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Abstract

We aggregate long-term care (LTC) facility-level data collected by Statistics Canada to National and regional levels to make
observations relating to environmental characteristics — including the age distribution by region, and market share by type of
ownership — and organizational characteristics — including ownership, facility size, resident age distribution, and the types of
care provided in facilities by ownership. We observe significant differences in ownership by region, in facility size by ownership,
and in levels of resident care provided by ownership. Further, we examine some of the classic proxies for quality of care for the
LTC sector in this paper, including a variety of staffing intensity levels, observing significant differences in staffing intensities
by region. We hope that our observations prompt researchers and policy makers to question the desirability and implications of

this variation in the Canadian LTC industry.
© 2005 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction

While debates on the cost-quality conundrum in
long-term care (LTC) have raged in the United States
for decades [1], in Canada this debate is in its
infancy—at least in terms of being elevated to a national
issue. To some extent the debate has been hampered
by enormous cross-province variation that has evolved
over the past 150 years within the LTC industry in
Canada. In Canada, health care is, and has histor-
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ically been, managed provincially. With respect to
LTC, this has led to regional variation with respect
to the mix of public and private funding, facility
ownership, costs to residents for basic accommo-
dation, the proportion of out-of-pocket costs borne
by residents, residency requirements, minimum com-
fort allowances, and the availability of home and
community services that can sustain potential resi-
dents for longer periods in their homes prior to insti-
tutionalisation [2]. What is common across Cana-
dian jurisdictions is that facility-based LTC is not
a publicly insured service under the Canada Health
Act, and LTC is not fully insured in any jurisdic-
tion.
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With a purported crisis in healthcare now close at
hand, and healthcare policy at the top of the politi-
cal agenda in Canada, we suggest that the time is ripe
to consider what can be gained through the develop-
ment of national level LTC policy that considers both
cost and quality. We are concerned that, at this pivotal
time, policy around nature and quality of LTC care for
the future is virtually absent from the political agenda,
while expressions of concern over spending and cost
containment in this sector are profuse.

In an effort to initiate a discussion of the feasibility
and significance of developing a national level LTC
policy, we present a “pan-Canadian” [3] descriptive
analysis of the LTC industry using longitudinal data
collected by Statistics Canada through the Residen-
tial Care Facilities Survey (RCFS) from LTC facilities
operating over the interval 1996-2001. We aggregate
facility-level data to National and five “regional” [4]
levels and make observations relating to environmen-
tal characteristics — including the age distribution by
region, and market share by type of ownership — and
organizational characteristics — including ownership,
facility size, resident age distribution, and the types
of care provided in facilities by ownership. In prior
studies conducted in the U.S. and elsewhere, all of
these characteristics have been shown to impact some
aspect of organizational performance in LTC [5,6].
Further, we examine some of the classic proxies for
quality of care for the LTC sector in this paper, includ-
ing a variety of staffing intensity levels. Direct care
staff intensity levels and nursing staff intensity lev-
els — typically defined as hours of care by staff type
per resident day — have been examined in other stud-
ies of LTC in settings outside of Canada and linked
to health deficiencies [7]. We observe extensive vari-
ation among these environmental and organizational
characteristics across select regions in Canada, which
suggests that further research is necessary to appreci-
ate what the region-specific implications are for qual-
ity of LTC, access to LTC, and the costs of LTC to
residents.

2. Canadians’ ‘“understandable obsession” with
the baby boom cohort

In the LTC industry in North America and else-
where, “the goal of containing the growth of public

expenditures for long-term care ... is high on the
agendaof . . . policymakers, because such expenditures
have been increasing in recent years” [8]. Certainly, this
concern is felt by those who experience, and those who
influence long-term health care policies in Canada. The
estimated total spending on the LTC sector accounts for
1.25% of GDP (2000) in Canada: the majority, 1.0%,
of this is public spending (tax financing) for LTC, while
0.25% is private spending on resident fees [9]. As baby
boomers enter late life, the number of individuals in
Canada over the age of 65 will increase from 18.5% of
the working-age population in 2001 to 33.6% in 2026
and 41.0% in 2040 [10]. By the year 2051, seniors
will constitute almost 30% of the entire Canadian pop-
ulation [11]. Similar phenomena are anticipated in
the United States and in Europe, although the senior
cohort “bulge” is not compressed over the same short
timeframe in Europe as compared to North America
[12,13].

