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BC Housing sample data shows that 94% of RGISSH units were occupied by single residents, and 
their average income was approximately $16,800 per year. 

If a senior can access a RGISSH unit, it can be a great benefit in two main ways. First, rent-geared-
to-income housing enables low and modest income seniors to pay no more than 30% of their 
gross income to rent. This ensures an adequate disposable income to help meet other core needs. 
Second, a supportive community is created by living with fellow independent seniors and the 
involvement of the community agency as the owner/operator. This kind of housing allows seniors 
to continue to develop social networks, to engage in their communities in a meaningful way, and 
to feel a true sense of pride in their homes. 

The economic benefit of RGISSH compared to SAFER is listed in the chart comparing the financial 
profile of two different income scenarios of seniors living in Vancouver.

SAFER  
Recipient

Senior in  
Subsidized Housing

Gross income $18,180 $24,000 $16,800 $24,000

Net monthly income $1,514 $1,902 $1,400 $1,902

Market rent $1,038 $1,038 – –

SAFER subsidy $254 $90 – –

RGI rent – – $420 $600

Basic costs of living $952 $1,021 $952 $1,021

Remaining income -$222 -$67 $28 $281

Seniors’ Subsidized  
Housing that Works

“When I visited Glen Arbor  
Caribou in Williams Lake, I  
was struck by how well this  
kind of housing can work.  
There was a real sense of  
community. Everyone knew  
each other, they looked out  
for each other, and they  
obviously respected each  
other. The location is ideal,  
near public transit, and  
within walking distance to  
many amenities. This is a place that hits the mark on all counts. It’s affordable, it’s accessible,  
and it’s very appropriate for the seniors who live there.” 

– Isobel Mackenzie, B.C. Seniors Advocate
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The challenges of RGISSH are two-fold. First, the waiting list to obtain a unit is long, and second, 
units might not be available in the community in which a senior lives. Moving from Burnaby, 
where a senior renter has been living for 30 plus years, to the West End of Vancouver could be  
very upsetting as social connections are lost. Seniors and their friends do not have the mobility  
of younger people.

The more pragmatic approach for urban centres that have a high number of rental units overall 
would be to recalibrate the SAFER program to meet the 30% of income objective of the RGISSH 
program and to allow seniors to age in place. 

In non-urban parts of the province, however, there is a need to increase the rental stock, and it 
may not be practical to assume this challenge will be met by the private sector without some 
incentives. Increasing the availability of rental units appropriate for low to modest income 
seniors in rural parts of B.C. is key to achieving the goal of allowing seniors to age in place in their 
community of choice. This could be accomplished through direct subsidy to the not-for-profit 
sector so that they can provide such housing, or through incentives provided to the private sector 
to build units that could be covered under the SAFER program.

Homeowners
In British Columbia, approximately 80% of seniors own their own home and it is estimated that 
78% have no mortgage.8 The values of the homes seniors own vary widely depending on where 
the senior lives. We know the Lower Mainland is one of the most expensive real estate markets in 
the world. However, there is a wide range of values within the Lower Mainland ranging from an 
average of over $1 million in the City of Vancouver to $488,000 in Whalley. Prices also vary widely 
in other areas. In Greater Victoria, average prices range from $686,000 in Oak Bay to $299,000 in 
Sooke. Even outside major urban centres, where house prices are more modest, there can be wide 
variation such as Prince George at $285,000 and Kelowna at $485,000.

Regardless of the value of the house, the costs of maintaining a home are fairly similar. 
Additionally, with the rapidly rising real estate values of the past 20 years, it is quite common to 
see modest or low-income seniors living in high value houses. It is important to remember that at 
least 30% of senior homeowners have an annual income of $24,000 or less.
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The table below highlights the typical expenses for senior homeowners with gross incomes of 
$20,000 and $24,000 in three different markets in B.C. 

Metro Vancouver Victoria Cranbrook

Annual gross income $20,000 $24,000 $20,000 $24,000 $20,000 $24,000

Monthly after-tax income $1,642 $1,902 $1,642 $1,902 $1,642 $1,902

Homeowner expenses:1

Property taxes, municipal utilities $303 $303 $341 $341 $199 $199

Homeowner's insurance $133 $133 $124 $124 $112 $112

Major repairs and maintenance2 $250 $250 $250 $250 $250 $250

Minor repairs and maintenance3 $35 $35 $35 $35 $35 $35

Utilities $245 $245 $235 $235 $290 $290

Total homeowner expenses $966 $966 $985 $985 $886 $886

Total basic living costs4 $1,047 $1,064 $1,047 $1,064 $1,090 $1,107

Remaining funds after homeowner 
and living expenses -$371 -$128 -$390 -$147 -$334 -$91

1	E stimates based on average house values, receipt of full Home Owner Grant, and no mortgage. 
2	E stimated annual portion of major expenses such as roof replacement, deck repair, hot water tank replacement.
3	E .g. appliance repair, yard maintenance, etc.
4	 Transportation estimates based on assumption that senior homeowner drives a vehicle and has $2,000 in annual insurance, gas and 

maintenance costs.

This demonstrates the fact that direct costs of home ownership are equal to or greater than 
rent costs. While a senior living in Vancouver is potentially paying $10,000 to $13,000 a year 
to rent, a homeowner of an average house in Vancouver is paying approximately $11,400 a 
year in homeownership costs and is more likely to have slightly higher basic living costs when 
transportation costs are considered, since homeowners are more likely to drive. 
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Financial Support Programs for Homeowners
There are currently two major financial supports available to seniors who are homeowners. The 
first is the Home Owner Grant, available to all homeowners with homes valued at $1.1 million 
or less. Seniors whose property value is above $1.1 million, but under $1,269,000 (or $1,309,000 
in northern or rural areas), and who have an income below $32,000 also receive the grant in the 
form of the low-income supplement. This grant can provide a maximum relief of $845 per year in 
metropolitan areas and $1,045 per year in northern and rural areas. 

The second financial support available is the Property Tax Deferment Program. This program is 
available to all homeowners 55 years of age or older and to families with children 18 years of 
age or younger. The program allows homeowners to defer some, or all, of their property tax. 
The government will pay property tax to the municipality on the homeowner’s behalf. For those 
55 years of age or older, the government charges a rate of not more than 2% below the prime 
lending rate as set by the Bank of Canada. The current rate charged for property tax deferral is 
1% simple interest. 

Property taxes are 
currently deferred by 
36,581 B.C. homeowners 
aged 55 and over. 
Current data collection 
methods did not allow us 
to determine how many 
of these are seniors. 

While travelling 
throughout the province, 
the Seniors Advocate 
heard many stories from seniors who were deferring their property taxes, but were still struggling 
to afford the monthly costs of staying in their homes. A hydro bill can seem like a very small 
expense to many British Columbians, but to some seniors this could be the bill that forces them 
out of their homes or leaves other needs, such as medications, unmet. There were also many 
senior homeowners who were able to meet their monthly, somewhat predictable, costs, but who 
feared what would happen if they were faced with a major repair such as a roof replacement or the 
collapse of a dilapidated deck. 

