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Abstract 

In November 2002, the Community Care and Assisted Living Act (the Act) 

was assented to by the BC legislature. This thesis examines the extent to which 

current assisted living settings, services, and clients are consistent with the policy 

goals of the Act. The data are based on findings from a survey of 31 for-profit and 

non-profit settings, combined with interviews conducted with a subset of eight 

administrators. The typical resident was a widow in her mid-to-late 80s, with 

cognitive and/or physical limitations. Given these attributes, the services that can 

be offered as proclaimed on May 14, 2004, and the lean staffing level, it is 

concluded that residents in the AL settings in BC may not be able to receive 

needed care or "age in place," which undermines the policy goals of the Act. 
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Glossary of Terms 

Continuing Care refers to the system of health service delivery in British 
Columbia. Continuing Care programs provide a 
comprehensive range of in-home supportive services, 
residential care services and special support services to 
assist eligible persons whose ability to function 
independently is affected by long-term health related 
problems. (Continuing Care Division Services, 1993, cited in 
Livadiotakis, 2001 ). 

Personal Care refers to the highest functional care level classification 
Level (PC) system in BC. PC clients are those who are independently 

mobile with or without mechanical aids, require minimal 
assistance with ADL, and require non-professional 
supervision and/or assistance. (BC Ministry of Health, 1983, 
Policy 3.2, cited in Livadiotakis, 2001)). 

lntermediate 
Care Level I 
(ICI) 

lntermediate 
Care Level 2 
( W  

lntermediate 
Care Level 3 
W 3 )  

refers to the lightest care level in lntermediate Care levels. 
IC1 clients are those who are independently mobile with or 
without mechanical aids, require moderate assistance with 
ADL and require daily professional care and/or supervision 
(BC Ministry of Health, 1983, Policy 3.2, cited in Livadiotakis, 
2001 ). 

refers to heavier care and/or supervision requiring additional 
care time over and above IC1 level. (BC Ministry of Health 
Services, 1983, Policy 3.2, cited in Livadiotakis, 2001). 

refers to the psycho-geriatric clients who have severe 
behavioral problems on a continuing bases. This level of care 
may also be used for persons requiring a heavier level of 
physical care involving considerably more staff time than at 
the ICI, 2 level but who are not eligible for extended care. 
(BC Ministry of Health, 1983, Policy 3.2, cited in Livadiotakis, 
2001 ). 



Extended Care recognizes the person with a severe chronic disability which 
Level (EC) has usually produced a functional deficit which requires 24 

hour a day professional nursing services and continuing 
medical supervision, but does not require all the resources of 
an acute care hospital. (BC Ministry of Health, 1983, Policy 
Number 3.2, cited in Livadiotakis, 2001). 

x Care refers to the increasing levels of resources needed to meet 
the specialized care requirements of specific individuals. 
Complex care recognizes individuals whose needs fall within 
one of 5 possible groups of care requirements. All groupings 
require 24 hour supervision and continuous professional care 
in a care facility environment. (BC Ministry of Health 
Services, 2002, Home and Community Care Policy Manual, 
6.B.4). 

Complex Care clients are usually assessed IC3 or EC. 
However, it is important to note that not all assessed IC3 or 
EC clients will meet the criteria for Complex Care. 
"Individuals assessed IC3 or EC who do not meet the 
complex care criteria continue to receive care at home or in a 
supportive living environment (p. 3). 

Managed Risk refer to a developing tool in assisted living industries that 
Agreements "clarifies certain aspects of care that are, or are not, provided 

and indicates those instances in which a resident and his or 
her family assume certain risks stemming from a resident's 
choice to negotiated risk." (Epstein, 1998, p.73) 

xiii 



CHAPTER 1 : INTRODUCTION 

With a growing elderly population with significant levels of physical disability 

and cognitive impairment and the strong preference of the elderly for 

community-based services rather than admittance to traditional long-term care 

facilities, there has been an increased demand for non-institutional residential 

care settings that offer supportive services for the elderly (Golant, 2001). 

In British Columbia (BC), assisted living (AL) has emerged as a 

non-institutional shelter and care option for frail elderly since the late 1990s. 

Largely provider-driven and responding to a market niche created by policy 

changes that has raised the bar for eligibility to publicly funded long term care and 

home support services, there has been a proliferation of settings that are 

marketed as "assisted living" to seniors and their families in BC. 

In April 2002, the newly formed Liberal government of British Columbia 

proceeded with the pre-election platform "New Era" commitment to provide 5,000 

new intermediate and long-term care spaces by 2006 through partnership with the 

federal government, regional health authorities, and the non-profit and private 

sectors. As part of the New Era commitment, the Supportive Living BC program 

(subsequently renamed Independent Living BC in January 2003) promised to 

create 3,500 new independent housing units with supportive services and 

assisted living units across the province. Bill 73, the Community Care and 



Assisted Living Act (the Act), was assented to by the legislature in November 

2002. It mandated a mandatory registration process for AL. At present, regional 

health authorities (HAS) are in the process of replacing some intermediate care 

beds with supportive and assisted living units and developing partnerships with 

non-profit and for-profit providers austensively to provide community-based 

housing for seniors who have care needs, and have difficulty with the tasks of 

daily living, but who do not require 24-hour professional nursing care. 

The Act along with the Independent Living BC program was heralded as "a 

new era" in the housing-care continuum in BC. It was designed to: (1) include the 

"assisted living model" as part of the continuum of care, (2) increase access to 

housing and service for those who have care needs and difficulty with the tasks of 

daily living, but who do not require 24 hour nursing care in licensed care facilities 

by reducing regulations for offering personal care services, (3) promote a "social 

model" of care by increasing "choice," (4) increase the possibility of "aging in 

place", and (5) reduce the demand for publicly funded community care facility 

placement. However, these core concepts and policy goals have not been 

operationalized clearly. 

In the Act, AL was defined as a premises or parts of a premises in which 

housing, hospitality services and up to two "prescribed services" would be offered. 

However, the definition of "prescribed services" was not finalized and proclaimed 

until May 2004, leaving grey areas in how the services were to be offered (direct 

delivery vs. outsourcing) and possible task delegation between professional 

nursing staff and other staff. 
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The Act also states that "a registrant must not house in an assisted living 

residence persons who are unable to make decisions on their own behalf' (s.26 

(3)). One of the discussion papers (Consultation Document 1) released by the 

Ministry of Health Services in October, 2003 states that AL is intended for people 

who are "capable of directing their living routines, with assistance and support" (p. 

3). In the paper, it was emphasized that "occupants must be able to make 

informed decisions about their health care and daily living activities.. ." (p.10). The 

Act makes an exception if the spouse sf an occupant lives with the person in the 

AL setting and is able to make decisions on their behalf (s. 26 (6) (a) and (6) (b)). 

The Act implicitly excludes those with cognitive impairments from being target 

clients. However, information on who decides the ability to self-direct care and 

how the ability is to be assessed is noticeably absent. 

Assisted living emphasizes the importance of social aspects of care and 

departs from what is generally termed the medical model (Coleman, 1995). 

However, there is limited information available as to how the social model that AL 

promotes differs philosophically and practically from the medical model. 

Furthermore, "choice" may be illusory if the prescribed services offered in the AL 

residence do not match what individual residents require. "Choice" may also be 

limited by other factors such as financial ability of residents and their families to 

pay for extra services and availability of third-party payments, currently available 

to only a small number of clients living in publicly funded AL units and those 

receiving rent assistance (e.g., SAFER). 

"Aging in place" has been used in marketing AL, typically positing that AL 
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accommodates the changing psycho-social and care needs of frail seniors so that 

they can remain in a familiar community environment longer. However, it is not 

always clear what "aging in place" refers to and how "aging in place" can be 

incorporated within everyday practice in the context of AL. In the discussion paper 

released by the Ministry of Health Services, "aging in place" is implicitly expressed 

in phrases such as "AL will enable people to continue to live in the community ..., 

by allowing them to maintain or regain their independence" (p.8). However, the 

Act and the policy document did not clearly state how to ensure this. 

The possibility of reducing demand for publicly funded community care 

facilities will only occur if AL can accommodate clients who otherwise would have 

been cared for in licensed care facilities. The Act and the policy documents 

repeatedly emphasized that AL is a housing option with services. Questions arise 

as to the extent to which the AL model can provide appropriate services and care 

for such clients. The literature suggests that when residents' care needs change 

over time, the care component may become more critical than the housing 

component. However, the policy document states that AL is "a non-professional 

staffing environment, with some personal assistance services requiring delegation 

and supervision by a professional" (BC Ministry of Health Services, 2003a, p. 4). If 

clients' care needs are not met, AL may be just a short stop before placement in a 

licensed community care facility, which will undermine the policy goal. 

With these questions in mind, the present study was designed. Its purpose 

was to determine the extent to which current assisted living settings, services, and 

clients are consistent with the above policy assumptions and goals. The following 
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questions were addressed: What are the characteristics of "assisted livingJ' 

settings operating in the province? Who are the operators? What are the care 

philosophies? Who are the clients? What kinds of service are available? How are 

these services delivered? How much does AL cost? How are services and 

programs staffed? Who can move into AL settings? Under what conditions are 

they required to move out? How do operators of AL define "aging in place"? What 

do they perceive to be the benefits and barriers to accommodating the changing 

psychosocial and care needs of clients over time? By identifying any gaps 

between the policy goals and the characteristics of settings, clients, and services 

in AL, the present study may also illustrate some unintended consequences of 

implementing the Act. 

The importance of the current study lies in its attempt to rigorously address 

questions about AL as a non-institutional shelter and care option. Previous 

research examined the policy developments pertaining to AL and the capacity of 

the AL industry in BC in terms of cost-effectiveness to the system (e.g., Crawford, 

2003). Few studies have examined the rapidly changing AL industry in the 

province in terms of the clients, and the services provided, and/or explored the 

hands-on experiences of administrators of these settings. In addition, this study 

provides a snapshot of the AL industry in BC before the Act came into force on 

May 14, 2004. Findings can be used by many stakeholders of AL: policy makers, 

program designers, funding agencies, administrators, staff, current and 

prospective residents, and their families. Identified policy gaps will reveal what 

components of the policies and programs need to be revised to achieve the 
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intended goals of the Act. The hands-on experiences of administrators of these 

settings will reveal operational difficulties specific to AL. The characteristics of 

current clients will help administrators and staff to design their services and 

programs to meet the needs. By describing and comparing the characteristics of 

different types of settings, the study will provide valuable information for 

prospective residents of AL in BC and their families. 

As mentioned earlier, there has been a proliferation of settings that are 

marketed as "assisted living" to seniors and their families in BC. In this thesis, the 

researcher uses the term assisted living (AL) to refer to shelter and care options 

that have the capacity to serve seniors who require at least some personal care 

services or support, such as assistance with activities of daily living (ADL) and 

medication (e.g., reminders, monitoring, management, administration), on a 

sustained basis. "AL" is mainly used to encompass the variety of shelter and care 

described in the literature review section of this thesis (Chapter 2). The definition 

used for data collection purpose was "a housing alternative providing choices in 

accommodation, personal care and hospitality services in a dignified community 

setting (independent living plus personal care)." This was the definition used by 

the British Columbia Retirement Communities Association (see Appendix A, 

Appendix B). The present study excluded living settings where residents 

personally arrange home care services or receive home care through Continuing 

Care because such settings do not have the capacity to serve seniors with 

personal care needs. The current study also ruled out settings that provide only 

"hospitality services" such as housekeeping, meals, laundry, social and 
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recreational programs and 24-hour emergency response system. 

Chapter 2 provides a brief review of the international literature on "AL," 

focusing on the philosophy, settings, clients, services, staffing, and move-in and 

move-out criteria. Chapter 3 provides a review of the policy developments in 

British Columbia that resulted in the introduction of the Act and identifies its 

underlying assumptions and goals. Chapter 4 provides a conceptual framework 

for design of the research instrument. The framework was also used to analyze 

the extent to which the characteristics of services and clients of AL settings in BC 

match those described in the Act by examining the interconnections between the 

macro-meso-micro domains. 



CHAPTER 2: REVIEW OF LITERATURE 

A brief review of literature on the philosophy, settings, clients, services, 

staffing, and move-in and move-out criteria in AL is presented below. Only a very 

limited Canadian literature has explored these issues. Thus, the review consists 

mainly of international literature. 

2.1 What is Assisted Living? 

2.1 .I General Definition 

Assisted living (AL) is typically defined in the international literature as a 

congregate residential setting that provides or coordinates personal care services, 

24-hour supervision, and assistance, activities, and health-related services 

(Assisted Living Quality Coalition, 1998) and promotes maximum independence, 

privacy, and choice for people too frail to live alone but too healthy to utilize 

24-hour nursing care (National Centre for Assisted Living, 1998 cited in Hawes, 

Rose, & Phillips, 1999). There is no single definition of AL mainly because it has 

evolved as a provider-driven movement preceding formal regulations. For 

example in the US, assisted living has been known by a number of different 

names in different states, including: residential care, adult congregate living, 

personal care, sheltered care, enriched housing, catered living, board and care, 

community residences and domiciliary care (Frank, 2002). In Canada, it has been 

known as personal care homes, retirement homes, and supportive housing. In 
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fact, in many states in the US and the provinces and territories of Canada, AL is 

not an established licensure category. 

In the introduction to a set of case studies of various types of seniors housing 

in Canada, Gutman, Clarke-Scott, and Gnaedinger (1999) categorize assisted 

living as "shelter with support services." The degree of support offered is less than 

can be found in multi-level care, or continuing care facilities or life-care retirement 

communities. Golant (2001) suggests that the Canadian version of assisted living 

usually differs in the following ways from the AL found in the US: (1) narrower 

criteria for admission, (2) lower percentage of facilities that can accommodate 

persons with dementia, (3) lower staff-resident ratios, (4) fewer unscheduled 

personal care and health services, and (5) more frequent reliance on the split care 

model where operators provide personal care services by subcontracting with 

outside agencies. However, these characteristics have not been empirically 

established. 

2.1.2 Housing with Services 

The inclusion of a variety of supportive services within seniors housing started 

in the 1970s (Gutman & Wister, 1994). AL further enhanced the meshing of 

services with housing by expanding services to accommodate the needs of frail 

seniors who otherwise would have been cared for in institutional settings during 

the 1980s and the 1990s (Wister & Gutman, 1997). However, the relationship 

between housing and services in AL is not always clear, leaving grey areas in 

regulatory oversight and funding arrangements (Kane & Wilson, 1993). 

Regulatory oversight varies as a result of the relaxation of standards for housing 
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components (e.g., unit features, fire safety, building code) and provision of 

services (e.g., assistance with IADL, ADL, professional nursing care). Funding 

arrangements through third-party payments generally come from two different 

sources: housing authorities to finance the housing component (e.g., rent 

subsidy) and the health care system to finance personal care and nursing 

services. 

2.2 Philosophy 

2.2.1 Core Philosophy 

AL embodies philosophies based on a social model of care. The following 

definition includes many of the core philosophies of AL: 

A congregate residential setting that provides or coordinates 
personal services, 24-hour supervision, and assistance, 
activities, and health services; designed to minimize the need to 
move; designed to accommodate residents' changing needs 
and preferences; designed to maximize residents' dignity, 
autonomy, privacy, independence, and safety; and designed to 
encourage family and community involvement. (Assisted Living 
Quality Coalition, 1998, p. 4) 

Although the core philosophies of AL, such as dignity, autonomy, privacy, 

independence, and choice are compelling, there are philosophical and practical 

questions as to how these concepts are operationalized and to what extent they 

are reflected in actual practice (Carder, 2002a; Carder, 2002b; Frank, 2002). 

Questions remain as to what extent AL can accommodate the changing health 

care needs of frail seniors andlor seniors who often have substantial care needs 

for their medical conditions (Golant, 1998). 

"Home-like" is another core philosophy of AL. The emergence of AL 



challenges the very definition of "home" (Kane & Wilson, 1993). Questions arise 

as to what extent residents can exercise the right to for example, change the 

decor, and more importantly, choose and reject services and care. Another issue 

is the extent to which they enjoy the consumer protection offered to rental unit 

tenants or care facility residents. Other questions include what risks residents may 

be permitted to assume, who decides on the risks residents are allowed to take, 

and who are expected to resolve problems when necessary (Kane & Wilson, 

1995; Spencer, 2004a). 

2.2.2 Aging in Place in AL 

"Aging in place" is another philosophy that is frequently used in marketing AL. 

Two approaches for achieving aging in place have been developed in congregate 

housing for seniors: addition of services to compensate for loss of functional and 

cognitive capabilities (e.g., assistance with IADL and ADL, nursing services) and 

environment enrichment (e.g., prosthetic design features in units, more public 

areas). The "adaptive" or "accommodating" approach over the "constant" 

approach has been suggested to allow residents to remain on site for longer 

periods of time (Gutman, 1981). This is accomplished by "...tolerating an 

extended period of residence of tenants despite growing impairments and by 

relaxing admission requirements" (Lawton, 1980, p. 62). Frank (2001) similarly 

argues that accommodating environments can occur passively simply by 

providers allowing residents to stay. Milburn and Ryan (1999) contend that 

residents enjoy continued "independence" even if that "independence" means that 

they are essentially housebound. 
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Residents' desire for "aging in place" is often mediated by providers' 

willingness to make the environment accommodating (Gutman, 1981). Frank 

(2001) argues that "aging in place" in AL settings means "prolonged residence" in 

which a tenant can stay "until some undetermined point in time when slhe needs 

assistance with four or five ADL (or sometimes fewer) or suffers from an 

unspecified ailment" (p.11). Most importantly, however, there may be financial 

constraints on the part of residents and providers that limit the additional services 

and the environment enhancement that can be provided (Heumann & Boldy, 

1993). 

2.3 Types of Settings 

The international literature has described many different types of AL. AL 

projects are not only freestanding, but also may be included as a level of care in 

other shelter and care options. For example, AL units may be part of ( I )  a 

multi-level campus that offers professional nursing care, (2) a continuing care 

retirement community (CCRC), or (3) a congregate seniors living setting (Hawes, 

et al., 1999; Kane & Wilson, 1993). Data published by the National Investment 

Centre for the Seniors Housing and Care Industries (Promatura Group LLC, 2000 

cited in Golant, 2001, p. 19) indicate that 67.9% of AL units in the US were in 

freestanding settings; 13.9% were part of a CCRC setting; 8.5% were part of a 

congregate living facility, and 9.7% were part of a nursing home. 

AL can be categorized by degree of additional services offered to 

compensate for physical and cognitive limitations of residents. According to the 

Assisted Living Federation of America (ALFA), there are two general models for 
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AL. The first model is referred to as the "Senior Housing with Non-Health Care 

Services" (ALFA, 1999). The services are generally non-medical, focusing on 

"hospitality servicesJ' to maintain IADL such as meals, housekeeping, 

transportation, security, and very limited assistance with ADL. Frank (2002) points 

out that the major limitation of this model is that when frailty and health 

complications increase, residents are required to move out, resulting in shorter 

residency for residents and a higher turnover for the AL community. The second 

model, the "Senior Housing with Health Care Services," provides significant 

personal care assistance, health monitoring, and often has 24-hour on-site 

nursing staff and nursing services in addition to the services available in the first 

model. This model is expected to increase the likelihood of aging in place for the 

residents in AL and lower resident turnover rate. However, due to the inclusion of 

more health care services, residents are likely to incur higher payments than in 

the first model. This model is challenged by the dilemma of providing necessary 

services while ensuring affordability. 

Hawes et al. (1999) categorized AL for a national representative sampie of 

1,251 assisted living sites in the US by degree of provision of nursing services 

(i.e., availability of a full-time RN on-site, unscheduled nursing care with own staff) 

and privacy (i.e., 80% single occupancy rooms). The study found that there were 

four basic types of AL: (1) Low ServiceILow Privacy (59%), (2) Low ServiceIHigh 

Privacy (18%), (3) High ServiceILow Privacy (12%), and (4) High ServiceIHigh 

Privacy (1 1 %). 

The Low ServiceILow Privacy setting typically offered semi-private rooms and 
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limited assistance with ADL such as bathing and dressing. The Low ServiceIHigh 

Privacy setting typically offered private rooms or apartments and a private 

bathroom but not much in terms of ADL assistance. Hawes et al. (1 999) called this 

model the "cruise ship" model because of its emphasis on luxury, privacy and 

"hospitality" services. The High ServiceILow Privacy settings typically offered 

shared rooms and nursing services. In these settings, nursing home eligible 

residents were retained. The High ServiceIHigh Privacy settings offered both 

private apartments and significant levels of services to compensate for ADL 

limitations. The majority of the settings did not reflect the core philosophies of AL. 

2.4 Services and Staffing 

2.4.1 Supportive Services 

Supportive services provided in AL settings vary widely but typically include 

one or more of the following: (1) assistance with IADL, typically called "hospitality 

services" (e.g., housekeeping, transportation, laundry services, meals, 

emergency response system), (2) assistance with ADL (e.g., with toileting, 

grooming, dressing, bathing), and (3) other health services (e.g., health 

monitoring, preventive health care, assistance with medications, some nursing 

care, therapies). Hawes et al. (1999) found that nearly all settings provided or 

arranged housekeeping, three meals per day, and had some 24-hour staff. The 

study also reported that over 80% of the AL settings offered medication reminders 

and assistance with bathing and dressing whereas only 10% of the AL settings 

offered therapy services. 



2.4.2 Nursing Services 

There has been debate concerning what is the appropriate provision of 

nursing services in AL (Kovner & Harrington, 2003; Nunnelee & Gilliland, 2001). 

The National Investment Conference (1998) reported that 44% of AL settings in 

the US had formal arrangements to provide temporary nursing services to 

residents. The study also indicated that 22% had the ability to provide permanent 

nursing services to residents if needed. 

'One of the heated discussions pertaining to care components in AL is 

centered around dementia care (Mollica, 2001). In some states, AL are required to 

offer services that are appropriate for people with Alzheimer's and other 

dementias, which may include cognitive stimulation, supervision to ensure 

personal safety, and special social and recreational activity programs (Cotter, 

Leon, Akers, & Smith, 2003). Chafetz (2001) suggests that the ideal residents for 

appropriate service delivery in AL are persons with mild or moderate dementia. 

However, little is known about the clinical efficacy of dementia care in AL. 

2.4.3 Staffing 

Outsourcing staff for personal care and nursing services is common in AL. 

Recent US data suggest that presently at least half of the nursing services in AL 

settings are provided by contract nurses (NCAL, 2001). In addition, compared to 

traditional long-term care environments, division of roles and task delegation 

between nursing staff has been blurred. For example, in the US, some states 

require a licensed nurse in AL but do not specify RN or LPN whereas other states 

require that an RN be available 24 hours a day but not necessarily on-site 



practitioner in AL have been suggested with the growing need for primary care in 

AL (Wink & Holcomb, 2002). 

Particular concerns about nursing staff relate to medication management. In 

Maryland, pilot training programs for unlicensed caregivers to administer 

medication was started under the supervision of registered nurses in group senior 

assisted housing with four to fifteen residents per home (Spellbring & Ryan, 2003). 

However, the safety and cost-effectiveness of such programs have not been 

examined thoroughly. 

2.5 Clients 

2.5.1 Socio-demographic Characteristics 

The majority of residents of AL settings in the US are women (ALFA, 2001; 

Hawes et a!., 1999; Kane & Wilson, 1993; Regnier, 2002). The average age of 

residents in AL settings ranges from 80 to 85 years, depending on the population 

studied, sampling methods, and year (ALFA, 2001 ; Kane & Wilson, 1993; Regnier, 

2002; US GAO, 1999). The majority of residents in AL settings are widowed 

(Hawes et al., 1995; Morgan et al., 2001). According to the latest survey by ALFA, 

the majority of the residents in AL settings are private payers, with only 10% 

funded through public funds (e.g., Medicaid or state aid). The residents have a 

relatively high annual income of $30,800 (US), compared to the national average 

income of $17,000 (US) for households of those aged 80 and older (Tinsley & 

Warren, 1 998). 

Client profiles vary across AL settings due to other factors: (1) local policies 



Dobbs-Kepper, 2001; Mollica, 2001; US GAO, 1999), (2) geographic location 

(Hawes et al., 2003), (3) competition between assisted living providers in the area 

(Namazi & Chafez, 2001), (4) the availability of other long-term care beds in the 

area (Bernard, Zimmerman, & Eckert, 2001), (5) the availability of community 

resources such as home care (Nunnelee & Gilliland, 2001), and (6) facility level 

factors such as setting size (Morgan et al., 2001), ownership (for-profit vs. 

non-profit), physical environment (e.g., purpose-built, prosthetic features in units, 

low-rise) (Kane & Wilson, 1993), staff levels, and willingness to tolerate particular 

resident needs and to provide additional services (Hawes, et al., 1999). 

