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 1 -- Upon commencing at 10:05 a.m.

 2

 3             COMMISSIONER MARROCCO:  Arthur, thank

 4 you very much for joining us.  We're at the

 5 investigation stage and we would, I think, benefit

 6 from your observations.

 7             We're familiar with the materials that

 8 have been provided, and I think probably the best

 9 way to do this is for you to simply start by

10 telling us what you think we need to know and need

11 to understand.

12             And then as we think of questions,

13 we'll probably interrupt and ask the questions

14 right away, rather than wait until the end and try

15 to go back, if that's all right with you?

16             ARTHUR SWEETMAN:  That's perfect with

17 me.

18             COMMISSIONER MARROCCO:  So go ahead.

19             ARTHUR SWEETMAN:  I should start off by

20 telling you my background.

21             The reason I interjected earlier about

22 the "Doctor", so I am an economist, so Doctor only

23 by virtue of a PhD, not medical doctor, which many

24 people find very confusing.

25             The background I come from is not
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 1 someone who's worked in a long-term care home, but

 2 it's someone who basically looks at the human

 3 resource issues and funding issues around long-term

 4 care.

 5             So I have a very particular

 6 perspective, a different perspective than many of

 7 the people you're talking to.  I think that's

 8 useful for you to understand where I'm coming from.

 9             So I should say, some of what I'm going

10 to say today comes from my own research, because

11 I'm at the university, I'm doing some research on

12 this, which is not yet sort of publicly available.

13             And some of that, I'll flag it for you,

14 you might want to take it with a grain of salt,

15 because it's my research which is not yet out

16 there.  Other people haven't looked at it and had a

17 chance to poke holes in it.

18             It goes without saying, since I'm an

19 economist, I love to be interrupted with questions.

20 The definition for a failed seminar for a economist

21 is a seminar where nobody asks a question in the

22 first five minutes.  Then you know you're doing

23 something wrong.  You're not intriguing people and

24 they're not asking enough questions.

25             COMMISSIONER MARROCCO:  Okay.
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 1             ARTHUR SWEETMAN:  So with that

 2 preamble, as you may know, I was on the Long-Term

 3 Care Staffing Advisory Group that The Ministry put

 4 together recently that released the report a while

 5 ago.

 6             I don't know exactly what material you

 7 have, but you probably have that report in the

 8 material.

 9             COMMISSIONER MARROCCO:  We do.

10             ARTHUR SWEETMAN:  So I thought I would

11 start off --

12             COMMISSIONER MARROCCO:  I think we're

13 talking about the same thing.

14             ARTHUR SWEETMAN:  Sorry?

15             COMMISSIONER MARROCCO:  I think the

16 report to which you refer, we have.  I think we're

17 all talking about the same thing.

18             ARTHUR SWEETMAN:  Yes, it's the one

19 that came out just a few weeks ago; it was a

20 staffing study.

21             COMMISSIONER MARROCCO:  Yes.

22             ARTHUR SWEETMAN:  So I was on that

23 committee.  So I thought I'd start off by talking

24 about the things that we, at least I thought about

25 in the committee, we discussed a little bit, but
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 1 didn't make it into the report, for various

 2 reasons.

 3             So one of the things is, we were

 4 talking about the variation across homes in the

 5 entire province.  So the report, what statistics it

 6 does provide, what information it does provide, are

 7 mostly about the average.

 8             And I think the issue is, the issue we

 9 missed in some sense is that the average home in

10 the province did not have terrible problems during

11 COVID-19.

12             In fact, I think the average home did

13 reasonably well.  And not maybe wonderfully, but

14 reasonably well.  But the top, say, 40 percent of

15 homes, maybe 50 percent of homes, I think did quite

16 well.

17             The problem that we faced in the

18 province is, I'll call it, for lack of a better

19 phrase, the worst performing say, 10 or 20 percent

20 of homes.

21             You can draw the cut off line at

22 different points.  Some people might say

23 30 percent, is, you know, the bottom 30 percent is

24 the problem.  I'm going to go with 15 or 20,

25 because I think for the most part, about half or
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 1 more than half of the homes did really, really

 2 well.

 3             And the problem is that almost all of

 4 our study was talking about things that were

 5 happening on average.  And I think as soon as you

 6 start talking about what's happening on average,

 7 you miss the point.

 8             Because there's tremendous diversity in

 9 the homes in Ontario.  And some of them are

10 performing extremely well, and some of them face

11 real challenges.

12             And when you start talking about what's

13 happening in the average home, you miss the real

14 challenge, which is identifying, and this is

15 actually more work than it sounds, but identifying

16 the poor performing homes and then helping those

17 poor performing homes, if that makes any sense.

18             So from my point of view, that's one

19 thing we discussed at least a little bit and it's

20 the one thing we did not put in the report.

21             So I was very keen on having numbers,

22 for example, in the report talking about hours of

23 direct patient care in the homes that provided, in

24 the 20 percent or 30 percent of homes that provided

25 the least or the fewest hours of direct patient
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 1 care.  And differentiating that from, say, the 20

 2 or 30 percent of homes that provided the most hours

 3 of direct patient care.

 4             Instead, what we provided was the

 5 average hours of direct patient care in the system,

 6 which I'm not sure is a very useful number, quite

 7 honestly, if that makes any sense to you.

 8             COMMISSIONER MARROCCO:  Yes.

 9             ARTHUR SWEETMAN:  Again, so my first

10 thing is, my first main point is, there's

11 tremendous diversity in the system.  And to really

12 tackle the challenges that the system faces -- I'm

13 going to call it a system; I know that some of my

14 colleagues may call it a non-system instead of a

15 system -- but within all the long-term care homes

16 out there, I think we need to differentiate because

17 there's enormous heterogeneity.

18             It's not a one-size-fits-all problem,

19 and I don't think there's a one-size-fits-all

20 solution.

21             COMMISSIONER KITTS:  Can I just ask you

22 a question.  Clearly, you know, the 15 to

23 20 percent of homes that were poor performers --

24             ARTHUR SWEETMAN:  Actually that's one

25 of my things.  I don't think we have identified --
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 1 or I don't think -- I don't think The Ministry has

 2 identified, at least not to the best of my

 3 knowledge, and I don't think I have identified

 4 those 15 to 20 percent which are the poorest

 5 performers.

 6             COMMISSIONER KITTS:  It's very

 7 interesting what you said, because you're right,

 8 because you're right, average just skews

 9 everything.  But, I mean, I was assuming that the

10 homes that had more than 30 or 40 or up to 60

11 deaths would be the poor performers.

12             ARTHUR SWEETMAN:  I agree with you they

13 are among the poor performers, but they're not the

14 only poor performers, if that makes any sense.

15             COMMISSIONER KITTS:  Yes.

16             COMMISSIONER MARROCCO:  What would be

17 the badges of poor performance apart from the

18 number of fatalities, would you say?

19             ARTHUR SWEETMAN:  So I think one of the

20 other badges would be information about -- the one

21 I already talked about -- hours of direct patient

22 care.  This is getting ahead on what I was going to

23 talk about, but I would actually say the experience

24 of the nursing staff, the number of nursing staff

25 and the experience.
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 1             So, again, this comes from my own work.

 2 I haven't published this yet, other people haven't

 3 had a chance to critique it.  But I've loaded up

 4 numbers looking at fatalities and I've combined it

 5 with something called the health professions

 6 database, which is the Ontario Ministry of Health's

 7 regulatory college data.

 8             It's a census of all practical nurses

 9 and registered nurses in the province.  And I know

10 what homes they work in.  Actually, I should be

11 careful, I know up to three locations of practice.

12 There's very, very few people that work at more

13 than three locations.

14             I know three locations for everybody,

15 and for 97 percent of the people there's no more

16 than three locations.

17             And the interesting thing in my mind

18 there is that the experience of the nurses, that is

19 to say how many years they've been working in the

20 province, is actually a pretty good predictor of

21 not having an outbreak.

22             And so let me back up a little bit.

23             So my view is that the homes that had

24 outbreaks and serious outbreaks, where lots of

25 people died, normally they face problems.  But it's
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 1 more complicated than that, I would argue.

 2             Some homes were lucky.  So there were

 3 some poorly managed, poorly operated homes that

 4 were just lucky, right?

 5             So if no one walks through your front

 6 door who has an infection, you can have a poorly

 7 operated home and by luck, you're not going to have

 8 an infection.

 9             However, in the second wave, you might

10 not be so lucky.  And we know that the rate of

11 infection in the geographic area around the home is

12 a really strong predictor of whether or not the

13 home has an infection, right?  So there's a paper

14 published in the CMAJ recently that says that, and

15 my research strongly says that.

16             If you look at the infection rate

17 around the home -- in other words, if there's lots

18 of people in the community who have COVID-19,

19 there's a high chance that the home -- it's going

20 to get into the home.

21             So, by luck, some homes are located in

22 geographic areas where the community around the

23 home has a relatively low infection rate.  And

24 therefore, even if they're poorly managed the

25 people coming through their door, by luck, aren't
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 1 ill and they didn't face any challenges.

 2             So some of the poorly managed homes

 3 were infected, and some of the poorly managed homes

 4 by luck weren't infected, if that makes any sense.

 5             So it's --

 6             COMMISSIONER MARROCCO:  But I take it,

 7 if I can interrupt you for a minute, Arthur, I take

 8 it what you're saying is, you need to be able to

 9 identify those homes because you may be surprised

10 the second time around?

11             ARTHUR SWEETMAN:  Exactly.

12             COMMISSIONER MARROCCO:  And they won't

13 be any better at responding to the problem than the

14 poor performing homes that were not so fortunate

15 were able to respond in the first place?

16             ARTHUR SWEETMAN:  That's it -- I'm

17 going to refine that a little bit.  I'm going to

18 add a subtle twist to what you just said, but, yes,

19 in essence, what I'm saying is what you're saying.

20             What we need to be worried about is the

21 homes that are at risk.  By random luck -- some of

22 the homes at risk because of the things they do, I

23 should say.

24             If you want to think of it this way:

25 There's two types of risk.  There's the risk over
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 1 which you have some control, so the experience of

 2 your nurses, your infection control procedures

 3 etcetera.  Then there's risk over which you have no

 4 control, whether or not the geographic area in

 5 which you live has a high prevalence of COVID-19 or

 6 not.

 7             In my mind, actually, we should be

 8 thinking beyond COVID-19.  Because everything --

 9 COVID-19, you can think of it as just an extremely

10 bad flu.  Every year we have flu outbreaks in the

11 long-term care homes and the same infection control

12 procedures that are protecting people from COVID-19

13 will also protect them from the flu.

14             Of course, from the flu it's a

15 relatively small number of people that die, but

16 still, I would be surprised if there isn't

17 equivalent excess mortality or similar excess

18 mortality just from the flu, never mind COVID-19.

19             So if we improve infection control

20 procedures for COVID-19, we're also improving

21 infection control procedures for the flu and any

22 other infectious disease.

23             Yes?

24             COMMISSIONER KITTS:  So you alluded to

25 the need to refresh the performance metrics in
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 1 long-term care homes, and we're kind of on that

 2 subject now.  Are you going to speak more to that

 3 later?

 4             Because I think what you've said so far

 5 is that the poor performers had less hours of

 6 direct patient care.  They didn't have experienced

 7 staff, particularly nursing staff, and they didn't

 8 have strong IPAC measures; that's what I've learned

 9 so far.  Are there more metrics, and are you going

10 to cover that later, or should we do that now?

11             ARTHUR SWEETMAN:  Those are three.  Let

12 me do one or two other things first and then we can

13 come back to that, if you don't mind.

14             COMMISSIONER KITTS:  Okay, thank you.

15             ARTHUR SWEETMAN:  Just in light of

16 that, you'll notice that the urban, the homes in

17 urban areas are more likely to have infections.

18 Because urban areas are more likely to have a dense

19 population of people with COVID-19 than the rural

20 areas.

21             So you know, one of the things of being

22 in some sense at low risk is just to be in a rural

23 area.  Urban areas were more affected by COVID-19.

24             The other thing I didn't talk about,

25 which I just want to touch on first, there was also
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 1 the bad luck of having someone with COVID-19 walk

 2 through your door early as opposed to late.

 3             If you look at the timeline of

 4 infections, the outbreaks that happened early in

 5 the pandemic were more likely to lead to deaths and

 6 a larger number of deaths.

 7             And having someone walk through your

 8 door in April or May with COVID-19, everyone, the

 9 entire system was prepared to deal with it by then

10 and had upped their game, so to speak.

11             So one of the other elements of bad

12 luck is that you had someone walk through your door

13 with COVID-19 early, before the entire system was

14 really aware of the problem and sort of geared up

15 to deal with it, if that makes any sense.

16             So it's not just that there's a lot of

17 COVID-19 in your neighbourhood.  It's that someone

18 from your neighbourhood walked through your door

19 with COVID-19 early in the pandemic, before

20 everyone had upped their game and was taking all

21 the precautions that they needed.

22             Because you may remember, early in the

23 pandemic the government had made the decision, when

24 I say the government I mean really the health

25 professionals, had made the decision to direct
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 1 personal protective equipment away from long-term

 2 care facilities and towards hospitals.  Then there

 3 was a big change several weeks into the pandemic

 4 when they started giving more personal protective

 5 equipment to long-term care.

 6             So if someone walked through your door

 7 early, before the government allocated you

 8 sufficient personal protective equipment, you have

 9 a much higher probability of the infection

10 spreading within your long-term care facility.

11             That has nothing to do with the

12 long-term care facility itself.  It's about the

13 system, and the way the personal protective

14 equipment was distributed within the system.

15             If you were lucky not to have someone

16 walk through your door early and had someone walk

17 through your door late, you had all the personal

18 protective equipment, you had all the procedures in

19 place.

20             And so what I'm going to call even the

21 poor performing homes that were poor performers,

22 sort of early on, by the middle of the pandemic

23 they had really upped their game, as had everybody.

24 Does that make sense?

25             COMMISSIONER COKE:  Yes.
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 1             COMMISSIONER MARROCCO:  Yes.

 2             COMMISSIONER KITTS:  Can I just ask a

 3 follow up?  You're saying that April and May are

 4 early.

 5             ARTHUR SWEETMAN:  Maybe I should say --

 6 I should be careful there.  Maybe I should say

 7 February and March are particularly early.

 8             COMMISSIONER KITTS:  Yes.

 9             ARTHUR SWEETMAN:  If you look at the

10 March infections.  So you know The Ministry started

11 publishing its data -- I am going to get this wrong

12 -- was it March 25th?  What is the date they

13 started publishing?

14             If you look at the homes that already

15 had infections at that point, they had a very, very

16 high probability of having a large number of

17 deaths.  If you were unlucky enough to be infected

18 before people understood what was happening, then

19 you were in big trouble.

20             COMMISSIONER KITTS:  Yes.

21             ARTHUR SWEETMAN:  So maybe, my, the

22 later ones, when I say April and May, I think, you

23 know, everyone had upped their game.  Personal

24 protective equipment was being distributed to

25 long-term care homes, you know, with higher -- at
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 1 higher volumes, higher quantities of it.

 2             COMMISSIONER KITTS:  Right.  My

 3 question is that in February and March, we've been

 4 informed by others that the Diamond Princess

 5 outbreak was a clue to everybody that congregate

 6 settings were going to be more hard hit than

 7 others.

 8             So in February -- in your study on

 9 staffing, did you get a sense there was a sense of

10 urgency around the notion that long-term care was

11 going to get hit, and there was preparation,

12 perhaps not as strong as hospitals were preparing,

13 but did you get a sense that be there was some

14 urgency in February and March to get the long-term

15 care homes ready?

16             ARTHUR SWEETMAN:  So, to be perfectly

17 honest, I'm not sure what's happening inside

18 individual homes.

19             Again, I think there was, this is

20 something where some homes, I think, had people who

21 were more proactive and other homes were not.

22             And again, I have to be careful here.

23 This is not something I have a lot of knowledge

24 about, so I want to be very careful.  These are

25 vague general impressions, not something I would
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 1 want to hang my hat on.

 2             I can talk about the people at -- I'll

 3 call it in more senior positions in government and

 4 in public health.  And they clearly did not take

 5 that clue.  Because early on, they were diverting

 6 personal protective equipment away from long-term

 7 homes and diverting it towards hospitals; that was

 8 the priority.

 9             So I think some long-term care homes

10 took it as a clue for themselves, although I think

11 many did not.

12             But I think if you think about the

13 government as a whole, and when I'm talking about

14 the government here I'm not really talking about

15 the formal government, I'm not talking about

16 cabinet or something like that, which you can think

17 of government as you want.

18             I'm thinking really about sort of the

19 professionals in public health and the

20 professionals in The Ministry.  They were keeping

21 -- they were prioritizing hospitals above long-term

22 care in terms of personal protective equipment

23 during this period that you're talking about.

24             COMMISSIONER KITTS:  Thank you.

25             ARTHUR SWEETMAN:  I guess the key thing
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 1 I'm saying here is there's different levels of

 2 decision-making, and I can't really speak about

 3 what's happening on the ground at all, you know,

 4 600 homes.  I'm familiar with the homes around me

 5 and a couple of others, but there's a lot of homes

 6 and there's a lot of diversity.

 7             COMMISSIONER KITTS:  Thank you.

 8             COMMISSIONER MARROCCO:  Do you feel

 9 able to comment on what the first clue would have

10 been that there's going to be a problem in the

11 long-term care homes?

12             ARTHUR SWEETMAN:  So I think many

13 people right from the -- it depends who you're

14 talking to -- I have to be careful.  My memory is

15 just as bad as anybody's memory.  My retrospect

16 sees things much more clearly than things in

17 prospect.

18             But I think we understood before

19 COVID-19 existed, we understood that infectious

20 diseases were a problem in long-term care.  And we

21 understood every year there were flu outbreaks and

22 homes were shut down temporarily because of flu

23 outbreaks.

24             This is not a new problem.  It's just

25 that COVID-19 is an extreme, extreme version of an
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 1 ongoing problem, if that makes any sense.

 2             COMMISSIONER MARROCCO:  So would I be

 3 right then in your view in concluding that the more

 4 infectious the disease, then the more, the more

 5 obvious that the risk is going to materialize --

 6             ARTHUR SWEETMAN:  Yes.

 7             COMMISSIONER MARROCCO:  -- into

 8 something tragic or serious?

 9             ARTHUR SWEETMAN:  That's exactly what

10 I'm saying.

11             It took a long time for people to

12 understand.  Retrospect is wonderful.  You look

13 back; everything is clear.  In prospect -- we look

14 back and know exactly what we should have done to

15 make a lot of money on the stock market with the

16 most recent bump.

17             But beforehand it wasn't so clear, and

18 during it it wasn't so clear.  I'm not trying to

19 blame anybody; that's not appropriate.  I think in

20 retrospect things are much more obvious.

21             But I think everyone thought hospitals

22 would be the problem.  They looked at Italy, for

23 example, as being the developed country that was

24 hit earliest, and they didn't see giant problems in

25 long-term care.  They saw problems in hospitals.
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 1             It wasn't super obvious, I think, in

 2 those early days, as obvious as it is in retrospect

 3 that there would be problems in long-term care.

 4             But yes, from my point of view, in some

 5 sense we should have been on our toes.  This is a

 6 should have been kind of situation for all of us.

 7 We should have been aware that in many ways,

 8 COVID-19 is like a mega flu.

 9             I don't mean to downplay what COVID-19

10 is, but the mechanism for transmission is broadly

11 similar, and that flus are very, very serious

12 problems every year in long-term care in Ontario.

13             So in that sense, as soon as we

14 understood, which was very early on, the mode of

15 transmission, we should have been aware that that

16 was a mode of transmission that is a problem in

17 long-term care on a regular basis.

18             That's very easy to say in retrospect.

19 It's not so easy to say in prospect.

20             COMMISSIONER MARROCCO:  No, but it

21 doesn't seem all that outlandish to me that if you

22 know infectious diseases are a problem, and you're

23 told this is a very infectious disease, and your

24 preoccupation is long-term care, that's what you

25 do.
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 1             ARTHUR SWEETMAN:  I agree.

 2             COMMISSIONER MARROCCO:  The light would

 3 go on.

 4             ARTHUR SWEETMAN:  So you're saying the

 5 same thing I am, but I'm also giving some caveats.

 6 Perhaps the more -- I don't know, the stranger

 7 thing in my mind, is that how few studies have been

 8 done either in academia or in The Ministry or

 9 others looking at how to deal with new outbreaks.

10             If you look at the last 10 or 15 years

11 of flu outbreaks, and there have been flu outbreaks

12 a lot longer than 10 or 15 years, they have

13 probably killed more people than COVID-19.

14             You have to go back long enough, but

15 over the last 10 or 15 years, we have not done very

16 much about flu outbreaks in long-term care.  I'm

17 not saying we haven't done nothing.  But we haven't

18 -- I think we're going to do a lot more in the

19 future, let's put it that way, if that makes any

20 sense.

21             COMMISSIONER MARROCCO:  Yes.

22             ARTHUR SWEETMAN:  So I think that this

23 is a long-simmering problem that I think we're

24 going to deal with, you know, in a far better way

25 in the future.
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 1             So let me keep going back to the data

 2 question.  So one of the things -- I think we don't

 3 always ask the right questions and we don't always

 4 summarize the data the right way to make good,

 5 informed decisions.

 6             So there's a small number of homes that

 7 don't answer or haven't historically answered --

 8 it varies from year to year; I'm not saying it's

 9 systematically the same homes -- that don't respond

10 to the Long-Term Care Staffing Survey that The

11 Ministry does.

12             One of the things I would recommend is

13 that we look very carefully at the Long-Term Care

14 Staffing Survey and that we make it mandatory.

15             I have to say, I do not know and I

16 haven't checked and I've asked a few people, no one

17 has been able to tell me; did the homes that did

18 not answer -- or were the homes that did not answer

19 the Long-Term Care Staffing Survey, were they ones

20 that had more serious problems?

21             Is that in -- I'm not saying it is --

22 but could it be a marker of a poor performing home

23 that they didn't respond to The Ministry's

24 Long-Term Care Staffing Survey?

25             And in the staffing survey, I think we
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 1 need to be really careful to distinguish between

 2 things like scheduled hours of work, versus paid

 3 hours of work, versus actual hours of work.

 4             So this may sound subtle, but a lot of

 5 people, in the industry I come from people talk

 6 about workers "scratching" -- that is to say,

 7 workers who don't show up for their shift.  In some

 8 homes this is a really big problem.

 9             And yet we don't -- in our data

10 analysis, we actually look at scheduled hours, not

11 actual hours.  And we look at paid hours, which

12 includes vacations and includes sick time and all

13 kind of stuff instead of actual hours.

14             So I'm not opposed to collecting

15 information on scheduled hours; I'm not opposed to

16 collecting information on paid hours.  But the

17 information that we don't collect, I think, is the

18 stuff that we need, which is on actual hours of

19 care.  Especially of direct patient care.

20             Then in my mind what we need to do is

21 think about not what's happening on average, but

22 what's happening at the ten percent of homes that

23 are providing the lowest number of actual hours of

24 direct patient care, if that makes any sense.

25             And so a lot of these numbers, The
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 1 Ministry -- it takes several rounds of questions to

 2 figure this out sometimes.  They'll say "Here's the

 3 hours of care", and you say "What are you actually

 4 measuring in hours of care?"

 5             Sometimes it takes weeks because you

 6 ask a question, it takes time to get an answer, and

 7 of course the person you ask doesn't know and you

 8 have to ask somebody else.

