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Résumé

L.a sous-traitance des soins de longue durée (SLD), c.-a-d. la mise en place de contrats entre des
établissements de soins et des organismes tiers pour la prestation de soins aux résidents en SLD,
sest généralisée en Colombie-Britannique depuis 2002. Cette étude qualitative visait & com-
prendre I'impact de la sous-traitance du point de vue du personnel soignant. Nous avons
interviewé 11 soignants employés en sous-traitance par des établissements afin d’explorer leur
perception des soins et du travail dans ces conditions. Notre principale conclusion fait état de
plusieurs pertes. Les soignants ont subi des pertes salariales, ainsi qu'une diminution de leurs
avantages sociaux, de leur sécurité et deleur liberté d’expression. Leurs conditions de travail se sont
détériorées avec 'augmentation de la charge de travail et de la rotation du personnel, entrainant le
départ de soignants expérimentés et une baisse du temps alloué aux soins. Ces constatations
remettent en question les promesses de qualité et de flexibilité qui ont initialement 1égitimé les
politiques autorisant la sous-traitance, et s’ajoutent aux preuves de plus en plus nombreuses
indiquant que la sous-traitance nuit a la fois aux travailleurs et aux résidents en SLD.

Abstract

Subcontracting long-term care (LTC), whereby facilities contracted with third party agencies to
provide care to residents, became widespread in British Columbia after 2002. This qualitative
study aimed to understand the impact of subcontracting from the perspective of care workers.
We interviewed 11 care workers employed in subcontracted facilities to explore their percep-
tions of caring and working under these conditions. Our overarching finding was one of loss.
Care workers lost wages, benefits, security, and voice. Their working conditions worsened, with
workload and turnover increasing, resulting in a loss of experienced staff and a loss of time to
provide care. These findings call into question the promises of quality and flexibility that
legitimated policies permitting subcontracting, while adding to the mounting evidence that
subcontracting LTC harms both workers and residents.

Introduction

This article examines the effects that the subcontracting of care has on the conditions for work
and care in long-term care facilities (LTCFs) for older persons. The quality of care in Canadian
facilities continues to be a concern (Armstrong & Day, 2017). In the public imagination, LTCFs
have long been considered to be places of last resort and are associated with warehousing, waiting
to die, and, during the COVID-19 pandemic, death itself (Ambrose, 2020; Estabrooks et al., 2020;
Keefe, 2019; Vladeck, 2003). Cost has also been of concern, particularly in the context of an aging
population wherein the need for long-term care (LTC) is expected to increase. These concerns
have also come at a time of governmental fiscal restraint and greater reliance on market
mechanisms to deliver seniors’ care (Armstrong & Armstrong, 2020b).

One significant consequence of cost concerns has been a turn to the for-profit sector for
innovation and investment. In the early 2000s, the province of British Columbia passed several
“business-friendly” policies to prepare for increasing for-profit participation in LTCFs. Chief
among these were policies permitting the subcontracting of LTCF staff. Subcontracting was a
process whereby for-profit companies and non-profit organizations, which had been contracted
by the regional public health authority to provide LTCF services, could decide to contract with
third-party companies for their staffing needs. In British Columbia, this second layer of
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contracting was called “subcontracting”. Facility management were
able to end these subcontracts with short notice, allowing manage-
ment to bust unions and reduce labour costs, a process termed
“contract flipping” (Longhurst, Ponder, & McGregor, 2020). The
governments’ policy decisions to allow subcontracting were legit-
imated by claims that such arrangements would ensure financial
sustainability, while supporting greater flexibility, responsiveness
and quality (British Columbia Ministry of Skills Development,
2003).

Given the claims of improved service delivery, this study aimed
to understand the effects of subcontracting from the perspectives of
care workers themselves. We ask, how has subcontracting affected
their working conditions and their capacity to care? Has it enabled
more flexible, responsive caring? In what follows, we situate this
study within the research on privatization in the LTCF sector. We
then present a brief overview of privatization in the province of
British Columbia, before turning to an examination of workers’
experiences, drawing on interviews with 11 care workers from
LTCFs who were subcontracted, some multiple times.

Privatization in the LTCF Sector

There has been a notable shift towards market-oriented approaches
to health care financing and delivery over the past 40 years in
Canada and other high-income countries. Popularized by the
Thatcher and Reagan governments in the United Kingdom and
the United States, this market ethos has been part of the neoliberal
transformation of welfare states (Braedley & Luxton, 2010; Harvey,
2005). Although geographically variegated, this transformation has
meant the increasing privatization of public services, such as the
direct sale of public assets to private owners, public—private part-
nerships, contracting out, and increasing labour market
“flexibility” by reducing the bargaining power of unions (Peck &
Tickell, 2002).

“Privatization” refers to the transfer of public resources to for-
profit providers (Mercille & Murphy, 2017). In neoliberal dis-
course, the turn to for-profit provision, in general and for the
delivery of health care in particular, has been justified by the claim
that market-based approaches are more responsive to public needs
(Armstrong, 2010; Braedley & Luxton, 2010; Connell, 2010). In other
words, for-profit providers are believed to adapt to changes in
customer demand faster than governments, because they are moti-
vated by the potential for increased profit (and equally by the
possibility of financial losses). Such profit maximizing behavior is
also thought to contribute to a more cost-efficient delivery of ser-
vices. Neoliberal discourse also maintains that these gains will not be
at the expense of quality. Indeed, quality is expected to improve
through the mechanisms of provider competition and consumer
choice, with poor providers being forced to improve or fail.

