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Abstract 

This exploratory study investigated administrator and facility predictors of 

quality of care (QOC) in care facilities (CF). Surveys were mailed to all 602 CF 

administrators in Ontario; half of whom responded. Quality was measured using 

the last certification inspection report obtained from the Ontario Ministry of Health 

and Long-Term Care public report on certified CF. Quality predictors were found 

using multiple regression analysis. Education and experience as an administrator 

in current position had a moderate positive influence on quality; however, a 

negative influence was found between salary and effort devoted to resident care. 

In addition, smaller facilities, facilities in less populated communities and 

administrators with a nursing background significantly affected quality in a 

positive manner. Recommendations for improving QOC in CF include increasing 

efforts to retain effective administrators, enhancing educational and training 

programs for administrators, building smaller CF with fewer beds, and renovating 

large facilities into multiple smaller facilities. 

Keywords: Long Term Care Facility, Administrator, Quality of Care, 
Quantitative Research 
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Chapter 1 
Introduction 

Similar to other sectors of the health care system, long-term care (LTC) 

facilities have entered an extended period of change (Gordon, Grant and Stryker, 

2003). Second in size only to hospitals, LTC is a multi-billion dollar industry in 

Canada with potential growth due to an increased rate of population aging. 

Currently, in Canada, people aged 65 years and older comprise approximately 

13% of the total population and demographers project that by 2031 seniors will 

represent 20% of the entire population (Statistics Canada, 2005). The average 

age of those residing in LTC facilities is increasing alongside with a decrease in 

their physical and psychological health (Statistics Canada, 2005). 

Paid staff in LTC facilities have an important influence on quality of care 

(Castle, 2001). Researchers have extensively examined the effect of nursing 

staff and care aids on the quality of resident care in LTC facilities as well as 

different models of care (Castle, 2001). However, little research has investigated 

the extent to which characteristics of LTC facility administrators make a 

difference in terms of residential care outcomes. This is surprising given that a 

large body of management research has determined that the characteristics of 

top mangers affect the success or failure of their firms (Lohrke, Bedeian and 

Palmer, 2004, and Weiner and Mahoney, 1981). For example, unsuccessful firms 

have been shown to be headed by weak chief executive officers (CEO) (Lohrke, 

Bedeian, and Palmer 2004, and Miller and Friesen, 1977). On the other hand, 



strong CEOs have been shown to turn around failing organizations (Lohrke, 

Bedeian and Palmer 2004, and Whitney, 1987). 

It is well known that administrators of LTC facilities have one of the most 

demanding positions in the health care field, and that it is likely that the quality of 

life of residents depends on their leadership skills and other characteristics 

(Allen, 2003). This exploratory study attempted to determine if characteristics of 

LTC facility administrators affect quality of care in LTC facilities, using a 

standardized measure of unmet standardslcriteria collected by the Ministry of 

Health and LTC in Ontario. Specifically, the study examined preparatory skills 

(level of education attained, type of training, field of study, previous experience 

as an administrator of a LTC facility, years in current position and salary), 

performance related variables associated with LTC facility administrators 

(resident care, personnel management, financial management, marketinglpublic 

relations, physical resource management, governance, family relations, 

fundraising and other) and facility constraints or resource factors (ownership, size 

of the facility, facility age, affiliation and size of the community). The findings from 

this study will be valuable to researchers, practitioners, educators, policy makers 

and administrators of LTC facilities. For the purpose of this study, the 

administrator of a LTC facility was defined as the person identified in the Ministry 

of Health and Long Term Care as the administrator of their respected facility (see 

appendix 1). 



Defining Quality of Care 

Quality of care is a difficult variable to measure. Until his death in 2000, 

Avedis Donabedian was at the forefront in defining quality in health care. 

Donabedian (1 980; 1988) defined the components of quality in health care as 

comprising, on the one hand, the science and technology of health care, and on 

the other hand, the application of these same components. Quality of care 

attributes relate to efficacy, while their application has to do with effectiveness, 

efficiency, acceptability, legitimacy and equity (Duff, 1992). 

There are many current indicators of quality of care. Traditional measures 

of quality have been linked to mortality and morbidity rates, rates of discharge 

from LTC facilities to less restrictive settings, and rates of readmission to acute 

hospitals. For residents who are typically prone to increased risk of morbidity and 

mortality, such measures may not be a true reflection of the type of care they 

receive in a LTC facility. For example, numerical counts reflecting the prevalence 

of certain medical conditions in a LTC facility, such as the number of residents 

with decubitus ulcers or urinary catheters, are subject to misinterpretation. 

Residents may have acquired these conditions prior to their admission to the 

facility. Input measures, such as the ratio of nursing staff to residents, have also 

been used as proxies for quality (Kane and Kane, 1988). However, most input 

measures only take into account the structural criteria in quality determination 

and they largely ignore the process and outcome criteria developed by 

Donabedian (Singh, 1997), which are discussed later in this chapter. Resident 

and family satisfaction are also key elements in determining the quality of care 



provided (Bliesmer and Earle, 1993). However, satisfaction surveys based on 

residents' opinions alone have serious limitations with regard to accuracy of 

responses (Coll, 1993). 

For the purpose of this study, poorer quality of care in LTC facilities was 

operationalized using the number of unmet standardslcriteria reported in the 

Ontario MOH and LTC quality assurance measure. Unmet standardslcriteria 

found during the compliancy advisors' inspections provide a reasonable measure 

of quality since they are based on standards, which have been uniformly defined 

and interpreted to minimize ambiguity (MOH and LTC, 2006). Further, trained 

multidisciplinary teams of surveyors are employed in the survey process to 

reduce subjectivity. The unmet standardslcriteria assesses the facility's ability to 

meet Ontario MOH and LTC prescribed requirements. 

Historical Development of Care Facilities 

The LTC facility industry has evolved and grown in response to the LTC 

needs of the elderly. LTC facilities are not a new phenomenon. They date as far 

back as Saint Helena (250-330 AD), who established and administered one of 

the first homes for the elderly, named 'gerokomion' (Gordon, Grant, and Stryker, 

2003). From the 12 '~  to the 1 5'h centuries, nearly 700 shelters for the elderly, the 

destitute and pilgrims were built in England (Dainton, 1961). Before the mid 1 6 ' ~  

century, all of these facilities were associated with monasteries, but were 

administered by men appointed by the king and the local bishop (Freymann, 

1980). 



In 1834, the new Poor Law was established in Canada (Emodi, 1977). 

Public assistance became a privilege and the recipients of aid were prohibited 

from receiving as much as the lowest-paid workers within society. In 191 7, the 

American College of Surgeons, of which Canada was an active member, 

developed the first minimum standards for hospitals (Shore, 1994). These 

breakthroughs led to the first on-site inspections of hospitals in Canada and the 

United States, where only 89 of 692 hospitals met the Minimum Standards 

requirements (Shore, 1994). In 1947, the "Homes for the Aged Act" was passed 

in Canada and following it, as the number of aged continued to increase, many 

homes for the aged were established (Shore, 1994). Canada began accreditation 

of LTC facilities in 1978 (Canadian Council on Health Facilities Accreditation, 

1992). During this period, nursing homes and hospitals became technologically 

more sophisticated, education of health professionals became more complex and 

new health professions emerged. 

The Canadian Council on Health Facilities Accreditation is a national 

organization that sets standards by which LTC homes are measured on a 

voluntary basis to evaluate their services and improve quality (Ontario Ministry of 

Health and Long-Term Care, 2006). Accreditation is a process that organizations 

use to evaluate their services and to improve the quality of their services. LTC 

homes apply for accreditation to the Canadian Council on Health Services 

Accreditation (CCHSA) based on a two-part process consisting of a self- 

assessment and a peer-assessment. Homes that meet the CCHSA standards 



are granted a 3-year CCHSA Accreditation status (Ontario Ministry of Health and 

Long-Term Care, 2006). 

Aging Demographics and Long-Term Care 

The proportion of the Canadian population age 65 and over is rapidly 

growing which will result in a heightened demand on the Canadian LTC system. 

This demand is expected to increase dramatically between the years 201 1 and 

2031, when baby boomers (those born between 1946 and 1964) enter their 

senior years (Wister, 2005). Presently, there are approximately 4 million persons 

65 years or older residing in Canada which accounts for roughly 13 percent of 

the total population (Statistics Canada, 2005). It has been projected that by the 

year 2050 this figure will rise to 7 million or 20 percent of the total population 

(Statistics Canada, 2005). 

Population aging has caused an increase in the demand for LTC services 

particularly in the 85+ group (Blumenthal and Their, 2003). The number of 

persons aged 85 and older, the fastest growing segment of the Canadian 

population, will nearly double in the next 20 years (Statistics Canada, 2005). It is 

in these later years of life that chronic health conditions become more prominent 

and dependency of older adults and need for care becomes much more 

common. While less than 1 % of the population between the ages of 65 and 74 

years are in residential care facilities, this percentage climbs to 20% for persons 

aged 85 years and older (Statistics Canada, 2005). 

The increase in persons with dementia will also likely increase demand for 

LTC facilities. Currently, in Canada, it is estimated that there are 420,000 



persons diagnosed with dementia, of whom 50 percent live in LTC facilities. It is 

projected that 750,000 will be diagnosed by 2031 (Alzheimer's Society of 

Canada, 2005). 

Recent Developments in Long-Term Care 

Along with strategies to make the health care system more efficient, 

Canada has seen a pronounced decline in acute care overnight hospital stays 

(Evans, McGrail, Morgan, Barer and Herztman, 2001). The decline in inpatient 

days per capita is a result of both shortened average lengths of stay and an 

increased proportion of hospital cases receiving same day surgical care 

(McGrail, Evans, Barer, Sheps, Hertzman, and Kazanjian, 2001). This has led to 

an increase in elders with subacute conditions in alternative settings, including 

LTC facilities (Singh, 1997). 

Today people moving into LTC facilities have higher acuity and disability 

levels, and LTC facilities typically provide more rehabilitative services and care 

for chronic conditions than they did previously (Allen, 2003). Therefore, the LTC 

administrator has a job that is in many respects similar to that of a general 

manager in a complex organization, one that necessitates understanding of 

administrative, social and clinical tasks. 

Interestingly, Pratt (2002) reports that there has been a decrease in the 

number of skilled LTC facility administrators entering the profession. In addition, 

he estimates that an unusually high number of LTC facility administrators will be 

retiring over the next decade. Therefore, research into relationships between 

characteristics of administrators and quality of care for residents would be useful. 



The Role of Care Facility Administrators 

Administrators of LTC facilities not only must oversee the treatment and 

rehabilitation aspects of care, but must also ensure the individual rights of each 

resident, their social and emotional well-being, and their quality of life (Singh, 

1997). The LTC administrator has a 24-hour-a-day commitment that 

encompasses all the facets of managing a health care institution, a housing 

complex, andlor social services program. LTC facility administrators are typically 

called upon to perform a broader range of management tasks, and have a closer 

involvement with day-to-day operational details than, for instance, most hospital 

Chief Executive Officers (CEOs). It has been suggested that, in comparison to 

hospital administrators1 CEOs, the LTC facility administrator's ability to effectively 

carry out the primary management functions of planning, organizing, directing, 

controlling, and coordinating may be more central to the organization's success 

(Singh, 1997). Therefore, on a personal level, LTC facility administrators can 

have a direct impact on their staff, which may indirectly affect the lives of the 

residents. 



Chapter 2 
Literature Review 

Dating back to 1983, there have been only a handful of studies which 

have investigated the influence that administrators have on the quality of care in 

LTC facilities, none of which have been conducted in Canada. Only a small 

number of studies have been identified that have administrators as the focus of 

analysis (Al-Assef, Taylor and Langston, 1992; Angelelli, Gifford, Petrisek, and 

Mor, 2001 ; Buhmeyer, 1983; Castle, 2001 ; Castle and Banaszak-Holl, 2003; 

Harrington, 1990; Rubin and Shuttlesworth, 1986; Schoon and Hayez, 1987; 

Schoon, Jones and Kittleson, 1993; Singh, 1997; Singh and Schwab, 1998; and 

Singh and Schwab, 2000). The limited amount of research regarding the top 

management in LTC is surprising given that they are frequently the focus of 

analysis in the management literature. 

Characteristics of Administrators 

In 1997, Singh conducted a study of LTC facility administrators in North 

Carolina and found the typical administrator to be female, Caucasian, 

approximately 45 years old, to have a college education, approximately 9 years 

of experience as a LTC facility administrator, to have been employed in their 

position for 3 to 5 years, and to earn an annual salary and bonus of $40,000 to 



$50,000 in United States dollars (USD). Singh (1997) found that LTC facility 

administrators spent more time on financial management than on elder care 

issues. Some noticeable sex-related differences among LTC facility 

administrators were found. Notably, men earned higher salaries than women 

reflecting more experience and supplemental responsibilities. Males generally 

administered larger facilities and there was a direct association between facility 

size and financial compensation. 

Schoon and Hayez (1 987) estimated the percentage of the workday 

devoted to performing tasks associated with five practice domains. It was found 

that 26 percent of the LTC facility administrator spent time in elder care (i.e. 

managing administration issues related to resident care), and 22 percent in 

personnel management. Administrators spent the least amount of time in public 

relationslmarketing (10 percent). The study also showed that administrators 

considered the domains of financial management and lawslregulationslgoverning 

boards to be highly critical to the well-being of the elders residing in the LTC 

facility. 

Buhmeyer (1983) investigated the relationship between sex, age, salary, 

education, community size and job satisfaction of administrators in South 

Carolina. The study was based on a survey to which 32 percent of the licensed 

LTC facility administrators of South Carolina had responded. Results showed a 

mean age of 43.5 years (SD=10.8) and mean education of 15.8 years (SD=2.2). 

In contrast to Singh's findings, in this study less than half (48.1 percent) of the 

respondents were females. The most frequently reported community size was 



15,000 to 50,000. The study also reported, in similarity to the findings of Schoon 

and Hayez (1987), that men were more educated and earned higher salaries 

than women. Education and salary showed a weak positive correlation (r=.15). 

Training, Education and Quality 

' Little is known about the education, training, experience, and knowledge 

levels of LTC facility administrators in relation to quality of care (Harrington, 

1990). Dating back to the 1960s there are a limited number of descriptive 

studies of LTC facility administrators (Al-Assef, Taylor, and Langston, 1992), and 

they are generally limited to specific regions of the United States (Schoon, Jones, 

and Kittleson, 1993). For instance, a study from Massachusetts found that 10% 

of the state's LTC administrators had no formal education, 20% had dropped out 

of high school and only 18% had completed college (Al-Assef, Taylor, and 

Langston, 1992). In addition, Al-Assaf, Taylor, and Langton, (1 992) attempted to 

test the hypothesis that more education makes a better LTC facility administrator. 

These researchers concluded from the data they collected that education, sex, 

and age had virtually no direct effect on job preparedness of the respondents. 

Most studies are based on relatively low response rates (under 50%) that are 

likely to introduce biases into the results and reduce statistical power. 

Experience and Quality 

Al-Assaf, Taylor, and Langston, (1992) found that years of experience had 

greater influence on preparedness as a LTC facility administrator than education. 

Limitations of this study included its low response rate - only 40% responded. 



