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bstract

We aggregate long-term care (LTC) facility-level data collected by Statistics Canada to National and regional levels to make
bservations relating to environmental characteristics – including the age distribution by region, and market share by type of
wnership – and organizational characteristics – including ownership, facility size, resident age distribution, and the types of
are provided in facilities by ownership. We observe significant differences in ownership by region, in facility size by ownership,
nd in levels of resident care provided by ownership. Further, we examine some of the classic proxies for quality of care for the

TC sector in this paper, including a variety of staffing intensity levels, observing significant differences in staffing intensities
y region. We hope that our observations prompt researchers and policy makers to question the desirability and implications of
his variation in the Canadian LTC industry.
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. Introduction

While debates on the cost-quality conundrum in
ong-term care (LTC) have raged in the United States
or decades [1], in Canada this debate is in its
nfancy—at least in terms of being elevated to a national
ssue. To some extent the debate has been hampered

y enormous cross-province variation that has evolved
ver the past 150 years within the LTC industry in
anada. In Canada, health care is, and has histor-
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on long-term care

cally been, managed provincially. With respect to
TC, this has led to regional variation with respect
o the mix of public and private funding, facility
wnership, costs to residents for basic accommo-
ation, the proportion of out-of-pocket costs borne
y residents, residency requirements, minimum com-
ort allowances, and the availability of home and
ommunity services that can sustain potential resi-
ents for longer periods in their homes prior to insti-
utionalisation [2]. What is common across Cana-

ian jurisdictions is that facility-based LTC is not
publicly insured service under the Canada Health
ct, and LTC is not fully insured in any jurisdic-

ion.

rved.
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With a purported crisis in healthcare now close at
and, and healthcare policy at the top of the politi-
al agenda in Canada, we suggest that the time is ripe
o consider what can be gained through the develop-

ent of national level LTC policy that considers both
ost and quality. We are concerned that, at this pivotal
ime, policy around nature and quality of LTC care for
he future is virtually absent from the political agenda,
hile expressions of concern over spending and cost

ontainment in this sector are profuse.
In an effort to initiate a discussion of the feasibility

nd significance of developing a national level LTC
olicy, we present a “pan-Canadian” [3] descriptive
nalysis of the LTC industry using longitudinal data
ollected by Statistics Canada through the Residen-
ial Care Facilities Survey (RCFS) from LTC facilities
perating over the interval 1996–2001. We aggregate
acility-level data to National and five “regional” [4]
evels and make observations relating to environmen-
al characteristics – including the age distribution by
egion, and market share by type of ownership – and
rganizational characteristics – including ownership,
acility size, resident age distribution, and the types
f care provided in facilities by ownership. In prior
tudies conducted in the U.S. and elsewhere, all of
hese characteristics have been shown to impact some
spect of organizational performance in LTC [5,6].
urther, we examine some of the classic proxies for
uality of care for the LTC sector in this paper, includ-
ng a variety of staffing intensity levels. Direct care
taff intensity levels and nursing staff intensity lev-
ls – typically defined as hours of care by staff type
er resident day – have been examined in other stud-
es of LTC in settings outside of Canada and linked
o health deficiencies [7]. We observe extensive vari-
tion among these environmental and organizational
haracteristics across select regions in Canada, which
uggests that further research is necessary to appreci-
te what the region-specific implications are for qual-
ty of LTC, access to LTC, and the costs of LTC to
esidents.

. Canadians’ “understandable obsession” with

he baby boom cohort

In the LTC industry in North America and else-
here, “the goal of containing the growth of public
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xpenditures for long-term care . . . is high on the
genda of . . . policymakers, because such expenditures
ave been increasing in recent years” [8]. Certainly, this
oncern is felt by those who experience, and those who
nfluence long-term health care policies in Canada. The
stimated total spending on the LTC sector accounts for
.25% of GDP (2000) in Canada: the majority, 1.0%,
f this is public spending (tax financing) for LTC, while
.25% is private spending on resident fees [9]. As baby
oomers enter late life, the number of individuals in
anada over the age of 65 will increase from 18.5% of

he working-age population in 2001 to 33.6% in 2026
nd 41.0% in 2040 [10]. By the year 2051, seniors
ill constitute almost 30% of the entire Canadian pop-
lation [11]. Similar phenomena are anticipated in
he United States and in Europe, although the senior
ohort “bulge” is not compressed over the same short
imeframe in Europe as compared to North America
12,13].

These demographic trends have led researchers to
ake predictions about future demands on the U.S. and
anadian health care system ranging from the apoca-

yptic to the phlegmatic, and have fomented concern
mong health policy makers. Older North Americans
re major users of health and social services, and their
ncreasing numbers over the next 25 years have led
ome researchers to predict unprecedented fiscal and
ocial pressure on the health care industry. On the other
and, other researchers [14,10] stress that a simple
xtrapolation of prior demographic and health services
sage data is likely to lead to exaggerated system cost
rojections. Researchers in the field of aging suggest
hat the impact of the aging baby boomers on health
xpenditures will be mitigated by their overall bet-
er health as compared to past cohorts. In addition,
hey suggest that health care expenditures might be

oderated with the availability of less costly care alter-
atives [8,15] such as expanded home care services and
hrough as-yet-unrealized service efficiencies brought
bout by future technological innovations. Despite the
ess dire future-picture painted by these latter observa-
ions – or perhaps because of the contrast to the demo-
raphic data that they address – uncertainty around
he system-wide impacts of baby boomers prevails as

ne of the dominant themes in the LTC industry sector
n Canada. Despite our genuinely poor understanding
f the relationships between resource allocations and
elated expenditures, efficiency, and the impacts these
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ave on the quality of care residents receive, calls per-
ist for LTC reform with a focus on cost control and the
ore “efficient” use of resources [16]. While a better

nderstanding of the cost-quality conundrum has been
dentified as a critical activity toward improving the
ffectiveness and efficiency of the LTC industry [17,11]
alls for reform have compelled action before study in
anada. Further, calls for reform in LTC have been

imultaneous with calls for reform in other health care
ectors. In the acute care sector, reform has generally
nvolved hospital downsizing and/or the rationalizing
f beds previously dedicated to the provision of long-
erm care and so have impacted the LTC sector—in
ome instances frustrating LTC reform efforts [18].

