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Executive Summary 
Albertans, like other Canadians, are worried about whether they will 
receive the care they need as they age. News in Alberta is littered 
with revelations about problems with accessing appropriate elder 
care and questions about the quality of available care. Staff em-
ployed in the elder care field endure difficult conditions that make it 
challenging to ensure all elders receive the care they deserve. 

In this context, it is important to ask if the Alberta government is 
ensuring elders in this province receive the supports they require 
to live with dignity and in comfort. In response to this question, the 
Parkland Institute undertook a study of Alberta’s system of residen-
tial elder care. The study draws on quantitative data from Statistics 
Canada’s Residential Care Facilities Survey and qualitative data from 
the reports of Alberta’s Health Facilities Review Committee, as well 
as conversations with government and industry representatives, 
labour unions, seniors advocates, and front-line workers.  

Focusing on assisted living [AL] and long term care [LTC], this report 
explores the consequences of two major, interrelated shifts in Alber-
ta residential elder care in recent years: 

1.	 The replacement of LTC with AL
Elders who would once have been placed in LTC have increas-
ingly been diverted into AL. 

2.	 The expansion of for-profit delivery of residential elder care
Elder care services in Alberta are delivered either by a public 
body, a not-for-profit agency, or a for-profit business. Recent 
years have seen a fall in publicly-delivered elder care and a 
spike in for-profit facilities.

Between 1999 and 2009, relative to the growth in number of Alber-
tans over age 75, the number of residential elder care (either AL or 
LTC) spaces fell by 4%, while the number of LTC spaces fell by 20%. 
By 2008, Alberta had the second lowest availability of LTC spaces in 
the country. 

Problems in Alberta’s residential elder care are many and varied, 
and cannot be exhaustively addressed in the context of this relative-
ly brief report. However, this report does identify three especially 
troubling areas. 

1.	 Across residential elder care in Alberta, a significant gap 
exists between the care provided and the care required to 
ensure residents’ dignity and comfort.  Examples of the con-
sequences of the care gap include waits of up to 2 hours for 
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response to call bells, meals rushed to a point that choking risk 
is increased, and inadequate staffing that puts both elders and 
caregivers at risk. 

2.	 Based on evidence from beyond and within Alberta, for-prof-
it elder care is inferior to care provided publicly or by a 
not-for-profit agency. Measured against benchmarks estab-
lished by elder care experts, LTC in Alberta has often failed 
to achieve staffing levels that point to minimally acceptable 
care. Between 1999 and 2009, for-profit facilities fell short of 
the staffing levels that indicate reasonable quality elder care 
by over 90 minutes of care per resident, per day. While pub-
lic facilities also fell short, they did significantly better than 
for-profit facilities. 

3.	 Significant offloading has left many elderly Albertans and 
their support networks struggling to cope with burdens, both 
financial and otherwise, that at one point would have been 
alleviated by the provincial government. Offloading also has 
consequences for the wider community and the provincial 
economy.

This report includes an analysis of Alberta’s for-profit residential el-
der care sector. While providing inferior care, these operations gen-
erate substantial profits. Between 1999 and 2009, private long-term 
care facilities in the province had an average return on investment 
[ROI] of 2.1%. Private AL facilities had much higher returns over that 
time, with an average ROI of 9.14%. This means that in recent years 
the returns received by the private residential elder care industry in 
Alberta have been higher than those of the US stock market, which 
over the same time-frame had an average return of 1.23%. 

The report also points toward difficulties in accessing information 
about residential elder care. In light of the termination of the Sta-
tistics Canada Residential Care Facilities Survey, the elimination of 
the Health Facilities Review Committee, repeated changes in pro-
grammes and terminology within Alberta, and the inconsistencies 
that characterize elder care across Canada, there is a need to ensure 
elders do not become lost in a knowledge gap. 

In sum, this report documents significant problems with residential 
elder care in Alberta. It makes clear how the provincial government’s 
policies of privatizing and offloading have negatively affected the 
well-being of Albertans. The evidence is clear: as more services have 
been provided by for-profit enterprises and as the available supports 
have decreased, elder care in Alberta has gone from bad to worse.
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Recommendations

1.	 Expand the Canadian public health care system to encompass 
continuing care services, including all residential and home-
based forms of elder care
•	The Government of Alberta should join with other provinces 
in lobbying the Federal Government to expand public health 
care to include continuing care services, including all resi-
dential and home-based forms of elder care. 

2.	 Improve staffing 
•	 In recognition of the care gap across Alberta elder care, the 
Government of Alberta should immediately make available 
funds to facilitate improved staffing, with the provision that 
all operators (public, not-for-profit, and for-profit alike) be 
obliged to expend these funds on direct care staffing. The 
Government should ensure that all elder care facilities are 
legally bound to minimum staffing levels established in rela-
tion to experts’ assessments of the levels required to ensure 
quality care. 

3.	 Phase-out private, for-profit elder care 
•	 Immediately suspend subsidies and programmes that bene-
fit for-profit elder care corporations and work to phase-out 
for-profit elder care due to the abundant evidence that 
for-profit corporations provide inferior quality care. 

4.	 Increase public access to information about elder care
•	 Improve monitoring and reporting practices to ensure that 

meaningful data about elder care is available to all Albertans.

5.	 Create a watchdog
•	Establish an elders’ advocate to report to the legislature. An 
elders’ advocate would be positioned to monitor elder care, to 
track change over time, and to ensure the effective integration 
of the elder care system with other policies and practices that 
bear on the well-being of Alberta elders. The advocate should 
work closely with a committee of elder Albertans.
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1. Introduction
Canadians are worried about whether they will be able to access the 
care they need as they age. A recent Canadian Medical Association 
poll indicates broad concern among seniors about whether they will 
be able to access suitable health care.1 In Alberta, the news is littered 
with revelations about problems with finding appropriate elder care, 
and questions about the quality of available care.  Frequent labour 
disruptions point to the difficult work environment of staff employed 
in the elder care field.

In this context, it is essential to ask if the Alberta government is 
ensuring elders in this province can access the care they may require 
to live with dignity and in comfort.2 In response to this question, the 
Parkland Institute undertook a study of Alberta’s system of residen-
tial elder care. 

This report focuses on the experiences of Albertans in what the 
government of Alberta terms assisted living [AL] and long term care 
[LTC], referred to collectively in this report as residential elder care.3 
It deals only peripherally with home care and other forms of elder 
care, which are beset with their own distinct challenges. Our study 
explores the consequences of two major, interrelated shifts in Alber-
ta residential elder care in recent years:

1.	 The replacement of LTC with AL 

Elders who would once have been placed in LTC have been 
increasingly diverted into AL. 

2.	 The expansion of for-profit delivery of residential elder care

Elder care services in Alberta are delivered either by a public 
body, a not-for-profit agency, or a for-profit business. Recent 
years have seen a fall in publicly-delivered elder care and a 
spike in for-profit facilities.

Since AL is predominantly delivered by for-profit businesses and LTC 
is primarily provided by government-operated facilities, these two 
developments are related: moving the resident population from LTC 
to AL amounts to a shift from public to private delivery. As will be 
explored further in what follows, the shift also involves a significant 
change in the nature of the care available to residents. 

Problems in Alberta elder care are many and varied, and cannot be 
exhaustively addressed in the context of this relatively brief report. 
However, this report does identify three especially troubling areas. 
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1.	 A significant gap exists between the care provided and the 
care required to ensure residents’ dignity and comfort. 

The resident population in LTC has become more medically 
complex and acute in recent years, and the level of care has 
not been adjusted sufficiently to compensate. The resulting 
care gap has many negative consequences for Alberta elders 
and their friends and families, as well as for workers employed 
in LTC.

A shift toward greater acuity is also evident among residents in 
AL. However, inconsistencies in monitoring mean that there is 
far less information available on what this care gap has meant 
for residents, friends and family, and staff in AL. Unfortunately, 
recent changes affecting both AL and LTC threaten to expand 
this knowledge gap, making it harder to gain an understanding 
of Albertans’ experiences with residential elder care.  

2.	 Based on evidence from beyond and within Alberta, for-profit 
elder care is inferior to care provided publicly or by a not-for-
profit agency.

In a manner consistent with patterns researchers have iden-
tified elsewhere, evidence from Alberta shows that for-profit 
facilities provide an inferior level of care, with staffing levels far 
below recommended levels. The evidence also indicates that 
for-profit corporations provide a difficult work environment 
for staff.

3.	 Significant offloading has left many elderly Albertans and 
their support networks struggling to cope with burdens, both 
financial and otherwise, that at one point would have been 
alleviated by the provincial government. 

The Alberta government has worked to narrow its range of 
functions in relation to elder care, with the result that re-
sponsibility for procuring and paying for many services has 
been offloaded onto individuals. The problem of offloading is 
especially severe for elder Albertans in AL. The consequences 
of offloading include higher out-of-pocket costs and increased 
burdens on social networks.

Our analysis reveals significant problems with residential elder care 
in Alberta. It makes clear how the provincial government’s policies 
of privatizing and offloading have negatively affected the well-be-
ing of Albertans. The evidence is clear: as more services have been 
provided by for-profit enterprises, and as the available supports have 
decreased, elder care in Alberta has gone from bad to worse. 

“ “the provincial government’s 
policies of privatizing and offload-
ing have negatively affected the 
well-being of Albertans.
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This report begins with a survey of the relevant policy background, 
and then describes recent changes in Alberta’s system of residential 
elder care. It examines in detail the care gaps and knowledge gaps 
threatening Alberta’s elderly, before addressing pronounced varia-
tions in care quality between for-profit, not-for-profit, and public fa-
cilities. The offloading of elder care is considered in a manner that in-
cludes attention to its effects on the elderly, their friends and family, 
and the wider Alberta public. The report then turns to an examina-
tion of the private elder care sector, by looking closely at some of the 
companies profiting off elder care in the province. It concludes by 
offering concrete recommendations of ways to begin to address the 
problems evident throughout Alberta’s residential elder care sector. 

1. A. Data

The data underlying this report derives from the following 
sources:

•	 Residential Care Facilities [RCF] survey. 

Until its recent termination, Statistics Canada’s RCF survey 
tracked key aspects of residential care facilities across the 
country. The Parkland Institute requested Alberta-specific data 
pertaining to residential care facilities primarily housing elders 
with age-related afflictions.  The data related to the period 
between 1999 and 2009. 

AL was disaggregated from the overall data by a representative 
of Statistics Canada, based on a comprehensive list of facilities 
derived from a Government of Alberta website. The remaining 
data was assumed to pertain to LTC, as this is the only other 
type of facility where significant elder care is provided in the 
province.   

•	 Health Facilities Review Committee [HFRC] reports. 

Until it was eliminated in 2013, Alberta’s HFRC monitored the 
quality of care and accommodation provided in health-care 
facilities. The HFRC, consisting of up to 12 private citizens with 
varied backgrounds, expertise, and work experience, conduct-
ed surprise reviews intended to observe health facilities’ rou-
tine operations. The HFRC visited facilities operating under the 
Hospitals Act, the Nursing Homes Act, or the Regional Health 
Authorities Act. Each year, the Committee inspected between 
a third and a half of LTC facilities and other health facilities 
that offer some LTC. AL facilities were considered outside the 
mandate of the HFRC.
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For this study, Parkland Institute reviewed every HFRC report 
going back three years, based on the logic that such an ap-
proach should encompass at least one report for each facility. 
HFRC reports from earlier periods were reviewed in a less 
systematic manner.

•	 Conversations and workshops with industry representatives, 
representatives from government, labour unions, Alberta 
Health Services, elder care activists, and front-line workers.

•	 Review of relevant government, academic, and other expert 
examinations regarding the costs and quality of elder care.

2.   Background
To understand the state of residential elder care in Alberta, it is critical 
to recognize how it relates to the Canadian health care system. Cana-
dians enjoy health care services delivered on a tax-funded, single-pay-
er system as laid out in the 1984 Canada Health Act. This legislation 
lays out five key principles that are to define the Canadian healthcare 
system, which is colloquially known as Medicare. These are:

•	 Public administration (administered on a not-for-profit basis);
•	 Universality (covering all insured persons on uniform terms 

and conditions);
•	 Comprehensiveness (covering all medically necessary ser-

vices);
•	 Accessibility (reasonable access on uniform terms and condi-

tions, unimpeded by discrimination or extra charges such as 
user fees); and

•	 Portability (coverage while absent from home province).4

The Canada Health Act pertains only to medically necessary physi-
cian and hospital services. Falling outside of the Act’s domain are 
other, increasingly important, areas of Canada’s modern health care 
system, including pharmaceuticals, home care, and LTC. Although 
the Act does refer to “extended health services,” the Federal gov-
ernment has failed to define these services, or to mandate that the 
provinces provide them.  

The exclusion of residential elder care from Medicare has meant the 
principles of the Canada Health Act are not applied to the sector. As 
a result, the door has been left open for the involvement of for-profit 
businesses, the levying of costs on patients, and the use of eligibility 
criteria designed to limit access. Further, without the application of 
over-arching federal legislation, residential elder care has evolved 
differently from province to province. 