These demographic trends have led researchers to
make predictions about future demands on the U.S. and
Canadian health care system ranging from the apoca-
lyptic to the phlegmatic, and have fomented concern
among health policy makers. Older North Americans
are major users of health and social services, and their
increasing numbers over the next 25 years have led
some researchers to predict unprecedented fiscal and
social pressure on the health care industry. On the other
hand, other researchers [14,10] stress that a simple
extrapolation of prior demographic and health services
usage data is likely to lead to exaggerated system cost
projections. Researchers in the field of aging suggest
that the impact of the aging baby boomers on health
expenditures will be mitigated by their overall bet-
ter health as compared to past cohorts. In addition,
they suggest that health care expenditures might be
moderated with the availability of less costly care alter-
natives [8,15] such as expanded home care services and
through as-yet-unrealized service efficiencies brought
about by future technological innovations. Despite the
less dire future-picture painted by these latter observa-
tions — or perhaps because of the contrast to the demo-
graphic data that they address — uncertainty around
the system-wide impacts of baby boomers prevails as
one of the dominant themes in the LTC industry sector
in Canada. Despite our genuinely poor understanding
of the relationships between resource allocations and
related expenditures, efficiency, and the impacts these
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have on the quality of care residents receive, calls per-
sist for LTC reform with a focus on cost control and the
more “efficient” use of resources [16]. While a better
understanding of the cost-quality conundrum has been
identified as a critical activity toward improving the
effectiveness and efficiency of the LTC industry [17,11]
calls for reform have compelled action before study in
Canada. Further, calls for reform in LTC have been
simultaneous with calls for reform in other health care
sectors. In the acute care sector, reform has generally
involved hospital downsizing and/or the rationalizing
of beds previously dedicated to the provision of long-
term care and so have impacted the LTC sector—in
some instances frustrating LTC reform efforts [18].

Canada is comprised of 10 provinces and 3 territo-
ries. In Canada, LTC programs are generally delivered
via two distinct channels: communities and facilities.
Community services for the elderly include visiting
nursing, therapy, in-home services, and various sup-
port services designed to sustain individuals in their
homes adequately and safely. LTC facilities generally
provide a lower level of care than that offered in hospi-
tals, however some overlap exists. Individuals residing
in long-term care facilities in Canada are those in need
of high levels of daily personal care entailing supervi-
sion or assistance with activities of daily living, 24 h
nursing care or supervision, and a secure environment.
Funding for LTC comes from the federal government
which supplies block funding to provinces and terri-
tories for health care sectors, including LTC. While
responsibility for system design, funding, policies and
regulatory compliance lies with the provincial min-
istries of health, the responsibility for the program
developmentand delivery of LTC services has devolved
to regional health authorities in most provinces. While
provincial regulations govern the personnel and finan-
cial authority of health services organizations, these
regulations differ by province. As a consequence, the
nature, level and availability of health care services,
including institutional LTC varies from jurisdiction to
jurisdiction.

Beyond system-structural differences, Canadian
provinces differ markedly in terms of geographic area
and population density. Certainly, these characteristics
must influence the specificity of jurisdiction-level pol-
icy and planning, and contribute to greater regional
disparity in terms of LTC service characteristics, avail-
ability and accessibility. Regional disparities are of

concern to some policy analysts [2] and researchers on
aging [12] because they have precipitated many struc-
tural differences in the marketplaces that we highlight
in this paper, including differences in public—private
mix, mean facility size, and operational differences
including charges for accommodation (differing by
a magnitude of six across the nation) and comfort
allowances for personal expenditures (differing by a
magnitude of three across the nation). Further, regional
differences sustain inequities in terms of access and
costs, and are suspected of sustaining inequities in care
quality.

In this paper, we aggregate province-level data
across five “regions”: data for the provinces of British
Columbia and Alberta are reported separately; the
Prairies region includes Saskatchewan and Manitoba;
data for the province of Ontario are reported sep-
arately; and the region we call Atlantic consists of
five provinces including New Brunswick, Nova Sco-
tia, Prince Edward Island, and Newfoundland and
Labrador. These regions represent logical groupings
that combine data across Canadian provinces having
similar oversight/governance structures [19] and over-
come some of the reporting constraints related to using
Statistics Canada data. Fig. 1 illustrates the composi-
tion of the five regions we refer to in this paper.

Table 1 shows that, with respect to demographics,
there are similarities in trends toward increasing per
capita proportions of seniors in the 75-84 and the 85+
years age groups, in all five regions. In four of five
regions, there is a percent decline from 1996 to 2001
in the per capita proportion of 65-74-year olds. Only
in the Atlantic region do we observe an increase in the
per capita proportion of 65—74-year olds between 1996
and 2001.

While the demographics across the five regions are
similar, in that they reflect net increases in the pro-
portions of seniors over the interval 1996-2001, the
expected increases in demand for LTC services are not
consistently reflected as increases in the availability of
institutional LTC services across regions.

In this paper we describe some of the variation
in institutional LTC that currently exists across these
five regions in Canada [3]. While this descriptive sta-
tistical analysis is a precursor to a national study of
the operational efficiency of long-term care facili-
ties [20], we believe that our observations are suffi-
ciently 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 1996 (no. of 2001 (no. of Percent change 1996 (per 2001 (per Percent change
(years) people) people) 1996-2001 capita x 100)  capita x 100)  1996-2001
Atlantic 65-74 161334 164931 2.23 6.78 7.05 3.90
75-84 100770 107764 6.94 424 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 491 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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discussion. We highlight facility-level characteristics,
resident characteristics, levels of care provided, and
staffing levels in Canadian LTC institutions and discuss
the implications of these differences to policy makers
seeking to improve the coherence and efficiency of the
Canadian health care system with an eye to addressing
some of the regional inequities in LTC that we observe
here.