 9             But frequently, what we think the

10 numbers are measuring is not actually what the

11 numbers are measuring.  So when The Ministry

12 reports a certain number of direct hours of patient

13 care, it doesn't necessarily mean that patients are

14 being provided that care.  It means that somebody

15 is being paid.

16             Now they might be on vacation, or they

17 might be at home sick, but we still count those

18 hours, at least in many of the statistics.  In our

19 report, that's one thing where we -- I yelled and

20 screamed a lot about this -- where we tried to make

21 a distinction between paid hours, actual hours,

22 scheduled hours, etcetera.

23             And I think that going forward, that's

24 something we need to be really careful about.

25             COMMISSIONER MARROCCO:  Do you have any
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 1 sense of why a person would look -- why they would

 2 look at it that way?  I would have thought if you

 3 asked three unemployed auto workers in Oshawa, they

 4 would say, no, look at the actual hours of work.

 5 We don't know anything about long-term care, no

 6 idea where the facilities are, but you should look

 7 at the actual hours of care.

 8             Do you have any idea why that, this

 9 other perspective is taken?

10             ARTHUR SWEETMAN:  So I can only guess.

11             COMMISSIONER MARROCCO:  Okay.

12             ARTHUR SWEETMAN:  I will guess, but I'm

13 going to tell you this is not evidence, this is

14 just hypothesis.

15             My hypothesis is that the paid hours,

16 which is what they report, are the easiest to

17 report.  Because you get them directly from the

18 accounting office, you know, from the HR office and

19 it's less costly to report those numbers, if that

20 makes any sense.

21             So I think it's about -- my hypothesis

22 is that it's about reporting convenience.

23             COMMISSIONER MARROCCO:  Okay.

24             ARTHUR SWEETMAN:  That's just a

25 hypothesis; you have to talk to people much more
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 1 familiar with the system than I am to talk about

 2 that.

 3             COMMISSIONER MARROCCO:  Understood.

 4 You're not placing your entire professional

 5 reputation --

 6             ARTHUR SWEETMAN:  That's right.

 7             COMMISSIONER MARROCCO: -- on that

 8 statement.

 9             ARTHUR SWEETMAN:  I'm making a guess.

10             COMMISSIONER COKE:  I'm just wondering,

11 sorry.  Are you aware of other jurisdictions that

12 are collecting the data in the appropriate way?

13             ARTHUR SWEETMAN:  As far as I know, the

14 jurisdictions I know a little bit about, which is

15 British Columbia and Alberta, they do exactly what

16 Ontario does.  And Alberta, as far as I can tell

17 it's exactly what we do, yeah.

18             So I think we're not deviating from

19 what I'm aware of as sort of the norm.  But I have

20 to be careful.

21             COMMISSIONER COKE:  I'm just wondering,

22 you know, when people start to getting to comparing

23 what others do or don't, you want to make sure it's

24 apples and oranges.

25             I was just wondering if everybody is
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 1 doing it that way.  I agree with what you're

 2 saying, in terms of getting the real information

 3 that tells you really what you want to know.

 4             It will be curious when people start to

 5 compare themselves with others, and I know that

 6 what should be the standard of care is an issue.

 7             ARTHUR SWEETMAN:  As I understand it,

 8 at least BC and Alberta -- and I won't talk about

 9 other provinces because I'm not 100 percent sure

10 what they do -- they do, as far as I know, what

11 Ontario does.

12             Again, you might find someone more

13 knowledgeable than me deep in The Ministry who

14 actually sees the forms and understands what's

15 being done, and they may say something slightly

16 different than me.  So rely on them more than me.

17             As far as I understand it, it's the

18 same.  But also, as far as I know, there's

19 relatively little comparative work that's done

20 across the provinces.

21             I mean, so in our report, we compared

22 to Alberta at one point in our report, and that was

23 only because the auditor general of Alberta had

24 released some numbers.  There's very little

25 communication across provinces.  There should be.
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 1             I think there should -- there's

 2 tremendous opportunities for interprovincial

 3 learning that I don't think happened very much.

 4 That probably should happen.

 5             COMMISSIONER KITTS:  Just a question

 6 about your staffing study.

 7             I think it's relatively well known that

 8 Kingston long-term care homes did very well.  I

 9 know one of the lucky things is you didn't have a

10 lot in the community.  But did you study Kingston

11 in particular to see what the difference was

12 between them and other homes, particularly around

13 staffing?

14             ARTHUR SWEETMAN:  No, we didn't, sorry.

15 My bet is -- again, this is pure hypothesis, pure

16 conjecture -- that Kingston may have well-run homes

17 or it may not.  But they didn't have anyone with

18 COVID walk through their doors.  I think that's the

19 key plus that Kingston had.  But I could be wrong;

20 I could be completely wrong.

21             COMMISSIONER MARROCCO:  Did you run

22 into any examples of where somebody did something

23 that actually improved their chances of dealing

24 with the COVID-19?

25             This is an infectious disease.
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 1 COVID-19 is a serious, it's a highly infectious --

 2 and then find a long-term care home or homes that

 3 actually did something which assisted in dealing

 4 with the problem, a practice that helped?

 5             ARTHUR SWEETMAN:  So we didn't go into

 6 that kind of home-specific detail, I'm afraid,

 7 sorry.

 8             In some of my research and some of the

 9 research that other people have done, I can list

10 off the things that sort of matter.  But this is

11 not from talking to people.  This is purely from

12 crunching numbers.  So it is a particular

13 perspective.

14             So it's clear that the larger homes,

15 there's more people walking through the door, and

16 if there are more people walking through the door

17 there's more chance of COVID-19.  So the size of

18 the home matters.

19             It's clear that homes with more people

20 per room are more likely to have infections.  So

21 the homes that have a higher percentage of rooms

22 which have, say, three or four people to a room as

23 opposed to one or two people to a room, they're

24 more likely to have an infection.

25             In my work and I haven't seen anyone
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 1 else say this, and I haven't published this yet, so

 2 grain of salt, no one else has had a chance to say

 3 it's wrong.

 4             Homes with more experienced nurses,

 5 that is to say -- homes that had very junior nurses

 6 tended to have more problems, right?

 7             In fact, I would say sort of, this is

 8 wrong, but I'm going to say, like, one-third of it

 9 is luck.  One-third of it is the physical

10 infrastructure.  And one-third of it is -- I'll

11 call it the number and quality of he staffing.

12             I only have proxies for the number and

13 quality of the staffing, but experience is one

14 indicator for the quality of the staffing.

15             And I've talked to people inside The

16 Ministry, and, you know, as a rule of thumb that

17 nobody quite believes but it has some sort of gut

18 truth to it.  At least a couple of the people I

19 talk to seem to think that is a sensible number,

20 sensible sort of thing.

21             I call it a third.  Maybe it's not

22 really a third, but there's a big component that's

23 just luck.  There's a big component which is your

24 physical infrastructure, including wide hallways,

25 just ability to sort of isolate residents inside
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 1 the facility, having enough space and rooms to be

 2 able to do that.  All those physical infrastructure

 3 issues.

 4             Then a third of it is sort of the

 5 quality and experience of your staff.  And whether

 6 or not you have --

 7             Sorry?

 8             COMMISSIONER MARROCCO:  So that's

 9 interesting to me in this sense:  So then do you

10 have a thought on what you would do now to improve

11 the quality of staffing in the short run?  Because,

12 of course, if there is a second phase or wave, it's

13 going to come in a hurry.

14             ARTHUR SWEETMAN:  Yes.

15             COMMISSIONER MARROCCO:  You're not

16 going to be able to set up a training institute or,

17 you know, some sort of long-term thing.  But do you

18 have thoughts about that?

19             ARTHUR SWEETMAN:  So my sense, again,

20 we're at the level of hypothesis here, is that in

21 terms of staff, it's not necessarily that every

22 single person on staff have tremendous experience.

23             It's that the director of care, so the

24 chief registered nurse and a couple of the

25 registered nurses that effectively run the clinical
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 1 side of it, that they have good experience.

 2             So, in other words, what you want is

 3 good clinical leadership.  And perhaps the

 4 physician in charge, the medical director, too, but

 5 in many places the medical director is less

 6 important than the nursing director, the director

 7 of care.

 8             So I think what you need is good local

 9 leadership, good experienced local leadership.

10 Some homes have fantastic, very experienced local

11 leadership.  I think that matters.

12             There's one odd thing that I see,

13 again, this is in my work not yet out.  If you look

14 at -- one of the things people were complaining

15 about in the media was part-time jobs in long-term

16 care, and people who are multiple jobholders in

17 long-term care.

18             So part-time work in long-term care and

19 multiple jobholding in long-term care is actually

20 not very different in the rest of healthcare in

21 Ontario, or the rest of health care in Canada, for

22 that matter.

23             If you look at the number of nurses

24 working in physicians' offices that are part-time

25 and multiple jobholders, or you look at a bunch of
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 1 other clinics, it's roughly comparable to long-term

 2 care.  In hospitals it's a little bit less, but

 3 only a little bit less.

 4             Part-time jobs and multiple jobholding

 5 are much more common in healthcare than they are in

 6 the rest of the community.  If you compare

 7 long-term care to the rest of healthcare, long-term

 8 care in terms of multiple jobholding and part-time

 9 -- I'm only talking about these things -- it looks

10 very comparable.

11             But if you compare it to the rest of

12 society outside of health care, there's a lot more

13 multiple jobholding and part-time work.  And that's

14 one of the things, obviously, that spreads

15 infections is having people working multiple jobs

16 and working in multiple places.

17             I think The Ministry took action to

18 bring that to an end, which raised its own

19 problems.  But that's one of the things we could

20 think about in the ongoing future is dealing with

21 multiple jobholding.

22             There was also discussions in the media

23 about people in long-term care being so poorly

24 paid.  Of course, that's not strictly true in

25 Ontario.  You guys have probably looked at this
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 1 already in great detail.  But the long-term care

 2 industry is highly unionized, right?

 3             You have, if you don't have, they're

 4 hanging on the website of The Ministry of Labour,

 5 all the collective agreements for all the long-term

 6 care facilities.  Those are public information;

 7 they're not secret.

 8             I won't mention which media, but a lot

 9 of media were on about the poorly paid people.  The

10 collective agreements are there, right.  You know

11 exactly what people are getting paid.

12             There's nobody, or almost nobody being

13 paid minimum wage.  There might be an occasional

14 summer student who is.

15             The pay in long-term care, for example,

16 for a PSW, is lower than the PSW pay in a hospital

17 by a little bit.  Not by a lot, but by a little

18 bit.  But it's higher than the pay for a PSW in

19 home care, again, not by a lot, by a little bit.

20             It used to be for, by a lot, until a

21 few years ago, I don't know if you remember a few

22 years ago, the Wynne government had this big policy

23 implementation where they increased minimum wages

24 in home care.

25             So PSWs and many of the, I'll call them
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 1 the "medium-skilled staff" in long-term care, their

 2 pay is in the middle of the spectrum.  It is a

 3 little bit less than in hospitals; it's a little

 4 bit more than long-term care.

 5             It's not terrible, it's not what you've

 6 heard in the media.  They do have benefits.  You

 7 might be able to find one or two homes that don't

 8 have benefits, but they do have benefits, they do

 9 have sick leave.  Maybe not enough sick leave.

10             In fact, one of my suggestions on this

11 front would be that the part-time staff, and this

12 is -- again, this is in the collective agreements,

13 you can just go read the collective agreements --

14 many of the part-time staff, the union and the

15 employer have elected jointly to give people pay in

16 lieu, instead of sick leave.

17             One of my strong suggestions would be

18 that long-term care should be forbidden from doing

19 pay in lieu of sick leave.  You can do pay in lieu

20 of other benefits, but people should be required to

21 have sick leave, and not to get, you know,

22 13 percent extra take-home pay.

23             But I think many staff will be very

24 upset by that, because many staff much prefer pay

25 in lieu.  Don't forget, the way things actually
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 1 work right now, in most long-term care facilities,

 2 part-time workers are paid more on an hourly basis

 3 than the full-time workers.

 4             I should be careful here when I say

 5 "pay".  Their take home wage, not their total

 6 remuneration package, including benefits.

 7             Because the way it works in many homes,

 8 I have to be careful, there's lots of different

 9 unions, lots of different collective agreements,

10 they're not all the same.

11             But in many of the collective

12 agreements, the full-time workers have to take

13 their benefits; they have to take their sick leave.

14             And the part-time workers in the

15 collective agreement, take their pay and they don't

16 take sick leave.  They take pay in lieu of sick

17 leave, so they get an extra, say, 13 percent or

18 15 percent.  It varies across homes, it varies

19 across collective agreements, but they're taking

20 the extra dollars home instead of sick leave,

21 right?

22             And that gives them an incentive to

23 come to work sick, right?  Because to begin with,

24 the part-time workers are being paid more than the

25 full-time workers in terms of their take-home pay.
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 1 Although, again, the total remuneration package is

 2 the same.

 3             But what they've done is, they've

 4 elected to shift the remuneration away from

 5 benefits for part-time workers towards higher pay.

 6 Does that make sense?

 7             And I'm happy for that to happen for

 8 many aspects of benefits, but I think it's

 9 problematic for that to happen for sick leave,

10 right?  Because, basically, the full-time workers

11 all have paid sick leave, or not all, but almost

12 all.

13             And the part-time ones, they're getting

14 the money equivalent of that paid sick leave, but

15 they're taking it as dollars.  I think that was one

16 of the problems we had.

17             COMMISSIONER MARROCCO:  Did anybody

18 identify -- what you've just said is a problem as

19 far as the flu is concerned as well?

20             ARTHUR SWEETMAN:  Yes.

21             COMMISSIONER MARROCCO:  So the flu,

22 which occurs every year, this problem would be

23 presenting itself every year.  You're paying people

24 to go to work sick and they have the flu and then

25 they spread the flu.
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 1             Was the problem ever identified that

 2 pay in lieu of sick leave is problematic for that

 3 reason?

 4             ARTHUR SWEETMAN:  So I have to say, my

 5 experience doesn't go back that many years.  So I'm

 6 not -- undoubtedly, somebody in the past has

 7 brought this up at some point.  But it certainly

 8 wasn't at the top of the agenda in the last little

 9 bit.  That's the best I can say.

10             You probably want to talk to someone

11 who has, you know, longer, deeper experience in

12 long-term care than me, to ask about previous

13 years.

14             COMMISSIONER MARROCCO:  Okay.

15             ARTHUR SWEETMAN:  And the other thing,

16 I guess is, just to realize that a lot of the

17 issues in long-term care, it's not -- it's not as

18 depicted in the media entirely.

19             A lot of the stuff that was said, I

20 think they were writing frequently national

21 stories.  They would find examples, especially from

22 Québec, and the pay in Québec's long-term care is a

23 lot lower than Ontario's.

24             Then they would make national

25 statements based on a particular person that they
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 1 interviewed in Québec or some such thing.

 2             COMMISSIONER MARROCCO:  Did you form a

 3 view -- sorry, Ms. Coke?

 4             COMMISSIONER COKE:  Just on the issue,

 5 you're saying the pay may be less of a retention

 6 issue than we imagine it is.  But I'm curious to

 7 know what you think of the primary reasons for some

 8 of the retention problems, if pay may not be as big

 9 a factor as we're imagining it is?

10             ARTHUR SWEETMAN:  Let me back up, I got

11 sidetracked there and I didn't quite finish my

12 story.

13             But -- let me do the "but" -- if you

14 look at people who are involuntary part-time, which

15 I've done in two data sources.

16             So I have the -- when the College of

17 Nurses does its annual registration, one of the

18 questions they ask all nurses in the province is,

19 you know, they ask them whether they're working

20 part-time.  And For the ones that are working

21 part-time, they ask them whether they'd prefer to

22 have a full-time job.

23             So the part-time rate in doctors'

24 offices and in other sort of, I'll call it

25 "community clinics", is actually higher than in
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 1 long-term care.  But a very high percentage of

 2 those nurses are happy working part-time.  The ones

 3 in long-term care are unhappy working part-time.

 4             And then I looked at the same data in

 5 Statistics Canada's Labour Force Survey.  They also

 6 have a question on involuntary part-time work.  You

 7 see exactly the same pattern, except in the

 8 Statistics Canada data, you can also see the PSWs,

 9 right?

10             The province has no data on PSWs.  They

11 only have it on registered staff, not the

12 unregistered staff.  But Stats Canada has data on

13 the unregistered as well as the registered staff.

14             You can see the same phenomena in the

15 Stats Can data for both the nurses and the PSWs,

16 you see that their part-time rate and their

17 multiple jobholding rate is similar to, say,

18 physicians' offices; but the involuntary part-time

19 rate is a lot higher, a much, much higher

20 percentage of them are unhappy being part-time.

21             So I suspect there's a couple of things

22 happening.  The long-term care pays better, and is

23 an opening to a full-time job.  So if you go into a

24 doctor's office, you know that you're going to have

25 a part-time job forever.  And so the people who go
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 1 work in those offices, they want part-time jobs and

 2 they know that that's the deal.

 3             A lot of the people working part-time

 4 in long-term care -- again, this is a hypothesis,

 5 but I think one with a little bit of evidence

 6 behind it.  I think a lot of the people in

 7 long-term care are taking a part-time job waiting

 8 for a full-time job to open up.  Because they want

 9 that full-time job; if that makes any sense.

10             And so you have unhappy part-time

11 workers in long-term care, as opposed to happy

12 part-time workers in doctors' offices.

13             I've got to be careful.  I'm sure you

14 can find one person or a small number of people in

15 doctors' offices who are unhappy part-time.  I'm

16 sure you can find -- in fact I can see in the data

17 there are some happy part-time workers in long-term

18 care, but disproportionately they're unhappy.

19             And in doctors' offices they're

20 disproportionately happy, if that makes any sense.

21 I think in long-term care, you have a lot of people

22 who are trying -- the way I'll put it is, they're

23 trying to get their foot in the door as a part-time

24 worker waiting for a full-time position to open up.

25             So you have those unhappy people.  I
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 1 should say also, in long-term care, a substantial

 2 number of the multiple jobholders, their first job

 3 is full-time, and they still have a second job.

 4             So a substantial, and especially in the

 5 PSWs, a substantial number of the PSWs have a

 6 full-time first job, and they still have a second

 7 job.

 8             So it's not only that it's a part-time

 9 worker looking for -- not all the multiple

10 jobholders are part-time in the first job and

11 part-time in the second.

12             A substantial fraction, not a majority,

13 but still a substantial fraction, are full-time in

14 their first job and part-time in the second job.

15             COMMISSIONER COKE:  Is that wage issues

16 to make up extra income, or we don't know?

17             ARTHUR SWEETMAN:  We don't know.  Maybe

18 for extra income.  I mean, I'm like that.  I have a

19 full-time job and I have a part-time job, and I

20 don't need the money.

21             I mean, there's lots of people in our

22 society that have full-time first jobs, I'd say a

23 very high fraction of physicians have full-time

24 first jobs, and they have a second job, right?

25             There's a lot of people in our society --
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 1 when I say "a lot", it's not like 50 percent, it's

 2 like 10 or 20 percent, who just like to work 60 or

 3 70 hours a week.  It depends on your personality.

 4 There are some people who are like that.

 5             So some of these people, they have

 6 full-time first jobs.  When I say "full-time",

 7 full-time is defined not as 40 hours a week.  I'm

 8 using the official definition, which is 30.  But

 9 even if you look at 35 or 38, there's a bunch of

10 people whose first job is 35, 38 and they're still

11 working a second job.

12             COMMISSIONER MARROCCO:  Arthur, the

13 legal profession has one or two people like that,

14 too.

15             ARTHUR SWEETMAN:  It definitely does.

16 Although the thing in the legal profession is you

17 can work the 70 hours a week in one job, right?

18             COMMISSIONER MARROCCO:  Yes.

19             ARTHUR SWEETMAN: But you understand

20 what I'm saying.  Like there's -- it's not --

21 there's not-one-size-fits-all solution here.  Even

22 if you gave everybody a full-time job, which I

23 think is virtually impossible, because long-term

24 care homes are 24-7 operations.  You need to have

25 some people come in on weekends, some people come
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 1 in at night.  You need more people in the day than

 2 you do at night.  It's tricky, right?

 3             That's one of the other things I didn't

 4 bring up, maybe I should have.  The doctors'

 5 offices are virtually all days, and a lot of the

 6 people working part-time in long-term care, they're

 7 working nights and weekends, right?

 8             The other thing is, it's a very

 9 stressful job in many situations.  I think of the

10 long-term care homes around me, where I know a

11 little bit more.

12             I mean, you're working with -- this may

13 sound -- you're working with a high percentage of

14 people who have dementia.  Some people with

15 dementia are not pleasant people.  Some of them

16 are, some of them aren't.

17             You're working with people who are

18 physically heavy, and you have to do a lot of

19 lifting; it's very physically demanding work.

20             So one of the things you'll notice is

21 one of the options to make sort of the long-term

22 care homes -- some people would argue -- to make

23 long-term care homes work more efficiently is to

24 work 12-hour shifts.

25             Hospitals typically have 12-hour
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 1 shifts.  Nurses in hospitals work 12 hours.  And

 2 that makes scheduling 24-7 much easier.

 3             But in long-term care, it's much more

 4 difficult, because the nurses are capable of

 5 working 12-hour shifts.  But the PSWs, the work is

 6 so physically demanding, it's very hard to work

 7 12-hour shifts for many of the people.

 8             So this is the problem.  You can work

 9 12-hour shifts where you have a job like I do,

10 where you're sitting doing Zoom meetings, and

11 sitting in front of a computer, writing and typing.

12 The most onerous thing I do is correct student

13 essays, which is frustrating but not physically

14 demanding.

15             If you look at what the people are

16 doing in long-term care, especially the PSWs,

17 especially the lower paid people, it's very

18 physically demanding work, and it's very hard to

19 work 12-hour shifts.

20             And I think that's one of the reasons

21 for some of the unhappiness and the turnover as

22 well.  This is the turnover, not people who want to

23 be full-time, but the people who want to -- you

24 know, basically just the turnover, people leaving

25 long-term care.  Because it is very physically
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 1 demanding, very challenging work.

 2             And don't forget, the average life

 3 expectancy of someone going into long-term care is

 4 three years, right?

 5             You're not talking about seniors in

 6 long-term care who are healthy.  You're talking

 7 about seniors in long-term care who are very, very

 8 ill.

 9             One-third of the people -- again, I'm

10 using big round numbers.  These are wrong,

11 obviously, but as a ball park, but one-third of

12 people in long-term care die every year.  The staff

13 is constantly forming bonds with people and the

14 people are dying.  It's emotionally challenging

15 work; it's physically demanding work.

16             And some people just find that very,

17 very difficult.  I think I would find that very

18 difficult, frankly.

19             COMMISSIONER COKE:  You talked about

20 the complexity of the people that they're looking

21 after, the residents, and I'm just wondering some

22 more of your thoughts about has the training and

23 the practices, or the people are expected, the

24 expertise that people are expected to have, if

25 that's kept pace with the population that they're
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 1 looking after?

 2             ARTHUR SWEETMAN:  So that's a good

 3 question.  I am probably not as expert on this as

 4 some people would be.  In fact, that's almost

 5 anyone -- let me put it a different way.  Many

 6 people would know more about how to answer that

 7 question than I do.

 8             My suspicion is, that it's not so much

 9 the training that's lagged behind; it's just the

10 hours, like, the workers' hours.  Acuity has gone

11 up quite a lot in the last 10, 15 years.

