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Summary

Canadians are deeply concerned about their health and the health of their families and
neighbours. Canadian Medicare is the deepest expression of the way in which we care
for each other, and is one of the foundation stones of Canadian society. Eighty-seven
percent of Canadians support public solutions to make Medicare stronger, and a recent
poll shows that Canadians expect their federal government to take the lead in health
care reform.?

The Canadian Union of Public Employees represents 600,000 workers, with over
190,000 members in the health care sector. CUPE members are on the front lines
providing direct care to patients in hospitals, long-term care facilities and in home and
community care settings. CUPE members cook and deliver the food that nourishes
patients, safely transport patients, and provide a social connection for patients every
day. We keep health care facilities clean, safe and well maintained. CUPE members are
the organizational backbone of our hospitals, admitting patients and handling medical
records. We are first responders in our communities. We are nurses and personal
support workers caring for seniors and others in long-term care facilities and at home.
We perform these and many other essential roles. Our members are concerned about
health care as workers, and as members of families and communities who rely on our
public health care system.

This brief follows from CUPE’s submission on the 2008 review of the 10-Year Plan
(Health Accord),® highlighting area of continuing concern, and making recommendations
to strengthen Medicare. Our recommendations apply to the final years of the 10-Year
Plan and to renewal of the Health Accord.

The 10-Year Plan stabilized the health care system following deep cuts in the 1990s
that seriously compromised access and quality of care. It provided long-term funding
with steady increases, in a legislated framework. It reaffirmed the Canada Health Act
and set a number of worthy goals. Unfortunately, the goals were not tied to funding, and
in many areas they fell short of what was needed. This submission will identify what
CUPE sees as major gaps in the 10-Year Plan, areas where progress has stalled or
reversed, and recommendations for the next Health Accord.

Accountability and Funding

The federal government is unable to properly account for spending under the 10-Year
Plan, stemming in part from weak conditions on the funding and gaps in Canada Health
Act reporting, but more importantly due to this government’s refusal to play a leadership
role in defending and improving Medicare. In fact, the federal government is ignoring
violations of the Canada Health Act and signaling that provinces are welcome to expand
for-profit delivery. Conservative advisors and at least one MP are even suggesting that
the federal government get out of funding health care entirely, and the security of other
major federal transfers is also at risk.




The federal government has not hosted a First Ministers meeting on health since Prime
Minister Stephen Harper was elected in 2006, and there is no commitment to such a
meeting even as the expiry of the 10-Year Plan approaches. These Senate hearings
have excluded as witnesses CUPE, other health care unions, the Canadian Labour
Congress, and the leading Medicare advocacy group, the Canadian Health Coalition.
This bodes poorly both for progress on the 10-Year Plan and for consultations on the
next Health Accord.

The Health Accord has injected stable escalating funding for health care over a ten-year
period after deep cuts in the 1990s. It is crucial that the federal government continue
with at minimum the six percent annual increases in the Canada Health Transfer in a
second ten-year Accord.

Recommendation 1: that the federal government negotiate with the provinces and
territories a new 10-Year Plan (Health Accord) with stable and adequate funding,
including at minimum the six percent escalator. Allowing the Government of Quebec to
enter into a separate agreement, the Health Accord must otherwise be one agreement
applying the same terms and conditions across Canada.

Recommendation 2: that Health Accord funding not come at the expense of the Canada
Social Transfer or equalization funding.

Recommendation 3: that the federal government correct the deficiencies in monitoring,
reporting and enforcing the Canada Health Act.

Recommendation 4: that the Senate Standing Committee on Social Affairs, Science and
Technology invite health care unions, the Canadian Health Coalition and other broad-
based civil society organizations as witnesses in this review of the 10-Year Plan.

Privatization

Health care privatization has increased since 2008 at all levels: payment,
administration, infrastructure, and delivery. Private for-profit clinics have expanded in
number and size; user fees and extra billing are on the rise; contracting out of support
services and nursing care has continued; and public private partnership have spread to
long-term care. Our successes on wait times come from the public sector, yet some
governments use “care guarantees” to push ahead with privatization. These trends fly in
the face of evidence that privatization delivers less and costs more.

The federal government has ignored violations of the Canada Health Act, encouraged
more for-profit delivery, and is negotiating a trade agreement that fundamentally
jeopardizes current and future public health care programs.




Recommendation 5: that the federal government enact regulations under the Canada
Health Act to require annual disclosure from provinces and territories on the number of
private for-profit facilities, the number of services they provide, and the payments they
receive; that this information be provided in the Annual Report to Parliament; and that
the federal government enact a regulation under the Canada Health Act stipulating that
federal transfers be used only for non-profit delivery.

Recommendation 6: that the federal government request the Auditor General of Canada
immediately investigate the increased cost to taxpayers and erosion of service quality
associated with public private partnerships.

Recommendation 7: that the federal government create an infrastructure fund to build
and redevelop hospitals and long-term care facilities, stipulating public non-profit
ownership, control, management, and operation of the facilities, equipment and
services.

Recommendation 8: that the federal government encourage provincial and territorial
governments to adopt public sector solutions to reduce waits that would, among other
things:

combine and better manage lists;

fully utilize hospital operating rooms;

expand team work and case management;
expand primary care and continuing care; and
address retention and recruitment problems.

Recommendation 9: that the federal government negotiate a new exemption, modeled
on the cultural exemption in recent Canadian bilateral agreements, stipulating that
nothing in CETA shall be construed to apply to measures adopted or maintained by a
party with respect to health care or public health insurance.

Healthcare Associated Infections

Patient safety was one of the issues addressed in the 10-Year Plan. On healthcare
associated infections (HAIS), a top patient safety concern, Canada is doing poorly. Each
year, over 220,000 hospital acquired infections result in 8,000-12,000 deaths. At least
30 percent of these infections are preventable. Rising infection rates are resulting in
higher levels of morbidity, mortality, length of hospital stay, health care costs, and
institutionalization. Canada has the second highest HAI prevalence rate among high-
income countries at 11.6 percent compared to the pooled rate of 7.6 percent.

Understaffing and contracting out are major determinants of our high HAI rates.

