receiving health care services, will be designed based on principals of universal design and will be accessible to and usable by patients with disabilities, and where needed, to patients’ support people with disabilities. Where needed for effective communication, health care facilities will also provide alternatives to telephone use including email, text, video and authorized human assistance.

e) Health care products, and any instructions for their use, will be designed and available based on principles of universal design so that people with disabilities and not just people with no disability can use and benefit from them.

f) Support services such as sighted guides for visually impaired patients and attendant care will be available to patients with disabilities who need them while going to or at a facility to receive health care services.

g) Publicly funded appointments for receiving health care services will be sufficiently long to enable those patients with a disability, who need more time, to be able to receive the health care services they need. If a patient with disabilities cannot attend a health care provider’s premises due to their disability, there will be in place measures whenever therapeutically possible for remote appointments or home visits.

h) Patients will be free to use their own accommodation supports, such as service animals, when seeking or obtaining health care services and products.

i) New Government strategies, services and facilities in Ontario's health care system will be proactively designed from the start and operated to fully include the needs of patients with disabilities. Those responsible at the provincial and local levels for leading, overseeing and operating Ontario's health care system will have strong and specific requirements to address disability accessibility and inclusion in their mandates and will be accountable for their work on this issue. Ontario's disability community will have effective input into public decisions on the design and operation of Ontario's health care system to ensure that existing disability accessibility barriers are removed and no new ones are created.

j) An accessible health care system is one where people with disabilities can work in a barrier-free workplace.

It Is Never Good Enough for Obligated Organizations Such as Hospitals to Merely “Consider the Needs of People with Disabilities” Yet the Standards Development Committee Initial Report recommends:

“3.	Hospital Quality Committees shall consider the needs of persons with disabilities during the development of the hospital's strategic plan and quality improvement planning.”

Extensive experience with the AODA shows that a requirement to merely consider the needs of people with disabilities accomplishes little. A hospital committee need simply say “Yup, we thought about them.” They not actually remove or prevent any barriers, and yet will be in full compliance.

Such a weak requirement cannot be effectively enforced. A compliance order would simply tell the hospital to go back and think about people with disabilities and their needs.

We therefore recommend that:

[bookmark: _Hlk78867554]#11 The Initial Report should not merely recommend that an obligated organization “consider accessibility.” It should instead require specific actions that will achieve accessibility.

[bookmark: OLE_LINK88][bookmark: OLE_LINK89] 11. Additional Recommendations Are Needed to Ensure Accountability for Accessibility within a Hospital or Other Health Care Provider’s Organization

It is good that the Initial Report considers strategies for ensuring accountability within a hospital for accessibility. Additional measures are needed and will best fulfil this objective.

We therefore recommend that:

[bookmark: _Hlk78867650]#12 The Health Care Accessibility Standard should require each health care facility and health care provider to create a welcoming environment for patients with disabilities and any patients’ support people with disabilities to seek accommodations for their disabilities when receiving health care services.

#13 Each major health care facility such as each hospital should be required to establish a permanent committee of its board to be called the "Accessibility Committee." This Accessibility Committee should have responsibility for overseeing the facility's compliance with the AODA, and with the requirements of the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms in so far as they guarantee the right of people with disabilities to fully participate in and fully benefit from the health care services that the facility provides. It should endeavour to reflect the spectrum of disability needs.

#14 Each major health care facility such as each hospital should be required to establish or designate the position of Chief Accessibility/Accommodation Officer, reporting to the Chief Executive Officer. Their mandate, responsibility and authority should be to ensure proper leadership on the facility's accessibility and accommodation obligations under the Ontario Human Rights Code, the Canadian Charter of Rights and Freedoms and the AODA, including the requirements of this accessibility standard. This responsibility may be assigned to an existing senior management official.

#15 Beyond the specific measures to remove and prevent barriers set out in the Health Care Accessibility Standard and in other accessibility standards enacted under the AODA, each health care facility and health care provider should be required to periodically and systematically review its health care services, facilities, equipment and products to identify recurring accessibility barriers that can impede the provision of health care services to patients with disabilities. A comprehensive plan for removing and preventing these accessibility barriers should be developed, implemented and made public with clear timelines, with clear assignment of responsibilities for action, monitoring for progress, and reporting to the facility's accessibility committee. This plan should aim at all accessibility barriers that can impede patients with disabilities from fully benefiting from the facility’s health care services, whether or not they are specifically identified in the Health Care Accessibility Standard or in any other AODA accessibility standards.

[bookmark: OLE_LINK90][bookmark: OLE_LINK91] 12. Specific Requirements for Accessibility of Health Care Facilities’ Built Environment Are Needed.

There are far too many disability barriers in the built environment where health care services are provided, such as hospitals, that impede people with disabilities from getting into places where health care services and products are offered, or from safely and independently getting around these places, such as:

a) Older hospitals and other facilities where health care services are provided that lack obvious and basic accessibility features like ramps, accessibility features in washrooms like transfer spaces at toilets, grab bars, accessible signage to departments or elevators, etc.

b) New hospitals, such as Toronto's Women's College Hospital, that have obvious accessibility problems despite being opened eleven years after the AODA was passed.

c) Parking facilities with automated parking payment kiosks that are inaccessible to wheelchair users.

d) Health care facilities with inaccessible doors to the check-in/waiting areas.

e) Health care facilities including reception areas that use print signs to communicate important information or directions to patients and which offer no accessible means for people with vision loss or dyslexia to obtain this information, e.g. dim signage lighting making it hard to read the sign for people with low vision, signage that does not use plain language for those with intellectual or cognitive disabilities.

f) Facilities where health care services are provided that are obstacle courses, e.g. with chairs, tables, signs or other obstacles blocking parts of hallways or other paths of travel.

g) Diagnostic, isolation, consultation, waiting and/or treatment rooms that are too small to accommodate wheelchairs or other mobility devices or support people or service animals.

h) Reception desks behind windows with “speakers”, making it hard to communicate for those with hearing loss, and which are placed too high for those in wheelchairs or those having smaller stature. These also can cause privacy issues.

i) Reception desks, where access to them is blocked, or where knee space is blocked, preventing face to face access.

j) Doorways within a health care facility that are too tight to allow a wheelchair or other mobility devices to pass through.

k) Elevators lacking audio floor announcements and elevator buttons that lack braille and colour-contrasted large print for use by persons with vision loss.

l) The absence of way-finding guidance such as tactile floor strips or signage to direct people with vision loss or cognitive or intellectual disabilities through a health care facility, e.g. through large open areas like hospital lobbies.

m) Health care facilities that have fragrances or other substances affecting those with environmental sensitivities.

n) Equipment e.g. commode, alternating mattresses, nurse call switches, etc., that are not accessible for use by a person with a motor disability.

o) Children's play areas in a health care facility that lack furniture that accommodates children using a mobility device like a wheelchair.

The Ontario Building Code and current AODA accessibility standards are substantially inadequate to meet the need for fully accessible facilities where health care services are provided. A new building in which health care services are provided, that is fully compliant with the Ontario Building Code and current AODA accessibility standards, is very likely to still have serious accessibility barriers. See generally https://www.aodaalliance.org/category/built-environment/

As such, the promised Health Care Standards Development Committee needs to set detailed built environment accessibility standard requirements to address existing barriers, and to prevent the creation of new barriers, in places where health care services and products are provided to patients. For this same reason, the K-12 Education Standards Development Committee’s Initial Report commendably makes detailed recommendations on requirements that should be enacted for the physical accessibility of schools. Those are set out in Appendix 1, below.

As far as we can tell, the Ontario Government has in place no mandatory accessibility standard, required for the design of a new health care facility such as a hospital or long-term care facility, beyond the inadequate Ontario Building Code, to ensure that it is fully accessible. Similarly, the Government has no such accessibility standard, beyond the inadequate Ontario Building Code, for retrofitting an existing health care facility which is undergoing a major renovation. As well, the Government has in place no detailed accessibility standard whatsoever for a health facility to be retrofitted for accessibility, if that facility has no major renovation underway.

The Ontario Government has announced no plan to develop a comprehensive Built Environment Accessibility Standard under the AODA. We have been calling for one to be enacted for over a decade. Yet the Ontario Human Rights Code, and in some cases, the Charter of Rights, require these facilities to become disability-accessible. See e.g. Quesnel v London Education Healthcare Centre 1995 CanLll 18159)

As a result, each time a new hospital or other health care facility is built, or a renovation to one is undertaken, the organization needs to individually hire accessibility consultants to reinvent the accessibility wheel. Yet they are not required to hire one. Even if they do, the accessibility consultant’s advice need not be followed, or even disclosed to the public. This can waste public money. It leads to patchworks of varying levels of accessibility from organization to organization and construction project to project.

The 2019 final report of David Onley’s Independent Review of the AODA concluded that Ontario’s laws on the accessibility of the built environment are inadequate and that design professionals such as architects are not trained to ensure that they design buildings that everyone can access and fully use. However, as noted above, the Ontario Government has announced no plans to upgrade the Ontario Building Code‘s accessibility provisions, or to enact an AODA Built Environment Accessibility Standard.

Moreover, the Ontario Government has been in flagrant violation of the AODA for over 3.5 years, because it has never appointed a Standards Development Committee to review the sufficiency of the weak and limited Design of Public Spaces Accessibility Standard that was enacted under the AODA in December 2012. The Government was required to appoint a Standards Development Committee to review that accessibility standard within five years of its enactment, according to sections 8 and 9 of the AODA.

It is good that the Initial Report recognizes the need for accessibility of the built environment and of diagnostic equipment in hospitals. The Initial Report states:

“Existing hospital premises, identified hospital equipment and patient services are expected to be accessible to persons with disabilities.”

However, the Health Care Standards Development Committee only recommends that there be a mechanism in place to address this, involving consulting with accessibility specialists and people with disabilities during the procurement process. The Initial Report recommends:

“Hospitals shall have in place a mechanism to consult with/include the participation of accessibility specialist (s) and/or groups of individuals with disabilities on the procurement process for: 
a) the purchase of equipment
b) service contracts 
c) extensive renovations or redevelopment projects
d) leased space.”

Even if adopted as is, this recommendation may accomplish little if anything. Hospitals may well say they are already engaging accessibility consultants and/or talking to people with disabilities when undertaking such procurement. Moreover, as noted above, they need never listen to the input they receive, or even publicly disclose that input. We have raised concerns about situations (not necessarily limited to the health care sector) where an accessibility consultant’s advice and recommendations never reach the client organization, because it is privately altered by the architect that retained them, or where the sponsoring organization will not make public the accessibility advice they received.

Beyond this, an exceedingly serious concern about this recommendation is that it does not set any accessibility standard at all. It leaves it to each hospital to invent their own accessibility standard on a project-by-project basis. The K-12 Education Standards Development Committee learned that the Ministry of Education, which funds school construction, has no provincial standard for what a school construction project must include to be accessible. As noted above, that Standards Development Committee therefore made detailed recommendations in its Initial Report to the Minister for Seniors and Accessibility for what an accessible school site should include. We support those recommendations. They are a model of what a Standards Development Committee should bring forward in this area.

Set out in Appendix 1, most if not virtually all of these could be equally required in a hospital. However, there is also a pressing need for detailed standards for the built environment in a health care facility such as a hospital. Each hospital should not be left to reinvent the wheel and to try to figure out what needs to be done to make their building physically accessible.

The Health Care Standards Development Committee should get direct input for technical requirements on these issues from qualified accessibility consultants, preferably ones who have experience giving advice regarding the accessibility of health care facilities. The K-12 Education Standards Development Committee received very helpful input from an accessibility design consultant.

This, like all the Initial Report’s recommendations, must apply to all health care facilities, and not just to hospitals. We have received information, not verified, about a doctor or doctors who deliberately located their medical office in a building accessible only by stairs, to try to prevent the perceived added demands on their services by patients with certain disabilities. This should never occur.

We therefore recommend that:

[bookmark: _Hlk78868598]#16 The Initial Report should be expanded to recommend specific, detailed accessibility requirements in the built environment of hospitals and other health care facilities such as those recommended in Appendix 1 to this brief. The goal of these should be that the built environment in the health care system, such as hospitals and any other places where health care services are provided, including the furniture there, will all be fully accessible to people with disabilities, and will be designed based on the principle of universal design. For example:

a) The front area or drop-off areas for a hospital or other health care facility should be accessible, with automatic power doors that do not require a button to be found and pressed, and with tactile walking surface indicators both to warn when a person is walking into a driving area and to guide a person to the facility's entrance. All other entrances and exits should be fully accessible, with automatic power door operators and an accessible path of travel to the door. This includes entrances from indoor or underground parking to the health care facility.

b) Inside the health care facility, major public areas such as emergency room doors should always be fully accessible and have automatic power door openers.

c) For the benefit of patients and others with learning and cognitive disabilities, vision loss or other disabilities that can affect mobility or way-finding, hospitals and other health care facilities should have way-finding markings in important areas such as the main lobby from the front door to the help desk and other major routes such as to main elevators, including colour contrasted markings such as a carpeted path or tactile walking surface indicators.

d) Hospitals and other health care facilities with elevators should have accessible elevators that can accommodate people using mobility devices. They should also have accessible elevator buttons (with braille and large print on or beside each button), braille and large print floor numbers just outside elevator doors, and audible floor announcements on elevators. Elevator button panels should be consistent in layout from one elevator to the next.

e) Health care facilities, including hospitals, should never install "destination elevators" which require a person to pre-select the floor to which they are going before entering the elevators. These present unfixable accessibility problems.

f) Hospitals and other health care facilities should have accessible signage throughout, including braille and large print, for key locations. For example, public bathrooms should have accessible braille and large print signs on them. These signs should be placed in consistent and predictable locations.

g) Where a health care facility has power doors that require a button to be pushed (i.e. they don't open automatically), the button should always be located throughout the health care facility in a consistent place to make it easier to find. The button should be located near the door, so that a slow-moving individual can make it through the open door after pressing the button before the door closes. The button should always be located on the wall, and not on a free-standing post or bollard.

h) Despite weaker requirements in other AODA accessibility standards, the Health Care Accessibility Standard should set out specific and strong requirements for the accessibility of any electronic kiosks in hospitals and other health care facilities, such as:

 i) specifying their required end-user functionality that effectively address recurring known needs arising from specific disabilities, and,

ii) ensuring that they are at an accessible height e.g. for those using a wheelchair or other mobility device.

