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In spite of US and Canadian research finding a link between for-profit
ownership and inferior quality in residential long-term care for seniors, and the
fact that vulnerable seniors are more likely to receive the quality of care they
require in nonprofit facilities, the for-profit sector in Canada is expanding at the
expense of the nonprofit sector.

En dépit de résultats de recherches canadiennes et américaines montrant
qu’en matière de soins de longue durée pour personnes âgées il existe un lien
entre les établissements qui sont à but lucratif et des soins de moindre qualité,
et que les personnes âgées vulnérables sont plus susceptibles de recevoir des
soins de qualité dans des établissements sans but lucratif, c’est le secteur à
but lucratif qui est en expansion au Canada.
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Summary

As the Canadian population ages, all provinces will need to expand their residential long-term

care capacity to accommodate frail seniors — those who are no longer able to function inde-

pendently. Conservative projections based on current trends suggest that by 2041 Canada will

need 320,000 beds across the country, up from the current 200,000. 

While these services are for the most part publicly funded, they are delivered by a mix of pub-

lic, nonprofit and for-profit facilities. This study examines whether the type of ownership

matters for the quality of care delivered. 

The authors review Canadian and US research evidence on the quality of care by ownership

characteristics, and consider the policy implications of this evidence. They discuss the

methodological challenges associated with measuring the quality of care, and examine whether

the existing research is sufficiently robust to allow us to draw conclusions on this question.

Their main conclusion is that that for-profit facilities are likely to produce inferior outcomes.

While the causal link between for-profit ownership and inferior quality of care does not imply

that all for-profit facilities provide poor care, the evidence suggests that, as a group, such

facilities are less likely to provide good care than nonprofit or public facilities.

Yet policies in many provinces over the last decade appear to run counter to these findings,

with the role played by the private, for-profit sector increasing. To reverse this trend, the

authors recommend that public sector funding, rather than private capital, be used to build

new facilities, and that nonprofit organizations be offered the loans and the technical support

necessary to enable them to bid competitively on new residential care projects.

As the study points out, one of the principal mechanisms for generating profit is reducing

staffing levels, which results in inferior quality of care. Accordingly, the authors recommend

that legislated minimum staffing levels be adopted, and that adequate ongoing funding be

provided to meet these benchmarks, including a budget envelope specifically dedicated to

direct nursing care.

They also recommend that the following measures be taken:

➤ Implement regular unannounced inspections conducted by trained inspectors.

➤ Make public information on direct-care staffing levels, inspection reports and consumer

complaints. 

➤ Conduct regular anonymous surveys of resident and family care experience.

➤ Develop a public, Canada-wide report card of care quality measures.

➤ Organize nonprofit residential care facilities into larger groupings.

➤ Support quality improvement programs and a team approach to care.

➤ Encourage the alignment of acute and residential long-term care facilities.

➤ Provide high-quality end-of-life care.
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Résumé 

Compte tenu du vieillissement de la population canadienne, toutes les provinces devront aug-

menter leur capacité d’accueil en soins de longue durée pour pouvoir héberger les personnes

âgées en perte d’autonomie. Si la tendance actuelle se poursuit, il faudra ajouter, d’ici à 2041,

au minimum 120 000 lits d’hébergement aux 200 000 lits actuels au Canada. 

Bien que principalement financés par les fonds publics, les services de soins de longue durée sont

fournis dans divers types d’établissements, qui sont de propriété publique ou privée, sans but

lucratif ou à but lucratif. Dans la présente étude, Margaret McGregor et Lisa Ronald s’interrogent

sur la relation entre la structure de propriété d’un établissement donné et la qualité des soins qu’il

fournit, et elles passent en revue les résultats de recherches canadiennes et américaines à cet égard.

Tout en tenant compte des difficultés méthodologiques que posent les mesures de la qualité

des soins, elles constatent — et c’est leur principale conclusion — que les établissements à but

lucratif sont plus susceptibles de fournir des soins de moindre qualité. Cela ne signifie pas que

tous les établissements à but lucratif dispensent des soins médiocres mais, selon les données,

la probabilité est plus élevée qu’ils fournissent des soins de moindre qualité que les établisse-

ments publics ou sans but lucratif.

Toutefois, depuis une dizaine d’années, les politiques de nombreuses provinces semblent aller à

l’encontre de ces résultats, puisque le rôle du secteur privé et à but lucratif y a gagné en impor-

tance. Pour renverser cette tendance, les auteures recommandent que l’on revienne au finance-

ment public plutôt que de recourir au capital privé pour construire de nouveaux établissements

et que l’on offre aux organismes sans but lucratif les prêts et le soutien technique qui leur per-

mettraient de soumissionner compétitivement à des projets de nouveaux centres de soins.

Comme le soulignent les auteures, l’un des principaux mécanismes utilisés pour générer des

bénéfices consiste à réduire le personnel, ce qui diminue inévitablement la qualité des soins.

Elles recommandent donc d’imposer des ratios minimaux de dotation en personnel et de

prévoir à long terme les fonds nécessaires au respect de ces niveaux ; elles proposent même

d’attribuer une enveloppe budgétaire spécifique aux soins infirmiers directs. De plus, elles pré-

conisent les mesures suivantes : 

➤ Effectuer régulièrement des inspections inopinées, menées par des inspecteurs formés, ainsi

que des enquêtes, sous anonymat, auprès des bénéficiaires et de leurs familles ; 

➤ Rendre publics les rapports d’inspection, l’information sur les ratios de dotation en person-

nel et les plaintes des usagers ; 

➤ Créer à l’échelle du pays un bulletin public de la qualité des soins ;

➤ Réunir les établissements de soins sans but lucratif en réseaux ;

➤ Soutenir les programmes d’amélioration de la qualité et une approche d’équipe pour la

prestation des soins ; 

➤ Favoriser l’alignement des établissements de soins de courte et de longue durée ;

➤ Fournir des soins de fin de vie de grande qualité.
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Residential Long-Term Care for Canadian Seniors:
Nonprofit, For-Profit or Does It Matter?

Margaret J. McGregor and Lisa A. Ronald

C anada’s population, like those of other countries of the Organisation for Economic Co-

operation and Development (OECD), is getting older. It is predicted that by 2041, 

4 percent of Canadians — 1.6 million individuals — will be aged 85 and older (Health Canada

2002). Although today’s elders are living longer and are less disabled than previous generations,

we can still expect the need for services to support elders who are physically and cognitively

impaired to grow. These services range from light assistance with shopping, cleaning and house-

keeping to more personal services, like assistance with bathing and dressing in the home setting.

There will also be a need for more assisted-living facilities capable of providing additional sup-

port, such as medication administration or access to 24-hour assistance in case of an emergency,

and for the most disabled elders — those who are no longer able to function independently —

full facility-based long-term care with 24-hour nursing supervision. 

A relatively small proportion of elders currently requires residential care: one in five individuals

aged 85 years and older (see table 1). Although making projections as to future needs based on

current rates may be somewhat inaccurate, we estimate that by 2041, 120,000 beds will be needed

in addition to the current 200,000 beds across the country (Statistics Canada 2008).1 In the years

to come, therefore, all provinces will likely need to expand their residential care capacity.

Many facility residents have dementia, and the majority are women with low incomes

(Cohen et al. 2005). This population is therefore highly vulnerable and has relatively lit-

tle voice. Decision-makers (Medicare 2010; Ontario MOHLTC 2009; Sharkey 2008), mem-

bers of the public (CBC News 2009) and academics (Harrington 2001; Kerrison and

Pollock 2001) have all expressed concerns about the quality of care in residential care

facilities. A number of high-profile reports addressing the quality of care (CHA 2009;

CUPE 2009; Sharkey 2008), residents’ rights and public oversight of residential care 

(K. Carter 2009) have been published in the last two years, reflecting Canadians’ concern

for the well-being of this frail population. 

In many Canadian provinces, the frailty and medical complexity of facility residents are very

different from what they were a decade ago. Facility residents are admitted when they are closer

to the end of life. British Columbia, for example, has seen a rise in its annual mortality rates in

free-standing facilities (not attached to a hospital) from 11 percent in 1997 to 17 percent in

2007 (McGregor et al. 2010b). Facility residents are also becoming more functionally

dependent and require greater supervision and assistance with activities of daily living

(Frohlich, De Coster, and Dik 2006; McGregor et al. 2010b). 

The Canada Health Act guarantees public funding for all medically necessary services in acute

care hospitals. For this reason, hospital care in Canada has remained in the quasi-public



IRPP Study, No. 14, January 20114

Residential Long-Term Care for Canadian Seniors: Nonprofit, For-Profit or Does It Matter?

domain: hospitals are directly owned or operated by health regions, governments or large-

scale nonprofit societies. Unlike hospital care, long-term care is not included under the

Canada Health Act. As a result, there is no uniformity of access to a defined set of services. In

most provinces, long-term care is publicly subsidized; however, there is also an income-tested

user-pay funding component for both home-based and residential long-term care.

Furthermore, while the majority of funding remains public, service delivery is provided by a

mix of public (government-owned), nonprofit and private for-profit organizations.

There has been a growing trend in some provinces to contract residential care to privately owned

for-profit facilities. In British Columbia since 2000 there has been an increase of over 20 percent in

publicly funded for-profit beds and a decrease of 11 percent in publicly funded nonprofit beds. In

Alberta there was a 6 percent increase in for-profit beds between 2000 and 2007 (Statistics Canada

2008b, Staples and Wodok 2008), and in Ontario, almost two-thirds of new residential care beds

since 1998 have been in for-profit facilities (CUPE 2009). In Quebec, the government has cut 7,632

public beds and is also expanding its funding of residential care beds in the for-profit sector (CUPE

2009; Quebec 2009).

These changes in residential care facility ownership are occurring across Canada as govern-

ments are faced with rising health system costs. The goal of this study is to review the research

evidence on the relationship between types of facility ownership and the quality of residential

care for frail elders, and to consider the policy implications of this evidence. 

We begin with a review of the terminology and definitions and offer a theoretical overview. We

next briefly describe how residential facility care fits into the rest of our health care system.

Table 1: Proportion of population aged 65 years and over who live in residential care facilities, by province (except Quebec1),
age group and gender, 2006 

Male Female Male Female Male Female

N % N % N % N % N % N %

British Columbia Alberta Saskatchewan
Total 65+ 6,554 2.4 14,732 4.5 4,836 3.1 10,221 5.2 2,331 3.6 5,350 6.4
65-74 1,121 0.7 1,244 0.8 1,070 1.2 1,052 1.1 385 1.1 422 1.1
75-84 2,585 2.8 4,737 4.0 1,957 3.7 3,482 5.0 821 3.5 1,438 4.7
85+ 2,748 10.6 8,751 17.3 1,809 13.1 5,687 19.7 1,125 14.7 3,490 21.5

Manitoba Ontario New Brunswick
Total 65+ 2,646 3.8 6,730 7.3 22,573 3.2 57,917 6.2 1,802 3.9 4,448 7.3
65-74 495 1.3 537 1.3 4,344 1.1 5,435 1.2 407 1.5 482 1.6
75-84 1,061 4.4 2,134 6.2 9,510 3.8 20,156 5.9 718 4.6 1,570 7.2
85+ 1,090 14.5 4,059 24.6 8,719 14.3 32,326 24.4 677 15.8 2,396 24.1

Nova Scotia Prince Edward Island Newfoundland and Labrador
Total 65+ 1,649 2.8 4,683 6.0 431 4.9 1,188 10.5 1,353 4.3 3,205 8.4
65-74 417 1.2 472 1.2 97 1.9 115 2.1 280 1.5 323 1.6
75-84 654 3.5 1,484 5.5 171 6.1 443 11.5 552 5.7 1,111 8.7
85+ 578 10.4 2,727 20.9 163 21.3 630 32.8 521 22.5 1,771 33.3

Sources: Statistics Canada (2010a, b).
Note: These are conservative estimates: Statistics Canada’s CANSIM data do not include residential care facilities that are attached to acute care hospitals, which in
British Columbia were estimated to house approximately 20 percent of all beds in 1999 (McGregor et al. 2006).
1 Quebec is not included because the data were not disaggregated by age and sex. However, in 2006-07 there was a total of 39,613 residents in freestanding residen-
tial care facilities in Quebec (all ages).
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This includes a discussion of what we spend on this type of care, how Canada is situated in this

regard in relation to other countries, and how this varies across provinces; a breakdown of

Canada’s public and private expenditures by sources  and a look at how this is changing over

time; and, finally, a description of the cross-Canada variation in publicly funded, private, for-

profit delivery models for residential long-term care for seniors. We then discuss the challenges

in conducting research that attempts to measure residential care quality. 

In the next section we review the US and Canadian research evidence comparing service

quality in residential care by facility ownership characteristics, the main focus of the study.

This includes a discussion of whether the existing research is sufficiently robust to allow us to

draw conclusions about residential care quality and facility ownership. 

In the final section of the study we briefly discuss Canada’s current policy direction on this

issue and propose some policy responses in light of the research evidence. 

Terminology and Theoretical Overview

Residential care facilities

D ifferent jurisdictions use different terminology for the institutions or homes to which dis-

abled seniors relocate when they are no longer able to care for themselves (Hollander and

Walker 2010). “Residential care for the aged” is the term used by Statistics Canada to describe

institutions providing this type of care. The US describes these facilities as “nursing homes,” with

subcategories for short-stay (postacute and rehab funded by Medicare) and long-stay (funded by

Medicaid) beds. In Canada, Manitoba refers to “personal care homes,” Ontario has “long-term

care facilities,” Saskatchewan has “special care homes,” and Prince Edward Island has “manors.”

