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ABSTRACT
Objective. In the province of Quebec, Canada, long-term residential care is provided by 2 types
of facilities: publicly-funded accredited facilities and privately-owned facilities in which care is
privately financed and delivered. Following evidence that private facilities were delivering
inadequate care, the provincial government decided to regulate this industry. We assessed the
impact of regulation on care quality by comparing quality assessments made before and after
regulation. In both periods, public facilities served as a comparison group.
Design: A cross-sectional study conducted in 2010-2012 that incorporates data collected in
1995-2000.
Settings. Random samples of private and public facilities from 2 regions of Quebec.
Participants. Random samples of disabled residents aged 65 years and over. In total, 451
residents from 145 care settings assessed in 1995-2000 were compared to 329 residents from 102
care settings assessed in 2010-2012.
Intervention. Regulation introduced by the province in 2005, effective February 2007.
Main outcome measure. Quality of care measured with the QUALCARE Scale.
Results. After regulation, fewer small-size facilities were in operation in the private market.
Between the 2 study periods, the proportion of residents with severe disabilities decreased in
private facilities while it remained over 80% in their public counterparts. Meanwhile, quality of
care improved significantly in private facilities, while worsening in their public counterparts,
even after controlling for confounding.
Conclusions. The private industry now provides better care to its residents. Improvement in care
quality likely results in part from the closure of small homes and change in resident case-mix.
Running title: Regulating the private long-term care industry
Keywords: long-term care facility, elderly, quality of care, regulation, Canada
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INTRODUCTION
In the province of Quebec, Canada, private facilities for seniors, elsewhere referred to as
residential care facilities or assisted-living residences, [1, 2] are mainly for-profit, collective
dwellings that provide accommodation, personal care and support services to frail older adults
who can no longer live in their own homes [3]. Across Canada, more than 200,000 seniors are
currently living in nearly 2,500 private settings [4]. Over half of the total bed supply is located in
Quebec. Private facilities for seniors form a diverse mix of settings in regard to admission and
discharge policies, staff-to-resident ratios, health-related service offerings, and so on [5, 6]. They
come in various forms and sizes, from small family-run residences to large multi-storey
buildings owned by corporate chains. Most target older adults with light to moderate disabilities.
Admission is under the owners’ responsibility who must publicise their facility, fill vacant units
and manage waiting lists, if any. The care delivered is privately financed – by the residents – and
privately delivered. Monthly charges are influenced by local markets and type of services
required. In 2012, the average rent for a private room, including at least one daily meal, ranged
from $1,410 CND for residents requiring less than 1.5 hour of care per day to $2,323 CND for
those with heavier care needs [7].

Until recently, private facilities for seniors have operated in Quebec without any government
oversight. In response to widespread concerns about the quality of care provided, the government
regulated this industry by requiring facility operators to obtain a certificate of compliance [8].
The 26 regulatory requirements, which cover residents’ rights, health and safety, came into effect
in February 2007. Operators had until February 2009 to initiate the certification process. The
Conseil québécois d’agrément (CQA) [9] verifies compliance with certification standards, using
information gained from on-site visits and in-depth examination of documents requested from
3

each operator. The CQA reports its findings to the regional Health and Social Services Agency
where the facility is located. The Agency then decides whether to grant the facility a certificate
which would be valid for 2 years [8].

Little is known about the effectiveness of regulation as a quality assurance mechanism [10-12].
Moreover, empirically determining the effect of regulation on care quality is challenging [10, 1214]. The few studies available, mostly from Australia, Europe and the United States [15-17],
suggest that tighter control of the residential care industry may improve residents’ living
conditions, quality of care and quality of life. Most studies, however, suffer from methodological
limitations because they rely on data collected by the facilities themselves, fail to include a
comparison group or lack resident-level data collected before regulation was introduced.

