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The Ontario Council of Hospital Unions/CUPE represents 40,000 
hospital and long-term care workers in over 60 hospitals in almost 
every part of the province. OCHU/CUPE members are Registered 
Practical Nurses, Personal Support Workers, Housekeepers, Dietary 
Workers and Chefs, Administrative and IT workers, Tradespersons 
and Maintenance Workers, Warehouse and Stores Workers, and too 
many other to list fully here. We bargain a central collective 
agreement and campaign for comprehensive, universal, and fully 
accessible public health care for everyone. 

The past several years have revealed inadequate funding and 
staffing of public health care in Ontario. Unfortunately, to date, the 
government has used this as a rationale to fragment health care 
and privatize hospitals. We propose to improve public hospitals. In 
what follows, we shall outline the problems with the government’s 
strategy and suggest alternatives to build a high quality, universal 
and accessible health care system. 

For-Profit Surgical and Diagnostic Clinics: These have existed 
for some time but only on a very minor scale in Ontario. Total 
provincial funding for so-called “Independent Health Facilities” 
(IHFs) is about one quarter of one percent of hospital funding – and 
almost all these facilities do not perform anything as major as a 
surgery. While proponents of privatization like to note some of these 
facilities are not-for-profit, 97% of IHFs are for-profit. 

IHFs (and the less well known “Out of Hospital Premises”) have 
been hampered by poor public oversight. Like most private 
businesses they do not welcome public accountability, with the 
result that public accountability is reduced to one-word reports 
(“pass” or “fail”). 

They are also unable to deal with emergencies and so, in 2007, a 
young woman bled out in a plastic surgery clinic while waiting for an 
ambulance when her operation went badly. Waiting for an 
ambulance to take a patient to a hospital when things go wrong is 
even more frightening nowadays. With a lack of capacity, 
ambulance services often have zero or near zero ambulances to 
respond to emergencies. 



P a g e  3 | 18 
 

It has been claimed that all services will be paid for through “OHIP”, 
but research conducted by the Ontario Health Coalition clearly 
shows that private clinics take public funding and extra-bill patients. 
This is contrary to the Canada Health Act and limits access to care, 
particularly for lower income families and elders. 

The government has stated that it investigates complaints about 
such abuses, although it remains unclear to us how much of this is 
actually done. In any case, this approach is inadequate. If an 
authority such as a surgeon suggests you pay extra, many will 
naturally do so, especially as their health, or the health of a loved 
one, is in the hands of that surgeon. The government must 
proactively investigate and uncover such abuse, not simply respond 
to complaints. 

For-profit clinics and the staffing crisis: The hospital staffing 
shortage has rocked Ontario hospitals, leading to an unprecedented 
level of hospital service shutdowns. So, many have rightly raised 
the concern that the diversion of resources to for-profit clinics could 
exacerbate this problem. 

The threat to small town and rural Ontario: The threat is 
especially grave in small town and rural Ontario. These areas have 
suffered the most due to the hospital staffing crisis, with small-town 
and rural ERs shutting down again and again. 

Yet, for-profit clinics will naturally tend to gravitate to larger centres 
where there are more people in need of surgeries. That is where 
they will make the most money. This in itself will divert some much-
needed staff from small-town and rural hospitals. Moreover, many 
small hospitals specialise in less complex surgeries. More complex 
surgeries are done outside of the smaller communities and small 
town and rural residents must travel to have those operations and 
procedures done. This privatization will now move capacity for less 
complex surgeries to for-profit clinics, which, as they are operated 
on a for-profit basis, are more likely to go to larger centres, where 
more patients live. Will rural and small-town residents now also be 
required to travel for less complex surgeries? 
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This dynamic also raises the question of what is the future for 
small town and rural hospitals? Diverting resources to the for-
profit clinics to do less complex surgeries and procedures raises a 
threat to the roll played by small town and rural hospitals.  

The diversion of scarce resources to non-medically required 
procedures. Part of the controversy about or-profit clinics is that 
they try to up-sell the patient for procedures that are not medically 
required. Indeed, this has been explicitly endorsed by the 
government. The last push by a PC government to expand for-profit 
clinics was the expansion of MRI and CT clinics. These clinics based 
their model on providing “non-medically necessary” scans to 
patients for a certain number of hours per week. This created 
significant public controversy. The proposal is even more fraught 
now. 