3. Data and methods
3.1. Data source

Our data are derived from the Residential Care Facil-
ities Survey (RCFS) administered annually by Statis-
tics Canada since 1974 to all residential care facilities
operating in most Canadian [3] Provinces and Territo-
ries. For this study, we examined data collected through
the RCFS between 1996 and 2001, and report here on
2001 data with some references to trends observable
over the 1996-2001 interval. The RCFS is a census
and its completion is a legal requirement under the
Statistics Act. With the exception of Quebec, the survey
data are collected via self-completed mail-out/mail-
back questionnaires that are mailed out annually in
March to all administrators of residential care facili-
ties operating in Canada that are included in inventories
provided annually by funders and licensors of facilities,
the provincial and territorial ministries of health and/or
social services. Thank you/reminder cards are mailed
to facilities at the end of May, and during the summer
of each year non-respondents are called. In the Fall,
non-respondents are called again, and where possible,
the survey is completed over the telephone [21]. In this
paper, we focus on LTC facilities operating in Canada
[22]in 2001, and include only those facilities reporting
the principal characteristic of their residents as Aged
(that is, residents who are 65 years old and older and
may have disabilities associated with ageing). Facility-
level data collected through the RCFS includes: (1)
the facility’s type, location, and ownership structure;
(2) bed types and capacity; (3) personnel involved in
the provision of direct care and general services to resi-
dents; (4) the age, sex, care requirements and morbidity
distribution of residents; (5) the number of patient days
provided; (6) the number of deaths and discharges each
year.

3.2. Data accuracy

We compared RCFS data to the data collected by the
Canadian Healthcare Association (CHA) [23] for the
same observation years and observed data consistency
with respectto facility location, size, aggregate staffing,
and ownership.

3.3. Variable definitions

We use the four categories for facility ownership
developed by Statistics Canada: lay, religious, gov-
ernment, and proprietary ownership. Lay ownership,
which we refer to here as Not-for-Profit, signifies that a
facility is owned and operated on a non-profit basis by a
voluntary lay entity. Religious ownership refers to facil-
ities operated as non-profits by a religious organization.
Government [24] facilities include those operated by
(1) municipalities or equivalents (i.e., also cities, coun-
ties, or other municipal government), (2) departments,
branches, divisions or agencies of the Ontario govern-
ment, (3) a federal department of the Government of
Canada (e.g., Veterans’ Affairs), and (4) aregional gov-
ernance structure like a regional health authority, board,
or district. Proprietary facilities, which we refer to as
For-Profit, are those operated as for-profits by an indi-
vidual, a private organization, or a corporation.

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

Box 1 defines the types of direct care providers
as defined in the RCFS. For the figures that follow,
the RN category is comprised of registered nurses as
described in the textbox, the RNA category includes
registered qualified nursing assistants/licensed practi-
cal nurses, the Therapy category includes physiother-
apists, occupational therapists, other therapists, and
activity/recreation staff, Other Direct Care Staffis com-
prised of all other direct care staff as per the textbox,
and Total Direct Care Staff is the sum of hours of care
provided 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.

Total Direct Care Staff—all staff involved in the care of residents; includes all of the above.

Source: Statistics Canada: Residential Care Facilities Survey 1999-2000 “Instructions and Definitions”

An accepted approach to studying the aspects of
the quality of LTC that relate to resourcing is to
examine staffing levels. Generally, levels of service
provided across different care providers is estimated
in terms of total hours of care per resident per day
(hours/resident/day). This measure is referred to as
nursing intensity when discussed in light of the acu-
ity needs of residents and is established using accepted
average nursing time for each of the 44 RUG-III case
mix groups [25].

Here, we are limited by the RCFS data which does
not document case mix. We therefore rely on somewhat
cruder measures of staffing intensity levels, generally
computed for each type of care staff i in facility j for
year k as:

staffing intensity =

related categories: “65-74", “75-84”, and “over 85”
years of age.

4. Results

4.1. The pan-Canadian picture

Table 2 summarizes our examination of facility
characteristics by ownership across all regions. The
Canadian LTC industry is dominated by proprietary
For-Profits comprising 40.7% of the total LTC beds
in Canada. Government and Not-for-Profits repre-
sent approximately equal proportions of the market,
while Religious ownership lags far behind at 10.2%
nationally.

[total hours of care by staff in year/total number of residents]

365 days

We use the typology for types of care developed by
Statistics Canada for use by all RCFS facility respon-
dents. Box 2 summarizes the definitions developed by
Statistics Canada.