Between 1995 and 2000, we studied private facilities located in 2 regions (The Eastern
Townships and Montérégie) that are broadly representative of Quebec in regard to the variety of
services offered by both the public and private long-term care (LTC) sectors [18]. To facilitate
interpretation of the data, we compared private and public settings from the same regions. In
total, 451 residents from 145 care settings were assessed with respect to their functional
autonomy, cognitive abilities and quality of care. Public facilities are formally linked by contract
to the Quebec Ministry of Health and Social Services. They are regulated through an
accreditation process and visits to the facility, and required by law to provide a standardized set
of services that are implicitly tailored to the residents’ needs [6]. Like their private counterparts,
they vary in size, from family-type resources that accommodate a few older adults at a time, to
large LTC centres (equivalent to nursing homes) that are generally reserved for those with the
4

heaviest care needs [19]. Admission to public facilities is coordinated regionally following a
standardized assessment of applicants’ needs and availability of informal support. Monthly fees
are fixed annually by the Ministry and co-payments that residents must make are determined by
each one’s ability to pay [20]. In 2013, fees range from $863 CND in family-type resources to
$1,742 CND for single room occupancy in a nursing home. These amounts cover board and
meals, required care and services, and ancillary costs such as medication administration, laundry
and incontinence supplies.

Key findings from our 1995-2000 study, which contributed to the government’s decision to
regulate the private residential care industry, included the significant number of private facility
residents with heavy care needs, the lack of qualified and experienced staff, and the difficulties
many facilities had in providing high-quality care [3, 21, 22]. That study was reproduced in
2010-2012 to determine whether the quality of care provided by the private sector had improved
in the intervening period, during which regulation was implemented. Regulation of the LTC
sector varies across jurisdictions. Nonetheless, results from this study could inform policymakers from other countries who are considering initiatives to improve the care delivered to
elderly residents, many of whom are vulnerable and unable to speak for themselves.

5

METHODS
Both studies were restricted to LTC settings in operation for at least the previous 3 months and
excluded those catering solely to (often younger) adults with developmental disabilities. Settings
were stratified by facility type (private versus public) and size: small (1-9 beds), medium (10-39
beds) or large (≥ 40 beds). In each stratum, we randomly selected settings, in which we randomly
selected residents, aged 65 or over, who had lived in the facility for at least 3 months, were not
waiting to be transferred to another setting, and had difficulty with 2 or more activities of daily
living. We recruited 2, 3 and 5 eligible residents from small, medium and large facilities,
respectively. These small numbers of residents, especially for larger facilities, follow from the
high within-facility correlation in quality ratings [23]. The stratum-specific numbers of facilities
were established based on work by Cochran [24] on multistage cluster sampling, and on
variability estimates derived from our previous study [21, 22].

Residents were assessed by trained research nurses or social workers during 2 visits of about 2
hours each, one week apart. One of the visits took place in the absence of any staff member from
the home, thereby allowing residents to speak more freely about their living conditions. The
other visit took place partially in the presence of staff working with the resident, in order to
assess the quality of their interactions. The visits served to gather socio-demographic information
on the residents, measure their functional and cognitive abilities, and assess the quality of their
care. Functional abilities were assessed using the revised version of the Functional Autonomy
Measurement System (SMAF) [25]. The SMAF evaluates a resident’s level of independence in
activities of daily living, mobility, communication, mental functions, and instrumental activities
of daily living. Total scores range from 0 (independent) to 87 (totally dependent), with a score
above 40 reflecting great functional dependency. Cognitive abilities were measured with the
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Modified Mini-Mental State (3MS) examination that assesses orientation to place and time,
attention, memory and language abilities [26]. Total scores range from 0 (worst) to 100 (best),
with a score below 60 reflecting severe cognitive deficits.

Quality of care was measured with the QUALCARE Scale, a multidimensional instrument
comprising 54 items that assess care in 6 important areas: environmental (14 items), physical (11
items), medical maintenance (4 items), psychosocial (12 items), human rights (7 items), and
financial (6 items) [27]. Items are scored on a 5-point scale from 1 (best possible care) to 5
(worst possible care) after spending time in the facility, directly observing and interacting with
residents and care providers. The QUALCARE Scale generates a global quality-of-care score
and 6 dimension-specific scores, by averaging ratings assigned to all items or to those belonging
to a specific subscale. A mean score above 2 reflects inadequate care. The QUALCARE Scale
has been shown to be reliable, valid and responsive to between-group differences of 0.25 or more
on its 5-point rating scale [21, 22, 28, 29].

