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Executive Summary
The state of health care for Alberta’s seniors has long been a serious
concern, with a decade-long shift from long-term care beds to lessresourced, less-expensive, and less-regulated “supportive living”
spaces leaving the frailest seniors at greater risk of not receiving the
proper level of care. At the same time, government policy has allowed
a significant, front-line presence of private for-profit companies in
delivering long-term care to seniors.

Residential Care in Alberta
As of March 31, 2016 there were 14,768 long-term care (LTC) beds in
Alberta and 9,936 designated supportive living (DSL) beds. Including
an additional 243 palliative care or hospice beds gives a total of 24,947
continuing care beds in 2016.
The trend in Alberta since 2010 has been a relatively stagnant number
of LTC beds coupled with significant growth of DSL beds. In 2016,
Alberta had 377 more LTC beds than it did in 2010, or an increase of
2.6%. The number of DSL beds, on the other hand, increased by 4,770,
or an increase of 92.3%. Accordingly, the percentage of Alberta’s
continuing care beds that were classified as DSL as opposed to LTC
grew from 26% in 2010 to 40% in 2016. This means that nearly half
of the beds available in the province for elderly Albertans in need of
24-hour health care do not have a registered nurse on-site and are not
subject to minimum staffing requirements.
Of the 24,947 continuing care beds that existed in 2016, 5,258
(21%) were operated by AHS or a regional health authority, 10,808
(43%) were run by for-profit corporations, and 8,881 (36%) were
run by non-profits. Since 2010, the number of continuing care beds
in government-run facilities has decreased, while the number of
privately owned beds, and to a lesser degree non-profit-owned beds,
has increased significantly. In the last seven years, Alberta has lost 333
beds in public facilities while private, for-profit facilities have added
3,255 beds.
Since 2013, there has been little to no movement by either the
previous Progressive Conservative government or the current NDP
government to address the shortage of long-term care beds. The
current government has fallen far short of its election commitment to
open 2,000 public long-term care beds by the end of 2019, including
500 new beds in 2015. It has also continued the previous government’s
1
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approach of deregulating and privatizing residential senior care: of the
951 continuing care beds added after the NDP formed government,
75% have been supportive living and 55% have been in for-profit
facilities.
The dearth of LTC beds has been a problem that has grown over many
years and will become even more acute in the future, as the senior
population in Alberta is growing both absolutely and as a proportion
of the overall population. The growth in the older senior population
(85 years and over) coupled with a stagnant number of long-term care
beds has meant that the bed availability rate (the number of LTC beds
per 1,000 aged 85 and over) has fallen almost in half since 2001.

Comparing Levels of Care
The level of care provided in long-term care facilities varies
significantly by ownership type. Publicly run LTC facilities provide
more health care to residents than do privately run and non-profitrun facilities. On average between 2011 and 2013, registered nurses
(RNs), licenced practical nurses (LPNs), and health care aides in
public facilities provided 4 hours of direct health care to each resident
each day, compared to 3 and 3.1 hours per day in non-profit facilities
and private, respectively. Critically, over the three years of data no
type of facility met the level identified by a landmark US study as
the minimum required to limit preventable decline in the health of
residents.
Each type of facility failed to provide the minimum recommended
level of care from RNs and health care aides, and each type of facility
surpassed the minimum recommendation for LPNs. Public facilities
on average provided residents with the highest level of staff time
from RNs and health care aides, while non-profit facilities provided
residents significantly more time with LPNs. Private facilities,
however, provided residents below-average levels of care from each
type of staff.
The data shows little divergence in hours of care provided by
recreational staff and therapists (mostly physiotherapists) among the
three types of facility ownership. There were significant divergences in
some of the service staff categories, with a much larger administrative
staff presence per resident in non-profit facilities and far less staff
responsible for meeting the food requirements of their residents in
private facilities.
2
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According to Statistics Canada’s Long-Term Care Facilities survey,
public facilities are the only ones that on average over the three
years examined spend most of their revenue on nursing staff. On
average between 2011 and 2013 public LTC facilities spent 59%
of their total revenue on employing registered nurses, licensed
practical nurses, and health care aides. In comparison, private
facilities spent 48% of their revenue on nursing staff over that same
period, and non-profit facilities just 44%.

