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ABSTRACT
This paper addresses the issues of abusive spending in the delivery of front line home
health care in Ontario. Bureaucracy, administrative costs, overpaid consultants, and
duplication and mismanagement of services have gobbled up 80% of every dollar spent,
leaving only 20% of the dollars available to the user of home care, hospitals, clinics,
community care and nursing homes. The goals of the provincial party in power must be to
reverse the 80/20 rule of government spending, and put 80% of home health care dollars
into the hands of the consumers of service. Over 5000 seniors are stuck in Ontario
hospitals at nine times the cost of home care.
Untendered contracts to overpaid consultants, and the likes of the eHealth scandalous
spending, have wasted valuable resources, time, and dollars. One point one billion dollars
were promised by the present Provincial Government towards an Aging at Home Strategy
that was supposed to transform community health care services. A further 27 Billion
dollars, administered through LHINs, was supposed to improve health services and make
CCACs more efficient. We have a large number of government employees paid in excess of
their value and contribution managing a sinking ship of health services.
The stories abound of seniors denied services for home care, or being allowed paltry hours
and subjected to continuous battles with CCACs for and by frail elderly to have dressings
changed, being bathed once a week, or obtaining some relief in the care of an 80 year old
parent with Alzheimer disease.
Over a billion dollars to improve a failing system of home care to sick, frail, elder citizens,
the disabled and vulnerable members of society, has been squandered without a review of
the spending. As high needs clients are supposedly served by CCACs, there are those with
low to moderate needs, with services declined, and who are referred to community
support service organizations that send unprofessional personal support workers into the
home. The consumer has no say in who and when they will come into the home to provide
relief. Client fees, based on income, are charged, and to the dismay of the family needing
the support, they discover abuse of the caregiver fees. The nurse, employed by the agency
sending out the PSW, is paid three times the fees of the PSW doing the work in the home.
Often family members, when they do get a good PSW, will request only that PSW, and it
does not happen. For the confused elderly it creates an impossible situation. For the family
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they must accept poor quality workers over professionals. The high turnover of PSWs in
many of the support organizations is due to unsatisfactory working conditions. It is
difficult for Professionals in this field working with marginal workers (untrained, without
standards and registry) who call themselves PSWs, and get employment, not because of
their front line professional skills in nursing, social work and homemaking, but because
they are part of a mandated, tendering process to hire PSWs in government regulated
nursing homes and community service.
Within this paper I have outlined the channels of spending by the Ministry of Health
under the supervision of the Liberal Government.
From my experience, I have found that HPRAC, in the expensive quest to review the PSW
role (the main provider of home health care service) to regulate or not regulate, has spent
excessive dollars with no results, and then made a decision to use the incompetent
Ministry of Training Colleges and Universities to unsuccessfully regulate standards of
training.
CCACs provide home care assessments and oversee tenders for contracts to provide home
health services through agencies operating with PSWs. The results were fragmented care,
duplicated services, poor quality care, increased burden on families, and unsatisf ied clients
and families.
LHINs were introduced to streamline the CCACs, and improve the services to the community
and the reputation of incompetence. LHINs are unaccountable, unelected, and anonymous
bureaucracies that contribute nothing to frontline care. Self-Directed health care dollars will
be spent where they are needed most – on the frontlines and at the bedsides.
PSWs play a critical role as providers for front line home health care delivery, because they
are less expensive, even though they need to have a level of education and training that
exceeds the standards set out by the Ministry of Training Colleges and Universities, and there
needs to be opportunities for workplace training of these workers, Certification, and self regulation. PSWs are a profession in which they should be regulating themselves.
Governments have never done a good job of regulating, whereas they should be partners in
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the process. ISO is a successful international organization for standards that is non governmental.
Home care agencies, that employ the PSWs, double the price of service to the consumer and
mismanage the delivery so badly that the turnover rate is high among PSWs. Consumers are
afraid to comment on poor service, and most have to battle the agencies’ supervisors f or
respite care, or even minimum care. Agencies, such as the VON, Red Cross, St. Elizabeth,
ParaMed, and WeCare, some non-profit and others for profit, are in managed competition to
deliver home care contracts within the 14 regions of the CCACs. This results in large
expenditures for tendering contracts, administration, and infrastructure within each agency.
My position is that if PSWs were qualified with proper training and ongoing education units
to obtain certification and registration, that would support the quality of caregiver for a
family to hire directly, or through one of the 14 existing management centres where Certified
PSWs could obtain contracts directly with the families.

Overview of Health Care
Canada's health care system has been shaped since Confederation in 1867. The BNA Act
made no mention of welfare measures, and neither the federal nor provincial governments
were concerned with either income, security, or social service programs. If an individual
were in need, he or she relied on religious organizations or private charities. Health care
was the responsibility of the individual. Because health and welfare were not assigned to
the federal government, it became the jurisdiction of the provincial government. This is
why Canada has a split federal-provincial responsibility for health care.
Community care was present in Canadian society long before the health care system was
created, and existed largely on a volunteer basis.
In the 1950's, during the economic upturn after the Depression, assistance for hospital
construction was established. Hospitals emerged across the country and became the central
focus for health care, and a complete departure from community care.
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In 1957, Hospital Insurance, a Diagnostic Services Act, ensured hospital care for the entire
population, and at this time the Federal government agreed to share all costs of running
acute care hospitals, but medical care outside the hospitals was not covered.
In 1968, the Medical Care Act was implemented with provincial and national insurance for
physician's services. With increased demand on the services, some provinces introduced
extra billing by physicians and hospital user fees to cover the costs.
In 1984, the Canada Health Act passed and ended these extra billing services. With
threats to the survival of Medicare, the federal government re-entered funding with
significant budget transfers in 1999 to the provinces for health care. Although Canada
funded an equitable insurance system, it did not choose to establish socialist medicine.
Physicians are mostly paid fee for service, and operate as private entrepreneurs with their
income guaranteed by the government. The system is provider driven, and not user or
patient driven.