In a recent survey by the Office of the Seniors Advocate, 36% of low-income seniors who felt 
they may have to move in the future cited affordability as a key reason. The dilemma facing some 
low-income seniors who have increasing health needs is choosing between the inaffordability 
of remaining at home with support, or moving to publicly subsidized assisted living where they 
would have all their needs met for a set percentage of their income. Those who are caring for 
a parent that qualifies for placement in residential care may choose to place their loved one in 
residential care where fees for care and accommodation are based on a percentage of income, 
rather than continue to help subsidize their parent’s housing.

Property Tax Deferment Keeps Me In My House

“I’m 82 and I’ve lived in my house for 60 years. Ten years ago, I 
realized that I couldn’t afford to pay my house taxes, which keep 
going up. I made a tough decision to start deferring my taxes. 

My three daughters supported me in this decision. They told me 
that my happiness and comfort in a place I’ve known for so long  
is more important than how much money I may leave behind.” 

– Bev, 82, Victoria
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While the Home Owner Grant and Property Tax Deferment are good programs, they are not 
sufficient to help some low and modest income senior homeowners meet their costs. As the earlier 
tables illustrate, property tax is only one of the costs associated with homeownership and it is 
not the major cost for average priced houses. Hydro bills, strata fees and repairs and maintenance 
can be much greater costs, and there is no support for low-income seniors struggling with the 
financial burden these costs impose. Other than relief for property tax, there is no other consistent 
program to offer cost relief to low or moderate income seniors who are homeowners. Some local 
governments offer utility cost relief to seniors, but this is inconsistent and not sufficient. 

What is needed for B.C. seniors is a new program that will allow seniors to defer some or all of their 
annual homeowner expenses, something like a “Homeowner Expense Deferral Account.” 

The broad vision of this type of program would see senior homeowners set up an account with the 
provincial government that essentially becomes a line of credit against the equity in their home. 
Instead of the homeowner paying specific expenses such as hydro bills, home insurance, etc., the 
province pays those bills on behalf of the homeowner and those costs are applied against the line 
of credit. Payment would be handled between the government and the service provider directly. 
The deferred amount becomes due upon sale of the property, death, or voluntary re-payment. The 

government would allow seniors to have total 
deferments of up to 75% of the equity of their 
home and would charge simple interest based on 
the formula used for property tax deferment that 
has a current interest rate of 1%. 

This program has the practical effect of providing 
anywhere from $6,000 to $11,000 in additional 
annual income. This is a significant amount of 
money, especially for those seniors with incomes 
near the median of $24,000. Through this 
program, seniors who are one new roof away 
from financial disaster can have the security of 
knowing that should a one-time cost come up, 

they will be able to meet it. For those seniors who are struggling monthly, they know they can 
continue to meet their monthly obligations and will not need to move into subsidized assisted 
living or residential care. 

We have tested the sustainability of this program through various scenarios using two models:  
one in which seniors defer all eligible expenses, and one in which they defer only major repairs 
and maintenance costs. In almost all cases, seniors who choose to defer all expenses are left with 
25% or more equity in their home after 20 years, and all have 25% equity after 15 years. 
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In Model 1, we looked at four distinct real estate markets using the cost of an average home and 
made various assumptions on costs and inflation. House prices were projected to rise, on average, 
2% per year, while all other costs were projected to rise anywhere from 3.8 % to 5% per year 
compounded. The interest rate charged to the deferment account was set at 1.5% on average  
as rates may rise over time. We assumed all possible deferment items would be chosen. 

Model 1: Deferment of a wide range of expenses

Description House in 
Vancouver

House in 
Kelowna

House 
in Prince 
George

Condo in 
Nanaimo

Home Price at Year 1 $1,000,000 $470,000 $295,000 $250,000

Major Property Expenses at Year 1

 Major repairs and maintenance1 $3,000 $3,000 $3,000 $500

 Property taxes, municipal charges2 $3,931 $2,957 $3,532 $1,925

 Homeowners' insurance premiums3 $1,600 $1,250 $1,344 $300

 Utilities4 $2,940 $3,300 $3,655 $360

Condominium fees5 $0 $0 $0 $3,009

Total at the beginning of Year 1 $11,471 $10,507 $11,531 $6,094

Home Value at the exit year6

If exit at Year 10 $1,195,093 $561,694 $352,552 $298,773

If exit at Year 20 $1,456,811 $684,701 $429,759 $364,203

Equity left in the property at the exit year7

If exit at Year 10 $1,052,305 $430,970 $209,152 $221,807

If exit at Year 20 $1,092,923 $351,752 $64,731 $164,512

Equity left in the property as a percentage of Home Value at the exit year 

If exit at Year 10 88% 77% 59% 74%

If exit at Year 20 75% 51% 15% 45%

 
Calculation Variables Annual % change

1	 Repairs and maintenance for owned living quarters 5.0%
2 	 Property taxes and municipal charges for owned living quarters 4.6%
3 	 Homeowners’ insurance premiums for owned living quarters 3.8%
4 	 Utilities 4.0%
5 	 Condominium fees for owned living quarters 5.0%
6 	 Home price 2.0%
7 	 Interest rate for the loan 1.5%
Assumptions:
-	 The senior does not pay any money back until the year of exiting the program
-	 The loan is given at the beginning of the year; the senior exits the program at the end of the year
- 	 Mortgage has been paid off, no mortgage related expenses are included
- 	 Property tax is net of the Home Owner Grant for seniors  
- 	 The simple interest rate is applied (the senior will not be charged interest on interest)
- 	 These four homes are heated by natural gas
-	 Home price/value increase is compound, calculated annually
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In Model 2, we chose to highlight the senior who might be able to meet ongoing costs, but who 
does not have the cash reserves necessary to fund a major repair such as roof replacement. We 
estimated major repairs might equal $30,000 every ten years and amortized the cost accordingly. 