The study also excluded some key areas relevant to LTC facility administration in 

the United States, such as marketinglpublic relations, and laws/regulatory 

codeslgoverning boards. 

Castle, and Banaszak-Holl, (2003) evaluated whether hours spent on the 

job by a LTC facility administrator had an effect on the quality of care. They 

examined 15,834 LTC facilities, comparing chain and freestanding facilities. The 

results indicated that quality indicators were associated with the number of full- 

time equivalent hours of administration in both chain and freestanding facilities. 

This study provides some evidence that the intensity of facility administration can 

have an important effect on the quality of care residents receive. 

Resources and Quality 

Singh (1997) suggests that there is a direct association between 

constrained operational financing and lower quality. He also states that LTC 

facilities with poor elder care quality are likely to show more visible signs of 

shortage of supplies and equipment, and inferior environmental conditions, such 

as lack of cleanliness, maintenance and upkeep. This study provides some 

evidence that resources can play an important role in providing better quality in 

LTC facilities. 

Other Characteristics 

Castle (2001) examined the association between administrator turnover 

and five resident characteristics. These characteristics included the proportion of 

residents who I )  were catheterized, 2) had pressure ulcers, 3) were given 



psychoactive drugs, 4) were physically restrained, and 5) had a higher number of 

quality-of-care code violations than facilities with lower administrator turnover. 

The data were drawn from a survey of 420 chain and non-chain LTC facilities 

using the 1999 On-line Survey, Certification, and Reporting System (OSCAR) in 

the United States. Castle (2001) found the average annual turnover rate of 

administrators to be 43 percent. In both chain and non-chain facilities 

administrator turnover was associated with a higher than average proportion of 

residents who were catheterized, had pressure ulcers, and were given 

psychoactive drugs. The main difference between the two was that only non- 

chain facilities with more restrained elders were associated with higher 

administrator turnover. This study is important to this project since lower 

administrative turnover is an indicator of better quality. 

Rubin, and Shuttlesworth, (1986) identified low and high turnover groups, 

the low turnover group being those who stayed on a job for two years or longer. 

They also report that the rapid turnover rate among LTC facility administrators is 

around 50%. Their research shows the factors that are most predictive of 

turnover to include quality of care, adequate staffing and resources, and the 

administrator's opportunity to improve those conditions. 

Measuring Quality in Care Facilities 

Selecting appropriate indicators of quality of care in LTC facilities is 

difficult. There is a great deal of controversy surrounding the conceptualization 

and measurement of this concept (Dimant, 1991, and Kane and Kane, 1988). 

The Ontario MOH and LTC has developed a quality assurance measure that 



Ministry inspectors use to evaluate levels of quality in LTC facilities on a yearly 

basis (1 2 months). The information gained from applying this measure is publicly 

accessible. These data are ideal to assess whether a LTC facility is operating in 

compliance with the existing legislation, regulations, standards and policies 

relating to the care and the services that the home operators are required to 

provide to the residents in respect to the 18 sections in the LTC Program Manual. 

For the purpose of this study, poorer quality of care in LTC facilities was 

operationalized as facilities with a higher number of unmet standardslcriteria 

reported in the Ontario MOH and LTC quality assurance measure. This measure 

reflects Donabedian's (1 988) Tripartite Quality Assurance Model which 

encompasses structure, process, and outcome criteria for quality assessment 

(See Figure 1). 

Figure 1: Donabedian's Tripartite Quality Assurance Model 

I Structure I + I E, 

According to Donabedian (1 988) structure denotes the attributes of the 

facility in which care occurs. For the purpose of this study, structure was 

measured through material resources (such as equipment, money, and the 

facility), human resources (such as the number and qualification of staff), and 

14 



organizational structure (such as medical staff organization and methods of peer 

review). These attributes were evaluated in this study through the eighteen 

sections in the Ontario MOH and LTC program manual (See appendix 2 and 3). 

Each care facility was evaluated by a compliancy advisor. During these 

inspections the compliancy advisor evaluated whether the facility met the 

standards that the Ontario MOH and LTC set for each criterion outlined in the 

LTC Facility Program Manual. When a standard was not met, the care facility 

would receive an unmet standard demerit. In each of the 18 sections of the LTC 

Program Manual there are different criteria for material resources, human 

resources and organizational structure. When one of these resources is missing 

the facility will depend on another resource to fill the void. For example, if a 

facility's snow blower suddenly broke, it could be required to invest additional 

human resources to manually shovel their entrances or have staff repair the 

snow blower. On the other hand, they could also hire a snow removal company 

or purchase a new snow blower. This is one example of the many that could be 

given to illustrate how each of the 18 sections could encompass Donabedian's 

structure criteria. Peer review was reflected in the use of former LTC facility 

directors of nursing and/or administrators as compliancy inspectors. The facility 

outputs are captured in sections 0 (Environmental Services) and M (Facility 

Organization and Administration) of the Ontario MOH and LTC program manual 

(See appendix 2). Adequate equipment, money, staff and medical staff are 

reflected in the facility's number of unmet standardslcriteria, reported in the 

Ontario MOH and LTC quality assurance measure. 



Process denotes what is actually done in giving and receiving care. It 

includes the residents' activities in seeking care, as well as the caregivers' 

activities in providing care. These attributes were evaluated in each of the 

eighteen sections in the Ontario MOH and LTC program manual. Similar to the 

snow blower example in the structure component of Donabedian's Tripartite 

Model, there are various examples that illustrate how the 18 Sections in the LTC 

Program Manual encompass Donabedian's process criteria. 

Outcome denotes the effects of quality of care in the LTC facility. To 

measure outcome, this study tabulated each facility's aggregate number of 

unmet standardslcriteria in the Ontario MOH and LTC inspection findings (See 

Appendix 4). 



Chapter 3 
Conceptual Framework 

 he conceptual framework of this study is shown in Figure 2 which posits 

that characteristics of the administrators of LTC facilities and the facility 

characteristics both influence resident quality of care. 

Figure 2: Relationship Between Administrator Characteristics, Facility Characteristics 
and Resident Quality of Care 

ADMINISTRATOR 

Characteristics 

Facility 
Characteristics 

FACILITY 



Objectives of the Project 

One objective of this study was to develop a profile of the LTC facility 

administrators currently practicing in Ontario such as their: age, sex, salary, 

education in nursing, education in commerce, job in previous.ten years, 

experience as a LTC facility administrator, years in current facility, time spent in 

domains of practice such as: resident care, personnel management, 

marketinglpublic relations, physical resource management, 

lawslregulations/boards, family relations, fundraising, and total hours per week. 

A second objective was to describe and compare LTC facility characteristics 

such as: number of beds, facility age, community size, ownership, chain, number 

of short term beds, presence of a family council, and/or resident council, 

accredited, approved short stay beds and to provide a profile of the residents 

currently living in LTC facilities in Ontario such as: average age, sex ratio and 

case mix. 

Primary Objectives 

The primary objectives, however were to: 

A) Examine the relationship between administrator characteristics and LTC 

facility quality. Administrator's characteristics included: formal qualifications, 

experience, administrative stability as determined by years in current 

position, salary, and administrative effort in the domains of practice. 



B) Examine the relationship between LTC facility characteristics and quality. 

LTC characteristics included: facility age, ownership, type of affiliation, 

number of licensed beds, and size of the community. 

Hypotheses 

Level of Education Attained 

It was hypothesized that there would be a positive relationship between 

administrators with higher levels of education and facility quality. Al-Assef, 

Taylor, and Langston (1992) hypothesized that level of education would be 

associated with more quality. 

Type of Training 

It was hypothesized that there would be a positive relationship between 

administrators with training in nursing and facility quality. Singh (1 997) has 

supported this hypothesis in his study. 

Years of Total Experience 

It was hypothesized that higher levels of experience as an administrator of 

a care facility would be positively associated with quality. This was supported in 

the literature by findings from Al-Assef, Taylor, and Langston (1 992) and Singh, 

(1 997). 

Years in Current Position 

It was hypothesized that administrators with more years of experience at 

one facility would be associated with higher quality. The supporting literature for 

this hypothesis is Singh, (1 997). 

Salary 



Salary, including bonuses, can function as an indicator of expertise. The 

assumption is that better qualified LTC facility administrators command a 

premium salary. Therefore, it was hypothesized that administrators with higher 

salaries would administer LTC facilities with fewer unmet standards. 

Residential Care 

It was hypothesized that there would be a positive association between 

administrators who spent more time in resident care and higher quality of care. 

This is supported by Singh (1 997). 

Size of Facility 

It was hypothesized that a lo! wer number of beds would be associated with 

higher levels of quality. This is supported by Thomas, (2003) and Thomas and 

Johansson, (2003). 

Size of Community 

It was hypothesized that facilities located in smaller communities would 

have fewer unmet standards. This is supported by Thomas, (2003) and Thomas 

and Johansson, (2003). 

AffiliationIChain 

It was hypothesized that affiliated facilities would show higher levels of 

quality than independent facilities. This is supported in Singh (1997). 



Chapter 4 
Methodology 

This study was an exploratory examination of the above objectives using 

two data sources: 1) a questionnaire that was mailed to administrators of each of 

the 602 LTC facilities that receive funding from the Ontario MOH and LTC (based 

on the April 2006 Ontario MOH and LTC list of certified LTC facilities in the Public 

Reporting on LTC Homes list) which asked respondents if they were the care 

facility administrator; and 2) information from the quality assurance measure that 

is used by the Ontario MOH and LTC to measure quality in the LTC facilities that 

they fund. 

Population: Ontario 

The rationale for using Ontario administrators as the study population is 

that Ontario is the largest province in Canada with the most LTC facilities and it 

has publicly accessible data available on quality of care of its LTC facilities. The 

province of Ontario has a population of 12,589,823 people (Statistics Canada, 

2001). Currently there are 1,527,960 people who are aged 65 years and older 

living in Ontario. They comprise 12.14% of the population (Statistics Canada, 

2001). There are 602 licensed LTC facilities that are currently operating in 

Ontario (Ontario Ministry of Health and Long-Term Care, 2006). 



Instrument Development, Survey Procedure and Sample 

Data pertaining to the LTC facility administrator characteristics and facility 

organizational characteristics were obtained through a direct mail questionnaire 

(See Appendix 1). The questionnaire was developed using information found in 

the LTC literature, consultation with one retired and one employed LTC facility 

administrator in Ontario, consultation with two Ontario compliancy advisors, and 

consultation with the two members of the supervisory committee associated with 

this study. After obtaining ethical approval, the questionnaire was mailed out, 

along with pre-addressed, postage paid return envelopes, a cover letter and a 

letter of support from Mr. Doug Rapelje to administrators of 602 LTC facilities in 

Ontario. Mr. Rapelje was chosen to write the letter of support because of his 

distinguished reputation as an LTC facility administrator and visibility in the field 

of gerontology throughout Ontario and Canada. Currently a member of the 

Gerontology Advisory Council for Veteran Affairs Canada, Mr. Rapelje is the 

former Director of the Social Services and Senior Citizens Department of the 

Regional Municipality of Niagara. He is also the Past Chairperson for the Ontario 

Advisory Council on Senior Citizens and served as a member of the National 

Advisory Council on Aging. Mr. Rapelje is a past President of the Ontario 

Association of Non-Profit Homes and Services and the Ontario Gerontology 

Association. Mr. Rapelje has served on the Board of the Canadian College of 

Health Service Executives and is a Fellow. He has also served on many local, 



provincial and federal committees and task forces which dealt with senior issues 

and concerns. 

The cover letter explained the purpose of the survey and indicated that 

participation was voluntary. A fax follow-up and a second questionnaire along 

with the cover letter and Mr. Rapelje's letter were faxed to administrators who did 

not reply to the first mail out. The first and second wave returned 226 and 76 

replies respectively for a sample of 302 (50.2 percent) of the 602 LTC facility 

administrators in Ontario. 

Dependent Variable: Unmet Standards 

Data from the latest public reporting on LTC facilities resulting from annual 

inspections conducted by the Ontario MOH and LTC served as the dependent 

variable representing quality. The Long-Term Care Facility Program Manual is 

the standard tool against which the Ontario MOH and LTC evaluates LTC 

facilities. It contains over 450 different criteria (Appendix 3) that are organized 

into 18 sections. Inspectors appointed by the Ontario MOH and LTC visit all LTC 

facilities at least once a year to verify whether the LTC facilities are in compliance 

with the existing legislation, regulations, standards, as well as policies relating to 

the care and the services that the LTC facility is required to provide to its 

residents. When compliancy advisors find that a LTC facility does not meet one 

or more of these requirements, they issue a "finding" of unmet standardslcriteria 

to the operator of the home. A zero score indicates that there were no adverse 

findings for the specified standard or criterion. 



There are also other measures used by the MOH and LTC. They include: 

1) a citation under legislation that is issued when a LTC facility is in violation of 

the legislation or regulations that govern that home; 2) sanctions may be 

imposed if a LTC facility fails to comply with MOH and LTC; 3) and a verified 

concern is issued when a specific complaint is received by the MOH and LTC 

and a violation specifically related to that complaint proves to be real in that 

particular inspection. The rationale for using only the unmet standardslcriteria as 

the dependent variable is that there are not enough citations, sanctions and 

verified concerns for analysis. Also, unmet standardslcriteria are the only 

measure that examines all 453 criteria set be the MOH and LTC for inspection by 

the compliancy advisor. For example, sanctions were given only when unmet 

standardlcriteria were not dealt with since the last inspection. Verified concerns 

were only issued based on complaints, which were rare. Citations under 

legislation were also rare. 

Independent Variables 

Demographic Characteristics 

Sex and age of the administrator have been included in the descriptive 

results and as control variables. Sex is an interval variable with no missing 

cases. On the other hand, there were six missing cases in the age variable. 

Missing cases were recoded as the mean (49.5 years). 



Job Characteristics 

Level of Education Attained has been measured in an open question 

format then recoded into a three-category variable. There was one missing 

response and it was recoded in the mode (Bachelors Degree). This allowed the 

respondent to specify their exact educational credential(s). 

Type of Training was ascertained in the same set of questions as level of 

education in an open question. 

Total Years of Experience as an LTC facility administrator has been 

measured at the interval level. The one missing response was recoded in the 

mean (8.9). 

Years in Current Position has been collected to measure turnover in 

employment. It was also used as an indicator of long-term commitment to the 

quality in the facility. There was one missing response and it was recoded into 

the mean (6.6). This may be related to 'Years of Total Experience', therefore both 

variables were analyzed separately 

Salarv, including bonuses, can function as an indicator of expertise. The 

two missing responses were recoded into the mode (80K-89,999). 

Administrative Effort 

Averaqe time spent per week in domain of practice (Resident care, 

Personnel management, Financial management, Marketinglpublic relations, 

Physical resource management, Lawslregulatory codeslgovernance, Family 

relations, Fundraising, and Other) has been measured as an interval variable 

where each administrator has been asked to record the actual number of hours 



they spend in each domain of practice. Resident care had 8 missing responses 

and was recoded in its mean (10.9 hours) and all the other above mentioned 

variables had 9 missing variables that were all recoded in their respected means. 

Facility Characteristics 

With regards to facility characteristics facility age has been included to 

assemble the descriptive results and to be used as a control variable. Lenqth that 

the Facility has been in Operation was measured in years. The five missing 

responses were recoded in the mean (30.7 years). 