“ “ The exclusion of residential elder 
care from Medicare has meant the 
principles of the Canada Health 
Act are not applied to the sector.
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In Alberta, the history of elder care is intertwined with the broader 
story of health care. Both have been subject to ideologically-driv-
en efforts to shift costs and responsibility from the government to 
individual health care users, and to promote increased private-sec-
tor participation. The most aggressive efforts in this direction came 
under the Premiership of Ralph Klein. Significant cuts to the acute 
care system resulted in patients being shuttled into continuing care 
beds, thereby limiting availability for seniors in need. Combined with 
a pattern of underfunding services for elders that predated Klein, 
the situation in the mid-1990s rapidly became intolerable for Alberta 
elders and their friends and family.5

In the midst of problems in elder care created or exacerbated by 
Premier Klein’s cuts to public services, the Government of Alberta 
undertook an investigation of the impact of an aging population on 
Alberta’s health care system, with a focus on questions of financial 
sustainability. David Broda’s 1999 report titled Healthy Aging: New 
Directions for Care put forward key principles to guide change in 
elder care.6  These included the unbundling of services; creation 
of three care streams (the home care stream, the supportive living 
stream, and the facility living stream) under the umbrella of continu-
ing care; and embrace of the ‘aging in place’ concept, which meant 
that elders should be supported in their desire to remain in the loca-
tion of their choosing. In the years since the publication of the Broda 
report, these principles have become the basic pillars of the Govern-
ment of Alberta’s attempts to limit spending on services for elders. 

In late 2001, the Premier’s Advisory Council on Health released a 
report advocating reductions in the range of health services paid by 
the public purse. Termed the Mazankowski report after Council chair 
David Mazankowski, this document’s recommendations included 
increased competition among providers of health services.7 In 2002, 
the MLA Task Force on Health Care Funding and Revenue Generation 
produced a report (known as the Graydon report after Task Force 
chair Gordon Graydon) that continued the emphasis on shrinking 
public health care expenditures. 8 These reports served to lay further 
groundwork for continued attempts to shift elder care costs away 
from the public at large and toward individuals requiring services.  

The imposition of arbitrary restraint on public spending has had 
consequences for the quality of elder care in Alberta. In May 2005, 
the Auditor-General released the results of an audit of elder care in 
the province.9 This report made clear that the government had failed 
to establish a system to ensure elders received adequate care, and 
laid out specific recommendations for improvements.  The provincial 
government accepted all of the Auditor-General’s recommenda-
tions.10 Further, the government followed up with its own investi-
gation, the MLA Task Force on Continuing Care Health Service and 
Accommodation Standards. The Task Force was struck to solicit input 

“ “Evidence indicates that the quality 
of residential elder care in Alberta 
has gone from bad to worse, with 
significant negative consequences 
for elders, their friends and family, 
employees, and society at large.
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from members of the public and stakeholders regarding needed im-
provements to Alberta elder care. Released in November 2005, the 
resulting report recorded the concerns of Albertans, and suggested 
further ways of fixing elder care in the province.11 

Unfortunately, the situation did not improve in the wake of the 2005 
reports. In fact, evidence indicates that the quality of residential 
elder care in the province has gone from bad to worse, with signif-
icant, negative consequences for Albertans in need of care, their 
friends and family, and professional caregivers employed in residen-
tial elder care. Further, the effects of inadequate elder care ripple 
out to touch all Albertans, through inflated health costs and other 
effects, both economic and social. 

2. A. Terminology

In the absence of federal legislation defining the shape of residential 
elder care across Canada, residential elder care has developed in 
vastly different ways from province to province. Alberta exhibits its 
own eligibility requirements, funding level, ownership pattern, care 
standards, and even its own terminology. 

Alberta includes residential elder care under the umbrella term ‘con-
tinuing care.’ Continuing care encompasses a broad range of health 
care services delivered outside of hospitals and physician offices, 
from minor assistance with daily living to intensive 24-hour nursing 
care. While continuing care primarily offers services for the elderly, it 
also includes residents who may require ongoing, substantial care for 
reasons besides age-related frailty, such as head injuries or degen-
erative diseases. As seen in Table 1, continuing care includes an ex-
tremely broad range of services organized into three sub-categories: 
‘Home Living’, ‘Supportive Living’, and ‘Facility Living’. 

Facility living refers to care provided in either auxiliary hospitals or 

Continuing care in Alberta
Supportive LivingHome Living Facility Living

Long term care 
facility or an aux-
iliary hospital

Independent 
living in private 
residence

Level 1 
Residential Living

Level 2  
Lodge Living

Level 3 
Assisted Living

Level 4 
Enhanced/Desig-
nated 
Assisted Living

Table 1: Adapted from Alberta Health and Wellness, Continuing Care Strategy: Aging in the Right Place (Govern-
ment of Alberta: December 2008), accessed March 14, 2013, http://www.health.alberta.ca/documents/Continu-
ing-Care-Strategy-2008.pdf
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LTC facilities. Spots in these facilities are now reserved for “persons 
with complex and chronic health needs who require support and 
24-hour registered nursing care.”12 Facility living is governed under 
either the Nursing Homes Act or the Hospitals Act. These Acts serve 
to ensure a minimum quality of care is maintained at all LTC facilities 
by setting minimum staffing levels, although these minimums have 
not been updated and are now drastically out of date. 

Supportive living is conceptualized as a form of elder care less 
intensive than that offered in facility living. The care needs of resi-
dents can “be as simple as those offered in home settings, right up 
to full-service care with the exception of highly complex and serious 
health care needs.”13 In this way, supportive living is presented as “a 
bridge between home living and facility living.”14

Supportive living is subdivided into four distinct levels of care accord-
ing to the care needs of residents, with the two most intensive levels 
of care termed AL. Some AL spaces, principally those for the severely 
incapacitated, are known as designated assisted living. These spaces 
are governed by a contract between Alberta Health Services (the 
health authority responsible for delivering medical care on behalf 
of the Government of Alberta) and the building operator. Under this 
contract, Alberta Health Services [AHS] “makes decisions regarding 
admission and discharge” and the building operator “provides health 
and support services based on assessed need.”15  

AHS undertakes assessments of individuals intended to guide de-
cision-making about their access to both designated assisted living 
spaces and LTC beds, as well as to other forms of care such as home-
care. According to AHS, the assessments are intended to “ensure 
that LTC beds are used by those who most need them…”16 The effect 
of all of this is to position AHS as a gatekeeper with the capacity to 
ration care, an approach that is sharply at odds with the principle of 
universality that underlies the Canadian health care system. 

This report focuses on LTC (which is a form of facility living) and AL 
(which consists of supportive living levels three and four). Table 2 
indicates the staffing arrangements in LTC facilities and the two most 
intensive levels of supportive living, as well as AHS’s definitions of 
the medical condition and functional status of the residents who 
should be residing in them. 

Supportive living facilities, including AL and designated assisted liv-
ing, are governed by the Supportive Living Accommodation Licensing 
Act.17 This legislation invests the Government of Alberta with the 
power to regulate supportive living facilities. As it currently exists, 
however, the Supportive Living Accommodation Licensing Regulation 
specifies very little by way of concrete guidelines. The document is 
clearly written to offer flexibility to operators, rather than safeguards 
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to residents. Further, the document pertains purely to accommo-
dation standards, which the provincial government deems separate 
from health care considerations. While the Continuing Care Health 
Service Standards formalize certain aspects of the available care, this 
document is often vague and, critically, does not include minimum 
staffing requirements.18 

In supportive living, home care services are intended to play a key 
role in meeting the health and personal needs of residents. Home 
care services can include home support (personal care, housekeep-
ing, meal preparation, and health tasks), occupational and physical 
therapies, and even full nursing and medical care. Home care, de-
fined as an extended health service, is not an insured health service 
under the Canada Health Act. Decisions are made at the provincial 

Staffing and admission guidelines 
for AL and LTC

HCA: health care aide; RN: registered nurse; LPN: licensed practical nurse

Supportive Living 
Level 3 (assisted living)

Supportive Living 
Level 4 (assisted 
living)

Supportive Living 
Level 4 Dementia
(assisted living)

Long term Care 

Staffing HCA: 24 hr on-site
RN: 24 hr on-call

LPN and HCA: 24 hr on-site
RN: 24 hr on-call

RN, LPN, HCA: 24 hr on-
site

Medical Conditions Stable Complex but stable
Unscheduled assessments may 
be required

Complex unpredictable 
needs but medically stable
Unscheduled assessments 
are often required

Functional Status Mobilizes inde-
pendently or with a 
one-person transfer;
Requires unscheduled 
personal care such as 
assistance with meals 
or management of 
incontinence

Will have complex 
physical care needs 
that may include: 
complete meal 
assistance, includ-
ing tube feeding, 
mechanical lift 
transfers and two 
person transfers, 
total assistance to 
mobilize

May have com-
plex care needs 
that may in-
clude: complete 
meal assistance, 
including tube 
feeding, mechan-
ical lift transfers 
and two person 
transfers, total 
assistance to 
mobilize 

Will have complex phys-
ical needs that may in-
clude: complex nutritional 
intake requirements, 
complex elimination 
requirements

Table 2: Adapted from Alberta Health Services, Admission Guidelines for Publicly Funded Continuing Care 
Living Options. 
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level regarding which services are publicly funded, and which are 
privately paid.

Residents in Alberta residential elder care are levied costs related 
to room and board, based on the argument by the Government of 
Alberta that such costs are not a medical expense, and should thus 
be borne privately. In LTC and designated assisted living, per diems 
are applied. As of 1 January 2013, the fees in LTC ranged from $48.15 
per day for a standard room to $58.70 per day for a private room.19 
Fees currently charged to residents in designated assisted living 
range from $50.80 per day for a semi-private room to $58.70 per day 
for a private room.20 Further, for designated assisted living residents 
in another sort of accommodation, a one bedroom or two bedroom 
apartment for instance, Alberta Health Services, in consultation with 
facility operators, determines what may be charged.21

In considering Alberta elder care, it is important to consider alter-
nate level of care [ALC], which refers to sub-acute care provided in 
an acute care setting, such as a hospital. This makeshift arrangement 
is often employed to accommodate a resident in hospital awaiting 
placement in a continuing care facility. According to Alberta Health 
Services, as of 31 March 2012, there were 1,469 people waiting to 
be placed in a continuing care facility, with 467 of these individu-
als waiting in a hospital.22 Residents in ALC may not have access to 
the full suite of services, including rehabilitation, which would be 
available to them in continuing care. Also, it can be more expensive 
to accommodate a resident in ALC as opposed to continuing care. 
Data from the Canadian Institute for Health Information indicate that 
between 2007 and 2009, 3% of hospitalizations in Alberta involved 
ALC. Conditions associated with aging, such as dementia and stroke, 
are strongly correlated with the ALC resident population. Between 
2007 and 2009, 56% of Alberta residents discharged from ALC went 
to LTC.23 This data suggests that a substantial proportion of ALC 
residents are there because of insufficient access to elder care. Resi-
dents accommodated in ALC are responsible for paying the same fee 
levied on residents in LTC.24

Some Alberta elders reside in seniors’ lodges, which are facilities 
operated under the Supportive Living Accommodation Licensing Act 
by local management bodies. Many lodges receive funding from 
the Government of Alberta under the Lodge Assistance Program. 
Seniors’ lodges are designed to provide room and board for seniors 
who are functionally independent with or without the assistance of 
community-based services such as homecare. Lodges are governed 
under provincial legislation that mandates operators to charge 
accommodation rates that leave residents with a minimum amount 
per month for personal expenses. As of early 2013, this minimum 
amount was set at $265 based on semi-private room rates.25 
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Even this brief survey of relevant terms makes clear the varied ar-
rangements through which elder Albertans receive care. Confusion 
around terminology is rendered more likely by the government’s fre-
quent changes in definitions. Terms are also deployed in confusing or 
misleading ways. For instance, government officials and documents 
often refer to continuing care spaces, which means very little given 
the wide range of services encompassed by that term. 

2. B. The sustainability scare

It is important to address, if only briefly, the issue of the financial 
sustainability of residential elder care. For years, debate about elder 
care has been framed by influential actors in terms of a broad fear 
about the public cost of an aging population. A growing share of the 
population becoming non-working elders who require expensive 
supports will dramatically inflate costs, so the argument goes, ren-
dering impossible the maintenance of public elder care. The same 
argument is levied at the health care system more broadly. 