Model 2: Deferment of major repair and maintenance costs only

Description 
Scenario A 

House in 
Vancouver

Scenario B 
House in 
Kelowna

Scenario C  
House 

in Prince 
George

Scenario D 
Condo in 
Nanaimo

Home price at Year 1 $1,000,000 $470,000 $295,000 $250,000

Major property expenses at Year 1

 Major repairs and maintenance $3,000 $3,000 $3,000 $500

Home value at the exit year

If exit at Year 10 $1,195,093 $561,694 $352,552 $298,773

If exit at Year 20 $1,456,811 $684,701 $429,759 $364,203

Equity left in the property at the exit year

If exit at Year 10 $1,156,793 $523,394 $314,253 $292,390

If exit at Year 20 $1,356,125 $584,015 $329,073 $347,422

Equity left in the property as a percentage of home value at the exit year 

If exit at Year 10 97% 93% 89% 98%

If exit at Year 20 93% 85% 77% 95%

In all situations it appears 
that after ten years, 
all homes still retain 
far in excess of 25% 
equity with all values 
expressed in current 
dollars. After 20 years 
of deferring all possible 
expenses, we find that 
most homeowners 
are still retaining in 
excess of 25% equity in 
their home. There is a 
challenge with the Prince 
George example where, 
as a result of the house 
value also increasing, 
there is no longer 25% 
equity, but there is still 
significant equity in the 
home. This highlights 

How Deferring Property Expenses Would Help Me

“My wife and I have owned our  
home in Fruitvale since 1992.  
We rely strictly on our old age  
pension and old age security,  
which works out to about  
$28,000 a year between the  
two of us. Our home expenses  
are going up on a regular basis  
and it’s getting tight, we’re  
pinching pennies. The biggest  
challenge is utilities. We have  
to pay $2,400 a year for  
electricity. To defer those costs  
wouldn’t just be helpful, it  
would be a lifesaver. It would  
definitely be an answer.” 

– Koert, 77, Fruitvale
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that some homeowners may need to plan carefully, but most, particularly in the Lower Mainland, 
will not face that challenge. 

With the additional money that is generated, seniors living in their own home will be able to better 
address other cost pressures that can link to improving their quality of life and health status. This 
will in turn link to their ability to remain in their home as long as they choose to.

The value of this program is that it allows seniors to determine what, if any, costs they want to 
defer and for how long. It recognizes that most seniors do want to remain in their own homes and 
that a move to publicly subsidized assisted living or residential care should be based on needs and 
choices other than financial ones. 

The advantage of creating this cost-relief option for low and moderate income seniors is that 
seniors will have confidence that they can continue to meet the ongoing costs of homeownership 
as they age and their incomes remain stagnant or decrease. This will allow aging seniors to remain 
at home and receive home care, if that is their choice, versus moving to publicly subsidized 
assisted living or residential care. It provides seniors with choice and reduces costs to government 
as they are not paying for subsidized assisted living or residential care. 
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Regardless of whether one rents or owns, the changing mobility needs of seniors can sometimes 
trigger a move. For example, we know that 15% of seniors receiving home care use a wheelchair, 
and that many more have mobility challenges related to stairs and getting in and out of a bathtub. 
Many homes can have renovations and alterations that will make them more accessible and allow 
seniors to remain there longer. Ramps, conversion of bathtubs to showers, and widened doorways 
are just a few examples of some modifications that can allow seniors to remain in their own homes. 

The costs associated with making one’s home accessible can be daunting. Financial assistance 
for low-income seniors to pay for accessibility modifications is offered through the Home 
Adaptations for Independence (HAFI) program operated by BC Housing. This program provides 
a grant of up to $20,000 for eligible adaptations such as widened walkways, walk-in bathtubs, 
lever-type door handles, and the installation of elevating devices. HAFI is predominantly used 
by homeowners (89%) and most use the funds to improve the accessibility of their bathrooms 
(69%) or to install ramps and lifting devices (16%).9 

To be eligible for HAFI, a senior must meet 
income and asset limit requirements. 
One requirement is that the value of 
the senior’s home must be below the 
average assessed value in that region. For 
example, a senior living in Vancouver is 
ineligible for HAFI funding if their home is 
currently assessed at more than $850,000. 
In Victoria, the maximum assessed value 
is $525,000.10 Most condo owners would 
have properties below these thresholds 
and could access HAFI funding (assuming 
their strata allows the adaptations). 
But many – perhaps most – detached 
houses in a particular geographic region 
are worth more than these limits. These 
homeowners would not be eligible for 
funded adaptations even though they 
have low incomes. The manner in which 
this program is structured also means that, 
as soon as a senior’s income is $1 over the 
maximum eligibility amount, no subsidy 
is available because there is no graduated 
reduction of subsidy.
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Landlords can access the program on behalf of a tenant, although there is no requirement under 
the Residential Tenancy Act for them to do so, and the process for landlords is more cumbersome. 
Additionally, strata corporations are ineligible for HAFI grants even though making accessibility 
changes to common areas may be what is required to allow a senior to remain living in their strata 
unit. Seniors who live in co-op housing are also ineligible for HAFI funding.

The recent survey conducted by the Office of the Seniors Advocate suggests that awareness of 
HAFI is low, even among those who could benefit from this program most.11 For example, seven in 
ten survey respondents did not know that home adaptation grants were available, and awareness 
was no higher among the low-income seniors who are eligible for HAFI. Effective promotion of this 
program, particularly to low-income senior homeowners, is an important consideration.

While it is reasonable to have an income test for any grant program such as HAFI, the value of the 
house is not relevant to the ability to pay for the renovation. A senior’s income and liquid assets 
determine their ability to pay. If the government were to adopt a homeowner expense deferral 
account type program, some homeowners currently ineligible for HAFI funding due to the higher 
value of their home would be able to access funds for adaptations through this program. In 
the absence of such a deferral program, however, income should be the only HAFI criteria, and 
a sliding scale of subsidy that decreases from $20,000 to zero over an income range is a more 
appropriate rationing. 

While many seniors can utilize home adaptations and live-in caregivers to help retain their 
independence, the Strata Property Act and Residential Tenancy Act create barriers that have a big 
impact for some seniors who rent or live in strata-controlled apartments and condominiums.

The Strata Property Act currently enables strata councils to place limits on seniors’ ability to make 
certain important adjustments to their strata unit and living arrangements. For example, strata 
councils can pass bylaws setting a tenant age threshold or limiting the maximum number of 
occupants of a suite that effectively prohibit a senior from bringing in a permanent live-in caregiver. 
Strata rules can also prevent, or levy expensive fines on, a senior making major modifications to a 
unit that could enable their continued independent living. In some cases, even small non-structural 
adaptations could be prevented. It is quite possible, in the current legal environment, that a senior 
could be forced to move because they need a grab rail or flooring that they are not allowed to install. 
Some strata councils have also banned the use of electric scooters in their buildings. 
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Seniors who rent are at an even bigger disadvantage. The Residential Tenancy Act does not currently 
offer explicit protection to seniors who need to complete adaptations or hire a live-in caregiver 
to maintain independence. Landlords can legally withhold permission to a senior who needs to 
make non-structural adaptations or requires a non-relative to live in their suite. While withholding 
permission for a major structural adaptation is understandable, limiting a senior from making 
reversible non-structural changes to their suite or from using a scooter in the building is not, and the 
legislation requires updating accordingly. To protect landlords, the legislation should also ensure that 
tenants are responsible for the cost of both making the adaptation and reverting the unit to its pre-
adaptation state upon leaving the unit.

It is clear that although the majority of landlords and strata councils are reasonable, the fact that 
neither the Residential Tenancy Act or the Strata Property Act have exceptions related to these 
issues allows some landlords and stratas to effectively evict seniors from their homes without 
cause, potentially forcing them into subsidized assisted living or residential care. 