Conclusion
Long-term care in Alberta continues to be defined by three
troubling realities:
1. The availability rate of long-term care beds, measured in
relation to seniors at and over the age of 85, has plummeted
over the last 15 years.
2. For each ownership type, the average facility is understaffed.
Between 2011 and 2013, none of the facility ownership types
– public, private, and non-profit – provided the required 4.1
hours of care to residents per day.
3. The provincial government continues to fund for-profit longterm care facilities despite the fact that they provide an inferior
level of care compared to publicly run facilities.
With these three major issues, it is clear that elder care in Alberta
remains in a state of crisis.

3
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1. Introduction
The state of health care for Alberta’s seniors has long been a
serious concern. Accommodating and caring for seniors in need
of assistance technically falls outside of the federal Canada Health
Act, so provincial governments have some jurisdiction over how
it is provided. In Alberta, this has meant the familiar budget cuts,
privatization, and mismanagement that have imperiled public services
more broadly, along with damning reviews by the Auditor General
and others. In recent years, widely reported deaths of two seniors in
a long-term care home has kept the quality of health care in these
facilities top of mind.1
Three key issues in the debate over long-term care (LTC) in the
province are:
• the availability of LTC beds,
• the quality of care provided, and
• the role of for-profit companies.

“

The provincial
government’s decadelong emphasis on the
less-resourced, lessexpensive, and lessregulated “supportive
living” displaced, rather
than complemented,
the province’s stock of
long-term care beds.

The provincial government’s decade-long emphasis on the lessresourced, less-expensive, and less-regulated “supportive living” has
displaced, rather than complemented, the province’s stock of longterm care beds.2 This process of “deregulation” has left the frailest
seniors at greater risk of not receiving the proper level of care.3
Those long-term care facilities that have survived budget cuts and
closures are drastically understaffed, falling short of what research has
indicated should be the minimum staffing levels.4 At the same time,
government policy has allowed a significant, front-line presence of
private for-profit companies in delivering long-term care to seniors.
Large, multinational corporations, as well as small- and medium-sized
companies, are currently paid to operate long-term care homes by
the same government that operates its own facilities through Alberta
Health Services (AHS). These corporations profit from the delivery of
health care to seniors, which inevitably means the diversion of public
funds from front-line service delivery to the personal bank accounts
of corporate shareholders.
These three interconnected issues were previously addressed in the
2013 Parkland Institute report, From Bad to Worse: Residential Elder
Care in Alberta. The report analyzed data from 1999 to 2009 and
found that there was a dangerously low level of health care being
5
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provided in many of the province’s residential care facilities. In the
designated supportive living sector, the report found some evidence
of a “care gap” and a striking lack of available information regarding
the operations of this rapidly growing form of care. In the long-term
care sector, the report found a highly divergent level of care provided
in homes based on their ownership type. Publicly run facilities had
gradually climbed from well below the recommended minimum to
finally meeting the recommended level of quality care in 2009. While
privately run facilities, and to a lesser degree non-profit facilities,
consistently fell far short of even the minimum level of care.5 At the
same time, the report found that privately owned residential care
facilities, especially those categorized as assisted-living facilities, were
exceptionally profitable.6
In response to these findings, From Bad to Worse offered five
recommendations to the provincial government to improve the state
of residential elder care in Alberta:
• advocate for the expansion of medicare to include residential
seniors care,
• ensure adequate staffing in all facilities,
• phase-out for-profit facilities,
• improve the availability of information on the sector, and
• establish a seniors advocate.
Moreover, the report pointed to two existing programs in the province
that served as promising models of how to transform the delivery of
senior care: the Comprehensive Home Option of Integrated Care for
the Elderly (CHOICE), and the Seniors’ Lodge program. Expanding
these successful programs, it was argued, would improve the lives of
seniors across Alberta.
But what has happened since this report was published in 2013? The
following report uses the most recent data from Statistics Canada to
provide an updated analysis of the state of long-term care in Alberta.
As in the previous report, the key questions remain:
1. Are there enough long-term care beds in the province?
2. Should staffing levels be raised?
3. Does profit-making in long-term care impact the level of health
care provided to residents?

