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Executive Summary
Long-term care (LTC) facilities have emerged as the single most critical
setting for the outbreak of the COVID-19 pandemic across Canada. In
the first two waves of the pandemic, LTC institutions accounted for nearly
three-quarters of COVID-19 deaths in Alberta, with facilities in Calgary
disproportionately affected. Issues such as chronic understaffing, an
insufficient supply of personal protective equipment, and high levels of
stress on patient families have justifiably received extensive media coverage.
However, far less attention has been paid to the health-care aides (HCAs)
within these institutions. HCA jobs in LTC are systematically socially and
economically devalued, and their work can be considered 3D: dirty, difficult,
and, particularly during times of pandemic, highly dangerous.
Within Calgary’s LTC workforce, immigrant and racialized women, in
particular, are overrepresented. These workers are especially vulnerable
due to the front-line nature of their employment, as well as their gender,
citizenship status, race and/or class. Across Canada, at least 27 HCAs
have died of COVID-19, the majority of whom were black. This report
summarizes the findings of interviews with 25 immigrant women HCAs
working in LTC in Calgary that were conducted virtually between Jan. 1,
2021 and March 30, 2021, by professor Naomi Lightman (University of
Calgary) in collaboration with the Calgary Immigrant Women’s Association.
The interviews aimed to address existing information gaps regarding the
implications of the COVID-19 pandemic on the livelihoods and broader
health and well-being of immigrant women who work in LTC in Calgary
and to uncover the strategies immigrant women working in LTC identify
as a means to improving their safety and employment conditions and the
quality of resident care they provide.
Four key areas of concern were highlighted by the immigrant women HCAs
(with inevitable overlap between them):
The harsh financial costs of the pandemic
In explaining the severe financial challenges they are currently experiencing,
the immigrant women HCAs uniformly pointed to the single-site work
policy instituted by the Alberta provincial government in April 2020 as a
protective measure to limit cross-contamination of the virus across multiple
LTC locations. While the women did not question the wisdom of this policy,
the majority of them had been working at more than one job site as an
HCA prior to the pandemic in order to pay their bills. Many were currently
making 40-70 per cent as much income as they had previously. The women
noted current government measures (e.g. the Critical Worker Benefit and
$2/hour wage top-up in private continuing care facilities) are inadequate to
make up this difference in pay, and they voiced concerns that the rhetoric
1
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surrounding gratitude toward essential workers is empty without concrete
changes to their wages. In addition, they detailed difficulties in navigating the
government and employer benefits available when they had to take time off
work due to testing COVID-positive or having to isolate due to (potential)
COVID-19 exposure.
Exacerbated Physical & Mental Health Challenges in HCA Work
The interview participants stressed that the physical and mental health
demands of being an HCA in LTC in Calgary increased during the pandemic
due to a variety of factors. They detailed their increased demands on the
job due to additional COVID-19 protective measures (e.g. repeatedly
donning and doffing PPE); their heightened levels of stress tied to fears of
becoming personally infected with COVID-19 and/or their fears of infecting
family members and particularly their children; and their overwhelming
and ongoing feelings of loss and helplessness as a result of watching LTC
residents die of COVID-19 in large numbers. At the same time, the women
noted they were, in some cases, also dealing with anger, blame and racism
from LTC residents, some of whom lashed out with accusations that HCAs
had “brought the virus” into the LTC site, or who treat HCAs “like servants.”
Institutional (Mis)Management in LTC
The immigrant women HCAs repeatedly critiqued what they perceived
as the prioritization of profits over quality of care by LTC management.
In particular, those women working in private and non-unionized LTC
institutions in Calgary were overall most dissatisfied. The HCAs detailed
how institutional mismanagement resulted in a lack of PPE during the
first wave of outbreaks and in the consistently inadequate staffing ratios.
They also noted a continued reluctance to provide full-time permanent
employment to HCAs, which only exacerbated staffing deficits and increased
worker precarity. They critiqued the growing reliance on casual HCAs or
staff from temp agencies, often without proper training or co-ordination,
as their employers’ preferred strategy to fill any staffing gaps. Finally, the
women spoke about the movement of workers across floors/units within LTC
institutions without regard to limiting cross-contamination as a management
decision which contributed to poor COVID-19 outcomes for both workers
and residents.
A Need to Centre the Voices of HCAs in Government Decision-Making
in LTC
The immigrant women HCAs interviewed identified a need for an increased
role for all levels of government in both regulating and investing in public
forms of LTC going forward and stressed the need for a greater voice for
HCAs in all aspects of LTC decision-making. This, in concrete terms,
meant a need to invest in both physical and human infrastructure in LTC
2
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workplaces, to ensure accessibility for residents and so that HCAs have the
supports that they need at work, including unions, childcare and health
benefits. In addition, the women noted: the importance of regular and
random inspections of LTC facilities by Alberta Health Services, done on a
surprise basis without prior notification to management; a need to amplify,
rather than dismiss, the voices of immigrant, racialized women who are
HCAs; and, finally, the need for increased recognition of the essential jobs
that lower wage healthcare workers, such as HCAs, are providing during the
pandemic, to move beyond suggestions that they are “just HCAs.”
Recommendations
Increase compensation and protections for HCAs in LTC:
1. Raise hourly wages for all HCAs and ensure privately operated LTC
institutions do not pay less than public institutions
2. Implement guaranteed paid sick days for all HCAs in LTC
3. Legislate higher staff-to-resident ratios within LTC
4. Promote unionization for HCAs in all LTC settings
5. Reduce or eliminate the use of casual employees and temp agencies to
staff HCAs in LTC
6. Increase supplementary health and mental health benefits and supports
for HCAs and their families
Improve oversight, transparency, and equity within Alberta’s LTC sector
7. Reverse current trends toward investing further in private for-profit LTC
8. Increase unannounced government inspections of LTC and implement
more severe operator repercussions when standards are not followed
9. Ensure that all HCAs in LTC are prioritized for PPE, vaccination and any
and all other protections against current and future pandemic outbreaks
10. Provide adequate social supports for safe and secure working conditions
for HCAs in LTC
11. Increase diversity in leadership positions within LTC, and implement
mandatory Equity, Diversity and Inclusion (EDI) training for all levels of
LTC management
12. Ensure the voices of HCAs are included in all decision-making processes
within LTC going forward

3
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Introduction
The COVID-19 pandemic has exposed troubling realities within long-term
care (LTC) settings across Canada for employees and residents, as well as
their families and broader communities. As of February 2021, LTC facilities
accounted for more than 70 per cent of Canada’s COVID-19-related deaths
(Canadian Institute for Health Information, 2020; Picard, 2021) and this
tragedy is attributed in part to a lack of adequate staff, personal protective
equipment (PPE), and testing supplies (Hardcastle & Lightman, 2020;
Katawazi, 2020; Maclellan, 2020). In some LTC settings, conditions are so
bad that lawsuits have been filed, criminal charges may be laid, and the
federal government has deployed military assistance (Curtis, 2020; Guly,
2020; Katawazi, 2020; E. McIntosh, 2020; Tsekouras, 2020). In the first two
waves of the pandemic, LTC institutions accounted for nearly three-quarters
of COVID-19 deaths in Alberta, with facilities in Calgary disproportionately
affected (Government of Alberta, 2020; Hsu & Lane, 2020). More than
4,400 health-care workers have tested positive within the Calgary zone
(Government of Alberta, 2021a).
Immigrant and racialized women are overrepresented among health-care
aides (HCAs) employed in LTC settings across Canada (Estabrooks et al.,
2015; Kelly, 2017; Lightman & Baay, 2021; Syed et al., 2016). These workers
are especially vulnerable during a pandemic due to the front-line nature of
their employment, as well as their gender, citizenship status, race and/or
class. Across Canada, at least 27 HCAs have died of COVID-19, the majority
of whom were black (Loreto, 2021). HCAs in LTC are often underpaid
compared to their hospital counterparts and many have no choice but to
work at multiple part-time jobs with limited benefits to make a living wage
(International Labour Organization, 2018; Osman, 2020; Zagrodney &
Saks, 2017). HCA jobs in LTC are systematically socially and economically
devalued, and their work can be considered 3D: “dirty,” difficult, and
particularly during times of pandemic, highly dangerous (Folbre, 2020;
McCoy & Lightman, 2020).

4
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Background and Context
Alberta’s LTC sector comprises 176 facilities designed for individuals with
complex medical needs (Alberta Health Services, 2021b). Within LTC
settings, legislation provides that nursing care be available 24 hours a day,
seven days a week. LTC is funded through a mix of public (provincial) and
private (for-profit and not-for-profit) sources; residents living in LTC pay a
highly variable accommodation fee to cover room and board expenses, with
amounts tied to their income and/or the type and quality of facility where
they reside, while the health services LTC residents receive are financed by
the provincial government through a per diem payment to the operators
(Graff-McRae, 2021; Slaughter et al., 2018).
As of March 2020, there were 15,665 individuals living in regulated LTC
in Alberta (Graff-McRae, 2021). Alberta and Manitoba are the only two
provinces with legislated minimum LTC staffing guidelines. However,
Alberta’s current benchmark of 1.9 hours of direct care per resident day
is widely acknowledged to be insufficient, and there is no systematic
monitoring of whether this level of care is actually delivered, although it is
paid for by the provincial government. Alberta Health (via Alberta Health
Services (AHS)) provides funding for 3.6 hours of paid care per resident day
in LTC, evidencing the higher levels of care required. This is still less than the
3.9-4.8 hours currently recommended by most experts (Graff-McRae, 2021;
Harrington et al., 2020; Saint Elizabeth Health-care, 2008).

1

Facility-based continuing care comprises
both designated supportive living and LTC in
Alberta.