In addition to potential restrictions to accessibility that could be imposed under the Strata Property 
Act, there are also concerns from both strata property owners and manufactured home owners 
that current regulations could impact the affordability of either assisted living or residential care. 
If a senior is deemed needing either publicly subsidized assisted living or residential care, they 
will pay a percentage of their income for that cost. Seniors leaving a strata unit or manufactured 
home will remain responsible for ongoing strata fees until their unit or manufactured home is sold. 
If they are unable to rent their unit while it is listed for sale, this can present a severe economic 
hardship and it is not unreasonable that legislative protection be offered through both the Strata 
Property Act and the Manufactured Home Act to allow rental of units that are listed for sale when 
the owner has been placed either in publicly subsidized assisted living or in a licensed residential 
care facility.

Approximately 21,000 seniors lived in manufactured homes, including more than 8,000 seniors 
over the age of 75. It is a form of housing that involves both ownership of the actual manufactured 
home unit and, usually, rental tenure of the home site (or pad) where the unit sits. Manufactured 
homes represent an affordable form of home ownership for those with lower incomes. Because 
they don’t own the land where their units are situated, manufactured home owners are at risk 
of eviction and/or the need to relocate their home if the landowner chooses to rezone and 
redevelop the manufactured home park to increase the land value. The costs involved in moving a 
manufactured home are considerable, older manufactured homes may not be in sufficiently good 
condition to move or may not meet current B.C. building codes. There is limited compensation 
paid to those who are evicted due to redevelopment of the manufactured home park where they 
rent space given they could be losing the capital investment in the manufactured home or facing 
significant relocation costs to move their home.
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Summary and Recommendations
Independent housing is a choice that is appropriate for all seniors if it is affordable, if there is 
housing available that can provide accessibility to services and supports, and if it allows for design 
features to make the environment safe and accessible. There are data to support that, if seniors 
choose to, they can be cared for in their own home to very high care levels. Where the housing 
is located, whether or not there is a co-residing caregiver, and the degree of risk that a senior 
chooses to live with are all factors that will influence this choice, and different people will make 
different choices. However, should a senior choose to live independently, evidence supports this 
can be an appropriate choice. 

The affordability of housing for low and moderate income seniors, both renters and homeowners, 
is challenging. Data support that many seniors who rent, particularly those in the Lower Mainland 
and Greater Victoria, are in genuine need of more support to cover their rental costs. The data also 
support that low to moderate income seniors who are homeowners need to find cost relief for 
either their ongoing home ownership costs, or the extraordinary costs of major repairs. 

The availability of suitable housing for seniors is lacking most in rural and remote areas of the 
province. This presents a particular challenge for those seniors who are isolated and will need to 
move into the nearest town once they are either widowed, lose the ability to drive, or require daily 
home support services if they want to continue to live independently and optimize their safety. 

Recommendations
1.	R evise the Shelter Aid for Elderly Renters Program (SAFER) to align with the subsidized housing 

model of tenants paying no more than 30% of their income for shelter costs, by:

a.	 adjusting the maximum level of subsidy entitlement from the 90% currently indicated  
in the SAFER regulations to 100%; and

b.	 replacing the current maximum rent levels used in the SAFER subsidy calculations with the 
average market rents for one-bedroom units in B.C.’s communities as reported annually by 
Canada Mortgage and Housing Corporation.

2.	 Create a Homeowner Expense Deferral Account type program, as outlined in this report,  
to allow senior homeowners with low or 
moderate income to use the equity in their home 
to offset the costs of housing by deferring some 
or all of the major ongoing and exceptional 
expenses associated with home ownership  
until their house is sold.

3.	 Amend the Residential Tenancy Act and Strata 
Property Act to protect tenants and owners who 
require non-structural modifications to their 
unit (i.e. grab bars, flooring) from either eviction, 
fine or denial and protect their right to access 
grant money from the Home Adaptations for 
Independence (HAFI) program. 
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4.	 Amend both the Residential Tenancy Act and the Strata Property Act to ensure that  
tenants/owners cannot be evicted or fined under bylaw for the occupancy of their unit  
by a live-in caregiver. 

5.	 Amend the Home Adaptations for Independence (HAFI) program to: exclude the value of the 
home as a criterion; graduate the grant on a decreasing scale relative to income; decrease 
complexity for landlord applications; and allow for applications from strata corporations  
and co-ops. 

6.	 Amend the Strata Property Act and the Manufactured Home Act to ensure seniors who are 
placed either in residential care or subsidized Registered Assisted Living are able to rent their 
homes while they are listed for sale. 

7.	 The Provincial Government consult with the Active Manufactured Home Owners Association, 
the Manufactured Home Park Owners Alliance of British Columbia and regional manufactured 
home owners associations to revise the 
Manufactured Home Act so that fair and 
equitable compensation is provided to 
manufactured home owners who are  
required to leave their home due to sale  
or development of the property.

8.	 The Provincial Government, BC Housing 
and the Office of the Seniors Advocate work 
together to develop a strategy for affordable 
and appropriate seniors housing in rural and 
remote British Columbia.

9.	 The Provincial Government work with  
the Federal Government on the issue of seniors 
who are homeless as a discrete population 
within the homeless community. 

10.	 The Provincial Government work with  
the Office of the Seniors Advocate to raise 
awareness of all subsidy and grant programs 
available to seniors.
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Seniors in Assisted Living

Assisted living is the housing choice of approximately 22,800 seniors who need enhanced 
supports to maintain their independence. To understand the benefits and challenges of this 

type of housing, it is important to know how it evolved. 

Assisted living began relatively recently in British Columbia and Canada. Assisted living housing 
options began to appear in this province around 2000, following their development in the 1990s 
in the United States. The academic literature points to the growth of supportive care settings being 
labelled as assisted living as early as 1985. It was felt a new concept was needed that would be a 
departure from traditional nursing homes and hospital-like care settings.12 As a result, throughout 
the 1990s states like Oregon and California began experimenting with small-scale supportive 
settings that would be more home-like and less institutional than nursing homes.

In general terms, assisted living accommodation is offered in an apartment-style setting with one or 
more meals a day provided in a central dining room. Weekly housekeeping services and organized 
social activities are also key components of assisted living. Any clinical care or services are provided 
under a philosophy that emphasizes “resident choice and normal lifestyles” as well as “decision-
making about accepting or rejecting medical care and other health-related care and services.”13

As the assisted living concept began to emerge in British Columbia in the late 1990s, the provincial 
government launched a plan to renew and redesign home and community care services. This 
plan sought to increase the number of clients served at home relative to those served in nursing 
home-like facilities and to reduce unnecessary use of acute care beds by seniors and others. In 
2002, the British Columbia Legislative Assembly’s Select Standing Committee on Health stated 
that this plan was premised on “the need to replace an old, out-dated paternalistic model of 
‘one-size’ institutional care for the elderly with a new model that respects the rights, autonomy 
and individual needs of our oldest citizens and supports them to be functioning members of our 
communities for as long as possible.”14

British Columbia health 
authorities, in tandem with  
BC Housing, began to develop 
a variety of subsidized assisted 
living settings. This culminated 
in approximately 4,400 units of 
subsidized assisted living being 
built that would charge seniors 
a percentage of their income 
rather than the fixed rate as is 
done in private pay assisted 
living. This opened up assisted 
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living to seniors of all income levels. Growth also continued in the private market with the addition 
of more than 18,400 private units of various types offering a range of different services. The 
distribution of these units is province wide as illustrated in the chart below.