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

There are significant differences in facility size that
suggest interesting operational differences; Govern-
ment owned facilities are significantly larger than For-
Profit and Not-for-Profit facilities, with a mean facility
size of 77 LTC beds. Facilities owned by Religious
organizations 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

Type |

Type ll

Type lll

Client needs a supportive
environment with minor
supervision

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

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 1/2h
to a maximum of 1 1/2h each
day

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

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

Client needs 24 h availability of
professional nursing care and
supervision; medical
management and/or
therapeutic care are required
Level: individual care for a
minimum of 2 1/2 h each day

British Columbia

Alberta

Saskatchewan
Manitoba

Ontario

New Brunswick
Nova Scotia
PE.I
Newfoundland

British Columbia
Alberta
Saskatchewan
Manitoba
Ontario

New Brunswick

Nova Scotia

PE.L
Newfoundland

British Columbia

Alberta
Saskatchewan

Manitoba
Ontario

New Brunswick
Nova Scotia

PE.I
Newfoundland

British Columbia

Alberta

No formal equivalent

Type 1 (senior citizens
lodges)

Level 1 (supervisory care)
No insured equivalent
(group homes for various
clientele)

Not known

Level 1 (supervisory care)
Type 0 (supervisory care)
Type 0

Type 1 (personal care)
Type 1 (nursing homes)
Level 2 (personal care)
Level 1 (hostel care)
Type 1 (residential care)
Level 2 (limited personal
care)

Type 1 (limited personal
care)

Type 1

Type 1

Type 2 (intermediate
care—Levels | and Il)

Type 2 (nursing homes)
Level 3 (intensive
personal or nursing care)
Level 2 (personal care)
Type 2 (extended care)
Level 3 (intensive
personal or nursing care)
Type 2 (intensive
personal care with
nursing supervision)

Type 2

Type 2 (intermediate
care—Level lll)

Type 3 (auxiliary
hospitals)
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professional nursing staff, but
does not require all the
resources of an acute care
hospital

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)
PE.I. Type 3
Newfoundland Type 3
Higher type Client needs 24 h monitoring by

been omitted.

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|

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

For profit Government Not-for-profit Religious
Total LTC beds (% of total Canadian?) 76490 (40.7%) 47380 (25.2%) 44977 (23.9%) 19049 (10.2%)
Mean facility sizeP 50 77¢.d 30 748 f
Staffing intensity levels (hours/resident/day) )
Total direct care 271 5.22 5.969:Mi 3.95
RN +RNA/ 0.86 1.90¢d 1.38 1.64¢
Therapyk 0.28 0.32 0.40 0.24
RN only' 0.48 0.83¢d:m 068 0.61
Other direct care” 1.76 2.12 3.609'“’f 1.86
Other therapy® (therapy, other direct care and dietary staff) 2.18 2.81° 3.999:h.i 2.45

@ NB Data exclusive of Quebec, Nunavut, the Northwest Territories, and the Yukon Territory (see [3]).

b F-value =29.38, P<0.0001.

¢ Significant differences denoted as:
4 Significant differences denoted as:
€ Significant differences denoted as:
T Significant differences denoted as:
9 Significant differences denoted as:
" Significant differences denoted as:
i Significant differences denoted as:

I F-value =53.56, P<0.0001.
k F-value=2.26, P=0.0802.
I F-value = 18.65, P <0.0001.

™ Significant differences denoted as:

" F-value=58.93, P <0.0001.
0 F-value =60.68, P <0.0001.

Government > For-Profit.
Government > Not-for-Profit.
Religious > For-Profit.
Religious > Not-for-Profit.
Not for Profit > Government.
Not for Profit > Religious.
Not for Profit > For-Profit.

Government > Religious.
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and Not-for-Profits, with a mean size of 74 beds com-
pared to 50 and 30 beds, respectively. Lay Not-for-
Profits operate the smallest facilities with an average
facility size of 30 LTC beds.

Table 2 also shows that significant differences exist
across ownership types with respect to staffing inten-
sity levels. Not-for-Profit lay organizations offer the
highest levels of Total Direct Care at 5.96 h per resi-
dent per day, at levels that are significantly higher than
those for all other ownership types. The highest levels
of nursing staff intensity (hours of RN and RNA care)
are found in Government owned and Religious facili-
tiesat 1.90 and 1.64 h per resident per day, respectively.
Hence, while Government and Religious facilities tend
to be larger than other facility types, they also offer
higher staffing levels. At 1.90h per resident per day
(hrd), Government owned facilities have significantly
higher nursing staff levels than For-Profits with lev-
els of 0.86 hrd, — less than half that of Government
owned facilities on average — and Not-for-Profit facili-
tiesat 1.38 hrd. At 1.64 h per resident per day, Religious
facilities have significantly higher nursing staff levels
than For-Profit facilities. When we focus on RN staff
exclusively, we find that Government facilities have
significantly higher RN staffing levels than all other
types of facilities at 0.83 h per resident per day, while
at 0.68 h per resident per day Not-for-Profit facilities
have significantly higher staff levels than For-Profit
proprietary facilities at 0.48 h per resident per day. Not-
for-Profit facilities sustain significantly higher levels of
Other Direct Care staff than in all other types of facil-
ities.