HCAs, who are also commonly referred to as personal support workers,
nursing attendants, home support aides, home support workers or
residential support workers, provide between 70-90 per cent of care within
Alberta’s facility-based continuing care (FBCC)1 sector (Government of
Alberta, 2021b). HCAs deliver direct care, personal assistance and support
to patients who are ill, elderly or disabled (Alberta Health Services, 2021a).
Within LTC settings, HCAs assist residents with activities of daily living
such as bathing, grooming, dressing and toileting. In addition, HCAs
may assist residents with feeding, exercise or taking their medication.
Across North America, HCAs comprise the largest and fastest growing
component of the health-care workforce, outnumbering higher status
workers such as nurses and doctors. HCA jobs are typically characterized
by low wages, job insecurity and short-term employment, with women,
immigrants and racialized populations highly overrepresented (Duan et
al., 2020; Korczyk, 2004; Zagrodney & Saks, 2017). As of September 2020,
there were approximately 16,861 HCAs working in FBCC in Alberta,
with approximately 60 per cent employed in part-time or casual positions
(Government of Alberta, 2021b).

5
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The Alberta government’s response to the high rates of COVID-19 infections
across the LTC sector has been widely critiqued for being slow, lacking
co-ordination and being inadequately financed (Azocar & French, 2020;
Lightman & Hardcastle, 2021). While a temporary $2/hour wage top-up was
provided for frontline workers beginning in April 2020, this only covered
HCAs employed in private continuing-care facilities and the funding was
delayed during disputes with the provincial government. Subsequently,
in March 2021, a one-time $1,200 critical worker benefit was provided,
but only to HCAs in LTC who had not received the $2/hour wage top-up.
Both policies ultimately did little to defray the financial losses many HCAs
experienced due to the pandemic.
On May 31, 2021, the Alberta government released its review of continuing
care, titled “Improving Quality of Life for Residents in Facility-Based
Continuing Care” (Government of Alberta, 2021b). The report provides
42 recommendations under 11 broad policy directions, focused on
enhancing quality of life and quality of care for FBCC residents. Many of
the recommendations align with the suggestions provided by the HCAs in
this report, as well as the wider calls to action from researchers and LTC
advocates. For example, the report calls to increase funded direct-care hours
to 4.5 per resident per day in LTC; to improve working conditions for staff
through increased opportunities for full-time positions with benefits; to
prioritize wages, training opportunities and income stability for staff, as well
as mental health and wellness supports; and to focus on empowering HCAs
as decision-makers within the care team.
However, implementing such recommendations will require significant,
deliberate investments in staff and new/upgraded LTC facilities – something
not in evidence in the current continuing care budget of the Alberta
government via their long-term plan for seniors’ care. Likewise, the
recommendations and the data presented in the report do not align with the
government’s plan to further privatize LTC facilities (A. McIntosh, 2020),
nor with its actions to-date in this area. Thus, there is the need for healthy
skepticism regarding whether the report’s recommendations, while laudable,
will be translated into concrete government policy in the near future, with
associated critical improvements to working conditions for HCAs.

6
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Research Objectives
In spring 2020 professor Naomi Lightman (Department of Sociology,
University of Calgary), in conjunction with the Calgary Immigrant Women’s
Association (CIWA)2, identified a pressing need to highlight immigrant
women’s unique lived experiences and representation as staff in Calgary’s
LTC sector during the COVID-19 pandemic. Lightman and CIWA noted
that while the high levels of stress on resident families in LTC had justifiably
received extensive media coverage during the pandemic, less attention
had been paid to the HCAs within these institutions who were and are
doing front-line jobs, while being paid relatively little within a high-risk
environment.
Working in collaboration with CIWA, professor Lightman successfully
sought funding for this research project through a June 2020 Social Sciences
and Humanities Research Counsel of Canada (SSHRC) Partnership Engage
Grant (File no: 1008-2020-0160) for a project titled Caring During the
COVID-19 Crisis: Immigrant Women Working in Long-Term Care in Calgary.
Broadly, this research project aimed to address existing information gaps
regarding the implications of the COVID-19 pandemic on the livelihoods
and broader health and well-being of immigrant women who work in LTC
in Calgary. Another aim was to uncover the strategies immigrant women
working in LTC identify as a means to improve their safety and employment
conditions and the quality of resident care they provide.
The policy issues identified by the immigrant women HCAs who were
interviewed for this project are presented throughout the body of this report
as well as in the concluding section. Our goal is to contribute to knowledge
of the impact of COVID-19 on the health and well-being of these essential
workers and the ways gender, race, immigrant status and class intersect to
devalue labour and dispossess HCAs. In addition, it is hoped these women’s
valuable insights can help inform national, provincial and municipal policy
to assist in improving HCA workplace standards, to document social
inequalities tied to gender, race and immigrant status, and to help build
resilience to handle potential later waves of this health pandemic and any
future pandemics.

2

CIWA is a non-profit culturally diverse
settlement agency that focuses on the unique
concerns and needs of immigrant and refugee
women. Further information is available here:
https://www.ciwa-online.com/
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Research Methodology
Interviews with 25 immigrant women HCAs working in LTC in Calgary
were conducted by the research team virtually via Microsoft Teams between
Jan. 1, 2021 and March 30, 2021. Prior to the interviews, the study was
approved by the University of Calgary’s Conjoint Faculties Research Ethics
Board (REB no: 20-1579) on Dec. 7, 2020. The interview questions were
jointly developed by the research team and probed the intersectional impacts
of COVID-19 on the women’s working lives, as well as their health and
well-being (and that of their families and communities). Another goal was
to capture their insights and strategies for improving the structure of LTC
delivery generally and especially during times of health pandemic. Appendix
A provides the interview guide that was used during the interviews.
Marie-Solange Evehe B., PhD (co-ordinator of the Retail Training Program
at CIWA), took the lead in publicizing the study and recruiting interview
participants. Participants were enlisted via existing networks with immigrant
women HCAs that staff at CIWA maintain, through contacts with various
union staff representing HCAs in LTC in Calgary, as well as using a
snowball sampling approach. Ultimately, 25 interview participants who
were working in 14 different LTC sites across Calgary were selected. Nine
of the interview participants were working at publicly operated LTC sites,
while the remaining 16 women were working at privately operated LTC
institutions (both for-profit and not-for-profit). The women are immigrants
from eight different countries, with the majority hailing from the Philippines
and India. Approximately two-thirds of the HCA interview participants had
a permanent job, with one-third employed on a temporary or casual basis.
Roughly half of the immigrant women HCAs had full-time employment,
with the other half employed on a part-time basis. Appendix B provides
broad demographic information on the interview participants.
The interviews with the immigrant women HCAs were jointly conducted by
Dr. Evehe and Professor Lightman. All interviews were conducted in English
and participants were all permanent residents or held Canadian citizenship.
Each interview lasted approximately one hour and was subsequently
transcribed and anonymized by a team of graduate student research
assistants led by Courtney Baay. Interview participants were compensated for
generously sharing their time and insights with a $50 gift card. The names
of the interview participants, as well as the LTC institution(s) where they
work(ed), are all anonymized in this report.
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Interview data were coded using the software program NVivo. The analysis
relied on a grounded theory approach, whereby the process of looking for
patterns and relationships occurred during the data collection process, and
included a continuous process of reflection, redirection and specification
over the course of the research study (Jackson & Bazeley, 2019; Merriam,
2009).
The remaining content of this report focuses on the themes identified in the
25 interviews conducted with immigrant women HCAs working in LTC in
Calgary between Jan. 1, 2021 and March 30, 2021.

Critical Policy Issues and Inequities for HealthCare Aides in Calgary’s Long-Term Care Sector
The stories and anecdotes the immigrant women HCAs shared during their
interviews were compelling, often disturbing, and told of challenges and
resilience in the face of working on the front lines during unprecedented
pandemic circumstances. No two stories were the same, yet similar themes
arose throughout the process. In particular, four key areas of concern
emerged during the process of data collection and analysis (with inevitable
overlap among them): 1) concern about negative financial consequences
HCAs have experienced due to the pandemic; 2) difficulties tied to the
physical and mental health implications of working as an HCA in a time
of heightened (dis)stress; 3) critiques of the institutional structure, profit
orientation and management in LTC; and 4) suggestions about how to
improve regulation and delivery of LTC and include the voices of HCAs in
decision-making processes going forward.
Next, the voices and insights of the immigrant women HCAs are highlighted
in order to provide more fulsome explication of these themes.

9
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1. The Harsh Financial Costs of the Pandemic
Existing scholarship demonstrates a “care wage penalty” (Lightman, 2019,
2021), whereby workers in highly feminized and low-wage occupations
in health and childcare make less than comparable workers in noncaring occupations (Barron & West, 2013; England et al., 2002). Yet,
notwithstanding the comparatively low wages of HCAs in LTC in Calgary
prior to the pandemic, the most pressing issue identified by the majority of
women interviewed for this study was the financial losses they incurred due
to COVID-19. Thus, in addition to fearing for their own health and safety
at work, worrying about the well-being of their families and the residents
they care for, and dealing with ongoing changes to their daily routine amidst
resource scarcity and often inflexible management, these women were
struggling to make ends meet.
A major change to these women’s finances came as a result of the singlesite work policy, instituted by the Alberta government in April 2020 as a
protective measure to limit cross-contamination of the virus across multiple
LTC locations. While the HCAs interviewed did not question the wisdom of
this policy, the vast majority of them had been working at more than one job
site as an HCA prior to the pandemic in order to pay their bills.3
Notwithstanding the extra shifts and overtime some of the women banked
during times of outbreak in their employment settings, the temporary $2/
hour wage top-up the provincial government instituted in private continuing
care facilities as of April 20, 2020, and the one-time $1,200 Critical Worker
Benefit provided to HCAs in LTC who had not received the $2/hour wage
top-up beginning in March 2021, most of the women estimated that, at
present, they were making between 40-70 per cent of the annual income they
earned prior to the introduction of the policy.
Specifically, many of the interviewees had been sending remittances to
families in their home countries and were no longer able to do so. Many
were unsure if they could pay their next car instalment, their mortgage, their
student loan, or their childcare costs. Most had depleted any savings they
may have acquired. Given the health risks and the high levels of stress these
women take on at work, the participants identified the financial status quo as
unethical and unsustainable.

3
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In their study of western Canadian provinces,
Duan et al. (2020) find that 24.3% of HCAs are
working at multiple LTC sites.