B.C. assisted living units, by health authority (March 31, 2014)15

Interior Fraser Coastal Island North B.C. 
Total

Registered Assisted Living units 
(subsidized) 915 1,393 811 1,015 288 4,422

Private (non-subsidized) Registered 
Assisted Living 1,001 1,109 463 616 24 3,213

Private assisted living (non-registered) 4,019 4,462 2,601 3,704 422 15,208

Total assisted living 22,843

With the new model of publicly subsidized assisted living developed in 2003 came the concept of 
‘Registered Assisted Living’. This applies to all 4,400 publicly subsidized assisted living units and 
to the 3,200 private units where the owner/operator provides any of the care services directly. 
Registered Assisted Living is distinct from a model where care services are provided by a third 
party hired directly by the resident as is found in the remaining 15,000 private assisted living units. 

Once established, Registered Assisted Living was placed under the Community Care and 
Assisted Living Act (CCALA) and the Office of the Registrar of Assisted Living was created. Initially 
independent, the Registrar has moved to the Ministry of Health and functions in a similar way 
as the Director of Licensing. Operators of Registered Assisted Living are held accountable for 
compliance with the CCALA through the Registrar of Assisted Living. 

Thus in British Columbia, there are basically three versions of assisted living available. The first two 
are publicly-subsidized Registered Assisted Living and private Registered Assisted Living, both 
of which are regulated under the CCALA. The third type of assisted living is provided by a wide 
range of private retirement homes and other settings, all of which offer assisted living services, but 
residents make their own arrangements for any personal/nursing care needs. By definition, the fact 
that these settings do not offer the services prescribed by the Community Care and Assisted Living 
Act 2004 in the way required by the Act means these sites are not covered by the Act.

There is strong objective evidence to suggest that seniors in Registered Assisted Living appear 
to be happier and healthier once they move in, whether it is under a private pay or publicly 
subsidized model. Apart from high levels of satisfaction reported in qualitative surveys sponsored 
by operators and health authorities, a 2013 study led by UBC’s Dr. Kim McGrail points to 
medical and other benefits for seniors moving into assisted living and remaining for at least a 
year.16 The authors of this B.C.-wide study of 4,200 Registered Assisted Living residents found a 
significant decrease in the utilization of hospital and primary care physician services, inferring an 
improvement in overall health and well-being. This supports the importance of offering assisted 
living as a housing option to as many seniors as possible.
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Seniors in publicly subsidized Registered Assisted Living are assessed by health authority staff 
using a provincially mandated assessment tool called InterRAI-HC. This is an internationally 
developed assessment tool used by home care providers and governments around the world.  
A sister tool, the InterRAI MDS 2.0, is almost identical and is used in residential care. The InterRAI 
MDS 2.0 has a few questions added or deleted based on the applicability to the setting. For 
example, the InterRAI-HC asks about a co-residing caregiver while the MDS 2.0 does not because 
it isn’t relevant, and the InterRAI MDS 2.0 asks about a resident’s preference to return to the 
community while the InterRAI-HC does not, again because it is not relevant. 

This wide-ranging assessment examines a multitude of indicators including cognitive function, 
ability to perform both the activities of daily living (ADLs) such as bathing, toileting, and the 
Instrumental Activities of Daily Living (IADLs) such as medication management and managing 
finances. In the chart below we can see the picture develop of the type of seniors who are living  
in subsidized Registered Assisted Living in B.C. We have compared this to the profile of seniors 
who are living independently and receiving home care.

RAI-HC and MDS 2.0 assessment Residential 
care

Care in the 
community

Assisted 
living

Over 85 years of age 56% 40% 60%

Diagnosis of Alzheimer's or other dementia 61% 34% 45%

Diagnosis of psychiatric or mood disorder condition 30% 21% 20%

Needing to reside in a special secure care dementia unit 19% N/A N/A

Minor assistance needed to complete personal care 
activities (ADL Hierarchy) 33% 85% 90%

Moderate to significant assistance needed to complete 
personal care activities (ADL Hierarchy) 67% 15% 10%

Mild cognitive/memory impairment 38% 81% 82%

Moderate to severe cognitive/memory impairment 62% 19% 18%

Combination of complex conditions indicating high or very 
high need for facility level care 82% 53% 63%

Has frequent bladder incontinence 55% 21% 21%

Exhibits aggressive behaviour 33% 11% 11%

Exhibits unsafe wandering if not supervised 17% 3% 4%

Requires wheelchair for indoor mobility 50% 11% 5%

Received 9 or more different meds in the last 7 days 51% 44% 42%

Is receiving antipsychotic medications 33% 14% 15%

Is receiving antidepressant medications 45% 28% 25%

Is receiving hypnotic or pain medications 64% 30% 28%

Requires use of daily restraints for safety 11% 0.3% 0.0%
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These data show that a high degree of physical frailty can potentially be accommodated in 
assisted living; however, it also shows that this same degree of frailty is also being accommodated 
in the community under the home care program. There are two scores in particular on the RAI-
HC which are key to understanding the level of frailty that is present in assisted living and what 
potentially can be supported in Registered Assisted Living. The first is called the “ADL Hierarchy” 
which scores the ability of a senior to manage daily activities such as washing, dressing, using 
the washroom and bathing. A senior needing moderate to significant assistance in these areas 
(scoring 3 or more on a scale of 0-6) will always need close assistance from a care worker to get out 
of bed, wash or bathe and get dressed. Additionally, they will likely need a walker to safely walk 
and possibly a wheelchair. Such a senior likely has two or more medical conditions that limit their 
endurance and ability – for example arthritis and perhaps congestive heart failure.

The second score we have used to illustrate who could potentially be living in Registered Assisted 
Living is the “Cognitive Performance Scale” (CPS) which practically measures the ability of a 
person to make their own decisions, manage medications and money, and organize their day. 
Someone scoring in the “mild” range (CPS 0-2) is likely to manage reasonably well and safely 
either in the community or in Registered Assisted Living. Someone scoring 3 or above on this 
scale is considered to have a moderate to severe cognitive impairment and likely could not live 
in Registered Assisted Living or the community except with a supervising spouse or co-residing 
caregiver. This person would need close supervision to prevent getting lost and direction to carry 
out daily tasks.

