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Part I: The missed opportunity of Patients First  

The Ontario Public Service Employees Union thanks the Ministry of Health and Long-Term Care 

for the opportunity to comment on the proposals set out in the discussion paper Patients First, 

A Proposal to Strengthen Patient-Centred Health Care in Ontario. We welcome consultation, 

and we are pleased to submit our thoughts.  

The Ontario Public Service Employees Union represents some 45,000 workers in the health care 

system. The OPSEU Health Care Divisional Council (HCDC) represents both professional and 

support staff. We include workers in hospitals, ambulance services, mental health care, long-

term care, home care, public health units, blood safety, and medical diagnostics.  

No group of workers in Ontario has a better understanding of what life is like on the front lines 

of health care. This gives us strong evidence-based insights on how our health care system 

could better meet the needs of our growing and aging population.  

We consulted broadly with our membership in the development of our responses. More than 

25 of OPSEU’s community health care leaders from across the province met in Toronto on 

February 3, 2016 to review the discussion paper. Part I of this paper begins with our views on 

the Ontario health care sector today. Part II contains our specific responses to the ministry 

discussion paper’s four proposals. 

Why we have a stressed health care system in Ontario 

We are encouraged that the government is asking stakeholders to comment on the decisions 

facing the government. However, we are struck by the many questions the government is not 

asking and the narrow focus of much of the content. 

To the OPSEU members at our meeting on February 3, the discussion paper seemed strangely 

disconnected from the real world of helping sick people. The real world is a world in which: 

• Home and community care, in its current form, is underfunded.  

• Wages for the same job can vary wildly depending on the employer. 

• Each year, workers must deliver more with fewer resources.   

• A health care professional can be paid less than minimum wage.  

• There is constant human resource turmoil.  
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It is also a world of growing privatization in which medical treatments are increasingly profit-

driven rather than care-driven. It is impossible to determine how much money is going to 

patient care and how much is going to corporate return on investment. Rather than being 

transparent and easy to determine where government funds are flowing, it’s an increasingly 

opaque world.  

In her September 2015 Special Report into home and community care, Auditor General Bonnie 

Lysyk expressed frustration that the financial information provided by for-profit service 

providers was completely voluntary and her office had no way to verify the numbers. Service 

providers let the government see only the numbers they choose to make available.  

In releasing the discussion paper, Minister Hoskins summarized what we have been telling the 

government for years. According to Hoskins:  

Too often, health care services can be fragmented, uncoordinated and unevenly 

distributed across the province. For patients, that means they may have difficulty 

navigating the system or that not all Ontarians have equitable access to services. 

Too often our system is not delivering the right kind of care to patients who need it 

most. 

 

We agree. 

But Hoskins’ comments are silent on the most fundamental and festering flaws in our current 

health care system. These flaws include insufficient government funding; an increasing role for 

for-profit companies in providing services that were once provided by the public sector; and, 

public money being sheltered from scrutiny when the private sector becomes involved. The 

justifications and assumptions made to defend the current arrangement are flawed. This is the 

focus of our paper.  

Health care belongs in the public sector. This truth is not based on any particular political view. 

The experience of countries around the world shows that the public sector provides the most 

cost-effective means of delivering health care. The private sector is more costly because of the 

need to generate profits throughout the system. When the funding for health care is scarce, the 

public sector makes the best use of the available dollars.  

In 2002, Roy Romanow, the former premier of Saskatchewan, conducted an exhaustive study of 

the Canadian health care system titled Building on Values: The Future of Health Care in Canada. 
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Romanow crisscrossed Canada and spoke to scores of stakeholders in the health care system. 

He concluded that the provision of health care by for-profit companies is not what Canadians 

want. 

It has been suggested to me by some that if there is a growing tension between the 

principles of our health care system and what is happening on the ground, the 

answer is obvious. Dilute or ditch the principles. Scrap any notion of national 

standards and values. Forget about equal access. Let people buy their way openly to 

the front of the line. Make health care a business. Stop treating it as a public service, 

available equally to all. But the consensus view of Canadians on this is clear. No! Not 

now, not ever. Canadians view medicare as a moral enterprise, not a business 

venture.  

 

We agree.  

Romanow’s words are as true today as they were 14 years ago. And if one reads the province’s 

discussion paper from Romanow’s perspective, which is to say the public’s perspective, it is 

clear that the discussion paper in seriously deficient in identifying what ails our health care 

system. 