As a result of improvements in life expectancy, declining birth rates, 
and the long term effects of the post-WWII baby boom experienced 
in Western countries, many countries are experiencing significant 
aging of their populations. Projecting out to 2061, Statistics Canada 
predicts that the percentage of the population over the age of 65 will 
reach between 24% and 28%, compared to 14% in 2009. The aging of 
the population is predicted to be particularly rapid over the coming 
two decades, as the baby boom generation reaches this landmark. 
Further, the number of working-age Canadians for every senior is 
expected to fall roughly in half, from 5:1 in 2009 to 2.6:1 by 2036.26 

Much has been made of this trend. Maclean’s Magazine featured 
a 2010 article entitled “The health care time bomb,”27 the corpo-
rate-funded Fraser Institute perpetually uses this premise to call for 
increased health care privatization,28 and the federal government 
employed this rationale to justify increasing the age of eligibility for 
Old Age Security and the Guaranteed Income Supplement.29 Similar 
statements about the unaffordability of public health care have been 
made by various Alberta government officials. Such arguments are 
often used to justify reducing government responsibilities for provid-
ing health care, in favour of more private payment for privately-deliv-
ered services.

Health experts and economists have exposed such statements as 
little more than fear-mongering. While the logic may sound superfi-
cially plausible, the evidence shows that an aging population poses 
no threat to the future of public programmes such as Medicare. The 
key variable absent from the above analyses is economic growth, 
which creates increasing economic output that can be put toward 
social goods such as health care. Taking that critical aspect into 

“ “Health experts and economists 
have exposed claims about the un-
sustainability of public health care 
as little more than fear-mongering.
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consideration, the share of national income spent on health care 
increased just 3.1% between 1971 and 2006.30 The cost of maintain-
ing existing service levels decreases as a share of GDP over the next 
three decades under historically average economic activity (3% real 
GDP growth per year), and if the economy underperforms relative 
to historical trends (2% real GDP growth per year) costs increase just 
1% by 2038.31 The report of the 2009 Senate Committee on Aging 
even referred to the demographic scare as a “pervasive myth.”32 

One of the main cost drivers in Canadian health care is the rising cost 
of prescription drugs. Pharmaceuticals alone have been responsible 
for 25% of the increase in Medicare costs as a share of GDP since 
1975.33 This is due to both an increase in the prescribing of drugs, as 
well as an increasing cost of the drugs themselves. As many experts 
have pointed out, a coordinated national Pharmacare program 
would do much to contain these rising costs. 

The evidence clearly shows that publicly-funded and delivered ser-
vices such as elder care and Medicare are not under threat from an 
aging population. Robert Evans, a Harvard-trained economist and Of-
ficer of the Order of Canada, explains that the perpetuation of such 
claims is nothing more than a “propaganda campaign” designed to 
advance the interests of those who stand to benefit from privatiza-
tion by attempting to convince “a generally sceptical and unsympa-
thetic public to accept that the current form of public health insur-
ance (which most Canadians still strongly prefer) is simply impossible 
to maintain.”34

While the demographic shift is real, the purported financial crisis 
within public services such as Medicare and elder care is not. Ac-
cordingly, provincial policy pertaining to elder care should not be 
judged against the backdrop of impending financial straits. Rather, 
elder care policy should be scrutinized according to its ability to pro-
vide high quality care to all Albertans in need. 

3.  Alberta’s Elder 
Care System

In the early 1990s, residential elder care in Alberta consisted of 
three options: auxiliary hospitals, designed to be less-expensive and 
provide more permanent care than acute care hospital beds; nursing 
homes, as stand-alone facilities that provided a slightly lower level 
of care; and public lodges, which housed elders who required some 
oversight by non-medical staff and benefited from a social surrounding.35 

The elder care system was rocked by the massive spending cuts 
that took place in the decade that followed. Effects included sharp 
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reductions to front-line staff in LTC facilities, the increase of LTC ac-
commodation fees, and the cutting of seniors’ programs that offered 
housing and health benefits.36 At the same time, the government 
eyed introducing a new, less-expensive means to deliver care to 
elders, ideally with significant involvement of the private sector. Such 
a vision was in line with its ideological beliefs about the superiority 
of the private market and its focus on cutting social welfare expen-
ditures. The government’s solution was the corporate AL model that 
was rapidly emerging in the United States.

The essential idea behind AL was to provide health care to seniors 
based on need rather than setting. The concept was originally de-
veloped in Denmark as a means to provide elders with the health 
care services they required outside of a nursing home. As the Danish 
government understood it, even fairly independent seniors were 
being shoehorned into institutions, because it was the only setting 
in which they could receive public-funded services, equipment, and 
medication. The Danish model of AL combined universal coverage 
for 24-hour home care with specialized housing designed to support 
independent living. 

AL in Alberta, however, looked distinctly different from the Danish 
ideal. In partnership with real estate developers and other corporate 
interests, the Alberta government embraced AL as a way to privatize 
and diminish the services provided to elders. There was in Alberta no 
massive expansion of home care to complement the shift away from 
nursing homes. Instead, elders have been left to navigate largely on 
their own through a more complex residential elder care system, and 
to attempt to cobble together sufficient care through a patchwork of 
public, private, and personal arrangements.

3. A. The decline of long term care and the rise of assisted living 

AL facilities have grown tremendously since the underlying concept 
initially gained favour in Alberta. But this expansion has not neces-
sarily meant more residential elder care. Instead, the growth of AL 
has simply compensated for the decline of LTC, at least in terms of 
available spaces. 

Alberta’s population has been aging. Over the decade ending in 
2009, the number of Albertans over the age of 75 increased by more 
than 50,000. Despite the increased need for residential elder care 
spaces in general and LTC spaces in particular that such aging would 
suggest, the availability of these spaces actually declined over these 
years. Specifically, between 1999 and 2009, the number of LTC beds 
per Albertan aged 75 and over decreased by 20% (see Table 3). This 
reduction in LTC availability is even more dramatic given that it oc-
curred after a decade of deeper cuts. In the 1990s, the Alberta gov-
ernment reduced the number of LTC beds per capita by over 40%.37 

“ “Alberta elders have been left to 
navigate a complex residential 
elder care system and to attempt 
to cobble together sufficient care 
through a patchwork of public, pri-
vate, and personal arrangements.
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By 2008, Alberta had the second lowest availability of long term care 
beds in the country, and sat far below provinces such as Saskatche-
wan and Manitoba in terms of availability.38 

Table 3 clearly shows the provincial government’s move away from   
LTC and embrace of AL. AL beds increased both absolutely and rela-

tive to the growth of the elderly population. Indeed, over the decade 
ending in 2009, the availability of AL beds per Albertan aged 75 and 
older nearly doubled. The implications of this dramatic shift are 
explored in detail below. As two Canadian health experts recently 
concluded about this broader national trend: 

In terms of health care services provided in the home and by 
community agencies, there have been new investments in all 
provinces, but progress is uneven, and nowhere is the invest-
ment sufficient. Despite government rhetoric about restructur-
ing health care to provide services ‘closer to home’ and despite 
decades of studies and commissions calling for investment in 
home and community care, these services remain severely 
underfunded across Canada. 39
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LTC and AL spaces in Alberta, 1999 and 2009

Table 3
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3. B. The decline of public delivery and the rise of for-profit care

In Alberta, LTC and AL facilities are operated by the public sector, 
the not-for-profit sector, or the for-profit sector. The decade be-
tween 1999 and 2009 saw a dramatic shift in the resident population 
served by each of these sectors. 

Over	the	period	in	question,	the	for-profit	sector	exhibited	the	most	
profound	change,	increasing	available	beds	by	83%.	The	not-for-
profit	sector	saw	a	bed	increase	of	72%,	while	public	participation	
decreased	by	10%	in	terms	of	available	beds.	In	terms	of	delivery	
model,	elder	care	in	Alberta	was	transformed	dramatically	in	the	
decade	between	1999	and	2009.	In	1999,	roughly	half	of	the	avail-
able	residential	elder	care	spaces	were	publicly-operated,	with	the	
remaining	half	almost	equally	split	between	the	for-profit	and	not-
for-profit	sectors.	By	2009,	each	sector	(public,	for-profit,	and	not-
for-profit)	provided	roughly	one	third	of	Alberta’s	residential	elder	
care spaces.  

Distinguishing between LTC and AL provides a further view on this 
transformation. The expansion of AL between 1999 and 2009 was 
driven by the rise of for-profit operations. In 1999, 73% of AL beds 
were provided by not-for-profit operators and 26% by for-profit 
operators. By 2009, while the majority of AL beds remained in not-
for-profit operations, the gap had closed substantially, with for-profit 
operations now providing 41% of beds. For-profit operators had 
achieved an increase in beds of 510% over this period, while not-for-
profits grew 230%. The public sector has but negligible participation 
in the field of AL.

Ownership patterns have also shifted in LTC.  In 1999, public oper-
ations provided just over half of the available beds; by 2009, the 
number had dropped to just over 40% of the beds. Not-for-profit 
operations expanded over the decade, increasing to 22% the resi-
dent population they served. For-profit operations grew even more 
substantially, from 27% to 35% of available LTC beds. The decade in 
question has seen a 45% increase in for-profit LTC beds, and an 8% 
decrease in available public LTC beds.

3. C. Conclusion

Alberta’s population has been aging significantly. Despite the re-
sulting need for more residential elder care in general, and LTC in 
particular, the provincial government actually decreased access to 
these services for elderly Albertans over the years between 1999 
and 2009. 

In addition to this decline in access, there were two key changes in 
Alberta’s residential elder care in this period: 

“ “Despite the need for more res-
idential elder care in general, 
and more LTC in particular, the 
provincial government actually 
decreased access to these services 
for elderly Albertans over the de-
cade between 1999 and 2009. 
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1.	 the decline of long term care and the rise of assisted living 

2.	 the decline of public delivery and the rise of for-profit care  

These two related shifts amounted to a substantial transformation 
of Alberta’s elder care sector, one in keeping with the recommenda-
tions contained within reports written by advocates of increased pri-
vatization and offloading like Broda and Mazankowski. The result is 
an elder care system with a diminished capacity to cope with highly 
acute or medically complex residents, and one that diverges further 
from the principles underlying the Canada Health Act. 

4. Unmet Need 
Between 1999 and 2009, as Alberta’s system of residential elder 
care was transformed through the expansion of AL and the decline 
of LTC, changes were also evident within the resident population 
itself. Across the Alberta residential elder care system, care needs 
increased, and the elders with the most severe needs became con-
centrated in LTC. The experiences of Alberta elders in LTC indicate 
that available care has not been increased sufficiently to compen-
sate. The result has been that Alberta’s elder care system has fallen 
further away from the goal of ensuring dignity and comfort for the 
province’s elders. 

Data from Statistics Canada’s RCF survey make clear the changes that 
have taken place. The survey groups residents into four categories, 
running from least to most incapacitated: Type I, Type II, Type III, and 
higher type. According to Statistics Canada’s definitions, the needs 
of Type II residents can predominantly be met by health care and 
activity aides, while the needs of Type III residents are more complex 
and require attention from aides as well as intensive medical care 
from skilled nurses. Tracking shifts among these resident groups over 
the decade in question indicates that, across LTC and AL, the medical 
acuity and complexity of residents increased substantially.   

Between 1999 and 2009, across AL and LTC, the proportion of resi-
dents classified as Type III has increased from 35% to 52%. Residents 
classified as Type II declined from 56% to 33%. Over that decade, the 
situation changed from one in which the majority of residents were 
Type II, to one in which the majority of residents were Type III. Over 
the same period, the percentage of residents over the age of 85 
increased from 43% to 49%.

The expansion of AL and the comparative stagnation of LTC, com-
bined with the increased acuity and medical complexity of the pop-
ulation served by residential elder care, has created a significant gap 

18



From Bad to Worse - Elder Care  in Alberta

between residents’ needs and the available care.
4. A. The care gap 

Between 1999 and 2009, a dramatic shift in patient population is 
evident within LTC. In 1999, the resident population was made up 
of 36% Type III residents and 58% Type II. By 2009, the counts had 
nearly reversed, with 58% of LTC residents belonging to Type III and 
33% to Type II. Throughout this period, the remaining small portion 

of residents fell into either Type I or Higher Type.
Increased acuity is not necessarily a problem, if sufficient resources 
are put in place to ensure adequate care. However, given the dimin-
ished capacity of Alberta’s elder care sector to cope with severely 
incapacitated elders in light of the shift toward AL, it is not surpris-
ing that increased acuity has meant that elders, their friends and 
families, and employees in the LTC sector have been suffering the 
consequences of a care gap. It is no exaggeration to say that the gap 
between increased needs and available care is devastating the lives 
of Albertans.

HFRC reports document the consequences of this care gap. The 
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HFRC was a panel of non-experts charged with conducting an infor-
mal, qualitative assessment of the health facilities that fall under its 
mandate. Members of the Committee were appointed from diverse 
backgrounds, with the idea of representing a cross-section of Alber-
ta’s population. Members served on a part-time basis, and were not 
provincial government employees. They conducted unannounced re-
views of health facilities that were intended to offer snapshot views 
of a typical day in an Alberta health facility. They also investigated 
complaints. 40 

As the reports of the HFRC make clear, employees working in LTC, 
from upper administration through care staff, understand the care 
gap to have been created through increased resident acuity in the 
absence of increased staffing levels. 