In discussing their financial challenges as a result of the pandemic, the
women spoke about a) their reduced income, and the trials this created in
their daily lives; b) their concern that rhetoric surrounding gratitude towards
essential workers was empty without concrete changes to their pay; and c)
the difficulties they experienced navigating the government and employer
benefits available to them when they had to take time off for testing COVIDpositive or having to isolate due to (potential) COVID-19 exposure.
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Ravneet, an HCA who has been working in LTC for two years since coming
from India with a degree in accounting and business marketing, has been
unable to find full-time work as an HCA in Calgary – like many of the
interviewees. Instead, Ravneet is employed on a part-time and temporary
basis at a private LTC institution. She noted that, initially, she was able to
compensate for her lost income due to no longer having multiple part-time
HCA jobs by taking on numerous extra shifts and receiving overtime pay
during a COVID-19 outbreak on her floor. However, after the outbreak
subsided, her LTC institution no longer offered her extra shifts. Since this
time, she has been struggling:
When it was the pandemic [outbreak], we [HCAs] were busy. At
that time, they needed me, right? But now, no more COVID. So,
definitely, they are going to reduce my employment… Because
now I’m just doing one job. And if I get just one or two days a
week, then I cannot manage all the financial things. It is hard
actually. It’s hard to pay rent. And, like, cars and everything.
Diwa, an HCA who immigrated to Canada from the Philippines 13 years
ago, echoed Ravneet’s comments. Diwa works as a casual employee at
a public LTC institution. She too has been unable to get a full-time or
permanent HCA job. As a result, her income was dramatically reduced when
she was forced to work at one location. She estimates her income is 50 per
cent less than it was the year prior to the pandemic:
Financially it’s hard. Because last year… when they do the one
facility policy, the hours cut down. So that’s the thing. That’s that
hardest thing, because before you can work for two companies.
Like, you can have a shift there, go to a shift here, so the total will
make it full-time. Because I am part-time here, and a casual in
the other company. So [before], I’m just picking up as many shifts
as I can get…to fulfill those hours. But then when this COVID
happens it’s really, really hard.
Amina, a single mother who arrived in Canada as a refugee from Nigeria
in 2018, has a temporary, full-time position at a public LTC institution. She
detailed viscerally the financial stress associated with a workplace injury she
experienced prior to the pandemic. This was followed by the single-site work
policy that has significantly reduced her income:
Imagine that you have all the bills and everything, and then
people call you on your phone saying, ‘Oh, you have to pay
this bill or else!’ There were times in my life that I slept, and
then suddenly I woke up [panicked]. And then, I got injured.
I got injured from my work, because they [the residents] have
dementia, right? And sometimes they are heavy. Or sometimes
11
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they are unpredictable. So, I got injured with my shoulder and
then WCB [the Workers Compensation Board of Alberta] will
pay you 80-90 per cent, but then it’s always late! Like two or
three weeks late. Just imagine, three weeks late! How will I pay
my bills? And then, after I recovered, this pandemic came. When
this pandemic came, I’ve lost everything! Yeah. I’ve lost almost
everything. That’s why I said, I don’t know… I really, I don’t know
how I survive actually.
In addition, many of the women HCAs noted that despite rhetoric about
gratitude towards “essential workers” in Alberta, these words rang hollow
when they were not accompanied by financial security. Alma is a refugee
from Bosnia who has been working for more than 19 years in the same
private LTC facility as a full-time employee. Alma noted the $2/hour wage
top-up was not enough to make up the difference in her lost income due to
the single-site policy. On top of this, she is unsure how long the government
top-up will last:
You know, five years we didn’t get [a wage] increase. It’s too
bad. Five years and no increase. Look at how everything is more
expensive. It’s too hard. You know, when they say ‘You are my
hero! You are doing essential work, blah blah blah’, you know
guys, what about money? We didn’t get enough to be secure, you
know. That is not nice…. Like we get a $2 increase, but that is
temporary. We never know. Every paycheck is just $150 more
[because of the wage top up]. It’s nothing.
Ruchi, who originally worked as a live-in nanny in Canada and has now
worked as a part-time, temporary HCA in LTC for eight years since moving
from India, noted that her children and husband have chronic health
conditions that make them especially vulnerable to the virus. However,
her management was not open to accommodating her desire to reduce her
hours during the pandemic to minimize her exposure. She too stated the
temporary $2/hour wage top-up was not adequate compensation for the
increased risk she is taking on at work:
At the starting of the pandemic, I talked to the management. I
said, ‘I might have to take time off of work because I don’t want
to put my family at risk. Because both my kids take puffers, and
my husband takes a puffer too.’ So then management had an
argument with me and said, ‘We will terminate you from the job
if you’re going to take time off ’. I can’t put my kids at such a risk,
but I also need the money. I don’t think we got paid enough. How
much extra [work] did we do? And we are still doing to this day.
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Amina stated that while she has been working in a ward that had a major
COVID-19 outbreak, there was no extra compensation provided to workers
in this location. This was notwithstanding the fact that HCAs at other wards
at her work site were unwilling to transfer to the north ward during and
after there was an outbreak, out of fear of getting infected. However, Amina
declined to speak out or complain about this, as she fears losing her job:
So those of us working in the north [ward], we’re not given an
extra pay for working in the north [where there is a COVID
outbreak]. We’re not given any extra pay for facing COVID every
minute. So that’s the worst thing…[But] I can’t complain, I want
to have a good record. And I just say, ‘Okay I will do whatever
[work] you give me. I’m not going to die from COVID.’
Ruchi noted that due to budget constraints, HCAs at her workplace had not
received their annual wage increase during the pandemic. She articulated the
unfairness of this, given the increasing difficulty and risk of her job:
The sad part is every year our contract renews. The union renews
the contract, and we usually get a little raise. This year there was
nothing. They said, ‘We don’t have a budget to give you guys a
raise.’ So, there was no raise given to us. And that’s the sad part
too, because, you know, when we go to work, we put ourselves
at risk… Like, you’re going there because you need to afford a
family. It’s not like you’re passionate and happy every day.
Ruchi also discussed the financial strain of the pandemic for HCAs and its
connection to her mental distress and anxiety about the future:
There is a big difference in my finances, for sure. I’ve seen a lot of
my friends, they’re depressed. Like, you know, my husband drives
a truck, every family is different. Even if I work only one job,
we are still okay…But I have seen my friends, they don’t know
which [HCA] job to choose because, you know, some of them,
they said their pay has [been] cut into half and expenses are the
same. Like, I have seen a lot of health-care aide workers who are
struggling a lot. And it has affected my finances too. You can’t
work two jobs, you’re working one job, and then your expenses
are the same. The bills you have to pay, the house you have
to afford, you have kids, you have to pay their school fees and
everything…Mentally, it’s been a stress. It’s not easy.
On top of their reduced hours of work, many of the women mentioned they
had challenges navigating the WCB to access pay when they were sick. Some
were even forced to use vacation days when they needed to isolate due to
potential exposure to the virus. Amina, for example, detailed the challenges
in receiving payment when there was an outbreak at her workplace and she
13
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subsequently tested positive for COVID-19. She had to navigate conflicting
polices at her children’s school versus those for AHS employees:
[After there was an outbreak at my workplace and I tested
positive] I had to call my children’s school and tell them the
results, my results. And that means it’s going to affect my children
going to school. I’m a single mom, I have three little children. I
have a one-year-old baby, so me and my three children, we had
to isolate at home. I took them to do tests, but luckily their results
came out negative. So, I was happy with that, but we had to be at
home for the two weeks. But, like the tenth day that I had been at
home, Alberta Health Services called me and told me I had to go
back to work after ten days. I said, ‘But the rule is I have to stay
at home for 14 days.’ They said, ‘No, healthcare workers are to go
back after ten days, because we need people to go back to work.’
But my children’s school refused and said, ‘No the children cannot
come back to school until after 14 days.’ So, I had to stay back
and wait with them for 14 days. But my employer told me that
it means they won’t pay for the remaining days that my children
need to complete their isolation. So, thank God for the federal
government that was giving the incentives for childcare or for
COVID or something, so I applied there for the remaining days
because my employer will not pay me. They paid for the ten days,
but they didn’t pay for the remaining days that I stayed with my
children.
While Amina was ultimately fortunate the federal government would pay
for her days of lost income due to COVID-19 isolation protocols, this was
not the case for all the interviewees. Althea, a woman from the Philippines
who arrived to Canada via the Caregiver Program and has since worked in
LTC as a full-time HCA for nearly 10 years, noted her husband lost seven
days of paid work because he had to isolate when she had symptoms after a
shift at work. Althea stated this brought financial and mental strain to her
household:
Financially it’s not OK! If you are going to be isolated and then
my husband will be isolated for five days and has never been
paid. It’s so much. Like, so much to bear. Yeah, so financially of
course you cannot sleep aside from stress from work. You cannot
also sleep because you’re thinking, ‘Oh, you’re being isolated
because you have symptoms, and your husband cannot work
because you have symptoms, and he is also exposed to you.’ So,
you go in to have a test and it takes like 3 days to 4 days to get
the test. And then after that, you have to wait for the result. So
sometimes it is seven days before, you know, when they started.
14
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It’s that long! And then the seven days my husband doesn’t have
work and then I didn’t work. And you are not qualifying for
the government to claim because it’s only five or seven days.
No, it should be 12 or 14 or 10 days. Something like that. You
know? And then we have the house. We have the car. We have
insurance. We have everything to buy and everything, you know,
is expensive! So hard. Stressful also! Like, you know that you don’t
have money in your account because you don’t work.
Finally, Diwa, who has been working in LTC for one year on a full-time,
temporary contract, noted that at her workplace those who needed to isolate
were told to use up their vacation days first, and then to apply to WCB for
any remaining loss of pay. This, she noted, is highly unfair:
Yeah, some they use their vacation! That’s what they do for us.
[The employer told us to] do the vacation first and then once it’s
over they said that the WCB will pay. They will file it to WCB,
so that the WCB will pay for the rest of the days that we are not
working.
Thus, together, the stories of these 25 immigrant women provide powerful
evidence of the financial strain and injustices many HCAs are experiencing
as essential workers in LTC in Calgary during the COVID-19 pandemic.
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2. Exacerbated Physical and Mental Health
Challenges in HCA Work
Existing research documents the physically demanding nature of HCA work,
as well as the high rates of workplace injuries (Brophy et al., 2019; Glavin
& Peters, 2015; Hoben et al., 2017; Kelly, 2017; Silver et al., 2020). HCAs
perform physically demanding labour on a daily basis (e.g. heavy lifting of
residents or equipment and repetitive movements, including sanitization,
feeding, and cleaning). As a result, HCAs are disproportionately prone to
musculoskeletal disorders and chronic pain (Ahonen et al., 2010; Kurowski
et al., 2015). This, not surprisingly, often results in lasting effects on HCAs’
physical health and well-being. In addition, there is growing recognition of
the mental health burden HCAs face; this is often attributed to the emotional
labour of caring for others, the stress of working in a high demand and
low remuneration context, and, for most HCAs, the additional challenges
of being a female immigrant and/or racialized person and facing multiple
forms of social exclusion at work and in Canadian society (Banerjee & Lee,
2015; Kelly, 2017; Lightman & Good Gingrich, 2018; Tungohan et al., 2015).
The data from the interviews for this project overwhelmingly suggest that
both the physical and mental health demands of working as an HCA in LTC
in Calgary have been exacerbated by the COVID-19 pandemic. This, in some
cases, has led to detrimental outcomes for these immigrant women workers.
With regard to physical and mental health challenges, the HCAs interviewed
spoke to: a) the increased demands on their jobs due to additional
COVID-19 protective measures; b) their heightened levels of stress tied to
fears of becoming personally infected with COVID-19, and/or, often more
pressingly, fears of infecting their family members and particularly their
children; c) the overwhelming and ongoing feelings of loss and helplessness
many experienced as a result of watching LTC residents die of COVID-19
in large numbers, typically without the support of their families; and, d) in
some cases, having to deal with anger, blame and racism from LTC residents
who lashed out with accusations that the HCAs had “brought the virus” into
the LTC site, or who treated HCAs “like servants.”
Praise, a part-time HCA who immigrated to Canada from Nigeria and has
worked in a public LTC institution for the past seven months, stated she
was struggling at work due to the added difficulty of repeatedly donning
and doffing PPE, ensuring residents stayed in their room during times of
isolation, and soothing residents through their increased mental distress. She
noted that HCAs in LTC often work with high-risk clients, many of whom
have dementia or other cognitive challenges, which reduces their ability to
socially isolate or wear a mask:
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Even without the pandemic, you still have to perform your
personal hygiene and be clean and protect yourself… But I would
say the job is a lot harder, more work, during the pandemic.
Because all the residents would be in their rooms and before you
enter the room you have to don your PPE… And then we have a
lot of people [with] behaviour problems that started when they
were [confined] in their room. Even people that did not have
behaviour [problems] before, some people developed depression.
It was a lot harder trying to manage the residents during the
pandemic.
Similar to Praise, many interview participants noted that LTC residents,
understandably, became (more) depressed and agitated during lockdowns,
as there were new and extensive restrictions on their movement, behaviour,
and on family members visiting. The HCAs interviewed noted that in some
cases this led to violent behaviour toward them by residents, such as kicking,
hitting or pushing. Others spoke about the challenges of communicating
to residents through a mask, and/or the additional labour they had to take
on without the support of families and volunteers. Ravneet highlighted
that many residents had trouble understanding her with a mask, and even