LTC has been particularly susceptible to privatization because
the sector is excluded from the Canada Health Act (Jansen, 2011).
This exclusion has contributed to the considerable variability in
facility ownership across the country and within provinces (e.g.,
differing public, non-profit, and for-profit ownership mixes).
Despite this variability, general trends point towards an increasing
reliance on for-profit providers for the construction of new facil-
ities as well as a concentration of for-profit ownership through
large corporate chains (Longhurst, 2020, pp. 29-36; McGregor &
Ronald, 2011).

In a discussion of privatization in the Canadian LTCF context,
Armstrong, Armstrong, MacDonald, and Doupe (2020) observe
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that data availability on ownership is inconsistent across the coun-
try, making it difficult to finely track patterns in facility ownership.
Presently, the province of Ontario has the highest proportion of
for-profit provision (57%), with the majority (81%) of these homes
being owned by corporate chains. Another 26 per cent of homes in
Ontario are non-profit and only 16 per cent are publicly owned. By
contrast, all LTCF in Newfoundland and Labrador are publicly
owned (Government of New Foundland and Labrador, 2020). In
the province of our study, ownership is almost evenly distributed.
Currently, 38 per cent of homes in British Columbia are operated
by health authorities, 34 per cent are owned by for-profit organi-
zations and 28 per cent are owned by non-profit organizations
(Office of Seniors Advocate, 2020). However, the difficulty in
obtaining reliable data on ownership is concerning and suggests,
as Armstrong et al. (2020, pp. 89) observe, that “there is little official
interest in supporting the investigation of how different ownership
patterns influence care.”

In addition to ownership, another important means of privatiza-
tion is ideological, whereby market-based values, concepts, and
practices are imported into the LTCF sector (Armstrong & Arm-
strong, 2020b), such as new public management (NPM) and audit-
ing. NPM is a management style that emphasizes competition,
efficiency, cost control, and quantitative outcomes (Rankin & Camp-
bell, 2006). It is not particularly well suited to the hands-on, labour-
intensive LTCF environment wherein much of what is good care -
for example, sitting and chatting with residents or taking the time to
assist their independent eating - is difficult to measure. Related to
NPM, the growth of auditing is another example of ideological
privatization in the LTCF sector. As a practice imported from the
financial sector, the turn to auditing to ensure quality has not fit the
care context well (Banerjee, 2013). It has led to an intensification of
regulation, standardization, and documentation while dramatically
transforming the LTCF work environment, often in ways that make
responsive caring more difficult (Banerjee, Armstrong, Daly, Arm-
strong, & Braedley, 2015).

The contracting out of labour is another significant means
through which the sector has been privatized. “Contracting out”
refers to the delivery of public services by for-profit agencies
(Vrangbzek, Petersen, & Hjelmar, 2015). Typically, in the LTCF
sector this has involved the contracting out of management or
support services because these are perceived to be outside of care
and, therefore, less important and less regulated (Armstrong &
Day, 2017). For example, housekeeping, maintenance, food ser-
vices, and laundry are commonly referred to as “ancillary” or
“hospitality” services and are generally not regulated in the way
that care work is. Although we do not agree that this work sits
outside care in the LTCF context, the case of British Columbia is
distinctive precisely because provincial regulations allowed for the
privatization of direct care services. As noted, in British Columbia,
the practice is referred to as “subcontracting” rather than “con-
tracting out,” because the facilities that these staff work in have
already been contracted out from the public sector. This terminol-
ogy thus captures the fact that subcontracting is an additional layer
of privatization and profit extraction. In this article, we use the term
“subcontracting” when referring to the process in British Colum-
bia, and “contracting out” when referring to literature that employs
this term.

Although changes in ownership, management culture, and the
subcontracting/contracting out of staft are visible forms of privat-
ization, the LTCF sector has and continues to be privatized through
less obvious means. Austerity measures and insufficient public
spending have resulted in an inadequate supply of LTC, creating
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lengthy waiting lists for beds and requiring citizens to resort to
private means of support such as assisted living or other supportive
housing arrangements. The subcontracting of staff is also indirectly
caused by insufficient government funding. In a British Columbia
study by Longhurst et al. (2020), key informants reported that non-
profit employers wanted to maintain their in-house staff but were
forced to subcontract because they could not afford to continue to
employ the in-house staff given current levels of funding. Similarly,
the hiring of private companions by families concerned with the
quality of care that their relatives are receiving is another means by
which LTCFs are being privatized (Daly, 2007; Daly & Armstrong,
2016). These various forms of privatization are referred to by
Armstrong and Armstrong (2020b, p. 27) as “privatization by
stealth” and share a common cause: a failure on the part of
government to “respond to the need for public health care services
and to supply appropriate care within care homes.”

The myriad forms that privatization takes within the LTCF
sector has made assessing its effects challenging. Making compar-
isons among facilities at the level of ownership, for example, is
made difficult by the layers of privatization. For example, non-
profit homes may subcontract some of their staff and thus be
partially privatized. Moreover, non-profit facilities and even pub-
licly owned facilities are not immune to the influences of market
logic, either in their operations or their regulation. Comparing the
quality of care between such facilities and for-profit facilities would
therefore not provide a clear understanding of the effects of for-
profit provision, because the boundaries between for-profits, non-
profits, and public facilities may be blurred. Nevertheless, the
available research, which we will review briefly, has called into
question the neoliberal rhetoric that for-profit provision leads to
improved quality and efficiency.