6
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Data
One source of data for this report is Statistics Canada’s Long-term
Care Facilities Survey (LTCF). The survey ran from 2011 through
2013. It is a mandatory survey sent to all facilities that provide
professional nursing care or supervision to residents. Such facilities
can serve various purposes, sometimes at the same time. Facilities
can care for people with addiction problems, people with physical
challenges, and/or those requiring psychiatric treatment. The LTCF
data analyzed for this study is limited only to those facilities that
primarily serve residents whose principal characteristic is, according
to Statistics Canada, being “aged.” Calculations in the study use the
imputed data as reported by Statistics Canada.
When Statistics Canada began the LTCF survey in 2011 it was to
replace the Residential Care Facilities (RCF) survey, which had run
since 1974. The LTCF used the same survey questions as the RCF but
targeted a more specific group of residential facilities: those providing
medical care or supervision. Because of this change in who responds
to the survey, it is difficult and problematic to compare the two data
sets. Therefore, this study only uses the three years of data available
from the LTCF, which is from 2011 to 2013.
While the LTCF survey is mandatory and attempts to be
comprehensive, in reality it only measures some of the province’s LTC
facilities. In the years covered in this report, the number of beds that
were covered by the responses was 13,466 in 2011, 11,422 in 2012,
and 13,013 in 2013. This compares to the 14,449, 14,613, and 14,554
beds that existed in those years, respectively.7 Therefore, between 78%
and 93% of the LTC beds in the province were accounted for in each
year of the survey.

7
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2. Residential Care in Alberta
“Continuing care” is a misleading term used by both the current
NDP and former Progressive Conservative government in Alberta. It
refers to both long-term care and designated supportive living, when
speaking of residential options, which has the effect of obscuring the
very important differences between the two (see Glossary on page
25).

“

“Continuing care”
is a misleading
term used by
both the current
NDP and former
Progressive
Conservative
government in
Alberta.

Supportive living is promoted as a sort of bridge between home
living – where a senior receives supports to be able to continue
living in their own home – and long-term care. It is intended for
residents whose health needs would be best met living in a facility,
but are thought not to require the level of care available in long-term
care homes. Alberta Health subdivides supportive living into five
categories based on the level of care required by residents, the three
most intensive of which are referred to as “designated supportive
living.” The government regulates access to these beds, and they are
governed by a contract between Alberta Health Services and the
building operator. At these facilities, registered nurses are available
only on an on-call basis, and only health care aides (Level 3) or health
care aides and licensed practical nurses (Level 4 and Dementia) are
staffed continually on-site.
Long-term care facilities, which under the government’s definition
includes only nursing homes and auxiliary hospitals, have registered
nurses, licensed practical nurses, and health care aides on site 24
hours a day. Moreover, long-term care facilities are governed under
the Nursing Homes Act or the Hospital Act, much of which focus
on the quality of health care that must be provided in such facilities.
Supportive living facilities, on the other hand, are subject to much
more vague standards of care that critically do not include minimum
staffing requirements.8
As of March 31, 2016 there were 14,768 long-term care beds in
Alberta, as shown in Table 1 below. Of these, 5,610 were located in
auxiliary hospitals and 9,158 were in nursing homes. There were also
9,936 designated supportive living beds: 1,538 Level 3, 5,739 Level 4,
and 2,659 Dementia. Alberta Health also includes the 243 palliative
care or hospice beds in their count of continuing care beds. Adding
these together gives a total of 24,947 continuing care beds in 2016.