1990'S AND DISCONTENT WITH THE SYSTEM:
New research showed that the decline in mortality since the turn of the century was due to
public health measures, such as a standard of living, and not due to medical interventions.

Medicine was not as scientific as the public believed, and patterns of medical practice differed
with physicians. Fee for service to physicians was less than optimal when no one saw the bill or
understood the billing process or limits. The main concept was that spending more money on
health care would not necessarily enhance the health of the population. Old age, that was
resolvable through medical care and medicine, really had no cures for the chronic conditions of
older populations.

Many conditions occurred due to physician intervention, and so provinces increasing services to
older people often had a negative consequence resulting from medicine itself. Consequently,
there came a new vision of reform for Canada's Health Care System.

Home Health Care

Page 6

IN 2000 THE FIRST MINISTERS’ MEETING IDENTIFIED ISSUES SUCH AS:
 Timely access to health care
 Health promotion and disease prevention
 The structure and function of primary care services
 The shortage of health care professionals
 The cost and management of medications, health information, and electronic health

records
 Lack of accountability in the health care system

IN 2003-THE OVERRIDING COMMITMENT MADE WAS TO PRESERVE UNIVERSAL
HEALTH CARE UNDER THE CURRENT CANADA HEALTH ACT.
Recent initiatives in health care include implementing primary health care reform,
expanding insured services to home and community care, building a nationwide
computerized system for electronic health records, information sharing, and ensuring
sufficient health care professionals are available to meet the needs of Canadians in the
future.

 Currently the health care system must cope with a growing need for funding, and escalating

administrative costs
 a tsunami of ageing and long term care needs
 increased costs of comfort needs for a frail elderly population
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 advancing but expensive technologies
 an expectation of entitlement among Canadians resulting in

over- use and abuse of the systems.
 solutions to the structures that exist in Home Care
 elimination of services that are duplicated, poorly managed, overpaid and not effective

In Ontario, we have 14 Local Health Integration Networks (LHINs) regionally which
distribute funding for the areas they serve responding to the region's specific health
care needs. LHINs are responsible for hospitals, Community Care Access Centres,
community support service organizations, mental health and addiction agencies, CHCs, and
long term care homes. They also have control over 2/3 of the Ontario health care budget.
We have 50 CHCs across the province. Ten Aboriginal health care centres, and two other
health care centres located in Timmins and Toronto, also give services for Aboriginals that
provide cultural based health care centres. In addition, in 2004, introduced were non-profit,
community-governed teams of health care professionals who deliver a wide range of
services based on community needs.

HOME AND CONTINUING CARE:
Home care services are categorized as professional nursing care, physiotherapy, speech
therapy, social services, and in Ontario, the largest growing front line health care workers
are the PSWs who provide housework, meal preparation, personal care, shopping, health
promotion, and health teaching, curative and restorative care, supportive, palliative and
rehabilitation services. The majority of the individuals using the home care service are 65
and over, and include clients that have been discharged from the hospital, have chronic
conditions, and are not sick enough to remain in an institution or hospital, but can manage
independently, and those, because of age or a disability, cannot manage to live
independently and can get by with a little help. Home care has also become an option for
those wishing to die at home.
The provision of home care is not mandated under the Canada Health Act. With the 2004
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Accord, all levels of government agreed to certain principles, including two weeks of
coverage for acute care patients, discharged from hospital (e.g. pain control, IV therapy,
dressing checks/changes) two weeks of community care for people with acute mental
illness; and palliative care. Outside of these principles, home care services, fees and copayments vary across the country, since no national standards exist for home care.
Home care has a critical component of primary health care, and the current philosophy
holds that individuals can receive better and more cost-effective care at home. People
cared for at home recover faster, and are less likely to acquire infection from the
institution based care of nursing homes, or hospitals.
Home care problems are plenty. People are living longer and coping with chronic diseases.
Many home care services remain outside of provincial health plan coverage. For example,
many people need help with housekeeping or household maintenance to allow them to
remain in their home. There is poor coordination of services at all levels, from the process
of three year bidding of contracts to the mismanagement and delivery of the service.
There is inconsistent or poor quality care, and no feedback mechanism to improve the
service. The training of PSWs is inconsistent throughout the province, and there is no
adherence to training standards that include Anatomy, Physiology, and Disease Process,
which are the cornerstone of understanding and the delivery of care.
Home care services may not be mandated by the Canada Health Act, but provincial and
municipal governments provide the funding for home care. Ontario charges co-payments
for certain services, whereas others are entirely covered up to a predetermined limit.
Home care programs in British Columbia, Nunavut, and Northwest Territories impose no
ceiling or limits on services. Alberta offers home care services based on client need.
Organizations and stakeholders, including the Canadian Medical Association, have asked
the federal government to expand Medicare to include home care, through a proposed
Canada Extended Health Services Act, to cover home care and other extended health
services. The government has not shown any interest or consideration of this proposal.
Provincial and territorial governments are working toward extending funding for certain
aspects of home care, including short term home care services for individuals discharged
from the hospital, and short term community based mental health care.
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26% of Canadians supply home care assistance each year to ill friends or relatives (Health
Council of Canada 2008). Recently, compassionate leave has been granted which allows
individuals to take time from their workplace to care for a loved one, without fear of
losing their job.

