Carey, Linda HLTH:EX

Subject:
Location:

Start:
End:

Recurrence:
Meeting Status:
Organizer:

Required Attendees:
Optional Attendees:

Categories:

Meeting with Fraser Health Team and Seniors Advocate
WEBEX meeting #8:15:817  /Dial ins.15; s.17

Mon 2020-01-06 11:00 AM
Mon 2020-01-06 12:00 PM

(none)

Meeting organizer

Mackenzie, Isobel HLTH:EX

Mackenzie, Isobel HLTH:EX; XT:HLTH Sheppard, Irene; Harjit.Gill1 @fraserhealth.ca;
XT:Procter, David HLTH:EX; XT:Liggett, Brenda HLTH:IN; XT:HLTH Williams, Barbara;
Grewal, Tajinder (George); Chatha, Dee

Peters, Norman; Cowan-Douglas, Rob J HLTH:EX

Meetings

WEBEX meeting regarding a report on the contracts in long-term care homes in B.C.

Isobel would like to review as a group, an update of the analysis of the funding flow in B.C.

The purpose of the meeting is to provide you with an update of the analysis and to share with you her approach to the

report on this topic. At present she is targeting early 2020 for release of the report.

Meeting attendees will need to visit this link on the day of the meeting to access the PowerPoint slides:

s.15; 5.17

The meeting number is$-19; 8.17

When joining Webex, it will ask if you want to be called automatically. If you wish to dial in manually (or if you

wish to only be on the teleconference portion), you will need to dial

s.15; 5.17

Invitees:

s [rene Sheppard
e David Procter
e Harjit Gill

e Dee Chatha

e George Grewal
s Brenda Liggett

and enter the above meeting number.
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Cowan-Douglas, Rob J HLTH:EX

From: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Sent: December 17, 2019 3:33 PM

To: Cowan-Douglas, Rob J HLTH:EX

Cc: Orr, Timothy

Subject: RE: Follow up to Dec 17 OSA LTC funding meeting

Hi Rob,

The conversion is based on the professional/non professional hours, which is what they are accountable for and why you
had those rates before.

Professional = $61.87
Non-Professional = $39.51

Say they are accountable for 10,000 professional hours and 20,000 non-professional hours.

At the end of the year they provided 10,500 professional hours. The conversion would then be done to say they could be
under on the non-professional by 500 hours * the difference in professional vs. non professional rate. Therefore
{661.87/539.51) = 1.57.

Therefore they could be under on their non professional by 500 * 1.57 = 785. This would therefore drop their DCH
accountability.

The same happens vice-versa if their professional hours are under the amount funded. It would then increase their
direct care hour accountabhility.

Saying all of this, conversion is being scrapped for the upcoming fiscal.
Thanks,

Nic Van Westen, CPA, CGA

island Health Manager Budgets & Financial Analysis
Finance Aberdeen

1450 Hillside Avenue, Victoria, BC V8T 2B7

p: 250-370-5635 or local 35635

e: nicolaas.vanwesten{@viha.ca

This email and any attachments are only for the use of the intended recipient(s) and must not be distributed, disclosed, used or
copied by or to anyone else. This emait and any attachments may be confidential, privileged or subject to the provisions of the
Freedom of Information Act and/or the Protection of Privacy Act. If you receive this email in errorplease contact the sender by return
email or at the above address and delete all copies of this email and any attachments. )

From: Cowan-Douglas, Rob J HLTH:EX <Robh.CowanDouglas@gov.bc.ca>
Sent: Tuesday, December 17, 2019 2:45 PM

To: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>

Subject: RE: Follow up to Dec 17 OSA LTC funding meeting

Hi Nic,
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Thanlks for this.

In terms of conversion of hours that is permitted in VIHA, would these be the numbers used in that
calculation? For example, if a facility replaced one RN hour with LPNs, they would need to put in
76.28/46.98=1.6 LPN hours?

Regards,

Rob

From: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>

Sent: December 17, 2019 1:39 PM

To: Cowan-Douglas, Rob J HLTH:EX <Rob.CowanDouglas@gov.bc.ca>
Subject: RE: Follow up to Dec 17 OSA LTC funding meeting

Hi Rob,

Looking back at the old funding models from those years, this is what | could find for the breakdown by RN/LPN/HCA in
the background:

island Health - Funding Model Rates by

Classification
2017/18 2018/19
RN $ 76.28 $ 77.43
LPN S 46.98 S 49.33
HCA S 39.08 S 39.68

As discussed at the meeting, the incremental hours the MoH has provided the past 2 years have been paid out at lower
of actual or model rates + a %, so in many cases would be lower than rates above.

Hope that helps.
Thanks,

Nic Van Westen, CPA, CGA

island Health Manager Budgets & Financial Analysis
Finance Aberdeen

1450 Hillside Avenue, Victoria, BC V&T 2B7

p: 250-370-5635 or local 35635

e: nicolaas.vanwesten®@viha.ca

This email and any attachments are only for the use of the intended recipient(s) and must not be distributed, disclosed, used or
copied by or to anyone else. This email and any attachments may be confidential, privileged or subject to the provisions of the
Freedom of Information Act and/or the Protection of Privacy Act. If you receive this email in error please contact the sender by
return email or at the above address and delete all copies of this email and any attachments.

From: Cowan-Douglas, Rob J HLTH:EX <Rob.CowanDouglas@gov.bc.ca>
Sent: Tuesday, December 17, 2019 12:12 PM
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To: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Subject: Follow up to Dec 17 OSA LTC funding meeting

Hi Nicolaas,
Following up on one of the items from today’s meeting.

We currently have 2017/18 care hour funding from VIHA that looks like this:
“The funding model has a professional and non professional hourly rate.
For a 75 and > bed site, 25% professional hrs are funded to total funded dc hrs, the April 1, 2018
hourly rates are:
Professional = $61.87
Non-Professional = $39.51
Blended rate = $45.10"

This was provided to us by Lori back in June 2018.

Can we get the professional and non-professional categories broken down into:
- RN
- LPN
- Care aide
- Professional allied
- Non-professional allied

If this isn’t possible, then | have some follow up questions on how we can make the previously provided
numbers work better for our analysis. '

Some other guestions:
- What happens for facilities with fewer than 75 beds? The above is noted for 75+ beds
- For facilities not subject to the funding model, what do you think we should be doing to arrive at these
“what is care funded at” numbers that Isobel is wanting to use?

If we could get this within the week, that would be ideal. | know we're heading into Christmas, but Isobel is
hoping to arrive at a draft of this report in the coming weeks.

Thank you kindly,

Rob Cowan-Douglas | Manager, Analytics

ﬁ% OFFICE OF T

SENIORS ADVOCATE
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Direct: 250.952.3038 / Toll-free line: 1.877.952.3181
6th floor, 1405 Douglas Street

PO Box 9651 STN PROV GOVT
Victoria, B.C. V8BW 9P4
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Carey, Linda HLTH:EX

Subject:
Location:

Start:
End:

Recurrence:
Meeting Status:

Organizer:
Required Attendees:

Optional Attendees:

Categories:

Meeting with George Grewal, Ray Houston of FHA, Ron Vanhalen, VCH, Nicolaas

Vanwesten VIHA, Paul Champness of IHA
OSA Boardroom

Tue 2019-12-17 10:00 AM
Tue 2019-12-17 12:30 PM

(none)
Meeting organizer

Mackenzie, Isobel HLTH:EX

Mackenzie, Isobel HLTH:EX; Cowan-Douglas, Rob J HLTH:EX; George (Tajinder) Grewal
(tajinder.grewal@fraserhealth.ca); Ray Houston (ray.houston@fraserhealth.ca); XT:HLTH
Vanhalen, Ron; Nicolaas Vanwesten (nicolaas.vanwesten@viha.ca); Champness, Paul

Procter, David

Meetings

report on the Contracts in long-term care homes in B.C. Would like to review as a group with you an update of the
analysis of the funding flow in B.C.
The purpose of the meeting is to provide you with an update of the analysis and to share with you her approach to the
report on this topic. At present she is targeting early 2020 for release of the report.

Meeting attendees will need to visit this link on the day of the meeting:

s.15; 5.17

The meeting number iss.15; s.17

When joining Webex, it will ask if you want to be called automatically. If you wish to dial in manually (or if you
wish to only be on the teleconference portion), you will need to dial

s.15; 5.17

and enter the above meeting number.
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Cowan-Douglas, Rob J HLTH:EX

From: Cook, Heather G HLTH:EX

Sent: July 10, 2019 9:21 AM

To: Cowan-Douglas, Rob J HLTH:EX

Subject: FW: DRAFT - RE: follow up data requests
Attachments: Question 1.xlsx: Question 2.xlsx; Question 3.xlsx

Same message

Heather Cook, RN, MScN

Director, Systemic Review and Research
Office of the Seniors Advocate

Province of British Columbia

T: 1-778-698-9132
Heather.g.cook@gov.bc.ca

From: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Sent: July 2, 2019 8:27 AM

To: Cook, Heather G HLTH:EX <Heather.G.Cook@gov.bc.ca>
Subject: RE: DRAFT - RE: follow up data requests

Hi Heather,
Attached are the responses for your 3 questions below.
Thanks,

Nic Van Westen, CPA, CGA

Island Health Manager Budgets & Financial Analysis
Finance Aberdeen

1450 Hillside Avenue, Victoria, BC V8T 2B7

p: 250-370-5635 or local 35635

e: nicolaas.vanwesten{viha.ca

This email and any attachments are only for the use of the intended recipient(s) and must not be distributed, disclosed, used or
copied by or to anyone else. This email and any attachments may be confidential, privileged or subject to the provisions of the
Freedom of Information Act and/or the Protection of Privacy Act. If you receive this email in errorplease contact the sender by return
email or at the above address and delete all copies of this email and any attachments.

From: Cook, Heather G HLTH:EX <Heather.G.Cook@gov.bc.ca>
Sent: Monday, june 17, 2019 1:59 PM

To: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>

Cc: Lodge, Cynthia <Cynthia.Lodge@viha.ca>

Subject: RE: DRAFT - RE: follow up data requests

Hello Nic

1. Could you please convert the per diem to total $$, and include temp bed funding? We are assuming this number
will include the client co-pay.
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2. Yes, please...the requirements outlined on your annual funding advice in hours. | am assuming that your annual
advice letter indicates provide XXXXX # of RN hours {not the ratio of 3.20). We understand that VIHA has a '
statement on the annual funding advice that indicates an opportunity to convert a portion of professional to
non-professional with the proviso that all direct care funds are expended on direct care.

3. [Ifitis easier for you to provide the budgeted cost for owned/operated, we would be fine with that.
Alternatively, actual funding if that’s easier. Isobel is trying to get a sense of whether the belief that contracting
is cheaper than operating is “fact or fiction”, especially as direct care hours in owned/operated and contracted
sites will be more similar with the 3.36 focus from the MoH.

Thank you...and please let me know if you need further clarification.
Heather C

Heather Cook, RN, MScN

Director, Systemic Review and Research
Office of the Seniors Advocate

Province of British Columbia

T: 1-778-698-9132
Heather.g.cook@gov.bc.ca

From: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Sent: June 13, 2019 2:05 PM

To: Cook, Heather G HLTH:EX <Heather.G.Cook@gov.bc.ca>
Cc: Lodge, Cynthia <Cynthia.Lodge @viha.ca>

Subject: FW: DRAFT - RE: follow up data requests

Thanks Heather,
Couple of questions:

ASK #1:
Can you please provide the total annual funding (by individual contracted long term care site) for 2015/16; 2014/15;
2013/14.
e We provided the gross per diems for 2013/14 — 2016/17 to the OSA in April 2018. ( see attached ). Will this
suffice or you need us to convert it into total dollars?
¢ |f you want total dollars, should we be including temporary beds that opened and closed throughout the year?

