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COVID-19 and long-term care

D

eaths from COVID-19 have disproportionately affected seniors living in
long-term care. Only 1% of Canadians reside in long-term care, but these deaths
represent 80% of all COVID deaths in Canada.1
This statistic is a result of issues that have been
worsening for years; it is unfortunate that it
took a pandemic to unmask the shortcomings
of our long-term care facilities.
Three factors have made care facilities particularly vulnerable: the staffing model, aging
facilities, and a frail, dependent client population. The problems with staffing are structural.
Inadequate pay and part-time hours require care
aides to work in more than one facility, allowing
infections to spread between care homes. Lack
of sick pay and a shortage of staff may have also
encouraged some individuals to continue working even after becoming ill. Additionally, low
pay has led to high staff turnover and reliance
on temp agencies, which reduces staff familiarity with infection control measures.
As for the facilities themselves, many have
shared bedrooms and bathrooms as well as
crowded public areas, which make physical distancing difficult and negatively affect the organization’s ability to meet cleaning standards.
Work conditions were made even more challenging by limited access to personal protective
equipment (PPE), as well as staffing shortages
resulting from sick or quarantined staff. To be
clear, individual health care staff are not at fault.
Many continue to work despite fears for their
own safety and while grieving the loss of residents for whom they have cared.
Prior to the pandemic, the BC Ministry
of Health had increased the number of hours
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