When members of the HFRC visited the Northcott Care Centre in 
February 2012, the Director of Care commented that “in the five 
years she has been at the facility acuity levels have doubled, but the 
funding for care staff has remained the same.”41 Through conver-
sation with the CEO, co-owner, and director of resident care of the 
Venta Care Centre, members of the HFRC recorded concerns that 
increased acuity has not been matched with increased funding for 
staff.42 As the Director of Care put it: “The low staffing ratio does not 
allow for quality care and often results in overtime costs, frustrated 
staff, and upset residents and families.” 43 The Director of Care went 
on to explain that LTC has “become the new ‘end of life’ or palliative 
care without the appropriate funding to provide the service.” 44 

 At Mount Royal Care Centre, staff “emphasized that the acuity 
of many of the residents is almost at the level of acute care, and 
staffing is not adequate to address the complexity of their care.”45 

In these centres and many others, directors and staff were loudly 
sounding the alarm about the care gap in LTC. 

The reports of HFRC contain many examples of compromised care 
clearly related to inadequate staffing. The care gap was evident in a 
variety of ways, including: 

•	 Response to call bells

Members of the HFRC recorded that elders in LTC had to wait 
between 30 minutes and 2 hours for a response to their call 
bell. 46 This led to situations in which residents would be wet or 
soiled before care staff could respond. In one instance, when 
members of the HFRC brought the matter to the attention 
of an executive director, it was explained that the heavy care 
needs of residents limited the ability of staff to respond more 
quickly. 47 

  
The members of the HFRC heard from family members that 
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residents is almost at the level of 
acute care, and staffing is not ade-
quate to address the complexity of 
their care.”
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residents were regularly humiliated by having accidents when 
obliged to wait excessively for care.48 While elders may suffer 
from incontinence due to conditions associated with aging, the 
situation can be exacerbated in situations that do not allow for 
adequate care. 48

•	 Incontinence care 

Managing age-related incontinence in a manner that preserves 
resident dignity is a basic element of quality elder care. The 
reports of the HFRC provide evidence that the care gap has 
contributed to situations in which this has not been achieved. 
At the Venta Care Centre, for instance, a daughter found that 
“her mother was put in a diaper and only toileted three times 
a day.”49 At Carewest’s Garrison Green care facility, the mem-
bers of the HFRC heard of feces soiled clothing often left on 
the floor in residents’ rooms for several hours, sometimes 
overnight. 50 

 
•	 Bathing

Members of the HFRC heard concerns that the care gap put 
residents’ scheduled baths at risk. For instance, in January 
2012, HFRC members heard from a resident at Valleyview 
Continuing Care Centre that she was concerned “she might 
not get her weekly bath because of staff shortages.”51 In a 6 
December 2012 letter to the Edmonton Journal, L.G. Anderson 
of Spruce Grove reported on a similar situation. At her care 
facility in Stony Plain, Anderson’s mother-in-law required two 
staff-members in order to bathe safely. As Anderson put it, an 
inadequate resident-to-staff ratio led to a “backlog on sched-
uled baths.” 

At the Carewest Garrison Green facility, numerous residents 
indicated that, should they miss their baths, they would have 
to wait until the following week’s schedule is started.52 At the 
Wing Kei Care Centre, baths are hardly pleasant experiences. 
Family members advised that care staff are rushed to give 
residents their baths, which results “in the residents not being 
properly washed, dried or re-clothed.”53

•	 Dining 

The records of the HFRC document the effects of the care gap 
on elders’ dining experiences. At the Carewest Garrison Green 
facility, residents reported being taken early to the dining 
room, and then having to wait for an hour or longer until the 
meal was served, as a small number of staff worked to trans-
port a large number of residents.54 At the Stettler Hospital and 
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Care Centre, the dietician raised a concern that some residents 
could use more assistance during meal times. Staff members 
obliged to care for a large number of residents have little 
choice but to rush people through their meals, resulting in 
situations in which elders may not have the opportunity to eat 
to satiety. In the dietician’s expert opinion, this situation can 
increase the risk of choking, and result in harmful weight loss 
on the part of residents.55 

 
•	 Therapies

The effects of the care gap are also apparent with reference 
to the available therapies. At the Brooks Health Centre, HFRC 
members heard that current staffing levels “are not leaving 
time to provide residents with the physiotherapy necessary to 
help them maintain their strength and mobility.”56 At Edmon-
ton General Continuing Care in October 2010, one resident 
and several family members expressed concern for a resident 
who had been transferred from acute care after suffering a 
stroke. The woman was admitted with a physician’s order for 
physiotherapy, but in the four months since her arrival, she 
had only seen a therapist twice. 57 The care gap also bears on 
residents’ abilities to access what therapies may be available. 
At Capital Care Dickinsfield, members of the HFRC found that 
lack of staff to help in transportation limits residents’ partic-
ipation in recreational activities.58  Similarly, at Extendicare 
Michener hill, staff shortages mean “that residents don’t get 
transported to activities or therapies in time.” 59 

 
•	 Risk of injury

At the Valleyview Continuing Care Centre, HFRC members 
commented that short staffing was resulting in “nursing staff 
being rushed through medication administration, which 
could result in errors.”60  Staff at the Stettler Hospital and Care 
Centre worried about whether their training was adequate to 
cope with residents with “very complex health conditions,” 
feeling that “staff with higher qualifications” would be bet-
ter equipped to meet residents’ needs.61 Inadequate staffing 
can lead to situations in which residents are more likely to 
be placed in risky situations. For instance, a resident advised 
visiting members that there is not always two staff members 
present when they are transferring her in a lift.62  This poten-
tially dangerous situation could result in injury to the resident 
and the staff member.

Clearly, the care gap is affecting the lives of Alberta’s elders in 
important ways. It impedes their ability to live with dignity and in 
comfort, and carries real consequences for their physical and mental 

“ “Inadequate staffing has resulted in 
“nursing staff being rushed through 
medication administration, which 
could result in errors.”
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health. It is also a cause of distress for friends and relatives of elders 
in care facilities, and of hardship for employees working in residen-
tial elder care. 

The direct connection between the expansion of AL and the creation 
of the care gap in LTC is apparent to those working in residential el-
der care. The medical director at the Bow View Manor, for instance, 
reported that “the complexity of the resident population’s condition 
is skyrocketing” because with AHS “moving residents to AL facilities, 
it is becoming tougher and more difficult to qualify for admission to 
a LTC facility.” 63 

Notably, the Alberta government was warned as early as 1999 about 
the need to adequately accommodate a more acute resident popu-
lation in LTC. As it was argued in the 1999 Broda report, “Additional 
funding should be directed to increasing the number of qualified 
front line staff available to address the increasing acuity of people in 
LTC centres.”64  Unfortunately, it seems that Broda’s recommendation 
about staffing increases fell on deaf ears. So, too, have the very clear 
indications provided by professional caregivers about the problems 
in the elder care sector. As a result, it has become a sad joke among 
Alberta elder care staff that it is much better to be a prisoner than a 
senior in Alberta.65 

 
4. B. The knowledge gap 

Between 1999 and 2009, AL experienced an increase in resident 
acuity comparable to that seen in LTC. Within AL, residents requiring 
Type I care declined from 47% to 30%, while those requiring Type II 
care held steady. The big change was in the percentage of residents 
requiring Type III care, which increased from 17% to 34% between 
1999 and 2009. In 1999, close to half of AL residents were of Type 
I and only 17% were of Type III. But by 2009, AL was split relatively 
evenly among residents requiring Type I, Type II, and Type III care. 
This change amounts to a major influx of high-acuity residents into 
facilities designed for less-acute needs. 

The records of the HFRC made it possible to put a human face on the 
care gap in LTC. It is difficult to do something similar for AL because 
the HFRC did not visit those facilities. AL did not exist when the 
mandate of the HFRC was defined decades ago, and no effort was 
later made to bring AL under its purview. This dearth of information 
amounts to a knowledge gap regarding the experiences of elder 
Albertans in AL.  

The knowledge gap also relates to the regulatory differences be-
tween AL and LTC. Under the Nursing Homes Act or the Hospitals 
Act, LTC facilities are obliged to meet some key standards. For ex-
ample, LTC operators are required to provide elders with access to a 

“ “Compared with long term care, 
there is additional uncertainty 
regarding the care available to 
residents in assisted living. 
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representative of their religion. They must supply three dietician-ap-
proved meals per day, accommodate special dietary requirements, 
and provide continual access to snacks. Operators of LTC facilities 
must offer an annual staff education program on topics including 
gerontology and infection control. LTC facilities are also obliged to 
meet certain standards related to staffing, both in terms of minimum 
care to residents and minimum training levels for staff. While these 
standards fall far short of expert recommendations regarding the 
staffing levels necessary to ensure adequate care, they do amount to 
a measure of protection that is unavailable within AL.66 

 
Regulated by the Supportive Living Accommodation Licensing Act, 
AL facilities are subject to very little by way of legal requirements, 
beyond basic provisions for safety and cleanliness. Neither the 
Supportive Living Accommodation Licensing Regulation nor the 
Continuing Care Health Service Standards fills the gap by providing 
meaningful assurances that residents in AL can rely on care that will 
safeguard dignity and comfort. Considering also the role of home 
care in supporting residents in AL, the lines of accountability are 
substantially less direct within AL as compared with LTC. As a result, 
there is additional scope for uncertainty regarding the care available 
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to residents in AL.

As of 2013, the knowledge gap in Alberta elder care has expanded 
dramatically. The Government of Alberta has eliminated the HFRC, 
claiming that various other government programmes make its work 
redundant. It should be noted that the HFRC was by no means an 
ideal mechanism through which to monitor elder care. As noted 
above, the committee lacked a mandate to verify compliance with 
basic standards, or to assess quality of care in a rigorous manner. 
Committee-members were not trained health professionals. Most 
importantly, there is little evidence that the reports of the HFRC have 
prompted meaningful changes in government policy. Both limitations 
in the scope of the committee’s investigations and limitations in the 
influence of the resulting reports kept the HFRC from having sub-
stantial effect on the delivery of health services in Alberta. However, 
the reports of the HFRC did provide some record of resident, friend 
and family, and staff experiences that may not otherwise have been 
preserved. Certainly, it is unclear that other existing government pro-
grammes will make public information comparable to that available 
through the reports of the HFRC. 

The severity of the knowledge gap is redoubled by circumstances not 
under the control of the provincial government. Within the context 
of this report, it was possible to assess the increased resident acuity 
in Alberta elder care through examination of Statistics Canada’s RCF 
survey. This data series was terminated in 2010 and has not been 
replaced by any other statistical documentation of residential elder 
care across Canada. From this perspective, Alberta residential elder 
care falls within a nation-wide knowledge gap.

4. C. Workers’ experiences

As increased resident acuity has affected resident and family experi-
ences in negative ways, so has it affected the people working in the 
elder care sector. In the absence of resources sufficient to compen-
sate for changed resident populations, a more incapacitated resident 
population has created an extremely difficult situation for Albertans 
employed as caregivers. 

The records of the HFRC make clear that employees have sought to 
make up for inadequate staffing, even at the expense of their own 
physical and mental wellbeing. Staff at the Vegreville Care Centre 
indicated that “they did not have time to take their breaks because 
of the workload.”67 Family members of residents in the Good Samar-
itan South Ridge Village expressed concerns that staff members are 
working too hard, indicating that “they never have a break!”68 At the 
Edith Cavell Care Centre in Lethbridge, staff explained to members 
of the HFRC the direct connection between “the increased complex-
ity of care” and “increased injury and illness” among staff.69 These 

“ “In the absence of appropriate 
workplace supports, residents’ 
increased medical acuity and com-
plexity has created an extremely 
difficult situation for Albertans 
employed as caregivers. 
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Alberta-specific examples confirm the significant risks to elder care 
staff that national and international researchers working on LTC 
have documented.70 

Staff-members forced to overextend themselves may then be obliged 
to miss work in order to recover. Given apparent employer difficul-
ties in securing replacement workers, the result is that the acuity 
gap is rendered even more severe by staff absences. The situation 
was apparent to family members at the Good Samaritan South Ridge 
Village, who observed that employees are often obliged to work 
short-staffed, as the facility “can’t get someone to come in to cover if 
staff are off sick.”71  Employees working in residential elder care who 
were consulted through the research process for this report have 
indicated that working short-staffed is standard practice. 

Labour conditions have a direct bearing on resident experience. Staff 
turnover can seriously erode resident quality of life due to the value 
of interpersonal relationships, particularly in light of the intimate 
nature of many tasks undertaken by elder care staff.72 At Carewest 
Garrison Green, one resident said that residents never have the 
same health care aide (HCA) attending to them for more than a few 
days, so they never get to know the aide, and the aide never gets 
to know them.73  In a letter to the Red Deer Advocate published 15 
January 2013, R. Dean Cowan of Red Deer worried that a strike at his 
wife’s facility (Symphony Senior Living, Aspen Ridge) would seriously 
affect her well-being. His dementia stricken wife depended on her 
familiar caregivers, with whom she had built relationships. Cowan 
wrote that, “whenever a new employee starts” his wife “becomes 
quite aggressive towards them.” This example vividly illustrates how 
upsetting staff instability can be for elders. 