As a starting point, see the US Access Board's standard for accessible electronic kiosks.

i) Patient consultation or treatment rooms should have enough space to enable people using mobility devices to navigate in them and reach any treatment or consultation area. They should have enough space to enable a Sign Language interpreter to be positioned in the room to interpret for a deaf patient or support person.

j) Movable furniture such as desks, tables or chairs should not obstruct accessible paths of travel around a facility where health care services are delivered, such as a doctor's office, e.g. in their hallways or treatment rooms.

k) Major health care facilities should provide accessible waiting areas for accessible transit pickup and drop-off, close to the pickup/drop-off point, with clear sight lines.

l) Major health care facilities such as hospitals should be designed to avoid major sensory overstimulation or acoustic overloads, such as bright lights, loud music, large atrium areas, or frequent loud announcements. This is especially important in treatment areas or hospital rooms.

m) Throughout a health care facility, proper colour contrasting should be required to assist people with low vision and cognitive disabilities, such as around elevator opening, doorways, and on the edge of stairs and handrails.

n) Health care facilities should be required to have accessible bathrooms so that all patients can use the facilities, including adult change tables, sufficient transfer space and maneuvering room for mobility devices.

o) Major health care facilities should include sensory rooms for people with sensory overload issues, such as in hospital emergency rooms.

p) In a health care facility, all stairs and staircases, including "feature staircases" (included as aesthetic design enhancements) should be accessible, e.g. with tactile warnings at the top and bottom of each set of stairs, no open risers and with proper colour contrast on railings and step edges. There should never be curving staircases.

q) Health care facilities should provide charging areas for electric mobility devices.

r) Hospital rooms should be able to accommodate a patient's mobility device so they can keep theirs with them and readily available when admitted to hospital.

s) In a health care facility, waiting areas, isolation areas, breastfeeding rooms, staff areas and volunteer areas should be designed to be accessible.

t) Accessible and bariatric paths of travel should be provided in health care facilities.

u) Despite the more limited provisions regarding the provision of accessible parking spaces in other AODA accessibility standards, the Health Care Accessibility Standard should set higher and more specific requirements for accessible parking spaces for health care facilities, such as:

 i) requiring a greater number of accessible parking spots for the facility, where possible.

 ii) requiring that the accessible parking spots be located as close as possible to the doors of the health care facility.

 iii) requiring that at least some of the accessible parking spots have larger dimensions to accommodate larger accessible vans, so that a passenger with a disability can park in that spot and have sufficient room to exit the vehicle, and 

 iv) requiring that there be accessible curb cuts and an accessible path of travel from the accessible parking spots to the health care facilities' entrances.

v) Health Care facilities should have designated snow-piling areas outside, to prevent snow from being shoveled onto accessible paths of travel.

w) Major health care facilities such as hospitals should provide service animal relief areas close to the facility's door, covered wherever possible, with an accessible path of travel to them.

x) When a major new health care facility like a hospital is being designed, or a major new wing or renovation is being planned, especially if public money is helping fund it, a properly trained and qualified accessibility consultant should be required to be engaged on the project from the very beginning. Their accessible design advice should be transmitted unedited to the Government or other organization for whom the project is being built and should be made public. Direct consultation with end-users with disabilities should be part of the design process from the beginning.

Too often, the Furniture, related equipment and floor plan layouts in health care facilities were chosen or designed without taking into account the accessibility needs of patients with disabilities and any patients’ support people with disabilities. The following recommendations ensure that health care facilities create barrier-free spaces for patients and support people with disabilities. The following list of examples of needed requirements is not exhaustive.

We therefore recommend that:

[bookmark: _Hlk78868708]#17 The standard should require that:

a) Each hospital patient’s bed should have an accessible means for a patient with disabilities to notify the nursing station of a health care need, not just a button or pull-string that they may not be able to reach and operate.

b) Furniture such as seating in health care facilities should be designed with accessibility features and positioned in a manner that does not block accessible paths of travel.

c) A Help Desk should be positioned immediately inside the main entrance of any major health care facility, including hospitals, to assist patients, including patients with disabilities, to get directions or help to their destination within the facility, or to request other accommodation supports.

d) In any discrete department or area where health care services are provided, (such as an area for day surgery), the check-in desk should be located immediately adjacent to the entrance to that area, so that patients and support people with disabilities can easily reach it after entering the room or area.

e) Accessible public service counters should be installed, even in existing health care facilities, with a specified height requirement, no glass barrier creating barriers for people with hearing loss and knee space for people using a mobility device.

f) A large health care facility like a hospital should have rest areas along routes through the building so that people with fatiguing conditions can stop and rest along their route to get health care services.

g) Health care facilities such as hospitals should have emergency areas of refuge with separate ventilation in case of fire, so that people with disabilities who cannot escape the building have safe areas to wait, while being protected from life-threatening smoke.

h) The Ontario Government should make available to health care facilities and providers: guides on accessible procurement including procurement of accessible furniture, lists of vendors of accessible furniture. The Ontario Government should provide a hub for procuring accessible furniture to help health care facilities and providers reduce the cost of their acquisition.

#18 the Ministry of Health should within one year survey all offices of physicians, chiropractors, occupational and physiotherapists and other like health care providers where they provide direct health care services to patients, on the extent to which their premises are accessible for patients with disabilities. The Ministry should make public a report on the results of this survey (anonymized).

[bookmark: OLE_LINK92][bookmark: OLE_LINK93] 13. Specific Actions Should Be Recommended to Ensure that Diagnostic and Treatment Equipment Are Accessible

Diagnostic and treatment equipment too often is not designed based on principles of universal design to be fully accessible to patients with disabilities. They are instead designed without sufficient regard to the needs of patients with disabilities.

Hospitals and other health care facilities should systematically replace inaccessible diagnostic and treatment equipment over time with accessible equipment, while maximizing patient access to accessible equipment in the meantime.

We therefore recommend that:

[bookmark: _Hlk78868827]#19 The Health Care Accessibility Standard should set specific technical requirements for the accessibility of diagnostic and treatment equipment. As a starting point, the Health Care Standards Development Committee should consider the accessible medical diagnostic equipment standards that the US Access Board has formulated. The needs of patients with all kinds of disabilities, and not only those with mobility disabilities, should be met by the technical requirements that the Health Care Accessibility Standard sets.

#20 The Ontario Government should impose a strict funding condition on the purchase or rental of any new health care diagnostic or treatment equipment anywhere in the health care system requiring that it must be accessible to patients with disabilities and designed based on principles of universal design, in compliance with the technical standards to be included in the Health Care Accessibility Standard.

#21 The Ontario Government should be required to make readily available to health care providers and facilities, and to the public, an up-to-date list of accessible health care diagnostic and treatment equipment and venders, so that each health care provider and facility does not have to re-invent the wheel by re-investigating these same issues.

#22 To save money, the Ontario Government should be required to attempt to negotiate bulk purchasing of accessible diagnostic and treatment equipment so that health care facilities and providers can obtain them at lower prices.

#23 When health care facilities and providers purchase, rent or otherwise acquire new or replacement diagnostic or treatment equipment, these should be required to be accessible to patients with disabilities and to be designed based on principles of universal design.

#24 Health care facilities and providers should survey their existing diagnostic or treatment equipment, and take the following steps to address any accessibility problems they have, if that equipment is not now being replaced:

a) Identify where the nearest place is where a patient can get diagnosis or treatment services where there is accessible diagnostic and treatment equipment, and to help facilitate the access of the patient with disabilities to health care services from that provider or facility.

b) Adopt and implement an interim plan to make any readily achievable accessibility improvements to the health care facility’s or provider’s existing diagnostic or treatment equipment.

c) Develop plans to purchase, rent or otherwise acquire accessible diagnostic or treatment equipment over a period of up to five years.

#25 These accessibility/universal design requirements should also apply to consumer health care products, such as for example, pill bottles.
[bookmark: OLE_LINK94][bookmark: OLE_LINK95]
 14. Specific Actions Are Needed to Ensure the Accessibility of Health Records

It is good that the Initial Report's Recommendation #6: Electronic Health Records addresses some aspects of electronic health records. However, it does not address a much-needed requirement to ensure that such health records are created and maintained in an accessible format. We have been asking the Ontario Government to address this for upwards of a decade, with no indication of any action being taken.

 We therefore recommend that:

[bookmark: _Hlk78869052]#26 Because Ontario’s system for electronic health care records has been centrally created, the Health Care Accessibility Standard should require the Ontario Government and any provincial agency that is responsible for overseeing the design, procurement or operation of the system for electronic health care records to ensure that these records will be kept and available in accessible formats for patients and support people with disabilities, and, as a related benefit, to health care providers and their staff with disabilities, except where technically impossible. PDF format should not be treated as being an accessible format.

#27 Individual health care organizations or facilities, including laboratories, that create their own health care records in electronic form should also be required to ensure that they are readily available in accessible formats for patients with disabilities and any patients’ support people with disabilities, and, as a side benefit, for health care providers and their staff with disabilities, except where technically impossible.

[bookmark: OLE_LINK96][bookmark: OLE_LINK97] 15. The Initial Report’s Recommendations on Training of Health Care Providers Should Be Strengthened


We support the Initial Report’s training requirements. (E.g. Recommendation #14: Training for Regulated Health Care Professionals). However, where it recommends training of health care providers on accessibility laws, this must be expanded to explicitly say that this includes the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms. Too many incorrectly think that the AODA is the only law they need to understand and obey. The Charter and Ontario Human Rights Code prevail over all other accessibility laws that are weaker on accessibility.

We therefore recommend that:

[bookmark: _Hlk78869203]#28 All the Initial Report’s recommendations on training on accessibility laws should be revised to explicitly include training on the accessibility requirements regarding people with disabilities in the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms.

The Initial Report says this regarding the proposed new professional training requirement:

“The intent of this requirement is to require regulated health professionals to demonstrate knowledge of Ontario’s accessibility laws in order to be authorized to practice. This would apply to new entrants to regulated health professions and would not include regulated health professionals already authorized to practice.”

It is good that training requirements for existing professionals are proposed. However, this should over time be also required for continued practice in a health care profession, even for existing practitioners. Otherwise, it may be decades before this training can fully achieve its stated purpose.

“Retrofit” training of existing health care providers can and should be required. This is especially important since, as dealt with in the Initial Report, the Government permitted serious new barriers to be entrenched in the health care system during the COVID-19 pandemic e.g. in connection with critical care triage. These in turn have embedded a serious misunderstanding of equality rights and human rights law, reinforced by those physicians and bioethicists who publicly defended the Government in the media on this deeply disturbing issue.

We therefore recommend that:

[bookmark: _Hlk78869326]#29 The Health Care Accessibility Standard should require training on disability accessibility, disability human rights and disability Charter obligations for existing health care professionals as a condition of continuing in practice.

It is also important to supplement the Initial Report on training, at a strategic provincial level.

We therefore recommend that:

[bookmark: _Hlk78869394]#30 The Ontario Government should be required to impose a condition of its funding for post-secondary education programs to train anyone in a health care discipline, profession or field, that the college or university that offers that degree or course must include a sufficient designated and mandatory curriculum on meeting the needs of patients with disabilities.

[bookmark: OLE_LINK98][bookmark: OLE_LINK99] 16. Detailed Recommendations are Needed to Protect the Right of Patients with Disabilities and of Any Patients’ Support People with Disabilities to Physically Get to Health Care Services

Too many obstacles impede people with disabilities from physically getting to places where they need to go to receive health care services and products, including such things as:

a) The many public transit barriers that the Transportation Accessibility Standard has not removed or prevented. This results in such things as health care facilities and providers that are not on an accessible public transit route, and restrictions on para-transit services being able to cross over municipal boundaries to get to them. The Transportation Standards Development Committee’s spring 2018 final report to the Ontario Government left out many important revisions needed to the 2011 Transportation Accessibility Standard (part of the 2011 Integrated Accessibility Standards Regulation), that were identified in the July 31, 2017 joint brief by the AODA Alliance and the ARCH Disability Law Centre.

b) Health care funding conditions that require that a patient must attend a physician’s office to receive health care services can impede access to health care services for whose disability prevents them from travelling to that office.

c) "One issue per visit” policies in physicians’ offices can prevent those with multiple disabilities, or disabilities plus illness/ailment from receiving adequate treatment. This discourages them from seeking treatment.

d) The new ‘mega hospitals’ that replace smaller, older hospitals create transportation barriers for those who live in rural areas. They also create access barriers for people with lung disease or fatiguing conditions who must walk long distances from the parking lot to the entrance and through the building to get to elevators.

e) Limited accessible parking lots and spaces near hospitals i.e. which cannot accommodate modified vans with raised roof or side lift for wheelchair.

f) When a para-transit service fails to show up on time, a patient can arrive late to a doctor's office, and have the doctor's office impose a financial penalty for supposedly missing the appointment.

g) Reductions or elimination of funding for house visits by a health care provider preclude the possibility of home visits for patients who are physically incapable of going to the health care provider’s office or facility to get treatment. For 2019 provincial cuts to OHIP coverage for a physician’s house visit to a patient, see: http://www.health.gov.on.ca/en/pro/programs/ohip/bulletins/11000/bul11214.aspx

The following recommendations help ensure that patients with disabilities and any patients’ support persons with disabilities can get to the places where health care services and products are provided.

We therefore recommend that:

[bookmark: _Hlk78869494]#31 Wherever possible, any new health care facility or provider receiving public funds that is setting up a new location should be required to locate at or near an accessible public transit stop on an accessible public transit route, with an accessible path of travel from the public transit stop to the health care facility or provider. Similarly, where an existing health care facility or provider is going to move to another location, it should be required to attempt to relocate to a location that is on an accessible public transit route.

#32 Where it is medically possible for a patient to take part in a health care service without physically attending at the health care facility or provider, an option should be provided for taking part remotely, e.g. via Facetime or other remote video conferencing. The Health Care Accessibility Standard should also require the removal of the OHIP barrier to funded physicians house calls.

#33 Where OHIP or a health care facility or provider has a policy or practice of permitting only one health issue per visit, an exception should be created for patients with disabilities for whom transportation to the health care facility is impeded by accessibility barriers.

#34 A health care facility or provider should not be permitted to charge a late fee or a missed appointment fee where a patient with a disability has in good faith attempted to attend on time but was made late or precluded from attending by transportation barriers (such as being made late for the appointment by the community’s para-transit service).

#35 When the Ontario Government is undertaking planning for new health care services, or for improvements to health care services, it should be required to include in those plans, and to make public, requirements to ensure that wherever possible, health care services and facilities are provided in locations on accessible public transit routes, with an accessible path of travel from the accessible public transit stop to the facility or provider.

#36 The 2011 Transportation Accessibility Standard should be amended to set accessibility requirements for public transit stations and stops, as the joint July 31, 2017 AODA Alliance/ARCH brief to the Transportation Standards Development Committee recommended.

#37 The Health Care Accessibility Standard should set technical specifications to ensure the full accessibility of ambulances and other vehicles that transport patients, including patients with disabilities, to or from health care services. See also below re: the need to include equipment in those vehicles for communication with patients with communication-related disabilities.

 17. Effective Action is Needed to Guarantee the Right of Patients with Disabilities to the Privacy of Their Health Care Information

Too often, patients with disabilities are not assured a chance to give and receive information regarding their health care needs in private, when dealing with health care providers or facilities. This can include e.g., having a health professional’s assistant assist a patient with disabilities to fill out a printed medical history form, but doing this in the office’s open reception area rather than in private. Another common example is a pharmacy giving private information about medications to a patient over the counter in a pharmacy, where others can easily overhear this.

The following recommendations seek to ensure that the privacy of patients with disabilities is fully respected in connection with health care services.

We therefore recommend that:

[bookmark: _Hlk78869618]#38 Any health care facility or provider, including such places as doctors’ offices and pharmacies, should be required to designate an accessible private area where patients with disabilities can give and receive private information in connection with their health care services or products without others being able to overhear this.

#39 Health care facilities and providers should be required to notify all patients, including patients with disabilities, of their right to have their health care needs and issues discussed and information exchanged in a private location, and should instruct their staff, including any who deal with patients or the public, of their duty to fully respect this right.