Size of Facility has been measured by the total number of licensed beds in 

a facility. The two missing responses were recoded in its mean (127.9 beds). 

Size of Community in which the facility is located is an important variable, 

since it might suggest whether input resources, such as qualified personnel, are 

available with relative ease. It has been measured by asking administrators to 

select the most appropriate population size to describe the community their LTC 

facility is located in (0-2,499, 2,500-9,999, 10,000-44,999, 50,000-99,999, and 

100,OO and over). These sizes were selected since they reflect what Statistics 

Canada (2005) defines as a village, town, small city, medium city, and large city 

respectfully. The missing responses were recoded in the mode (100,000 and 

over). 

SponsorshiplOwnership identified each facility as public, private for-profit, 

private not-for-profit, or charitable not-for-profit. Sponsorship has been included 

to assemble the descriptive results and to be used as a control variable. 



SponsorshipIOwnership is a variable with no missing cases. No recoding was 

required. 

AffiliationIChain distinguishes whether they were an independent facility or 

if they were affiliated with other facilities. There were no missing data, therefore 

no recoding was necessary. 



Chapter 5 
Results 

re Res ults 

Dependent Variable: Unmet Standards 

Of the 302 facilities in the sample, 85 (28.1 %) had no unmet standards, 69 

(22.8%) had 1 or 2 unmet standards, 47 (1 5.6%) had 3 or 4 ~lnmet standards, 

and 101 (33.4%) had 5 or more unmet standards. As seen in Table 1, the 

percentage distribution is very similar to that for all LTC facilities in Ontario. The 

mean number of unmet standards (4.2, s.d=6.2) is also similar to the provincial 

average (4.2, s.d=5.5). 

Table 1: Number and Percentage Distribution of Unmet StandardslCriteria, Sample and 
Population of LTC Facilities, Ontario, 2006 

I Number of Unmet I Sample LTC Facilities ( All LTC Facilities (n=602) 1 

Administrator Profile 

As shown in Table 2, in the province as a whole, 69.9% of administrators 

are female. In the sample, females outnumber males by a ratio of 2.7 to 1 

(females = 72.8 percent; males = 27.2 percent). In the sample, the average age 

StandardslCriteria 
0 
1-2 

(n=302) 
85 (28.1 %) 
69 (22.8%) 

170 (28.2%) 
136 (22.6%) 



of administrators was 49.5 (s.d= 8.8); range = 27-74. As shown in Table 3, just 

over half (52.3%) of the administrators in the sample were under age 50. The 

socio-demographic findings with respect to sex and age were thus similar to 

those reported in earlier research. For example Singh (1 997) found that the 

typical administrator was female and approximately 45 years old. 

Table 2: Sex of Sample and Population of Administrators, Ontario, 2006 
~p ~~ - 

Characteristics 

With respect to education, 34.1 percent of the administrators in the sample 

Sex 

had less than a bachelor's degree, 43 percent had a bachelor's degree and 22.8 

percent had higher degrees. These results are consistent with the findings of 

Sample (n=302) 

Female 
Male 

earlier studies (Al-Assef, Taylor, and Langston, 1992, and Schoon, Jones, and 

N 
All LTC facilities (n=602) 

42 1 
181 

Kittleson, 1993). The most frequently held diploma or degree was nursing, 

% N 

220 
82 

69.9 
30.1 

followed by business administration. In the United States, the order was reversed 

% 

72.8 
27.2 

(Singh, 1997). The majority of administrators had one or more specialized 

certificates supplementing their main credentials. This was influenced by the 

MOH and LTC offering multiple administration certificates tailored specifically for 

administrators of LTC facilities and hospitals. 

Nearly half of the sample (47.7%) had been practicing as administrators 

for less then six years. Almost a quarter (22.5%) was relatively new administrator 

having two or less years of experience. On the other hand, over one quarter of 

the administrators (25.8%) had fourteen or more years of experience (mean 



years of experience = 9; s.d = 8.3 years; range = 0-40). These results reflect the 

findings of earlier studies (Al-Assef, Taylor and Langston, 1992, and Singh, 

1997). 

With respect to years of experience as the administrator in their current 

facility, 55.8 percent of the administrators had four years or less of experience at 

their respected facility, over 20 percent (20.3%) of the respondents had ten or 

more years of seniority as the administrator in their respective facility (mean 

years of experience in current facility = 6.6; s.d=7; and range = 0-39). 

One-quarter (25.5%) of the administrators had been previously employed 

as a director of nursing in a LTC facility, while 19.9 percent had held a past job 

as a director of a LTC facility in the previous ten years. These results echo those 

found by Singh (1 997). 

The mode for annual salary and bonuses was between $80,000 and 

$89,999. As shown in Table 3, approximately one-third (36.8%) of the 

administrators earned less than $80,000 and 12.6 percent earned less then 

$70,000. On the other hand, nearly one-third (32.8%) earned $90,000 or more, 

and 19.2 percent earned $100,000 and over per year. These salaries are higher 

than the findings from earlier studies, and may be due to inflation and the 

currency being in Canadian as opposed to United States dollars. 



Administrative Effort in the Domains of Practice 

Table 3: Other Socio-demographic Characteristics of Sample of Administrators (n=302) 

As shown in Table 4,  on average administrators reported spending the 

most time on a weekly basis in resident care (mean=10.9 hours) followed by 

YO Characteristics 

personnel managementlhuman resources functions (9 hours). Approximately the 

N 
Age in years 
<44 
44-50 
51-56 
57+ 
Level of Education 
College or less 
Bachelors 
Masters + 

77 
8 1 
78 
66 

103 
130 
69 

25.5 
26.8 
25.8 
21.9 

34.1 
4 3 

22.8 
Type of Education 
Nursing I 139 I 46 
Business 79 26.2 
Certificate@) 
ONASS 
OLTCA 
CHA 
Other 
2 + 

54 
32 
2 7 
40 
149 

17.9 
10.6 
8.9 

49.3 
13.2 

Years of Experience 
0-2.5 
3-5.5 
6-1 3 
14+ 

68 
76 
80 
7 8 

22.5 
25.2 
26.5 
25.8 

Experience in Current Facility (in years) 
<2 
2-3.5 
4-8 
>8 
Type of Job in Last 10 Years 
Director of Nursing 
Director of LTC Facility 
Other 
10+ as Admin. 

67 
7 1 
90 
74 

77 
60 
54 
111 

22.2 
23.5 
29.8 
24.5 

25.5 
19.9 
17.9 
36.8 

Salary 
<70K 
70K-79,999 
80K-89,999 
90K-99,999 
100K+ 

30 
73 
92 
4 1 
58 

12.6 
24.2 
30.5 
13.6 
19.2 



same amount of time was spent in financial management (6.1 hours) and in 

marketinglpublic relations (6 hours). They spent less time in 

lawslregulations1boards (3.9 hours) and fundraising (3.6 hours). The least 

amount of time was spent in physical resource management (2.8 hours) and 

family relations (1 hour). These results are similar to those obtained by Schoon 

and Hayez (1 987), except that administrators in this study were found to place 

greater emphasis on marketinglpublic relations and fundraising than on physical 

resource management and family relations. 

Table 4: Administrative Effort in Domains of Practice ( ~ 3 0 2 )  

Domains of Practice 

Resident Care 
PersonnelIHuman 
Resource Management 
Financial Management 
MarketingIPublic 
  elations 
Physical Resource 
~ ~ n a ~ e m e n t  
Laws/Regulations/Boards 
Family Relations 

Facility Characteristics 

Range 

0-57 
0-60 

0-25 
0-25 

Mean Hours 
Per Week 

10.9 
9 

6.1 
6.1 

2.8 

Fundraising 
' Other 
Total Hours Per Week 

The mean number of licensed beds per facility was 127.9 (s.d=74.9) 

S.D. 

7.1 
6.2 

3.9 
4 

3.8 
5.0 

compared with 123.8 (s.d=71.5) for the province as a whole. As shown in Table 

2.7 

1.1 
3.6 

45.5 

5, nearly two-thirds (60.6%) had 100 beds or more. On the other hand, 17.5 

0-20 

3.2 
3.5 

percent of LTC facilities had I I to 62 beds and roughly 22 percent (21.9%) had 

0-20 
0-20 

2.0 
6.1 
12.9 

63 to 99 beds. The majority of LTC facilities tended to be accredited (75.2%), 

0-1 5 
0-50 

9-1 00 



84.4 percent had a family council and 99.7 percent had a resident council. The 

majority (64.9%) did not have short term beds. As can be seen in Table 5, this is 

typical of the province as a whole. These findings indicate that the sample is 

representative of the population of facilities in Ontario. 

Table 5: Sample and Population Facility Characteristics, Ontario, 2006 

Sample LTC Facilities (n=302) All LTC Facilities (n=602) 

Beds 

As shown in Table 6, of the 302 facilities in the sample, 59 (19.5%) were 

40 years old and older, 72 (23.8%) were ten years old or less, and the mean age 

was 30.7 years (s.d=27.4 years). The most frequently reported community size 

served by the facilities was 100,000 and over. Most of the LTC facilities (63.2%) 

were privately owned (50.3% for profit, and 12.9% not-for-profit). Just over half 

(57.6%) were independently operated and 42.4 percent were part of multifacility 

chains. Publicly government-run facilities comprised 16.6 percent. Charity not- 

for-profit owned facilities totalled 16.9 percent. The proportion of ownership 

approximates the figures discussed in the literature. 

Characteristics I N I O/O 1 N ( Oh 

Accreditation 
Yes 
No 

1 1-62 
63-99 
100-1 50 
>I50 

121 
135 
172 
174 

Family Council 
Yes 1 255 1 84.4 1 486 1 80.7 
No 1 47 [ 15.6 ( 116 1 19.3 
Resident Council 
Yes 1 301 1 99.7 1 599 1 99.5 
No 1 I 1 0.3 ( 3  ] 0.5 
Approved Short Stay Beds 
Yes 1 106 1 35.1 1 209 1 34.7 
No 1 196 1 64.9 1 393 1 65.3 

227 
7 5 

20.1 
22.4 
28.6 
28.9 

5 3 
66 
8 9 
94 

17.5 
21.9 
29.5 
31.1 

75.2 
24.8 

458 
144 

76.1 
23.9 



Table 6: Other Facility Characteristics, Sample Only ( ~ 3 0 2 )  

, - ~ ~ 

100K + 1 136 1 45 
Ownership 
Public 1 50 ( 16.6 
Private for ~ r o f i t  1 152 1 50.3 

Characteristics I N I O/O 

Facility Age in Years 
0-1 0 
1 1-29 
30-39 
40+ 

Resident Mix 

As shown in Table 7, the average LTC facility in the sample had 4.2 

percent of residents who were under 65 years old, 10.4 percent who were 65-74 

years old, 34.9 percent who were 75-84 years old, and 50.5 percent who were 85 

years old and older. On average, females comprised 71.9 percent of the 

residents and males comprised of 27.9 percent. 

In Ontario, public funding is administered through a case mix index (CMI) 

formula that consists of seven different categories that ranges from A 

progressively through to G. Residents scoring higher ratings (i.e. E, F or G) are 

considered as needing higher levels of care. LTC facilities that serve a higher 

number of E, F and G residents would ultimately receive more public funding in 

comparison to those that cater to a population with a lower average CMI rating. 

Private n. f. profit 
Charitable 
Other 

72 
74 
97 
59 

23.8 
24.5 
32.1 
19.5 

Community Population 

Chain 
Yes / 174 1 57.6 
N o 1 128 1 42.4 

39 
51 
10 

12.9 
16.9 
3.3 

7.3 
17.9 
17.2 
12.6 

0-2,499 
2,500-9,999 
1 OK - 44,999 
50K - 99.999 

2 2 
54 
5 2 
38 



On average, the LTC facility in the sample had 0.3 percent of A residents, 6.5 

percent of 6 residents, 5.7 percent of C residents, 9.9 percent of D residents, 

24.8 percent of E residents, and 52.8 percent of FIG residents. 

Table 7: Resident Mix in Sample Facilities (n=302) 

I Characteristics Mean O/O for LTC Facilities 1 

Bivariate Relationships 

This section presents results of 

Age 

bivariate 

<65 

analyses 

4.2 

performed to test the 

research question: to what extent are preparatory skills and behavioural factors 

associated with LTC facility administrators and facility resources associated with 

quality care of residents in care facilities? Bivariate analyses investigate the joint 

distribution of cases on two or more variables. The Kendall's tau c statistic 

presented in this study indicates the magnitude of the difference between the 

dependent and independent variables of interest. The level of significance is also 

presented. Correlations ranging from zero to .20 are considered to be weak 

associations, those between .20 and .40 are moderate, and those over .40 are 

65 to 74 10.4 



moderate to strong. Variables of interest in defining bivariate relationships are: 

(1) Socio-Demographic Characteristics: age and sex. (2) Qualification and Job 

Characteristics: education, nursing background, years experience as an 

administrator, years in current position, and salary. (3) Administration Effort: the 

average time an administrator spends each week in their various tasks. The 

tasks include resident care, personnel management, financial management, 

physical resource management, marketinglpublic relations, lawslregulatory 

codeslgovernance, family relations, fundraising, and other. (4) Facility 

Characteristics include: affiliation, facility age, number of beds in the facility, size 

of the community, and sponsorshiplownership. These variables were chosen 

based on the review of literature. 

For the purpose of conducting bivariate crosstabular analyses, the 

dependent variable (Unmet StandardsICriteria) was recoded from its original 

form to include the three missing variables into the mean (4.2), and the values 

were grouped into four categories (0, 1-2, 3-4, 5+). Recoding of the independent 

variables will be explained throughout this section associated with each analysis. 

Negative relationships indicate fewer unmet standards (associated with better 

quality) and positive relationships saw more unmet standards (associated with 

lower quality). Finally, relationships that were found to be not significant will not 

be explained. 

Length of Employment in Current Position 

It was hypothesized that higher amount of experience as an administrator 

in a current LTC facility position would be associated with fewer unmet 



standards. The one missing value was recoded into the mode, and the variable 

was recoded into four categories ( ~ 2 ,  2-3.5, 4-8, and >8). The data showed that 

there was a statistically significant inverse relationship (Tau B = -.14, pe.05) 

between unmet standards and the amount of experience as an administrator in a 

current LTC facility position. 

Table 8: Unmet Standards by Years of Experience as Administrator in Current LTC 
Facility 

Nursing Background 

# of US 
0 

1-2 
3-4 
5+ 

Total 

It was hypothesized that administrators with a background in nursing 

would be associated with fewer unmet standards. The one missing value was 

Kendall Tau B = - 14 p< 01 
a Not assummg the null hypothesis 
b Using the asymptotic standard error assuming the null hypothesis 
SM = Symmetr~c Measure 
US = Unmet Standards 

<2 F s  (%) 
13 (19 4) 
11 (16 4) 
13 (19 4) 
30 (44 8) 
67 (1 00) 

recoded into the mode (no) for the nursing background variable. There was a 

weak positive relationship (Tau C = .15, pe.05) between unmet standards and 

2-3,5 yrs (%) 
16 (22 5) 
23 (32 4) 
10 (14 1) 
22 (31) 
7 1 (1 00) 

not having a nursing background. 