Canada is comprised of 10 provinces and 3 territo-
ies. In Canada, LTC programs are generally delivered
ia two distinct channels: communities and facilities.
ommunity services for the elderly include visiting
ursing, therapy, in-home services, and various sup-
ort services designed to sustain individuals in their
omes adequately and safely. LTC facilities generally
rovide a lower level of care than that offered in hospi-
als, however some overlap exists. Individuals residing
n long-term care facilities in Canada are those in need
f high levels of daily personal care entailing supervi-
ion or assistance with activities of daily living, 24 h
ursing care or supervision, and a secure environment.
unding for LTC comes from the federal government
hich supplies block funding to provinces and terri-

ories for health care sectors, including LTC. While
esponsibility for system design, funding, policies and
egulatory compliance lies with the provincial min-
stries of health, the responsibility for the program
evelopment and delivery of LTC services has devolved
o regional health authorities in most provinces. While
rovincial regulations govern the personnel and finan-
ial authority of health services organizations, these
egulations differ by province. As a consequence, the
ature, level and availability of health care services,
ncluding institutional LTC varies from jurisdiction to
urisdiction.

Beyond system-structural differences, Canadian
rovinces differ markedly in terms of geographic area
nd population density. Certainly, these characteristics

ust influence the specificity of jurisdiction-level pol-

cy and planning, and contribute to greater regional
isparity in terms of LTC service characteristics, avail-
bility and accessibility. Regional disparities are of
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oncern to some policy analysts [2] and researchers on
ging [12] because they have precipitated many struc-
ural differences in the marketplaces that we highlight
n this paper, including differences in public–private

ix, mean facility size, and operational differences
ncluding charges for accommodation (differing by

magnitude of six across the nation) and comfort
llowances for personal expenditures (differing by a
agnitude of three across the nation). Further, regional

ifferences sustain inequities in terms of access and
osts, and are suspected of sustaining inequities in care
uality.

In this paper, we aggregate province-level data
cross five “regions”: data for the provinces of British
olumbia and Alberta are reported separately; the
rairies region includes Saskatchewan and Manitoba;
ata for the province of Ontario are reported sep-
rately; and the region we call Atlantic consists of
ve provinces including New Brunswick, Nova Sco-

ia, Prince Edward Island, and Newfoundland and
abrador. These regions represent logical groupings

hat combine data across Canadian provinces having
imilar oversight/governance structures [19] and over-
ome some of the reporting constraints related to using
tatistics Canada data. Fig. 1 illustrates the composi-

ion of the five regions we refer to in this paper.
Table 1 shows that, with respect to demographics,

here are similarities in trends toward increasing per
apita proportions of seniors in the 75–84 and the 85+
ears age groups, in all five regions. In four of five
egions, there is a percent decline from 1996 to 2001
n the per capita proportion of 65–74-year olds. Only
n the Atlantic region do we observe an increase in the
er capita proportion of 65–74-year olds between 1996
nd 2001.

While the demographics across the five regions are
imilar, in that they reflect net increases in the pro-
ortions of seniors over the interval 1996–2001, the
xpected increases in demand for LTC services are not
onsistently reflected as increases in the availability of
nstitutional LTC services across regions.

In this paper we describe some of the variation
n institutional LTC that currently exists across these
ve regions in Canada [3]. While this descriptive sta-
istical analysis is a precursor to a national study of
he operational efficiency of long-term care facili-
ies [20], we believe that our observations are suffi-
iently compelling and informative to merit separate
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Fig. 1. Map of Canada.

Table 1
Age distribution for 65 years and over, by province and territory: 1996 and 2001

Age group
(years)

1996 (no. of
people)

2001 (no. of
people)

Percent change
1996–2001

1996 (per
capita × 100)

2001 (per
capita × 100)

Percent change
1996–2001

Atlantic 65–74 161334 164931 2.23 6.78 7.05 3.90
75–84 100770 107764 6.94 4.24 4.60 8.69
85+ 30260 36431 20.39 1.27 1.56 22.37

Ontario 65–74 804924 827712 2.83 7.26 6.96 −4.21
75–84 422987 509905 20.55 3.82 4.29 12.30
85 + 127650 151677 18.82 1.15 1.27 10.69

Prairies 65–74 159386 151666 −4.84 7.40 7.05 −4.76
75–84 105980 111181 4.91 4.92 5.17 5.00
85+ 35896 42411 18.15 1.67 1.97 18.25

Alberta 65–74 158707 174245 9.79 5.72 5.70 −0.32
75–84 85923 103107 19.99 3.10 3.37 8.95
85+ 26332 33185 26.03 0.95 1.09 14.42

British Columbia 65–74 277943 290349 4.46 7.17 7.12 −0.77
75–84 162044 188478 16.31 4.18 4.62 10.49
85+ 46517 60808 30.72 1.20 1.49 24.18

NB Data exclusive of Quebec, Nunavut, the Northwest Territories, and the Yukon Territory (see [3]). Source: Census of Canada 1996 and 2001.
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iscussion. We highlight facility-level characteristics,
esident characteristics, levels of care provided, and
taffing levels in Canadian LTC institutions and discuss
he implications of these differences to policy makers
eeking to improve the coherence and efficiency of the
anadian health care system with an eye to addressing

ome of the regional inequities in LTC that we observe
ere.