12             You may notice when Dalton McGuinty was

13 first elected Premier, there were 78,000 long-term

14 care beds in Ontario, and today there are 78,000

15 long-term care beds in Ontario.

16             But the population has both gotten a

17 lot bigger and a lot older.  But the number of

18 long-term care beds in Ontario has stayed frozen.

19             So the McGuinty and the Wynne

20 governments made a very deliberate, conscious

21 decision to not extend long-term care, and to shift

22 resources to home care instead.  Which a lot of

23 people promote.  There's a lot of people out there

24 saying that was the right thing to do.

25             But what that has meant is that acuity
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 1 levels in long-term care has increased quite

 2 dramatically as the population has gotten larger

 3 and older.  And the number of spots in long-term

 4 care has basically stayed constant, in fact has

 5 almost exactly stayed constant, for quite a number

 6 of years now.

 7             And so my view is, in getting back to

 8 your question, because I went on a bit of a

 9 tangent, sorry about that.

10             So training may be an issue, but I

11 suspect it's not as important an issue as just the

12 number of bodies you need to look after an older

13 and sicker population, higher acuity population.

14             COMMISSIONER KITTS:  Arthur, on that

15 subject, did you come across, because it's

16 interesting how long-term care homes have evolved.

17 They used to be called "nursing homes", because

18 people needed to be nursed not -- they weren't

19 medically complex.  And now they're called

20 long-term care homes, but we still call the patient

21 -- they call them "residents" not "patients".  And

22 the argument was, they're not institutionalized,

23 this is their home.

24             Did you come across -- it sounds like

25 the staffing requirements, the skill sets, the
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 1 number of staff, the resources they need to manage

 2 these people, it sounds like they're more -- at

 3 least a significant number, are more patients than

 4 residents.

 5             Did you come across any concerns around

 6 the acuity and the models of staffing that probably

 7 haven't kept up?  Or do you have any chronology of

 8 staffing changes over the last 10, 15 years?

 9             ARTHUR SWEETMAN:  There are other

10 people who are probably better placed to talk about

11 models of care than I am.  Again, I'm wearing my

12 economist hat, I prefer to stay within my area of

13 expertise.

14             COMMISSIONER KITTS:  Okay.

15             ARTHUR SWEETMAN:  So I can talk about

16 how many of the various types there are, but in

17 terms of care delivery, there are probably others.

18             I know that there are various homes

19 experimenting with alternative or new models of

20 delivery, and some of them are quite happy with

21 those.  But I'm not an expert in that, so I should

22 probably stay away from it.

23             COMMISSIONER KITTS:  One more quick

24 question on performance metrics.

25             You mentioned the Long-Term Care
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 1 Staffing Survey had a lot of information, and maybe

 2 someone should check to see if the non-responders

 3 correlated with large outbreaks or poor performance.

 4             You also said that one of the key

 5 metrics for good homes, or very good homes, is the

 6 leadership, particularly the nursing care director.

 7             Does the staffing survey that's done

 8 annually by The Ministry, would it give us

 9 information on the -- I guess the performance of

10 the leadership, good leaders versus not so good

11 leaders; do you know?

12             ARTHUR SWEETMAN:  I don't think it has

13 that type of information in general, it's much more

14 numerical.  And what you're asking involves

15 judgment.

16             COMMISSIONER KITTS:  Yes.

17             ARTHUR SWEETMAN:  So I think if you

18 wanted that type of information, that would need to

19 come from the inspection reports.

20             COMMISSIONER KITTS:  Okay.

21             ARTHUR SWEETMAN:  Rather than the

22 Long-Term Care Staffing Survey.

23             COMMISSIONER KITTS:  Thank you.

24             ARTHUR SWEETMAN:  So there's one or two

25 other things I wanted to bring up, I don't know how
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 1 much time we have.

 2             One of the key things we haven't talked

 3 about at all but is right in my bailiwick is

 4 funding.

 5             You guys probably know the funding

 6 model.  Most people I talk to are astonished once

 7 they come to understand how the funding model for

 8 long-term care in Ontario works.  What some people

 9 would say, how the funding model for long-term care

10 in Ontario doesn't work.

11             So I'm going to --

12             COMMISSIONER MARROCCO:  Arthur, just

13 let me stop you for a second.  We have as much time

14 as we need.  We're not under any particular time

15 constraint.

16             I might take a ten-minute break or

17 something like that, at a convenient time, but

18 we're not rushed and you shouldn't feel rushed

19 either.

20             ARTHUR SWEETMAN:  Okay, thank you.  I

21 didn't know if you had somebody else lined up after

22 me.

23             COMMISSIONER MARROCCO:  No, no.

24             ARTHUR SWEETMAN:  There's a couple of

25 things on funding that I thought, from my point of
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 1 view, are extremely important.  And I've started

 2 writing stuff about this, but I haven't quite

 3 finished yet.

 4             I'm going to say a bunch of things now

 5 which undoubtedly you know, but I'm going to start

 6 from the floor, just to help you with my story, so

 7 I'm not sort of jumping in in the middle; if that

 8 makes any sense.

 9             COMMISSIONER MARROCCO:  Okay.

10             ARTHUR SWEETMAN:  I apologize for

11 saying things which are redundant for you.

12             Right now, all homes in Ontario get a

13 certain amount of money per patient, which is

14 roughly, I'm going to call it $65,000 per year, per

15 patient on average.  And of course it's prorated

16 and it is acuity adjusted, et cetera.  So there's

17 that chunk of money, and then the patients --

18             Yes?

19             COMMISSIONER KITTS:  Arthur, just a

20 quick question.

21             When you're talking now about the

22 funding model, you're including private,

23 not-for-profit and municipal homes, all sort of

24 lumped into one under the funding?

25             ARTHUR SWEETMAN:  Everything.  So every
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 1 single home in the province gets the same transfer

 2 from The Ministry of Long-Term Care, this sort of,

 3 I'll call it this "base transfer".  It's

 4 structured, as far as I understand it, it's

 5 structured identically across those three different

 6 types of homes.

 7             It doesn't matter who owns the home or

 8 who operates the home, everybody gets the same

 9 funding.  And I'm being a bit sloppy here.  $65,000

10 on average, but again, it's acuity adjusted,

11 there's some adjustments.  But there's a funding

12 model for the provincial transfer to the homes,

13 which is a function of the average level of acuity

14 in the homes.

15             And it's basically the same money that

16 goes to every single home in the province; does

17 that make sense?  Now I have to be careful.  Again,

18 the small rural homes -- actually, it's the small

19 homes, but all the small homes are rural.  So I'm

20 going to call them "small rural homes", even though

21 in principle, it's just the size.

22             They actually get a top-up because

23 there's fixed costs in operating a home.  So the

24 small homes get the same fixed costs as the big

25 ones, so they get a little bit of extra money, the



Long-Term Care COVID-19 Commission  
Meeting with Dr. Sweetman on 9/10/2020  56

neesonsreporting.com
416.413.7755

 1 small homes.

 2             One of the problems here is that this

 3 is a fixed pot of money.  And right now, the way

 4 things work -- and in fact, we address this in our

 5 report, we suggest that this should end -- is that

 6 the acuity of the home is measured every year, and

 7 the pot of the money is divvied up as a function of

 8 sort of each home's share of total acuity.  I don't

 9 know how much sense this makes to you.

10             So what happens is, every single

11 patient in the home -- there's sort of a chart

12 that's filled out, and it has an acuity measure.

13 The acuity measure for the home is aggregated, and

14 then you come up with this sort of index of acuity

15 in your home.  Then the index, all the indexes of

16 acuity and all the homes in the province are sort

17 of added together.

18             And if you represent, say, two percent

19 of the acuity in the province, then you get two

20 percent of the funding; does that make sense?

21             So what ends up happening is, what's in

22 the industry is called "charting for dollars".  So

23 the nurses understand that when they're filling out

24 the charts, if they make their patients look more

25 sick than they are, have higher acuity than they
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 1 are, then they're going to get a bigger share of

 2 the pie.  And they know that if they chart, I'll

 3 call it -- I don't know what phrasing to use --

 4 they make people look less sick.  And the nursing

 5 home down the road makes people look more sick,

 6 then they're going to get a smaller share of the

 7 pie.

 8             So my personal view, and we mentioned

 9 this in our report, is that charting for clinical

10 reasons, and any acuity measures, should be

11 completely separate.  Like you shouldn't be -- you

12 shouldn't be sort of giving people incentives,

13 giving nurses incentives to write up charts to make

14 people look sicker, so that they get more money.

15 We're causing all kinds of really, I think,

16 problematic -- we're putting problematic incentives

17 into the system when we're combining these clinical

18 charts with the payment.

19             Now this is -- in some sense, you can

20 understand why they're doing this.  If the charts

21 really are objective measures of health, then what

22 The Ministry did in setting up this approach is

23 exactly right.  Because what you really do want to

24 know is, which homes have sicker patients, that

25 means they have higher costs.  Well if homes have
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 1 sicker patients and higher costs, they should get

 2 more money; that makes perfect sense.  And if

 3 charts, medical charts are objective measures of

 4 clinical health, then it's exactly right.

 5             The problem, of course, is that

 6 clinical charts are not objective measures of

 7 health.  And that there is incentives built into

 8 the system, right?  So we need to come up with some

 9 ways to get around those incentives.  Because we

10 need to know what people's actual medical condition

11 is.

12             And then, of course, tied to this is,

13 The Ministry is always funding based on last year's

14 acuity.  So if you had a lot of people in your home

15 last year, you're going to get a lot of money this

16 year.  But don't forget that one-third of your

17 patients die every year on average.

18             So it's not like your acuity from year

19 to year is stable.  Your acuity from year to year

20 varies quite a bit.  Now I have to be careful here.

21 In a large home, it doesn't vary very much from

22 year to year.  Because in a large home, it's

23 just -- this is where economists talk about

24 randomness, right?  In a large home, you have one

25 sick person, but it's out of, say, 400 people; it's
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 1 not going to make that much difference.  So in a

 2 large home they seem to sort of average out.  But

 3 in a small home, these can be problematic.  If you

 4 have one really sick patient who dies, or one

 5 really sick patient who's introduced into your

 6 home, in a small home, that can really change your

 7 cost structure.  Does that make sense?

 8             So there's two things here.  One is,

 9 so-called "charting for dollars".  And the other is

10 the time lag between the payments and the

11 measurements that come up with the payments.

12             Does that make sense to everybody?

13             COMMISSIONER MARROCCO:  It does.

14             ARTHUR SWEETMAN:  That's issue number

15 one.  Sorry.

16             COMMISSIONER MARROCCO:  Well, I think I

17 might just sort of take five minutes and give

18 everybody a chance to kind of go over what you

19 said, and give you a chance to figure out what else

20 you want to tell us.  And so I think we'll just

21 break for five to ten minutes.  You can just stay

22 on the screen and --

23             ARTHUR SWEETMAN:  Sure.  Thank you,

24 I'll go refill my water, I'll be right back.

25             COMMISSIONER MARROCCO:  I figured
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 1 everybody would want to do something.

 2             ARTHUR SWEETMAN:  Thank you.

 3             -- RECESS TAKEN AT 11:09 --

 4             -- UPON RESUMING AT 11:19 --

 5             COMMISSIONER MARROCCO:  Arthur, I just

 6 wanted to follow up on what you were saying when we

 7 broke.

 8             The funding that comes from the model

 9 you described, where does that end up?  Does that

10 go to profit, or is that the total?  Do you have

11 any sense of how those funds end up being applied?

12             ARTHUR SWEETMAN:  Yes.  So what I

13 talked about so far is only one element of five or

14 six elements of the funding package.  So it's a

15 very complex funding package.

16             If you don't mind, can you ask me that

17 question again in five or ten minutes.

18             COMMISSIONER MARROCCO:  If I remember,

19 I certainly will.

20             ARTHUR SWEETMAN:  I'll try to -- I'll

21 write it down.

22             COMMISSIONER MARROCCO:  Good.

23             ARTHUR SWEETMAN:  So the answer for

24 part of it is, for the for-profit homes, the money

25 I've talked about so far, has no direct influence



Long-Term Care COVID-19 Commission  
Meeting with Dr. Sweetman on 9/10/2020  61

neesonsreporting.com
416.413.7755

 1 on their profitability.

 2             So the money from the province -- and

 3 again, I'm not going to go into tremendous detail

 4 today, I could at some future time if you wanted.

 5             But it comes in envelopes.  So this

 6 $65,000 on average, per person, per resident per

 7 year, there's an envelope in there that's called

 8 the "raw food envelope".  And if it's not spent on

 9 raw food, it needs to go back to The Ministry.  And

10 there's a "nursing envelope", and if it's not spent

11 on nursing, it goes back to The Ministry.

12             So this particular avenue of funding,

13 which is one of several avenues of funding, it is

14 very tightly managed.  And in principle at least,

15 no profit comes from that to the for-profit homes.

16             The other part of the money, or one of

17 the other parts of the money, is the money that the

18 patients pay, or the -- actually, I don't think I

19 ever answered your earlier question as to whether

20 they're patients or residents.  And my answer would

21 be, it's not Kierkegaard's Either/Or, it's the

22 modern philosophers both/and.

23             I don't know if you're into philosophy,

24 but Kierkegaard wrote this famous book called,

25 Either/Or.  It's not Kierkegaard's Either/Or, it's
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 1 the modern philosopher, postmodern philosophers,

 2 both/and.

 3             I think that the residents are both

 4 residents and patients.  And that 20 years ago,

 5 when it was called "a nursing home", there was

 6 actually less nursing going on and more resident

 7 care going on, if you want to call it that.  And

 8 now, acuity levels are higher and we call them

 9 "long-term care", but there's more nursing going on

10 than ever, just because acuity levels are higher.

11             Sorry, I deviated there.  So the

12 residents or the patients -- or, and the patients,

13 they pay a certain amount, which I'm going to call

14 roughly $30,000 per year, per person.  But it's not

15 actually that number.  The number -- the amount is

16 regulated by the province, and there's some

17 grandfathering.  So if you went in three years ago

18 and got a two-person room, the amount that you pay

19 is fixed.  This is all on the web, it's pretty easy

20 to find, there's a lot of tedious details.

21             But basically, you pay a certain

22 amount, the amount varies, as a function of the

23 size of the room.  So like a three people to a

24 room, pays different than two people to a room,

25 pays different than a single person room.
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 1             And if you entered three years ago,

 2 you're paying a difference than if you entered two

 3 years ago, than if you entered this year, right.

 4 So there's that amount.

 5             So there's the personal amount, and I'm

 6 going to call it ballpark $30,000 a year.  And if

 7 you can't afford the personal amount, then The

 8 Ministry will pay it for you, right?  And so

 9 there's this game that goes on as well, where if

10 you know your mother or father is going into

11 long-term care -- and I should say my mother-in-law

12 is in long-term care, so I should declare my biases

13 here.  We didn't do this, but many families

14 immediately try to take that family money and

15 diversify it to the kids immediately so that

16 they're eligible for the subsidy.  It's a fair bit

17 of money.  So if you can do that, if you can manage

18 to get that money legally out of the hands of your

19 parents and into some other hands so that the

20 parent has low income or low resources, then you

21 get a subsidy.  And sometimes you're talking on the

22 order of -- it's prorated, but you might be talking

23 about $20,000 a year or something.  So there's a

24 bit of a game that goes on there, at least for some

25 people.
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 1             So there's these two basic pots of

 2 money.  $65,000 a year from the province for each

 3 person, plus $30,000 a year that the resident pays.

 4             One of the comments I'll make about

 5 this right now, you hear a lot of people talking

 6 about long-term care insurance.  So from the

 7 resident's point of view, long-term care insurance

 8 may be a very good thing.  From the province's

 9 point of view, at least potentially, long-term care

10 insurance is a terrible thing.  Because most

11 long-term care -- or at least most ideas for

12 long-term care insurance, and most actual long-term

13 care insurance, pays the $30,000 personal amount,

14 but doesn't pay the $65,000 government amount.

15             So if you have a lot of people buying

16 long-term insurance, that means that the government

17 -- and when I say "the government", I actually mean

18 the LHINs, and the -- again, not Cabinet, not that

19 sense of government.  But the OPS sense of

20 government, and the LHIN sense of government.

21             You have a bunch of people who say, I'm

22 sick, I have insurance, I want my spot.  So you

23 have a lot of people banging on your door, but

24 every single spot that's allocated, costs the

25 government $65,000.
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 1             So if long-term care insurance

 2 increases, stimulates demand, but then as you

 3 increase demand, the transfer from the government

 4 has to go up quite a bit; if that makes any sense.

 5             So you have to be a bit careful there.

 6 If you want long-term care insurance, you have to

 7 remember that someone who has long-term care

 8 insurance is going to want service.  And for every

 9 dollar that the person puts in to buy their own

10 service, the government is putting in $2 and a few

11 cents.  So that means the taxpayer is putting in

12 those dollars and cents.  So you want to be really

13 careful about this funding model.

14             So the way I think about it, the way

15 I've explained it to people is, it's actually a lot

16 like universities.  Every student who goes to

17 university, pays tuition.  And every student who

18 attends a university, the government gives the

19 university a transfer to fund that student.  And in

20 Ontario, it's about 50-50 at the university, and

21 it's about 2 to 1 for long-term care.

22             And if you can't afford your tuition,

23 the government has OSAP, it has a student loan

24 program, or a student grant program to subsidize

25 you.  So that in long-term care, there are no
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 1 loans, it's all grants, but it's the same idea.

 2             So the government actually has, in some

 3 sense, so far what we've talked about is two

 4 government budget envelopes.  It has a budget

 5 envelope for the $65,000 a year per person, on

 6 average.  And it has a budget envelope for the

 7 subsidy for the people who can't afford the

 8 personal amount.  Does that make sense?

 9             Then, the government also has a bunch

10 of special envelopes.  As I mentioned one of them

11 earlier, there's a special envelope of funding for

12 long-term care homes that are small to support

13 them.  And then, occasionally, there are one-time

14 things.  So the not-for-profit homes get extra

15 money to help them with planning renovations, for

16 example.  And that money sort of comes some years

17 and disappears other years.

18             And then there's sometimes extra money

19 for doing renovations and that, so there's also a

20 capital account.  And a capital account is more hit

21 and miss, if that makes any sense.  It doesn't have

22 the same sort of regulations around it in a stable

23 way over time that the other money does.

24             So that's the standard money.  You have

25 to think about, for the 15 plus or minus percent of
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 1 homes that are municipal homes, they get extra

 2 money from the municipality.  And how much each

 3 municipality spends is -- it varies, but on average

 4 in the province, each municipal home tosses in

 5 something like on the order of 20, 21 thousand

 6 dollars per patient, per year.

 7             So when we talk about the municipal

 8 homes doing better than the for-profit homes, you

 9 have to remember that the municipal homes have an

10 extra $21,000 per patient, per year to spend.

11             If you add this up, you're talking

12 about $30,000 from the personal amount, and the

13 profit for the for-profit homes is supposed to come

14 from the personal amount.  You have roughly $65,000

15 a year, so for a total of around $95,000 a year,

16 from the combining the government and the personal

17 amount.  And then you have another $20,000, which

18 brings you up to a total of $105,000 per patient,

19 per year, for the municipal homes, right?

20             So if you think of the municipal homes

21 have something on the order of 20, 25 percent extra

22 funding that the for-profit homes don't have.  And

23 you can think that that pays for a lot, the extra

24 20, 25 percent.  If I increased your salary, or

25 your staff's salary by 20, 25 percent, you can do a
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 1 lot more.  If I increased your commissions budget

 2 by 20 or 25 percent, you can do a lot more, right?

 3             So it's not surprising that the

 4 municipal homes do well.  And then there's other

 5 tricks, there's other weird things, like find --

 6 I'll give you an example.

 7             Municipal homes don't pay municipal

 8 property taxes.  So in addition to the 20, 21

 9 thousand dollars a year from direct funding they

10 get from municipalities on average, they also get

11 an indirect subsidy by not needing to pay property

12 taxes.

13             The for-profit homes get a subsidy from

14 The Ministry, this is another one of those little

15 envelopes.  There's lots of little envelopes

16 floating around.  They get another transfer from

17 The Ministry that pays -- I'm going to get this

18 wrong, but I think it's 85 percent of their

19 property taxes.

20             So the for-profit homes, in addition to

21 getting 20, 21 thousand dollars less per patient,

22 per year, they also need to pay 15 percent of their

23 property taxes.  Whereas municipal homes have to

24 pay zero of their property taxes.

25             There's lots of little details here,
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 1 I'm not going to go into all the details.  And to

 2 be honest, I'm not familiar with all of the little

 3 details.  Bit this just gives you some sense, we're

 4 not talking about a level playing field for funding

 5 here.  There's dramatic differences across homes.

 6             Then we also say the "not-for-profit

 7 homes" -- so when I say the "nonmunicipal

 8 not-for-profit homes", they are all registered as

 9 charities.  And they all receive charitable tax

10 receipts, or they all issue charitable tax

11 receipts.

12             And I have to be careful here, because

13 the homes themselves are sometimes charitables, or

14 they're almost all charities, but they frequently

15 have associated foundations.  So if I think about

16 here in Dundas, where I live, there are three

17 homes.  There's a municipal home called "Wentworth

18 Lodge"; there's a private home called "Blackadars";

19 and there's a not-for-profit home in the voluntary

20 sector called "St. Joseph's Villa".

21             Now, St. Joseph's Villa has -- and I'm

22 just giving you these as examples, right?

23 St. Joseph's Villa has associated with it, the

24 St. Joseph's Villa Foundation.  So most of the

25 donations go to the St. Joseph's Villa Foundation,
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 1 and the St. Joseph's Villa Foundation transfers

 2 them -- it's a bit tricky, actually, because it

 3 transfers them to a cluster; and this is true in

 4 many situations.  A cluster of St. Joseph's Villa

 5 affiliates.  One of the affiliates is a long-term

 6 care home; the other affiliate is a hospice; and

 7 the third affiliate is a retirement home.  So they

 8 have a full site, where there's a retirement home,

 9 a long-term care home, and a hospice.  It's all

10 colocated, and people in principle and in practice,

11 can move across the three different things from the

12 retirement home, to the long-term care home, to the

13 hospice.

14             And the key issue in terms of funding

15 here, is that the government is once again giving

16 money to the not-for-profit homes by issuing tax

17 receipts.  And people complained about highly paid

18 the workers are in the for-profit homes -- at least

19 the CEOs are in the for-profit homes.

20             If you look -- and this is public information,

21 I have downloaded all the tax returns for all the

22 long-term care homes.  And many of the associated

23 foundations for Ontario -- actually, I just

24 downloaded them for all of Canada.  They're all

25 public information on the CRA website.  Although
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 1 the CRA makes it hard for you to read them.

 2             So the people being in the foundations

 3 are frequently paid quite well.  So here in Dundas,

 4 the chief fundraiser earned -- I should be careful

 5 -- they don't tell you how much they earn, it's in

 6 categories.  And the person here in Dundas last

 7 year was in the $350,000 and over category.  And

 8 this is the not-for-profit homes.  So as much as we

 9 complain about the for-profit homes, the

10 not-for-profit, some people in those organizations

11 do pretty well as well.

12             I should say, the $350,000 last year

13 seems to be abnormal.  If I look at the tax return

14 from two years ago, the person holding the same

15 position -- you don't know the names of the person,

16 you only know the position.  The person holding the

17 position two years only earned in excess of

18 $160,000.  It might be 150, I could be

19 misremembering the threshold.