4.2. Regional comparisons

In order to honour the restrictions imposed by Statis-
tics Canada on the reporting of data, and still report on
as much of the national data possible, we aggregated
the data to five regions described previously. Between
1996 and 2001 there was a 6.7% increase nationally
in LTC bed capacity in Canada; Table 3 shows percent
changes in bed capacity as a function of individuals in
each region 65 years of age and older. We observe a per-
centincrease in LTC bed capacity as a proportion of the
elderly population only in Ontario—reflective of a gov-
ernmentinitiative to increase institutional LTC capacity
by 20,000 new beds that began in 2001. In Ontario in
2001, there were 4.911 beds for every 100 individuals

Fig. 2. Percent changes in proportions of seniors institutionalized by
region 1996-2001.

65 years of age and older compared to 4.808 in 1996.
For three regions — the Atlantic, the Prairies and British
Columbia — we observe modest percent decreases in
LTC bed capacity as a proportion of the elderly popu-
lation that has occurred over the interval 1996-2001,
consistent with LTC reform efforts over the study inter-
val [19]. In Alberta, we observe a substantial decrease
in LTC bed capacity as a function of the elderly pop-
ulation — from 5.256 per 100 elderly in 1996 to 4.607
per 100 elderly in 2001 — which is reflective of changes
in government policy to increase efficiency of LTC ser-
vice delivery [26].

Fig. 2 shows changes in the percent of seniors insti-
tutionalized, by region, from 1996 to 2001. For each
observation year, the percent of seniors institutional-
ized was computed as the number of institutionalized
residents 65 years of age and older divided by the total
number of individuals 65 years of age and older resid-
ing in each region, multiplied by 100. We then com-
puted the percent change for each region, between 1996
and 2001. By far the greatest percent increase in insti-
tutionalized residents is observed in Alberta at 26.7%,
compared to modest increases in the Prairies (3%) and
Ontario (0.8%). In the Atlantic region, we observe a
20% decrease in the number of seniors institutional-
ized and in British Columbia, we observe an overall
decrease of 5%. Regional changes in the proportion
of seniors receiving care in LTC facilities are reflec-
tive of increasing demand for LTC, particularly among
the older senior cohort (see Table 1), and the conse-
guence of region-specific reform initiatives. Reform
initiatives differ across regions, where in Ontario [19]
and Alberta [19,27], for example, increasing demand
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Table 3

Long-term care bed capacity per individuals 65+ years

Province 1996 beds (per elderly population x 100) 2001 beds (per elderly population x 100) % Change
Atlantic 6.267 6.148 —1.886
Ontario 4.808 4911 2.142
Prairies 5.960 5.914 —0.765
Alberta 5.256 4.607 —12.358
British Columbia 3.769 3.626 —3.803

NB Data exclusive of Quebec, Nunavut, the Northwest Territories, and the Yukon Territory (see [3]). Sources: Statistics Canada Residential

Care Facilities Survey and Census of Canada 1996 and 2001.

has been addressed through increasing LTC bed capac-
ity, while in British Columbia additional funding was
allocated toward assisted living/supportive housing and
home care with no new construction of LTC facilities
over the study interval.

4.3. Ownership

Fig. 3 shows the distribution of LTC facility beds
by type of ownership. Considerable variation across
the provinces exists, and several regional contrasts are
particularly noteworthy. The LTC market in British
Columbia is co-dominated by Not-for-Profits and For-
Profits, with smaller market shares for Government
and Religious operators. In Alberta, the Prairies, and
Ontario, Government operators dominate the market at
over 40% in each region. In contrast, For-Profits domi-
nate the market among the Atlantic provinces, making
up 40% of the total market share, followed by Not-
for-Profits at 28%, Government at 22% and Religious
operators at 10% of the market share.

4.4. Facility size

Fig. 4 provides a facility size breakdown by own-
ership type for each region in Canada. In British
Columbia, where the market is co-dominated by
For-Profit and Not-for-Profit operators, the Not-for-
Profit facilities are present across all facility size
groups, while Government owned and Religious facil-
ities are predominantly large. By contrast, in Alberta,
the Prairies, and Ontario the smaller facilities are
predominantly Not-for-Profits. In Alberta and the
Prairies, medium-sized facilities are primarily Gov-
ernment operators with similar proportions of owner-
ship types distributed within the larger facility cate-
gory. In Ontario medium-sized and large facilities are
predominantly For-Profits, while the smaller facilities

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

4.5. Resident characteristics and resident care

We examined the age breakdown by ownership type
across all regions. Fig. 5 shows that residents aged
6574, 75-84, and 85+ years are similarly distributed
across ownership types by region. That is, for each
region, there is no evidence that any one ownership
type is targeting any specific resident age group.