4-8yrs (%) 
27 (30) 

22 (24 4) 
11 (12 2) 
30 (33 3) 
90 (1 00) 

>8 yrs (%) 
29 (39 2) 
13 (17 6) 
13 (17 6) 
19 (25 7) 
74 (100) 

Total 
85 (28 2) 
69 (22 9) 
47 (15 6) 
101 (33 3) 
302 (1 00) 



Table 9: Unmet Standards by Nursing Background 

Kendall Tau-b = .15, pc.05 
a) Not assuming the null hypothesis. 
b) Using the asymptotic standard error assuming the null hypothesis. 

Total (%) 
85 (28.2) 
69 (22.9) 
47 (15.6) 
101 (33.4) 
302 (100) 

Size of Community 

No (%) 
42 (25.8) 
31 (19.0) 
25 (15.3) 
65 (39.9) 
163 (1 00) 

# of US 
0 

1-2 
3-4 
5+ 

Total 

It was hypothesized that small community size would be associated with 

Yes (%) 
43 (30.9) 
38 (27.3) 
22 (15.8) 
36 (25.9) 
139 (1 00) 

fewer unmet standards. The one missing value was recoded into the mode 

(1 00,000+) for the size of community variable. There was a moderate positive 

relationship (Tau B = .187, p<.001) between unmet standards and the size of the 

community. 

Table 10: Unmet Standards by Size of the Community 

Number of Beds 

The relationship between the number of beds and unmet standards was 

# of US 

0 
1 -2 
3-4 
5+ 

Total 

also explored. The only change made to the number of beds in a facility variable 

Kendall Tau-c = .19, pc.001 
a) Not assuming the null hypothesis. 
b) Using the asymptotic standard error assuming the null hypothesis. 

45K-99,999 
(Yo) 

13 (35.1) 
7 (18.9) 
5 (13.5) 

12 ( 32.4) 
37 (100) 

was recoding the two missing values into the mode (100-150 beds). The data 

c2,500 (%) 

1 1 (50) 
9 (40.9) 
1 (4.6) 
1 (4.6) 

22 (100) 

100K+ (%) 

26 (19) 
31 (22.6) 
22 (16.1) 
58 (42.3) 
137 (100) 

Total (%) 

85 (28.2) 
69 (22.9) 
47 (15.6) 
101 (33.4) 
302 (100) 

2,500-9,999 
( % ) 

18 (33.3) 
12 (22.2) 
9 (16.7) 
15 (27.8) 
54 (100) 

10K- 
44,999 (%) 

17 (32.7) 
10 (19.2) 
10 (19.2) 
15 (28.9) 
52 (100) 



showed that there was a moderate positive relationship (Tau C = .20, p<.001) 

between the variable number of beds and unmet standards. 

Table 11: Unmet Standards by Number of Beds 

# of US / 0-62 Beds 1 63-99 Beds ) 100-1 50 1 >I50 Beds I Total (%) I 

The dependent variable in this study, unmet standards, is an interval scale 

0 
1-2 
3-4 
5 + 

Total 

that ranges from zero to forty two. Therefore, ordinary least squares (OLS) was 

the most suitable technique to test the independent effects of each explanatory 

Kendall Tau-c = .20, p<.001 
a) Not assuming the null hypothesis. 
b) Using the asymptotic standard error assuming the null hypothesis. 
Linear Regression Analysis 

( % ) 
21 (39.6) 
14 (26.4) ' 
9 (1 7) 
9 (1 7) 
53 (100) 

variable on the dependent variable, while statistically controlling for all other 

variables in the model. OLS statistics provide a mathematical description of the 

(Oh) 
24 (36.4) 
12 (18.2) 
9 (13.6) 
21 (31.8) 
66 (100) 

relationship between variables and allow for inferences to be made about the 

value of the dependent variable for various values of the independent variables in 

Beds ('10) 
25 (28.1) 
24 (27) 
13 (14.6) 
27 (30.3) 
89 (100) 

the models (Babbie, 1995). The OLS statistics presented include R, R Square, F 

Change, and the level of significance. The hierarchal model was used to test 

( % ) 
15 (16) 
19 (20.2) 
16 (17) 
44 (46.8) 
94 (1 00) 

each independent variable and their respected blocks. Negative coefficients 

85 (28.2) 
69 (22.9) 
47 (15.6) 
101 (33.4) 
302 (1 00) 

indicate fewer unmet standards. Hence, variables with negative beta coefficients 

indicate higher quality of performance. 



Hierarchical Modeling 

This exploratory study splits the independent variables into four blocks: 

demographic characteristics of administrators; administrative characteristics; 

administrative effort; and facility characteristics. The rationale for separating the 

variables into these blocks is that: age and sex are immutable characteristics 

while education, background experience, years in position, and salary are all 

indicators of an administrator's training or remuneration. On the other hand, time 

spent in resident care, personnel management, financial management, 

marketinglpublic relations, physical resource management, 

laws/regulations/boards, facility relations, fundraising and total hours per week 

are all related to the current administrative effort. Finally, age of facility, 

sponsorship, affiliation, number of beds, and size of community are all related to 

facility characteristics. 

The rationale to justify the order is related to the sequence of events and 

the conceptual model. The demographic block is first, since these variables 

chronologically come before education, background and experience. These, in 

turn, set the stage for administrative effort. Facility characteristics are measured 

last due to it being hypothesized that they would have less impact than the 

administrator characteristics. The following figure demonstrates these blocks in 

their hierarchical order: 



Figure 3: Analytical Model 
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It should be noted that cc )linearity was indicated by a Pearson correlation 

of over .7 between: Experience and Years in Current Position (r=.75); and 

Financial Management and MarketingIPublic Relations (r=.99) (See appendix 4). 

Due to the significant overlap, Experience and MarketingIPublic Relations were 

excluded when conducting the linear regression analysis. In addition, only the R2 

Change associated with Model 2 is statistically significant. When examining the 

model summary in table 11 Models 2 (R2=.06, p<.05), 3 (R2=.lO, pc.01) and 4 

(R2=.13, pc.01) are found to be statistically significant. 



Table 12: Model Summary 

Model 1 : Socio demographics 

Model 1 was not statistically significant, so no associations are interpreted 

Model 2: Administrator Characteristics 

Within Model 2, main effects were found for the following four variables: 

Model Sig. 
.574 
,012 
.009 
,005 

Education 1, Education 2, Years in Current Position, and Salary. 

Sig. F Change 
,574 
,005 
108  
105  

The 'Education' variable had eight missing values that were recoded into 

R2 
.004 
.059 
,101 
129  

Model 
1 
2 
3 
4 

the mode (BA). Less than college and college were effect coded into college or 

R 
,061 
,243 
,318 
.360 

less and, MA and PhD were effect coded into MA or more. Next, college or less 

was made the reference category to create variable Education 1 and Education 

2. Education 1 compared MA with those who had less then a BA education and 

Education 2 compared BA with those who had less then a BA. A moderate 

inverse relationship was found between both Education 1 and Education 2 with 

Unmet Standards (b=-2.8, SE=1 . I ,  pc.05) and (b=-1.8, SE=0.84, p<.05), 

respectively, lending support to the hypothesis that a lower number of unmet 

standards is associated with administrators who have higher levels of education 

(when controlling for all other variables in Model 2). 

The 'years in current facility' variable had one missing value that was 

recoded into the mean (7 years). A weak inverse association was found between 

Years in Current Position and Unmet Standards (b=-.16, S.E.=0.05, pc.01). This 



supports the hypothesis that administrators who have been employed at the 

facility for longer periods of time have fewer unmet standards associated with 

their facility 

For the salary variable, the seven missing values were recoded into the 

mode (80K-89,999). A weak positive relationship was found between Salary and 

Unmet Standards (b=.35, S.E.=.16, p<.05), suggesting that administrators with 

higher salaries are associated with more unmet standards. This finding may be 

explained by the fact that smaller facilities with fewer beds are associated with 

better quality, and these tend to have administrators with smaller salaries. 

Model 3: Administrative Effort 

Model 3 added: Education, Years in Current Position, Salary, and Time 

Spent in Resident Care. The only missing value change made to the time spent 

in resident care variable was recoding the eight missing values into the mean 

(1 0.9 hours). A weak positive association was found between Time Spent in 

Resident Care and Unmet Standards (b=.12, SE=.05, pc.05), suggesting that 

administrators that spend more time in resident care services are associated with 

facilities with more unmet standards. 

Model 4: Facility Characteristics 

Model 4 was statistically significant, however none of the associations 

resulted in statistically significant criterions. 



Table 13: Coefficient Standardized 

I Model I Independent Variables 

I sex -.427 1 .773 1 -.032 1 ,581 1 

B I Standard I Beta 1 Signifi- I 
1 

I I sex 1 -.465 1 ,875 1 -.035 1 ,596 1 

(Constant) 

2 

I I RNIRPN 1 1.3821 ,773 1 ,116 1 ,075 1 

4.027 

(Constant) 

Aqe 

Education MA Dummy 
Education BA Dummy 
Years Experience ~n Current Job 

Error 
1.631 

2.102 
,664 

-2.758 
-1.788 

-. 156 

Bachelor in Commerce 
Salarv 

I Education MA Dummy -2.606 1 1.120 1 - . I  84 1 ,021 1 

cance 
,014 

3 

3.214 
,339 

1.112 
.838 
,053 

,283 
.351 

I I Bachelor in Commerce I .588 1 ,935 1 ,043 1 ,530 1 

(Constant) 

Age 
Sex 

Education BA Dummy 
Years Experience in Current Job 
RNIRPN 

,122 

-. 195 
-. 149 
-. 183 

.930 

. I62 

,514 
,051 

,014 
,034 
,003 

.877 

.616 
-.791 

-1.812 
-. 151 
1.416 

Salary 
Time in (T.I.) Resident Care 
T.I. Personnel Mgmt. 

I I T.I. Familv Relations I ,062 1 . I02 1 ,036 1 ,546 1 

.02 1 
,133 

T.I. Financial Mgmt. 
T.I. Physical Resource Mgmt. 
T.I. LawslRegsl Board 

,761 
.031 

3.464 
,343 
,883 

,841 
,053 
.776 

,371 
,124 

-.096 
,111 

-.I19 
,047 

4 

.I 13 
-.059 

-.I51 
-. 177 
.I 19 

,167 
,052 
,059 

Age 
Sex 
Education MA Dummy 

,800 
,074 
,371 

,032 
,005 
,069 

,092 
,132 
.I 12 

T.I. Fundraising 
T.I. Other 
(Constant) 

I Education BA Dummy 

I Salary ,203 1 . I76 1 .077 1 ,249 1 

,140 
,148 

-.099 

,481 
-.569 

-2.868 
-1.889 1 .836 1 -.A57 1 ,025 1 

Years Experience in Current Job 
RNIRPN 
Bachelor in Commerce 

.027 

.018 

. 103 
,073 

-.053 
,026 

-.219 
,030 

-1.945 

,229 
,368 
,673 

,347 
,887 

1.120 

-. 143 
1.282 
,789 

,177 
,060 

3.878 
,088 

-.043 
-.202 

,055 
,776 
,935 

-.073 
,030 

,166 
.521 
,011 

.2 16 

.6 19 

.6 16 

-. 169 
. lo7  
,058 

,009 
1 00 
.399 



I Financial Mgmt. .087 1 ,093 1 ,058 1 ,347 ] 

Model 

Resident Care 
Personnel Mgmt. 

Standard 
Error 

I / Familv Relations I ,040 1 1 0 3  1 .023 1 ,696 1 

Independent Variables 

Physical Resource Mgmt. 
Laws/Regs./Board 

B Beta 
I 

1 I Facility Age ,018 1 ,013 / ,083 1 1 8 0  1 

Signifi- 
cance 

,151 
-.095 

,127 
-.092 

-.072 
,040 

Fundraising 
Other . 

Chain 

,015 
. I  19 

,052 
,059 

I I I I I I 

a) Dependent Variable: Unmet Standards 

,133 
,113 

-.239 
,015 

-.052 

Number of Beds 
Size of Community 
Accreditation 

-.032 
,022 

,184 
,060 
.350 

.010 
,328 
,367 

,587 
,721 

-.079 
,015 

-.009 

,005 
,281 
,818 

1 94 
.800 
,882 

,124 
,076 
,027 

,070 
,244 
,654 



Chapter 6 
Discussion 

This exploratory study has attempted to investigate whether a set of 

administrator and facility characteristics predict quality of care in LTC facilities. 

Four of the eight hypotheses were supported at the bivariate level of analysis, 

and four hypotheses were supported in the linear regression analyses. Since 

different hypotheses were supported for the bivariate and multivariate analyses, 

these analyses will be discussed separately, but emphasis is placed on the latter. 

The discussion begins with a summary of the research questions and the main 

findings. Next, the managerial and policy implications of this research are 

presented, followed by the limitations of the research, and directions for future 

research. 

Research Issues and Main Findings 

Earlier research has focused on a relatively small number of variables in 

predicting quality of care in LTC facilities. These variables have tended to be 

related to facility organization and structure (e.g. ownership, affiliation), facility 

size, and certain aspects of patient mix. Previous studies thus provided only a 

limited view of potential determinants of quality in LTC facilities. They do not 

provide any information on factors associated with the characteristics of the 



administrators. Since administrators play a vital leadership role in LTC facilities, it 

was thought to be important to investigate whether differences in their 

characteristics predicted quality of care. Eight hypotheses were tested in this 

study. These hypotheses are guided by Donabedian's (1988) Tripartite Quality 

Assurance Model that encompasses structure, process and outcome criteria for 

quality assessment. Structure denotes the attributes of the LTC facility in which 

care occurs. The attributes indirectly measured in this study included material 

resources (such as equipment, money, and the facility), human resources (such 

as the number and qualification of staff), and organizational structure (such as 

medical staff organization and methods of peer review). These attributes were 

encompassed in the eighteen sections outlined in the Ontario MOH and LTC 

program manual (See appendix 2). Peer review was operationalized as the fact 

that results obtained using the Ontario MOH and LTC quality assurance measure 

were gathered by compliancy advisors who in the past had been LTC facility 

registered nurses, directors of nursing and/or administrators of an LTC facility. 

The facility outputs were measured in sections 0 (Environmental Services) and 

M (Facility Organization and Administration) of the Ontario MOH and LTC 

program manual (See appendix 2). Adequate equipment, money, staff and 

medical staff was measured by the facility's number of unmet standards, reported 

in the Ontario MOH and LTC quality assurance measure. Process denotes what 

is actually done in giving and receiving care (Donabedian, 1988). It includes the 

residents' activities in seeking care, carrying it out as well as the caregivers' 

activities in providing care. These attributes were evaluated in all of the eighteen 



sections outlined in the Ontario MOH and LTC program manual. Outcome 

denotes the effects of quality of care in the LTC facility (Donabedian, 1988). To 

measure outcome, this study examined the number of unmet standards reported 

in the Ontario MOH and LTC quality assurance measure (See Appendix 4). This 

study limited those data to information from a questionnaire sent out to each of 

602 administrators of LTC facilities registered by the Ontario Ministry of Health 

and Long-Term Care. These were completed and returned by 302 

administrators. The information gained from the Ontario Ministry of Health and 

LTC Quality Assurance Measure was ideal to assess whether a LTC facility is 

operating in compliance with the existing legislation, regulations, standards and 

policies relating to the care and the services that the home operators are 

required to provide to the residents in respect to the 18 sections in the LTC 

Program Manual. This method of measuring quality reflects Donabedian's well 

accepted Tripartite Quality Assurance Model because the Ontario MOH and LTC 

quality assurance measure reports on his three criterions for quality assessment. 