2.5.2 Functional and Cognitive Limitations 

Recent data (ALFA, 2001) show that assisted living settings continued to 

serve mainly frail seniors. For example, on average, they required assistance with 

2.8 ADL; Nearly 40% used a walker or wheelchair, and approximately 30% had 

daily incontinence. However, differences were found in terms of kind and average 

number of dependencies by facility size (Hawes et al., 1995; Morgan et al., 1995; 

Morgan et al., 2001). In a two-state study of board and care homes, Morgan et al. 

(1995) found that residents showed dependencies mainly in bathing, dressing, 

and grooming. In a ten-state study of board and care home, Hawes et al. (1995) 

similarly reports that 45% residents received assistance with bathing, 20% with 

dressing, and 9% with mobility; nearly half of the residents received assistance in 

one or more ADL while only 7% had help with four or more ADL. 

Morgan et al. (2001) suggests that small scale AL settings have a niche in 



providing services to those who require assistance with ADL but do not require 

professional nursing services offered in a nursing home and catering to resident 

specific needs for assistance with ADL. By way of comparison, in the four-state 

(Florida, Maryland, New Jersey, North Carolina) Collaborative Studies of 

Long-Term Care (the CS-LTC) with a sample of 193 retirement 

communitieslassisted living and their 2,078 residents, the average number of 

assistance with ADL was highest in settings with less than 16 beds (Morgan et al., 

2001). The study also reported a greater percentage of residents who required 

assistance with bathing, personal hygiene, and dressing in these smaller settings. 

Interestingly, the study reports that over half of the residents (51.9%) in smaller 

settings used one or more mobility device but this was the lowest percentage 

compared to larger settings (Morgan et al., 2001). 

Studies in the US also indicate that approximately 30% to 50% of the 

residents of AL have some form of cognitive impairment (ALFA, 2001; Hawes et 

al., 1995; Hawes et al, 1999; Hoglund & Ledewitz, 2001 ; NCAL, 2001 ; Morgan et 

al., 2001). Similar proportions of cognitive impairments in AL are reported in the 

international literature (e.g., Jagger & Lindesay, 1997). Similar to the prevalence 

of residents with ADL limitations, in the CS-LTC sample, settings with fewer than 

16 units had the highest proportions of residents with severe cognitive impairment 

(31.4%), compared to a low of 15.4% in larger settings with 16 units and over. 

Behavioral problems (e.g., cursing, wandering, verbal aggression, pacing) are 

prevalent in AL settings. In the CS-LTC sample, again, the proportions of 

residents with behavioral problems were highest (48.9%) in settings with fewer 



than 16 units, compared to less than 40% in larger settings with 16 or more units. 

2.6 Move-in and Move-out 

2.6.1 Move-in Criteria 

The use of terms such as "move-in," "move-out," rather than "admission" and 

"discharge" is designed to reflect the social model. However, move-in and 

move-out criteria tend to be expressed in terms of clients' physical and cognitive 

conditions. For example, Hawes et al. (1999) found that 71% of the 1,251 AL 

settings in their study reported a willingness to admit residents needing 

wheelchairs; 62% would admit those who need assistance with walking or use 

wheelchairs; A smaller proportion (47%) would admit a resident with moderate to 

severe cognitive impairment. Similar proportions were reported in other studies 

with a sample of selected states (Chapin & Dobbs-Kepper, 2001; Rudder, 2002; 

US GAO, 1999). In the CS-LTC, smaller settings (fewer than 16 units) were more 

likely than larger settings to admit those with ADL limitations in four areas: feeding, 

bathing, dressing and grooming (Zimmerman et al., 2001). It should be noted that 

even though the general move-in criteria are characterized as expansive, 

providers are selective for relatively independent residents at the point of entry to 

maintain a low resident turnover rate (Shtarkshall, 1993). 

2.6.2 Move-out Criteria 

Similar to the move-in criteria, the move-out criteria in AL are more 

restrictive of residents with cognitive limitations than with physical limitations. A 

study conducted in California, Florida, Ohio, and Oregon (US GAO, 1999) 
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reported that 48% of the AL settings would discharge residents that have severe 

memory problems and 52% would discharge residents who wander, compared 

with only 25% that would discharge residents who require assistance to transfer 

from bed to chair or wheelchair. Hawes et al. (1999) found that 76% of the AL 

settings they studied would not retain residents with behavioral problems (e.g., 

wandering, eloping) while only 31% would not retain a resident who used a 

wheelchair. Similar findings are reported in within-state surveys in Kansas 

(Chapin & Dobbs-Kepper, 2001) and New York (Rudder, 2002). 

2.6.3 Move-out Destinations 

Although the majority of residents in AL believe that they will be able to stay in 

AL settings for as long as they wish, AL is not the last stop for many. The average 

length of stay in AL ranges in the US has tended to range from two to three years 

(ALFA, 2001; Kane & Wilson, 1993; Regnier, 2002). A recent US study (Hawes et 

al., 1999) reported a shorter period of only 19 months. The most frequently cited 

destination for residents leaving AL settings is nursing home environment (Kane & 

Wilson, 1993; Phillips et al., 2003). Phillips et al. (2003) reported that over three 

quarters of those leaving their baseline AL settings and the most common reason 

(78%) for leaving was the need for more care. 

2.7 Summary 

The review of literature clearly suggests that AL may be a potential shelter 

and care option for those who have limited care needs and can afford to pay for 

services out of pocket. The move-in and move-out policies and practices suggest 



that AL is not designed to meet the needs for those with cognitive and physical 

limitations. In addition, the data from the US suggests that AL will not be the last 

stop for many residents. 



CHAPTER 3: THE SOCIAL AND POLITICAL CONTEXT OF 
ASSISTED LIVING IN BC 

This chapter reviews the social and political contexts in which AL in BC has 

been embedded, focusing on recent policy developments and relevant regulations. 

The~review also highlights the policy assumptions and policy goals of the Act. 

3.1 Continuing Care Redesign 

The government-funded Continuing Care Program in the province has gone 

through a number of changes since its inception as the Long Term Care Program 

in 1978. Initially, the Continuing Care Division of the Ministry of Health was 

responsible for funding and managing all continuing care services (i.e., 

facility-based long-term care, homemaker services, community home care 

nursing, community rehabilitation) offered by the Program to communities through 

the 21 health jurisdictions in the province. A single entry system and a five care 

level classification system (i.e., personal care, intermediate care 1, 2, 3 and 

extended care) was linked with the LTC-1, a standard assessment form. In the 

1990s, the Ministry of Health capped community health care funding across the 

province. Faced with budgetary constraints and a growing demand for services 

across the continuum of care, regional health units discharged some of the 

personal care (PC) and intermediate care level 1 (ICI) clients from home support 

services. As part of regionalization and continuing care reform, Continuing Care 
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Services were transferred to regional health authorities from the Continuing Care 

Division in Victoria as of April 1, 1997. 

The Community for Life: Review of Continuing Care Services in British 

Columbia (BC Ministry of Health, October 1999) provided a framework to 

establish a clear role for supportive housing within Continuing Care while 

maintaining community housing characteristics. A document entitled Strategic 

Directions for Continuing Care Renewal (BC Ministry of Health and Ministry 

Responsible for Seniors, 2000) further suggested that Continuing Care shift 

service provision towards home based care and supportive living options, with the 

objective of decreasing residential care utilization. HAS were directed to set 

regional five-year plans for implementing continuing care renewal and to manage 

the continuing care delivery system to meet these requirements. 

Following the provincial election in 2001, the newly formed Liberal 

government proceeded with the New Era commitment that would shift from heavy 

reliance on licensed residential care to home support and community-based 

shelter and care. In their pre-election platform, the Liberals promised to build 

5,000 new long-term care beds working with non-profit providers by 2006. 

However, the plan was subsequently changed to develop partnerships with 

non-profit and for-profit organizations. Furthermore, on April 23, 2003, the 

government announced a reduction of 3,111 long-term care beds across the 

province and a substitution of 3,799 assisted living units by 2005 (Cohen, 2003). 

These shifts clearly indicate that the government aimed to (1) substitute long term 

care beds with assisted living, which is a housing option with services, (2) make 
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assisted living part of the continuum of care, and (3) shift the cost of long term 

care to individual clients and their families. In December 2001, the government 

shifted from the "...piecemeal approach of managing health services through 52 

diverse regional entities with often competing or overlapping mandates" to "...an 

integrated, accountable health service system within a fiscally sustainable 

framework (BC Ministry of Health Services, 2004, p.3) through new six health 

authorities (i.e., Vancouver Island Health Authority, Vancouver Coastal Health 

~uthbrity, Fraser Health Authority, Interior Health Authority, Northern Health 

Authority, Provincial Health Services Authority). The government aimed to 

delegate responsibility for local health services to regional health authorities, 

binding them by the requirement of signing performance agreements, for the first 

time in the province. 

The Provincial Residential Access Policy (PRAP) was implemented in April 

2002 as part of the shift. That policy stated that only persons classified as 

Complex Care clients would be eligible for placement in publicly funded 

residential care facilities (BC Ministry of Health Services, 2002). The client 

classification system for residential care would subsequently be linked with the 

Minimum Data Set (MDS) V2.0 that is going to be implemented universally in the 

province by April 1, 2007 (Ministry of Health Services, 2004). 

In other words, the eligibility criteria for publicly funded licensed care facilities 

were narrowed considerably over previous years. As a result, the proportion of the 

clients who were admitted to residential care facilities at the IC2, IC3, and EC 

levels changed dramatically. In 2001/2002, the proportion of the clients who were 
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admitted to residential care facilities at the IC2, IC3, and EC levels were 31 %, 

34%, and 34% respectively (BC Ministry of Health Services, 2004). In April 2002, 

the five HAS and the Ministry of Health Services signed inaugural performance 

agreements. The expected performance was to increase the proportion of home 

and community care clients with high care needs (requiring care at the IC2 level 

or higher) living in their own home, rather than in a care facility. In 200212003, IC2 

level clients decreased to 9% whereas the proportion of clients at the IC3 and EC 

level increased to 50% and 40% respectively (BC Ministry of Health Services, 

3.2 Supportive Housing 

In 1999, Supportive Housing for Seniors: A Policy and Bylaw Guide (the 

Guide) was released by the Ministry of Municipal Affairs. This document described 

"supportive housing" and "assisted living" broadly: 

Supportive housing combines building features and personal 
services to enable people to remain living in the community as 
long as they are able and choose to do so. It is housing with a 
combination of support services, ... Supportive housing should 
also be distinguished from assisted living, in which care 
services are offered on site, usually on an as-needed, flexible 
basis. The key difference is that supportive housing is first and 
foremost housing that reduces day-to-day demands on the 
resident. (p. 3) 

The Guide also stated that supportive housing was not an integral component of 

the heath care system, while admitting that people living in supportive housing 

may receive home support and home nursing where required. At this stage, 

regulatory oversight on housing and care services pertaining to supportive 
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housing remained neglected. As a result, some "supportive livingJ1 settings that 

could fall under the definition of "assisted living residenceJJ in the Act were 

providing personal care and some nursing services by subcontracting to outside 

service agencies. 

3.3 The lndependent Living BC Program 

The Minister of Intermediate, Long Term and Home Care announced the 

Supporfive Living BC program on April 22, 2002. The program was subsequently 

renamed lndependent Living BC (ILBC) in January 2003. The objective of the 

Supportive Living BC program was to provide low and modest income seniors and 

people with disabilities access to support services in a residential setting. 

Supportive Living BC was also part of an Affordable Housing Agreement between 

the Governments of Canada and the province of BC administered by BC Housing. 

Under the agreement, the provincial program, HOMES BC, provides affordable 

non-profit and co-operative housing for low-income families, seniors, and those 

with special needs. 

The ILBC program promised to create 3,500 new independent housing units 

with supportive services and assisted living across the province through a 

partnership between BC Housing and the five regional HAS by 2006. The ILBC 

program promised to offer tenants "an affordable, independent lifestyle complete 

with private apartments, nutritious meals in a common dining room, and array of 

recreational opportunities, and access to personal care services when they need 

them and 24-hour emergency response at their fingertipsJ1 (Independent Living, 

2004). BC Housing has been coordinating the ILBC proposal call and is 
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responsible for selecting projects. HAS have been responsible for the personal 

care component of the ILBC-funded units, conducting assessments, referring 

tenants, and funding the cost of their personal care services. The actual model of 

delivering the services varies with the health authority. The Vancouver Island 

Health Authority is providing personal care services for their ILBC tenants with its 

own staff in contrast to these being delivered by the assisted living operators in 

other HAS. HAS also have created AL units that have been directly funded through 

Continuing Care. 

To date, no standard tool or information management system to assess 

eligibility in terms of tenants' physical and cognitive limitations and service needs 

has been developed in BC. Rather, HAS have been using different assessment 

tools partly because their AL models as well as the history of development of AL 

slightly differs each from the other. Presently, HAS are in the process of replacing 

the tools with MDS-HC, which was also part of the performance agreement with 

the Ministry of Health Services. 

3.4 The Community Care and Assisted Living Act (the Act) 

In November 2002, Bill 73, the Community Care and Assisted Living Act (The 

Act), replaced the Community Care Facility Act (Bill 16) passed in 1969. Under the 

Act, "assisted living residence" was defined as " a premises or part of a premises, 

other than a community care facility, (a) in which housing, hospitality services and 

at least one but not more than two "prescribed services" are provided by or 

through the operator to 3 or more adults who are not related by blood or marriage 

to the operator of the premises, or (b) designated by the Lieutenant Governor in 
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Council to be assisted living residence" (s.1). The prescribed services are 

selected by the operator when they register their residence. Direct professional 

nursing care and extra services may be offered in AL (e.g., for a short-term need 

arising from illness or convalescence, for up to two occupants, or for people 

transferring to a higher care level) (Ministry of Health Services, 2003a). The Act 

states that residences that provide more than two prescribed services must be 

licensed as community care facilities. The Ministry of Health Services released a 

series of discussion papers on Oct 1, 2003, proposing seven prescribed services: 

assistance with activities of daily living (ADL), central storage and distribution of 

medications, medication administration and monitoring, maintenance or 

management of cash resources or property, monitoring of food intake or 

therapeutic diets, and structured behavioral program and various rehabilitative 

therapies. In the final order released on Mayl4, 2004, central storage of 

medications and administration of medications were grouped into one service, 

resulting in six prescribed services. The Act does not detail housing requirements 

or design guidelines for accommodating persons with physical and cognitive 

disabilities. "Hospitality services" include meal, housekeeping, laundry, social and 

recreational opportunities, and 24-hour emergency response system. However, 

on-site presence of staff to provide 24-hour emergency response is not 

mandatory. 

The Act does not require the extensive regulation of the community care 

sector for operators of AL residence. The operators must register so that residents 

should have greater protection than the laws that cover private homes. The 
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Registrar is responsible for resolving concerns related to health and safety, 

violations of health and safety standards, and unregistered residences. However, 

the Registrar will not deal with concerns related to tenure (e.g., tenancy 

agreements) or hospitality services (e.g., meals, housekeeping, 24-hour 

emergency response system) (Spencer, 2004a). Advocacy groups, researchers, 

and health professionals (e.g., Seniors Health and Housing Coalition) raised 

concerns about the proposed standards for protecting occupants' health and 

safety given the absence of standards for staffing (Seniors Health and Housing 

Coalition, 2003). Spencer (2004a) argues that the role of the Registrar and the 

authority to resolve concerns is very limited compared to that accorded to the 

Director for community care facilities (i.e., the absence of authority to order 

adherence to quality standards). Additionally, issues arise when tenants require 

extra assistance while waiting for placement in a higher level of care. For example, 

one of the discussion paper states that "extra assistance may be negotiated with 

the operator and may include limited short-term professional care (nursing or 

rehabilitative services). . ., the health authority may assist with extra care" (Ministry 

of Health Services, 2003a, p. 10). It is not clear who pays and how extra services 

are negotiated. For tenants in publicly funded AL units who await a move to a 

higher level of care, HAS are responsible for retaining them for 90 days. However, 

these tenants may not be able to afford the extra services. 

Originally, there were two ministries involved in regulatory oversight of AL: (1) 

the Ministry of Health Services and (2) the Housing Policy Branch of the Ministry 

of Community, Aboriginal, and Women's Services. The former was intended to be 
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responsible for the health and safety features of AL residence and the latter was 

intended to be responsible for tenure and service protection issues for occupants 

and operators. Spencer (2004a) argues that involvement of two different 

ministries may create greater opportunity for inconsistent decision-making. The 

situation is compounded by the recent announcement (Oct 5, 2004) that there will 

be three ministries involved, the third being the Solicitor General's Office (Spencer, 

2004b). 

3.5 The Present Study 

The major policy assumption underlying the Act is that given the strong 

preference of seniors for "independence" and remaining in the community and 

potential cost-savings of providing care in a "non-professional environment," AL 

would become an important part of the continuum of care and reduce the demand 

for publicly funded community care facilities. As indicated in the introduction, this 

requires a match between the needs of clients who otherwise would go into care 

facilities and the services offered. If clients' care needs are not met, AL may be 

just a short stop before placement in a licensed community care facility. The major 

purpose of this study is to determine if such a match exists in BC. 



CHAPTER 4: CONCEPTUAL FRAMEWORK 

This chapter presents a conceptual framework for the design of a research 

instrument that will examine the fit between the policy goals and the clients and 

services in AL settings in BC. The framework is based on the Social Ecological 

Model (Bronfenbrenner, 1979; McLeroy et al., 1988) that explains how the macro- 

and meso-systems would foster or inhibit micro-level outcomes. The Model also 

suggests possible interconnections between macro-meso-micro systems. A 

macro-system refers to consistencies, in the form and content of lower-order 

systems (micro-, meso-, exso-) that exist, or could exist, at the level of the 

subculture or the culture as a whole, along with any belief systems or ideology 

underlying such consistencies (Bronfenbrenner, p. 26). Macro-system elements 

would include social structure, social norms, regulations and policies, underlying 

values, and pertaining community resources that are available to organizations 

and individuals. Meso-system elements relate to characteristics of organizations 

in which individuals are embedded and they actively participate. A micro-system is 

a pattern of activities, roles, and interpersonal relations experienced by the 

individuals in a given setting with particular physical and material characteristics 

(p. 25). Micro-system elements would include socio-demographic characteristics 

of individuals, health status (e.g., physical, cognitive, psychological), and social 
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role of individuals in the setting. 

Figure 1 shows the components included in each level of analysis. To examine 

the fit between the policy goals of the Act and the services offered in AL settings in 

BC, first, it is necessary to consider the social and political context (macro-level). 

Second, at the meso-level, organizational level factors will be analyzed. These 

include organizational characteristics, types of settings, norms and philosophies, 

move-in and move-out criteria, design of programs and services, and model of 

service delivery (direct delivery vs. outsourcing), any or all of which may limit or 

support tenants to remain in AL (Crook & Vinton, 2001; Sloane, Zimmerman, & 

Ory, 2001; Sloane, Zimmerman, & Walsh, 2001). 

Third, micro (individual) level factors will be analyzed. Residents' needs may 

be determined by the following factors: demographic (e.g., age, gender, marital 

status), socio-economic characteristics (e.g., client income, use of third-party 

payments), and the functional and cognitive status (Morgan et al., 2001; Stearns & 

Morgan, 2001). 



Figure 1 : Conceptual Framework 
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CHAPTER 5: METHOD 

5.1 Overview of Research Design 

Research Design 

This study employed a cross-sectional research design and consisted of ( I )  a 

survey of AL settings to describe the clients, services, staff, move-in and move-out 

criteria, and providers' perceptions with regard to "aging in place," and (2) 

semi-structured interviews with the administrators of eight AL settings to explore 

their perceptions of benefits and barriers to accommodating the changing social 

and care needs of residents in their setting over time. Through meetings with 

several administrators of AL settings while developing the survey, the researcher 

learned that there would be methodological difficulties in compiling information on 

individual residents' health and functional status due to absence of uniform or 

comprehensive information on residents' socio-demographic characteristics, 

health records, various indicators for cognitive and functional limitations, records 

of use of personal care services, etc. Therefore, only aggregated data were 

sought concerning characteristics of residents. In parallel with the survey and the 

interviews, the researcher obtained marketing materials from AL settings (e.g., 

home pages, brochures, newspaper articles) and visited 16 AL settings (8 that 

participated in the survey only and all 8 participating in the survey plus interviews). 

The researcher took field notes during the visits. In addition, the researcher 
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participated in Education Day (June 29, 2004), a workshop organized by the 

British Columbia Retirement Communities Association (BCRCA) in which keynote 

speakers from the Ministry of Health Services and BC Housing, and the Registrar 

of Assisted Living presented updates pertaining to the Act and the ILBC program. 

Notes and information obtained from the presentations and informal 

conversations with policy makers, consultants, and AL providers during the data 

collection period helped the researcher to understand the political and social 

context in which AL is embedded. Fieldwork in the AL industry also helped the 

researcher to corroborate the findings from the quantitative and qualitative data 

that were obtained from the survey and the interviews. The data collection for the 

study took place between February and June 2004. In May 2004, the Ministry of 

Health Services finalized the definition of "prescribed services" and the 

registration process for AL settings under the Act. The study thus provides a 

snapshot of the AL industry in BC immediately before formal regulation by the Act. 

5.2 Survey 

5.2.1 Sample 

Sampling Frame 

There was no comprehensive directory of AL settings available at the time the 

study commenced. Therefore, the researcher created an unduplicated list of 

settings by combining data from two directories: the Seniors Housing Information 

Directory (SHIP, 2003) and the Care Guide FallNVinter 2003. As of February 2003, 

a total of 91 settings were identified as possible AL settings. The list served as the 

original sampling frame. Accuracy of the information was a concern because of 
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the time lapse between when the data contained in these directories were 

obtained (late 2002 to early 2003) and the study period (February to June, 2004), 

the information-gathering methods used for the directories (i.e., information from 

secondary sources), and the limited information available about providers outside 

the Lower Mainland. 

Sampling Procedure and Data Collection 

The survey and a consent form 

administrators of all of the 91 settings 

(see Appendix A) was sent to the 

along with an introductory letter (see 

Appendix B), a copy of Ethical Approval of Research from Simon Fraser 

University, and a self-addressed stamped envelope in late February, 2004. Along 

with their completed survey, each setting was asked to enclose in the return 

envelope a copy of their care philosophy or mission statement, activity calendar, 

and forms to assess tenants' functional status at move-in and move-out. The first 

follow-up phone calls were made approximately one week after the mail-out to 

confirm that a member of the administrative staff (e.g., administrator, director, 

manager) had received the survey and to clarify the eligibility criteria for inclusion 

in the study. These criteria included: the setting had to meet the definition of 

assisted living used by the British Columbia Retirement Communities Association 

(BCRCA), "a housing alternative providing choices in accommodation, personal 

care and hospitality services in a dignified community setting (independent living 

plus personal care)." 

During the follow-up phone calls, the researcher determined that 25 of the 91 
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settings were "ineligible." Reasons included: (1) operating for less than six months 

(n=l), (2) conversion from an AL setting to a publicly-funded complex care facility 

(n=l), (3) IC beds advertised as assisted living units but transformed into 

independent living units for sale (n=l), (4) settings that have not yet operated AL 

units due to delayed construction or conversion (e.g., ILBC-funded units) (n= 5), 

and (5) wrong information (i.e., licensed care beds (EC, IC) only or independent 

living (e.g., no housekeeping or no meals) (n= 17) (see Figure 2 ). Three 

envelopes were returned to the researcher due to a change of address. These 28 

settings were excluded from the list at this stage, resulting in a sample size of 63. 

I 
1 At least two more follow-up phone calls were made to the administrators who had 

I 
I 

not returned the survey to the researcher between March and May, 2004. By early 

i 

I June, when survey data collection was terminated, 40 settings had returned the 

I 

I surveys. Of the 40, an additional nine settings were found to be ineligible (three 
r 

offering intermediate or extended care only, six offering independent living without 

providing or arranging personal care services), resulting in a final sample for 

analyses of 31. Based on communication with the receptionists and the marketing 

materials of the remaining 23 settings, nine were found to be ineligible (four 

settings offered 2417 professional nursing care only, five were IL settings) while 14 

settings might have been eligible for the study (e.g., Type 2, 3, or 5, see Figure 2). 



