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We are very pleased to have this opportunity to present our views on strengthening
our hedlth care system to the Commission on the Future of Hedlth Carein Canada.

The Canadian Union of Public Employees (CUPE) isthe largest union in Canada,
with over 500,000 members. In Saskatchewan, CUPE represents approximately
23,000 public sector workers of which 14,000 are front-line hedlth care workers.
Our presentation isjointly submitted by CUPE Saskatchewan and the Saskatchewan
Hedlth Care Council of CUPE.

Asfront line workers we have a strong interest in the future direction of our heglth
care system. Asyou are most certainly aware, our province recently completed a
review of our health care system headed by Kenneth Fyke. Our provinciad Hedlth
Care Council has spoken in favour of the genera recommendations of that report
primarily because of its emphass on the development of a primary hedth care
modd. That report, however, does not go far enough to expand health services that
we believe should be covered by provincid hedth insurance plan.

Although the provinces have responshility for ddlivering hedlth care services,
Medicareisanationa program that requires nationa gpproaches. We are hopeful
that this nationa review of health care will provide Canadians with the opportunity
to voice their desire for astrong, public and universal hedth care syssem. We
believe that the federd government must play astrong role in the financing of a
nationd hedth care, ensuring adherence to the Canada Health Act and in the
protection of the system from increasing privatization and fragmentation.

Provincia governments can be innovators, as was the case with Saskatchewan as the
architect of Medicare. Similarly, provincid governments can move in dangerous
directions that undermine our nationd hedth care system, as Alberta has done with
the introduction of legidation that encourages private clinics and a report that
promotes privatization. The federd government’srole as an enforcer of the five
principlesof The Canada Health Act iscriticd in light of certain provinces
ideologica promotion of privetization.

Furthermore, with the recent accderation of international trade agreements it is
imperative that the federd government excludes our public hedth care system and
protectsit from any and dl possible threats of trade agreements.



The Commissioner has sated in his Interim Report that the foundation of our
renewed hedlth care system must sart with the basic vaues of Canadians. We will
outline what we believe these vaues are and provide our arguments for a hedth care
system that has higher levels of public funding, public, not-for-profit ddivery; a
hedlth care system that is comprehensive, holigtic, equitable and accountable.

Strengthening Medicare: Our CoreValues

The Canadian Union of Public Employees agrees with the Commissioner that we
must renovate, not demolish Medicare. Medicare has served Canadians well and
will continue to serve uswell if governments make the right choices. The
foundation of Medicare is sound: itsfive guiding principles of universdlity, public
adminidiration, comprehensiveness, portability and accessibility ensure thet dl
Canadians have access to hedlth care on the basis of need and not ability to pay.

These principles are rooted in our common vaues of equaity and fairness and our
desire for ajust and compassionate society. We need to build on these values and
srengthen them.

Inits Interim Report, the Commission on the Future of Hedth Care in Canada
initiates a debate by asking what are the values that Canadians hold for Medicare.

We bdlieve that Canadians strongly hold the values of equdlity, collective
responsibility for one another, fairness and compassion. We bdlieve that we have
collective responghility for the disadvantaged in our society and that we must put
measuresin place to improve the socia and economic status of the most vulnerable.
From the perspective of a union, our membersfight for these idedls in the workplace
and in broader politica and socid forums.

When we apply these vaues to Medicare, it becomes clear what kind of ahedlth
care sysem we envison. We want a hedlth care syslem that is publicly administered
and publicly delivered, a not-for-profit health care system, and an accessible hedlth
care system that ensures that al Canadians regardless of income receive the quality
care they need.



Reject privatization

Our vaues require we strengthen Medicare, not dismantleit. That iswhy our union
—and we believe the mgority of Canadians— are strongly opposed to any form of
privatization or further fragmentation of our hedlth care system.

We want our governments to ensure that al hedlth care services are public and not-
for-profit. The move of the Alberta government to encourage private, for-profit
hedlth clinics and the Mazankowski report promoting increased privatization causes
usgreet darm. The vadt evidence comparing public and private hedth care systems
conclusively demongtrates that public, not-for-profit heglth care is more efficiert,
less costly and more accountable to the public.