Researchers have documented the risk of physical violence faced 
by elder care staff in their day-to-day work.74  In conversations with 
front-line staff undertaken for this report, workers reported being 
punched, hit, spit on, bitten, and having their hair pulled. Elder 
care workers also suffer intellectually and emotionally. At Elk Point 
Healthcare Centre, the HFRC spoke with the head nurse, health care 
aides, and other staff, all of whom expressed distress at what they 
saw as the inadequate care provided to residents. Members of the 
HFRC noted that many staff-members were very emotional about 
this situation, exhibiting sadness and frustration. The report of the 
HFRC concluded that feelings of stress amongst staff derived from 
their perceived inability to provide timely and adequate care are 
affecting resident care and staff morale.75  Researchers examining 
workers’ experiences in residential elder care have applied the con-
cept of structural violence as a means of describing the poor working 
conditions and lack of support experienced by elder care workers. 
Structural violence impedes careworkers from providing the quality 
of care that they recognize should be available to elders.76 
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In conversations with residential elder care staff undertaken for 
this report, a recent trend became apparent. Numerous employees 
documented increasing concern with ‘customer service’ among the 
owners and operators of elder care facilities. Further, Extendicare, 
a large corporate provider of elder care with 246 facilities across 
Canada and the United States, notes in its annual report that it has 
implemented a customer service training program (Courtesy Attitude 
Responsibility Excellence, or CARE) to train all front line workers on 
how they can improve their contribution to managing and delivering 
upon customer service expectations in a competitive market.77

Disturbingly, this concern with ‘customer service’ is manifest not as 
renewed attention to the well-being of elders, but as preoccupa-
tion with cultivating a positive impression of the facility among the 
friends and family of residents. Some facilities have begun employing 
greeters to intercept visitors at the door, and to ensure insofar as 
possible that they are pleased with what they see. Staff responsible 
for resident care have been ordered to avoid mentioning if they are 
short-staffed, as this may leave friends and family with a negative 
impression. Some workers in the elder care sector tell of operators 
instructing families to call before they visit, which suggests a poten-
tial variation in level of care based on whether a visit is pending. 

In a situation where the primary focus remained on ensuring quality 
care for residents, there would certainly be no harm in also working 
in a sincere manner to improve the experience of visiting friends and 
family. However, in a situation in which emphasis is placed on cul-
tivating a positive impression despite clear evidence of inadequate 
care, there is reason for concern. Workers in the elder care sector 
are being asked to participate in furthering a knowledge gap that 
may mislead friends and family about the quality of care their loved 
ones are receiving. 

4. D. Conclusion

The shift toward AL, motivated by government desire to trim public 
expenditures and expand opportunities available to for-profit health 
care providers, has had serious negative consequences for Albertans 
served by the elder care system. The concentration of severely-inca-
pacitated elders within LTC has contributed to a discrepancy be-
tween residents’ needs and available care. This care gap has caused 
inconvenience, discomfort, and a higher risk of injury to elders in LTC. 

The facilities mentioned by name in this report are illustrative of a 
broader pattern. Roughly half of the HFRC reports examined for this 
report included at least one example of inadequate care attributable 
to the care gap, and many facilities included multiple examples. It is 
clear that difficult conditions in Alberta residential elder care have 
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serious negative consequences, not only for elders and their support 
networks, but also for employees working in residential elder care. 

This section also considers the knowledge gap in Alberta residen-
tial elder care, which inhibits attempts to closely examine resident 
experiences within AL. In the absence of reports from the HFRC, 
and in light of the lesser regulation to which AL is subject in com-
parison with LTC, there is ample reason for concern. The situation is 
rendered even more worrisome by the elimination of the HFRC and 
the cancellation of the RCF survey, the key Statistics Canada data 
set addressing residential elder care. Ultimately, with respect to the 
availability of information about the experiences of elders in residen-
tial care, the situation is becoming increasingly dire in both LTC and AL. 

5. Privatization
Along with significant evidence of unmet need across Alberta’s entire 
residential elder care system, there is also reason for concern that 
the quality of care may be drastically uneven among the province’s 
residential elder care facilities. This section compares care quality 
among public, not-for-profit, and for-profit LTC facilities. 

It seems intuitively obvious that more skilled caregivers, with more 
time to spend on each resident, provide better quality care. This rela-
tionship between staffing and care quality has been substantiated 
by academic experts.78  A key factor bearing on the quality of care is 
the ratio of caregivers to residents, with more caregivers associated 
with better care. Another important factor is the level of training and 
expertise among professional caregivers.

Statistics Canada’s RCF survey provides data on staff hours and num-
ber of residents in LTC facilities. By incorporating expert benchmarks 
on care time needed to achieve minimally acceptable and reason-
able quality care, it is possible to gauge whether Alberta elders have 
access to appropriate levels of care.79  The findings are disturbing. LTC 
in Alberta only very rarely meets or exceeds the benchmark for min-
imally acceptable care. In the vast majority of years, across delivery 
models, the benchmark for quality care is far out of reach.  These 
findings further substantiate the existence of a care gap in Alberta 
residential elder care.

Importantly, the care gap varies in severity according to delivery 
model. This section explores the significant differences in staffing 
patterns among Alberta LTC facilities that are operated publicly, by 
a non-profit group, or by a for-profit enterprise. In AL, care is often 
provided primarily through home care, which is not assessed in the 
Statistics Canada data set employed here. 
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5. A. Care time by delivery model
Schematic literature reviews are scholarly attempts to analyze the 
findings of a large number of studies on a given topic. Two such 
recent reviews have been conducted on the topic of variations in 
care quality between elder care facilities operated publicly or by 
for-profit or not-for-profit enterprises. In a review of relevant studies 
published between 1990 and 2002, Hilmer et al. established that 
nursing staff levels were lower in for-profit facilities.80   In an even 
larger examination of studies published between 1965 and 2003, 
Comondore et al. found that not-for-profit facilities exhibited more 
or higher quality staffing.81 

 
Recent years have seen the expansion of research along these lines 
in a Canadian context. Numerous studies of the Ontario situation 
have connected delivery model to staffing levels. A 2005 analysis 
of Ontario LTC facilities between 1996 and 2002 found that public 
facilities had higher nursing intensity levels and higher direct care 
staffing levels than other delivery models, while for-profit facilities 
have significantly lower levels than other facility types.82  A 2005 
study of the British Columbia situation found the mean number of 
hours per resident-day was higher in the not-for-profit facilities than 
in the for-profit facilities for both direct-care and support staff, and 
for all facility levels of care.83  Studies have linked staffing differences 
to resident outcomes, with residents faring better in better-staffed 
facilities.84 

  
Alberta long term care conforms to these broader patterns, exhib-
iting significant variation among staffing levels between delivery 
models. Total direct care hours per resident-day encompasses the 
various services (including nursing and personal care) that elders in 
long term care receive from registered nurses [RNs], licensed practi-
cal nurses [LPNs] and HCAs, measured in hours per resident per day. 
As displayed in Figure 3, on average across the decade between 1999 
and 2009, public facilities hover around the benchmark for minimal 
care. Non-profit facilities are, on average over the period considered, 
just over 40 minutes short of the minimal care benchmark. For-prof-
it facilities fare the worst of all, averaging roughly an hour and ten 
minutes short of the minimal care benchmark.

It is critical to note that the figures analyzed above overstate the 
direct care received by LTC residents. The Statistics Canada data 
employed here addressed time paid, not time worked. Paid hours 
include holidays, sick time, and other compensation over and above 
time spent engaged in labour. A study of care facilities in British 
Columbia found that paid hours were 15 to 30 percent higher than 
actual hours worked.85 Had it been possible to subtract paid hours 
not spent in direct resident care, the situation would be revealed as 
even more dire.

“ “Alberta long term care exhibits sig-
nificant variations in quality among 
for-profit, not-for-profit, and public 
delivery models, with for-profit 
facilities offering inferior care.

29



The situation in Alberta LTC facilities conforms to the prevailing na-
tional and international pattern with respect to differences in care 
quality across delivery models, as indicated by staffing levels. Based 
on their studies in other jurisdictions, experts Harrington et al. have 
come to the conclusion that, in elder care, “profit seeking diverts 
funds and focus from clinical care.”86 Another Canadian study con-
cluded that “public money used to provide care to frail elderly peo-
ple purchases significantly fewer direct-care and support staff hours 
per resident day in for-profit LTC facilities than in not-for-profit.”87 

 These assertions would seem to hold true in Alberta. In expanding 
opportunities for for-profit participation in Alberta elder care, the 
provincial government has promoted a move toward a delivery mod-
el that is associated with lower quality care. 

5. B. Caregiver expertise by delivery model

Care quality is affected not only by the amount of care available, but 
also by the expertise of those delivering the care. While in a support-
ive work environment, all caregivers have the capacity to perform 
their duties conscientiously and compassionately, the advanced 
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training possessed by staff such as LPNs and RNs allows them to 
offer specialized care or to perform tasks that are beyond HCAs. 

Over the decade between 1999 and 2009, a dramatic transforma-
tion took place in the staff mix within Alberta LTC facilities. This is 
documented in Figure 4. The proportion of care provided by HCAs 
has increased across all delivery models. The proportion provided 
by LPNs has decreased drastically, while the proportion provided by 
RNs has decreased more modestly, though still significantly. Overall, 
these shifts amount to a de-skilling of the LTC labour force, creating 
a situation in which there are fewer staff-members positioned to 
provide specialized nursing care. This is occurring even as the acuity 
and complexity of the resident population is increasing.

In relation to the care available from highly-trained staff, there are 
important differences to note between delivery models. Figure 5 
makes clear that all delivery models fall far short of the 69 minutes 
of care per resident per day by RNs that is considered the benchmark 
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for quality care.88 Over the years in question, public facilities hovered 
around the minimal care benchmark of 45 minutes per resident per 
day.89  Both non-profit and for-profit facilities fell short of the minimal 
care benchmark, with for-profits averaging the worst of all over the 
period in question. Of all delivery models between 1999 and 2009, 
public facilities came the closest to hitting the quality care bench-
mark in 2002, when they offered 52 minutes of care. In contrast, 
over the decade considered here, private facilities offered, at most, 
just under 35 minutes of care. 

Notably, in research workshops with staff working in the elder care 
sector, participants commented numerous times that RNs are in-
creasingly placed in administrative and supervisory positions. Their 
time might be spent overseeing those engaged in hands-on resident 
care, or in preparing resident reports. It is possible that residents fail 
to receive significant benefit from even the minimal period of expert 
RN care that this data would suggest is available to them. 
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Further, once again, these measurements of care time pertain to 
the hours for which employees are paid, not the hours they actually 
spent working with residents. Subtracting paid time not spent in 
direct resident care, if the data made it possible to do so accurately, 
would provide a more realistic picture of the care available to elder 
Albertans.

5. C. Workers’ experiences

Private delivery of elder care has consequences for employees work-
ing in the elder care sector. An Ontario study linked for-profit owner-
ship with higher rates of workplace injury, more severe injuries, and 
greater fear of repercussions for reporting injuries.90 Further, private 
operators typically offer lesser compensation packages to their staff. 
The variation is evident in recent Alberta collective bargaining expe-
riences.

•	 In 2012, the Alberta Union of Provincial Employees achieved 
first contracts for the workforces at Hardisty Care Centre91 and 
Devonshire Care Centre,92 both owned by BC-based Park Place 
Seniors Living Inc. The major achievement in both contracts 
was to bring staff wages in line with rates of pay at public facil-
ities. Workers at Hardisty were on strike for two months before 
a settlement was achieved.

•	 In November 2012, the Canadian Union of Public Employees 
reached a settlement for workers at a for-profit elder care cen-
tre that offered auxiliary nursing staff salary increases of 10.9% 
over three years, and improvements in shift and weekend pre-
miums in order to bring them in line with rates paid at public 
facilities.93  This settlement was achieved with the assistance of 
a mediator.

•	 In April 2013, a labour dispute at Monterey Place elder care 
facility in Calgary was finally resolved after a 280-day lock-out.  
While the settlement brought a 44% increase in health care 
aides’ wages and a 40% increase in licensed practical nurses’ 
wages, at the end of the four year deal, Triple A Living Commu-
nities Inc., the facility’s operator, will still be paying its staff at 
levels below the rates offered to employees in public facili-
ties.94 

It is obvious that collective bargaining achievements benefit work-
ers by improving wages for the work of caring for the elderly. What 
may be less obvious is how they benefit Albertans at large. Alberta 
Health Services funds all facilities in a manner that assumes wage 
rates equivalent to those paid under Alberta Health Services col-
lective agreements.95 So private operators are funded to pay their 
nursing staff at the same level as Alberta Health Services employees 
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doing the same job, but some operators nevertheless continue to 
pay lower wages. The result is that public funds intended to ensure 
sufficient numbers of qualified elder care staff are diverted toward 
facility owners. 