requested she take it off. She noted the increasing distress levels of residents
and said it was often the HCAs who bore the brunt of resident dissatisfaction
or sadness:
My residents cannot listen properly. When we’re wearing mask
they say, ‘What did you say? What did you say? Just remove
your mask and speak.’ Well, we cannot do that, right? We speak
so loudly but still they’re like, ‘What? What?’… Because if we’re
not wearing masks, they sometimes try to read our lips. But right
now, we’re wearing a mask, so it is hard for them [and they get
agitated]. Also, they cannot go out of their wings - their room
even! So, they feel so bored. That’s why there’s been increased
agitation towards us sometimes. It’s like behaviour changing for
them. They’re sometimes restless or irritated.
Tala, an immigrant from the Philippines who came to Canada through the
Caregiver Program and has spent the last two years working in a public LTC
institution on a full-time permanent basis, said she is struggling to complete
all her daily tasks without the support of volunteers and family members
who are no longer able to enter the LTC institution. She said this has led to
high levels of exhaustion and increasing physical demands for HCAs:
Before COVID… we had lots of volunteers coming in to help us.
Families can come in to help their family. But then it changes
when COVID is here because of the restrictions. And, of course,
we all have to be careful. So, no more extra help coming in, no
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volunteers coming in. So, we, as the health-care aides, are having
a hard time. Because taking care of all the residents without help
is really tough stuff - especially in long-term care.
In some LTC facilities, staff have been hit hard by the virus. The interview
participants estimated up to 50 per cent of HCA staff in the facilities where
they work have tested positive for COVID-19. Althea, who was infected
with COVID-19 from work, also spoke to the challenges of wearing PPE for
extended shifts, as well as the ongoing physical effects of the virus on her
body:
We are wearing everything – like the face shield, then the mask,
every day. It is really tiring, and it gives you headaches too. But
after I got COVID… I think there’s an effect on your body. Like
sometimes you get headaches there and your body is not good. I
think COVID does [have] an effect on your body daily.
In addition to these physical challenges identified by the HCAs, not
surprisingly, most of the interview participants also spoke about increased
levels of stress at work during the pandemic. Many of the women talked
about fearing they would lose their job if they were sick for an extended
period or about harming their families or communities in potentially longterm ways. Ruchi, for example, noted her husband is also an essential worker,
so they both worry about infecting themselves and their children. She also
noted that however careful she tries to be at work, the lack of adequate
staffing at her LTC institution means she is constantly rushing. As a result,
she fears she may make a mistake and get sick:
Work was so mentally stressful when we had the outbreak
because it was more of a workload on us. And then, even going
home, when you think about your family, you don’t know what
you’re going to be bringing in. I have little kids who are six and
nine right? They’re totally dependent on me…Every day when you
come back home you don’t know... what you’re bringing to your
family from work. No matter how hard you try with PPE and
everything, still you are always rushing.
Continuing this thought, Ruchi also stated she no longer has energy to play
with her children after work due to physical and emotional exhaustion from
work in LTC during the pandemic:
We are drained to be honest…I have never seen my kids
complaining about me before. [Before COVID] after work you
are free of mind, you are happy, you take kids to the park, you
play with them. Now when I come home, I’m drained. Sometimes
I can’t even get off the couch for two hours after taking a shower.
I’m like physically drained, [I have] no energy because, you know,
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we have double the work. Then, you know, you come home and
your kids need your attention. It’s hard. It has made a very big,
deep, bad impact on our family lives.
Amina discussed her fears about infecting her children after she tested
positive for COVID-19 and reflected on how this experience brought back
past trauma. The experience was made worse by her concerns about not
having enough financial or social support to care for her children while she
was sick:
I was really, really scared [when I tested positive], especially for
my baby… No one could come visit me or help… My first son,
[who is] nine years old, was trying to make me happy. Because
he knows whenever I’m going through stress - you always know,
because the issue of the refugee thing is there. Then I also have
some money issues, then this coming down with COVID,
everything now on me. It was like the whole world was collapsing
on me. So, my boy was always praying ‘Mom, you will not be
positive and even if you are positive, it will not affect you in any
way.’ It was towards the last few days of the isolation I started
having anxiety. It was so much that I could not, I could not
control myself. That day my blood pressure went so high, 160 /
110. I was having abdominal upset, everything just happened
within a few minutes, and I had to call my doctor. She prescribed
some medications for me, and that day Alberta Health Service
said I can go back to work.
Perlah, an immigrant from the Philippines who graduated from her HCA
program seven months ago and now has a permanent position in a private
LTC institution, noted that while caring for people who are ill or dying was
not anything new at her job, the quick succession of the virus’ spread, and
the many deaths of residents she witnessed, has taken a toll on her:
[One day] we will see the person, they are OK. They are very fine.
And then, after a week [with COVID], you can see that they’re
just lying on the bed, just not waking up, not opening their eyes
anymore, not eating anymore. And then after two days off, they’re
gone. That sometimes affects my mental health.
Onyeka, who immigrated from the Democratic Republic of Congo 13 years
ago and has been working as a full-time HCA in a private LTC institution
in Calgary for the past six years, spoke about similar feelings of sadness and
compassion for the residents, many of whom couldn’t see family members
in-person before they passed away. She said she felt quite close to many of
the residents who died:
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Was it in October or November?... I went to work for four days
and every day a person was dying. Like dead people on the floor.
That was a really hard week for me. Like, you go to work and this
one is gone and tomorrow you come and that one is gone. Like,
you are there, right? Present, right? Going to do whatever needs
to be done. That was a really hard time…Until now, still, it is still
flashing in my eyes. The sadness is coming. Before I work in longterm care for a long time, but it hasn’t been like that. With this
COVID a person is here today, tomorrow this one is going.
On top of this increased physical and mental distress, some of the
interviewees also spoke about anti-Asian racism that increased during the
pandemic, and the toll this took on their well-being. Many of the women also
spoke about being “blamed” by residents for “bringing in” the virus to the
LTC site “from their community,” hinting at the intersectional disadvantages
and racism the women were and are experiencing at work. Chesa, who was
a registered nurse when she lived in the Philippines and has now worked as
an HCA in LTC on a full-time basis in Calgary for four years, noted racism
by residents is commonplace for her at work, but it has worsened during the
pandemic:
There are elderly residents that have, you know, severe dementia
and then they don’t know what they’re doing. They can be
aggressive at you and they will say, like, you know, ‘Go to hell’,
or ‘Go back to Philippines. I don’t need you here.’ You hear
something like that, and then they also say racist things… There’s
lots of other Filipinos as work, so they will say, ‘You Filipinos are
stupid.’
Meera, a woman who immigrated from India with her family at the age of
14 and has been a full-time, permanent HCA at a private LTC facility for 15
years, noted she is often accused by her residents of being the source of the
outbreak at the institution where she works, which exacerbates her mental
distress:
Some of the residents — when the COVID came they [were]
blaming the staff… We all know that we don’t know where
COVID came from. We can get it from each other, but we don’t
have a symptom for a few days and then later we find out that we
have COVID right?... You get mad when they are pointing at the
healthcare worker and saying, ‘You’re the one bringing COVID
here.’ But we don’t know who brought it, right? And how it came
and things like that. So, you feel… you feel sad because you know
you’re there for them and then they are the one pointing at you
saying that ‘Oh you’re the one bringing COVID here.’ Even though
we explain that we don’t know, and we cannot blame each other.
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Aparna, who immigrated to Calgary from India with her husband in 2014,
has been working in a private LTC institution for the past five years on a fulltime basis. She detailed a similar upsetting experience:
One of the residents, she is [COVID] positive. She’s blaming the
staff … but from October the staff are going inside her room with
the shield, mask and apron – everything. So, the staff ’s body is not
touching the resident at all…Her immune [system] is so low but
we’re doing the care as much we can… She didn’t come out from
her room once last year. But now she tested positive and she’s
blaming staff. So, I feel so bad because we do as much as we can.
Together, these physical and mental health strains at work, in conjunction
with financial challenges, had led many of the interviewees to reach their
breaking point. In many cases, they identified scenarios of institutional
mismanagement, which they suggested were at least partially to blame for
their untenable workplace conditions.
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3. Institutional (Mis)Management in LTC
Reflecting on the ways the organization of care and decisions made by
management have impacted their working lives during the pandemic,
numerous problems were repeatedly identified by the interviewees. Those
women working in private and non-unionized LTC institutions in Calgary,
in particular, were most dissatisfied. The interview participants repeatedly
critiqued what they perceived as the prioritization of profits over quality
of care by management and the numerous ways this put them and LTC
residents at risk. This was experienced by HCAs in LTC via: a) a lack of PPE
during the first wave of outbreaks; b) consistently inadequate staffing ratios;
c) a continued reluctance to provide full-time permanent employment to
HCAs; d) the reliance on precarious staff from temp agencies without proper
training or co-ordination; and e) the movement of HCAs across floors/units
within LTC institutions during times of outbreak, creating concerns about
cross-contamination.
Initially, during the first wave of the pandemic, stories circulated of HCAs in
the U.K. wearing garbage bags as personal protection, as many, if not most,
LTC institutions were caught unprepared (Booth & Adam, 2020; Tungohan,
2020). In Calgary, many of the interviewees experienced severe shortages
of PPE during the initial months of the outbreak. Some of the women
used their own money to buy masks when not enough were provided at
their workplace, or were accused of stealing masks by management when
they took more than their allotted number. Chesa noted her management
hid masks so HCAs wouldn’t take extra and provided each of them with
only two masks per eight-hour shift. Darna, who immigrated from the
Philippines where she was employed as a nurse and has since worked in
a privately operated LTC institution in Calgary on a part-time temporary
basis, recounted feeling shocked by the suspicion toward HCAs with regard
to the use of masks:
The [number of] masks was very limited. And they
[management] would count the masks every day! And if there
was some discrepancy, they would really tell us off, saying ‘Who
among you here is taking this stuff, blah blah blah’. And, like, this
is just masks! You can go in to other stores in Calgary and they
give out free masks even! So why would HCAs take masks?
Yet, even as LTC facilities in Calgary stocked up on PPE as the pandemic
progressed, the majority of the women noted their facilities remained
systematically understaffed. Althea, for example, said that at the private LTC
institution where she works, a lack of finances is continually used to justify
not hiring an adequate number of HCAs:
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Even where we’re short [of staff]… they [management] don’t want
to pay overtime because of their budget. It’s a new management…
and they’re always talking about the budget. Everything is budget,
budget, budget. Like, why are you guys talking about the budget
to us? You know, we’re not [focused on] finances here. We’re
health-care aides.
Ligaya, who immigrated to Canada from the Philippines through the
Caregiver Program and has been working at a public LTC institution in
Calgary for five years, also noted the focus on saving money means her
workplace is consistently understaffed, which makes her own job harder, and,
she said, potentially puts HCAs and residents at greater risk of contracting
COVID-19:
They [management] just want the work to be done and the
residents to be safe because they’re making money from that…
Especially the recent administrator… it was really bad because
she doesn’t care at all about the staff. She just cares about money
coming in… I don’t want my unit short-staffed. Because lacking
staff affects everybody…. If you are lacking staff, you cannot do a
job properly. Short cutting puts us into an unsafe situation that
we don’t like.
Ruchi, who works at a private LTC institution, stated she spoke to her
management about a need to hire more staff, but she was ignored:
During a COVID outbreak, a couple of months ago, we were
short of staff. I went to the management… I had a big argument
with the director of my building. I told her ‘You know, I’m sorry
to say this to you, but this is not the time that you guys should be
talking about the budget. Because, you know, the budget is not
most important. The residents, the workers are most important.’…
They didn’t have a word to say back to me…. Like, always talking
about the budget. That’s really, really sad, especially with the
pandemic.
Despite severe staffing shortages in LTC, exacerbated by the provincial
single-site work policy, many of the interviewees noted their management
remained reluctant to provide permanent and/or full-time employment to
HCAs, preferring to bring on casual workers or relying on temp agencies to
fill staffing gaps. The interview participants suggested this, too, was likely
due to efforts to reduce costs and increase flexibility by management, as, in
most cases, casual HCAs are not provided the same extended health and
dental benefits as full-time staff or owed similar vacation days or pay. The
interviewees also suggested casual staff or HCAs from temp agencies were
preferred by management because it sheltered them from owing HCAs
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severance or pay if they tested positive for COVID-19. All of this, the
immigrant women HCAs noted, was increasing work precarity in LTC.
Chesa, who does not have a permanent position (a “line”) at her private
LTC workplace, voiced frustration at the inequity of her employment status,
especially given the current health threats her job presents. As a result, she
plans to leave her current workplace as soon as it is feasible for her:
It hurts me that I do everything for them [her employers]. I give
everything for them. All my knowledge, all my skills… If they
want me to do overtime, or if they want me to do seven days
working straight, I do it for them. I really give everything to them,
but then they can’t give me a line….So I don’t want to risk my life,
or I don’t want to risk my mom or my child getting sick to be a
superhero if I don’t have a line. They’re just using me if someone
needs to have vacation… If they give me a line – a permanent
line - after I’ve worked hard here for three years, maybe I would
choose to stay. But nope, they do not.
