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1.
INTRODUCTION

There are several indications that the Calgary Health Region is interested to contract more support services out to the private sector.  It is our under​standing that dietary, housekeeping, food services and medical transcrip​tionists are all under consideration for contracting out.  Possibly other services are under consideration as well.

CUPE Local 182 is alarmed that these discussions are taking place and wants to be on record that our experience is that keeping work in-house still is the best method of providing efficient and effective support services in health care or any other public service.  In-house services serve the public best both in the short term and the long term.  However, we have found that often it takes time for the folly of contracting out to sink in and by that time considerable public money has been spent and it takes considerable public relations expenditures to re-new the trust with the public we all serve.

In this brief we want to raise some issues with the Board about contracting out.  This brief is not intended to be exhaustive in its scope.  We will provide the Board with additional material in the future.

It is our intention however to provide some overview information on several areas of work where contracting out is being considered. In particular we will focus on areas where we know that contracting out does not work and other areas where there are significant issues around contracting out.

In the pages below we examine contracting out in food services, house​keeping, laundry and medical transcription. 

2. FOOD SERVICES

2.1 Using “Ready Prepared” Food Systems in Health Care Facilities

Using “Ready Prepared” Food Systems in Health Care Facilities One common approach to change in the preparation and delivery of food services has been to move to a system where food is “ready prepared.” There are many cost and quality considerations to making such a change. 

Ready prepared food production is a food preservation technique. The food is prepared and cooked using the conventional techniques and then rapidly refrigerated (cook-chill) or frozen (cook-freeze) using specialized equipment.  Food is then stored at pre-determined and carefully con​trolled temperatures in specialized units. Food can be divided into bulk or individual meal portions either before or after refrigeration/ freezing.  There are also two options for re-heating (also called re-thermalization or regeneration):  bulk re-heating or individual tray re-heating. 

The cook-freeze method has the highest fixed asset expenses. Cook-freeze requires identical equipment to cook-chill with the addition of a fast-freezing unit.  In comparison with conventional hot meal preparation, cook-freeze requires 30 percent greater fixed asset costs and 75 percent more supervision time.  Cook-freeze requires more packaging and higher disposal costs.  Food costs are slightly lower in cook-freeze than cook-chill since food can be stored for longer periods and used in a subse​quent menu cycle.

Freezing guarantees microbiological safety as long as the food is thawed in a cold room and served within 24 hours of thawing. However, freezing does alter the texture and other sensory characteristics of foods.  Con​ventional cooking methods achieve better sensory results than cook-chill or cook-freeze when held hot for 60 minutes or less, but loses this advantage if the food is held 120 minutes or more.

Altogether the costs of developing ready-prepared food systems repre​sents a sizeable investment for cash-starved health care institutions. Few have the money to cover the complete capital investment and ongoing operating expenses.  This opens the door to greater private sector involvement as many think that outright privatization or contracting out will be the fiscal solution. It isn’t.  Privatization and contracting out add their own unique set of costs.

2.2 The Cost of Privatization and Contracting Out

Companies that wish to make inroads in the public sector often low-ball initial bids in order to get a foot in the door. Once the service is privat​ized and the company has a monopoly it can use its leverage to increase charges.

There are several additional costs to contracting out food services. In order to ensure that the private supplier fulfils the terms of the contract, many public health boards have had to pay for additional supervisory staff to monitor performance, assess standards and handle disputes with contractors.  The monitoring of compliance in dietary contracts is of par​ticular importance in health care facilities because of the serious conse​quences of inadequate hygiene or food quality.  Disputes regarding a contractor's performance may involve additional legal fees. 

A related problem is that once services are re-organized under corporate control, it is often complicated and costly for health care facilities to re-claim the service should it wish to do so. This is particularly so if in-house kitchens are eliminated. The health region will become “locked-in” to a specific food service method and often to a specific provider. The result is that the private sector provider has an inordinate amount of power to effect changes to the contract or alter services.

In many locations in Canada, the population base is small and the private sector is not equipped to supply the variety or volume of pre-cooked food products required by health care facilities. Selection is limited because Canada has few companies in the business of supplying ready-prepared products and those companies offer little menu choice. 