8
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Table 1: Number of Continuing Care Beds, 2010–20169
2010

2011

2012

2013

2014

2015

2016

DSL 3

1,498

1,537

1,580

1,552

1,565

1,544

1,538

DSL 4

3,668

3,511

3,898

4,531

1,889

5,342

5,739

Dementia

0

1,184

1,585

1,896

2,043

2,333

2,659

DSL Beds

5,166

6,232

7,063

7,979

8,497

9,219

9,936

Auxiliary Hospital

5,796

5,718

5,706

5,618

5,527

5,521

5,610

Nursing Home

8,595

8,731

8,907

8,936

8,803

9,002

9,158

LTC Beds

14,391

14,449

14,613

14,554

14,330

14,523

14,768

162

181

181

202

202

208

243

19,719

20,862

21,857

22,735

23,029

23,950

24,947

Palliative/Hospice
Total

As can be seen in Chart 1, the trend in Alberta since 2010 has been
a relatively stagnant number of long-term care beds coupled with
significant growth of designated supportive living beds. In 2016,
Alberta had 377 more LTC beds than it did in 2010, or an increase
of 2.6%. The number of DSL beds, on the other hand, increased
by 4,770, or an increase of 92.3%. Accordingly, the percentage of
Alberta’s continuing care beds that were classified as DSL as opposed
to LTC grew from 26% in 2010 to 40% in 2016. Of course, this trend
stretches back to at least the 1990s. But this gradual transformation
of residential care for seniors now means that nearly half of the beds
available in the province for elderly Albertans in need of 24-hour
health care do not have a registered nurse on-site and are not subject
to minimum staffing requirements.

9
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Chart 1: Number of Continuing Care Beds, 2010–2016

Of the 24,947 continuing care beds that existed in 2016, 5,258 were
operated by AHS or a regional health authority, 10,808 were run
by for-profit corporations, and 8,881 were run by non-profits. As a
percentage of the total number of beds, 21% were in public facilities
while 43% were in private, for-profit facilities, and 36% were in nonprofit facilities.

Table 2: Continuing Care Beds by Ownership, 2010–2016 10

10

2010

2011

2012

2013

2014

2015

2016

Public

5,591

5,436

5,439

5,367

5,203

5,232

5,258

Private

7,553

8,088

9,029

9,298

9,595

10,284

10,808

Non-Profit

6,575

7,338

7,389

8,070

8,231

8,434

8,881

Total

19,719

20,862

21,857

22,735

23,029

23,950

24,947
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Since 2010, the number of continuing care beds in governmentrun facilities has decreased, while the number of privately owned
beds, and to a lesser degree non-profit-owned beds, has increased
significantly. In the last seven years, Alberta has lost 333 beds in
public facilities while private, for-profit facilities have added 3,255
beds. This ongoing privatization of residential elder care in Alberta
has resulted in nearly half (43%) of the province’s continuing care beds
being in facilities that are operated to maximize their profits.
Chart 2: Continued Privatization of Alberta’s Residential Elder Care

11
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3. Government (In)Action

“

Not only has the
government fallen far
short of its commitment
so far, but a closer
analysis of the current
number of beds
also shows that
government’s ambition
is much too small to
make a significant
change in the availability
of long-term care
spaces.

Since 2013, there has been little to no movement by either the
previous Progressive Conservative government or the current NDP
government on any of the recommendations of the From Bad to
Worse report. Since the report was published, there has been just
one major announcement by the government concerning residential
elder care: the NDP’s campaign commitment to opening 2,000 public
long-term care beds by the end of 2019, including 500 new beds in
2015.11 However, not only has the government fallen far short of its
commitment so far, but a closer analysis of the current number of
beds also shows that government’s ambition is much too small to
make a significant change in the availability of long-term care spaces.
As can be seen in Table 3 below, after losing 224 long-term beds
in the 2014 fiscal year, the province added 193 in 2015, and 245 in
2016. The overall addition of 214 beds since the 2013 fiscal year is an
improvement, but it shows that the newly elected NDP government
failed to deliver on its commitment to open 500 long-term care spaces
in 2015. Since making the commitment in April 2015, when there
were approximately 14,523 long-term care beds in the province, the
government has not added even half of its promised new beds.