In his Interim Report, Commissioner Romanow refers to the 70% of hedlth care
gpending in Canada that is publicly financed and states. “but governments actualy
deliver very few of these services directly and, in this sense, eements of our

ddivery system are dready, and have dways been, ‘private’”  Webdieveit is
extremely important that the Commissioner recognize that there is a difference
between private, for-profit delivery and private, not-for-profit private ddivery. The
delivery of hedth services by physcians and not-for-profit private hospitals has

been in exisence for years. Moreingdiousisthe intruson into our hedth care
system of private, for-profit companies that are only accountable to their
shareholders and not to the public.

Research done by our union and other organizations strongly shows that

privetization and contracting-out of services is more costly and compromises
accountability. In the case of Alberta, a 1998 Consumers Associaion study has
demongtrated that cataract surgery performed in private clinicsis more costly and
has longer waiting times than smilar surgery performed in the public sysem. In
Cagary, where 100 percent of al cataract surgery isdonein private dinics, patients
had an average waiting period of 16 to 24 weeks and could expect to pay an
additiona $250 to $750 fee. In contragt, patients only had an average waiting period

! Commission on the Future of Health Carein Canada, Shape the Future of Health Care: Interim
Report, February 2002, p.17.



of 5to 7 weeksin Edmonton where 80 percent of cataract surgery was performedin
public fadilities”.

Our union has dso conducted many studies showing that private, for-profit
companies providing housekeeping, food services, laboratory or home care services
are more expensive, less accountable and lower qudity than smilar services
provided publicly.

Doctors Steffie Woolhandler and David Himmelstein from The Center for Nationd
Hedth Program Studies at Harvard Medica School have thoroughly detailed how

the Canadian hedlth care system isindisputably less expensve and bureaucratic than
the United States systent. They point out that Canada spends about 9% of GNP on
hedlth care compared to 14% for the U.S. One of the main reasons for the difference
is because of adminigtrative cogts: in 1995 the U.S. spent $995 per capitaon hedth
care bureauicracy compared to $248 per capitain Canada’.

The private and extremely fragmented hedlth care system in the United States means
that Americans spend so much more of their income on hedth care than we do in
Canada. The percentage of peopl€ sincome spent on health care increased from 5%
in 1959 to 13% in 1995, an increase of 160%. In 1997, the per capita cost of health
care in the United States had grown to $3,925.°

The private and ineguitable hedlth care system in the United States does not
represent the Canadian vaues of collective responsbility, equitable trestment,
fairness and compassion. While we guarantee that al Canadians are covered by
medicare, in the United States there are 44 million Americans who do not have any
hedlth insurance. Infant mortality ratesin U.S. inner cities are & about the same
level as the impoverished country of Bangladest’. Y et the United States spends
more on hedlth care as a percentage of GDP than does Canada.

2 Consumers’ Association of Canada (Alberta), Access to Cataract Surgery Survey, 1998.

3 Drs.Steffie Woolhandler and David U. Himmelstein, For Our Patients, Not for Profits: A Call for
Action, The Center for National Health Program Studies, Harvard Medical School, Cambridge,1998.
* ibid., pp. 116-118.

® Chuck Collins, Felice Y eskel and United for a Fair Economy, Economic Apartheid in America, The
New Press, New Y ork, 2000, p.17.

Sibid., p.33.



Private hedth insurance cogts in the U.S. have been increasing dramaticdly in the
last decade making it more expensive to maintain coverage. In fact, the percentage
of Americans covered through employer-sponsored health insurance declined from
67.9% in 1990 to 64.6% in 1995.” Thisisnot the kind of hedth care system that
Canadians want and we urge the Commissioner to rgject any further privatization of
our hedth care system.

Shifting the costs of health care: publicto private

Today al Canadians are guaranteed access to physician or hospita services
regardless of their income. Y et this aone does not ensure the attainment of good
hedth for dl Canadian citizens. Nor does it take into account the other kinds of
hedlth services not covered by Medicare that are essentia to good hedlth. Home
care, prescription drugs, long-term care, dentd and opticd care, for example, are not
consdered part of Medicare.