Where food services are contracted out to an external commercial opera​tion, there are also losses on public investments.  Commercialization of food service operations may leave the public with capital assets - such as kitchen facilities, equipment, and storage space - which are no longer required. In this situation, taxpayers pay twice: first for the original capital investment and then for the use of the contractor's facility.

2.3 Broader Social and Economic Costs of Privatization

Contracting out of food service production can result in the reduction of work in the local area and reduced demand for local area businesses.  The local economy may suffer if the service is contracted out to a company which is based elsewhere, or which sources a higher proportion of food and equipment outside the local area.  This has been an explo​sive issue elsewhere (see the discussion of the Urban Shared Services Corporation in Winnipeg below).

Typically, the profits of corporate catering firms are not spent in the same communities where they are generated. In contrast, most of the income of public sector workers and small business owners is re-invested in the local economy.  As health care facilities are publicly funded institu​tions, it is entirely legitimate to consider broader policy issues of local economic sustainability.

2.4 Food is Central to Health Care

Nutrition is a critical element of the healing process.  The nutritional value of food is essential for both the sick and the elderly who rely on health care providers.  These groups also face a higher risk of contract​ing food-borne diseases.

The companies lobbying to take over food production for health care facilities - along with the government agents, administrators and planning authorities who support privatization - always draw a line between medi​cal services and the so-called "ancillary" or "hotel" services such as food, laundry and housekeeping. (We explore the problems with this concept in greater detail later in this document).  They argue that food is a support service that is secondary to medical treatment and thus should be supplied by the private sector. In reality, food is a critical element of care.

Proper nutrition is essential for patients recovering from acute illness and injury as well as for residents in long-term care facilities.  Particular attention must be paid to the taste and sensory appeal of food in health care facilities so that patients and residents develop healthy appetites.  Thorough study of different production techniques is necessary to make sure that patients are not put at risk by compromised food quality.

2.5 Ready Prepared Food:  Impact on Care

The front line food service staff performs a range of duties including interaction with patients and consultation with nurses - duties that con​tribute to the therapeutic process in a health care setting.  If most dietary staff is removed to central production facilities, the workers who remain will likely have more narrowly defined tasks that do not include the extra care now provided by food service workers to patients and residents.

2.6 Menu Limitations

Cook-chill and cook-freeze methods limit menu options because they do not work with all food dishes e.g., steaks, fried food, eggs, and pastries do not adapt well to cook-chill and cook-freeze.  Cook-chill works best if food is contained in a sauce e.g., gravy for meat and broth for vegetable dishes.  If meals are reheated in trays, however, the broth will sink to the bottom and leave the top of the dish dried out.  Re-heating in bulk seems to work better.

2.7 The Effect on Work Skills

In a conventional food service operation, one of the main requirements of skilled staff is in the choice and preparation of raw food materials.  With ready-prepared food, these skilled positions become redundant and much of the preparation work of the conventional kitchen is eliminated.  Ready prepared food shifts the emphasis from a cook's individual skills and creativity to standardized production with less personal influence. 

2.8 Health and Safety

The repetitious work of rapid assembly production is a health concern for kitchen staff because it increases the risk of repetitive strain injuries.  Another issue is the heavy weight and awkward shape of bulk food packages and re-thermalization carts.  Injuries caused by slippery floors in the freezer section at the production site are also reported.

The dietary staff at Burnaby Hospital in Vancouver registered serious health and safety complaints about their cook-chill system. In its first year of operation, the injury rate in the dietary department increased on average 28 percent per month (averaged over the entire year). 

It is common for new production methods to be implemented without appropriate consideration of safety measures, especially if staffing levels are cut and workloads increased. Without proper planning, working con​ditions will suffer.

2.9 Proper Planning

Long before considering implementation issues, administrators and con​sultants planning food service re-organization should thoroughly examine various options and facilitate open discussion with community members, workers, and dietary experts. In Britain, health care facilities that achieved overall benefits using new food service methods had completed exhaustive feasibility studies carefully considering the costs, training re​quirements, technology requirements, nutritional quality and related issues. By contrast, unsuccessful facilities relied exclusively on data supplied by consultants and manufacturers and had a narrow focus on cost reduction.