Hospital underfunding puts pressure on home care budgets  

Part of the problem with home care starts in our hospitals. Underfunding and overcrowding in 

Ontario hospitals continues to place tremendous pressure on hospitals to find savings. Strapped 

for cash, many hospitals are discharging patients “sicker and quicker.” These patients have 

much more complex needs compared to home and community care patients ten years ago. 

Most recently, the CEO of the Ontario Hospital Association, Anthony Dale, said that, “after four 

years without an increase in base operating funding, hospitals are now at a turning point. 

Hospitals are facing extremely challenging budget decisions aimed at containing costs while 

meeting the increasing service needs of patients.”1 

In 2015, the Ontario Health Coalition published Code Red: Ontario's Hospital Cuts Crisis, which 

warned that Ontario's hospitals are living in a permanent state of crisis. Years of cut have forced 

them into levels of overcrowding that are dangerous for patients and staff. The report 

identified 51 hospital sites slated for significant hospital cuts or the threat of closure.  
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The report highlighted that Ontario is in its eighth year of real-dollar cuts to hospital global 

budgets. For the last three years, hospital global budgets have been frozen – a significant cut, in 

real-dollar terms. After decades of downsizing, the cuts are biting ever more deeply into vital 

patient care services.  

The ability of hospitals to provide prompt and effective care to Ontario residents has been hurt 

in many ways:  

• Base operating funding for Ontario’s 149 public hospitals has been frozen for the 

fourth year in a row; 

• Ontario ranks last in public hospital funding per person, tied with Quebec, and ranks 

8th of 10 provinces in hospital funding as a percentage of provincial GDP;2  

• Ontario has among the lowest per capita bed numbers in Canada and across peer 

countries at a rate of 1.4 acute care hospital beds per 1,000 residents, the lowest 

level of all provinces except British Columbia, which has 1.3 beds per 1,000 

population (Nationally, the average is 1.7 beds.)3  

• Hospitals are overcrowded. The Canadian Association of Emergency Physicians 

recommends “that governments sufficiently increase the number of functional acute 

care beds to achieve regular hospital occupancy rates that do not exceed 85 per 

cent”;4  

• More than 14 per cent of hospital beds are occupied by patients who are waiting for 

beds in a long-term care home. The hospital sector is shrinking and there is 

enormous pressure to discharge patients more quickly than ever;  

• The median wait times for long-term care (LTC) beds have almost tripled, from 36 

days in 2004-05 to 98 days in 2011-12. An increase in the number of LTC beds of 

three per cent during that period has not kept pace with the rising demand from an 

aging population. According to Statistics Canada, between 2012 and 2021, the 

number of Ontarians aged 75 and older is expected to increase by almost 30 per 

cent.5 Demand for home and community care will continue to climb. 

The government insists that treatment that was typically provided in hospitals should now be 

provided in the home. This includes vital services such as dialysis, complex wound care and 

palliative services. And because of the government budget cuts itemized above, hospitals are 

forced to discharge patients as soon as possible and often before they are ready. These patients 

end up back in the emergency room a day or two later.  



6 
 

But unlike home and community care, hospital care is done in a transparent environment. The 

Ministry of Health has many metrics by which to measure the effectiveness of hospital spending 

and whether hospitals are getting the best return on the public’s dollar. The most effective 

practices can be identified and then shared with other hospitals. 

Chronic underfunding of hospitals will not improve the delivery of acute care services. Hospitals 

face impossible decisions in deciding which services to cut. Hospital professionals are key 

players in maximizing patient recovery, and cutbacks to their services weaken the entire 

system. Hospital funding must be restored so that service levels are improved to meet the 

province’s needs.  

Privatization drains money from home care 

At the same time that health care services are migrating from the hospital to the home, the 

Wynne government is quietly migrating care delivery from the public sector to the private 

sector. It is laying off workers in hospitals and contracting private companies to provide home 

and community care services. This is a clear violation of Romanow’s vision, and clearly contrary 

to what Ontarians want.  

The result is that Ontario’s home and community care system is constantly in the headlines for 

failing to meet Ontario’s needs. This is a direct result of many home and community care 

providers trying to meet profit targets instead of quality of service targets. Nurses and other 

care providers that want to do their best are thwarted by the system. This is why private sector 

companies should not deliver health care. They don’t perform as well as the public sector, and 

are demonstrably more costly. 