There were two levels of analysis that were conducted in this study: 

bivariate and ordinary least squares regression (OLS). Bivariate analyses 

investigate the joint distribution of cases on two or more variables. The Kendall's 

tau c statistic presented in this study indicates the magnitude of the difference 

between the dependent and independent variables of interest when these involve 

ordinal level of measurement in the uneven rows and columns. The level of 

significance is also presented. Correlations ranging from zero to .20 are weak 

associations, those between .20 and .40 are moderate, and those over .40 are 



moderate to strong. On the other hand, OLS statistics provide a mathematical 

description of the relationship between variables and allows for inferences to be 

made about the values of the dependent variable for varied values of the 

independent variables in the models (Babbie, 1995). The OLS statistics 

presented in this study include R, R Square, F Change, and the level of 

significance. 

Bivariate 

The first hypothesis that was supported at the bivariate level was the 

number of years in their current position as an administrator and the number of 

unmet standards associated with that facility. The hypothesis stated that 

administrators with more years as an administrator at one facility would be 

associated with higher quality. The findings support the hypothesis and are 

consistent with the previous findings obtained by Al-Assef, Taylor and Langston, 

(1992), in showing that years of experience as an administrator in a LTC facility 

is associated with higher quality of care. Other work that looks at similar 

associations relates to administrator turnover rates (Castle, 2001), where it was 

found that facilities with longer administrator retention rates tend to operate at 

higher levels of quality for their residents and staff. 

The second hypothesis that was supported at the bivariate level was the 

relationship between administrators with a background in nursing and the 

number of unmet standards. The relationship between these variables was weak 

and in the expected direction. This suggests that administrators with a 

background in nursing were associated with better quality of care for residents in 



their care facility. This finding was similar to Singh (1 997). It is not clear, 

however, whether the nursing education factor relates to actual curriculum 

covered or whether it is capturing other elements such as philosophies that are 

embedded in nursing training or a selection effect whereby persons selecting 

nursing tend to be more compassion. 

The third hypothesis that was supported at the bivariate level was the 

relationship between the number of beds and the number of unmet standards. 

The hypothesis stated that LTC facilities with a lower number of beds would be 

associated with higher levels of quality. This was based in part on the literature 

that suggests that smaller facilities would have better quality (Thomas, 2003 and 

Thomas and Johansson, 2003). This is because smaller facilities act as 

communities where staff and residents become more familiar and aware of each 

other as opposed to larger facilities that are sometimes based on a more 

detached method of operating. Similar to a small community where it is easier to 

establish a reputation, it is suggested that smaller facilities build the same rapport 

with staff and residents (Thomas, 2003). 

The fourth hypothesis stated that LTC facilities situated in smaller 

communities would be associated with fewer unmet standards. This was 

supported at the bivariate level. A practice that does not support this finding is 

that in Ontario the majority of larger care facilities are situated in communities 

with a population of 100,000 and over (Ontario Ministry of Health and Long-Term 

Care, 2006). The reason larger communities tend to have larger facilities is due 

to the idea behind 'Smart Growth' (Currant and Tomalty, 2003). 'Smart Growth' is 



defined as: "with the right land-use, development and public finance strategies, 

developers and communities can enhance the quality of life in communities, 

preserve ecological integrity, and save infrastructure and other costs over the 

long term" (Currant and Tomalty, 2003). The way that facility size is related to 

this concept is that larger facilities maximize the efficiency of land use, preserves 

ecological integrity, and reduce costs and infrastructure. In addition, they allow 

more people to stay in the proximity to denser areas. One method that can allow 

facilities in larger communities to stay economically viable would be to transform 

one large facility into multiple small facilities. Thereafter, future studies could test 

whether multiple smaller facilities imbedded in one large facility or property can 

offer higher quality of resident care that meets the 'Smart Growth' philosophy. 

No support was found for the hypothesis that affiliated LTC facilities would 

be positively associated with less unmet standards. There are several possible 

explanations for this finding. First, affiliated facilities in Ontario can be managed 

with a systematic type of philosophy. For instance, affiliated facilities can 

encourage smaller facilities under their umbrella to operate with similar 

procedures and methods used by their more populated facilities. Second, 

affiliated facilities often share resources with each other so that quality is 

balanced throughout each of their facilities, thus making higher quality of care 

facilities help take on burdens of weaker facilities. Finally, higher administrator 

turnover rates may occur with affiliated facilities due to promotions or vacancies 

within the franchise. The three other hypotheses related to education in nursing, 



time spent in residential care and salary, were not statistically significant at the 

bivariate level, but they were statistically significant at the multivariate level. 

Ordinary Least Squares Regression 

In order to further explore the predictors of quality, multivariate analyses 

was conducted. Four of the eight hypotheses tested at the multivariate level were 

supported. First, a relationship was found between the administrator's level of 

education and the number of unmet standards. The relationship between these 

variables was moderate and in the expected direction after statistically controlling 

for the other variables. This suggests that the level of education attained by the 

administrator was associated with better quality of care for residents in their care 

facility. Next, a weak inverse association was found between Years in Current 

Position and Unmet Standards. This suggests that administrators who have been 

employed at their facility for longer periods of time have fewer unmet standards 

associated with their facility. 

The two remaining statistically significant associations were found to be in 

the opposite direction of the original hypotheses. There was a weak negative 

association between salary and number of unmet standards, where 

administrators with smaller salaries administered facilities with fewer unmet 

standards. This finding is consistent with the previous finding that facilities with 

fewer beds tend to have a lower number of unmet standards. Another finding that 

received weak negative support, and which was inconsistent with the original 

hypothesis, was administrators who spend a greater amount of time in residential 

care were associated with more unmet needs. One possible explanation is that 



administrators of care facilities with a high number of unmet standards may 

spend more time in residential care in order to fix problems of quality. The 

hypotheses associated with size of community, number of beds, and affiliation 

were all found to be not statistically significant at the multivariate level, and 

therefore did not receive support. 

Summary of Bivariate and OLS Regression Analyses 

Altogether five of the eight independent variables examined were found to 

be positively associated with quality, two had a negative relationship and one 

was not supported (See table 14). 

Implications of Findings for the LTC Industry 

When hiring, boards of directors may find it helpful to compare managerial 

applicants against the average profile in terms of education, experience and 

other qualifications. However, administrative profiles do not automatically 

contribute to the achievement of desired quality. There remains a need to seek 

individuals with a profile that is associated with the attainment of higher quality of 

care in LTC facilities. Identification of such a profile should be useful not only 

Table 14: Summary of Significant Findings from Bivariate and Multivariate Analyses 

Bivariate 

Multivariate 

Fewer Unmet Standards 
+ More years experience at ones facility 
+ Nursing background 
+ Smaller number of beds 
+ Smaller community 
3 More education 
+ More years experience at ones facility 
+ Salary less 
+ Less time spent in resident care 



when hiring, but also for training and developing administrators who would be 

well prepared to respond to new challenges in the changing environment of 

health care delivery. 

Administrative effort appears to be concentrated in the domains of 

resident care and personnel management. Although the area of resident care 

requires appropriate administrative attention, extra effort in this domain from the 

administrator seems to have a negative impact on the delivery of quality of care. 

This is inconsistent with results based on Singh's (1 997) research. Future 

research is needed to clarify these contradictory findings. 

The relationship between length of employment and LTC performance 

appears to be a clear indicator for quality of care. Management should more 

precisely determine why LTC facility administrators leave, and implement 

programs to retain well performing administrators. Such programs should not 

only be a matter of salary, but more importantly, they should focus on training 

and building on experience. 

Finally, other provinces should adopt a similar model to Ontario's MOH 

and LTC process of inspecting LTC facilities through compliancy advisors and 

making the results publicly accessible. This would allow prospective residents 

and their families the opportunity to evaluate LTC facilities before moving in and 

it would give researchers easier access to this information. These data would 

allow researchers to compare findings on quality and LTC across provinces and 

at the national level, as well. 



Policy Implications 

Pursuit of better patient care in LTC facilities through emphasis on hiring 

an administrator with nursing training is a well guided policy, since general levels 

of nursing background seem to be related with quality. Some of the relationships 

seem to suggest that hiring administrators with more education results in better 

quality of care. These preliminary findings may have implications for institutions 

of higher education to develop appropriate graduate level programs for aspiring 

LTC administrators. In addition, it is recommended that these programs 

collaborate with nursing departments in order to add coursework and training to 

their curriculum that emphasises on nursing. Finally, the projected accelerated 

growth of the elderly population in Ontario (and other provinces) would require 

planning for the delivery and funding of adequate LTC services. 

Limitations of the Study 

The study has some limitations. First, it relied on a sample from only one 

province and only half of the eligible administrators chose to participate in the 

study. Some of the information on the survey was probably estimated by the 

respondents. Accuracy of the information reported on the survey was not verified. 

There were also a small number of missing values in the data set. 

Measurement of performance was based on cross-sectional data and 

used a single measure. Since quality of patient care is dynamic in nature, results 

based on cross-sectional measurement are likely to have some biases. Also, the 

study may not have included all major predictors. Since the study was 

exploratory in nature, it is possible that all confounding factors were not 



statistically controlled. Some variables appearing in the model may be spurious, 

since any study of a phenomenon as broad as quality of care would have 

inherent limitations on the number of variables that can be studied at one time. 

Finally, validity of the measure for quality may be questionable, although the 

results were consistent with other studies. Also, the unmet standards measure 

capturing quality used in this study is a standardized measure throughout the 

province and is therefore likely reliable. 

Recommendations for Future Research 

Findings in this research are considered preliminary. Instead of providing 

conclusive answers to previously unanswered questions, these findings point the 

direction for future research on the leadership role of LTC administrators in the 

delivery of quality resident care. There is a need to more precisely define and 

measure quality of care in LTC facilities. Longitudinal measures would provide 

more robust results. Subsequent research could also examine the types of unmet 

standards and how they affect quality of care. Future research on LTC 

administrators should focus on the problem of turnover. It is important to know 

not only the extent of the phenomenon, but also the reasons why administrators 

leave. Such findings could help develop retention strategies to maximize 

organizational stability. Research could continue in finding other factors that may 

have an influence on the quality of care in LTC facilities. Additional research 

could also focus on the characteristics of the director of care. Furthermore, 

future research on LTC administrators should focus on whether spending time in 

resident care management is associated with fixing problems in quality of care. 



Such findings could help develop practices and strategies that improve quality in 

LTC. Finally, future research in LTC can explore whether it is economically viable 

for larger facilities to transform one large facility into multiple smaller facilities and 

whether this change improves on quality of care. 



Chapter 7 
Summary and Conclusion 

The objective of this exploratory study was to determine if characteristics 

of LTC facility administrators affect quality of care in LTC facilities. Specifically, 

the study examined preparatory skills (e.g. level of education attained, type of 

training, field of study, previous experience as an administrator of a LTC facility, 

years in current position and salary), performance related variables (e.g. resident 

care, personnel management, financial management, marketinglpublic relations, 

physical resource management, governance, family relations, fundraising and 

other) associated with LTC facility administrators, and facility constraints or 

resource factors (e.g. ownership, size of the facility, facility age, affiliation and 

size of the community). Eight hypotheses were developed based on literature 

regarding administrators of LTC facilities and quality of care. 

This study can be briefly summarized as follows: 

Chapter 1 introduced the importance of research into whether the 

characteristics of LTC administrators affect on quality of care in LTC facilities. It 

defined quality of care by using the number of unmet standards reported in the 

Ontario MOH and LTC quality assurance measure. It described the aging 

demographics and their affect on LTC. Next, it reviewed the historical 



development of care facilities and concluded by describing the administrators 

role and their impact in their organization. 

Chapter 2 reviewed the relevant LTC administrator literature. This review 

clearly indicated a lack of literature regarding top management in LTC. Specific 

areas that were reviewed included the characteristics of administrators in terms 

of training and education, experience, resources, turnover, and quality. Finally, 

this review introduced and described Donabedian's (1 980) Tripartite Quality 

Assurance Model which encompasses structure, process, and outcome criteria 

for quality assessment. 

Chapter 3 outlined the study's conceptual framework which posited how the 

administrator and the facility's characteristics could influence the quality of care 

provided. This chapter also identified the three objectives of the study which 

included to: 

i > Produce a profile of the: a) LTC facility administrators practicing in 

Ontario; b) LTC facilities in Ontario; and c) Ontario resident mix 

characteristics. 

ii) Evaluate the relationships between administrator characteristics and 

LTC facility quality. 

iii) Evaluate the relationship between LTC characteristics and quality. 

Chapter 4 outlined the method of investigation of support for the eight 

hypotheses in this study. A description of the sample, independent, and 

dependent variables was provided, as was the strategy for managing missing 

data. 



Chapter 5 presented the descriptive results and the results of bivariate and 

multivariate analyses. The categories found in the descriptive results include 

administrator profile; administrator effort in the domains of practice; facility 

characteristics; and resident mix. The main findings of this study at the bivariate 

level were 1) more years of experience as an administrator at their current facility 

was weakly associated with less unmet standards, 2) nursing background was 

weakly associated with less unmet standards, 3) smaller communities were 

moderately associated with less unmet standards, 4) smaller number of beds 

was moderately associated with less unmet standards. The relationship between 

unmet standards and education, affiliation with other facilities, time spent in 

resident care, and salary was not statistically significant. Findings at the 

multivariate level were 1) more education was moderately associated with less 

unmet standards, 2) more years experience as administrator in their current 

facility was weakly associated with less unmet standards, 3) lower salary was 

weakly associated with less unmet standards, 4) less time spent in residential 

care was weakly associated with less unmet standards. The relationship between 

unmet standards and number of beds, size of community, affiliation with other 

facilities, and nursing background were not statistically significant. 

Chapter 6 presented the implications of this research with particular 

emphasis on those for the LTC industry and for policy. In describing the 

limitations of the research it was recognized that the sample came from one 

province and barely exceeded a 50 percent response rate of the total population. 

Some of the information from the survey was probably estimated by the 



respondents and accuracy of some of the information could not be ascertained. 

Furthermore, measurements on performance were based on cross-sectional data 

which are likely to have some biases and since the study is exploratory in nature, 

confounding factors were not always controlled for. Moreover, some variables 

appearing in the model may be artefacts since any study of a phenomenon as 

broad as quality would have inherent limitations on the number of variables that 

can be studied at one time. It is hoped that future researchers will take these 

limitations into consideration when investigating the characteristics administrators 

have on quality of care in their respected LTC facility. 