Figure 2: Flow Chart of Sample Accrual 

I First Stage I 
possible AL (N=91) 

+ 
I Returned due to address change or closure (n=3) 

Ineligible settings (n=25) 
> ALF start-up stage operating less than 6 months (1) 
> Used to be an AL setting but converted to publicly-funded complex care (1) 
> Used to have AL units but converted to independent living ( 1) 
> AL units not-operating yet due to construction or renovation (e.g., new 

development, conversion, temporary closure due to renovation) (5) 
> Wrongloutdated information (17)--- lndependent living with limited hospitality 

services only (7), 2417 professional nursing care only, complex care settings 
with no AL units in the building or premises adjoined to them) ( 10 ) 

I Second stage ' I 
Participated (n =40) Not Responded (n=23) 

Ineligible (n=9) 
> CC, EC, IC (n=3) 

Ineligible (n=9) 
> CC, EC, IC (n=4) 
> lndependent  Living (n=5) 
No t  Part icipated (n=14) 
> Type  2 or Type  3 (n=l 0) 
> Type  5 (n=4, al l  from VIHA) 

Final Sample 
(n =31) 
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5.2.2 Instrument 

A survey, comprised of questions about: (1) settings and providers, (2) current 

residents (aggregated information), (3) services and staff, (4) move-in and 

move-out criteria, and (5) administrators' perceptions about "aging in place" in the 

context of their AL, was developed by the researcher (see Appendix A). A draft of 

the survey was reviewed by BCRCA board members, and several professionals in 

non-institutional shelter and care settings in the province. Based on their 

suggestions about terminology and clarity of each question, the researcher made 

changes to the draft. In particular, it should be noted that they recommended 

avoiding language that had been used in traditional LTC settings. For example, 

they advised the researcher to use "social modelJ7 language (e.g., "move-inlmove 

out" or "entrancelexit" rather than "admissionldischarge"). 

5.3 Interviews 

5.3.1 Participating Settings 

Selection Criteria and Recruitment 

In-depth interviews were conducted at eight settings. The settings were 

selected so as to be representative of each of the five types of settings that were 

identified in the survey (see Table 2). In the case of Type 3, two were included 

because they differed with regard to proportion of publicly funded units. In the 

case of Type 4, three were included because they differed in status (i.e., for-profit, 

non-profit) and proportion of publicly funded AL units. 

Participating Settings 

Table 1 summarizes the information about the participating settings. 



Table 1: Characteristics of the Participating Settings 

I A I Vancouver Island I Type 1 I For-profit I 0% 

Setting 

B I Lower Mainland I Type 2 1 For-profit I 0% 

Location 

C 

Type Status 

I I I I 

I F ,  
I Lower Mainland I Type 4 1 Non-profit I 0% 

Proportion of 
publicly funded AL 
units 

Lower Mainland 

D 

E 

I G 
I Vancouver Island I Type 4 1 For-profit 1 14% 

I H I Lower Mainland I Type 5 1 For-profit / 0% 

Type 3 

Lower Mainland 

Lower Mainland 

5.3.2 Interview Procedure 

An information letter describing the interview procedure and providing a 

sample of the questions was sent to the administrators of the eight settings shown 

in Table I (see Appendix C). One-session tape-recorded semi-structured 

interviews were conducted between May and June 2004. Six interviews were 

conducted face-to-face in the administrators' offices; Two administrators, of 

settings outside the Lower Mainland, were interviewed by phone. The researcher 

had visited these latter two sites on other occasions and was, therefore, familiar 

with their characteristics. Informed consent (see Appendix D) was obtained in 

writing after participants had re-read the information letter and indicated that they 

understood what they were required to do as participants. Participants were 

apprised of their right not to answer any of the questions that they did not wish to 

answer. Further, the participants were informed that the researcher would 

Type 3 1 Non-profit 1 80% 

For-profit 37.5% 

0% 
I 

Type 4 For-profit 
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maintain strict confidentiality of the location of their settings and their personal 

identities (e.g., title, name, gender). The participants were informed that they 

could ask the researcher to stop the recording at anytime. The interviews took an 

average of one hour, with a range of 40 minutes to one hour and forty-minutes. 

5.3.3 Interview Questions 

Based on a review of literature and issues that emerged from the survey, the 

following prompting questions were asked of the participants: 

4 What do you think are the major benefits of accommodating the changing 
social and care needs of your residents over time? 

4 What do you think are the barriers to accommodating the changing social and 
care needs of your residents over time? Please answer in terms of: 

1) Regulations (e.g., licensure requirements) 
2) Physical environment (e.g., building code, architectural design) 
3) Financial aspects 
4) Activities and programs 
5) Health care support 

4 What do you think is the future evolution in your residence in terms of 
higher-level of care provisions? 

4 What do you think is the role of assisted living in the continuum of care? 
4 What do you think are the benefits of implementing the Community Care and 

Assisted Living Act? 
4 What do you think about the application criteria for the assisted living 

residences (non-profit developments, rent supplements) funded by the 
Independent Living BC program? 

The questions regarding benefits and barriers aimed to explore issues specific to 

their settings (micro or meso-level). The other questions aimed to examine how 

the micro or meso-level issues that derived from each setting relate to macro-level 

issues and to identify unintended consequences of the policy development 

pertaining to AL, particularly the Act. 



CHAPTER 6: RESULTS (PART A: SURVEY) 

This chapter provides the results from Part A (Survey) of the present study. 

Field notes that were taken by the researcher during the site visits are 

incorporated in the analyses as specified. The survey data were analyzed using 

simple descriptive statistics (frequencies, mean, median, mode, range, 

percentages) due to the small sample size. Additional materials and supporting 

documents that were provided by the survey respondents were examined to 

ensure all the range of services in the AL settings and their diverse experience 

were reflected. 

6.1 Five Types of AL Settings 

6.1 .I Descriptions 

The researcher used the following three criteria to categorize the settings: (1) 

whether "AL" units were licensed as intermediate care beds, (2) whether "AL" 

units were in a free-standing setting or part of a project (e.g., two-levels, multi- 

level "campus of care" model), and (3) whether personal care services (e.g., 

assistance with ADL, medication management) were provided by their own staff 

or subcontracted to outside agencies. 

Five types of AL settings were identified (see Table 2). Of the 31 settings, 

eight settings included "AL units" licensed as intermediate care beds. Of the eight, 

two settings were free-standing (Type I )  while the remaining six settings were part 
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of a two-level campus (Type 2). 23 settings did not have any AL unit licensed as 

intermediate care beds. Of the 23, four settings were part of a campus of care 

model (Type 3); 12 settings had clients at two levels (AL and IL) in the same 

building (Type 4); seven settings subcontracted personal care services to outside 

agencies (Type 5). The majority of Type 3, Type 4 and Type 5 settings would 

qualify for registration under the Act. 

The detailed characteristics of these five types, used throughout the analyses, 

were as follows: 

Type I (n=2), the heaviest care setting, was a setting where AL units, 

licensed as intermediate care beds, were found in a freestanding project. These 

settings offered personal care services and some nursing care during daytime 

hours. Compared to other settings, the respondents from Type 1 were most 

adamant that a person with significant care needs, especially dementia-related 

psychosocial and care needs, can be well managed in AL settings. 

Type 2 (n=6) were settings where AL units, again licensed as intermediate 

care beds, were part of a two-level campus that typically included AL and 

independent living (IL). In these "AL" units, 2417 professional nursing care was 

typically offered. The majority of the units in Type 2 settings were IL units. 

Assisted living was used for marketing purposes to denote a social model of care 

philosophy for their intermediate care beds although several managers of Type 2 

settings noted that this marketing strategy might have created confusion among 

the customers. In their IL units, some personal care services had been offered. 

Several Type 2 settings, opened between 2000 and 2002, "had to be" licensed as 
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IC beds to offer personal care services by their own staff. Several borderline 

cases are included in the Type 2 grouping. For example, in one Type 2 setting, the 

licensed IC beds were advertised as assisted living whereas a small number of 

residents in the IL section were on a medication reminderlmonitoring program by 

their own non-nurse staff, trained by the administrator who was an RN. 

Type 3 (n=4) were settings where non-licensed AL units were part of a 

multi-level campus that offered 2417 professional nursing care, including EC. 

Typically, the AL units were physically segregated from the licensed units in the 

same building. The social and recreational services and a kitchen may have been 

shared between the two levels. In other examples, the AL setting was built 

physically adjoined to a licensed care facility that offered EC. Most of the Type 3 

settings promoted the concept of "campus of care." However, different from 

CCRCs in the US market, there was no guaranteed access to other levels for AL 

tenants. 

Type 4 (n=12) were settings where non-licensed AL units were found in a 

freestanding building or as part of a two-level campus that typically offered AL and 

IL. In Type 4 settings, personal care services are offered by their own staff; IL and 

AL sections were not usually physically segregated. Development of Type 4 

settings, to some extent, reflects the history of changes in the Continuing Care 

Program in the province. The first sub-group contained units licensed at the 

Personal Care Level, which were no longer funded by Continuing Care. The 

second subgroup offered personal care services to a small number of tenants 

(e.g., two) by their own staff in group-home like settings. 



personal care services to outside agencies. This model is also called the Split 

Care Model (Golant, 2001). The majority of the ILBC-funded AL settings in the 

VlHA area were categorized as Type 5 given that personal care services was 

offered by the VlHA staff. 
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6.1.2 Core Philosophy 

Core philosophies and mission statements contained in the marketing 

materials of the AL settings were content-analyzed using statistical software, 

Nvivo 2.0 (Richards, 1999). Table 3 shows core philosophies and corresponding 

descriptions with quotes. In addition to the most common core philosophies of AL, 

such as independence, home, individuality, privacy, choice, safety and dignity, the 

following were identified: enjoyment, empowerment, luxury, socialization, and 

carefree. Overall, the terminology used in the mission statements and marketing 

materials was similar to that found in marketing materials of hotels and cruise 

ships. 

An interesting finding was that across settings, AL was marketed as options 

for those who seek "independence while receiving care." In Type 4 and Type 5 

settings, "carefree" was emphasized. 



Table 3: Care Philosophies in AL Settings 

Philosophies 

Individuality 
- Personalization 
- Individualized care 
- culturally sensitive 

Home 
- Home-like 
- Community 
- Family 

Descriptions and Quotes 

(Descriptions) 
personalization, individual care plan, geared towards 
individual needs, customized, tailor-made, sensitive 
and responding to their own needs, accommodating 
to individual needs, culturally-sensitive, one-to-one 
care 

(Quotes) 
'We will empower seniors to acknowledge their 
individuality." 
"Our model is designed to respond to the individual 
needs of those who may need some assistance but 
do not need the level of medical care provided in a 
nursing home." 
"Our menu variety offers choices to accommodate 
residents' special dietary needs." 
"Adaptive design features include personalized 
memory boxes to tell each resident's life story." 
"(Setting name) is a culturally sensitive environment." 
'We will strive to meet the unique daily living needs of 
each resident while continuing to foster their 
individuality." 
"The (setting name) model is an ideal model that can 
provide ultimately one to one care for most clients in 
need." 
(Descriptions) 
home, home-like, communal living, supporting to 
families, close to community amenities, 
connectedness to the larger community 

(Quotes) 
"Family-style independent living" "Home Suite HomeJ' 
"Home-like retirement living at its best" 
"From your home, you can stay connected to your 
family and friends, and observe the traditions you 
value." 
"Residents supply their own furniture and are 
encouraged to make their apartments their home." 
"We welcome all efforts at community building by 

those who live and work here." 
'We will seek to integrate our communities into the 
local neighborhood and foster interaction." 



Choice 
- Choice 
- Freedom 

Independence 

Dignity 

Privacy 

"The residents will maintain an important link to their 
own community environment." 
"Personalized family services offer support to families 
through social gatherings, family buddies, 
correspondence through letters, support group 
meetings, and a private meeting with out staff to 
complete the residents individualized care plan." 
(Descriptions) 
freedom to choose, enabling freedom to choose, 
freedom to choose suites, activities, and meal time 

(Quotes) 
'We endeavour to offer you choice in every area of 
our operation: choice of accommodation, choice of 
food, choice of activities, but most importantly choice 
of lifestyle." 
"...they are encouraged to have a pre-placement visit 
to the client's home of choice." 
(Descriptions) 
Live independently, continued independence through 
the provision of services 

(Quotes) 
"At (setting name), you can live independently, while 
still receiving the care and attention you desire." 
'We will empower our residents to live with dignity and 
respect and to achieve continued independence 
through the provision of supportive services which 
promote optimum physical, mental, emotional and 
spiritual well-being." 
(Descriptions) dignity, respect, courtesy 

(Quotes) 
"Aging with dignity", "A resident's passing is 
acknowledged with an appropriate recognition in a 
common area." 
"We will seek to nurture the spirit of each resident by 
offering them privacy and treating them with dignity 
and respect." 
(Descriptions) privacy, lockable door 

(Quotes) 
"Each resident has a private room and washroom to 
furnish with their own things." 



Safety 

Enjoyment 

Empowerment 

Luxury 

Socialization 

"...their personal rights and privacy will be respected." 
"Spacious one-bedroom apartments and studio suites, 
all with balconies, offer residents the independence 
and privacy they are accustomed to.. ." 
(Descriptions) safety, safe, security, monitoring 

(Quotes) 
W e  will ensure the health and safety of all residents 
and provide 24 hour monitoring to ensure early 
response to medical and other emergencies." 
"Safety with freedom to risk 
(Descriptions) enjoyment, having fun, cerebrating life 

(Quotes) 
"Services for your everyday enjoyment", "passion for 
excellence with grace and humor", 
(Descriptions) empowerment, achievement 

(Quotes) 
"...the elderly still have an important role to play in the 
lives of their families, friends and communities." 
"...the freedom to be alive in a community where age 
doesn't matter." 
W e  believe that everyone, by virtue of being alive, 
has something to contribute.. .that all life is intrinsically 
valuable & socially responsible.. .that each person has 
a spark of life and it is the role of the community to fan 
that spark into flame." 
(Descriptions) elegance, luxurious, first-class, 

(Quotes) 
"First-rate services", " Five star training program" 
'We know that you'll not only be maintaining, but 
might actually be enhancing, the standard of living to 
which you are accustomed.. ." 
'When you decide to make (setting name) your new 
home, your will discover a life of elegance.. ." 
"Let our Five Star Chef pamper you with delicious 
meals and a selection of fine wines." 
(Description) social support, companionship, 
friendship 

(Quotes) 
"Relaxed and friendly atmosphere with ample 



Carefree 

opportunity to make new friends and enjoy shared 
activities." 
"It is a perfect time for socializing with friends and 
neighbors." 
"It offers a unique combination of comfort, security, 
and fellowship." 
(Description) carefree, stress-free 
(Quotes) 
"Carefree Living" "Everything we do makes life easier 
for you." 
"Live today without worrying about tomorrow." 

6.2 Characteristics of AL Settings 

6.2.1 Physical Settings 

Location 

The 31 AL settings were located in the following four health authorities: 7 in 

the Vancouver Island Health Authority (VIHA), 9 in the Vancouver Coastal Health 

Authority (VCA), 12 in the Fraser Health Authority (FHA), and 3 in the Interior 

Health Authority (IHA) (see Appendix E). 

Setting Size 

The AL settings varied in size, ranging from 4 to 232 units with a mean of 79 

units. Table 4 shows the size of the AL settings by setting type. As can be seen, 9 

settings (29.1%) had less than 50 units; 11 settings (35.5%) had 50-99 units; 11 

settings (35.5%) had 100 units and over. The AL settings were more likely to be 

large-scale rather than small-scale. Type 2 and 4 settings with 100 units and over 

were either retirement communities or high-rise congregate housing for seniors 

that had been transformed into AL. 



Table 4: Size by Setting Type 

TOTAL 
(N=31) 

(Row %) 

4 -1 0 units 
11 -49 units 
50-99 units 
100-1 99 units 
200-232 units 

Unit ' ~ y p e  

A total of 2,468 units were included in the 31 AL settings. Row 1-3 of Table 5 

summarize the proportion of studio, one bedroom, and two bedroom. Row 4 

shows the proportion of wheelchair-accessible units. The studio units were 

described by a number of different names (e.g., bed-sitting room, bachelor suite, 

small-size room). It should be noted that in some settings, units with only 300sq. 

without a living room were called "one bedroom." 45.2% of the AL settings had no 

two bedroom units. 

In 16 settings (51.6%), all of their units were wheelchair accessible. An 

interesting finding was that, of the 12 Type 4 settings, four settings that had been 

renovated from congregate seniors housing, had no wheelchair accessible units 

while the remaining eight new purpose-built settings, had very high proportions of 

wheelchair accessible units (i.e., 3 settings with 50-99.9%, 4 settings with 100%). 

Type 
1 

n=2 

0 
0 
2 
0 
0 

Type 
3 

n=4 

0 
1 
2 
1 
0 

Type 
2 

n=6 

0 
2 
0 
4 
0 

Type 
4 

n=12 

2 
0 
5 
4 
1 

Type 
5 

n=7 

1 
3 
2 
1 
0 



Table 5: Unit Type by Setting Type 

Studio 
None 
1 - 49.9% 
50 - 99.9% 
100% 

1 BR unit 
None 
1 - 49.9% 
50 - 99.9% 
100% 

2BR unit 
None 
1 - 49.9% 
50 - 99.9% 
100% 
Wheelchair unit 
None 
1 - 49.9% 
50 - 99.9% 
100% 

Type I 1 Type 2 Total 
(N=31) 
Row % 

6.2.2 Base Rates by Unit Type 

Table 6 shows the market base rates of the different unit types by setting type. 

In the settings that had both publicly-funded and privately-paid units, only the 

private-pay rates are presented. In the case of their publicly funded units, 

residents paid 70% of their after-tax income. The base rates ranged: from $900 to 

$2,950 for a studio, from $995 to $4,110 for a one bedroom, from $1,625 to 

$5,500 for a two bedroom. No additional charge for a wheelchair unit was 

reported. Additional fees for a second occupant ranged from $400 to $2760 per 
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month. In several Type 2 settings, an absence rebate and discount for a second 

person were applied to base rates with some conditions (i.e., after four days). 

The marketing materials of the AL settings indicated that the base rates 

varied depending mainly on the size of the unit. Other determinants included the 

location of the unit (e.g., south-facing, corner unit, room with a view) and the 

physical features of the unit (e.g., kitchenette, tub vs. shower, balcony). In 28 of 

the 31 AL settings, residents paid monthly base rates that typically covered rent 

and basic hospitality services and paid for additional services a la carte. In the 

remaining three settings, residents paid monthly fees that covered some personal 

care services. These fees were typically calculated per diem, depending on the 

degree of personal care needs and the unit size. As the care level of a resident 

increased, additional package fees were applied to the base rates (e.g., $25 per 

day, $50 per day). 

The complicated fee structure that reflected how housing and services had 

been meshed and the variation of services included (i.e., kind and amount) makes 

comparisons of base rates difficult. Further information on the complicated fee 

structure in the AL settings is reported in other chapters. 

Table 6: Market Base Rates by Unit Type and Setting Type 

Total 
(N=31) 
Row % 

5(16.1%) 
6 (19.4%) 
1 (3.2%) 
2 (6.5%) 

17(54.8%) 

Type 
5 

n=7 

2 
2 
0 
0 
3 

Base rates of Studio (n =14) 
$900 -1499 
$1 500 -1 999 
$2000 - 2499 
$2500-2950 
NIA 

Type 
1 

n=2 

0 
0 
0 
0 
2 

Type 
2 

n=6 

0 
2 
0 
2 
2 

Type 
3 

n=4 

1 
1 
0 
0 
2 

Type 
4 

n=12 

2 
1 
1 
0 
8 



Base rates of 1 BR (n 24) 
$995 - 1499 
$1500 -1 999 
$2000-2999 
$3000-4110 
NIA 
Base rates of 2BR (n 14) 
$1625- 1999 
$2000-2999 
$3000-3999 
$4000-5500 
NIA 

6.2.3 Occupancy Rate 

Occupancy rate is calculated using the following formula: total number of 

current residents divided by estimated maximum capacity of the setting. Although 

it was possible that a couple or two unrelated persons lived in a one-bedroom unit 

in the AL settings, a studio or one BR was estimated to house only one person 

and a two BR unit was estimated to house two persons. It should be noted that 

given the periodic use of AL for convalescent care, palliative care, and respite 

care that was reported in the survey, there might be some residents who had 

moved into the AL settings for these reasons and who, thus, might not be 

permanent residents. For this report, the researcher used the number of current 

residents that was provided by the administrator. 

The average occupancy rate was 91.16%, ranging from 60% to 100% 

(SD=11.97). Table 7 shows the occupancy rate by setting type. As can be seen, 

14 (45.2%) of the 31 AL settings had an occupancy rate of 100%; 71 % of the AL 
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AL settings were generally in high demand. The occupancy rates in this sample 

were higher than those (e.g., 80-85%) were found in other reports (e.g., Hawes et 

al., 1999; NIC, 2003) 

Although Type 1 and Type 2 settings were less likely to be fully occupied than 

those offering lower levels of personal care services, seven of the 12 Type 4 

settings had an occupancy rate of 100%; four of the Type 5 settings had an 

occupancy rate of 100%. The higher demand in assisted living units offering lower 

levels of personal care services (Type 4 and Type 5) is consistent with the recent 

trend in the US that the occupancy rates for assisted living have been stabilizing 

(85-88%) while the occupancy rates for AL units in CCRCs and congregate care 

communities hold at 90% or better (NIC, 2004). 

Table 7: Occupancy Rate by Setting Type 

The occupancy rates varied by health authority. Table 8 shows that compared 

to other areas, the settings in VCH tended to have lower occupancy rates. The 

results support findings from other studies indicating that AL in urban settings tend 

to have more difficulties in marketing their products to seniors due to higher 

construction and operating costs, competition with other seniors housing projects 

offering AL, and the availability of community-based services (e.g., senior centre, 

I 

i meals on wheels). 

60 - 84% 

Type 1 
n=2 

2 

Type 2 
n=6 

2 

Type 3 
n=4 

1 

Type 4 
n=12 

2 

Type 5 
n=7 

2 

TOTAL 
(N=31) 

(Row %) 
9 (29.0%) 



Table 8: Occupancy Rate by Health Authority 

6.2.4 Organizational Characteristics 

For-profit vs. Non-profit Status 

60-84% 

As shown in Table 9, approximately two-thirds (n=20) of the AL settings were 

operated by for-profit organizations. It should be noted that one non-profit AL 

setting at the start-up stage was temporarily managed by a for-profit organization. 

This case was coded as "non-profit." Also, one for-profit AL setting was part of a 

multi-level project that had been sponsored by a non-profit organization. This 

case was coded as "for-profit." 

All Type 1 settings were for-profit while 5 of the 7 Type 4 settings were 

non-profit. It should be noted that these 5 Type 4 settings were either 

VIHA 

n=7 

2 

disproportionately occupied by low-income seniors andlor funded by the ILBC 

program. 

Table 9: Number of For-profit and Non-profit Organizations by Setting Type 

VCH 

n=9 

4 

FHA 

n=12 

2 

I HA 

n=3 

1 

TOTAL 
(N=31) 

(Row %) 
9 (29.0%) - 
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Partnership with a Health Authority 

Table 10 shows the number of settings that had publicly funded AL units by 

setting type. Only 9 AL settings (29%) had publicly funded units. All the Type 3 

settings had publicly funded units, compared with only 17% of the Type 4 settings, 

43% of the Type 5 settings and none of the Type 1 and 2 settings. 

Table 10: Number of AL Settings with Publicly Funded AL Units by Setting Type 

I Type 1 / Type 2 1 Type 3 1 Type 4 1 Type 5 / TOTAL 

Background of Sponsoring Agency 

The administrators were asked to provide the name of the sponsoring agency 

or corporation. Based on their responses and the mission statements and 

corporate information that were found in their marketing materials, the researcher 

grouped their sponsoring agencies into the following six categories: (1) residential 

care facilities or home care agencies (2) seniors housing, (3) real 

estateldeveloper, (4) fraternallcharitable organization, (5) ethnic or cultural 

organization, and (6) individuals. Organizations that had backgrounds in both 

seniors housing and some other category (e.g., fraternal, cultural) were 

categorized as "seniors housing." Table 11 shows that 14 AL settings (45.2%) had 

been sponsored by organizations that had management experience in residential 

care facilities or home care. Five AL settings (16.1 %) had been operated by 

individuals who had experience in offering personal care services to seniors. 

Yes 

n=2 

0 

n=6 

0 

n=12 

2 

n=4 

4 

n=7 

3 

(N=31) 
(Row %) 
9 (29%) 



Table 11: Background of Sponsoring Agency 

Frequency 

I I 

Senior housing 16 1 19.4 

% 

Residential care facilitieslhome care 

I I 

Real estate or developer I I 1 3.2 
I I 

Fraternallcharitable organization I I 1 3.2 

14 45.2 

I I 

Ethniclcultural organization 

Individuals 

Missing (no information was obtained) 

Table 12 shows the sponsoring agencies' experience in operating facilities or 

Total 

home care by setting type. As can be seen, the majority of the Type 1-3 settings 

1 

5 

3 

had experience in operating residential care facilities or home care agencies, 

3.2 

16.1 

9.7 

3 1 

compared with only 3 (25%) of the 12 Type 4 settings, and only 1 (14.3%) of the 7 

100.0 

Type 5 settings. 