ASK #2:

1, For the 2016/17 year AND 2017/18 year can you please provide (by individual contracted facility) the number of
Direct Care Hours the facility was required to provide? NOTE: | am assuming this was communicated to the care provider
in their annual funding letter.)

e Just want to clarify what is needed. You want us to provide what we send them on their annual funding advice
at the start of the year? Annual funding advice letters are based on 100% occupancy and unconverted hours.
Conversion between professional/nonprofessional care staffing can impact volume of accountable DCH for sites
subject to Funding Model, so their accountable hours at year-end would change from what was stated on the
funding advice.

» Do you want the ratio {ie. 3.20) or the total hours

Ask #3

The ask then, is for each HA to provide the “cost to operate” (the annual operating budget) for each owned/operated
residential care site.
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" e Do you want the actual costs (total actual dollars) or what we have budgeted for each site?
Thanks,

Nic Van Westen, CPA, CGA

Island Health Manager Budgets & Financial Analysis
Finance Aberdeen

1450 Hillside Avenue, Victoria, BC V8T 2B7

p: 250-370-5635 or local 35635

e: nicolaas.vanwesten@viha.ca

This email and any attachments are only for the use of the intended recipient(s) and must not be distributed, disclosed, used or
copied by or to anyone else. This email and any attachments may be confidential, privileged or subject to the provisions of the
Freedom of Information Act and/or the Protection of Privacy Act. If you receive this email in errorplease contact the sender by return
email or at the above address and delete all copies of this email and any attachments.

From: Cook, Heather G HLTH:EX <Heather.G.Cook@gov.bc.ca>
Sent: Thursday, June 13, 2019 12:04 PM

To: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Subject: RE: follow up data requests

Hello Nic,
| think the most challenging ask is likely the #3 ask, and | can hold on this until the end of the first week of July.
I can hold for the #1 ask until end of first week of July as well.

The #2 ask | have highest priority for....so if you can do it by end of June, much appreciated. If you're stuck and can’t
until the end of the first week of July then that's what it will have to be.

Thanks much!

Heather Cook, RN, MScN

Director, Systemic Review and Research
Office of the Seniors Advocate

Province of British Columbia
T:1-778-698-9132
Heather.g.cook@gov.bc.ca

From: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Sent: June 13, 2019 10:48 AM

To: Cook, Heather G HLTH:EX <Heather.G.Cook@gov.hc.ca>
Subject: RE: follow up data requests

Hi Heather,

Look forward to gett_in_g to know you as well.

Sorry there was nobody for you to contact. | see Lori set an out of office response, but maybe not to external contacts?
We will get started on this work. | am still learning the ropes of Lori’s role on the contracted side, so am relying on the

financial analyst for contract LTC under me who has the detailed knowledge of a lot of the information requested.
Unfortunately she is off the next 2 weeks. Is there any way to extend to the first week of July?

3
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Thanks,

Nic Van Westen, CPA, CGA

island Health Manager Budgets & Financial Analysis
Finance Aberdeen

1450 Hillside Avenue, Victoria, BC V8T 2B7

p: 250-370-5635 or local 35635

e: nicolaas.vanwesten{@viha.ca

This email and any attachments are only for the use of the intended recipient(s) and must not be distributed, disclosed, used or
copied by or to anyone else. This email and any attachments may be confidential, privileged or subject to the provisions of the
Freedom of Information Act and/or the Protection of Privacy Act. If you receive this email in errorplease contact the sender by return
email or at the above address and delete all copies of this email and any attachments.

From: Cook, Heather G HLTH:EX <Heather.G.Cook@gov.bc.ca>
Sent: Thursday, June 13, 2019 10:28 AM

To: Van Westen, Nicolaas <Nicolaas.Vanwesten@viha.ca>
Subject: follow up data requests

Hello Nic,

I look forward to getting to know you. | enjoyed working with Lori when | was in VIHA, and have appreciated her
expertise in my role in the Office of the Seniors Advocate.

| have requested several pieces of information from all Health Authorities, and have not had response from Lori {no
wonder!!) on the asks for VIHA. The asks are outlined below, and | would be happy to chat with you about them on
Monday or Tuesday next week if it's helpful,

This data was all required to the Office of the Seniors Advocate by end of this week, however given Lori’s retirement, |
can extend the time to end of June if that is helpful for you. We can discuss next week if you wish.

Ask #1:
Can you please provide the foliowing information:

- the LONGTERM CARE funding (residential care) methodology for Island Health? What is the rate funded for
RN, LPN, HCA, Allied Health? What is the benefit rate? Is that included {or not) in the rate funded # you
provided?

- Ingeneral, would you say that most/all sites are funded within the methodology? (versus some other
methodology?)

- Can you please provide the total annual funding (by individual contracted long term care site) for 2015/16;
2014/15; 2013/14.

Ask #2:
1. Forthe 2016/17 year AND 2017/18 year can you please provide (by individual contracted facility) the

number of Direct Care Hours the facility was required to provide? NOTE: | am assuming this was
communicated to the care provider in their annual funding letter.)
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2. Ifyour funding letter breaks out RN, LPN, HCW and Allied Health requirements for Direct Care Hours, please
provide that information (again, for each facility) for each of 2016/17 and 2017/18. (So...how many DCH's by
RN? How many DCH’s by LPN? How many DCH’s by HCW? And How many DCH by Allied Health?)

3. Ifyou do not provide direction to contracted facilities on the number of DCH’s required for them to produce
on an annual basis, please let me know that as well.

Ask #3:

I apologize for the muitiple asks from the Office of the Seniors Advocate, as | know this pulls you and your teams from
other work. Isobel is working through the financial information for the Contracted long-term care providers, and has an
ask about owned/operated.

She is specifically trying to understand the cost per bed per day to operate an owned/operated site. Isobel understands
that this will not include some costs (food/housekeeping/building/grounds/plant services etc...).

The ask then, is for each HA to provide the “cost to operate” {the annual operating budget) for each owned/operated
residential care site. (In essence, the cost to operate a site {Glengarry, Carelife Fleetwood, Cottonwoods as examples)
from the Managers to frontline staff,

Please let me know if the ask isn’t clear....and again...thank you!

(If helpful... VCH has indicated they would (and have) provided the following: A costing per site (Total $$’s and then
conversion to per diem) and then identify what costs might not be included (i.e. such as food/housekeeping/building
etc.). I'm assuming you would like total costs including those paid through the client per diem.)

Many thanks
Heather Cook

Heather Cook, RN, MScN

Director, Systemic Review and Research
Office of the Seniors Advocate

Province of British Calumbia

T: 1-778-698-9132
Heather.g.cook@gov.bc.ca
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Island Health - Contracted Long-Term Care
Annaual Funding (inchudes temporary beds)

prezared in response to lane 13, 2009

Beacon Hill Villa

Beckley Farm Lodge
Central Care Home
Glenwarren Private Hospital
James Bay Lodge

The Heights @ Mount View
Greenwoods

Sidney Care Home

Luther Court

Maount Edwards Court

Kiwanis Pavilion,Oak Bay

Rest Haven Lodge

Victoria Sunset Lodge

The Lodge at Broadmead {Veterans Memorial Lod
Ayre Manor

Selkick Senlors Village

Mount 5t. Mary Hospital
Victaria Chinatown

Acacia Ty Mawr

The Gardens at Qualicum Beach
Arrawsmith Lodge

Cerwydden Care Home

Fir Park Viltage

Echo Village

Lodge on dth {Oyster Harbour)
Kiwanis Village Lodge
Malaspina Gardens

Nanaimo Seniors Village
Nanaimo Traveliers Lodge [Eden Gardens)
Stanford Senlors Village
Sunridge Place

Rainbow Gdns [ Tsawaayuus
Wexford Creek

Glacier View Lodge

Evergreen Seniors Home

New Horizons (Discovery Harbour)
Woodgrave Manar )
Qualicum Manor

Coman Valley SV

Nigel House

Sluggett House

Brentwood House

TOTAL

MNotes:

2013/14
# beds

80.00
£4.00
147.00
101.34
115.00

50.00

60.00
B3.00
116.00
73.00
108.00
225.00
30.00
20133
200.00
3100
35.00
85.00
75.00
5200
66.00
66.00
85.00
75.00
133.00
118.56
90.00
160.94
160.00
30.18
110.00
102.00
21.00
B2.71
26.00
35.00
1379
2500
16.00
15.00

H 32,549 $ H

H 163,154 % H 21388
] 11,211 § $ 204.28
H a1528 $ 7,757,655 § 21085
§ 41,796 $ 8804886 $ 21076

includes lease paid to another party

H] 454,808 $ 3,865,796 $ 23675
H] 13,738 § 4196452 § 21361
§ 294376 § 4531461 § 2036
H 59,576 § 6137438 § 20456
] 98537 § 8995577 $ 1951
H 83124 § 5480883 S 21633
H 46,87 § 8,018,733 § 20451
H 516,923 $ 16493312 § 207.13
H 13,244 2510776 § 23051
- $1,161 $ 14052889 $ 19193
$ 103,203 § 15174794 § 20929
$ 45618 § 2439306 § 21961
H 5883 § 1772699 5 21750
H 25,655 6,642,229 § 21492
H 27913 $ 6092934 § 238
H 19334 § 4068244 $ 21515
H 97,081 $ 4923683 § 20842
$ 113882 $ 4940654 $ 0982
$ 42,151 § 7109372 § 22015
$ w972 § 597100 § 219.18
H 33715 § 10,182,089 § 21044
5 36,283 § 9,190,148 § 21142
$ 85,648 5 6523829 § 20120
$ 62955 5 11,234338 § 192.32
$ 83912 § 11564803 § 133.46
4 148434 § 2369315 § 2857
1 200,362 § B0553 5 210.24
- 50432 § 7533508 § 20370
3 16963 § 1761393 § 310
$ 20816 § 6206448 § 206.27
H 15562 § 1559540 5 165.97
H 13,705 § 1756372 § 21684
s 0215 § 8827499 $ 21302
H 6014 § 1748258 5 192.36
5 2,626 § 1023843 § 17577
5 21,432 § 959,853 § 175.23
5 3,751,619 § 264462648

san
116.00
73.00
108.00
225.00
30.00
20144
200.00
3100
35.00
£5.00
75.00
52.00
66.00
66.51
89.00
75.00
123,00
128.76
90.00
164.19
160.00
30,00
110.00
102.00
2192
83.00
2234
35.00
116.54
25,16
15.00
15.00

One-Time Funding $

Base Funding $

§ 58440 § 6,197,553
. ] 220329 § 4,889,975
§ 27,315 § 7007974
4 17429 § 7,825,907
H 120,268 $ 8,908510
] 294,568 $ 7,695,032
] 138942 4 3,910,804
H 57086 § 4,256,056
H 12257 & 4,585,095
H] 45580 § 3,981,773
H] 196689 § 9,099,544
§ 209,350 § 5,546,511
§ 7,353 § 8,110,745
] 298,868 § 16,690,064
H 41963 § 2,539,021
H] 206,714 § 14,350,241
H] 285940 § 15,328,188
H 76,512 § 2,466,721
§ 36536 § 2,804,411
§ 102875 & 6,719,193
§ 113641 § 6,159,774
4 9,082 § 4,111,437
H 115,727 $ 4,983,067
- 117,334 5 5,039,402
5 112,859 § 7,190,028
H] 131435 & 6,037,910
H] 168666 & 10,182,099
H] 156,536 § 10,012,847
H 130,551 § 6,604,763
H 195468 § 11,631,958
H] 215,289 § 11,678,879
§ 17,283 § 2,301,830
$ 68746 § 8,338,345
5 113,592 3 7,624,878
H 2195 § 1,857,384
H] 88,138 § 6,328,650
| 8774 5 1,734,657
H 42218 $ 2,787,850
H 135482 § 9,146,520
H 15197 $ 1781146
H 14285 § 1,035,924
H 19394 % 971180
§ 4,997,862 § 270,545,356