In the case of both subsidized Registered Assisted Living and home care, we find that 
approximately 18% of the population has a cognitive performance score (CPS) of 3 or more and 
10% of the population has an ADL Hierarchy of 3 or more. The CPS score for severe impairment 
increases by only 1% to 19% for seniors under home care, but the ADL Hierarchy score actually 
moves up to 15% for home care. This tells us that from both a physical and cognitive function 
perspective seniors living in subsidized Registered Assisted Living and seniors living at home with 
home care have similar clinical profiles as it relates to their cognitive function and higher acuity in 
physical function for home care clients. 

Where there is a statistically significant 
difference in the populations is in the 
percentage over the age of 85 and the 
percentage co-residing with a caregiver. 
People who lose a supporting spouse are far 
more likely to be in Registered Assisted Living 
even though their cognitive and physical 
ability can be managed in the community 
if a co-residing caregiver is present. This makes sense as the likelihood of losing one’s spouse 
increases with age and the ability to care for oneself is impacted by whether or not one co-
resides with a caregiver and the majority of time that is a spouse. In Registered Assisted Living, 
60% of residents are over the age of 85 and only 17% are married. In the community, only 40% 
are over the age of 85 but 36% are married.

RAI Snapshot Comparison

Assisted 
Living

Home 
Care

CPS >3 18% 19%

ADL >3 10% 15%

Over 85 60% 40%

Co-residing with caregiver 12% 44%
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Notwithstanding the comparison of assisted living 
residents to the home care population, the data 
also highlight that Registered Assisted Living is not 
supporting very many seniors with high levels of 
physical disability or dependencies. The data show 
that more people live in Registered Assisted Living 
because of their cognitive loss – which drives their 
level of dependency – coupled with the loss of a 
supporting spouse. This is seen in the weighting of 
residents who score 3 or higher on the cognitive 
performance scale (18%) versus the number at 3 
or higher on the ADL Hierarchy (10%) – few people 
have significant physical dependency. This is further 
reinforced by the fact that 11% of seniors living in 
the community under home care primarily use a 
wheelchair while only 5% of those in subsidized 
Registered Assisted Living use a wheelchair. This 
may be explained to some extent by the current 
regulatory system of prescribed services as is 
described below. 

Under the Community Care and Assisted Living Act 
2004, Registered Assisted Living operators must 
nominate two of six prescribed services that will 
be offered to residents (see box). The two most 
commonly prescribed services offered by assisted 
living operators are: assistance with the activities 
of daily living, and central storage/distribution of 

The Six Assisted Living 
Prescribed Services
Community Care and  
Assisted Living Act 2004 

1.	R egular assistance with activities 
of daily living, including eating, 
mobility, dressing, grooming, 
bathing or personal hygiene 

2.	 Central storage of medication, 
distribution of medication, 
administering medication 
or monitoring the taking of 
medication 

3.	 Maintenance or management 
of the cash resources or other 
property of a resident or person 
in care 

4.	 Monitoring of food intake or of 
adherence to therapeutic diets 

5.	 Structured behaviour 
management and intervention 

6.	 Psychosocial rehabilitative 
therapy or intensive physical 
rehabilitative therapy
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medications. If a resident needs one or more of the other four prescribed services, their care will be 
deemed as too complex for Registered Assisted Living and a discharge plan will be implemented 
or, in the case of a senior attempting to move in, the move will not occur. 

Additionally, if the senior requires two prescribed services or needs only one prescribed service, 
but it is not the prescribed service offered by that operator, then they will not be admitted to 
Registered Assisted Living and will likely be referred directly to residential care. The decision is 
based not on what assistance the senior needs but on what two prescribed services the operator 
has selected to provide.

Those seniors whose needs and service requirements change will find themselves moved to 
residential care perhaps unnecessarily, especially if they require high-intensity care over a 
prolonged period, such as palliative care. This hypothesis is supported by what we see in the data. 

One consequence of the B.C. approach of regulation of prescribed services is that, how a senior 
pays for their assisted living can be a determining factor in whether or not they need to move 
from assisted living to residential care, or whether they can even enjoy the greater independence 
offered in assisted living to begin with. 

Those who can afford to purchase the supports and services needed to live in a non-registered 
assisted living residence do so on a “buy as needed” basis. The costs charged are irrespective of 
income and can range from $2,500 per month to $8,000 per month depending on location, size  
of unit and additional services purchased. 

Conversely, those seniors who are subsidized and living in a Registered Assisted Living unit pay a 
total fixed price of 70% of their net income up to a cap that varies depending on where they live in 
the province, but generally reflects the actual cost for basic assisted living in that community. 

The practical effect is that, for the 7,680 seniors in Registered Assisted Living, 58% of whom are 
subsidized, they will need to move to residential care if their care needs progress beyond the two 
prescribed services. However, the approximately 15,000 seniors living in private, non-registered 
assisted living can purchase private help and support when needed in order to continue to age in 
place, if they so choose. Other jurisdictions such as Alberta and Ontario do not have the prescribed 
services model of B.C. and allow for more flexibility in assisted living type residences. This may 
explain in part why we find that, based on comparative residential care assessments, there are 
seniors living in residential care in British Columbia who would be living either in the assisted 
living equivalent or the community if they lived in Alberta or Ontario. 

In 2007, the Assisted Living Registrar introduced a new policy, as opposed to regulation, to 
allow provision of two additional prescribed services at a lower level of intensity – called “the 
support level”. While this move was intended to be helpful, it did not address the critical issue of 
initial exclusion based on needing one of the prescribed services not offered in a setting. It also 
created ongoing confusion around the interpretation of prescribed versus support level services 
and policy versus regulation. Ultimately, there has been no tangible improvement in terms of 
the care level of seniors in assisted living. 
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To demonstrate the 
challenge of operating 
under the current 
legislative model, where 
assisted living operators 
can only provide up to 
two prescribed services, 
we offer the following  
typical scenarios. 

Senior A has what can 
be described as a fairly 
common range of needs 
and will need to use 
two of the prescribed services allowed in Registered Assisted Living (personal care assistance 
and medication management) as well as all the hospitality supports. This individual has no 
dementia, is able to make appropriate decisions for himself, and is able to direct his own care 
needs. Physically, however, he has a high need for assistance with daily activities like dressing 
and bathing, and has two medical conditions, congestive heart failure and osteoarthritis. These 
conditions require regular medications and cause this senior to have limited physical endurance, 
but he does not need oxygen support and is fully continent. Because of his failing eyesight, this 
senior needs physical assistance to properly 
take his medications. Senior A experiences 
a fall that results in a compound fracture 
that has put him in a wheelchair and he will 
require on-going intensive physiotherapy. 
He is otherwise exactly the same, no change 
in cognitive function and no other medical 
changes. He can still eat meals with the people 
he has lived with for the past three years, play 
bridge and Skype with his grandchildren in 
Toronto. However, he is going to need to move 
from Registered Assisted Living to residential 
care because his intense physiotherapy over 
a prolonged period inside the setting will 
trigger a third prescribed service.