 18. Additional Recommendations are Needed to Help Ensure the Right of Patients with Disabilities and of Patients’ Support People with Disabilities to Accessible Information and Communication in Connection with Health Care

It is good that the Initial Report addresses the problem that too often, critical health care information in the health care system is provided in inaccessible formats, or via inaccessible websites or other technology, or without the communication supports that people with communication-related disabilities need. The 2011 Information and Communication Accessibility Standard, enacted as part of the 2011 Integrated Accessibility Standards Regulation, has not ensured that these barriers to health care-related information are removed and prevented. The July 24, 2019 draft recommendations of the Information and Communication Standards Development Committee, while helpful, would not fully address all the concerns identified here. See further the AODA Alliance’s November 26, 2019 brief to the Information and Communication Standards Development Committee.

We urge the Standards Development Committee to strengthen the Initial Report’s recommendations to ensure that patients with disabilities and their support people with disabilities can effectively communicate with health care providers in connection with receiving health care services and products and will get accessible information needed for that purpose.

We therefore recommend that:

[bookmark: _Hlk78869945]#40 Without limiting the information and communications to which this part of the Health Care Accessibility Standard should apply, it should address:

a) Information or communications needed to provide a health care provider with the patient’s history, needs, symptoms or other health problems.

b) Information and communications regarding the patient’s diagnosis, prognosis or treatment, including any risks, follow-up or other health care services to secure.

c) A health care facility’s discharge instructions.

#41 Health Care facilities should be equipped with assistive listening devices to enable patients with hearing loss and support people with hearing loss to be able to effectively communicate e.g. at nursing stations, help desks, and when dealing directly with health care providers.

#42 Health care-related products such as prescription and non-prescription medications should be provided when needed with accessible labels, instructions or users’ manuals, available in accessible formats. Those who sell or rent these to the public should be required to regularly notify the public, including their customers, that accessible labels, instructions, and users’ manuals are available on request. See e.g. work on developing standards and practices for accessible prescription drug container labels by the US Access Board. See also the February 6, 2020 news release announcing that the Empire chain of stores, including all Sobeys Stores, will provide accessible prescription labels to customers with disabilities free of charge on request. If they can, so can all other drug stores.

#43 Where a health care facility or health care provider provides information about their services or facilities in print or via the internet, they should be required to ensure that their website meets current international accessibility requirements along prompt time lines, even if the Information and Communication Accessibility Standard does not now require this. Currently, the Information and Communication Accessibility Information and Communication Accessibility Standard has too many exemptions, leaves out too many providers of goods and services, and has timelines that are too long. Whether or not those exemptions, exclusions and long timelines are justified for other sectors, they are unjustified for a sector as important as the health care sector.

#44 Ambulances and other vehicles that transport patients should include equipment to facilitate communication with patients with communication disabilities, such as remotely-accessed sign language interpretation and other communication supports.

#45 The Ontario Government should be required to set up hubs or centralized services to enable health care facilities and providers, including small providers, to quickly and easily access communication supports needed for patients with communication-related disabilities (for example Sign Language interpreters and real time captioning). The Ontario Government should fund these services as part of its funding of the health care system, in furtherance of the Supreme Court of Canada’s Eldridge decision.

#46 Any prepared information on health care conditions, treatment instructions, prognoses, risks, laboratory or other test results and the like which a health care facility or provider makes available to patients, whether in print or electronic form, should be made available at the same time on request in an accessible format. The standard should direct that PDF format is not sufficient to be accessible, and that if information is available in a PDF document, it should also be posted in an accessible format such as HTML or MS Word. Health care facilities and providers should be required to notify patients, including patients and their support people with disabilities, that any hard copy or electronic documents provided to them can be requested and obtained in an accessible format on request.

#47 Where a health care facility or provider asks patients or their support people to use information technology hardware or software in connection with the delivery of health care services (such as asking them to fill out their medical history on a portable computer or tablet device), the facility or provider shall:

a) In the case of new or updated information technology or equipment to be acquired, ensure that it is accessible to people with disabilities and is designed based on principles of universal design;

b) In the case of existing information technology now being used, retrofit to be accessible except where this would pose an undue hardship and,

c) For those people who prefer this option, ensure that patients with disabilities or their support people with disabilities are assisted to use that technology, in private, at the same time as others would use it, where this would not reduce their access to the health care services to which it pertains.

#48 The Ontario Government should be required to develop and make public a strategy for ensuring that health care promotion initiatives in Ontario are accessible to people with disabilities. For example, it should require that:

a) All advertisements for health care promotion should have captioning and audio description.

b) All mail-out, printed and online materials focusing on health promotion should be required to be in accessible formats, regardless of any exemptions in the Information and Communication Accessibility Standard.

 19. The Initial Report’s Recommendations Should Be Strengthened to Effectively Protect the Right of Patients with Disabilities to the Support Services They Need to Access Health Care Services

We strongly commend the Health Care Standards Development Committee for exploring this issue. Too often, health care facilities lack the essential support services that patients with disabilities need to be able to access the health care services that the facility offers. Examples include hospital patients with disabilities who need help with eating, patients who need attendant care, or patients with vision loss who need to be guided to and from their destinations within a health care facility.

It is essential to ensure that patients with disabilities get the support services they need to be able to make use of and fully benefit from the health care services and facilities that are offered to the public in Ontario’s health care system.

We therefore recommend that:

[bookmark: _Hlk78870374]#49 Hospitals and other major health care facilities should be required to provide support services for patients with disabilities when needed to ensure that those patients can fully access and benefit from the health care services that the facility offers, to let patients know about the availability of these services, and to annually publicly report on the number of staff available to provide this support, such as:

a) Attendant care.

b) Assistance with meals.

c) Assistance with being guided to and getting around the health care facility e.g. for patients with vision loss or cognitive disabilities.

#50 In a hospital or other major health care facility, there should be one nurse at each nursing station designated to receive training and to be responsible for addressing the needs of patients with complex needs due to their disability.

 20. Additional Measures Should Be Recommended to Ensure Right of Patients with Disabilities to Identify their Disability-Related Accessibility Needs in Advance and to Request Accessibility/Accommodation from a Health Care Provider or Facility

It is good that the Initial Report recognizes that health care providers, and especially large facilities, too often do not provide an easy-to-access way for a patient with disabilities or for patients’ support people to notify the health care provider of their need for a disability accommodation or accessibility, so that these can be provided in a timely fashion. We propose actions to strengthen the Initial Report on this issue.

We therefore recommend that:

[bookmark: _Hlk78870451]#51 Each health care provider and facility should be required to put in place a system and designate a person to solicit and receive requests from patients or their support people for disability accommodations in connection with health care services or products.

#52 Each health care provider or facility should be required to make readily-available to the public, including to their patients, in an accessible format, information about how to identify themselves in advance to the health care provider as having disability-related accessibility or accommodation needs, and to ask to arrange for these needs to be met.

#53 Each hospital and larger health care facility should be required to collect anonymized information on disability-related accessibility and accommodation requests received from or on behalf of patients with disabilities, to assist that health care provider or facility in planning for future disability accessibility and accommodation. This anonymized information should be available for study by the Government or other health policy planners.

#54 The Chief Executive Officer of any hospital or large health care facility should be required to annually review the information that the facility has collected on the requests for disability accessibility and accommodation that the facility has received and report to the board of directors on measures that could improve the facility’s capacity to meet these needs.

[bookmark: OLE_LINK108][bookmark: OLE_LINK109] 21. Patients with Disabilities and Support People with Disabilities Should Be Assured Accessible Complaint Processes at Health Care Providers’ Self-Governing Colleges, and to Have Those Colleges Ensure that the Profession They Regulate Are Trained to Meet the Needs of Patients with Disabilities

Self-governing regulatory colleges govern some 26 kinds of health care professionals in Ontario. They are not assured to have in place sufficient ways to ensure that their members are providing accessible health care services to patients with disabilities.

The following recommendations seek to ensure that health care professionals’ self-governing colleges effectively oversee the profession that they govern to ensure that they are providing accessible services to patients with disabilities, and have a fully accessible complaint process for the public to use.

We therefore recommend that:

[bookmark: _Hlk78870588]#55 Each health care profession’s self-governing college should be required to:

a) Review its public complaints process to identify any barriers at any stage in that process that could adversely affect people with disabilities filing a complaint, or about whom a complaint is filed.

b) Develop a plan for removing and preventing any accessibility barriers identified, whether or not those barriers are specified in any current AODA accessibility standards.

c) Publicly report to its governing board of directors and the public on these barriers and the college’s plans to remove and prevent such barriers, in order to achieve a barrier-free complaints process.

d) Establish and maintain a standing committee of its governing board of directors responsible for the accessibility of the services that the college offers the public, including, but not limited to its public complaints process.

e) Consult with the public, including people with disabilities, on barriers that people with disabilities experience when seeking the services of the health care professionals that that profession regulates, to be shared with the board’s Accessibility Committee. To avoid duplication of efforts and burdens on the disability community, several regulatory colleges can jointly undertake this consultation.

[bookmark: OLE_LINK110][bookmark: OLE_LINK111] 22. Systemic Accessibility Safeguards Should Be Built into the Health Care System from Top to Bottom

[bookmark: Start][bookmark: Complete]Too often, the Ontario Government and individual health care facilities go about their business planning for and operating Ontario’s health care system without taking into account the needs of patients with disabilities. This results in systemic barriers being left in place and new ones being created.

The following recommendations aim to ensure that each health care facility and the Ontario Government effectively take into account the needs of patients with disabilities when designing and planning for Ontario’s health care system and when operating it on a day-to-day basis, and have safeguards in place to catch recurring accessibility gaps. The Supreme Court’s Eldridge decision requires the Government to do this.

We therefore recommend that:

[bookmark: _Hlk78870737]#56 The Ministry of Health should be required to designate a senior official at the “Assistant Deputy Minister” level as the leading public official who is responsible for ensuring accessibility, accommodation and inclusion for patients with disabilities in Ontario’s health care system. They should be responsible for ensuring that any policies, plans or proposals regarding the health care system are screened to ensure that they will not create any new barriers for patients with disabilities, and will instead remove barriers.

#57 The Ministry of Health should be required to conduct a system-wide review of the health care system for any systemic barriers, in consultation with the public including people with disabilities. It should identify and make public a plan to remove and prevent systemic or system-wide barriers that impede patients with disabilities from receiving accessible health care, along time lines that the Health Care Accessibility Standard will set.

#58 Each hospital and other major health care facility should be required to establish and regularly publicize a dedicated disability accessibility/accommodation complaints hotline, to trigger prompt action when problems are raised.

#59 The Ministry of Health should be required to establish and regularly publicize a hotline to receive complaints about accessibility problems facing patients and support people with disabilities in Ontario’s health care system. The Ministry should be required to annually publish a report with an anonymized summary of the substance of complaints received and action taken to prevent their recurrence.

Beyond the foregoing, there is a pressing need for the creation of authoritative well-trained system navigators to assist patients with disabilities in navigating Ontario’s complex and at times impenetrable health care system. This parallels recommendations that the K-12 Education Standards Development Committee made for creating system navigators for families of students with disabilities trying to navigate the similarly-challenging Ontario school system.

We therefore recommend that:

[bookmark: _Hlk78870769]#60 The Health Care Accessibility Standard should require the creation of authoritative, well-trained system navigators to assist patients with disabilities and their support people to navigate Ontario’s health care system.

OHIP fee schedules for medical services can implicitly assume a patient has no disability and requires no additional time for the health appointment. For example, some patients with disabilities need more time to undress, get on the assessment table, and then get dressed again. Communication disabilities may lead to needing more time to discuss a patient’s condition with them, including such things as their medical history, diagnosis, and treatment options. Patients with complex disabilities can require more time for their condition to be medically assessed and treatment to be provided or discussed. The individual physician should not be required to personally finance all of this. The current OHIP funding model creates a harmful economic incentive for physicians to avoid taking on patients with significant or complex disabilities as their patient.

We therefore recommend that:

[bookmark: _Hlk78870811]#61 The OHIP fee schedule should be revised to provide for added time to serve the needs of patients with disabilities who need more time for assessment, diagnosis and treatment, to eliminate the harmful financial incentive that the Ontario Government now creates for physicians to avoid treating taking on those patients.

[bookmark: OLE_LINK112][bookmark: OLE_LINK113] 23. The Experience and Expertise of People with Disabilities Working in the Health Care System Should Be Harnessed to Expedite the Removal and Prevention of Barriers Facing Patients and Their Support People with Disabilities 

People with disabilities working or volunteering in the health care system too often face accessibility barriers in the workplace that also hurt people with disabilities who seek health care services.

The following recommendation would help ensure that the experience and expertise of people with disabilities working for pay or as volunteers in the health care system is effectively harnessed to help root out the accessibility barriers that impede patients with disabilities and any patients’ support people with disabilities. This is because workplace disability barriers and health care service disability barriers often are the same or substantially overlap.

We therefore recommend that:

[bookmark: _Hlk78870860]#62 Each hospital and major health care facility should be required to establish a committee of those employees and volunteers with disabilities who wish to voluntarily join it, to give the facility’s senior management feedback on the barriers in the health care facility that could impede patients with disabilities or any patients’ support people with disabilities, and/or employees/volunteers with disabilities.

[bookmark: OLE_LINK114][bookmark: OLE_LINK115] 24. The Health Care Standards Development Committee Should Endorse the K-12 Education Standards Development Committee Initial Report’s Health Care Recommendations

The K-12 Education Standards Development Committee makes several recommendations about disability barriers in access to needed health care services facing students with disabilities. It would be helpful for the Health Care Standards Development Committee to endorse these.

We therefore recommend that:

[bookmark: _Hlk78870892]#63 The Health Care Standards Development Committee should endorse the recommendations regarding health care services in the Initial Report of the K-12 Education Standards Development Committee on barriers facing students with disabilities in Ontario schools.

[bookmark: OLE_LINK116][bookmark: OLE_LINK117] 25. Further Steps Should Be Recommended to Supplement the Initial Report’s Recommendations Arising from the COVID-19 Pandemic

We endorse the Standards Development Committee’s concerns about the problems and barriers in provision of health care to people with disabilities during the COVID-19 pandemic. Subject only to the following comments and refinements, we endorse and supplement the Standards Development Committee‘s recommendations on this topic.

We agree with the Health Care Standards Development Committee that a review of the Government’s response to the COVID-19 pandemic is needed. The Initial Report states:

“These included concerns such as access to clear and understandable information about available services, access to services normally provided in hospitals as part of discharge planning, and the need for an accessibility and disability lens as part of the development of medical triage protocols. These concerns are heightened by the more severe impact of the pandemic on persons with disabilities from marginalized populations. Communities that were disproportionately impacted include people who are Black, Indigenous, and people of colour; Francophone communities; LGBTQ2S+ people; lower-income communities; and persons with disabilities living in congregate environments, such as group homes or nursing homes.
This recommendation is intended to guide government and the health care sector as they manage the ongoing COVID-19 pandemic, and for future states of emergency.
The Committee recommends the following:
1.	Following the end of declarations of a State of Emergency, government conduct a review of successes and failures in relation to persons with disabilities and their access to health care. This should include:
o	Establishing an advisory panel to provide guidance throughout the ongoing state of emergency, and on an ongoing basis following the end of emergency orders. The advisory panel must include a majority of members with lived experience of disability.
o	Conducting a broad, accessible consultation of persons with disabilities on their experiences during the State of Emergency to inform future government programs and services in similar states of emergency. This should occur as soon as possible following the end of the current emergency orders.”

The review that looks into lessons learned from the COVID-19 pandemic should be an Independent Review that is conducted by trusted and respected persons outside the Government and the health care system. Otherwise, this risks being a window-dressing exercise of the Government reviewing its own behaviour.