2.10 Packaging Adds Cost

In order to protect hygiene and maintain safe temperatures, transporta​tion of food from the central facility to satellite kitchens requires sanita​tion packaging.  Most of this packaging is not reusable and produces considerable garbage.  This is an additional cost both in budget terms and in environmental terms.  This type of food preparation is not envi​ronmentally friendly.

2.11
Maintaining In-House Kitchen Capacity

Health care facilities must maintain kitchen capacity in-house to produce fresh food and to address special health conditions and ethnic diets.  In facilities that have long term care beds kitchens can help make the facil​ity more like home and deal with special occasions.  Without kitchens, the facility becomes dependent on the pricing and quality decisions of the contractor supplying the food.

2.12 Shared Food Services:  Troubled Projects

The evidence uncovered so far with respect to existing shared food service operations in Canada suggests that cost reductions cannot be achieved easily.

In Ottawa, the Hospital Food Services facility has supplied bulk food for a number of years.  However, in an evaluation of food service re-organization options several years ago, the Notre Dame Hospital in Montreal found that purchasing Ottawa commissary food was more ex​pensive than the hospital’s in-house cost.  A proposal to extend the Ottawa shared food services (to include a central tray assembly and washing facility) was turned down by participating hospitals because of its "heavy capital requirement with limited payback potential". 

Hospitals in Toronto rejected a similar model of shared food services. The nineteen hospitals involved concluded that capital costs would out​weigh any benefits.  Official correspondence stated that "the most common reason for opting out was that the pay back was insufficient to warrant the required capital expenditure."

An advanced plan for shared food services in the Quebec health care sector in the Region of Mauricie-Bois-Francs was scrapped.  Following a negative community response to a report which advocated centralizing food services, the regional health board set up a committee with repre​sentation from administrators, users, unionized food service staff, and academics with expertise in nutrition and economics.  Twelve acute and long-term care facilities were involved.  The committee rejected the option of developing a new shared food service facility as unfeasible and exceedingly costly. 

2.13 The Urban Shared Services Corporation in Winnipeg

In the mid-1990s, Winnipeg hospitals moved to set up a shared food service called the Urban Shared Services Corporation for nine area hospi​tals.
  In 1997 a contract was signed with the private contractor, Aramark, to design the new Regional Distribution Facility (RDF) and manage production.  Service began in September 1998.  The RDF received frozen and chilled cooked food from private corporations.  Food was thawed and placed on trays at the RDF and it was then transported to the hospitals where it was heated in carts.  The dirty trays were sent back to the RDF for cleaning.

Although a major factor behind the move to the new system was the out-of-date kitchens at the two largest hospitals, the new system was unable to provide enough trays of food for all the facilities.  The result was that the two largest hospitals (St. Boniface and the Health Sciences Centre) continued to use their old kitchens and did not actually use the new system.  Although they were “partners” in the new facility, they did receive any food from that facility.  Finally, additional capital investment has been requested to upgrade the kitchen facilities at the Health Sciences Centre.

CUPE and the United Food and Commercial Workers raised concerns about the new food system.  The public became incensed with the new system.  Instead of producing food in Winnipeg, the private corporations brought much of the food in from other areas – even from outside of the province.  There were complaints about food quality.  There was par​ticular concern about the quality of food for those in long term care beds who would be eating this food for the rest of their lives.  It was hard to meet special dietary needs under the new food system.  There were major health and safety issues at the RDF with the tray belt and the dish room.  Much of that facility had to be re-designed.

To try to defuse the issue, the Conservative government began to make concessions.  Severance packages for dietary workers were made the best in the province.  They made it easier for hospital dietary workers to transfer to the RDF, and new money for training was made available for dietary workers. 

It was all to no avail.  The new food system became a major issue in the provincial election that saw the defeat of the Progressive Conservative government and the election of the New Democratic Party.  