The decade of hedlth reform in the 1990s and reduced government spending led to a
number of measures that shifted more of the costs of hedlth care onto individuas.
Governments introduced policies to reduce hospita stays and to delay the transfer of
seniorsinto nursing homes by providing acute and home care services in the home,
Hedlth care services previoudy covered by Medicare were now being picked up
fully or partidly by people & home. Dedlisting of serviceshas dso resulted in a
transfer of cogts to individuals or to extended hedth care plans.

The percentage of hedth care pending in Canadathat is private hasincreased
sgnificantly over the last two decades. Between 1975 and 1998, public sector
spending on hedth care decreased from 75.2% to about 70% of tota health spending
while private spending on hedlth increased from 24.8% to 29.2%.

In Saskatchewan, individuds are picking up more of the costs of hedlth care either
privately or through insurance plans. 1n 1992 the average Saskatchewan family paid
$864 out-of-pocket for hedlth care services. By 1996 that amount had increased by

"ibid., p.19.



25.2% to $1,082.2 Thiswas the four-year period when the mgjority of provincia
government cuts to health care took place, including the mgor changes to the
prescription drug plan.

In 1983, only 17.2% of health expenditures in the province were private but by 1999
private spending made up 25.9% of dl hedth spending®. In the same period public
gpending on hedlth as a percentage of dl hedth spending dropped from 82.8% in
1983 t0 74.1% in 1999.

The high proportion of private hedth spending in Canada is one of the reasonswhy
the World Health Organization ranked Canada's hedlth system in 30™" place
internationaly, behind countries such as France, Italy, Spain, Norway, Greece,
United Kingdom and even Morocco.*®  According to the report, 17 percent of
Canada s hedlth care costs are paid out-of- pocket by patients at the point of service
delivery and private insurers pay another 11 per cent of the bills. In comparison,
patients out- of-pocket patient expenses account for only three per cent of the total
bill in the United Kingdom.

Protect Medicare from Trade Deals

The proliferation of international trade agreements that attempt to reduce the role of
governments and increase the mobility and reach of corporationsis of consderable
concern to our union and the mgjority of Canadians.

The federa government has on severd occasions attempted to placate Canadians by
dating that it would never jeopardize our public hedth care sysemin an

internationa trade agreement. Severd independent legd opinions commissioned by
our union, however, have indicated that our public hedth care system is very much
at risk.

8 statistics Canada, Household Expenditures, cat. 62-555-XPB.
® Canadian Institute for Health Information, National Health Expenditure Trends, 1975-1999, p.107.

10 The World Health Organization, World Health Report 2000, Annex Table 1, pp.152-155.



Matthew Sanger has written a comprehensive examination of the implications of the
GATS for the Canadian hedlth care systlem. In his book, Reckless Abandon, he
points out that important features of our health care system are aready exposed to
the full force of the GATSrules. Canadian hedlth insurance and services such as
data processing are covered under the GATS national treatment and market access
rules and hospita support services are likely dready subject to GATS nationa
treatment and market access rules. Medical servicesin hospitals are protected by
GATS generd rules only if they are provided on a nortcommercia basisand not in
competition with private hedth fadilities™.

The threet of internationd trade dedlsis another reason why we must prevent any
further privatization or cregtion of private hedth facilitiesin Canada. The actions of
provinces like Albertato promote private hedth clinics could very possibly
undermine our hedlth care system and make us vulnerable to actions under trade
agreements.

We urge the Commissioner to examine the serious threats to our hedlth care system
posed by various trade agreements such asthe GATS. We urge you to make
recommendations that the federa government ingst on a generd exception

for hedth care from the GATS and ensure that none of Canadal s GATS obligations
compromise our ability to maintain auniversa, publicly funded and regulated hedth
care sysem.