Health Professions Regulatory Advisory Council (HPRAC)
HPRAC advises the Minister on whether unregulated health professions should be
regulated, whether regulated professions should no longer be regulated, amendments to
the Regulated Health Professions Act, a health profession act or a regulation under those
acts, quality assurance and patient relations programs of Ontario's health regulatory
Colleges, and on other matters referred to it by the Minister.
Members of the Council are appointed by the Lieutenant-Governor in Council. In
formulating its advice, HPRAC seeks knowledgeable information and comment from
members of the public, community organizations, interest groups, health professional
regulatory colleges and associations, and conducts extensive research. The Council aims to
be accessible and open, and its consultative processes may include written submissions,
public hearings, focus groups, research projects and community meetings in order to
capture the experience and expertise of those with an interest in the matter.
HPRAC recently completed A Report to the Minister of Health and Long-Term Care on
Interprofessional Collaboration among Care Health Professions looking at the PSW role in
health care.
Gail Acton Comments on HPRAC
HPRAC, from my experience, looking towards a common standard and registry of PSWs,
conducted and spent huge amounts of money on reports that basically came up with no
accountability for front line health care workers. The National Association of Certified
Caregivers/Personal Support Workers, developed by Gail Acton, was offered as a model.
Gail participated in many of their consultations, and in the end the Ministry of Health
adopted the National Association of Career Colleges for their standards and this program
provides 600 hours of training, with only twenty hours devoted to Anatomy and Physiology
(A&P). The standard set by the National Association of Certified Caregivers/Personal
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Support Workers is 1000 hours, with 350 hours of A&P which is the cornerstone of health
care. When HPRAC suggested it was difficult to learn about PSWs because they did not have
any registry, Ms Acton supplied, for free, her registered and certified PSWs to inform them
of the need for standards and a registry. Instead HPRAC paid thousands of dollars out to
consulting services for results that were not supported by the PSW. Like the e-health fiasco,
with lack of oversight and broken rules, Queen’s Park simply pushed standards to the
Ministry of Training Colleges and Universities.
The procurement process for HPRAC’s review of standards and a registry was as poor as the
e-Health electronic records of a 1billion dollar fiasco.
The end result was more spending, nothing accomplished, and few end users were ever
being consulted. Currently, HPRAC, after three years, is still reviewing and there were substandards adopted for training. A huge amount of money was paid towards investigation
on PSWs for regulation. It was determined that they could be self-regulated, as is the case
of the NACC/PSW. No other common standards or registry is available for front line health
care workers.

What are LHINs?
Created by the Ontario government in March 2006, they are 14 not-for-profit corporations
who work with local health providers and community members to determine the health
service priorities of our regions. As Local Health Integration Networks (LHINs), they plan,
integrate and fund local health services, including: Hospitals, Community Care Access
Centres, Community Support Services, Long-term Care, Mental Health and Addictions
Services, and Community Health Centres.
LHINs were designed to reflect the needs of the communities, so that they would not
have to request services where the distance between the dispatcher of services and the
receiver of those services can easily be 100 kilometres.
Gail Acton Comments on LHINs
LHINs oversee spending of 20.3 billion of health care dollars from the MOH (taken from the
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LHIN website).
LHINs came into service to provide better delivery of health services in communities , and the
main reason for their existence was to consult the public. For over one year they duplicated
services just attempting to reorganize the already organized CCACs, unorganized LHINs, and
Hospitals. I received duplication of meetings and materials, and then numerous apologies
about being on the wrong mailing list, and the excuses about why they were taking so much
time were that they were still organizing data. The LHINs then were to consult the public
and have community engagement in the process. One community engagement amounted to
counting a golf game as checking with the public, and for those who do not golf; the answer
was a simple check out as to what the public wants at the grocery store. They were
supposed to collect their own information about how CCACs were performing, but no…they
just collected skewed and self-serving information from the Service Providers being the
CCACs. Why would they want to check with the end service user in the community even if
they were mandated? Again there is no overseeing or anyone being held accountable on
spending.
A senior receiving care in their home, even if it is poor and marginal, will not talk to the
CCAC for fear they will lose the marginal service from a poor provider. The CCAC tells the
LHIN what a good job they are doing and the LHIN gets paid a big wage to collect s kewed
information. The CCACs are doing a great job…just read their web site; after all that is how
LHINs collected most of their highly priced information, not to mention a few golf games
that helped to really tell them what was going on in the community.
LHIN board members broke rules by having secret educational meetings behind closed doors
while they were restructuring in Hamilton and Niagara. LHINs is supposed to make difficult
and unpopular decisions, but how can you trust these bureaucrats, or the process, when
there is an apparent lack of transparency, and a corrupted process of information is
obtained in the first place.
What CCACs do:
The Community Care Access Centre (CCAC) connects you with the care you need, at home
and in your community:
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Their role is to help you stay in your own home longer by providing Care in Your Home and
by coordinating Care in the Community, including specialized support services.
They provide you with information about Long-Term Care Options if it becomes too
difficult for you to live independently at home.
In total, there are 14 CCACs in communities across Ontario which are funded by Local
Health Integration Networks through the Ministry of Health and Long-Term Care. This means
that, through your tax dollars, CCAC advice and services are covered by OHIP. In addition to
the 14 CCACs, there is a support office for technology with meeting rooms in Toronto and
over 200 staff members.
Each CCAC should determine your requirements for care, answer your questions, and
develop a customized care plan that meets your individual needs.