In the fall of 2000, unions, hospitals and the new government developed a new report on food services.  It set a new course.  Work would be brought back in-house from the private corporations.  A new kitchen would be established at the Health Sciences Centre that would produce much of the food.  Instead of producing food in other regions, the jobs would be in the public sector and in Winnipeg.  Aramark’s contract to manage the RDF would be allowed to expire and management would be brought back to the public sector.  Long-term care facilities would keep their kitchens to be used for special meals.  This allows the facilities to cook a whole turkey cooked in their kitchen for Thanksgiving or Christmas.

One of the major drawbacks in any privatization is that it takes consider​able time, effort and money to turn things around should the plan fail.  While some problems still remain in Winnipeg e.g., capital funding for the changes to the Health Sciences Centre kitchen has still not materialized, significant progress has been made and the food services program is getting back on track as a publicly funded and delivered food service.

3.
HOUSEKEEPING AND LAUNDRY SERVICES ARE ESSENTIAL IN HEALTH CARE FACILITIES

Housekeeping is critical in health facilities. If private corporations have to cut corners in order to make profits, it is difficult to maintain the standard of cleanliness necessary to ensure that the facility is not contributing to deterio​rating health conditions.  In fact, it is difficult enough to maintain cleanliness under funding cuts, never mind while trying to find a profit margin in the budget.

Scruffy floors, dirty bathrooms, and garbage not picked up are unsightly for patients, residents and the general public.  Such conditions hardly inspire confidence that health facilities are conducive to good health and have the necessary conditions for recuperation and healing.  If these are long term care facilities, we must be mindful that the residents will live in these condi​tions for the remainder of their lives.  And, of course, there are other things that we cannot see – bacteria on door handles and railings, fungi in the carpets.  These represent a clear and present danger to those who are counting on our knowledge and expertise to keep facilities not only clean but healthy.

Contracting out of laundry services results in many problems. Often racks of dirty laundry are waiting to be cleaned at the same time supplies of clean linens are exhausted.  This often happens on weekends when contractors do not want the extra cost of bringing workers in for weekend shifts.  Staff morale on the wards and floors suffer greatly when they must fight others for the last of the remaining supplies of clean linens.  If clean and sterile linens are transported in the same vehicles as dirty linens and other used medical supplies, sanitary levels cannot help but suffer.

Clean linens are essential to the holistic approach to health care. Dirty linens contain bacteria and all manner of human waste and used health supplies.   It is a fundamental principle of health care that unsanitary conditions are not conducive to positive health outcomes. Having control over housekeeping and laundry services creates one of the essential conditions for improving health outcomes.

3.1 Superbugs 

The advent of “superbugs” which are immune to most antibiotics are a major concern for many institutions and many institutions are scrambling to find solutions.  There is increasing evidence in the international litera​ture that part of the solution at least is to have proper cleaning and ade​quate staffing levels.
  Contracting out cleaning services often means that staffing levels are minimized and cleaning standards are lowered in order for profits to be made. 

Cleaning and infection control are extremely important factors in resisting superbugs - “the only sure way to prevent the transfer of the bacteria is cleanliness”
.  Clean hospital floors, rooms, equipment and hands are key, which means that the work of in-house hospital cleaners is espe​cially significant.  Nursing and support staff to organize and coordinate such cleaning measures is also important.  Privatization and staffing cuts have contributed to poorly cleaned hospitals making it much more diffi​cult to contain superbugs.

Superbugs are spread through unclean equipment
 and hospital `furni​ture’ such as “bed railshospital carts, stretchers, [and] wheelchairs”
.  “(C)ontact with contaminated environmental surfaces(is the) way MRSA is spread from patient to patient”
.  In Edmonton, Alberta, the VRE bacterium contaminated the Royal Alexandra Hospital for longer than one month.  The first case of VRE was reported January 1, 2000, while new cases emerged well into February.  Steve Buik, of the Edmonton (Capital) Health Authority explained that a “deep cleaning” needed to occur once no other cases were found
.  Cleaning, by qualified staff, becomes especially important in hospitals.

Nursing support and clerical staff to coordinate and administer such cleaning measures are also needed.  “Monitoring hospitals’ routine pro​cedures such as ward cleaning is important to ensure that proper hygiene practices are being followed and that they are working as intended”
.  