Table 3: Number of LTC Beds in Alberta as of March 31, 2013–201612
LTC Beds
Change

2013

2014

2015

2016

14,554

14,330

14,523

14,768

-224

193

245

The Ministry of Health’s 2016 annual report, as well as its 2015–2016
Business Plan, both specify that the government’s plan is to open
2,000 “public long-term care spaces.” This would seem to be an
acknowledgement that government spending is most effective on
publicly run long-term care homes, as opposed to funding the
operations of private, for-profit long-term care homes, where studies
have shown the quality of care to be inferior. However, the only step
the government acknowledges having taken toward opening these
public beds is the approval of projects at non-AHS care homes.13 In
fact, the plan to give public funds to 25 projects – each of which had
12
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already been announced by the prior PC government – includes
paying up to 50% of the project’s capital costs for several for-profit
corporations.14 While heavily subsidizing profitable businesses would
seem to run counter to the government’s promise of funding public
beds, Minister of Health Sarah Hoffman has squared these facts by
stating that her ministry’s use of the term “public” refers to the rather
innocuous idea of public availability, rather than the more meaningful
sense of public delivery.15
Chart 3: Privatization and Deregulation of Residential Elder Care16

Indeed, the two-pronged approach of deregulating and privatizing
residential senior care established by the previous PC government
has persisted under the current NDP government. As can be seen in
Chart 3, the trend toward residential elder care that consists of both
more supportive living and more private beds has continued to the
present. From 26% as recently as 2010, designated supportive living
(DSL) beds now make up 40% of residential care beds in the province.
And from 38% in 2010, beds located in private, for-profit facilities
now constitute 43% of the total. Moreover, of the 951 continuing
care beds added after the NDP formed government, 75% have been
supportive living and 55% have been in for-profit facilities.17
13
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The dramatic shift toward DSL beds coupled with the ongoing
privatization of residential elder care seems to indicate that the
current government’s trajectory is much the same as that of the
previous government.

“

More Seniors, Flatlining Beds
The dearth of LTC beds
has been a problem that
has grown over many
years and will become
even more acute in the
future.

As noted above, the government has committed to adding 2,000 LTC
beds in the province by 2019. What would 2,000 LTC beds mean for
seniors in Alberta? How would it affect the availability rate of LTC
beds, measured by the number of LTC beds per senior?
The dearth of LTC beds has been a problem that has grown over many
years and will become even more acute in the future. As is happening
across the country, the senior population in Alberta is growing both
absolutely and as a proportion of the overall population. As of 2015,
Alberta’s population of seniors 85 years of age and over was more
than 60,000, which was nearly twice as many as in 2001. Statistics
Canada projects this shift to continue, with the proportion of Alberta’s
population that is 65 years of age and over to reach between 17% and
20% by 2038, up from 11% in 2013.19

Chart 4: Number of Older Seniors and LTC Beds, 2001–2015

14
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While age is not the only determinant of demand for long-term care,
it is certainly a critical one. And the senior population in Alberta is
growing both absolutely and as a proportion of the overall population.
As of 2015, Alberta’s population of seniors 85 years of age and over
was more than 60,000, which was nearly twice as many as in 2001.
The growth in the older senior population coupled with a stagnant
number of long-term care beds has meant that the bed availability
rate (the number of LTC beds per 1,000 aged 85 and over) has fallen
almost in half.
Table 4: Declining Bed Availability Rate20
2001

2008

2015

% Change
(2001-2015)

2015 with
Promised
Beds

85+ Population

33,273

45,710

61,437

84.6%

61,437

LTC Beds

14,486

14,654

14,523

0.3%

16,523

435

321

236

-45.7%

269

LTC Beds per 1,000 aged 85+

“

The relentless shrinking
of the number of LTC
beds per senior has
greatly reduced the
province’s ability to
adequately meet the
health care needs of its
most frail seniors.

Cutting the availability of LTC beds appears to be something at
which Alberta excels. During both the 1990s21 and between 2001
and 2008,22 Alberta led the country in having the largest decline
in LTC availability for its seniors. It is unclear how the province’s
26.5% decline between 2008 and 2015 compares to the rest of the
country, but it is a larger decline than the province underwent in the
previous seven years. Interestingly, if the province immediately added
all 2,000 beds that the government has committed to having built,
the availability rate would increase only marginally and would be
lower than it was in 2008, and nearly 40% below the 2001 level. It is
therefore difficult to say the government’s initiative will significantly
improve the state of residential elder care in the province.
Clearly, the provincial government has failed to meet the growing
demand for long-term care beds created by the province’s rapidly
aging population. The relentless shrinking of the number of LTC beds
per senior has greatly reduced the province’s ability to adequately
meet the health care needs of its most frail seniors.