VVBBABANBURBLBBLAGLLLBLLLABGVLRVLVBGGLGLGNGGYNGnenvoE

E0.00
64.00

10100
115.00
260.00
5100
54.00
60.00

116.00
73.00
108.00
225.00
30.08
201.04
200,00
3100
35.00
85.00
75.00
52.00
66.00
67.01
89,00
75.00
13501
130.16
90.00
17L.03
160.00
30.00
110,00
102.00
24,01
8422
3101
35.00
120.28
26.00
16.00
15.00

One-Time Funding$  Base Funding § ¢ e ¢

s 21,299 § 6,197,553 § 21297
s 340,730 § 4,897,315 § mn
b 46,728 § 7828421 § 21351
$ 35134 S 8908920 5 213.08
s w9411 211,422,649 §' 2731
3 377568 § 3978817 § 23403
4 17,467 S 4,255,056 S 21682
$ 557,908 3 4,585,095 $ 23484
$ 8616 S 9,099,544 § 22315
$ 359,198 § 5545511 § 22165
$ 46416 S 8,122,700 $ 207.23
b 139,113 $ 16,690,061 5 204.92
$ 8054 5 2545209 5 23261
$ 45,119 § 14,319,144 § 195.75
$ 152,192 3% 15338754 § 2221
$ 19585 § 24667211 % 219.74
§ Mo § 2804411 § 2062
] u,702 % 6,719,193 $ 217.37
$ 564,265 § 6,159,774 § 245.63
§ 15,703 § 4,111,437 § 21745
$ 674311 § 49832713 § 23484
H §13121 5 5076765 S 22897
H 36871 5 7190038 § 22247
§ 64,187 § 6037910 § 291
$ 47,387 § 10335633 § 21071
H 70415 § 10121931 § 21454
$ 35431 § 6,604,763 5 20214
4 162,667 $ 12,163,657 § 15275
H 107,761 § 11,703,363 § 202.25
s 6267 § 2385736 § 218.45
H 100,939 § 833835 § 21042
$ 241,333 § 7624878 § 211.29
] us51 § 2034763 § 23383
$ 23,176 § 6421858 5 209.66
- 3232 6 1912043 § 169.19
- 11,859 5 2787890 § 219.16
5 44,537 § 9,440,033 § 21603
H 5253 § 1,840,886 S 15451
§ 8102 § 1,038,006 § 179.30
$ 14,530 § 974,262 § 180.60
] 5,163,015 § 275,012,323

1.) Central Care Home and Mount Edwards Court closed in 2014/15, redeveloped as The Heights at Mount View. Malaspina and Nanaimo Travellers Lodge were redeveloped in 2017/18. Nigel House is in process of being redeveloped, te be completed in 2021,

2.) Per diems are gross including dient co-payment and one-time funding for added i

1.} Reporning for The Views was formerly combined with Acute Care at 5t. Joseph's General Hospital.

{note one-time cost pressure grants provided at 2014/15 year-end & base funding lifts for 2 years were processed in 2016/17).
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(¢ z-Td Care
Accountable Direct Care Hours Worked {DCH)
per Funding Advices

Prepared in responie to june 13 791% emad from Heatver Cook from G54 - Qutstion 81

Non-
Professional  professional #regular Professional  professional Mar 2013 one Total DCH incl
ocH' DCH Total DCH beds” OCH pitd DCH DCH Total OCH  Hrepulorbeds  DCHpfod  Hme RCADCH  Mar 18 RCA Commants
1 Acacia Ty Mawr .10 50,140 33410 35 08 8mn 30,140 38411 3500 308 18 35574
2 Arrewsmith Lodge 21,785 65,464 87,128 75 319 21,785 65,454 87,249 J5.00 119 FLE B7,582
3 Ayre Manor 34,148 30 312 34,143 3000 312 a 34,231 minimum 20% prafestional negotiated in AFP process
4 Beacon Hill Villa 22,483 67,560 90,043 50 308 22482 67,560 50,043 g0.00 08 180 90223
5 Beckley Farm Lodge 19,300 53,304 71,694 54 LR | 18,536 54,048 73,584 64.00 315 538 74122 increase to 3.15 Nav 1, 2016 - mortgage matured
& Lodge fal Lodge) 65,732 197,520 263,252 1s an 65,732 197,520 163,252 21500 in (=13 264,136
7 Tha Haights 3t Mount View 76486 214,646 291,133 260 07 7357 221,089 194 683 260.00 310 s 295633 Jan 8, 2017 - converted 20 LOC beds to complex care, Feb 1 2018 corwerted 20 LDC 10 OC
B Carwydden Care Hame 17,012 41,541 58,553 52 08 17,012 a1.541 58,553 5200 3.08 115 58,658
9 Comon Valley Seniors Vilage 102,118 20 LB | 102,118 $0.00 a1 102,118 minimum 20% prof InRFP process
10 SH - The Views - - . ] 34533 103,772 138,305 117.00 3 132,205  formerly reported with Acute Care
11 Echo Village 20,384 56,877 el -] ix 20,384 56,877 77,261 65.00 8% T8
12 Evergreen Seniors Home 4,838 11,618 16,456 u in 4,558 12,611 17.170 1400 33 17,170  accountable AN across entire site § private-pay DecH
13 Fir Park Vikage 18,717 55017 734 5 3as 1807 55,017 74,734 6500 315 74,734
14 Glasier View Lodge 28,667 BE,143 114,810 102 308 29,282 67,952 117274 102.00 315 243 117,517 21500 eff Apr 1, 2007 - martgage maturad
15 Glermarren 28,384 85,295 113,679 Lol 308 28,284 B5,295 113679 10100 308 113,679 ¥
16 Greanwoods Eldercare Sodety 15,148 43,283 57,431 51 309 15,148 42,283 57430 5100 aoe 57430
17 Jamas Bay Care Centre 33319 87,117 128,435 115 Joe e 97,117 129435 11500 o8 538 123,970
18 Kiwanis Village Lodge 1,59 4,504 86,502 s 316 21,599 64,004 86,502 75.00 316 510 27,012
15 Kiwanis Pawlion 34,187 102,731 136917 . 116 1) 34,187 102,731 136917 116.00 in a0 137,257
20 Ledge on dth |Oyster Harbour) BN 77446 103,218 8 318 5,7 Tre46 103,218 89.00 318 (-] 103,286
21 Luther Court 16,427 48,138 67,584 60 309 18,827 45,138 67,564 &0.00 ape &2 68,206
22 Malasping Gercens ran 112,318 149,695 133 308 38,043 114,318 152,361 13300 334 539 152,900 3.15 DCH eff Jun'3, 2017 « redavalopad sita
23 Mount St Mary Hosgital 56,849 176,836 235,684 200 in 53,840 176,836 135,684 00.00 3 ” 135783
24 fNanalma Senkars Villige 30,913 92884 123,807 110 ace 30,513 92,834 125,807 11000 apa 463 124270
25 tianaimo Travellers Lodge [Eden Gardens) 15837 77,641 103,478 90 3.15 36,87 108,557 148,087 127.04 315 L 146,951  opened 40 new beds Apr 28, 2017 - redeveloped site
26 New Morizons [Discovery Harbour] 93,633 5126 L8 H . 131,663 115.67 112 m 131,896 min 20% prof negotisted, opaned 40 new bads with 25 starting Feb 27 2027
27 Qualicum Gardens 13,887 71,782 95,669 85 3ce 23,687 71,782 95,669 8500 308 192 95,861
28 Qualicum Manzr 10,738 8,662 19,411 is 368 10,748 28,682 /a1 35.00 i0e 7 35,488
25 Rainbow Gdns / Tiawasyuus 9,335 25460 34,795 0 118 §315 25,460 34,755 30.00 318 T4 4,889
30 Rest Heven Lodge 20,725 61477 82,203 7 20 2L161 6,770 23,912 73.00 315 s 84,453 315 0CH eff Apr 1, 2017 - martgage matured
31 Selkirk Seniors Village 210,577 188 i 210,577 185.00 112 513 211,050 i 20% professional in RFP process
32 Sidney Care Home 17,368 43450 £0,805 54 308 17,365 43,430 0,805 54.00 309 11s 60,924
33 Stanford Sarvors Village 182,120 160 a2 181120 160.00 112 243 182,563 20% d In RFP process
M Sunridge Piace 182,110 160 a2 y 182120 160.00 112 715 182,835 20 profe in AFP process
35 Sunet Lodge 30,353 112 121,565 . 108 3.8 30,353 a,12 121,565 103.00 s 537 122,102
36 Victaria Chinatown Care s1 25,350 34,571 31 309 9,296 26,345 3562 31.00 3115 53 35,605 315 OCH el Mar 1, 2017 - mortgage matured
37 Wexford Cresk 125,208 10 i 125,208 110.00 an 125,708 1 20% professionsl inted In RFF process
38 Woodgrove Manor 25391 2% 1.58 26494,132 26.00 m 262 25,856 percontroct, increase from 2.56 pitd ta 2.82 prd effective Oct 1 2016
39 Higel 35,700 F X 35,700 25.00 3o [ +] 35,783 agreed staffing plan
40 Brentweod 15,885 i5 - 120 15,885 15.00 290 15,885 per contract
a1 Sluggett 15,885 16 in 15,885 16.00 .72 15,885 percontract
TOTAL 3.15,2“ 3.4& 3-!3_ 4#1?.%2 a,g_gm 3.14 11611 4,225,511

1 DCH provided by care staff regulated by the BC Hasith Professions Act or the Social Worker's Act are classlfied as prefassianal.

2 While the Funding Model (75 beds or more] a:sumes 2 25% professlonal care staffing mix for funding purpases, sites are permitted to adjust their stafling mix subject 12 3 minimum of 0% professicnal.
Sites subject to the Funding Model can convert i hours to ) haurs which the volume of sccountatile care hours due 1o the wie of less costly personnel,
Similariy, the 3 bl b for sites with a higher than the fundsd 25% professional care staffing mix,
A Maodel site that falls 12 defiver the sccountable care hours i deemed compliant If all of the des'gnated care lsbour funding has been expended on care labour.

3 Bed number excludes temperary beds.
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2019/20 Annual Budget per diem for each owned/operated residential care site.

June 25, 2019

Prepared in response to June 13, 2019 email from Heather Cook (Office of the Seniors Advocate) - Question 3

Beds ngéﬁgg’::nual Per Diem

Aberdeen 60 3% 5,786,284 $ 264.21
Cairnsmore 80 % 5379944 § 184.24
Chemainus 75 $ 5,185248 §$ 189.42
Cumberland 66 § 4,537,783 $ 188.37
Dufferin ' 146 § 9,883,697 $ 18547
Eagle Park 75 % 5,207,633 $ 190.23
Glengarry 135 ¢ 9,098,676 $ 184.65
Gorge Road 111 ¢ 7,331,042 $ 180,95
Mount Tolmie ) 72 4 4,879,981 §$ 185.69
Qak Bay Lodge 235 $ 15370,601 % 179.20
Priory 150 $ 9,624,932 4 175.80
SPH 143 § 9,179,406 ¢$ 175.87
Trillium 85 $ 5,853,426 $ 188.67
Westhaven 32 % 2,166,086 $ 185.45
Yucalta 95 % 6,221,486 $ 179.42
Cormorant Island 10 % 707,362 $ 193.80
Eagle Ridge 22 % 1,430,477 ¢ 178.14
Lady Minto 29 $ 1,628,637 $ 153.86
1621 $ 109,472,700 ¢ 185.02

Notes:

1. Based on 2019/20 Annual budget + estimated additional 3.36 DCH funding that has yet to be put into the budget

2. Does not include budget for Housekeeping, Food Services, FMO

3. Does not include revenue budget for client-copay

4. Does not include budget for some centralized resources such as LTC Directors, Therapy/SW Managers, CNE's who oversee all sites

5, Excludes specialty beds (Hospice/Activation)
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Funded Direct Care Dollars - By Site
Fiscal Year 201920
Completed By: Nic Van Westen