For the purposes of this study, the term “residential care facility” refers to a facility that

accommodates mainly frail older people who are unable to live independently in the commu-

nity due to medical and functional frailty, and who require support and assistance with activi-

ties of daily living and 24-hour nursing supervision. This definition does not include the

spectrum of seniors’ housing options that have emerged to provide living arrangements

between residential long-term care and independent community living. 

Public, private, for-profit and nonprofit
There is often confusion about what is meant by public, private, for-profit and nonprofit owner-

ship. For the purposes of this study, we use the following definitions. “Public ownership” refers

to facilities owned by government or quasi-governmental bodies. Municipal-care homes in

Ontario, and residential care facilities owned and operated by health regions in British Columbia

are examples of publicly owned institutions that provide residential long-term care for elders. 

Many provinces also have long-term residential care beds and facilities that are attached to

acute care hospitals. These facilities, although legally independent from government, are

almost entirely government funded. Because of the amount of public funding they receive

and their budgetary and organizational linkages to acute care hospitals, we consider them to

be publicly owned for the purposes of this study.
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There are two other main groups that provide residential care to elders. The first and largest

group consists of facilities owned and operated by nongovernmental organizations. These are

often religious or community groups or agencies, and the facilities they operate are run as

nonprofit societies. A nonprofit society or entity is constituted with the assumption that any

revenue in excess of expenses will be used to benefit its clients. Residential care facilities

owned by religious or community groups (that is, not owned or operated by government or

quasi-government bodies) will henceforth be referred to as “nonprofit facilities.” 

The second group is made up of facilities owned and operated as businesses. Here it is

assumed that revenue in excess of expenses can be directed to the owners — or, in the case of

shareholder-owned companies, to shareholders. Although these for-profit facilities are often

referred to as “private,” technically nonprofit facilities are also private, in that their budgets

and governance are not part of a government structure. In recognition of the common under-

standing of “private,” we will simply refer to the former group as “for-profit” facilities. They

include both small provider-owned facilities and large corporate chains whose headquarters

are not necessarily in the province, or even the country, where they operate. The distinction

between provider ownership and corporate ownership can be important (Harrington et al.

2001). When facility owners are also care providers, it is fair to expect that — at least theoreti-

cally — their professional obligation balances the sometimes conflicting motivations of

generating profit and providing good-quality care.

Funding versus delivery
A further distinction that needs to be made is that between funding and delivery of

services. “Funding” relates to who pays for a service. In the case of public funding, the gov-

ernment pays, usually through tax revenues. In the case of private funding, the individual

pays, either directly, through out-of-pocket fees, or through private insurance. “Delivery”

relates to who delivers the service. The Canada Health Act effectively prohibits for-profit

funding, and acute hospital care is therefore almost completely publicly funded and

delivered. Residential care is not, however, covered by the Act. Therefore, there is a much

greater mix of public and private, for-profit and nonprofit funding and delivery among

residential care facilities. Moreover, facilities are regulated by provincial legislation, which

differs among provinces.

On the funding side, in residential care (unlike acute hospital care, for which user fees are pro-

hibited under the Canada Health Act), all provinces expect residents to pay some of their

accommodation fees. As summarized in table 2, these copayments are usually income tested;

in 2004, maximum daily charges ranged from $21 a day in the Yukon to $199 in Nova Scotia

(CIHI 2005). Also, some people have entirely self-funded private care. There are very few pub-

licly available data for this group, which accounts for a small minority of residential care beds

across Canada. 

On the delivery side, although the majority of residential care facilities are publicly funded, care

is provided by a mix of for-profit, nonprofit and public facilities. In publicly funded facilities the

majority of beds are in the nonprofit or public sectors, except in Ontario. However, in many
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provinces, publicly

funded beds operated by

for-profit facilities are a

significant and growing

proportion of the total. 

To complicate the spec-

trum of funding, deliv-

ery and ownership

models even further,

there has been a recent

trend to diversify reve-

nue sources within

facilities. For example,

in British Columbia,

some nonprofit facili-

ties have opened pri-

vate user-pay wings,

where those who can

afford to pay receive privately financed care; and some provinces purchase services in self-

funded for-profit facilities to provide certain clients with publicly subsidized residential

care. 

Before we proceed to our review of the research evidence and our discussion of policy, we first

look at the way Canada directs resources to residential care and how it compares with other

countries in this regard. 

How Does Residential Care Fit into Our Health Care System?

R esidential care is part of a continuum of services for the aging population with disabilities.

Countries and jurisdictions vary widely in their relative spending on facility-based care,

assisted living and home-based care. Assisted living is considered a middle option between regu-

lated residential long-term care and home-based care. Residential long-term care facilities are

highly regulated and provide a wide range of services to significantly disabled individuals.

Assisted-living facilities are less regulated and provide a limited number of support services to

less-disabled seniors (McGrail et al. forthcoming). Home-based care provides services to seniors

in their own homes. Home-based services include personal care (such as assistance with bathing

and grooming) as well as physiotherapy and occupational therapy (McGrail et al. 2008).

Figure 1 shows the funding that various OECD countries devote to facility-based care as a

percentage of their total long-term nursing care expenditures. Almost 85 percent of Canada’s

nursing expenditures in long-term care are in residential facilities; the remainder are in home

care. This is somewhat more than the OECD average of 75 percent. However, in some OECD

countries, such as Austria and New Zealand, nursing expenditures in long-term care are split

equally between residential and home-based care (BCMA 2008).

Table 2: Minimum and maximum daily charges for standard accommodation in resi-
dential care facilities in Canada, by province/territory, 2004 (dollars) 

Minimum Maximum

British Columbia 271 651

Alberta 402 402

Saskatchewan 292 541

Manitoba 261 621

Ontario 492 492

Quebec 303 493

New Brunswick 1184 1744

Nova Scotia 1104 1994

Prince Edward Island 455 1532

Newfoundland and Labrador 932 931

Yukon 185 215

Northwest Territories 106 246

Nunavut n/a n/a

Source: CIHI (2005).
1 Range of charges geared to income.
2 One charge for all residents.
3 Charge varies with number of beds per room.
4 Charges for upgraded accommodation (for example, private rooms) may factor into these averages, since room
rates are set differently than in other provinces. 
5 Charge varies with level of care provided to residents.
6 Charge varies with age.
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Although Canada spends slightly more

than the OECD average on residential

compared with home-based long-term

nursing care, we spend a relatively small

amount on residential care compared with

what we spend on hospitals, physicians

and drugs. In 2008, Canada spent an esti-

mated $171.9 billion on public and pri-

vate health care combined. The largest

slice of the health care pie ($48.1 billion,

or 29 percent) went to acute care hospi-

tals. The second- and third-largest expen-

diture items were drugs ($29.8 billion, or

17 percent) and physicians ($23 billion, or

13 percent). Spending on residential care

facilities for the elderly is included as part

of “other institutions,” along with psychi-

atric facilities and group homes. This cate-

gory was ranked fifth after other

(nonphysician) professionals and is a rela-

tively small portion — $17 billion, or 10 percent — of total public and private health

expenditures (CIHI 2009). 

While the number of Canadians over the age of 85 has increased since 1975 and total health

care expenditures have also increased, annual spending on residential care as a proportion of

annual total spending on public and private health care has remained relatively constant

(table 3). The amount spent per person has increased over time, however, and the rate of

increase in public spending has been greater than that in private spending. Both of these

points are illustrated in figure 2.

Figure 3 shows the distribution of public and private expenditures on residential care per person by

province and territory in 2004. Public expenditures on residential care ranged from $178 per person

in Nunavut to over $665 in Newfoundland and Labrador, while private expenditures ranged from

just over $20 in Nunavut

to $328 in Yukon.

According to the

Canadian Institute for

Health Information

(CIHI), these differences

in spending “may reflect

variations in the age dis-

tribution coverage or co-

insurance across the

provinces and territories”
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Figure 1: Home-care and facility-based nursing expenditures as a
proportion of total nursing expenditures for long-term care,
Canada, 2004 (percent)

Source: BC Medical Association (2008).

Table 3 : Total public and private expenditures on health care and on institutions other
than hospitals,1 Canada, selected years 

Expenditures on Proportion of 
Total health institutions total health 

care expenditures other than hospitals expenditures
Year ($ billions) ($ billions) (%)

1975 12.2 1.1 9.2
2000 98.4 10.8 11.0
2008 171.9 17.2 10.0

Source: National Health Expenditure Database, 2009, CIHI.
1 Residential care facilities, psychiatric facilities and group homes.
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(CIHI 2005, 94). While there is substantial

variation across Canada in private expendi-

tures, these represent a relatively small pro-

portion of total expenditures in most

provinces and territories. This probably illus-

trates the limitations of private markets for

this service — those who require residential

care are often living on fixed and low

incomes and cannot afford to pay privately

for residential care (Cohen, Tate, and

Baumbusch 2009).2

There is also great variation in the numbers

of residential care beds per population of

seniors across provinces (table 4). For exam-

ple, in 2008, British Columbia had a residen-

tial care bed rate of 81.3 per 1,000

individuals aged 75 and older. In contrast,

Saskatchewan had a bed rate of 112.8, and

the national average was 90. Moreover, the

trend in most provinces seems to be a reduc-

tion in the number of beds per population

over time, with only Ontario showing an

increase between 2001 and 2008.

There is also considerable variation in the

ownership mix of residential care facilities

across Canada, which ranges from a

majority of publicly funded beds owned

and operated by for-profit facilities in

Ontario to all publicly funded beds owned

and operated by nonprofit facilities in

Newfoundland and Labrador (table 5).

Table 6 describes changes in ownership sta-

tus over time in British Columbia, where

virtually all new publicly funded beds since

2000 are in for-profit facilities. During the same period, there have also been bed closures in

nonprofit and public (health authority and hospital-based) facilities (Cohen, Tate, and

Baumbusch 2009). 

In Alberta, the proportion of for-profit beds in relation to the total number of publicly funded

beds has increased by 6 percentage points since 2000 (Statistics Canada 2008b; Staples and

Wodok 2008). In Quebec, following the release of the Castonguay report, which called for an

1975 1978 1981 1984 1987 1990 1993 1996 1999 2002
0

50

100

150

200

250

300

D
o

lla
rs

 p
er

 p
er

so
n

Private spending

Public spending

2004

Figure 2: Total public and private spending per capita on
residential care, Canada, 1975-2004 (dollars)

Source: CIHI (2005).

N
ew

fo
un

d
la

nd
an

d
 L

ab
ra

d
o

r

P
ri

nc
e 

E
d

w
ar

d
 Is

la
nd

N
o

va
 S

co
tia

N
ew

 B
ru

ns
w

ic
k

Q
ue

b
ec

O
nt

ar
io

M
an

ito
b

a

S
as

ka
tc

he
w

an

A
lb

er
ta

B
ri

tis
h 

C
o

lu
m

b
ia

Y
uk

o
n 

N
o

rt
hw

es
t 

T
er

ri
to

ri
es

N
un

av
ut

C
an

ad
a

0

100

200

300

400

500

600

700

800

900

D
o

lla
rs

 p
er

 p
er

so
n

Public Private

Figure 3: Public and private sector spending per capita on
residential care, by province and territory, Canada, 2004

Source: CIHI (2005).



IRPP Study, No. 14, January 201110

Residential Long-Term Care for Canadian Seniors: Nonprofit, For-Profit or Does It Matter?

Table 6: Change in number of facilities and beds in publicly funded for-profit, non-profit and publicly owned residential care
facilities, 2000 to 2008, British Columbia

Facilities Beds

Change Change
2000 2008 2000-08 2000 2008 2000-08

N % N % N % N % N % N %

For-profit facilities 83 27.0 100 33.8 +17 20.5 6,211 24.4 7,588 30.9 1,377 22.2
Nonprofit and publicly

owned facilities 225 73.1 196 66.2 -29 -12.9 19,209 75.6 17,028 69.2 -2,181 -11.5
Total 308 296 -12 -3.9 25,420 24,616 -804 -3.2

Source: Cohen, Tate, and Baumbusch et al. (2009).

Table 4: Change in residential care beds per 1,000 population aged 75 years and over, by province, 2001 to 2008

2001 2008

Beds per 1,000 Beds per 1,000 Change
Total beds aged 75+ Total beds aged 75+ 2001-08

(N) (N) (N) (N) (%)

British Columbia 25,420 102.3 24,616 81.3 -20.5
Alberta 14,486 106.0 14,654 83.9 -20.8
Saskatchewan 9,240 123.4 8,944 112.8 -8.6
Manitoba 9,733 124.5 9,833 116.1 -6.8
Ontario 58,403 88.2 75,958 91.5 3.8
Quebec 43,491 104.8 46,091 88.3 -15.7
New Brunswick 4,227 89.6 4,175 78.5 -12.4
Newfoundland and Labrador 2,818 101.3 2,643 84.2 -16.8
Nova Scotia 5,806 96.3 5,986 89.4 -7.1
Prince Edward Island 950 106.5 978 100.1 -9.3
Canada 174,574 99.2 193,858 90.0 -9.3

Source: CUPE (2009), from Cohen, Tate, and Baumbusch (2009).
Note: Excludes user-pay for-profit beds. 