The promotion of non-medically necessary work is a separate issue 
from the attempt by some for-profit clinics to charge the 
government and the patient for medically necessary services. 
However, it does create serious issues. Firstly, patients must rely on 
advice from doctors on vital personal issues, so it is not appropriate 
that they are asked by those same doctors to pay for non-medically 
necessary services. The power imbalance is significant and physician 
advice should not be compromised by the potential for financial 
gain.  

Moreover, we have a significant health care staffing shortage. So,  
it is not appropriate to divert staffing to do non-medically necessary 
services and it is particularly unhelpful for the public authorities to 
promote such a model with public money. The government must 
urgently focus on building our capacity to provide medically 
necessary services.  

The Connection to the Hospital: Keeping surgical clinics in or 
adjacent to hospitals means emergencies can be dealt with quickly 
and seamlessly at the hospital. A direct relationship with the 
hospital will also integrate services, prevent fragmentation, prevent 
profit-taking, allow the coordination and proper distribution of 
staffing resources, create a workplace with more career 
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opportunities to attract staff, and facilitate the use of existing 
hospital resources to support the surgical clinics. 

Inadequate number of hospital staff: As noted, Ontario has 
experienced an unprecedented hospital staffing crisis over the last 
year. This has seriously compromised hospital care. But this crisis is 
not new – it has been brewing for some time and has only now 
reached the point where it can no longer be denied. 

Hospitals in provinces other than Ontario have 18% more staff 
than hospitals in Ontario. Much, but not all of this is due to low 
levels of inpatient staffing in Ontario. In that area, hospitals outside 
of Ontario have 38.7% more staff. 

Understaffing: Ontario hospital full-time equivalent (FTE) jobs are 
reported by the Canadian Institute for Health Information (CIHI) at 
189,519 in 2020/21. With a population of 14,740,102 at the end of 
2020 this means there are 1.286 FTE hospital jobs per 100 population. 

Across the other provinces and territories (absent CIHI data for 
Quebec and Nunavut) the ratio is 221,917 FTEs for a population of 
14,648,959, or 1.514 FTEs per 100 population. In other words, 
there is 18% more hospital staff capacity in the other provinces and 
territories than in Ontario. 

Put another way, if Ontario had the same staffing capacity as the 
other provinces and territories, we would have another 33,778 
full-time staff working in Ontario hospitals. 

This low level of staffing is notable because it has occurred even 
though there is less contracting out of services in Ontario hospitals. 
Ontario hospitals spend 3.6% of total hospital expenditures on 
contracted out services, while across Canada (absent Quebec and 
Nunavut) hospitals spend quite a bit more: 4.7%. 



P a g e  6 | 18 
 

 

The low level of staffing also occurs even though Ontario hospitals 
devote a larger percentage of their staff to activities that go well 
beyond the traditional focus of hospitals on inpatient care. 

So, a much larger proportion of Ontario hospital staff are employed in 
“Community Health Services” than in hospitals in other provinces – 
6.8% of Ontario hospital staff versus just 4.3% in other provinces 

Similarly, a larger proportion of hospital staff are involved in 
research and education in Ontario hospitals – with jobs in those 
areas comprising 4.4% of hospital jobs in Ontario, but only 2.3% in 
other provinces and territories. 

So, despite the low number of staff working in Ontario hospitals, 
Ontario has over 3,000 more staff working in both of these areas, 
compared to what it would have if these staff were in the same 
proportion to population as in the other provinces.  

The low level of hospital staff in Ontario is also notable as there is a 
larger proportion of the population aged 65 and older in Ontario: 
17.7% in Ontario in 2020 versus 17.4% for the other provinces and 
territories (excluding Quebec and Nunavut, as above). This age 
group accounts for about 60% of hospital inpatient days and, in 
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effect, Ontario has 40,000 more people in this age group than if it 
had the same ratio as other provinces and territories. 

Understaffing by area of hospital work: Roughly the same 
proportion of staff in both Ontario and in the other provinces are 
involved in administration and support services (e.g., cleaning, 
food, maintenance, stores) – just over 25%. 

Nevertheless, given the low level of staffing in Ontario hospitals, 
there is a low level of staffing in these areas. If Ontario had the 
same ratio of support and administrative staff in hospitals to 
population as in the other provinces, there would be another 8,130 
staff. That staff would support the cleaning, food, maintenance, 
administration, IT, and supplies, needed for more inpatient and 
outpatient capacity. 
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On this basis, there are deficits in other parts of Ontario hospitals: 
715 missing FTEs in ICUs, 2,310 missing in Operating Rooms,  
687 in Chronic Care, 1,883 in Emergency Departments, 1,914 in 
other ambulatory services, 518 in medical imaging, and 7,848 in 
other diagnostic and therapeutic services.  