Lastly, acknowledging the importance of residents’ perspective in assessing care quality, all
those without cognitive impairment were asked to rate various aspects of the quality of their care
on a scale from 1 (best) to 5 (worst). For comparison purposes, facility managers were also asked
for quality ratings, using the same response scale.

Analyses
Student’s t-test and the χ2 statistic were first used to compare quality ratings between facility
types and over time. These analyses were conducted using SUDAAN (version 10, Research
Triangle Institute, 2008), which takes the sampling design into account. Second, we conducted
7

two-level hierarchical regression analyses with HLM for Windows (version 6.08, Scientific
Software International, 2009) in order to simultaneously control for resident- and facility-level
covariates that may undermine the causal interpretation of the previous analyses. Six covariates
were included in the regression models, 2 at the first level that capture a resident’s degree of
functional and cognitive impairment (measured with the SMAF and the 3MS, respectively) and 4
at the second level: whether the facility manager had nursing training, and the average age,
SMAF score and 3MS score of the sampled residents. These covariates were previously
identified as significant correlates of the quality of care delivered to a resident [23, 30]. In both
softwares, sample weights reflecting the probability of selection into the sample were assigned to
each resident and used in all analyses.

The study protocol, measurement instruments, and consent forms were approved by the authors’
Institutional Review Boards.
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RESULTS
Resident socio-demographic and clinical characteristics have been described in detail elsewhere
[6]. Briefly, few differences were observed in resident socio-demographic characteristics
between facility types. Residents were aged 86 years on average; 71% were women and 69%
were widowed. Predictably, in both study periods, residents from private facilities were less
disabled, both functionally and cognitively, than those living in public LTC facilities. Over-time
comparisons revealed that the proportion of residents with severe cognitive (3MS < 60) or
functional (SMAF > 40) disabilities decreased in private facilities (from 45% to 20%) while
remaining above 80% in their public counterparts. Hence, the private residential care industry
now serves residents with less demanding care needs than 15 years ago, while public institutions
have continued to care for the heaviest cases.

Quality assessments are summarized in Table 1, and compared over time and between facility
types with both unadjusted and adjusted analyses. In private facilities, the global quality score
and all 6 sub-scores derived from the QUALCARE Scale decreased significantly on average
between the 2 study periods, implying improvement in all quality domains. In contrast, all mean
quality scores increased in public facilities, although some differences were not statistically
significant. However, as a result of the reverse pattern of change observed in the 2 types of
facilities, p values from testing whether changes over time in quality-of-care scores differed
across facility types were all highly significant. This is true whether based on unadjusted or
adjusted analyses (last two columns of the table).
- Insert Table 1 about here -
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Quality ratings given by cognitively able residents show the same patterns of change, i.e., a
tendency for post-regulation scores to be lower in private facilities (implying perceptions of
better quality care) but higher in their public counterparts, although many comparisons were not
statistically significant due to the reduced sample sizes. Between the 2 study periods, the
proportion of residents who would recommend their private facility to others rose from 88% to
98.6% (p = 0.007), while it remained around 90% among residents from public facilities (p =
0.383). In 2010-2012, 91.5% of private facility managers felt they were offering the best possible
care, compared to 64.4% among their public counterparts (p = 0.017).

Between the 2 study periods, the proportions of residents whose QUALCARE scores were above
2, reflecting inadequate care, decreased from 20.3% to 7.9% in private settings (p = 0.051) while
rising from 4.2% to 33.2% in public facilities (p = 0.010). As shown in Figure 1, the proportion
of residents receiving inadequate care decreased in small, medium and large private facilities.
Nonetheless, in 2010-2012, from 5.2% to 25.8% of seniors housed by the private sector were
receiving inadequate care, depending on the size category. Extrapolating these percentages to the
whole of Quebec would suggest that some 9,000 seniors are now receiving suboptimal care,
despite living in a facility that was recently granted a certificate of compliance. The situation is
even worse in the public sector, where the prevalence of inadequate care currently varies
between 21.9% and 34.1%, depending on the size category. We estimate that this situation is
now affecting over 15,000 elderly residents.
- Insert Figure 1 about here -