Ileana, who moved to Canada with her husband and children from Romania
and has been working as an HCA in a public LTC institution for the last
six years, also has a casual HCA position. Ileana stated she is subject to
the whims of her employer with regard to whether she gets work on not in
any given week. She, too, highlighted the major challenges of not having a
permanent position:
I don’t have any benefits. I cannot go to the dentist. I cannot go
to a massage. I cannot go to take my daughter to psychology,
psychiatry, whatever, because she has some anxiety problem since
this COVID started. I cannot take her because it costs money.
Many of the interviewees said the increased use of staff from temp agencies
during times of COVID-19 outbreak in LTC, rather that hiring permanent
workers, came at a cost to resident and HCA well-being. They noted many
of the temp agency staff arrived without proper training or co-ordination.
While this is certainly not the fault of the temporary staff, who are typically
in even more precarious work circumstances than HCAs with regular
positions, the result, according to the interviewees, was an increased
workload. Many of the interviewees stated the HCAs already working in the
LTC site often had to train agency staff while still doing their regular jobs.
This, too, they attributed to a focus by management on cutting costs and
hiring the most flexible labour available.
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Raminder, who immigrated from India with her family and has been
working as a part-time HCA since 2018, stated this lack of co-ordination led
to increased spread of the virus across the private LTC institution where she
works. However, at the same time, she recognizes the causal workers are also
being put in a vulnerable situation:
The casual people, I don’t think they are getting proper education.
And I understand, these people need a job…[But] they’re not
getting any proper education and also they’re picking up work
each time on a different floor. So, we don’t know which floor they
went to before….So it is easily spreading the virus….Because
the casual workers are only getting limited shifts and they’re not
getting any benefits. Even if they get work, you know, they are
not getting any benefits… Only whatever hours they are working
they’re getting [paid].
Aparna said the LTC institution where she works relies heavily on casual
agency staff. But she said during times of outbreak they had trouble finding
anyone willing to do HCA work, hinting at the poor working conditions:
I saw they put it [HCA job postings] on Indeed [an employment
website]. They’re putting up ads for hiring casual workers but
nobody’s giving a resume. Whoever gives [a resume] is already
hired elsewhere. And they already have ten [temporary] agency
staff or something, but most of the agency staffs are getting
positive [COVID test results] and my colleagues are also getting
positive [test results] so we’re still understaffed.
Finally, in voicing their frustration about a prioritization of profits over
quality care for residents, many of the HCAs interviewed stated management
had assigned employees to work on multiple floors or wards within their
institution during times of COVID-19 outbreak. This, they felt, put their own
lives and the lives of residents at risk, facilitating cross-contamination of the
virus. Padma, who arrived from India as a registered nurse with her husband
and children and has since worked part-time as an HCA in a privately
operated LTC institution, attributed the unsafe practice of management
moving HCAs across units at her job site to the shortage of staff:
Almost 75 per cent of the residents got it [COVID]. If a resident
is not positive, we put them in one side and the positive residents
are on the other side. No contact with the negative and positive…
But sometimes if staff is still short, then, you know what, the
management is going to say to you, ‘Whoever worked on the
positive side yesterday, you go other side and work with the
negative persons today.’ That’s not right! In my mind that’s not
right because we don’t know if I got the infection already, if the
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virus is already in my body. I can give it to them!... But they
[management] will not listen to you. Sometimes, you know, there
is no staff.
Ligaya said she ultimately spoke to management about her concerns about
cross-contamination and noted the suggestion was received positively.
However, she remains frustrated this wasn’t implemented as official policy
earlier on:
They scheduled people to work in multiple units. Which is not
OK!...There is cross contamination. That shouldn’t be allowed [to
work in multiple units] because you knew that that person came
from a COVID ward, and she came for overtime on another unit!
And that’s not supposed to happen! That’s what was going on
while in a COVID outbreak. Why is that person going to other
units? … I got to a point that I messaged the manager and said,
‘You know what, whoever works on the side that has the bigger
outbreak, shouldn’t be working on the other side!’... I was so mad
and upset …And I’m glad, because she [the manager] thanked
me for pointing this out… even though I’m only a health-care
aide. I said we should protect ourselves because in the long run,
who else will protect us?
Altogether, despite caring deeply about LTC residents and taking pride in
their work, the immigrant women HCAs interviewed had clear critiques
of the mismanagement within many LTC institutions in Calgary. They
attributed this largely to a profit orientation, particularly within private LTC
institutions, that came at the expense of quality of care and appropriate,
secure and safe working conditions for HCAs.
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4. A Need to Centre the Voices of HCAs in
Government Decision-Making in LTC
Critiques of the LTC sector in Canada suggest the “crisis” in care
provisioning made visible during the pandemic has its roots in decades of
underfunding and creeping privatization (Armstrong & Armstrong, 2009;
Canadian Life and Health Insurance Association, 2014; Hsu & Lane, 2020;
Lightman & Baay, 2021). Tellingly, recent data from B.C. documented that
private LTC institutions fared worse during the pandemic – with the largest
share of overall outbreaks, as well as a disproportionate share of the worst
outbreaks. Private for-profit LTC homes in B.C. have also been shown to pay
employees less and spend less on resident care, suggesting a prioritization of
shareholders over quality of service provision (Carman, 2021; Longhurst &
Strauss, 2020).
In Alberta, 47 per cent of the LTC homes in the province are publicly owned,
28 per cent are owned by private not-for-profit organizations, and onequarter are owned by private for-profit organizations (Canadian Institute
for Health Information, 2020). Most of the LTC facilities hardest hit by the
pandemic in Alberta have been for-profit sites, including Mackenzie Towne
in Calgary, South Terrace, and the Extendicare Hillcrest continuing care
facilities (Lightman & Hardcastle, 2021). Moreover, research documents
that public LTC facilities in Alberta report higher hours of direct care
per resident than private for-profit or private non-profit institutions
(Campanella, 2016; Canadian Health Coalition, 2018).
When asked what changes they feel would help address the current crisis
in LTC in Calgary, the interviewees drew on the themes highlighted in this
report. They spoke about their need for financial security and higher pay,
protections from workplace injuries, mental health supports for themselves
and their families, and the reigning in of private profits at the expense of
quality of care. They also stated the voices of HCAs have been ignored
during the pandemic, with suggestions by management that they are “just
HCAs.”
In voicing their suggestions on how to improve LTC during the pandemic
and in future, the HCAs argued the need for increased government
involvement and investment in public LTC in Alberta. In particular, the
interviewees highlighted: a) a need to invest in both physical and human
infrastructure in LTC workplaces to ensure accessibility for residents and so
that HCAs have the supports they need at work, including unions, childcare
and health benefits; b) the importance of regular and random inspections of
LTC facilities by Alberta Health Services, done on a surprise basis without
prior notification to management; c) the need to actively solicit input from
HCAs on how best to respond to ongoing outbreaks, as they are the workers
in closest contact to infected residents; d) a recognition that HCAs are
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overwhelmingly immigrant, racialized women whose voices were and are
often dismissed or made marginal; and, e) a need for increased recognition
of the essential jobs lower wage health-care workers, such as HCAs, provide
during the pandemic as a means to revalue the care provided in LTC and
view HCAs as an essential component of the care team.
In thinking about how and why things are not working as well as they could
in LTC, Raminder made a powerful argument for the need for government
to take a greater role in ensuring best practices are followed. She argued for
further regulation of LTC to ensure equal pay for HCA workers across public
and private institutions, to limit profits, and to protect residents from unfair
costs. She also noted that where they are not unionized, HCAs are very
vulnerable and afraid to criticize:
The government has to take some… you know, make some rules
or something. Some instructions to follow. Otherwise, the private
[LTC institutions], they will only follow their own rules, right?...
The private institutions, probably, they’re looking for money,
right? They’re focused on money but [public LTC sites in the]
government sector have some limitations [on resident fees], right?
I think government has to make some rules and limitations for
the profits. Like, the residents, they are spending money also,
right? So, they have to set a limitation for that. And…they can fix
the salary of the employees... We have no union. If someone talks
to them [management]… then they will fire them [HCAs]. So no
one is ready to [talk], everyone needs a job, right?
Raminder also noted the HCAs working in private institutions, like the
one where she works, are often lower paid and more vulnerable than those
working in public facilities. Raminder highlighted the importance of having
union representation to advocate on HCAs’ behalf:
You know, the private facilities are so different… We’re getting
extra for the night shift only $2.50 (per hour) but in the AHS
or other [public] facilities, there are giving HCAs $5/hour extra
for the night shift... I heard [that at public facilities] the union is
talking for them [HCAs].
Althea, for her part, emphasized the need for better protections from
workplace abuse from residents:
I hope government will do something, you know? Like they
will recognize [the work of HCAs]. Not only because we have
pandemic, but because we exist! You know? Like, more privileges,
more protection. It’s not only for us health-care aides, but for the
front liners. Like because, for now, I don’t hear anything like that
they will protect the health-care aides from abuse or whatever.
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Ileana noted that without appropriate workplace benefits it is hard to do
the best she can at her job. She, too, emphasized that government can and
should play a larger role in applying and enforcing improved standards:
If you have a good salary, if you have good benefits, like you can
go to counsellor, you can go to acupuncture if you have back
pain or anything bothering you, if you have dental, if you have
physiotherapy or a chiropractor, then you can work well. It will
help a lot because you will be in a better shape. I cannot say that
everything will be perfect, but [if there are conditions] to make
you physically and mentally fit to work, of course, it will be better.
Ileana also stated that childcare supports were not available to her during the
pandemic. Without this, she was forced to ultimately quit her job and stay
home with her daughter. This exacerbated the staffing shortages at her LTC
work location, as well as her financial difficulties. Ileana articulated a need
for childcare for HCAs so they are able to work:
Now I am not working. When COVID started my daughter was
still small, she was doing online school. I’m by myself here, my
husband went back to Romania. Because she [her daughter] is
small, she’s doing online school. She didn’t know how to do it
by herself and I needed to kind of cut down a lot from my work
because I had her and [had] to help with her school.
When asked about the importance of AHS inspectors coming to their LTC
workplaces to ensure protocols are being followed, many of the interview
participants were skeptical that current practices are sufficient. Althea, for
example, noted her facility has been reported to AHS for not abiding by
health protocols numerous times. She said only minimal improvements have
been made:
Somebody reported them [management] to AHS. AHS came,
and all the hand sanitizers were empty. And then the hand soap
was empty…Like if you request it [more hand soap], it takes like
a week before they replace it! So, somebody reported them in
AHS. AHS came and they checked all the facility. Then [a few
weeks later] we were reported [for workers providing care across
multiple wards] because it’s a cross contamination!
Amara, a refuge from Eritrea who arrived in Calgary with her children, has
been working in a privately operated LTC facility in a part-time, temporary
position for 13 years. She noted that where she works, a lot of preparation is
done before inspectors come to ensure the site receives a positive assessment.
She suggested it is problematic that her management is made aware of AHS
inspections beforehand, as they can “clean up house” and present conditions
as better and safer than they typically are:
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If you tell me, ‘Today I’m coming [into] your house as a guest’, I
know my washroom is always [going to be] clean. But if you come
without telling me [and] surprise [me], you will see a surprise…
They [management] know [when AHS inspectors are coming].
They tell the housekeeping - they tell them to clean all the walls,
[get] everything organized, [they] hire extra staff. Everything
[about how it was] before, you never see. But as soon as they
[inspectors] leave, it’s different. So, the Alberta Health, they
shouldn’t tell [beforehand] when they will come.
In addition to highlighting the importance of regular and impartial oversight
of LTC management by AHS inspectors, many of the HCAs noted they often
felt taken for granted or made invisible at work. Many said input from HCAs
was conspicuously not solicited during conversations among management
and nurses about best practices during times of outbreak. The women
interviewed articulated this was a problem, given that they were and are
the ones doing most of the on-the-ground work with residents. Ligaya, for
example, noted that where she works, all instructions about best practices
during the pandemic came from management via email. She said at no point
did management solicit feedback from HCAs or even ensure the instructions
were understood:
We don’t have meetings with the managers ever as staff. They just
tell us [what to do] by email….Nobody asked our opinion about
what we are going do, or what we recommend to lower the [case
counts for the] rest of the outbreak. Nobody asks us… They just
said ‘Oh, there is a note by the door identifying infected residents.
And let’s be safe guys.’ … Like, no one cares about your opinion
or no one cares about how you work [as an HCA]. They just send
all the emails, [put up] the signage, and then it’s up to you to
figure it out….The manager should be coming in and talking to
us, checking on us and seeing if we suggest things that needs to be
done to avoid [another outbreak].
The majority of the HCAs similarly spoke of being left out of strategizing
about the best ways to structure LTC, both prior to and during the pandemic.
This was notwithstanding their awareness that they are doing a job that is
often considered “dirty” and undesirable to non-immigrant workers. All the
interview participants estimated that between 70-100 per cent of the HCAs
in their workplace were not born in Canada. They referred to the job of
being an HCA as “immigrant’s work” and suggested this was why their wages
are low, their work not properly recognized, and they are often made to feel
invisible. Thus, in discussing these problems, the intersectional inequalities
they experience at work were revealed.
30