Effects of Privatization

The weight of available evidence indicates that for-profit LTCFs
deliver poorer quality care than either non-profit or public facilities
(McGregor & Ronald, 2011; Poss, McGrail, McGregor, & Ronald,
2020; Ronald, McGregor, Harrington, Pollock, & Lexchin, 2016).
The main reason for this difference is that for-profit facilities make
their profits by keeping staffing levels and wages low and opting for
staffing mixes with less- experienced staff (e.g., replacing registered
nurses [RNs] with licensed practical nurses [LPNs], and LPNs with
care aides). A large meta-analysis of studies comparing quality in
non- and for-profit facilities found that non-profit facilities pro-
vided more and higher quality staffing than for-profit facilities
(Comondore et al., 2009), leading the authors to conclude that
residents would have received more care in non-profit homes.
Similarly, a study by McGregor et al. (2005) found that the number
of hours per resident-day provided by direct care staff was signif-
icantly higher in non-profit facilities than in for-profit facilities.
And a more recent study by Hsu, Berta, Coyte, and Laporte (2016)
found that for-profit homes, especially those owned by corporate
chains, provided significantly fewer hours of care than non-profit
or publicly owned homes. These lower staffing levels are signifi-
cant, as staffing levels are strongly associated with quality in LTCFs
(Schnelle, Jurgis, & Katz, 2013). Additionally, lower staffing levels
and lower wages have been associated with higher turnover (Castle
& Engberg, 2005), which fractures care workers’ relationships with
residents and their colleagues.

Research on contracting out staff has reached similar conclu-
sions. In a systematic review of international studies published
between 2000 and 2012, Vrangbeek et al. (2015) found that
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contracting out has predominantly negative consequences for
workers. The studies that they reviewed reported that for-profit
employers offered shorter-term contracts, which resulted in inse-
curity, relatively high turnover, and the loss of experienced staff.
Not only did the workforce composition deteriorate, but working
conditions also worsened, with studies reporting lower salaries,
fewer benefits, and reduced job satisfaction. The research that
Vrangbek et al. (2015) reviewed also found that full-time employ-
ment tended to be replaced with part-time contracts, consistent
with the rationale of workforce “flexibility”. Work intensification
was also reported in a number of studies, in most cases following
reductions in staffing, resulting in “high pace and excessive work-
loads for the employees” (Vrangbeek et al., 2015, p. 15).

Whereas Vrangbeaek et al. (2015) examined contracting out
across the public sector, research focusing on the health care sector
has also found deteriorating working conditions and negative
changes to workforce composition (Armstrong & Armstrong,
2020a). In a study of the contracting out of health support workers,
Stinson, Pollak, and Cohen (2005, p. 2) reported that newly priva-
tized jobs were “substandard in all respects: low pay, meagre
benefits, heavy workloads, poor training, and no job security.”
They also found that the combination of heavy workload, insecu-
rity, inadequate compensation, and emotional stress not only had
negative repercussions for workers but also significantly harmed
their family life as well as their engagement within the community.
Because health support work is highly gendered and racialized, the
authors concluded that contracting out has turned back the clock
on hard won gains in labour equity, with a privatized health
support job being “virtually synonymous with poverty” (Stinson
et al., 2005, p. 3).

Researchers have also raised (now prescient) cautions that
contracting out staff could contribute to the spread of disease,
noting that cleaning and laundry in the health sector is not at all
like cleaning in the hospitality sector (Armstrong, Armstrong, &
Scott-Dixon, 2008; Armstrong & Day, 2017). Special care must be
taken when cleaning to prevent contagion from spreading. Also,
the part-time contracts favoured by for-profit agencies intent on
avoiding paying benefits force workers to work multiple jobs across
different facilities in order to survive financially. This was foreseen
to pose a risk for the transmission of disease (Longhurst, 2017), and
indeed became a factor in the spread of COVID-19 in the LTCF
sector (Estabrooks et al., 2020).

Privatization in British Columbia

Over the last three decades, the LTCF sector in British Columbia
has been steadily privatized as a result of a number of provincial
government policies. In the late 1990s, the government ended
direct capital funding for the building of new care facilities. In its
place, it implemented a competitive, request for proposal (RFP)
process for all new publicly funded beds. Although the RFP process
is, in theory, neutral vis a vis for-profit provision, the process is
complex and favours well-capitalized organizations with the tech-
nical capacities and economies of scale to produce successful bids
(Meagher & Szebehely, 2013). Therefore, between 2001 and 2016,
the number of LTCF beds operated directly by regional health
authorities and non-profits declined 11 per cent while beds in the
for-profit sector increased 42 per cent (Longhurst, 2017). The
growth of for-profit ownership between 1999 and 2020 is repre-
sented in Table 1.

The entry of private investment into the LTCF sector in British
Columbia was further aided by two policy reforms in the early
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Table 1. Privatization in British Columbia, 1990-2019

1999 2019 Ownership
45% 38% Public
33% 28% Non-profit
23% 34% For-profit

Note. Adapted from Office of Seniors Advocate, 2020

2000s designed to reduce the power of unions and increase labour
flexibility (Longhurst et al.,, 2020). Prior to this time, publicly
funded LTCFs in the province were governed by a master collective
agreement negotiated by an employer group (Health Employers
Association of British Columbia) and a bargaining association
representing unions. This agreement standardized working condi-
tions and workers’ rights across the province’s LTCF sector. It
generated a high degree of stability for the workforce where
employment in the sector was seen as providing family-supporting
wages.