Complementing these data, Figure 1 also shows (in the center of each bar) the proportion of
facilities found to provide inadequate care (QUALCARE > 2) to one or more residents. For
10

example, the 25% of seniors in small private facilities who were receiving inadequate care in
2010-2012 were housed in 27.2% of the facilities in this size category. Similarly, the 34% of
residents in large-sized public facilities who were assigned a score above 2 on the QUALCARE
Scale were spread over 38.5% of large facilities. Overall, the proportion of private facilities
providing inadequate care to one or more residents decreased from 39.9% in 1995-2000 to 18.1%
in 2010-2012 (p = 0.038), while increasing from 11.4% to 34.1% in public settings (p = 0.058).
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DISCUSSION
We investigated whether the care provided to disabled older adults improved in private LTC
facilities that are now certified. Results clearly show that it did. This conclusion holds, whether
based on quality ratings made by our independent assessors, the residents themselves or facility
managers. Concluding that the observed improvements result from the certification process is
more challenging. Our study cannot determine when quality actually improved. Randomised
trials, usually considered best for judging effectiveness, are not an option for assessing public
policies that apply to all, as is the case here [31]. While acknowledging that results from natural
experiments such as ours must be interpreted cautiously [32], we believe certification was the
main driver of improvement, through both desired and (likely) unintended effects.

The claim that regulation led to better care is supported in part by the choice of certification
standards, many of which are known to impact care quality in LTC settings. These include
ensuring a clean, safe environment; providing quality food and leisure activities; treating
residents with courtesy and respect; and calling upon public services when a resident’s health
condition deteriorates. As Figure 1 shows, greater improvement occurred in facilities housing
fewer than 40 residents. At the time the certification process was introduced, services in most
large settings already met regulatory requirements, making further improvement challenging.
Improvements were thus more likely to occur in small- and medium-sized homes, especially in
those of medium size financially better equipped to bear the cost entailed by improving the
quality of their services. This interpretation, however, must be weighed against 2 unintended
effects of the certification process.
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A first unintended effect is change in resident case-mix. The care needs of the population served
by private facilities are less demanding now than they were 15 years ago [6]. Interviews with
facility owners revealed that many, regrettably, chose to no longer admit elderly persons with
mobility, cognitive or behavioral problems because they made it difficult to meet some
certification requirements (e.g., fire safety and building compliance), without major financial
investment. Resident case-mix is a major determinant of a provider’s ability to deliver highquality care [30]. The increased ability of private settings to deliver good care thus results in part
from caring for less demanding clients. This impact of certification on the clientele served has
important consequences. It leaves no housing options for many elderly persons who are not
disabled enough to be admitted to public institutions yet too disabled to be attractive for the
private sector. These persons remain at home despite their disabilities. Future studies should
examine whether their care needs are met, and by whom.

A second unintended effect of the certification process is withdrawal of the smallest homes from
the private residential care market. Such homes made up 72% of private settings in 1995-2000,
but only 33% in 2010-2012. Regulation weighs more heavily upon small settings, which
typically have one live-in staff member, who can hardly take leave to be trained as required by
regulation. Small homes lack resources to call policy-makers’ attention to their special needs and
cannot benefit from economies of scale [33]. The loss of a single resident due to new regulations
can have significant financial impact on these settings [34, 35]. Anecdotal evidence indicates that
some facilities, unable financially or unwilling to meet new standards, cease operation
completely or turn to other populations, particularly to younger adults with developmental
disabilities or mental health problems, who are not currently covered by provincial regulation.
We do not know whether these facilities were deficient in their provision of care. While
13

removing under-performing homes is desirable, the reduced availability of small facilities has
implications for those who prefer smaller, homely environments and value the personal nature of
the care provided there [35]. The closure of small facilities particularly affects elderly persons in
rural areas where establishing a large institution would not be viable.

Despite some evidence of improvement in the quality of care delivered by the private sector,
significant problems persist. Currently, 8% of elderly residents are receiving inadequate care and
18% of settings are unable to deliver proper care to all of their residents. These findings suggest
that the initial set of certification requirements was not sufficient to ensure quality care.
Requirements were modified in March 2013 [36]. The new regulatory framework defines 2
categories of homes (for autonomous and semi-autonomous persons) and adjusts certification
requirements to facility size and category. The “one-size fits all” approach that applied initially
has thus been replaced by one more sensitive to the particularities of individual settings. The new
regulations also set minimum staffing levels and raise training requirements. The impact of these
new requirements on care quality should be studied in the future.