Table 12: Experience in Operating Residential Care Facilities or Home Care by Setting Type 

Length of Time in AL Business 

The administrators were asked to indicate when (i.e., the year and the month) 

their settings began offering personal care services (e.g., assistance with ADL, 

medication management) and other health support. The AL settings displayed 

considerable variation. There were settings that had been operating seniors 

Type 4 
n=12 

3 
9 

Yes 
No 

Type 2 
n=6 

5 
1 

Type 1 
n=2 

2 
0 

Type 5 
n=7 

1 
6 

Type 3 
n=4 

3 
1 

TOTAL 
(N=3l) 
Row % 

14(45.2%) 
17 (54.8%) 
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housing with supportive services or residential care facilities before being 

transformed into AL. In these cases, the researcher determined the length of time 

in the AL business as when a setting began offering at least one of the personal 

care services that were listed in Part 2 of the survey. 

Table 13 shows that the length of time in the AL business ranged from 7 to 

408 months. There were nine missing cases because the administrators were not 

able to provide accurate information due to organizational and program changes 

(e.g.; mergers, changes in sponsoring agency and administrative staff, 

conversions from or to IC beds). The responses were grouped into three 

categories: (1) 6 -24 months, (2) 25-60 months, and (3) more than 60 months. As 

can be seen, 11 (50%) of the 22 AL settings for which data were available had 

been offering personal care services for less than 25 months. 

An interesting finding was that within the Type 4 settings, there were two 

distinct subgroups; 6 of the 10 settings from Type 4 that had been offering 

personal care services for less than 25 months were settings that had evolved 

from IL settings; 2 of the 3 settings that had been offering personal care services 

for 61 - 408 months, used to receive funding from Continuing Care (Personal 

Care Level). 

Table 13: Length of Time in AL Business by Setting Type 

7 - 24 months 

(Row %) 

25-60 months 
61 -408 months 

Type 1 
n=2 

0 
missing 

6 
2 
0 

Type 2 
n=6 
3 

missing 
1 

Type 3 
n=4 

1 
missing 

2 
missing 

2 
2 
0 

11 (50%) 
1 
0 
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6.3 Client Characteristics 

Socio-demographic Characteristics of the Current Residents 

A total of 2,522 residents, 649 males (25.4%) and 1882 females (74.6%), 

lived in the 31 AL settings. The youngest resident was 45 and the oldest was 104. 

In 13 (44.8%) settings (N=29, 2 missing cases), the average age of the residents 

was more than 85 years. With respect to living arrangement, 2,382 residents 

(87.1 5%) lived alone. In 19 settings (65.5%), the proportion of residents who lived 

alone was over 80.0%. Table 14 shows proportions of residents living alone by 

setting type. As can be seen, the higher proportions of residents living alone were 

reported from Type 4 and Type 5 settings, compared with Type 1-3 settings. 

Table 14 shows selected demographic characteristics of the current residents 

by setting type. Residents of Type 1 and 2 settings tended to be older than those 

in settings offering less service. However, the highest average age (90.7 years) 

was reported from a Type 4 setting. Nine out of the 31 settings did not have 

information on marital status of their residents. The administrators of these 

settings, however, indicated that the majority of their residents were widowed. 

According to the information that was obtained in the survey from 22 settings, 

approximately 80% of their residents were widowed. Only 12 AL settings reported 

that they had residents receiving assistance from Shelter Aid for Elderly Renters 

(SAFER). All of the three AL settings in IHA housed SAFER clients. 
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Table 14: Socio-demographic Characteristics of the Residents by Setting Type 

Cognitive Limitations 

Average age 
71 .O-80.0 years 
80.1 -85.0 years 
85.1 -90.7 years 

Proportion of residents who 
lived alone 
72.0 - 85.0% 
85.1 - 95.0% 
95.1-100 % 

TOTAL 
(N=29) 

The proportion of residents with cognitive impairments was ascertained by 

asking the following question, "Approximately, what percentages of your current 

residents are cognitively impaired?" Having learned that there was no standard 

cognitive assessment tool (e.g., MMSE, GDS, MDS cognitive scale) used in the 

AL industry in BC, the researcher operationalized cognitive impairment as "a 

problem with short-term memory or poor ability to make decisions about his or her 

daily lifeJ' (see Appendix A). 

The reported proportion of residents with cognitive impairments ranged from 

3% to 90%. As shown in Table 15, Type 4 and Type 5 settings tended to have a 

Type 1 

n=2 

0 
0 
2 

2 
0 
0 

lower proportion of residents with cognitive impairment than Type 1- 3 settings. 

Type 3 

n=4 

0 
4 
0 

3 
0 
1 

Type 2 

n=6 

0 
1 
4 

1 
4 
0 

Table 15: Proportion of Residents with Cognitive Impairment by Setting Type 

Type 4 

n=12 

3 
4 
5 

3 
4 
4 

Type 5 
n=7 

2 
2 
2 

1 
3 
3 

3-20% 
21 -50% 

Type 1 
n=2 

0 
1 

Type 2 
n=6 

1 
2 

Type 3 
n=4 

0 
2 

Type 4 
n=12 

7 
4 

Type 5 
n=7 

3 
4 

TOTAL 
(N=31) 

(Row %) 

11 (35.5%) 
13 (41.9%) 



Mobility Limitations 

(I) Proportion of Residents Who Used a Wheelchair or Scooter 

The survey asked, "Approximately, what percentages of your current 

residents use a wheelchair or scooter?" Six settings (20%) had no residents who 

used a wheelchair or scooter (N=30, 1 missing case in Type 4) (see Table 16). It 

should be noted that in three of the six settings, all the units were wheelchair 

accessible (see Table 5), suggesting that these wheelchair units were underused. 

In 14 out of the 30 settings, less than 10% of the residents used a wheelchair or 

scooter. 

Table 16: Proportion of Residents Who Used a Wheelchair or Scooter by Setting Type 

(2) Proportion of Residents Who Used a Walker 

Type 1 
n=2 

The survey asked, "Approximately, what percentages of your current 

residents use a walker?" Table 17 shows that the proportion ranged from 5% to 

75% across the settings. In approximately one-third of the AL settings, more than 

half of the residents used a walker. An interesting finding was that Type 2 and 4 

settings, where 50% to 70% of the residents used a walker, were large-scale 

settings (i.e., more than 100 units) that had evolved from IL and which the 

administrators indicated now have traffic space limitations. 

Type 2 
n=6 

Type 3 
n=4 

Type 4 
n=l I 

1 missing 

Type 5 
n=7 

TOTAL 
(N =30) 

(Row %) 
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Table 17: Proportion of Residents Who Used a Walker by Setting Type 

Personal Care Needs 

(I) Number of Residents Who Required Personal Care 

The survey asked, "How many of the residents require personal care (e.g., 

assistance with ADL, medication management)?" A total of 1,007 residents who 

lived in the AL settings required some personal care (N=2273, 2 settings missing) 

(see Table 18). An interesting finding was that similar proportions were found in 

Type 2 and 3 settings (approximately half) and in Type 4 and 5 settings 

(approximately 30%). Residents of Type 1 settings had significant personal care 

needs. 

Table 18: Number of Residents Who Required Personal Care by Setting Type 

5-1 9% 
20-49% 

-- 
TOTAL 
(N=29) 

Type 1 
n=2 

0 
2 

Total # of residents who 
required personal care 
% of residents who 
required personal care 

(2) Proportion of Residents Who Require Personal Care 

The proportion of residents who required personal care was calculated for 

Type1 
n=2 

170 

92.9% 

each setting. It ranged from 15% to 100%. Table 19 shows the proportion of 

Type 2 
n=6 

0 
4 

Type 3 
n=4 

0 
2 

Type2 
n=6 

272 

45.9% 

TOTAL 
(N=31) 

(Row %) 
7 (22.6%) 
14(45.2%) 

Type 4 
n=12 

5 
4 

Type 5 
n=7 

2 
2 

Type3 
n=4 

142 

45.1% 

Type4 
n=l  I 

Imissing 
335 

30.6% 

Type5 
n=6 

1 missing 
88 

26.2% 
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residents who required personal care by setting type, suggesting that the majority 

of the AL settings had already accommodated residents with personal care needs 

to a significant degree. An interesting finding was that Type 5 settings also had a 

significant proportion of residents who required personal care. 

Table 19: Proportion of Residents Who Required Personal Care by Setting Type 

(3) Number of Residents Who Were Receiving Home Care Arranged by a 
Regional Health Authority 

1 5-3"0% 

The survey asked, "How many of the residents receive home care arranged 

by your regional health authority (i.e., under continuing care)?" The administrators 

of two Type 5 settings knew that home care staff arranged by a regional health 

authority had been coming to their settings but did not know who and how many of 

their residents were receiving services from them. In 29 settings, a total of 185 

residents, including 78 residents living in the VIHA-funded assisted living projects, 

received home care arranged by a health authority while living in the AL settings. 

6.4 Services 

31 -70% 0 3 0 4 3 10(37.9%) 

Type 1 
n=2 

0 

6.4.1 Hospitality Services 

Main Hospitality Services 

As shown in Table 20, nearly all settings provided or arranged housekeeping, 

laundry, at least two meals a day and 24-hour emergency response. In contrast, 

Type 2 
n=6 

1 

Type 3 
n=4 

2 

Type 4 
n=l I 

1 missing 
4 

Type 5 
n=7 

1 missing 
1 

TOTAL 
(N=29) 
(Row%) 

8 (27.6%) 
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only 18 settings provided or arranged transportation. Typically, weekly 

housekeeping and linen services were included in the base rates. Personal 

laundry services were additional. If washers and dryers were available either 

on-suite or in common areas, residents did not have to pay additionally. If 

assistance with personal laundry were required, they usually needed to pay per 

load or number of items (see Table 21). In settings where transportation was 

available, the residents used it for outings, shopping, and medical visits .with 

additional fees. 3 (50%) of the 6 settings from Type 2 and 3 (75%) of the 4 settings 

from Type 3 did not offer transportation while 5 (41.7%) of the 12 settings from 

Type 4 and 2 (28.6%) of the 7 settings from Type 5 did not offer transportation. 7 

(35%) of the 20 for-profit AL and six (54.5%) of the non-profit AL did not offer 

transportation. The majority of the settings where transportation was not offered 

were conveniently located closed to community resources. In terms of 24-hour 

emergency service, the majority of the settings had 24-hour on-site staff (e.g., 

live-in managers, shift staff) who would respond to emergency calls from residents. 

24-hour Nurse Line was also used in publicly funded AL settings. 

Table 20: Hospitality Services in AL Settings 

Housekeeping 

Services 

Laundry 

Meals (at least 2) 

Yes How was the service 
delivered? 

Mix Own 
Staff 
28 
(90.3%) 
27 
(87.1 %) 
27 
(87.1%) 

Was the service 
included 
in the unit price? 

Outside 
Agency 
1 
(3.2%) 
3 
(9.7%) 
3 
(9.7%) 

Included Additional 



Transportation 18 I 
24-hr emergency 31 I 

Additional Services and Fees 

A variety of other services was offered in the AL settings. In small-scale 

settings, meal tray service and meallactivity escort tended to be complimentary if 

short-term (e.g., for several days). In other settings, tray service was 

complimentary for the first three or four days after which it be charged for. Many of 

the Type 4 settings charged extra for these services. Table 21 summarizes these 

additional services and provides examples of fees. 

Table 21: Other Additional Services and Examples of Schedule of Fees 

Services I Examples of Schedule of Fees 

Daily Bed-making 

Bed change 

$1.64-$7.00lday, 
$35.00lweek, 
$1 00lmonth (all from Type 4) 
$4.91 per 15 minutes (Type 4) 

Assistance with unitlapartment 
cleaning 
Beauty services (e.g., 
hairdressing, manicure, pedicure) 

Massage, Personal Touch, I Vary, paid to visiting specialists 

$4.91-$8.00 per 15 minutes (Type 
4) 
Vary, paid to visiting hair stylists 
(from Type 2-5) 

Meal/Tray Services 

MeallActivity Escort 
Companionship and Escort 
Services (e.g., shopping) 
Wellness visits (e.g., doctor visits) 
Ironing (personal) 
Labeling of laundry (personal) 
Laundry (personal) 

$3.00-$5.50 per meal (Type 2 and 
4 
$4.25 (Type 4) 
$25.00 per hour (Type 4) 

$24-25.00 per hour (Type 4) 
$2 per item (Type 4) 
$20  per 100 items (Type 4) 
$1 0.75 - $1 2.00 per load 
$5.00-$15.00 (small to large load) 
(from Type 2 and 4) 



Foot Care, Aroma therapy, 
Bar services (iuice, alcohol) Van/ (per glass, bottle) 
Handy-man services 

Scheduled night checks 

6.4.2 Personal Care Services 

$23.70 per hour, $25.00 - (all from 
Type 4) 
$4.25 per visit (Type 4) 

Financial managementlbanking 

The survey explored what kinds of personal care services were available in 

the AL settings, whether the services were provided or arranged by their own staff 

or outside agencies (e.g., home support staff through a regional health authority, 

private home care agencies), whether the cost of care was included in the base 

rates, and how much residents were required to pay for each service. 

Table 22 shows the range of personal care services that were available, type 

of care delivery, and whether the cost of these services was included in the base 

rates. As can be seen, most of the AL settings provided or arranged assistance 

with grooming, dressing, bathing or showering, and medication. These services 

Vary (some are provided as part of 
social activities) (Type 5) 

tended to be scheduled. Table 23 shows the number of personal care services 

offered by setting type. Services were more extensive in Type 1 and 2 settings, 

compared with Type 3-5. An interesting finding, however, was that in 

three-quarters of the Type 4 settings, 7-11 different kinds of personal care 

services were available. However, these services were not always offered by their 

own staff (see Table 24-34). 



Table 22: Personal Care Services in AL Settings 

Services 

Grooming 
Dressing 
Eating 
Bathing or showering 
Toileting 
Incontinence 
management 
(e:g., reminders, 
clothing changes) 
Transfers (e.g., from a 
bed to a chair) 
Medication 
management 
Wound Care 

Table 23: Number of Personal Care Services Available by Setting Type 

Yes 

29 
28 
13 
30 
20 

Catheter Care 
Filing Oxygen Tank 

Inclusion in Base 
Rates 

22 

14 

29 

24 

7-9 services / 0 1 1  1 3  1 5  1 3  112(35.7%) 

Care Delivery 

Included 

17 
16 
9 

17 
13 

17 
20 

2- 6 services 

Table 24-34 show the availability of 11 different personal care services, type 

Own 
Staff 
17 
16 
11 

Additional 

12 
12 
4 

15 

11 

16 

14 

of care delivery, and inclusion of the services in the base rates. The availability of 

9 
5 

14 
14 

Type 1 
n=2 

0 

these services varied across settings. As can bee seen, these services were not 

Outside 
Agency 

7 
7 
2 

4 

2 

9 

6 

always offered by their own staff or included in the base rates. 

Mix 

5 
5 
0 
4 
2 

1 
4 

Type 2 
n=6 

0 

3 

1 

4 

4 

15 
13 

2 
2 

Type 3 
n=4 

0 

15 
7 

13 

9 

14 

13 

9 

5 

15 

11 
9 
10 

Type 4 
n=12 

4 

8 
10 

Type 5 
n=7 

4 

TOTAL 
(N=31) 
Row % 

8 (25.8%) 



As shown in Table 24, assistance with grooming was available across setting 

types. In Type 1, the service was offered by their own staff and included in the 

base rates. In Type 3 and 4 settings, half of the settings (50%, 58.3% 

respectively) offered assistance with grooming by their own staff only. 

Table 24: Assistance with Grooming by Setting Type 

Type 1 
n=2 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

As shown in Table 25, assistance with dressing was available across setting 

Type 2 
n=6 

Type 5 
n=7 

5 
(71.4%) 

0 
(0%) 

2 
(28.6%) 

types. In Type 1, the service was offered by their own staff and included in the 

TOTAL 
(N=31) 

(% of Total) 
29 

(93.5%) 
17 

(54.8%) 
17 

(54.8%) 

2 
(1 00%) 

2 
(1 00%) 

2 
(1 00%) 

base rates. In Type 3 and 4 settings, half of the settings offered assistance with 

Type 3 
n=4 

dressing by their own staff. 

Type 4 
n=12 

6 
(1 00%) 

6 
(1 00%) 

4 
(66.7%) 

Table 25: Assistance with Dressing by Setting Type 

Available 

4 
(1 00%) 

2 
(50.0%) 

3 
(75.0%) 

(% of total) 
By own staff 

12 
(1 00%) 

7 
(58.3%) 

6 
(50.0%) 

(% of total) 
Included 
(% of total) 

Type 3 Type 4 Type 5 TOTAL 
n=4 n=12 n=7 (N=31) 

(% of Total) 

As shown in Table 26, differences were found between setting types with 

regard to the availability of assistance with eating. In Type 1, the service was 



offered by their own staff and included in the base rates. In contrast, assistance 

with eating was available in only 2 (50%) of Type 3 and 4 (33.3%) of Type 4 and 

no setting of Type 5. 

Table 26: Assistance with Eating by Setting Type 

I Type 1 / Type 2 1 Type 3 1 Type 4 1 Type 5 1 TOTAL 

Available 1 2 1 5 1 2 1 4 1 0 I  13 

n=2 n=6 

(% of total) 
By own staff 

I (% of total) / (100%) / (66.7%) 1 (50.0%) 1 (8.3%) 1 (0%) I (29.0%) 

(% of total) 
Included 

As shown in Table 27, assistance with bathing or showering was available 

n=4 

(1 00%) 
2 

across setting types. In Type 1 settings, the service was offered by their own staff 

(1 00%) 
2 

and included in the base rates. In the majority of the Type 3 and 4 settings (loo%, 

n=12 

(83.3%) 
5 

91.7% respectively), the service was available but not always offered by their own 

(83.3%) 
4 

staff. In addition, the service was included in the base rates in only four (33.3%) of 

n=7 

(50.0%) 
2 

the Type 4 and two (28.6%) of the Type 5 settings. 

(N=31) 
(% of Total) 

(50.0%) 
2 

Table 27: Assistance with Bathing or Showering by Setting Type 

(33.3%) 
2 

(1 6.7%) 
1 

(0%) 
0 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

(41.9%) 
11 

(0%) 
0 

(35.5%) 
9 

Type 1 
n=2 

2 
(1 00%) 

2 
(1 00%) 

2 
(1 00%) 

Type 2 
n=6 

6 
(1 00%) 

6 
(1 00%) 

4 
(66.7%) 

Type 3 
n=4 

4 
(1 00%) 

2 
(50.0%) 

3 
(75.0%) 

Type 4 
n=12 

11 
(91.7%) 

7 
(58.3%) 

4 
(33.3%) 

Type 5 
n=7 

7 
(1 00%) 

0 
(0%) 

2 
(28.6%) 

TOTAL 
(N=31) 

(% of Total) 
30 

(96.8%) 
17 

(54.8%) 
15 

(48.4%) 
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As shown in Table 28, differences were found between settings with regard to 

assistance with toileting. In Type 1, the service was offered by their own staff and 

included in the base rates. In contrast, only 5 (41.7%) of Type 4 settings offered 

the service by their own staff only. 

Table 28: Assistance with Toileting by Setting Type 

As shown in Table 29, only 15 settings (48.4%) offered incontinence 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

management by their own staff. In Type 1, the service was offered by their own 

staff and included in the base rates but was additionally charged for. In Type 4 

settings, only six (58.3%) offered the service by their own staff. 

Table 29: Incontinence Management by Setting Type 

Type 1 
n=2 

2 
(1 00%) 

2 
(1 00%) 

2 
(1 00%) 

Available 2 5 
(% of total) (1 00%) (83.3%) 
By own staff 2 5 
(% of total) (1 00%) (83.3%) 
Included 0 4 
(% of total) (0%) (66.7%) 

Type 2 
n=6 

5 
(83.3%) 

5 
(83.3%) 

4 
(66.7%) 

Type 3 
n=4 

4 
(1 00%) 

2 
(50.0%) 

3 
(75.0%) 

Type 3 
n=4 

3 
(75.0%) 

1 
(25.0%) 

2 
(75.0%) 

Type 4 
n=12 

8 
(66.7%) 

6 
(58.3%) 

4 
(33.3%) 

Type 4 
n=12 

7 
(58.3%) 

5 
(41.7%) 

3 
(25.0%) 

Type 5 
n=7 

3 
(42.9%) 

0 
(0%) 

2 
(28.6%) 

Type 5 
n=7 

3 
(42.9%) 

0 
(0%) 

2 
(28.6%) 

TOTAL 
(N=31) 

(% of Total) 
22 

(71 .O%) 
15 

(48.4%) 
13 

(41.9%) 

TOTAL 
(N=31) 

(% of Total) 
20 

(64.5%) 
13 

(41.9%) 
13 

(41.9%) 
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As shown in Table 30, only 11 settings (35.5%) offered assistance with 

transfers by their own staff. The majority of Type 3 and 5 settings (only one setting, 

none, respectively) did not offer the service by their own staff. 

Table 30: Assistance with Transfers by Setting Type 

I Type 1 I Type 2 1 Type 3 / Type 4 Type 5 1 TOTAL 

Available 
(% of Total) 
By own staff 
(% of Total) 
Included 
(% of Total) 

As shown in Table 31, assistance with medication management was available 

n=7 

1 
(14.3%) 

0 
(0%) 

0 
(0%) 

2 
(1 00%) 

2 
(1 00%) 

2 
(1 00%) 

across setting types. The service was also available in ten of the Type 4 settings 

(N=31) 
(% of Total) 

14 
(45.2%) 

11 
(35.5%) 

9 
(29.0%) 

and seven of the Type 5 settings (83.3%, 100% respectively) where nursing 

5 
(83.3%) 

5 
(83.3%) 

4 
(66.7%) 

staffing was relatively lean. In Type 4 settings, only six (50%) offered the service 

by their own staff only. 

1 
(25.0%) 

1 
(25.0%) 

1 
(25.0%) 

Table 31: Medication Management by Setting Type 

5 
(41.7%) 

3 
(25.0%) 

2 
(1 6.7%) 

Type 1 
n=2 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

Type 2 
n=6 

2 
(1 00%) 

2 
(1 00%) 

0 
(0%) 

Type 3 
n=4 

6 
(1 00%) 

6 
(1 00%) 

4 
(66.7%) 

Type 4 
n=12 

4 
(1 00%) 

2 
(50.0%) 

3 
(75.0%) 

Type 5 
n=7 

TOTAL 
(N=31) 

(% of Total) 
10 

(83.3%) 
6 

(50.0%) 
5 

(41.7%) 

7 
(1 00%) 

0 
(0%) 

2 
(28.6%) 

29 
(93.5%) 

17 
(54.8%) 

14 
(45.2%) 



As shown in Table 32, only 14 settings (45.2%) offered wound care by their 

own staff only. An interesting finding was that in Type 3, only one (25%) of the four 

settings offered the service by their own staff only, compared with five (41.7%) of 

the 12 settings of Type 4. 

Table 32: Wound Care by Setting Type 

Type 1 
n=2 

As shown in Table 33, only 14 settings (45.2%) offered catheter care by their 

own staff only. Differences were found between setting types. An interesting 

finding was that in Type 3, only one (25%) of the four settings offered the service 

by their own staff only, compared with five (41.7%) of the 12 settings of Type 4. 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

Table 33: Catheter Care by Setting Type 

Type 2 
n=6 

I Type 1 / Type 2 1 Type 3 1 Type 4 1 Type 5 1 TOTAL 

2 
(1 00%) 

2 
(1 00%) 

2 
(100%) 

Type 3 
n=4 

6 
(1 00%) 

6 
(1 00%) 

4 
(66.7%) 

n=2 

Type 4 
n=12 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

3 
(75.0%) 

1 
(25.0%) 

1 
(25.0%) 

n=6 

Type 5 
n=7 

2 
(1 00%) 

2 
(1 00%) 

2 
(100%) 

TOTAL 
(N=31) 

(% of Total) 
9 

(75.0%) 
5 

(41.7%) 
4 

(33.3%) 

n=4 

6 
(1 00%) 

6 
(1 00%) 

4 
(66.7%) 

4 
(57.1 %) 

0 
(0%) 

2 
(28.6%) 

n=12 

24 
(77.4%) 

14 
(45.2%) 

13 
(41.9%) 

1 
(25.0%) 

1 
(25.0%) 

0 
(0%) 

n=7 (N=31) 
(% of Total) 

7 
(58.3%) 

5 
(41.7%) 

3 
(25.0%) 

1 
(1 4.3%) 

0 
(0%) 

0 
(0%) 

17 
(54.8%) 

14 
(45.2%) 

9 
(29.0%) 
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As shown in Table 34, only 14 settings (45.2%) offered assistance with filling 

oxygen tanks by their own staff. An interesting finding was that in Type 3, only one 

(25%) of the four settings offered the service by their own staff, compared with 

four (33.3%) of the 12 settings of Type 4. 