15
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4. Comparing Levels of Care
by Ownership Type
Public Facilities Have Substantially More
Health Care Providers
Publicly run long-term care facilities provide more health care to
residents than do privately run and non-profit-run facilities. On
average between 2011 and 2013, registered nurses, licenced practical
nurses, and health care aides in public facilities provided 4 hours of
direct health care to each resident each day. Comparatively, non-profit
facilities and private facilities averaged just 3 and 3.1 hours of direct
care for their residents each day, respectively.
Chart 5: Hours of Direct Care Provided by Ownership Type

16
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Critically, over the three years of data no type of facility met the level
identified by a landmark US study as the minimum required to limit
preventable decline in the health of residents. Commissioned by the
US Congress and undertaken by the US Center for Medicaid and
Medicare Services, the highly regarded study found that residents
receiving less than 4.1 hours of nursing care in a day were more likely
to suffer from debilitations related to inadequate care such as pressure
ulcers and weight loss.23
The roughly one hour of direct care that separates the publicly run
facilities from the others is not insignificant. It means that over
the course of their day a resident in a public facility was receiving
virtually an hour of additional attention from health care staff
compared to other facilities. Over the course of a year, the public
facilities are providing an extra 318.9 hours of care for each resident,
or more than 13 full days of continuous care. Much more care can be
provided to residents with this additional staff time. For instance, one
study found that helping residents wash and dress themselves in the
morning took nurses between 7 and 11 minutes.24
It must be noted that in reality, facilities are even further behind this
recommended minimum. This is because Statistics Canada measures
paid staff hours, not worked hours. Staff at long-term care facilities
receive paid holidays, maternity and parental leave, sick time, as well
as other breaks. Therefore, hours actually worked will be less than
hours paid. While it is difficult to measure what the exact difference
would be with the data used in this report, one study of long-term
care facilities in British Columbia found that paid hours were 15–30%
higher than actual hours worked.25
Moreover, the US study was published in 2001. Since that time,
stricter admission guidelines have meant that the care needs of
residents in long-term care homes in Alberta and elsewhere have
become significantly more complex. For instance, according to
Statistics Canada data, the percentage of residents over the age of 85
in Alberta’s long-term care facilities increased from 42% in 2001 to
49% in 2009, while those residents categorized as the frailer Type III
went from being roughly a third of residents to being more than half.26
Frailer residents require more nursing care to prevent unnecessary
suffering, meaning the minimum previously identified by the US
study can safely be assumed to be significantly higher today.
17
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Too Few RNs and Health Care Aides
There are three main categories of health care providers in Alberta’s
long-term care facilities: registered nurses (RN), licensed practical
nurses (LPN) or nursing assistants, and health care aides.27 Data
shows that the amount of care provided by each type of staff differs
widely depending on who owns and operates the long-term care
facility. Based on the results of the CMS study in 2001, it is also
possible to see how private, public, and non-profit long-term care
facilities compare to the recommended minimum for each staffing
category.
While public facilities on average provide significantly more RN
staff time per resident, every ownership category falls short of the
recommended 0.75 hours per day per resident of RN time. Each
category of facility also provides more than the recommended
minimum of LPN staff hours, with non-profit facilities greatly
surpassing private and public facilities. Keep in mind that the
comparator is the minimum level below which serious health issues
become much more likely, so surpassing this minimum is a positive
achievement. With health care aides, it is again the case that no
category of facility was able to meet the minimum recommended
by the US study. That said, public facilities were by far the closest
to meeting that minimum, falling just half an hour short, while
providing almost 45 minutes more per day than private facilities.
Chart 6: Direct Care by Staff Type and Ownership
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“

Private facilities,
however, provided
residents below-average
levels of care from each
type of staff.