#Beds Nursing: "
: C B0 S 3,832,784 %
80 § 3436096 5 e
Chemalnus 755 3188877 % 6 5
Cumberland 66 5 2832580 s
Dufterin 196§ 6143580 $
Eagle Park 75§ 314544 B
Glengarry 135 5 - 5634660 § S is48519 8 o
Gorge Road ¢ 11 % 4,665,250 § 5 0 441003 §
Mount Talmie 7208 3,039,706 5, U$ 335951 'S
Oak Bay Lodge 235§ 9,697,548, $ 0 789,453
Priory 150§ - 6,267,080 § $ . 520259 5
SPH oua3s sessTl s ) $100 48941705
Teillium ¥ 85§ 3E13978°% $ 135279008
Westhaven 2 s 1,430,820 ' | 16854 5 87821 5
Yuealta 85§ 3939045 § 5 352483 S
Sodal Work raiss Bl AT R B
Therapy DR | w R | a8 wiah g
Staffing Office s Ve =8 T8 )
Administration A o el e el TR 5 501,356 180
Nurse Ed | SR e Pt s - 820,006
1,560 $ 66855010 'S 1268682 '$ 5978668 S 7,261,644
Carmarant Island 10§ 438,783 73802 S . 5966 ° 12,267
Eagle Ridge 2§ 957,871 707520008 11,933 :
Lady Minto 9.5 1132799 - 56,491 1,835 °
61 $ 2529454 5 usamr s 1975
Totz! Hours § 69384464 $ 8,000,405 $ 77,384,868
Resident days $ 501665 §  S9L665 §  S59L665
DCH per resident day $ ur $ 1352 5 13079

Aberdeen Activation 40
Caimsmore Activation M
Teillium Hospice g
Yuealta Haspice -4

69
Assumptions:

$274,032,53610§ 1/473,81775:516,835,256
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1) Basestoff Pakd Dolrs from 2018/18 79 Siaffing Templole
2) Mlecated

B) Adjust ¢ :
nammmmmmum
10} Adjust Out Oak Bay-Lodge ADP Activity Worker dollars

12) Adjust out Aberdeen & Caimsmore Activation

C:\Userelse oA n ft\Winckws INatCache! Content Outlock\WVRS2F TV Question 3
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Ronayne, Bruce HLTH:EX

From: Mackenzie, Isobel HLTH:EX

Sent: July 16, 2020 1:04 PM

To: Ronayne, Bruce HLTH:EX

Subject: FW: Final Report and News Release EMBARGOED UNTIL 1000
Attachments: ABillionReasons-LTCFInanceReport.pdf; News Release FINAL.docx

From: Mackenzie, Isobel HLTH:EX

Sent: February 4, 2020 7:38 AM

To: XT:MacNeil, Kathryn HLTH:IN <Kathryn.MacNeil@viha.ca>; XT:HLTH Price, Winnie <winnie.price@vch.ca>; XT:Ulrich
Cathy HLTH:IN <cathy.ulrich@northernheaith.ca>; XT:HLTH Brown, Susan <Susan.Brownvp@interiorhealth.ca>; XT:Lee,
Victoria HLTH:IN <Victoria.lee@fraserhealth.ca>; XT:Ackenhusen, Mary HLTH:IN <Mary.Ackenhusen@vch.ca>

Subject: Final Report and News Release EMBARGOED UNTIL 1000

¥

Hello,

Attached please find the final report on contracted long term care funding and the media
release. These will be released at 1000 today. Again thank you all for your help and
feedback. There have been some changes in the report from the draft | sent two weeks
ago. Please circulate this report as the final to replace the previous draft.

Any questions, feel free to call.

Isobel
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OFFIGE OF THE
SENIORS ADVOCATE

For Immediate Release
February 4, 2020

Contracted Long-term Care System Needs Better Monitoring of Care Hours, Tighter Financial
Oversight and More Transparency

VICTORIA, B.C.

Today, B.C.'s Seniors Advocate Isobel Mackenzie released her latest report titled A Billion Reasons to
Care. The report is the first provincial review of the $1.4 billion-dollar contracted long-term care sector
in British Columbia. The review examined industry contracts, annual audited financial statements and
detailed reporting on revenue and expenditures for the years 2016/17 and 2017/18.

“Contracted long-term care homes costs taxpayers almost $1.3 billion a year, and it is important to
examine the levels of accountability, monitoring, and financial oversight in one of the largest contracted
sectors within government. The public needs to know whether contracted long-term care homes are
meeting the needs of both residents and taxpayers” said Mackenzie.

The review found:

o financial reporting systems were inconsistent between health authorities and they lacked
openness and transparency

» there was insufficient detail for significant expenditures related to management fees, head
office allocation and some administrative costs

¢ the method to report direct care hours was based on self-reported unaudited expense reports
prepared by the care home operators with no ability to verify the reported worked hours

e less than half of care home operators are required to make their audited financial statements
available to the public and no care homes publicly report their expense statements

Overall the contracted long-term care sector:

e generated $1.4 billion in revenue of which $1.3 billion came from public funding
e Spent 54% of revenue for direct care staff, the single largest expenditure

s Spent 15% of revenue on building costs

s Generated a net profit of $37 million

The review found that expenditures and profits were not evenly distributed between care homes and
there was a distinct difference based on type of ownership:

e care homes in the not-for profit sector spent 59% of revenues on direct care versus 48% in the
for-profit sector

e not-for-profit care homes spent 9% of revenue on building expenses versus 20% in the for-profit
sector

e for-profit care homes generated 12 times the amount of profit generated in the not-for-profit
sector, $34.4 million versus $2.8 million
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The report found that while receiving, on avérage, the same level of public funding:

s not-for-profit care homes spend SlO,DOO or 24% more per year on care for each resident

o for-profit care homes failed to deliver 207,000 funded direct care hours

s not-for-profit care homes exceeded direct care hour targets by delivering an additional 80,000
hours of direct care beyond what they were publicly funded to deliver

The review found that for-profit care homes have lower costs than not-for-profit care homes for each
worked hour of direct care across all direct care classifications and care aide wages in for-profit care
homes can be paid as much as 28% or $6.35 less an hour than.the industry standard. “There is a pattern
of for-profit operators paying lower wages, the degree to which this is impacting their ability to recruit
and retain staff is unclear” said Mackenzie.

The review also found problems with building costs, particularly capital building costs that are publicly
funded through payments to the operator. “We fund over $200 million a year for building costs across
the sector but we do not attempt to determine if the taxpayer is receiving good value for money and
paying fair market rates” said Mackenzie.

The review found a lack of detail for how operators engage with related businesses as there was no
requirement for them to declare if they have a financial interest in a company they contract with to
supply goods or services to their publicly funded care home. There was no requirement for operators to
declare if they were receiving executive compensation in addition to reported profits.

The repost preduced five recommendations.

The full report can be found at hitps.//www.seniorsadvocatebe.ca/

Please Note: In British Columbia there are more than 27,000 seniors who live in one of 300 publicly-
funded Jong-term care homes. These care homes are owned and operated by healith authorities, private
companies and not-for-profit societies. There are an estimated odditional 3,000 seniors living in privately
run care homes that do not receive any government funding, these care homes were not part of the
Advocate’s review.

30~

Celine Cameau | Communications Officer
Cell: 250-885-4307

6 Floor, 1405 Douglas Sireet

PO Box BO5T STN PROV GOVT

Yiclonia BC VEBW §P4
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OFFICE OF THE

SENIORS ADVOCATE

BRITISH COLUMBIA

February 4, 2020

B8.C. seniors who live in long-term care deserve the best possible care and taxpayers need to know the
money they are investing in seniors care is well spent.

As the Seniors Advocate, | have examined many issues related to public long-term care over the years
and have found that our system has some aspects that work well and others that need to be improved.
For the most part, most seniors appear to be receiving the appropriate care from a group of incredibly
dedicated people who have chosen careers in the demanding but rewarding field of seniors care.
However, | also know that the system is not working for everyone all of the time and there are cases of
unmet need within our long-term care sector. We are also experiencing challenges in the recruitment of
care staff as the tight labour market, especially in B.C., puts upward pressure on wages.

fn British Columbia the majority of long-term care is delivered by contracted care providers who receive
over §1.3 billion of public funding annually, Knowing how contracted care providers are spending the
public meney they receive is an important part of monitoring the effectiveness of the system.

My office undertook a systemic review of the funding and expenditures in the contracted long-term care
sector, and the results have produced some surprise findings. You will read in the attached report of a
funding and monitoring system that lacks the type of accountability, openness and transparency that
both B.C. seniors and B.C. taxpayers deserve. The review also illustrates some marked differences in
spending between contracted providers who are private businesses and those who are not-for-profit
care societies,

Despite some shortcomings in our current system, we have a solid foundation to build on. tam
cenfident that, together, health authorities and contracted providers can bring increased fairness,
equity, openness, and transparency to the contracted long-term care sector and improve the lives of
many residents along the way.

This report would not have been possible without the contributions of many pecple. In addition to the
dedicated staff at my office, | want to thank the health authorities and the many contracted care
providers who assisted in the information gathering for this report.

Sincerely,

Cot TN

Isobel Mackenzie
Seniors Advocate
Province of British Columbia
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EXECUTIVE SUMMARY

4 Billiorn; Reasons to Care is a review of the contracts, audited financial
statements and expense reports (2017/18) for 174 contracted long-term
care homes in B.C. The review examined these documents to determine
levels of accountability, monitoring and financial oversight in one of the
largest contracted sectors within government.

Currently in B.C. 33% of publicly funded long-term-care beds are
operated directiy by health authorities. The remaining 18,000 beds are
delivered by for-profit companies (35%) and not-for-profit societies
(32%) who have been contracted by one of the five regional health
authorities in B.C. In total, long term care services in B.C. cost $2 billion
per year, with the majority, $1.3 billion, spent in the contracted sector.

An overall review of the contracts that exist between care home
operators and heaith authorities found a variety of different contracts
both within and between health authorities with different language
related to care standards and expectations. Notwithstanding this, the
review found almost all contracts allow the health authority 1o set annual
funding levels and no contracts make commitrments to any specific
amaunt.

The review examined most, but not all, audited financial staternents,
Those examined were all prepared by external auditors using generally
accepted accounting principles. The review found these statements to be
of limited value given the level of detail did not address expenditures on
direct care and many of the statements examined were prepared as one
statement that covered several care homes,

The review focused mostly on the detailed Expense Reports that are
submitted to health authorities by each care home, Expense Reports are
unaudited and prepared by the care home operator but provide the most
detail on care nome revenues and expenses. The Expense Reports varied
between health authorities but were consistent for each care home
within a health authority.
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The review found that expense statements overall were not collecting
sufficient details for large expenditures such as management fees, head
office allocations, administrative costs and payment: to related parties.
The review found the treatment of capital building costs significantly
different between health authorities and significant discrepancies were
found to exist between operators, particularly between operators in the
for-profit sector and the not-for-profit sector on the amount expensed
for capital building costs. There was no attempt to establish fair market
value for building costs evident from the review and as such no ability to
determine if the pubilic is receiving good value for money.

The review found monitoring of direct hours was not sufficientty robust,
The current reporting system relies on the operators unaudited self
reported worked hours for direct care staff. This system can lead to the
miscalculation of care staff worked hours to include the time care staff
spend performing other duties such as housekeeping, food services or
administration. The review also found that not all health suthorities were
counting the co-located private beds in the calculation of delivered care
hours and some health authorities used occupancy rates of less than
100% to calculate delivered care hours.

Qverall, the contracted care sector generated $1.4 billion in revenue, of
which $1.3 billion came from the publicly funded per diem. The sector
spent 97% of its revenues generating a 3% ($37 million) profit/surplus.
The biggest expenditure was for staffing at 72%, with the majority spent
on direct care. The second largest expenditure was building costs at 15%
(5209 million of expenditures).

The review found, however, that expenditures were not evenly distributed
across ali care homes and that there was a pattern of significant
differences between the for-profit and not-for-profit sectors. The review
examined these differences.