We therefore recommend that:

[bookmark: _Hlk78870964]#64 The Initial Report’s Recommendation 15 regarding the conduct of a after-the fact review of the problems facing people with disabilities in accessing health care during the COVID-19 pandemic should be revised so that this review is an Independent Review conducted by trusted and respected persons who are independent of the Government and of the health care system.

We applaud the Standards Development Committee for identifying the Government’s plans for critical care triage as requiring action from a disability perspective. We believe that the Initial Report does not go far enough on this life-and-death issue.

The Initial Report’s Recommendation 22 includes the following action:

“Ensuring that Ontario's clinical triage protocol is consistent with an accessibility and human rights lens and with current, established scientific principles of testing (e.g., validity and reliability).”

The AODA Alliance, with other partners in the disability community such as the ARCH Disability Law Centre, together played a leading role in exposing and criticizing the Government’s secret critical care triage protocol and the disability discrimination rooted in it. This is documented at length on the AODA Alliance website’s health care page.

The Government allowed two successive critical care triage protocols to be distributed to all Ontario hospitals. The first was sent out on March 28, 2020. It was rescinded around October 29, 2020, but only after massive pressure from the disability community and strong objections from the Ontario Human Rights Commission (as well as from the Ontario Government-appointed Bioethics Table that had initially recommended it). The second successor critical care triage protocol as sent to all hospitals around January 13, 2021, and has never been rescinded. To the contrary, hospitals did training simulations to be ready to use it if needed.

In addition, there is a real possibility that ambulance services had some sort of critical care triage protocol and may well have used it to withhold needed critical care during the pandemic from some patients. The Government has refused to disclose this, or even admit that it exists.

The Government has been incredibly and inexcusably secretive about all of this. It has never made any of these critical care triage protocols public. They became public only due to leaks. The Minister of Health refused to answer any of our nine successive letters to her over the past year on this important issue.

We and the ARCH Disability Law Centre have amply and publicly documented that these critical care triage protocols included clear discrimination based on disability, against patients with disabilities, in access to life-saving critical care. The Government has never acknowledged this nor justified it. Instead, it has had physicians and a bioethicist involved in its development go public to deny disability discrimination in it. Their defences are false, misleading, and discordant with basic human rights principles at the heart of the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms. See for example, the AODA Alliance’s February 25, 2021 brief on the critical care triage protocol issue. The Government has never disproven that brief’s contents.

The result is that in critical or intensive care departments and emergency rooms around Ontario, front-line health care workers have now been systematically trained to discriminate against people with disabilities, as if it were perfectly permissible and backed by science. Even if there were no formal critical care triage taking place so far during the pandemic, this damage is deep and worrisome. All the Standards Development Committee’s laudable recommendations about training for health care professionals will accomplish little if it is provided in a system that has so recently had its front-line professionals in intensive and emergency care consider permissible practices that are blatantly disability-discriminatory.

The Standards Development Committee’s Recommendation 22, quoted above, will unfortunately not fix this or make a dent in it. To the contrary, the very Government spokespeople from the hospital sector who went public to defend these discriminatory practices would claim that the critical care triage protocol is consistent with human rights, does not discriminate because of disability, and is backed by science. Such claims are easily proven to be dangerously false and very harmful for people with disabilities.

Therefore, much stronger medicine is needed to cure this unprecedented new barrier that the Government allowed to be created in secret to equal access to health care for the most vulnerable patients with disabilities. With the risk of a fourth wave in this pandemic over the next month, action on this is now needed.

We therefore recommend that:

[bookmark: _Hlk78871119]#65 The Initial Report should recommend that the Health Care Accessibility Standard 

a) Require the Government to immediately rescind the January 13, 2021 critical care triage protocol and all directions and training materials relating to it, and should direct that these are not to be followed or considered appropriate under any situation.

b) Require the Ontario Government to immediately make public all versions of the critical care triage protocol that have been in force in Ontario, or distributed to hospitals, as well as any critical care triage protocol or directions to ambulances or other emergency services, and any reports that the government received from the Government-appointed Bioethics Table.

c) Require that if critical care triage is directed to occur during this or other emergencies, the Government shall make public on a daily basis the number of patients who are refused or denied critical care that they need and want, due to critical care triage.

e) Require that the Clinical Frailty Scale shall not be used as a tool to decide who is to ever be refused critical care they need and want.

f) Forbid the use or distribution of the “Short Term Mortality Risk Calculator” that was made available under the auspices of Critical Care Services Ontario to all Ontario hospitals.

During the COVID-19 pandemic, the health care system commendably transitioned to providing remote care via Zoom, phone or other platforms. Previously, a patient generally had to attend at a health care provider’s office to get services that OHIP covered. This was a barrier to patients with disabilities for whom attending in a doctor’s office or other such venue is fraught with barriers.

It is critical that distance health care services remain in place for patients with disabilities where needed, after the pandemic is over.

We therefore recommend that:

[bookmark: _Hlk78871153]#66 the Health Care Accessibility Standard should require the Government to ensure the availability of remote or distance delivery of health care services where medically feasible, and where patients with disabilities face barriers attending at a health care office or facility to receive such services.

We encourage the Standards Development Committee to document as many specific barriers experienced during the pandemic in the health care system as possible. We offer these examples.

People with disabilities encountered recurring barriers in trying to arrange for COVID-19 vaccination, especially early in the vaccination roll-out. Information had to be obtained at times from drug stores, in circumstances where the Government did not ensure that their websites were accessible and had not been effectively enforcing website accessibility requirements.

COVID-19 testing was not ensured to be barrier-free for patients with disabilities. We received reports or tracked media issues, such as a failure to accommodate a child with autism who may have benefitted from sedation during a COVID-19 test, and patients with disabilities having to be exposed to risk of exposure to COVID-19 to get accessible public transportation to go for a COVID-19 test.

We therefore recommend that:

[bookmark: _Hlk78871187]#67 The Initial Report should be expanded to list a full range of disability barriers reported to the Standards Development Committee in access to health care during the pandemic.

[bookmark: OLE_LINK118][bookmark: OLE_LINK119] 26. The Initial Report’s Recommendations on Strengthening AODA Enforcement are Heartily Applauded

We also applaud the Health Care Standards Development Committee for identifying the pressing need for substantially strengthening AODA enforcement, and for offering recommendations to help achieve this. The AODA Alliance has tried to play a leading role over the past decade in exposing the lack of effective AODA enforcement, and in trying to reverse this harmful trend. Our efforts are documented on the AODA Alliance website’s enforcement page.

We support much of what the Standards Development Committee recommended on this issue. We have some concerns about using the accreditation avenue that the Standards Development Committee recommends. This is because it risks in effect privatizing AODA enforcement, giving it over to those who may know little about disability barriers and the AODA. If accreditation strategies are used to supplement robust AODA public enforcement, we are open to considering this, but only as a supplement, not a replacement.

We especially endorse the recommendations regarding on-site inspections. Without this, AODA enforcement is likely not to succeed. We note that the K-12 Education Standards Development Committee took the same approach in its initial recommendations on enforcement.

 Appendix 1 K-12 Education Standards Development Committee’s Initial Report Recommendations Regarding the Built Environment

Specific Accessibility Requirements Recommendations
Recommendation Part Three: Usable Accessible Design for Exterior Site Elements 
The following should be required: 
81. Access to the site for pedestrians
0. Clear, intuitive connection to the accessible entrance
0. A tactile raised line map shall be provided at the main entry points adjacent to the accessible path of travel but with enough space to ensure users do not block the path for others
0. Path of travel from each sidewalk connects to an accessible entrance with few to no joints to avoid bumps. The primary paths shall be wide enough to allow two-way traffic with a clear width that allows two people using wheelchairs or guide dogs to pass each other. For secondary paths where a single path is used, passing spaces shall be provided at regular intervals and at all decision points. The height difference from the sidewalk to the entrance will not require a ramp or stairs. The path will provide drainage slopes only and ensure no puddles form on the path. Paths will be heated during winter months using heat from the school or other renewable energy sources.
0. Bike parking shall be adjacent to the entry path. Riders shall be required to dismount and not ride on the pedestrian routes. Bike parking shall provide horizontal storage with enough space to ensure users and parked bikes do not block the path for others. The ground surface below the bikes shall be colour contrasted and textured to be distinct from the pedestrian path.
0. Rest areas and benches with clear floor space for at least two assistive mobility devices or strollers or a mix of both shall be provided. Benches shall be colour contrasted, have back and arm rests and provide transfer seating options at both ends of the bench. These shall be provided every 30m along the path placed adjoining. The bench and space for assistive devices are not to block the path. If the path to the main entrance is less than 30m at least one rest area shall be provided along the route. If the drop-off area is in a different location than the pedestrian route from the sidewalk, an interior rest area shall be provided with clear sightlines to the drop-off area. If the drop-off area is more than 20m from the closest accessible entrance an exterior accessible heated shelter shall be provided for those awaiting pick-up. The ground surface below the rest areas shall be colour contrasted and textured to be distinct from the pedestrian path it abuts
0. Tactile directional indicators shall be provided where large open paved areas happen along the route
0. Accessible pedestrian directional signage at decision points
0. [bookmark: _Hlk32159477]Lighting levels shall be bright and even enough to avoid shadows and ensure it’s easy to see the features and to keep people safe.
0. Accessible duress stations (Emergency safety zones in public spaces)
0. Heated walkways shall be used where possible to ensure the path is always clear of snow and ice

82. Access to the site for vehicles
0. Clear, intuitive connection to the drop-off and accessible parking
0. Passenger drop-off shall include space for driveway, layby, access aisle (painted with non slip paint), and a drop curb (to provide a smooth transition) for the full length of the drop off. This edge shall be identified and protected with high colour contrasted tactile attention indicators and bollards to stop cars, so people with vision loss or those not paying attention get a warning before walking into the car area. Sidewalk slopes shall provide drainage in all directions for the full length of the dropped curb
0. Overhead protection shall be provided by a canopy that allows for a clearance for raised vans or buses and shall provide as much overhead protection as possible for people who may need more time to load or off-load 
0. Heated walkways from the drop-off and parking shall be used to ensure the path is always clear of snow and ice
0. A tactile walking directional indicator path shall lead from the drop-off area to the closest accessible entrance to the building (typically the main entrance)
0. A parking surface will only be steep enough to provide drainage in all directions. The drainage will be designed to prevent puddles from forming at the parking or along the pedestrian route from the parking
0. Parking design should include potential expansion plans for future growth and/or to address increased need for accessible parking
0. Parking access aisles shall connect to the sidewalk with a curb cut that leads to the closest accessible entrance to the building. (so that no one needs to travel along the driveway behind parked cars or in the path of car traffic)
0. Lighting levels shall be bright and even enough to avoid shadows and to ensure it’s easy to see obstacles and to keep people safe.
0. If there is more than one parking lot, each site shall have a distinctive colour and shape symbol associated with it that will be used on all directional signage especially along pedestrian routes.
83. Parking
0. The provision of parking spaces near the entrance to a facility is important to accommodate persons with a varying range of abilities as well as persons with limited mobility. Medical conditions, such as anemia, arthritis or heart conditions, using crutches or the physical act of pushing a wheelchair, all can make it difficult to travel long distances. Minimizing travel distances is particularly important outdoors, where weather conditions and ground surfaces can make travel difficult and hazardous.
0. The sizes of accessible parking stalls are important. A person using a mobility aid such as a wheelchair requires a wider parking space to accommodate the manoeuvring of the wheelchair beside the car or van. A van may also require additional space to deploy a lift or ramp out the side or back door. An individual would require space for the deployment of the lift itself as well as additional space to manoeuvre on/off the lift.
0. Heights of passage along the driving routes to accessible parking is a factor. Accessible vans may have a raised roof resulting in the need for additional overhead clearance. Alternatively, the floor of the van may be lowered, resulting in lower capacity to travel over for speed bumps and pavement slope transitions.
0. Wherever possible, parking signs shall be located away from pedestrian routes, because they can constitute an overhead and/or protruding hazard. All parking signage shall be placed at the end of the parking space in a bollard barricade to stop cars, trucks or vans from parking over and blocking the sidewalk.
 
84. A Building’s Exterior doors
0. Level areas on both sides of a building’s exterior door shall allow the clear floor space for a large scooter or mobility device or several strollers to be at the door. Exterior surface slope shall only provide drainage away from the building.
0. 100% of a building’s exterior doors will be accessible with level thresholds, colour contrast, accessible door hardware and in-door windows or side windows (where security allows) so those approaching the door can see if someone is on the other side of the door
0. Main entry doors at the front of the building and the door closest to the parking lot (if not the same) to be obvious, prominent and will have automatic sliders with overhead sensors. Placing power door operator buttons correctly is difficult and often creates barriers especially within the vestibule
0. Accessible security access for after hours or if used all day with 2-way video for those who are deaf and/or scrolling voice to text messaging
0. All exit doors shall be accessible with a level threshold and clear floor space on either side of the door. The exterior shall include a paved accessible path leading away from the building

Accessible Design for Interior Building Elements – General Requirements Recommendations
The following should be required: 
85. Entrances:
0. All entrances used by staff and/or the public shall be accessible and comply with this section. In a retrofit situation where it is technically infeasible to make all staff and public entrances accessible, at least 50% of all staff and public entrances shall be accessible and comply with this section. In a retrofit situation where it is technically infeasible to make all public entrances accessible, the primary entrances used by staff and the public shall be accessible.

86. Door:
0. Doors shall be sufficiently wide enough to accommodate stretchers, wheelchairs or assistive scooters, pushing strollers, or making a delivery
0. Threshold at the door’s base shall be level to allow a trip free and wheel friendly passage.
0. Heavy doors and those with auto closers shall provide automatic door openers.
0. Room entrances shall have doors.
0. Direction of door swing shall be chosen to enhance the usability and limit the hazard to others of the door opening.
0. Sliding doors can be easier for some individuals to operate and can also require less wheelchair manoeuvring space.
0. Doors that require two hands to operate will not be used.
0. Revolving doors are not accessible.
0. Full glass doors are not to be used as they represent a hazard.
0. Colour-contrasting will be provided on door frames, door handles as well as the door edges.
0. Door handles and locks will be operable by using a closed fist, and not require fine finger control, tight grasping, pinching, or twisting of the wrist to operate

87. Gates, Turnstiles and Openings:
0. Gates and turnstiles should be designed to accommodate the full range of users that may pass through them. Single-bar gates designed to be at a convenient waist height for ambulatory persons are at neck and face height for children and chest height for persons who use wheelchairs or scooters.
0. Revolving turnstiles should not be used as they are a physical impossibility for a person in a wheelchair to negotiate. They are also difficult for persons using canes or crutches, or persons with poor balance.
0. All controlled entry points will provide an accessible width to allow passage of wheelchairs, other mobility devices, strollers, walkers or delivery carts.

88. Windows, Glazed Screens and Sidelights
0. Broad expanses of glass should not be used for walls, beside doors and as doors can be difficult to detect. This may be a particular concern to persons with vision loss/no vision. It is also possible for anyone to walk into a clear sheet of glazing especially if they are distracted or in a hurry.
0. Windowsill heights and operating controls for opening windows or closing blinds should be accessible...located on a path of travel, with clear floor space, within reach of a shorter or seated user, colour contrasted and not require punching or twisting to operate.