The first policy reform, Bill 29, the Health and Social Services
Delivery Improvement Act (hereafter, Bill 29), passed in 2002,
allowed LTCF employers to lay off “non-clinical” staff, which
included food service workers, housekeepers, and care aides. It also
removed important union protections that ensured that collective
agreements would follow the job. Previously, if part of a business
was sold, transferred, or leased, the job would remain covered by
the existing collective agreement. These “successor rights” had
prevented employers from using subcontracting as strategy to
dismantle negotiated contracts.

The second reform, Bill 94 the Health Sector Partnerships
Agreement Act (hereafter, Bill 94) also passed in 2002, entrenched
subcontracting in the sector and enabled employers to flip con-
tracts. This meant that employers could terminate a contract with
60 days’ notice, effectively firing the workforce, then re-tender the
contract to a subcontractor, with no collective agreement following.
The subcontractor could then hire workers, often the very same
people who had been fired, with no union contract. Workers would
need to organize and negotiate a new collective agreement, know-
ing that they could be fired again with 60 days’ notice.

These bills resulted in waves of subcontracting, with more than
8,000 health care workers fired (British Columbia Ministry of
Health, 2018), most of them women working in laundry, house-
keeping, and food service occupations. For example, a press release
from the Hospital Employees Union (2007) protested the mass
firing of 450 care aides from three facilities in the Lower Mainland.
That same month, 168 frontline care staff were fired on Vancouver
Island, just weeks after signing a collective agreement. It was the
third time in 3 years that staff at this facility had been fired
(Hospital Employees Union, 2007).

Since these changes in the early 2000s, numerous studies have
raised concerns about the effects of privatization for the people
working and living in LTCFs (Longhurst, 2017; Office of Seniors
Advocate, 2020; Stinson et al., 2005). Motivated by public com-
plaints about the quality of care that residents were receiving, the
British Columbia Ombudsperson undertook a province-wide
review of the long-term facility and community care system.
Among the significant problems identified was the harm done by
the mass firing of staff. As the British Columbia Ombudsperson
(2012, p. 368) observed:

Such turnovers can disrupt the lives of seniors in residential care,
especially those residents whose care needs are complex. Over time,
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long-term staff acquire specialized knowledge of these needs so the
simultaneous replacement of many employees can make it difficult for
the seniors because continuity of care is disrupted. This is particularly
the case for residents with dementia. It can also be stressful to families
since they often need to provide extra support to their relatives during
such transitions.

Although the provincial government at the time did not heed
concerns about the effects of subcontracting, an important
response to the British Columbia Ombudspersons’ inquiry was
the creation of the Office of Seniors Advocate (OSA). The Office
of Seniors Advocate (2020) recently completed an investigation
raising serious concerns about privatization in the LTCF sector and
its consequences for care. Echoing research on privatization in
other jurisdictions, the OSA’s investigation found that the for-
profit operators provided less direct care and lower wages. Specif-
ically, the OSA found that for-profit sector did not deliver the
207,000 hours of care that they were funded to deliver, even though
they took more than $34,000,000 in profits. By contrast, the non-
profit sector provided 80,000 additional hours of direct care on top
of the hours that they were funded to deliver. Further, the OSA
found that for-profit operators paid less than non-profit operators,
spending an average of 17 per cent less per worked hour, with wages
paid to care aide staff being as much as 28 per cent below the union
standard rate.

It could be argued, the Office of Seniors Advocate (2020)
observed, that finding staff to do the same work for less and
pocketing the savings is exactly what for-profit operators are
expected to do. However, the OSA went on to question “whether
the delivery of direct care hours in publicly funded long-term care
homes is where we want operators to find efficiency” (Office of
Seniors Advocate, 2020. p. 28). The OSA further speculated that
subcontracting might result in higher turnover, the loss of experi-
enced staff, and recruitment problems, while disrupting the conti-
nuity of care. We will present findings from a qualitative study
wherein care workers speak to these concerns about the conse-
quences of subcontracting.

Methods

We designed this study to learn about the effects of subcontracting in
LTCFs from the perspective of care staff whose voices have been
typically absent in the making of LTCF policies. Ethics approval was
obtained from the University of British Columbia (H17-02162).

We worked in coordination with a major LTCF sector union to
recruit participants. We sent two recruitment e-mails to union
members requesting volunteers to take part in interviews. Only
two responses were received. This low response rate may be attrib-
utable, as our interviews later discovered, to the nondisclosure
agreements that employers required staff to sign as part of their
contract, which prohibited them from discussing their work.

A second recruitment strategy was attempted. We contacted
facility union stewards and asked them to identify staff willing to
participate in the study. Eleven participants were identified and
their contact information was obtained. Dr. Ponder contacted
interested participants and conducted interviews over the phone.
She completed all interviews but one in 2017. She obtained volun-
tary consent at the start of the interview after a brief description of
the study. During the interview, she asked participants to describe
the process of subcontracting and its consequences as they experi-
enced them. Interviews were audio recorded and transcribed ver-
batim with identifying information removed.
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We analyzed the data to identify patterns pertaining to the
practice of subcontracting and its effects on work and care
(Kvale, 2008). However, we note that given the small sample size,
we did not analyze data by facility ownership or jurisdiction, as
anonymization protocols stipulated that participants would not be
linked to place of employment.