Public LTC facilities were included in our study for comparison purposes, but their inclusion
allowed us to confirm that significant quality problems exist in this sector as well [37, 38]. Onethird of elderly persons living in large public institutions are receiving suboptimal care. This
statistic is all the more alarming given that these are the settings where the most demanding cases
are found [6, 33, 37]. Moreover, 70% of residents have severe cognitive deficits and cannot
advocate on their own behalf. Many factors are likely at play in public facilities’ inability to
deliver high quality care, despite government oversight. These include decay of buildings;
14

increases in the number of residents with complex care needs, many of which are admitted at end
of life; understaffing, high workload and poor working conditions; increased paperwork which
limits staff time for resident care; delays in fully implementing the Ministry of Health and Social
Services’ guidelines and action plans; regulations that are not outcome-oriented; and funding
mechanisms that do not sufficiently take into account the needs of the residents and the services
they required [1, 11, 37-41]. Hence, while the Quebec government must pursue its efforts to
ensure that all private facility residents receive high-quality care, it should be concerned with the
situation that prevails in public institutions. Proposed means to address quality problems include
legislated minimum staffing levels, as well as improved regulatory, monitoring and funding
mechanisms [37, 38, 41, 42].

In conclusion, this study shows that the quality of care provided by private LTC facilities has
improved over the last 15 years. Improvements likely result from the certification requirements
themselves, but also from change in resident case-mix and closure of small facilities. However,
quality problems persist. It remains to be seen whether the new regulations will eliminate the
remaining quality problems, without causing the closure of smaller homes or rendering disabled
older adults even less attractive for the private sector. Meanwhile, the Quebec government must
turn its attention to public institutions which are struggling to meet their heavy responsibility of
caring for our society’s frailest, most vulnerable members.

Funding
This work was supported by the Canadian Institutes of Health Research [grant number 200972SDA].
15

REFERENCES
1.

Harrington C, Choiniere J, Goldmann M et al. Nursing home staffing standards and
staffing levels in six countries. J Nurs Scholarsh 2012;44:88-98.

2.

Howe A, Jones AE, Tilse C. What’s in a name? Similarities and differences in international
terms and meanings for older peoples’ housing with services. Aging Soc 2013;33:547-78.

3.

Bravo G, Charpentier M, Dubois MF et al. Profile of residents in unlicensed homes for the
aged in the Eastern Townships of Quebec. Can Med Assoc J 1998;159:143-8.

4.

Canada Mortgage and Housing Corporation. Seniors’ Housing Report. Canada Highlights,
2012.

5.

Lestage C, Dubuc N, Bravo G. Identifying characteristics of residential care facilities
relevant to the placement process of seniors. J Am Med Dir Assoc 2008;9:95-101.

6.

Bravo G, Dubois MF, Dubuc N et al. Comparing the resident populations of private and
public long-term care facilities over a fifteen-year period. Submitted for publication.
Available upon request.

7.

Canada Mortgage and Housing Corporation. Seniors’ Housing Report. Quebec, 2012.

8.

An Act Respecting Health Services and Social Services, c.S-4.2; Assemblée nationale du
Québec, Québec: Éditeur officiel du Québec, 2005, chapter 32, s. 346.

9.

English web site of the Conseil québécois d’agrément: http://cqaqualite.ca/en. Accessed
July 26, 2013.

10.

Walshe K, Shortell SM. Social regulation of healthcare organizations in the United States:
Developing a framework for evaluation. Health Serv Manage Res 2004;17:79-99.

11.

McGregor MJ, Cohen M, Stocks-Rankin CR et al. Complaints in for-profit, non-profit and
public nursing homes in two Canadian provinces. Open Med 2011;5:e183-92.

16

12.

Mot E, Biro A. Performance of long-term care systems in Europe. ENERI Policy Brief No.
13, CEPS, Brussels, December 2012.

13.

Mor V. Defining and measuring quality outcomes in long-term care. J Am Med Dir Assoc
2006;7:532-40.

14.

Joly BM, Polyak G, Davis MV et al. Linking accreditation and public health outcomes: A
logic model approach. J Public Health Manag Pract 2007;13:349-56.

15.