Dr. Michael Schull from the Institute for Clinical Evaluative Sciences correctly informed
this Committee that cuts to cleaning staff in the 1990s were a mistake and that
reinvestment is needed. Unsafe occupancy levels significantly worsen the problem.




Contracting out contributes to HAIs through staff cuts, higher turnover, less training and
rupturing of the link between clinical and support staff.

The federal government’s fragmented and weak initiatives on HAls stand in contrast to
the UK government’s regulatory actions, and they fail to meet our obligations under
global health governance standards. Even at the level of pan-Canadian data, reporting
on HAIs and other adverse events is poor, and we have virtually no federal data on
health care cleaning.

Recommendation 10: that the federal and provincial and territorial governments
implement a strategy on healthcare associated infections (HAIs) with substantial,
dedicated funding for increased in-house health care cleaning, stringent infection control
and microbiological cleaning standards, maximum occupancy levels in hospitals, and
mandatory public reporting on HAI rates and deaths.

Continuing Care

While the 10-Year Plan represented some progress on short-term and end of life home
care, the provisions were too modest, and they reinforced a growing emphasis on
medical care to the detriment of health promotion and iliness prevention. Residential
long-term care (LTC) received no mention, despite the urgent need for access and
guality improvements in that sector.

Continuing care in Canada is characterized by unequal access and quality concerns
largely due to inadequate public funding and regulation, commercial involvement and its
exclusion from Medicare. Care is often rushed. Access is two-tiered. Privatization at all
levels - financing, ownership, management and delivery — worsens access and quality
problems.

Recommendation 11: that the federal government extend Medicare to continuing care
(home/community and residential care), with legislated standards and dedicated
funding, financed through general revenue. The regulatory framework should include
Canada Health Act provisions plus minimum staffing standards and phasing out of for-
profit delivery.

Primary Care

Canada has not reached the 10-Year Plan goal of 50 percent of Canadians having 24/7
access to multidisciplinary teams by 2011, and it lags behind other developed countries
on measures such as after-hours care, wait times, chronic disease management,
mental health, and electronic medical records in primary care. Canadians experience
economic barriers to primary care, and on social determinants of health, we also rank
poorly. Community health centres are our best option for improving care and addressing
the underlying inequities.




Recommendation 12: that the federal government establish standards and provide
targeted resources for primary health care reform, including expanded access to
community health centres, prioritizing individuals, families and communities with the
greatest need.

Aboriginal Health

The federal government has failed to improve Aboriginal people’s health as envisioned
in the 10-Year Plan, and the Conservative government of Stephen Harper shelved the
Kelowna Accord. The health, social and economic disparities between Aboriginal and
non-Aboriginal people are huge and in some cases growing. Safe drinking water, a
significant determinant of health, is out of reach of many Aboriginal communities, and
the water infrastructure deficit approaches $6.6 billion. Non-Insured Health Benefits are
also underfunded, making it yet more difficult for First Nations people to access basic
health care services.

Recommendation 13: that the federal government involve Aboriginal organizations in
negotiations with First Ministers on the renewal of the Health Accord; meet the goals of
the Kelowna Accord; implement recommendations of The National Engineering
Assessment; adopt higher water quality standards for reserves; and make new
investments in the Non-Insured Health Benefits (NIHB) Program.

Prescription Drugs

The federal government has not followed through on its commitment in the 10-Year
Plan to a national pharmaceutical strategy. Federal leadership is essential to ensure
universal access, safe and appropriate prescribing, and value for money.

Eight million Canadians have no prescription drug coverage, and those with plans are
seeing higher fees and benefit cuts. Unsafe prescribing and pharmaceutical use cause
harm and in many cases death. Drug costs continue to rise steeply, in part because
Canada pays 30 percent more than the international average. Industry self-regulation,
direct-to-consumer advertising and off-label promotion fuels inappropriate prescribing.

Canada could save $10.7 billion with a universal public drug plan. Many countries,
including France, the UK, Sweden, Australia and New Zealand have universal drug
plans and, as a result, pay far less for drugs than Canada. Going in the opposite
direction, the Canadian government is negotiating a trade agreement with the European
Union that could increase prescription drug costs by $2.8 billion a year.

Recommendation 14: that the federal government begin immediately to work with the
other governments in Canada to implement the National Pharmaceutical Strategy as
agreed to in the 2004 Health Accord.

Recommendation 15: that the federal government establish a national pharmacare
program that provides equal access to safe and effective drugs while keeping rising
costs in check. The program should include first-dollar coverage for essential drugs on a




national formulary, bulk purchasing, more rigorous safety standards, evidence-based
prescribing, and stricter controls on drug company marketing.

Recommendation 16: that the federal government reject the demand by the European
Union in CETA negotiations to change intellectual property laws to increase patent
protection for brand-name drugs as this will add significant costs to Canada's public
health care system and increase the financial barriers to medically necessary medicines
for millions of Canadians.

Health Human Resources

While there has been some progress on health human resources in the 10-Year Plan,
the federal government has all but ignored workers outside of the category of doctors,
nurses and allied health professionals. For example, the federal government has
supported much-needed credential recognition and integration of internationally
educated providers, but at the same time expanded the Temporary Foreign Workers
Program which exploits migrant workers who provide hands-on care and support
services at the bottom end of the pay scale. The wage and benefits gap between
continuing-care and hospitals persists and is worst for support staff.

Recommendation 17: that the federal government develop and implement a pan-
Canadian health human resources strategy that achieves better working conditions,
training and upgrading programs, and wage parity to improve retention and recruitment
across the health sector; that this strategy advance employment equity, including
Aboriginal “representative workforce” strategies.

Recommendation 18: that the federal government adopt and promote recruitment
policies consistent with the World Health Organization Global Code of Practice on the
Ethical Recruitment of Health Personnel; establish a Migrant Worker Commission as an
independent regulatory body that has enforcement power; and develop a national policy
framework to regulate labour brokers and recruiters.

1. Accountability and Funding

Ouir first and foremost concern with the 10-Year Plan implementation has been the

lack of accountability and the government’s refusal to uphold Medicare standards.

The federal government placed few conditions on the transfers contained in the 10-Year
Plan, and — not surprisingly — there has been very little accountability for that funding.