Table 5: Publicly funded for-profit beds as a proportion of total publicly funded beds in residential care facilities, by province,
2008

For-profit as a proportion
Total For-profit of total 
(N) (N) (%)

Ontario 75,958 40,210 53
British Columbia 24,616 7,588 31
Alberta 14,654 4,424 30
Nova Scotia 5,986 1,796 30
Saskatchewan 8,944 671 8 
Manitoba 9,833 2,553 26
Quebec 46,091 10,453 23
New Brunswick 4,391 216 5
Newfoundland and Labrador 2,747 0 0
Prince Edward Island 978 400 41

Source: CUPE (2009).
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expansion of the private sector’s role in health care delivery (Castonguay, Marcotte, and

Venne 2008), the government undertook to create new long-term care beds through public-

private partnerships (Quebec 2009). In Ontario, almost two-thirds of new beds opened since

1998 are in for-profit facilities (CUPE 2009). There is also a growing trend for larger for-profit

chains to acquire smaller for-profit facilities (CHA 2009; Stocks-Rankin 2008). 

Considering this mix of ownership and delivery models, our decision-makers must ensure that

the funding provided to the three types of facilities, given similar residents, purchases a simi-

lar quality of care.

Challenges in Measuring Care Quality

Defining care quality

A s is the case in other health care settings, measurement of quality in residential care facilities

is not a simple exercise; the concept of quality in residential care is itself not straightforward.

The American Medical Association defines quality care as “care that consistently contributes to

the improvement or maintenance of quality and/or duration of life” (American Medical

Association 1986). But there is no gold standard for measuring it; some have argued that the stan-

dard of quality should be facility residents’ or surrogate decision-makers’ perceived quality of life

(R.A. Kane et al. 2003; R.L. Kane et al. 1983), and that this is the only measure that truly matters. 

But the research on resident-centred measurement of quality is in its beginning stages, and so

far most researchers have relied rather on surrogate markers they believe reflect various aspects

of a facility’s quality. Much of the research by North American researchers has drawn on the

Donabedian framework, which examines residential care quality in three areas: structure,

process and outcome (Donabedian 1966). 

Structural measures describe the physical and organizational characteristics of facilities, such

as size and staffing levels (Harrington et al. 2003; Mukamel and Spector 2003). One of the

most common structural measures of care quality is staffing levels. Higher nurse staffing levels

have consistently been found to be associated with improved care and better outcomes

(Harrington et al. 2000b). Other structural measures include turnover, training, mix and work

organization of the staff; level of administrative support; building structure; and access to

physicians and other paramedical support. 

Process measures address the frequency of care-related activities. Studies have examined the

frequency of toileting (Schnelle et al. 1988; Schnelle et al. 2001; Schnelle et al. 2004) and turn-

ing bedridden residents (Bates-Jensen et al. 2004), and the length of time spent assisting resi-

dents with feeding (Kayser-Jones 1997) as examples of care practices; greater frequency of

these tasks is considered a surrogate measure of better quality (Kayser-Jones 1997). Process

measures also examine the frequency of poor care practices, such as the use of physical

restraints (Aaronson, Zin and Rosko 1994; Castle and Fogel 1998) and the prescription of

psychoactive medications in the absence of a clear indication for such use (Hughes, Lapane,

and Mor 2000). Greater frequency of these practices is a surrogate measure of poor quality.
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Outcome measures in the residential care setting include the prevalence and incidence of

pressure ulcers and unexplained weight loss (Arling et al. 2007; Horn et al. 2005). The rate

of hospitalization for diagnoses thought to reflect care quality (care sensitive) is another

outcome measure used by researchers (Ackermann and Kemle 1998; M. Carter 2003;

McGregor et al. 2006; Thompson, Hall and Szpiech 1999; Zimmer and Hall 1997),

although care-sensitive diagnoses have been variably defined by clinicians (Shapiro and

Tate 1995) and health services researchers, adapting measures from ambulatory care set-

tings (M. Carter 2003). Complaints (Allen, Klein, and Gruman 2003; Grabowski 2005;

Stevenson 2005) and inspection violations are also considered to reflect care quality

(Harrington et al. 2003; Harrington et al. 2008). Mortality is generally not considered an

appropriate outcome measure, because many facility residents are approaching the end of

life. However, the quality of end-of-life care is highly relevant to this population, and

some authors have called for the provision of palliative care to be included as a routine

measure of quality (Engle 1998).

Methodological challenges in measuring quality
In spite of this robust framework for considering quality measurement, researchers face a

number of methodological challenges in measuring quality and in comparing quality meas-

ures between and within facilities. 

One challenge is the need to rely on observational study designs to measure quality and to

identify associated factors; such study designs can be more prone to biases and confounding

than experimental study designs, and potentially lead to spurious correlations and the

under- or overestimation of effects (Gordis 2009; Rothman, Greenland, and Lash 2008). For

example, the Women’s Health Initiative study discovered that prescribing hormones to

postmenopausal women did not prevent them from having heart attacks; in fact, the oppo-

site was true: women on such treatment had a higher risk of heart attack and stroke

(Rossouw et al. 2002). This study discovery came after the medical community had for

many years recommended hormonal treatment, based on evidence from observational

studies (Anderson et al. 2004a; Lawlor, Davey, and Ebrahim 2004). 

Many of the methodological challenges in observational studies that attempt to measure

quality in residential care have been well described in the research literature (Mor et al.

2003). Some of the problems encountered when measuring quality in residential care are pre-

sented below.

Measuring rare events and small denominators
In many cases, the outcomes we are measuring are rare events. For example, pressure ulcers

(Mor et al. 2003) and formal consumer/patient complaints (Stevenson 2006) are relatively

rare. As well, the denominator on which such observations is based is often small, as there

are many nursing homes with fewer than 70 beds. Results based on these types of data can

have statistically large standard errors and wide confidence intervals, resulting in large

variations in estimates of these measures from one location and time period to the next

(Mor et al. 2003). 
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Case-mix adjustment
When measuring the frequency of events such as pressure ulcers, it is important to be able to

adjust for the case mix: that is, the fact that different facilities house different types of resi-

dents (Mor et al. 2003). For example, if facility X has very few mobile residents compared with

facility Y, where nearly all residents are mobile, the frequency of pressure ulcers is likely to be

higher in the former and the frequency of falls is likely to be higher in the latter, simply due

to differences between their residents and not necessarily to the quality of care. 

The multidimensional nature of quality measures
While quality measures address many dimensions of care, there is not necessarily a consistent

correlation between one measure of care quality and another. For example, a study of nursing

homes in five US states found a very low correlation between inappropriate prescribing of

antipsychotics and physical restraint use (Mor et al. 2003).

Unmeasured bias
Selection bias is a general term for possible bias in epidemiologic studies when the study

population does not represent the target population (Delgado-Rodriguez and Llorca 2004). In

this context, selection bias may be present if a facility admits a disproportionate number of a

certain type of resident due to some attribute of the facility. For example, if a facility has more

overhead lifts, it may end up housing a greater proportion of residents who are unable to

transfer independently. If this is not accounted for, the facility may have a higher-than-usual

rate of pressure ulcers because its residents are less mobile.

Detection bias is another type of potential bias in epidemiologic studies (Delgado-Rodriguez

and Llorca 2004). In the context of quality measurement in residential care, an example of

detection bias is when facilities with nursing staff who have the clinical acumen to detect resi-

dents’ pain report more residents being in pain than facilities where these conditions are

present but go undetected and therefore untreated; the former facilities would be penalized for

their nurses’ greater clinical acumen.

Censoring bias is a third type of possible bias. It occurs, for example, when a facility transfers a

resident to hospital without reporting a pressure ulcer and thereby escapes responsibility for it

(Mor et al. 2003). Conversely, if a resident develops a pressure ulcer while in hospital before

being discharged to a facility, then the facility would inappropriately take the blame.

Primary versus secondary data sources 
A further challenge in measuring quality in residential long-term care is the fact that most of

the research on quality in this sector has relied on secondary administrative data; typically

these data are retrospective and gathered for a purpose other than the measurement of quality

per se. One example of a common secondary data source used by US researchers to measure

quality is the Online Survey, Certification and Reporting (OSCAR) database (Hughes, Lapane,

and Mor 2000; Konetzka et al. 2004; O’Neill et al. 2003; Stevenson 2006). OSCAR is used to

access facility-level information on all US Medicare- and Medicaid-funded residential care

facilities, mainly for the purpose of monitoring funding. 



IRPP Study, No. 14, January 201114

Residential Long-Term Care for Canadian Seniors: Nonprofit, For-Profit or Does It Matter?

The Resident Assessment Instrument-Minimum Data Set (RAI-MDS) is another electronic

data source used by researchers to measure quality (Bates-Jensen et al. 2004; Hirdes et al.

2004; Intrator, Castle, and Mor 1999; Schnelle et al. 2003). The RAI-MDS is a screening,

clinical and functional data collection system for nursing staff to assess and monitor the

needs of residents; it is now widely used in residential and community care in a growing

number of Canadian provinces (Broemeling et al. 2010). These data have theoretically been

tested for validity and reliability. However, the RAI-MDS data were assessed in the US by the

Office of the Auditor, which looked at how facility assessors evaluated the residents and

entered the data used to define the residents’ level of frailty and disability. Disagreement

was found between audit and facility assessors in more than 17 percent of these data ele-

ments (Mor et al. 2003). Researchers aiming to measure quality often end up deploying

both OSCAR and RAI-MDS, although the variables and measures are not necessarily the

most precise or appropriate.

In addition to this drawback, those collecting and entering secondary data are often busy

administrators (in the case of OSCAR) or clinicians (in the case of RAI-MDS) and not

researchers dedicated to measurement precision and accuracy. There is therefore often varia-

tion in the data entered, and some research has demonstrated a wide discrepancy between

information recorded by staff and by residents. Schnelle and colleagues, for example,

attempted to determine whether facilities’ scores for incontinence care using the RAI-MDS

quality indicator correlated with facility residents’ experience of it. They interviewed inconti-

nent residents who were capable of accurately reporting their toileting frequency. The authors

concluded that the RAI-MDS incontinence care quality indicators were not related to clinically

important differences in incontinence care. They further concluded that chart documentation

indicating that a resident was on a scheduled toileting program or receiving toileting assis-

tance was not related to residents’ reports of the frequency with which they received

assistance (Schnelle et al. 2003).

Other secondary sources used in Canada include data on hospital and physician visits

(Doupe et al. 2006; McGregor et al. 2006) and secondary survey data (Berta, Laporte, and

Valdmanis 2005). Secondary data have been a rich source of information, allowing

researchers to address an array of quality questions on a large scale (provincial or even

national). However, because the data were constructed for a purpose other than quality

measurement, and because there is wide variation in how the data are collected, such

studies are potentially more prone to the various biases we have described. 

Prospective versus retrospective data
Similar to the issue of research using data that were not originally collected for research purposes

is that of using prospective versus retrospective data. Data that are gathered prospectively, usually

to address a specific research question, are generally more accurate and more likely to provide

answers to the precise question being addressed. There are relatively few research studies on

quality of care in nursing homes that use prospectively gathered primary data to address a specific

research question about care quality (Bates-Jensen et al. 2004; Bravo et al. 1999b; Schnelle et al.

1988; Schnelle et al. 2004), notably because they can be expensive and, in some cases, require
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prohibitively long follow-up periods (Gordis 2009; Rothman, Greenland, and Lash 2008).

Research on care quality in residential care facilities therefore often relies on retrospective data —

that is, data gathered sometime in the past and often not for the purpose of addressing a specific

research question. 

Easier to measure what is bad than what is good
Partly as a result of the availability of data, researchers have become far better at measuring

poor processes and outcomes as markers of bad quality. Facilities with lower rates of these

poor outcomes are then classified as being of “good quality,” where “good” is defined as the

absence of, or low rates of, poor quality measures (Mor et al. 2003).

Despite these methodological limits to measuring quality, there is nonetheless a relatively

large body of published research that examines the relationship between the quality of care

and staffing, on the one hand, and ownership, on the other. We shall briefly review these

literatures in turn. 

Research Evidence on Staffing and Care Quality

S taffing and care quality are considered to be some of the most important mechanisms for

explaining observed differences in care among for-profit, nonprofit and publicly owned

facilities. There is a robust and extensive US literature that describes an association between

higher levels of total nursing and registered nursing (RN) staff and improved care outcomes

(Bates-Jensen et al. 2004; Collier and Harrington 2008; Harrington et al. 2000b; Kramer and

Fish 2001; Murphy 2006; Weech-Maldonado et al. 2004). Over the past five years numerous

studies have demonstrated an association between higher overall staffing levels and both

improved quality of care (Harrington 2008) and lower worker injury rates (Trinkoff et al.

2005). A small number of these studies have used prospectively gathered data.

Bates-Jensen and colleagues conducted hourly observations, mealtime observations, personal

interviews and physical performance tests on over 800 residents of 34 nursing homes in

Southern California. They found that after controlling for differences in residents’ level of

disability, the strongest predictor of a resident being left in bed was the staffing level, with the

lowest-staffed facilities being almost six times more likely than higher-staffed facilities to have

over half their residents in bed. They also observed that bedridden residents were more likely

to be drowsy and not socially engaged with other residents and that they ate less (Bates-Jensen

et al. 2004). 