Senior B has mild cognitive impairment 
but is able to direct her care and able to 
independently make the necessary daily 
decisions which makes her eligible for 
Registered Assisted Living. She has some minor 
assistance needs in the area of personal care 
and bathing and she is well able to manage 

Why Does My Dad Have To Leave Assisted Living?

“My dad can’t stay in Assisted Living for much longer. He’s had 
Parkinson’s Disease for many years and he’s starting to need more 
services than the place he’s currently living can provide. 

It’s really too bad because he’s got a place that he really feels is 
home. He’s made friends and is very happy there. 

He’s very anxious about going into residential care. Where will it 
be? Who will take care of him? All the unknowns are just making 
things worse.” 

– Jackie, daughter of Brian, 76
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her own medications. She doesn’t really need major assistance with the two prescribed services 
provided (personal care assistance and medication management). However, Senior B’s biggest 
need for assistance is with a complex dietary problem. In reality, this could range from a complex 
diabetic diet, severe celiac or renal disease requiring a very specific diet and monitoring of that 
diet. Another high possibility is a severe swallowing problem (called dysphagia) that requires 
ongoing monitoring of modified food textures to prevent the senior choking on her food – a 
service provided in the community. Regardless of which diet issue this senior has, she would 
not gain access to Registered Assisted Living because dietary monitoring of this type is a third 
prescribed service and the level of monitoring would exceed the support level policy. So, despite 
the fact that this senior doesn’t really need the two prescribed services offered and only needs 
one prescribed service, she would be barred from Registered Assisted Living because the operator 
cannot provide three services nor offer a different combination of prescribed services to suit a 
particular need. Senior B would need to be admitted directly to residential care. 

In either of the two above scenarios, if the senior had sufficient funds they could live in non-
registered assisted living and simply pay to bring in any additional help needed. In the absence  
of funds to move to a non-registered setting, both seniors would likely face a move to residential 
care where they will pay 80% of their income to a maximum of $3,157.50, leaving the government 
to fund the difference, which can range from $3,500-$6,000 per month depending on the income 
of the senior. 

This situation has developed in part because British Columbia offers only two models of subsidized 
care settings for people who cannot remain at home independently: Registered Assisted Living or 
complex care as delivered in residential care facilities. This creates the possibility that seniors may be 
referred to residential care, when in fact they could either move to, or remain safely in, assisted living 
if the regulations were changed. 

The data tell us that within B.C., our Registered Assisted Living population does not vary 
significantly from our more acute home care populations, save for the presence of a co-residing 
caregiver and advanced age. We also compared B.C.’s subsidized Registered Assisted Living data to 
Alberta, where services are not prescribed, to determine if there were significant differences in the 
populations. We found differences on several indicators.

Alberta offers different levels of assisted living from basic retirement living to caring for people 
with dementia in secure sites. We chose data for a level of care called Supportive Living 4 (SL4) as it 
is the most comparable of Alberta’s four levels of assisted living to B.C.’s Registered Assisted Living. 
The data show that in Alberta, seniors are able to live to a higher level of care in assisted living than 
they can in B.C. 

RAI-HC 
assessment element

British Columbia 
Registered 

Assisted Living 

Alberta
Supportive  

Living 4

ADL higher than 3 10% 25%

Wheelchair use indoors 5% 25%

Cognitive Performance Scale 3 or higher 18% 18%
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These indicators are a stark revelation of our inability in B.C. to allow those who have high cognitive 
function but a moderate to severe physical frailty to live in subsidized Registered Assisted Living. 
The cognitive ability of the assisted living population is the same for both B.C. and Alberta; it is the 
physical function that is different, as expressed in their ADL score and whether or not they are in 
a wheelchair. The contrast with home care on the use of wheelchairs is also enlightening as 11% 
of seniors receiving home care use a wheelchair versus only 5% of the population in subsidized 
Registered Assisted Living.

There are other data to support the hypothesis that we may not be using Registered Assisted 
Living to its maximum potential. We examined where seniors who were admitted to residential 
care were living prior to their admission to care. 

Logic would dictate that, for the 4% of seniors who live in residential care, we would see a 
continuum where they started as independent with no home care, moved to being independent 
with home care, in some cases progress to assisted living, and then finally residential care. We 
should see very few seniors admitted to residential care directly from home without having 
received home care or moving to assisted living first. 

The scenario of a completely independent and healthy senior suffering a sudden and completely 
debilitating stroke that requires 24 hour total care ongoing would be an example of someone who 
may be admitted to residential care directly from home with no previous home care. However, this 
is a fairly rare occurrence and would have relatively the same probability of occurrence whether 
one lived in B.C. or Alberta.

Comparison of B.C. and Alberta data show a significant difference in admissions to residential 
care of someone who was living at home prior to admission without having utilized home care 
services. This is 18.5% of the admissions in British Columbia and only 5.8% of the admissions 
in Alberta. This does suggest that, comparatively at least, British Columbia is not exhausting all 
possible independent supports, either through home care or assisted living as appears to be 
done in Alberta.

In the Seniors Advocate’s report “Placement, Drugs 
and Therapy…We Can Do Better”, it was highlighted 
that there were seniors living in residential care who 
might be able to live either at home with home care 
or in assisted living. The above referral data may 
indicate why this is occurring. This issue is explored  
in further detail later in this report under the 
Residential Care Chapter. 

One of the supports that can enable seniors to 
remain longer in Registered Assisted Living is to 
have a spouse living with them in the unit and 
helping with supervision, and currently 17% 
of Registered Assisted Living residents identify 
themselves as married.
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Section 26(3) of the Community Care and Assisted Living Act 2004 precludes an operator of Registered 
Assisted Living from housing a cognitively impaired person who is deemed as ‘unable to direct’ their 
own care – in practice, this person scores 3 or more on the RAI-HC CPS element. The Act allows an 
exception if the person lives with a supporting spouse in the Registered Assisted Living setting who 
can make the necessary decisions for the person lacking the necessary competence.

A potential difficulty exists, however, in that the Act does not specify a definition of “spouse” 
and so in legal terms, the scope of the exception to Section 26(3) is limited to legally married 
spouses. In practice there is strong evidence that this rule is routinely waived by operators of 
Registered Assisted Living. However, the legislation does not explicitly support the variety of 
long term relationships that have come to be recognized as “spousal”. 

One particular group in danger of discrimination if this provision were to be misapplied is the 
Lesbian, Gay, Bisexual, Transgender community. A clearer, more inclusive definition of “spouse” that 
reflects the wide range of supportive relationships that actually exist in British Columbia would be 
an easy, yet profound change to the current legislation. The Health Care (Consent) and Care Facility 
(Admission) Act contains an inclusive list of persons who form relationships which are much more 
representative of the broad range of possible co-habitation arrangements seen in B.C. today and 
this might be a very good place to start a discussion with various stakeholders. 