. Data and methods

.1. Data source

Our data are derived from the Residential Care Facil-
ties Survey (RCFS) administered annually by Statis-
ics Canada since 1974 to all residential care facilities
perating in most Canadian [3] Provinces and Territo-
ies. For this study, we examined data collected through
he RCFS between 1996 and 2001, and report here on
001 data with some references to trends observable
ver the 1996–2001 interval. The RCFS is a census
nd its completion is a legal requirement under the
tatistics Act. With the exception of Quebec, the survey
ata are collected via self-completed mail-out/mail-
ack questionnaires that are mailed out annually in
arch to all administrators of residential care facili-

ies operating in Canada that are included in inventories
rovided annually by funders and licensors of facilities,
he provincial and territorial ministries of health and/or
ocial services. Thank you/reminder cards are mailed
o facilities at the end of May, and during the summer
f each year non-respondents are called. In the Fall,
on-respondents are called again, and where possible,
he survey is completed over the telephone [21]. In this
aper, we focus on LTC facilities operating in Canada
22] in 2001, and include only those facilities reporting
he principal characteristic of their residents as Aged
that is, residents who are 65 years old and older and
ay have disabilities associated with ageing). Facility-

evel data collected through the RCFS includes: (1)
he facility’s type, location, and ownership structure;
2) bed types and capacity; (3) personnel involved in
he provision of direct care and general services to resi-

ents; (4) the age, sex, care requirements and morbidity
istribution of residents; (5) the number of patient days
rovided; (6) the number of deaths and discharges each
ear.
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.2. Data accuracy

We compared RCFS data to the data collected by the
anadian Healthcare Association (CHA) [23] for the

ame observation years and observed data consistency
ith respect to facility location, size, aggregate staffing,

nd ownership.

.3. Variable definitions

We use the four categories for facility ownership
eveloped by Statistics Canada: lay, religious, gov-
rnment, and proprietary ownership. Lay ownership,
hich we refer to here as Not-for-Profit, signifies that a

acility is owned and operated on a non-profit basis by a
oluntary lay entity. Religious ownership refers to facil-
ties operated as non-profits by a religious organization.
overnment [24] facilities include those operated by

1) municipalities or equivalents (i.e., also cities, coun-
ies, or other municipal government), (2) departments,
ranches, divisions or agencies of the Ontario govern-
ent, (3) a federal department of the Government of
anada (e.g., Veterans’ Affairs), and (4) a regional gov-
rnance structure like a regional health authority, board,
r district. Proprietary facilities, which we refer to as
or-Profit, are those operated as for-profits by an indi-
idual, a private organization, or a corporation.

We measure facility size as the number of LTC beds
n each facility operating in each observation year. For
he purposes of reporting the regional data, we have
eveloped three size categories: Small facilities range
n size from 0 to 39 beds, Medium-sized facilities range
rom 40 to 99 beds, and Large facilities are over 100
eds in size. The number of LTC beds in a facility is
eflective of production potential/capacity and is pro-
ortional to the resources that the organization uses for
ts day-to-day operations.

Box 1 defines the types of direct care providers
s defined in the RCFS. For the figures that follow,
he RN category is comprised of registered nurses as
escribed in the textbox, the RNA category includes
egistered qualified nursing assistants/licensed practi-
al nurses, the Therapy category includes physiother-
pists, occupational therapists, other therapists, and

ctivity/recreation staff, Other Direct Care Staff is com-
rised of all other direct care staff as per the textbox,
nd Total Direct Care Staff is the sum of hours of care
rovided on the part of all staff described in the textbox.
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Box 1: Staffing—definitions for types of direct care providers

Registered nurses—are persons who have graduated from a recognised formal nursing educational program and have
qualified to practise nursing as registered nurses according to appropriate provincial legislation. Depending on the size
of the facility, this may include the Director of Nursing, the Assistant Director of Nursing, supervisors and general duty
nursing staff who qualify as registered nurses.

Registered qualified nursing assistants/licensed practical nurses—are persons authorized to function as nursing assis-
tants according to appropriate provincial legislation.

Physiotherapists/occupational therapists—a physiotherapist is a person qualified to practise by meeting the require-
ments of the Canadian Physiotherapy Association or equivalent standards and is responsible for the maintenance and
improvement of the functional capacity of a resident through procedures including exercise, massage and manipulation.
An occupational therapist is a person qualified to practise by meeting the requirements of the Canadian Association
of Occupational Therapists, who is responsible for the maintenance and improvement of the functional capacity of the
resident through the practice of activities of daily living and the development of vocational and manual skills.

Other therapists—would include speech therapists, child therapists, behaviour therapists, group therapists, etc.

Activity/recreation staff—any staff involved in setting up or maintaining a program of social activities, recreation, or
hobbies for the residents.
Other Direct Care staff—would include nursing aides, health care aides, counsellors, child care workers, orderlies, social
workers, graduate nurses, chaplain, etc.
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ource: Statistics Canada: Residential Care Facilities Surv

An accepted approach to studying the aspects of
he quality of LTC that relate to resourcing is to
xamine staffing levels. Generally, levels of service
rovided across different care providers is estimated
n terms of total hours of care per resident per day
hours/resident/day). This measure is referred to as
ursing intensity when discussed in light of the acu-
ty needs of residents and is established using accepted
verage nursing time for each of the 44 RUG-III case
ix groups [25].
Here, we are limited by the RCFS data which does

ot document case mix. We therefore rely on somewhat
ruder measures of staffing intensity levels, generally
omputed for each type of care staff i in facility j for
ear k as:

taffing intensity = [total hours of care by staff in year

365 day

e use the typology for types of care developed by
tatistics Canada for use by all RCFS facility respon-

ents. Box 2 summarizes the definitions developed by
tatistics Canada.