Our analysis took place in several inter-related phases. First,
Dr. Banerjee conducted close readings of initial transcripts and
then used open coding to develop a coding scheme. The research
team discussed and refined the coding scheme. Then Dr. Banerjee
coded all interviews using this scheme. Through this process, he
identified a number of preliminary themes pertaining to the expe-
rience of subcontracting. Second, he compiled summary case notes
for each participant pulling together relevant data on these themes.
Third, he re-analyzed these case summaries, comparing and con-
trasting across participants to identify patterns of commonality and
difference. The developing analysis was then shared with the other
authors for discussion and further refinement. Finally, Dr. Banerjee
conducted a negative case analysis of the original transcripts to
ensure that the analysis offered a faithful representation of partic-
ipants’ experiences and perspectives (Shenton, 2004).

Sample Description

Participants included one RN, three LPNs, and seven health care
aides (HCAs). All participants were female except for one HCA
who was male. Although we gathered data on gender, we did not
gather data on country of birth or race. Participants had work
experience in the LTCF sector ranging between 5 and 28 years.
They worked in facilities across three southwestern British Colum-
bia Health Authority regions: Vancouver Island Health, Vancouver
Coastal Health, and Fraser Health. Eight participants were working
in for-profit facilities and three were working in non-profit facil-
ities. These publicly funded facilities had all subcontracted with
for-profit companies to provide their direct care services. Nine
interview participants were working at these facilities before and
after contracts were flipped. Several facilities had been subcontracted
multiple times, with one facility having had contracts flipped four
times. Several participants had worked at LTCFs that had not been
subcontracted and some continued to work at such facilities,
providing them with additional points on which to compare the
conditions across subcontracted and non-subcontracted sites.

Findings

In what follows we describe the consequences of subcontracting
from the perspective of care workers. None described subcontract-
ing positively. Indeed, our overarching finding was one of loss.
Subcontracting was experienced as a series of losses to workers’
roles as care providers (e.g., loss of wages and benefits), worsening
of their conditions of work, and losses to their ability to care for
residents. We follow this thematic organization in the presentation
of our data, describing the impact of subcontracting on workers, the
conditions of work, and the conditions for care.

Reported Impacts of Subcontracting on Care Workers

Subcontracting resulted in losses to workers’ compensation and job
security. Wages decreased after contract flipping and were signif-
icantly lower than those for similar positions at non-subcontracted
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facilities. Scheduled pay raises were reduced. One worker (RN1)
characterised the new pay raise structure as “criminally low”
(RN1), and another (HCA2) remarked that 3 years after subcon-
tracting, she was still earning $4 per hour less than her starting wage
at a non-subcontracted facility. Workers further reported losing
shift “differentials”, which were described as the higher wages
earned for working “off hours”, such as overnight or on the
weekend. HCAS5, for example, reported her weekend wages
decreasing by a third: from $24 to $16 per hour.

Participants lost benefits. Reductions in health and dental cov-
erage were reported. Pension contributions were reduced or lost
entirely. And workers received significantly fewer sick days. For
example, HCA5 noted that her sick days were cut from 18 days to
5. Participants routinely described the effects of subcontracting
through the language of loss: “We lost everything. We lost the shift
differential, and there’s no pension plan. There’s a very minimal
health care plan” (RN1).

Workers also lost voice. When signing new contracts, inter-
viewees reported that they were required to sign nondisclosure
agreements. These agreements were not solely concerned with
protecting residents’ privacy. Rather they were described as “mostly
to do with not talking to the media about what goes on in the
facility” (RN1). As a consequence of these nondisclosure agree-
ments, workers lost agency and their capacity to campaign for
better working conditions and improved care for residents.

The thing is a lot of us right, most of us unfortunately are bound by the
confidentiality agreements that we signed. We can’t go to social media.
We want to campaign for a union campaign we’ve got which is a really
good one. [It’s a] 6-week campaign. We want it to go viral. We can’t. We
can’t. These people have armies of lawyers. They can afford armies of
lawyers with the public dollars that they’ve got behind them (LPN3).

Subcontracting was used as a tactic to dismantle existing unions,
and the threat of mass firings discouraged further organizing. For
example, rather than bargain with the existing union, LPN1
reported that the employer fired all staff and re-tendered the
contract. In the process, staff lost the gains that they had achieved
in their previous contract. Another participant mentioned that staff
at her facility considered unionizing, but felt it was pointless; if they
succeeded, the company would “just fire all of us” (HCAL1). Staff
also lost their most vocal members, with activist staff and pro-
union workers fired and not re-hired.

In sum, from the perspective of staff, subcontracting resulted in
significant losses in pay, raises, benefits, and agency, while increas-
ing their financial vulnerability. Indeed, vulnerability appeared to
be a condition for remaining. When asked why they stayed, par-
ticipants described themselves as being unsure of finding employ-
ment elsewhere given their age or familial responsibilities that
made it difficult to start at a new home with no seniority. In the
case of a 63-year-old participant (HCA5), he explained that he
believed that he was not only too old to find work elsewhere, but
also that his language skills were poor and posed a significant
employment barrier. He felt that he had no choice but to take the
new contract. Some participants also added that they remained out
of concern for residents.