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

In British Columbia, where For-Profits and Not-for-
Profits co-dominate the LTC market, Fig. 6 suggests
that neither ownership type targets any particular mar-
ket segment as distinguished by level of care (we refer
to the levels of care described earlier in Box 2). The data
for Alberta, by contrast, show the clearest example of
market segmentation; 56% of residents requiring Type
I Care receive their care in Not-for-Profit facilities, 44%
of residents requiring Type 2 Care receive their care in
For-Profit facilities, while 65% of residents in need of
Type 3 Care receive it in Government owned facilities.
In the Prairie region most (49%) of the Type 1 Care
is provided in Not-for-Profit facilities, and 53% of the
Type 2 Care and Type 3 Care are provided by facili-
tiesthat are Government-owned. In Ontario, For-Profits
dominate all three market segments distinguished by
level of care; however Not-for-Profit facilities focus on
providing care to residents requiring Type 1 Care, while
Government-owned facilities target the Type 3 Care
market segment. In the Atlantic Provinces, For-Profits
focus onresidents requiring Type 1 Care, Not-for-Profit
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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 0.572 1.95
Government 8.32 25720 1.13 3.15%¢
Not-for-Profit 5.91 1.844 0.77 3.01¢d
Religious 3.27 2.18f 0.66 1.84
Ontario For-Profit 241 0.66 0.38 2.15
Government 4.26 1.15% 0.39 2.46
Not-for-Profit 5.79 1.13¢ 0.619.¢ 4,659:¢.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 0.88? 3.07
Not-for-Profit 5.56 1.49 0.79 4509.8d
Religious 3.47 1.96 0.71 2.59
Alberta For-Profit 4.44 1.59 0.58 2.29
Government 5.20 3.03ab 0.978 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 1.602 1.092 2.40
Not-for-Profit 6.62 1.20 0.71 3.61¢
Religious 4.30 1.25 0.64 2.75

NB Data exclusive of Quebec, Nunavut, the Northwest Territories, and the Yukon Territory (see [3]).

@ Significant differences denoted as: Government > For-Profit.

b Significant differences denoted as: Government > Not-for-Profit.
¢ Significant differences denoted as: Government > Religious.

4 Significant differences denoted as: Not for Profit > For-Profit.

€ Significant differences denoted as: Not for Profit > Religious.

f Significant differences denoted as: Religious > For-Profit.

9 Significant differences denoted as: Not for Profit > Government.

and Government-owned facilities focus on Type 2 Care
provision and, and Type 3 Care is provided primarily
by Not-for-Profit facilities.

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

Research completed in other jurisdictions shows
that there are structural differences relating to staffing
across ownership types [28]. Here, we too are inter-
ested in any detectable differences in staffing levels by
ownership. Table 4 shows that staffing intensity levels
are generally higher overall in Government and Not-
for-Profit facilities in every region we study. In the
Atlantic provinces, nursing staff (RNs + RNASs) inten-
sity levels are highest in Government facilities, fol-
lowed by Not-for-Profit, Religious and For-Profit in
descending order. Similarly, staffing intensity levels are
significantly higher in Government facilities in British
Columbia, in Alberta, and in Ontario. In all five regions,
Other Direct Care intensity is significantly higher in the
Not-for-Profit facilities.

5. Discussion

Our discussion below highlights four key observa-
tions relating to regional similarities and differences
across market environment-level characteristics, orga-
nizational characteristics, and the types of care pro-
vided in facilities by ownership.

Our first key observation relates to the differences
we observe in the distribution of LTC facilities by type
of ownership across regions. The facility-based LTC
market in Alberta, the Prairies and Ontario is domi-
nated by government owned facilities, while For-Profits
dominate Eastern Canada, and For-Profits and Not-
for-Profits co-dominate the West. The implications of
ownership in the institutional LTC sector have been
the focus of numerous studies, reports and debates
spanning the last two decades. Ownership is a struc-
tural dimension that influences the ways in which —
and ease with which — facilities secure capital and
pursue growth, as well as their capacity to address res-
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idents’ needs and health issues [29]. Differences in
ownership reflect fundamental disparities in the mis-
sions and operations of long-term care facilities. Profit
status, in particular, governs a nursing home’s mission
[30] which in turn influences organizational priorities
and behaviour. In theory, non-profit operators re-invest
their revenues in initiatives designed to improve per-
formance and ensure the provision of less profitable
services and charity care. On the other hand, for-profit
organizations are beholden chiefly to their sharehold-
ers, and so are less likely to invest their revenues in
service and facility improvements [31-33]. In juris-
dictions outside of Canada, some research shows that
for-profit facilities provide fewer types of services,
maintain lower staff ratios than non-profits, and real-
ize higher rates of adverse outcomes e.g., pressure
sore rates and restraint use rates [5,28,34]. Empirical
research, however, is inconclusive [35]; other research
demonstrates that for-profit status is related signifi-
cantly to lower rates of adverse outcomes e.g., mor-
tality rates [36]. These mixed findings underscore the
need to examine the contexts in which these stud-
ies are taking place for more nuanced insights into
the ownership—performance relationship. Hirth [37],
for example, suggests that a true understanding of the
relationship between ownership and performance out-
comes can only be achieved through study of compet-
itive dynamics between for-profits, not-for-profits and
other ownership types operating in the same market.
Realistically, non-profits must also maintain a pos-
itive financial balance and managers of non-profits,
because they are also agents of community owners,
may act as competitively as their for-profit counter-
parts. Moreover, it has been proposed that the presence
of non-profits in the market will drive for-profit nurs-
ing homes to be more responsive to the community
[34]. No research examining the question of compet-
itive dynamics has been conducted in the Canadian
LTC sector. Our findings clearly suggest that there is
much to be learned from the natural experiments we
examine here; for example, Hirth’s assertions suggest
that the co-dominance of for-profits and non-profits
observed in British Columbia may afford residents a
higher quality of care and better health outcomes than
their counterparts in the other regions. This is an area
then worthy of further study. Indeed, studies of opti-
mal market mix, as it relates to resident outcomes, is
an area of study for which the Canadian LTC market-