The largest part of the staff deficit for Ontario however is in 
nursing and inpatient services – Ontario has 0.285 FTE workers 
per 100 population in inpatient services versus 0.395 across Canada 
– fully 38.7% more. If Ontario had the same ratio of inpatient 
health care workers, there would be another 16,201 full-time 
inpatient jobs in our hospitals. That would allow a lot more beds and 
inpatients, and would go a long way towards solving the capacity 
crisis we are currently experiencing. 

No signs of solutions: Statistics Canada data on health care 
employment (a slightly different report than health care FTEs) 
suggests that there has not been a staffing improvement over this 
government’s tenure, despite the COVID crisis, with the total 
number of hospital workers hovering around 250,000 since the PCs 
were elected in 2018. Currently, all three health subsectors are 
down from previous highs in employment. 
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Very surprisingly, nursing and residential care is very close to the 
same level of employment as it was before promises were made to 
increase nursing and personal care hours for LTC residents and 
increase the number of LTC beds. 

In total health care staffing has increased at a very slow rate: 

 

Over the last four years reported, total staffing has increased 
7.47%, or an average of 1.82% per year. This level does not keep 
up with the normal annual demand pressures of 1% for population 
growth and 1% for aging, much less deal with the government’s 
2018 promise to end hallway health care or respond to increased 
health care demands due to COVID, the COVID backlog, or long-
COVID related illness. For perspective, we might note that in recent 
months about 4% of hospital beds have been occupied by patients 
infected with COVID – and these patients typically have had a much 
longer length of stay in hospital than other patients. 

The overall growth in nurse employment has been almost identical – 
7.7% in four years – and this includes the extraordinary growth in 
Nurse Practitioners (40% in 4 years) who perform functions more in 
line with family doctors. Excluding NPs, the growth for RNs and 
RPNs is 7.25%.  
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Employed in Nursing in Ontario Data: CNO 

Given population growth, rapid societal aging, COVID, the COVID 
backlog, long-COVID, low hospital staffing levels, low hospital 
capacity, the promise to end hallway health care, government 
promises to increase staffing care by 50% at LTC facilities and add 
31,000 new long-term care beds, the government must urgently 
focus on building health care staffing numbers. We estimate, for 
example that 59,000 extra RPNs, RNs, and PSWs will be required 
just for the changes the government has promised to LTC by 
2024/25. Tens of thousands more extra staff are needed in 
hospitals.  

We see no plan in place to deal with this. Instead, we see hints that 
this government plans to return to the policy of austerity. 

Compensation is declining rapidly as a proportion of hospital 
spending: Spending by hospitals on employee compensation is 
declining as a percentage of total spending, declining from 64% in 
2005/6 to 59% in 2020/1 in Ontario.  

https://www.cihi.ca/en/hospital-spending
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This is in contrast with other parts of Canada – which saw an 
increase from 65% to 67%. If Ontario hospitals have budget 
problems, it is not because of spending on hospital employees. 
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Declining hospital capacity: There are tens of thousands of fewer 
hospital beds in Ontario than there were decades ago. Inpatient 
capacity relative to population has been declining as well. 

 

Wages: Real wages in the hospital sector have been deteriorating 
since at least 2012. Here is the pattern of general wage increases 
for hospital service and administrative staff since 2012:  
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Up until 2020, hospital General Wage Increases (GWIs) lost on 
average 0.51% per year. This was driven by government austerity 
and the introduction of Bill 115. Broader public sector workers had 
to strike just to maintain free collective bargaining. Assuming the 
current government is successful in its quest to impose Bill 124 on 
hospital workers, we will lose much, much more in 2021 and 2022. 
This is because inflation has spiked for those years and the imposed 
wage “increase” would be only 1%. The GWI would fall 2.47% 
behind inflation in 2021 and a whopping 5.77% behind inflation in 
2022. That would mean the general wage increase would fall 
8.38% behind inflation over that two-year period alone. In 
total, over the period 2013-2022, the GWI would be 12.69% behind 
consumer inflation. This would mean a very serious decline in the 
standard of living for the overwhelmingly female hospital workforce. 
As inflation is likely to remain significant in 2023, Bill 124 would 
likely impose another heavy blow in 2023. 

Hospital workers, who showed up for work as the hospital system 
crumbled, find it extremely humiliating that the present government 
intends to appeal the court decision that found Bill 124 
unconstitutional. We believe this appeal should be dropped 
immediately and the government should apologize to hospital and 
other health care workers affected by Bill 124. 