Role of the federal gover nment

Thefederd government has a crucid role to play in strengthening our public hedth
care system and protecting it from privatization or further commercidization.
Through its cash transfers to the provinces, the federal government wields power to
enforce compliance with the Canada Health Act. On occasion the federa
government has used that power to withhold funds, asit did with the province of
Albertain the late 1990s.

We believe that the federd government should have continued to withhold funds
from Alberta until that government withdrew the controversa Bill 11 that permits

1 Matthew Sanger, Reckless Abandon: Canada, the GATS and the future of Health Care, Canadian
Centre for Policy Alternatives, 2001.



private clinics to keep patients for overnight stays. Bill 11 violates the spirit of the
Canada Health Act'? and opens the doors to increasing privatization of our hedlth
care system. Our union has grave concerns about the transfer of public fundsto
private hospitals that are not accountable to the public and we see a clear conflict of
interest for physicians who operate in both the public and private systems.

Despite the obvious advantages of a public system, the calls for atwo-tiered system
and for increased private involvement in hedlth care continue to emerge from
various sources. Thelack of federd government commitment has opened the door
for the privatization pushers who are using the crisis caused by under funding to
their advantage. The federal government’ sfinancial support to hedth care has
dropped to a scant 13% of tota government hedlth spending.

Firgt and foremogt, our hedth care system needs an increase in federa funding to the
higtorica levels of 50/50 cogt sharing. Asafirg sep, the federd government should
commit federa funding to at least 25% of tota hedlth care funding. Without
increased federd funding, thereis no doubt that various provinces will continue to
undermine our public system and continue in efforts to create a fragmented and
inequitable hedlth care system that is unrecognizable from province to province.

We dso rgect individua financing of hedth care through user fees or the limitation

of persond usage of hedth services through income tax charges, medica savings
accounts or increased hedlth insurance charges. Such measures would reduce the
equitable features of our hedlth care system and place an unfair burden on the
poorest and most vulnerable in our society. Saskatchewan’s own experience with
user feesin the late 1960s reveded that only the poor and elderly reduced their visits
to doctors. The number of visits to doctors by the poor and elderly declined by 18%
but the overdl costs did not shrink because people with higher incomes increased
their visits to their physician.™®

The federa government must finance health care through generd revenues of
taxation, which isthe fairest way of distributing resourcesin our society. Although
our taxation system could be more equitable, we would like to siress that a

12 Former federal Health Minister Monique Begin has stated that the negotiation of the Twelve
Provincial Principles Underlying the Alberta Health Care System in 1996 “go completely against the
tradition and the spirit of the federal legislation.” See The Future of Medicare: Recovering the
Canada Health Act, Monique Begin, September 1999.

13" Canadian Health Services Research Foundation, Mythbusters, 2001 at: www.chsrf.ca.



progressive taxation system, based on the concept that people pay taxes according to
ther ability, isthe fairest and most equitable way to finance hedlth care and other
socid programs.

Unfortunately, al levels of governments have been dashing persond and corporate
income tax levels thereby reducing government revenues and ability to finance

socid programs. Canadians support for tax cuts has waned, however, asthey see
little change in their take home pay and now face decreased levels of public services,
increased user fees and other out-of- pocket expenses for services that used to be
publicly provided. Governments must reverse this trend and use taxation revenues
to provide more comprehensive, equitable and publicly funded and ddlivered hedth
services.

Strengthening M edicare: Expand public services

The Canadian Union of Public Employees bdieves that we must reverse this shift of
hedth care cogts onto individuads and expand what is publicly provided under
Medicare.

Because many key hedlth services are not covered under Medicare, Canadians
vaues of equdity and fairness are compromised. Low income Canadians, seniors,
disabled persons, and those with chronic conditions do face hardship paying their
hedth bills.

For example, in December of 2001, the Prince Albert Daily Herald ran a story about
an dderly man in Saskatoon having a heart attack who cdled ataxi rather than an
ambulance because he could not afford the $250 ambulance fee** Thisisan
daming story that illustrates the impact of afragmented hedth care system that
increasingly requiresindividuasto pay greater proportion of necessary medicd
sarvices. Fortunately, the taxi driver was able to get the man to the hospitd in time

to save hislife— and he didn’t charge the cab fare.