Commonwealth of Australia. Evaluation of the impact of accreditation on the delivery of
quality of care and quality of life to residents in Australian Government subsidised
residential aged care homes. Final report, 2007.

16.

LSE Health. Measuring the quality of long-term care. Eurohealth 2010;16:1-32.

17.

Guo KL, McGee D. Improving quality in long-term care facilities through increased
regulations and enforcement. Health Care Manag 2012;31:121-31.

18.

Institut de la statistique du Québec. Regional Population Data. Accessible at
http://www.stat.gouv.qc.ca/donstat/societe/demographie/dons_regnl/ regional/index_an.htm.
Accessed July 26, 2013.

19.

Gouvernement du Québec. The Québec Health and Social Services System in brief. Québec:
Direction des communications, ministère de la Santé et des Services sociaux, 2008.

20.

Blomqvist A, Busby C. Long-term care for the elderly: Challenges and policy options.
Toronto, ON : C.D. Howe Institute Commentary No. 367, November 2012.

21.

Bravo G, Dubois MF, Charpentier M et al. Quality of care in unlicensed homes for the
aged in the Eastern Townships of Quebec. Can Med Assoc J 1999;160:1441-5.

22.

Bravo G, Dubois MF, Tardieu F et al. Quality of care provided in Montérégie residential
care facilities [in French]. Final report submitted to the Regional Agency of Health and
Social Services, 2001.
17

23.

Bravo G, De Wals P, Dubois MF et al. Correlates of care quality in long-term care
facilities: A multilevel analysis. J Geront B Psychol Sci Soc Sci 1999;54:P180-8.

24.

Cochran WG. Sampling techniques, 3rd edition. New York: John Wiley & Sons, 1977.

25.

Hébert R, Guilbault J, Desrosiers J et al. The functional autonomy measurement system
(SMAF): A clinical-based instrument for measuring disabilities and handicaps in older
people. J Can Geriatr Soc 2001;4:141-7.

26.

Teng EL, Chui HC. The Modified Mini-Mental State (3MS) Examination. J Clin
Psychiatry 1987;48:314-8.

27.

Phillips LR, Morrison EF, Chae YM. The QUALCARE Scale: Developing an instrument
to measure quality of care. Int J Nurs Stud 1990;27:61-75.

28.

Phillips LR, Morrison EF, Chae YM. The QUALCARE Scale: Testing of a measurement
instrument for clinical practice. Int J Nurs Stud 1990;27:77-91.

29.

Bravo G, Girouard D, Gosselin S et al. Further validation of the QUALCARE Scale. J
Elder Abuse Neglect 1995;7:29-48.

30.

Dubois MF, Bravo G, Charpentier M. Which residential care facilities are delivering
inadequate care? A simple case-finding questionnaire. Can J Aging 2001;20:339-55.

31.

Zimmerman S, Sloane PD, Fletcher SK. The measurement and importance of quality. In:
Golant SM & Hyde J, eds. The Assisted Living Residence. A vision for the future, chap. 4.
Baltimore, MD: The John Hopkins University Press, 2008.

32.

Shadish WR, Cook TD, Campbell DT. Experimental and quasi-experimental designs for
generalized causal inference. Boston, MA: Houghton Mifflin Company, 2002.

33.

Berta W, Laporte A, Zarnett D et al. A pan-Canadian perspective on institutional long-term
care. Health Policy 2006;79:175-194.

18

34.

Carder PC, Morgan LA, Eckert JK. Small board-and-care homes. A fragile future. In:
Golant SM & Hyde J, eds. The Assisted Living Residence. A vision for the future, chap. 5.
Baltimore, MD: The John Hopkins University Press, 2008.

35.

Castle NG, Engberg J, Lave J et al. Factors associated with increasing nursing homes
closures. Health Serv Res 2009;44:1088-109.

36.

An Act Respecting Health Services and Social Services, c.S-4.2; Assemblée nationale du
Québec, Québec: Éditeur officiel du Québec, 2011, chapter 27, s. 346.

37.

Jansen I. Residential long-term care: public solutions to access and quality problems.
Healthc Pap 2011;10:8-22.

38.

Auditor General of Québec. Report to the National Assembly for 2012-2013. Value-forMoney Audit. Highlights, Spring 2012.

39.