We aggregate the age distribution categories used
n the RCFS and present the survey data in three age-

m
P
s
o

ts; includes all of the above.

9–2000 “Instructions and Definitions”.

number of residents]

elated categories: “65–74”, “75–84”, and “over 85”
ears of age.

. Results

.1. The pan-Canadian picture

Table 2 summarizes our examination of facility
haracteristics by ownership across all regions. The
anadian LTC industry is dominated by proprietary
or-Profits comprising 40.7% of the total LTC beds

n Canada. Government and Not-for-Profits repre-
ent approximately equal proportions of the market,
hile Religious ownership lags far behind at 10.2%
ationally.

There are significant differences in facility size that
uggest interesting operational differences; Govern-

ent owned facilities are significantly larger than For-
rofit and Not-for-Profit facilities, with a mean facility
ize of 77 LTC beds. Facilities owned by Religious
rganizations are significantly larger than For-Profits
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Box 2: Type of care equivalencies for Canadian LTC facilities

Type of care Description Provincial equivalencies

Room and board with
custodial care

Client needs a supportive
environment with minor
supervision

British Columbia No formal equivalent

Level: individual care to a
maximum of 1/2 h each day

Alberta Type 1 (senior citizens
lodges)

Saskatchewan Level 1 (supervisory care)
Manitoba No insured equivalent

(group homes for various
clientele)Ontario

New Brunswick Not known
Nova Scotia Level 1 (supervisory care)
P.E.I. Type 0 (supervisory care)
Newfoundland Type 0

Type I Client is independently mobile
(able to walk or to use aids or
wheelchair without assistance);
needs supervision and
assistance with activities of
daily living; medical or nursing
care, if needed, is standardized
level: individual care from 1/2 h
to a maximum of 1 1/2 h each
day

British Columbia Type 1 (personal care)
Alberta Type 1 (nursing homes)
Saskatchewan Level 2 (personal care)
Manitoba Level 1 (hostel care)
Ontario Type 1 (residential care)
New Brunswick Level 2 (limited personal

care)
Nova Scotia Type 1 (limited personal

care)
P.E.I. Type 1
Newfoundland Type 1

Type II Client needs 24 h availability of
personal care; medical and/or
professional nursing
supervision is required

British Columbia Type 2 (intermediate
care—Levels I and II)

Level: individual care from 1
1/2 h to a maximum of 2 1/2 h
each day

Alberta Type 2 (nursing homes)
Saskatchewan Level 3 (intensive

personal or nursing care)
Manitoba Level 2 (personal care)
Ontario Type 2 (extended care)
New Brunswick Level 3 (intensive

personal or nursing care)
Nova Scotia Type 2 (intensive

personal care with
nursing supervision)

P.E.I.
Newfoundland Type 2

Type III Client needs 24 h availability of
professional nursing care and
supervision; medical
management and/or
therapeutic care are required

British Columbia Type 2 (intermediate
care—Level III)

Level: individual care for a
minimum of 2 1/2 h each day

Alberta Type 3 (auxiliary
hospitals)
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Type of care Description Provincial equivalencies

Saskatchewan Level 4 (extended care)
Manitoba Level 4 (extended care)

Level 3 (extended care)
Ontario Type 3 (chronic care)
New Brunswick Level 4
Nova Scotia Type 3 (extended

hospital care)
P.E.I. Type 3
Newfoundland Type 3

Higher type Client needs 24 h monitoring by
professional nursing staff, but
does not require all the
resources of an acute care
hospital

Source: Statistics Canada: Residential Care Facilities Survey 1999–2000 “Instructions and Definitions”. This table has been
modified from the original version: information for Quebec, Nunavut, the Northwest Territories and Yukon Territory has
been omitted.

Table 2
Canadian long-term care facility characteristics (RCFS 2001/2002)

For profit Government Not-for-profit Religious

Total LTC beds (% of total Canadiana) 76490 (40.7%) 47380 (25.2%) 44977 (23.9%) 19049 (10.2%)
Mean facility sizeb 50 77c,d 30 74e,f

Staffing intensity levels (hours/resident/day)
Total direct care 2.71 5.22 5.96g,h,i 3.95
RN + RNAj 0.86 1.90c,d 1.38 1.64e

Therapyk 0.28 0.32 0.40 0.24
RN onlyl 0.48 0.83c,d,m 0.68i 0.61
Other direct caren 1.76 2.12 3.60g,h,i 1.86
Other therapyo (therapy, other direct care and dietary staff) 2.18 2.81c 3.99g,h,i 2.45

a NB Data exclusive of Quebec, Nunavut, the Northwest Territories, and the Yukon Territory (see [3]).
b F-value = 29.38, P < 0.0001.
c Significant differences denoted as: Government > For-Profit.
d Significant differences denoted as: Government > Not-for-Profit.
e Significant differences denoted as: Religious > For-Profit.
f Significant differences denoted as: Religious > Not-for-Profit.
g Significant differences denoted as: Not for Profit > Government.
h Significant differences denoted as: Not for Profit > Religious.
i Significant differences denoted as: Not for Profit > For-Profit.
j F-value = 53.56, P < 0.0001.
k F-value = 2.26, P = 0.0802.
l F-value = 18.65, P < 0.0001.

m Significant differences denoted as: Government > Religious.
n F-value = 58.93, P < 0.0001.
o F-value = 60.68, P < 0.0001.
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nd Not-for-Profits, with a mean size of 74 beds com-
ared to 50 and 30 beds, respectively. Lay Not-for-
rofits operate the smallest facilities with an average
acility size of 30 LTC beds.