This constant downward pressure to reduce costs takes its toll on the individual caregivers. 

Turnover in the home and community care sector is high, which can result in poor continuity in 

care. A caregiver becomes frustrated and quits, only to be replaced by a new caregiver who 

gets frustrated and quits, and on it goes. New hires don’t have time to learn the nuances of 

each patient. But knowing the nuances is critical to each patient’s well-being. 

According to the Auditor General, there are 160 third-party providers contracted by the 

province’s Community Care Access Centres to provide home and community health care 

services. Many of these companies are for-profit, and their primary goal is to make money. 

They do this by accepting funds from the government to provide services, and then they 

provide these services for less money than the province is paying them. To maximize profits, 
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these companies suppress wages and force their workers to rush through their treatments. For 

many, the mantra is “cheap and fast.” So the “sicker and quicker” patients discharged from 

hospital are fed into a home care system that prizes “cheap and fast.” 

But cheap and fast should not be a guiding principle of our health care system. The guiding 

principle should be to do what is best for the patient. This is the principle followed when care 

providers work for government or non-profit organizations instead of for-profit companies. 

According to Auditor General Bonnie Lysyk, CCACs paid $1.5 billion, or 62 per cent of their total 

spending, to deliver the bulk of patient-care services. These include in-home changing of 

surgical dressings and physiotherapy. These third-party service providers comprise both 

private-sector for-profit companies and not-for-profit agencies. 

The Auditor General found that CCACs claim that 92 per cent of their expenditures go to direct 

patient care. However, that number falls to 72 per cent when a stricter definition of direct 

interaction with patients is applied. And it drops even further, to 61 per cent, for actual face-to-

face treatment of patients.  

What happens to the rest of the money? The 39 cents per dollar? Much of it goes to managerial 

salaries and profits of the for-profit companies. How much? We don’t know. Private sector 

service providers have no obligation to open their books. Indeed, that is the last thing they 

want to do. There is no assurance that an increase in government funding would flow through 

the system and end up in the paycheques of caregivers.  Since funding to third-party care 

providers has been frozen for the past six years, the pent-up demand for more profits is high. 

Thick layers of for-profit fat now exist within the health care system, and it is in the interests of 

the for-profit companies to downplay this fact. If the public knew the profits made on the backs 

of Ontario patients, the public would not tolerate for-profit companies. For these companies, 

the key to their survival is an opaque system. Which is why we believe, in the words of 

American Supreme Court Justice Louis D. Brandeis, “sunlight is the best disinfectant.”  

This system of hidden profits should be the focus of public debate. But the discussion paper 

doesn’t seek comment on the undisclosed profits generated by privatization. This is precisely 

the discussion that we should have. The facts show that privatization results in poorer patient 

care. 
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The home and community health care system’s problems are so severe that the Ministry of 

Health is closing the 14 Community Care Access Centres. Local Health Integration Networks 

(LHINs) will expand and absorb the CCACs’ responsibilities and employees. This should save 

money, since it would eliminate the soaring salaries of the CCACs’ executive ranks. This is good. 

The double-digit pay increases CCAC executives enjoyed were unconscionable. 

However, as for the work of the actual care providers, the discussion paper assumes the status 

quo. LHINs will step into the CCACs’ shoes and continue awarding contracts to third-party 

service providers. As we saw from the CarePartners’ labour dispute last year, private sector 

operators aim, above all, to maximize profit. Without a trace of shame, CarePartners demanded 

that its employees pay 100 per cent of costs incurred by CarePartners when the province 

implements the proposed Ontario Retirement Pension Plan. The company uses a “per-visit” 

wage scheme that sees nurses paid $17 for a home visit that can take up to two hours.  This is 

less than minimum wage. 

How has this come to be? Who made the decision to privatize Ontario health care by stealth? In 

what election did Ontarians vote for privatized health care? When did Ontarians vote that our 

health care system’s primary goal be profit?  

We need to return to first principles. The health care system belongs in the public sector, where 

the objective is delivering the best care possible, not the highest possible returns for private 

investors. Health care decision-making also needs to be accountable. 

 Conclusion 

We believe that the government’s current model of embedding for-profit companies deep 

within the home and community health care system is fundamentally flawed. It pits the 

corporations’ needs against those of the patients.  And it gives these companies the power to 

decide whose needs come first. 