Table 34: Filing Oxygen Tank by Setting Type 

Type I 
n=2 

TOTAL 
(N=31) 

(% of Total) 
20 

(64.5%) 
14 

(45.2%) 

Available 
(% of total) 
By own staff 
(% of total) 
Included 
(% of total) 

As shown in Table 35, fees for these services varied considerably across the 

Type 2 
n=6 

settings. They were usually calculated by service unit (e.g., per visit, per 15 

2 
( I  00%) 

2 
( I  00%) 

2 
( I  00%) 

minutes, I12 hour, hour) or service package (e.g., $150 - $650 per month, $50 per 

day) or level of care staff required (e.g., $31.72 per hour for care by a nurse, 

Type 3 
n=4 

$22.10 per hour for care by care aide, $28.09 per hour for combination of a nurse 

6 
( I  00%) 

6 
( I  00%) 

4 
(66.7%) 

and a care aide). The fees in publicly funded units are not reported. 

Table 35: Examples of Additional Personal Care Services and Schedule of Fees 

Type 4 
n=12 

Services 

Type 5 
n=7 

I 
(25.0%) 
I 

(25.0%) 
0 

(0%) 

Assistance with grooming 

Assistance with dressing 

7 
(58.3%) 

4 
(33.3%) 

2 
( I  6.7%) 

Bathing or showering 

4 
(57.1 %) 
I 

(14.3%) 
2 

(28.6%) 

Schedule of Fees 

$8.00 per assistance 
$1 5.75 per day (morning and afternoon) 
(all from Type 4) 

$5.25 for compression (TEDS) stocking on and off 
$8.00 per assistance ( I  5 minutes) 
(all from Type 4) 

$25.00 per bath, 4 baths $80.00, 8 baths $1 50.00 
$1 7-20.00 per unit (30 minutes) 
(all from Type 4) 



Incontinence management 
or assistance with toileting 
(e.g., reminders, clothing 
changes) 
Medication management 

Wound Care 

Filing Oxygen Tank 

$5.25 per assist, $29.50 per day (Type 4) 

$8.00 per 15 minutes (Ordering of prescriptions, 
Reminders) (Type 4) 

$1 0.00 - $1 4.00 per day (medication care 
package: ordering, central storage, supervised 
distribution, administration) (Type 1) 

$ 60.00 per month (Daily medication 
administration at the nurse station) (Type 4) 

$1 50.00 per month (Daily medication 
administration in-suite) (Type 4) 

$4.25 - 8.50 per calendar day adjusted 
(Medication adjustments) (Type 4) 

$8.50 (New prescription handling) (Type 4) 
From $25.00- (Type 4) 
Tensor change $7.75 (Type 4) 
$5.00 per fill (Type 4) 

It should be noted that the researcher used "medication management" to 

encompass activities related to medication, such as ordering, storage, reminders, 

monitoring self-directed administration, medication adjustments, and 

administration. During the follow-up phone calls and the interviews, the 

researcher further identified different medication management programs and 

complex fee schedules were in place in the AL settings (see Table 36). As can be 

seen, medication management programs varied in terms of use of non-nurse staff, 

location of storage, and choice of pharmacy. 



Table 36: Examples of Medication Management Programs in AL Settings 

Case 1 (from a Type 1 setting): A medication care program is supervised by a 
RN. The program includes the ordering and secure storage, supervised 
distribution and administration of blister-packaged individually identified 
medications. Medications are administered by care aides under the supervision 
of a RN. All the medication records are reviewed regularly in conjunction with 
the designated pharmacy, staff, and residents. 

Case 2 (from a Type 2 setting): This setting offers two levels (AL units licensed 
as IC beds, IL). A medication reminder program is being offered to a small 
number of residents in the IL section of the setting. The resident manager who 
has a nursing background (RN, nursing administration) designed the program 
for residents with mild dementia who would require minimum assistance with 
selfLdirect medication. Medications are stored in a locked cabinet in one of the 
multi-purpose rooms. The residents on the monitoring program would come to 
the room after meals. Non-nurse staff would unlock the cabinet and monitor the 
self-administration. Medications are blister-packed by the designated 
pharmacy. 

Case 3 (from a Type 3 setting): A medication reminderladministration program 
is supervised by LPNs. Medications are stored in lockable drawers in residents' 
units. The degree of assistance with medication depends on the resident. 
Those who require minimum assistance take medications with the help of a 
telephone reminder by staff. For those who require a higher level of assistance, 
care aides would administer the medications. 

Case 4 (from a Type 3 setting): A medication administration program is 
supervised by RNs. The residents take medications after meals in the dining 
area where medications are stored in a lockable cabinet with the help of care 
aides who administer medication. Medications are blister-packed by the 
designated pharmacy. 

Case 5 (from a Type 5 setting): A medication-monitoring program is 
subcontracted to an outside agency that provides personal care services and 
medication monitoring. The program is directed by a RN who supervises the 
trained staff, visits the residents and consults with the families, doctors and the 
pharmacists as necessary. 

6.4.3 Regular Health Monitoring by a Nurse 

The availability of regular health monitoring by a LPN or RN is shown in Table 

37 for each setting type. In total, 21 settings (67.7%) offered regular health checks 

by a LPN or RN. 
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Table 37: Availability of Regular Health Monitoring by a RNlLPN by Setting Type 

As shown in Table 38, of the 21, 17 offered the service by their own staff while 

Yes 

No 

four settings offered the service by outside agencies. All the settings that arranged 

outside agencies charged additionally for the service. It should be noted that the 

term "wellness program" was sometimes used to refer to fitness programs that did 

Type 1 
n=2 

2 

0 

not involve any nurses. 

Table 38: Delivery of the Regular Health Monitoring by Setting Type 

Type 2 
n=6 

6 

0 

Type 4 
n=12 

9 

3 

Type 3 
n=4 

2 

2 

By own staff 

6.4.4 Social and Recreational Services 

Outside Agency 

Table 39 shows the availability of social and recreational services by setting 

type and the model of delivery of these programs. Several administrators 

indicated that some programs had been directed by the residents themselves. For 

these cases, the responses were coded "other." However, the researcher found it 

difficult to obtain accurate information on who provided these services due to the 

use of volunteers and community-based activities such as senior centres and 

recreation centres. In addition, several administrators mentioned that resident-led 

activities had been offered but these activities were often not scheduled or 

Type 5 
n=7 

2 

5 

Type 1 
n=2 

2 

TOTAL 
(N=31) 
Row % 

21 (67.7%) 

10 (32.3%) 

0 

Type 2 
n=6 

6 
0 

Type 3 
n=2 

2 
0 

Type 4 
n=9 

7 
2 

Type 5 
n=2 

0 

TOTAL 
(N=21) 
Row % 

17 (81 .O%) 
2 4 (19.0%) 



occasional. 

Table 39: Social and Recreational Activities 

Social and recreational activities 

Cooking, knitting, sewing 

I Outing (e.g., shopping, movie) 

I Exercise or fitness activity 

Games (e.g., bingo, cards) 

Music (e.g., singing, dancing) 

Reading (e.g., book, discussion club) 

Education (e.g., language, computer) 

I Religious services 

Yes How was the service delivered? 
Other 

(95.7%) (4.3%) 

Table 40 shows a wide range of social and recreational programs were 

offered. These included information sessions for health promotion, often called a 

"wellness program," designed to educate residents and exercise programs that 

had offered specific types of training, such as cardio workout, resistance training, 

muscle strengthening, and balance training. Other programs offered at more than 

one type of setting included: horticulture program, tai chi, yoga, spa, walking (e.g., 

nature walk, beach walk), swimming lessons, intergenerational exchange, 

culturally enriching programs (e.g., celebrate religious holidays), parties, lectures 

inviting speakers from the public, reminiscence, and resident council meetings. 
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During the site visits, many administrators mentioned that memorial services or 

events to celebrate a deceased resident' life were occasionally held in common 

space (e.g., activity rooms). In a Type 3 setting, memorial services were included 

in its monthly activity calendar. A power and mobility in-service presentation to 

residents with walkers, scooter, and wheelchairs was also offered in a Type 4 

setting. 

Residents in some AL settings were connected to the larger community 

through their social and recreational activities. For example, in a Type 4 setting, 

the residents had been donating handcrafted toys and blocks, and knitting and 

sewing gifts for a seniors home, orphanage, and hospice in a Latin American 

country for the last three years. The setting had regularly donated handcrafted 

gifts to local community events. The purpose of these programs appeared to be to 

provide the residents with a sense of being part of the larger and global 

community. Other unique activity programs that were found in Type 4 and Type 5 

settings were creative writing such as poems and reminiscing activities such as 

sharing personal memories and photographs (e.g., wedding photos, fainily 

photos) with other residents. 

Table 40: Other Social and Recreational Programs Offered by Setting Type 

Program 

Horticulture program 

Tai Chi, Yoga 

Spa 
Walking (e.g., nature, beach) 

Swimming 

Wellnesslhealth promotion 

Type 1 

J 

J 
J 

J 

Type 2 

J 
J 

J 
J 

Type 5 

J 

J 

J 
J 

Type 3 

J 

J 

Type 4 

J 
J 

J 

J 
J 



workshop 

Intergenerational exchange 
I I I I I 

J J 

Parties (e.g., birthday, welcome 
party, talent show) 
Lectures (e.g., guest speakers) 

6.5 Staff 

The administrators were asked to indicate how many full-time equivalent staff 

(F.T.Es) there were in each of the following positions who worked on-site and how 

many were available on-call: (1) Registered Nurse (RN), (2) Licensed Practice 

Nurse (LPN), (3) Resident Care Attendant (RCA) or Nurse Aide (NA), (4) 

Occupational Therapist (OT), (5) Activity Director or Recreational Therapist (RT), 

(6) staff for housekeeping and laundry. The researcher could not calculate the 

accurate staff size. 

J 

J CulturallReligious holiday 

Reminiscence 

Resident council1 meetings 

6.5.1 Nursing Staff 

Table 41 shows the availability of RNs and LPNs and other staff for personal 

care (i.e., RCA or NA) by setting type. The data were provided by 27 settings. In 

all the Type 1 and 2 settings, at least one F.T.E. RN was available. In all of the 

Type 3 settings, either a F.T.E RN or LPN was available. In the Type 4 settings, six 

(50%) did not have any type of nurse on-site. In Type 5 settings, the majority did 

not have any nurse available on-site. 

J 

J 

J 

J 

J 
J 

J 

J 

J 
J 

J 

J 

J 

J 

J 

J J 



Table 41: Nursing and Personal Care Staff Available, by Setting Type 

RN only 

LPN only 

RN and LPN 

6.5.2 Nursing Staff to Resident Ratio 

Type 1 
n=2 

1 

No RN or LPN 
RCA or NA 

The nursing staff (RN, LPN, RCA, or NA) to resident ratio for the 27 settings 

varied, ranging from 0 to .37 (see Table 42). It should be noted that in five of the 

Type 5 settings, the ratio is shown as zero because the researcher was not able to 

0 

1 

calculate the number of nursing staff due to outsourcing. 

Table 42: F.T.E Nursing Staff Ratio to Residents by Setting Type 

Type 2 
n=4 

2 missing 
2 

0 
2 

0 

2 

6.5.3 Other Staff 

Type 3 
n=3 

1 missing 
1 

0 
4 

The availability of non-nursing staff also varied among the settings. Only one 

Type 3 setting had an occupational therapist. Approximately 30% of the 27 

settings (3 Type 4 settings, 5 Type 5 settings) did not have an Activity Director or 

Recreational Therapist (RT) who worked on site. These settings tended to use 

community resources such as senior centres and recreational programs available 

2 

0 

Type4 
n=12 

1 

0 
3 

Type 5 
n=6 

1 missing 
5 

Ratio 

0 

2 

3 

TOTAL 
(N=27) 
Row % 

7 (25.9%) 

Type 2 
n=4 

2 missing 
0 

Type 1 
n=2 

0 

Type 5 
n=6 

1 missing 
1 

6 
10 

TOTAL 
(N=27) 
Row % 

6 (22.2 %) 

0 

0 

Type 3 
n=3 

1 missing 
0 

4 (14.8 %) 

6 (22.2%) 

5 
1 

Type 4 
n=12 

2 

11 (40.7%) 
20 (74.1 %) 
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in the community and recreational centres and volunteers. In other cases, 

residents themselves led the social and recreational activities. 

6.6 Move-in and Move-out Experience 

The administrators were asked to indicate resident turnover rate, total number 

of new move-ins, deaths, move-outs for reasons other than death, and move-out 

destinations in the past 12 months. Of the 31 settings, data were available for only 

24 settings. Of the remaining seven, three (all Type 3) were excluded because 

they had been operating for less than 12 months and four settings did not provide 

data. 

6.6.1 Resident Turnover Rate in the Past 12 Months 

Table 43 shows that the resident turnover rate in the past 12 months ranged 

from 2% to 609'0, with an average of 24.6%. Overall, resident turnover was higher 

in Type 1 and 2 settings than in Type 4 and 5 settings. 

Table 43: Resident Turnover Rate in the Past 12 Months by Setting Type 

missing 
2-1 0% 
11 -30% 
31 -60% 2 2 

- 

Resident 
turnover 
rate 

Type 3 
n=l  

3 too 
new 

(Row %) 

Type 1 
n=2 

Type 2 
n=5 

1 
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6.6.2 Move-ins and Move-outs in the Past 12 Months 

A total of 750 persons moved into the 24 settings in the last 12 months; 247 

persons died; and 322 persons moved out of the 24 settings for reasons other 

than death (see Table 44). It should be noted that of the 247 deaths, 101 and 21 

deaths were reported from Type 4 and 5 settings respectively, suggesting that 

substantial numbers died in place in AL settings where nursing staffing was 

relatively lean. An interesting finding was that in Type 4 settings, there were more 

deaths than move-outs for reasons other than deaths. 

Table 44: Number of Move-ins and Move-outs in the Past 12 Months by Setting Type 

6.6.3 Move-out Destination or Status on Move-out 

Move-ins 

Deaths 

Move-outs 

The administrators were asked approximately what percentage of their 

residents who moved out to the following locations: (1) intermediate or extended 

care facilities, (2) other assisted living settings, (3) independentlsupportive living 

residence, (4) relative's home, (5) their own home, or (6) unknown locations. Only 

22 administrators provided complete distribution of move-out destinations. They 

noted that they sometimes lost track of people who had left the settings due to 

hospitalization. As shown in Table 45, most move-outs were to a higher level of 

care. 

Type 1 
n=2 

148 

33 

68 

Type 2 
n=5 

1 
missing 
21 5 

76 

126 

Type 3 
n=l 
3 too 
new 
77 

16 

8 

Type 4 
n=10 

2 
missing 
220 

101 

83 

Type 5 
n=6 

1 
missing 

90 

21 

37 

Total 
number 

750 

247 

322 
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Table 45: Move-out Destination in the Past Year 

Move-out destination 

Moved to IC or EC settings 
Moved to other AL settings 
Moved to other IL settings 
Moved to a relative's home 
Moved to their own home 

6.7 Move-in and Move-out Criteria 

6.7.1 Move-in Criteria 

Number of settings 
with any move-outs 
accounted for by this 

category 
(N=22) 

17 
5 
5 
7 
7 

The survey listed the 16 conditions shown in Table 46 and for each, asked 

whether typically a resident have the condition could move in. The researcher 

coded missing responses as "don't know." Ambiguous responses such as "it 

depends," were coded as "conditions apply." As can be seen, the majority (80 - 

90%) of the settings would admit persons who required assistance with grooming, 

dressing, bathing or showering, oxygen use, and catheter use. However, only 13 

settings (42%) would admit persons who required assistance with transfers (e.g., 

from a bed to a chair) or assistance with eating. The AL settings could manage 

some but not all cognitive limitations and behavioral problems. 

Number of settings with 
25%+ or 50% or more 

move-outs accounted for 
by this category 

25%+ 

4 
2 
0 
2 
2 

50% or more 

13 
0 
2 
I 
2 



Table 46: Move-in Criteria in AL Settings 

I Yes I No I Conditions I Don't 
Conditions Can Move-in? (N=31) 

Wheelchair bound 

Not Bowel Continent 1 14 1 12 1 2 1 3  

Need Assistance with Transfers 
Not Bladder Continent 

18 
13 
2 1 

- - -  
I I I I 

8 

Need Assistance with Grooming 1 2 5 1 4 1  0 
Need Assistance with Dressing 
Need Assistance with Eatina 

Need Assistance with Toiletina 1 15 1 13 1 2 1 1  

17 
6 

2 

Need Assistance with 
BathingIShowering 

Mildly Confused 1 2 7 1 2 1  1 1 1  

apply 
4 

24 
13 

know 
1 

0 
2 

28 

Behavioral Problems 1 I 2 l 1  1 

1 
2 

6 
15 

Moderately or Significantly Confused 

Uses Oxygen Tank 

Uses Catheter 

2 

In addition, some conditions applied. Typically, residents were required to 

0 
2 

9 

26 

25 

(e.g., wandering) 
Short-term Need for Nursing Care or 
Monitoring by a LPN or RN 
Ongoing Need for Nursing Care or 
Monitoring by a LPN or RN 

self-mange the problem (e.g., incontinence, toileting, using oxygen and catheter) 

or arrange outside help (e.g., home care agency, families). Also, needs had "not to 

exceed the service ability" of the settings. 

An interesting finding was that while the AL settings did accommodate some 

people with substantial care needs they were generally selective for functionally 

independent people at move-in. The additional conditions that typically applied to 

move-in decisions included; "they (tenants) need to come to the dining room on 

1 
1 

0 1 

18 

2 

2 

24 

11 

1 

2 

2 

6 

17 

3 

1 

2 

0 

2 

1 

1 
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their own," "they (tenants) need to leave walkers and scooters in the hallway 

during meals." 

Move-in criteria on wheelchair-bound persons reflected the dilemmas that 

were experienced in the AL settings. For example, while the majority of settings 

had the capacity to accommodate wheelchair bound persons (i.e., had wheelchair 

units, see Table 5) they did not necessarily allow residents in a wheelchair to 

move into their settings or some conditions applied (see Table 47). In addition, 

several administrators stated in Section 5 of the survey that even if they had 

wheelchair accessible units, the public space (e.g., dining room, elevator, hallway) 

was not built to accommodate wheelchair-bound tenants or had been already 

filled with tenants using other mobility aides, leaving little space for traffic, 

especially during mealtime. 

Table 47: Move-in of Wheelchair-bound Persons, by Availability of Wheelchair Units 

Have wheelchair accessible Can wheelchair-bound persons move in? 
units 

Total 

Row % 

A restrictive move-in and a flexible move-out policy was found in Type 4 

settings that had been converted from IL to AL. Overall, they were selective for 

functionally independent tenants at move-in but had relatively flexible move-out 

criteria for the same conditions. For example, although these settings offer 

assistance with bathing and dressing, they state that people are welcome if they 

are able to take their own bath, dress themselves, make their own bed and come 

Yes 
No 

15 
3 

4 
4 

4 
0 

23 (76.7%) 
7 (26.3%) 



to the dining room for meals. Such an approach may be beneficial to 

accommodating the changing care needs of long-term residents while keeping 

resident turnover rate low. 

Table 48-55 show differences in move-in criteria for selected conditions 

across setting types. With regard to cognitive limitations and behavioral problems, 

the majority of the Type 3, 4, and 5 settings were reluctant to admit those who 

were moderately or significantly confused or who exhibited behavioral problems. 

The responses to the open-ended question in Section 5 (barriers to "aging in 

place") further corroborated the finding. The marketing materials and care 

philosophies of the settings with restrictive move-in criteria for cognitive limitations 

also supported the finding. Residents were typically required to have the capacity 

to respond appropriately in an emergency and were to conform to the directives 

that were outlined in their care plans. 

Table 48: Move-in of Wheelchair-bound Persons, by Setting Type 

Can wheelchair-bound 
persons move in? 

I Some conditions apply I 0 

Yes 
No 

1 don't Row % 

2 
0 

Table 49: Move-in of Persons Needing Assistance to Transfer by Setting Type 

Can persons who 
require assistance to 
transfer move in? 

Yes 

Total 
(N=30) 
Row % 

Type 2 
n=6 

Type 3 
n=3 

1 don't' 
know 

Type 4 
n=12 

Type 
5 

n=7 



Table 50: Move-in of Persons with Bladder Incontinence, by Setting Type 

Can persons who are 
not bladder continent 
move in? 

Type 1 
n=2 

Type 2 
n=6 

Type 5 
n=6 

1 don't 
know 

Table 51: Move-in of Persons with Bowel Incontinence, by Setting Type 

Type 3 
n=3 

1 don't 
know 

Total 
(N=29) 
Row % 

Yes 
No 
Some conditions apply 

Type 4 
n=12 

2 
0 
0 

Can'persons who are 
not bowel continent 
move in? 

Type 1 
n=2 

Type 2 
n=6 

6 
0 
0 

Yes 
No 
Some conditions apply 

Table 52: Move-in of Persons Needing Assistance with Toileting, by Setting Type 

Type 3 
n=3 

1 don't 
know 

Type 5 
n=5 

2 don't 
know 

3 
0 
0 

Type 4 
n=12 

Total 
(N=28) 
Row % 

2 
0 
0 

1 Yes 2 

Can persons who 
require assistance 
with toileting move in? 

y Some conditions apply 

8 
3 
1 

5 
1 
0 

Type 1 
n=2 

Table 53: Move-in of Persons with Moderate to Severe Cognitive Limitations, bv 

2 
3 
1 

2 
0 
1 

Type 2 
n=6 

6 

21(72.4%) 
6 (20.7%) 
2 (6.9%) 

4 
7 
1 

Type 3 
n=3 

1 don't' 
know 

1 

- . - 
Setting Type 
Can persons who are 
moderately or 
significantly confused 
move in? 
Yes 
N 0 

Some conditions apply 

Type 4 
n=12 

5 

Type 1 
n=2 

2 

0 

0 

Type 5 
n=7 

1 

Total 
(N =30) 
Row % 

15(50.0%) 

Type 2 
n=5 

1 don't 
know 

4 

1 

o 

Type 3 
n=3 

1 don't' 
know 

o 
3 

o 

Type 4 
n=l I 

1 don't 
know 

2 

8 

I 

Type 5 
n=7 

I 

6 

o 

Total 
(N=28) 
Row % 

9 (32.1 %) 

18 (64.3%) 

1 (3.6%) 
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Table 54: Move-in of Persons with Behavioral Problems, by Setting Type 

Can persons who have 
behavioral problems 
(e.g., wandering) move 
in? 
Yes 
NO 

, Some conditions apply 

Table 55: Move-in of Persons Needing Ongoing Nursing Care or Monitoring, by 
Setting Type 

6.7.2 Move-out Criteria 

Overall, the move-out criteria were not as clear as the move-in criteria (see 

Table 56). This was partly because the majority of the AL settings had been 

operating for less than 25 months and thus, the administrators had not dealt with 

the whole range of conditions enquired about in the survey. In addition, settings 

with publicly funded units tended to give ambiguous or missing responses. This 

may be because move-out decisions were made in partnership with Continuing 

Care of a regional health authority. 

Additional conditions were also reported. Typically, residents were required to 

self-mange the problem, especially with regard to transfers and incontinence, or 

arrange outside help (e.g., home care agency, Continuing Care, families) to 

remain in the settings. The administrators' comments indicated that move-out 

Can persons who 
require ongoing 
nursing care? 

Yes 

NO 

Some conditions 
apply 

Type 1 
n =2 

2 

0 

, 0 

Type 5 
n=7 

I 

6 

0 

Type 1 
n=2 

2 
0 
0 

Type 2 
n=6 

2 

2 

2 

Total 
(N=30) 
Row % 

7 (23.3%) 

21 (70.0%) 

2 (6.7%) 

Type 2 
n=6 

4 
2 
0 

Type 3 
n=3 

1 don't' know 

o 
3 

0 

Type 4 
n=12 

2 

10 

0 

Type 3 
n=3 

1 don't' 
know 

0 
2 
1 

Type 4 
n=12 

4 
7 
1 

Type 5 
n=7 

1 
6 
0 

Total 
(N=30) 
Row % 

11 (36.7%) 
17(56.7%) 
2 (6.6%) 
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decisions also depended on other factors such as individual resources (e.g., 

financial ability) and congruence with the social environment in the setting. In 

addition, if their condition deteriorated and became beyond the service capacity of 

the settings (e.g., physical environment, staff level, a need for unscheduled care), 

the administrators would contact Continuing Care or a regional health authority for 

placement in a licensed care facility. The administrators also noted that although 

move-out decisions were made according to their internal policies, timing of 

move-outs were sometimes affected by extraneous factors such as availability of 

beds in residential care facilities in the region. 

Move-out criteria related to mobility limitations, cognitive impairment, and 

ongoing nursing care or monitoring raised questions about the role of the AL 

settings in meeting the changing care needs of residents over time. 