Reported Impacts of Subcontracting on Conditions of Work

According to all participants, working conditions deteriorated
substantially after subcontracting. One consequence of the lower
remuneration previously mentioned was the loss of experienced
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workers. “We lost a lot of really good employees who decided not to
stay on with the new staffing company,” observed LPN1. “We’ve
never regained that level of expertise in our employees. Now we
work with a really low level of expertise.”

Another consequence attributed to the poor remuneration was
the difficulty in hiring capable staff. According to participants, new
hires were very inexperienced, and their low level of competence
was concerning. “There’s a lot of people working there that are just,
just totally inappropriate to be working. It’s created a kind of
dangerous situation. I have several people that I just refuse to work
with because they’re so under-qualified to be there” (LPN1). The
hiring of inexperienced staff increased workloads, as HCA6
explained.

It’s really hard...I have these new care aides. It’s their first time to work.
It is so hard for me because I do most of the work. I am so tired because I
still need to [explain it] and then do it [myself]. Oh my God I am so tired
to say it. “Don’t do this one! You know what to do, that’s why you’re
here, right?” It’s overwhelming!

The loss of expertise was not a temporary setback, as noted by
LPN1. Indeed, several participants observed that they lost the time
and energy that they had invested in training new hires because the
new hires could not be retained, and the facility lost the experience
that these new recruits had garnered. As RN1 explained: “They
work for a couple months. They get a reference. And they go work
for [names a nonsubcontracted facility].” HCA2 expressed it suc-
cinctly: “We are just a revolving door.”

Subcontracting led to an increase in workloads. This increase
was attributed to several factors beyond the additional work created
by inexperienced hires. Participants reported that staffing compa-
nies did not hire as many workers, resulting in an increase in the
number of residents that workers were responsible for. For exam-
ple, LPN1 observed that the ratio of residents to LPNs doubled in
her facility. Another facility increased the acuity level of residents
but did not increase staffing levels commensurately, which con-
tributed to greater workloads.

Short-staffing also increased following subcontracting, further
increasing workloads. This was not an exception but routine. “We
are always short staffed. Always. Every single day” (HCA1). Short
staffing was a vicious circle not only contributing to the poor
working conditions but also exacerbated by them, because workers
who could avoid coming in did so. For participants who had
employment elsewhere, working at the subcontracted facility
became a last resort “Especially now that our contract [end] is
getting close, the anxiety is very high,” observed LPN3. “This is why
I think we’re having so many overtimes. Because some people go
for a second job now, they spend more time at their second job
because they feel that they have more security there rather than
working here.” Workers reported that calling in sick to avoid
picking up shifts was common. Even casual workers were described
as avoiding these facilities, which added to the loss of staff and
overwork, as HCA3 explained.

They cannot staff all the lines. It’s because although we have lots of
casuals on the list. There’re no casuals that like to work here. Because
these casuals have other jobs in other facilities that pay more. So, of
course the priority — the last priority - is us.

Many of those we interviewed felt that the subcontracting com-
panies did not respect care work. HCA?2 illustrated this through
the HCA appreciation day at her subcontracted facility. Because
it was only one day, if you were not scheduled to work on that
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day, you would miss it. By contrast, the non-subcontracted
facility where she worked held an appreciation week so that all
staff could be sure to attend. Another contrast provided by HCA2
was how her managers responded to incidents of violence from
residents. At the subcontracted facility, she was blamed for
causing the incident and received a written reprimand. At the
other facility, the manager personally called her, apologized for
the incident, and expressed concern for her well-being. She
recounted receiving the phone call while driving and the differ-
ence was so stark that it brought her to tears: “I pulled over on
the side of the road and I just cried. I was like I can’t even believe
how different it was and like how crappily we were treated at the
other place.” Similar accounts of distress caused by the losses
experienced through subcontracting were reported by all partic-
ipants. RN1 summarized these sentiments.

[The flip] was a really, really big morality hit for everybody. Everybody
was really upset....It was really negative. It was heartbreaking. We lost a
lot of good staff and then a lot of benefits. .. It was just loss after loss and
then the working conditions got worse because we had - all the sudden —
we had no staff. It’s been a real loss...

Reported Impacts of Subcontracting on Care

Losses were also reported with regard to workers’ ability to provide
care. The intensified workloads meant lost time with residents.
Under conditions of heightened work pace, participants said that
they did not have the time to spend with residents and therefore
were not able to understand what residents might be needing in the
moment. As HCA1 explained: “There’s no one-on-one time.
There’s no time to figure out how [residents are] doing or anything.
You can’t even like learn about them except for reading their files, if
you get time.” The increased turnover also affected workers’ ability
to develop familiarity with both the residents and their colleagues,
further hampering teamwork and care. The loss of time meant that
workers’ focus was on completing tasks. Responsive care was
sacrificed, as illustrated by HCAL.