In 2008, CUPE observed that “every year, the Canada Health Act annual report falls
short, ignoring entirely the transfer of Medicare to for-profits in certain provinces, or
giving paltry details for others. And every year, the federal government does next to
nothing about user fees, extra billing and other violations of Medicare rights.” The
situation has deteriorated since then with the continued tacit approval by the federal
government of increased for-profit delivery and violations of the Act.




According to reports of the Auditor General of Canada, the Minister of Health is unable
to tell Parliament the extent to which health care delivery in each province and territory
complies with the criteria and conditions of the Canada Health Act.® Further, the
federal/provincial/territorial Advisory Committee on Governance and Accountability has
been disbanded.® Information on how governments spend targeted funds is either
patchy or not available at all. Parliament should hold the Minister of Health to account
and should not approve the transfer of health care funds to provinces unless they
demonstrate compliance with the Act.

There is a broad consensus that the federal government has an essential role in
coordinating health policy among the provinces and territories and promoting better
access and quality across the health care system. Yet the federal government has
refused to play a leadership role in defending and improving Medicare. Dr. Jack Kitts,
CEO of the Health Council of Canada, identified this problem in recent testimony before
this committee. In response to Senator Braley asking if there was a leader in charge of
the health accord, Dr. Kitts could only reply “we are without a leader.”

The federal government’s commitment to Medicare is also called into question by recent
suggestions that the Canada Health Transfer be dismantled. At least one Conservative
MP and a former advisor are publicly calling for the federal government to get out of
funding health care entirely — to eliminate the transfers and equalization payments and
instead turn over the monies collected from the federal Goods and Services Tax to the
provinces.® Without the clout of federal cash transfers, the federal government will be
unable to uphold the Canada Health Act or achieve necessary improvements in access
and quality across the health care system.

We are also concerned about the security of non-health transfers. The federal
Conservatives have made no commitments regarding the Canada Social Transfer (CST),
equalization or territorial formula financing.® Post-secondary education, social assistance
and social services, and early childhood development and early learning and childcare,
which fall under the CST, are already under-resourced. The federal government should be
investing in public services rather than cutting taxes; $1 billion of public investment in health
care and education creates two to three times as many jobs as the same amount in
personal income tax cuts. The boost to the economy (measured as GDP increase) is also
stronger.*

We find it disturbing that this Committee has chosen to deny the majority of health care
workers (through their elected organizations, trade unions) and many public interest
advocates the opportunity to speak as witnesses in this Senate review. Our
organizations represent hundreds of thousands of Canadians with direct experience as
providers and care recipients. You risk losing the opportunity to dialogue with frontline
workers and patient advocates with a unique perspective on the 10-Year Plan and ways
forward.




Recommendation 1

that the federal government negotiate with the provinces and territories a new 10-Year
Plan (Health Accord) with stable and adequate funding, including at minimum the six
percent escalator. Allowing the Government of Quebec to enter into a separate
agreement, the Health Accord must otherwise be one agreement applying the same
terms and conditions across Canada.

Recommendation 2

that Health Accord funding not come at the expense of the Canada Social Transfer or
equalization funding.

Recommendation 3

that the federal government correct the deficiencies in monitoring, reporting and
enforcing the Canada Health Act.

Recommendation 4

that the Senate Standing Committee on Social Affairs, Science and Technology invite
health care unions, the Canadian Health Coalition and other broad-based civil society
organizations as witnesses in this review of the 10-Year Plan.

2. Privatization

Health care privatization has increased since 2008 at all levels: payment,
administration, infrastructure, and delivery. The federal government has ignored
violations of the Canada Health Act, encouraged more for-profit delivery (sometimes
couching it in the euphemistic phrase “alternate service delivery”), and is negotiating a
trade agreement that fundamentally jeopardizes current and future public health care
programs.

For-profit clinics

Since our portrait of privatization in 2008, private for-profit clinics have expanded
considerably. In 2008, the Ontario Health Coalition identified 42 for-profit MRI/CT
clinics, 72 for-profit surgical hospitals (clinics) and 16 boutique physician clinics
operating in Canada providing medically necessarily care.™




There is no federal process in place for monitoring the growth in the private for-profit
delivery of health care, notwithstanding the requirements of the Canadian Health Act.
It is however possible to piece together a picture since 2008 that illustrates the
considerable growth in private clinics, the vast majority of which are for-profit:

A recent article in the Canadian Medical Association Journal estimates that there
are 300 private clinics in Quebec, and that clinics are growing in size, becoming
mini-hospitals.™

® A recent investigation by the College of Physicians and Surgeons of Ontario
regarding unsafe practices at an Ottawa endoscopy clinic revealed that there are
270 private surgical clinics in Ontario.*

® |n March 2011, Alberta Health Services (AHS) contracted with private surgical
facilities in Edmonton and Calgary to perform 2,140 cataract surgeries. A further
1,400 were contracted in May 2011, with only 100 of those to be done at a public
hospital.** Alberta was already a leader in outsourcing hospital procedures.

® |n Saskatchewan, the Regina Qu’Appelle Health Region contracted-out 570
surgeries to Omni Surgery Centre between August 2010 and July 2011; the
Saskatoon Health Region contracted-out 673 surgeries to another for-profit clinic,
Surgicentre, between October 2010 and July 2011.

Activity-based funding (ABF), a form of fee-for-service funding, threatens to accelerate
the shift to private for-profit delivery of health care services. There is no strong evidence
that activity-based funding improves health care system performance,” reduces waits or
saves money.* In fact, there is evidence of negative consequences. ABF has been
linked to over treatment, drawing from research on cataract surgeries.'’ Physicians in
the UK say ABF tends to promote “cream skimming” by for-profit clinics, leaving publicly
funded hospitals with more complex and expensive cases,'® and that it leads to higher
administration costs, fragmentation, and a destabilization of the health care system.*

User Fees and Extra Billing

Providers are violating the Canada Health Act and provincial Medicare laws with
growing frequency, and the federal government does little to track the problem much
less stop it.