Schnelle and colleagues observed 21 nursing homes in California for 16 care processes — such

as regular toileting, incontinence care and repositioning — identified in the literature as

important for good quality. They showed that the highest-staffed homes performed signifi-

cantly better on 13 out of 16 of these processes (Schnelle et al. 2004).

An extensive study of staffing and quality was commissioned by the US Centers for Medicare

and Medicaid Services (CMS) and the US Congress as a result of widespread public concern

about the quality of nursing-home care. The researchers deployed a mix of observational
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empirical research and time-motion studies in which the precise times required to perform

certain tasks (for example, toileting a resident) were measured. The report demonstrated a

threshold for staffing levels below which nursing homes were more likely to experience prob-

lems with quality, such as unexplained weight loss and pressure ulcers. This threshold was

4.1 hours per resident day, consisting of 2.8 nurse aide hours (ratio of 8 patients to 1 resident

care aide) and 1.3 licensed nurse hours (ratio of 18:1), of which at least 0.75 should be regis-

tered nurse hours (CMS 2001). The report further concluded that nursing protocols to support

residents in washing and dressing themselves in the morning take 7 to 11 minutes. Assisting

groups of residents with feeding at a ratio of 1 care aide to 3 residents is estimated to take

18 minutes (CMS 2001).

Staffing levels are clearly not the only staffing measure associated with quality of care, and a

number of researchers have demonstrated an association between staff turnover and quality

(Castle and Engberg 2005; Spector and Takada 1991; Zimmerman et al. 2002). However, staff

turnover is itself correlated with lower RN and total nurse staffing levels (Anderson, Corazzini,

and McDaniel 2004b; Harrington and Swan 2003). Other researchers have demonstrated an

association between improved quality and a higher number of RNs as a proportion of total

nursing staff (Castle and Myers 2006; Kim, Harrington, and Green 2009).

Another measure not directly related to staffing levels was revealed by a Statistics Canada survey

of seniors living in residential care facilities. It found that one of the few determinants of how

positively facility residents perceived their own health was whether they felt close to at least one

staff member (Ramage-Morin 2006). Furthermore, after controlling for age, sex and chronic con-

ditions, it was found that those who perceived their health as positive were less likely to die.

Canadian research has explored how relationships between staff and residents are affected by

staffing levels. In a survey of almost 1,000 direct-care staff in Ontario facilities, responders

reported that more than half the time they were unable to chat with residents or provide emo-

tional support due to time constraints. Bathing and feeding were skipped 10 percent and 

20 percent of the time, respectively, for the same reason (Armstrong and Daly 2004). 

Research Evidence on Ownership and Care Quality

B ecause of this strong demonstrated association between higher staffing levels and better

care quality, staffing levels have become one commonly accepted measure of quality in

nursing-home research. Staffing differences between for-profit and nonprofit facilities are one

of the most consistent findings in the literature; numerous studies have found that nonprofit

and publicly owned facilities have higher nurse staffing levels than for-profit facilities

(Aaronson, Zinn, and Rosko 1994; Berta, Laporte, and Valdmanis 2005; Comondore et al. 2009;

Harrington et al. 2001; Hillmer et al. 2005; McGregor et al. 2005; McGregor et al. 2010b). 

Two high-quality systematic reviews on residential care facility ownership and quality have

been published over the past five years. A systematic review is a scholarly attempt to assemble

and review the total body of existing literature on a given topic and summarize the results. A

well-conducted systematic review synthesizes the work of multiple researchers and allows the

reader to draw conclusions regarding the extent of the evidence on a given topic, despite
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potentially contradictory results reported in individual studies (Centre for Reviews and

Dissemination 2008; Liberati et al. 2009). 

One of the two systematic reviews was that of Hillmer and colleagues (2005). They reviewed

38 studies of North American facilities that examined facility ownership and various measures

of quality. They concluded that, overall, “residents of [for-profit] nursing homes were more

likely to be recipients of poor quality compared to similar residents in [not-for-profit] facili-

ties” (162). With respect to structural measures, they noted that nonprofit facilities had a

higher staff-skill mix and lower staff turnover compared with for-profit facilities. With respect

to process quality measures, the authors reported that, with one exception, all comparisons

favoured nonprofit care delivery. 

The other systematic review was published in 2009 (Comondore et al.). It reviewed 82 articles

comparing quality in for-profit and nonprofit residential care facilities. The authors found

that most studies demonstrated significantly better quality in nonprofit facilities; only three

demonstrated better quality in for-profit facilities. The authors pooled the results of all studies

that measured staffing levels, pressure ulcers, use of physical restraints and deficiencies

reported by government inspectors. The results showed that nonprofit facilities had, on

average, significantly higher staffing levels and a lower frequency of pressure ulcers. They also

found there was a trend among nonprofit facilities toward less use of physical restraints and

fewer deficiency citations. 

Similarities and differences between the Canadian and the US residential care sectors
Although these two reviews of quality in residential care facilities were conducted by Canadian

researchers, the studies from which the data were drawn were mainly American. Only 1 of the

38 studies reviewed in Hillmer et al. and 5 of the 82 articles mentioned in Comondore et al. were

Canadian. Moreover, Hillmer et al. deliberately limited the scope to North American studies. In

Comondore et al., in addition to the 5 Canadian studies, only 2 others were from outside the US. 

Unlike in Canada, in the US residential care is dominated by the for-profit sector.

Approximately 70 percent of Medicare- and Medicaid-funded beds in the US are for-profit, and

54 percent are concentrated in large corporate chains (Harrington et al. 2010a). In Canada,

except in Ontario, the residential care sector is dominated by nonprofit and publicly owned

facilities. This different context might produce very different results if we compare the perform-

ance of facilities by their ownership characteristics. In jurisdictions where there is a large num-

ber of nonprofit facilities, the nonprofit sector could set higher benchmarks of care quality. US

research suggests that the stronger the nonprofit sector in a given market, the more likely it is

that all facilities will provide better care (Grabowski and Hirth 2003).

While the relative proportion of for-profit facilities is very different in the two countries, the

funding of residential care is similar, in that in both countries it is mostly public. In the US,

most residential care beds are funded by Medicare and Medicaid (Wunderlich and Kohler

2001), which are government-funded insurance schemes. Medicare covers short-stay resi-

dents, often after hospital discharge, and for a limited period of rehabilitation. Medicaid
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funds long-stay residents who have no other means to pay for the service (Wunderlich and

Kohler 2001). There are relatively few private payers in the US and Canada. 

Having examined some of the differences and similarities between the residential care sectors

in the US and Canada, in the next section we review the Canadian research on facility owner-

ship and residential care quality.

Canadian research on ownership and care quality
One of the earliest Canadian studies on care quality in residential care was conducted by

Shapiro and Tate in 1995. They used administrative data on 15,437 individuals who resided in

Manitoba nursing homes from 1987 to 1991. They examined the variation in hospital admis-

sion rates for a number of diagnoses deemed by clinician experts to be “care sensitive” — that

is, amenable to improvement through better care. The focus of this study was not to compare

quality by ownership, but rather to assess whether administrative data might be used to moni-

tor quality. The authors found that after adjusting for facility case mix, for-profit facilities in

Manitoba were associated with higher rates of hospitalization for several care-sensitive diag-

noses than were public (hospital-based) and nonprofit facilities (Shapiro and Tate 1995).

Bravo and colleagues looked at 301 randomly selected residents in 88 residential care facilities

in Quebec’s Eastern Townships (1999a). They interviewed facility managers and conducted

detailed resident assessments. They found that for-profit facilities ranked lower on a

composite quality-of-care scale when ownership is looked at in isolation (univariate analysis).

However, once other factors were accounted for, ownership lost its independent effect. The

facility-level variables that were found to influence quality in the adjusted model were the

number of external collaborators,3 the manager’s training, facility size and the age distribution

of the residents. This study used prospectively gathered data, and its sample was much smaller

than that of the Shapiro and Tate study (1995).

In Ontario, Berta, Laporte and Valdmanis (2005) analyzed Statistics Canada’s Residential Care

Facilities Survey (which has surveyed all residential care facilities every year since 1974) for

the period between 1996 and 2002. They reported that for-profit facilities had significantly

lower levels of direct-care staff than both nonprofit and public facilities. 

In British Columbia, one cross-sectional study using data from the BC Labour Relations Board

examined 167 facilities (109 nonprofit and 58 for-profit), in which all staff were members of

the same bargaining association and received identical wages (McGregor et al. 2005).

Compared with for-profit ownership, nonprofit status was associated with an estimated 0.34

more hours per resident day provided by direct-care staff and 0.23 more hours per resident

day provided by support staff after adjusting for the type of care and the size of the facility.

The study also found higher levels of activity aide staffing (for leisure and recreational activi-

ties) in nonprofit compared with for-profit intermediate and multilevel facilities.4

Another British Columbia study examined the hospitalization rates for care-sensitive out-

comes of approximately 43,000 individuals in residential care from April 1996 to August 1999.
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The authors found that the rates of hospitalization for pneumonia, anemia and dehydration

were significantly lower in nonprofit facilities than in for-profit facilities (McGregor et al.

2006). However, they also found that the overall superiority of the nonprofit sector in British

Columbia was driven by facilities that were attached to acute care hospitals, were owned or

operated by a health authority, or had more than one site. Single-site nonprofit (nonpublic)

facilities had hospitalization rates similar to those of for-profit facilities (McGregor et al.

2006). Finally, they found that for-profit facilities — unlike nonprofit facilities, which varied

in performance — had uniformly higher hospitalization rates, regardless of whether they were

single-site, multisite or part of a large corporate chain.

Doupe and colleagues used administrative data from Manitoba to assess a number of quality

indicators (Doupe et al. 2006). They found higher rates of falls, pressure ulcers, respiratory

infections, fluid and electrolyte imbalances, poly-pharmacy (excessive number of medica-

tions), and benzodiazepine and antipsychotic use among residents in for-profit facilities in the

Winnipeg region than among those in nonprofit and public (hospital-attached) facilities, after

adjusting for case mix and other potential confounders. They found no significant differences

in staffing levels between for-profit and nonprofit facilities. 

A more recent longitudinal British Columbia study using staffing data from the Statistics

Canada Residential Care Facilities Survey found that both nonprofit and publicly owned facili-

ties had higher levels of total nurse staffing hours per resident day (licensed practical nurse, RN,

care aide) than for-profit facilities, after adjusting for facility size, resident age, sex and case mix

(McGregor et al. 2010b). The same study also found that average staffing hours in all facility

groups had increased over time. However, the rate of increase in total nurse staffing hours was

significantly higher in public facilities than in the other ownership groups.

Ownership and Care Quality: Is There a Causal Association?

B iomedical science increasingly identifies significant associations between various exposures

and outcomes. However, the fact that a correlation or association between two factors is

demonstrated does not mean that the presence of one factor causes the other. For instance, an

editorial published in the British Medical Journal at the time of the most recent systematic review

by Comondore and colleages (2009) argued that, in spite of the evidence demonstrating a correla-

tion between publicly funded for-profit care delivery and inferior quality, we cannot infer causa-

tion (Konetzka 2009). Failing to understand the complexity of these relationships prior to

assuming causation can lead to erroneous conclusions (Gordis 2009; Rothman, Greenland, and

Lash 2008). 

In the biomedical sciences, a well-designed, randomized, controlled trial is generally consid-

ered to provide the most solid evidence for establishing causation (Guyatt et al. 2008; Gordis

2009; Strom 2005). In this type of trial, participants are randomly assigned to an experimental

group or a control group and are typically blinded as to which group they are in (Gordis

2009). A common example of this occurs in drug trials, where participants are given either the

active drug or a placebo (an inactive or fake drug) and not told which one it is. The possible

outcomes of the treatment are predefined and the participants’ responses to the treatment are
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measured, ideally by individuals who are also blinded — that is, not told whether the partici-

pants have been given the active drug or a placebo. Finally, the results from both groups are

compared (Gordis 2009; Strom 2005). 

While this model for establishing causal evidence can work well for drug testing, it usually

cannot be reproduced in the area of health services research (Gordis 2009). For example, it

would be ethically and technically difficult to design a double-blinded, randomized, con-

trolled trial of two groups of facilities with similar residents, funding, size and location.

Moreover, it would require that one group of facilities be randomly assigned to ownership by

one or more for-profit organizations and the other to ownership by public or nonprofit

organizations. Finally, those collecting and analyzing the results would have to be blinded as

to which group the results originated from and, to the extent possible, all potential biases

would have to be controlled for. 

Given the type of research question they would pose (“Does for-profit ownership cause lower

quality in residential care facilities?”), it is unlikely that such trials would ever be conducted.

Moreover, health policy issues such as this, with their multiple contextual factors, are proba-

bly too complex for a clinical trial to address (Bell 2010). 

In the absence of evidence from randomized controlled trials, the epidemiologist Sir Austin

Bradford Hill produced a series of criteria for evaluating the conditions under which

researchers can “pass from an observed association to a verdict of causation” when assessing

observational studies (1965, 295). In what follows we review each of these criteria and assess

the extent to which they are present in the research on ownership and quality.