Hyer K, Temple A, Johnson CE. Florida’s efforts to improve quality of nursing home care
through nurse staffing standards, regulation, and Medicaid reimbursement. J Aging Soc
Policy 2009;21:318-37.

40.

Hyer K, Thomas KS, Branch LG et al. The influence of nurse staffing levels on quality of
care in nursing homes. Gerontologist 2011;51:610-6.

41.

Alzheimer’s Australia. Quality of residential aged care: the consumer perspective. Paper
37, November 2013.

42. Castle NG, Ferguson JC. What is nursing home quality and how is it measured?
Gerontologist 2010;50:426-442.

19

Table 1. Quality assessments, by facility type and study period1
Private LTC Facilities
1995-2000

2010-2012

252

190

1.67 ± 0.06

1.29 ± 0.06

Environmental

1.68 ± 0.10

Physical

p value3

2010-2012

199

139

0.001

1.43 ± 0.04

1.64 ± 0.11

0.089

0.001

0.001

1.25 ± 0.05

0.001

1.35 ± 0.07

1.64 ± 0.10

0.031

0.001

0.001

1.88 ± 0.08

1.42 ± 0.09

0.001

1.54 ± 0.05

1.63 ± 0.13

0.520

0.005

0.016

Medical maintenance

1.43 ± 0.06

1.19 ± 0.06

0.004

1.23 ± 0.05

1.44 ± 0.11

0.077

0.003

0.020

Psychosocial

1.93 ± 0.09

1.39 ± 0.08

0.001

1.75 ± 0.09

1.89 ± 0.16

0.441

0.004

0.006

Human rights

1.33 ± 0.05

1.15 ± 0.04

0.005

1.30 ± 0.07

1.54 ± 0.11

0.061

0.004

0.024

Financial

1.25 ± 0.05

1.12 ± 0.03

0.033

1.05 ± 0.02

1.39 ± 0.09

0.001

0.001

0.001

142

149

76

41

1.50 ± 0.07

1.29 ± 0.09

0.076

1.51 ± 0.14

1.78 ± 0.18

0.242

0.071

0.088

Meals

1.91 ± 0.13

1.51 ± 0.13

0.036

1.74 ± 0.14

2.18 ± 0.21

0.095

0.010

0.023

Personal care

1.35 ± 0.08

1.30 ± 0.10

0.702

1.39 ± 0.09

1.77 ± 0.21

0.104

0.111

0.257

Physical environment

1.52 ± 0.09

1.31 ± 0.09

0.115

1.42 ± 0.09

1.91 ± 0.27

0.093

0.031

0.090

Interactions with staff

1.33 ± 0.07

1.13 ± 0.05

0.016

1.47 ± 0.11

1.45 ± 0.15

0.909

0.382

0.409

Freedom in ADLs

1.27 ± 0.07

1.17 ± 0.06

0.285

1.34 ± 0.10

1.67 ± 0.23

0.204

0.120

0.173

88.0

98.6

0.007

93.4

86.6

0.383

0.007

0.003

80

66

65

36

82.6

91.5

63.3

64.4

0.920

0.302

0.512

n=

Global score

According to residents5

n=

Global score
By dimension:

p value

p value2

1995-2000

According to research staff 4
By dimension:

p value

Public LTC Facilities

Would recommend the facility to others (%)
According to facility managers
Offer best possible care (%)

n=

0.160

Data reported as mean ± standard error unless otherwise indicated. 2 From unadjusted analyses of the Period by Facility type interaction. 3 From twolevel hierarchical regression analyses of the Period by Facility type interaction, adjusting for resident case-mix and whether the facility manager was
trained in nursing (except for the last outcome, Offer best possible care, for which a single-level adjusted analysis was conducted). 4 Using the
QUALCARE Scale with ratings from 1 (best) to 5 (worst). 5 Ratings from 1 (best) to 5 (worst).
1
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LEGEND FOR FIGURE 1: Prevalence of inadequate care in LTC facilities, by study period, facility
type and size category. The height of each bar indicates the proportion of residents in a given time
period, facility type and size category whose QUALCARE score was above 2. The percentages at the
center of each bar indicate the proportion of facilities in a given time period, facility type and size
category found to deliver inadequate care (QUALCARE score > 2) to one or more residents.
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