In sum, each type of facility failed to provide the minimum
recommended level of care from RNs and health care aides, and each
type of facility surpassed the minimum recommendation for LPNs.
Public facilities on average provided residents with the highest level of
staff time from RNs and health care aides, while non-profit facilities
provided residents significantly more time with LPNs. Private
facilities, however, provided residents below-average levels of care
from each type of staff.

Additional Care Staff
Other forms of care are often provided to long-term care residents
by recreational staff and therapists (mostly physiotherapists). In
this regard, there is very little divergence among the three types of
facility ownership. Therapists provided 0.11 hours of care per day for
residents in public facilities, 0.10 hours in non-profit facilities, and
0.09 hours in private facilities. Recreational staff worked for roughly
the same amount of time per resident in public and private facilities,
and somewhat less in non-profit facilities. The common practice of
having volunteers support residents with recreational activities is not
accounted for in these calculations, and it is possible that public and
non-profit facilities attract more of these volunteers.
Chart 7: Additional Care Staff by Ownership Type
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Service Staff
When analyzing staff time in long-term care facilities by their
ownership type, significant divergences appear in some of the service
staff categories. While hours for operations staff (e.g. building
maintenance, janitors, and security) are roughly equivalent across the
three ownership categories, other types of service staff are not.
Chart 8: Support Staff by Ownership Type

There is a much larger administrative staff presence per resident in
non-profit facilities. This is likely due, at least partially, to non-profit
facilities tending to be small and independently managed, which
would mean a lack of cost savings from economies of scale.
Private facilities provide far less staff responsible for meeting the
food requirements of their residents. Dietary staff, which includes
“the persons involved in the requisitioning, storage, preparation and
distribution of food to meet the normal and therapeutic nutritional
needs of residents,” were employed for 0.28 hours per day for
residents in private facilities and 0.46 and 0.52 hours per day for
residents in non-profit and public facilities.
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The relative amount of housekeeping and laundry staff is similar
across the three ownership types, with private facilities having the
most at 0.43 hours per resident per day, non-profit facilities providing
0.36 hours per resident per day, and public facilities having the lowest
at 0.35 hours per resident per day. This may be due to the fact that
public facilities tend to be larger and that linen services may be shared
across the large network of AHS affiliated homes and/or because beds
connected to a hospital may rely on the hospital’s linen service and
cleaning staff.

“

Public, private, and non-profit facilities all staffed maintenance (e.g.
janitors) and security personnel at a similar rate.

Public facilities are
the only ones that on
average over the three
years examined spend
most of their revenue
on nursing staff.

Public Facilities Spend Most of their Budget
on Nursing Staff
According to Statistics Canada’s Long-Term Care Facilities survey,
public facilities are the only ones that on average over the three
years examined spend most of their revenue on nursing staff. As
shown in Chart 9, on average between 2011 and 2013 public longterm care facilities spent 59% of their total revenue on employing
registered nurses, licensed practical nurses, and health care aides. In
comparison, private facilities spent 48% of their revenue on nursing
staff over that same period, and non-profit facilities just 44%.

Chart 9: Spending on Direct Care Staff by Ownership Type
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One reason why public facilities are able to devote a much higher
share of their revenues toward front-line nursing staff may be because
they report much lower administrative costs per resident. Public
facilities spend less than half the amount private facilities spend on
administration per resident, and nearly a third of what non-profit
facilities report spending. Seemingly, this administrative efficiency
may be allowing public facilities to channel a larger share of its
revenue toward funding nursing staff. According to the Statistics
Canada survey data, public facilities also report much lower rates
of spending on drugs than do the other types of facilities. This may
indicate that they do a better job of limiting the prescribing of antipsychotic drugs to residents that truly require them, a current issue of
serious concern in Alberta and elsewhere.28
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Conclusion

“

The current
government’s stated
commitment to build
2,000 new LTC beds
is a drop in the bucket
given that even with
those new public
beds the availability
rate would remain
significantly below
where it was in 2008.