CCAC is responsible for arranging quality healthcare professionals— nurses,
physiotherapists, social workers, registered dietitians, occupational therapists, speech
therapists, or Personal Support Workers — to provide a range of care and supportive
services to help maintain you at home and to enjoy the best possible quality of life.
Upon calling the CCACs I was told that in addition to the 14 locations there is a central
location in Toronto that supports the 14 CCACs and employs 200 people supporting the
infrastructure.
Vision and Mission
Vision: Outstanding care — every person, every day.
Mission: To deliver a seamless experience through the health system for people in our
diverse communities, providing equitable access, individualized care, coordination,
and quality health care.
Gail Acton Comments on CCACs and LHINs
LHINs and CCACs interpretation of their services borders on propaganda. Just view the
websites, and then ask the people who are not threatened by loss of the little care that they
are receiving, about the actual services and how bad they are. Included in this document is
Home Health Care
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anecdotal evidence of the poor services received in just one of the catchment areas.
What consumers want is the right service, from the right provider, at the right time , in the
right place-at an affordable cost to the taxpayer. Today we have a home care scene that is
fraught with bureaucracies and wasted tax payer dollars. In 1996, we had 42 Community
Care Access Centres, which have been realigned to 14 across the province, with a 200
employee technical centre in Toronto supporting the CCACs to deliver local health services.
The stability of the CCAC model, as first implemented, had to undergo reform in order to
deliver consumer one-stop access to community based services that responded to the needs
of the community. Today, with independent review, one would find that few of the
objectives for community based, long term care are being met through the CCACs. Priority is
given to the acute patients, rather than individuals with chronic needs that were meant to
be the target of the program. Those who have used up their allowable allotment are
expected to do without additional services, or to pay for these services privately. Frail
seniors who require, but cannot receive home care, are falling into the institutional sector ,
putting renewed pressure on hospital emergency rooms, and becoming bed blockers in
acute care settings.
The province provided selective budget enhancements, and bailed out CCACs in fiscal
difficulty when there were increasing costs and budget overruns. There is plenty of evidence
of poorly managed and inefficient CCACs. The instability of funding resulted in an expensive ,
3 year bidding process that continually leaves CCACs without funds for direct delivery to
consumers. Recently, I spoke with a daughter of an elderly 90 year old woman living happily
in her own home, until she was faced with Colon Cancer. She went home with the
knowledge that she could have CCAC provide her with home care three days a week. She
was then told that CCACs would be cutting the service to one hour a week. The Supervisor
nurse does not have enough funds to be able to go out to the home and help put a plan
together. Instead, she sends the lowest paid in the echelon, a PSW, and in the one hour she
has to attend to this little old lady. She must document her visit, so this again reduces the
time available, and she is of no value to the client. A PSW living next door to this lady will
not be assigned, because she is with a different agency who qualified and won the bid to
deliver services under CCAC, and has been directed to drive 100 km north to tell another
senior, living in her own home, that her service is cut from three days a week to one hour
every second week. Mileage is paid, time is wasted, and the sad reality is no one is being
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serviced by this system. The PSW is worn out from the mismanagement of the agencies,
suffers job dissatisfaction, cognitive dissonance about the lack of care within the system to
which she has dedicated herself, trained, and became skilled in the delivery of
compassionate, competent, co-operative, care giving.
CCACs received $1.76 billion for the year ending March 31, 2009, up from $1.22 billion in
2004, for an increase of 40 per cent. But since that time, the number of clients has increased
by more than two thirds, to 586,400 from 350,000.
The auditor also found that eligibility criteria for services differed from CCAC to CCAC. For
example, in one, only those clients who were assessed to have “high risks/needs” were
eligible for personal support services, such as bathing, changing clothes and assistance with
toileting. Those assessed as having “moderate risks/needs”, or below, were deemed
ineligible for funded personal support services, and were not even added to wait lists.
Instead, they were referred to community agencies, where they would, in some cases, have
to pay out-of-pocket for the identical services.
Insufficient home-care services are responsible for major bottlenecks in hospitals, the
auditor found. About 50 per cent of patients, who could have been discharged if ho me-care
services had been available, had to wait in hospital an average of six days for the services.
This has a domino effect, resulting in delays for surgery and long waits in hospital
emergency departments.

ADDITIONAL COMMENTS FROM CONSERVATIVE, NDP CRITICS
ONTARIO TORIES, NDP CRITICS GANG UP ON LIBERAL GOVERNMENT OVER
HOSPITAL CUTS, AND HEALTH CARE BUREAUCRATS-POSTED FEBRUARY 18, 2010 BY
DOUG DRAPER
The following are excerpts from the article posted February 18, 2010
Tory health critic Christine Elliot took aim at Juanita Gledhill, head of the Local Health
Integration Network (LHIN) for the Niagara and Hamilton areas, questioning her
qualifications for the job and describing her as a Liberal Party donor who has a
background of working with Liberal members. According to a fact sheet circulated by
the Tories, more than $176 million health care dollars have been doled out to
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unelected LHIN bodies across the province over the past three years.
More than 40 Liberal appointees sitting on these boards have shown up on the
annual Sunshine list for bureaucrats across the province making annual salaries of
more than $100,000.
ORAL QUESTIONS LOCAL HEALTH INTEGRATION NETWORKS
Mr. Tim Hudak: My question is to the Premier. Premier, we learned yesterday that
the same Liberal-friendly consultants who got fat and rich off of sweetheart deals
during your eHealth boondoggle have now come back for second helpings through
your LHINs, the regional health bureaucracies. Premier, just like at eHealth, th ere has
been enormous growth in executive salaries and benefits at your LHINs. Premier,
could you inform the Legislature exactly what has been the increase in LHIN
bureaucrats earning more than $100,000 per year? The Speaker (Hon. Steve Peters):
Premier?
Mr. Tim Hudak: Well, Premier, let me give you more of the facts from your very own
sunshine list. In 2006, when you created your regional health bureaucracies, the so called LHINs, there were 40 bureaucrats making $100,000 or more per year. In just
three short years, the list of LHIN bureaucrats making 100 grand or more is up 150%
to a total of 95. At the same time, Premier, executive salaries are up 213%. Now,
Premier, facts are stubborn things and the facts speak for themselves. Why are you
diverting money meant for patient care to line the pockets of more health
bureaucrats?