Strength of the association
The strength of the association is the magnitude of the difference between (usually) two groups:

if the magnitude of statistically significant differences is large, the relationship is more likely

to be causative. What this means in statistical terms is usually expressed as a risk ratio, rate

ratio or odds ratio (that is, the odds of something occurring in one group compared with the

other). If, for example, the odds ratio is much greater or much less than 1 and statistically

significant — that is, the difference is unlikely to have occurred by chance alone — then there

is a more convincing argument for causation (Gordis 2009). 

In the case of differences between the quality in for-profit and that in nonprofit or publicly

owned residential care facilities, the magnitude of difference depends on the quality indicator

being measured. The effect magnitudes described by Comondore and colleagues in their sys-

tematic review — a relative increase of 11 percent more staffing hours and an 8.4 percent

reduction in pressure ulcer prevalence (2009) — appear small compared with differences

observed in the biomedical world. In occupational and environmental epidemiology, for

example, arguments for a causal association between an exposure and an outcome may be

considered strengthened by a twofold greater risk seen in the exposed group compared with

the non-exposed group. This is because the stronger an association, the less likely it is that the

results will be overwhelmed by residual bias, or confounding (Gamble 2010).
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Relative to these paradigms, the differences observed in studies comparing for-profit and non-

profit care quality are modest. However, it should also be noted that in policy research, small

differences often apply to large numbers of people, so that these differences become magni-

fied. In the case of facility ownership and staffing levels, while they acknowledge the chal-

lenge of proving causation using observational studies, Comondore and colleagues calculated

that the pooled difference of 0.42 hours of care per resident per day in publicly funded non-

profit facilities compared with for-profit facilities, applied to the distribution of for-profit

facilities in Canada, means that facility residents would receive 42,000 additional hours of

care per year if these services were provided by nonprofit facilities. Similarly, the authors esti-

mate that 600 of 7,000 residents in Canada and 7,000 of 80,000 residents in the US have pres-

sure ulcers attributable to for-profit ownership (Comondore et al. 2009). In other words, the

demonstrated positive effect of ownership on quality in most studies is relatively small.

However, when applied to large-scale health care systems, the real effect can be substantial.

Consistency
A second criterion by which to judge whether the evidence supports causation, the consistency

criterion, may be expressed by the question, “Has the association been repeatedly observed by

different persons, in different places, circumstances, and times?” Different methodological

approaches to the question that yield the same answer further strengthen the consistency cri-

terion for causation (Hill 1965).

Consistency across jurisdictions
The relationship between ownership and residential care quality has been examined across a

large number of jurisdictions in the US, with data from Pennsylvania (Aaronson, Zinn, and

Rosko 1994), California (O’Neill et al. 2003), Maryland (Zimmerman et al. 2002) and the US as

a whole (Castle 2000a; Harrington et al. 2001). Studies from a number of Canadian provinces

(Berta, Laporte, and Valdmanis 2005; Doupe et al. 2006; McGregor et al. 2005; McGregor et al.

2006; Shapiro and Tate 1995), from Taiwan (Lee et al. 2002) and from Australia (Pearson et al.

1992), while fewer in number, have also demonstrated a significant association between pub-

licly funded for-profit delivery and care of inferior quality. 

Consistency across data sources and methodologies
This association between for-profit status and inferior quality has been demonstrated using a

variety of facility-level data sources (Aaronson, Zinn, and Rosko 1994; Castle and Fogel 1998; Davis

1993; Harrington et al. 2001; Spector, Selden, and Cohen 1998) and individual-level primary

(Pearson et al. 1992) and secondary data sources (Grabowski and Angelelli 2004; Grabowski and

Stevenson 2008; McGregor et al. 2006; Stevenson 2005). While most studies have used large

administrative data sets, some are based on data that were gathered prospectively to answer a spe-

cific research question (Lee et al. 2002; Pearson et al. 1992), and some have used qualitative meth-

ods (Baumbusch 2008). Except in a minority of studies, the direction of the association between

for-profit facility ownership and inferior quality is consistent. 

Consistency across quality measures
Beyond consistency of results across jurisdictions using a variety of data sources and methodo-

logies, consistency has also been observed across a wide range of quality measures. Research
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has found that for-profit ownership is associated with lower staffing levels (Aaronson, Zinn,

and Rosko 1994; Berta, Laporte, and Valdmanis 2005; Harrington and Swan 2003; McGregor

et al. 2005; O’Neill et al. 2003); higher rates of pressure ulcers (Comondore et al. 2009), hospi-

tal admissions (Grabowski et al. 2008; Konetzka, Spector, and Shaffer 2004; McGregor et al.

2006; Shapiro and Tate 1995), deficiency citations for use of restraints (Castle 2000b; Zinn et

al. 2005) and complaints (Stevenson 2005, 2006); and is a factor in a variety of other global

quality measures (Gray and McNerney 1986; Pearson et al. 1992).

In summary, there is considerable consistency in the research pointing to an association

between nonprofit ownership and superior quality. 

Temporality
Temporality means that cause must precede effect. Cross-sectional studies — that is, studies in

which data on exposure and outcome are measured at the same point — are generally limited

in their ability to demonstrate a temporal association (Gordis 2009). Thus cross-sectional

studies typically cannot establish whether for-profit residential care facilities attract a higher

volume of residents who already have pressure ulcers, experience falls or submit complaints, or

whether residence in such facilities actually results in a higher frequency of these outcomes.

Grabowski and Stevenson reviewed US nursing-home performance after nonprofit facilities

converted to for-profit, and vice versa. They used OSCAR nursing-home data combined with

individual-level clinical data from RAI-MDS on care quality collected by the CMS (Grabowski

and Stevenson 2008). The authors examined staffing levels, serious deficiency citations and

care quality indicators in facilities that changed ownership status between 1993 and 2004.

They found that the performance of facilities that had converted from for-profit to nonprofit

status had already begun to improve before the ownership change. Conversely, facilities that

converted from nonprofit to for-profit status demonstrated a deterioration in performance

before the change in ownership. 

Banaszak-Holl and colleagues examined the effect of acquisition by chain facilities and, similarly,

found that chains tended to acquire poorer-quality nursing homes. They also found that while a

facility’s quality declined immediately following its acquisition by a chain, the longer-term perform-

ance of an acquired facility was influenced by the chain’s performance before the acquisition (2002). 

Because of this tendency for poorer-quality nonprofit facilities to convert to for-profit status, it

has been difficult, methodologically, to measure or estimate the independent effect of facili-

ties’ for-profit status after conversion. In a recent paper, Bowblis deliberately controlled for the

status of facilities before conversion (2009). After adjusting for this and other potential con-

founders, Bowblis reports that converted for-profit facilities had higher rates of pressure ulcers

but lower rates of restraint use after conversion. 

In another study assessing temporality, Amirkhanyan examined the effect in the US of residen-

tial care facilities converting from publicly owned to for-profit status. The author found that

these facilities had, on average, 46 percent more deficiencies than those that remained publicly
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owned. In contrast, similar changes were not seen in facilities that converted from public

ownership to nonprofit status (Amirkhanyan 2008). Paradoxically, the same study found

decreased rates of accepting Medicaid residents among facilities converting from for-profit to

nonprofit status. This decrease may be due to higher staffing standards in nonprofit facilities

that cannot be sustained by the lower funding levels provided for Medicaid residents.

To sum up, there appears to be some evidence to suggest the existence of a temporal link

between conversion of residential care facility ownership to for-profit status and a decrease in

quality for some outcomes. 

Dose response 
The concept of dose response (or biological gradient, as defined by Hill [1965]) refers to a dose-

response effect whereby the greater the exposure to the causative agent, the greater the effect

of a given outcome. The fact that the death rate from lung cancer increased linearly in rela-

tion to the number of cigarettes smoked is an example of biological gradient. In the case of

ownership and quality, while there is nothing biological about the issue, one can nonetheless

ask whether a gradient effect between profit and quality has been demonstrated. 

Harrington and colleagues have completed several studies on the performance of large for-

profit residential care nursing-home chains in the US (Harrington et al. 2010b; Harrington

et al. 2010c). The authors note that such chains were developed to maximize shareholder

value, resulting in choices that prioritize this goal and subordinate others. In one of the

studies, the authors found that the 10 largest chains, representing 14 percent (238,745) of

all beds in the US, had 14 percent lower RN staffing and 9 percent lower total nurse staffing

than the US average for the 2003-08 period. Most had a history of numerous federal cita-

tions and enforcement actions for poor care. Although the authors didn’t perform direct cal-

culations to determine the correlation between these companies’ profit margins and

measures of poor care, they note that all the chains were financially successful. Their assets

ranged from $400 million to $8.45 billion, and their long-term debt-to-total-assets ratios

ranged from 14 to 72 percent. 

O’Neill and colleagues examined nursing-home data from 1,098 facilities in California to assess

the relationship between profit and the quality of care in nursing homes. They found that for-

profit facilities in the group with the highest profit margin had significantly more deficiencies

than those in the next-lowest profit group. Those in the highest-profit group were also found to

have more serious deficiencies than the ones in all the lower-profit groups, after controlling for

resident case mix and other facility and market characteristics (O’Neill et al. 2003). 

O’Neill and colleagues’ findings suggests the presence of a gradient effect, where progressively

greater profit resulted in progressively poorer quality.

Plausibility
The ability to demonstrate the mechanism through which an association exists, or its plausibility,

is another criterion for establishing causation. Perhaps the most obvious mechanism whereby for-
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profit ownership produces lower quality is the employment of fewer nursing staff. As discussed

earlier, one of the strongest predictors of improved quality of residential care is higher staffing lev-

els (Bates-Jensen et al. 2004; Castle 2009; Castle and Engberg 2007; Harrington et al. 2000b;

Konetzka, Stearns, and Park 2008; Kramer and Fish 2001; Murphy 2006; Schnelle et al. 2004;

Weech-Maldonado et al. 2004). US and Canadian research has shown that for-profit facilities hire

fewer nursing staff, which results in lower-quality care (Aaronson, Zinn, and Rosko 1994; Berta,

Laporte and Valdmanis 2005; Comondore et al. 2009; Harrington et al. 2001; Hillmer et al. 2005).

For-profit facilities have also been found to pay their staff less (Harrington et al. 2010c).

The plausibility of this finding (of lower staffing levels in the for-profit sector) is presumably due

to the fact that the organizational goal of these facilities is profit generation. Decisions to hire

fewer staff or not to replace staff who are ill or on vacation are strategies for cutting what is the

most costly line item. O’Neill and colleagues describe the relationship as follows: “If increasing

quality raises costs more quickly than it does revenues, profits must fall as quality improves.

That is, a trade-off between profit and quality would exist” (O’Neill et al. 2003, 1319). 

Another possible mechanism through which the nonprofit quality advantage might come

into play is related to the greater amount of social capital associated with nonprofit enter-

prises: the capacity to mobilize volunteers who provide companionship to residents and who

raise funds for capital equipment to enhance care. Furthermore, nonprofit societies are often

given tax breaks not available to the private sector, thus enabling them to put more resources

into direct resident care. In conclusion, Hill’s plausibility criterion is present and has been

described by a number of authors. 

Analogy
When similar effects have been observed in a different context there is an analogy with that

context. In sectors other than residential care, there is solid evidence that care delivered by

nonprofit acute care hospitals, hemodialysis clinics and ambulatory care clinics (Devereaux et

al. 2002a; Devereaux et al. 2002b; Himmelstein et al. 1999) is overall of better quality than that

delivered by corresponding for-profit facilities. Outside of the health sector, studies looking at

the daycare sector in Quebec (Japel, Tremblay, and Côté 2005) and Canada (Cleveland et al.

2008) have found a similar quality gap between for-profit and nonprofit ownership. It is there-

fore reasonable to conclude that the criterion for analogy is present in the literature.

Coherence
There is coherence to the association if there is supporting evidence from other, less direct

sources. The equivalent in the ownership/health-policy paradigm is difficult to conceptualize,

except that the association between profit generation and inferior quality should not seriously

conflict with the generally known facts of the relation between the two. As described in rela-

tion to the analogy criterion, the association of publicly funded for-profit delivery and inferior

service quality has been described in a number of settings in health care and other services.

The association of for-profit delivery in residential long-term care and inferior quality does

not appear to conflict with the generally known facts, and one can therefore conclude that

coherence is present in the literature.
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Experiment
If a change in outcome can be demonstrated by a change in exposure, a causal association is

much more likely to exist. It is unlikely that randomized trials to assess the effect of for-profit

ownership on quality will ever be conducted. Research on this question therefore has to rely on

the natural policy experiments performed by measuring the effects of policy changes relating to

ownership and/or comparing quality across different ownership types in different contexts.

Specificity 
When the causative agent results in very specific effects, we say there is specificity in the associ-

ation. This criterion is more relevant to a biomedical paradigm (versus a health systems or

policy paradigm): for example, the assumption that mesothelioma, a very specific type of lung

cancer, is seen only when an individual has been exposed to asbestos (Britton 2002). While

the concept is of limited application in the health policy arena, the strongest empirical evi-

dence exists for the association between for-profit status and lower staffing levels. Since the

number of staff hired is also the most costly line item and has the greatest likelihood of

affecting profit, one might argue that there is some degree of specificity in the association.