20             Anyway, the point being, there are also

21 large amounts of money, and it varies dramatically

22 across homes, that are subsidizing some of the

23 not-for-profit homes, where $0.50 on the dollar

24 coming from family and other people interested in

25 the residents, and $0.50 on the dollar coming from
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 1 taxpayers, that come through these charities.

 2             So on average, the amount of money in

 3 tax receipts for charitable donations that homes

 4 receive, is less than the $20,000 that comes from

 5 municipalities.  It's more like 3, 4, 5 thousand

 6 per bed, per year, but it's a non-trivial amount of

 7 money, if you're thinking about, you know, in the

 8 aggregate across a home.

 9             So the for-profit homes, the

10 not-for-profit charitable homes, and the municipal

11 homes have very, very different funding streams.

12 Right?

13             Now it's got to the point that actually

14 some of the for-profit homes a couple of years ago

15 caught on to this charitable stuff.  And some of

16 the for-profit homes -- I'm not quite sure how they

17 did this, they had some clever lawyers.  But they

18 managed to set up charities to fund the -- sorry.

19 Some of the for-profit long-term care homes have

20 set up associated foundations to fund the

21 for-profit homes as well, but not very many of

22 those, and they don't seem to receive all that much

23 money.

24             So the key thing is, beyond the base

25 money, the personal amount and the provincial
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 1 amount, which is common to all homes, the municipal

 2 homes get an extra chunk of money from the

 3 municipality, and the amount that they get varies

 4 dramatically across municipalities.  So I've gone

 5 through the budgets of a few municipalities.  And

 6 some of them are very transparent, and some of them

 7 are far less transparent.  So in some areas, it's

 8 really hard to figure out how much they're

 9 transferring to the homes, because they put it

10 together in a senior's budget and they just give

11 high level averages.

12             But we know from, say, AdvantAge

13 Ontario's reports, that the average in the province

14 is -- at least I should say, the average in the

15 province a couple of years ago, because all these

16 numbers are, you know, lagged a couple of years, is

17 on the order of $20,000 a year.  And then the

18 not-for-profit homes also have charitable donations

19 which are taxpayer subsidized.

20             Now I'm not saying that any of this is

21 bad, but I'm saying that when you're thinking about

22 the operations of these homes, you have to realize

23 that some of them have 20 to 30 percent more

24 operating revenue than others.  Okay?

25             Now, the municipal homes have --
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 1 municipal homes can also issue tax receipts.  I

 2 have no idea how much the municipal homes get in

 3 donations, because the Canada Revenue Agency

 4 doesn't collect information on the municipalities

 5 and the tax receipts that they issue.  They only

 6 require traditional charities to file tax receipts.

 7 So we know exactly what they've issued.

 8             So it's a very, very complicated

 9 funding model, and a very unequal funding model

10 across municipal for-profit and not-for-profit

11 homes.

12             And it also means that the not-for-profit

13 homes set up in wealthy neighborhoods have

14 tremendous resources.  And the not-for-profit homes

15 set up in not so wealthy neighborhoods have far

16 fewer resources because their charitable receipts

17 are far lower.

18             Does that make sense?

19             COMMISSIONER MARROCCO:  Has there been

20 any -- does the funding model contribute to what

21 happened?

22             ARTHUR SWEETMAN:  Oh, sure.  The

23 municipal homes and the better funded homes clearly

24 had fewer COVID problems, right?

25             So it gets a bit tricky.  I have not
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 1 sat down and looked among the charitable homes to

 2 figure out exactly how much they received on

 3 average over the last, you know, five or six years.

 4 And to correlate that with the COVID outbreaks, I

 5 haven't done that.  But I have looked at the

 6 municipal funding difference, and it's big.  And

 7 the municipal funding difference is clearly

 8 correlated with COVID outbreaks.

 9             So what that means in part is that the

10 staff in municipal homes, there tend to be more

11 staff, and they tend to be better paid, and it

12 tends to be less turnover, right?  If you want to

13 work some place, you want to work in one of the

14 well-paying homes.

15             And the unions are also -- just as a

16 bit of an aside, the Employment Equity Act really

17 helped staff in long-term care in municipalities

18 here.  Because the Employment Equity Act says that

19 everyone gets paid more or less at the same level

20 as the highest paid person.  And for the municipal

21 homes, that means the employers in the

22 municipality.  So the Employment Equity Act applies

23 to the entire municipality.

24             So the unions in long-term care, if

25 they -- this happened several years ago, in fact



Long-Term Care COVID-19 Commission  
Meeting with Dr. Sweetman on 9/10/2020  76

neesonsreporting.com
416.413.7755

 1 quite a few years ago now -- there were a number of

 2 issues where they would say there was someone in

 3 some other part of the municipality being paid

 4 more, our people should be paid more.  So the

 5 salaries in long-term care -- municipal long-term

 6 care homes increased quite substantially when the

 7 Employment Equity Act was brought in.  Because all

 8 of a sudden, you could make comparisons across the

 9 entire municipality, to try to find high paid

10 workers to compare it to.

11             Whereas in the private homes, you can't

12 do that.  In the private home, there is no one you

13 can compare to.  So the Employment Equity Act only

14 operates within the home.

15             In fact, this is an aside, this is one

16 of my complaints with the Employment Equity Act.

17 That it really looks at discrimination within

18 employers, but we know that -- economists have been

19 saying for a long time, most discrimination in

20 Canada does not happen within employers, it happens

21 across employers.

22             And Employment Equity does a great job

23 at solving the problem within employers, but it

24 does a really crappy job -- in fact, it does no job

25 at all, at solving the problem across employers;
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 1 and that's really where the problem is.

 2             In fact, we've done a great job at

 3 solving something that's not really a problem and

 4 we've avoided solving the real problem.

 5             But you see that in some sense within

 6 the long-term care homes.  Where private homes,

 7 there's no comparison group, you can't use

 8 Employment Equity Act to bring up wages.  Where in

 9 municipal homes, you can use the Employment Equity

10 Act to bring up wages.  And unions have done so

11 very successfully over the last -- well, they

12 haven't done so recently, because you can only do

13 it once right at the beginning.  They did it very

14 successfully in the years immediately after the Act

15 being brought in.

16             And that's one of the reasons why wages

17 are higher in municipal homes than long-term care

18 homes -- sorry, in private long-term care homes.

19             COMMISSIONER MARROCCO:  Did you come

20 across a funding model that you felt should be

21 endorsed?

22             ARTHUR SWEETMAN:  So there's several

23 aspects to this.  Again, it's a personal opinion.

24 For the $65,000 base amount, I would prefer what

25 economists would call it "prospective funding
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 1 model".  Instead of charting acuity every year, I

 2 would prefer that on entry, acuity is determined

 3 for each patient, and then that -- and we know that

 4 people on average, their health deteriorates, so it

 5 needs to go up.  So we know, and we know pretty

 6 much that if someone enters a home with a certain

 7 level of acuity, we understand, on average, how the

 8 costs are going to change over time.

 9             So I think we should do that initial

10 acuity measure, fund homes based on how sick the

11 patients are, or the residents are when they first

12 arrive, and then the expected or the average rate

13 of healthcare deterioration for those residents

14 over time, rather than charting actual acuity every

15 time.

16             One of the complaints I've heard from

17 some people about that is, yes, but if a home does

18 a really good job and keeps people healthy, they're

19 going to end up with extra money; and my response

20 is "yes", right?  If the homes do a good job and

21 keep people healthy, yes, they get extra money,

22 great; what's the problem with that?  And if they

23 do a bad job and the people get sicker than the

24 average, you know, if they get sick more quickly,

25 then it's going to be more expensive, you know, but
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 1 that's an issue they need to deal with.

 2             On average, and most homes are large

 3 enough that, you know, some people get sick more

 4 quickly by random luck, and some people get sick

 5 more slowly by random luck.  In a home with more

 6 than 100 people, that all kind of averages out,

 7 it's not an issue.  That's only really an issue in

 8 a small home, like in a 30-person or 40-person

 9 home.  There's not very many of those, and they

10 already get extra base funding anyway.

11             So what I'm saying is, this prospective

12 payment, what it does is it transfers some risk to

13 the home.  And it also transfers some incentives to

14 them to keep the patients well.

15             So my view is that the risk is not an

16 issue in large homes, because they're diversified

17 across a large number of patients.  I'm using

18 economic speak here.

19             And for smaller homes, I don't think

20 that the risk is a problem, because they already

21 are getting an extra top-up for being a small home.

22 So the risk in some sense can be absorbed into that

23 extra top-up.  So I would prefer this one-time

24 measurement.

25             I have talked to a couple of operators
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 1 about this.  And, basically, they are not opposed

 2 to what I'm saying.  The thing that motivates them

 3 the most, is that they think the paperwork

 4 associated with the annual assessment is a pain.

 5 They would really love to get rid of that

 6 paperwork.  They find it extremely onerous to do

 7 these annual health reports and to file all the

 8 paperwork associated with the annual acuity

 9 measurement.

10             So from their point of view, all of my

11 prospective stuff, that's like a second order

12 thing.  From their point of view, just getting rid

13 of all that paperwork that they have to do every

14 year for every patient would be a big improvement

15 and would allow them to spend more time with the

16 patients.  When I say that, that's of the two or

17 three that I've spoke to, I won't say that that's a

18 universal attitude.

19             COMMISSIONER KITTS:  Arthur, given that

20 the acuity is going up, at a certain level of

21 acuity they get transferred to a hospital; is it

22 possible that you could -- the difference between

23 the lowest acuity and the highest acuity, is now

24 sufficiently small that you could give an average

25 to homes, or is it that big a gap?
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 1             ARTHUR SWEETMAN:  So I would say that

 2 what you're saying, other people have suggested

 3 that.  And that would be fine.  I would have no

 4 problem with that.  I think in some sense, what I'm

 5 saying is a little bit better, but it's only a

 6 little bit better.  And it might not be worth the

 7 trouble of somebody sitting in The Ministry doing

 8 the calculations every year.

 9             I think what I'm doing is very low

10 transaction costs, what I'm proposing.  Because you

11 have to do an acuity measure on entrance anyway,

12 that's being done, that's not an issue.

13             So what you're saying would be fine,

14 and it's less transaction cost.  What I'm saying --

15 the reason I'm saying it, I think it's a little bit

16 better, but it's not a great deal of difference, I

17 have to admit to you.

18             The one thing I will say, many people

19 who are very high acuity do not go to hospitals.

20 Many simply elect to die in the long-term care

21 home.  There are exceptions, I'm not saying that

22 that's universally true.

23             COMMISSIONER KITTS:  Right.  And I

24 think a good palliative care program would help

25 that.
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 1             ARTHUR SWEETMAN:  Yes.

 2             COMMISSIONER KITTS:  But the other

 3 thing in yours -- well, in my suggestion it takes

 4 away any gaming of acuity.

 5             ARTHUR SWEETMAN:  Well, mine takes away

 6 gaming as well and in fact gives incentives for the

 7 reverse; gives incentives to keep people healthy.

 8             But they're fairly small incentives.  I

 9 don't think it's, again, what you're suggesting,

10 what I'm suggesting are very close to each other.

11             COMMISSIONER KITTS:  Thank you.

12             COMMISSIONER MARROCCO:  All right.

13             ARTHUR SWEETMAN:  So I think I'm coming

14 close to the end of my list.  The one I did want to

15 put at the end, but I really wanted to make it to

16 was the funding issue.  I think most people ignore

17 the funding model, and I think the funding model is

18 problematic.

19             Maybe the last thing I'll mention about

20 the funding model, and this builds on the question

21 I was just asked a second ago.  Acuity is going up.

22 And the way it works, acuity does not determine how

23 much money you get, it only determines the share of

24 the pie that you get.

25             If we wanted to, we might -- if we
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 1 really care about the patients, we should say that

 2 the funding should be a function of acuity.  So if

 3 acuity goes up, funding goes up.  Not, if acuity

 4 goes up, the pie stays the same.  Although, the pie

 5 does change over time, but it doesn't change as a

 6 function of acuity.  And that if you have more sick

 7 people, you get a bigger share of the pie.  So it's

 8 a matter of having this fixed amount of money

 9 that's devoted to acuity, as opposed to a certain

10 number of dollars fixed to acuity.

11             I understand why people are reluctant

12 to fix a certain number of dollars to acuity,

13 because acuity is an extremely difficult concept to

14 peg down in an objective manner.  It's very, very

15 tricky to peg that down, to really say that this

16 person is sicker or more costly to maintain than

17 some other person; that is tricky.  So I do

18 understand the motivation for what we're doing

19 right now.  But it's nonetheless, we have to

20 recognize that it's -- at least I believe it's

21 problem -- even though I recognize why people are

22 doing it, it is somewhat problematic.  Everything

23 in these funding models, there are pros and cons.

24             COMMISSIONER MARROCCO:  Well, Arthur,

25 if you've reached -- I don't think we have any
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 1 questions.  So if you've -- oh, yes, Commissioner

 2 Coke.

 3             COMMISSIONER COKE:  Sorry, just coming

 4 back to the staffing strategy that you have worked

 5 on, which is very comprehensive and a number of

 6 elements to it.

 7             But just in terms of the short term,

 8 what you think the key priority for The Ministry to

 9 act on would be.

10             ARTHUR SWEETMAN:  So right now, my key

11 priority would be for them to identify the homes

12 that are most at risk.  Includes the homes that had

13 outbreaks, but also the ones that could have

14 outbreaks, you know, that bottom, I'll call it

15 15 percent of homes.  And to actively intervene to

16 help those homes.  Which is not to say sending in

17 the military necessarily.  But in some sense, to

18 help them with the staffing challenges that they

19 face.

20             And sometimes it's not just staffing;

21 this is where it's tricky.  Like a lot of the homes

22 that had serious problems, sometimes there were

23 staffing problems, but sometimes it's just that

24 they had four people to a room.  And it's very

25 difficult to deal with infection control when most
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 1 of your rooms have four people to a room.

 2             And so we face a challenge.  If we

 3 changed all rooms into, I'll call it one or two

 4 people rooms -- some people at the Long-Term Care

 5 Association have done some -- this is OLTCA, have

 6 done some work on this.  And they figured that

 7 would eliminate around 5 or 8 percent of the rooms

 8 in the province, or maybe I should say -- sorry.

 9 5 to 8 percent of the beds in the province if we

10 simply converted all four-bedroom and three-bedroom

11 rooms into one- and two-bedroom rooms.  It depends

12 on exactly how you do it, etcetera.

13             One of the main problems people face is

14 just the physical infrastructure.  And one way to

15 deal with the physical infrastructure is simply to

16 convert big rooms into small rooms.  But if we do

17 that, we're going to lose 5 to 8 percent of our

18 capacity at least.  So there's a real tradeoff

19 there.  It is not clear, it's not clear that I know

20 the answers or anyone knows the answers there, but

21 that's a difficult thing.

22             So the first thing I would do would be

23 start thinking about those tradeoffs and what rooms

24 we can convert, losing the least capacity in the

25 system.  What homes that need extra staff.  And
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 1 maybe some leadership staff.  And that gets tricky,

 2 right?  Because if you're going to start giving

 3 them extra money, then everyone is going to want to

 4 be a home that needs extra money.  It's tricky.

 5             COMMISSIONER COKE:  You're saying sort

 6 of target those -- rather than do a blank thing

 7 straight away, just target in focusing on the ones

 8 that are most high risk.

 9             ARTHUR SWEETMAN:  Yeah.  So my point of

10 view, there's virtually no municipal homes that

11 need any assistance right now.  They're working

12 pretty well, and many of them are fantastic, quite

13 frankly.

14             I'll be prejudiced here.  I'll say the

15 one my mother-in-law is in is a fantastic home.  I

16 hope that if I need to go into a long-term care

17 home, I hope to go into one as nice as the one

18 she's in.  She's here in Dundas, it's a great home.

19 I have nothing but positive things to say about

20 that.  I don't think that they need particularly

21 any help.  They might -- I'm sure that they can

22 always use -- everyone will say that they always

23 need more resources, and that's probably true.

24             But I think if I was The Ministry, you

25 can't do everything all at once, I would focus in
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 1 on the -- by first identifying the high risk homes,

 2 because I think the identification itself is a

 3 challenge.  And then actively, or proactively, I

 4 should say, assisting those 10, 15, 20 percent of

 5 homes that are most at risk.  And the interventions

 6 need to be both on the staffing side, but also on

 7 the physical infrastructure side.

 8             So even though your question was

 9 focused on the staffing, I'm bringing in the

10 physical infrastructure.  Because I actually don't

11 think it's possible to separate the two.  I don't

12 think it's possible to look at one without looking

13 at the other.

14             COMMISSIONER MARROCCO:  All right.

15 Anything further?  Yes, Jack?

16             COMMISSIONER KITTS:  Just one last

17 question, because I think when you say "system",

18 are you talking about the long-term care system or

19 the entire health and long-term care system?

20             ARTHUR SWEETMAN:  So I was talking

21 about long-term care.  You're right, there is a --

22 it does -- the two are somewhat integrated; not a

23 lot, but a little bit integrated.  So I was

24 focusing exclusively on long-term care.

25             COMMISSIONER KITTS:  So my point is,
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 1 the recommendations you've made are tremendous, but

 2 they're wide sweeping.  And I can't see it

 3 happening without a full court press by the entire

 4 system on getting these done together.

 5             When the hospitals and the Army came

 6 in, they brought people, but they also brought

 7 leadership and IPAC and a lot of other things that

 8 I think the long-term care system would rely on.

 9             So my last question is, have you heard

10 of the government's initiative on Ontario Health

11 Teams?

12             ARTHUR SWEETMAN:  I have, yes.

13             COMMISSIONER KITTS:  Do you know enough

14 to think that that might be a solution?

15             ARTHUR SWEETMAN:  It might be.  To be

16 perfectly honest, I'm going to sound terrible, I'm

17 going to give you the economist on the one hand -

18 on the other hand.

19             COMMISSIONER KITTS:  Yes.

20             ARTHUR SWEETMAN:  I think given

21 COVID-19, I think it's going to be helpful.

22 Because I think right now, everyone is focused on

23 long-term care, including the hospitals.  And so

24 they're going to give it a lot of attention.

25             In the absence of COVID-19, it's not
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 1 clear that long-term care and these health teams

 2 where the leadership is focused primarily on the

 3 hospitals, would have been as good a thing as it

 4 will be in the current situation.

 5             And my concern is that five years from

 6 now, when COVID-19 is forgotten -- I wrote a book a

 7 number of years ago about SARS, and we had some

 8 people looking back at the 1918 influenza pandemic.

 9 The amazing thing is how quickly everyone forgot

10 about the influenza pandemic when it was over.

11             So my suspicion is, right now the big

12 health teams will be beneficial to long-term care.

13 But once we've forgotten about COVID-19, it's not

14 clear to me that it will be as beneficial, or that

15 it will be beneficial at all, because I think the

16 leadership will start focusing on things they care

17 about, which inevitably means hospitals.

18             COMMISSIONER MARROCCO:  Is there any

19 reason why some of the leadership that we're

20 looking for can't come from the hospitals that are

21 close to the long-term care facilities that you're

22 aware of?

23             I appreciate someone who's from the --

24 I appreciate the hospital may have a view, but from

25 your perspective.
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 1             ARTHUR SWEETMAN:  I think some of the

 2 leadership could well come from hospitals.  The key

 3 thing I'm saying, I guess I'm -- the caveat I'm

 4 raising is, will the leadership from the hospital

 5 stay focused on long-term care, or will they --

 6 will their attention revert primarily to the

 7 hospitals and the long-term care aspect of it will

 8 be on the corner of someone's desk, not receiving

 9 sufficient attention.

10             So I would want to make sure that the

11 big teams paid sufficient ongoing attention to

12 long-term care.

13             So I guess one way to think about it.

14 Where I live, there are people who are really good

15 at special projects, and there are people who are

16 really good at sort of the daily grind.  And what

17 we need here -- right now I think long-term care is

18 viewed as a special project.  And you're getting

19 all the people who are really good at special

20 projects going into long-term care, and they're

21 going to do a great job, but then they're going to

22 move on to the next special project.  And are we

23 recruiting the people who are good at the long-term

24 grind to make sure that things stay good in

25 long-term care.
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 1             COMMISSIONER MARROCCO:  Okay.

 2             ARTHUR SWEETMAN:  Did I answer your

 3 question?  My fear is that the senior hospital

 4 administrators, their primary long-term concern is

 5 the hospital.  And right now, they have this

 6 emergency, this special project, and they're going

 7 to do a great job on their special project.  But

 8 when the emergency is over, I'm not sure what's

 9 going to happen.

10             COMMISSIONER KITTS:  I just want to

11 say, Arthur, that your opening comment was, you

12 would tell us how well you did based on how quickly

13 we asked the first question, and then the rapidity

14 of questions afterwards.  And I would say for the

15 past two hours your performance has been exemplary.

16             ARTHUR SWEETMAN:  Thank you very much.

17             COMMISSIONER MARROCCO:  I think you got

18 a pretty high mark by your own grading system,

19 Arthur.

20             COMMISSIONER COKE:  Good measurement.

21             COMMISSIONER MARROCCO:  In any event,

22 on behalf of all of us, thank you very much for the

23 time and the thoughtfulness that was displayed in

24 your remarks.

25             It will be enormously helpful to us, it



Long-Term Care COVID-19 Commission  
Meeting with Dr. Sweetman on 9/10/2020  92

neesonsreporting.com
416.413.7755

 1 educates us, and we all appreciate your

 2 contribution very, very much.  Thank you.

 3             ARTHUR SWEETMAN:  Thank you.  And if

 4 you need anything else from me, feel free to have

 5 your staff send me an e-mail or contact me, I'm

 6 happy to do whatever I can to help.

 7             COMMISSIONER MARROCCO:  I'll make a

 8 note of that for sure.

 9             ARTHUR SWEETMAN:  Thank you.

10             COMMISSIONER MARROCCO:  Thank you very

11 much.  Okay, everybody.

12             ARTHUR SWEETMAN:  Bye-bye.

13

14 -- Concluded at 11:58 a.m.