89. Drinking Fountains
0. Drinking fountain height should accommodate children and that of a person using a wheelchair or scooter. Potentially conflicting with this, the height should strive to attempt to accommodate individuals who have difficulty bending and who would require a higher fountain. Where feasible, this may require more than one fountain, at different heights. The operating system shall account for limited hand strength or dexterity. Fountains will be recessed, to avoid protruding into the path of travel. Angled recessed alcove designs allow more flexibility and require less precision by a person using a wheelchair or scooter. Providing accessible signage with a tactile attention indicator tile will help those who with vision loss to find the fountain.

90. Layout
0. The main office where visitors and others need to report to upon entering the building shall always be located on the same level as the entrance, as close to the entrance as possible. If the path of travel to the office crosses a large open area, a tactile directional indicator path shall lead from the main entrance(s) to the office ID signage next to the office door.
0. All classrooms and or public destinations shall be on the ground floor. Where this is not possible, at least 2 elevators should be provided to access all other levels. Where the building is long and spread out, travel distance to elevators should be considered to reduce extra time needed for students and staff or others who use the elevators instead of the stairs. If feature stairs (staircases included in whole or in part for design aesthetics) are included, elevators shall be co-located and just as prominent as the stairs
0. Corridors should meet at 90-degree angles. Floor layouts from floor to floor should be consistent and predictable so the room number line up and are the same with the floors above and below along with the washrooms
0. Multi-stall washrooms shall always place the women’s washroom on the right and the men’s washroom on the left. No labyrinth entrances shall be used. Universal washrooms shall be co-located immediately adjacent to the stall washrooms, in a location that is consistent and predictable throughout the building

91. Facilities
0. The entry doors to each type of facility within a building should be accessible, colour contrasted, obvious and prominent and designed as part of the wayfinding system including accessible signage that is co-located with power door openers controls.
0. Tactile attention indicator tile will be placed on the floor in front of the accessible ID signage at each room or facility type. Where a room or facility entrance is placed off of a large interior open area 

Accessible Design for Interior Building Elements – Circulation Recommendations
The following should be required: 
92. Elevators
0. Elevator Doors will provide a clear width to allow a stretcher and larger mobility devices to get in and out
0. Doors will have sensors so doors will auto open if the doorway is blocked
0. Elevators will be installed in pairs so that when one is out of service for repair or maintenance, there is an alternative available.
0. Elevators will be sized at allow at least two mobility device users and two non-mobility devices users to be in the elevator at the same time. This should also allow for a wide stretcher in case of emergency.
0. Assistive listening will be available in each elevator to help make the audible announcements heard by those using hearing aids
0. Emergency button on the elevator’s control panel will also provide 2-way communication with video and scrolling text and a keyboard for people who are deaf or who have other communication disabilities
0. Inside the elevators will be additional horizontal buttons on the side wall in case there is not enough room for a person using a mobility aid to push the typical vertical buttons along the wall beside the door. If there are only two floors the elevator will only provide the door open, close and emergency call buttons and the elevator will automatically move to the floor it is not on.
0. The words spoken in the elevator’s voice announcement of the floor will be the same as the braille and print floor markings, so the button shows 1 as a number, 1 in braille and the voice says first floor not G for Ground with M in braille and voice says first floor.)
0. Ensure the star symbol for each elevator matches ground level appropriate to the elevator. The star symbol indicates the floor the elevator will return to in an emergency. This means users in the elevator will open closest to the available accessible exit. If the entrance on the north side is on the second floor, the star symbol in that elevator will be next to the button that says 2. If the entrance on the south side of the building is on the 1st floor, the star symbol will be next to the button that says 1.
0. The voice on the elevator shall be set at a volume that is audible above typical noise levels while the elevator is in use, so that people on the elevator can easily hear the audible floor announcements.
0. Lighting levels inside the elevator will match the lighting at the elevator lobbies. Lighting will be measured at the ground level
0. Elevators will provide colour contrast between the floor and the walls inside the cab and between the frame of the door or the doors with the wall surrounding in the elevator lobbies. Vinyl peel and stick sheets or paint will be used to cover the shiny metal which creates glare. Vinyl sheets will be plain to ensure the door looks like a door, and not like advertising
0. In a retrofit situation where adding 2 elevators is not technically possible without undue hardship, platform lifts may be considered. Elevators that are used by all facility users are preferred to platform lifts which tend to segregate persons with disabilities and which limit space at entrance and stair locations. Furthermore, independent access is often compromised by such platform lifts, because platform lifts are often requiring a key to operate. Whenever possible, integrated elevator access should be incorporated to avoid the use of lifts.

93. Ramps
0. A properly designed ramp can provide wait-free access for those using wheelchairs or scooters, pushing strollers or moving packages on a trolley or those who are using sign language to communicate and don’t want to stop talking as they climb stairs.
0. A ramp’s textured surfaces, edge protection and handrails all provide important safety features.
0. On outdoor ramps, heated surfaces shall be provided to address the safety concerns associated with snow and ice.
0. Ramps shall only be used where the height difference between levels is no more than 1m (4ft). Longer ramps take up too much space and are too tiring for many users. Where a height difference is more than 1m in height, elevators will be provided instead.
0. Landings will be sized to allow a large mobility device or scooter to make a 360 degree turn and/or for two people with mobility assistive devices or guide dogs to pass
0. Slopes inside the building will be no higher than is permitted for exterior ramps in the Accessibility for Ontarians with Disabilities Act’s Design of Public Spaces Standard, to ensure usability without making the ramp too long.
0. Curved ramps will not be used, because the cross slope at the turn is hard to navigate and a tipping hazard for many people.
0. Colour and texture contrast will be provided to differentiate the full slope from any level landings. Tactile attention domes shall not be used at ramps, because they are meant only for stairs and for drop-off edges like at stages

94. Stairs 
0. Stairs that are comfortable for many adults may be challenging for children, seniors or persons of short stature.
0. The leading edge of each step (aka nosing) shall not present tripping hazards, particularly to persons with prosthetic devices or those using canes and will have a bright colour contrast to the rest of the horizontal step surface.
0. Each stair in a staircase will use the same height and depth, to avoid creating tripping hazards
0. The rise between stairs will always be smooth, so that shoes will not catch on an abrupt edge causing a tripping hazard. These spaces will always be closed as open stairs create a tripping hazard.
0. The top of all stair entry points will have a tactile attention indicator surface, to ensure the drop-off is identified for those who are blind or distracted.
0. Handrails will aid all users navigating stairways safely. Handrails will be provided on both sides of all stairs and will be provided at both the traditional height as well as a second lower rail for children or people who are shorter. These will be in a high colour contrasting colour and round in shape, without sharp edges or interruptions.

Accessible Design for Interior Building Elements – Washroom Facilities Recommendations
The following should be required: 
95. General Washroom Requirements
0. Washroom facilities will accommodate the range of people that will use the space. Although many persons with disabilities use toilet facilities independently, some may require assistance. Where the individual providing assistance is of the opposite gender then typical gender-specific washrooms are awkward, and so an individual washroom is required.
0. Parents and caregivers with small children and strollers also benefit from a large, individual washroom with toilet and change facilities contained within the same space.
0. Circumstances such as wet surfaces and the act of transferring between toilet and wheelchair or scooter can make toilet facilities accident-prone areas. An individual falling in a washroom with a door that swings inward could prevent his or her own rescuers from opening the door. Due to the risk of accidents, emergency call buttons are vital in all washrooms.
0. The appropriate design of all features will ensure the usability and safety of all toilet facilities.
0. The identification of washrooms will include pictograms for children or people who cannot read. All signage will include braille that translates the text on the print sign, and not only the room number.
0. There are three types of washrooms. Single use accessible washrooms, single use universal washrooms, and multi-use stalled washrooms. The number and types of washrooms used in a facility will be determined by the number of users. There will always at least be one universal washroom on each floor.
0. All washrooms will have doors with power door opening buttons. No door washrooms will be hard to identify for people who have vision loss.
0. Stall washrooms accessible sized stalls – At least 2 accessible stalls shall be provided in each washroom to avoid long wait times. Schools with accessible education programs that include a large percentage of people with mobility disabilities should to have all stalls sized to accommodate a turn circle and the transfer space beside the toilet. 	
0. All washrooms near rooms that will be used for public events shall include a baby change table that is accessible to all users, not placed inside a stall. It shall be colour contrasted with the surroundings and usable for those in a seated mobility device and or of shorter stature.
0. At least one universal washroom will include an adult sized change table, with the washroom located near appropriate facilities in the school and any public event spaces. These are important for some adults with disabilities and for children with disabilities who are too large for the baby change tables. This helps prevent anyone from needing to be changed lying on a bathroom floor.
0. Where shower stalls are provided, these shall include accessible sized stalls.
0. Portable Toilets at Special Events shall all be accessible. At least one will include an adult sized change table.

96. Washroom Stalls
0. Size: Manoeuvrability of a wheelchair or scooter is the principal consideration in the design of an accessible stall. The increased size of the stall is required to ensure there is sufficient space to facilitate proper placement of a wheelchair or scooter to accommodate a person transferring transfer onto the toilet from their mobility device. There may also be instances where an individual requires assistance. Thus, the stall will have to accommodate a second person.
0. Stall Door swings are normally outward for safety reasons and space considerations. However, this makes it difficult to close the door once inside. A handle mounted part way along the door makes it easier for someone inside the stall to close the door behind them.
0. Minimum requirements for non-accessible toilet stalls are included to ensure that persons who do not use wheelchairs or scooters can be adequately accommodated within any toilet stall.
0. Universal features include accessible hardware and a minimum stall width to accommodate persons of large stature or parents with small children.

97. Toilets
0. Automatic flush controls are preferred. If flushing mechanisms are not automated, flushing controls shall be on the transfer side of the toilet, with colour contrasted and lever style handles.
0. Children sized toilets and accessible child sized toilets will be required in kindergarten areas either within the classroom or immediately adjacent to the facilities.

98. Sinks
0. Each accessible sink shall be on an accessible path of travel that other people, using other sinks or features (like hand-dryers), are not positioned to block.
0. The sink, sink controls, soap dispenser and towel dispenser should all be at an accessible height and location and should all be automatic controls that do not require physical contact.
0. While faucets with remote-eye technology may initially confuse some individuals, their ease of use is notable. Individuals with hand strength or dexterity difficulties can use lever-style handles.
0. For an individual in a wheelchair and younger children, a lower counter height and clearance for knees under the counter are required.
0. The insulating of hot water pipes shall be assured to protect the legs of an individual using a wheelchair. This is particularly important when a disability impairs sensation such that the individual would not sense that their legs were being burned.
0. The combination of shallow sinks and higher water pressures can cause unacceptable splashing at lavatories.

99. Urinals
0. Each urinal needs to be on an accessible path of travel with clear floor space in front of each accessible urinal to provide the manoeuvring space for a mobility device.
0. Urinal grab bars shall be provided to assist individuals rising from a seated position and others to steady themselves.
0. Floor-mounted urinals accommodate children and persons of short stature as well as enabling easier access to drain personal care devices.
0. Flush controls, where used, will be automatic preferred. Strong colour contrasts shall be provided between the urinal, the wall and the floor to assist persons with vision loss/no vision.
0. In stall washrooms with Urinals, all urinals will be accessible with lower rim heights. For primary schools the urinal should be full height from floor to upper rim to accommodate children. Stalled washrooms with urinals will have an upper rim at the same height as typical non-accessible urinals to avoid the mess taller users can make. All urinals will provide vertical grab bars which are colour contrasted to the walls. Where dividers between urinals are used, the dividers will be colour contrasted to the walls as well. 	

100. Showers
0. Roll-in or curb less shower stalls shall be provided to eliminate the hazard of stepping over a threshold and are essential for persons with disabilities who use wheelchairs or other mobility devices in the shower.
0. Grab bars and non-slip materials shall be included as safety measures that will support any individual.
0. Colour contrasted hand-held shower head and a water-resistant folding bench shall be included to assist persons with disabilities. These are also convenient for others.
0. Other equipment that has contrasting colour from the shower stall shall be included to assist individuals with vision loss/no vision.
0. Shower floor drain locations will be located to avoid room flooding when they may get blocked
0. Colour contrast will be provided between the floor and the walls in the shower to assist with wayfinding
0. Shower curtains will be used for individual showers instead of doors as much as possible as it 
0. Where showers are provided in locker rooms each locker room will include at least one accessible shower, but an additional individual shower room will be provided immediately adjacent to allow for those with opposite sex attendants to assist them with the appropriate privacy.

Accessible Design for Interior Building Elements – Specific Room Requirements Recommendations
101. Performance stages
The following should be required: 
0. Elevated platforms, such as stage areas, speaker podiums, etc., shall be accessible to all.
0. A clear accessible route will be provided along the same path of access for those who are not using mobility assistive devices as those who do. Lifts will not be used to access stage or raised platforms, unless the facility is retrofitting an existing stage and it is not technically possible to provide access by other means.
0. The stage shall include safety features to assist persons with vision loss or those momentarily blinded by stage lights from falling off the edge of a raised stage, such as a colour contrasted raised lip along the edge of the stage.
0. Lecterns shall be accessible with an adjustable height surface, knee space and accessible audio visual (AV) and information technology (IT) equipment. Lecterns shall have a microphone that is connected to an assistive listening system, such as a hearing loop. The office and/or presentation area will have assistive listening units available for those who may request them, for example people who are hard of hearing but not yet wearing hearing aids.
0. Lighting shall be adjustable to allow for a minimum of lighting in the public seating area and backstage to allow those who need to move or leave with sufficient lighting at floor level to be safe

102. Sensory Rooms
The following should be required: 
0. Sensory rooms will be provided in a central location on each floor where there are classrooms or public meeting spaces
0. They will be soundproof and identified with accessible signage
0. The interior walls and floor will be darker in colour, but colour contrast will be used to distinctly differentiate the floor from the wall and the furniture
0. Lighting will be provided on a dimmer to allow for the room to be darkened
0. Weighted blankets will be available along with a variety of different seating options including beanbag chairs or bouncy seat balls
0. They will provide a phone or other 2-way communication to call for assistance if needed

103. Offices, Work Areas, and Meeting Rooms
The following should be required: 
0. Offices providing services or programs to the public will be accessible to all, regardless of mobility or functional needs. Offices and related support areas shall be accessible to staff and visitors with disabilities.
0. All people, but particularly those with hearing loss/persons who are hard-of-hearing, will benefit from having a quiet acoustic environment - background noise from mechanical equipment such as fans, shall be designed to be minimal. Telephone equipment that supports the needs of individuals with hearing and vision loss shall be available.
0. The provision of assistive speaking devices is important for the range of individuals who may have difficulty with low vocal volume thus affecting production of normal audible levels of sound. Where offices and work areas and small meeting rooms do not have assistive listening, such as hearing loops permanently installed, portable assistive hearing loops shall be available at the office
0. Tables and workstations shall provide the knee space requirements of an individual in a mobility assistive device. Adjustable height tables allow for a full range of user needs. Circulation areas shall accommodate the spatial needs of mobility equipment as large as scooters to ensure all areas and facilities in the space can be reached with appropriate manoeuvring and turning spaces.
0. Natural coloured task lighting, such as that provided through halogen bulbs, shall be used wherever possible to facilitate use by all, especially persons with low vision.
0. In locations where reflective glare may be problematic, such as large expanses of glass with reflective flooring, blinds that can be louvered upwards shall be provided. Controls for blinds shall be accessible to all and usable with a closed fist without pinching or twisting

104. Outdoor Athletic and Recreational Facilities
The following should be required: 
0. Areas for outdoor recreation, leisure and active sport participation shall be designed to be available to all members of the school community.
0. Outdoor spaces will allow persons with a disability to be active participants, as well as spectators, volunteers and members of staff. Spaces will be accessible including boardwalks, trails and footbridges, pathways, parks, parkettes and playgrounds, parks, parkettes and playgrounds, grandstand and other viewing areas, and playing fields
0. Assistive listening will be provided where game or other announcements will be made for all areas including the change room, player, coach and public areas.
0. Noise cancelling headphones shall be available to those with sensory disabilities.
0. Outdoor exercise equipment will include options for those with a variety of disabilities including those with temporary disabilities undergoing rehabilitation.
0. Seating and like facilities shall be inclusive and allow for all members of a disabled sports team to sit together in an integrated way that does not segregate anyone.
0. Seating and facilities will be inclusive and allow for all members of a sports team of persons with disabilities to sit together in an integrated way that does not segregate anyone.