As workers at Hardisty Care Centre found, strike action may even be 
necessary in order to secure wages paid at the rate Alberta Health 
Services assumes private operators are paying their staff. Considering 
this, it is worrying that the Alberta Continuing Care Association, the 
lobby-group for the elder care industry, has been pressuring the Gov-
ernment of Alberta to take away the right to strike from workers at 
unionized private and non-profit LTC and supportive living facilities.96 

5. D. Conclusion

This section considers the quality of care received by Alberta elders 
in LTC. It makes clear that, measured according to the benchmarks 
established by experts, LTC staffing has largely failed to meet the 
levels deemed necessary to ensure even a minimal quality of care. 
It also makes clear that while even public facilities fail to achieve 
adequate staffing, not-for-profit facilities do worse, and for-profit 
facilities worst of all. This is consistent with research conducted 
elsewhere, which has established a link between for-profit own-
ership and lower staffing levels. Given the established connection 
between staffing levels and care quality, this amounts to a lower 
quality of care for Alberta elders in for-profit LTC facilities. This 
section also makes clear how inadequate wages paid at for-profit 
facilities amount to a diversion of public funds toward the coffers 
of private operators.

Over the past 15 years, residential elder care in Alberta has been 
administered in a manner that has led to the increased participation 
of for-profit enterprises. This questionable approach to residential 
elder care has resulted in negative effects on Albertans in elder care, 
their friends and families, and employees working in the elder care 
sector. 

6. Offloading 
Offloading, the process of transferring costs and responsibilities 
from the public system to private citizens, is basic to elder care in 
Alberta. Such transfers have been presented as means of limiting 
public expenditures on elder care. But changing who pays for or 
provides care does not make it free. To gain a true understanding 
of the costs of elder care, including its consequences for Alberta’s 
society and economy, it is essential to track the effects of offload-
ing. This broader conceptualization emphasizes both the economic 
and noneconomic consequences of offloading and makes clear that 
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offloading is not in the best interest of elders, their friends and 
family, or the broader Alberta public.

Elder Albertans are evaluated for placement in LTC or AL through 
an assessment of unmet health needs. As defined by Alberta Health 
Services, unmet health needs are “care requirements that remain 
after the abilities and existing supports of the client, family and of 
the community have been considered….”97 The system is structured 
to ensure the capacities of friend and family caregivers are exploited 
to the maximum before public supports are put in place. In this way, 
the goal of minimizing the role of the public system is built into the 
process through which elders’ needs are assessed.

As has already been noted, residents in LTC and AL are levied a cost 
for their accommodation. The Alberta government contends that 
the specialized accommodation provided in these facilities is not a 
health service, with the result that the government is not obliged 
to ensure free access to all. This unbundling of accommodation and 
health services rests on the questionable notion that, for elders, 
health services and accommodation arrangements can be separated.  
In reality, often elders are faced with little choice but to access the 
specialized accommodation that makes possible the health care ser-
vices they require. Notably, Alberta’s Auditor General has said that 
the costs levied on residents with respect to accommodation are 
not based on any actual summing of relevant expenses. In fact, the 
Auditor General went on to explain that the Government of Alberta 
has not “defined what services accommodation rates cover.”98 There 
is reason to question both the idea that health and accommodation 
services can reasonably be divided and the specific amount the Gov-
ernment of Alberta has seen fit to levy as accommodation-related 
charges. 

Beyond the charges they are assessed with respect to accommoda-
tion, residents in LTC are also generally obliged to pay out-of-pocket 
for costs such as laundry, hair-dressing, and television. Personal care 
items such as toiletries and oral care supplies are also a cost to the 
resident.

6. A. Inadequate care

Even once elders are accepted into the residential elder care system, 
substantial responsibilities remain for friends and family-members. 
In the Alberta case, friends and family of elders within LTC have been 
obliged to contribute substantially in order to compensate for an 
inadequate standard of care. These contributions have come either 
in the form of financial outlays or outlays of time. 

The records of the HFRC document efforts by families to hire supple-
mentary caregivers. At Capital Care Dickinsfield, the HFRC noted that 

“ “Friends and family of elders in 
Alberta long term care have been 
obliged to compensate for inade-
quate care by paying for more care 
or performing care themselves.
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some families felt obliged to hire private caregivers “to provide one-
on-one care and attention to their loved ones.”99 These caregivers, 
committee members go on to explain, also facilitate basic recreation-
al opportunities, such as going for walks or doing some shopping. 

In response to a concern of the HFRC with respect to staffing, an ad-
ministrator with the Edith Cavell Care Centre noted that the facility is 
“fully staffed according to the Alberta funding requirements.”100 The 
administrator then went on to note that dissatisfied families “have 
access to paid companions that provide extra hours for feeding res-
idents and support.”101 At Barrhead Continuing Care, in response to 
concerns over bathing frequency, staff advised members of the HFRC 
that those desiring more frequent bathing could pay for the service 
through a private provider, at their own cost. 102 Such suggestions 
from elder care providers indicate that the practice of paying out of 
pocket to ensure adequate care has become well-entrenched across 
the residential elder care system.

These examples illustrate the financial outlay required of residents 
and their families in order to achieve a minimum standard of life and 
quality of care. Such examples also raise concerns about variations 
in care quality among those able to pay and those of more modest 
resources. 

The reports of the HFRC also document instances of family mem-
bers’ attempts to compensate for inadequate care through their 
own unpaid labour. At Carewest Garrison Green, the HFRC found a 
troubling situation in relation to morning dining. Members observed 
that, on both days they visited, there were no staff-members assist-
ing residents with their meals. What assistance residents did receive 
was offered by a family member who was delivering food from the 
kitchen to the residents. The family member informed the HFRC that 
she had begun coming to help her father with his breakfast, but had 
been so disturbed by the lack of assistance provided to others that 
she decided to take the training course that would enable her to par-
ticipate in serving meals. She noted that her sister had also taken the 
course, so her sister would be able to assist with the evening meal.103

In Alberta LTC, friends and family of elders have been obliged to 
either pay for additional services, or to provide these services them-
selves, in order to ensure that their loved ones receive a very basic 
standard of care.  Inadequate care throughout the LTC system has 
resulted in rampant offloading onto the friends and family of elders. 
This situation also raises concerns about elders who may lack such 
personal support networks. 

6. B. Assisted living

While offloading exists throughout Alberta’s residential elder care 
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sector, it is more extreme in AL than in LTC. Residents in AL are 
obliged to pay costs related to accommodation, as in LTC. They are 
also subject to a wider array of additional costs. These include costs 
related to:

•	 Medications

Medication costs are absorbed by the public system when the 
resident is in an acute care hospital or an LTC facility. Seniors 
in AL have access to the drug coverage the Government of 
Alberta extends to all seniors. While this coverage is in flux at 
the moment due to changes announced with the 2013 provin-
cial budget, to this point all Alberta elders have had access to 
Blue Cross coverage, including up to $25,000 in health-related 
benefits per year. Roughly 30% of available drugs were not 
covered by Blue Cross, and therefore residents were obliged to 
purchase them privately. Further, elders were also expected to 
pay up to $25 per prescription or refill. 

Additionally, certain AL facilities establish conditions that 
increase drug costs, such as requiring residents to have their 
medications bubble packed (which is available from pharma-
cies for a fee), or to store only a month’s worth of medication 
at a time (which obliges elders to pay pharmacy dispensing 
fees more often). 

•	 Specialized supplies and equipment

In LTC, specialized supplies and equipment (such as inconti-
nence products, lifts, grab bars, walkers, and supplies related 
to diabetes management) are provided to elders in need. In 
AL, with the exception of selected purpose-built facilities that 
may include modifications such as grab bars, it is the resident’s 
responsibility to purchase needed supplies and equipment pri-
vately, or to take their need directly to Alberta Health Services. 

The financial burden of purchasing such supplies can be 
substantial. Further, even in situations where financial assis-
tance is available, residents’ abilities to access the specialized 
supplies and equipment they need depend on their success 
in navigating an unfamiliar, bureaucratic process. Additionally, 
the Government of Alberta and private insurance companies 
must then process each and every claim, an arrangement that 
carries substantial costs in time and human resources. 

•	 Therapies 

AL does not include therapies (occupational, physical, or recre-
ational) that would be included in LTC. Whatever therapy may 
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be available is administered separately through Alberta Health 
Services, which serves to increase the administrative burden 
on residents and their friends and families. Further, AL facil-
ities often do not include the specialized spaces required for 
effective therapy. Getting therapy may mean traveling off-site, 
a process that can be difficult for elders, and which creates 
additional costs related to transportation and accompaniment. 

Notably, it is not only residents in AL who may be obliged to 
pay privately for therapies in order to ensure adequate care. 
According to the records of the HFRC, a family member at a 
LTC facility indicated that “in order for her husband to maintain 
his mobility she takes him to a private clinic for therapy several 
times a week because there is not enough therapy available on 
site.”104 This suggests how offloading through inadequate care 
may be serving to erode the differences between LTC and AL.

These examples make clear that while many residents in AL may 
pay the same daily fee related to accommodation that is levied on 
LTC residents, additional costs may be substantially higher. Further, 
there is a significant burden of labour that accompanies the financial 
burden. Elders, or more often their friends and family, are obliged 
to seek out and arrange all of the various goods and services nec-
essary to supplement the very basic offerings in AL facilities. What-
ever financial supports may be available must be identified and 
arranged, which further increases the labour burden. As offloading 
occurs, fragmentation of service delivery also becomes a problem, as 
residents and families in crisis are obliged to negotiate with various 
providers in order to fulfill care needs.

Another issue is the greater unpredictability of costs in AL as com-
pared to LTC. Many elders living on fixed incomes experience signif-
icant difficulty in coping with price volatility. Because private opera-
tors work at least in part on a fee-for-service basis, these operators 
have an incentive to try to upsell their clients. Vulnerable elders may 
end up paying for services that are not strictly necessary or desir-
able. There is evidence out of the United States that unnecessary 
services are provided at a far higher rate by for-profit rather than 
not-for profit operators.105

6. C. The costs of offloading

Offloading does not make the needs of elders disappear. Rather, it 
shifts the responsibility for meeting these needs, further burdening 
elders and their friends and families. Notably, the costs of offloading 
are not limited to those with immediate contact with the residential 
elder care system. Rather, the effects of offloading have consequenc-
es that extend to society at large.   
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Scholars Janet E. Fast, Deanna L. Williamson, and Norah C. Keating 
have undertaken a review of academic research on what is called 
friend/family caregiving.  From that basis, they developed a list 
of stakeholders affected by offloading, including care recipients, 
caregivers, families of caregivers, and employers of caregivers. They 
found that friend/family caregiving “is associated with a number of 
hidden costs that seldom enter into discussions about health care 
and social policy.”106 This section employs the list of stakeholders 
developed by Fast, Williamson, and Keating to structure a discussion 
of the consequences of offloading. 

Costs associated with friend and family caregiving include: 

•	 Costs to informal elder care recipients 

Primarily non-economic, these costs are largely emotional 
and relate to concerns over loss of independence and fears 
of becoming a burden. Evidence suggests that these costs are 
greater for seniors receiving care from friend/family caregivers 
than from professional caregivers. Costs can also be related to 
risks to care recipients’ physical health, in cases where over-
whelmed caregivers may increase the risk of elder abuse. Costs 
may also be economic, relating in large measure to subsidies 
to the living expenses of their caregivers, or other forms of 
financial assistance that may or may not be explicitly tied to 
caregiving. Care receivers may also try to reciprocate with 
labour insofar as they are able. Providing childcare to grand-
children is one example.

•	 Costs to friend/family caregivers

The well-documented costs associated with providing infor-
mal elder care include impaired emotional well-being (as in 
instances of resentment or stress over caregiving), as well 
as risks to physical health (as in disruptions to sleep or other 
forms of strain). There are also costs in terms of social well-be-
ing, as the time dedicated to care-giving can cut in to time 
that would otherwise have been dedicated to cultivating other 
relationships. The economic costs associated with providing 
informal elder care are also established through research. 
Caregivers typically contribute a substantial amount of unpaid 
labour, which may impede their ability to succeed or advance 
in the paid workforce. Informal caregivers also often absorb 
substantial out-of-pocket costs associated with care-giving, 
including those associated with the purchase of specialty 
supplies, as well as those related to feeding and housing an 
additional adult. Further, some caregivers make time for caring 
by purchasing services such as childcare or yard work. Respite 
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care, purchased to give caregivers a break, is another out-of-
pocket cost. 

•	 Costs to families of friend/family caregivers

Caregivers’ families share in some of the burdens borne by the 
caregivers. The quality of social relationships within a family 
may be affected in a negative manner. The additional burden 
on caregivers’ time is a key factor here. Disruptions to sched-
ules and loss of privacy are other considerations. Resentments 
may develop among family-members who may be involved to 
varying extents in caregiving. 