15

16

17

18

19

20

21

22

23

24

25
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 01  -- Upon commencing at 10:05 a.m.
 02  
 03              COMMISSIONER MARROCCO:  Arthur, thank
 04  you very much for joining us.  We're at the
 05  investigation stage and we would, I think, benefit
 06  from your observations.
 07              We're familiar with the materials that
 08  have been provided, and I think probably the best
 09  way to do this is for you to simply start by
 10  telling us what you think we need to know and need
 11  to understand.
 12              And then as we think of questions,
 13  we'll probably interrupt and ask the questions
 14  right away, rather than wait until the end and try
 15  to go back, if that's all right with you?
 16              ARTHUR SWEETMAN:  That's perfect with
 17  me.
 18              COMMISSIONER MARROCCO:  So go ahead.
 19              ARTHUR SWEETMAN:  I should start off by
 20  telling you my background.
 21              The reason I interjected earlier about
 22  the "Doctor", so I am an economist, so Doctor only
 23  by virtue of a PhD, not medical doctor, which many
 24  people find very confusing.
 25              The background I come from is not
�0004
 01  someone who's worked in a long-term care home, but
 02  it's someone who basically looks at the human
 03  resource issues and funding issues around long-term
 04  care.
 05              So I have a very particular
 06  perspective, a different perspective than many of
 07  the people you're talking to.  I think that's
 08  useful for you to understand where I'm coming from.
 09              So I should say, some of what I'm going
 10  to say today comes from my own research, because
 11  I'm at the university, I'm doing some research on
 12  this, which is not yet sort of publicly available.
 13              And some of that, I'll flag it for you,
 14  you might want to take it with a grain of salt,
 15  because it's my research which is not yet out
 16  there.  Other people haven't looked at it and had a
 17  chance to poke holes in it.
 18              It goes without saying, since I'm an
 19  economist, I love to be interrupted with questions.
 20  The definition for a failed seminar for a economist
 21  is a seminar where nobody asks a question in the
 22  first five minutes.  Then you know you're doing
 23  something wrong.  You're not intriguing people and
 24  they're not asking enough questions.
 25              COMMISSIONER MARROCCO:  Okay.
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 01              ARTHUR SWEETMAN:  So with that
 02  preamble, as you may know, I was on the Long-Term
 03  Care Staffing Advisory Group that The Ministry put
 04  together recently that released the report a while
 05  ago.
 06              I don't know exactly what material you
 07  have, but you probably have that report in the
 08  material.
 09              COMMISSIONER MARROCCO:  We do.
 10              ARTHUR SWEETMAN:  So I thought I would
 11  start off --
 12              COMMISSIONER MARROCCO:  I think we're
 13  talking about the same thing.
 14              ARTHUR SWEETMAN:  Sorry?
 15              COMMISSIONER MARROCCO:  I think the
 16  report to which you refer, we have.  I think we're
 17  all talking about the same thing.
 18              ARTHUR SWEETMAN:  Yes, it's the one
 19  that came out just a few weeks ago; it was a
 20  staffing study.
 21              COMMISSIONER MARROCCO:  Yes.
 22              ARTHUR SWEETMAN:  So I was on that
 23  committee.  So I thought I'd start off by talking
 24  about the things that we, at least I thought about
 25  in the committee, we discussed a little bit, but
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 01  didn't make it into the report, for various
 02  reasons.
 03              So one of the things is, we were
 04  talking about the variation across homes in the
 05  entire province.  So the report, what statistics it
 06  does provide, what information it does provide, are
 07  mostly about the average.
 08              And I think the issue is, the issue we
 09  missed in some sense is that the average home in
 10  the province did not have terrible problems during
 11  COVID-19.
 12              In fact, I think the average home did
 13  reasonably well.  And not maybe wonderfully, but
 14  reasonably well.  But the top, say, 40 percent of
 15  homes, maybe 50 percent of homes, I think did quite
 16  well.
 17              The problem that we faced in the
 18  province is, I'll call it, for lack of a better
 19  phrase, the worst performing say, 10 or 20 percent
 20  of homes.
 21              You can draw the cut off line at
 22  different points.  Some people might say
 23  30 percent, is, you know, the bottom 30 percent is
 24  the problem.  I'm going to go with 15 or 20,
 25  because I think for the most part, about half or
�0007
 01  more than half of the homes did really, really
 02  well.
 03              And the problem is that almost all of
 04  our study was talking about things that were
 05  happening on average.  And I think as soon as you
 06  start talking about what's happening on average,
 07  you miss the point.
 08              Because there's tremendous diversity in
 09  the homes in Ontario.  And some of them are
 10  performing extremely well, and some of them face
 11  real challenges.
 12              And when you start talking about what's
 13  happening in the average home, you miss the real
 14  challenge, which is identifying, and this is
 15  actually more work than it sounds, but identifying
 16  the poor performing homes and then helping those
 17  poor performing homes, if that makes any sense.
 18              So from my point of view, that's one
 19  thing we discussed at least a little bit and it's
 20  the one thing we did not put in the report.
 21              So I was very keen on having numbers,
 22  for example, in the report talking about hours of
 23  direct patient care in the homes that provided, in
 24  the 20 percent or 30 percent of homes that provided
 25  the least or the fewest hours of direct patient
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 01  care.  And differentiating that from, say, the 20
 02  or 30 percent of homes that provided the most hours
 03  of direct patient care.
 04              Instead, what we provided was the
 05  average hours of direct patient care in the system,
 06  which I'm not sure is a very useful number, quite
 07  honestly, if that makes any sense to you.
 08              COMMISSIONER MARROCCO:  Yes.
 09              ARTHUR SWEETMAN:  Again, so my first
 10  thing is, my first main point is, there's
 11  tremendous diversity in the system.  And to really
 12  tackle the challenges that the system faces -- I'm
 13  going to call it a system; I know that some of my
 14  colleagues may call it a non-system instead of a
 15  system -- but within all the long-term care homes
 16  out there, I think we need to differentiate because
 17  there's enormous heterogeneity.
 18              It's not a one-size-fits-all problem,
 19  and I don't think there's a one-size-fits-all
 20  solution.
 21              COMMISSIONER KITTS:  Can I just ask you
 22  a question.  Clearly, you know, the 15 to
 23  20 percent of homes that were poor performers --
 24              ARTHUR SWEETMAN:  Actually that's one
 25  of my things.  I don't think we have identified --
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 01  or I don't think -- I don't think The Ministry has
 02  identified, at least not to the best of my
 03  knowledge, and I don't think I have identified
 04  those 15 to 20 percent which are the poorest
 05  performers.
 06              COMMISSIONER KITTS:  It's very
 07  interesting what you said, because you're right,
 08  because you're right, average just skews
 09  everything.  But, I mean, I was assuming that the
 10  homes that had more than 30 or 40 or up to 60
 11  deaths would be the poor performers.
 12              ARTHUR SWEETMAN:  I agree with you they
 13  are among the poor performers, but they're not the
 14  only poor performers, if that makes any sense.
 15              COMMISSIONER KITTS:  Yes.
 16              COMMISSIONER MARROCCO:  What would be
 17  the badges of poor performance apart from the
 18  number of fatalities, would you say?
 19              ARTHUR SWEETMAN:  So I think one of the
 20  other badges would be information about -- the one
 21  I already talked about -- hours of direct patient
 22  care.  This is getting ahead on what I was going to
 23  talk about, but I would actually say the experience
 24  of the nursing staff, the number of nursing staff
 25  and the experience.
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 01              So, again, this comes from my own work.
 02  I haven't published this yet, other people haven't
 03  had a chance to critique it.  But I've loaded up
 04  numbers looking at fatalities and I've combined it
 05  with something called the health professions
 06  database, which is the Ontario Ministry of Health's
 07  regulatory college data.
 08              It's a census of all practical nurses
 09  and registered nurses in the province.  And I know
 10  what homes they work in.  Actually, I should be
 11  careful, I know up to three locations of practice.
 12  There's very, very few people that work at more
 13  than three locations.
 14              I know three locations for everybody,
 15  and for 97 percent of the people there's no more
 16  than three locations.
 17              And the interesting thing in my mind
 18  there is that the experience of the nurses, that is
 19  to say how many years they've been working in the
 20  province, is actually a pretty good predictor of
 21  not having an outbreak.
 22              And so let me back up a little bit.
 23              So my view is that the homes that had
 24  outbreaks and serious outbreaks, where lots of
 25  people died, normally they face problems.  But it's
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 01  more complicated than that, I would argue.
 02              Some homes were lucky.  So there were
 03  some poorly managed, poorly operated homes that
 04  were just lucky, right?
 05              So if no one walks through your front
 06  door who has an infection, you can have a poorly
 07  operated home and by luck, you're not going to have
 08  an infection.
 09              However, in the second wave, you might
 10  not be so lucky.  And we know that the rate of
 11  infection in the geographic area around the home is
 12  a really strong predictor of whether or not the
 13  home has an infection, right?  So there's a paper
 14  published in the CMAJ recently that says that, and
 15  my research strongly says that.
 16              If you look at the infection rate
 17  around the home -- in other words, if there's lots
 18  of people in the community who have COVID-19,
 19  there's a high chance that the home -- it's going
 20  to get into the home.
 21              So, by luck, some homes are located in
 22  geographic areas where the community around the
 23  home has a relatively low infection rate.  And
 24  therefore, even if they're poorly managed the
 25  people coming through their door, by luck, aren't
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 01  ill and they didn't face any challenges.
 02              So some of the poorly managed homes
 03  were infected, and some of the poorly managed homes
 04  by luck weren't infected, if that makes any sense.
 05              So it's --
 06              COMMISSIONER MARROCCO:  But I take it,
 07  if I can interrupt you for a minute, Arthur, I take
 08  it what you're saying is, you need to be able to
 09  identify those homes because you may be surprised
 10  the second time around?
 11              ARTHUR SWEETMAN:  Exactly.
 12              COMMISSIONER MARROCCO:  And they won't
 13  be any better at responding to the problem than the
 14  poor performing homes that were not so fortunate
 15  were able to respond in the first place?
 16              ARTHUR SWEETMAN:  That's it -- I'm
 17  going to refine that a little bit.  I'm going to
 18  add a subtle twist to what you just said, but, yes,
 19  in essence, what I'm saying is what you're saying.
 20              What we need to be worried about is the
 21  homes that are at risk.  By random luck -- some of
 22  the homes at risk because of the things they do, I
 23  should say.
 24              If you want to think of it this way:
 25  There's two types of risk.  There's the risk over
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 01  which you have some control, so the experience of
 02  your nurses, your infection control procedures
 03  etcetera.  Then there's risk over which you have no
 04  control, whether or not the geographic area in
 05  which you live has a high prevalence of COVID-19 or
 06  not.
 07              In my mind, actually, we should be
 08  thinking beyond COVID-19.  Because everything --
 09  COVID-19, you can think of it as just an extremely
 10  bad flu.  Every year we have flu outbreaks in the
 11  long-term care homes and the same infection control
 12  procedures that are protecting people from COVID-19
 13  will also protect them from the flu.
 14              Of course, from the flu it's a
 15  relatively small number of people that die, but
 16  still, I would be surprised if there isn't
 17  equivalent excess mortality or similar excess
 18  mortality just from the flu, never mind COVID-19.
 19              So if we improve infection control
 20  procedures for COVID-19, we're also improving
 21  infection control procedures for the flu and any
 22  other infectious disease.
 23              Yes?
 24              COMMISSIONER KITTS:  So you alluded to
 25  the need to refresh the performance metrics in
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 01  long-term care homes, and we're kind of on that
 02  subject now.  Are you going to speak more to that
 03  later?
 04              Because I think what you've said so far
 05  is that the poor performers had less hours of
 06  direct patient care.  They didn't have experienced
 07  staff, particularly nursing staff, and they didn't
 08  have strong IPAC measures; that's what I've learned
 09  so far.  Are there more metrics, and are you going
 10  to cover that later, or should we do that now?
 11              ARTHUR SWEETMAN:  Those are three.  Let
 12  me do one or two other things first and then we can
 13  come back to that, if you don't mind.
 14              COMMISSIONER KITTS:  Okay, thank you.
 15              ARTHUR SWEETMAN:  Just in light of
 16  that, you'll notice that the urban, the homes in
 17  urban areas are more likely to have infections.
 18  Because urban areas are more likely to have a dense
 19  population of people with COVID-19 than the rural
 20  areas.
 21              So you know, one of the things of being
 22  in some sense at low risk is just to be in a rural
 23  area.  Urban areas were more affected by COVID-19.
 24              The other thing I didn't talk about,
 25  which I just want to touch on first, there was also
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 01  the bad luck of having someone with COVID-19 walk
 02  through your door early as opposed to late.
 03              If you look at the timeline of
 04  infections, the outbreaks that happened early in
 05  the pandemic were more likely to lead to deaths and
 06  a larger number of deaths.
 07              And having someone walk through your
 08  door in April or May with COVID-19, everyone, the
 09  entire system was prepared to deal with it by then
 10  and had upped their game, so to speak.
 11              So one of the other elements of bad
 12  luck is that you had someone walk through your door
 13  with COVID-19 early, before the entire system was
 14  really aware of the problem and sort of geared up
 15  to deal with it, if that makes any sense.
 16              So it's not just that there's a lot of
 17  COVID-19 in your neighbourhood.  It's that someone
 18  from your neighbourhood walked through your door
 19  with COVID-19 early in the pandemic, before
 20  everyone had upped their game and was taking all
 21  the precautions that they needed.
 22              Because you may remember, early in the
 23  pandemic the government had made the decision, when
 24  I say the government I mean really the health
 25  professionals, had made the decision to direct
�0016
 01  personal protective equipment away from long-term
 02  care facilities and towards hospitals.  Then there
 03  was a big change several weeks into the pandemic
 04  when they started giving more personal protective
 05  equipment to long-term care.
 06              So if someone walked through your door
 07  early, before the government allocated you
 08  sufficient personal protective equipment, you have
 09  a much higher probability of the infection
 10  spreading within your long-term care facility.
 11              That has nothing to do with the
 12  long-term care facility itself.  It's about the
 13  system, and the way the personal protective
 14  equipment was distributed within the system.
 15              If you were lucky not to have someone
 16  walk through your door early and had someone walk
 17  through your door late, you had all the personal
 18  protective equipment, you had all the procedures in
 19  place.
 20              And so what I'm going to call even the
 21  poor performing homes that were poor performers,
 22  sort of early on, by the middle of the pandemic
 23  they had really upped their game, as had everybody.
 24  Does that make sense?
 25              COMMISSIONER COKE:  Yes.
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 01              COMMISSIONER MARROCCO:  Yes.
 02              COMMISSIONER KITTS:  Can I just ask a
 03  follow up?  You're saying that April and May are
 04  early.
 05              ARTHUR SWEETMAN:  Maybe I should say --
 06  I should be careful there.  Maybe I should say
 07  February and March are particularly early.
 08              COMMISSIONER KITTS:  Yes.
 09              ARTHUR SWEETMAN:  If you look at the
 10  March infections.  So you know The Ministry started
 11  publishing its data -- I am going to get this wrong
 12  -- was it March 25th?  What is the date they
 13  started publishing?
 14              If you look at the homes that already
 15  had infections at that point, they had a very, very
 16  high probability of having a large number of
 17  deaths.  If you were unlucky enough to be infected
 18  before people understood what was happening, then
 19  you were in big trouble.
 20              COMMISSIONER KITTS:  Yes.
 21              ARTHUR SWEETMAN:  So maybe, my, the
 22  later ones, when I say April and May, I think, you
 23  know, everyone had upped their game.  Personal
 24  protective equipment was being distributed to
 25  long-term care homes, you know, with higher -- at
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 01  higher volumes, higher quantities of it.
 02              COMMISSIONER KITTS:  Right.  My
 03  question is that in February and March, we've been
 04  informed by others that the Diamond Princess
 05  outbreak was a clue to everybody that congregate
 06  settings were going to be more hard hit than
 07  others.
 08              So in February -- in your study on
 09  staffing, did you get a sense there was a sense of
 10  urgency around the notion that long-term care was
 11  going to get hit, and there was preparation,
 12  perhaps not as strong as hospitals were preparing,
 13  but did you get a sense that be there was some
 14  urgency in February and March to get the long-term
 15  care homes ready?
 16              ARTHUR SWEETMAN:  So, to be perfectly
 17  honest, I'm not sure what's happening inside
 18  individual homes.
 19              Again, I think there was, this is
 20  something where some homes, I think, had people who
 21  were more proactive and other homes were not.
 22              And again, I have to be careful here.
 23  This is not something I have a lot of knowledge
 24  about, so I want to be very careful.  These are
 25  vague general impressions, not something I would
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 01  want to hang my hat on.
 02              I can talk about the people at -- I'll
 03  call it in more senior positions in government and
 04  in public health.  And they clearly did not take
 05  that clue.  Because early on, they were diverting
 06  personal protective equipment away from long-term
 07  homes and diverting it towards hospitals; that was
 08  the priority.
 09              So I think some long-term care homes
 10  took it as a clue for themselves, although I think
 11  many did not.
 12              But I think if you think about the
 13  government as a whole, and when I'm talking about
 14  the government here I'm not really talking about
 15  the formal government, I'm not talking about
 16  cabinet or something like that, which you can think
 17  of government as you want.
 18              I'm thinking really about sort of the
 19  professionals in public health and the
 20  professionals in The Ministry.  They were keeping
 21  -- they were prioritizing hospitals above long-term
 22  care in terms of personal protective equipment
 23  during this period that you're talking about.
 24              COMMISSIONER KITTS:  Thank you.
 25              ARTHUR SWEETMAN:  I guess the key thing
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 01  I'm saying here is there's different levels of
 02  decision-making, and I can't really speak about
 03  what's happening on the ground at all, you know,
 04  600 homes.  I'm familiar with the homes around me
 05  and a couple of others, but there's a lot of homes
 06  and there's a lot of diversity.
 07              COMMISSIONER KITTS:  Thank you.
 08              COMMISSIONER MARROCCO:  Do you feel
 09  able to comment on what the first clue would have
 10  been that there's going to be a problem in the
 11  long-term care homes?
 12              ARTHUR SWEETMAN:  So I think many
 13  people right from the -- it depends who you're
 14  talking to -- I have to be careful.  My memory is
 15  just as bad as anybody's memory.  My retrospect
 16  sees things much more clearly than things in
 17  prospect.
 18              But I think we understood before
 19  COVID-19 existed, we understood that infectious
 20  diseases were a problem in long-term care.  And we
 21  understood every year there were flu outbreaks and
 22  homes were shut down temporarily because of flu
 23  outbreaks.
 24              This is not a new problem.  It's just
 25  that COVID-19 is an extreme, extreme version of an
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 01  ongoing problem, if that makes any sense.
 02              COMMISSIONER MARROCCO:  So would I be
 03  right then in your view in concluding that the more
 04  infectious the disease, then the more, the more
 05  obvious that the risk is going to materialize --
 06              ARTHUR SWEETMAN:  Yes.
 07              COMMISSIONER MARROCCO:  -- into
 08  something tragic or serious?
 09              ARTHUR SWEETMAN:  That's exactly what
 10  I'm saying.
 11              It took a long time for people to
 12  understand.  Retrospect is wonderful.  You look
 13  back; everything is clear.  In prospect -- we look
 14  back and know exactly what we should have done to
 15  make a lot of money on the stock market with the
 16  most recent bump.
 17              But beforehand it wasn't so clear, and
 18  during it it wasn't so clear.  I'm not trying to
 19  blame anybody; that's not appropriate.  I think in
 20  retrospect things are much more obvious.
 21              But I think everyone thought hospitals
 22  would be the problem.  They looked at Italy, for
 23  example, as being the developed country that was
 24  hit earliest, and they didn't see giant problems in
 25  long-term care.  They saw problems in hospitals.
�0022
 01              It wasn't super obvious, I think, in
 02  those early days, as obvious as it is in retrospect
 03  that there would be problems in long-term care.
 04              But yes, from my point of view, in some
 05  sense we should have been on our toes.  This is a
 06  should have been kind of situation for all of us.
 07  We should have been aware that in many ways,
 08  COVID-19 is like a mega flu.
 09              I don't mean to downplay what COVID-19
 10  is, but the mechanism for transmission is broadly
 11  similar, and that flus are very, very serious
 12  problems every year in long-term care in Ontario.
 13              So in that sense, as soon as we
 14  understood, which was very early on, the mode of
 15  transmission, we should have been aware that that
 16  was a mode of transmission that is a problem in
 17  long-term care on a regular basis.
 18              That's very easy to say in retrospect.
 19  It's not so easy to say in prospect.
 20              COMMISSIONER MARROCCO:  No, but it
 21  doesn't seem all that outlandish to me that if you
 22  know infectious diseases are a problem, and you're
 23  told this is a very infectious disease, and your
 24  preoccupation is long-term care, that's what you
 25  do.
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 01              ARTHUR SWEETMAN:  I agree.
 02              COMMISSIONER MARROCCO:  The light would
 03  go on.
 04              ARTHUR SWEETMAN:  So you're saying the
 05  same thing I am, but I'm also giving some caveats.
 06  Perhaps the more -- I don't know, the stranger
 07  thing in my mind, is that how few studies have been
 08  done either in academia or in The Ministry or
 09  others looking at how to deal with new outbreaks.
 10              If you look at the last 10 or 15 years
 11  of flu outbreaks, and there have been flu outbreaks
 12  a lot longer than 10 or 15 years, they have
 13  probably killed more people than COVID-19.
 14              You have to go back long enough, but
 15  over the last 10 or 15 years, we have not done very
 16  much about flu outbreaks in long-term care.  I'm
 17  not saying we haven't done nothing.  But we haven't
 18  -- I think we're going to do a lot more in the
 19  future, let's put it that way, if that makes any
 20  sense.
 21              COMMISSIONER MARROCCO:  Yes.
 22              ARTHUR SWEETMAN:  So I think that this
 23  is a long-simmering problem that I think we're
 24  going to deal with, you know, in a far better way
 25  in the future.
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 01              So let me keep going back to the data
 02  question.  So one of the things -- I think we don't
 03  always ask the right questions and we don't always
 04  summarize the data the right way to make good,
 05  informed decisions.
 06              So there's a small number of homes that
 07  don't answer or haven't historically answered --
 08  it varies from year to year; I'm not saying it's
 09  systematically the same homes -- that don't respond
 10  to the Long-Term Care Staffing Survey that The
 11  Ministry does.
 12              One of the things I would recommend is
 13  that we look very carefully at the Long-Term Care
 14  Staffing Survey and that we make it mandatory.
 15              I have to say, I do not know and I
 16  haven't checked and I've asked a few people, no one
 17  has been able to tell me; did the homes that did
 18  not answer -- or were the homes that did not answer
 19  the Long-Term Care Staffing Survey, were they ones
 20  that had more serious problems?
 21              Is that in -- I'm not saying it is --
 22  but could it be a marker of a poor performing home
 23  that they didn't respond to The Ministry's
 24  Long-Term Care Staffing Survey?
 25              And in the staffing survey, I think we
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 01  need to be really careful to distinguish between
 02  things like scheduled hours of work, versus paid
 03  hours of work, versus actual hours of work.
 04              So this may sound subtle, but a lot of
 05  people, in the industry I come from people talk
 06  about workers "scratching" -- that is to say,
 07  workers who don't show up for their shift.  In some
 08  homes this is a really big problem.
 09              And yet we don't -- in our data
 10  analysis, we actually look at scheduled hours, not
 11  actual hours.  And we look at paid hours, which
 12  includes vacations and includes sick time and all
 13  kind of stuff instead of actual hours.
 14              So I'm not opposed to collecting
 15  information on scheduled hours; I'm not opposed to
 16  collecting information on paid hours.  But the
 17  information that we don't collect, I think, is the
 18  stuff that we need, which is on actual hours of