Certain provinces — most notably, British Columbia and Quebec - are allowing private
clinics to charge privately for medically necessary diagnostic and surgical services. In
2008 alone, 89 potential violations of the Canada Health Act were identified in five
provinces.?’ Some doctors get around the ban on user fees and extra billing by charging
patients for uninsured services, which leads to queue jumping and potential conflicts of
interest. Other doctors charge annual block fees for so-called “incidental”

services like telephone consultations, prescription renewals and document preparation -
also a violation of the accessibility criterion of the Canada Health Act.?* Such fees
appear to be on the rise.? Several recent examples give rise to concern:




® A study published in the February 2011 issue of the Canadian Journal of
Gastroenterology found that 31.7 percent of patients in private clinics are being
charged for colonoscopy services.?

®  Concerned patient advocates, doctors and federal health critic MPs are calling
on Ottawa to take action on Copeman Healthcare Centre, a member-only
primary care clinic operating in Vancouver and Calgary.** The provincial
government’s audit of Copeman relied solely on the clinic’s own written policies
and did not thoroughly investigate complaints of extra-billing, reinforcing the need
for stronger investigation and enforcement at the federal level.?

The Quebec health insurance board (the Regie de I'assurance maladie du
Quebec, RAMQ) is concerned about the jump in the number of doctors and
clinics trying to circumvent the law when it comes to billing patients for insured
services.”® The RAMQ ruled in September 2011, that three clinics had violated
the Quebec health insurance law by charging user fees for medically necessary
services. More clinics are under investigation.?”

® The Quebec College of Physicians and Surgeons is investigating allegations that
some physicians are accepting bribery payments to give patients preferential
access.”

Contracting Out

In addition to contracting out entire blocks of diagnostic and surgical procedures, health
care employers continue to outsource support services and nursing care, often as part
of shared services projects. For both support services and direct care services,
contracting out is associated with less training and higher turnover, which undermine
continuity and quality of care.? We explore the problems of contracted-out cleaning in
the section on healthcare associated infections. Contracting out of laundry, food,
administration and other support services — increasingly to multinational corporations -
also compromises quality and accountability and redirects resources from patient care
to corporate profit.** Outsourcing of care aide and nursing work is also on the rise,
despite evidence that over-reliance on nursing agency staff is linked to disrupted care
and more resident distress.*

Privatization and Sustainability

Private health care spending and for-profit ownership, infrastructure development and
delivery threaten the sustainability of Medicare. In terms of the generally accepted
measure of a society’s ability to pay — its GDP — health care costs generally and
Medicare costs in particular have been remarkably stable since the program’s
introduction in the early 1970s.*2 What is unsustainable is privatization - of delivery,
infrastructure, administration and financing (user charges, utilization taxes, restricted
public insurance coverage and increased reliance on private insurance).
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Private spending represents around 30 percent of total health care spending, one of the
highest levels among OECD countries. Within that, private insurance is rising faster
than other sources of finance. Between 1988 and 2009, per capita spending on private
health insurance increased from $139.40 to $648.90.* Canada is also on the high end
of the spectrum in other areas of private health care spending. Out-of-pocket expenses
account for 15 percent of total health care costs in Canada, compared with 12 percent
in the United States, seven percent in France and only 5.5 percent in the Netherlands.*

The two most important drivers of public health care spending increases are both
dominated by the private sector: prescription drugs and payments to physicians.
Prescription drugs have increased as a share of Medicare spending from two percent to
nine percent since 1975 and by themselves account for one-quarter of the increase in
health care costs as a share of GDP since 1975. Payments to physicians have
increased only slightly as a share of health care costs over the past 35 years, but
because they make up 20 percent of total costs, that increased share has a notable
impact on health care costs.*

As shown later in this submission, public-private partnerships and for-profit ownership in
long-term care are associated with higher overall costs. The key to controlling costs and
improving quality in the health care system is to shift costs and control from the private
sector to the public sector.

Recommendation 5

that the federal government enact regulations under the Canada Health Act to require
annual disclosure from provinces and territories on the number of private for-profit
facilities, the number of services they provide, and the payments they receive; that this
information be provided in the Annual Report to Parliament; and that the federal
government enact a regulation under the Canada Health Act stipulating that federal
transfers be used only for non-profit delivery.

Public Private Partnerships

Public private partnerships (P3s) continue despite mounting evidence that they cost
more and deliver lower quality than publicly built, financed and operated facilities.*
There are now 48 public-private partnership (P3s) hospitals built or under construction
in four provinces. Governments are also now building and renovating long-term care
facilities using P3s.

P3 hospitals are more expensive, with as much as an 83 percent cost disadvantage
compared to public sector financing.®” In the UK, failed Private Financing Initiatives
(PFIs, equivalent to P3s) have left taxpayers with huge burdens as costs spiral out of
control, and the UK National Audit Office has warned against using PFIs for building
schools and hospitals.*® Even at a higher cost, P3 hospitals often deliver fewer beds
and worse quality.*
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P3s also weaken accountability, fragment the health care system, and open the door to
two-tier health care. The secrecy of P3 deals prevents proper accounting for public
health care spending and makes it difficult to monitor compliance with the Canada
Health Act. P3 hospital contracts typically allow the companies to establish clinics and
other business within the facility, significantly increasing the likelihood of cream-
skimming, self-referrals, kickbacks and other conflicts of interest for health care
providers working on both sides of the hallway. The opportunity for these abuses is far
greater given the lack of transparency typical of these complex contractual and
leasehold regimes.*

The federal government historically played an important and direct role in funding health
care infrastructure.** Particularly in the current economic climate, the federal
government should invest in public hospital and residential long-term care, using public
financing and delivery, not P3s. Every dollar in public infrastructure provides 17 cents a
year in cost savings to business, as well as other social benefits; $1 billion of public
investment in infrastructure creates twice as many jobs and twice the GDP boost as the
same amount in personal income tax cuts.*

Recommendation 6

that the federal government request the Auditor General of Canada immediately
investigate the increased cost to taxpayers and erosion of service quality associated
with public private partnerships.

Recommendation 7

that the federal government create an infrastructure fund to build and redevelop
hospitals and long-term care facilities, stipulating public non-profit ownership, control,
management, and operation of the facilities, equipment and services.