place is ideally suited given the regional variation that
exists.

Our second key observation relates to facility size.
Here we find that government-owned facilities are
significantly larger than facilities of other ownership
types. Like ownership, organizational size reflects, and
sustains, operational differences. Organizational size
is related to organizational viability and performance
since it impacts an organization’s ability to secure
vital resources — like knowledge, capital and human
resources — and to respond to change (e.g., new reg-
ulations) [24,38]. The work of policy analysts and
researchers in Canada suggest that the low subsidy
levels [39], coupled with the increasing stringency of
regulations [40], have resulted in an operating environ-
ment that may discriminate against very small facilities.
Thatis, very small facilities —availed of fewer resources
—are unable to exploit the economies of scale in some
aspects of their operations that their larger counter-
parts can, and so may be disadvantaged when it comes
to meeting costly provincial standards (e.g., general
operations including financial reporting requirements
and upgrades to the physical facility) and/or new stipu-
lations concerning staffing (e.g., stipulations concern-
ing the qualifications and experience of staff, or min-
imum staffing requirements). This phenomenon has
been observed in LTC in other regions, and across sev-
eral other industries [4,24,41]. Further, small facilities
are generally managed by a lone administrator and/or a
few management staff, and these individuals may spend
most of their time “fire fighting”—handling immediate
operational or clinical problems with little opportunity
(or even expertise) to engage in strategic planning for
service expansion or responding to changes in govern-
ment regulation [46]. While a policy emphasis on oper-
ational efficiency makes large facilities more viable
than small facilities, there is evidence that size can
exert negative impacts on quality of care [26]. Smaller
facilities may offer more home-like environments and
afford staff the opportunity to interact on a more per-
sonal level with residents, beyond the provision of care.
Research questions that are worthy of future explo-
ration in the Canadian context, then, include whether
and how extensively facility size impacts the ability of
staff to respond effectively to their residents, to offer
specialty services, and to implement quality improve-
ment initiatives like clinical practice guidelines. Fur-
ther, we need to disentangle the effects of size, and
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ownership, on performance outcomes. Again, the vari-
ation we observe here across Canadian regions offers
an ideal landscape in which to examine some of these
questions.

Our third key observation relates to the differences
we observe in staffing intensity levels nationally, and
across the five regions we study. Some studies show
significant differences in staffing levels by ownership
type [5,28], hence we undertake similar comparisons
here. We find significant differences in staffing levels
across ownership types, and remark on a few consis-
tent findings. When compared to other facility owner-
ship types, total direct care staffing levels are signifi-
cantly higher in government-owned and not-for-profit
facilities across all regions. However, government and
not-for-profit facility owners achieve these levels in dif-
ferent ways. Government-owned facilities tend to rely
on regulated staff, and we observe significantly higher
nursing staff intensity (RN +RNA hours per resident
per day) levels for government facilities over for-profit
facilities in four of five regions. In contrast, not-for-
profit facilities rely heavily on unregulated staff (e.g.,
nurses aides, health care aides) for resident care, with
other direct care staffing levels significantly higher than
for-profit facilities in four of five regions, and levels sig-
nificantly higher than religious facilities in four of five
regions. Overall, proprietary for-profit operators have
the lowest levels of staffing intensity across three of
the four indices we estimate: total direct care, all regu-
lated staff, and RN staff. With the exception of religious
facilities in the Atlantic and Alberta regions, for-profits
also have the lowest staffing intensity levels for other
direct care. A recent study conducted by Jette et al. [42]
shows that nursing (RN, LPN and CNA hours) and
therapy (PT, OT and speech language therapy hours)
staffing intensity levels contribute independently and
significantly to explaining the likelihood of discharge
back-to-community among residents in U.S. nursing
homes. Residents receiving 1-1.5 h of therapy per day
were 22% more likely to return to their community,
while residents in facilities administering over 1.5 h of
therapy per day were twice as likely to be discharged
back to the community. In Canada, seniors generally
receive therapeutic and rehabilitative care outside of
LTC facilities through community care programs and
day hospitals. Seniors in Canada who are institutional-
ized are generally not expected to return to their com-
munities, perhaps explaining the dearth of therapeutic

services available in nursing facilities—the national
average therapy intensity level is 0.24 h per resident
per day. Regardless, therapy intensity has been linked
empirically to improvements in cognition, therefore we
suggest that further investigation of therapy intensity
levels in Canadian LTC facilities are warranted, at the
very least to ensure that they are sufficient.

