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Supporting Women’s Economic Needs Through A Universal Home Care Policy
Abstract:  

If we are going to imagine public policy that will benefit women’s economic security needs than let us imagine a universal home care program that does not limit access to home care because of unpaid care-giving, financial contribution or residency requirements.  Let us have a policy that will be fair and equitable to home care users and workers across the country.  This could entail abolishing user fees, minimum training requirements for workers that is not dependent on literacy, more cohesive use of the helping professions so workers, clients and their families are better able to find additional information, help and support when needed.  

If we are going to imagine public policy that will support women’s economic needs than let us do it  through a universal home care policy that not only ensures access to appropriate health care for home care clients but also appropriate training and labour rights for home care workers.  Home care is a women’s issue as women are the majority of home care clients, workers and unpaid caregivers.  Substantial shifts in policy need to occur in order to secure the economic needs of clients, their families and workers.  That is, a universal policy that will meet the demands of clients and the needs of their workers through abolishing user fees and residency requirements as well as provide training, especially injury prevention programs and other related courses and workshops, and equipment such as lifts and mobility aids.  Through providing universal home care coverage that is not based on a certain amount of unpaid caregiving, financial contributions or residency requirements  will ensure that everyone has access to this vital program.  As well,  instituting basic training requirements that are not dependent on literacy and a more cohesive and integrated use of the helping professions will ensure that clients receive adequate care.  If a policy included all of the above than we would have a universal policy that would support women’s economic needs. 

The home care program was designed by government to help shorten hospital stays and to delay or substitute institutional care.  The care is provided by home care workers who are an unregulated body of individuals that provide home support.  The definition of home support and the duties entailed has become increasingly ambiguous as it can include a myriad of other activities that fall outside the parameters of home support, such as shovelling snow, household maintenance, and advanced medical procedures.   There are two general models of home care: home care agencies and the self managed model.  Under the agency model the agency hires the workers and assigns clients.  Under the self managed model clients can hire who they like as a home care worker as long as it is not a family member. It is estimated that 70% of rural people in Canada utilize self-managed care (Botting et al. 2002:85, CARP p. 28, 49-50, Shallow 2000:47).  Both models are problematic in relation to labour issues however one of the major issues with both models is the lack of guidelines and parameters surrounding the duties the home care worker is responsible for.  

The clients of home care used to be placed into one of two groups: elderly and disabled.  Now there are three main groups of clients: elderly, disabled and acute care.  So now clients are classified by the kind of care required, that is continuum care or acute care. Continuum care is generalized care in regards to home-making, basic grooming and other forms of work that can be categorized as non-professional.  The clients that require this kind of care are mostly disabled or elderly.  These clients may only require an hour or two a day of home care to help with house-cleaning or they may need several hours to help with generic functioning.  Acute care clients require more medical services and may require the use of controlled substances.  These clients are the least likely to receive adequate care in the community especially in rural areas due to the lack of qualified personnel.   Home care workers under the self-managed care model are not required to have any training.  Nevertheless, some of these workers are required to perform duties that are normally administered by professionals (i.e., nurses, LPN's, physiotherapists, etc.) and they do not have the training to do them correctly or to deal with mishaps or things outside the parameters of what they have been taught, which, in many cases, is nothing at all.

With hospital and health care boards concerned with their budgets and rates of efficiency (Gross Stein 2001), it has become necessary for patients to have a shorter stay in hospital which in turn places more of a burden on the home care system.  That is “....pressuring the home care sector to transform itself from a continuum of care program to one that is subservient to the priorities of the acute care sector (Health Canada 2002:i).   The result of this is that there is a substantial inequality in health care delivery.  Perversely, home care falls outside of the Canada Health Act’s insured services.  As well, the majority of home care workers are untrained, this is especially problematic for acute care clients and not only has the unfortunate consequence of deprofessionalizing health care workers, but more significantly it puts the client at great risk. 

Access to the home care program varies between provinces. The contribution amount required by the client and their family is based on a complex formula. Each province has its own formula so where one lives in the country defines how much one pays as well as the level and amount of care one receives (Parent et al. 2001).  Access to the program is dependent on provincial residency requirements which may be a disincentive for clients who are looking to move to another province.  This is more relevant to residents of Newfoundland and Labrador as well as Saskatchewan who are looking to either return to their province or to move to another one where their children or other social supports are located.