Home-care services can’t keep up, audit finds
Posted on December 7, 2010 in Child & Family Delivery System
Source: Toronto Star — Authors: Moira Welsh, Theresa Boyle
TheStar.com – News/Ontario/healthzone.ca
December 6, 2010 . Moira Welsh And Theresa Boyle, Staff Reporters
Janet Tapping is trained as a chartered accountant, but now she’s giving speech therapy to her
7-year-old son because he’s spent more than a year on Ontario’s home care waiting list.
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“I am not a professional speech therapist — I’m hoping the sounds coming out of his mouth are
the right sounds,” Tapping said.
“My options were to pay for a regular speech therapist, which I can’t afford, or stay on the
waiting list.”
Tapping’s son, Jonathan, is one of the 10,000 Ontarians who are on waiting lists for home-care
services, according to a report released Monday by the Provincial Auditor General.
While Jonathan has been on the Central Community Care Access Centre (CCAC) list since
October 2009, many across the province, from young children to the very old, wait an average
of eight to 262 days, the report said.
Auditor General, Jim McCarter devoted a chapter of his annual report to home care, finding
that the sector is unable to keep up with obligations in providing personal support,
homemaking, and therapy services.
The sector doesn’t have the financial resources to meet the demand for personal support and
homemaking services, the report noted. These services are often required by seniors and
people discharged from the hospital.
And a shortage of professionals in occupational therapy, physiotherapy, and speech-language
therapy is resulting in waiting lists for their services.
Ontario’s 14 Community Care Access Centres are responsible for providing home-care services
to more than half a million people, who might otherwise have to stay in hospitals or go to longterm care facilities.
McCarter found significant disparities with the provision of home-care services across the
province. His report noted, for example, that one CCAC received twice as much funding per
capita as another. (The report did not identify the location of these CCACs.)
“The Ministry of Health and Long-Term Care recognizes that enhancing home-care services
saves money, and improves quality of life by allowing people to remain in their homes rather
than in hospitals or long-term care facilities,” he said.
“However, although home-care funding has increased, funding inequities we’ve noted in
previous audits remain because the ministry is still allocating fundings based largely on what it
gave in the past, rather than on the specific needs of the local clientele,” he added.
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Natalie Mehra, of the Ontario Health Coalition, applauded the report, saying it “gives numbers
to support what many people across Ontario have been saying.
“Home-care services are inequitable and many patients who need them don’t receive them
when they get out of the hospital . . . This is a service gap that the government ignores at its
peril.”
Sharleen Stewart, president of Service Employees International Union, which represents most
unionized home-care workers, called the auditor’s findings the “tip of the iceberg in the crisis
that is about to hit us.”
Stewart said the CCACs are not doing proper assessments of clients’ needs, so many Personal
Support Workers are giving care that is beyond their training.
“The government has to step in to fix this,” she said.
McCarter was critical of the ministry for taking so long to overhaul the way it funds the sector,
noting that the same problem was highlighted in his office’s annual reports in 2004 and 1998.
The home-care system “needs to be overhauled significantly in this province,” NDP Leader
Andrea Horwath said.
Conservative Leader Tim Hudak said the government is wasting too much taxpayer money on
bureaucracy in health care.
“People are paying more and getting less in return,” he said.
< http://www.healthzone.ca/health/newsfeatures/healthcaresystem/article/902281–homecare-services-can-t-keep-up-audit-finds >

Standardizing Education for Personal Support Workers, a Group of
Unregulated Health Practitioners in OntarioNancy M Craig Ph.D./Gail A Acton MSW BA CHRC as presented for the National Association of Certified
Caregivers/Personal Support Workers (NACC/PSW)

Personal Support Workers (PSWs) are unregulated health care practitioners in Ontario who are
paid to provide assistance to people who are unable to care for themselves, because of their
physical and/or cognitive condition.
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PSWs assist clients with a range of activities that may include mobility, home management,
child care, social and recreational activities, and in addition, personal care like bathing, dressing
and eating. For example, clients with such special equipment as walkers and wheelchairs, may
require assistance with mobility. Also, when clients are unable to perform their own activities
of daily living, PSWs may care for them at home, and also assume some responsibility for meal
preparation, light housekeeping and laundry. PSWs may assist family members including
children who require supervision, or they may accompany clients on outings outside the home.
PSWs may also be required to provide clinical care services, such as regularly assessing and
recording blood pressure, pulse, and the temperature of clients. Other activities may be
delegated to PSWs and supervised by regulated health professionals, and these duties may
include supervision of prescribed exercise, diet, or medications.

Growing numbers of clients require care in public and private institutions as well as community
settings. Community Care Access Centres (CCACs), contract with a variety of private agencies
for PSW services for clients in their homes and in the communities. Also, private clients may
hire PSWs on a part-time or full-time (24 hours a day) arrangement, to provide care in their
homes. For clients in long-term care facilities and retirement homes, PSWs are primarily the
caregivers.

Previously, the PSW services were provided by practitioners whose job titles and range of
expected competencies varied, including health care aides, visiting homemakers, and
supportive care assistants. Currently, many of these positions are being upgraded to a PSW
status. However, many remain outside the PSW group, an example being Lay Home Visitors
employed by Public Health Units.

Increasingly, over the past decade, PSWs have been educated to replace former groups of
unregulated health care practitioners. PSWs are prepared by employer training programs, or
by formal education programs offered by community colleges, boards of education, private
career colleges, and not-for-profit organizations. This diverse and fragmented arrangement for
sponsoring the preparation of PSWs has evolved in order to fill a growing labour vacuum.
Home Health Care

Page 19

However, many challenges result, including lack of regulation and standards for education,
supervision, practice competencies, working conditions, and benefits.

Demographic changes and needs for health care are escalating the demands for PSW services.
Increasingly, hospital care is being replaced by care in homes, or other community settings.
Concurrently, the human resources for health care are being challenged because of the growing
seniors’ population, as well as the complexity of care required. In addition, family members
have work responsibilities, and therefore are not available to provide informal care at home to
their children or parents, as may have been possible with previous generations.

To serve these growing numbers of unregulated health practitioners, what has emerged is a
proliferation of support groups and associations. The determining factor for the type of
support that develops appears to be the location of practice of PSWs, although they have
varying preparation, range of responsibilities, and conditions of work.

One location of practice is Retirement Homes, and being considered private residences, they
may hire staff with PSW preparation but may also employ staff without this qualification.
About sixty percent of retirement homes are members of the voluntary Ontario Retirement
Community Association (ORCA). The Accreditation Evaluation Guidelines of this group do not
specify any required educational requirements for staff (ORCA, 2008). However, homes that
are members of ORCA do offer their staff continuing education programs sponsored by ORCA
exclusively.