14 Betty Ann Adam, “Cab ride saves heart attack victim' s life: a$250 ambulance ride unaffordable
for Saskatoon man,” Prince Albert Daily Herald, December 24, 2001.



Canadians from dl income levels are equaly likely to have vigted their family
doctor in 1999, but only about 40% of low income Canadians saw their dentist in the
previous year. In contrast, 80% of high income Canadians visited a dentist™®.

Recipients of home care pay for the services and medications they would have
received at no codt if they werein ahospitd. It isaso important to stress that much
of the caregiving responghilities are shifted onto family often creating a tremendous
financid burden and emotiona and physicd toll on those family members, Women,
who represent the mgjority of unpaid caregivers, are particularly hit hard when
expected to care for family members at home. Yet policy makersrarely consder the
implications of hedth care policy for women.

While some provinces do provide some assistance to low income persons who
require home care services or prescription drugs for a chronic condition, thisisa
piece med approach that does not ensure equitable treatment across the country nor
does it reflect the core value that al Canadians should have access to needed
medica care regardless of ahility to pay.

= Develop a National Home Care Program

Home care plays a critica role in our hedlth care ddivery system, especidly since
provincid governments embarked on hedlth care reform that reduced the amount of
time that patients spend in acute care facilities or delayed entry into long term care
facilities. Providing home care services has saved the hedlth care systlem
tremendous costs that would have otherwise been provided in acute or long term
carefadilities The kind and level of services provided under home care differs
greeily between provinces.

In 1997 the Nationd Forum on Hedlth Care, after holding mgor consultations and
mestings with Canadians from coast to coast, recommended a national Home Care
program. Several years have passed and we are now in the midst of two national
reviews (and severd provincid reviews) of hedlth care with sill no manifestation of
anationad home care program.

15 Canadian Institute for Health Information, Health Care in Canada: A First Annual Report, 2000.
www.cihi.ca.



We bdlieve that the costs of home care should be fully covered by provincid hedth
insurance plans and that there should be nationd standards in place that ensure
equitable access to services. The federal government needs to support home care by
providing expanded funding to the provinces.

We do not support the creation of a separate insurance fund to pay for home care or
tax creditsto individuads. Such financing measures only partialy respond to
individua needs and do not address the need to have a comprehensive public home
care program that is integrated with the rest of the hedlth care system.

= CreateaNational Pharmacare Program

Thereisatremendous financia burden placed on individuasto pay for drugs that
are part of their medica treatment. About six million Canadians do not have
adequate prescription drug insurance coverage. We believe that this offends our
vaue of equity and that Canadians want a fair and compassionate way of paying for
these costs.

Another of the mgor recommendations of the Nationa Forum on Hedlth Care was
the creation of anational Pharmacare program. The cost of prescription drugsis one
of the fastest rising costs of al components of the hedth care system. Between 1985
and 2000 prescription drug costs in Canada increased by 344%.° The recent
announcement that the provinces and territories will work towards purchasing
prescription drugsin bulk as away of saving costsis a positive step toward reducing
prescription drug cogts but this will not come close to addressing the problem of
inequitable coverage and access.

A nationd Pharmacare Program isimportant to ensure equitable access to
prescription drugsto al Canadians. Many provinces have high deductibles that
make medicaly-necessary drugs at times cost prohibitive. For example,
Saskatchewan has the highest deductible of any province a a threshold of $750
every sx months before provincia coverage kicksin. Although the province does

16 Canadian Health Codlition, Index on Medicare. www.healthcodlition.ca.
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provide support according to income leve, it is clear that Saskatchewan resdents are
paying more out-of- pocket for health care than a decade earlier.

It isimportant to point out that Canadians are dready paying the high cogts for
prescription drugs, either out of their pocket, or through private insurance plans.
Through anationa program we should be able to reduce overall drug costs.

It is dso imperative thet the federa government reped Bill C-91 that provides
twenty years of patent protection to the pharmaceutical companies so that cheaper
generic forms of prescription drugs can be produced for the market in a shorter
timeframe.