Summary
In his original work Hill emphasizes that these nine criteria should be considered not as neces-

sary prerequisites for causation, but rather as a framework for weighing the evidence for and

against causation: “All scientific work is incomplete — whether it be observational or experi-

mental. All scientific work is liable to be upset or modified by advancing knowledge. That

does not confer upon us a freedom to ignore the knowledge we already have, or to postpone

the action that it appears to demand at a given time” (1965, 300). 

The evidence demonstrating the relation between for-profit ownership and lower care quality

appears to meet many of the criteria for a causal association, especially those of consistency,

dose response, plausibility and analogy. While the magnitude of the effect is not great, when it

is applied to large-scale health care systems, the real effect can be substantial. There is also some

evidence that observational studies meet the criteria for a temporal association. Although

Canadian research to date generally supports the generalizability of the US findings, there is a

need for more research from all provinces in Canada and from other countries to confirm this. 

Finally, the establishment of a causal link between for-profit facility ownership and inferior

care does not mean that all for-profit facilities provide poor care. In the same way that not all

smokers get lung cancer, many for-profit facilities provide good care. However, the evidence

suggests that as a group they are less likely to provide good care than nonprofit or public

facilities. It would therefore be prudent to ensure that public policy reflects this evidence.

Policy Implications 

I n the previous section, we summarized the evidence on residential care facility ownership

and quality. We found there is a growing body of evidence confirming an association

between for-profit ownership and inferior quality care, and there is evidence suggesting a

causal link between for-profit ownership and poorer quality. 



IRPP Study, No. 14, January 201126

Residential Long-Term Care for Canadian Seniors: Nonprofit, For-Profit or Does It Matter?

Unfortunately, the policy decisions taken in many provinces over the last decade or so appear

to run counter to the research evidence. Indeed, while the majority of facilities are still public

or nonprofit in all provinces except Ontario, there are wide variations across provinces (see

table 5), and the share of the for-profit sector has been growing in several provinces. 

Why this inconsistency? While it is not the purpose of this study to analyze in depth the political

and economic context that moved policy in this direction, we briefly review the factors that may

have contributed to it in the following section. 

Canadian policy and factors influencing its direction
Several factors have contributed to increase the role played by the private sector in residential

long-term care. First, Canadian governments have failed to keep up with investments in public

infrastructure over the recent decades for not only roads and bridges, but also hospitals and

residential care facilities (TD Bank Financial Group 2004; Harchaoui, Tarkhani, and Warren

2003; Mackenzie 2004). Canada’s public asset base has been falling behind year after year for

more than 30 years. There has thus been a substantial backlog in demands to repair and reno-

vate older buildings and equipment and to build new ones. In fact, the Toronto Dominion

Bank estimates that the infrastructure gap, while difficult to measure precisely, “is massive” and

could be as “high as $125 billion or 6 to 10 times annual investment flows” (TD Bank Financial

Group 2004, 5). 

This pressure on governments to address the infrastructural gap is also increasing due to our

aging population and the need to increase the number of residential care beds. In addition, indi-

viduals in residential care are more disabled than they were a decade ago (CHA 2009; Frohlich,

De Coster, and Dik 2006), which presents greater challenges to those designing new facilities

and upgrading old ones. Safety standards and building codes have also changed. Many provinces

have stricter standards; rooms must meet the physical needs of disabled residents (British

Columbia 2009). As a result, governments must now find additional sources of financing to

address this demand and have sought nontraditional ones, notably by partnering with the

private sector.

The second factor contributing to the observed policy paradox is the gradual devolution of

responsibility for public capital investment from federal to provincial and local governments,

without the necessary transfers or tax room to support it (Mackenzie 2004; Gagné et al. 2006).

Indeed, in 1961, the federal government owned 39 percent of the Canadian public capital

stock, the provinces 35 percent and local governments 26 percent. Forty years later, in 2002,

the federal and local governments had virtually reversed their positions: the former owned

almost 18 percent of the stock and the latter 48 percent (Harchaoui, Tarkhani, and Warren

2003). The resulting budgetary pressure on local and provincial governments to raise suffi-

cient money to maintain the existing capital stock and to allocate money for new investments

has thus increased over time (Mackenzie 2004). 

A third factor that came into play was the fight against budget deficits and the debt aversion

that developed in the 1990s. This, combined with competitive pressures to lower the tax
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burden, encouraged governments to avoid large-scale public borrowing to finance necessary

but costly infrastructure. Getting into debt was considered a bad political move up until 2009,

when governments showed a willingness to run deficits again in order to finance fiscal stimu-

lus packages to deal with the global financial crisis (IMF 2009).

The fourth factor behind the policy paradox relates to the introduction of new accounting stan-

dards during the 1990s. This added an additional barrier to public borrowing. Under these new

rules, governments were no longer able to keep capital expenditures off their books by delivering

capital projects through government agencies (such as universities or hospitals). Accounting

rules allowed governments to amortize their capital expenditures over the economic life of the

assets, but only in the case of capital expenditures for which they were directly responsible.

Because much of Canada’s infrastructure has traditionally been financed through transfers, the

effect of these changes was to force governments to account for these capital expenditures as if

they were current expenditures (Mackenzie 2004). For example, if the federal government made

a transfer payment to a province to support the construction of a new water facility, it had to be

recorded as a one-time expense, which suggested that government had incurred a huge debt, in

contrast to the previous practice of treating the payment as a long-term investment amortized

over many years. In the climate of the 1990s and early 2000s, governments wished to avoid the

accusation of piling up debt at all costs.

It is in this context that governments started to turn to the private sector and consider public-

private partnerships (P3s) to finance some of their obligations. Under P3s, a government con-

tracts with a private company to construct new infrastructure, and in some cases to provide

some or all of the services for that new infrastructure once it is completed. Often the contracts

are long term, sometimes lasting more than 30 years. In the case of residential care facilities

financed through a P3, the private partner often assumes service delivery once the new facility

is built. An example of this is the 200-bed facility in St. Lambert, on Montreal’s South Shore.

Thus the financing of new residential care beds through P3 arrangements is intimately linked

to the expansion of for-profit delivery. 

While P3s still only account for 10 to 20 percent of all infrastructure spending in Canada, they

are nevertheless a key tool that governments now count upon to help address the infrastructure

gap (Iacobacci 2010). In fact, British Columbia (Partnership BC), Ontario (Infrastructure

Ontario), Quebec (Agence des partenariats public-privé du Québec, now Infrastructure Québec)

and Alberta (Capital Financing Office) as well as the federal government (PPP Canada) have all

set up agencies to support the development of these partnerships. Municipalities are also

involved in this type of transaction.5 According to Ernst and Young, at least 100 P3s have been

signed in Canada since the early 1990s — of which a third are in the health care sector,

including several long-term care facilities — and they amount to about $20 billion in invest-

ment (Ernst and Young Orenda 2006).

Some provinces, such as British Columbia and Ontario, have also introduced a new request for

proposal (RFP) process for organizations that want to bid on government contracts (Cohen et

al. 2005). In addition, British Columbia has phased out infrastructure support to nonprofit
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agencies. Without such support, which often takes the form of technical expertise necessary to

submit competitive bids, nonprofit agencies may be prevented from bidding on contracts.

Thus the introduction of a competitive RFP process has further contributed to the expansion

of for-profit-delivered residential long-term care over the last decade (CUPE 2009) — despite

the growing empirical evidence that this sector is likely to deliver inferior care. 

Could improved regulation counter the effects of for-profit delivery?
Many have argued that improving government regulation could counter the quality concerns

associated with expanding for-profit care delivery. 

The residential care population is one of the most vulnerable groups in our society, and the resi-

dents and their families have little voice (Cohen et al. 2005) and little option for exit (Hirth 2009).

Consequently, regulation of the quality of care and adequate enforcement of regulations to ensure

minimum staffing levels and other quality indicators are fundamental. Facilities that care for this

population need to be licensed,6 and there should be regular unannounced inspections by trained

inspectors and good information systems for reporting on quality measures.

However, while good regulation is important in any setting, it is not a panacea. Without the

financial and human resources required to implement it and monitor it, improved regulation

may not be as effective as expected, especially in for-profit settings.

Kieran Walshe outlines two very different approaches to regulation (2001). “Deterrence” regu-

lation views the organizations being regulated as having “bad intentions” and being out to

“break the rules.” This approach is punitive, sanctions-oriented and usually more costly, as the

regulated organizations become defensive, thereby undermining the goals of regulation.

“Compliance” regulation views the organizations being regulated as basically well inten-

tioned. This approach uses less formal and more supportive ways to regulate.

According to Walshe, the more profit generation is the organizational goal of long-term care insti-

tutions, the more compliance must be replaced with a deterrence style of regulation. Deterrence,

however, is costly and diverts money away from providing direct care for the residents. In the US,

which has one of the most highly regulated systems, the annual cost of certifying nursing homes

is estimated to be about $22,000 per facility, or $208 per bed (Grabowski and Castle 2004). 

Moreover, the research evidence on the effectiveness of regulation in ensuring a high quality

of care is meagre, and the little evidence that is available is mixed. On the one hand, research

from the US has demonstrated that the number of state fines collected for inspection viola-

tions is inversely related to the number of facility complaints per nursing-home bed,

suggesting that better regulation and enforcement does influence quality (Harrington et al.

2008). On the other hand, a recent study of a sample of regulated and unregulated nursing

homes in Quebec concluded that regulation had little impact on life expectancy (Bravo 2002).

In fact, while everybody agrees that regulation is necessary, there is “too little evidence to be

able to determine whether the benefits justify the costs,” and there is clearly a need for more

research in this area (Walshe 2001, 141).
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All in all, we doubt that regulation alone can counter the negative outcomes associated

with for-profit organizations — or if it can, it would be at a very high cost that would

divert resources away from care delivery itself. As Walshe points out “when regulatory

objectives and market pressures collide, as they do for nursing homes, organizations

will often attempt to reconcile the conflicting pressures, but ultimately the stronger

market pressures are likely to prevail” (2001, 140). If the for-profit sector continues to

expand in Canada these conflicting pressures will increase, creating bigger challenges

for regulatory bodies.

In that context, we recommend that services be funded and delivered by the public sector and

nonprofit organizations. It is beyond this study’s scope to suggest detailed solutions to the

current misalignment of policy with evidence, but in the following section we sketch out

several policy suggestions that decision-makers may wish to consider to support the role of

nonprofit organizations in the delivery of services and to secure the quality of services

delivered. Some of these are clearly more challenging than others to implement. 

In addition, interested readers can refer to the appendix where the recommendations

from five major Canadian reports on long-term care published within the last two years

are summarized.

Aligning policy with the evidence
Employ traditional public sector funding
If public policy is to align itself with the research evidence that supports care by nonprofit

and/or publicly owned institutions, a key challenge will be to expand the residential care sec-

tor using publicly funded capital investment. 

While many provinces have been using P3s to expand capacity in this sector, a number of recent

initiatives suggest that some governments are beginning to look at other options. For example,

Alberta has issued government bonds that can be used in the construction of new residential

care facilities (“Alberta Bonds” 2009), and Prince Edward Island has decided to expand its resi-

dential care facilities using traditional public funding (CUPE 2009).

Provide technical and infrastructural support to nonprofit organizations
Competitive bidding through RFPs favours larger for-profit corporations, which have the

necessary infrastructure to compete (Cohen, Tate, and Baumbusch 2009). Provincial govern-

ments could develop support programs that offer expertise to nonprofit societies to enable

them to make their bids more competitive.

There is an example of such government support in British Columbia. In the 1990s the

Hospital Planning and Construction Division of the Ministry of Health provided compre-

hensive technical support to nonprofit organizations. Specific support included recruiting

architects or engineers and project managers, signing off on preliminary and final con-

struction drawings, reviewing tenders, approving the awarding of contracts, attending

project management meetings and approving contract payments.
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The main strength of this system was the transparency of the process — the scoring system for

projects, the reasons why one bid succeeded while another did not, and the fact that information was

publicly accessible. Mount St. Mary, a 200-bed residential long-term care facility in Victoria, is a good

example of a capital construction project that received technical and infrastructure support. The

design, construction and costs for this facility were deemed very successful.7

Unfortunately, despite its demonstrated success, infrastructural support to nonprofit organiza-

tions in British Columbia ended in 2001, and since that time, virtually all new residential

long-term care beds in that province have been in the for-profit sector. 

Offer direct loans to nonprofit organizations
The US has developed a number of interesting methods to encourage the expansion of resi-

dential care in the nonprofit sector. For example, some states have loan programs for nursing

homes that are designated for nonprofits. As well, the US Department of Housing and Urban

Development provides loan guarantees for nursing homes (Such et al. 1996).

In Canada, since 2006, Infrastructure Ontario has offered a program of affordable financing to non-

profit long-term care residences to renovate or improve existing facilities and construct new ones. As

of August 2010, loans worth a little over $100 million had been approved (Infrastructure Ontario

2010). The Canada Mortgage and Housing Corporation, in partnership with its provincial counter-

parts for social housing development (for example, AccèsLogis Québec), could play a role by devel-

oping a program to support the construction of new residential care beds in the nonprofit sector.

Adopt mandatory minimum staffing levels
One of the principal ways that high profit margins are generated in the residential care sector

is by instituting lower staffing levels, which result in inferior quality of care. Research evi-

dence (Bostick et al. 2006; Castle 2009; CMS 2001; Schnelle et al. 2001; Schnelle et al. 2004)

and reports on the residential care sector from a range of stakeholder constituencies have

emphasized this (CHA 2009; CUPE 2009; Cohen et al. 2005; Cohen, Tate, and Baumbusch

2009; PriceWaterhouseCoopers 2001; Sharkey 2008). 