Table 2 also shows that significant differences exist
cross ownership types with respect to staffing inten-
ity levels. Not-for-Profit lay organizations offer the
ighest levels of Total Direct Care at 5.96 h per resi-
ent per day, at levels that are significantly higher than
hose for all other ownership types. The highest levels
f nursing staff intensity (hours of RN and RNA care)
re found in Government owned and Religious facili-
ies at 1.90 and 1.64 h per resident per day, respectively.
ence, while Government and Religious facilities tend

o be larger than other facility types, they also offer
igher staffing levels. At 1.90 h per resident per day
hrd), Government owned facilities have significantly
igher nursing staff levels than For-Profits with lev-
ls of 0.86 hrd, – less than half that of Government
wned facilities on average – and Not-for-Profit facili-
ies at 1.38 hrd. At 1.64 h per resident per day, Religious
acilities have significantly higher nursing staff levels
han For-Profit facilities. When we focus on RN staff
xclusively, we find that Government facilities have
ignificantly higher RN staffing levels than all other
ypes of facilities at 0.83 h per resident per day, while
t 0.68 h per resident per day Not-for-Profit facilities
ave significantly higher staff levels than For-Profit
roprietary facilities at 0.48 h per resident per day. Not-
or-Profit facilities sustain significantly higher levels of
ther Direct Care staff than in all other types of facil-

ties.

.2. Regional comparisons

In order to honour the restrictions imposed by Statis-
ics Canada on the reporting of data, and still report on
s much of the national data possible, we aggregated
he data to five regions described previously. Between
996 and 2001 there was a 6.7% increase nationally
n LTC bed capacity in Canada; Table 3 shows percent
hanges in bed capacity as a function of individuals in
ach region 65 years of age and older. We observe a per-
ent increase in LTC bed capacity as a proportion of the

lderly population only in Ontario—reflective of a gov-
rnment initiative to increase institutional LTC capacity
y 20,000 new beds that began in 2001. In Ontario in
001, there were 4.911 beds for every 100 individuals

t
q
i
a

ig. 2. Percent changes in proportions of seniors institutionalized by
egion 1996–2001.

5 years of age and older compared to 4.808 in 1996.
or three regions – the Atlantic, the Prairies and British
olumbia – we observe modest percent decreases in
TC bed capacity as a proportion of the elderly popu-
ation that has occurred over the interval 1996–2001,
onsistent with LTC reform efforts over the study inter-
al [19]. In Alberta, we observe a substantial decrease
n LTC bed capacity as a function of the elderly pop-
lation – from 5.256 per 100 elderly in 1996 to 4.607
er 100 elderly in 2001 – which is reflective of changes
n government policy to increase efficiency of LTC ser-
ice delivery [26].

Fig. 2 shows changes in the percent of seniors insti-
utionalized, by region, from 1996 to 2001. For each
bservation year, the percent of seniors institutional-
zed was computed as the number of institutionalized
esidents 65 years of age and older divided by the total
umber of individuals 65 years of age and older resid-
ng in each region, multiplied by 100. We then com-
uted the percent change for each region, between 1996
nd 2001. By far the greatest percent increase in insti-
utionalized residents is observed in Alberta at 26.7%,
ompared to modest increases in the Prairies (3%) and
ntario (0.8%). In the Atlantic region, we observe a
0% decrease in the number of seniors institutional-
zed and in British Columbia, we observe an overall
ecrease of 5%. Regional changes in the proportion
f seniors receiving care in LTC facilities are reflec-
ive of increasing demand for LTC, particularly among

he older senior cohort (see Table 1), and the conse-
uence of region-specific reform initiatives. Reform
nitiatives differ across regions, where in Ontario [19]
nd Alberta [19,27], for example, increasing demand



184 W. Berta et al. / Health Policy 79 (2006) 175–194

Table 3
Long-term care bed capacity per individuals 65+ years

Province 1996 beds (per elderly population × 100) 2001 beds (per elderly population × 100) % Change

Atlantic 6.267 6.148 −1.886
Ontario 4.808 4.911 2.142
Prairies 5.960 5.914 −0.765
Alberta 5.256 4.607 −12.358
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B Data exclusive of Quebec, Nunavut, the Northwest Territories,
are Facilities Survey and Census of Canada 1996 and 2001.

as been addressed through increasing LTC bed capac-
ty, while in British Columbia additional funding was
llocated toward assisted living/supportive housing and
ome care with no new construction of LTC facilities
ver the study interval.

.3. Ownership

Fig. 3 shows the distribution of LTC facility beds
y type of ownership. Considerable variation across
he provinces exists, and several regional contrasts are
articularly noteworthy. The LTC market in British
olumbia is co-dominated by Not-for-Profits and For-
rofits, with smaller market shares for Government
nd Religious operators. In Alberta, the Prairies, and
ntario, Government operators dominate the market at
ver 40% in each region. In contrast, For-Profits domi-
ate the market among the Atlantic provinces, making
p 40% of the total market share, followed by Not-
or-Profits at 28%, Government at 22% and Religious
perators at 10% of the market share.