» Increase public delivery of long-term care

Long-term care services are provided by amix of private, public and non-profit
providers. A study of long term care services in British Columbiaidentified
tremendous gaps between long-term care and the public hedth care sysem. The
report found that inadequiate public funding to Community and Continuing Care has
led to declining patient health, increased hospitaization, higher injury rates among
workers, loss of continuity of care and burnout and low job satisfaction for staff*’.

We are concerned about the high level of private long-term care facilities because
we do not believe that companies should be making profit on the backs of seniors.
In Saskatchewan, the loss of funding to Levels 1 and 2 nursaing homes led to arapid
increase in for-profit private persond care homes. Between 1996 (when funding to
nursing homes was cut) and 2000, the number of persona care homes with more
than 10 beds increased by 43.8 percent'®. Thelack of public, not for profit options
for seniors has left them with few options but to pursue private care. Our main
concern is that the private homes are not integrated into our health care system and
that it is difficult to implement a primary care model when certain services are
outside the public hedth care sysem.

17 Canadian Centre for Policy Alternatives, British Columbia Government and Service Employees
Union, British ColumbiaNurses' Union and Hospital Employees’ Union, Without Foundation: How
Medicare is undermined by gaps and privatization in Community and Continuing Care, November
2000.

18 CUPE Research, A Vision for Health Care, August 2000, page 32.
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We urge this Commission to aso recommend expanding Medicare to cover long
term care.

= Createinnovative, preventive health programs

Our undergtanding of what makes us hedlthy goes beyond the traditiond hedth
sarvices. For example, in the |970s the Saskatchewan government had introduced a
school-based dental program that provided preventive dentd care to childrenin the
schools. The program provided denta care and education about dental hygienein
the schools, thereby guaranteeing equitable access to dental services and setting the
gtage for alifedong gpproach to hedthy dentd care. Thisinternationaly recognized
and acclaimed program was dismantled by the Conservative government of Grant
Devine in the 1980s, despite the tremendous success of the program.

We need innovative programs like a publicly-funded, school-based children’s

denta plan that takes proactive approaches to hedlth care. Midwifery services,
hedlth promotion, rehabilitative and menta hedth services coud become essentid
components of a public hedlth care system that focuses on the whole person, the
community and alife-long approach to hedlth care. There is no explanation why
ambulance services, which can be amatter of life and degth, are not fully covered by
Medicare.

Strengthening Medicare: Primary Care Reform

Hedth care policy and planning must recognize the various socia and economic
factorsthat affect people€' s hedth. Thereis ample evidence that poverty, poor
housing, low education levels, working conditions and environmental conditions
influence peopl€e s hedth. Michael Rachlis and Carol Kushner argue in their book,
Strong Medicine, tha the increase in life expectancy of Canadiansin the firgt half of
the 20" century had more to do with better housing, clean water, sewage trestment
and safe food than because of doctors and medicines.™®

While Hedlth Miniger Anne McLéelan fedsit'simportant to tell Canadians that
being fat is bad for their hedlth (and the future of Medicare), we have noted that she
has not told Canadians that being poor, or a single mom, disabled, aborigina or
living near the Cape Breton tar ponds is aso bad for their hedth. 1t is criticd that

19 Michael Rachlis, M.D. and Carol Kushner, Strong Medicine, 1992, pp. 9-11.
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this Commission recognize the socid and economic determinants of health and
develop recommendations that reflect this.

Our union has for many years promoted the creation of a hedth care ddivery moded
where a broad range of hedth care providers work in teams and provide afull range
of hedth and socid servicesto Canadians. Thismodd isin exigence: in Quebec
they are caled Centres locaes de services communautaire or CLSCs. In other parts
of Canada, such as here in Saskatchewan, they are the cooperatively-run community
clinics

The multidisciplinary team approach to health care makes sense if we accept thet a
range of socid and economic factors determines hedth status. We believe that such
amodd would be far more effective than the traditiona |one-physcian dinic.
Physcians instead would work in ateam with nurses, social workers,
physiotherapists, nutritionists and other health care workers to provide the most
gopropriate care that isneeded. We believe that this delivery model would go
beyond just the trestment of illness and would focus on hedth promotion,
prevention of disease, and the creation of socid support needed for hedlthy life.