Throughout the world, however, cleaning and other staff layoffs, and subsequent private for-profit cleaning contractors, have contributed to poorly cleaned hospitals.  In England, the Standing Medical Advisory Committee’s Sub-Group on Anti-Microbial Resistance reports that “there is considerable evidence that alterations in cleaning contracts and reduced resources have led to a detrimental effect on the cleanliness of hospitals compared with 10 or 20 years ago”
.  It may be no coinci​dence that North American MRSA and VRE started in the mainly for-profit U.S. health care system before it spread into Canada, where health care is mainly non-profit
.

In Australia, according to the state opposition, 40 per cent of the cleaners have been laid off due to hospital funding cuts.  These layoffs are blamed for the outbreak
. “Domestic services have faced increasing cut backs” says Regional head of health Linda Hoffman, in Newcastle, Australia
.

In February of 1999 in New Zealand, a “hospital source” at North Shore hospital said  “the standard of cleaning is a dangerous disgrace in the hospital.  The spread of MRSA is a direct result of this”
.  The cleaning contract for North Shore hospital had been contracted out to a private, for-profit company
.

Hospital overcrowding due to funding cuts, hospital mergers and clo​sures, has also been outlined as a reason for the spread of superbugs
.  Hoffman in Newcastle, Australia comments that overcrowding means “more and more patients, meaning more germs passing through” which contributes to superbugs
.  Lack of isolation beds makes it difficult to discharge patients from ICU with VRE
.

Appropriate health care funding and staffing levels and non-dangerous cleaning products are fundamental to solving the problem of superbugs.

3.2 Possible Solutions

All governments must return to adequate health care funding in order to provide for appropriate staffing levels.  The Comptroller and Auditor General of England calls for more clerical workers and infection control nurses
.  Hospitals need to be properly cleaned by adequate numbers of, and appropriately paid and trained, cleaning staff.  Governments need to recall previously laid off public cleaning staff and end low quality private, for-profit cleaning contracts.

Combined with the return of adequate health care funding and staffing levels, the use of alternative cleaning solutions will also be helpful to resisting superbugs.  Dr. David Rice, of Sheffield University, argues that triclosan, an anti-bacterial cleaning agent used in many hospitals, is actually helping to spread superbugs.  In his study, Dr. Rice shows that this chemical enables some bacteria strains to become resistant to anti​bacterial agents, thus helping to actually create superbugs.  Household cleaners and personal hygiene products used for more than 30 years such as Crest and Colgate contain triclosan
.

Clean and safe hospitals and health centres are essential.  When infec​tions are deadly there is a greater need for cleanliness.  As the popula​tion ages, superbugs become an even greater threat.  The work of CUPE members who perform appropriate cleaning duties and work in infection control is crucial in this fight to control superbugs.

Obviously, contracting out is not a cure for the conditions that allow for superbugs to develop and thrive.  In fact, it has been identified as part of the cause.  Keeping the work in-house with public employees is a first step in tackling some of the precursors of superbug development.

4.
HEALTH CARE SUPPORT WORKERS ARE NOT “HOTEL SERVICES”

Sometimes, unsanitary conditions in health facilities are exacerbated under private contractors because both the contractor and the Health Authority perceive the work to be “hotel services” and not services critical to the pro​vision of good health care.  Therefore, the reasoning is that these services can be contracted out without consequence.  This reasoning is very faulty.

A rigorous examination of the work of hospital support workers by Professor Marjorie Cohen at Simon Fraser University shows just how mistaken the “hotel services” school of thought really is.
   Professor Cohen’s study clearly demonstrates that the level of skills, responsibilities and working con​ditions are significantly different from those working in the hotel sector.

Some of the most notable differences are

· Health care support workers have considerable contact with Patients and residents in facilities.

· Work in hospitals and long-term care facilities are quite hazardous as workers have daily contact with chemicals and body substances.

· Skills and training requirements are considerably more rigorous than in the hospitality sector.

· Cleaning standards in hotels are considerably lower than in health care facilities.

There is often a very high level of specialization in cleaning depending upon the location within the institution.  Operating rooms, dialysis units, emer​gency rooms, radiation rooms, and burn units each have their own unique requirements.
  And this is not to mention very specific requirements to combat superbugs. 