Health care belongs within the public sector.  The public sector puts the patients’ needs first.  

Patients before profits. This is more than a slogan; it is a frame of mind. 

The government knows that a completely public and accountable health care system will lead 

to better patient outcomes. This has been shown to be true in many other countries.  For an 

example of how privatization can damage the quality of a country’s health care system, look no 
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further than the United Kingdom. We would be pleased to provide more examples. If the 

government insists that for-profit companies must be included within the home and community 

care system, it must acknowledge that the best patient outcomes are no longer the top priority. 

Many caregivers suffer under the for-profit system.  Many companies prefer to pay their 

employees on a “per-visit” basis.  As noted earlier, often this means the caregiver works with 

patients for less than the hourly minimum wage.  This gives the caregiver (most often a woman) 

a poor credit rating.  She can’t point to a regular pay stub as proof of reliable income. 

We welcome the government’s request for stakeholders to comment on the current system.  

However, as noted earlier, the discussion is blinkered.  It sidesteps the issue of how for-profit 

companies corrode the health care system from within, and it assumes there are no problems 

with LHINs themselves. 

Let’s return to first principles.  How does one provide the best health care system to Ontario 

residents in the most efficient and cost-effective manner?  We know the answer to that 

question better than anyone else. 
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Part II. The proposals in detail. 

The ministry’s discussion paper sets out four proposals. 

Proposal #1 

To provide care that is more integrated and responsive to local needs, 

make LHINs responsible and accountable for all health service planning 

and performance. 

Identify smaller regions as part of each LHIN to be the focal point for 

local planning and service management and delivery.  

OPSEU’s response: 

This proposal could bring more workers together and offers the potential for better 

communication. It could improve access to services. But it doesn’t explain how to make the 

LHINs more accountable.  

The question is the ability to obtain change and how this will happen. How will the Ministry of 

Health reconcile the agendas of multiple service providers? Keeping multiple providers impedes 

a holistic approach.  

Currently the multiple agencies do not collaborate because they have competing interests. Staff 

are treated poorly due to employment instability and inequalities, and large wage differences 

exist between agencies. We are concerned about how the ministry’s proposal will affect labour 

relations. The proposal did not address how PSLRTA, divestments and the potential for return 

of Requests for Proposals will be handled.  Given the issues raised at the February 24 

consultation meeting, we will have further comment later on the labour relations implications. 

Our recommendations:  

The most effective solution to the challenges is to bring all the workers providing health care 

services under one public sector employer. This employer should not be a Crown agency. This 

would allow for better collaboration between all levels of care, and maximize the use of 
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resources. It would eliminate duplication of administrative costs. It would also make care levels 

more consistent across the province. The result would increase quality of care, increase 

stability, increase transparency and reduce costs. All of this would be transparent. 

Proposal #2  

Bring the planning and monitoring of primary care closer to the 

communities where services are delivered. LHINs, in partnership with 

local clinical leaders, would take responsibility for primary care 

planning and performance management.  

Set out clearly the principles for successful clinical change, including 

engagement of local clinical leaders.  

OPSEU’s response: 

This is good in principle, but the LHINs’ role—their involvement and particularly their 

accountability—should be more clearly defined.  

It is good to connect more people with primary caregivers. This will improve accountability and 

create a more collaborative approach with shared defined goals. 

The proposal raises a number of questions on implementation. How will doctor involvement be 

promoted? Who will plan the right people, in the right job, at the right time in the LHIN? What 

is the definition of “principles for successful clinical change” and who are the “local clinical 

leaders?” 

There should not be a cookie cutter approach. Geographic areas with varying demographics 

require different services. As the discussion paper notes, this is the case with the differing 

needs of rural versus urban communities, the francophone and aboriginal communities, and so 

on. 

How will the government involve union leaders and labour relations to navigate this 

transformation? How is access to other services, i.e., specialists, going to be affected? How is 

the LHIN going to oversee services, targets and funding management?  
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How will the government ensure that the operational and human resource challenges are 

minimized during the transformation? How do we ensure restructuring doesn’t destabilize good 

services? 

Our recommendations:  

The key issue of for-profit vs. not-for-profit must be addressed. We already see for-profit 

providers refusing to take on patients that are not profitable. 