Our union supports the small steps that have been taken toward the creetion of a
primary hedth care model in hedth care. As mentioned in our introduction, the
recent Fyke Commission in our province recommended a primary health care mode
that employs multi-disciplinary teams of health care providers and focuses on
population hedth drategies.

We bdieve that the following are crucid to primary care reform:

= Eliminate the fee-for-service remuneration of physicians and place
physicians on salary. Fee-for-service promotes high volume of services and
tests that may not be necessary and discourages physicians from working
within ateam;

= Support the creation of multi-disciplinary teams of health care providers that
coordinate the provison of appropriate services a the right time. Multi-
disciplinary teams are essentia to the primary care modd;

= Improve the working conditions of health care providers. Federa and
provincia governments must address high workload and stressin the hedlth
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care sector, training and retention issues and the coordination of a human
resource strategy);

= Enhancetherole of all health care providersin the health care system.
Many hedth care providers are not used to ther full skills and abilities;

= Implement economic and social policies that improve health status (increase
socid housing, full employment Strategies, reduce poverty, invest in water
infragtructure, increase environmenta protection, and others).

Creating Healthy Workplaces

Asthe largest hedlth care union in the province of Saskatchewan, we have mgor
concerns about the working conditions in hedth care workplaces and the problems
of recruiting and retaining qudified health care workersin this province. Other
provinces are facing Smilar problems but the crisis seems more pronounced in a
smadler province like ours that cannot compete with the lucrative employment offers
of U.S. hedlth employers or other provinces.

In our view, an important chalenge for our hedth system --that often is overlooked
until acrissisreached — isthe crestion of healthy workplaces. A hedlthy workplace
isimportant not only for the health of hedlth care workers but also for patient care
because hedlthy workers provide better qudity of care. A hedthy workplaceisaso
important for the retention of health care workers — an issue that has reached crisis
proportions recently.

High sick leave rates

Hedlth care workers have the highest sick leave usage of any other group of workers.
An average 7.2 per cent of Canadians in full-time health occupations were absent
from work each week for health reasons in the year 2000, compared with 4.8 per
cent of other workers, according to a study completed by the Canadian Ingtitute for
Hedth Information (CIHI). In Saskatchewan, eight per cent of hedlth care workers
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were away from work each week because of illness. Thiswas the third highest
absentee rate in Canada.”®

Hedlth care workers suffer from probably the highest rate of work-related injuries.

In Saskatchewan, hedlth care has been the industry with the highest number of
workplace injuries in the province since 1993 (with the exception of one year).

Hedth care had a higher number of injury dams than e@ther the Building,
Congtruction and Trades or the Trucking industries. In 1988, hedlth care injury
claims represented 9.3% of tota claims with WCB but by 1999 had grown to 12.4%
of dl dams®. It isimportant to note that this data is based on injuries reported to
the Workers Compensation Board and does not include injuries for which no claims
are made.

Chart 1
WCB Accepted Claims for Hospitals, Nursing and
Group Care Homes, 1988-1999
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20 pamela Cowan, “Hospital employees often sick workers,” The Leader-Post, November 27, 2001,
p.Al.
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Hedth care workers dso incur a high number of injuries as the result of assaults or
violent acts. Nursing Aides and Orderlies— many of whom would be our members
—filed 70 dlams with the Workers Compensation Board in 1999 for injuries
resulting from assaults or violent acts. Guards and watchmen had the second highest
number of assaultswith 57 claims, followed by Graduate Nurses with 40 such
incidents. Policemen and detective filed 25 claims for injuries from violence.

The combined occupations of Nursing Aides, Orderlies, Graduate Nurses, Nursing
Assgtants and Therapy accounted for close to 30% of dl injuries resulting from
violence filed with the WCB in 1999. Again it isworth emphasizing thet these
datidtics reflect only those who filed clamswith WCB. The incidence of violence
in the workplace could indeed be much higher.