Understaffing leads to poor working conditions – widespread 
violence against hospital staff is one of the issues that bedevils 
hospitals as places to work.  

Violence against staff: Contrary to popular perception, there are 
more assaults in hospitals than in any other industry. Long-term 
care facilities are also major sites for assaults. Health care has by 
far the most assaults that result in lost time injuries – far, far more 
than any other sector.  

Assaults in hospitals and LTC are overwhelmingly on women, and 
they are increasing over time.   
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Health care support jobs have seen almost half of all the assaults on 
health care staff. Health care support jobs are now the occupation 
with the most assaults resulting in lost time injuries – far more than 
police and firefighters combined. 

Workplace Safety and Insurance Board (WSIB) data on approved 
lost time claims for violent assaults shows that hospital employees 
have more approved lost time injury claims for assaults than any 
other industry. With 2,459 over 2011-2019 that is 10% of the total 
lost time injuries for assaults and 44% more than the next highest 
industry group. As many hospitals are “Schedule 2” employees and 
reported under that broad category, this significantly under-reports 
the number of such assaults in hospitals. 

These assaults constitute 12% of approved hospital lost time 
injuries over 2011-2019. 

In 2020, 31.5% of all approved claims for assault were found in 
health care occupations: 932 out of 2,963. The trend over time has 
been for such assaults to increase in hospitals and homes for 
nursing care, and indeed the entire health care industry. 

 

There has been a particularly marked increase in assaults on 
“Assisting Occupations in Support of Health Services” over time: 

 

Notably other occupations that experience a significant number of 
assaults (police, firefighters) have not seen a similar trend upwards. 
So, assaults need not increase. They just are increasing in health 
care. Assaults overwhelmingly are on women in health care. Here is 
the pattern over 2011-2019: 
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Fully 83.5% of health care lost time assaults are on women. 

Staff turnover: Understaffing, falling wages, violence, infection, 
and workload have made hospitals less attractive workplaces. In our 
recent central hospital interest arbitration, hospitals were required 
to reveal that staff turnover for the year ended February 2022 was 
almost 15% and was 14.43% for service bargaining unit employees. 

 

This was practically double the turnover rate for the year ending 
March 31, 2018. The increase in turnover was primarily driven by 
resignations, although there was also a modest increase in 
retirement and involuntary separations. 
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The hospitals were also required to reveal that the staff vacancy 
rate has exploded: 
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Statistics Canada data for Ontario shows that the trend towards 
more job vacancies in hospitals and nursing and residential care pre-
dates COVID, with hospital vacancies almost doubling between 2015 
and 2019 and then almost doubling again between 2019 and 2022.  

 

Funding: For many years provincial government hospital and 
health care funding has been lower in Ontario than in the rest of 
Canada, leading to many of the problems outlined in this brief. 
Hospital funding per capita is lower in Ontario now than any other 
province according to Canadian Institute for Health Information. 
Indeed, it is $121 lower per capita than the next lowest province. 
That is 6.6% lower than B.C. ($1,722 in Ontario versus $1,843 in 
B.C.). The other provinces fund hospitals well more than either 
Ontario or B.C. We believe funding and staffing levels in Ontario 
hospital should be comparable to other provinces – we are a 
prosperous province and should expect hospital services at levels 
similar to other provinces.  

There is an opportunity to remedy this situation. The government’s 
fiscal situation has improved remarkably. With inflation, tax revenue 
has rolled in very quickly, far surpassing Ministry of Finance 
projections. This coming year federal funding for health care will 
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also rise significantly, independently of any deal to improve such 
funding through the ongoing federal provincial discussions.  

Federal Canada Health Transfer (CHT) funding to Ontario is going up 
by 9.5% according to the federal government. We propose that the 
provincial government match that percentage funding increase for 
hospitals – and at least that for long-term care. 

 

Provincial governments have not always matched federal health 
transfers – this occurred in 2015/16, 2016/17, 2018/19, 2019/20. 
We fear this may happen again – even as for-profit clinics may 
receive major increases.   

Conclusions: We propose a significant funding increase in line with 
the 9.5% increase to the CHT currently planned by the federal 
government for hospitals and long-term care so that we can remedy 
a number of problems: low hospital and long-term care service and 
capacity levels, shrinking wages, violence, and staffing shortages. 
We ask that the government provide this money and ensure 
hospitals and LTC facilities make improvements in these areas and 
that the government move to funding at a level comparable to the 
other provinces over the medium term. 

Thank you for your consideration.  

 