M o re than “Ju st a Heal t h- Care Aide” : I mmi gra nt Wo me n Sp e a k a b o u t t h e COVID - 1 9 Cr i s i s i n Lo n g -Te r m Care

Onyeka, for example, noted there is a disconnect between the work done by
HCAs and the perspective of management in LTC. She said if she were in
charge, she would make sure HCAs and cleaners were able to share in the
decision-making process in LTC:
To say that I was heard at the beginning of the pandemic, I would
be lying…Even if you tell somebody this and this and this - we
need this, this is wrong… then they just hear you, but [there is]
no action… So you don’t feel that you were listened to, right? We
just talk, talk and talk. And you know they [management] have
never been in our shoes, like, [they don’t understand] the way we
work, right? So they’re just there observing the big picture. But
really, they don’t know what you are doing, step by step, they don’t
understand how hard it is…If they gave me the power, I would
just listen to everyone, you know? No matter if it’s housekeeping
- I have to know about the challenges they have in their job…So
I’m going to listen the lowest position on the floor, right?...We are
health-care aides, we are housekeeping, but still we have a head
that thinks, right?…You just have to listen to everyone, right? No
matter how small in the company they are.
Amara noted that as immigrants, many HCAs have no choice but “stay in
this kind of job” due to a lack of alternatives. This, she said, is despite the fact
that most HCAs she knows have training in more professional health-care
occupations, such as nursing, from their home countries. Onyeka also noted
the only non-immigrants in her LTC site are in top management positions.
Onyeka said even her direct supervisor is often afraid to push back about
unfair work practices:
When your supervisor is an immigrant too, even if you guys
are complaining, he or she will try to tell you ‘You know, we
can do that’ even if the condition is not right… Like, they don’t
want to be trouble… They don’t want to be in the face of the
management… So it is hard to push back.
Padma echoed this feeling of injustice and powerlessness as an HCA:
You know, I’m not saying we [HCAs] are the important ones, but
we also have some suggestions for improving things, no?
Collectively, the interview participants expressed consistent frustration that
their insights as front-line workers during the pandemic were largely not
being taken into account. Finally, in thinking about how to move forward
to a better status quo, the importance of better recognition of the essential
work being done by HCAs in LTC was repeatedly emphasized by the
women. The interview participants stated that as HCAs they are not valued
as skilled members of the care team and nor are their suggestions or insights
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included in institutional decision-making processes. Notably, this is the
case in both private and public or not-for-profit LTC sites. Thus, the women
emphasized there is a complex interplay between staffing ratios, funding, and
organizational culture and climate, and that solving only one or two of these
issues would be insufficient. They suggested a fundamental re-configuration
of the role of HCAs play in LTC is needed to recognize them as skilled and
valuable members of the care team. Ligaya stated this case by suggesting it is
a matter of fairness:
HCAs are… the ones dealing one on one with them [infected
residents]. Getting all the fluid that comes out. We are the ones
taking all the care. ADLs [Activities of Daily Living], activities,
we are the ones exposed to them. I don’t think there is fair pay for
all health-care aides. I would say it’s not. Because we’re putting all
the work in, more than anyone else!...HCA’s should be recognized
and appreciated more. Or, I will not say more, like, fairly.
In sum, the interviews with immigrant women HCAs in Calgary highlighted
that they are aware their work is being financially undervalued and the
physical and mental health implications of their work is not being adequately
acknowledged or supported. They feel strongly that management structures
are oftentimes prioritizing profits over quality of care and there is a need for
a larger role for government in regulating and investing in LTC. They wish
for society to better understand that their voices, as on-the-ground essential
workers, are valuable and integral to envisioning how LTC can function
better for workers and residents.
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Looking Forward: Conclusions and Policy
Recommendations
The themes identified in this report highlight that the pandemic can and
should be a potential turning point – a time when society starts to truly
care about care. As Dr. Theresa Tam, Chief Medical Officer of Canada, said,
quoting Professor Lightman, “As it stands, the most vulnerable workers are
providing the most essential services to the most vulnerable clients under the
worst working conditions,” (MacCharles, 2020).
Below, 12 key recommendations are presented, based on information
provided by the interview participants. These recommendations, in
combination, provide guidance (rather than a detailed road map) on how
to move forward and improve workplace standards for HCAs in LTC in
Alberta, as well as more broadly across Canada.
Increase compensation and protections for HCAs in LTC:
1. Raise hourly wages for all HCAs and ensure privately operated LTC
institutions do not pay less than public institutions
• A liveable wage is critical for all workers to ensure they are
able to financially support themselves, as well as dependent
family members. The Alberta government’s recent review of
continuing care highlights the inequitable compensation of
HCA wages between LTC facility ownership types, as well
as the need for improved wages and overtime pay for HCA
staff to facilitate better retention of workers. Thus, Alberta
is currently at a critical juncture, and now is an opportune
time to implement progressive reforms, including
increasing government standards on HCA pay in LTC. In
particular, all LTC institutions that receive public funding
can and should have legally binding standards regarding
HCA pay and ensure wages are provided at a pace that
adjusts for inflation and seniority/experience and properly
recognizes the essential work being done. All HCA wage
disparities between public and private institutions must be
eliminated.
2. Implement guaranteed paid sick days for all HCAs in LTC
• Following recent calls by the Alberta New Democratic Party for
the government to implement 10 days of paid sick leave, there
is growing public understanding that this is a critical measure
necessary to stop the spread of COVID-19 and, more generally, to
ensure the safety of workers and residents in LTC. HCAs require
sufficient days of paid sick leave funded by government or costshared with employers in the case of for-profit LTC institutions.
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Paid sick leave will help ensure HCAs are not forced to use their
personal vacation days in lieu of sick leave or to continue to
work out of financial necessity when they are unwell. As well,
government must ensure family members of HCAs who must
also isolate due to (potential) COVID-19 exposure are also
compensated for any time off of paid work. Notably, despite a
call to employers to offer more paid sick days to LTC staff in the
government’s recent review of continuing care (a call without
any sanctions if it is not followed), no recommendations for
guaranteed sick leave were included.
3. Legislate higher staff-to-resident ratios within LTC
• Current legislation (Nursing Homes Operation Regulation, Alta Reg
258-1985, s 14), mandates 1.90 paid hours of combined nursing
and personal services per resident per day in LTC in Alberta. To
ensure better quality of care for residents and fewer workplace
accidents for HCAs (many of which are tied to understaffing and
consequent rushing on the job to complete all necessary tasks),
government should substantially increase the current standards on
staffing ratios in LTC to at least 4.5 hours of care per resident per
day4 as suggested in the provinces’ 2021 review of continuing care.
Higher staff-to-resident ratios will improve daily work conditions
for HCAs and increase quality of care for vulnerable residents.
At the same time, there is a need to improve enforcement and
monitoring of such staff-to-resident ratios to ensure all institutions
are consistently following current guidelines.
4. Promote unionization for HCAs in all LTC settings
• Given widespread evidence of higher HCA pay and benefits,
improved quality of resident care, and lower rates of COVID-19
infection within public and not-for-profit LTC institutions Canadawide, efforts should be taken to increase unionization for HCAs
across all LTC settings. Simultaneously, government can and
should facilitate this process, for example, by legislating cardbased certification and eliminating mandatory certification votes.
Prioritizing the voices and collective action measures of HCAs
is a critical step toward concretely improving their employment
standards.