Legislating minimum staffing levels would be a key strategy for improving quality. This

approach is used in other institutional contexts; for example, many jurisdictions set minimum

student-teacher ratios in education and minimum staff-child ratios in daycare. Similar mini-

mums could be applied for this frail population of seniors, which is arguably as vulnerable as the

populations in schools and daycares. Research has demonstrated that in jurisdictions where such

minimums have been implemented, staffing levels are higher (Harrington, Swan, and Carrillo

2007) and restraint use and inspection deficiencies have declined (Park and Stearns 2009). 

The US literature has identified a benchmark of a minimum of 4.1 nursing hours per resident

day, below which residents are more likely to experience harmful effects such as pressure

ulcers and unexplained weight loss (CMS 2001; Harrington et al. 2000a). Research on the gen-

eralizability of these benchmarks in the Canadian context is urgently needed (Cohen, Tate,

and Baumbusch 2009).
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In most Canadian for-profit and nonprofit facilities (although not in the publicly owned facili-

ties), nursing hours fall below 3.5 hours per resident day (Berta, Laporte, and Valdmanis 2005;

Doupe et al. 2006; McGregor et al. 2005; McGregor et al. 2010b. Therefore, setting a minimum

staffing standard of 3.5 nursing hours per resident per day would be a reasonable first step. 

Provide adequate funding to support minimum nursing staff benchmarks 
Legislated minimum benchmarks for staffing in residential care are insufficient on their own to

improve staffing levels. Adequate funding to support these benchmarks must be available and

ongoing. The cost of this could be offset, in part, by reduced costs related to hospitalizations, pressure

ulcers, higher turnover and the workers’ compensation claims associated with lower staffing levels.

In the US, the cost to Medicare of short-stay facility residents being readmitted to hospital

within 30 days of discharge was estimated at US$4.34 billion in 2006 (Mor et al. 2010). In resi-

dential care, the cost of treating people for pressure ulcers in one year was more than $800

million. The cost to facilities of staff turnover was estimated to be $2,200 to replace one care

aide and $7,000 for an RN (Castle and Engberg 2005).

While similar Canadian data are not available, the findings are unlikely to differ substantially

in the Canadian context. Therefore the cost of increasing public funding to support higher

levels of facility staff would at least in part be mitigated by savings in other parts of the system.

Target funds to direct nursing care 
Public funding in many provinces is global. Facilities thus have some discretion as to the amounts

they apportion to direct care, other staff, building maintenance and property costs. This presum-

ably allows them greater discretion to hire fewer staff or to not replace individuals who are sick or

on vacation. Targeting funding for direct-care staff, which must be returned if it is not spent for

this purpose, is a mechanism by which to ensure that public funds given to facilities are spent on

direct resident care. This funding feature is already in place in Ontario. However, whether it has

decreased the variation in staffing levels across facilities has yet to be evaluated.

Organize nonprofit residential care facilities into larger groupings
Canadian research evidence in British Columbia suggests that nonprofit residential care

delivered by organizations in larger groupings — either attached to a hospital, part of a health

region, or part of a larger network — is more likely to result in fewer hospitalizations for care-

sensitive outcomes (McGrail et al. 2007; McGregor et al. 2006). There is also some evidence

that overall care quality is better in nonprofit facilities that are part of larger organizational

entities (Bravo et al. 1999a). Policies that encourage larger networks of nonprofit facilities and

the affiliation of such facilities with academic institutions (Rantz et al. 2003; Kirkevold 2008)

and regional health authorities are likely to result in improved quality.

Adopt continuous quality improvement and a team approach to care
There is good empirical evidence that leadership that fosters the improvement of quality

results in better public service (Boyne 2003). Studies in the nursing-home setting support this

finding (Rantz et al. 2004). A culture of greater involvement by care aides in team decisions
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has been found to be associated with greater staff retention (Glouberman et al. 2007 ), fewer

worker compensation claims (Yassi et al. 2004) and improved resident outcomes (Barry,

Brannon, and Mor 2005). The Institute for Healthcare Improvement is a nonprofit society in

the United States that has developed an expertise in supporting health care quality improve-

ment with many excellent results. If Canada’s residential long-term care sector becomes more

involved with this or an equivalent structured quality improvement initiative, quality is

likely to improve.

Integrate acute and residential long-term care facilities
When facility residents are ill or injured, they are often transferred to the nearest acute

care hospital for additional care and/or investigation. Being transferred to hospital often

has negative effects; it can cause residents’ quality of life to decline further by increasing

the risk of pressure sores (Allman et al. 1986), delirium and falls (Gillick, Serrell and Gillick

1982). Furthermore, there is now some evidence that treating residents in place for condi-

tions like pneumonia may produce better outcomes (Fried, Gillick and Lipsitz 1997). In

many jurisdictions, the budgets and organization of acute care and residential long-term

care are kept separate, and as a result, mutual accountability is lacking. Facilities are

accused of abandoning responsibility for sick residents by sending them to hospital.

Hospitals are accused of discharging residents back to their facilities before they are fully

stabilized. Policies that support closer alignment between the two sectors would enable

better communication and accountability between them and thus improve care quality

(Institute for Healthcare Improvement 2010). Quebec has begun to integrate the two sec-

tors, and an evaluation of the successes and failures of this integration would be useful

(Levine 2005).

Encourage the linkages between academic programs and residential long-term care facilities
Some countries, such as Norway, have teaching residential care homes where students of

nursing, medicine, gerontology and other disciplines are sent for practical experience

(Kirkevold 2008). These are also research sites for academics who are interested in aging and

facility care. Preliminary evaluation of this Norwegian program has been positive, and it has

resulted in improved quality of care, presumably due to the increased interest and attention

paid to these issues and the exchange of ideas resulting from such partnerships. The CHA

and some authors in the US have called for more partnerships between academic programs

and long-term residential care facilities (CHA 2009; Mezey, Mitty, and Burger 2008). 

Provide high-quality end-of-life care
The type of training and allocation of resources in residential long-term care do not, generally,

deal adequately with end-of-life issues. Palliative care services are often inadequately

integrated into residential long-term care, and staff and physicians are often unprepared to

discuss end-of-life wishes and expectations with residents and their families. A British

Columbia study found that one in four deaths among residents of free-standing (not attached

to a hospital) residential long-term care facilities still occurs in hospital (McGregor et al. 2007).

A survey done in one British Columbia health region found that less than half of all facilities

had implemented medical and nursing protocoles for palliative care (McGregor et al., 2010a).
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A number of recent Canadian reports have drawn attention to the need for improved end-of-

life care for this population (CHA 2009; CUPE 2009; Cohen, Tate, and Baumbusch 2009).

Develop a Canada-wide report card
Almost every report on residential long-term care has called on governments to make pub-

lic information about the quality and accessibility of facilities (CHA 2009; CUPE 2009; K.

Carter 2009; Cohen, Tate, and Baumbusch 2009). A BC ombudsman’s report calls for a Web

site that would provide information on the funding, ownership, resident costs and staffing

of facilities (K. Carter 2009). It also calls for information to be publicly available on the

direct-care staffing levels of RNs, LPNs and care aides; the number of direct-care hours pro-

vided per resident per day; the number and qualifications of direct-care staff scheduled for

each shift; access to physicians and other health professionals; the number of occupational

therapists, physical therapists and similar staff; and the languages spoken by care providers

(K. Carter 2009).

Ontario has so far developed the most extensive system of public reporting. The Ontario

Ministry of Health hosts a Web site (http://publicreporting.ltchomes.net/en-ca/default.aspx)

that provides information on facilities, including the type of operator; the number of beds;

the date of the last inspection; and the number of verified complaints, citations and unmet

standards (Ontario MOHLTC 2009). British Columbia is also moving toward this type of

public reporting; however, it has been up to the various regional health authorities to post

their data, and access to them varies considerably by region. Moreover, there is no require-

ment for either consumer complaints or staffing levels to be publicly posted, despite the fact

that the ombudsman’s report calls for public reporting of this information (K. Carter 2009).

The US has developed a national reporting system whereby all Medicare- and Medicaid-

funded facilities are listed on a publicly available Web site (CMS 2010). The public can access

routinely updated information on each facility’s staffing levels and complaints history, and

facilities are given a star rating based on their performance on a number of quality indicators.

While this is not a guarantee of quality, it is hoped that public access to agreed-upon quality

measures will encourage greater accountability on the part of facilities and governments and

lead to better care for their vulnerable populations.

Conduct regular anonymous surveys of resident and family care experience
Complaints, rates of pressure ulcers and staffing levels, while important to measure, are proxy

indicators of care quality. The best measure of quality may well be the residents’ and their

families’ perception of the care they receive. Families and residents should be invited to com-

plete surveys at regular intervals, thereby providing facilities and the public with continuous

feedback. Facility participation in the survey process should be a mandatory part of licensing. 

Such a survey has been developed for primary care settings in the US and parts of Canada and

has been used successfully. The anonymous survey, entitled “How’s Your Health?,” consists of

questions that reflect a wide range of quality measures such as access to and continuity and
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coordination of care (Wasson et al. forthcoming). The data are collected by Dartmouth

University, and the results are sent back to primary care providers to inform them of the

strengths and weaknesses identified by survey respondents. 

A similar survey developed for residential care settings could be a powerful means of putting

residents and families at the centre of quality improvement.

Conclusion

W hile Canadian research suggests that there is considerable variation in quality within the

nonprofit residential long-term care sector that we need to better understand, there is suf-

ficient empirical evidence in the peer-reviewed literature to conclude that providing public

funding for residential long-term care to for-profit facilities is likely to produce inferior outcomes.

The causal link between for-profit facility ownership and inferior care does not imply that all for-

profit facilities provide poor care, but the evidence suggests that, as a group, such facilities are less

likely to provide good care than nonprofit or public facilities. It would therefore be prudent if

public policy reflected this evidence. 

The policy direction in many provinces, however, seems to run counter to the research

findings, with the apparent growth in publicly funded, for-profit residential care. One reason

for this is governments’ reluctance to finance the construction of new facilities by incurring

debt, and turning instead to public-private partnerships (P3s) to build residential long-term

care facilities. Since the private partner often assumes responsibility for service delivery once a

P3 facility is built, the financing of new residential care beds through P3 arrangements is inti-

mately linked to the expansion of for-profit delivery, which is inconsistent with the evidence

on ownership and quality. 

We recommend that new residential care capacity be kept within the public and nonprofit sec-

tors. Policies to enable this include providing traditional public sector funding; raising capital

through the sale of government bonds; making low-interest loans available through government

housing agencies such as the Canada Mortgage and Housing Corporation and AccèsLogis

Québec; and providing infrastructural and technical support to enable nonprofit organizations

to make competitive bids on new projects. However, nonprofit or public delivery of residential

care is not sufficient on its own to ensure high quality care for frail elders. It merely provides the

most conducive environment for implementing other key policies that foster quality. 

Adopting legislated minimum staffing levels in residential long-term care — just as many

Canadian jurisdictions set minimum student-teacher ratios in education and minimum staff-

child ratios in daycares — would be an important measure to improve quality. Providing ade-

quate funding to support these minimum staffing levels and targeting the funding to ensure

that the funds are used for direct-care staff are essential elements of any legislation to that

effect. The US literature has identified a minimum benchmark of 4.1 nursing hours per resi-

dent day, below which residents are more likely to experience harmful effects such as pressure

ulcers and unexplained weight loss. Research on the generalizability of this benchmark to the

Canadian context is urgently needed.
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The residential care population is one of the most vulnerable in our society, and the residents

and their families have little voice. Facilities caring for this population need to be licensed and

adequately regulated. There should be regular unannounced inspections by trained inspectors

and good information systems for reporting on quality measures. Families and residents

should also be invited to complete anonymous surveys at regular intervals, and such a process

should be a mandatory part of facility licensing.

Up-to-date information on direct-care staffing levels, inspection reports, consumer complaints

and resident/family survey results should also be publicly available. This would be an impor-

tant step toward balancing the information asymmetry in this sector. Although it is not a

guarantee of quality, providing the public access to data on agreed-upon measures may

encourage greater accountability on the part of facilities and governments.

Other policies to improve residential long-term care include developing broader networks of

nonprofit facilities, fostering strong team leadership among staff, developing quality improve-

ment programs to support good care, improving the alignment of the acute and residential

care sectors, linking academic medical programs with the residential long-term care sector and

providing high-quality end-of-life care to the residential care population.

Taking care of seniors at a time in their life when they are most vulnerable and need the

most support or assistance may be one of the most important public policy challenges facing

us over the next 30 years. The decisions we make about how to finance and deliver long-term

care services will be crucial in ensuring that vulnerable seniors receive the quality of care

they deserve.



IRPP Study, No. 14, January 201136

Residential Long-Term Care for Canadian Seniors: Nonprofit, For-Profit or Does It Matter?