105. Arenas, Halls and Other Indoor Recreational Facilities
The following should be required: 
0. Areas for recreation, leisure and active sport participation will be accessible to all members of the community.
0. Assistive listening will be provided where game or other announcements will be made for all areas including the change room, player, coach and public areas.
0. Noise cancelling headphones will be available to those with sensory disabilities.
0. Access will be provided throughout outdoor facilities including to; playing fields and other sports facilities, all activity areas, outdoor trails, swimming areas, play spaces, lockers, dressing/change rooms and showers.
0. Interior access will be provided to halls, arenas, and other sports facilities, including access to the site, all activity spaces, gymnasia, fitness facilities, lockers, dressing/change rooms and showers.
0. Spaces will allow persons with disabilities to be active participants, as well as spectators, volunteers and members of staff.
0. Indoor exercise equipment will include options for those with a variety of disabilities including those with temporary disabilities who are undergoing rehabilitation.
0. Seating and facilities will be inclusive and allow for all members of a sports team of persons with disabilities to sit together in an integrated way that does not segregate or stigmatize anyone.

106. Swimming Pools
The following should be required: 
0. Primary considerations for accommodating persons who have mobility impairments include accessible change facilities and a means of access into the water. Ramped access into the water is preferred over lift access, as it promotes integration (everyone will use the ramp) and independence.
0. Persons with low vision benefit from colour and textural surfaces that are detectable and safe for both bare feet or those wearing water shoes. These surfaces will be provided along primary routes of travel leading to access points such as pool access ladders and ramps.
0. Tactile surface markings and other barriers will be provided at potentially dangerous locations, such as the edge of the pool, at steps into the pool and at railings.
0. Floors will be slip resistant to help those who are unsteady on their feet and everyone even in wet conditions.

107. Cafeterias
The following should be required: 
0. Cafeteria serving lines and seating area designs shall reflect the lower sight lines, reduced reach, knee-space and manoeuvring requirements of a person using a wheelchair or scooter. Patrons using mobility devices may not be able to hold a tray or food items while supporting themselves on canes or while manoeuvring a wheelchair.
0. If tray slides are provided, they will be designed to move trays with minimal effort.
0. Food signage will be accessible.
0. All areas where food is ordered and picked up will be designed to meet accessible service counter requirements
0. Self serve food will be within the reach of people who are shorter or using seated mobility assistive devices
0. Where trays are provided, a tray cart that can be attached to seated assistive mobility devices or a staff assistant solution that is readily available shall be available on demand, because carrying trays and pushing a chair or operating a motorized assistive device can be difficult or impossible.

108. Libraries
The following should be required: 
0. All service counters shall provide accessibility features
0. Study carrels will accommodate the knee-space and armrest requirements of a person using a mobility device.
0. Computer catalogues, carrels and workstations will be provided at a range of heights, to accommodate persons who are standing or sitting, as well as children of different ages and sizes.
0. Workstations shall be equipped with assistive technology such as large displays, screen readers, to increase the accessibility of a library.
0. Book drop-off slots shall be at different heights for standing and seated use with accessible signage, to enhance usability.

109. Teaching Spaces and Classrooms
The following should be required: 
0. Students, teachers and staff with disabilities will have accessibility to teaching and classroom facilities, including teaching computer labs.
0. All teaching spaces and classrooms will provide power door operators and assistive listening systems such as hearing loops
0. Additional considerations may be necessary for spaces and/or features specifically designated for use by students with disabilities, such as accessibility standard accommodations for complex personal care needs.
0. Students teachers and staff with disabilities will be accommodated in all teaching spaces throughout the school.
0. This accessibility will include the ability to enter and move freely throughout the space, as well as to use the various built-in elements within (i.e. blackboards and/or whiteboards, switches, computer stations, sinks, etc.). Classroom and meeting rooms must be designed with enough room for people with mobility devices to comfortably move around.
0. Individuals with disabilities frequently use learning aids and other assistive devices that require a power supply. Additional electrical outlets shall be provided throughout teaching spaces to -accommodate the use of such equipment.
0. Except where it is impossible, fixtures, fittings, furniture and equipment will be specified for teaching spaces, which is usable by students, faculty, teaching assistants and staff with disabilities.
0. Providing only one size of seating does not reflect the diversity of body types of our society. Offering seats with an increased width and weight capacity is helpful for persons of large stature. Seating with increased legroom will better suit individuals that are taller. Removable armrests can be helpful for persons of larger stature as well as individuals using wheelchairs that prefer to transfer to the seat.

110. Laboratories will provide, in addition to the requirements for classrooms, additional accessibility considerations may be necessary for spaces and/or features in laboratories.

111. Waiting and Queuing Areas
The following should be required: 
0. Queuing areas for information, tickets or services will permit persons who use wheelchairs, scooters and other mobility devices as well as for persons with a varying range of user ability to easily move through the line safely.
0. All lines shall be accessible.
0. Waiting and queuing areas will provide space for mobility devices, such as wheelchairs and scooters.
0. Queuing lines that turn corners or double back on themselves will provide adequate space to manoeuvre mobility devices.
0. Handrails, not flexible guidelines, with high colour contrast will be provided along queuing lines, because they are a useful support for individuals and guidance for those with vision loss.
0. Benches in waiting areas shall be provided for individuals who may have difficulty with standing for extended periods.
0. Assistive listening systems will be provided, such as hearing loops, will be provided along with accessible signage indicating this service is available.

112. Information, Reception and Service Counters
The following should be required: 
0. All information, reception and service counters will be accessible to the full range of visitors. Where adjustable height furniture is not used, a choice of fixed counter heights will provide a range of options for a variety of persons. Lowered sections will serve children, persons of short stature and persons using mobility devices such as a wheelchair or scooter. The choice of heights will also extend to any speaking ports and writing surfaces.
0. Counters will provide knee space under the counter to accommodate a person using a wheelchair or a scooter.
0. The provision of assistive speaking and listening devices is important for the range of individuals who may have difficulty with low vocal volume thus affecting production of normal audible levels of sound. The space where people are speaking will have appropriate acoustic treatment to ensure the best possible conditions for communication. Both the public and staff sides of the counter will have good lighting for the faces to help facilitate lip reading.
0. Colour contrast will be provided to delineate the public service counters and speaking ports for people with low vision.

Accessible Design for Interior Building Elements – Other Features Recommendations 
113. Lockers
The following should be required: 
0. Lockers will be accessible with colour contrast and accessible signage
0. In change rooms an accessible bench will be provided in close proximity to lockers.
0. Lockers at lower heights serve the reach of children or a person using a wheelchair or scooter.
0. The locker operating mechanisms will be at an appropriate height and operable by individuals with restrictions in hand dexterity (i.e. operable with a closed fist).

114. Storage, Shelving and Display Units
The following should be required: 
0. The heights of storage, shelving and display units will address a full range of vantage points including the lower sightlines of children or a person using a wheelchair or scooter. The lower heights also serve the lower reach of these individuals.
0. Displays and storage along a path of travel that are too low can be problematic for individuals that have difficulty bending down or who are blind. If these protrude too much into the path of travel, each will protect people with the use of a trip free cane detectable guard.
0. Appropriate lighting and colour contrast are particularly important for persons with vision loss.
0. Signage provided will be accessible with braille, text, colour contrast and tactile features.

115. Public Address Systems
The following should be required: 
0. Public address systems will be designed to best accommodate all users, especially those that may be hard of hearing. They will be easy to hear above the ambient background noise of the environment with no distortion or feedback. Background noise or music will be minimized.
0. Technology for visual equivalents of information being broadcast will be available for individuals with hearing loss/persons who are hard-of-hearing who may not hear an audible public address system.
0. Classrooms, library, hallways, and other areas will have assistive listening equipment that is tied into the general public address system.


116. Emergency Exits, Fire Evacuation and Areas of Rescue Assistance
The following should be required: 
116.1 In order to be accessible to all individuals, emergency exits will include the same accessibility features as other doors. The doors and routes will be marked in a way that is accessible to all individuals, including those who may have difficulty with literacy, such as children or persons speaking a different language.
116.2 Persons with vision loss/no vision will be provided a means to quickly locate exits – audio or talking signs could assist.
116.3 Areas of rescue assistance
0. In the event of fire when elevators cannot be used, areas of rescue assistance shall be provided especially for anyone who has difficulty traversing sets of stairs.
0. Areas of rescue assistance will be provided on all floors above or below the ground floor.
0. Exit stairs will provide an area of rescue assistance on the landing with at least two spaces for people with mobility assistive devices sized to ensure those spaces do not block the exit route for those using the stairs.
0. The number of spaces necessary on each floor that does not have a at grade exit should be sized by the number of people on each floor.
0. Each area of refuge will provide a 2-way communication system with both 2-way video and audio to allow those using these spaces to communicate that they are waiting there and to communicate with fire safety services and or security.
0. All signage associated with the area of rescue assistance will be accessible and include braille for all controls and information.

117. Other Features 
The following should be required: 
117.1 Space and Reach Requirements
0. The dimensions and manoeuvring characteristics of wheelchairs, scooters and other mobility devices will allow for a full array of equipment that is used by individuals to access and use facilities, as well as the diverse range of user ability.
117.2 Ground and Floor Surfaces
0. Irregular surfaces, such as cobblestones or pea-gravel finished concrete, shall be avoided because they are difficult for both walking and pushing a wheelchair. Slippery surfaces are to be avoided because they are hazardous to all individuals and especially hazardous for seniors and others who may not be sure-footed.
0. Glare from polished floor surfaces is to be avoided because it can be uncomfortable for all users and can be a particular obstacle to persons with vision loss by obscuring important orientation and safety features. Pronounced colour contrast between walls and floor finishes are helpful for persons with vision loss, as are changes in colour/texture where a change in level or function occurs.
0. Patterned floors should be avoided, as they can create visual confusion.
0. Thick pile carpeting is to be avoided as it makes pushing a wheelchair very difficult. Small and uneven changes in floor level represent a further barrier to using a wheelchair and present a tripping hazard to ambulatory persons.
0. Openings in any ground or floor surface such as grates or grilles are to be avoided because they can catch canes or wheelchair wheels.

118. Universal Design Practices beyond Typical Accessibility Requirements
The following should be required: 
118.1 Areas of refuge should be provided even when a building has a sprinkler system.
118.2 No hangout steps* should ever be included in the building or facility.
* Hangout steps are a socializing area that is sometimes used for presentations. It looks similar to bleachers. Each seating level is further away from the front and higher up but here people sit on the floor rather than on seats. Each seating level is about as deep as four stairs and about 3 stairs high. There is typically a regular staircase provided on one side that leads from the front or stage area to the back at the top. The stairs allow ambulatory people access to all levels of the seating areas, but the only seating spaces for those who use mobility assistive devices are at the front or at the top at the back, but these are not integrated in any way with the other seating options.
118.3 There should never be “stramps”. A stramp is a staircase that someone has built a ramp running back and forth across. These create accessibility problems rather than solving them
118.4 Rest areas should be differentiated from walking surfaces or paths by texture- and colour-contrast 
118.5 Keypads angled to be usable from both a standing and a seated position
118.6 Finishes
0. No floor-to-ceiling mirrors 
0. Colour luminance contrast will be provided at least between:
i. Floor to wall
ii. Door or door frame to wall
iii. Door hardware to door
iv. Controls to wall surfaces
118.7 Furniture – Arrange seating in square or round arrangement so all participants can see each other for those who are lip reading or using sign language
118.8 No sharp corners especially near turn circles or under surfaces where people will be sitting

119. Requirements for Public Playgrounds on or Adjacent to School Property 
The following should be required: 
119.1 Accessible path of travel from sidewalk and entry points to and throughout the play space. Tactile directional indicators would help as integrated path through large open spaces
119.2 Accessible controlled access routes into and out of the play space
119.3 Multiple ways to use and access play equipment
119.4 A mix of ground-level equipment integrated with elevated equipment accessible by a ramp or transfer platform
119.5 Where stairs are provided, ramps to same area
119.6 No overhead hazards
119.7 Ramp landings, elevated decks and other areas should provide sufficient turning space for mobility devices and include fun plan activities not just a view
119.8 Space to park wheelchairs and mobility devices beside transfer platforms
119.9 Space for a caregiver to sit beside a child on a slide or other play element
119.10 Provide elements that can be manipulated with limited exertion
119.11 Avoid recurring scraping or sharp clanging sounds such as the sound of dropping stones and gravel 
119.12 Avoid shiny surfaces as they produce a glare 
119.13 Colour luminance contrast will be provided at least at: 
0. Different spaces throughout the play area
0. Differentiate the rise and run on steps. Include colour contrasting on the edge of each step 
0. Play space boundaries and areas where children should be cautious, such as around high traffic areas e.g. slide exits
0. Entry to play areas with shorter doors to help avoid hitting heads
0. Tactile edges where there is a level change like at the top of the stairs or at a drop-off
0. Transfer platforms
0. Railings and handrails contrasted to the supports to make them easier to find
0. Tripping hazards should be avoided but if they exist, providing colour contrast, to improve safety for all. This is more likely in an older playground
0. Safe zones around swings, slide exits and other play areas where people are moving, that might not be noticed when people are moving around the playground
119.14 Play Surfacing Materials Under Foot will be pour-in-place rubber surfacing that should be made of either
0. Rubber Tile
0. Engineered wood fiber
0. Engineered carpet, artificial turf, and crushed rubber products
0. Sand
119.15 Accessible Parking and Curbs, where provided, at least one clearly marked accessible space positioned as close as possible to the playground on a safe, accessible route to the play space
119.16 Accessible Signage
0. Accessible signage and raised line map at each entrance to the park
0. Provide large colour contrasted text, pictograms, braille 
0. provide signage at each play element with ID text and braille, marked with a Tactile attention paver to make it easier to find
0. Identify the types of disability included at each play equipment/area
119.17 For Caregivers 
0. Junior and senior play equipment within easy viewing of each other
0. Sitting areas that offer a clear line of sight to play areas and equipment
0. Clear lines of sight throughout the play space 
0. Access to all play areas in order to provide assistance
0. Sitting areas with back support, arm rests and shade
0. Benches and other sitting areas should be placed on a firm stable area for people using assistive devices such as wheelchairs.
119.18 For Service Animals
0. Nearby safe, shady places at rest area benches where service animals can wait with a caregiver with a clear view of their handlers when they are not assisting them 
0. Spaces where dogs can relive themselves – dog relief area with nearby garbage can
119.19 Tips for Swings
0. Providing a safe boundary area around swings which is identified by surface material colour and texture 
0. Swings in a variety of sizes 
0. Accessible seat swings or basket swings that require transfer. If size and space allow provide two accessible swings for friends with disabilities to swing together
0. Platform swings eliminate the need to transfer should be integrated
 119.20 Tips for Slides 
0. Double Slides (side by side) allow caregivers to accompany and, if needed, to offer support
0. Slide exits should not be directed into busy play areas
0. Transfer platforms at the base of slide exits 
0. Seating spaces with back support adjacent to the slide exit where children/caregivers can wait for their mobility device to be retrieved
0. Metal versus Plastic Slides (Metal slides avoid static electricity which damaged cochlear implants, while sun exposure can leave metal slide hot, so shade devices are vital) 
0. Roller slides are usually gentler in slope and provide both a tactile and sliding experience or an Avalanche Inclusive Slide

Timeline: 6 Months for all recommendations

 Appendix 2 List of the AODA Alliance's Recommendations

 #1 Throughout the Initial Report, action recommendations should be revised to go beyond providing disability accommodations to patients with disabilities, and making plans for barrier-removal and prevention, so as to also spell out specific measures that must be undertaken to remove and prevent recurring disability barriers to health care services.