Homes for long-term care rely on unregulated health practitioners to provide personal care and
support for their clients, with 24-hour availability. They are owned and operated by private,
charitable, municipal or not-for-profit organizations. Funding is partly provided by Ontario
Ministry of Health and Long-Term Care (MOHLTC), along with resident co-payments.
Accreditation of individual homes by the Canadian Council on Health Services Accreditation
(CCHSA) is encouraged by the MOHLTC by way of financial incentives (MOHLTC, 2008). In

Home Health Care

Page 20

addition, long-term care operators can join the Ontario Long Term Care Association (OLTCA),
and benefit from such services as advocacy, communication and education (OLTCA, 2008).
However, educational requirements for unregulated staff are not specified as criteria for
accreditation.

Unregulated workers may provide care for people in their own homes, under sponsorship of
not-for-profit health and social services. These agencies may have membership in the Ontario
Community Support Association (OCSA) whose mission is to help people to live at home in their
own communities (OCSA, 2008). This voluntary group also supports the Personal Support
Network of Ontario (PSNO) by offering opportunities to PSWs for continuing education and
networking (PSNO, 2008).

However, Community Care Access Centres (CCACs) may contract with not-for profit agencies to
provide support staff, and in this assignment the staff are required to have PSW educational
preparation. Examples of these agencies include Canadian Red Cross (2008) and Saint Elizabeth
Health Care (2010).

Formal education programs for PSWs require approval by the Ontario Ministry of Training,
Colleges and Universities (MTCU). PSW standards of instruction have been developed for
Colleges of Applied Arts and Technology (MTCU, 2008). However, programs are also offered by
secondary schools in Adult and Continuing Education centres. The Ontario Association of Adult
and Continuing Education School Board Administrators (CESBA) provide members with an
opportunity to identify changes in policies of MOHLTC and MTCU in order to update their PSW
programs (CESBA, 2008).

Other formal education programs for PSWs, operated by private career colleges, must be
registered and have their programs approved by MTCU (MTCU, 2008). Private career colleges
are members of the National and Ontario Associations of Career Colleges (NACC and OACC) and
they ensure that their members have a voice with government ministries of education (NACC,
2008 and OACC, 2008). However, another group, the Association of Private Colleges, also
proposes to facilitate cooperation between the Private Career College sector and
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representatives of education, government, and industry (Association of Private Colleges, 2008).

One example of a career college that has organized an innovative system to improve
standards of education and practice for PSWs is Creative Career Systems (CCS), which has
developed certification programs, with enhanced course requirements, which are offered in
classrooms, workplaces, or on the internet. CCS offers membership in the National
Association of Certified Caregivers/Personal Support Workers (NACCPSW), which requires
annual continuing education and certification. In addition, the Community Care Solutions
agency of CCS is concerned about employment of their students, and matches PSWs with
clients requiring live-in caregivers (CCS, 2007).

All these PSW educational programs vary in relation to the location and amount of practical
experience, as well as supervision by qualified instructors. Although PSWs are hired to practice
in facilities and community settings, their educational programs may not include experience in
all of these settings. However, this practical experience has benefits and these are emphasized
by the Canadian Council of Learning (2008). Studies show that workplace experiences enhance
learning of technical skills as well as interpersonal, teamwork, problem-solving, communication
and leadership skills.

The diversity of educational preparation and practice settings for PSWs are illustrative of the
paucity of regulation and standardization. This situation creates the potential for abuse of
practitioners’ as formal and informal educators and clients. For example, in a submission to
the Review of Staffing and Care Standards for Long Term Care Homes, the Canadian Union of
Public Employees (CUPE) reported that PSWs endure physical violence at work on a daily basis
(CUPE, 2008). Researchers have also established a correlation between violence and heavy
workloads of staff. When client care is rushed, residents may feel threatened or fearful, and
they often retaliate violently. Since most of the PSWs are women, and many of the residents
are women, this issue can be considered to be one of violence against women, as well as
violence by women.

Currently, the issue of the unregulated health care practitioners is one of the major concerns
Home Health Care

Page 22

for governments. Although the HPRAC recommended to the MOHLTC that PSWs should not be
regulated, they did call for improved education, staffing and supervision, as well as satisfactory
recourse for patients, students and clients to address instances of misconduct and abuse
(HPRAC, 2008). In July 2010 the Ministry of Health abdicated their role of supplying standards in
nursing home care to the Ministry of Training, Colleges and Universities (MTCU). To date we
have front line health care workers, in the cornerstone of healthcare, without training in
Anatomy Physiology and Disease Process. In addition, we have many PSWs already vetted by
MTCU that are not suited to be working in health care due to having had no training in human
relations. In addition there is no mandatory registration, so a PSW committing abuse in one
home can easily transfer to another home or work in the community without recourse.

In Ontario, information from the Pan-Canadian Planning Committee on Unregulated Health
Workers, and other stakeholders, was to be considered by HPRAC (2009). It began in April 2010,
with a report to the MOHLTC expected in March 2011. The focus for HPRAC is creation of a
self-regulatory association for PSWs instead of regulation of PSWs under HPRAC.

Educational institutions, both public colleges and private colleges in Ontario and throughout
Canada, practice a silo response to education, and give lip service to transferable credits, when
in fact each institution is not supporting the common good of the Unregulated Health Worker,
called PSW in Ontario, but maintaining their own enrolment at high costs to the students, and
adding unnecessary expenses to the cost of training in a low paying profession of UHW. These
workers are critical to the delivery of home care, and well trained and selected workers can
provide the educational component into the communities and change the structure of the
entire home health care system.

Gail Acton Comments
The National Association of Certified Caregivers/Personal Support Workers (NACC/PSW)
provides self-regulation, certification with ongoing training, and an association that supports
the Unregulated Front Line Health Care Workers internationally and nationally.
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The NACC/PSW promotes the highest standards for client/resident centred care for all
Canadians, and provides a mechanism for recognition of prior learning/experience, credit
transferability, and continuing education credits (CEC) into the workplace.