The public funding and funded direct care hour amounts were almost
nroportionately identical between the sectors. The for-profit sector was
found however to produce significantly more revenue from co-located
private beds than the not-for-profit sector ($52 million versus $5 million).
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While the review found differences in revenue were limited to co-located
private beds, the review found very significant cifferences in several
expenditures and these include:

. The not-for-profit sector spends 59% of its revenue on direct
care compared to 49% in the for-profit sector; this equals almost
$10,000 or 24% more per resident, per year spent on care in the
not-for-profit sector.

= The for-profit sector failed to deliver 207,000 hours of funded
care and the not-for-profit sector provided 80,000 more hours of
direct care than they were funded to deliver.

o The for-profit sector generated 12 times the amount of profit/
surplus generated by the not-for-profit sector ($34.4 million
versus $2.8 million)

e The for-profit sector had high building expenses at 20% of
revenues compared to the not-for-profit sector at $%.

«  There were 18 care homes with an annual profit in excess of $1
million and all but cne was in the for-profit sector. These 18 care
homes also expensed $23 million in capital building costs.

e The not-for-profit sector may not be receiving adeauate
compensation for its building capital given its low rate of both
capital building costs and profit/surplus.

s  The for-profit sector spends an average of 17% less per worked
hour, and wages paid to care aide staff in the for-profit sector can
be as much as 28% below the industry standard.

The report highlights concern for fairness and equity between the for-
profit and not-for-profit sectors in additional te the issues related to the
accuracy of direct care hour reporting and the impact of low wages on
the recruitment and retention of care staff. The report produced five
recormnmendations to address the issues raised in the review,
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INTRODUCTION

On any given day in British Columbia, there are over 27.000 seniors living
In one of 293 publicly funded long-term care homes,

One hundred and eighty-two, or 62%, of these care homes are operated
by private sector contractors that are a combination of for-profit
businesses and not-for-profit societies'. In B.C., the contracted long-term
care sector is a $1.4 billion per year business, making it one of the largest
financial transactions between government and the private sector. Given
the magnitude of the public expenditure and the vulnerability of the
population served, it is reasonable to ask whether sufficient financial
oversight is in place to ensure that B.C. seniors are receiving the best
possible care for the money invested,

For the most part, those who operate care homes in B.C.—whether they
are health authorities, for-profit companies or not-for-profit societies—
want to provide the best possible experience for their residents.
However, it must be acknowledged that, for many operators, the long-
term care hcme is also a business. For-profit care homes, by the nature
of their business, expect to demonstrate a profit/surplus; this underlying
fact sets in motion incentives that may, at times, conflict with the best
interests of the resident. For this reason, it is important that those who
regulate and oversee publicly funded care homes ensure that care

Page 26 of 73 HTH-2020-01925



and service standards are met, and contracted care homes spend

the public’s money in areas that will have the biggest positive impact
on those who live there, The right financial incentives combined with
robust and transparent oversight can allow contracting with the for-
profit and not-for-profit sector to be an effective and good value-for-
money method of providing public long-term care. In order to ensure
this objective is achieved, we need a funding and oversight model that
provides:

v agppropriate and targeted financial incentives that result in the
best possible care for residents;

a2 a robust, open and transparent process to monitor and report on
how care homes are spending the money they receive; and

¢ a timely, effective, and transparent response to address care
homes that do not deliver the quality of care that is reguired by
contract language and/or regulation.

This review demonstrates the current system has some of the required
elements but is lacking in others. However, working together, contracted
care home providers and health authorities can build on the current
system, make it better, and improve the lives of many residents along
the way.
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CONTEXT

Currently in B.C., 38% of care homes are owned-and-operated by health
authorities, with the remaining 62% of care homes and 67% of beds
owned-and-operated by contracted providers®, The contracted secior is
divided evenly between for-profit companies and not-for-profit societies.

Contracted care home providers have been selected through a variety of
means. Some were chosen through an open, competitive process based
an a heaith authority issuing a Request for Propoesal (RFP) for interested
parties to bid. Some operators were selected through a non-competitive
process where a health authority, through an internal process, chose a
specific operator to provide subsidized long-term care beds (usually for
unique care requirements or a specific location). Others were part of the
block of care homes that opted in to the public system in the late 1970s
and early 1980s#.

Approximately 38% of care homes and 36% of public beds have been
built in the last 20 years™. During this time, there was a shift in the
distribution of ownership type in the long-term care sector. Prior to 1999

“  45% of care homes were owned and operated by health
authorities;

*  33% were owned and operated by not-for-profit societies: and
s 23% were operated by for-profit companies.

During the period of 1999 to 2019, these numbers shifted as an additional
107 new care homes with 2,433 new public beds were added to the long-
term care system in B.C. resulting in a decreased share of care homes
owned and operated by health authorities and not-for-profit societies
and an increase in the share of care homes owned and cperated by the
for-profit sector.
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The current overall complement of long-term care homes by ownership
ype isv:

¢ 38% owned and operated by regional health authorities:
*  34% owned and operated by for-profit companies; and
e 28% owned and operated by not-for-profit societies.

However, the current mix of long-term care home ownership is not
consistent across all health authorities, Northern Health Authority’s care
homes are almost exclusively owned-and-operated by Northern Health.
Only two care homes are operated by contractors, leaving 92% of care
homes in the region owned and operated by the health avthority.

~ Of the remaining four health authorities, Interior Health has the most
even balance between health authority owned-and-operated and
contracted care homes, although its contracted sector has the highest
proportion of for-profit operators. Fraser Health directly awns and
cperates less than a guarter of its long-term care beds but has a more
even balance between those operated by the for-profit sector and those
aperated by the not-for-profit sector, Vancouver Coastal has almost
three-quarters of its beds owned and operated by a contracted provider
and it has the highest proportion of contracted beds operated by the
not-for-profit sector.
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Current Funding Framework

Health authority funding for contracted care homes to provide long-term
care services is based on a business mode! of block funding. The heaith
authority provides a care home operator with a total fixed amount of
money for the year and assumes the operator will allocate those funds
within its care home to achieve the deliverables set out in the health
authority contract for services, The block funding amount is unique to
each care home and it is determined through individual negotiations
between a health authority and each operator. Within this framework,
health authorities specify the number of direct care hours an operator
is expected to deliver, and operators are funded a specific amount of
money through their block funding to deliver these hours.

Health authorities report their block funding as a per diem. The per diem
is calculated by dividing the total block funding by the number of beds
in a care home and then further dividing that by 365 days. This produces
a number that represents the amount of daily funding for each bed.
Expressing the funding as a per diem allows an accurate comparison

of funding between operators by recognizing and accounting for the
variation in the number of beds operated by care homes. Given that
contracted care-homes are expected to deliver the same complex care
services to similar types of residents, ona would expect to find that per
diems between care homes are similar. Sorme minor variation would be
expected to exist as issues of scale, location, the age of the building, and
delivery of specialized services would impact the per diem in different
care homes.

The Office of the Seniors Advocate (OSA) first reported on care home
per diems in our 2017/18 release of the British Columbia Long-Term Care
Facilities Quick Facts Directory and significant variations in care home
per diems were immediately evident (ranging from $171 to $282). The
0OSA sought to understand the underlying reason for the vastness of
these differences given they are greater than issues related to scaie,
location, buiidingi age, and specialized services would support. This work
triggered questions about the systems that are in place te monitor care
home expenditures in general, which in turn led to the analysis of existing
funding formulas and financial oversight that has resulted in this report,
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OQUR REVIEW

All contracted long-term care hame operators that receive annuai per
diem funding from a health authority have a legal contract with their
respective health authority. About half of the care homes use their
nealth authority's most recent standardized form of contract. This form
is the same within each heath authority but is different between health
authorities. The other half of care homes have contracts that are unique
o their particular care home in terms of the language and structure of
the contract. Almost all contracts, whether standard form or unigue, have
multiple attachments (schedules) that are again similar within a health
authority but different between health authorities. Notwithstanding
these differences, almost all contracts refer to the requirement of
operators to deliver services that meet licensing and regulation
standards and to comply with other legal ckligations. While almost all
contracts refer to care services, the specificity used to describe these
services varies greatly. Almost all contracts contain language related to
funding that allows a health authority to unilaterally set funding levels
and none identify any specific amount. Most contracts identify notice
periods that allow either the operator or health authority to terminate
the contract without cause and provides the health authority with the
ability to terminate the contract with cause on a shorter notice period.

The reason for the variety of contracts is historical, Most care homes
built in the last 20 years have been built in response to an open,
competitive procurement process managed by BC Bid on behalf of a
health autherity. These care homes use more standardized and detailed
conlract language. Care homes built prior to 1999 were built and funded
before the existence of the five regional health authorities, A few of these
care home operators have transitioned to a standard contract over time
but many have not. There have been past attempts by government and
the contracted sector to produce a standard long-term care contract for
the Province; however, these efforts have been unsuccessful.
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Contracted care hames are required to provide their health authority
with annua! audited financial statementsY, These statements are available
to the public if the care home is operated by a not-for-profil society,

but for-profit operators are not obliged to make their audited financial
statements available to the public. The OSA reviewed the audited
financial statements for most contracted care home operators (both not-
for-profit and for-profit) for the fiscal years 2016/17 and 2017/18. While all
audited financial statements conform to generally accepted accounting
principles (GAAP), they have slightly different formats (hence, details
differed) depending on the auditing firm retained. Some of the
statements for chains (67% of care homes are part of a chain of two or
maore care homes*) aggregate the chain’s multiple care homes together
into a single statement. These factors combine to make a comparative
analysis of the audited financial statements very difficult. In addition,
while an important aspect of overall due diligence, the audited financial
statements lack the needed detail (as this is not their designed purpose)
to meaningfully inform health authorities and the public on an individual
care home's spending on direct care or other potential quality initiatives.

in addition te the annual audited financial statements, health authorities
do require a more detailed financial reporting from each care home

on a quarterly or semi-annual basis, through reporls we will refer to as
Expense Reports. These reports detail an operator's expenditures (and,
in three of four nealth authorities, revenues) that can provide meaningful
information on how a care home is spending the money it receives. The
Expense Reports are prepared directly by the care home operator and
are not audited by a third party. Each haalth authority uses a different
ternplate: however, the template is consistent for ali care homes within &
given health authority.

Notwithstanding that Expense Reports are consistent within a single
health authority, there are significant differences between health
authorities in the type of financial information contracted care home
providers are required to submit. Examples of these differences include:

&= not all health authorities require operators to report revenues, with
some requiring only expenses:

« ot all health authorities require operators to report revenue and
expenses for co-located private-pay beds;
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@ some health authorities allow operators fo expense both mortgage
principal and interest while others allow aniy the interest:

= some health authorities report rent and mortgage interest
together;

= some health authorities require paid hours as well as worked hours
to be reported, while others require only worked hours;

> details on compensation costs vary between health authorities
both in terms of wages and benefits and cost allocations outside
of direct care;

° speciic details on what services are subcontracted and to whom
vary greatly between health authorities: and

» expenses for head office allocation and/or management fees and
administration are treated differently both within and between
health authorities and they have little to no detail on the expenses
covered.,

Despite these differences, the Expense Reports are the most detailed
and presumably accurate accounting we have of how care homes are
spending the public dollars they receive.

The OSA compared two years of Expense Reports to ensure data
guality at the provincial and health authority level and found no material
differences between the two years. Northern Health was excluded from
the review because with only two contracted care homes (137 public
beds and 14 co-located private beds), there is a risk the individual care
home could be identified if data were presented at the health authority
level.