The government expects a certain amount of unpaid caregiving for the client.  This is not acceptable as “we know that women are the main providers of care," (Armstong, et al. 2002:9) which means that the government is forcing women to volunteer their time with home care clients which takes time away from other activities such as work which has the unfortunate consequences of losing benefits, seniority and incurring out-of-pocket expenses and become more prone to injury and stress (Botting p. 84). And as Olshevski et al. state that “caregiving appears to operate as a form of chronic stress that makes caregivers more susceptible to emotional distress and to clinical disorders such as depression and anxiety” (1999:4).  How than can the government justifiably expect a certain amount of unpaid caregiving?  

To add insult to injury clients have to pay for their all too often substandard care which would be covered if they were in an institution or if home care was made part of the Canada Health Act.  It should also be noted that “...most of Canada’s poor are women, thus making them more likely than men to be unable to afford private home care services” (Morris et al. 1999:3). In Newfoundland and Labrador means testing for seniors “...excludes all but the very poorest from free-of-charge care, leaving many low-income elderly women living at a social assistance standard and without money for food after they pay for their portion of care” (Morris et al. 1999:77).  In Newfoundland and Labrador seniors are expected to pay between 10 and 90 per cent of their home care costs.  Given that most seniors are on a fixed income many home care clients are finding it difficult to cope with paying for additional health related costs. 

And while it is understandable for government to want individuals to contribute financially to care provided in their home it is not acceptable nor is it fair as it places the additional burdens on women.  Not only do home care clients have to contribute to the cost associated with home care they also have to pay for things that would be covered if in an institution such as heat, power, food, drugs, workers compensation insurance, mobility aids and other related assisted living devices which they cannot afford because they are paying a portion of their home care costs.  The financial contribution to home care is a nuisance fee and needs to be abolished so that home care is accessible to everyone who requires it not just those who can afford it.  The fees also need to be abolished as one would like to think that society would not have our most vulnerable citizens being forced to choose between food and care.  
Apparently, it would seem that home care singles out the less fortunate in society both as clients and as workers.  By taking advantage of  individuals who can least afford to pay more or receive less, government is setting up a system that is both ethically and functionally flawed.  The fact that most home care workers have little to no training and many are functionally illiterate does not bode well for home care clients.  I know of one worker who never attended school and is illiterate yet she gives her client narcotics based on a colour coded system.   While this worker was unquestionably able, it is difficult to validate a system which allows illiterates to administer medications according to a colour scheme.  It would seem that medical tasks and home making tasks should be separated so that responsibilities that normally fall within the confines of unionized professionals should not be tampered with, not only because it deprofessionalizes health care workers but also because it is safer for the client. However, this seems unlikely to happen.  So why than do we not have resources available to home care workers to help them with their tasks.  Items such as instructional videos on various aspects of care, access to equipment as well as access to professionals that they can turn to for help and or support.  Promotional material that is presented in ways for those with literacy issues as well as those with language barriers in the workplace would go along way in helping workers who would than in turn be better able to help their clients. Perhaps national programs similar to your BCNurseLine and your BCHealth Guide Program would not only cut down on health related costs, which could than go towards funding home care, but could promote themselves as resources that home care workers could utilize. 

Perhaps if the helping professions had a more hands on approach with home care clients, their families and workers we would have a system that would begin to address some of the concerns surrounding home care such as economic security needs of women.  Home care workers are unlikely patient advocates due to lack of education and formal training.  So who is speaking up for the client or the workers?  If the helping professions had more hands on with home care clients through site visits, clinics and overall support than they would see first hand how women are being forced to live due to the costs associated with home care.  That is, they would see how ill equipped these women are to survive.  As well, through having on site visits and clinic appointments with their workers the helping professionals would be better able to pass on useful hands-on information to the client and worker.   


According to the National Advisory Council on Aging, "Home care prevents and delays institutionalization and promotes the social integration of seniors.  It responds to the changing health needs of older Canadians in a flexible, holistic manner and provides support to their informal caregivers" (2000:5).  If this were true, then seniors and people with disabilities would have a great program at their disposal.  Instead, what we appear to have is a program that shortens hospital stays, and places bigger burdens on communities and care givers that are having major problems coping.  Social integration is not a concern as workers are not insured to bring clients in their vehicles and are normally busy doing house work and other related activities and are therefore unable to bring clients out to socialize with others.  The system lacks flexibility in regards to who is able to have access to care and it is far from holistic in rural areas where medical professionals are absent.  Medically speaking, the central part of “health care” is missing.  The support that is offered to informal caregivers is regimented and is not always available when needed and does not support them emotionally or financially. 
  

Nevertheless, it would appear that clients accept inadequate care and under serviced clients still seem satisfied even though they are served by under-protected workers who appear to be relieved to have any type of employment. 