.4. Facility size

Fig. 4 provides a facility size breakdown by own-
rship type for each region in Canada. In British
olumbia, where the market is co-dominated by
or-Profit and Not-for-Profit operators, the Not-for-
rofit facilities are present across all facility size
roups, while Government owned and Religious facil-
ties are predominantly large. By contrast, in Alberta,
he Prairies, and Ontario the smaller facilities are
redominantly Not-for-Profits. In Alberta and the
rairies, medium-sized facilities are primarily Gov-

rnment operators with similar proportions of owner-
hip types distributed within the larger facility cate-
ory. In Ontario medium-sized and large facilities are
redominantly For-Profits, while the smaller facilities

p
G
m
f

3.626 −3.803

Yukon Territory (see [3]). Sources: Statistics Canada Residential

re primarily owned by Not-for Profits, and Govern-
ent facilities tend to be large. In the Atlantic region,
here For-Profits dominate the market, these tend to
e primarily small establishments; Not-for-Profits are
resent across all three size categories, while Govern-
ent operators are generally medium to large in size.

.5. Resident characteristics and resident care

We examined the age breakdown by ownership type
cross all regions. Fig. 5 shows that residents aged
5–74, 75–84, and 85+ years are similarly distributed
cross ownership types by region. That is, for each
egion, there is no evidence that any one ownership
ype is targeting any specific resident age group.

In contrast, Fig. 6 illustrates some obvious differ-
nces in market segmentation across regions.

In British Columbia, where For-Profits and Not-for-
rofits co-dominate the LTC market, Fig. 6 suggests

hat neither ownership type targets any particular mar-
et segment as distinguished by level of care (we refer
o the levels of care described earlier in Box 2). The data
or Alberta, by contrast, show the clearest example of
arket segmentation; 56% of residents requiring Type

Care receive their care in Not-for-Profit facilities, 44%
f residents requiring Type 2 Care receive their care in
or-Profit facilities, while 65% of residents in need of
ype 3 Care receive it in Government owned facilities.
n the Prairie region most (49%) of the Type 1 Care
s provided in Not-for-Profit facilities, and 53% of the
ype 2 Care and Type 3 Care are provided by facili-

ies that are Government-owned. In Ontario, For-Profits
ominate all three market segments distinguished by
evel of care; however Not-for-Profit facilities focus on

roviding care to residents requiring Type 1 Care, while
overnment-owned facilities target the Type 3 Care
arket segment. In the Atlantic Provinces, For-Profits

ocus on residents requiring Type 1 Care, Not-for-Profit
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Fig. 3. Long-term care beds by region and ownership, 2001.
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Fig. 4. Percent total of LTC beds by region, size and ownership, 2001.



W. Berta et al. / Health Policy 79 (2006) 175–194 187

Fig. 5. Resident age breakdown by region and ownership.
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Fig. 6. Percentage of LTC beds by level of care, by region and ownership, 2001.
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Table 4
Staffing intensity levels (hours of care/resident/day) by region (RCFS 2001/2002)

Region Ownership Total direct care RN + RNA RN only Other direct care

Atlantic For-Profit 1.98 0.91 0.57a 1.95
Government 8.32 2.57a,b 1.13 3.15a,c

Not-for-Profit 5.91 1.84d 0.77 3.01e,d

Religious 3.27 2.18f 0.66 1.84
Ontario For-Profit 2.41 0.66 0.38 2.15

Government 4.26 1.15a 0.39 2.46
Not-for-Profit 5.79 1.13d 0.61g,d 4.65g,e,d

Religious 3.90 0.8 0.43 2.99
Prairies For-Profit 2.69 1.24 0.42 2.37

Government 4.22 1.68 0.88a 3.07
Not-for-Profit 5.56 1.49 0.79 4.50g,e,d

Religious 3.47 1.96 0.71 2.59
Alberta For-Profit 4.44 1.59 0.58 2.29

Government 5.20 3.03a,b 0.97a 2.71
Not-for-Profit 5.68 1.87 0.49 3.69
Religious 4.84 2.32 0.67 1.56

British Columbia For-Profit 4.12 1.02 0.63 2.45
Government 5.13 1.60a 1.09a 2.40
Not-for-Profit 6.62 1.20 0.71 3.61d

Religious 4.30 1.25 0.64 2.75

NB Data exclusive of Quebec, Nunavut, the Northwest Territories, and the Yukon Territory (see [3]).
a Significant differences denoted as: Government > For-Profit.
b Significant differences denoted as: Government > Not-for-Profit.
c Significant differences denoted as: Government > Religious.
d
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Significant differences denoted as: Not for Profit > For-Profit.
e Significant differences denoted as: Not for Profit > Religious.
f Significant differences denoted as: Religious > For-Profit.
g Significant differences denoted as: Not for Profit > Government.

nd Government-owned facilities focus on Type 2 Care
rovision and, and Type 3 Care is provided primarily
y Not-for-Profit facilities.

We examined various staffing intensity levels across
he five regions. Table 4 summarizes our findings.

Research completed in other jurisdictions shows
hat there are structural differences relating to staffing
cross ownership types [28]. Here, we too are inter-
sted in any detectable differences in staffing levels by
wnership. Table 4 shows that staffing intensity levels
re generally higher overall in Government and Not-
or-Profit facilities in every region we study. In the
tlantic provinces, nursing staff (RNs + RNAs) inten-

ity levels are highest in Government facilities, fol-
owed by Not-for-Profit, Religious and For-Profit in
escending order. Similarly, staffing intensity levels are

ignificantly higher in Government facilities in British
olumbia, in Alberta, and in Ontario. In all five regions,
ther Direct Care intensity is significantly higher in the
ot-for-Profit facilities.

s
t
a
p

. Discussion

Our discussion below highlights four key observa-
ions relating to regional similarities and differences
cross market environment-level characteristics, orga-
izational characteristics, and the types of care pro-
ided in facilities by ownership.