#2 The Health Care Accessibility Standard’s primary focus should be on specifying detailed actions to remove and prevent barriers, not by overloading people with disabilities with redundant separate consultations with one hospital after the next across Ontario.

#3 The Standards Development Committee should explicitly and comprehensively make recommendations for the entire health care system, and not merely for the small fraction of the health care system that hospitals comprise. At a minimum, the Standards Development Committee should make a strong recommendation that the Health Care Accessibility Standard must address disability barriers in the entire health care system, and not merely in the hospital sector. It should specify that all health care providers should be required to remove and prevent the same barriers, in terms at least as strong as the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms

#4 The Health Care Accessibility Standard should cover and apply to all public and private health care programs, services and products available in Ontario, whether or not OHIP covers them. It should cover all health care providers and professions, whether or not Ontario recognizes, regulates or licenses them. It should cover ambulances and other vehicles which can transport patients in connection with health care services. It should cover all parts of Ontario. It should address accessibility barriers that are distinctive to the north, to remote communities, as well as the distinctive barriers facing different racialized, ethnic or other communities within Ontario.

#5 The Health Care Accessibility Standard should address the accessibility needs of patients with any kind of disability, and the accessibility needs of any patients’ support people with any kind of disability. The term “disability” should be defined broadly to include any permanent or episodic disability within the meaning of the AODA or the Ontario Human Rights Code.

#6 The Committee’s final report should clearly state that to make hospitals accessible to people with disabilities, much more is needed than addressing training, accountability and sensitivity within hospitals.

#7 The Initial Report should not recommend that smaller obligated organizations always or presumptively get more time to comply with the Health Care Accessibility Standard than do larger obligated organizations. This especially should not take place in circumstances where smaller organizations can comply more quickly than larger organizations.

#8 The Initial Report should be revised to describe the Standards Development Committee’s mandate as achieving the removal and prevention of disability barriers, the accessibility of health care services, and inclusion of people with disabilities in the health care system. It should not describe the goal as merely making the health care system more accessible or more inclusive, or merely reducing barriers.

#9 The long term objective of the Health Care Accessibility Standard should be to ensure that Ontario's health care system and the services, facilities and products offered in it, become fully accessible to all patients with any kind of permanent or episodic disabilities and to any support people with disabilities for any patient, by 2025, the AODA's deadline, by requiring the removal and prevention of the accessibility barriers that impede people with disabilities, and by providing a prompt, accessible, fair, effective and user-friendly process to learn about and seek disability-related accommodations tailored to a person’s individual disability-related needs. It should aim to ensure that patients with disabilities can fully benefit from and be fully included in the health care services and products offered in Ontario's health care system on a footing of equality. It should aim to eliminate the need for patients with disabilities and any support people with disabilities to have to contend with and fight against health care accessibility barriers, one at a time, and the need for health care providers to have to re-invent the accessibility wheel one health care facility or one health care provider at a time. It should aim for health care services, facilities and products in Ontario to be designed and operated based on accessibility principles of universal design.

#10 The Initial Report’s vision of an accessible health care system should be expanded to include the following:

a) The health care system will be designed and operated from top to bottom for all its patients, including patients with all kinds of permanent or episodic disabilities, as disability is defined in the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms. The health care system will no longer be designed and operated from an implicit starting point of aiming predominantly to serve the fictional "average" patient, who is too often assumed to have no disabilities.

b) Patients with disabilities, and where needed, any patients’ support people with disabilities, will be able to effectively communicate with health care providers and health care staff in connection with requesting or receiving health care services and products throughout each stage of the healthcare process. This will include face-to-face interactions, telephone or alternates to telephone use, accessible information and forms as well as alternate arrangements for providing one’s signature. For example, health care facilities and ambulances will be equipped with needed equipment to ensure effective communication with people with communication-related disabilities.

c) Patients with disabilities, and where needed, any patients’ support people with disabilities will be able to get and receive information relevant to their health care needs in private, e.g. when giving information at a health care provider's office or when seeking or receiving information about their medication at a pharmacy, rather than in a public place where others can overhear. Effective procedures will protect the confidentiality of private information relating to patients with disabilities who rely on others to assist them with communication.

d) Information technology and applications which patients can use at home, or at a health care facility in connection with seeking and receiving health care services, will be designed based on principals of universal design and will be accessible to and usable by patients with disabilities, and where needed, to patients’ support people with disabilities. Where needed for effective communication, health care facilities will also provide alternatives to telephone use including email, text, video and authorized human assistance.

e) Health care products, and any instructions for their use, will be designed and available based on principles of universal design so that people with disabilities and not just people with no disability can use and benefit from them.

f) Support services such as sighted guides for visually impaired patients and attendant care will be available to patients with disabilities who need them while going to or at a facility to receive health care services.

g) Publicly funded appointments for receiving health care services will be sufficiently long to enable those patients with a disability, who need more time, to be able to receive the health care services they need. If a patient with disabilities cannot attend a health care provider’s premises due to their disability, there will be in place measures whenever therapeutically possible for remote appointments or home visits.

h) Patients will be free to use their own accommodation supports, such as service animals, when seeking or obtaining health care services and products.

i) New Government strategies, services and facilities in Ontario's health care system will be proactively designed from the start and operated to fully include the needs of patients with disabilities. Those responsible at the provincial and local levels for leading, overseeing and operating Ontario's health care system will have strong and specific requirements to address disability accessibility and inclusion in their mandates and will be accountable for their work on this issue. Ontario's disability community will have effective input into public decisions on the design and operation of Ontario's health care system to ensure that existing disability accessibility barriers are removed and no new ones are created.

j) An accessible health care system is one where people with disabilities can work in a barrier-free workplace.

#11 The Initial Report should not merely recommend that an obligated organization “consider accessibility.” It should instead require specific actions that will achieve accessibility.

#12 The Health Care Accessibility Standard should require each health care facility and health care provider to create a welcoming environment for patients with disabilities and any patients’ support people with disabilities to seek accommodations for their disabilities when receiving health care services.

#13 Each major health care facility such as each hospital should be required to establish a permanent committee of its board to be called the "Accessibility Committee." This Accessibility Committee should have responsibility for overseeing the facility's compliance with the AODA, and with the requirements of the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms in so far as they guarantee the right of people with disabilities to fully participate in and fully benefit from the health care services that the facility provides. It should endeavour to reflect the spectrum of disability needs.

#14 Each major health care facility such as each hospital should be required to establish or designate the position of Chief Accessibility/Accommodation Officer, reporting to the Chief Executive Officer. Their mandate, responsibility and authority should be to ensure proper leadership on the facility's accessibility and accommodation obligations under the Ontario Human Rights Code, the Canadian Charter of Rights and Freedoms and the AODA, including the requirements of this accessibility standard. This responsibility may be assigned to an existing senior management official.

#15 Beyond the specific measures to remove and prevent barriers set out in the Health Care Accessibility Standard and in other accessibility standards enacted under the AODA, each health care facility and health care provider should be required to periodically and systematically review its health care services, facilities, equipment and products to identify recurring accessibility barriers that can impede the provision of health care services to patients with disabilities. A comprehensive plan for removing and preventing these accessibility barriers should be developed, implemented and made public with clear timelines, with clear assignment of responsibilities for action, monitoring for progress, and reporting to the facility's accessibility committee. This plan should aim at all accessibility barriers that can impede patients with disabilities from fully benefiting from the facility’s health care services, whether or not they are specifically identified in the Health Care Accessibility Standard or in any other AODA accessibility standards.

#16 The Initial Report should be expanded to recommend specific, detailed accessibility requirements in the built environment of hospitals and other health care facilities such as those recommended in Appendix 1 to this brief. The goal of these should be that the built environment in the health care system, such as hospitals and any other places where health care services are provided, including the furniture there, will all be fully accessible to people with disabilities, and will be designed based on the principle of universal design. For example:

a) The front area or drop-off areas for a hospital or other health care facility should be accessible, with automatic power doors that do not require a button to be found and pressed, and with tactile walking surface indicators both to warn when a person is walking into a driving area and to guide a person to the facility's entrance. All other entrances and exits should be fully accessible, with automatic power door operators and an accessible path of travel to the door. This includes entrances from indoor or underground parking to the health care facility.

b) Inside the health care facility, major public areas such as emergency room doors should always be fully accessible and have automatic power door openers.

c) For the benefit of patients and others with learning and cognitive disabilities, vision loss or other disabilities that can affect mobility or way-finding, hospitals and other health care facilities should have way-finding markings in important areas such as the main lobby from the front door to the help desk and other major routes such as to main elevators, including colour contrasted markings such as a carpeted path or tactile walking surface indicators.

d) Hospitals and other health care facilities with elevators should have accessible elevators that can accommodate people using mobility devices. They should also have accessible elevator buttons (with braille and large print on or beside each button), braille and large print floor numbers just outside elevator doors, and audible floor announcements on elevators. Elevator button panels should be consistent in layout from one elevator to the next.

e) Health care facilities, including hospitals, should never install "destination elevators" which require a person to pre-select the floor to which they are going before entering the elevators. These present unfixable accessibility problems.

f) Hospitals and other health care facilities should have accessible signage throughout, including braille and large print, for key locations. For example, public bathrooms should have accessible braille and large print signs on them. These signs should be placed in consistent and predictable locations.

g) Where a health care facility has power doors that require a button to be pushed (i.e. they don't open automatically), the button should always be located throughout the health care facility in a consistent place to make it easier to find. The button should be located near the door, so that a slow-moving individual can make it through the open door after pressing the button before the door closes. The button should always be located on the wall, and not on a free-standing post or bollard.

h) Despite weaker requirements in other AODA accessibility standards, the Health Care Accessibility Standard should set out specific and strong requirements for the accessibility of any electronic kiosks in hospitals and other health care facilities, such as:

 i) specifying their required end-user functionality that effectively address recurring known needs arising from specific disabilities, and,

ii) ensuring that they are at an accessible height e.g. for those using a wheelchair or other mobility device.

As a starting point, see the US Access Board's standard for accessible electronic kiosks.

i) Patient consultation or treatment rooms should have enough space to enable people using mobility devices to navigate in them and reach any treatment or consultation area. They should have enough space to enable a Sign Language interpreter to be positioned in the room to interpret for a deaf patient or support person.

j) Movable furniture such as desks, tables or chairs should not obstruct accessible paths of travel around a facility where health care services are delivered, such as a doctor's office, e.g. in their hallways or treatment rooms.

k) Major health care facilities should provide accessible waiting areas for accessible transit pickup and drop-off, close to the pickup/drop-off point, with clear sight lines.

l) Major health care facilities such as hospitals should be designed to avoid major sensory overstimulation or acoustic overloads, such as bright lights, loud music, large atrium areas, or frequent loud announcements. This is especially important in treatment areas or hospital rooms.

m) Throughout a health care facility, proper colour contrasting should be required to assist people with low vision and cognitive disabilities, such as around elevator opening, doorways, and on the edge of stairs and handrails.

n) Health care facilities should be required to have accessible bathrooms so that all patients can use the facilities, including adult change tables, sufficient transfer space and maneuvering room for mobility devices.

o) Major health care facilities should include sensory rooms for people with sensory overload issues, such as in hospital emergency rooms.

p) In a health care facility, all stairs and staircases, including "feature staircases" (included as aesthetic design enhancements) should be accessible, e.g. with tactile warnings at the top and bottom of each set of stairs, no open risers and with proper colour contrast on railings and step edges. There should never be curving staircases.

q) Health care facilities should provide charging areas for electric mobility devices.

r) Hospital rooms should be able to accommodate a patient's mobility device so they can keep theirs with them and readily available when admitted to hospital.

s) In a health care facility, waiting areas, isolation areas, breastfeeding rooms, staff areas and volunteer areas should be designed to be accessible.

t) Accessible and bariatric paths of travel should be provided in health care facilities.

u) Despite the more limited provisions regarding the provision of accessible parking spaces in other AODA accessibility standards, the Health Care Accessibility Standard should set higher and more specific requirements for accessible parking spaces for health care facilities, such as:

 i) requiring a greater number of accessible parking spots for the facility, where possible.

 ii) requiring that the accessible parking spots be located as close as possible to the doors of the health care facility.

 iii) requiring that at least some of the accessible parking spots have larger dimensions to accommodate larger accessible vans, so that a passenger with a disability can park in that spot and have sufficient room to exit the vehicle, and 

 iv) requiring that there be accessible curb cuts and an accessible path of travel from the accessible parking spots to the health care facilities' entrances.

v) Health Care facilities should have designated snow-piling areas outside, to prevent snow from being shoveled onto accessible paths of travel.

w) Major health care facilities such as hospitals should provide service animal relief areas close to the facility's door, covered wherever possible, with an accessible path of travel to them.

x) When a major new health care facility like a hospital is being designed, or a major new wing or renovation is being planned, especially if public money is helping fund it, a properly trained and qualified accessibility consultant should be required to be engaged on the project from the very beginning. Their accessible design advice should be transmitted unedited to the Government or other organization for whom the project is being built and should be made public. Direct consultation with end-users with disabilities should be part of the design process from the beginning.

#17 The standard should require that:

a) Each hospital patient’s bed should have an accessible means for a patient with disabilities to notify the nursing station of a health care need, not just a button or pull-string that they may not be able to reach and operate.

b) Furniture such as seating in health care facilities should be designed with accessibility features and positioned in a manner that does not block accessible paths of travel.

c) A Help Desk should be positioned immediately inside the main entrance of any major health care facility, including hospitals, to assist patients, including patients with disabilities, to get directions or help to their destination within the facility, or to request other accommodation supports.

d) In any discrete department or area where health care services are provided, (such as an area for day surgery), the check-in desk should be located immediately adjacent to the entrance to that area, so that patients and support people with disabilities can easily reach it after entering the room or area.

e) Accessible public service counters should be installed, even in existing health care facilities, with a specified height requirement, no glass barrier creating barriers for people with hearing loss and knee space for people using a mobility device.

f) A large health care facility like a hospital should have rest areas along routes through the building so that people with fatiguing conditions can stop and rest along their route to get health care services.

g) Health care facilities such as hospitals should have emergency areas of refuge with separate ventilation in case of fire, so that people with disabilities who cannot escape the building have safe areas to wait, while being protected from life-threatening smoke.

h) The Ontario Government should make available to health care facilities and providers: guides on accessible procurement including procurement of accessible furniture, lists of vendors of accessible furniture. The Ontario Government should provide a hub for procuring accessible furniture to help health care facilities and providers reduce the cost of their acquisition.