NACC/PSW has travelled extensively into other countries, and developed front line health care
programs for UHWs in front line caregiving service that meet and exceed the standards required
for the Live-In Caregiver Program, a Canadian Federal Immigration initiative. This Canadian
Federal initiative, carried on in countries throughout the world, has more training hours for
candidates and expectations than Ontario, or other provinces in Canada have mandated
through various colleges, both private and public, and government regulators, such as the
Ministry of Training Colleges and Universities.

Every region, province, and territory in Canada utilizes Unregulated Health Workers (UHWs) as
front line health and personal care providers, but use a variety of occupational titles across
jurisdictions and or institutions; Personal Support Worker; Health Care Assistant; Continuing
Care Assistant etc.

The demand for UHWs, called PSWs in Ontario, increases to meet changing demands in the
health care system, as their roles evolve, in response to changing scopes of practice for all care
providers, and educational programs for UHWs. The employers, educators, professional
organizations, and stakeholders, such as the end user of services by these workers, need to learn
about and discuss the complexities of education and entry-to-practice requirements across
Canada.

With an international perspective, planners for Ontario and Canada need to gain more
information about education and practice of unregulated health practitioners for developing
standards and regulations. Studies conducted in other countries may guide research about local
needs. An example is provided by a report in England, Skills for Care (TNS, 2007), that provided
a statistically reliable picture of the paid adult social care workforce in England and its
employment. These findings will inform the development of policy to meet future social care
needs of England’s population. Currently, England is developing licensure for unregulated
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workers and their employers. Likewise NACC/PSW has presented to the World Health
Organization, EU, and Asia, the standards and certification benefits for unregulated health care
workers.

Policymakers for Ontario and Canada have the opportunity to review international studies of
unregulated health workers, and plan local studies to gain information that will ultimately
benefit unregulated health practitioners, their employers, and also the people who use the
services and deserve the very best care provision possible. In Ontario the infrastructure in the
MTCU and MoH are complex, and studies and documentation have resulted in many self-serving
organizations operating to maintain their own existence at the expense of these UHWs & PSWs.

Home Health Care should be user-controlled in Ontario, and Long Term Care should be selfinsured for medical and home care costs up to 5% of the user’s income.

Review of Fiscal Independence for Ontario Health Care-User Directed and User
Controlled
(Prepared by E. Nicolaas Holland, CA 94 Gwendolen Crescent, Toronto, Ontario M2N 2L7)
As mentioned in the report on Fiscal Independence for Ontario, residents should self insure for
medical long term home care for 5% of their income.

The Ontario government should publish a list of medical costs it will cover and at what price.
The price should be enough to cover capital costs of the service, as well as operating costs, and
should include a list of prescription therapies, pharmaceuticals and dental work.
No one should be denied necessary health care for lack of money.
The mutuality, or insurance, reason that no one should be financially ruined by extraordinary
health care costs, but that such costs should be pooled on a basis that all can afford, and
Compulsory contribution to thwart free riders.
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GAIL ACTON COMMENTS
Ontario should work co-operatively with the Federal government on the transfer of funds for
home health care for the ageing populace, with reduced tax incentives when continuing to
maintain themselves in their own home.

Currently the Ontario government will sponsor up to $1,500 a month for individuals going into a
long term care facility, but give little funding towards home care so that the individual may
maintain themselves in their own home. The waiting list is extensive, with insufficient beds to
accommodate seniors, and yet over half of these seniors could manage in their own homes with
some community care dollars.

Currently, the dollars for home care are excessively wasted through three levels of
administrative costs, and a costly bidding process for agencies to qualify for delivery of care in
each of the communities.

Federal Review FROM THE RIGHT HONOURABLE STEPHEN HARPER
The Office of the Prime Minister, the Right Honourable Stephen Harper, concerning a national
strategy to support caregivers, including live-in caregivers follows.

Please be assured that the Government of Canada recognizes and appreciates the invaluable
contribution of individuals who provide unpaid care to family members and friends. Our
government is aware that a growing number of Canadians are caring for others in addition to
balancing work and family responsibilities, and realizes that this situation is expected to
continue in the face of an aging population.

However, the issue of supporting family caregivers is complex as the needs and circumstances of
care receivers and caregivers are varied. As a result, a one-size-fits-all approach may not be
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sufficient. Many partners must work in concert to support the country's caregivers, including all
levels of government, community-based organizations, and employers.

For its part, the Government offers unpaid caregivers a wide variety of supports to help them
continue in their important role. These supports include financial assistance through tax
measures such as the Caregiver Tax Credit, the Eligible Dependent Tax Credit, the Infirm
Dependent Tax Credit, the Spousal or Common-Law Partner Tax Credit, the transfer of the
unused amount of the Disability Tax Credit, and the Medical Expenses Tax Credit (METC). Under
the METC, caregivers can claim, on behalf of a dependent relative, up to $10,000 in medical and
disability expenses. Similar credits are available at the provincial level. For more information on
the eligibility requirements for federal measures, please contact the Canada Revenue Agency at
1-800-959-8281.

In addition to these tax measures, six weeks of Employment Insurance compassionate care
benefits, along with eight weeks of Canada Labour Code job protection, are available to those
who require time away from their jobs to take care of a gravely ill family member or friend. In
2006, the definition of "family" was expanded to allow a greater number of family and friends
to have access to the benefit. Also, as of January 2010, for the first time in Canadian history, 2.6
million self-employed Canadians have been able to opt into the EI program to receive special
benefits, including the Compassionate Care Benefit. If you wish to obtain further information,
please contact Service Canada at 1-800-622-6232.

The Canada Pension Plan general drop-out provision allows years of low or no earnings, up to 15
percent of a person's contributory period, to be excluded from that individual's pension
calculation-for a variety of reasons, including caregiving responsibilities. The Government of
Canada also offers targeted programs for unpaid caregivers of veterans, members of the
Canadian Forces, and Aboriginal people.