Our first key observation relates to the differences
e observe in the distribution of LTC facilities by type
f ownership across regions. The facility-based LTC
arket in Alberta, the Prairies and Ontario is domi-

ated by government owned facilities, while For-Profits
ominate Eastern Canada, and For-Profits and Not-
or-Profits co-dominate the West. The implications of
wnership in the institutional LTC sector have been
he focus of numerous studies, reports and debates

panning the last two decades. Ownership is a struc-
ural dimension that influences the ways in which –
nd ease with which – facilities secure capital and
ursue growth, as well as their capacity to address res-
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dents’ needs and health issues [29]. Differences in
wnership reflect fundamental disparities in the mis-
ions and operations of long-term care facilities. Profit
tatus, in particular, governs a nursing home’s mission
30] which in turn influences organizational priorities
nd behaviour. In theory, non-profit operators re-invest
heir revenues in initiatives designed to improve per-
ormance and ensure the provision of less profitable
ervices and charity care. On the other hand, for-profit
rganizations are beholden chiefly to their sharehold-
rs, and so are less likely to invest their revenues in
ervice and facility improvements [31–33]. In juris-
ictions outside of Canada, some research shows that
or-profit facilities provide fewer types of services,
aintain lower staff ratios than non-profits, and real-

ze higher rates of adverse outcomes e.g., pressure
ore rates and restraint use rates [5,28,34]. Empirical
esearch, however, is inconclusive [35]; other research
emonstrates that for-profit status is related signifi-
antly to lower rates of adverse outcomes e.g., mor-
ality rates [36]. These mixed findings underscore the
eed to examine the contexts in which these stud-
es are taking place for more nuanced insights into
he ownership–performance relationship. Hirth [37],
or example, suggests that a true understanding of the
elationship between ownership and performance out-
omes can only be achieved through study of compet-
tive dynamics between for-profits, not-for-profits and
ther ownership types operating in the same market.
ealistically, non-profits must also maintain a pos-

tive financial balance and managers of non-profits,
ecause they are also agents of community owners,
ay act as competitively as their for-profit counter-

arts. Moreover, it has been proposed that the presence
f non-profits in the market will drive for-profit nurs-
ng homes to be more responsive to the community
34]. No research examining the question of compet-
tive dynamics has been conducted in the Canadian
TC sector. Our findings clearly suggest that there is
uch to be learned from the natural experiments we

xamine here; for example, Hirth’s assertions suggest
hat the co-dominance of for-profits and non-profits
bserved in British Columbia may afford residents a
igher quality of care and better health outcomes than

heir counterparts in the other regions. This is an area
hen worthy of further study. Indeed, studies of opti-

al market mix, as it relates to resident outcomes, is
n area of study for which the Canadian LTC market-
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t
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lace is ideally suited given the regional variation that
xists.

Our second key observation relates to facility size.
ere we find that government-owned facilities are

ignificantly larger than facilities of other ownership
ypes. Like ownership, organizational size reflects, and
ustains, operational differences. Organizational size
s related to organizational viability and performance
ince it impacts an organization’s ability to secure
ital resources – like knowledge, capital and human
esources – and to respond to change (e.g., new reg-
lations) [24,38]. The work of policy analysts and
esearchers in Canada suggest that the low subsidy
evels [39], coupled with the increasing stringency of
egulations [40], have resulted in an operating environ-
ent that may discriminate against very small facilities.
hat is, very small facilities – availed of fewer resources
are unable to exploit the economies of scale in some

spects of their operations that their larger counter-
arts can, and so may be disadvantaged when it comes
o meeting costly provincial standards (e.g., general
perations including financial reporting requirements
nd upgrades to the physical facility) and/or new stipu-
ations concerning staffing (e.g., stipulations concern-
ng the qualifications and experience of staff, or min-
mum staffing requirements). This phenomenon has
een observed in LTC in other regions, and across sev-
ral other industries [4,24,41]. Further, small facilities
re generally managed by a lone administrator and/or a
ew management staff, and these individuals may spend
ost of their time “fire fighting”—handling immediate

perational or clinical problems with little opportunity
or even expertise) to engage in strategic planning for
ervice expansion or responding to changes in govern-
ent regulation [46]. While a policy emphasis on oper-

tional efficiency makes large facilities more viable
han small facilities, there is evidence that size can
xert negative impacts on quality of care [26]. Smaller
acilities may offer more home-like environments and
fford staff the opportunity to interact on a more per-
onal level with residents, beyond the provision of care.
esearch questions that are worthy of future explo-

ation in the Canadian context, then, include whether
nd how extensively facility size impacts the ability of

taff to respond effectively to their residents, to offer
pecialty services, and to implement quality improve-
ent initiatives like clinical practice guidelines. Fur-

her, we need to disentangle the effects of size, and
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wnership, on performance outcomes. Again, the vari-
tion we observe here across Canadian regions offers
n ideal landscape in which to examine some of these
uestions.

Our third key observation relates to the differences
e observe in staffing intensity levels nationally, and

cross the five regions we study. Some studies show
ignificant differences in staffing levels by ownership
ype [5,28], hence we undertake similar comparisons
ere. We find significant differences in staffing levels
cross ownership types, and remark on a few consis-
ent findings. When compared to other facility owner-
hip types, total direct care staffing levels are signifi-
antly higher in government-owned and not-for-profit
acilities across all regions. However, government and
ot-for-profit facility owners achieve these levels in dif-
erent ways. Government-owned facilities tend to rely
n regulated staff, and we observe significantly higher
ursing staff intensity (RN + RNA hours per resident
er day) levels for government facilities over for-profit
acilities in four of five regions. In contrast, not-for-
rofit facilities rely heavily on unregulated staff (e.g.,
urses aides, health care aides) for resident care, with
ther direct care staffing levels significantly higher than
or-profit facilities in four of five regions, and levels sig-
ificantly higher than religious facilities in four of five
egions. Overall, proprietary for-profit operators have
he lowest levels of staffing intensity across three of
he four indices we estimate: total direct care, all regu-
ated staff, and RN staff. With the exception of religious
acilities in the Atlantic and Alberta regions, for-profits
lso have the lowest staffing intensity levels for other
irect care. A recent study conducted by Jette et al. [42]
hows that nursing (RN, LPN and CNA hours) and
herapy (PT, OT and speech language therapy hours)
taffing intensity levels contribute independently and
ignificantly to explaining the likelihood of discharge
ack-to-community among residents in U.S. nursing
omes. Residents receiving 1–1.5 h of therapy per day
ere 22% more likely to return to their community,
hile residents in facilities administering over 1.5 h of

herapy per day were twice as likely to be discharged
ack to the community. In Canada, seniors generally
eceive therapeutic and rehabilitative care outside of