4
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Research suggests that a minimum of 3.8 - 4.8
hours of direct care per resident per day in LTC
is necessary in non-pandemic circumstances,
with suggestions that closer to 6 hours are
needed to meet increasingly complex care
needs and precautions during the pandemic
(Graff-McRae, 2021; Harrington et al. 2020).
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5. Reduce or eliminate the use of casual employees and temp agencies to
staff HCAs in LTC
• LTC institutions across Canada are increasingly reliant on casual
employees and temp agency staff as a stopgap measure to provide
resident care at a lower cost. However, such work is inherently
precarious and temp staff often do not receive equivalent
training to regular HCA staff. Government can and should create
financial incentives to hire permanent and full-time HCA staff
in LTC (another call that echoes the suggestions of the Alberta
government’s recent review of continuing care) and/or mandate
that a certain proportion of LTC staff must be permanent or fulltime in each institution. At the same time,all casual, temporary
or part-time HCA staff should receive the same benefits and rate
of hourly pay as full-time or permanent staff would also go a
long way toward removing incentives by employers to hire casual
employees or temp agency staff in LTC.
6. Increase supplementary health and mental health benefits and
supports for HCAs and their families
• Many HCAs in LTC in Alberta, and specifically those without
permanent or full-time positions, have minimal or no access to
supplementary health and mental health benefits essential to their
well-being and that of their families, both during the pandemic
and when the transition is made to a post-pandemic society. In
particular, access to regular dental care, physiotherapy, massage
therapy and psychology services must be provided to all HCAs
working in LTC, as well as their families, at minimal or no co-pay.
Such benefits would likely result from recommendations #4 and #5
above, as unionization and increasing regularization of HCA staff
would be important means to increasing their access to critical
health and mental health supports. This recommendation also
aligns with the recent recommendations provided by the Alberta
government’s review of continuing care.
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Improve oversight, transparency, and equity within Alberta’s LTC sector:
7. Reverse current trends toward investing further in private for-profit
LTC
• As of Feb. 3, 2021, the Alberta government announced it will
provide additional one-time funding5 to continuing care beds to
assist with COVID-19 expenses. This substantial investment could
prove a valuable opportunity for Alberta to shift its balance away
from for-profit LTC in favour of not-for-profit and publicly funded
institutions. Such an investment would reject the punitive and
short-sighted recommendations provided in the 2019 Ernst and
Young review of AHS, which recommended government divest
and sell Capital Care and Carewest LTC to third-party providers
for a one-time source of revenue. Instead, all government funding
of LTC going forward in Alberta can and should be directed
primarily to publicly operated and not-for-profit institutions,
which have measurably better outcomes for residents and workers.
In addition, government must increase investments in alternatives
to institution-based care, while ensuring HCAs across all sectors
are fairly compensated and protected by unions, regardless of their
location of employment.
8. Increase unannounced government inspections of LTC and implement
more severe operator repercussions when standards are not followed
• Announced inspections of LTC allow for management to preemptively make improvements in anticipation of an inspector’s
arrival, with no incentive to maintain such changes after the
inspection concludes. As well, without rigorous follow-through by
government, such inspections are meaningless. Current legislation
gives legal authority to AHS to inspect LTC institutions, but there is
a need to shift policies to make inspections more unpredictable and
to use facility-level data to better target under-performing facilities.
At the same time, the government should substantially increase
current fines for non-compliance within the Nursing Homes Act
(RSA 2000, c N-7, s 20), which currently provides for only $5,000
fines to operators in contravention of the Act. By comparison, in
Ontario, maximum fines range from $100,000-$500,000. Alberta
should implement similar fines to Ontario for non-compliance as
part of its revisions to continuing care legislation and these fines
must be imposed.
5
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$68 million to continuing care, supportive
living, mental health and addictions
residential treatment facilities in combination
(see https://www.cbc.ca/news/canada/
edmonton/alberta-jason-kenney-continuingcare-support-tyler-shandro-1.5899259).
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9. Ensure that all HCAs in LTC are prioritized for PPE, vaccination, and
any and all other protections against current and future pandemic
outbreaks
• Pandemic safety measures are necessary for all HCAs, regardless
of their employment status or place of work, to guard against
current and future outbreaks in LTC and to protect vulnerable
LTC residents. In conjunction with a range of stakeholders
(including LTC operators and staff, Accreditation Canada, as
well as academics, think tanks, and policymakers), the Alberta
government should develop a revised sector-specific plan for
pandemic preparedness in LTC immediately. Such a plan would
ensure, for example, that in future HCAs in LTC have adequate
PPE available from the start of a pandemic and are immediately
prioritized during times of vaccine rollout; it would also assess if
and how current infection control practices are inadequate in LTC,
and it would review public health orders around LTC visitors and
HCAs working across multiple LTC facilities or on multiple floors
within single facilities. The aim must be to create a plan that can be
implemented quickly and consistently at LTC sites in the future.
10. Provide adequate social supports for safe and secure working
conditions for HCAs in LTC
• HCAs not only require access to full-time and permanent positions,
fair wages and benefits, and adequate pandemic safety protocols,
they also require a range of social supports to provide the best
care possible in LTC in a sustained manner. In conjunction with
the above recommendations, this includes providing safe and
convenient transportation for HCAs to and from work facilities,
emergency housing for self-isolation when necessary, and access
to low cost or free childcare while they are at work. Such measures
must be part of post-pandemic recovery planning to address the
current “she-cession” in Canada and to build back better for the
benefit of Alberta’s essential workforce.
11. Increase diversity in leadership positions within LTC, and implement
mandatory Equity, Diversity and Inclusion (EDI) training for all levels
of LTC management
• Given the vast overrepresentation of women, immigrants and
racialized populations within HCA positions in LTC across
Canada, there is a need for recognition of existing intersectional
inequalities and systemic racism within many LTC institutions.
Concrete measures to begin to address this going forward would
include increasing diversity among leadership within LTC as well as
mandatory EDI training for individuals in positions of power over
HCAs at work. Such changes would facilitate improved workplace
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culture within LTC for HCAs, along with regular, ongoing and
public collection and reporting of data on the demographic
profile (gender, race and immigrant status), health outcomes and
experiences of racism and exclusion of HCAs in LTC as a means to
facilitate improved data-informed decision-making in future.
12. Ensure the voices of HCAs are included in all decision-making
processes within LTC going forward
• Recognizing the important contributions HCAs can make to
public conversations about reform and improvement of the LTC
sector will help ensure the current crisis is not repeated. Going
forward, the voices of HCAs must be included in all decisionmaking about LTC at the institutional level and all levels of
government decision-making. Notably, HCAs in Alberta are
soon to become a regulated health profession under the Health
Professions Act (Health Statutes Amendment Act, 2020 (No. 2), SA
2020, c 35). This may provide a window of opportunity to create
sustained relationships between the college and government, and
to improve and standardize professional and training standards
and employment protections for HCAs. In addition, policymakers
must work with HCAs in all pandemic-preparedness planning to
prioritize these workers’ expertise in implementing improvements
in LTC in future.