•	 Costs to employers of friend/family caregivers 

Employers can experience costs related to employees’ care-
giving obligations. These include absenteeism, turnover, lost 
productivity, and lower quality work. Attempts to accommo-
date the needs of employees engaged in caregiving through 
family-friendly working arrangements (such as extended leave 
and employee assistance programmes) can carry economic 
expenditures to employers, even as these programmes stand 
to reduce conflicts between caregiving and paid work. 

Fast, Williamson, and Keating also highlight the costs to society as 
a further, if less well-researched, area of concern. As examples of 
concrete, society-wide impacts of friend and family caregiving, the 
authors point to decreased tax revenues from unemployed or un-
deremployed caregivers, and increased expenditures on health care 
for exhausted informal care providers.  A further consideration is the 
substantial regulatory cost required to ensure compliance with care 
standards in a heavily privatized sector.107

Fast, Williamson, and Keating have determined that “informal elder 
care is not, in fact, the costless solution it often has been assumed 
to be.”108 Ultimately, they find the argument that there are fewer 
economic and non-economic costs associated with friend and family 
caregiving “is untenable when costs beyond public sector costs are 
considered.”109 

Of course, the consequences of relying on friend and family care-
givers are not just negative. For instance, caregivers can experience 
benefits such as satisfaction in their task, and increased understand-
ing of others. Care receivers might experience diminished loneliness 
or boredom as compared to other seniors.110 However, recognizing 
these considerations should not detract from an understanding that 
reliance on friend and family caregivers is an approach that carries 
costs of its own. These expenditures are experienced not only by the 
individuals directly involved, but also by the wider community.
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Unpaid caregiving often falls to women. Regardless of employment 
status, women are typically more heavily engaged than men in meet-
ing the health care needs of friends and family members.111 Because 
they bear the heaviest burden of care, women also experience the 
most dramatic consequences from their caregiving, including conse-
quences for paid work, physical health, and emotional wellbeing.112

6. D. Conclusion 

The significant offloading of costs and responsibilities in Alberta AL 
is a major factor that makes this care model appeal to a government 
focused on cutting public expenditures. But offloading serves to 
significantly increase the burden, financial and otherwise, on elders 
and their families. 

Notably, the costs of offloading are not borne solely by those 
with intimate involvement in the elder care system. Rather, care-
givers’ families, their employers, and even society at large bear 
the related costs. 

7. Elder care for profit
The expansion of AL in Alberta was motivated by the government’s 
goal of cutting public expenditures, but also by its desire to open 
opportunities for for-profit enterprise. This section considers the cur-
rent state of for-profit residential elder care in Alberta. It begins with 
a survey of the participation by private, for-profit enterprises before 
moving to a close examination of the track-record of Extendicare, 
a multi-national elder care operator currently active in the prov-
ince.  Extendicare is publicly-traded, which obliges it to make public 
significant information about its financial situation and governance 
structure. Because of this, it offers a window on broader operations 
within the private elder care sector. Finally, this section addresses 
the financial rewards achieved by for-profit residential elder care 
providers operating in Alberta. 

7. A. Private elder care in Alberta

A wide variety of for-profit entities that specialize in elder care have 
been attracted to Alberta. The sector ranges from small, private-
ly-held companies who own one or two facilities (e.g. Triple A Living 
Communities or AdaptaCare Personal Care Homes Inc.), to major 
multi-provincial and multi-national corporations (e.g. Revera, Diver-
sicare, and Chartwell). There are also medium-sized companies and 
corporations with a chain of facilities located predominantly within 
Alberta (e.g. AgeCare, Integrated Life Care Inc., and Qualicare Health 
Services Corporation), as well as medium-sized chains that are pre-
dominantly based outside of Alberta and currently have only a toe-
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hold in the province (e.g. Golden Life, Caleb Group, or Touchmark). 
In total, there were 35 private businesses licensed to operate con-
tinuing care facilities in Alberta as of March 2013. Investment is 
directed more toward AL and less toward LTC, with 93 private AL 
facilities housing 11,615 beds, and 43 LTC facilities housing 5,304 
beds. While the private AL facilities are owned by 30 separate com-
panies, most of which own two or more, the private LTC sector is 
limited to just 13 companies, with nearly half owned by two major, 
multi-national corporations: Revera and Extendicare.113 Most private 
businesses operating in Alberta’s elder care sector specialize in AL fa-
cilities, and usually own more than one. Considering companies have 
more freedom to decide the services provided, the qualifications and 
numbers of staff, and the prices charged to residents, it is not sur-
prising that companies would see greater opportunity to profit from 
investing in AL, as opposed to LTC. 

Overall, the residential elder care market is quite concentrated 
among a few large players. The top six companies by number of beds 
control 45% of all elder care spaces, and own 40% of the facilities. 
Revera and Extendicare each own 15 facilities. Revera’s holdings are 
split between AL and LTC facilities, while Extendicare’s holdings are 
weighted toward LTC facilities. The other four of the top six Alberta 
elder care companies are medium-sized chain companies, none of 
which are publicly traded, and are therefore not obliged to publicly 
report on their operations: AgeCare Ltd., Rosedale Developments, 
Integrated Life Care Inc., and Statesman Corporation. 

AgeCare, the third largest elder care corporation in the province, 
was co-founded in 1998 by Kabir Jivraj, a year before he became the 
Chief Medical Officer at Calgary Regional Health. Jivraj, a financial 
supporter of the Progressive Conservative party114 has seen his com-
pany secure $24.6 million in government grants from 2006 to 2011, 
and grow to include 7 AL facilities and 3 LTC facilities.115 Statesman 
Corporation is a real estate and resort development corporation 
founded by Garth Mann that has grown to include luxury retirement 
and AL facilities in Alberta, Ontario, and the United States. Accom-
modation fees at one such facility, Staywell Manor, begin at $48,000 
per year. The per diem rate at Alberta LTC facilities, in comparison, 
adds up to an annual rate of $17,575 per year.

7. B. Extendicare 

Taking a closer look at a large elder care corporation provides an 
additional perspective on the world of for-profit elder care. Extendi-
care is the largest private operator of LTC centres in Canada, includ-
ing 78 centers in four Canadian provinces. As of 31 December 2011, 
Extendicare operated another 183 facilities in the United States. 
It currently operates 14 Alberta LTC facilities with 1406 residents. 
Extendicare also operates AL services, and in early 2011, it opened 
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its first Alberta-based AL facilities in Lethbridge and Red Deer.
While Extendicare has recently converted to a corporate structure, 
it operated for years as an income trust, or flow through entity, a 
structure adopted in order to limit the firm’s obligation to pay taxes. 
The implications of this at the provincial level are significant, as 
non-Albertan investors are not obliged to pay tax on their returns 
to the Government of Alberta. In 2006, the Government of Alberta 
estimated a net revenue loss of approximately $400 million because 
of the rapid growth of flow through entities.116 

The Government of Alberta has offered significant subsidies to 
support Extendicare in expanding its operations in the province. For 
instance, between 2008 and 2011, forgivable loans were granted 
to Extendicare by several regional Health Authorities to build four 
continuing care facilities: LTC and AL centers in Red Deer; an AL 
center in Lethbridge; and a LTC center in Edmonton.117 A forgivable 
loan is essentially a financial payment, as money is loaned and then, 
after certain requirements are met, the loan is forgiven. These very 
favourable terms mean that public dollars helped provide the corpo-
ration with valuable infrastructure. Considering Extendicare then re-
ceives its contracts from the provincial government, the corporation 
benefits from substantial incentives to undertake relatively low-risk 
construction projects. 

Extendicare includes politically prominent individuals on its board. 
For instance, Michael J. L. Kirby, a member of the Extendicare board 
since 1987, was a member of the Senate of Canada from 1984 to 
2006. While on the Extendicare board, he chaired a Senate Stand-
ing Committee that released The Health of Canadians – The Federal 
Role.118 Known as the “Kirby Report,” it advocated for the privatiza-
tion of health services, a change that Extendicare would certainly 
have been well-positioned to capitalize on. Extendicare management 
includes individuals with experience in government. For instance, 
Paul Tuttle, the head of Canadian operations for Extendicare, 
was previously employed by the Ontario Ministry of Health and 
Long Term Care, most recently as Director of the Long Term Care 
Branch.119 

Large corporate players in elder care do not limit themselves to a 
single sector. Extendicare, for instance, also operates Paramed, a 
homecare agency active in Alberta and Ontario. Given that in AL 
health and personal services are largely provided by homecare, Ex-
tendicare clearly perceives another avenue through which to access 
profit. Mike Harris, former Premier of Ontario and board member 
of Chartwell, another major for-profit elder care corporation, has 
recently opened a home care franchise in Toronto.  

Extendicare provides an example of an elder care corporation 
profiting from Alberta elder care. This means assuming corporate 
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structures that minimize its tax payments. It also involves cultivating 
relationships with political power brokers, and includes providing 
opportunities for individuals to move back and forth between gov-
ernment and the private sector. It is difficult to perceive how such 
processes serve to improve the lives of Albertans in residential 
elder care.  

7. C. Extracting profit 

Using Alberta-specific data from Statistics Canada’s RCF survey, this 
section considers the profits achieved in the LTC and AL sectors. 

Privately owned residential elder care facilities are quite profitable 
in Alberta. In both LTC and AL, facility owners have seen substantial 
returns. Between 1999 and 2009, private LTC facilities in the prov-
ince had an average return on investment [ROI] of 2.1%.120 Private 
AL facilities had much higher returns over that time, with an average 
ROI of 9.14%. In comparison, over the same time period Standard & 
Poor’s 500 (an index widely-used to represent the performance of 
the US stock market) had an average return of 1.23%.121 This means 
that in recent years, the returns received by the private residential 
elder care industry in Alberta have been higher than those of the 
US stock market (see Figure 6). Even discounting for the effects of 
the 2008 Great Recession by looking at the years 1999 to 2007, the 
9.14% ROI of private AL facilities is nearly three times the 3.17% ROI 
Standard and Poor’s 500 averaged over that time. 
 
These relatively high rates of return translated into significant profits. 
Private LTC facilities accumulated over $58 million in profit over the 
decade. The much smaller private AL sector enjoyed profits of $35.5 
million. And these profits have been increasing over time. Over the 
five years beginning in 1999, the private AL industry took in $3.7 
million in profits. In the five years ending in 2009, the industry made 
$27.9 million in profits. In contrast, the not-for-profit and public sec-
tors have had exceptionally tight budgets, and more often than not 
over the decade considered here, their expenses outstripped their 
revenues.

How do for-profit elder care providers achieve such returns, partic-
ularly in comparison with the experiences of the public and not-for-
profit sector? Factors include spending less on direct care costs, and 
cultivating a population of less severely incapacitated elders. Both 
are examined below.

Direct care costs include costs related to staff, pharmaceuticals, and 
medical supplies. In AL, despite some variation in expenditures over 
the decade, for-profit operators expended only a slightly higher 
amount on direct care in 2009 than they did in 1999. In contrast, not-
for-profit facilities have seen almost continually increasing expendi-
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tures over the decade. In 2009, not-for-profit operations expended 

$46.94 more on direct care for each resident every day than did 
for-profit facilities. In the LTC sector, over the entire decade under 
study, public and not-for-profit operators spent significantly more on 
direct care than did for-profit operators. In 2009, for instance, public 
facilities spent $71 more on direct care per resident per day than did 
for-profit facilities. 

Data on resident acuity by delivery model between 1999 and 2009 
indicates that, in both AL and LTC, for-profit operators managed to 
increase their intake of the least-severely incapacitated elders, and 
limit their intake of severely incapacitated elders. In the AL sector, 
for-profit facilities experienced an over-all decline in the acuity of 
their resident population. In contrast, not-for-profit facilities ex-
perienced a dramatic increase in acuity. Given the overall increase 
in acuity across the residential elder care sector, it is telling that 
for-profit AL operators managed to achieve a reduction in resident 
acuity over the period between 1999 and 2009. In LTC, for-profit 
operators were not spared the increased acuity evident across res-
idential elder care. However, they were far less severely impacted 
than the not-for-profit or public operators. Between 1999 and 2009, 
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Figure 6: Statistics Canada, Residential Care Facilities.
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the LTC sector saw the public system provide care for the most 
needy elderly, while for-profit operators accommodated the least 
incapacitated. 