TC facilities through community care programs and
ay hospitals. Seniors in Canada who are institutional-
zed are generally not expected to return to their com-

unities, perhaps explaining the dearth of therapeutic

d
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u
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ervices available in nursing facilities—the national
verage therapy intensity level is 0.24 h per resident
er day. Regardless, therapy intensity has been linked
mpirically to improvements in cognition, therefore we
uggest that further investigation of therapy intensity
evels in Canadian LTC facilities are warranted, at the
ery least to ensure that they are sufficient.

The regional staffing levels we estimate here using
he RCFS data are comparable to those provided else-
here for Canada [23,26,43]. The Canadian national

verage for total direct care staffing levels of 4.47 h per
esident per day is lower relative [44] to that for the U.S.
t 5.70 [6,22] and higher relative to that for the Nether-
ands at 3.3 [41]. The Canadian national average for
N intensity of 0.65 h per resident per day is higher

elative to the U.S. national average of 0.53 RN hours
er resident per day while both are lower than the RN
ntensity levels in the Netherlands at 0.9 h per resident
er day [41]. While the RCFS does not capture out-
omes or process of care data, the positive relationship
etween nurse staffing intensity and quality of care is
ell-established [6]. Given our observations here relat-

ng to staffing levels, the critical question that emerges
or Canadian LTC policy makers and one which begs
urther research – as it has for policy makers in the U.S.
6,22] – is whether current staffing levels in (Canadian)
egions are adequate and variation acceptable.

Our fourth observation relates to the characteristics
f residents of LTC facilities, by region and ownership.
e detect no notable differences in the age distribu-

ion of residents across regions by ownership. However,
ven our simple analysis suggests striking differences
n the types of care residents receive, by ownership
ype. These differences complement those in staffing
evels we highlight above. Residents requiring more
omplex care – Types 2 and 3 – reside predominantly
n government-owned facilities in four of five Canadian
egions where we generally observe the highest nurs-
ng staff intensity levels and overall total direct care
taffing levels. On the other hand, in four of five regions,
esidents needing Type 1 Care reside in Not-For-Profit
acilities where we generally observe the highest unreg-
lated staffing levels. Whether these are the mani-
estations of intentional strategic marketing/targeting

ecisions on the part of particular ownership types,
r of historical-political processes, or both, we are
nable to answer here. The related future research ques-
ions of importance suggested by these observations
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re whether and how this market segmentation impacts
ccess to, and quality and availability of, types of long-
erm care needed by facility residents.

.1. Limitations

This study is subject to some limitations. First, all
f the data provided in the RCFS are self-reported
y facility administrators, or by chain headquarters,
nd therefore prone to the inherent biases of self-
eported data collection [45]. Second, while this is not
he first time that the RCFS data have been analysed
46] the data have yet to be fully validated against other
ources. Third, the RCFS is a census and completion is
andatory, however, we note that a small, unsystematic

roportion of facilities fail to respond each year, repre-
enting up to 10% of all possible respondents. Finally,
he availability of volunteer care and of additional care
aid for by residents’ families – known to influence the
uality of resident care – is not captured through the
CFS [2].

. Conclusion

In this paper, we offer a contemporary profile of the
anadian institutional LTC sector that can serve as a
ackdrop to future empirical studies. Our work com-
lements the recent work of others who have invested in
escriptions of differences in funding, governance and
wnership that persist across Canadian regions which
ontribute to differences in access, affordability and
uality of long-term care [2,47]. We highlight four key
bservations relating to LTC organizations operating
n Canada and propose future research questions that
ill facilitate understanding of the implications of the

egional differences we observe.
In Canada, as with other developed countries where

are of the aging population is emerging as a pub-
ic policy priority, research that explores the sources
nd complexities of performance variation in LTC
as been identified as critical to improving industry
ffectiveness and efficiency [2,48]. Research in the
rganization and management sciences demonstrates

hat a substantial proportion of performance varia-
ion across organizations is explained by differences
n facility-level factors [49]. The facility-level charac-
eristics we focus on here – ownership, facility size,
y 79 (2006) 175–194

esident characteristics and direct care staffing levels –
ave all been linked empirically with quality of resi-
ent care and other LTC performance outcomes [4,41].
hese characteristics along with others including orga-
izational structure, management strategy, geographic
ocation, and local market competition influence a facil-
ty’s operations and performance via their impacts on
ecision-making, knowledge transfer, and the avail-
bility of vital resources and inputs. We provide no
roof that the inequities and variations we observe are
ndesirable – in terms of their impact on resident health
utcomes or quality of care – and indeed this was
ot our objective. However, we hope that the obser-
ations we present here precipitate a decision on the
art of LTC policy makers to engage researchers in
he assessment of the impacts of these inequities and
ariations on the viability and performance of LTC
acilities, including the quality of resident care and, in
urn, to orchestrate changes in LTC policy that address
hose inequities with the greatest consequences to
are.
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