 19  care.  Especially of direct patient care.
 20              Then in my mind what we need to do is
 21  think about not what's happening on average, but
 22  what's happening at the ten percent of homes that
 23  are providing the lowest number of actual hours of
 24  direct patient care, if that makes any sense.
 25              And so a lot of these numbers, The
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 01  Ministry -- it takes several rounds of questions to
 02  figure this out sometimes.  They'll say "Here's the
 03  hours of care", and you say "What are you actually
 04  measuring in hours of care?"
 05              Sometimes it takes weeks because you
 06  ask a question, it takes time to get an answer, and
 07  of course the person you ask doesn't know and you
 08  have to ask somebody else.
 09              But frequently, what we think the
 10  numbers are measuring is not actually what the
 11  numbers are measuring.  So when The Ministry
 12  reports a certain number of direct hours of patient
 13  care, it doesn't necessarily mean that patients are
 14  being provided that care.  It means that somebody
 15  is being paid.
 16              Now they might be on vacation, or they
 17  might be at home sick, but we still count those
 18  hours, at least in many of the statistics.  In our
 19  report, that's one thing where we -- I yelled and
 20  screamed a lot about this -- where we tried to make
 21  a distinction between paid hours, actual hours,
 22  scheduled hours, etcetera.
 23              And I think that going forward, that's
 24  something we need to be really careful about.
 25              COMMISSIONER MARROCCO:  Do you have any
�0027
 01  sense of why a person would look -- why they would
 02  look at it that way?  I would have thought if you
 03  asked three unemployed auto workers in Oshawa, they
 04  would say, no, look at the actual hours of work.
 05  We don't know anything about long-term care, no
 06  idea where the facilities are, but you should look
 07  at the actual hours of care.
 08              Do you have any idea why that, this
 09  other perspective is taken?
 10              ARTHUR SWEETMAN:  So I can only guess.
 11              COMMISSIONER MARROCCO:  Okay.
 12              ARTHUR SWEETMAN:  I will guess, but I'm
 13  going to tell you this is not evidence, this is
 14  just hypothesis.
 15              My hypothesis is that the paid hours,
 16  which is what they report, are the easiest to
 17  report.  Because you get them directly from the
 18  accounting office, you know, from the HR office and
 19  it's less costly to report those numbers, if that
 20  makes any sense.
 21              So I think it's about -- my hypothesis
 22  is that it's about reporting convenience.
 23              COMMISSIONER MARROCCO:  Okay.
 24              ARTHUR SWEETMAN:  That's just a
 25  hypothesis; you have to talk to people much more
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 01  familiar with the system than I am to talk about
 02  that.
 03              COMMISSIONER MARROCCO:  Understood.
 04  You're not placing your entire professional
 05  reputation --
 06              ARTHUR SWEETMAN:  That's right.
 07              COMMISSIONER MARROCCO: -- on that
 08  statement.
 09              ARTHUR SWEETMAN:  I'm making a guess.
 10              COMMISSIONER COKE:  I'm just wondering,
 11  sorry.  Are you aware of other jurisdictions that
 12  are collecting the data in the appropriate way?
 13              ARTHUR SWEETMAN:  As far as I know, the
 14  jurisdictions I know a little bit about, which is
 15  British Columbia and Alberta, they do exactly what
 16  Ontario does.  And Alberta, as far as I can tell
 17  it's exactly what we do, yeah.
 18              So I think we're not deviating from
 19  what I'm aware of as sort of the norm.  But I have
 20  to be careful.
 21              COMMISSIONER COKE:  I'm just wondering,
 22  you know, when people start to getting to comparing
 23  what others do or don't, you want to make sure it's
 24  apples and oranges.
 25              I was just wondering if everybody is
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 01  doing it that way.  I agree with what you're
 02  saying, in terms of getting the real information
 03  that tells you really what you want to know.
 04              It will be curious when people start to
 05  compare themselves with others, and I know that
 06  what should be the standard of care is an issue.
 07              ARTHUR SWEETMAN:  As I understand it,
 08  at least BC and Alberta -- and I won't talk about
 09  other provinces because I'm not 100 percent sure
 10  what they do -- they do, as far as I know, what
 11  Ontario does.
 12              Again, you might find someone more
 13  knowledgeable than me deep in The Ministry who
 14  actually sees the forms and understands what's
 15  being done, and they may say something slightly
 16  different than me.  So rely on them more than me.
 17              As far as I understand it, it's the
 18  same.  But also, as far as I know, there's
 19  relatively little comparative work that's done
 20  across the provinces.
 21              I mean, so in our report, we compared
 22  to Alberta at one point in our report, and that was
 23  only because the auditor general of Alberta had
 24  released some numbers.  There's very little
 25  communication across provinces.  There should be.
�0030
 01              I think there should -- there's
 02  tremendous opportunities for interprovincial
 03  learning that I don't think happened very much.
 04  That probably should happen.
 05              COMMISSIONER KITTS:  Just a question
 06  about your staffing study.
 07              I think it's relatively well known that
 08  Kingston long-term care homes did very well.  I
 09  know one of the lucky things is you didn't have a
 10  lot in the community.  But did you study Kingston
 11  in particular to see what the difference was
 12  between them and other homes, particularly around
 13  staffing?
 14              ARTHUR SWEETMAN:  No, we didn't, sorry.
 15  My bet is -- again, this is pure hypothesis, pure
 16  conjecture -- that Kingston may have well-run homes
 17  or it may not.  But they didn't have anyone with
 18  COVID walk through their doors.  I think that's the
 19  key plus that Kingston had.  But I could be wrong;
 20  I could be completely wrong.
 21              COMMISSIONER MARROCCO:  Did you run
 22  into any examples of where somebody did something
 23  that actually improved their chances of dealing
 24  with the COVID-19?
 25              This is an infectious disease.
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 01  COVID-19 is a serious, it's a highly infectious --
 02  and then find a long-term care home or homes that
 03  actually did something which assisted in dealing
 04  with the problem, a practice that helped?
 05              ARTHUR SWEETMAN:  So we didn't go into
 06  that kind of home-specific detail, I'm afraid,
 07  sorry.
 08              In some of my research and some of the
 09  research that other people have done, I can list
 10  off the things that sort of matter.  But this is
 11  not from talking to people.  This is purely from
 12  crunching numbers.  So it is a particular
 13  perspective.
 14              So it's clear that the larger homes,
 15  there's more people walking through the door, and
 16  if there are more people walking through the door
 17  there's more chance of COVID-19.  So the size of
 18  the home matters.
 19              It's clear that homes with more people
 20  per room are more likely to have infections.  So
 21  the homes that have a higher percentage of rooms
 22  which have, say, three or four people to a room as
 23  opposed to one or two people to a room, they're
 24  more likely to have an infection.
 25              In my work and I haven't seen anyone
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 01  else say this, and I haven't published this yet, so
 02  grain of salt, no one else has had a chance to say
 03  it's wrong.
 04              Homes with more experienced nurses,
 05  that is to say -- homes that had very junior nurses
 06  tended to have more problems, right?
 07              In fact, I would say sort of, this is
 08  wrong, but I'm going to say, like, one-third of it
 09  is luck.  One-third of it is the physical
 10  infrastructure.  And one-third of it is -- I'll
 11  call it the number and quality of he staffing.
 12              I only have proxies for the number and
 13  quality of the staffing, but experience is one
 14  indicator for the quality of the staffing.
 15              And I've talked to people inside The
 16  Ministry, and, you know, as a rule of thumb that
 17  nobody quite believes but it has some sort of gut
 18  truth to it.  At least a couple of the people I
 19  talk to seem to think that is a sensible number,
 20  sensible sort of thing.
 21              I call it a third.  Maybe it's not
 22  really a third, but there's a big component that's
 23  just luck.  There's a big component which is your
 24  physical infrastructure, including wide hallways,
 25  just ability to sort of isolate residents inside
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 01  the facility, having enough space and rooms to be
 02  able to do that.  All those physical infrastructure
 03  issues.
 04              Then a third of it is sort of the
 05  quality and experience of your staff.  And whether
 06  or not you have --
 07              Sorry?
 08              COMMISSIONER MARROCCO:  So that's
 09  interesting to me in this sense:  So then do you
 10  have a thought on what you would do now to improve
 11  the quality of staffing in the short run?  Because,
 12  of course, if there is a second phase or wave, it's
 13  going to come in a hurry.
 14              ARTHUR SWEETMAN:  Yes.
 15              COMMISSIONER MARROCCO:  You're not
 16  going to be able to set up a training institute or,
 17  you know, some sort of long-term thing.  But do you
 18  have thoughts about that?
 19              ARTHUR SWEETMAN:  So my sense, again,
 20  we're at the level of hypothesis here, is that in
 21  terms of staff, it's not necessarily that every
 22  single person on staff have tremendous experience.
 23              It's that the director of care, so the
 24  chief registered nurse and a couple of the
 25  registered nurses that effectively run the clinical
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 01  side of it, that they have good experience.
 02              So, in other words, what you want is
 03  good clinical leadership.  And perhaps the
 04  physician in charge, the medical director, too, but
 05  in many places the medical director is less
 06  important than the nursing director, the director
 07  of care.
 08              So I think what you need is good local
 09  leadership, good experienced local leadership.
 10  Some homes have fantastic, very experienced local
 11  leadership.  I think that matters.
 12              There's one odd thing that I see,
 13  again, this is in my work not yet out.  If you look
 14  at -- one of the things people were complaining
 15  about in the media was part-time jobs in long-term
 16  care, and people who are multiple jobholders in
 17  long-term care.
 18              So part-time work in long-term care and
 19  multiple jobholding in long-term care is actually
 20  not very different in the rest of healthcare in
 21  Ontario, or the rest of health care in Canada, for
 22  that matter.
 23              If you look at the number of nurses
 24  working in physicians' offices that are part-time
 25  and multiple jobholders, or you look at a bunch of
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 01  other clinics, it's roughly comparable to long-term
 02  care.  In hospitals it's a little bit less, but
 03  only a little bit less.
 04              Part-time jobs and multiple jobholding
 05  are much more common in healthcare than they are in
 06  the rest of the community.  If you compare
 07  long-term care to the rest of healthcare, long-term
 08  care in terms of multiple jobholding and part-time
 09  -- I'm only talking about these things -- it looks
 10  very comparable.
 11              But if you compare it to the rest of
 12  society outside of health care, there's a lot more
 13  multiple jobholding and part-time work.  And that's
 14  one of the things, obviously, that spreads
 15  infections is having people working multiple jobs
 16  and working in multiple places.
 17              I think The Ministry took action to
 18  bring that to an end, which raised its own
 19  problems.  But that's one of the things we could
 20  think about in the ongoing future is dealing with
 21  multiple jobholding.
 22              There was also discussions in the media
 23  about people in long-term care being so poorly
 24  paid.  Of course, that's not strictly true in
 25  Ontario.  You guys have probably looked at this
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 01  already in great detail.  But the long-term care
 02  industry is highly unionized, right?
 03              You have, if you don't have, they're
 04  hanging on the website of The Ministry of Labour,
 05  all the collective agreements for all the long-term
 06  care facilities.  Those are public information;
 07  they're not secret.
 08              I won't mention which media, but a lot
 09  of media were on about the poorly paid people.  The
 10  collective agreements are there, right.  You know
 11  exactly what people are getting paid.
 12              There's nobody, or almost nobody being
 13  paid minimum wage.  There might be an occasional
 14  summer student who is.
 15              The pay in long-term care, for example,
 16  for a PSW, is lower than the PSW pay in a hospital
 17  by a little bit.  Not by a lot, but by a little
 18  bit.  But it's higher than the pay for a PSW in
 19  home care, again, not by a lot, by a little bit.
 20              It used to be for, by a lot, until a
 21  few years ago, I don't know if you remember a few
 22  years ago, the Wynne government had this big policy
 23  implementation where they increased minimum wages
 24  in home care.
 25              So PSWs and many of the, I'll call them
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 01  the "medium-skilled staff" in long-term care, their
 02  pay is in the middle of the spectrum.  It is a
 03  little bit less than in hospitals; it's a little
 04  bit more than long-term care.
 05              It's not terrible, it's not what you've
 06  heard in the media.  They do have benefits.  You
 07  might be able to find one or two homes that don't
 08  have benefits, but they do have benefits, they do
 09  have sick leave.  Maybe not enough sick leave.
 10              In fact, one of my suggestions on this
 11  front would be that the part-time staff, and this
 12  is -- again, this is in the collective agreements,
 13  you can just go read the collective agreements --
 14  many of the part-time staff, the union and the
 15  employer have elected jointly to give people pay in
 16  lieu, instead of sick leave.
 17              One of my strong suggestions would be
 18  that long-term care should be forbidden from doing
 19  pay in lieu of sick leave.  You can do pay in lieu
 20  of other benefits, but people should be required to
 21  have sick leave, and not to get, you know,
 22  13 percent extra take-home pay.
 23              But I think many staff will be very
 24  upset by that, because many staff much prefer pay
 25  in lieu.  Don't forget, the way things actually
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 01  work right now, in most long-term care facilities,
 02  part-time workers are paid more on an hourly basis
 03  than the full-time workers.
 04              I should be careful here when I say
 05  "pay".  Their take home wage, not their total
 06  remuneration package, including benefits.
 07              Because the way it works in many homes,
 08  I have to be careful, there's lots of different
 09  unions, lots of different collective agreements,
 10  they're not all the same.
 11              But in many of the collective
 12  agreements, the full-time workers have to take
 13  their benefits; they have to take their sick leave.
 14              And the part-time workers in the
 15  collective agreement, take their pay and they don't
 16  take sick leave.  They take pay in lieu of sick
 17  leave, so they get an extra, say, 13 percent or
 18  15 percent.  It varies across homes, it varies
 19  across collective agreements, but they're taking
 20  the extra dollars home instead of sick leave,
 21  right?
 22              And that gives them an incentive to
 23  come to work sick, right?  Because to begin with,
 24  the part-time workers are being paid more than the
 25  full-time workers in terms of their take-home pay.
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 01  Although, again, the total remuneration package is
 02  the same.
 03              But what they've done is, they've
 04  elected to shift the remuneration away from
 05  benefits for part-time workers towards higher pay.
 06  Does that make sense?
 07              And I'm happy for that to happen for
 08  many aspects of benefits, but I think it's
 09  problematic for that to happen for sick leave,
 10  right?  Because, basically, the full-time workers
 11  all have paid sick leave, or not all, but almost
 12  all.
 13              And the part-time ones, they're getting
 14  the money equivalent of that paid sick leave, but
 15  they're taking it as dollars.  I think that was one
 16  of the problems we had.
 17              COMMISSIONER MARROCCO:  Did anybody
 18  identify -- what you've just said is a problem as
 19  far as the flu is concerned as well?
 20              ARTHUR SWEETMAN:  Yes.
 21              COMMISSIONER MARROCCO:  So the flu,
 22  which occurs every year, this problem would be
 23  presenting itself every year.  You're paying people
 24  to go to work sick and they have the flu and then
 25  they spread the flu.
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 01              Was the problem ever identified that
 02  pay in lieu of sick leave is problematic for that
 03  reason?
 04              ARTHUR SWEETMAN:  So I have to say, my
 05  experience doesn't go back that many years.  So I'm
 06  not -- undoubtedly, somebody in the past has
 07  brought this up at some point.  But it certainly
 08  wasn't at the top of the agenda in the last little
 09  bit.  That's the best I can say.
 10              You probably want to talk to someone
 11  who has, you know, longer, deeper experience in
 12  long-term care than me, to ask about previous
 13  years.
 14              COMMISSIONER MARROCCO:  Okay.
 15              ARTHUR SWEETMAN:  And the other thing,
 16  I guess is, just to realize that a lot of the
 17  issues in long-term care, it's not -- it's not as
 18  depicted in the media entirely.
 19              A lot of the stuff that was said, I
 20  think they were writing frequently national
 21  stories.  They would find examples, especially from
 22  QuÃ©bec, and the pay in QuÃ©bec's long-term care is a
 23  lot lower than Ontario's.
 24              Then they would make national
 25  statements based on a particular person that they
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 01  interviewed in QuÃ©bec or some such thing.
 02              COMMISSIONER MARROCCO:  Did you form a
 03  view -- sorry, Ms. Coke?
 04              COMMISSIONER COKE:  Just on the issue,
 05  you're saying the pay may be less of a retention
 06  issue than we imagine it is.  But I'm curious to
 07  know what you think of the primary reasons for some
 08  of the retention problems, if pay may not be as big
 09  a factor as we're imagining it is?
 10              ARTHUR SWEETMAN:  Let me back up, I got
 11  sidetracked there and I didn't quite finish my
 12  story.
 13              But -- let me do the "but" -- if you
 14  look at people who are involuntary part-time, which
 15  I've done in two data sources.
 16              So I have the -- when the College of
 17  Nurses does its annual registration, one of the
 18  questions they ask all nurses in the province is,
 19  you know, they ask them whether they're working
 20  part-time.  And For the ones that are working
 21  part-time, they ask them whether they'd prefer to
 22  have a full-time job.
 23              So the part-time rate in doctors'
 24  offices and in other sort of, I'll call it
 25  "community clinics", is actually higher than in
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 01  long-term care.  But a very high percentage of
 02  those nurses are happy working part-time.  The ones
 03  in long-term care are unhappy working part-time.
 04              And then I looked at the same data in
 05  Statistics Canada's Labour Force Survey.  They also
 06  have a question on involuntary part-time work.  You
 07  see exactly the same pattern, except in the
 08  Statistics Canada data, you can also see the PSWs,
 09  right?
 10              The province has no data on PSWs.  They
 11  only have it on registered staff, not the
 12  unregistered staff.  But Stats Canada has data on
 13  the unregistered as well as the registered staff.
 14              You can see the same phenomena in the
 15  Stats Can data for both the nurses and the PSWs,
 16  you see that their part-time rate and their
 17  multiple jobholding rate is similar to, say,
 18  physicians' offices; but the involuntary part-time
 19  rate is a lot higher, a much, much higher
 20  percentage of them are unhappy being part-time.
 21              So I suspect there's a couple of things
 22  happening.  The long-term care pays better, and is
 23  an opening to a full-time job.  So if you go into a
 24  doctor's office, you know that you're going to have
 25  a part-time job forever.  And so the people who go
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 01  work in those offices, they want part-time jobs and
 02  they know that that's the deal.
 03              A lot of the people working part-time
 04  in long-term care -- again, this is a hypothesis,
 05  but I think one with a little bit of evidence
 06  behind it.  I think a lot of the people in
 07  long-term care are taking a part-time job waiting
 08  for a full-time job to open up.  Because they want
 09  that full-time job; if that makes any sense.
 10              And so you have unhappy part-time
 11  workers in long-term care, as opposed to happy
 12  part-time workers in doctors' offices.
 13              I've got to be careful.  I'm sure you
 14  can find one person or a small number of people in
 15  doctors' offices who are unhappy part-time.  I'm
 16  sure you can find -- in fact I can see in the data
 17  there are some happy part-time workers in long-term
 18  care, but disproportionately they're unhappy.
 19              And in doctors' offices they're
 20  disproportionately happy, if that makes any sense.
 21  I think in long-term care, you have a lot of people
 22  who are trying -- the way I'll put it is, they're
 23  trying to get their foot in the door as a part-time
 24  worker waiting for a full-time position to open up.
 25              So you have those unhappy people.  I
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 01  should say also, in long-term care, a substantial
 02  number of the multiple jobholders, their first job
 03  is full-time, and they still have a second job.
 04              So a substantial, and especially in the
 05  PSWs, a substantial number of the PSWs have a
 06  full-time first job, and they still have a second
 07  job.
 08              So it's not only that it's a part-time
 09  worker looking for -- not all the multiple
 10  jobholders are part-time in the first job and
 11  part-time in the second.
 12              A substantial fraction, not a majority,
 13  but still a substantial fraction, are full-time in
 14  their first job and part-time in the second job.
 15              COMMISSIONER COKE:  Is that wage issues
 16  to make up extra income, or we don't know?
 17              ARTHUR SWEETMAN:  We don't know.  Maybe
 18  for extra income.  I mean, I'm like that.  I have a
 19  full-time job and I have a part-time job, and I
 20  don't need the money.
 21              I mean, there's lots of people in our
 22  society that have full-time first jobs, I'd say a
 23  very high fraction of physicians have full-time
 24  first jobs, and they have a second job, right?
 25              There's a lot of people in our society --
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 01  when I say "a lot", it's not like 50 percent, it's
 02  like 10 or 20 percent, who just like to work 60 or
 03  70 hours a week.  It depends on your personality.
 04  There are some people who are like that.
 05              So some of these people, they have
 06  full-time first jobs.  When I say "full-time",
 07  full-time is defined not as 40 hours a week.  I'm
 08  using the official definition, which is 30.  But
 09  even if you look at 35 or 38, there's a bunch of
 10  people whose first job is 35, 38 and they're still
 11  working a second job.
 12              COMMISSIONER MARROCCO:  Arthur, the
 13  legal profession has one or two people like that,
 14  too.
 15              ARTHUR SWEETMAN:  It definitely does.
 16  Although the thing in the legal profession is you
 17  can work the 70 hours a week in one job, right?
 18              COMMISSIONER MARROCCO:  Yes.
 19              ARTHUR SWEETMAN: But you understand
 20  what I'm saying.  Like there's -- it's not --
 21  there's not-one-size-fits-all solution here.  Even
 22  if you gave everybody a full-time job, which I
 23  think is virtually impossible, because long-term
 24  care homes are 24-7 operations.  You need to have
 25  some people come in on weekends, some people come
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 01  in at night.  You need more people in the day than
 02  you do at night.  It's tricky, right?
 03              That's one of the other things I didn't
 04  bring up, maybe I should have.  The doctors'
 05  offices are virtually all days, and a lot of the
 06  people working part-time in long-term care, they're
 07  working nights and weekends, right?
 08              The other thing is, it's a very
 09  stressful job in many situations.  I think of the
 10  long-term care homes around me, where I know a
 11  little bit more.
 12              I mean, you're working with -- this may
 13  sound -- you're working with a high percentage of
 14  people who have dementia.  Some people with
 15  dementia are not pleasant people.  Some of them
 16  are, some of them aren't.
 17              You're working with people who are
 18  physically heavy, and you have to do a lot of
 19  lifting; it's very physically demanding work.
 20              So one of the things you'll notice is
 21  one of the options to make sort of the long-term
 22  care homes -- some people would argue -- to make
 23  long-term care homes work more efficiently is to
 24  work 12-hour shifts.
 25              Hospitals typically have 12-hour
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 01  shifts.  Nurses in hospitals work 12 hours.  And
 02  that makes scheduling 24-7 much easier.
 03              But in long-term care, it's much more
 04  difficult, because the nurses are capable of
 05  working 12-hour shifts.  But the PSWs, the work is
 06  so physically demanding, it's very hard to work
 07  12-hour shifts for many of the people.
 08              So this is the problem.  You can work
 09  12-hour shifts where you have a job like I do,
 10  where you're sitting doing Zoom meetings, and
 11  sitting in front of a computer, writing and typing.
 12  The most onerous thing I do is correct student
 13  essays, which is frustrating but not physically
 14  demanding.
 15              If you look at what the people are
 16  doing in long-term care, especially the PSWs,
 17  especially the lower paid people, it's very
 18  physically demanding work, and it's very hard to
 19  work 12-hour shifts.
 20              And I think that's one of the reasons
 21  for some of the unhappiness and the turnover as
 22  well.  This is the turnover, not people who want to
 23  be full-time, but the people who want to -- you
 24  know, basically just the turnover, people leaving
 25  long-term care.  Because it is very physically
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 01  demanding, very challenging work.
 02              And don't forget, the average life
 03  expectancy of someone going into long-term care is
 04  three years, right?
 05              You're not talking about seniors in
 06  long-term care who are healthy.  You're talking
 07  about seniors in long-term care who are very, very