The OSA examined Expense Reports for a total of 174 care homes
covering over 95% of publicly subsidized beds in the contracted long-
ferm care sector. In addition to Northaern Health, the most notable
exclusion is the five care homes (609 beds) operated by Providence
Health Care, which receives global funding for all five care hcmes and
does not report separately for each care home.
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A review of the Expense Reports reinforced the finding of significant
variations in funding that are reflected in the per diem rates reportad in
the British Columbia Long-Term Care Facilities Quick Facts Directory.
The reason for these differences is less clear; however, an examination of
the history of the sector in combination with the incremental approach
that led to the creation of our current five regioral health authorities
offers some insight. Those care homes built prior 1o 1999 for the most
part predate the current health authorities and the current procurement
process. Thelr funding developed in a piecemeal fashion and many were
simply rolled in with the wave of not-for-profit and for-profit care homes
that opted into the public long-term systemn when it was created in the
1970s. The period from 1998 to 2019 employed a Request for Proposal
(RFP) process to price-seek (as opposed to price-set) in the purchase
of new long-term care beds. RFPs invited operators to effectively put
forward (bid) the per diem amount they needed in order to deliver the
required care beds. Each RFP call would produce a different per diem
rate and this rate was then used to establish what would become the
block funding for that particular care home, Currently, there is a3 much
as a 49% difference in the per diem rates.

Differences in per diems are reinforced by the current approach to
annual funding, which is to effectively roll over the previous year’s
funding with an across the board funding lift to address increases in
wages, supplies, utilities, taxes and other cost pressures. Generally, this
is the same per centage for all care homes within a health authority, with
each health authority determining its own annual lift,

The challenge of this funding framework is that it will provide the care
home with an annual profit/surplus of $1 millicn with the same relative
annual funding lift as the care home with a loss/deficit of $100,000.
This result is further compounded by the application of the per centage
increase to different base amounts, thereby cementing the funding
inequities in perpetuity,

b
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REVENUES AND
EXPENDITURES

LEYs hOWe revenue oan oo alfocated to one of four main sources:

& Heath authority grant funding This is the amount of money
a care hame receives directly from the health authority. This
amount varies depending on the negotiated funding between
the care home and the health authority and the amount collected
from each resident (this varies based on the resident’'s income),
Together the health authority funding and the residents’
contributions create the block funding from which the per diem
is calculated, Because residents’ incomes will vary over time,
the relative proportion derived from grant funding and client
contributions will fluctuate,

= Client contribution Every resident will contribute to the cosl
of their long-term care. The amount of contribution is based on
income. Residents are charged 80% of their after-tax income to
a maximum of $3,278.80 (2018)¥. Notwithstanding the 80% rule,
residents must be left with at least $325 per month after the client
contribution has been deducted from their income and this may
result in very low-income senicrs paying less than 80% of their
income,

¢ Private beds Just over half of the contracted care homes have
private-pay beds co-located in the same care home as subsidized
public beds. These private beds share the same care staff and
common amenities, such as dining rooms, with the residents in
public beds.

¢ Other sources of income Care homes can create revenue from
a variety of ancillary services and functions. These activities can
include fundraisers, payments from third parties for out patient
services such as activation therapy or bathing, additional charges
to residents for services and supplies not covered by the per diem,
and commercial activities such as room rentals,
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¢ Compensation for direct care staff This captures the wages
and benefits for staff (directly employed or subcontracted) who
provide direct care to residents. All health authorities define
direct care hours to include Registered Nurses (RNS), Licensed
Practical Nurses (LPNs), Health Care Aides (HCAs) and allied
health disciplines (e.g., occupational therapists, physical therapists,
speech therapists). There are sorne minor differences oetween
health authorities in terms of the activities allowed within the
definition of allied health (for example, pastoral care, music
therapy and work by activity aides are included in some health
authorities, but the impact is so small as to be immaterial to the
overall numbers). In aggregate, 67% of direct care is provided by
HCAs, 17% by LPNs, 8% by RNs, and 8% by allied health disciplines.

# Compensation for non-direct care staff This calegory captures
all remaining staff who provide non-direct care services, Examples
of staff inciuded in this would be those who prepare and serve
food, clean the rooms, maintain the building and grounds,
work in payroll, management, and senior executives. Between
“compensation for direct care” and "compensation for non-direct
care staff” the total payroli for the care home is captured.

¢ Building expenses This category includes capital items such as
mortgage costs depreciation/replacement reserves, major building
capital expenditures, minor repairs and rmaintenance.

® Supplies/other This category captures all other expenditures.
Supplies such as food (but not the labour to prepare and serve),
incontinence pads, and equipment such as wheelchairs are
some examples. In addition, various administrative non-wage
expenditures, such as head office allocation, insurance and
industry association dues are captured here. Any expense not
captured in the above-three categories is captured here.
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o Profit/surplus This is the amount of revenue that remains once
all expenses have been subtracted, In the for-profit sector this is
generally referred to as profit and in the not-for-profit sector this
is generally referred to as surplus.

Qverall, in 2017/18, contracted care homes generated $1.4 billion in
revenue. The majority of this ($1.3 billion) comes from the combination of
health autharity funding and client contributions, which are collectively
referred to as the per diem. Incorne from co-located private-pay beds
was 4% of revenue and another 4% was found from sources of revenue
such as charges to residents for services not covered by the health
authority, commercial rentals, fund raising and gaming revenue.

vaai? comtracted secfor r evenue rourcec,
Total $1 401 372 943 .
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Together, contracted care homes spent 97% of revenues on various and
sundry expenses and produced a self-reported profit/surplus™ of just
aver $37 million.
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Most of the expenses are directed at paying staff, with most going to
direct care staff. After staffing costs, the next largest expenditure is for
buildings, followed by supplies and, lastly, profit/surplus.

However, revenuas, expenditures and profit/surplus are not evenly
distribuled across all care homes.

Revenues generated by privale co-located beds range from 0% to 60%.

The amount of revenue spent on direct care for residents ranges from

40% to 70%, Building expenses ranged from 2% to 38% of expenditures.
Cverall, we found there are care homaes with high profit/surplus and care

homes that produce a deficit.

We looked for a pattern that would explain the type of revenue and
expenditure variations found given their lack of correlation to per
diem rates. The maost pronounced pattern that produced meaningful
differences was whether a contracted care home was owned and
operated by a for-profit company or by a not-for-profit society.

For revenue, the major difference is the amount of revenue produced
from co-located private beds. The for-profit operators generated 8% of

revenue ($59 million) from private beds versus the not- for-profit sector
where only 1% ($5 million) was generated through private beds. This is to

=

be expected given that 90% of the co-located private beds are in the for-

profit sector.
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On the expense side, we find that not-for-profit operators spent 59% of
their revenue on direct care versus 49% in the for-profit sector.
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The for-profit sector allocates more than twice as much of their revenue
to fund building costs as does the not-for-profit sector (20% compared
to 9%), with most of thHis difference attributed to mortgage costs and
depreciation.

The for-profit sector also allocated 12 times the amount to profit/surplus
that the not-for-profit sector allocated ($34.4 million versus $2.8 million).

The degree to which these differences exist given almost identical levels
of public funding raises a number of questions; fairness and equity
amongst the operators is among them. However, for the O5A, the most
significant issue raised by this review is the disproportionately lower
spending on direct care compensation in the for-profit sector versus the
not-for-profit-sector.
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HOW WE CALCULATE
AND FUND DIRECT CARE
COSTS

In 2016/17, the OSA conducted a survey of all publicly funded care
homes throughout B.C. and heard from over 20,000 residents and family
members one unifying message: "we need more staff and we need
more consistent staff" Results from the survey were released following
a public commitment from the Province to raise care standards to, on
average, 3.36 hours of care per resident, per day. Each year, the OSA
reports on the funded direct care hours for each care home and indeed
we have seen improvement, However, this only reports on the hours
that are funded. We do not have standardized monitoring and public
reporting of the number of direct care hours that are delivered. Nor do
we report on how the money that is allocated to provide these direct
care hours is spenl by the care home operator.

The funding ta care homes for direct care hours is hased on two
numbers, The first is the number of direct care hours that each resident
is to receive, on average, each day in that particular care home. The
second number is the cost to deliver each of those hours of care. The
current approach assigns a dollar value to the cost of a direct care hour.
This is calied the "cost per worked hout.”
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All health authorities calculate a cost per worked hour for each of the
various classifications of direct care jobs: RN, LPN, HCA, and variocus
professional and non-professional allied health disciplines. The cost

per worked hour calculation starts with the wage rate, adds the cost of
benefits, adds the cost of replacing staff when they are sick, on vacation
or other paid leaves such as training, and factors in costs for overtime
and statutory holidays. In three of four health authorities, this calculation
is based on the wage rate and benefits in the HEABC Health Services
and Support Facilities Collective Agreement (sometimes referred to as
the Master Collective Agreement or the "industry standard”) and the
allowance for replacement hours and overtime is generally experience
rated from employers who fully participate in the Master Collective
Agreement. One health authority uses a lower assumed rate for benefits
and relief costs, resulting in their relatively lower cost per worked hour
funding.

For the 2017/18 fiscal year used in this review, the following cost per
worked hour for direct care funded rates™ were:

A typical health authority would calculate direct care hour funding by
taking the above wage rates and weighting them to the expected per
centage of hours to be delivered by each job classificalion to produce
one blended cost per worked hour rate and then apply that blended rate
to the expected hours of care to be delivered multiplied by the number
of beds. The amount produced is the funding envelope for direct care
that is folded into the block funding.
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To illustrate, we will use a hypothetical care nome with 100 beds and a
hypothetical health authority with a blended cost per worked hour rate
of $44.40/hour. The health authority would take $44.40 and multiply by
the number of care hours the care home is expected deliver. In this case,
we will assume 3.36 and then multiply that by the number of beds (100),
and again multiply by 365 days. This creates the direct care funding
which rolis inta the block funding and becomes part of the per diem.

In terms of the number of funded direct care hours, there was almost

no difference between the for-profit and not-for-profit sector. The not-
for-profit sector was funded an average of 3.03 direct care hours, a 1%
difference from the 3.00 average for funded direct care hours in the for-
profit sector. This is somewhat reflected in the per diem funding, with the
for-profit sector receiving an average per diem of $211.33 and the not-
for-profit sector receiving an average per diem of $212.47.

The per worked hour funding provided to deliver direct care hours was
the same for all contracted care homes within each health authority,
regardless of whether they were not-for-profit or for-profit.
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Although there is onty a 1% difference in the average number of funded
care hours between the for-profit and not-for-profit sectors and a simifar
difference in the average per diem, we find the not-for-profit sector
spent 24% more (almost $10,000) per resident, per year.

Expend;tlures per bed on. du ect care
S stafrmg i .

The difference in direct care expanditures is not materially related to
differences in funding, which leaves differences in costs as the next
most logical explanation, This would mean that, all things being equal,
it is costing the not-for-profit sector more money than it is costing the
for-profit sector to deliver the same level of care. The main cost driver
for direct care is the amount an operator pays in wages and benefits to
the direct care staff, which are referred to as the cost per worked hour.
We analyzed the cost per worked hour between the for-profit and not-
for-profit sectors to test for differences. We found the for-profit sector
paid less per worked hour than the not-for-profit sector in each staffing
classificalion. This pattern held within each health authority except in

a single case (one health authority's for-profit care homes pay slightly
more for LPNs than do their not-for-profit care homaes).
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Within the average cost per worked hour, however, there is slso a
significant range, driven to a large extent by differences in base wage
rates. In 2017/18, the industry standard base wage rate for a care aide
was $23.48/hour®, Sorne care aides were paid as much as 28% less
based on the lowest confirmed wage rate of $16.85/hourdi, which was
found in a for-profit care home.

It could be argued that for-profit care operators are doing exactly what
they are expected to do..Jook for areas where they can be efficient and
achieve cost savings. In this case, if an operator can find staff who will
provide the same service for less cost, should they not be allowed to
keep the money they have saved? In effect, the low wage operator has
been more efficient at delivering direct care and if they are not rewarded
for this, they will jose the incentive to be efficient. This is & compelling
argument and is the guiding principal behind why governments engage
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in a competitive process to contract with the private sector to produce
and deliver public goods and services. The question in this case is
whether the delivery of direct care hours in publicly funded long-term
care homes is where we want operators to find efficiency based on lower
wages given current labour market conditions.