All stakeholders need to be fully involved in developing tomorrow’s home and community care 

system. Unions and labour groups must be invited to the discussion table. The government 

must fully disclose its plan/strategy before stakeholders can offer significant input and 

recommendations.  

Patients should be educated on their rights and what services are available. 

There need to be clear and specific health outcomes that can be measured in ways that allow 

easy comparison between providers.  

Proposal #3 

Strengthen accountability and integration of home and community care. 

Transfer direct responsibility for service management and delivery from 

the CCACs to the LHINs. 

OPSEU’s response: 

As the Auditor General’s reports have shown, there are great disparities across the province in 

terms of services provided to home and community care recipients.  The system needs to be as 

integrated as possible to standardize service and employment standards. Compensation for 

health care workers varies widely across the province and even within the same regions 

depending on the employer. 

According to this proposal, “Home care services would continue to be provided by current 

service providers.” This is the nub of the issue. Currently, the province contracts out most home 
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care and community-based health care services to private organizations. Many of them are for-

profit. This results in a duplication of administration and the funneling of our public health care 

dollars to private profits. There is no accountability on how their funds are spent or how they 

treat their employees. As long as private sector companies provide the services, the problems 

plaguing the home and community care system will persist. 

To make the home care system work, the Ministry of Health must eliminate the privatization 

and contracting out of home care provision. 

Our recommendations: 

There should be a single public sector employer in each region that employs direct care 

providers.  The result would be improved work conditions, job security, worker satisfaction and 

greater workforce stability. This would greatly benefit clients. There would be full 

communication/collaboration between all players.  This ensures a more holistic approach.  

There should be one standardized electronic record for each patient that is used by all health 

care providers, including hospitals. 

Proposal # 4  

Integrate local population and public health planning with other health 

services. Formalize linkages between LHINs and public health units.  

OPSEU’s response: 

Ontarians don’t usually have public health on their radar until a tragedy happens, such as the 

Walkerton water tragedy or the SARS crisis. We want to ensure that anyone making decisions 

about funding or programming for public health units understands the mandate, roles and 

responsibilities of public health promotion. This means including public health professionals 

and front-line workers in any decision-making on structural or program changes. 

We can see some benefits from integrating public health planning with other health services. 

Integration would open the door to more consistency and collaboration between health units 

province-wide. However, each public health unit needs to be flexible and maintain their 

autonomy to meet regional needs.  
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We also welcome opportunities for greater collaboration with primary care providers. This 

could help bridge the gap between preventative and primary care around issues such as sexual 

health, immunizations, health promotion and other population health issues. More focus on 

preventative care is positive, as preventing illness saves public health care dollars in the long 

run. 

Integration would also open the possibility of funding every three years instead of one, a 

practice we would strongly recommend for long-term planning purposes. We also see an 

opportunity to expand current programs (e.g. expanding primary preventative dental care 

programs for children to adults).  

However, we have some concerns about the funding model proposed (“The ministry would 

transfer the dedicated provincial funding for public health units to the LHINs for allocation to 

public health units”). Given that the Auditor General determines some LHINs aren’t meeting 

their own performance goals, how will they manage assuming responsibility for the 

accountability of public health units?  

How can we ensure we are not creating a new bureaucratic layer? How will funding that public 

health units currently receive from other sources (municipalities, grants, other ministries) fit 

into this accountability plan?  

The proposal also states that “The ministry is modernizing the Ontario Public Health Standards 

and Organizational Standards to identify gaps and duplication in service delivery; determine 

capacity and resource needs; and develop options for greater effectiveness.” We are concerned 

that LHINs may consider certain public health services to be “duplications” (e.g. sexual health 

clinics, travel immunization clinics, etc.) and redirect people to private providers or clinics for 

these services. We need assurance that LHINs will not redirect dollars from public health to 

other areas of the public health care system through the closure or privatization of public 

health services. 

Our recommendations: 

OPSEU must be included on the ministry’s Expert Panel. There must be consultation with front-

line workers. 
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Medical Officers of Health need to be available for consultation to community physicians, 

pharmacies and public heath staff. An example would be to explain a new immunization 

schedule. 

Primary care physicians need to consult more with Medical Officers of Health, similar to how 

they must report communicable diseases. 

Change is urgently required within Ontario’s home and community care system, but it must be 

the right change.  We hope this is only the beginning of the consultation process, not the end. 
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