Table 56: Move-out Criteria in AL Settings 

Conditions Required to Move Out ? 
No 

Wheelchair bound 
Need Assistance with Transfers 

Yes 

Not Bladder Continent 
Not Bowel Continent 

16 
10 

Need Assistance with Grooming 
Need Assistance with Dressina 

Conditions 
apply 

15 
11 

Need Assistance with Eating 
Need Assistance with Bathing or Showering 

Don't 
know 

5 
15 

22 
22 

Need Assistance with Toileting 
Mildlv Confused 

5 
10 

10 
25 

Moderately or Significantly Confused 
Uses Oxygen Tank 

7 
4 

3 
4 

14 
24 

Uses Catheter 
Behavioral Problems 

3 
2 

7 
5 

14 
1 

10 
24 

4 
5 

3 
3 

11 
1 

19 
7 

3 
2 

4 
3 

12 
1 

3 
2 

4 
3 

5 
17 

2 
3 

5 
3 

4 
3 

3 
4 

4 
3 



6.7.3 Assessments 

Assessments at Move-in 

The administrators were asked which of the following staff would typically be 

involved in assessments of functional status for move-in and move-out: 

Short-term Need for Nursing Care or 
Monitoring by a LPN or RN 
Ongoing Need for Nursing Care or 
Monitoring by a LPN or RN 

AdministratorIDirector, Resident manager, Physician, Nurse, or Other (please 

specify). Some respondents described the decision-makers by a job title that did 

not match those enquired about. In small-scale settings, individual owners tended 

to play more than one role, for example, manager and administrator. The 

researcher subsequently grouped AdministratorIDirector and Resident manager 

into one category: Administrators. In settings with publicly funded units, case 

managers were reported to typically be involved. Social workers employed by 

regional health authorities and families were also mentioned. 

Generally, a team was typically involved in making initial decisions for 

move-ins (see Table 57). The administrators, many of whom indicated that they 

had a nursing background, were most frequently involved in the assessments; 

physicians and nurses were also involved in more than half of the settings. 

Table 57: Involvement of Professionals in Assessments by Setting Type 

2 1 

11 

Type 1 
n=2 

5 

14 

Administrators 
Physician 

Type 2 
n=6 

Nurse 

3 

3 

2 
1 

2 

3 

Type 3 
n=3 

1 missing 

2 

6 
4 

Type 4 
n=ll 

1 missing 

5 

3 
2 

Type 5 
n=7 

1 

TOTAL 
(N =29) 

10 
6 

9 

7 
5 

28 
18 

2 19 
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Assessment Tools 

The researcher asked the administrators how they assessed a prospective 

tenant's functional status and what kind of instruments had been used in their 

setting. A total of 12 settings used comprehensive tools to assess applicants' 

functional status and other health care needs. The components that were 

included in the assessment tools were: (1) IADL, (2) ADL, (3) mood and behaviors, 

(4) memory, (5) risk of injury (e.g., history of falls), (6) continence, (7) 

communication, (8) sensory system (e.g., hearing, vision), and (9) dietary 

requirements. The forms typically asked about levels of assistance required (e.g., 

independent, some supervision, limited assistance, extensive assistance, 

dependent) and frequency of assistance required (e.g., daily, weekly, monthly) in 

tabulated formats that would be translated into individual service plans. It was not 

clear as to how assessments of physical and cognitive status had been conducted 

in Type 5 settings. An administrator indicated that when persons came to a Type 5 

setting, they were independent clients with very limited care needs; 

comprehensive assessments would be conducted by outside agencies when 

residents would require additional services from them. 

6.8 "Aging in Place" in Assisted Living 

6.8.1 Definition of "Aging in Place" 

The administrators were asked to define "aging in place" in the context of their 

AL settings by choosing one of the following definitions: (a) as long as residents 

wish to stay (until they die), (b) as long as residents can benefit from the services 

and programs offered, (c) as long as residents can self-direct care. In addition, 
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they specified their own definitions. As shown in Table 58, only eight 

administrators defined it "as long as they wish to stay." Several administrators 

generally defined it "as long as they benefit from services offered" but made 

additional comments indicating that residents who required palliative care for a 

terminal cancer in the past had died in their settings while receiving palliative care 

through community nursing and from the setting. The AL settings that had publicly 

funded AL units defined it "as long as they can self-direct care "and "as far as not 

putting themselves or others at risk." 

Table 58: Definition of "Aging in Place" in AL Settings 

I 

as long as they benefit from services and programs offered I 13 

Responses 
as long as they wish to stay (until they die) 

Number of settings 

8 

I as far as not putting themselves or others at risk I 2 I 
as long as they can self-direct care 7 

as far as not requiring any form of professional nursing 
care 

I I I 

Note: Columns do not total to 100% as multiple responses were permitted 

1 

as long as they are able to call for help in emergency 
situations 
as long as a resident's health and safety is not jeopardized 

6.8.2 Barriers to "Aging in Place" 

1 

1 

The administrators were asked to specify barriers to "aging in place" in their 

setting. As shown in Table 59, the majority of the responses related to increasing 

care needs of the residents and the struggles of these settings in accommodating 

residents' needs while ensuring affordability, appropriate physical environment 

and staffing level. 



Table 59: Barriers to "Aging in Place" in AL Settings 

Responses 

Care needs too hiah or too diverse to be accommodated 

I Affordabilitylincreasing cost of care I 5 

Number of 
Settings 

7 " 

Dementia care (e.g., managing problems, social climate, 
ability of decision-making) 

6 

Physical environment (e.g., high-rise, not barrier-free design, 
limited public space) 
Licensing requirements and regulatory issues 

5 

5 

Dealing with family who don't recognize care needs of 
residents 
Not sufficient staffing level or training 

4 

4 
Lack of adequate equipment (e.g., lifts, bathing equipment) 
Struggling with defining clearer exit criteria 

Too new to determine 

No barriers 

A total of seven settings (None from Type 1 , l  each from Type 2 and Type 3,2 

from Type 4, and 3 from Type 5) reported that the barriers to aging in place were 

the increasing and diverse care needs of residents. The administrators of these 

settings typically indicated that the longer residents lived in their settings, the 

more likely that the levels of care required would become beyond the service 

capacity of their settings. An administrator of a small-scale setting felt that it had 

been very difficult to accommodate a wide range of care needs of the residents 

under one roof. A resident care-mix was a major challenge in several Type 4 and 

5 settings. Typically, residents with limited personal care needs (e.g., Personal 

Care level, Intermediate 1 Level) had moved into the settings and they had 

developed a wide range of functional and cognitive limitations over time. An 

2 
1 

1 

1 
I Language 1 

Note: Columns do not total to 100% as multiple responses were permitted 



administrator from a Type 4 setting indicated that their recent clients had had 

substantial care needs but had stayed in their own homes too long, that is, they 

were beyond the stage of being able to benefit from the services and programs 

provided. Such "overdue" residents were also described in the interviews (see 

Chapter 7). An administrator from a Type 4 setting with publicly funded AL units 

had a concern about the significant care level of the residents (i.e., IC 2 and 3, 

mental health issues) for their lean staffing (i.e., no RN presence on-site). 

Dementia care was mentioned by the administrators from 6 settings (4 Type 4 

settings, 2 Type 5 settings). Typically, the administrators found that cognitively 

alert residents did not enjoy being around residents with cognitive limitations and 

behavioral problems. In the settings that had evolved from IL, the majority of 

residents were still cognitively alert and therefore, socially acceptable behaviors 

might have been well defined among the residents. An administrator from a Type 

5 setting indicated that increasing dementia was a barrier to "aging in place" 

because their behavioral problems such as wandering and eloping, mobility 

limitations, and severe memory loss could be a risk not only to themselves but 

also to other residents, and staff. An administrator from a Type 4 setting indicated 

that providing activity programs to benefit both residents with dementia and 

cognitively alert residents had been a challenge. Two of the administrators 

indicated that their residents were unable to make good decisions about their own 

care needs due to cognitive limitations or mental health issues. 

The physical environment was mentioned by the administrators of 5 settings, 

all of which were Type 3 and 4 settings originally built 20-30 years ago and 
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renovated to AL settings. Typically, when they began offering congregate housing 

for seniors, few residents used walker, scooters, or wheelchairs. Although these 

buildings had been updated to create wheelchair units and other in-suite 

adaptable features, they lacked enough circulation space (e.g., hallway, elevator, 

dining room). The size of the building was also a barrier. It was indicated that the 

large-scale high-rise buildings were not efficient for service delivery because 

housekeeping staff and personal care staff had to use elevators too often. An 

administrator from a Type 3 setting indicated that residents who had personal care 

needs did not necessarily live close to the service areas (e.g., bathroom for 

bathing). 

Licensing requirements for offering personal care services and some nursing 

services were also mentioned by the administrators from 5 settings (1 each from 

Type 1,2, and 3,2 from Type 4). An interesting finding was that the administrators 

expressed strong dissatisfaction with the variable regulatory approaches by 

health authority (i.e., health authorities, service areas) or licensing officer and the 

limited understanding of AL among policy makers and health professionals as to 

what AL could possibly benefit frail seniors with care needs by enriching services. 

An administrator from a Type 2 setting specified that it had been very unfair that 

some settings in another health service area within the same health authority had 

been offering assistance with ADL and medication management (storage, 

monitoring, administration) without being licensed when her setting had been 

advised not to offer any assistance with medication (i.e., monitoring of 

self-administration). Several administrators (i.e., Type 3 and 4) indicated that 
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because offering personal care by their own staff was still a new concept to the 

staff from the regional health authority who had been coming in for some residents, 

they tended to recommend moving a resident much sooner than the administrator 

felt was necessary. In contrast, an administrator from a Type 4 setting complained 

that some residents with elopement problems had been inappropriately "aging in 

place" in the setting as Continuing Care of a regional health authority had advised 

that the administrator and the tenant's family could do more to keep the person in 

the setting. Other complaints were that due to the uncertainty with the finalization 

of the Act, residents and their families might have a heightened sense of 

insecurity and fear of relocation. 

Four administrators (2 of the Type 2 settings, 2 of the Type 4 settings) 

indicated that families had been a barrier to "aging in place" because they had 

failed to recognize residents' care needs or had been reluctant to pay extra for 

additional services. The increasing costs of care were incurred solely by residents 

and families in these settings because the majority were private-pay clients. It 

may be that families had set a threshold to move their loved ones to publicly 

funded licensed care facilities. 

Inadequate staffing level for the increasing care levels of residents and 

equipment limitations (e.g., bathing equipment, lifts) were also reported from Type 

4 and 5 settings, reflecting the dilemmas in accommodating the changing care 

needs of residents in settings with lean staffing level and budgetary constraints. 



CHAPTER 7: FINDINGS (PART B: INTERVIEWS) 

This chapter reports the perceptions of eight administrators of AL settings who 

were interviewed about the benefits and barriers to accommodating the changing 

psychosocial and care needs of residents over time and the benefits of the Act 

and the ILBC program. As indicated in Chapter 5, the settings were selected so as 

to be representative of each of the five types. As shown in Table 60, while there 

was only one of Type 1 (A), Type 2 (B), and Type 5 (H), there were two of Type 3 

(C, D) and three of Type 4 (E, F, G). The interview contents were transcribed and 

transferred into Nvivo 2.0. Emergent themes and issues were extracted from the 

data and are summarized below. 

Some of the questions in the interviews were the same as in the survey. In 

this case, administrators' comments were combined with the responses in the 

survey and reported in the previous chapter. In this chapter, the researcher 

reports only those not identified in the survey. Many themes and issues were 

specific to the administrator's own setting; these related to its micro-level (e.g., 

socio-demographic characteristics, health status of the residents) or macro-level 

issues (e.g., long term care policy, regulations, third-party payments). 



Table 60: Type of the Participating Settings 

Type 1 
AL units 
licensed as 
IC in a 
free-standing 
ALF 

AL units 
licensed as 
IC, part of 
multi-level 
campus 

Type 3 Type 4 
Non-licensed AL Non-licensed AL 
units, part of units offering 
multi-level personal care 
campus services by own 

staff 

Type5 
Independent 
Living 
subcontracting 
personal care 
services 

7.1 Benefits 

Although the characteristics of their settings and clients varied, the 

administrators generally described similar benefits of AL in accommodating the 

changing psychosocial and care needs of the residents over time. These 

included: (1) reduced fear of institutionalization, (2) positive self-perception, (3) 

stimulation, (4) social engagement, and (5) continuity. 

Reduced Fear of lnstitutionalization 

In all the interview settings, it was suggested that AL had contributed to 

reduce fear of institutionalization. More specifically, in settings that had evolved 

from IL (Settings B, D, F, G, H), the great fear of institutionalization among the 

residents was reduced after their settings began offering additional services to 

compensate for ADL limitations and assistance with medication: 



They [the residents] feel very good about the fact that they can 
age in place. I know that they [concepts of "aging in place"] are 
buzz words but they are very relevant to this population. I think 
as they grow older there is a fear that they got to move out of 
the home into some kind of care facility if they needed any care 
at all. Very often, the care [the residents needed] is 
minimum.. .or something quite small as far as time is concerned. 
I think there is a certain feeling of relaxation knowing that they 
can certainly stay within this setting for as long as they need to 
stay within the setting. (Administrator of Setting G) 

Positive Self-perception 

Positive self-perception, through maintaining morale and regaining confidence, 

was frequently mentioned. The following quote illustrates the positive 

self-perception that emerged in the settings: 

I noticed that people who are in our fitness programs are 
excited at the fact, some of them, what gains they make 
because they didn't think they could do that any 
more.. .unexpected benefits. They [the residents] are coming 
back and saying, "Oh, I didn't think I'd ever be able to do that." 
(Administrator of Setting B) 

Intriguingly, the administrators of settings that had evolved from IL (Settings B, D, 

F, G, H) observed the increased perception of independence among the residents 

over time. One administrator (Setting B) said: "people [the residents] love to say 

they are independent." Another administrator (Setting D) claimed that AL had 

helped residents to maintain a sense of independence "by allowing them to 

exercise the right to choose services and self-direct care as they would have done 

if they had lived in their own homes." 
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The results suggest that the current residents construed themselves as 

"independent" despite their reliance on the services offered in performing lADL 

and ADL; they made relocation to care facilities a reference point to being 

dependent. 

Stimulation 

Stimulation was another commonly reported benefit of AL although some 

variation was found in terms of kind of stimulation. Types of stimulation mentioned 

included cognitive, physical, psychological, and cultural. Several administrators 

referred to residents "bouncing back" from depression, or the showing of physical 

frailty or downhill health conditions as a result of participating in culturally 

enriching, cognitively stimulating programs or fitness programs. The Director of 

Setting A emphasized the importance of cognitive stimulation for the current 

cohort of residents who had often developed memory problems, stating: 

I think the more activities and programs you put in place that 
draw on their intellectual processing, the better off they can be. 
I think that there is a tendency at times to entertain opposed to 
engage.. .and there is nothing wrong with entertaining.. .you 
have to have a whole range of activities and programs because 
not everybody wants to be intellectually engaged. I think you 
are doing this service [assisted living] to this cohort by making 
any assumptions and allowing them an opportunity to become 
engaged. I know in the activities we run in this home ... we have 
a high percentage of programs that are cognitively stimulating 
and ... they have to actually think about the questioning. And 
those [programs] are well attended. People enjoy that. I think 
it's a very important aspect of providing care and services for 
seniors that you [providers] have a significant degree of 
programming involved in cognitive maintenance and 
stimulation. 



Social Engagement 

The administrators felt that not only being able to participate in social and 

recreational activities but also being part of organizing and planning these 

activities through resident councils and self-initiated programs, positively affected 

the residents' social well-being. The Director of Setting E described how residents 

found "something to give to the community" by bringing their experiences and 

skills, making new friends and caring for others. He noted that, most importantly, 

the residents maintained "a sense of being needed" in the community, which he 

felt had often been forgotten in traditional long-term care facilities. 

Continuity 

Continuity, achieved through living in the familiar environment surrounded by 

the same staff, friends, families, and amenities in the community (e.g., shopping 

malls, clinics), was considered beneficial by the administrators. The AL settings 

did provide nursing home eligible tenants with an option to remain in 

community-based settings. However, it was suggested that such a benefit was 

most apparent among those who had moved into the AL settings when they were 

still able to move around and benefit from the services and activities available in 

the settings. 

Philosophy Change: Minimizing Professional Dichotomy 

In addition to the benefits to the residents, several administrators noted 

benefits to providers. In accommodating the changing psychosocial and care 



needs of residents over time, the staff had developed interprofessional 

collaboration, especially, in terms of medication management. The following 

comment from the Director of Setting A illustrates the positive philosophy change 

undertaking among the staff: 

The biggest barrier is the professional culture that exists in the 
ranks of nursing. There is resistance too, in the health care 
system at large. How can I be anybody other than a nurse? 
There's always those professional dichotomy. I found that 
fascinating that we are all supposed to be working towards the 
same common goal, which is the care of the individuals. Yet, 
people put down boundaries.. . it's been a good experience for 
me who had been trained in the biomedical model and worked 
in the hospital environments for years to see that it 
[interprofessional collaboration] can work in spite of the 
professional posturing. 

The administrators of three other settings (Settings B, Dl and E) had similar 

experience. The administrators of Setting D and E where the staff did not form a 

union noted that in order to achieve the social model of care ideology, the staff 

often "crossed over" or even received cross-training to accommodate 

unscheduled service needs (e.g., housekeeping service when a resident had an 

urinary accident in the hallway after or before business hours). The administrator 

of Setting B also noted that over the years, the union and the administration had 

developed a more cooperative relationship, claiming that union strikes would 

ultimately damage the company's reputation given the competition in the market. 

An administrator claimed: 'We are social model. If staff don't do this and that 

because that's not included in their job descriptions, that's not assisted living. 

That's nursing home." 



7.2 Barriers 

7.2.1 Regulations 

Restrictive and Laissez-Faire: Conundrum 

Half of the administrators pointed out that the comprehensive licensing 

requirements to provide personal care services, particularly assistance with 

medication, and the lack of appropriate regulatory oversight for non-licensed 

settings created a challenging situation in their settings. They felt that health 

policy makers had limited understanding of services that would be of benefit for 

people who move through the care continuum, from independent to totally 

dependent living. For example, the Administrator of Setting B expressed 

frustration at being unable to assign nurses across the levels (licensed and 

non-licensed) on campus, claiming that it was unpractical to advise residents in 

the IL setting on the site to use outside agencies for convalescent care when the 

nursing staff of the licensed setting did not mind "stepping down" to do the tasks 

usually done by care aids and providing temporary nursing services to residents in 

the IL units. It was suggested that the strict licensing requirements for medication 

management in one health region resulted in unnecessary moves to a higher level 

of care, which was not always available at the time the residents needed it. 

The administrators reported that they had been dealing with the increasing 

care levels among incoming residents, both those who move from their own 

homes and from IL settings. Several administrators noted that many IL settings 

where residents arrange their own personal care services personally had taken a 

laissez-faire attitudes, letting them do "whatever they wanted" as a result of the 



policy gaps. 

In the following quote, the Administrator of Setting F explained the multiple 

dilemmas of dealing with the ongoing policy changes in continuing care, 

struggling with accommodating the changing care needs of the current residents, 

and being unable to accommodate incoming residents whose care levels were 

beyond the service capacity of the setting: 

The licensing is, I think, a little bit of conundrum in a sense. 
- When I first came in here, the licensing person was adamant 

that we shouldn't have people beyond a certain care need. And 
I questioned.. .We are not supposed to have them. [but] Where 
are they supposed to go? ... because they are not eligible for 
facility placement. That was about five years ago when things 
started to really change with the [eligibility criteria for licensed 
care] facilities. They [eligibility requirements for placement] 
moved from, you know, one point, you could put your name 
down because you wanted to be [placed] then you moved to [a 
licensed care facility]. Then, when you put your name on a 
waiting list, you had to actually require care. Then, they [the 
eligibility] moved to ... basically that you have to be ready for 
placement. Then now, they moved to that you have to be a 
Complex Care [client]. So there is a real gap between what is a 
lighter level of care and Complex Care ... We are definitely 
getting calls all the time from people who have been told [by 
continuing care] that they are not eligible for placement but it 
does sound like their care needs are certainly greater than what 
we can provide now. We would like to take them but we don't 
have the care resources. 

7.2.2 Physical Environment 

When AL emerged in the BC market, there was no specific building code, fire 

safety code, or recommended architectural designs. The common experience 

was that municipalities tried to apply the building codes and regulations that had 

been developed for hospitals and licensed care facilities to AL. Two administrators 
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7.2.3 Financial Aspects 

A fforda bility 

Overall, the Administrators noted that the longer residents lived in the AL 

settings, the more serious affordability issues became, regardless of the 

availability of public funding to the settings. Additional costs such as personal care 

services and other "hidden costs" such as fees for medications, incontinence 

supplies, mobility aides, and transportation (e.g., Handydart) often became 

barriers to meet the psychosocial and care needs of residents in the settings 

disproportionately occupied by low-income seniors. For example, in these settings, 

there was an increasing number of residents who could not afford to buy extra 

services that were modestly priced; other residents tried to do their personal 

laundry or made beds on their own to save money, which ultimately put them at 

risk of falls and other accidents. The following quote describes the issue: 

You know, many of our residents do have incontinence 
problems. The health region is saying that's not something they 
are paid for, even housekeeping. . . .basically they [the 
housekeeping staff] empty the garbage everyday. If they didn't, 
we have a significant smell in our building. That is something 
that hospitality service the resident has to pay for.. . then under 
the ILBC program, fairly and lovely subsidized. So that's gonna 
work well. But it's only gonna be xx [the number of units going 
to be funded through the ILBC program] units. When I look at 
somebody who can hardly navigate the walker, they are 
supposed to be making their own beds [in the non-subsidized 
units] ... 

Affordability was also an issue at Setting D where publicly-funded AL units 

were available: 



We are getting a lot of tenants that do need some extras. They 
come in and then they cannot afford incontinence supplies, 
even medications.. .money for Handydart to visit doctors 
so ... who is going to pay for that? In [publicly funded Complex 
Care] institutions, they [residents] are getting those supplies but 
here in AL they don't. We are finding more and more of that 
[tenants unable to pay for extras]. . .sometime we had to actually 
purchase the supplies and then, hopefully we get reimbursed, 
which doesn't always happen. 

7.2.4 Activities and Programs 

The AL settings offered a variety of social and recreational activities on-site 

and off-site, so that there were not many barriers identified in terms of 

programming. However, at several settings, the Administrators indicated that 

there was an increasing need for specific activities that required additional staff 

training and outside help. For example, at Setting D, approximately 20% of the 

residents were reported to have macular degeneration, so that a support 

organization for blind persons was contacted for help. 

As found in the literature, feminization of activities was common at the 

interview sites except for Setting E where a well-equipped craft room served as a 

life skill centre as well as a "work" place for male tenants. Another common 

dilemma was that there was always a group of people (e.g., male residents, 

people with dementia) or individuals whose interests and physical and cognitive 

capacities to participate were not congruent with the activities available. In Setting 

H, the residents with different cognitive abilities were "naturally split" from each 

other and tended to be attracted to different recreational activities. 



Finding Congruence Between Care Needs and Staffing Level 

Several administrators noted that finding an optimal level of congruence 

between the care needs of residents and the staffing level was a barrier. The 
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In addition, several administrators (Settings C, D, H) noted that they needed 

to make additional efforts to facilitate participation, such as cueing, reminders, and 

even escorting them to activity rooms and other social and recreational 

opportunities in the larger community. 

7.2.5 Health Care Support 

Increasing Health Care Needs and "Overdue" Incoming Residents 

In terms of health care support, the increasingly complex health care needs of 

the residents and "overdue" incoming residents, had made it challenging for the 

settings to provide "timely" personal and health care support (e.g., assistance with 

ADL, medication management, regular health monitoring). These sentiments are 

reflected in the following quote: 

We definitely see the picture where people have been living on 
their own, not eating properly or being socially isolated. Coming 
in, they are just started to blossom here. But ... um.. when 
people come in later, the benefits are less. When they come in, 
they are already mildly demented or they really have a number 
of health care problems ... We have one woman, in particular, 
who has been here a quite a long time, came in very 
independently, and her husband died a couple of years ago. 
She's really gone downhill since then. She is quite cognitively 
impaired but manages fine. She actually manages her own 
bathing and she needs to be reminded to change her clothes 
and have a bath. If she really comes in today from living in her 
own community, probably too late [to adapt to the culture and 
manage ADL] or a lot harder to make that [adaptation] work. 



congruence was usually determined by finding a clinical threshold for transferring 

the residents to a higher level of care (e.g., hours of assistance with ADL, a need 

for unscheduled care, two-person transfers) or determining a workload threshold 

for the staff or combining both, which was reported as not always an easy task to 

accomplish. Even if a resident and herlhis families were willing to pay, it was 

avoided because slhe was not expected to use up the staff's time. Outsourcing 

provided some solutions to the issue in Setting H while it was not preferred in 

other settings (Settings El F, G) in terms of stability of resident-staff relationships 

and cost. Although Setting H achieved very competitive pricing for ADL assistance 

and medication monitoring through group purchasing, other settings emphasized 

their preferences of caring for the residents by their own staff. 