Appendices 



Appendix 1: Survey of Care Facility Administrators and Cover 
Letter 

1. Demographics 

1.1 Year of birth: 19 

1.2 Sex: C Male 0 Female 

2. Job Characteristics and Education Attainment 

2.1 Education attained: (List degree(s) + type) 

Degree(s) TY pe 

e.g. B Com Health Administration 

2.3 Certificates or Diplomas 

E.g. ONASS LTC Administrator Certificate 

2.4 Your current position is: 0 Care facility administrator OOther (Specify) 

2.5 Total years of experience as a care facility administrator years 

2.6 Years in present administrative position years 

2.7 Last position(s) over the past 10 years. 

E.q. Director of Nursinq Care facility 

Current compensation (salary plus bonus per year in Canadian Dollar) 

C: <$60,000 0 $60,000 - $69,999 0 $70,000 - $79,999 

L l  $80,000 - $89,999 0 $90,000 - $99,999 t! $100,000 + 



1 3. Administrative Effort 1 
3.1 On average how much time do you spend per week in the following activities in your 

facility? 

Activities Number of hours 

Resident care 

Examples of resident care includes: consultations with the Medical Director, Director of Nursing, rounds 
throughout the facility to talk to the patients and staff while observing for cleanliness and grooming of 
residents, presence of odours, patient privacy and dignity, infection control practices, staffs responsiveness 
to patients' call for assistance, etc. 

Personnel management1Human Resources 

Financial management 

Marketinglpublic relations 

Physical-resource management (Purchasing, inventory, equipment) 

Laws, regulatory codes and governing boards 

Family relations 

Fundraising 

Other (Please Specify) 

/ 4. Facility Characteristics 

4.1 How long has the facility been in operation years? 

4.2 Primary Sponsorshiplownership (Check one): 

Public D Private for-profit Private not-for-profit O Charitable Other 

4.3 Is this facility part of a chain or another organization? 

If yes, specify: 

4.4 Size of community: (Check one) 

r l  45,000 - 99,999 r7 100,000+ T_i Indian Reserve 

5. Resident Mix 

5.1 Age: Under 65 % 65-74 % 75-84 % 85+ % (Total = 100%) 

5.2 Sex: Female YO Male % (Total = 100%) 

5.3 Resident Case Mix Index: A % B % C % 

D- '10 E % FIG % (Total = 100%) 



SIMON FRASER 
UNIVERSITY 
AT HARBOUR CENTRE 

Department of Gerontology 
Gerontology Research Centre 

515 West Hastings Street, Suite #2800 
Vancouver. British Columbia 

Canada V6B 5K3 
June 14,2006 

Name and address of the 
Administrator and their 
long term care facility 

Dear Name of administrator reported in Ontario Ministry of Health and Lons Term Care facility list: 

I am inviting you to participate in a research project to study characteristics of administrators and their affect 
on quality of care in long-term care facilities. Along with this letter is a short questionnaire that asks a variety 
of questions about your preparatory skills (e.g. level of education attained) and performance related 
variables (e.g. personnel management) associated with long-term care facility administrators. I am asking 
you to look over the questionnaire and, if you choose to do so, complete it and send it back to me in the pre- 
paid return postage envelope provided in this package. It should take you about 10 minutes to complete. 

The results of this project will be for my Masters in Arts Thesis Project. Through your participation I hope to 
understand if key characteristics of long-term care (LTC) facility administrators affect quality of care in LTC 
facilities. I hope that the results of the survey will be useful to administrators of LTC facilities, researchers, 
practitioners, educators, policy makers and I hope to share my results by publishing them in a scientific 
journal and presenting them as paper presentations at national and international conferences. You can 
obtain these results by e-mailing skeays@sfu.ca. 

The study design consists of exploratory research using two data sources: 1) a survey that will be mailed out 
to administrators of each of the 624 LTC facilities that receive funding from the Ontario Ministry of Health 
and LTC (MOHLTC); and 2) publicly accessible data from the quality assurance measure that is used by the 
Ontario MOHLTC to measure quality in the LTC facilities that they fund, which can be found at: 
http://publicreporting.ltchomes.neWenglish/index.htm. 

The data will be collected anonymously with each questionnaire being coded and confidentiality will be 
protected in a password secure electronic document. I promise not to share any information that identifies 
you or your facility with anyone outside my research group. You should not put your name on the 
questionnaire or provide a return address on the envelope to guarantee that your submission is kept 
completely confidential. 

Your decision to complete and return this questionnaire will be interpreted as an indication of your 
agreement to participate. In no way does this waive your legal rights nor release the investigators, or 
involved institutions from their legal and professional responsibilities. Participation in this study is voluntary 
and you are free to withdraw from the study at any time. 

If you have any questions or concerns about completing the questionnaire or about being in this study, you 
may contact me at 778-371-9520 or at skeays@sfu.ca. This project has been approved by the Office of the 
Research Ethics at Simon Fraser University, Burnaby, British Columbia. Any concerns or complaints can be 
addressed by contacting the Chair of the Department of Gerontology, Dr. Andrew Wister at wister@sfu.ca. 

Thank you for considering this request. I look forward to hearing from you in the near future. 

Yours Sincerely, 

Sean Keays 
MA Candidate, President, Canadian Association on Gerontology Student Connection - Connexion Etudiante 
and Chair, Gerontology Graduate Caucus Simon Fraser University 



Appendix 2: 18 Sections in the Long-Term Care Program Manual 

A) Resident Safeguards refer to the promotion and support of the residents' 

rights, autonomy and decision-making, including proper use of physical restraints 

and the establishment of Residents' Councils. The section includes requirements 

related to the admission agreement, information related to the accommodation, 

care, services, programs, and goods that will be provided to the resident. It also 

outlines the obligation of the resident with respect to their responsibilities to pay 

for services rendered and their option of purchasing other services that may be 

available to them in the home. This section contains 2 standards and 46 

supporting criteria. 

B) Resident Care and Services refer to the assessment, planning, 

implementing, monitoring, evaluating and documentation of each resident's 

needs for care and services. This section contains 5 broad standards and 76 

supporting criteria. 

C) Nursing Services refer to those required to support the provision of nursing 

and personal care to all residents of the home consistent with professional 

standards of nursing practice. This section has 1 standard and 20 supporting 

criterion. 

D) Staff Education refers to education for all employees, including new, existing 

and agency staff. This includes the orientation for new staff, including agency 

staff, where appropriate, and the ongoing education of staff in accordance with 

their learning needs. This section has 2 standards and 16 supporting criteria. 

E) Recreation and Leisure Services refer to the provision of age-appropriate 

activities and programs that are based on and are responsive to the respective 

abilities of individual residents, their respective strengths, needs, interest and 

their former lifestyle. This section has 1 standard and 12 supporting criterion. 



F) Social Work Services refer to those that should be provided either as an 

organized program or be made accessible in an effort to meet the residents' 

psychosocial needs. This section has 1 standard and 1 supporting criterion. 

G) Spiritual and Religious Programs refer to programs that are required to 

respond to the spiritual and religious needs and interests of the residents. This 

section has 1 standard and 6 supporting criterion. 

H) Therapy Services refer to those that may be provided by qualified therapists 

employed by the home or by therapy services accessed through contractual 

arrangements. This section has 1 standard and 9 supporting criterion. 

I) Volunteer Services refer to those programs provided by people on a volunteer 

basis in support of the residents and the home. This section has I standard and 

5 supporting criterion. 

J) Dental Services are those that should be coordinated and provided within the 

home, or for which arrangements should be made outside the home, in a manner 

as to meet the dental care needs of residents. This section has 1 standard and 4 

supporting criterion. 

K) Foot Care Services refer to those that should be coordinated within the home 

or by arrangements made to access foot care services to meet residents' foot 

care needs. In other words, a qualified staff may provide these services to 

residents andlor external foot care providers may do so through contractual 

arrangements with the home operator. This section has 1 standard and 6 

criterion. 

L) Other Approved Programs are those that the home may organize to respond 

to other residents' needs andlor preferences. This section has 1 standard and 3 

supporting criterion. 



M) Facility Organization and Administration refers to the organization of the 

home as a whole and each of its programs and services. This section includes 

Quality and Risk Management programs, and the provision of an organized 

system for records, including collection, access, storage, retention and 

destruction of health records. The section contains 4 broad standards and 56 

supporting criteria. 

N) Medical Services refer to those provided to meet residents' medical needs 

and are consistent with the professional standards of medical practice. This 

section has 1 standard and 17 supporting criterion. 

0 )  Environmental Services refer to those that provide a safe, comfortable, 

clean and well-maintained environment for residents, staff and visitors. This 

section contains 4 standards and 82 supporting criteria. This section includes 

general management of waste, pests, water, and temperatures (air and water); 

and the management of the maintenance, housekeeping and laundry services 

within the home. 

P) Dietary Services refer to those that are organized to provide nutritious, safe 

and acceptable food to residents. This section has 1 standard and 38 supporting 

criterion. 

Q) Diagnostic Services refer to those that are to be arranged to meet the 

residents' needs as ordered by the residents' physicians. This section has 1 

standard and 1 supporting criterion. 

R) Pharmacy Services refer to those that are organized to meet the residents' 

needs. This section includes the pharmacy service, pharmacy review process, 

prescription ordering and transcribing of physicians' orders, dispensing of 

medications by the pharmacy, drug records, drug storage, drug disposal and 

reporting of medication errors and/or adverse drug reactions. This section has 8 

standards and 28 supporting criteria. 



Appendix 3: Long-Term Care Facility Program Manual 

1) Criteria Description 

11 RESIDENTS' RIGHTS, AUTONOMY, AND DECISION-MAKING 

Residents andlor their representatives shall be encouraged to participate in the 
assessment, planning, provision and evaluation of the resident's care. 

11 Residents shall have access to and an explanation of their plan of care and shall 11 receive assistance, where necessary, to read and understand the record. 

#I] With the consent of the resident, the resident's representative shall have access to, 
and an explanation of the resident's plan of care and shall receive assistance to read 
and understand the record. 

admission. ~rench-speaking residents shall receive a copy in the ~ r e n c h  language 

what constitutes resident abuse; 
how to prevent abuse; 

abuse has been 

- - - - - -- - - 

Resrdents shall be informed of advocacylsupport agencies, available to them, whrch 
811 can assrst them in promotrng their rights 

Residents shall be assisted in accessing advocacylsupport agencies according to 
their requests. 

-- -- - -~ ~p p~ -- - - -  ~p - - -~ ~ 

II The residents' Bill of Rights shall be posted in large print in both English and French, 
in locations in the facility easily accessible to residentslrepresentatives. 

f j  Residents and their representatives shall receive a copy of the Bill of Rights on 

ist 

- 



Every resident has the right to keep in his or her room and display 
personal possessions, pictures and furnishings in keeping with safety 
requirements and other residents' rights. 

Every resident has the right, i. to be informed of his or her medical 
condition, treatment and proposed course of treatment; ii. to give or 
refuse consent to treatment, including medication, in accordance with 
the law and to be informed of the consequences of giving or refusing 
consent; iii. to have the opportunity to participate fully in making any 
decision and obtaining an independent medical opinion concerning any 
aspect of his or her care, including any decision concerning his or her 
admission, discharge or transfer to or from a home; and iv. to have his 
or her medical records kept confidential in accordance with the law. 

Every resident has the right to receive reactivation and assistance 
towards independence consistent with his or her requirements 

Every resident who is being considered for restraints has the right to 
be fully informed about the procedures and the consequences of 
receiving or refusing them. 

Every resident has the right to communicate in confidence, to receive 
visitors of his or her choice and to consult in private with any person 
without interference. 



-- - 

Every resident has the right to exercise the rights of a citizen and to 
raise concerns or recommend changes in policies and services on 
behalf of himself or herself or others to the residents' council, home 
staff, government officials or any other person inside or outside the 
home, without fear of restraint, interference, coercion, discrimination 
or reprisal. 

Every resident has the right to form friendships, to enjoy relationships 
and to participate in the residents' council 

Every resident has the right to meet privately with his or her spouse in 
a room that assures privacy and where both spouses are residents in 
the same home. they have a right to share a room according to their 
wishes, if an appropriate room is available. 

Every resident has a right to pursue social, cultural, religious and 
other interests, to develop his or her potential and to be given 
reasonable provisions by the home to accommodate these pursuits. 

Every resident has the right to be informed in writing of any law, rule 
or policy affecting the operation of the home and of the procedures for 
initiating complaints 

Every resident has the right to manage his or her own financial affairs 
where the resident is able to do so, and where the resident's financial 
affairs are managed by the home, to receive a quarterly accounting of 
any transactions undertaken on his or her behalf and to be assured 
that the resident's property is managed solely on the resident's behalf. 

Every resident has the right to live in a safe and clean environment. 

Every resident has the right to be given access to protected areas 
outside the home in order to enjoy outdoor activity, unless the 
physical setting makes this impossible 

I A resident shall not be restrained unless there is an identified risk of injury to him or 
others. Other alternatives have been considered and have been found to b ineffective. 

The decision to continue the use of a restraint as well as the type of restraint shall be 
re-evaluated prior to each application on an ongoing basis. 

The use of a physical restraint may be continued only on the written order of a 
physician who is attending the resident. The type of restraint, and orders for 
application shall be documented on the resident's record and reviewed at least 
quarterly following the interdisciplinary team conference. 



/( Criteria Description 

Where it IS considered necessary to restrain a resident, the least restrictive measures 
shall always be used. 
- - - - -- -- -- -- -- - 

II A restraint in use shall be applied to a resident according to manufacturers' 
specifications and facility policy. 

II Restraint use shall be documented for the period it is in use. At a minimum, there shall 
be a record of the time of application and removal as well as the resident's response 

Minimum interventions for physically restrained residents shall include but not be 
limited to, hourly checks to monitor the resident's safety, comfort and position of the 
restraint and the release of the restraint and repositioning every two hours when the 
resident is awake.(See 83.40, 83.41, 83.44). 

II When a restrained resident is sleeping, minimum interventions shall include but not be 
; lmted to hourly checks to monitor the resident's safety, comfort, and the position of 

11 the restraint. (see 83.40, 83.41, 83.44). 

Residents shall be given the opportunity and support to establish and maintain an 
organized residents' council. 

I Family members or other individuals from the community may attend residents' 
council meetings by invitation of the residents' council. 

Residents shall be informed of the results of residents' council meetings along with 
feedback from the administrator, (e.g., by posting of the minutes in a location easily 
accessible to residents and their representatives, with residents' council consent). 

Where residents do not choose to have or are unable to participate in such a council, 
the facility shall call an annual general meeting for residents and their representatives, 
to which members of the community are invited to attend. The purpose of the meeting 
is to provide an opportunity for residentslfamilieslrepresentatives to express 
suggestions or concerns and for the facility to report to the residents regarding the 
status of services in the facility. 

EACH RESIDENT'S NEEDS FOR CARE AND SERVICES SHALL BE DETERMINED 
WITH THE RESIDENTIREPRESENTATIVE THROUGH AN INTERDISCIPLINARY 
ASSESSMENT PROCESS. 