For example, the current funding model could result in some care homes
(thase that pay lower wages and provide fewer benefits) attracting, on
average, less experienced staff who will leave for a higher paying job as
soon as one becomes available. This could leave the lower wage paying
care home with less experienced staff, higher rates of staff turnover and
& large pool of casual staff. More significantly, it could leave the lower
wage paying care home unable to recruit enough staff to meet their
care hour obligations. None of these situations is going to provide the
staffing continuity residents and their family members are asking for and
that public regulators and funders should be incentivizing operators to
deliver,

The long-term care sector, like many sectors in British Columbia, is
currently experiencing staffing challenges. Part of the chailenge relates
fo the overall low unemployment rate in B.C,, which is pushing up wages
overall and putting more pressure on low and moderate wage jobs.
Within the health care sector, research and evidence shows there is a
relationship between paying industry standard wages and benefits and
more successful recruitment and retention for staff, particularly care
aides. The Health Employers Association of British Columbia maintzains
a human resource database* for those care homes that employ care
zides through the master collective agreement (the majority of which are
owned-and-operated by health authorities) and it shows that emplovers
who fully participate in the wage and benefit scales of the master
collective agreement see relatively high rates of overall retention and
successful recruitment of new care aides,
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HOW WE MONITOR
DELIVERED CARE
HOURS

In addition to whether care home operators are spending all of their
direct care funding on direct care, there is the gquestion of whether they
are actually delivering the number of direct care hours they are funded
to deliver.

An operator could spend all the direct care hour funding they received
from the health authority vet fail to deliver the actual number of care
hours they are funded to deliver. This could happen if an operator pays
above industry standard wages and benefits and/or if the amount they
pay for things such as training, overtime, and vacation/sick relief are
excessive,

An operator could deliver all care hours that they were funded to

deliver vet not spend all the money they received to deliver these
required diract care hours, This can happen if the operator pays below
industry standard wages and benefits, and/or has training, overtime. and
vacalion/sick relief costs that are very low.

An operator could fail to deliver the diract care hours required and not
spend all the money that was provided to them to deliver these required
direct care hours. This would happen if an operator either failed to fully
staff the care home to the reguired level or did not replace some or all of
the care staff when they were absent due to illness, vacation, training or
other types of [eave.
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In the past few years, B.C. has paid significant attention to the number
of direct care hours that care homes are funded to deliver. Much of this
resulted from reports that highlighted the failure of health authorities
to fund care homes to deliver the average of 3.36 hours of care per day
per resident that is recornmended in B.C. Ministry of Health Guidelines.
Each year since 2015, the British Columbia L.eng-Term Care Facilities
Quick Facts Directory reporls on how many direct care hours each care
home is funded to deliver. Reports show the number of funded care
hours has been increasing over the last few years.

What is not reported is the number of funded care hours that are
actually delivered by each care home. Part of the challenge to providing
this information is the lack of a single cohesive approach to calculating
the number of direct care hours delivered, although health authorities
gil use reported worked hours to equal an hour of delivered direct care.

Another challenge is whether the health authority includes co-located
private pay beds in their calculation of delivered care hours. Some
realth authorities, it would appear, accept the argument put forward by
operators that state they can deliver fewer hours of direct care to their
co-located private beds without any impact on the hours of care for the
public beds. We argue this is not logical.

FFor exarnple, assume a care home is funded for 3.20 hours of direct
care per resident per day and has 100 public beds and 10 private beds
for a total of 110 beds. The operator creates one staffing plan for the
entire 110 bed care home. When the operator is determining how many
care staff they need, their calculation will be based on 3.20 hours of
direct care for the 100 public beds and 2.0 hours per resident for the
10 private beds resulting in a staffing plan based on 3.09 hours per bed
per day for the 110 beds. Of the 174 care homes within our review, 93
(63%) have private-pay beds co-located with publicly subsidized beds.
There is a total of 1.501 co-located private beds and 90% of these are in
for-profit care homaes.
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Some health authorities use a care home occupancy rate of less than
100% as the base for calculating delivered care hours. For example,

if a care home has 100 beds and over the year there are sometimes
vacant beds for a few days as the bed turns over to a new resident, this
care home may experience 98% occupancy for the year. Some heaith
authorities then apply the direct care hours to only 98 of the 100 beds.
This means that on any day when the care home has 99 or 100 residents,
the prescribed number of direct care hours are not delivered.

in addition to the above challenges, there is no verification of the
accuracy of the reported worked hours, which is the measure used by all
health authorities to equal a delivered care hour. Some health authorities
do require operators to identify the number of paid hours and the
number of worked hours. Paid hours should exceed worked hours by a
margin of 15-20%. This will indicate the operator is reascnably providing
replacement hours. For those health authorities who only require the
reperting of worked hours, this analysis is not possible. While some
health authorities report relief hours separately from worked hours, our
review found a wide variation in the numbers and it was not ciear how
the health authority was monitoring the sufficiency of reported relief
Nours.

The financial information in the Expense Reports, which is relied upon
to determine how many care hours are delivered, is self-reported by
the care home and unaudited. This creates opportunities for potential
miscalculation of worked hours for direct care.

If a care aide is on a fraining program or involved in orientation, they are
working and they are paid, but they are not delivering direct care hours.
If this time is recorded as a worked hour, it will be counted as a direct
care hour delivered. Complications can also arise if care aides are pulled
from direct care duties to perform other duties such as preparing and
serving food or housekeeping. If they are classified as a care aide, all
their hours, including those spent on non-direct care, could be counted
as worked hours and could count as delivered direct care hours.
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Similarly, nursing staff who are serving in administrative roles as well as
providing direct care could potentially have all worked hours, including
those spent on administrative duties, counted as direct care,

Notwithstanding its challenges, the current system is the only process
used to verify the number of direct care hours each care home delivers
and whiie it might overstate the actual number of delivered care hours it
i5 not likely to understate the number of care hours that are delivered.

Using the current reporting, we sought to confirm the number of direct
care hours delivered in 2017/18 relative to the number funded=, There
was a significant difference between for-profit providers and not-for-
orofit praviders. Far-profit care homes failed to deliver 207.000 hours of
funded direct care hours while net-for-profit care homes over-delivered
by providing an additional 80,000 rours of direct care beyond what they
were funded to deliver. While the shortfall of 207,000 hours in the for-
profit care homes represents only 2% of their funded hours, these hours
would be encugh to fully staff a 168-bed care home at 3.36 hours of
direct care per resident, per day for one year,
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CHALLENGES WITH
BUILDING COSTS

In addition to a discrepancy between not-for-profit operators and for-
profil operators in the amount allocated to direct care, there was also
a significant difference between sectors in the amount allocated to
building expenses.

Within the overall contracted sector, 15% of revenue ($209 million) is
spent on buildings; however, only 9% of revenue is allocated to buildings
in the not-for-profit sector and this more than doubles to 20% of revenue
allocated to buildings in the for-profit sector.

While there is a cornmon definition of direct care hours for ail health
authorities, the treatment of bullding costs varies beifween health
authorities, particularly capital building costs.

The issues related to reported building costs arise from the foliowing
practices:

= some health authoerities allow depreciation, mortgage interest,
amortization, and replacement reserves to be expensed, while
others allow mortgage principal but not depreciation;

o there is no uniform approach either within or between health
authorities to set standard amortization periods for purposes of
calculating depreciation or mortgage payments;

s some health authorities do not allow not-for-profit operators to
expense depreciation, but it is allowed for for-profit operators,
while both are allowed mortgage interest and replacement
reserves;

e use of amortization appears random, and its application as an
expense versus revenue is inconsistent between and within health
authorities;
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® there is no method to evaluate reported capital costs for buildings
relative to the current value of the buiiding:

¢ there is no method to uniformly address single sites with multiple
buildings that mix public long-term care with private independent
living and assisted living in terms cf allocated joint costs and the
financial impact, if any, of cross subsidization: and

¢ where rent is paid to the owner of the building where the owner
is a refated party, there is no documentation on how the rental
amount was calculated or confirmation of who is the related party.

The physical building that is the care horne and the fand it sits on are an
asset that is owned by the care home operator. This asset can be botght
and sold and feveraged through a mortgage to raise capital. It is also an
asset that has the potential to increase in value over time. The maoney to
pay for this asset, for the most part, comes through the publicly funded
per diem payment. When capital buildings costs such as mortgages

and depreciation are funded it is a form of rent paid to the operator for
the use of their building. Paying rent to an operator for the use of their
building is reasonable and to be expected. However, the current funding
system is not equitable across the contracted sector as a whole and may
or may not reflect fair market value, This is apparent when we analyze
the swings in building costs across the entire contracted sector that can
range from 2% ta 38% of overall expenses and we find care homes in
both the for-profit and not-for-profit sector paying mortgage interest
rates that are double the rates paid for public borrowing.

There are significant building cost differences between the for-profit
and the not-for-profit sector. As the chart below illustrates, the for-profit
sector is funded for much higher rates of building capital relative to the
not-for-profit sector while also generating higher rates of profit/surplus.
Normally, one would expect to find high funding of building capital to
be offset by lower profit/surplus or low funding of building capital to

be offset with a higher profit/surplus. in this case, we find the opposite
situation.
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These are annual per bed caiculations:

With no common approach on how to report and fund the capital
expenditures in contracted long-term carg, there is & lack of consistency
across the province, a lack of fairness within the contracted sector
between for-profit and not-for-profit operators, and an overall inability to
determine if the public is receiving good value for their money,

In the United States of America, where public nursing homes are funded
through the national Medicare program, we find cost of capital averaging
about 8% of revenues in markets such as California®. This is significantly
less than the 20% of revenue the B.C. for-profit sector allocates to
building costs, although iz is fairly consistent with allocations in the not-
for-profit sector.
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CHALLENGES
WITH PROFIT/LOSS
CALCULATIONS

When government contracted with the private sector to deliver long-
term care services, it was reasonably expected by government that
operators would, on average, collect more money than they spent
and would retain this surplus as their profit, Contractual relationships
between health authorities and operators were established with this
good faith understanding.

[t also possible that, while the not-for-profit sector does not exist for
the purpose of creating profit, not-for-profits can also achieve a surplus
of funds between what they receive to deliver public long-term care
services and what it costs them to deliver these services,

There will obviously be a difference between how the for-profit sector

and not-for-profit sector choose to spend their excess funds, but they

should be treated equally in terms of funding, expenses and the ability
to retain their surplus dollars. Our review found this was not always the
case.

There are many ways in which profits/surpluses are generated by

care home operators, with some more transparent than others, These
differences can make it difficult sometimes to understand the true overal)
profit or surplus generated by a particular care home or chain of care
homes,

While profit/surplus is the difference between revenue and expenses,
what is counted as revenue and what is counted as an expense can
impact how much profit/surplus a care home operator generates.

If 8 care home operator does not report income from their private co-
located beds but reports some of the expenses related to those beds
(for example, mortgage costs and/or depreciation for the building
that houses the private beds), that care home will effectively have
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understated their revenue, which will impact their reported profit/
surplus. The operator may also generate profit from related businesses
the care home operator owns that supply goods and/or services to their
oublicly funded care home. If this profit/surplus is not counted as part of
the overall profits generated by the care home, the total profit/surplus
generated by the operation of the care home could be undarstated.

In addition to issues with the clarity and transparency of revenue, a
care home has many exoenses that can be deducted where, it might be
argued, they are not a cash expense, or they are funding equity within
the business.

Capitad budding sipeases

Operators reasonably need to be paid for the use of their care home.
However, the current approach has no method to determine the fair
market value that should be paid.

Instead, the current system funds a series of different capital building
costs. What is funded varies greatly between health authorilies and
even within health authorities there is inconsistent treatment between
operators.
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Examples include:

* Al heaith authorities allow mortgage payments as an expense.
Some allow only interest as an expense and others allow interest
and principal, There is no examination of the reasonableness of the
total mortgage amount, the interest rate paid, the amortization
period used to determine the mortgage payments or whether the
mortgage has been advanced by a related party.

