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I

n related research, Stall and colleagues examined the relation between ownership of a long-term care (LTC) facility and
the occurrence, extent and mortality associated with outbreaks of coronavirus disease 2019 (COVID-19) in Ontario’s
623 LTC facilities.1 In their analysis, adjusted at the facility level,
the authors found no association between ownership and the
odds of an outbreak occurrence. They did find, however, that
facilities run on a for-profit basis had more extensive outbreaks
and more deaths than facilities run on a nonprofit basis, with an
even more marked effect when for-profit facilities were compared with facilities that were entirely municipally run. However,
when multi-bed room design was added to the model, for-profit
ownership status lost its significance for these outcomes, leading
the authors to conclude that building upgrades should be an
important part of addressing the problems in the LTC sector in
Ontario.
In their expanded model, the authors also found that chain
status of the LTC facility conferred a significant risk of more
extensive outbreak and deaths. Of Ontario’s for-profit LTC facil
ities, 85% are part of a chain (v. 31% of nonprofit, and no chains
among municipally run homes), which begs the question of
whether for-profit chain status of a facility is a significant and
independent risk factor for more extensive outbreaks and
deaths, even after controlling for multi-bed rooms. If so, simply
ensuring building upgrades, while important, is unlikely to be
enough to address systemic deficiencies.
Stall and colleagues’ study did not include data on staffing
across facility ownership groups. Long-term care staffing is consistently reported in the literature as being an important difference between for-profit, nonprofit and publicly owned facil
ities.2,3 A 2011 study of nursing homes in the United States found
that the largest for-profit chains had the lowest nursing hours,4
and an earlier Canadian study found that government (healthauthority)–owned facilities provided 61 more minutes of staffing
per resident day than for-profit facilities.5 A recent report from
the Office of the BC Seniors Advocate on government contracts
to LTC homes found that the for-profit sector failed to deliver
207 000 hours of care for which it had received funds in 2016/18,
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Research has shown that for-profit ownership of long-term care
(LTC) homes has been relevant to patterns of coronavirus
disease 2019 (COVID-19) outbreaks and deaths in Ontario; this is
related to building characteristics and chain status of owners.
For-profit ownership has been related to lower LTC staffing
levels in research comparing for-profit and nonprofit facilities.
Recent research has shown an association between lower nurse
staffing levels and worse COVID-19–related outcomes in LTC
facilities.
Long-term care policy should prioritize funding and mandating
sufficient staffing levels based on the available evidence.

compared with the nonprofit sector, which provided 80 000 more
hours of care than it was funded to deliver.6 Moreover, research is
starting to show that, when it comes to outbreaks of COVID-19,
LTC staffing matters..
A recent study of COVID-19 outbreaks in California found that
LTC facilities with total staffing levels of registered nurses (RNs)
less than the recommended minimum standard (0.75 h per resident day) were twice as likely to have residents with infection of
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2)
than adequately staffed facilities.7 A study in Connecticut found
that for LTC facilities with at least 1 confirmed case of COVID-19,
every 20-minute (per resident day) increase in RN staffing was
associated with 22% fewer confirmed cases, and in facilities with
at least 1 death from COVID-19, every 20-minute increase in RN
staffing significantly predicted 26% fewer deaths.8
Recognizing the importance of staffing characteristics was
key to limiting COVID-19 outbreaks in long-term care in BC. Staff
were quickly identified as an important vector of transmission,
which led to the BC government limiting staff working across
multiple sites by offering the same higher standard of wages and
working conditions to all LTC workers.9
This evidence clearly shows that ownership matters when
it comes to staffing, and staffing matters when it comes to
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managing outbreaks of COVID-19 in LTC facilities. Evidence
from time-motion studies and modelling have also allowed for
easy calculation of the number and types of staff needed to
meet resident care needs.9 Ratios of 1 care aide for 10 or more
residents are clearly unacceptable to meet the care needs of
nearly all residents now admitted to publicly funded LTC
homes. Minimum standards should be ratios of 1 personal
support worker (care aide) to no more than 5 to 7 residents for
day and evening shifts. 10 Recommendations for minimum
ratios of residents to RNs and licensed practical nurses,
adjusted for resident case mix, are also available and evidence informed.11
In preparation for the next wave of COVID-19, public policy
should be directed at funding, mandating and enforcing sufficient staffing levels based on the available evidence, not only
to address resident care needs, but also to accommodate the
added time required for safety-related tasks such as meticulous handwashing, careful donning and doffing of personal
protective equipment, and consistent compliance with infection control standards. If requirements to fund adequate levels
of staffing affect the bottom lines of for-profit facilities, then it
might be time for this care to be turned over to public and nonprofit entities.
As O’Neill and colleagues noted, “If increasing quality
raises costs more quickly than it does revenues, profits must
fall as quality improves. That is, a trade-off between profit and
quality would exist.”12 Public policy needs to come to terms
with this trade-off and intervene on behalf of our most vulnerable seniors.
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