Through the Department's Social Development Partnerships Program, seven community-based
initiatives that support Canadian caregivers recently received multi-year funding. These projects
will directly provide family caregivers with important tools and supports to help them fulfill their
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responsibilities.

In terms of investing in research on family caregiving as a foundation for evidence-informed
decision making, Human Resources and Skills Development Canada recently launched a threeyear external research program that will address significant questions related to issues
confronting family caregivers including the economic costs of care, social isolation, caregiver
supply and demand, and employment impacts. The Government is also planning to update
national data on Canada's caregivers by dedicating the 2012 General Social Survey to this issue.

In the face of an aging population, we know that family caregivers will be an essential
component of the continuum of care by providing support and assistance to family members
and friends with health conditions and disabilities. Caregivers need all of our continued support
to be able to continue in their important role.

On the subject of the Live-In Caregiver Program, I should explain that it falls under the
responsibility of the Honourable Jason Kenney, Minister of Citizenship, Immigration and
Multiculturalism. I have therefore taken the liberty of copying him on this response. The
following Web site may be helpful to learn more about this program:
http://www.cic.gc.ca/english/work/caregiver/index.asp.

The Hon. Diane Finley, P.C., M.P.
Minister of Human Resources and Skills Development
c.c. The Honourable Jason Kenney, P.C., M.P.
Minister of Citizenship, Immigration and Multiculturalism
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GAIL ACTON COMMENTS ON SELF DIRECTED CARE PROGRAMS

With self-directed care, the individual has control over the hiring process for the care they
require. A document titled Self-Managed Care Programs in Canada contained the following: A
Report to Health Canada June 2006, with 16 documented self-managed home care programs in
Canada, and two operating in Ontario; the Federal Veterans’ Affairs and Self Managed
Attendant Service Funding Program, or Direct Funding Program by the Ontario Ministry of
Health and Long Term Care, and administered through Independent Living Centres throughout
Ontario. This program is available for any adult over 16 years of age with a physical disability
who is legally able to act as an employer in Ontario. The consumer must perform all the legal
requirements of an employer in Ontario and is required to report all spending to CILT. There are
720 people in this program with 310 on a waiting list.

The Brokerage Program in Windsor-Essex Region has adopted this program for the
management of supports for adults with developmental disabilities. In order to receive funding,
the individual, support network, and a broker, together create a person centred plan which
outlines the individual’s support needs. Brokers are provided by a non-profit organization.
Brokers do not allocate or manage funds, but rather provide assistance to individuals in
applying for and receiving funds. There is no financial assessment, and the approval is processed
by the Ministry of Community and Social Services, to be used to pay for personal attendants or
other supports as needed. The funds are administered through a transfer payment agency of the
consumer’s choice.

Veterans’ Affairs, offered by the federal Department of Veterans’ Affairs, includes the option of
self-managed care. The maximum amount of funding available under this program is $8,515.77
a calendar year. This is approximately $700.00/$800.00 a month.
Self-directed care programs will produce cost efficiencies, and the consumer will drive the
process, creating customer satisfaction and accountability into a system that currently, with a
bidding process and no accountability to the consumer, is failing and costly. Please review the
anecdotal accounts of existing service.
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GAIL ACTON RECOMMENDATI0NS:

REDISTRIBUTION OF HOME HEALTH CARE DOLLARS 80/20% RULE REVERSED
–BEAUCRACIES ELIMINATED AND THE FUNDS TO THE PEOPLE FOR HOME
HEALTH CARE DELIVERY
Using the 80/20 rule of the Pareto principle (the law of the vital few, and the principle of factor
sparcity) states that, for many events, roughly 80% of the effects come from 20% of the causes. I
suggest that the Ministry of Health Long term care is spending 80% of the long term care dollars
in administration and getting 20% results from the spending. Therefore I propose that the PC
party platform would be to not increase spending in Home Health Care, but reverse the rule
towards 20% administration cost, with Self-managed care programs, and with 80% to go
towards direct care.
The principles of the Canada Health Act and Canadian health care system, which delivers a
range of essential health care services, should be available to all residents of Canada on the
basis of need, not the ability to pay, with all the people of Ontario contributing to an insurance
program for home health care of up to 5% of their earnings.
Home Care should include services for people of all ages, provided in the home and community
setting, that encompasses health promotions and teaching, curative intervention, end-of-life care,
rehabilitations, support and maintenance, social adaptation, and integration and support for the
family caregiver. These services could be carried out with the unregulated, but standardized
worker with certification, registration, and ongoing training and skills updating. The costs for
delivery of Front Line Health Care Professionals are less than half the costs of regulated nurses
within the system currently.
Increase home care service maximums and give greater flexibility to the service allocations, in
order to provide enhanced care to seniors on the fringe of admission to an institution.
Family members should be able to train in the formal provision of service to their family, and
accept the same funds available to PSW workers within an agency.
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The competitive procurement process to choose providers of home care increases unnecessary
spending, and is devoid of third party input and accountability to the end user. Improved
procurement by the consumer allows better service, client care, and quality for consumer
confidence. A quality template of service should be measured by the consumer of the service, the
delivery agent, and monitored by the home care service fund director.
One of the greatest health care priorities is the need to respond to the changing societal norms,
regarding seniors’ expectations to live and age independently in their own homes. Growing
numbers of community-dwelling seniors are at risk for loss of independence, because they need
more help than is available through the health care system to age at home. Chronic disease does
not have to be attended to in expensive facilities, when supports are offered at less cost to the
family in the home. Increase consumer access to a virtual team in the home of physicians,
nurses, therapists, personal support workers, case managers, community pharmacists, and
medical equipment and supplies to individuals so they can be supported in chronic illness.
By redirecting dollars within the health care system towards home care and professional health
human resources, along with the advancement of information technology, such as the internet
and a new business process between purchasers of care, and providers of care with client care
and satisfaction surveys, much of the current bureaucracy that has been created in the past could
be turned into more affordable care, with a wider array of home resources.
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