#18 the Ministry of Health should within one year survey all offices of physicians, chiropractors, occupational and physiotherapists and other like health care providers where they provide direct health care services to patients, on the extent to which their premises are accessible for patients with disabilities. The Ministry should make public a report on the results of this survey (anonymized).

#19 The Health Care Accessibility Standard should set specific technical requirements for the accessibility of diagnostic and treatment equipment. As a starting point, the Health Care Standards Development Committee should consider the accessible medical diagnostic equipment standards that the US Access Board has formulated. The needs of patients with all kinds of disabilities, and not only those with mobility disabilities, should be met by the technical requirements that the Health Care Accessibility Standard sets.

#20 The Ontario Government should impose a strict funding condition on the purchase or rental of any new health care diagnostic or treatment equipment anywhere in the health care system requiring that it must be accessible to patients with disabilities and designed based on principles of universal design, in compliance with the technical standards to be included in the Health Care Accessibility Standard.

#21 The Ontario Government should be required to make readily available to health care providers and facilities, and to the public, an up-to-date list of accessible health care diagnostic and treatment equipment and venders, so that each health care provider and facility does not have to re-invent the wheel by re-investigating these same issues.

#22 To save money, the Ontario Government should be required to attempt to negotiate bulk purchasing of accessible diagnostic and treatment equipment so that health care facilities and providers can obtain them at lower prices.

#23 When health care facilities and providers purchase, rent or otherwise acquire new or replacement diagnostic or treatment equipment, these should be required to be accessible to patients with disabilities and to be designed based on principles of universal design.

#24 Health care facilities and providers should survey their existing diagnostic or treatment equipment, and take the following steps to address any accessibility problems they have, if that equipment is not now being replaced:

a) Identify where the nearest place is where a patient can get diagnosis or treatment services where there is accessible diagnostic and treatment equipment, and to help facilitate the access of the patient with disabilities to health care services from that provider or facility.

b) Adopt and implement an interim plan to make any readily achievable accessibility improvements to the health care facility’s or provider’s existing diagnostic or treatment equipment.

c) Develop plans to purchase, rent or otherwise acquire accessible diagnostic or treatment equipment over a period of up to five years.

#25 These accessibility/universal design requirements should also apply to consumer health care products, such as for example, pill bottles.

#26 Because Ontario’s system for electronic health care records has been centrally created, the Health Care Accessibility Standard should require the Ontario Government and any provincial agency that is responsible for overseeing the design, procurement or operation of the system for electronic health care records to ensure that these records will be kept and available in accessible formats for patients and support people with disabilities, and, as a related benefit, to health care providers and their staff with disabilities, except where technically impossible. PDF format should not be treated as being an accessible format.

#27 Individual health care organizations or facilities, including laboratories, that create their own health care records in electronic form should also be required to ensure that they are readily available in accessible formats for patients with disabilities and any patients’ support people with disabilities, and, as a side benefit, for health care providers and their staff with disabilities, except where technically impossible.

#28 All the Initial Report’s recommendations on training on accessibility laws should be revised to explicitly include training on the accessibility requirements regarding people with disabilities in the Ontario Human Rights Code and the Canadian Charter of Rights and Freedoms.

#29 The Health Care Accessibility Standard should require training on disability accessibility, disability human rights and disability Charter obligations for existing health care professionals as a condition of continuing in practice.

#30 The Ontario Government should be required to impose a condition of its funding for post-secondary education programs to train anyone in a health care discipline, profession or field, that the college or university that offers that degree or course must include a sufficient designated and mandatory curriculum on meeting the needs of patients with disabilities.

#31 Wherever possible, any new health care facility or provider receiving public funds that is setting up a new location should be required to locate at or near an accessible public transit stop on an accessible public transit route, with an accessible path of travel from the public transit stop to the health care facility or provider. Similarly, where an existing health care facility or provider is going to move to another location, it should be required to attempt to relocate to a location that is on an accessible public transit route.

#32 Where it is medically possible for a patient to take part in a health care service without physically attending at the health care facility or provider, an option should be provided for taking part remotely, e.g. via Facetime or other remote video conferencing. The Health Care Accessibility Standard should also require the removal of the OHIP barrier to funded physicians house calls.

#33 Where OHIP or a health care facility or provider has a policy or practice of permitting only one health issue per visit, an exception should be created for patients with disabilities for whom transportation to the health care facility is impeded by accessibility barriers.

#34 A health care facility or provider should not be permitted to charge a late fee or a missed appointment fee where a patient with a disability has in good faith attempted to attend on time but was made late or precluded from attending by transportation barriers (such as being made late for the appointment by the community’s para-transit service).

#35 When the Ontario Government is undertaking planning for new health care services, or for improvements to health care services, it should be required to include in those plans, and to make public, requirements to ensure that wherever possible, health care services and facilities are provided in locations on accessible public transit routes, with an accessible path of travel from the accessible public transit stop to the facility or provider.

#36 The 2011 Transportation Accessibility Standard should be amended to set accessibility requirements for public transit stations and stops, as the joint July 31, 2017 AODA Alliance/ARCH brief to the Transportation Standards Development Committee recommended.

#37 The Health Care Accessibility Standard should set technical specifications to ensure the full accessibility of ambulances and other vehicles that transport patients, including patients with disabilities, to or from health care services. See also below re: the need to include equipment in those vehicles for communication with patients with communication-related disabilities.

#38 Any health care facility or provider, including such places as doctors’ offices and pharmacies, should be required to designate an accessible private area where patients with disabilities can give and receive private information in connection with their health care services or products without others being able to overhear this.

#39 Health care facilities and providers should be required to notify all patients, including patients with disabilities, of their right to have their health care needs and issues discussed and information exchanged in a private location, and should instruct their staff, including any who deal with patients or the public, of their duty to fully respect this right.

#40 Without limiting the information and communications to which this part of the Health Care Accessibility Standard should apply, it should address:

a) Information or communications needed to provide a health care provider with the patient’s history, needs, symptoms or other health problems.

b) Information and communications regarding the patient’s diagnosis, prognosis or treatment, including any risks, follow-up or other health care services to secure.

c) A health care facility’s discharge instructions.

#41 Health Care facilities should be equipped with assistive listening devices to enable patients with hearing loss and support people with hearing loss to be able to effectively communicate e.g. at nursing stations, help desks, and when dealing directly with health care providers.

#42 Health care-related products such as prescription and non-prescription medications should be provided when needed with accessible labels, instructions or users’ manuals, available in accessible formats. Those who sell or rent these to the public should be required to regularly notify the public, including their customers, that accessible labels, instructions, and users’ manuals are available on request. See e.g. work on developing standards and practices for accessible prescription drug container labels by the US Access Board. See also the February 6, 2020 news release announcing that the Empire chain of stores, including all Sobeys Stores, will provide accessible prescription labels to customers with disabilities free of charge on request. If they can, so can all other drug stores.

#43 Where a health care facility or health care provider provides information about their services or facilities in print or via the internet, they should be required to ensure that their website meets current international accessibility requirements along prompt time lines, even if the Information and Communication Accessibility Standard does not now require this. Currently, the Information and Communication Accessibility Information and Communication Accessibility Standard has too many exemptions, leaves out too many providers of goods and services, and has timelines that are too long. Whether or not those exemptions, exclusions and long timelines are justified for other sectors, they are unjustified for a sector as important as the health care sector.

#44 Ambulances and other vehicles that transport patients should include equipment to facilitate communication with patients with communication disabilities, such as remotely-accessed sign language interpretation and other communication supports.

#45 The Ontario Government should be required to set up hubs or centralized services to enable health care facilities and providers, including small providers, to quickly and easily access communication supports needed for patients with communication-related disabilities (for example Sign Language interpreters and real time captioning). The Ontario Government should fund these services as part of its funding of the health care system, in furtherance of the Supreme Court of Canada’s Eldridge decision.

#46 Any prepared information on health care conditions, treatment instructions, prognoses, risks, laboratory or other test results and the like which a health care facility or provider makes available to patients, whether in print or electronic form, should be made available at the same time on request in an accessible format. The standard should direct that PDF format is not sufficient to be accessible, and that if information is available in a PDF document, it should also be posted in an accessible format such as HTML or MS Word. Health care facilities and providers should be required to notify patients, including patients and their support people with disabilities, that any hard copy or electronic documents provided to them can be requested and obtained in an accessible format on request.

#47 Where a health care facility or provider asks patients or their support people to use information technology hardware or software in connection with the delivery of health care services (such as asking them to fill out their medical history on a portable computer or tablet device), the facility or provider shall:

a) In the case of new or updated information technology or equipment to be acquired, ensure that it is accessible to people with disabilities and is designed based on principles of universal design;

b) In the case of existing information technology now being used, retrofit to be accessible except where this would pose an undue hardship and,

c) For those people who prefer this option, ensure that patients with disabilities or their support people with disabilities are assisted to use that technology, in private, at the same time as others would use it, where this would not reduce their access to the health care services to which it pertains.

#48 The Ontario Government should be required to develop and make public a strategy for ensuring that health care promotion initiatives in Ontario are accessible to people with disabilities. For example, it should require that:

a) All advertisements for health care promotion should have captioning and audio description.

b) All mail-out, printed and online materials focusing on health promotion should be required to be in accessible formats, regardless of any exemptions in the Information and Communication Accessibility Standard.

#49 Hospitals and other major health care facilities should be required to provide support services for patients with disabilities when needed to ensure that those patients can fully access and benefit from the health care services that the facility offers, to let patients know about the availability of these services, and to annually publicly report on the number of staff available to provide this support, such as:

a) Attendant care.

b) Assistance with meals.

c) Assistance with being guided to and getting around the health care facility e.g. for patients with vision loss or cognitive disabilities.

#50 In a hospital or other major health care facility, there should be one nurse at each nursing station designated to receive training and to be responsible for addressing the needs of patients with complex needs due to their disability.

#51 Each health care provider and facility should be required to put in place a system and designate a person to solicit and receive requests from patients or their support people for disability accommodations in connection with health care services or products.

#52 Each health care provider or facility should be required to make readily-available to the public, including to their patients, in an accessible format, information about how to identify themselves in advance to the health care provider as having disability-related accessibility or accommodation needs, and to ask to arrange for these needs to be met.

#53 Each hospital and larger health care facility should be required to collect anonymized information on disability-related accessibility and accommodation requests received from or on behalf of patients with disabilities, to assist that health care provider or facility in planning for future disability accessibility and accommodation. This anonymized information should be available for study by the Government or other health policy planners.

#54 The Chief Executive Officer of any hospital or large health care facility should be required to annually review the information that the facility has collected on the requests for disability accessibility and accommodation that the facility has received and report to the board of directors on measures that could improve the facility’s capacity to meet these needs.

#55 Each health care profession’s self-governing college should be required to:

a) Review its public complaints process to identify any barriers at any stage in that process that could adversely affect people with disabilities filing a complaint, or about whom a complaint is filed.

b) Develop a plan for removing and preventing any accessibility barriers identified, whether or not those barriers are specified in any current AODA accessibility standards.

c) Publicly report to its governing board of directors and the public on these barriers and the college’s plans to remove and prevent such barriers, in order to achieve a barrier-free complaints process.

d) Establish and maintain a standing committee of its governing board of directors responsible for the accessibility of the services that the college offers the public, including, but not limited to its public complaints process.

e) Consult with the public, including people with disabilities, on barriers that people with disabilities experience when seeking the services of the health care professionals that that profession regulates, to be shared with the board’s Accessibility Committee. To avoid duplication of efforts and burdens on the disability community, several regulatory colleges can jointly undertake this consultation.

#56 The Ministry of Health should be required to designate a senior official at the “Assistant Deputy Minister” level as the leading public official who is responsible for ensuring accessibility, accommodation and inclusion for patients with disabilities in Ontario’s health care system. They should be responsible for ensuring that any policies, plans or proposals regarding the health care system are screened to ensure that they will not create any new barriers for patients with disabilities, and will instead remove barriers.

#57 The Ministry of Health should be required to conduct a system-wide review of the health care system for any systemic barriers, in consultation with the public including people with disabilities. It should identify and make public a plan to remove and prevent systemic or system-wide barriers that impede patients with disabilities from receiving accessible health care, along time lines that the Health Care Accessibility Standard will set.

#58 Each hospital and other major health care facility should be required to establish and regularly publicize a dedicated disability accessibility/accommodation complaints hotline, to trigger prompt action when problems are raised.

#59 The Ministry of Health should be required to establish and regularly publicize a hotline to receive complaints about accessibility problems facing patients and support people with disabilities in Ontario’s health care system. The Ministry should be required to annually publish a report with an anonymized summary of the substance of complaints received and action taken to prevent their recurrence.

#60 The Health Care Accessibility Standard should require the creation of authoritative, well-trained system navigators to assist patients with disabilities and their support people to navigate Ontario’s health care system.

#61 The OHIP fee schedule should be revised to provide for added time to serve the needs of patients with disabilities who need more time for assessment, diagnosis and treatment, to eliminate the harmful financial incentive that the Ontario Government now creates for physicians to avoid treating taking on those patients.

#62 Each hospital and major health care facility should be required to establish a committee of those employees and volunteers with disabilities who wish to voluntarily join it, to give the facility’s senior management feedback on the barriers in the health care facility that could impede patients with disabilities or any patients’ support people with disabilities, and/or employees/volunteers with disabilities.

#63 The Health Care Standards Development Committee should endorse the recommendations regarding health care services in the Initial Report of the K-12 Education Standards Development Committee on barriers facing students with disabilities in Ontario schools.

#64 The Initial Report’s Recommendation 15 regarding the conduct of a after-the fact review of the problems facing people with disabilities in accessing health care during the COVID-19 pandemic should be revised so that this review is an Independent Review conducted by trusted and respected persons who are independent of the Government and of the health care system.

#65 The Initial Report should recommend that the Health Care Accessibility Standard 

a) Require the Government to immediately rescind the January 13, 2021 critical care triage protocol and all directions and training materials relating to it, and should direct that these are not to be followed or considered appropriate under any situation.

b) Require the Ontario Government to immediately make public all versions of the critical care triage protocol that have been in force in Ontario, or distributed to hospitals, as well as any critical care triage protocol or directions to ambulances or other emergency services, and any reports that the government received from the Government-appointed Bioethics Table.

c) Require that if critical care triage is directed to occur during this or other emergencies, the Government shall make public on a daily basis the number of patients who are refused or denied critical care that they need and want, due to critical care triage.

e) Require that the Clinical Frailty Scale shall not be used as a tool to decide who is to ever be refused critical care they need and want.

f) Forbid the use or distribution of the “Short Term Mortality Risk Calculator” that was made available under the auspices of Critical Care Services Ontario to all Ontario hospitals.

#66 the Health Care Accessibility Standard should require the Government to ensure the availability of remote or distance delivery of health care services where medically feasible, and where patients with disabilities face barriers attending at a health care office or facility to receive such services.

#67 The Initial Report should be expanded to list a full range of disability barriers reported to the Standards Development Committee in access to health care during the pandemic.