Statistics Canada data confirms that long-term care in Alberta
continues to be defined by three troubling realities. One, the
availability rate of long-term care beds, measured in relation to
seniors at and over the age of 85, has plummeted over the last 15
years. This is because there are roughly the same number of longterm care beds in the province now as there was at the turn of the
century, and there are nearly twice the number of older seniors. In
this context, the current government’s stated commitment to build
2,000 new LTC beds is a drop in the bucket given that even with those
new public beds the availability rate would remain significantly below
where it was in 2008.
The second defining concern about Alberta’s long-term care system
is that for each ownership type, the average facility is understaffed.
According to a landmark study commissioned by the US Congress,
nursing home residents require at least 4.1 hours of care in order
to limit their likelihood of suffering from avoidable debilitations.
In Alberta between 2011 and 2013, none of the facility ownership
types – public, private, and non-profit – provided 4.1 hours of care to
residents per day. In fact, the average facility over that time provided
just 3.45 hours of care per resident per day, a full 0.65 hours (or 39
minutes) short of the minimum threshold. Of course, that minimum
threshold was measured in 2001, and the sharp subsequent rise in the
health care needs of long-term care residents means that the understaffing of Alberta’s facilities is likely even more serious.
Thirdly, the provincial government continues to fund for-profit longterm care facilities despite the fact that they provide an inferior level
of care compared to publicly run facilities. The same major study of
US nursing homes mentioned above also recommended minimum
staffing levels by occupation. Accordingly, registered nurses should
provide at least 0.75 hours of care per resident per day, licensed
practical nurses 0.55 hours, and health care aides 2.8 hours. While
public and private facilities in Alberta provided roughly the same
level of care from LPNs between 2011 and 2013, public facilities
provided a third more RN time to its residents and nearly 50% more
attention from health care aides. Moreover, privately run facilities
were the only type to provide a below-average level of care from each
category of nursing staff.
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“

24

It is clear that elder care
in Alberta remains in a
state of crisis.

With these three major issues, it is clear that elder care in Alberta
remains in a state of crisis. The growing numbers of seniors requiring
high-level residential care are having a harder and harder time finding
a bed. And if they do find a bed, it is likely that they will not receive
the nursing care they need. The provincial government’s response of
funding new beds will do little to rectify the situation, as the number
of beds will remain inadequate and provincial funds will continue
to be spent funding long-term care homes run by private, for-profit
corporations that provide inferior care.
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Glossary
Assisted living: See supportive living.
ASLI: Affordable Supportive Living Initiative – an Alberta government program intended to provide
capital funding for long-term care and supportive living spaces. Private, non-profit, and public facilities
are eligible to apply; past recipients of the grants include “not-for-profit organizations, Métis settlements,
housing management bodies, local housing authorities, faith-based organizations, community groups,
municipalities and private sector organizations.”
Continuing care: Often used by the Ministry of Health, this somewhat misleadingly refers to a range
of elder care services, including long-term care, designated supportive living, and home care. Residential
continuing care refers to the former two. According to Alberta Health Services, continuing care
encompasses “an integrated range of services supporting the health and wellbeing of individuals living in
their own home, a supportive living or long-term care setting.”
Dementia care: A sub-category of designated supportive living (see below), usually equivalent to Level 4
or higher, designed specifically to meet the needs of dementia patients.
Lodge: Privately run group living environments which offer assistance with laundry, housekeeping,
meals, and personal services, but do not have health care providers on-site. A lodge is considered a subcategory of supportive living (see below).
Long-term care: Facilities defined as nursing homes or auxiliary hospitals, which must have a rota
of registered nurses, licenced practical nurses, and health care aides on staff 24 hours a day. Long-term
care facilities are governed under the Nursing Homes Act or the Hospital Act, which mandate minimum
staffing levels and standards of care. In the AHS definition, “long-term care is reserved for those with
unpredictable and complex health needs, usually multiple chronic and/or unstable medical conditions.”
Supportive living: Also referred to as assisted living, supportive living is intended as a “bridge” between
home living, where a senior receives supports to be able to continue living in their own home, and longterm care. Alberta Health Services refer to five levels of supportive living, indicating the degree of care
required. Designated supportive living (DSL) is used to refer to the three highest levels of care. DSL
facilities do not require registered nurses to be continuously on staff, merely available on an on-call basis.
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