Wait Times

Wait times have been reduced in the five clinical areas targeted in the Accord (cancer,
heart, diagnostic imaging, joint replacements, and sight restoration). The aggregate

numbers show overall progress; eight out of 10 Canadians are treated within the pan-
Canadian benchmarks set in 2005, though waits vary by procedure and by hospital.”*®

Our concern with wait time initiatives is that several provinces have exploited the issue
to justify contracting out, despite the evidence that for-profit providers lengthen waits in
the public system, cost more and yield worse health outcomes.** For-profits rob our
public system of valuable health human resources and money,* creating longer waits in
the public system.*® Early analysis of contracting out of surgical procedures in the
Regina Q’Appelle Health Authority indicates that the total number of surgical procedures
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declined by 2.9 percent after the health authority entered into the contract with a for-
profit clinic.*’

Our successes have come from expansion and improvements in the public non-profit
health care system.*”® We agree with the Health Council of Canada’s progress report on
wait times: “continued coordinated effort and greater use of effective management tools
could make wait times management one of the success stories of the health accords”.*
As the Romanow Commission concluded: “Rather than subsidize private facilities with
public dollars, governments should choose to ensure that the public system has
sufficient capacity and is universally accessible.”®

Recommendation 8

that the federal government encourage provincial and territorial governments to adopt
public sector solutions to reduce waits that would, among other things:

combine and better manage lists;

fully utilize hospital operating rooms;

expand team work and case management;
expand primary care and continuing care; and
address retention and recruitment problems.

Comprehensive Economic and Trade Agreement

The Comprehensive Economic and Trade Agreement (CETA) negotiations currently
underway between Canada and the European Union threaten the ability of Canadian
governments to expand Medicare and protect it from further privatization.** In fact,
current NAFTA provisions that exempt health care could be weakened by the
procurement, services and investment provisions in CETA.>* Given the current
discourse in Canadian health care reform on expanding Medicare to continuing care
and pharmacare, it is vital that the federal government stand up for Canadians, not
corporations, and ensure that Medicare is protected in its current and future form.

Recommendation 9

that the federal government negotiate a new exemption, modeled on the cultural
exemption in recent Canadian bilateral agreements, stipulating that nothing in CETA
shall be construed to apply to measures adopted or maintained by a party with respect
to health care or public health insurance.
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3. Health Care Associated Infections

Patient safety was one of the issues addressed in the 10-Year Plan. On healthcare
associated infections (HAIs), a top patient safety concern, Canada is doing poorly.
According to a 2011 report by the World Health Organization, Canada has the second
highest HAI prevalence rate among high-income countries at 11.6 percent, considerably
higher than the pooled rate of 7.6 percent.>® The only high-income country with a worse
rate was New Zealand which, like Canada, has high hospital occupancy rates.

Each year in Canada, over 220,000 hospital acquired infections result in 8,000-12,000
deaths.> At least 30 percent of these infections are preventable.*® Rising infection rates
are resulting in higher levels of morbidity, mortality, length of hospital stay, health care
costs, and institutionalization.*® The direct costs of hospital acquired infections in
Canada are estimated to be $1 billion annually. On top of that are costs borne by
patients and volunteer caregivers as well as program costs for home and community
care.

There is significant and robust evidence that understaffing and contracting out of health
care cleaning contribute to increased infection rates,* *® and in recent testimony to this
committee, Dr. Michael Schull from the Institute for Clinical Evaluative Sciences
acknowledged the role of cuts to cleaning staff:

"The [funding] cuts in the 1990s certainly had something to do with the
decision to cut support staff because they were not a priority and cuts had
to be made. | think we now know it was a mistake and we are starting to
reinvest in those basic services."

Contracting out leads to cuts in staff, higher turnover rates, less training and a rift
between clinical and support services.® The auditor general of Scotland found that
hospitals with contracted-out cleaning, compared with those with in-house cleaning,
had fewer cleaning hours, less monitoring and supervision, greater use of relief staff
and lower scores on cleanliness.® The UK Department of Health found that 15 of the
20 “worst” hospital National Health Service (NHS) trusts for cleanliness had outsourced
cleaning.® The Scottish and Welsh governments announced in 2008 plans to bring
health care cleaning back in-house.®

Investing in rigorous cleaning programs in hospitals and ensuring that cleaners are
properly viewed as part of the infection control team are two critical steps that have
been shown to reduce rates of HAL® In a UK study, researchers found that 90 percent
of rooms that had been declared clean were shown by microbiological testing to have
unacceptable levels of microorganisms.®

Compounding the problem is the fact that Canadian hospitals are severely
overcrowded. Across Canada, hospital beds were cut 36 percent from 1998 to 2002,
and now Canada has one of the highest bed-occupancy rates among countries in the
Organisation for Economic Co-operation and Development. Canada's hospital bed
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numbers (relative to population) were two-third the OECD average in 2008: 3.3 beds
per thousand compared to the OECD average of 5.1.°” Occupancy rates in Ontario, for
example, are at the undisputedly dangerous level of 97.9 percent.®® Dr. Gardam and
other infection control specialists have pointed out that “occupancy rates can climb
above 100 percent, with patients occupying lounges and hallways.” ®® UK research
shows that hospitals with occupancy over 90 percent have 10 percent higher MRSA
rates than hospitals below 85 percent.™

Canada lacks robust reporting requirements. There are two major deficits in pan-
Canadian data on HAIs. First, there is no standard in Canada for reporting on HAIs. The
Health Council of Canada has been critical of "inconsistent reporting on adverse events”
generally,” and leading public health experts call for mandatory reporting of HAI rates
across Canada.”

Second, we have very little pan-Canadian data on health care cleaning. The Canadian
Institute for Health Information ignores cleaning services and workers in its reports on
spending and health human resources — and even in a report on HAIs.” Statistics
Canada inadequately tracks cleaning and other ancillary health care services; in fact, it
misrepresents the nature of health care cleaning by categorizing privatized cleaners
under the hospitality and service section of the National Occupation Code, obscuring
the significant differences between health care work and hospitality work.”

The federal government’s fragmented and weak initiatives on HAIs stand in contrast to
the UK government’s regulatory actions,” and they fail to meet our obligations under
global health governance standards.’ Strong pan-Canadian standards and
enforcement mechanisms must be put in place in order to turn the tide on these deadly
infections.