Appendix

In this appendix we summarize the recommendations regarding changes to the funding

and delivery of Canadian residential long-term care from five major reports published in

2008 and 2009. The Canadian Centre for Policy Alternatives (CCPA) published a report

written by Cohen, Tate and Baumbusch (2009) on residential care in British Columbia

entitled Continuing Care Renewal or Retreat? BC Residential and Home Health Care

Restructuring, 2001-2004. The report from the Canadian Healthcare Association (CHA),

entitled New Directions for Facility-Based Long Term Care, also came out in 2009. The

Canadian Union of Public Employees (CUPE) report (2009) is entitled Residential Long-

Term Care in Canada: Our Vision for Better Seniors Care. Kim Carter is the ombudsperson in

British Columbia, and the report she presented to the BC Legislature is entitled The Best

of Care: Getting It Right for Seniors in British Columbia: Part 1 (2009). Finally, the report of

the Independent Review of Staffing and Care Standards for Long-Term Care Homes in

Toronto, by Shirlee Sharkey, was presented to the Ontario Minister of Health and Long-

Term Care in 2008. 

Financing/Funding
Canadian Centre for Policy Alternatives (CCPA)

➤ Provincial governments should increase the number of residential care beds, prioritizing

funding for underserved regions.

➤ A planning model should be developed for the supply of residential care. It should

take into account population projections, disability rates and trends specific to age

and gender, socio-economic status (for informal support), resident turnover and the

availability of alternative forms of care (including assisted living, traditional home

and community care services, and more integrated community-based models). The

model should also consider convalescent care, subacute care and other specialty

services.

➤ Costs should no longer be shifted to residents. 

Canadian Healthcare Association (CHA)
The federal government must:

➤ Show leadership by establishing a facility-based long-term care fund.

➤ Rectify the current underfunding of facility-based long-term care and establish a

predictable and sustainable funding base for future generations of seniors.

➤ Stop shifting health care costs to residents.

➤ Explore a social insurance model of long-term care insurance. 

➤ Guarantee reciprocity between the provinces and territories by

➤ developing reciprocal agreements for the provinces and territories so that movement

among them is seamless;

➤ allowing funding to follow the resident in an interprovincial transfer so that provinces

with massive inmigration do not face excessive costs.



37IRPP Study, No. 14, January 2011

Residential Long-Term Care for Canadian Seniors: Nonprofit, For-Profit or Does It Matter?

Canadian Union of Public Employees (CUPE)

➤ Extend medicare to residential long-term care, with increased federal funding tied to

legislated standards, including Canada Health Act criteria (public administration, univer-

sality, comprehensiveness, accessibility and portability) and conditions (no user fees or

extra billing).

Sharkey Report

➤ Develop provincial guidelines to support funding increases for resident care.

➤ Create annual staffing plans at each long-term care home that take into consideration a

range of issues and that involve staff, residents, families and community partners in

planning how resources could be better aligned to meet resident care needs and

improve care outcomes.

➤ Provide annual evaluations to ensure that funding is addressing resident care needs and to

inform decisions about staff enhancements.

Ownership
CCPA

➤ Provide public financing so that new residential care facility services can be delivered by

nonprofit organizations and/or the health authorities.

CHA

➤ Obtain more data to determine whether there are differences in quality of services, health

outcomes and cost to governments and to individuals in public and private long-term care

homes in Canada.

CUPE

➤ Establish nonprofit ownership and operation of long-term care facilities by phasing out

public funding to for-profit providers and ending contracting out.

Regulation
BC Ombudsman

➤ Expand the role of resident and family councils in legislation or regulation that applies to

all residential care facilities, and designate a liaison person at each facility and in each

health authority to assist and respond to resident and family councils. 

➤ Provide guidelines for operators of all residential care facilities on the types of support they

should offer resident and family councils.

➤ Establish an ongoing position to promote and help develop resident and family councils

and to report publicly on those activities every year.

➤ Support the establishment and development of regional family council organizations.

➤ Require all residential care facility operators to post a declaration of commitment and

rights at the entrance to the facility where it can easily be seen by residents and visitors. 

➤ Create a reliable and objective process to monitor and evaluate the degree to which resi-

dents’ rights are respected.
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CHA

➤ Establish mandatory requirements for all long-term care homes to conduct annual resi-

dent, family and staff satisfaction surveys that address quality-of-life issues.

➤ Establish mandatory accreditation in facility-based long-term care.

CUPE

➤ Ensure that there are unannounced inspections, whistleblower protection, swift and

progressive penalties for violations of standards, independent scrutiny from ombuds-

men and Auditors General, and empowered and autonomous resident and family

councils.

➤ Inspection teams should include front-line workers, residents and residents’ family mem-

bers chosen with input from staff, family and resident councils through a confidential

process.

Sharkey Report

➤ Strengthen the accountability of long-term care homes by linking resources to resident out-

comes through the measurement of quality of care and resident and staff satisfaction.

Staffing Levels
CCPA

➤ Commit to providing sufficient funds to residential care facilities for them to reach a mini-

mum of 3.2 hours of care per resident per day.

CHA

➤ Develop pan-Canadian minimum staffing models. 

CUPE

➤ Increase staffing (direct-care and support staff) in residential long-term care facilities.

➤ Establish provincially legislated quality-of-care standards for residential long-term care

facilities, including minimum staffing levels.

Sharkey Report

➤ Allow long-term care homes the flexibility to determine how best to align staff resources

and determine staff mix to meet the particular needs of their residents. 

➤ Do not develop a regulation for provincial staffing ratios or standards, as it would be too

complex to determine what such ratios and standards should be. 

➤ Establish provincial guidelines to support annual funding for resident care to achieve a

provincial average of up to four hours of care per resident per day over the next four years,

including: 

➤ up to 2.5 hours to be provided by personal support workers (PSWs); 

➤ up to one hour to be provided by licensed nurses (RNs and registered psychiatric nurses);

➤ up to half an hour to be provided by therapists, dietitians/nutritionists, social workers

and other allied health professionals.
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Staffing organization and organizational culture
CHA

➤ Invest in staff education and leadership training.

➤ Optimize the full scope of practice.

➤ Develop a national PSW curriculum.

➤ Develop a strategy to attract people to work in facility-based long-term care.

➤ Promote cultures of caring, as they will never materialize in homes or systems that cling to

the institutional model of care, which focuses on tasks, schedules and processes related to

illness, stifles innovation and is associated with poor outcomes for residents, frustration

among family members and an unsatisfying work environment for staff. Cultures of caring

will assign greater priority to the psychological, social and spiritual elements of life.

➤ Require long-term care homes to be reflective of home life rather than institution life.

CUPE

➤ Support the education and professional development of residential long-term care workers

by establishing provincial standards for resident care aide education programs and

increasing continuing education resources for all staff. 

➤ Provide safe and healthy work environments that support high-quality care: improve man-

agerial and organizational practices, reduce turnover, offer long-term care workers the same

wages and benefits as their hospital counterparts, reduce injuries, eliminate discrimination

and guarantee culturally safe care.

Sharkey Report

➤ Develop strategies to increase recruitment and retention of health care providers —

including physicians, nurse practitioners, nurses, PSWs and allied health professionals — in

the residential long-term care sector.

➤ Require each long-term care home to develop annual staffing plans that involve resident

and family council representatives, staff representatives and a team approach to care.

➤ Allocate staff resources giving priority to more hands-on resident care and individualized

care based on resident needs.

➤ Provide staff learning and development opportunities.

➤ Enhance leadership capacity at all levels.

Public access to information
BC Ombudsman
Create a provincial Web site with facility-level information on:

➤ Funding:

➤ the per diem cost for individuals and an explanation of how this is determined;

➤ items, services and activities included in the per diem charge and those available;

➤ any extra charges to residents and how they are billed;

➤ per diem health authority funding;

➤ any charitable foundation supporting the facility and what type of support it provides.
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➤ direct-care staffing levels of RNs, LPNs and PSWs, including:

➤ the number of direct-care hours provided per resident per day;

➤ the number of direct-care staff scheduled for each shift and their positions.

➤ The way access is provided to physicians and other health professionals, such as

chiropractors.

➤ The number of available occupational therapists, physical therapists and similar staff.

➤ The languages spoken by care providers.

CCPA

➤ Develop a public reporting and accountability process for health authorities on home

and community care (that is, continuing care), including regular detailed reporting on

expenditures and service utilization by the population for all programs and services.

➤ Require annual public reporting on every home and community program (that is, residen-

tial care services, home support, home care, community rehabilitation, and integrated and

geriatric specialty services) in each health authority using a standardized format that

includes the volume and rates of use and expenditures by service type.

CUPE

➤ Establish public reporting on compliance with staffing and other standards.

Sharkey Report

➤ Create standardized province-wide tools and processes to regularly measure and enable

public reporting on these areas:

➤ resident quality-of-care outcomes based on quality indicators (such as functional status,

continence, falls, wounds, pain, nausea and dyspnea);

➤ resident and family satisfaction;

➤ staff satisfaction and engagement.

➤ Form an impartial group to expedite the development of quality measurement tools and

satisfaction surveys and oversee their implementation across long-term care.

Family, volunteer and resident involvement
BC Ombudsman

➤ Entrench an expanded role for resident and family councils in legislation or regulation that

applies to all residential care facilities. 

➤ Designate a liaison person at each facility and in each health authority to assist and

respond to resident and family councils. 

➤ Establish time frames for responding to resident and family councils.

➤ Provide guidelines for operators of all residential care facilities on the types of support they

should offer resident and family councils.

➤ Establish an ongoing position to promote and help develop resident and family councils

and to report publicly on those activities every year.

➤ Support the establishment and development of regional family council organizations.
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CHA
➤ Respect volunteers and families.

➤ Determine the optimal use of volunteers within long-term care homes. As the baby boom

generation retires, there will be an influx of healthy senior volunteers contributing their

talents, skills and time to the facility-based long-term care sector. Creative ways to engage

adult and youth volunteers need to be devised.

➤ Welcome family members as participants in the daily lives of residents. Families should be recog-

nized as a component of the multidisciplinary team. This can be accomplished through formal

processes such as attending care conferences and joining quality improvement committees and

through informal engagement activities. Positive engagement can strengthen ties with a secure

and supportive family and defuse or prevent problems with families that suffer from dysfunction. 

➤ Families and volunteers are not a substitute workforce. Assistance rendered by family and volun-

teers should augment basic care by staff, not replace it. Family members should be encouraged to

participate in the daily lives of residents in their appropriate roles as companions and relatives.

➤ Families and volunteers should have access to educational activities that heighten their

knowledge and enhance their comfort level with common resident conditions, such as

Alzheimer’s disease and related dementias.

End-of-life care
CCPA

➤ Develop a provincial standard of core services for palliative care, whether they are provided

in residential care or assisted living or to individuals living in the community.

CHA

➤ Address end-of-life care.

CUPE
➤ Address end-of-life care. Long-term care homes should become palliative care centres of excel-

lence, given that in Canada, 39 percent of all deaths occur in facility-based long-term care and

there is a growing preference among residents to remain there during their last days rather

than being transferred to hospital. There is a need to raise the knowledge quotient of all long-

term care staff in end-of-life care. This investment in people will promote a culture of caring

that benefits not only dying residents but also all residents in facility-based long-term care.

➤ Make adequate public funding available for appropriate end-of-life care.

➤ Identify appropriate health services in the year of death, such as palliative care rather than

aggressive medical treatment. 

➤ Promote advance directives, the continuation of care in facility-based long-term care rather

than costly transfer to hospital near the time of death, and culturally sensitive and humane

practices throughout the health care system.

Other
CHA 
➤ Enhance the teaching capacity of long-term care homes.

➤ Invest in research.
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Notes
1 Based on data from table 1, 19.6 percent of individuals aged

85 years and older live in residential care (13.6 percent of
males and 22.5 percent of females). Table 1 does not include
hospital-attached beds, which we very conservatively estimate
to account for 10 percent of all residential care beds in
Canada. If we add hospital-based beds, the overall rate is 21.6
percent (14.9 percent of males and 24.7 percent of females). It
is projected that there will be 1.6 million people aged 85 years
and older by 2041, and roughly one in five will require resi-
dential care; this means that 320,000 residential care beds
would be needed. This projection does not include the resi-
dential care needs of individuals under 85 years old.

2 According to Statistics Canada, in 2006 seniors (aged 65 or
over) living on their own had a median after-tax income of
$20,800 and nearly 16 percent of unattached seniors lived
below the low income cut-off (Statistics Canada 2008a).

3 Regular contacts with medical personnel, a home care
agency, another long-term care facility, an acute care institu-
tion, a community group and other similar organizations.

4 At the time of this study, residential long-term care facilities
were grouped by level of care according to the residents’
level of disability. Intermediate care facilities provide care to
people with relatively more functional ability, whereas
extended care facilities accommodate the more functionally
dependent people. Multilevel facilities provide care for peo-
ple with a mix of functional disabilities.

5 Ottawa, for instance, lists six projects, including a long-term care
residential facility, on its Web site. See ottawa.ca/business/
bids_contracts/p3/index_en.html. Accessed September 20, 2010.

6 Consideration should also be given to the licensing and reg-
ulation of assisted living and retirement homes where this is
not yet in place. Although residents of such facilities tend to
be higher-functioning elders, they nonetheless have multi-
ple chronic conditions and are vulnerable and dependent
on others for assistance with activities of daily living.

7 Interview with Jeremy Tate, former director of Health
Facilities Planning, Capital Regional District, Victoria,
British Columbia, May 7, 2010.
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