7.3 Future Evolution in Terms of Higher Level of Care 

The majority of the administrators, except for Setting A (all the AL units 

licensed as lntermediate levels), were planning to register the whole or part of the 

building as assisted living under the Act. A unique opinion expressed by the 

Director of Setting E was that the residents would be consulted should the setting 

be transformed into a licensed care facility. 

Acknowledging the distinct purpose of Extended Care, the Director of Setting 

A stated that it would like to provide 2417 professional nursing care to assist some 

of the residents in their transition to a higher level of care [Extended Care]: 

I think ...[ we would like] to bridge the gap between lntermediate 
3 [the highest level in the setting] and the Extended level, in 
transitioning the residents from our home into extended care. I 
don't have skilled nursing 24-hours and 7 days a week on-site. I 
have 7 days a week during normal business hours. That's [24/7 



skilled nursing] what I can see would be supportive to the 
[transitional] process. 

7.4 Roles of Assisted Living in the Continuum of Care 

Overall, the administrators saw positive roles for AL in the continuum of care 

in the province. These included: (1) being an alternative to some of the 

Intermediate Care Levels (e.g., ICI, IC2), (2) an option for persons who require 

palliative care and convalescent care, and other special care, and (3) an 

alternative to persons living in the community settings without receiving 

appropriate support services. They generally shared the view that many of the 

seniors currently living in both community-based and institutional settings could 

be better cared for with the individualized services available in AL. 

With regard to the role of AL as an alternative to institutional care, several 

administrators claimed that it could be a viable option to some of the seniors 

housed in the IC 3 and Extended Care environments. Prior to the interviews in 

Setting D, the researcher had heard about concerns shared by for-profit AL 

operators that were reluctant to apply for the ILBC funding due to the fact that, in 

the publicly-funded AL units, some residents had been transferred from Extended 

Care environments. The interview provided a more detailed picture of the issue. 

Indeed, there had been quite a few residents from Extended Care environments, 

who had been inappropriately placed after accidents and surgeries. With the 

individualized services and the extra help by physiotherapists and occupational 

therapists, some of these residents did "bounce back and lived in the AL setting 

"quite independently." It suggests the possibility that people are often placed in 

sub-acute settings because they have "nowhere else to go." The Administrator felt 
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that these people in post-acute care might be better cared for in AL settings. 

The Director of Setting A was adamant that AL can create dementia-friendly 

environments. The Administrator of Setting H showed an interest in creating a 

small-size dementia-specific AL complex on the same campus. They felt that the 

system will need to evolve and progress and get out of the belief that we need to 

build more long-term care facilities and beds because consumers need them. 

7.5 Benefits of the Act 

The administrators generally appreciated the attempt of policy makers to 

define AL in the province and to ensure regulatory oversight for the AL industry 

and consumer protection by the Act. However, when it came to the impact of the 

Act on achieving these purposes, they were generally skeptical, stating: "I guess I 

really don't know whether it [the Act ] will work or not." 

In terms of defining what AL refers to, one administrator stated that drawing a 

line between licensure and registration by the number of prescribed services in 

the Act would result in restricting clients' choice of services or creating 

stereotyped service profiles across the AL industry because most would choose 

assistance with ADL and medication management to remain under registration by 

the Act. The following comment summarizes the general reaction of the 

administrators: 

Different clinical presentations and care needs exist in these 
[AL] environments ... to think that somehow a prescribed set of 
services is gonna differentiate, you know, the levels [IL, AL, 
Complex Care] of care, is bizarre.. . 
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Several administrators claimed that even with the finalization of the definition 

of prescribed services, the Act was still confusing because it left so many grey 

areas pertaining to "prescribed " and "suppott" level services and degree of 

allowed task delegation from a professional staff to other staff. Several 

administrators pointed out that in every day practice, drawing a line between "one 

or two" and "more than two" prescribed services would be a disservice to the 

residents whose care needs change over time. Although the majority of AL clients 

will eventually move to a higher level of care, their moves may not always be 

linear. One administrator questioned if policy makers who had drafted the 

legislation truly understood the residents' needs given the absence of consultation 

with them. 

The Act also states that one or two prescribed services are provided "by or 

through" an operator to three or more unrelated adults. Several administrators 

noted that safety issues pertaining to keeping "overdue" residents who arrange 

personal care services personally in IL settings were not well covered in the Act. 

However, another administrator noted that some seniors were obsessed with 

living in "independent living" settings even if they had to pay for additional services 

from outside agencies without knowing whether these services were reasonably 

priced or satisfactory in terms of the performance outcomes. 

A critical question was raised by several administrators: 'Where should 

people with dementia go?" The Act specifically states, "a registrant must not 

house in an assisted living residence persons who are unable to make decisions 

on their own behalf' unless they will reside with a spouse who is able to make 
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those decisions for them. The administrators found it problematic given the high 

prevalence of cognitive limitations among the current AL residents and those who 

are expected to enter into AL. One administrator raised other critical questions; 

Who is going to define "ability to make informed decisions on their own behalf?"; 

How should it be determined? Referring to residents with dementia who may not 

express their decisions regarding personal care services as clearly as capable 

adults do but can come to the dining room and activities on their own, an 

administrator cynically said, "it's [how to define the ability] not that easy." The 

researcher had heard the same complaint on many occasions, during the site 

visits and the lunch break at the Education Day workshop. An administrator 

strongly insisted that the system be adaptable or accommodating to the needs of 

the customers. 

7.6 Eligibility Criteria for the ILBC-units 

Conflicting opinions concerning the eligibility criteria for the ILBC-funding 

were reported. Of the six for-profit settings, four never considered applying for 

rent assistance because of a high occupancy rate and concerns surrounding a 

public-private partnership outlined in the ILBC program. The administrators of one 

for-profit and two non-profit settings argued that the public system should support 

mainly low-income seniors and that providing rent assistance to for-profit AL 

projects was not appropriate use of public money. One administrator called the 

expansion of the ILBC programs to the private sector "a bandage solution" or 

"symptomatic solution" to the long-term care crisis in the province. 



The criteria for building and design features of ILBC-funded units were a 

challenge for some prospective applicants. An administrator from a non-profit 

organization described how costly it was to renovate the building up to the current 

building codes and to create the unit features to meet the ILBC criteria, saying: 

We have a number of suites that are quite small, say 220-230- 
square feet. They are one bedroom with a bathroom ... certainly, 
in the ILBC projects, ideally they want it to be 550 square feet. 
We engaged an architect to look up what would happen if we 
combined our smaller suites.. .We did go ahead and create one 
demonstration unit. It's really nice. ..But again, all of this will be 
related to cost. 

A 500 square foot unit with a kitchenette may be appealing to prospective 

residents and their families. Such a relatively spacious unit with a kitchenette may 

be easily marketable if it were not for a housing project disproportionately 

occupied by low-income seniors. In addition, it was stated that it was ironic that in 

order to provide affordable AL units through the ILBC program, applicants may 

have to incur a variety of costs such as consultation and renovation fees even 

before they are funded. 

In contrast, equipment was not funded by the ILBC program. An administrator 

gave a tour of the building to the researcher. Showing the state-of-the-art bathing 

equipment paid for by the sponsoring agency, she said, "...would be nice if it's 

funded." Funding for equipments to assist with ADL may be in greater demand 

when care components of the services become more critical to the ILBC tenants. 



CHAPTER 8: DISCUSSION AND CONCLUSION 

This chapter summarizes the major findings of the study and discusses its 

policy implications, methodological challenges and its limitations and concludes 

by identifying some questions for future research. 

8.1 Summary of Findings 

Settings 

Five setting types were identified: 

Type 1 : licensed AL units in a free-standing setting 
Type 2: licensed AL units part of a two-level complex 
Type 3: non-licensed AL units in a multi-level complex 
Type 4: non-licensed AL units offering personal care services by own staff 
Type 5: IL settings subcontracting personal care services 

Both market forces and policy changes in the long-term care system have 

contributed to a multiplicity of models and setting types. In some regions, 

licensing requirements to offer assistance with ADL and medication management 

were more stringent than other regions. The "split model of care" in which 

personal care was subcontracted to outside agencies existed to avoid regulatory 

hoops. 

Unlike the promise of a "home-like" environment, the AL settings (N=31) were 

more likely to be large-scale rather than small-scale. Specifically, among Type 4 

settings, 10 out of 12 were large-scale (i.e., 50 units and over) and in high-rise 
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buildings. This can be explained by the fact that many of the Type 4 and 5 settings 

had evolved from large-scale IL settings (e.g., seniors congregate housing), which 

had been preferred among the providers in terms of cost-efficiency and availability 

of land (e.g., scarce land in urban areas). The majority of the units were single 

occupancy rooms (e.g., studio, I BR), except for the Type I setting where the 

proportion of double occupancy rooms was higher than in other settings. 

More than half of the units in the AL settings were wheelchair accessible. 

However, in Type 4 and Type 5 settings that had been renovated to AL settings, 

the proportions of wheelchair accessible units were lower than the new 

purpose-built AL settings. The findings from the interviews suggest that the AL 

settings had specific policies and practices concerning the use of wheelchairs and 

scooters due to the increasing number of residents who use mobility aids. 

Although, in half of the AL settings, all the units were wheelchair accessible, the 

majority of occupants were not wheelchair-bound. Reasons may be that 

accommodating of wheelchair users is restricted because of limited public space 

for traffic andlor difficulties with seating arrangements during meals. Moreover, it 

may be that those who require a wheelchair tend to require some assistance with 

transfers and therefore, are likely to be "screened-out" at move-in. 

Across setting types, high occupancy rates were reported despite the high 

base rates and additional fees. Reasons may be that: ( I )  frail seniors who used to 

draw on the services provided by the public system (e.g., home support, 

residential care) were not eligible for the services and had no where else to turn 

to; (2) relocation to care facilities was considered as more traumatic; (3) residents 
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were receiving financial assistance from their families and third parties. 

Care Philosophies 

In addition to the common core philosophies of AL, such as independence, 

home-like, individuality, privacy, choice, safety and dignity, the following were 

identified: enjoyment, empowerment, luxury, socialization, and carefree. AL was 

marketed as options for those who seek "independence while receiving care." The 

descriptions and the quotes related to "independence" may be appealing to 

residents who tend to construe themselves as "independent" despite their reliance 

on the services offered in performing IADL and ADL, which was reported from the 

administrators interviewed. 

Another interesting finding was that the core philosophies of the AL settings 

were communicated through language that contained seemingly conflicting 

messages. For example, AL settings that evolved from IL (e.g., Type 4, Type 5) 

often emphasized that they will take care of IADL tasks, so that residents can live 

a "stress-free" life and have more time to participate in activities and programs. 

Given the residents' relatively high functioning level in Type 5 settings, the 

importance of performing IADL tasks in maintaining residents' self-esteem and 

increasing self-efficacy might have been underestimated. 

Similar to the AL settings described in the international literature, the AL 

industry in BC, especially Type 1 and 2, had been marketed towards more affluent 

seniors and families. Given the proportion of residents who have health care 

needs (e.g., cognitively impaired, requiring personal care services), the residents 
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could have been cared for in intermediate care facilities. The interviews suggest 

that residents who had moved into Type 1 and 2 settings, despite the high cost 

(e.g., $ 3500-5000 per month), can be divided into two groups: those who had 

moved when they had no health care needs and those who were reluctant to 

move into licensed care facilities when they already had significant care needs. 

Given the long waiting list for publicly funded licensed care facilities and the often 

medically-driven, and what several administrators termed "paternalistic care 

approaches," of staff in licensed care facilities, the "choice" and "individuality" 

promised in AL might have been appealing to the residents and their families. 

Intriguingly, "enjoyment" and "empowerment" were identified in the core 

philosophies. Traditional medically-driven care environments symbolically position 

residents in sick roles; "malignant social psychology" (Kitwood, 1997, p 45) is 

reportedly rampant. "Enjoyment" and "empowerment" might have been ignored 

components of life of those who live with deteriorating health conditions and 

psychosocial problems, such as depression and social isolation. In addition, the 

current cohort of seniors in the AL settings must have gone through many 

hardships in their life course (e.g., wars, the Great Depression, migration from 

other countries). Given the growing population aged 85 and over in BC and the 

prevalence of physical, cognitive, and psychosocial limitations, "enjoyment" and 

"empowerment" while receiving individualized care services in AL must have 

delivered strong positive messages to the current residents. 
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Clients 

The average tenant was a widow in her mid-to-late 80s. More than 80% of the 

tenants lived alone; higher proportions of living alone were reported from lighter 

care level settings, Type 4 and 5. A variation was found between setting types in 

terms of proportions with cognitive and functional limitations. Compared to Type 1 

and 2, Type 3 - 5 settings had smaller proportions of residents with cognitive 

limitations. In contrast, residents who used mobility aides (e.g., wheelchair, 

scooter, walker) were equally prevalent across settings. The highest proportion of 

tenants who used a walker was reported by a Type 4 setting that had evolved 

from IL. The interviews further supported the fact that in Type 2 and 4 settings that 

had evolved from IL settings, the proportions of residents who used a walker 

increased considerably over the years. The highest proportion of tenants who 

required personal care services (e.g., assistance with ADL, medication 

management) was found in Type 1 and Type 2 settings. 

Generally, the AL settings had high proportions of tenants with cognitive and 

functional limitations. Data from the survey and interviews suggest that this is 

explained by a combination of ( I )  the policy changes across the care continuum 

(e.g., cutbacks in home care, raised bar for placement in publicly-funded care 

facilities), (2) the increasing care needs of long-term residents, (3) changes in the 

use of non-institutional shelter and care options among seniors (e.g., preference 

for remaining in their own home and IL settings, entry at a later age with multiple 

health problems), and (4) the preference of frail seniors to remain in 

community-based shelter and care settings as long as possible. 
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Services, Cost, and Staffing 

In terms of availability and form of delivery of hospitality services, few 

differences were found between setting types. The majority of the hospitality 

services offered were included in the base rates. There was some variation 

between the settings in terms of the frequency of these services (e.g., the number 

of days for hospitality services per week). Many of the settings were located 

adjacent to senior centres and other community centres and amenities. The low 

proportion of settings that provided transportation by their own staff may be 

because residents did not require transportation services from their settings. 

Personal care services included in the base rates varied across the settings. 

Generally, some assistance with ADL was available but assistance with transfers 

and incontinence management were available in fewer settings. This may be 

because these services take staff time and are often unscheduled. An interesting 

finding was that in, two-thirds of the Type 4 settings, the number of personal care 

services available ranged between 7 and 11, which was similar to the number for 

the higher level care settings (Type I and 2). It may be that the residents in these 

Type 4 settings received the services through different sources: the AL setting, 

outside agencies, and the Continuing Care. An interesting finding was that 

assistance with bathing and medication management was most frequently 

provided. This can be explained by the fact that these were ( I )  easy to schedule 

and (2) services most in demand. However, these two commonly provided 

services were not necessarily provided by their own staff only. It is assumed that 

involvement of designated pharmacies for medication management was common. 
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The cost of living in AL settings depended on each setting, which was 

determined by setting type, location, targeted population, fee structure, unit 

features, and additional services. It should be noted that besides the base rates, a 

variety of service fees were charged. 

In the AL settings, outsourcing was common. An interesting finding was that 

although many residents in Type 4 and 5 settings had personal care and health 

support needs, nursing staffing was relatively lean (i.e., no RN or LPN). 

Move-in and Move-out Criteria 

As suggested in the international literature, the move-in and move-out criteria 

reported by the AL settings were generally restrictive for those with cognitive 

limitations and behavioral problems. This can be explained in a variety of ways: 

(1) the Act is exclusive in terms of eligibility criteria pertaining to cognitive 

limitations; (2) the social climate in the settings was not necessarily supportive to 

their socially deviant behaviors; (3) the physical environment was not designed to 

accommodate these problems (e.g., lack of wandering space, poor orientation 

and cueing, too much or too low stimulation); (4) the providers were reluctant to 

advertise their settings as dementia-friendly; (5) because many of the AL settings 

had evolved from IL settings, there were few social and recreational programs 

specially designed for their needs or staff who had received special training to 

work with residents with dementia; (6) the providers were selective for functionally 

and cognitively independent residents to avoid high resident turnover; (7) 

residents who had cognitive limitations and behavioral problems were generally 
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unable to adapt to the culture easily and they were likely to move to a higher level 

of care quickly unless they had gradually developed such problems after their 

move to the settings. 

"Aging in Place" in the Context of Assisted Living 

The majority of the administrators of the AL settings did not construe assisted 

living as the last stop for residents although several administrators were adamant 

that they would support the residents to age in place in the setting and that 

assisted living could possibly benefit many frail seniors who had been 

"inappropriately" cared for in other care levels (e.g., IL, IC and EC). An interesting 

finding was that in lighter care settings (Type 4 and 5), many residents had died in 

place. This can be explained by the following: (1) the residents were able to hire 

outside agencies for additional care services; (2) family caregivers came to 

provide care to them or moved into the setting; (3) the residents had died from an 

acute condition (e.g., stroke, heart attack); (4) the residents were able to die in 

place while receiving palliative care through community nursing. 

Perceived Benefits and Barriers 

The perceived benefits and barriers reported in the interviews with the eight 

administrators intertwined micro-level factors (e.g., changes in clientele) and 

macro-level factors (e.g., policy changes in long-term care, comprehensive 

regulatory oversight for licensed care environment, proliferation of unregulated IL 

settings, availability of third-party payments). According to the administrators, 
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residents' perceptions concerning "independence" became more positive over 

time. This may be because by comparison, their functioning level was better than 

others in the setting (e.g., high proportion using mobility aids, high average age in 

the settings). 

The perceived barriers to accommodating residents' changing psychosocial 

and care needs were similar to those reported in the international literature. They 

focused primarily on the regulatory approaches across the continuum of care in 

BC and the changes in clienteles. Overall, the care component (e.g., provision of 

nursing care, cost of care, staff training, equipment, dementia care, assistance 

with ADL and medication) was perceived to be more critical in supporting the 

residents "aging in place" over time than the housing component. 

8.2 Policy Implications of the Findings 

The Act was designed to: (I) expand representation of the "assisted living 

model" in the continuum of shelter and care, (2) increase access to housing and 

service for those who have care needs and difficulty with the tasks of daily living, 

but who do not require 24 hour nursing care in licensed care facilities, (3) promote 

a "social model" of care, (4) increase the possibility of "aging in place1', and (5) 

reduce the demand for publicly funded community care facilities. Findings and 

emergent issues in the present study raised questions about the extent to which 

these policy assumptions or policy goals of the Act were met. This section 

provides a critical analysis of the Act and explores its unintended consequences. 

As summarized earlier in this chapter, several policy assumptions and goals 

of the Act were met. These included the non-professional environment of the AL 



settings and the restrictive move-inlmove-out for clients with cognitive limitations. 

However, policy gaps and unintended consequences were also identified. 

The policy decision to expand AL and make it part of the continuum of care 

was based on the assumption that it could accommodate the needs of persons 

who otherwise would fill care facility beds at the IC2 levels. However, in the AL 

settings studied, many administrators indicated that the care needs of IC1 and 

IC2 were beyond their service capacity and staffing level. An unintended 

consequence was that with the introduction of the Complex Care, there is no 

place for those who are discharged from assisted living but not frail enough to 

move to Complex Care facilities. In other words, a gap has been created between 

assisted living and Complex Care that creates discontinuity in the housing-care 

continuum. 

Another problem was that even the clients of Type 3-5 settings that would fall 

under registration eligibility criteria already had cognitive and mobility limitations, 

and required a considerable level of personal care (see Table 15-18). However, 

these settings tended to have relatively lean staffing, with low nursing staff to 

resident ratios, compared to traditional licensed care facilities. In addition, the 

administrators felt that the residents tended to come to the AL settings too late to 

benefit from the services and care that can be offered. Without proper care 

provision or an optimal Person-Environment fit, clients may move to a higher level 

of care relatively quickly and AL may become a short stop before placement to 

licensed care facilities, which undermines the policy goal. 
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As shown in Tables 6, 21, and 35, the high costs of AL may also undermine 

the policy goal of making AL part of the continuum of care for more than just a 

small proportion of clients. As reported by the administrator of an ILBC-funded AL 

setting (see 7.2.3), many clients required additional services but often, they were 

unable to pay for them. 

Despite the target clients with ability to self-direct care in the Act, clients with 

cognitive limitations are already living in AL settings. To encourage them to age in 

place, the government needs to amend the Act to support dementia care, set 

operational standards for the physical environment, staffing, services, and provide 

funding for dementia-friendly AL settings (e.g., dementia cottages). However, it 

may be difficult to balance the care needs of clients with cognitive limitations and 

a social model that requires the range of capacity of decision making (e.g., 

choosing and/or rejecting services, self-directing care) (Carder & Hernandez, 

2004). In addition, the international literature suggests that the AL industry's ability 

to provide appropriate care for persons with cognitive limitations has not been 

empirically proven (e.g., Kopetz et al., 2000; Phillips et al., 2003). In fact, few AL 

settings stated in their care philosophies that cognitive limitations can be 

accommodated. This may reflect a desire for these settings not to become a 

"nursing home," that embodies the medical model of care. 

One of the major complaints pertaining to the Act was centered around the 

definition of "prescribed services." For persons who require more than two 

prescribed services but want to remain in AL, availability of private home care 

agencies and community-based health and care services (e.g., visiting nurses, 



occupational therapists, physiotherapists) as well as support from families is 

critical. However, in rural areas, these professionals will need to travel for a long 

distance to provide services to clients. It may not be possible for AL residents in 

remote communities who require convalescent care or temporary professional 

nursing services to remain in the same AL community. One possible solution to 

the issue may be increasing the number of allowable prescribed services in 

registered assisted living residences as well as adding more professional nursing 

staff. However, this will conflict with the objective of a non-professional 

environment in AL outlined in the Act. Recent data from a US study report that in 

AL settings in which a full-time RN was available, the odds of residents going to a 

nursing home were roughly one half of those for residents in AL settings without 

offering a full-time RN (Philips et al., 2003). It seems that if policy makers want to 

expand the representation of AL in the continuum of care, providing some 

professional nursing services in registered AL residences needs to be considered. 

As shown in Table 22-34 and Table 46-56, clients' "choice" of AL settings was 

generally limited by kinds of services offered and by move-in and move-out 

criteria. The AL settings tended to provide easy-to-schedule personal care 

services (e.g., grooming, dressing, bathinglshowering, medication management) 

(see Table 22-34). The general move-in and move-out criteria and additional 

conditions (Table 46-56) suggest that the AL settings were generally selective for 

functionally and cognitively independent clients. In addition, "choice" may become 

illusory and limited if clients cannot afford to pay for needed care and services. 



In Type 4 settings, there were more deaths than move-outs for other reasons. 

These findings suggest that some residents were able to remain in the AL settings 

until they died. However, "aging in place" in the context of AL may not be possible 

without residents arranging outside help (e.g., home care agencies, community 

nursing, help from families). 

It is concluded that the Act provides a "potential" shelter and care option for 

some of those who otherwise would have to be cared for in licensed care facilities. 

However, the services that can be offered in a registered assisted living residence 

and the target clients are so narrowly defined that they do not match the needs 

and characteristics of the majority of clients who might access AL settings. 

8.3 Strengths of the Present Study 

The present study has a number of strengths. First, it has a historical value, 

providing a snap shot of the AL settings in BC just before the Act came into force. 

Second, it identified gaps between policy goals of the Act and the "reality" in the 

AL settings. Third, it is expected that the study findings can be used by many 

stake holders of AL and will contribute to future policy making. Another important 

aspect of the present study lies in its attempt to rigorously describe and compare 

the settings, services, and clients of assisted living settings. This has been outside 

the scope examined by previous researchers. Finally, it is expected that the 

present study will contribute to the international literature. 



8.4 Limitations of the Present Study 

Defining "Assisted Living" 

As noted in the Method section (Chapter 5), no list was available when the 

study commenced. The researcher consulted with the BCRCA and other experts 

and the consensus was to use the BCRCA's definition. As it turned out, this 

definition was problematic because it did not specify that both settings that 

provide personal care services by their own staff and that do so by outsourcing, 

fall under the rubric AL (see Table 2). As a result, some AL might have eliminated 

themselves. If the BCRCA's definition had been more explicit in saying that both 

settings that offered personal care services by their own staff and outsourced 

were included, more of the latter might have participated. One administrator was 

particularly against the use of "assisted living" to denote settings subcontracting 

personal care services to outside agencies. Likewise, several administrators from 

Type 1 and 2 settings complained that they did not feel comfortable being mixed 

up with "self-claiming" or "self-regulating" assisted living operators. In addition, 

some self-defined AL settings that were more service-rich (i.e., providing more 

than two prescribed services) than "assisted living residence" defined in the Act 

changed their names and/or thought that they did not qualify for the study. 