 08  ill.
 09              One-third of the people -- again, I'm
 10  using big round numbers.  These are wrong,
 11  obviously, but as a ball park, but one-third of
 12  people in long-term care die every year.  The staff
 13  is constantly forming bonds with people and the
 14  people are dying.  It's emotionally challenging
 15  work; it's physically demanding work.
 16              And some people just find that very,
 17  very difficult.  I think I would find that very
 18  difficult, frankly.
 19              COMMISSIONER COKE:  You talked about
 20  the complexity of the people that they're looking
 21  after, the residents, and I'm just wondering some
 22  more of your thoughts about has the training and
 23  the practices, or the people are expected, the
 24  expertise that people are expected to have, if
 25  that's kept pace with the population that they're
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 01  looking after?
 02              ARTHUR SWEETMAN:  So that's a good
 03  question.  I am probably not as expert on this as
 04  some people would be.  In fact, that's almost
 05  anyone -- let me put it a different way.  Many
 06  people would know more about how to answer that
 07  question than I do.
 08              My suspicion is, that it's not so much
 09  the training that's lagged behind; it's just the
 10  hours, like, the workers' hours.  Acuity has gone
 11  up quite a lot in the last 10, 15 years.
 12              You may notice when Dalton McGuinty was
 13  first elected Premier, there were 78,000 long-term
 14  care beds in Ontario, and today there are 78,000
 15  long-term care beds in Ontario.
 16              But the population has both gotten a
 17  lot bigger and a lot older.  But the number of
 18  long-term care beds in Ontario has stayed frozen.
 19              So the McGuinty and the Wynne
 20  governments made a very deliberate, conscious
 21  decision to not extend long-term care, and to shift
 22  resources to home care instead.  Which a lot of
 23  people promote.  There's a lot of people out there
 24  saying that was the right thing to do.
 25              But what that has meant is that acuity
�0050
 01  levels in long-term care has increased quite
 02  dramatically as the population has gotten larger
 03  and older.  And the number of spots in long-term
 04  care has basically stayed constant, in fact has
 05  almost exactly stayed constant, for quite a number
 06  of years now.
 07              And so my view is, in getting back to
 08  your question, because I went on a bit of a
 09  tangent, sorry about that.
 10              So training may be an issue, but I
 11  suspect it's not as important an issue as just the
 12  number of bodies you need to look after an older
 13  and sicker population, higher acuity population.
 14              COMMISSIONER KITTS:  Arthur, on that
 15  subject, did you come across, because it's
 16  interesting how long-term care homes have evolved.
 17  They used to be called "nursing homes", because
 18  people needed to be nursed not -- they weren't
 19  medically complex.  And now they're called
 20  long-term care homes, but we still call the patient
 21  -- they call them "residents" not "patients".  And
 22  the argument was, they're not institutionalized,
 23  this is their home.
 24              Did you come across -- it sounds like
 25  the staffing requirements, the skill sets, the
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 01  number of staff, the resources they need to manage
 02  these people, it sounds like they're more -- at
 03  least a significant number, are more patients than
 04  residents.
 05              Did you come across any concerns around
 06  the acuity and the models of staffing that probably
 07  haven't kept up?  Or do you have any chronology of
 08  staffing changes over the last 10, 15 years?
 09              ARTHUR SWEETMAN:  There are other
 10  people who are probably better placed to talk about
 11  models of care than I am.  Again, I'm wearing my
 12  economist hat, I prefer to stay within my area of
 13  expertise.
 14              COMMISSIONER KITTS:  Okay.
 15              ARTHUR SWEETMAN:  So I can talk about
 16  how many of the various types there are, but in
 17  terms of care delivery, there are probably others.
 18              I know that there are various homes
 19  experimenting with alternative or new models of
 20  delivery, and some of them are quite happy with
 21  those.  But I'm not an expert in that, so I should
 22  probably stay away from it.
 23              COMMISSIONER KITTS:  One more quick
 24  question on performance metrics.
 25              You mentioned the Long-Term Care
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 01  Staffing Survey had a lot of information, and maybe
 02  someone should check to see if the non-responders
 03  correlated with large outbreaks or poor performance.
 04              You also said that one of the key
 05  metrics for good homes, or very good homes, is the
 06  leadership, particularly the nursing care director.
 07              Does the staffing survey that's done
 08  annually by The Ministry, would it give us
 09  information on the -- I guess the performance of
 10  the leadership, good leaders versus not so good
 11  leaders; do you know?
 12              ARTHUR SWEETMAN:  I don't think it has
 13  that type of information in general, it's much more
 14  numerical.  And what you're asking involves
 15  judgment.
 16              COMMISSIONER KITTS:  Yes.
 17              ARTHUR SWEETMAN:  So I think if you
 18  wanted that type of information, that would need to
 19  come from the inspection reports.
 20              COMMISSIONER KITTS:  Okay.
 21              ARTHUR SWEETMAN:  Rather than the
 22  Long-Term Care Staffing Survey.
 23              COMMISSIONER KITTS:  Thank you.
 24              ARTHUR SWEETMAN:  So there's one or two
 25  other things I wanted to bring up, I don't know how
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 01  much time we have.
 02              One of the key things we haven't talked
 03  about at all but is right in my bailiwick is
 04  funding.
 05              You guys probably know the funding
 06  model.  Most people I talk to are astonished once
 07  they come to understand how the funding model for
 08  long-term care in Ontario works.  What some people
 09  would say, how the funding model for long-term care
 10  in Ontario doesn't work.
 11              So I'm going to --
 12              COMMISSIONER MARROCCO:  Arthur, just
 13  let me stop you for a second.  We have as much time
 14  as we need.  We're not under any particular time
 15  constraint.
 16              I might take a ten-minute break or
 17  something like that, at a convenient time, but
 18  we're not rushed and you shouldn't feel rushed
 19  either.
 20              ARTHUR SWEETMAN:  Okay, thank you.  I
 21  didn't know if you had somebody else lined up after
 22  me.
 23              COMMISSIONER MARROCCO:  No, no.
 24              ARTHUR SWEETMAN:  There's a couple of
 25  things on funding that I thought, from my point of
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 01  view, are extremely important.  And I've started
 02  writing stuff about this, but I haven't quite
 03  finished yet.
 04              I'm going to say a bunch of things now
 05  which undoubtedly you know, but I'm going to start
 06  from the floor, just to help you with my story, so
 07  I'm not sort of jumping in in the middle; if that
 08  makes any sense.
 09              COMMISSIONER MARROCCO:  Okay.
 10              ARTHUR SWEETMAN:  I apologize for
 11  saying things which are redundant for you.
 12              Right now, all homes in Ontario get a
 13  certain amount of money per patient, which is
 14  roughly, I'm going to call it $65,000 per year, per
 15  patient on average.  And of course it's prorated
 16  and it is acuity adjusted, et cetera.  So there's
 17  that chunk of money, and then the patients --
 18              Yes?
 19              COMMISSIONER KITTS:  Arthur, just a
 20  quick question.
 21              When you're talking now about the
 22  funding model, you're including private,
 23  not-for-profit and municipal homes, all sort of
 24  lumped into one under the funding?
 25              ARTHUR SWEETMAN:  Everything.  So every
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 01  single home in the province gets the same transfer
 02  from The Ministry of Long-Term Care, this sort of,
 03  I'll call it this "base transfer".  It's
 04  structured, as far as I understand it, it's
 05  structured identically across those three different
 06  types of homes.
 07              It doesn't matter who owns the home or
 08  who operates the home, everybody gets the same
 09  funding.  And I'm being a bit sloppy here.  $65,000
 10  on average, but again, it's acuity adjusted,
 11  there's some adjustments.  But there's a funding
 12  model for the provincial transfer to the homes,
 13  which is a function of the average level of acuity
 14  in the homes.
 15              And it's basically the same money that
 16  goes to every single home in the province; does
 17  that make sense?  Now I have to be careful.  Again,
 18  the small rural homes -- actually, it's the small
 19  homes, but all the small homes are rural.  So I'm
 20  going to call them "small rural homes", even though
 21  in principle, it's just the size.
 22              They actually get a top-up because
 23  there's fixed costs in operating a home.  So the
 24  small homes get the same fixed costs as the big
 25  ones, so they get a little bit of extra money, the
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 01  small homes.
 02              One of the problems here is that this
 03  is a fixed pot of money.  And right now, the way
 04  things work -- and in fact, we address this in our
 05  report, we suggest that this should end -- is that
 06  the acuity of the home is measured every year, and
 07  the pot of the money is divvied up as a function of
 08  sort of each home's share of total acuity.  I don't
 09  know how much sense this makes to you.
 10              So what happens is, every single
 11  patient in the home -- there's sort of a chart
 12  that's filled out, and it has an acuity measure.
 13  The acuity measure for the home is aggregated, and
 14  then you come up with this sort of index of acuity
 15  in your home.  Then the index, all the indexes of
 16  acuity and all the homes in the province are sort
 17  of added together.
 18              And if you represent, say, two percent
 19  of the acuity in the province, then you get two
 20  percent of the funding; does that make sense?
 21              So what ends up happening is, what's in
 22  the industry is called "charting for dollars".  So
 23  the nurses understand that when they're filling out
 24  the charts, if they make their patients look more
 25  sick than they are, have higher acuity than they
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 01  are, then they're going to get a bigger share of
 02  the pie.  And they know that if they chart, I'll
 03  call it -- I don't know what phrasing to use --
 04  they make people look less sick.  And the nursing
 05  home down the road makes people look more sick,
 06  then they're going to get a smaller share of the
 07  pie.
 08              So my personal view, and we mentioned
 09  this in our report, is that charting for clinical
 10  reasons, and any acuity measures, should be
 11  completely separate.  Like you shouldn't be -- you
 12  shouldn't be sort of giving people incentives,
 13  giving nurses incentives to write up charts to make
 14  people look sicker, so that they get more money.
 15  We're causing all kinds of really, I think,
 16  problematic -- we're putting problematic incentives
 17  into the system when we're combining these clinical
 18  charts with the payment.
 19              Now this is -- in some sense, you can
 20  understand why they're doing this.  If the charts
 21  really are objective measures of health, then what
 22  The Ministry did in setting up this approach is
 23  exactly right.  Because what you really do want to
 24  know is, which homes have sicker patients, that
 25  means they have higher costs.  Well if homes have
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 01  sicker patients and higher costs, they should get
 02  more money; that makes perfect sense.  And if
 03  charts, medical charts are objective measures of
 04  clinical health, then it's exactly right.
 05              The problem, of course, is that
 06  clinical charts are not objective measures of
 07  health.  And that there is incentives built into
 08  the system, right?  So we need to come up with some
 09  ways to get around those incentives.  Because we
 10  need to know what people's actual medical condition
 11  is.
 12              And then, of course, tied to this is,
 13  The Ministry is always funding based on last year's
 14  acuity.  So if you had a lot of people in your home
 15  last year, you're going to get a lot of money this
 16  year.  But don't forget that one-third of your
 17  patients die every year on average.
 18              So it's not like your acuity from year
 19  to year is stable.  Your acuity from year to year
 20  varies quite a bit.  Now I have to be careful here.
 21  In a large home, it doesn't vary very much from
 22  year to year.  Because in a large home, it's
 23  just -- this is where economists talk about
 24  randomness, right?  In a large home, you have one
 25  sick person, but it's out of, say, 400 people; it's
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 01  not going to make that much difference.  So in a
 02  large home they seem to sort of average out.  But
 03  in a small home, these can be problematic.  If you
 04  have one really sick patient who dies, or one
 05  really sick patient who's introduced into your
 06  home, in a small home, that can really change your
 07  cost structure.  Does that make sense?
 08              So there's two things here.  One is,
 09  so-called "charting for dollars".  And the other is
 10  the time lag between the payments and the
 11  measurements that come up with the payments.
 12              Does that make sense to everybody?
 13              COMMISSIONER MARROCCO:  It does.
 14              ARTHUR SWEETMAN:  That's issue number
 15  one.  Sorry.
 16              COMMISSIONER MARROCCO:  Well, I think I
 17  might just sort of take five minutes and give
 18  everybody a chance to kind of go over what you
 19  said, and give you a chance to figure out what else
 20  you want to tell us.  And so I think we'll just
 21  break for five to ten minutes.  You can just stay
 22  on the screen and --
 23              ARTHUR SWEETMAN:  Sure.  Thank you,
 24  I'll go refill my water, I'll be right back.
 25              COMMISSIONER MARROCCO:  I figured
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 01  everybody would want to do something.
 02              ARTHUR SWEETMAN:  Thank you.
 03              -- RECESS TAKEN AT 11:09 --
 04              -- UPON RESUMING AT 11:19 --
 05              COMMISSIONER MARROCCO:  Arthur, I just
 06  wanted to follow up on what you were saying when we
 07  broke.
 08              The funding that comes from the model
 09  you described, where does that end up?  Does that
 10  go to profit, or is that the total?  Do you have
 11  any sense of how those funds end up being applied?
 12              ARTHUR SWEETMAN:  Yes.  So what I
 13  talked about so far is only one element of five or
 14  six elements of the funding package.  So it's a
 15  very complex funding package.
 16              If you don't mind, can you ask me that
 17  question again in five or ten minutes.
 18              COMMISSIONER MARROCCO:  If I remember,
 19  I certainly will.
 20              ARTHUR SWEETMAN:  I'll try to -- I'll
 21  write it down.
 22              COMMISSIONER MARROCCO:  Good.
 23              ARTHUR SWEETMAN:  So the answer for
 24  part of it is, for the for-profit homes, the money
 25  I've talked about so far, has no direct influence
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 01  on their profitability.
 02              So the money from the province -- and
 03  again, I'm not going to go into tremendous detail
 04  today, I could at some future time if you wanted.
 05              But it comes in envelopes.  So this
 06  $65,000 on average, per person, per resident per
 07  year, there's an envelope in there that's called
 08  the "raw food envelope".  And if it's not spent on
 09  raw food, it needs to go back to The Ministry.  And
 10  there's a "nursing envelope", and if it's not spent
 11  on nursing, it goes back to The Ministry.
 12              So this particular avenue of funding,
 13  which is one of several avenues of funding, it is
 14  very tightly managed.  And in principle at least,
 15  no profit comes from that to the for-profit homes.
 16              The other part of the money, or one of
 17  the other parts of the money, is the money that the
 18  patients pay, or the -- actually, I don't think I
 19  ever answered your earlier question as to whether
 20  they're patients or residents.  And my answer would
 21  be, it's not Kierkegaard's Either/Or, it's the
 22  modern philosophers both/and.
 23              I don't know if you're into philosophy,
 24  but Kierkegaard wrote this famous book called,
 25  Either/Or.  It's not Kierkegaard's Either/Or, it's
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 01  the modern philosopher, postmodern philosophers,
 02  both/and.
 03              I think that the residents are both
 04  residents and patients.  And that 20 years ago,
 05  when it was called "a nursing home", there was
 06  actually less nursing going on and more resident
 07  care going on, if you want to call it that.  And
 08  now, acuity levels are higher and we call them
 09  "long-term care", but there's more nursing going on
 10  than ever, just because acuity levels are higher.
 11              Sorry, I deviated there.  So the
 12  residents or the patients -- or, and the patients,
 13  they pay a certain amount, which I'm going to call
 14  roughly $30,000 per year, per person.  But it's not
 15  actually that number.  The number -- the amount is
 16  regulated by the province, and there's some
 17  grandfathering.  So if you went in three years ago
 18  and got a two-person room, the amount that you pay
 19  is fixed.  This is all on the web, it's pretty easy
 20  to find, there's a lot of tedious details.
 21              But basically, you pay a certain
 22  amount, the amount varies, as a function of the
 23  size of the room.  So like a three people to a
 24  room, pays different than two people to a room,
 25  pays different than a single person room.
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 01              And if you entered three years ago,
 02  you're paying a difference than if you entered two
 03  years ago, than if you entered this year, right.
 04  So there's that amount.
 05              So there's the personal amount, and I'm
 06  going to call it ballpark $30,000 a year.  And if
 07  you can't afford the personal amount, then The
 08  Ministry will pay it for you, right?  And so
 09  there's this game that goes on as well, where if
 10  you know your mother or father is going into
 11  long-term care -- and I should say my mother-in-law
 12  is in long-term care, so I should declare my biases
 13  here.  We didn't do this, but many families
 14  immediately try to take that family money and
 15  diversify it to the kids immediately so that
 16  they're eligible for the subsidy.  It's a fair bit
 17  of money.  So if you can do that, if you can manage
 18  to get that money legally out of the hands of your
 19  parents and into some other hands so that the
 20  parent has low income or low resources, then you
 21  get a subsidy.  And sometimes you're talking on the
 22  order of -- it's prorated, but you might be talking
 23  about $20,000 a year or something.  So there's a
 24  bit of a game that goes on there, at least for some
 25  people.
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 01              So there's these two basic pots of
 02  money.  $65,000 a year from the province for each
 03  person, plus $30,000 a year that the resident pays.
 04              One of the comments I'll make about
 05  this right now, you hear a lot of people talking
 06  about long-term care insurance.  So from the
 07  resident's point of view, long-term care insurance
 08  may be a very good thing.  From the province's
 09  point of view, at least potentially, long-term care
 10  insurance is a terrible thing.  Because most
 11  long-term care -- or at least most ideas for
 12  long-term care insurance, and most actual long-term
 13  care insurance, pays the $30,000 personal amount,
 14  but doesn't pay the $65,000 government amount.
 15              So if you have a lot of people buying
 16  long-term insurance, that means that the government
 17  -- and when I say "the government", I actually mean
 18  the LHINs, and the -- again, not Cabinet, not that
 19  sense of government.  But the OPS sense of
 20  government, and the LHIN sense of government.
 21              You have a bunch of people who say, I'm
 22  sick, I have insurance, I want my spot.  So you
 23  have a lot of people banging on your door, but
 24  every single spot that's allocated, costs the
 25  government $65,000.
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 01              So if long-term care insurance
 02  increases, stimulates demand, but then as you
 03  increase demand, the transfer from the government
 04  has to go up quite a bit; if that makes any sense.
 05              So you have to be a bit careful there.
 06  If you want long-term care insurance, you have to
 07  remember that someone who has long-term care
 08  insurance is going to want service.  And for every
 09  dollar that the person puts in to buy their own
 10  service, the government is putting in $2 and a few
 11  cents.  So that means the taxpayer is putting in
 12  those dollars and cents.  So you want to be really
 13  careful about this funding model.
 14              So the way I think about it, the way
 15  I've explained it to people is, it's actually a lot
 16  like universities.  Every student who goes to
 17  university, pays tuition.  And every student who
 18  attends a university, the government gives the
 19  university a transfer to fund that student.  And in
 20  Ontario, it's about 50-50 at the university, and
 21  it's about 2 to 1 for long-term care.
 22              And if you can't afford your tuition,
 23  the government has OSAP, it has a student loan
 24  program, or a student grant program to subsidize
 25  you.  So that in long-term care, there are no
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 01  loans, it's all grants, but it's the same idea.
 02              So the government actually has, in some
 03  sense, so far what we've talked about is two
 04  government budget envelopes.  It has a budget
 05  envelope for the $65,000 a year per person, on
 06  average.  And it has a budget envelope for the
 07  subsidy for the people who can't afford the
 08  personal amount.  Does that make sense?
 09              Then, the government also has a bunch
 10  of special envelopes.  As I mentioned one of them
 11  earlier, there's a special envelope of funding for
 12  long-term care homes that are small to support
 13  them.  And then, occasionally, there are one-time
 14  things.  So the not-for-profit homes get extra
 15  money to help them with planning renovations, for
 16  example.  And that money sort of comes some years
 17  and disappears other years.
 18              And then there's sometimes extra money
 19  for doing renovations and that, so there's also a
 20  capital account.  And a capital account is more hit
 21  and miss, if that makes any sense.  It doesn't have
 22  the same sort of regulations around it in a stable
 23  way over time that the other money does.
 24              So that's the standard money.  You have
 25  to think about, for the 15 plus or minus percent of
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 01  homes that are municipal homes, they get extra
 02  money from the municipality.  And how much each
 03  municipality spends is -- it varies, but on average
 04  in the province, each municipal home tosses in
 05  something like on the order of 20, 21 thousand
 06  dollars per patient, per year.
 07              So when we talk about the municipal
 08  homes doing better than the for-profit homes, you
 09  have to remember that the municipal homes have an
 10  extra $21,000 per patient, per year to spend.
 11              If you add this up, you're talking
 12  about $30,000 from the personal amount, and the
 13  profit for the for-profit homes is supposed to come
 14  from the personal amount.  You have roughly $65,000
 15  a year, so for a total of around $95,000 a year,
 16  from the combining the government and the personal
 17  amount.  And then you have another $20,000, which
 18  brings you up to a total of $105,000 per patient,
 19  per year, for the municipal homes, right?
 20              So if you think of the municipal homes
 21  have something on the order of 20, 25 percent extra
 22  funding that the for-profit homes don't have.  And
 23  you can think that that pays for a lot, the extra
 24  20, 25 percent.  If I increased your salary, or
 25  your staff's salary by 20, 25 percent, you can do a
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 01  lot more.  If I increased your commissions budget
 02  by 20 or 25 percent, you can do a lot more, right?
 03              So it's not surprising that the
 04  municipal homes do well.  And then there's other
 05  tricks, there's other weird things, like find --
 06  I'll give you an example.
 07              Municipal homes don't pay municipal
 08  property taxes.  So in addition to the 20, 21
 09  thousand dollars a year from direct funding they
 10  get from municipalities on average, they also get
 11  an indirect subsidy by not needing to pay property
 12  taxes.
 13              The for-profit homes get a subsidy from
 14  The Ministry, this is another one of those little
 15  envelopes.  There's lots of little envelopes
 16  floating around.  They get another transfer from
 17  The Ministry that pays -- I'm going to get this
 18  wrong, but I think it's 85 percent of their
 19  property taxes.
 20              So the for-profit homes, in addition to
 21  getting 20, 21 thousand dollars less per patient,
 22  per year, they also need to pay 15 percent of their
 23  property taxes.  Whereas municipal homes have to
 24  pay zero of their property taxes.
 25              There's lots of little details here,
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 01  I'm not going to go into all the details.  And to
 02  be honest, I'm not familiar with all of the little
 03  details.  Bit this just gives you some sense, we're
 04  not talking about a level playing field for funding
 05  here.  There's dramatic differences across homes.
 06              Then we also say the "not-for-profit
 07  homes" -- so when I say the "nonmunicipal
 08  not-for-profit homes", they are all registered as
 09  charities.  And they all receive charitable tax
 10  receipts, or they all issue charitable tax
 11  receipts.
 12              And I have to be careful here, because
 13  the homes themselves are sometimes charitables, or
 14  they're almost all charities, but they frequently
 15  have associated foundations.  So if I think about
 16  here in Dundas, where I live, there are three
 17  homes.  There's a municipal home called "Wentworth
 18  Lodge"; there's a private home called "Blackadars";
 19  and there's a not-for-profit home in the voluntary
 20  sector called "St. Joseph's Villa".
 21              Now, St. Joseph's Villa has -- and I'm
 22  just giving you these as examples, right?
 23  St. Joseph's Villa has associated with it, the
 24  St. Joseph's Villa Foundation.  So most of the
 25  donations go to the St. Joseph's Villa Foundation,
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 01  and the St. Joseph's Villa Foundation transfers
 02  them -- it's a bit tricky, actually, because it
 03  transfers them to a cluster; and this is true in
 04  many situations.  A cluster of St. Joseph's Villa
 05  affiliates.  One of the affiliates is a long-term
 06  care home; the other affiliate is a hospice; and
 07  the third affiliate is a retirement home.  So they
 08  have a full site, where there's a retirement home,
 09  a long-term care home, and a hospice.  It's all
 10  colocated, and people in principle and in practice,
 11  can move across the three different things from the