Recommendation 10

that the federal and provincial and territorial governments implement a strategy on
healthcare associated infections (HAIs) with substantial, dedicated funding for increased
in-house health care cleaning, stringent infection control and microbiological cleaning
standards, maximum safe occupancy levels in hospitals, and mandatory public reporting
on HAI rates and deaths.

4, Continuing Care

While the 10-Year Plan represented some progress in extending first-dollar coverage to
some short-term and end of life home care, the provisions were too modest, and they
reinforced a growing emphasis on medical care to the detriment of health promotion and
illness prevention. Residential long-term care (LTC) received no mention, despite the
urgent need for access and quality improvements in that sector.

Continuing care has recently come to the fore with concerns about health care funding,
demographic trends, and now the Health Accord renewal. Often the discussion misses
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critical issues such as understaffing and privatization, and at the federal level,
residential care is frequently overlooked. While Canada’s aging population does not
represent a “crisis” of sustainability as Medicare critics suggest,” it does mean that the
demand for continuing care will rise. We propose three policy directions: create a pan-
Canadian continuing care program, improve quality and reverse privatization.

Continuing care in Canada is characterized by unequal access and quality problems
largely due to inadequate public funding and regulation, commercial involvement and its
exclusion from Medicare. Programs are patchwork, with variations across provinces in
the availability of services, level of public funding, eligibility criteria and out-of-pocket
costs borne by residents/clients. Most provinces have cut long-term care bed capacity
relative to the senior population in the past decade, without sufficiently expanding home
and community care or adequately increasing staffing to reflect the higher acuity of the
remaining residents. As a result, care is often rushed and underfunded, with poor
working conditions leading to poor quality of care and quality of life for residents/clients.
Access is two-tiered. Privatization at all levels - financing, ownership, management and
delivery — are worsening quality and access problems.™

Commercial involvement is increasing as governments award new contracts to for-profit
providers, raise caps on private fees, and subsidize assisted living and retirement or
personal care homes, despite evidence of harm. A growing body of empirical evidence,
including two systematic reviews,” has demonstrated that for-profit long-term care
facilities are associated with lower quality of care and poorer resident health outcomes.
Further, residents in for-profit LTC facilities in most provinces have to pay more privately
(out-of-pocket or through private insurance) for services and products.®

Quality problems in residential LTC are a major concern for policy makers, academics,
residents, workers and the general public,® and while there are many contributing
factors, research points to staffing as the key determinant. There is a robust and
extensive literature describing an association of higher staffing levels with improved
care quality and health outcomes for residents. Multiple studies have shown that higher-
staffed facilities perform better on a range of quality and outcome measures,® for
example, rates of pressure ulcers,® weight loss,®* nutrition and hydration,® restraint
use®® and violations of care standards.®” There are no reliable Canada-level data on
staffing in LTC facilities, but available provincial data indicate serious deficiencies,
putting us far below safe minimums established by the landmark US Congress-
commissioned study.®®

Home care in Canada is also characterized by quality and access problems. There have
been modest new investments in home and community care in all provinces,® but
progress is uneven,® and unmet needs are substantial.®* In Ontario alone, 10,000
people are on a waiting list for non-nursing home care services, with waits being as long
as 262 days.” Working conditions are marked by job insecurity, low wages®* and high
injury rates — all of which negatively impact quality of care.
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Over time, there has been a shift to more specialized, medical home health services,
often as substitution for hospital care, and less and less health promotion and illness
prevention.** Housekeeping, meal prep, and other home support services continue to be
severely underfunded.

Home care is even more privatized than residential long-term care, harming clients and
diverting money from direct patient care to company profits. In Ontario, for-profit
providers went from 18 percent of all providers in 1995 to 58 percent in 2010% with
competitive bidding bringing cuts in services, a chill on cooperation, and ballooning
administrative costs,* as well as turnover approaching 60 percent.®

Canada needs a comprehensive strategy, not one that uses “closer to home” rhetoric to
camouflage cuts or to pit “home” against “institution”. Instead of increased support for
seniors and people with disabilities and chronic ilinesses, health care restructuring has
on the whole meant increased burdens — a shifting of responsibility and costs to
underpaid workers, unpaid caregivers, and residents/clients themselves. There has
been inappropriate downloading of patients from hospitals and mental health facilities to
LTC facilities. With rationing of residential LTC, there has been a further downloading
onto already-strained home and community health programs. At every step, the burden
on unpaid caregivers increases, and the wages and working conditions of paid
caregivers deteriorate.®

We need a federal continuing care program, and it should be funded through general
tax revenue. Pooling risk widely by financing a continuing care program from general
revenue is more efficient and equitable than any of the other recently proposed options:
social insurance, registered savings plans, medical savings accounts and tax breaks for
private insurance. General revenue—funded LTC has a number of advantages over
social insurance funding, including progressivity, greater control over costs and lower
administrative costs.* Tax-assisted private savings plans benefit those individuals who
can afford to invest (a small and shrinking number), and government ends up with less
revenue for population-wide programs.’® There is extensive evidence critical of medical
savings accounts® and private insurance.**? We will have to pay for continuing care one
way or another: the choice is whether we do so in a socially just and economically
prudent way.

Expanding Medicare to continuing care is financially doable, and there is growing
demand for federal action from inside and outside of parliament. In terms of financing,
the federal government could make choices that would give it ample fiscal capacity for
increased health transfers;* halting the latest round of corporate tax cuts alone would
garner the public treasury $20 billion over five years.** A majority of Canadians are
willing to pay higher taxes for health care.*®

We can also look beyond our borders for inspiration. Canada currently lags behind
much of the developed world.**® Nordic European countries have long-standing public
(comprehensive, universal and tax-financed) continuing care programs. Other countries
have introduced major public initiatives in the past decade, most notably Scotland,
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Germany and Japan. Relative to Canada, other developed countries have more
extensive government regulation, monitoring and public reporting of LTC quality.**’

Safe staffing levels and non-profit ownership are two of the most important determinants
of quality of care and must be part of the regulatory framework. The federal government
is within its rights to set these types of conditions on federal transfers. Consider Bill C-
303, the Early Learning and Child Care Act. While voted down by the Conservatives in
2007, the Act had support from all three opposition parties and passed Justice lawyers’
scrutiny in the committee stage. Not only would it have created a new social program, it
would have tied federal funding to non-profit delivery (with grand-parenting of for-profit
providers) and quality standards, including child-to-caregiver ratios.