Cleaning standards in hotels differs considerably from health institutions.  Hotels are unlikely to have prescribed standards that would be acceptable in health institutions.  Studies of hotel accommodation in the United States have found that rooms in name brand hotels and luxury hotels had evidence of coliform bacteria and E coli present.
  Coliform bacteria indicates the presence of filth and E coli indicates the presence of fecal matter.  

“All the bedding showed a presence of urine or semen and these substances were also present on carpets, upholstered furniture and on the walls. Semen stains were even found in a $700 a night suite. Fecal bacteria were found in bathrooms, but also in peculiar places such as on the telephone and the TV remote control.  The assumption was that the same cloth was cloth for cleaning the bathroom as was used for the rest of the room.”

Clearly, these outcomes would not be acceptable within any health facility in Canada. However, if we begin from the assumption that health support workers are no different from “hotel services” then we will be rapidly going in that direction.  Skills development will be minimized, training will be sacri​ficed and standards of cleanliness will suffer. Contracting of health support work takes us in that direction and is a primary reason why support work must remain in-house.

Professor Cohen found that laundry workers, trades workers, food services workers, and clerical workers from receptionists to stores were all equally essential to the effective functioning of the health care facility and were in no way identical to workers who work in the hospitality industry. 


4.1
Costs Are Not Reduced by Contracting Out Support Work

Professor Cohen examined contracting out of support work in the United States and at the Toronto Hospital.  One of her primary objectives was to examine whether costs were reduced as a result of contracting out.  Her findings were that costs were often not reduced and other problems were evident.

In the United States, re-engineering of support services has not consis​tently resulted in lower costs.  “In fact, institutions like the American Hospital Association caution about the probability of increased costs and reduced reliability of performance through hospital reengineering and pri​vatization.”

At the Toronto Hospital (part of the University Health Network) not only have expected savings not been achieved but they have reversed the contracting out of dietary services after a period of high level dissatisfac​tion by patients and staff. New plans for the Hospital call for new in-house kitchens.  

5.
MEDICAL TRANSCRIPTIONISTS

On the surface, the job of a medical transcriptionist seems to be one that can be done anywhere and it doesn’t matter if it is contracted out or not.  We know that is not the case.  Medical transcriptionists have been moved out of offices and decentralized either to other outlying offices or to home​work situations.  It often isn’t until later that people begin to realize that it was a mistake.  The initial costs to decentralize transcriptionists is quite high and is often never recovered.  

Privacy of health care information – often very sensitive patient information - is easily compromised by the decentralization of transcriptionists.  Com​puters in home settings may not be ideally set up for maximum confi​dentiality.  Hard copy files or tapes must travel from the institution to the settings in which transcriptionists work and must be stored or destroyed properly.  All these situations provide opportunities for confidentiality to be breached. 

Health care workplaces all too often have been cited for poor security around patient records.  There are always stories of health records being found in the garbage or found in facilities that have been closed. In some cases, there are serious breaches of security. It is incumbent upon the Calgary Health Region to ensure that the potential for such breaches are absolutely mini​mized by keeping patient information processes in-house and accountable to the public.

6.
RECOMMENDATIONS

6.1
The Calgary Health Region should implement immediately a morato​rium on contracting out of all support services.
6.2
The CHR should implement immediately a process of consultation with the respective unions in the Region on matters of contracting out.  Pilot projects to bring work back in-house would be considered in such forums. 

6.3
The CHR should begin immediately an assessment of its own capacity to provide services without contracting out, including an assessment of the feasibility of contracting back in-house any services that are currently contracted.

6.4
The CHR should begin immediately an assessment of the costs asso​ciated with contracting out of services over the past five years. 

6.5
The CHR should begin immediately a program to assess the impact of contracting out of support services on the quality of services over the past five years.  In order to accomplish this the CHR must recognize that direct patient care is but only a part of the overall array of vital health care services.

6.6
The CHR should provide a copy of the Region’s Five Year Business Plan to CUPE Local 182 so that the Local may have adequate and appropriate information on which to make other positive recommendations. 

CUPE Local 182 looks forward to further productive discussions with the Calgary Health region on these matters.
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