Each residentlrepresentative shall be encouraged and supported to participate in the 
i resident's assessment process ]I 

The assessment process shall include determining the resident's preferences, 
strengths, social and personal resources, interests, health status, needs, extent of 





EACH RESIDENT SHALL RECEIVE CARE AND SERVICES CONSISTENT WlTH 
HISIHER PLAN OF CARE AND WlTH RESIDENTS' RIGHTS OUTLINED IN THE 
BILL OF RIGHTS. 
~-p~ ~~--~p ~ ~ - p  - ~ ~ - -- - 

Each resident shall be encouraged to have hislher room reflect hislher personal style, 
cultural context and preferences with pictures, possessions and furnishings (in 
keeping with safety requirements and other residents' rights) 

I Each resident's responses to situations and life events shall be recognized and 
community resources contacted as required. I 

-- -- - - - -- - -- 

be assisted In arranging for available counsellmg and 
bereavement support, according to hislher needs and preferences. 1 
Each resident shall be supported and assisted in maintaining hislher desired 
involvement with family, friends and others in the community. 1 
Each resident shall be supported in maintaining hislher desired cultural observances, 
practices and affiliations and in maintaining desired links with hislher cultural 
community. 

Available resources shall be accessed, if required, to assist non-English-speaking 
residents to communicate with others and to assist staff to communicate with these 
residents. 

Each resident shall be supported and assisted in maintaining hislher preferred 
spiritual and religious observances, practices and affiliations. I 
Each resident shall have access tolbe assisted in arranging for available spiritual and 
religious resources, according to hislher needs and preferences. I 

II Each resident's physical environment and care programming shall promote hislher 
orientation to time, place, person and event 

Each resident shall have opportunities and assistance to participate in programs 
which are appropriate to hislher cognitive status, interests and preferences, both 
withln the facility and in the community. 

I Opportunities shall be provided for each resident to access resources such as 
I 

Information and assistance shall be provided to assist each resident to participate in 
learning opportunities of their choice, both within the facility and in the community. 





r disease).Any changes or 





written by the person who made the observation or who provided or supervised the 
care or4reatment 

tified by the date, time, signature and status of the person documenting the 

THERE SHALL BE AN ORGANIZED PROGRAM OF NURSING SERVICES TO 
MEET RESIDENTS' NURSING AND PERSONAL CARE NEEDS, CONSISTENT 



Criteria Description 
I 

The director of nursing shall work the required number of hours per week in the 
capacity of director of nursing. Required minimum director of nursing hours dedicated 
to the direction of nursing services are: . Fewer than 20 beds: 4on-site hourslweek 

20-29 beds:8on-site hourslweek 
30-39 beds:16 on-site hourslweek 
40-65 beds:24 on-site hourslweek 
66-80 beds:32 on-site hourslweek 
More than 80 beds: 40 hours or the facility maximum full-time hours. 

nursing. 

The allocated funding shall be used to provide numbers and levels of nursing staff to 
provide the treatments and personal care required by the residents. I 

I needs of residents,-with adjustments made as required. I 
/ Staff assignments for resldent care shall be in place and regularly reviewed 

T ~ m e  schedules shall be maintained which indicate the names of nursing staff and 
hours worked each day 

Assignment of unit clerks shall be dedicated to nursing services, with specified hours 
on resident care units for unit-related duties. I 

-- -- -- 

Self-administration of medications by residents shall be permitted when specifically 
ordered by the physician in consultation with the care team. 1 

I Medications, prescription and approved non-prescription drugs and biologicals may be 
administered to residents only by physicians, dentists, registered nurses and I 
Med~cations shall be administered only from properly labelled containers. 

Residents shall be correctly identified prior to receiving medications and treatments. 

I Each resident shall receive medication and treatment as ordered by the physician, 
unless the resident refuses. I 





Criteria Description 
I 

In addition to other leaislated reauirements. in-service education prosrams desiqned 1 

Understanding residents with cognitive impairment and responding to d~sruptive 
behaviour 

Facility and resident emergency procedures. 

There shall be a staff member responsible for coordinating orientation and ongoing in- 
service education for facility staff. 1 

THERE SHALL BE RECREATION AND LEISURE SERVICES ORGANIZED TO 
PROVIDE AGE-APPROPRIATE RECREATION, LEISURE, AND EDUCATION 
OPPORTUNITIES BASED ON AND RESPONSIVE TO THE ABILITIES, 
STRENGTHS, NEEDS, INTERESTS AND FORMER LIFESTYLE OF THE 
RESIDENTS. 

Each recreation and leisure program shall be clearly defined by a program 
description, which outlines the purpose, goals and objectives of the program. 

1 Information about recreation programs and services shall be readily available to 
residents, their representatives and others who are interested. 

Assistance or adaptations shall be provided to facilitate residents' participation in 
activities they wish to attend. 

Residents shall be provided opportunities and assistance to participate in social and 
community programs, which are compatible with their interests and abilities, both 
within the facility and in the community. 

- - - - - pp pp I Activities shall be offered during evenings and weekends. 
I 

Activities and trips shall be provided outside the facility. 

There shall be a staff member responsible for managing recreation and leisure 
services 

The person responsible for managing recreation and leisure services shall be qualified 
by education and experience for the responsibilities of the position 

The staff who provide recreation and leisure programs shall be qualified by education 
andlor experience for the responsibilities of their position. 



riterla Descrlpt~on 

Stafflng requirements to provide actlvdies for recreation/restorative care programs 
shall be: a minimum of 40 hours (or the facility maximum full-time hours) for each 60 
esldents. 

THERE SHALL BE AN ORGANIZED PROGRAM OF SOCIAL WORK SERVICES, 
OR ARRANGEMENTS ARE MADE TO ACCESS AVAILABLE SOCIAL WORK 
SERVICES TO MEET RESIDENTS' PSYCHOSOCIAL NEEDS. 1 

1 There shall be a staff member responsible for coordinating social work services. 

THERE SHALL BE AN ORGANIZED SPIRITUAL AND RELIGIOUS CARE 
PROGRAM TO RESPOND TO THE SPIRITUAL AND RELIGIOUS NEEDS AND 

I Residents' preferred spiritual and/or religious observances, practices, and affiliations 
shall be supported, while respecting the r~ghts of others. I 

I Arrangements shall be made to provide for regular worship services. I 
I 

Efforts shall be made to arrange for spiritual counselling and one-to-one visitation, 
according to the resident's wishes. 

I Mechanisms shall be in place to support and facilitate residents' participation in the 
fac~lity's spiritual and/or religious programs 

I Arrangements shall be made to facilitate spiritual and religious care for the hearing 
and visually impaired, where resources are available 

There shall be a staff member responsible for coordinating the spiritual and religious I care program. 

THERE SHALL BE AN ORGANIZED PROGRAM OF THERAPY SERVICES OR 
ARRANGEMENTS SHALL BE MADE TO ACCESS AVAILABLE THERAPY 
SERVICES TO MEET RESIDENTS' IDENTIFIED THERAPY NEEDS 

/ There shall be provisions for individual~zed therapy services. 
= 
shall 

L- 

the based assessed needs the 1 

II There shall be a process in place to coordinate and integrate therapy services 
interventions with residents' nursing and personal care activities. 1 
Aids and equipment shall be arranged for through relevant assistive devices programs 
to meet the residents' needs, when payment is authorized by the 
residentlrepresentative. 

Staff shall be instructed in the safe and correct use of therapeutic equipment and 
adaptive aids. 1 

II Residents and representat~ves shall receive instruction about the use of equipment 
and adaptive aids. I 



I Criteria Description 

I There shall be a staff member responsible for coordinating therapy services. 

I Facility staff members who assist in the provision of therapy services to individual 
residents shall be instructed and receive direction from licensed therapists. 

J 

The relationship between the therapist and staff who assist in the provision of therapy 
services shall be clearly defined. 

I There shall be a current written description of each volunteer function to provide clear 
direction about the scope of volunteers' functions and responsibilities 

Volunteer services shall respond to residents' interests and shall be consistent with 
the residents' strengths, needs and preferences. 

medical and nursing assessments. 

When residents require dental treatment or other services not provided by the facility, 
assistance shall be provided to arrange for referral to a dentist or other dental 
personnel of the resident's choice, when payment is authorized by the 
residentl representative. 

A dental assessment, preventive services (scaling and cleaning, and an assessment 
to ensure that dentures are properly fitted) shall be offered annually or as required by 
qualified dental personnel, on a fee-for-service basis. 

II Arrangements shall be made to provide emergency dental services for residents as 
required, when payment is authorized by the residentlrepresentative. 

- - -- - - - - 

THERE SHALL BE AN ORGANIZED PROGRAM OF FOOT CARE SERVICES, OR 
ARRANGEMENTS ARE MADE TO ACCESS FOOT CARE SERVICES TO MEET 
RESIDENTS' NEEDS 

New residents shall have an assessment of their foot care needs on admission as part 
of the admission medical and nursing assessments. 

nts' - foot - needs - ess - least - eve - iree - 



riteria Description 

often as required by residents' needs. 

, Residents shall be provided basic nursing foot care at least every three months by a I 
. - 

1 other problems, and care of the nails and skin. 1 

OTHER PROGRAMSISERVICES PROVIDED BY THE FACILITY SHALL BE 
ORGANIZED TO PROVIDE SERVICES TO RESPOND TO RESIDENTS' 
IDENTIFIED NEEDS1 PREFERENCES. 

I Each program shall be developed based on residents' identified needs or preferences I 
- - -- - - - - - - - - - - 

Residentslrepresentatives shall be encouraged and supported to participate in 
determining the types of other programs and services provided by the facility 

- I 
Residentslrepresentatives shall be encouraged to participate in the planning and 
evaluation of all other programs and services provided by the facility. I 
THE PROGRAMS AND RESOURCES OF THE FACILITY SHALL BE ORGANIZED 
TO EFFECTIVELY MANAGE THE FACILITY AND EACH OF ITS PROGRAMS AND 
SERVICES, IN KEEPING WITH MINISTRY ACTS, REGULATIONS, POLICIES AND 

which guides the operation of the facility. 
- - 

An organizational chart shall be developed to represent the structure of the 
organ~zation and the reporting relationships. The organizational chart shall be updated 
as changes occur. 

I Long-term goals and short-term objectives shall be developed to support the facility's 
mission statement I 

I( Policies and procedures shall be kept current and available to all staff. I 

/I Opportunities for interdisciplinary and interdepartmental communication and 
coordination shall be in place and regularly evaluated I 



1 Criteria Description 

The boardlownerlgoverning body shall be responsible for the appropriate expenditure 
of financial resources and for meeting all the provincial financial requirements as 
outlined in the service agreement 

When servlces are contracted, there shall be written agreements between the facility 
and the contracted services, detailing the service expectations to meet the standards 
and cr~ter~a 

There shall be a designated administrator, accountable to the boardlownerlgoverning 
body with overall responsibility and authority for the day-to-day operation of the facility 

Required minimum on-site hours of administrator time are. Fewer than 65 beds: 16 
on-site hourslweek; 
66 to 99 beds: 24 on-site hours/week;100 or more beds: 40 hours or the facility 
maximum full-time hours. 

Qualifications of a new administrator shall include: Education in management andlor 3 
years relevant experience in management, and Education in health or social services 
or 3 years relevant experience in long-term care. 

- - - - - pp - - - - - - 

Staffmg needs for the facil~ty shall be evaluated accordmg to program and service 
requirements 

Staffing shall be provided according to the approved staffing plan in the service 
agreement. 

Staff shall be allocated according to residents' care needs, facility design and 
resources 

Written job descriptions detailing responsibilities and scope of function shall be 
available for all staff positions. 

The facility's policies, procedures, and work routines shall be followed in the provision 
of care and services. Staff shall be re-instructed when required. 

Supplies and equipment shall be provided and shall be readily available for use to 
support safe and effective care and services to residents, including but not limited to:. 
prjivacy screens which provide complete privacy, according to applicable legislat~on. 
Bedroom furn~shings such as beds with adjustable bed r a k  and firm, comfortable 
mattresses with waterproof covers; bedside tables, comfortable easy chairs, and 
where a resident is confined to bed, a bed with an adjustable head and foot Supplies 
and equipment for social, recreation and physical activities Supplies and equipment 
for social, recreation and physical activities. Medical supplies and nursing equipment 
for the care of residents, including the prevention or care of skin disorders, continence 
care. infection control and sterile ~rocedures Medical devices. such as catheters and 
colo&omy and ileostomy devices: Assistive devices for enabling residents to feed 
themselves. Assistive devices for enablina residents to feed themselves Sumlies and 

I equipment for personal hygiene and groohng, such as skin care lotions and bowders, 
shampoos, soap, deodorant, toothpaste, toothbrushes, denture cups and cleansers, 
toilet tissue, facial tissue, hair brushes, combs, razorslshavers, shavinq cream, - 
fernmine hyg~ene products, and self-help devices. 



1 Cr~ter~a Descnpt~on 

Supphes and equipment shall be ma~ntamed in good condition. 

THERE SHALL BE A COMPREHENSIVE, COORDINATED, FACILITY-WIDE 
PROGRAM FOR MONITORING, EVALUATING AND IMPROVING THE QUALITY OF 
ACCOMMODATION, CARE, SERVICES, PROGRAMS AND GOODS PROVIDED BY 
THE FACILITY. 

There shall be regular formal and informal mechanisms to monitor resident and family 
satisfaction with the quality of accommodation, care, services, programs and goods 
provided by the facility 

I Staff from all programs and services shall be involved in activities associated with 1 

I There shall be clearly assigned responsibilities for activities to monitor, evaluate and 
improve quality I 

I All activities and components of the program to monitor, evaluate and improve quality 
shall be documented I 

I The boardlownerlgoverning body shall provide feedback and respond to the issues 
raised by the activities to monitor, evaluate and improve quality. I 
THERE SHALL BE COORDINATED RISK MANAGEMENT ACTIVITIES DESIGNED 

CTUAL OR POTENTIAL RISKS TO THE SAFETY, 
ALTH OF INDIVIDUALS OR TO THE SAFETY AND 

Staff shall be informed of who to notify in case of an emergency in the facility. Names 
and telephone numbers for emergency services shall be readily available to staff. 



Criteria Descr~ption I 
1 Unusual occurrences shall be reported according to Ministry policy. 

/ A designated senior staff member shall be in charge of evacuation procedures. 

There shall be a system to readily Identify each resident in the facility (e.g photo 
identification, Identification bracelets). 

There shall be written contingency plans for handling internal disasters (including 
missing residents, bomb threats, fires, loss of essential services, service disruption). 

Written contmgency plans shall be developed in consultation with local and municipal 
emergency plannmg groups 

I The fire plan shall be reviewed annually. I 
I Monthly fire drills shall be held on all shifts and staff attendance documented. I 
1 All facility staff shall receive instruction in fire safety procedures annually. I 
All volunteers and residents shall be provided opportunities to receive instruction 
about fire safety procedures. 

There shall be wr~tten contingency plans for the operation of the facility under the 
conditions of external disaster (includmg weather-related, community, and 
environmental disasters). 

1 Emergency plans shall be developed in consultation with local and municipal 
emergency planning groups. 

There shall be an organized program of mfection control, coordinated by a 
multidisciplinary committee which meets regularly and which is chaired by a ' designated health care professlonal with expertiselinterest in infection control 

1) management activities of the infection control program. 1 



Cr~teria Description 

A contmgency plan and pollc~es and procedures shall be developed and implemented 
in the event of a suspected or confirmed outbreak. 

There shall be a process to facilitate early communicat~on of an outbreak, withm the 
facillty and to external agencies. 

Specific pol~cies relating to infect~on control and outbreak control shall be developed 
for each department and all personnel shall be ~nstructed and supervised in 
Implementing the policies. 