Recommendation 11

that the federal government extend Medicare to continuing care (home/community and
residential care), with legislated standards and dedicated funding, financed through
general revenue. The regulatory framework should include Canada Health Act
provisions plus minimum staffing standards and phasing out of for-profit delivery.

5. Primary Care

The 10-Year Plan set the objective of 50 percent of Canadians having 24/7 access to
multidisciplinary teams by 2011. That objective has not been met. The Health Council
reports that “Canada’s primary health care system lags behind those in similar Western
countries in measures such as after-hours care, wait times, chronic disease management,
mental health, quality improvement, and electronic medical records.” In 2009, only 32
percent of Canadians reported having access to more than one primary health care
provider.'® The 2010 Commonwealth Fund International Health Policy Survey also found
significant barriers to primary care, in particular after-hours care, same day appointments,
and timely access to specialists.™*°

As shown in this Committee’s June 2009 report,*** health status is affected by social,
economic and environmental factors; a holistic approach is required to address health
disparities arising from societal inequity. The Health Council estimates that income
disparities account for up to 20 percent of total health spending.**? The Commonwealth
Fund survey revealed disturbing inequity in health care utilization between low and high
income Canadians:

= Nine percent of lowest-income Canadians report not consulting a doctor because
of cost, compared with one percent of highest-income Canadians.

10 percent of lowest-income Canadians report skipping a medical test or
treatment due to cost, compared with only three percent of those with the highest
income.™**®
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The benefits of multi-disciplinary care have been well documented, particularly for
people with chronic health conditions. The community health centre model, in which
physicians, nurses, physiotherapists, social workers and other providers collaborate, is
uniquely positioned to deliver coordinated primary care.™**

In order to achieve the objectives of the 10-Year Plan to improve the health status of
Canadians, and to address the underlying inequities that impact on health status, we
need a primary care system in which community-driven programs are part of the
primary health care “system” within every Canadian community.**®

Recommendation 12

that the federal government establish standards and provide targeted resources for
primary health care reform, including expanded access to community health centres,
prioritizing individuals, families and communities with the greatest need.

6. Aboriginal Health

The federal government committed in the 10-Year Plan to improve access to health
care in the North and Aboriginal health more broadly. After meeting of First Ministers
and national Aboriginal leaders in September 2004, the federal government announced
a five-year $200 million Aboriginal health transition fund. Then in November 2005, after
a conference in Kelowna, the federal government pledged $5 billion over five years to
improve health care, housing, economic development and education, promising to use
the Blueprint on Aboriginal Health. Though the Conservative government promised in its
first budget in 2006 to meet the targets of the Kelowna deal, it has not carried through.
None of the investments in recent federal budgets have come close to the level of
funding and the type of programs envisioned by the Kelowna Accord.

The Health Council of Canada in 2008 and again in 2010 concluded that “the Federal
government remains unclear about its intentions with respect to implementing

the Blueprint on Aboriginal Health and the Kelowna Accord.”™*® The Auditor General
reported in June 2011 that “(d)espite the federal government’s many efforts to
implement our recommendations and improve its First Nations programs, we have seen
a lack of progress in improving the lives and well-being of people living on reserves.”"

The health, social and economic disparities between Aboriginal and non-Aboriginal
people are unacceptable, significant, and in some cases growing. Aboriginal people
continue to have higher levels of infant mortality, higher rates of chronic disease and
lower life expectancy than non-Aboriginal people.**® As stated by the Canadian Mental
Health Association, “Aboriginal people are also more likely to face inadequate nutrition,
substandard housing and sanitation conditions, unemployment and poverty, and

discrimination and racism, all important factors in maintaining health and wellness.”**°
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Aboriginal women experience particular barriers in accessing health care: distance and
transportation costs, lack of trained health care workers, insufficient general and
specialized health services in their communities, lack of consultation in program
development, and lack of culturally sensitive care.'®

Aboriginal communities endure the worst water conditions in Canada. The National
Engineering Assessment released by the federal government in July 2011 concluded
that 73 percent of First Nation water systems are at risk, 118 First Nations communities
remain on boil water advisories, and infrastructure needs total $6.578 billion.** Access
to clean drinking water is a universal human right, affirmed by the United Nations in
2002.'** Associate Chief Justice Dennis O’Connor, in his Walkerton Inquiry Report,
urged the federal government to work with First Nations to formally adopt water quality
standards for reserves that are equal or superior to standards elsewhere, and to make
those standards legally enforceable.*?

The Non-Insured Health Benefits (NIHB) program needs immediate new investments.
There will be a 9.7 percent increase in eligible beneficiaries due to recent new
registrations under the Indian Act. In addition, the Assembly of First Nations estimates
that 6.3 - 9.3 percent more money is nheeded in various benefit areas to deal with growth
of the existing client population, inflation, and changes in health service utilization,
health status, and technology. Without a resolution to this funding crisis, First Nations
children, adults, and elders face growing barriers to basic health care.***

Health care programs for Aboriginal communities are characterized by gaps in service
and a lack of predictable and stable funding. As the Health Council notes “(i)f Canada’s
goal is to reduce the unacceptable health disparities between Aboriginal and non-
Aboriginal Canadians, a concrete way of doing this is to expand programs that work and
provide stable, multi-year funding.”**

Recommendation 13

that the federal government involve Aboriginal organizations in negotiations with First
Ministers on the renewal of the Health Accord; meet the goals of the Kelowna Accord;
implement recommendations of The National Engineering Assessment; adopt higher
water quality standards for reserves; and make new investments in the Non-Insured
Health Benefits (NIHB) Program.

7. Prescription Drugs

The federal government has not followed through on its commitment in the 10-Year
Plan to a national pharmaceutical strategy. The impact on Canadians is dire:

®  Up to eight million Canadians do not have coverage for prescription drugs,**®
and one in 10 Canadians report they have “failed to fill a prescription, or have
skipped a dose, because of cost.”?’
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Inappropriate use of pharmaceuticals continues to be a leading cause of death
in Canada.™®

® Drugs are the second highest spending area in health care,*®® and drug costs
continue to rise steeply.**

®  Prescription drugs in Canada are 30 percent more expensive than the
international average.*®

® Health Canada has drafted legislation to weaken drug safety regulation and
speed up drug approvals.