It is not surprising that there are high levels of illnessin hedth care workplaces. The
combination of understaffing, heavy workloads and physical strain and higher levels
of patient acuity is creating a stressful and volatile work environment. It isironic
that the very indtitutions that are supposed to cure patients are the workplaces that
are injuring health care workers.

New approaches to health human resour ces

Thereis probably not a single health care worker in this country that has not been
impacted by hedlth care reform. Workplace restructuring has created tremendous
gress for workers who may have changed employers, changed union representation,
and changed jobs —perhaps more than once — during various stages of hedth reform.

Workplace restructuring has an impact on hedlth care workers that, in turn, affects
patient care. A recent Canadian Policy Research Networks discussion paper
entitled, Creating High-Quality Health Care Workplaces, points out thet:

The cumulative impact of budget cuts, workforce reductions and current
professional shortages have resulted in heavy workloads, longer work hours
and intensified demands for nurses (which now includes mandatory overtime)
and physicians. Yet few studies have examined these issues among other
health care workers or investigated the effect of excessive work hours on
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employee well being and patient care. These must be priorities for future
research. %

The discussion paper also recommends that hedlth care management promote
workplace cultures that value employees as assets, providing workers more
influence in decisons, greater opennessin communication and more investment in
training and career development. We agree that these would be important stepsin
creating higher quaity workplaces and helping to retain and recruit hedlth care
workers.

The cregtion of more full-time positionsis aso akey component to cresting hedlthy
workplaces. In Saskatchewan, only 41% of health care workers have full-time jobs
whereas 34.5% work part-time and 24.5% work on a casua basis®® The
casudization of the workforce makesit difficult for part-time and casua workersto
baance their family lives around the schedules of their employer or various
employerswithin ahedth didrict. Lessthan full-time work aso has a negative
impact on the benefits and pensions of hedlth care workers. Employers have
difficulty recruiting new employees when dl they will offer them is part-time or

casud employment.

In Saskatchewan, the provincid government dong with unions and hedth employers
has created a provincid Hedth Human Resources Council that is respongble for
coordinating human resource planning on aprovincid basis. Instead of letting
individua hedth districts compete for hedth care workers or develop separate
recruitment srategies, the Hedth Human Resources Council will develop provincid
drategies regarding education seats, training and retraining needs and so forth. One
idea mentioned by our CUPE representative to the Council is the provison of
bursaries to hedlth care workers aready in the system to upgrade for positions where
there are shortages. Thisisamodel that could be considered by other provinces as
they grapple with the same retention, training and recruitment issues.

Health care workplaces would aso benefit from the creation of nationd standards
for gaffing levdsin acute and long-term care fadilities. Thiswould not only

22 Mieke K oehoorn, Graham Lowe, Kent Rondeau, Grant Schellenberg and Terry Wagar, Creating
High-Quality Health Care Workplaces, CPRN Discussion Paper, January 2002, p.10.
23 gaskatchewan Health, 1998 Saskatchewan Health Employer Survey, 1999.
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dleviate problems of understaffing and workload but would cregte higher quaity of
care for patients and residents.

Conclusion

We believe that we are at a critical moment in Canadian history. Thereisa
multitude of political pressures and privatization initiatives that, if left unchecked,
could lead to the dismantling of our universa, public hedth care sysem. Our hedlth
care sysem isviable, but it needs the financial support and bold leadership of
federd and provincid governments to make the right choices.

We urge the Commission to see the choices clearly and to stand up for Medicare.
Unless we protect the public nature of our health care system and protect it from
further erosion by privatization, then we will cease to have anationa hedth care
system. Our children will read about Medicare in their history books.

We must embrace the values of equdity, justice and compassion that Canadians hold
dearly and take Medicare forward so that it is more comprehensive, more equitable
and compassionate.  This can only happen by embracing a publicly funded and
delivered, not-for-profit hedth care system.

CS/ng

opeiu 491

file: Cheryl/health/romanow comm./saskbrief.doc
February 28, 2002

19