THERE SHALL BE AN ORGANIZED SYSTEM OF RECORDS MANAGEMENT 
WHICH INCLUDES THE COMPONENTS OF COLLECTION, ACCESS, STORAGE, 
RETENTION AND DESTRUCTION OF RECORDS 

Completeness of the record 
Mamtaining records 
Confidentiality of information including any applrcable FlPPA requ~rements 
Access by the lnterdisc~plinary care team 
Access by residents to their own records. 

Members of the interdisc~plinary care team shall have access to residents' records as 
needed in providing care. 

When resdents are transferred to hosp~tal, any relevant informat~on required for their 
continuing safe care shall be transferred at the same time, unless prohibited by other 
legislative requ~rements. 

MEDICAL SERVICES SHALL BE ORGANIZED TO MEET RESIDENTS' MEDICAL 
NEEDS, INCLUDING ASSESSMENT, PLANNING AND PROVISION OF 
RESIDENTS' INDIVIDUALIZED MEDICAL CARE, CONSISTENT WITH 
PROFESSIONAL STANDARDS OF PRACTICE 

Medical services shall be provided through the appomtment of a medlcal director, 
licensed by the College of Physicians and Surgeons of Ontario II 

Prior to reappointment of the medical director, the administrator shall conduct a re vie^ 
to determine that helshe is meeting the terms of the agreement. 



The medical director shall provide advice to the administrator in the areas of 
developing, implementing, and evaluating services and policies. 1 
- -- -- - - - - - 

I 

The medical director shall have the responsibility, accountability and authority to 
mon~tor and evaluate the medical care and services provided by physicians and to 
take action when standards are not met. 

All attending physicians who are given privileges to provide medical care to residents 
in the facility shall be licensed by the College of Physicians and Surgeons of Ontario. I 

I 
-- -- - - - - - 

All attendrng physicrans shall be appointed by the admmistrator, on the advce of the 
medical director I 

The contractlwritten agreement between the facility and each attending physician 
shall identify the term of the appointment and the responsibilities of the position. I 

~ ~ --- ~- -- - ~ 

to reappointment of the attending physicians, the administrator, in consultation 
medical director, shall conduct a review to determine that they are meeting 

of the agreement. I 
maintain continuity and ongoing evaluation. 

All medical care and services prov~ded by physicians in Long-Term Care facilities, 
shall be subject to peer assessment by the College of Physicians and Surgeons of 
Ontario, on a random basis, according to College procedures. 

ENVIRONMENTAL SERVICES SHALL BE ORGANIZED TO PROVIDE A SAFE, 
COMFORTABLE, CLEAN, WELL-MAINTAINED ENVIRONMENT FOR RESIDENTS, 
STAFF AND VISITORS. 

There shall be a staff member responsible for managing maintenance services. 

I 
There shall be a staff member responsible for managing housekeeping services. 

I There shall be a staff member responsible for managing laundry services. I 
I There shall be an organized program for waste management. I 



Criteria Description 
4 

be in a location which is easily accessible for any waste collection vehicles. 

Every waste storage station shall be emptied and cleaned at least weekly, or more 
nftnn ac rpnl ~irprl 

Where there is a private sewage and waste disposal system, measures shall be taken 
to maintain the system. 

Measures are implemented to control pests. 

" 

The water supply serving the facllity shall be free of offensive odours and free of 
mmerals which can damage the plumbing system or stain fixtures and equ~pment. 

Where there is a private water supply that is chemically treated (e.9. chlorinator or 
other such treatment system), the chemical residual shall be checked on a daily basis 
and a record shall be kept on file at the facility. 

1 

The facility shall be maintained at a minimum temperature of 22 degrees Celsius. 1 



riteria Description 
I 

I At least once a year the heating equipment shall be serviced by qualified personnel 
and the chimneys shall be inspected and cleaned if necessary. 1 
I At least once a year air conditioning and air exchange systems shall be serviced by 
qualified personnel. 1 

I THE FACILITY INCLUDING FURNISHINGS AND EQUIPMENT SHALL BE I 
I 

The maintenance program shall prov~de for routine, preventive, and remedial 
maintenance. 

Maintenance services shall provlde 24-hour emergency coverage. 
1 . 

An established schedule of preventive maintenance procedures shall be followed and 
completion of work shall be documented. 

I Plant and environmental control systems shall be maintained in good operating order. I 
- - - --- - - - - - - - - - - I All electrical appliances shall be Canadian Standards Association approved 

- - - - - - -- - -- 

f ~ h e  exterior of the building. walkways and outside areas shall be kept in good repair 1 
1 and free of debris. I 
All entrances, ex~ts, exterior stairwells and walkways shall be kept clear and 

Outside furniture shall be maintained in good repair, safe for resident use. I 
Flooring shall be composed of a smooth, tight, impervious, non-slippery material that 
IS maintained free of cracks, breaks and open seams I I 

1) Carpets shall be maintained in good repair. free of open seams, tears and buckling. I 
Walls, ceilings and doors shall be maintained in good repair. 1 

11 All grab bars shall be securely fastened. I 
11 All faucets installed for resident use shall be clearly identified and easy to use. I 
11 Protective guards shall be placed around and over all radiators and heating devices. I 





Criteria Description 
1 

LAUNDRY SERVICES SHALL BE ORGANIZED TO MEET THE LINEN AND 
PERSONAL CLOTHING NEEDS OF RESIDENTS. 

Policies and procedures, work routines, schedules, and frequencies shall be followed 
for collection, transporting, sorting, processing, and delivery of linen and residents' 
personal clothing. 

The facility shall provide labels as well as a service that labels all resident clothing, 
without additional cost to the resident. . I 

I Clothing shall be clearly labelled in a manner that respects residents' dignity. I 

I There shall be a system to communicate to residents1 representatives, resident needs 
for clothing purchase or repair, as applicable. 

There shall be a system in place to sort clothing for machine washing and dry 
cleaning. I 

I There shall be a system to regularly check for misplaced or unlabelled articles. I 
There shall be a system in place to follow up and take action on all reports of lost 

- -- - - - - - -- - - 

ll~he; shall be ~ U D D I V  of clean linen (includina sheets. rillow cases, blankets, towel; f 





Criteria Description I 
- - - - - -- - - - 

There shall be an establrshed menu cycle for both regular and therapeut~c diets, 
including texture mod~fcat~ons and snacks i -- I 
Each day each resident shall be provided with a variety of foods, including at least the 
following: . Grain Products: five servings of whole grain or enriched bread and cereals; I 

Vegetables and Fruits: five 125 ml servings 
Milk Droducts: adults - 500 ml; and 

of vegetables, fruits andlor fruit juices; I 
  eat and Alternatives: Two servings weighing 50 to 100 grams cooked weight of 

meat containing 7 grams of protern for each 30 gram sewing, or the equivalent grams 
of protein in alternatives. 

I The menu plan shall provide nutrients, calories and fluids based on recommended 
dietary allowances that provide for daily amounts to meet current Recommended 
Nutrient Intake (RNI) as determined by Health and Welfare Canada and adjusted for 

I the facility residents' age, sex, weight, physical activity, physiological function and 
therapeutic needs. 

1 All menus, including alternative choices, for the whole of the current week shall be 
dated and posted in advance of the current week for reference by persons serving 
food. I 
Menus shall be communicated to the residents 

The planned alternative menu choices for entrees, vegetables, and desserts shall be 
provided, prepared and served at the same time as the frst cho~ce. 

I Menu substitutions shall be of comparable nutritional value. I 
Any change to a meal shall be marked on the production menu before the preparation 
of the meal is commenced. 

I Facihty staff involved in food preparation or service shall participate in a food safety 
awareness program, offered by the board of health. 1 
Food shall be obtamed from regulated and approved sources, with any exceptions 

1 approved by the registered dieticlan 
J 

1 All food shall be stored and maintained in a manner that mevents contammation or 1 
spoilage, 

prevents food-borne illness, 
retains maximum nutritive value and food quality, and 

prevents contamination or spoilage, 
prevents food-borne illness, 
retains maximum nutritive value, and 
enhances effective food production. 



Crrteria Description 

Residents shall be involved in planning times of meal service, in keeping with the 

up to at least 0830 hours. 
The evening meal shall not be served before 1700 hours 

A minimum of three meals shall be offered to each resident daily. I 

Snacks shall be offered to all residents at mid-afternoon and at bedtime, unless 
contraindicated in individual residents' plans of care. 

All residents shall be provided supervlsron during meals. 

Residents shall be served meals in the dining room unless their needs are better met 
in another location, according to the residents' plans of care. 

Meals shall be served one course at a time, unless individual residents request 
otherw~se 

The portion size for menu items shall be posted for serving staff and followed unless 
otherwise specified by the residents' requirements. 

Hot foods shall be served to residents at a minimum of 60•‹C and cold foods shall be 
served at a maximum of 5"C, excluding tube feedings. 

To provide a pleasurable dining exberience, meals shall be served in an unhurried 
manner, In comfortable dinmg areas equipped to meet the meal service requirements 
of residents. 

Minced and pureed items shall be provided after there has been a nutritional 
assessment. 

Nutritional care shall be provided consistent with the current Ontario Dietetic 
Association/Ontario Hospital Association Nutritional Care Manual and dietetic 

1 professional standards. 





The method of communication established between the facility and the pharmacist; 
Quality management expectations for pharmaceutical service, including but not 

limited to drug storage, prescribing and distribution systems, and corresponding 
documentation required by the facility; 

Participation in the interdisciplinary review process for the direction of the facility's 
pharmacy program and service; 

Providing accurate and safe acquisition and dispensing of medications for each 
resident within a mutually agreed upon time, in accordance with resident needs, 
legislation and Ministry policies and procedures; 

Reviewing the residents' profile prior to dispensing prescriptions, and communicating 
and resolving any concerns with the attending physician, and a process for notifying 
the facility of any change in physician orders. . Providing clinical consultation within a 
mutually agreed upon time on residents' pharmacotherapy and other drug-related 
matters, including participating when requested in the development, implementation, 
and review of residents' individual care plans (either in person or through a written 
report to the interdisciplinary care team) and in response to identified resident needs. 

Documenting all clinical consultations concerning a specific resident's therapy on the 
resident's health record; 

Reporting any irregularities or concerns about drug ordering or administration to the 
administrator, physician, or the director of nursing; 

Preparing and reviewing a record of the drug regimen for the residents' quarterly 

Maintaining a complete medication profile for each resident 
Providing a complete medication administration record (MAR) for each resident 

Implementing programs designed to improve residents' pharmacotherapy, such as a 
drug utilization review, drug compression; 

Providing educational seminars related to pharmacy and therapeutics for medical 
and nursing staff; 

Providing necessary information and education about the specific medications that 
are administered, to the professional staff who administer medications and to 
residents, as required; 

destruction within the facility according to applicable legislation and facility 



Criteria Description 
I 

Access to pharmacy service shall be available on a 24 hour basis seven days a week. I 

Drug reference materials, the pharmacy's telephone number, the pharmacy policy an 
procedure manual, antidote information, and the telephone number of the regional 
poison control centre shall be available at each nursing unit. 1 
- - - - - - 

THERE SHALL BE AN ORGANIZED INTERDISCIPLINARY REVIEW PROCESS 
FOR DIRECTING THE FACILITY'S PHARMACY PROGRAM AND SERVICE. I 
The pharmacist shall participate in the interdisciplinary review process for the direction 
of the facihty's pharmacy program and service. 

The review process shall include but not be limited to' . Documenting findings of the 
review and actions on a quarterly basis; 

Reviewing the Quality and Risk Management program as it relates to pharmacy 
services with a focus on improving residents' pharmacotherapy. 

' Current wr~tten polic~es and procedures shall be in place for all aspects of pharmacy 
service. 

1 THE PRESCRIPTION ORDERING AND TRANSMISSION OF ORDERS SHALL 

1 SUPPORT THE SAFE PROVISION OF DRUGS TO RESIDENTS. 
1 

All prescr~ptions shall be written and shall be signed by the physcian 1 
Prescriptions shall specify at least the resident's name, date, medication name, 
strength, form, quantity, frequency and route of administration (application area if 
topical), and be signed by the physician. 

There shall be a system in place for safe, accurate and timely transmission of all 
prescription orders. 

All telephone prescription orders shall be given by the prescriber and shall be 
received and documented in the facility by registered nursing staff or the pharmacist. I 
The prescriber or the attending physician shall sign the documented telephone order 
in accordance with established facility policy. 

A written copy of all prescriptions or duplicate prescription order sheets signed by the 
prescriber shall be sent to the pharmacist 

All medication orders telephoned to the pharmacy shall be given only to the 
pharmacist. 

-- 

There shall be a quarterly, or more frequent as needed, documented review of each 
resident's medications, signed by the physician. 

Following the quarterly medication review, the quarterly medication review record 
shall be included in the resident's health record and a copy shall be returned to the 
pharmacy. 



Every drug cabinet or storeroom shall be kept locked at all times and only the 
registered nursing staff and the pharmacist may have access to the keys. 

System), such as unit doselblker pack shall k e  in use f& i l l  medications except 
liquids or other forms of medication which require dispensing in an alternative suit 

Drugs shall be destroyed and removed from the facility according to applicable 
egislation and established Ministry policies and guidelines. 

able 

Crlter~a Descr~pt~on 

! 
THE PHARMACY SERVICE SHALL PROVIDE FOR THE ACCURATE, SAFE 
DISPENSING OF PRESCRIPTION DRUGS AND BIOLOGICALS TO MEET 
RESIDENTS' IDENTIFIED MEDICATION REQUIREMENTS 

D~spenslng shall be carrled out by a pharmacist, physlclan or dentlst In all but 
except~onal circumstances, where the reg~stered nurse may dispense, accordmg to 
established pollc~es and procedures (Refer to Res~dent Leaves of Absence pollcy) 

N, AND AUDITING, IN 

S OF SANITATION, TEMPERATURE, LIGHT, HUMIDITY AND 

11 A medicat~on administration system facihtatina monitorinq (Monitored Dosaae 

1) system. 

II DISPOSAL OF DRUGS SHALL BE IN ACCORDANCE WITH ESTABLISHED 
MINISTRY POLICY. 

D~scontinued, unused, expired, recalled, deteriorated, unlabelled drugs and containers 
with worn, illegible, damaged, mcomplete or missing labels shall be removed from 
current medication supplies. 



E DRUG REACTION, WITH SPECIFIC 



Appendix 4: Home Profile Example 

DOUGLAS H. RAPELJE LODGE (WELLAND) 
277 PLYMOUTH ROAD Welland L3B 6E3 
Tel: 905-714-7428 Fax: 905-714-7423 

Local Health Integration Network HAMILTON NIAGARA HALDIMAND BRANT 
(HNHB) 

1 Health Region Central-South 1 CCAC Niagara Service ~ r e a :  Niagara 
Administrator MR TOM HUNTER 
Operator THE REGIONAL MUNICIPALITY OF NIAGARA 
PETER PARTINGTON OperatorlBoard Chair REGIONAL CHAIR 

Type of Operator Municipal Management Firm 
Home Structure A visit to the home is highly encouraged. Home with 
approximately 120 beds. 
Approved Short-Stay Beds Yes 
Residents' Council Yes 
Family Council Yes 
CCHSA Accreditation Yes 
Home Designated Under French Language Services Act No 
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