[At the subcontracted site I work at] we have no wake policy. Because
you’d be so behind; it’s pretty much people get up whether they want to
get up or not! You fight with them. Whatever. Just get them up! [At the
non-subcontracted site where I work] they tell you to take your time.
However long it takes you to get a resident done, that’s fine. (HCA1)

Workers also reported losses in the areas of communication and
coordination. For example, the addition of a subcontracting com-
pany created mixed allegiances, wherein subcontracted care
workers were not employed by and therefore not responsible to
the facility but rather to the subcontractor. Power struggles imped-
ing the coordination of care resulted. For example, HCA5 described
a situation wherein a housekeeper was asked if he could clean up a
carpet because a resident had vomited on it. He responded to the
nurse, saying that “I cannot go back because I finished already
there.” In another account, a housekeeper was vacuuming the
carpets while the residents were eating and a nurse asked if he
could do it later so that residents could eat peacefully. The house-
keeper responded: “You are not my boss! My boss is [anonymized];
and she’s the only person who can ask me to stop vacuuming now.”

Given the loss of staff and time, participants resorted to work-
arounds as a means of coping with unmanageable conditions.
These workarounds could be risky and could put workers and
residents in harm’s way. The creation of a medication assistant
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position was an example. This involved providing an HCA with
some training to administer medications, freeing up time for LPNs.
However, giving HCAs responsibility to administer medications
that “they did not understand” was described as “very dangerous”
and resulted in “medication errors” (LPN1). Moreover, this work-
around reduced the time that nurses spent with residents. The act of
administering medication was an important moment of connec-
tion between LPN's and residents, offering them an opportunity to
conduct a “little assessment” and to remain informed about the
medications that residents were taking. This workaround thus
fostered disconnection. “I didn’t even know they were on antibi-
otics because I didn’tlook at their medication for four days” (LPN1)

Other harmful workarounds included hiring casual staff instead
of permanent staft, pulling workers from lighter care areas to work
in heavier areas, using students to fill gaps, or requiring a nurse to
supervise the entire facility rather than only one unit. Participants
reported feeling distressed because their working conditions pre-
vented them from providing the care that they knew they could and
should be providing.

You cut corners. No one gets a bath. People stay in bed. People stay wet
because you don’t have time to change them. If you get to them by the
end of your eight hour shift that’s considered good! I just, I can’t feel
good about myself working at a place like that. HCA2

Participants reported losing the ability to keep residents safe. “At
the end of the day we face a lot of risk of violence and aggression,
because we just can’t handle it. The needs of our residents are so
high. We just can’t keep everybody safe right now” (HCAL).
Participants’ accounts attributed the cause of violence not to the
residents’ conditions but to their conditions of work. As RN1
remarked

We have one locked unit with 20 residents that have very advanced
dementia but they’re also aggressive. So they all lump them together in
that unit. Well that unit isn’t staffed with any more people. They don’t
get anymore. They get hardly any recreation time. So they’re all walking
around like the walking dead. They’re bumping into each other and
they’re hitting each other. They’re fighting each other, pulling each other
out of bed. It’s a free-for-all basically.

Workers were also put in harm’s way. RN1 went on to add:
“[Residents] are aggressive to staff. They’re hitting, kicking, punch-
ing, biting, spitting. Everything that you can think of that you
would do to somebody, they do to us.”

Discussion and Conclusion

The subcontracting of direct care staff has been a distinct and
deleterious means of privatizing the LTCF sector. The policy
choices that enabled subcontracting were justified by promises of
financial sustainability, greater responsiveness, and improved care.
The authors of this study sought to assess these claims by learning
about the consequences of subcontracting from care workers them-
selves. From the workers’ vantage point, the overarching experi-
ence of subcontracting was one of loss. Care workers lost wages,
benefits, job security and voice. Subcontracted care workers were
not empowered to provide better care through more flexible work-
ing conditions. Rather, their working conditions worsened, which
harmed their ability to adequately care for residents. Workers
reported increases in violence and unsafe workarounds to cope
with challenging conditions. Staff who were able to leave, did.
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Although these findings of loss are at considerable odds with the
rationales that legitimated subcontracting, they are congruent with
studies that have attended to the perspective of employees, finding
that contracting out staff worsens working conditions, disem-
powers workers, and reduces the quality of services provided
(Vrangbeek et al., 2015).

Research on contracting out in the LTCF sector has also shown that
the profits made tend to be taken from workers, through a number of
tactics that keep labour costs down (Armstrong & Armstrong, 2020a;
Stinson et al., 2005). Our findings add to this body of evidence. In no
case did staff report improved compensation. Rather, subcontracting
resulted in lower wages and the elimination or reduction of benefits,
pensions, and sick leave. Shift differentials were also lost and pay raises
were so low that staff could work for years without approaching their
starting salary at facilities that employed staff directly.

Returning to the question posed by the Office of the Senior’s
Advocate (2020, p. 28) as to “whether the delivery of direct care
hours in publicly funded long-term care homes is where we want
operators to find efficiency...,” our results suggest the answer is
no. Not only were workers harmed, but also subcontracting did not
result in greater efficiency. Rather, less care was provided less well.
Asboth the British Columbia Ombudsperson (2012) and the Office
of the Senior’s Advocate (2020) feared and our findings confirmed,
subcontracting damaged relationships between staff and residents.
Mass firings, turnover, and overwork made it difficult for workers
to become familiar with residents and have the time to respond
adequately to residents’ needs. To these findings, our study adds
rich stories from care workers about the further disruptions among
staff and between staff and management. For example, tensions
were introduced between facility management and staff members
who worked directly for the subcontracting agency and who were,
therefore, not responsible to facility management. These mixed
allegiances resulted in conflicts that disrupted resident care.