There were also some variations in terms of model of service delivery by 

health authority. For example, the VlHA provides staff for personal care to the 

ILBC-funded tenants. The VlHA uses the term, "Assisted Living (also called 

Supportive Living) Program" to describe the publicly funded units in its website. 

An administrator of a setting listed as "assisted living" in the VlHA website refused 



to participate in the survey, saying "...we are NOT "Assisted Living" as defined by 

the VlHA and BC Housing, we are a "Supported Living Housing apartment." 

As these examples suggest, "assisted living" has been a fluid concept in the 

AL industry in BC. When the researcher began collecting marketing materials of 

retirement communities and calling them to ask about their service packages for a 

term paper in the fall of 2002, it was not uncommon to come across operators 

saying, "we offer assisted living", which often meant assistance with meals and 

housekeeping. Only a year later, the researcher found sensitivity to use of the 

term "assisted living" among them. With proclamation of the Act and institution of 

the registration process, the confusion surrounding the terminology may be 

solved to some extent. However, estimating the number of AL settings and the 

size of AL resident population will remain "part science and part art" (Golant, 

2001) because, under the Act, a registrant is required to register an estimated 

number of units that will provide one or two prescribed services. One fundamental 

question, frequently raised by the administrators who were contacted for the study, 

remains unsolved: how do we know that registrants are committed to the 

philosophies of assisted living? 

Challenges in Operationalising the Concepts 

No consensus existed as to definitions of many terms with regard to services 

available in the AL settings. For example, "personal care", "personal support", and 

"health support" services were used to denote assistance with ADL andlor 

medication management. 
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The clarity and depth of some survey questions could have been improved. 

For example, assistance with medication involves many activities including 

liaising with physician and pharmacy, medication set-up, monitoring of 

self-administration, reminders (e.g., telephone), dispensing, and administering. 

Various levels of health professionals may be involved (e.g., RN, LPN, nurse aide, 

lay staff). Although some administrators provided the details of their medication 

program during the follow-up calls and the interviews, the researcher was unable 

to systematically describe the differences between these programs. 

Communication with the AL Administrators: Social Model Language 

The use of social model language by the AL industry made it difficult for the 

researcher to know to whom the survey should have been addressed. Staff in 

charge of administrative matters and management used the variety of titles: Chief 

Cultural Officer, Team Leader, Leader, and Executive Director. In this thesis, the 

researcher has used the term, "administrator," to encompass the variety of their 

roles. 

Rapidly Changing Industry 

As mentioned earlier, no comprehensive list of settings was available at the 

time of the data collection. Several industry organizations were approached to ask 

if they could provide the membership list but they were reluctant to provide it to 

the researcher. Therefore, the researcher had to rely on two directories that 

contained outdated information. During data collection, the researcher also heard 
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many administrators say that what was happening in the AL industry now would 

be old news six months from now and that even AL operators were not fully aware 

of what services other operators were offering due to the rapidly changing 

industry. 

Timing of the Study 

During the study period, many changes were taking place at different levels in 

the AL industry: (1) changes of sponsoring agencies due to mergers, closures, (2) 

conversions to other types of care setting (i.e., from AL to IL or to licensed care 

facilities), (3) renovations to the ILBC-funded units, and (4) staff turnover, 

especially of administrators (see Figure 2). These changes made it very difficult 

for the researcher to contact persons who could provide the needed information 

during the follow-up phone calls. Several administrators who participated in the 

survey took more than one month to complete it due to a flu outbreak in the 

settings. 

Lack of Standard Assessment Tools and Information Management System 

In addition, no standard tool to assess functional status of clients (e.g., MDS) 

or standard information management system was used in the AL industry in BC. 

In settings that had evolved from IL settings, typically, residents were required to 

sign a tenancy agreement at move-in unless they had already had care needs. 

Independent living settings that subcontracted personal care services to outside 

agencies did not have comprehensive information on the kinds and amount of 
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services being used by the residents. The absence of this information restricted 

the range of the questions in the survey the researcher was able to include. 

Time and Budgetary Constraints 

Ideally, the researcher should have visited more settings across the province, 

especially settings outside the Lower Mainland. However, it was impossible due to 

the time and budgetary constraints of the present study. 

8.5 Future Research 

The present study was designed to examine the extent to which current 

assisted living settings, services, and clients were consistent with the policy 

assumptions and goals of the Act. This thesis provided answers to some of the 

questions and identified some unintended consequences of the Act. In order to 

build upon this attempt and shape future policy pertaining to the AL model in BC 

and continuing care redesign, it is critical to follow-up the AL settings, services, 

and clients systematically and longitudinally and to conduct well-designed 

program evaluations (e.g., post occupancy evaluations) that could contribute to 

evidence-based policy making. 

Policy makers may also benefit from studies that explore social determinants 

of moves to AL settings (e.g., demographics, geographical location, SES, living 

arrangement), assess client outcomes (e.g., length of stay, health, psychosocial, 

well-being, clients satisfaction), and determine the cost-effectiveness of AL to the 

system (e.g., the extent to which AL was able to reduce the demand for publicly 

funded care facilities). It is also important to identify clinical determinants of moves 
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to and survival in AL settings (e.g., cognitive and functional declines, depression, 

frequent falls). For this purpose, a systematic client tracking system for registered 

assisted living residences should be implemented. Such system will also enable 

examination of person-environment fit in AL. Since caring for frail seniors in a 

non-professional environment of AL residences is a new attempt in BC, task 

delegation from a nurse to non-nursing staff on the services outlined in the Act 

needs to be evaluated. More specifically, it is important to know who provides the 

prescribed and support level services, how task delegation is decided and to 

compare the outcome with respect to client well-being. Operators may want to 

identify specific program needs for the AL settings (e.g., dementia care, brain 

injury, vision problems, mobility limitations, ethnic minority groups, special diet 

needs, AIDS, addiction, mental health, language support, younger adults with MS). 

Clients and their families may benefit from studies identifying out-of-pocket 

expenses that are not covered by the base rates. For such research, the 

researcher strongly supports development of research networks involving 

different stakeholders, using a variety of research designs and methods (e.g., 

case studies, participatory action research). 

Future studies should include both individual client level data that are 

comprehensive and in-depth and organizational level data that show how core 

philosophies of AL are translated into practice. For example, examining the 

Negotiated Service Agreements and the Managed Risk Agreements may reveal 

how these philosophies are formalized. "Risk" is an important concept tied to the 

social model of AL. There were only a few broad descriptions about the risk 
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permitted, managed, and negotiated in the care philosophies of the AL settings 

(e.g., "freedom to risk from a Type 4 setting). Future research needs to describe 

the gaps between risk-averse regulations based on a medical care model and the 

social model ideology in AL. Special efforts also need to be made in the following 

areas: ( I )  development of more specific indicators of outcome at the individual 

client level, and (2) assessment of the quality of services at the organizational 

level. The present study found that additional services were charged by service 

unit that differed considerably across the settings. Future research questions 

should move from "what is offered" to "how they are offered," and "whether clients 

are satisfied with the services," focusing more on the quality rather than the 

quantity of the services. 

Further investigation of the perceived barriers to accommodating the 

changing social and care needs of residents that were identified in the present 

study needs to be conducted. In relation to the physical environment, it is 

important to examine traffic space limitations in public spaces (e.g., hallway, 

elevator, dining rooms) and the policies and practices used to cope with these 

limitations in different AL settings. Extent of inclusion of adaptable unit features 

and use of these features by the residents are also of importance in shaping the 

design guidelines that support "aging in place" in AL. 

Increasing cost of care was one of the most critical issues identified by the 

administrators. Specifically, actual monthly fees (e.g., base rates, cost for 

additional services) paid by the residents and their families need to be 

investigated to facilitate ongoing discussions regarding appropriateness of 
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expansion of third-party payment programs to individual residents. 

In terms of health support, the administrators reported that regulations 

pertaining to medication management were the major barriers to accommodating 

the changing care needs of residents over time. Studies are needed to examine 

the efficacy of different medication management programs in term of safety (e.g., 

medication errors), cost-effectiveness, and client satisfaction. These will also 

shed light on many under-researched topics concerning medication management 

in AL: levels of need for assistance with medications, roles and responsibilities of 

different health professionals, advantages and disadvantages of different 

medication packaging system, and best practices for clients. Studies to examine 

the efficacy of continence training programs (e.g., scheduled washroom visits, 

planned fluid intake, mapping the routes to toilets, exercise programs) also need 

to be conducted. 

During the study period, there was a proliferation of IL settings where 

residents personally arrange personal care services and other health support 

services. The surveys that were returned from these IL settings were not included 

in the analyses for the present study. However, the researcher found that in some 

of these IL settings, the proportion of residents who had cognitive and functional 

limitations and required personal care services were as high as those were found 

in the AL settings. Researchers should be aware of the growing need for research 

in IL settings to facilitate discussion of appropriate regulatory oversight for IL 

(APHA, 2003). 
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Although not emergent in the present study, other barriers reported in the 

international literature will need to be examined. For example, cross-tabulating 

move-in and move-out data available from client records with the agreements in 

writing (e.g., Managed Risk Agreements, individual service plans, tenancy 

agreements) will provide valuable information as to what degree the fuzzy 

concepts surrounding AL, such as "aging in place" and the care philosophies, are 

incorporated within everyday practice. Consumer discourse in assisted living will 

also' provide valuable information on gaps between clientsJ expectations and 

realities. Issues surrounding life-lease condominiums in the AL industry in BC 

were beyond the scope of the present study. However, given the promise of 

continued residence while receiving care that were identified in the marketing 

materials of these settings, future research should expand its scope to life-lease 

condominiums providing care services. 
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APPENDIX A: 
SURVEY OF ASSISTED LIVING SETTINGS 

The following questions ask about ( I )  your residence, (2) residents' characteristics, (3) services 
and staff, and (4) move-inlmove-out criteria. Please fill in the information requested about your 
residence. Please answer the questions as fully as possible, making additional comments as 
necessary. Also, please attach your mission statement (or philoso~hv), latest activity calendar. and 
"menu" of hospitality serviceslfees and additional personal care serviceslfees. 

Section 1: Information about your residence 
1. Name of residence 

2, Total number of units: 

3. Number of units: one bedroom two bedroom 

4. Number of wheelchair-accessible units 

5. What is the base rate for one bedroomltwo bedroomlwheel-chair units? 

$- One bedroom $ Two bedroom $ wheel-chair unit 

6. Is your residence a part of a multi-level project? ( )yes ( ) No 

IF "Yes," what levels or types of services does the project offer? (Check all that apply) 

a.( ) independent/supportive living (* see footnote) 

b.( ) assisted living (* see footnote) 

c.( ) intermediate care 

d.( ) extended care 

e. Other (please specify ) 

7. Does your residence have a special care unit for persons with dementia? ( )Yes ( ) No 

8. Is there any unit in your residence operated through a partnership with a regional health 

IF "Yes," describe the type of unit(s) and nature of the partnership. 

9. How long has your residence been operating? 

Since 1 (monthlyear) 

10. Sponsoring agency or name of corporation 

11. Which of the following best describe your organization? ( ) for-profit ( ) non-profit 

For the purpose of this study, "independent/supportive living" refers to a housing alternative 
providing choices in accommodation and hospitality services in a dignified community setting 
(BCRCA). "Assisted living" refers to independent/supportive living plus personal care. 



Section 2. Characteristics of residents 

1. How many people are living in your residence at present? 

2. How many of the residents are: male female 

3. Average age of the residents (e.g., 85.7 years) 

4. How old are your youngest and oldest residents? youngest oldest 

5. How many of the residents are: 

married widowed separated or divorced single 

6. How many of the residents live alone? 

7. Approximately what percentages of your current residents receive rent assistance from 

SAFER? % 

8. Approximately what percentages of your current residents are cognitively impaired (see 

foot'note)'? % 

9. Approximately what percentages of your current residents use a wheelchair or scooter? 

10. Approximately what percentages of your current residents use a walker? YO 
11. How many of the residents require personal care (e.g., assistance with ADLs, medication 

management)? 

12. How many of the residents receive home care arranged by your regional health authority 

(i.e., under continuing care)? 

13. What was your resident turn-over rate in the past 12 months? % 

14. How many new move-ins did you have in the past 12 months? 

15. How many move-outs due to death did you have in the past 12 months? 

16. How many residents have left in the past 12 months for reasons other than death? 

17. Approximately what percentages of your residents who moved out went to: 

Intermediate or Extended Care facilities 

Other Assisted Living residence 

IndependentISupportive Living residence 

Relative's home 

Their own home 

unknown 

A resident has a problem with short-term memory or poor ability to make decisions about his or her daily 
life. 



Section 3: Services 

Part 1 : Hospitality Services 
Listed below are various hospitality services that might be available to your residents. 

1. Please check the spaces (YES or NO) if the service is available renardless of who 
provides the service-vour own staff or outside aqencies. 

2. If "YES, please indicate on the chart if the service is offered by your own staff or a 
third-partyloutside agency. 

3. If "YES, also please indicate if the service is included in the unit price or paid for 
additionally. 

Services 

I I 

b I Laundry 

a 

If "YES, offered by If "YES, included in the 
unit price or paid for 

Housekeeping 

c 

d 

e 

I I checks by a LPN or a RN I I II 

outside ac 

Meals (at least two) 

Transportation 

24-hour emergency response 

I 
f 

I I I I 

4. Please attach "menu" of hospitality services and 

(e.g.. call button, Life Line) 

Regular wellness or health 

I I I 

!ncies? I additionally? 
Outside I Included 1 Additional 

I-- 
g 

a encies * l - - - t - i  

Other(please specify) 

ees. 

5. Were all of these services offered when your residence opened? ( ) Yes 
( ) No 

If "No," circle those added after you opened and indicate on the right side of the chart 
when (monthlyear) you began offering or coordinating them. 

Part 2: Personal Care Services 
Listed below are various personal care services that might be available to your residents. 

1. Please check the spaces (YES or NO) if the following services are available on-site 
renardless of who provides the services-vour own staff or outside aqencies. 

2. If "YES, please indicate on the chart if the service is offered by your own staff or 
third-partyloutside agencies (e.g., home care through regional health authorities, 
contracted home care agencies). 

3. If "YES, also please indicate if the service is included in the unit price or paid for 
additionally. 



Services -l----- 
a Assistance with grooming 

b Assistance with dressing 

c Assistance with eating 

d Assistance with bathing or 

Assistance with toileting 

I (e.g., reminders, clothing changes) 

- 
YES 

g Transfers (e.g., from a bed to a 

chair) 
I I 

h I Medication management 

i 1 Wound care I 

Other (please specify) 

agencies? 1 
Own I Outside ( Included [ ~ d d i t i o n a l  

If "YES, the service is 
offered by your own 
staff or outside 

Staff 1 agencies I I 

If Yes, included in the 
unit price or paid for 
additionally? 

4.lf "YES," please attach "menu" of personal care services and fees. 

5.Were these services offered when your residence opened? ( ) Yes ( ) No 
If "No," circle those offered after you opened and indicate on the right side of the chzrt 
when (monthlyear) you began offering or coordinating them. 

Part 3: Social and Recreational Services: 

Listed below are various social and recreational services that might be available to your residents. 

1. Please check the spaces (YES or NO) if the following services are available regardless of 
who provides the services-vour own staff or outside agencies.- 

2. If "YES," please indicate on the chart if the service is offered by your own staff or 
third-partyloutside aaencies (e.g., visiting music therapists). 

3. If "YES,"  lease indicate on the chart if the service is included in the unit price or paid for 
additionally. 



Services 

Arts and crafts 

Cooking, knitting, sewing 

If "YESn, offered by 
your own staff or 
outside agencies? 

(3;; 1 0;tside 
a encies 

k Outing (e.g.. shopping, movie) 

d Exercise or fitness activity 

e Games (e.g. bingo, cards) 

f Music (e.g., singing, dancing) 

1 g I Reading (e.g., book club), 
I discussion groups 

I h Education (e.g., language, 
computer class) 

i Religious services 
I I I 

j Other (please specify) 

*:* Please attach your latest activity calendar to this survey. 

If "YES", included in the 
unit mice or oaid for I 

Part 4: Staff 

1. Please indicate on the chart how many F.T.E's (full-time equivalent) there are in each 
position who work on-site. 

2. Please indicate on the chart how many are available on-call. 

a 

b 
c 
d 
e 
f 

Staff 

Registered Nurse (RN) 

Licensed Practice Nurse (LPN) 
Resident Care Attendant or Nurse Aide 
Occupational Therapist (OT) 
Activity Director or Recreational Therapist 
Staff for housekeeping and laundry 

I I 

g 

How many F.T.E's work 
on-site? 

Other (please specify) 

How many are available 
on-call? 



Section 4: Move-in1Move-out criteria 

1. Please indicate whether typically a potential resident with the specified condition can 
move in to your residence regardless of whether your residence or some other 
provider such as a home care agency is responsible for providing services to meet 
those needs. 

2. Please indicate whether tv~icallv a resident who develops the specified condition 
would need to move out of your residence. 

Needs or Conditions I Can move in? 11 Needs to move out? 

4. Please indicate who typically gets involved in assessments for move-ins and 
move-outs? Please check all that apply. 

a 

b 

c 

d 

e 

f 

g 

h 

i 

j 

k 

I 

m 

n 

o 

p 

AdministratorIDirector 
Resident Manager 
Physician (e.g., family doctor) 
Nurse 
Other (please specify): 

standard forms or assessment instruments? If so, please attach a copy of the 
instrument.) 

Wheelchair-bound 

Requires assistance to transfer (e.g., from bed to 
chair) 
Not bladder continent 

Not bowel continent 

Requires assistance with grooming 

Requires assistance with dressing 

Requires assistance with eating 

Requires assistance with bathinglshowering 

Requires assistance with toileting 

Mildly confused 

Moderately or Significantly confused 

Uses oxygen tank 

Uses catheter 

Behavioral problems (e.g., wandering) 

Has a short term need for nursing care or monitoring 
by a LPN or RN 
Has an ongoing need for nursing care or monitoring 
by a LPN or RN 

3. How do you assess a potential tenant's 

Yes 

functional 

Yes 

-- 

-- 

example, 

No 

status? (For 

No 

do you use 



Section 5: "Aging in Place" in Assisted Living 

1. What does " aging in place" mean in the context of your assisted living residence? 

Please choose one of the following definitions that best describe your situations: 

( ) a) As long as residents wish to stay (until they die) 

( ) b) As long as residents can benefit from the services and programs offered 

( ) c) As long as residents can self-direct care 

( ) d) Other (Please specify your definitions below) 

2.117 your assisted living residence, what have you found to be barriers to "aging in place"? 

Additional comments 

Thank you very much for participating in the survey. The results will be analyzed in the next 
six months and a summary of the final report will be sent to you upon completion of the study. 



Consent Form 

Dear Participant, 

This form indicates that you have agreed to participate in the survey of assisted living projects 
as part of the study entitled "The Clients and Services in Assisted Living Projects in British 
Columbia." Your signature below indicates that you understand that the information you 
provide is confidential and your name will not appear on any written publications. You may 
refuse to answer any questions, or withdraw from the study completely if you choose to do so. 

The research material will be held strictly confidential to the extent provided by the law. 
Independent analyses on the information you kindly provide will be performed by Yuriko Araki, 
a graduate student in Gerontology Program at Simon Fraser University for the purpose of her 
Master's thesis. 

If you have any questions or concerns regarding the study, please contact Yuriko Araki at 
(604)984-7070 or (604)644-7804 or call Dr. Gloria Gutman, at (604)291-5063. 

Participant's Name (please PRINT) 

Participant's signature 

Contact phone number 

E-mail: 

Date 



APPENDIX B: 
INTRODUCTORY LETTER TO ADMINISTRATORS 

Date 
To: MrIMrs 
Name of Setting 
Address 

My name is Yuriko Araki and I am a graduate student in the Masters of Arts in Gerontology 
Program at Simon Fraser University. As part of my studies I am in the process of completing a 
thesis on what I believe to be a very important topic: clients and services in Assisted Living 
projects and providers' expectations with regard to "aging in place" in the context of assisted living 
(copy attached: Ethical approval of research). 

Since the provincial government announced the New Era commitment in April 2002, there has 
been a growing interest in assisted living across the province. Learning from your experience is an 
exciting opportunity for me because very little research has been conducted in assisted living 
projects in the province. It is expected that the findings from my study will be put in use by many 
stakeholders: policy makers, program designers, funding agencies, administrators, staff, current 
and prospective residents, and their families. 

As part of my study, I am sending this survey to all the projects that have been identified as 
possible providers of assisted living services in two directories (SHIP, The Care Guide). The 
purpose of the survey is to describe the clients, services, costs, and move-inlmove-out criteria in 
assisted living projects in the province. For the purpose of this survey, I am using the BCRCA's 
definition of assisted living: 
" A  housing alternative providing choices in accommodation, personal care and hospitality services 
in a dignified community setting (Independent Living plus personal care.)." If your project fits this 
definition, I would be  very grateful if you would participate in the survey. This survey should take 
approximately 15-20 minutes to complete. Most of the questions can be answered quickly and 
easily by checking boxes. I will keep your responses to the questionnaire strictly confidential. Your 
responses will be  combined with those of other respondents and reported in the aggregate (e.g. 
66% of providers said . . ...). 

Please provide information for the residence at this address only, even if it is a part of a larger 
organization. Please return the completed survey and the consent form in the enclosed stamped 
self-addressed envelope within 14 days of receipt. If you should have any questions regarding this 
survey, please contact me at the numbers below or contact Dr. Gloria Gutman, my academic 
supervisor, at (604)291-5063. Thank you very much for considering this request. 

Sincerely, 
Yuriko Araki 



APPENDIX C: 
INFORMATION LETTER TO INTERVIEWEES 

Date 
M r/M rs 

Thank you very much for having participated in Part A (the survey) of my study. As one of the 
first assisted living projects in the province, I would now like to invite you to participate in Part 
B of my study. The purpose of Part B is to identify the policy and program benefits and 
barriers to accommodating the changing psycho-social and care needs and expectations of 
residents in assisted living projects over time. Part B of the study would involve my 
interviewing yourself. It will be a one-session, face-to-face, tape-recorded interview of 
approximately one hour. Questions will include: 

What do you think are the major benefits of accommodating the changing 
social and care needs of your residents over time? 
What do you think are the barriers to accommodating the changing social and 
care needs of your residents over time? Please answer in terms of: 

1) Regulations (e.g., licensure requirements) 
2) Physical environment (e.g., building code, architectural design) 
3) Financial aspects 
4) Activities and programs 
5) Health care support 

What do you think is the future evolution in your residence in terms of 
higher-level of care provisions? 
What do you think is the role of assisted living in the continuum of care? 
What do you think are the benefits of implementing the Community Care and 
Assisted Living Act? 
What do you think about the application criteria for the assisted living 
residences (non-profit developments, rent supplements) funded by the 
Independent Living BC program? 

The information that you kindly provide will be kept confidential. Your individual name and 
residence's name will not appear in any reports of the study. You may, at any time, refuse to 
answer any questions, or withdraw from the study completely if you choose to do so. Please 
do not hesitate to contact me at the numbers below or contact Dr. Gloria Gutman, my 
academic supervisor, at (604) 291-5063 if you should require any additional information about 
the study. Thank you very much for considering this request. 

Yuriko Araki 



APPENDIX D: 
INFORMED CONSENT 

Simon Fraser University 
Department of Gerontology 

The University and those conducting this research study subscribe to the ethical conduct of 
research and to the protection of the Simon Fraser Research Ethics Board. The chief concern 
of the Board is for the health, safety and psychological well-being of research participants. 
Should you wish to obtain information about your rights as a participant in research, or about 
the responsibilities of researchers, or if you have any questions, concerns or complaints about 
the manner in which you were treated in this study, please contact the Director, Office of 
Research Ethics by e-mail at hweinber@sfu.ca or phone at 604-267-6593. 

Your signature on this form will signify that you have received a document which describes 
the procedures and possible benefits of the research study, that you have received an 
adequate opportunity to consider the information in the documents describing the study, and 
that you voluntarily agree to participate in the study. Any information that is obtained during 
this study will be kept confidential to the full extent permitted by the law. Your name will not 
appear on any written publications, or the name of the premise. 
Title: The Clients and Services in Assisted Living Projects in British Columbia 
Investigator: Yuriko Araki 
Investigator Department: Gerontology 

Having been asked to participate in a research study, I certify that I have read the procedures 
specified in the information documents, describing the study. I understand the procedures to 
be used in this study. 
I understand that I may withdraw my participation at any time. I also understand that I may 
register any complaint with the researcher named above or with the Director of the 
Gerontology Department at Simon Fraser University. 
I may obtain copies of the results of this study upon its completion by contacting the 
researcher, Yuriko Araki at (604)984-7070. 

I have been informed that the research will be confidential. 

Participant Name: 

Participant Contact Information: 

Participant Signature: 

Date: 