The changes outlined in the policy recommendations above will require both
a shift in the value we ascribe to care work, as well as major reinvestment in
caring infrastructure (both human and physical). While many of them echo
the suggestions of the recent Alberta government’s review of continuing
care, based on their track record there is serious reason to doubt the current
government plans to provide the sustained financial supports necessary to
implement these reforms. Yet, these are necessary steps if we are going to
get serious about addressing our LTC crisis and protecting and supporting
HCAs and the vulnerable residents they serve. Though some may perceive
them as “just” HCAs, the women interviewed in this report know and live
every day the inequity and injustice of their employment realities. They
know what we need to do going forward and have suggestions on how to get
there. All that’s missing is the political will to act.
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Appendix A: Interview Guide for Immigrant
Women HCAs Working in LTC in Calgary
During the COVID-19 Pandemic
Background:

What is your name?
What year were you born?
Where were you born/when did you come to Canada?
How did you come to Canada? (e.g. through the family class (sponsored), as
an economic immigrant, through the federal the caregiver program, or are
you a refugee?)

Typical Working Conditions:
Please describe your job:
How long have you worked as an HCA in Calgary?
How many LTC institutions do you work at?
How many hours do you receive weekly in each job?
What is the name of the LTC institution(s) where you work? (note: this
will be kept confidential)
Are/is this LTC institution(s) you work at public or privately operated?
What tasks do you do on a daily basis?
How many clients are you responsible for during a typical shift?
Are you part of a union?
How/why did you initially take a job as a Health-care Aide?
Was this the type of job you intended to have prior to arriving in
Canada?
Did you work as an HCA prior to moving to Canada? If not, what was
your job?
Is your background similar or different to other HCAs where you work?
Have many residents in your LTC institution been infected w/ COVID?
Have many died? What about the HCAs? Have you personally tested
COVID positive?

Impact of COVID-19 on HCA Work:
What was the best and worst parts of your job BEFORE the pandemic?
What are the best and worst parts of your job NOW (during the pandemic)?
How your job changed since the pandemic?
Has it affected how many hours you work?
Has it affected how many clients you are responsible for?
Has it affected the types of tasks you perform?
How has the pandemic impacted life for the residents at the LTC institution
you work at?
What happened when the pandemic first hit your institution?
Did you feel you were prepared adequately?
How could things have gone better?
What was the process of changes being made (e.g. introducing PPE)?
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How has the pandemic impacted your work each day?
Do you feel adequately protected at work right now? Why?
Do you think the residents in your institution are adequately protected?
Why?
Has the pandemic increased or decreased your workload? Is this your choice?
How did you choose which LTC location to continue working at?
How is your job harder or easier than it was before the pandemic?
Have you received the COVID19 vaccine?
Was it your own choice to take it or not take it?
Do you have any concerns about it?
Do you feel that you have any power to change things at your workplace?
Can you think of a time your union helped you or improved your working
conditions?
Why do you think it is mostly immigrant women who work as HCAs in
LTC?
Do you want to keep doing this work until you retire?
If not, what job do you hope to have in future?
Has the pandemic had an impact on your future plans for work?

Broader Impacts of COVID-19:
Do you feel HCAs are paid enough money for the work that they do? Why or
why not?
Do you struggle to make ends meet?
Are you making more, less, or the same $ as before the pandemic? Why?
Has the pandemic affected your personal safety? How?
Is your job more or less physically demanding now than it was before the
pandemic?
Are you concerned about your physical health right now? What would make
it easier?
Are you concerned about your mental health right now? What would make
it better?
Do you worry that your job will lead to infection of your family members?
What do you do to try and reduce the chance of this?
Has the pandemic affected how you think about your work for the future?
Do you see yourself doing this job for a long time?
Do you feel you have other options for work?
Do you think the public understands or cares about the work that HCAs do?
Does being an “essential worker” impact how others treat you?
Do you feel that the pandemic has changed how others think about your
job (e.g. made them appreciate you more)? If so, do you think this will
last after the pandemic?

40

M o re than “Ju st a Heal t h- Care Aide” : I mmi gra nt Wo me n Sp e a k a b o u t t h e COVID - 1 9 Cr i s i s i n Lo n g -Te r m Care

Suggestions for Policy Reform in LTC:
If you were the head of the place you work, what changes would you make to
help HCAs? To help the residents?
What barriers get in the way of these changes?
Do you think there is enough regulation of LTC?
How often do you see inspectors?
Did you know in advance they were coming?
How do you think your LTC institution has done during COVID compared
to other LTC institutions (better or worse)? Why?
How has wearing PPE changed your job?
Do you have paid sick leave if you need to quarantine? Who pays for it?
Do you think the government invests enough money in LTC?
Do you have benefits at your job that help you stay healthy?
Looking back on the pandemic so far, why do you think people talk about a
“Crisis in long-term care?” Do you think that the voices of HCAs have been
heard by the Canadian public during the pandemic?
Do you think the pandemic will change the job of HCAs in future? How?
Is there anything else you’d like to add?
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Appendix B: Descriptive Demographic
Data on HCA Interview Participants
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Birth Country
Bosnia
Democratic Republic of Congo
Eritrea
India
Nigeria
Philippines
Romania
Sudan
Total:

N
1
1
2
7
3
9
1
1
25

Immigration Pathway to Canada
Family Class
Skilled Worker (PR)
Refugee
Caregiver Program
Total:

N
7
8
4
6
25

LTC Operator Type
Public
Private
Total:

N
9
16
25

Length of Time Working at LTC Institutions
Unknown
1 Year or Less
2-7 Years
7 Years or More
Total:

N
1
6
14
4
25

Work Hours
Full-Time
Part-Time
Unknown
Total:

N
11
12
2
25
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Employment Status
Permanent
Temporary
Unknown
Total

17
7
1
25

COVID-19 Outbreak at Institution
Yes
No
Total:

N
25
0
25

Caught COVID-19 Personally
Yes
No
Total:

N
5
20
25
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