Our study also suggests that these disruptions were not tempo-
rary. Workers reported that, as a consequence of the low remuner-
ation and poor working conditions, their facilities became
“revolving doors” with new hires entering and leaving as soon as
they could find better paying work elsewhere. The experience that
was lost through the mass firings was not regained over time.
Moreover, gaps in continuity of care were not adequately filled
by casual staff. Not only were casual workers unfamiliar with the
facilities’ residents, staff, and work routines, they also they avoided
working at subcontracted facilities whenever possible. In this way,
the practice of subcontracting further contributed to a workforce of
poorly paid workers needing to work at several facilities to support
their families and with minimal sick benefits. Indeed, combined
with frail older seniors susceptibility to COVID-19, these working
conditions have been identified by public health officials as playing
a major role in the spread of the virus in LTCFs (Longhurst &
Strauss, 2020; McGregor, 2020).

One limitation of this study is its small sample size. However, as
Morse (2000) has observed, small sample sizes can be acceptable in
studies, such as this one, where the topic is focused and easily
understood by participants. Another limitation is the possible
selection bias of our recruitment strategy. Nonetheless, the attri-
butions that staff made are logically coherent and serious enough to
warrant concern. They are not atypical either. Our findings are
commensurate with other research that has documented signifi-
cant negative consequences for workers (Armstrong & Armstrong,
2020a; Stinson et al., 2005; Vrangbzk et al., 2015)

Given the preponderance of negative consequences, one may
wonder why the privatization of LTCF sector continues. One
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answer to that question is evidentiary. As Ronald et al. (2016)
observe, the gold standard for research evidence is the double-
blind randomly controlled trial, which they note would be difficult,
let alone unethical, to conduct in the LTCF context. Researchers
must therefore resort to observational studies, and these studies of
privatization are further complicated by the blurry boundaries
between facilities that are run on a private for-profit basis and
those that are not. In our study, two of the non-profit homes had
privatized their workforce. Given these evidentiary challenges,
Ronald and colleagues suggest that the precautionary principle be
followed. Adopting a precautionary approach would shift the
burden of proof and call for “preventative action, even when there
is uncertainty but credible evidence of potentially significant
impacts” (p. 8).

Another motive for the continued privatization of the sector
worth considering is the political and economic rationale proposed
by Mercille and Murphy (2017). They argue that given the dearth of
empirical evidence for efficiency and effectiveness, privatization is
better understood as a strategy to reduce the power of labour. With
this in mind, the evidence of harm revealed by research such as ours
makes more sense. Subcontracting suppressed worker compensa-
tion, eliminated collective agreements, and dissuaded workers from
further union organization. These losses were not then a policy
failure, but from Mercille and Murphy’s standpoint, they were
precisely the point of subcontracting.

This transfer of resources and power and the concomitant
harms to both workers and residents have not gone unopposed
in British Columbia. The work of advocacy groups, unions, activ-
ists, and researchers have engendered change. In 2017, the provin-
cial government promised $500,000,000 in new funding, directed
primarily at increasing staffing levels. Although, this investment
was much needed, it did not address the legacy of privatization.
However, after their election in 2017, the New Democratic Party
(NDP) took on subcontracting directly. The government passed
new legislation - the Health Sector Statutes Repeal Act — which
repealed the laws (Bills 29 and 94) that had granted operators the
unrestricted ability to subcontract direct care staff and avoid union
successor rights. The repeal of Bills 29 and 94 does not turn back the
clock by removing subcontracting from the sector entirely. Many
direct care staff continue as a subcontracted workforce with inferior
collective agreements and fewer workplace rights than public sector
care staff have.

Change can come from surprising places. At the time of writing,
the COVID-19 pandemic is exposing “long-standing, wide-spread
and pervasive deficiencies in the sector” according to a recent Royal
Society of Canada report, provoked by the fact that more than
80 per cent of deaths in Canada were associated with the LTCF
sector (Estabrooks et al., 2020). Responding to the pandemic, the
British Columbia government has set about standardizing LTCF
wages, bringing them up to the level of the wages in the master
collective agreements in public health authority facilities. The
government has also instituted a “one job, one facility policy”
eliminating the practice of working across sites to cobble together
a survivable income.

More recently, the provincial government committed to con-
tinuing the “levelled up wages’ even after the pandemic ends, and
[restoring] provincial standards for wages, benefits, and working
conditions” (British Columbia New Democratic Party, 2020, p. 20).
It remains to be seen how government will achieve these policy
objectives. Government could facilitate structural changes in the
industry through a ban on subcontracting, and through requiring
that for-profit operators re-join the existing provincial master
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collective agreement. Alternatively, the government could provide
further subsidy to for-profit operators, similar to the approach
taken in response to COVID-19 (Longhurst & Strauss, 2020). By
removing the incentive to cut labour costs via subcontracting, the
first approach would necessarily reduce the industry’s profits. The
second approach would require additional government funding
even as many of these operators are already being funded at a level
that assumes that they are paying the provincial unionized wage
standard when they are not (Office of Seniors Advocate, 2020,
p. 28). This would seem to nullify claims of the superior cost
effectiveness of for-profit providers in the first place.

We conclude by observing that our study is the first to our
knowledge to examine the working conditions of subcontracted
British Columbia LTCF care staff from their perspective. The
themes of loss - reduction in wages, worsening working conditions,
and disruptions in care delivery - arrive at a time when the
extraction of maximum efficiency from the care-providing rela-
tionship is being shown to have fatal consequences.
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