Lower resident acuity facilitates private operators’ scrimping on 
direct care expenses in an effort to generate profit from caring for 
Alberta’s elderly. Research indicates that the concentration of higher 
acuity residents in public facilities is hardly unique to Alberta. A 2005 
article based on statistical data on LTC facilities operating in Ontario 
between 1996 and 2002 found that non-profit facilities provided 
care to more residents 85 years of age and older than did for-profit 
and government-owned facilities, while government-owned facilities 
provided care to a greater proportion of higher needs residents.122

The Government of Alberta has argued, following the Mazankow-
ski report, that introducing competition into elder care would lead 
to improvements in quality and efficiency because of competition. 
However, Alberta’s elder care sector has, over the past 15 years, 
seen the growth of something quite different. What has emerged 
is a situation in which private facilities earned substantial profits by 
scrimping on care for less acute residents, leaving more acute resi-
dents for non-profit and public facilities. The result is a situation in 
which the non-profit and public system bears the burden of the most 
expensive residents, and for-profit operators maximize their profits 
by confining themselves to the less expensive task of providing care 
for the less needy. 

7. D. Conclusion

This section has surveyed for-profit elder care in Alberta, providing 
some basic information about private operators active in the prov-
ince, and a detailed picture of Extendicare, a major, publicly-traded 
company operating in the province. It makes clear how for-profit 
elder care enterprises have sought to expand their reach by diversi-
fying their services and cozying up to those in political power. Finally, 
this section also explains how for-profit enterprises manage to 
extract profit: through pursuing a less acute resident population and 
scrimping on resident care. 

Previous sections of this report have made clear how the privatiza-
tion of residential elder care in Alberta has been associated with 
lower quality care for residents and more difficult working conditions 
for employees. This section has highlighted what private elder care 
providers prioritize above the well-being of residents and employ-
ees: the accumulation of profit, as well as the expansion of their 
political influence and market share. 

Clearly, the privatization of residential elder care does not serve the 
public interest. 
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8. Achieving high quality 
elder care 

Over the past 15 years, residential elder care in Alberta has un-
dergone a dramatic transformation. This transformation was two-
pronged, driven by the growth of AL and the stagnation of LTC on the 
one hand, and the expansion of for-profit and the retrenchment of 
public elder care on the other. The evidence suggests that this trans-
formation has only served to worsen conditions in what was already 
a highly flawed system of residential elder care.

This report has documented the existence of a care gap in residential 
elder care, a discrepancy between the needs of elders and the care 
provided in either LTC or AL. Particularly in LTC, it is clear that staffing 
levels in Alberta facilities have not increased sufficiently to compen-
sate for increased resident acuity and medical complexity. The result 
has been a very difficult situation for Alberta elders, their friends and 
family, and staff working in the elder care sector.  

While a care gap also exists in AL, there is less information available 
about the experiences of elders accommodated in that care model. 
The resulting knowledge gap is worrying, particularly in the context 
of the termination of Statistics Canada’s Residential Care Facilities 
survey, which was an important source of information on residential 
elder care in Alberta and across Canada. 

While a care gap exists throughout Alberta elder care, there are 
important differences in its severity among for-profit, not-for-prof-
it, and public elder care facilities. Across LTC and AL in the period 
examined here, for-profit facilities offered inferior staffing, which 
translated into lower quality care. For-profit facilities also provide a 
more difficult working environment for staff. The evidence is clear: 
privatization is associated with lower quality residential elder care.

The shifts in Alberta’s residential elder care system have been driven 
in part by the provincial government’s goal of minimizing public 
expenditures. The result has been increased unbundling and offload-
ing in Alberta, as health services are divided up, and responsibility 
for arranging and paying for them is passed to those in need. The 
inadequate standard of care throughout the Alberta residential elder 
care system amounts to an offloading of costs and responsibilities on 
to residents’ friends and families. Further, in AL, responsibilities and 
costs related to medications, specialized equipment, and therapies 
often end up being borne by residents and their friends and families. 
Offloading has significant consequences that affect care recipients, 
their friends and families who provide care, the loved ones and 

47

“ “The changes in Alberta residential 
elder care over the past 15 years 
have only served to worsen condi-
tions in what was already a highly 
flawed system.



Parkland Institute November 2013

employers of caregivers, and society at large. Many of these conse-
quences are negative.
Changes in residential elder care have also been driven by the 
provincial government’s goal of creating opportunities for a well-po-
sitioned few to profit. Private operators in both the LTC and the AL 
sectors have enjoyed substantial profits during the decade between 
1999 and 2009. By seeking out less severely incapacitated residents, 
and spending less money on direct care, for-profit operators have 
redirected public funds away from needy elders and toward corpo-
rate coffers. 

Alberta elder care is in crisis. There is strong evidence that the 
Alberta government policies of expanding AL and privatizing elder 
care have been associated with a degraded quality of care. Changes 
in Alberta residential elder care over the past 15 years are a story of 
going from bad to worse. 

8. A. Opportunities

In Alberta, the goal of achieving high quality care for elders remains 
elusive. Still, it is possible to find examples of promising opportu-
nities within the province. Along with the changes to LTC that are 
necessary to ensure that high quality residential elder care is avail-
able to all who require it, the Government of Alberta might look to 
the programmes outlined below as examples of additional ways to 
pursue the goal of high quality elder care. 

•	 The CHOICE programme 

The Comprehensive Home Option of Integrated Care for the 
Elderly [CHOICE] programme was launched by the Edmonton 
Capital Regional Health Authority in 1996. CHOICE was based 
on successful programmes in the United States, most notably 
Programs of All-inclusive Care for the Elderly [PACE]. PACE 
sought to provide the robust supports necessary to enable 
seniors to remain in their own homes for longer.123 As of early 
2013, there are five CHOICE sites in Edmonton.124 In 2001, the 
Calgary Health Authority launched its version of CHOICE, which 
is called the Comprehensive Community Care for the Elderly 
program [C3], with 90 spaces.125

CHOICE’s mandate is to extend a ‘one stop shop’ approach to 
elders who require a variety of services, including medical, re-
habilitative, social, and supportive.126 CHOICE operates through 
a day programme model, based out of a community facility in-
tegrated with adequate home supports available in off-hours, 
including the possibility of as-needed, short-term, overnight 
stays. The goal is to reduce or eliminate reliance on acute care, 
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and delay or eliminate the need for admission to residential 
elder care.127 There is evidence that the programme has an 
effect. In the six months before joining CHOICE, clients visited 
emergency 299 times; in the six months after, they made 210 
emergency visits, a 30 percent decrease.128

•	 The lodge programme

Since the 1950s, the province of Alberta has benefited from 
a system of seniors’ lodges. Unique to Alberta, these lodges 
emerged from collaboration between the province and local 
municipalities. For decades, lodges have provided accommo-
dation to elders who are functionally independent (at least 
with some assistance from homecare) but no longer willing or 
able to undertake the labour associated with living in a private 
home. Through the supports available in the lodge system, 
many seniors are able to live longer in their communities, in a 
manner consistent with the aging in place concept.129 In June 
2012, there were approximately 150 lodges operating across 
the province. 

From its inception, the lodge system has catered to low-in-
come seniors. Current arrangements are designed to ensure 
residents retain $265 after paying for rent, based on semi-pri-
vate room rates. However, the ability of lodges to serve the 
needs of low income seniors, and indeed even the viability 
of the lodge system itself, has been put at risk in recent years 
through changes to available provincial funding. In its early 
decades, the provincial government split any operating deficit 
on a 50/50 basis with the relevant municipality. From 1994, 
however, the government has moved to a capped grant called 
the Lodge Assistance Grant, with municipalities responsible 
for all remaining costs. This has resulted in increased costs and 
risks downloaded onto municipalities. Further, many lodge 
structures have deteriorated substantially in the past few de-
cades, and the province has made only minimal contributions 
to infrastructure maintenance or modernization. 

Alberta’s lodges provide an example of a public system posi-
tioned to contribute to ensuring quality elder care for all Alber-
tans, including those who lack sufficient financial resources to 
access other options, such as private AL. Expanding support to 
the lodge system would increase options for elderly Albertans.

Achieving the promise of these innovative programmes would 
require that substantial public resources be put into the personal, 
home, and medical supports required by elders living at home, or in 
home-like settings. It would involve looking beyond further privatiza-
tion to focus on evidence-based options for providing high-quality, 
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cost-effective elder care for Alberta elders. Ultimately, it is through 
means such as these, in combination with an expanded and im-
proved LTC system, that high quality elder care can be made avail-
able to all Albertans who need it.

8. B. Recommendations

Based on research conducted on the Alberta situation and on ex-
perts’ views of how to best provide high quality elder care, Parkland 
Institute offers the following recommendations:

Expand the Canadian public health care system to encompass 
continuing care services, including all residential and home-based 
forms of elder care

•	 The Government of Alberta should join with other provinces 
in lobbying the Federal Government to expand public health 
care to include continuing care services, including all residen-
tial and home-based forms of elder care. This would compel 
governments to develop the resources necessary to provide 
free, universal access to elder care for all Canadians, as well as 
to ensure consistent standards across provinces. It would also 
help position the health system to work more effectively and 
efficiently, by eliminating problematic distinctions between 
acute care and continuing care. Expanding the public health 
care system would have important, far-reaching implications 
for how elder care is provided in Alberta and across Canada. 
This change would lay the groundwork for improved care in 
years to come.   

Improve staffing 
•	 In recognition of the care gap across Alberta elder care, the 

Government of Alberta should immediately make available 
funds to facilitate improved staffing, with the provision that all 
operators (public, not-for-profit, and for-profit alike) be obliged 
to expend these funds on direct care staffing. 

•	 Ensure that all residential elder care facilities are legally bound 
to minimum staffing levels established in relation to experts’ 
assessments of the levels required to ensure quality care. 
These levels should also allow for substantial improvements in 
the working conditions experienced by professional caregiv-
ers working in elder care facilities. The provincial government 
should provide whatever enforcement is necessary to ensure 
specified staffing levels are met.

Phase-out private, for-profit elder care 
•	 Immediately suspend subsidies and programmes that bene-

fit for-profit elder care corporations and work to phase-out 
for-profit elder care, due to the abundant evidence that 
for-profit corporations provide inferior quality care. 
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•	 Build on successful programmes such as CHOICE and seniors’ 
lodges in developing a robust public elder care system. 

Increase public access to information about elder care
•	 Improve monitoring and reporting practices to ensure that 

meaningful data about elder care is available to all Albertans. 
This data should be:

°° Oriented to the reporting of meaningful indicators, 
such as staffing levels; 

°° Developed in a manner that facilitates the collection 
and public reporting of individuals’ experiences with 
elder care facilities, in order to ensure that the elim-
ination of the HFRC does not result in a reduction of 
available information about Albertans’ experiences;

°° Structured in a manner that reveals trends through 
time and by other key considerations, such as geo-
graphical region;

°° Easily accessible to the public over the internet, as well 
as through other means.

•	 Lobby the federal government to develop, in consultation with 
qualified experts, an effective nation-wide data set that would 
make it possible to compare elder care across Canada, and to 
track changes over time.

Create a watchdog
•	 Establish an elders’ advocate to report to the legislature. The 

complexity of the elder care sector and the need for ongoing 
scrutiny of its operations makes it necessary to create a watch-
dog to monitor elder care and all related issues. An elders’ 
advocate would be positioned to offer critical assessments, to 
track change over time, and to ensure the effective integration 
of the elder care system with other policies and practices that 
bear on the well-being of Alberta elders.

•	 Ensure that the elders’ advocate operates in consultation with 
a committee of elder Albertans positioned to provide first-
hand insight into the operation of the province’s services to 
the elderly. 
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Appendix
This appendix provides some additional information about the data 
from Statistics Canada that underlies much of the report.

Until recent years, Statistics Canada annually administered a manda-
tory survey of the operations of residential care facilities in Canada. 
A custom tabulation of RCF survey data was requested from Statistics 
Canada for use in this study. The custom tabulation isolated for data 
pertaining only to those Alberta-based facilities that identified the 
principal characteristic of its residents to be “aged,” for the years 
1999 to 2009. In the Alberta context, these facilities would include 
those providing LTC and AL. The Statistics Canada data was disaggre-
gated in attempt to isolate for two broad streams of care: LTC and AL. 
To do so, a list of every licensed AL facility in operation as of October 
2012 was obtained from the Government of Alberta’s Accommoda-
tion Standards and Licensing website. The list was submitted to a 
Statistics Canada employee, who isolated those facilities that were 
also included in the RCF survey. Those facilities included in the RCF 
survey that did not appear on the government’s list of supportive 
living facilities were, for the purposes of this study, assumed to be 
LTC centers. 

The RCF survey data was used to make calculations regarding staff-
ing levels at the three delivery models of LTC facilities in Alberta. To 
calculate staff hours per resident-day, the “total accumulated paid 
hours” for a specific staff category was divided by 365.25 and the 
number of “total residents.” The RCF survey did not isolate health 
care and nursing aides as a specific staff category, instead grouping 
them under “other direct care staff” along with dieticians, counsel-
lors, child-dare workers, orderlies, social workers, graduate nurses, 
chaplains, etc. Because health and nursing aides are the only one of 
these staff types that would be of any prominence in elder care, for 
the purpose of this study “other direct care staff” was assumed to 
equal health care and nursing aides. The RCF survey staffing data did 
not include voluntary workers.
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