®  The federal government fuels inappropriate prescribing by allowing illegal
direct-to-consumer advertising and off-label promotion, and by continuing to
allow pharmaceutical companies to regulate their own marketing.**

A groundbreaking study published in 2010 showed that a universal public drug plan
would save Canadians up to $10.7 billion a year.*** Many countries, including France,
the UK, Sweden, Australia and New Zealand have universal drug plans and, as a result,
pay far less for drugs than Canada.*** Going in the opposite direction, the Canadian
government is negotiating a trade agreement with the European Union that could
increase prescription drug costs by $2.8 billion a year.**

Federal leadership is essential to ensure universal access, safe and appropriate
prescribing, and value for money.

Recommendation 14

that the federal government begin immediately to work with the other governments in
Canada to implement the National Pharmaceutical Strategy as agreed to in the 2004
Health Accord.

Recommendation 15

that the federal government establish a national pharmacare program that provides
equal access to safe and effective drugs while keeping rising costs in check. The
program should include first-dollar coverage for essential drugs on a national formulary,
bulk purchasing, more rigorous safety standards, evidence-based prescribing, and
stricter controls on drug company marketing.
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Recommendation 16

that the federal government reject the demand by the European Union in CETA
negotiations to change intellectual property laws to increase patent protection for brand-
name drugs as this will add significant costs to Canada's public health care system and
increase the financial barriers to medically necessary medicines for millions of
Canadians.

8. Health Human Resources

The 10-Year Plan made commitments of $85 million to Health Human Resource (HHR)
renewal, as well as ongoing funding of $20 million per year to develop a pan-Canadian
HHR strategy that has yet to be realized. The federal government committed to:
address concerns regarding the assessment and integration of internationally trained
health care graduates, address the HHR deficit in Aboriginal communities, and
participate in HHR planning with interested jurisdictions. Despite this investment,
Canada remains far behind in ensuring an adequate supply of health care providers.
In fact, the federal government’s endorsement of parallel private for-profit health care
worsens the shortages.

136

The June 17, 2011 report of the House of Commons Standing Committee on Health on
HHR indicates there are positive developments in areas such as developing
collaborative practice programs, accelerated integration of internationally-educated
health care professionals, and initiatives for Aboriginal, rural and northern
communities.”*” However, we are concerned with the lack of attention paid to providers
other than doctors, nurses and allied health professionals. For example, 80 percent of
home care work is performed by unregulated health care workers providing both direct
care and support services, yet governments have failed to address the recruitment and
retention issues in this sector. As well, the Committee failed to address the international
recruitment of health care workers.

Health employers continue to poach health care workers from developing countries,
relying more and more on migrant workers, aided by the federal government’s
Temporary Foreign Workers Program (TFWP). Employers use the TFWP to drive down
wages and working conditions resulting in increased precariousness of work.**® The
TFWP operates without a sufficiently rigorous regulatory framework, as evidenced in the
2009 report of the Auditor General that pointed to major problems regarding all aspects
of the program.**® Workers recruited through the TFWP are vulnerable in that they often
lack English language skills, and are often subjected to exploitative recruitment fees,
withholding of pay, and dismal living and working conditions, with no universal right to
pursue permanent resident status in Canada.
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CUPE supports upgrading, language training, and credential recognition of
internationally educated health care workers, including those already in Canada and
employed in health care. The federal government must do more to address the
persistent barriers to training and professional certification faced by many
underemployed nurses, doctors and paraprofessionals. Laddering programs, for
example for care aides to become nurses, are similarly underfunded.

The federal government should also pursue employment equity strategies. We would
like to know, for example, what progress has been made on recruiting and training
Aboriginal health care workers since the 10-Year Plan was signed. CUPE is part of a
groundbreaking “representative workforce” strategy in Saskatchewan that increased the
health care workforce participation rate of Aboriginal people from one percent prior to
1995 to six percent in 2008*° and provided Aboriginal Awareness Training to 27,000
workers.** We believe this is a strategy that the federal government should support and
expand beyond Saskatchewan.#

A pan-Canadian health human resources strategy must also address the poor working
conditions and wide wage gaps that characterize the health care sector, particularly for
support workers.**® One in ten support workers in Canada has income below the
Statistics Canada poverty line. Two-thirds have no pension, and less than half have
extended health or dental coverage.** In the wake of massive contracting out, health
care support workers in British Columbia struggle under a two-tiered wage system to
support their families.**® In one study, 40 percent were working at least two jobs to make
ends meet.'*®

The Health Committee Report on HHR makes clear that federal government leadership
is critical in providing “sustained and secure funding mechanisms” to achieve HHR
objectives.’’ The federal government must step up to lead and accelerate this important
work.

Recommendation 17

that the federal government develop and implement a pan-Canadian health human
resources strategy that achieves better working conditions, training and upgrading
programs, and wage parity to improve retention and recruitment across the health
sector; that this strategy advance employment equity, including Aboriginal
“representative workforce” strategies.

Recommendation 18

that the federal government adopt and promote recruitment policies consistent with the
World Health Organization Global Code of Practice on the Ethical Recruitment of Health
Personnel; establish a Migrant Worker Commission as an independent regulatory body
that has enforcement power; and develop a national policy framework to regulate labour
brokers and recruiters.
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Conclusion

The future of health care in Canada can only be secured with strong federal leadership.
Given the federal government’s refusal to enforce the Canada Health Act or show
leadership in tackling quality and access problems across the continuum of care, and its
pursuit of a trade agreement that favours corporate interests in health care, CUPE is
deeply concerned about the future of Medicare.

The 2004 Health Accord stabilized the health care system following deep cuts in the
1990s that seriously compromised access and quality of care. The Health Accord must
be renewed in 2014 with at minimum six percent increases for another ten years. It
must also address growing gaps and safety issues in continuing care, primary care,
prescription medicines, and Aboriginal health. Privatization and contracting out must be
reversed to improve quality and access and to save money. In all areas of health care,
we need federal leadership to achieve pan-Canadian policy goals.

sc/coped9l
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