« Health authorities that allow only mortgage interest also allow
depreciation expense. Depreciation is not a cash expense. it is an
amount of money the operator effectively puts into a “savings
account” and it sits on their balance sheet, Operators would be
expected to use this account to pay for capital upgrades. However,
there does not appear to be a systematic approach to ensure that
operators are using their depreciation account to fund capital
replacements and it is also not clear what happens to money in
the depreciation account when an operator sells their care home
to another operator.

Without a more uniform and disciplined approach to funding building
capital we have no way to determine if the public is receiving good value
for money.

Mapagument feeg/fosd office allocation/sdiminisiration

Most health authorities allow operators to report lump sum payments
labelled as head office ailocation, management fee, or administration.
There is no detail on what expenses these are intended to cover, and
amounts cen run intc the hundreds of thousands of dollars. Qur review
found that some operators are reporting large management fees or head
office allocations in addition to significant administrative expenses and
some aperators are using administration to capture interest expense
paid to related parties. The lack of detail on these expenditures make it
impaossible to determine if they are appropriate, in part or in whole, as an
expense.
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Executive comipensalion

None of the health authorities reguire care home operators to report

if company owners arc also receiving a salary from the care home. A
care home owner can pay him or herseif a salary that would count as an
expense under compensation. The income they receive as a salary would
be in addition to the remuneration derived through any profits generated
by the care home.

Lonbracts with related businesses

There is no requirement for care home operators to disclose if they have
a financial interest or receive other types of financial remuneration from
the companies with whom they subcontract for care services and other
supplies. Currently, over one-third of care home aperators contract with
another company to provide some or all of their direct care and some
care homes subcontract for other services such as grounds maintenance
and administration. The amount paid to these subcontractors is generally
reported as a lump sum with little to no detail or breakdown on the
services purchased. It is possible for a care home operator to enjoy a
profit/surpius from the related business they contract with in addition to
the profit/surplus they generate from the care home.

Cmeraiors with maltisde care homes

Most care homes are part of a chain, yet thera is no system in place to
examine the entire financial picture for the chain relative to the care
homas they own and cperate in B.C.

The 174 care homes reviewed for this report produce a pattern that
speaks to inequities within the system between the for-profit and not-
for-profit sectors, Within this pattern, however, there is great variation,
which was one of the most significant findings. To provide a sense of the
variation, we examined four care homes—{wo in the for-profit sector and
two in the not-for-profit sector—to cornpare the experience of a larger
sized care home and a medium sized care home. Here is what we found,
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tn addition to paying for direct care staffing, food, housekeeping, plant
services, and laundry, the care home was also paid for the following:

This care home 1s not untypical of a larger care home in the for-profit
sector. We see a large self-reported profit along with high capital
expenses, and a management fee that is in addition to expenditures for
management and administration.

Page 60 of 73 HTH-2020-01925



L.arges Dare Home #2 - Mep-For-Profit

$18186:645
$18,675,419

In addition to paying for the same itermns as outlined for Care Home #1,
this care home reported the following expenses:

This care home, which is a not-for-profit, has generated a deficit of
$486,774. They have been paid only $99.999 toward their morlgage, and
%$73,826 to their CMHC Replacement Reserves for a total capital building
cost of $173,825.

while they have not claimed any management fees, they have robust
administration expenses that appear related to wage rates versus
FTEs®i. More significantly, their revenus includes a transfer of almost $1
million dollars from their charitable foundation, without which they their
deficit would have risen to almost $1.5 million

in 2017/18, there were 18 care homes reporting over $1 million dollars in
annual profit/surplus, with a total of $28 million in reported profit/surplus
amongst them. In addition to their profit/surplus, these operators were
funded $23 million in capital costs. All but one of these care homes was
in the for-profit sector.
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Migh-Sive Care Homa ¥2% - ForeBrafif

In addition to paying for staffing, food, housekeeping. and laundry, this
care home was also paid for the following:

Here again we see an example of & healthy self-reported profit with
relatively high funded capital building costs. This operator reported
$463,879 for administrative costs including auditing and an additional
$21,400 management fee, This particular care home had additional
private beds for which there was no reported net revenue and it is
part of a chain of care homes, all of which claim varying amounts for a
management fee,
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Mig-Rize Care Home 34 - RNot-For-Profit

In addition to paying for care services, food, housekeeping, and
maintenance, the fellowing was charged:

Here we see an example of a care home typically found in the not-for-
profit sector. There is a small profit/surplus or deficit with a low to non-
existent payment for capital. While this particular care did claim head
office allocation expense, they still incurred a deficit.

While there are many challenges with the self reported profit/surplus on
the Expense Reports, they are the only measure we currently have to
measure the orofit/surplus generated within the contracted long-term
care sector. While current Expense Reports may understate true profit/
surplus, they do not lend themselves to overstating them.

Using self reported profits/surplus from the Expense Reports, 66% of
care homes reported a profit or surplus with an overall net reported
profit of $37 million. The proportion of care homes reporting a profit/
surplus was almost identical between the for-profit and not-for-profit
sectors. However, there was a significant difference in the amount of
profit/surplus reported. The for-profit sector generated 92% of the
overall profit at $34.4 million, while the not-for-profit sector generated
$2.8 million in surplus.
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The profit/surplus produced by the 66% of care homes that report
profit/surplus is $59 million. However, the amount of profit/surplus
reported varies greatly between care homes in the for-profit sector and
care homes in the not-for-profit sector.

Other than heing operated by a for-profit business versus a not-for-profit
society, the strongest driver generating profit is wages and benefits paid
to steff. The review did not find strong correlations between profit and
funded care hours or per diems in general. What the review did highlight,
however, were several examples of care homes with high profits and
above-average per diems and care homes with smaller profits or deficits
and below-average per diems. The average per diem in the sector is
$21.87 ($211.33 in the for-profit sector and $212.47 in the not-for-profit
sector). Measured against this, we found the following example:

Abnve-gverags per dism
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Relnvweaverags par cism

The care homes that received above-average per diems were in the for-
profit sector and the care homes that received below-average per diems
were in the not-for-profit sector.
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CONCLUSION AND
RECOMMENDATIONS

This review provides the first in-depth look at how the contracted long-
term care sector in B.C. is spending the public money it receives, and we
can see there are shortcomings in our current funding and monitoring
approach.

Current practices for funding in long-term care have evolved over time
along with an expansion of the contracted sector. Health authorities are
not experts in the management of large private sector contracts; they
are experts in the delivery of care. To some extent, the challenges we see
with our current funding and reporting system reflects this. Contracted
long-term care operators, both not-for-profit and for-profit, have
followed the rules and guidelines that have been established, However,
the financial incentives of our current systern may be producing some
unintended consequences and our funding and financial reporting is
disjointed, unfair to the not-for-profit sector, and unaccountable to the
public. It is not clear that we have a sufficiently firm grip on an annual
expenditure of $1.2 billion of taxpayers' money. It is the job of regulators
and funders to put in place monitering and reporting systems based on &
“trust buk verify” relationship.

There will be some challenging and difficult work ahead. We need to
develop a funding model that recognizes the legitimate financial needs
of all operators, regardless of whether they are for-profit or not-for-
crofit, and that puts the interests of residents first. Those who live in our
publicly funded long-term care homes and their family members need
the confidence to know that, regardless of whao is running their care
home, consistent and sufficient staff will be there to meet their needs.

The taxpayer also needs to have confidence the annual investment
of $1.3 billion of public money invested in the contracted long-term
care sector is spent in a way that is resident-focused, that is fair and
equitable, and that represents good value,

However challenging and difficult the conversations and negotiations will
be. we must change from our current practice or the problems will only
compound in the future as the need for long-term care beds increases.
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The steps we need to take are outlined in the following recommendations.

1. Funding for divect cave musi be speht on direet cara

We must remove the financial incentive for operators io do anything
other than provide as many care hours as possitle with the public
money they receive to deliver direct care. if an cperator can find staff
who will work for lower wages than their funded rate. thay should use
their surplus funds to provide more hours of care or return the funding.
Anything short of this will not provide operators with the incentives we
need in today's l[abour market to ensure residents have consistent and
sufficient care staff to meet their needs,

2. Monltoring for complinee with funded oare hours must be moors

We need tighter standardized reporting for direct care hours. All beds
nreed to be counted at 100% occupancy and we neaed to verify self-
reported worked hours, Consideration needs to be given to regulation
changes that will empower licensing to monitor staffing levels similar to
the current regulatery and licensing practices in licensed day care.

s oy

3, Dafine profit

There are a number reported expenses that may or may not be fair
and appropriate. There needs to be a decision about how to treat
building capital along with management fees, head office allocations,
administrative expenses, and subcontracts with related parties, The
decisions made need to be uniformly applicd to all care homes in the

province and need to transparently demonstrate value for money to the
taxpayer,
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v

4. Standsrdize reporting for all care homes throughout 18,0,

We need to be collecting the same information, using the same
calculations and the same measurements, for all care homes regardless
of health authority and we should report this at the provincial levet.

R Rgvenues and expenditures for publichy funded core lnmes should
e availabile o the nublc,

The public is entitled to know how their money is spent, in detail, and
residents and families are entitled to know how many care hours are
delivered by their care home.
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Ronayné, Bruce HLTH:EX

RS T =nn: ]
From: Caspick, Jane HLTH:EX
Sent: July 17, 2020 11:19 AM
To: Ronayne, Bruce HLTH:EX
Subject: FW: Time Sensitive! - Seniors Advocate Report Release 4 February 2020 at 1000

This is the only one | have.

From: Caspick, Jane HLTH:EX

Sent: February 7, 2020 3:07 PM

To: Mackenzie, Isobel HLTH:EX <Isobel.Mackenzie@gov.bc.ca>

Cc: Carey, Linda HLTH:EX <Linda.Carey@gov.bc.ca>

Subject: FW: Time Sensitive! - Seniors Advocate Report Release 4 February 2020 at 1000

Hi Isobel,

5.22
had some guestions on the report released Tuesday.

Jane

From:S-22

Sent: February 5, 2020 12:30 PM

To: Caspick, Jane HLTH:EX <Jane.Caspick@gov.bc.ca>

Subject: Re: Time Sensitive! - Seniors Advocate Report Release 4 February 2020 at 1000

Hello
Unfortunately, | was unable to attend this meeting but do have some points I wish to bring forward.

5.13

Please correct my points if | have misunderstood the report.

Thank you

$.22 (COA member)
s.22

From: "jane caspick” <Jane.Caspick@gov.bc.ca>
To:s.22
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5.22

Cc: "Mackenzie, Isobel HLTH:EX" <Isobel.Mackenzie@gov.bc.ca>
Sent: Monday, February 3, 2020 1:16:51 PM
Subject: Time Sensitive! - Seniors Advocate Report Release 4 February 2020 at 1000

Hello COA Members,

Please find attached an Embargoed PDF of the Seniors Advocate Report to be release tomorrow
February 4, 2020 at 1000.

This is the latest report from Isobel Mackenzie, Seniors Advocate on the financial findings of the
contracted long-term care sector. The report is the first provincial in-depth review of how the long-
term contracted care sector is allocating and spending public money.

For COA members outside the Greater Victoria area if you would like to dial-in to the conference at
1000 please use the numbers below:

s.15; 5.17

Conference Call: Participant ID:31% S-17

If you are in the Victoria area and would like to attend the report release at the Legislative Press
Gallery please advise me as soon as possible and | will arrange to have your name added to the
security list.

2
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| have attached the Media Advisory as well as the Embargoed Report. As this report is Embargoed
please do not distribute or circulate. If you have any questions please feel to call me.

Jane Caspick

Council of Advisors Liaison
Office of the Seniors Advocate
6% Floor, 1405 Douglas Street
PO Box 9651 Stn Prov Govt
Victoria, BC V8W 9P4

Office: 250-952-6516

Toll Free: 1-877-952-3181

www.seniorsadvocatebc.ca
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