 12  retirement home, to the long-term care home, to the
 13  hospice.
 14              And the key issue in terms of funding
 15  here, is that the government is once again giving
 16  money to the not-for-profit homes by issuing tax
 17  receipts.  And people complained about highly paid
 18  the workers are in the for-profit homes -- at least
 19  the CEOs are in the for-profit homes.
 20              If you look -- and this is public information,
 21  I have downloaded all the tax returns for all the
 22  long-term care homes.  And many of the associated
 23  foundations for Ontario -- actually, I just
 24  downloaded them for all of Canada.  They're all
 25  public information on the CRA website.  Although
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 01  the CRA makes it hard for you to read them.
 02              So the people being in the foundations
 03  are frequently paid quite well.  So here in Dundas,
 04  the chief fundraiser earned -- I should be careful
 05  -- they don't tell you how much they earn, it's in
 06  categories.  And the person here in Dundas last
 07  year was in the $350,000 and over category.  And
 08  this is the not-for-profit homes.  So as much as we
 09  complain about the for-profit homes, the
 10  not-for-profit, some people in those organizations
 11  do pretty well as well.
 12              I should say, the $350,000 last year
 13  seems to be abnormal.  If I look at the tax return
 14  from two years ago, the person holding the same
 15  position -- you don't know the names of the person,
 16  you only know the position.  The person holding the
 17  position two years only earned in excess of
 18  $160,000.  It might be 150, I could be
 19  misremembering the threshold.
 20              Anyway, the point being, there are also
 21  large amounts of money, and it varies dramatically
 22  across homes, that are subsidizing some of the
 23  not-for-profit homes, where $0.50 on the dollar
 24  coming from family and other people interested in
 25  the residents, and $0.50 on the dollar coming from
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 01  taxpayers, that come through these charities.
 02              So on average, the amount of money in
 03  tax receipts for charitable donations that homes
 04  receive, is less than the $20,000 that comes from
 05  municipalities.  It's more like 3, 4, 5 thousand
 06  per bed, per year, but it's a non-trivial amount of
 07  money, if you're thinking about, you know, in the
 08  aggregate across a home.
 09              So the for-profit homes, the
 10  not-for-profit charitable homes, and the municipal
 11  homes have very, very different funding streams.
 12  Right?
 13              Now it's got to the point that actually
 14  some of the for-profit homes a couple of years ago
 15  caught on to this charitable stuff.  And some of
 16  the for-profit homes -- I'm not quite sure how they
 17  did this, they had some clever lawyers.  But they
 18  managed to set up charities to fund the -- sorry.
 19  Some of the for-profit long-term care homes have
 20  set up associated foundations to fund the
 21  for-profit homes as well, but not very many of
 22  those, and they don't seem to receive all that much
 23  money.
 24              So the key thing is, beyond the base
 25  money, the personal amount and the provincial
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 01  amount, which is common to all homes, the municipal
 02  homes get an extra chunk of money from the
 03  municipality, and the amount that they get varies
 04  dramatically across municipalities.  So I've gone
 05  through the budgets of a few municipalities.  And
 06  some of them are very transparent, and some of them
 07  are far less transparent.  So in some areas, it's
 08  really hard to figure out how much they're
 09  transferring to the homes, because they put it
 10  together in a senior's budget and they just give
 11  high level averages.
 12              But we know from, say, AdvantAge
 13  Ontario's reports, that the average in the province
 14  is -- at least I should say, the average in the
 15  province a couple of years ago, because all these
 16  numbers are, you know, lagged a couple of years, is
 17  on the order of $20,000 a year.  And then the
 18  not-for-profit homes also have charitable donations
 19  which are taxpayer subsidized.
 20              Now I'm not saying that any of this is
 21  bad, but I'm saying that when you're thinking about
 22  the operations of these homes, you have to realize
 23  that some of them have 20 to 30 percent more
 24  operating revenue than others.  Okay?
 25              Now, the municipal homes have --
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 01  municipal homes can also issue tax receipts.  I
 02  have no idea how much the municipal homes get in
 03  donations, because the Canada Revenue Agency
 04  doesn't collect information on the municipalities
 05  and the tax receipts that they issue.  They only
 06  require traditional charities to file tax receipts.
 07  So we know exactly what they've issued.
 08              So it's a very, very complicated
 09  funding model, and a very unequal funding model
 10  across municipal for-profit and not-for-profit
 11  homes.
 12              And it also means that the not-for-profit
 13  homes set up in wealthy neighborhoods have
 14  tremendous resources.  And the not-for-profit homes
 15  set up in not so wealthy neighborhoods have far
 16  fewer resources because their charitable receipts
 17  are far lower.
 18              Does that make sense?
 19              COMMISSIONER MARROCCO:  Has there been
 20  any -- does the funding model contribute to what
 21  happened?
 22              ARTHUR SWEETMAN:  Oh, sure.  The
 23  municipal homes and the better funded homes clearly
 24  had fewer COVID problems, right?
 25              So it gets a bit tricky.  I have not
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 01  sat down and looked among the charitable homes to
 02  figure out exactly how much they received on
 03  average over the last, you know, five or six years.
 04  And to correlate that with the COVID outbreaks, I
 05  haven't done that.  But I have looked at the
 06  municipal funding difference, and it's big.  And
 07  the municipal funding difference is clearly
 08  correlated with COVID outbreaks.
 09              So what that means in part is that the
 10  staff in municipal homes, there tend to be more
 11  staff, and they tend to be better paid, and it
 12  tends to be less turnover, right?  If you want to
 13  work some place, you want to work in one of the
 14  well-paying homes.
 15              And the unions are also -- just as a
 16  bit of an aside, the Employment Equity Act really
 17  helped staff in long-term care in municipalities
 18  here.  Because the Employment Equity Act says that
 19  everyone gets paid more or less at the same level
 20  as the highest paid person.  And for the municipal
 21  homes, that means the employers in the
 22  municipality.  So the Employment Equity Act applies
 23  to the entire municipality.
 24              So the unions in long-term care, if
 25  they -- this happened several years ago, in fact
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 01  quite a few years ago now -- there were a number of
 02  issues where they would say there was someone in
 03  some other part of the municipality being paid
 04  more, our people should be paid more.  So the
 05  salaries in long-term care -- municipal long-term
 06  care homes increased quite substantially when the
 07  Employment Equity Act was brought in.  Because all
 08  of a sudden, you could make comparisons across the
 09  entire municipality, to try to find high paid
 10  workers to compare it to.
 11              Whereas in the private homes, you can't
 12  do that.  In the private home, there is no one you
 13  can compare to.  So the Employment Equity Act only
 14  operates within the home.
 15              In fact, this is an aside, this is one
 16  of my complaints with the Employment Equity Act.
 17  That it really looks at discrimination within
 18  employers, but we know that -- economists have been
 19  saying for a long time, most discrimination in
 20  Canada does not happen within employers, it happens
 21  across employers.
 22              And Employment Equity does a great job
 23  at solving the problem within employers, but it
 24  does a really crappy job -- in fact, it does no job
 25  at all, at solving the problem across employers;
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 01  and that's really where the problem is.
 02              In fact, we've done a great job at
 03  solving something that's not really a problem and
 04  we've avoided solving the real problem.
 05              But you see that in some sense within
 06  the long-term care homes.  Where private homes,
 07  there's no comparison group, you can't use
 08  Employment Equity Act to bring up wages.  Where in
 09  municipal homes, you can use the Employment Equity
 10  Act to bring up wages.  And unions have done so
 11  very successfully over the last -- well, they
 12  haven't done so recently, because you can only do
 13  it once right at the beginning.  They did it very
 14  successfully in the years immediately after the Act
 15  being brought in.
 16              And that's one of the reasons why wages
 17  are higher in municipal homes than long-term care
 18  homes -- sorry, in private long-term care homes.
 19              COMMISSIONER MARROCCO:  Did you come
 20  across a funding model that you felt should be
 21  endorsed?
 22              ARTHUR SWEETMAN:  So there's several
 23  aspects to this.  Again, it's a personal opinion.
 24  For the $65,000 base amount, I would prefer what
 25  economists would call it "prospective funding
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 01  model".  Instead of charting acuity every year, I
 02  would prefer that on entry, acuity is determined
 03  for each patient, and then that -- and we know that
 04  people on average, their health deteriorates, so it
 05  needs to go up.  So we know, and we know pretty
 06  much that if someone enters a home with a certain
 07  level of acuity, we understand, on average, how the
 08  costs are going to change over time.
 09              So I think we should do that initial
 10  acuity measure, fund homes based on how sick the
 11  patients are, or the residents are when they first
 12  arrive, and then the expected or the average rate
 13  of healthcare deterioration for those residents
 14  over time, rather than charting actual acuity every
 15  time.
 16              One of the complaints I've heard from
 17  some people about that is, yes, but if a home does
 18  a really good job and keeps people healthy, they're
 19  going to end up with extra money; and my response
 20  is "yes", right?  If the homes do a good job and
 21  keep people healthy, yes, they get extra money,
 22  great; what's the problem with that?  And if they
 23  do a bad job and the people get sicker than the
 24  average, you know, if they get sick more quickly,
 25  then it's going to be more expensive, you know, but
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 01  that's an issue they need to deal with.
 02              On average, and most homes are large
 03  enough that, you know, some people get sick more
 04  quickly by random luck, and some people get sick
 05  more slowly by random luck.  In a home with more
 06  than 100 people, that all kind of averages out,
 07  it's not an issue.  That's only really an issue in
 08  a small home, like in a 30-person or 40-person
 09  home.  There's not very many of those, and they
 10  already get extra base funding anyway.
 11              So what I'm saying is, this prospective
 12  payment, what it does is it transfers some risk to
 13  the home.  And it also transfers some incentives to
 14  them to keep the patients well.
 15              So my view is that the risk is not an
 16  issue in large homes, because they're diversified
 17  across a large number of patients.  I'm using
 18  economic speak here.
 19              And for smaller homes, I don't think
 20  that the risk is a problem, because they already
 21  are getting an extra top-up for being a small home.
 22  So the risk in some sense can be absorbed into that
 23  extra top-up.  So I would prefer this one-time
 24  measurement.
 25              I have talked to a couple of operators
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 01  about this.  And, basically, they are not opposed
 02  to what I'm saying.  The thing that motivates them
 03  the most, is that they think the paperwork
 04  associated with the annual assessment is a pain.
 05  They would really love to get rid of that
 06  paperwork.  They find it extremely onerous to do
 07  these annual health reports and to file all the
 08  paperwork associated with the annual acuity
 09  measurement.
 10              So from their point of view, all of my
 11  prospective stuff, that's like a second order
 12  thing.  From their point of view, just getting rid
 13  of all that paperwork that they have to do every
 14  year for every patient would be a big improvement
 15  and would allow them to spend more time with the
 16  patients.  When I say that, that's of the two or
 17  three that I've spoke to, I won't say that that's a
 18  universal attitude.
 19              COMMISSIONER KITTS:  Arthur, given that
 20  the acuity is going up, at a certain level of
 21  acuity they get transferred to a hospital; is it
 22  possible that you could -- the difference between
 23  the lowest acuity and the highest acuity, is now
 24  sufficiently small that you could give an average
 25  to homes, or is it that big a gap?
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 01              ARTHUR SWEETMAN:  So I would say that
 02  what you're saying, other people have suggested
 03  that.  And that would be fine.  I would have no
 04  problem with that.  I think in some sense, what I'm
 05  saying is a little bit better, but it's only a
 06  little bit better.  And it might not be worth the
 07  trouble of somebody sitting in The Ministry doing
 08  the calculations every year.
 09              I think what I'm doing is very low
 10  transaction costs, what I'm proposing.  Because you
 11  have to do an acuity measure on entrance anyway,
 12  that's being done, that's not an issue.
 13              So what you're saying would be fine,
 14  and it's less transaction cost.  What I'm saying --
 15  the reason I'm saying it, I think it's a little bit
 16  better, but it's not a great deal of difference, I
 17  have to admit to you.
 18              The one thing I will say, many people
 19  who are very high acuity do not go to hospitals.
 20  Many simply elect to die in the long-term care
 21  home.  There are exceptions, I'm not saying that
 22  that's universally true.
 23              COMMISSIONER KITTS:  Right.  And I
 24  think a good palliative care program would help
 25  that.
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 01              ARTHUR SWEETMAN:  Yes.
 02              COMMISSIONER KITTS:  But the other
 03  thing in yours -- well, in my suggestion it takes
 04  away any gaming of acuity.
 05              ARTHUR SWEETMAN:  Well, mine takes away
 06  gaming as well and in fact gives incentives for the
 07  reverse; gives incentives to keep people healthy.
 08              But they're fairly small incentives.  I
 09  don't think it's, again, what you're suggesting,
 10  what I'm suggesting are very close to each other.
 11              COMMISSIONER KITTS:  Thank you.
 12              COMMISSIONER MARROCCO:  All right.
 13              ARTHUR SWEETMAN:  So I think I'm coming
 14  close to the end of my list.  The one I did want to
 15  put at the end, but I really wanted to make it to
 16  was the funding issue.  I think most people ignore
 17  the funding model, and I think the funding model is
 18  problematic.
 19              Maybe the last thing I'll mention about
 20  the funding model, and this builds on the question
 21  I was just asked a second ago.  Acuity is going up.
 22  And the way it works, acuity does not determine how
 23  much money you get, it only determines the share of
 24  the pie that you get.
 25              If we wanted to, we might -- if we
�0083
 01  really care about the patients, we should say that
 02  the funding should be a function of acuity.  So if
 03  acuity goes up, funding goes up.  Not, if acuity
 04  goes up, the pie stays the same.  Although, the pie
 05  does change over time, but it doesn't change as a
 06  function of acuity.  And that if you have more sick
 07  people, you get a bigger share of the pie.  So it's
 08  a matter of having this fixed amount of money
 09  that's devoted to acuity, as opposed to a certain
 10  number of dollars fixed to acuity.
 11              I understand why people are reluctant
 12  to fix a certain number of dollars to acuity,
 13  because acuity is an extremely difficult concept to
 14  peg down in an objective manner.  It's very, very
 15  tricky to peg that down, to really say that this
 16  person is sicker or more costly to maintain than
 17  some other person; that is tricky.  So I do
 18  understand the motivation for what we're doing
 19  right now.  But it's nonetheless, we have to
 20  recognize that it's -- at least I believe it's
 21  problem -- even though I recognize why people are
 22  doing it, it is somewhat problematic.  Everything
 23  in these funding models, there are pros and cons.
 24              COMMISSIONER MARROCCO:  Well, Arthur,
 25  if you've reached -- I don't think we have any
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 01  questions.  So if you've -- oh, yes, Commissioner
 02  Coke.
 03              COMMISSIONER COKE:  Sorry, just coming
 04  back to the staffing strategy that you have worked
 05  on, which is very comprehensive and a number of
 06  elements to it.
 07              But just in terms of the short term,
 08  what you think the key priority for The Ministry to
 09  act on would be.
 10              ARTHUR SWEETMAN:  So right now, my key
 11  priority would be for them to identify the homes
 12  that are most at risk.  Includes the homes that had
 13  outbreaks, but also the ones that could have
 14  outbreaks, you know, that bottom, I'll call it
 15  15 percent of homes.  And to actively intervene to
 16  help those homes.  Which is not to say sending in
 17  the military necessarily.  But in some sense, to
 18  help them with the staffing challenges that they
 19  face.
 20              And sometimes it's not just staffing;
 21  this is where it's tricky.  Like a lot of the homes
 22  that had serious problems, sometimes there were
 23  staffing problems, but sometimes it's just that
 24  they had four people to a room.  And it's very
 25  difficult to deal with infection control when most
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 01  of your rooms have four people to a room.
 02              And so we face a challenge.  If we
 03  changed all rooms into, I'll call it one or two
 04  people rooms -- some people at the Long-Term Care
 05  Association have done some -- this is OLTCA, have
 06  done some work on this.  And they figured that
 07  would eliminate around 5 or 8 percent of the rooms
 08  in the province, or maybe I should say -- sorry.
 09  5 to 8 percent of the beds in the province if we
 10  simply converted all four-bedroom and three-bedroom
 11  rooms into one- and two-bedroom rooms.  It depends
 12  on exactly how you do it, etcetera.
 13              One of the main problems people face is
 14  just the physical infrastructure.  And one way to
 15  deal with the physical infrastructure is simply to
 16  convert big rooms into small rooms.  But if we do
 17  that, we're going to lose 5 to 8 percent of our
 18  capacity at least.  So there's a real tradeoff
 19  there.  It is not clear, it's not clear that I know
 20  the answers or anyone knows the answers there, but
 21  that's a difficult thing.
 22              So the first thing I would do would be
 23  start thinking about those tradeoffs and what rooms
 24  we can convert, losing the least capacity in the
 25  system.  What homes that need extra staff.  And
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 01  maybe some leadership staff.  And that gets tricky,
 02  right?  Because if you're going to start giving
 03  them extra money, then everyone is going to want to
 04  be a home that needs extra money.  It's tricky.
 05              COMMISSIONER COKE:  You're saying sort
 06  of target those -- rather than do a blank thing
 07  straight away, just target in focusing on the ones
 08  that are most high risk.
 09              ARTHUR SWEETMAN:  Yeah.  So my point of
 10  view, there's virtually no municipal homes that
 11  need any assistance right now.  They're working
 12  pretty well, and many of them are fantastic, quite
 13  frankly.
 14              I'll be prejudiced here.  I'll say the
 15  one my mother-in-law is in is a fantastic home.  I
 16  hope that if I need to go into a long-term care
 17  home, I hope to go into one as nice as the one
 18  she's in.  She's here in Dundas, it's a great home.
 19  I have nothing but positive things to say about
 20  that.  I don't think that they need particularly
 21  any help.  They might -- I'm sure that they can
 22  always use -- everyone will say that they always
 23  need more resources, and that's probably true.
 24              But I think if I was The Ministry, you
 25  can't do everything all at once, I would focus in
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 01  on the -- by first identifying the high risk homes,
 02  because I think the identification itself is a
 03  challenge.  And then actively, or proactively, I
 04  should say, assisting those 10, 15, 20 percent of
 05  homes that are most at risk.  And the interventions
 06  need to be both on the staffing side, but also on
 07  the physical infrastructure side.
 08              So even though your question was
 09  focused on the staffing, I'm bringing in the
 10  physical infrastructure.  Because I actually don't
 11  think it's possible to separate the two.  I don't
 12  think it's possible to look at one without looking
 13  at the other.
 14              COMMISSIONER MARROCCO:  All right.
 15  Anything further?  Yes, Jack?
 16              COMMISSIONER KITTS:  Just one last
 17  question, because I think when you say "system",
 18  are you talking about the long-term care system or
 19  the entire health and long-term care system?
 20              ARTHUR SWEETMAN:  So I was talking
 21  about long-term care.  You're right, there is a --
 22  it does -- the two are somewhat integrated; not a
 23  lot, but a little bit integrated.  So I was
 24  focusing exclusively on long-term care.
 25              COMMISSIONER KITTS:  So my point is,
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 01  the recommendations you've made are tremendous, but
 02  they're wide sweeping.  And I can't see it
 03  happening without a full court press by the entire
 04  system on getting these done together.
 05              When the hospitals and the Army came
 06  in, they brought people, but they also brought
 07  leadership and IPAC and a lot of other things that
 08  I think the long-term care system would rely on.
 09              So my last question is, have you heard
 10  of the government's initiative on Ontario Health
 11  Teams?
 12              ARTHUR SWEETMAN:  I have, yes.
 13              COMMISSIONER KITTS:  Do you know enough
 14  to think that that might be a solution?
 15              ARTHUR SWEETMAN:  It might be.  To be
 16  perfectly honest, I'm going to sound terrible, I'm
 17  going to give you the economist on the one hand -
 18  on the other hand.
 19              COMMISSIONER KITTS:  Yes.
 20              ARTHUR SWEETMAN:  I think given
 21  COVID-19, I think it's going to be helpful.
 22  Because I think right now, everyone is focused on
 23  long-term care, including the hospitals.  And so
 24  they're going to give it a lot of attention.
 25              In the absence of COVID-19, it's not
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 01  clear that long-term care and these health teams
 02  where the leadership is focused primarily on the
 03  hospitals, would have been as good a thing as it
 04  will be in the current situation.
 05              And my concern is that five years from
 06  now, when COVID-19 is forgotten -- I wrote a book a
 07  number of years ago about SARS, and we had some
 08  people looking back at the 1918 influenza pandemic.
 09  The amazing thing is how quickly everyone forgot
 10  about the influenza pandemic when it was over.
 11              So my suspicion is, right now the big
 12  health teams will be beneficial to long-term care.
 13  But once we've forgotten about COVID-19, it's not
 14  clear to me that it will be as beneficial, or that
 15  it will be beneficial at all, because I think the
 16  leadership will start focusing on things they care
 17  about, which inevitably means hospitals.
 18              COMMISSIONER MARROCCO:  Is there any
 19  reason why some of the leadership that we're
 20  looking for can't come from the hospitals that are
 21  close to the long-term care facilities that you're
 22  aware of?
 23              I appreciate someone who's from the --
 24  I appreciate the hospital may have a view, but from
 25  your perspective.
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 01              ARTHUR SWEETMAN:  I think some of the
 02  leadership could well come from hospitals.  The key
 03  thing I'm saying, I guess I'm -- the caveat I'm
 04  raising is, will the leadership from the hospital
 05  stay focused on long-term care, or will they --
 06  will their attention revert primarily to the
 07  hospitals and the long-term care aspect of it will
 08  be on the corner of someone's desk, not receiving
 09  sufficient attention.
 10              So I would want to make sure that the
 11  big teams paid sufficient ongoing attention to
 12  long-term care.
 13              So I guess one way to think about it.
 14  Where I live, there are people who are really good
 15  at special projects, and there are people who are
 16  really good at sort of the daily grind.  And what
 17  we need here -- right now I think long-term care is
 18  viewed as a special project.  And you're getting
 19  all the people who are really good at special
 20  projects going into long-term care, and they're
 21  going to do a great job, but then they're going to
 22  move on to the next special project.  And are we
 23  recruiting the people who are good at the long-term
 24  grind to make sure that things stay good in
 25  long-term care.
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 01              COMMISSIONER MARROCCO:  Okay.
 02              ARTHUR SWEETMAN:  Did I answer your
 03  question?  My fear is that the senior hospital
 04  administrators, their primary long-term concern is
 05  the hospital.  And right now, they have this
 06  emergency, this special project, and they're going
 07  to do a great job on their special project.  But
 08  when the emergency is over, I'm not sure what's
 09  going to happen.
 10              COMMISSIONER KITTS:  I just want to
 11  say, Arthur, that your opening comment was, you
 12  would tell us how well you did based on how quickly
 13  we asked the first question, and then the rapidity
 14  of questions afterwards.  And I would say for the
 15  past two hours your performance has been exemplary.
 16              ARTHUR SWEETMAN:  Thank you very much.
 17              COMMISSIONER MARROCCO:  I think you got
 18  a pretty high mark by your own grading system,
 19  Arthur.
 20              COMMISSIONER COKE:  Good measurement.
 21              COMMISSIONER MARROCCO:  In any event,
 22  on behalf of all of us, thank you very much for the
 23  time and the thoughtfulness that was displayed in
 24  your remarks.
 25              It will be enormously helpful to us, it
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 01  educates us, and we all appreciate your
 02  contribution very, very much.  Thank you.
 03              ARTHUR SWEETMAN:  Thank you.  And if
 04  you need anything else from me, feel free to have
 05  your staff send me an e-mail or contact me, I'm
 06  happy to do whatever I can to help.
 07              COMMISSIONER MARROCCO:  I'll make a
 08  note of that for sure.
 09              ARTHUR SWEETMAN:  Thank you.
 10              COMMISSIONER MARROCCO:  Thank you very
 11  much.  Okay, everybody.
 12              ARTHUR SWEETMAN:  Bye-bye.
 13  
 14  -- Concluded at 11:58 a.m.
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