The regional staffing levels we estimate here using
the RCFS data are comparable to those provided else-
where for Canada [23,26,43]. The Canadian national
average for total direct care staffing levels of 4.47 h per
resident per day is lower relative [44] to that for the U.S.
at5.70 [6,22] and higher relative to that for the Nether-
lands at 3.3 [41]. The Canadian national average for
RN intensity of 0.65h per resident per day is higher
relative to the U.S. national average of 0.53 RN hours
per resident per day while both are lower than the RN
intensity levels in the Netherlands at 0.9 h per resident
per day [41]. While the RCFS does not capture out-
comes or process of care data, the positive relationship
between nurse staffing intensity and quality of care is
well-established [6]. Given our observations here relat-
ing to staffing levels, the critical question that emerges
for Canadian LTC policy makers and one which begs
further research — as it has for policy makers in the U.S.
[6,22] —is whether current staffing levels in (Canadian)
regions are adequate and variation acceptable.

Our fourth observation relates to the characteristics
of residents of LTC facilities, by region and ownership.
We detect no notable differences in the age distribu-
tion of residents across regions by ownership. However,
even our simple analysis suggests striking differences
in the types of care residents receive, by ownership
type. These differences complement those in staffing
levels we highlight above. Residents requiring more
complex care — Types 2 and 3 — reside predominantly
in government-owned facilities in four of five Canadian
regions where we generally observe the highest nurs-
ing staff intensity levels and overall total direct care
staffing levels. On the other hand, in four of five regions,
residents needing Type 1 Care reside in Not-For-Profit
facilities where we generally observe the highest unreg-
ulated staffing levels. Whether these are the mani-
festations of intentional strategic marketing/targeting
decisions on the part of particular ownership types,
or of historical-political processes, or both, we are
unable to answer here. The related future research ques-
tions of importance suggested by these observations
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are whether and how this market segmentation impacts
access to, and quality and availability of, types of long-
term care needed by facility residents.

5.1. Limitations

This study is subject to some limitations. First, all
of the data provided in the RCFS are self-reported
by facility administrators, or by chain headquarters,
and therefore prone to the inherent biases of self-
reported data collection [45]. Second, while this is not
the first time that the RCFS data have been analysed
[46] the data have yet to be fully validated against other
sources. Third, the RCFS is a census and completion is
mandatory, however, we note thata small, unsystematic
proportion of facilities fail to respond each year, repre-
senting up to 10% of all possible respondents. Finally,
the availability of volunteer care and of additional care
paid for by residents’ families — known to influence the
quality of resident care — is not captured through the
RCFS [2].

6. Conclusion

In this paper, we offer a contemporary profile of the
Canadian institutional LTC sector that can serve as a
backdrop to future empirical studies. Our work com-
plements the recent work of others who have invested in
descriptions of differences in funding, governance and
ownership that persist across Canadian regions which
contribute to differences in access, affordability and
quality of long-term care [2,47]. We highlight four key
observations relating to LTC organizations operating
in Canada and propose future research questions that
will facilitate understanding of the implications of the
regional differences we observe.

In Canada, as with other developed countries where
care of the aging population is emerging as a pub-
lic policy priority, research that explores the sources
and complexities of performance variation in LTC
has been identified as critical to improving industry
effectiveness and efficiency [2,48]. Research in the
organization and management sciences demonstrates
that a substantial proportion of performance varia-
tion across organizations is explained by differences
in facility-level factors [49]. The facility-level charac-
teristics we focus on here — ownership, facility size,

resident characteristics and direct care staffing levels —
have all been linked empirically with quality of resi-
dent care and other LTC performance outcomes [4,41].
These characteristics along with others including orga-
nizational structure, management strategy, geographic
location, and local market competition influence a facil-
ity’s operations and performance via their impacts on
decision-making, knowledge transfer, and the avail-
ability of vital resources and inputs. We provide no
proof that the inequities and variations we observe are
undesirable —in terms of their impact on resident health
outcomes or quality of care — and indeed this was
not our objective. However, we hope that the obser-
vations we present here precipitate a decision on the
part of LTC policy makers to engage researchers in
the assessment of the impacts of these inequities and
variations on the viability and performance of LTC
facilities, including the quality of resident care and, in
turn, to orchestrate changes in LTC policy that address
those inequities with the greatest consequences to
care.
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