Legislation covering Registered Assisted Living is very broad and, therefore, regulation is 
primarily managed through administrative policy as developed by the British Columbia Assisted 
Living Registrar. The Assisted Living Registrar, as currently constructed, has the ability to directly 
influence the overall quality of Registered Assisted Living services provided to seniors through 
the power to create and enforce health and safety standards where risk to tenant health and 
safety is concerned. 

The matter of actual tenancy, however, is not explicitly addressed and has been an issue since its 
inception. Extensive analysis of the issue by a variety of stakeholders has been ongoing, but the 
situation is unchanged. Some argue for assisted living to be included in the Residential Tenancy 
Act (RTA). Two other provinces, Ontario and Quebec, include the equivalent of assisted Living 
under RTA-like legislation. The principle argument for not having assisted living under the RTA in 
British Columbia centres on the fact that although the central aspect of assisted living is a rental 
agreement, the whole package of services are also “bundled” into the tenancy and so the situation 
is not comparable to a RTA-like tenancy. Aspects of the RTA – such as notice periods and landlord 
entry to suites – may be incompatible with the health care objectives of assisted living. 

However, a number of legal items related to tenancy do deserve attention. For example: rent 
controls for private pay residents, a resident bill of rights, control of service charges, smoking, 
inspections, and others. In addition, under B.C.’s current RTA, health status is not a reason for 
eviction. Indeed, placing assisted living under the RTA could provide protection against being 
moved to residential care prematurely if the tenant is competent to make decisions regarding risk 
and/or has a substitute decision maker.
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Affordability of Assisted Living 
The occupancy of 4,422 of the 7,680 Registered Assisted Living units is publicly subsidized by 
regional health authorities and BC Housing. Subsidized residents pay what is known as the “client 
rate,” equivalent to 70% of their after-tax income up to designated maximums which are calculated 
based on a formula that takes into effect local market conditions. The designated maximums  
are called the ‘capped rates’ and these generally reflect the full market rate for assisted living in 
that community. While residents of subsidized Registered Assisted Living pay the client rate,  
the balance of the cost of their accommodation and services are subsidized where needed by  
BC Housing and local health authorities. 

Using a percentage income formula ensures that all B.C. seniors, regardless of their income 
status, will be afforded the opportunity to access Registered Assisted Living and it recognizes 
the obligation of those with greater ability to pay. 

The range of Registered Assisted Living capped rates can be seen in the table below described 
for each health authority both for single persons and couples. The remaining third of  
Registered Assisted Living residents live in unsubsidized private units and pay the full cost  
of their accommodation and services entirely from private means. They are referred to as 
“private-pay” residents. 

Health 
Authority

Range of Registered Assisted Living Maximum Rates  
(January 1, 2015)

Singles Couples Distinguishing information 

Fraser
$2,421 – 
$5,552

$3,136 – 
$8,924

Maximum rates range from site to site, within regions as well  
as between regions within FHA and IHA.

Interior
$2,828 – 
$4,099

$3,328 – 
$6,781

The range of couple rates includes those couples where just 
one partner is receiving care and those couples where both 
receive care.

Island Health $3,250
$3,750 – 
$4,750

The range of maximum couple rates represents the difference 
between a rate for couples where just one partner is receiving 
care and those couples where both receive care.

Northern 
$2, 717 
– $5,051

$4,433 – 
$8,213

Maximum rates range between sites which do not provide  
24-hour care and those that do provide 24-hour care.

Vancouver 
Coastal 

$2,350 – 
$3,530

$2,850 – 
$4,030

Maximum rates range between rural and urban sites.
Maximum rates range according to unit size, with rates differing 
between studio units and 1 bedroom units.
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Health authorities, under Ministry of Health policy, 
ensure that individuals have at least $325 per month 
residual income after all required living expenses have 
been paid. This fact recognizes expenses that the 
individual will have over and above those provided 
under the 70% rule. 

The amount of $325 may not be adequate for seniors 
in assisted living given the number of items that still 
need to be covered. This is the same amount that  
we leave for seniors in residential care, yet there  
are many extra costs that are covered in residential 
care. For example, Registered Assisted Living only 
requires the provision of two meals, not three as  
in residential care and residential care will cover  
the costs of basic supplies. 

The issue of potential hardship is exacerbated in the 
case of couples with joint income when one half 
of the partnership is required to enter Registered 
Assisted Living where the other partner remains in the 
family home. The assisted living client is required to pay the 70% amount but if the family home 
is retained expenses likely stay the same for the non-assisted living partner and so a hardship 
situation can occur due to the added burden of the assisted living costs. 

In situations of hardship, the Ministry of Health has an extensive policy that allows for a review 
of the individual’s financial situation by health authority staff and, if warranted, temporary rate 
reductions (TRR) are applied. While websites and rate setting letters make reference to the TRR,  
it is not clear that seniors and their family are as aware of the policy as they should be. 

The availability of assisted living depends on where in the province you live. In urban centres there 
is a robust supply of private assisted living often co-mingled with subsidized Registered Assisted 
Living. It is assumed, given there is an estimated average vacancy rate of 10% in private assisted 
living, that sufficient if not excess supply exists overall. 

The availability of subsidized Registered Assisted Living is difficult to assess due to the lack of 
standardized methods of looking at waiting lists both between health authorities and even within 
health authorities. Understanding the waiting list will become increasingly important if Registered 
Assisted Living is able to reach its full potential. 

Supplies covered by licensed 
residential care but not 
 Registered Assisted Living:17

•	 Meal replacements

•	 General hygiene supplies (e.g. 
soap, shampoo, toilet paper, etc.)

•	 Routine medical supplies  
(e.g. sterile dressings, bandages, 
syringes, etc.)

•	 Bed alarms, special mattresses, 
surveillance system devices

•	 Disposable incontinence pads  
or briefs

•	 Catheters

•	 All eligible prescription drugs are 
provided under PharmaCare
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Summary and Recommendations
Assisted living is a housing choice that is appropriate for any senior who wishes to live in a 
community with other seniors, enjoys socializing and wants to have some of the daily activities 
such as cooking and cleaning taken care of by others. 

It is also an appropriate choice for seniors who require care but have a level of cognitive function 
that will allow them to engage with the community of seniors they live with while maintaining 
their independence. 

The subsidized Registered Assisted Living data support that for many of the people living in 
Registered Assisted Living it is an appropriate setting. However, the data also clearly indicate there 
are some seniors for whom subsidized Registered Assisted Living would be appropriate but who 
are not able to enjoy its benefits as a result of the current regulation model. These seniors would 
appear to be referred prematurely to residential care. 

There may also be seniors for whom Registered Assisted Living would be appropriate if they could 
co-reside with the person they view as their spouse. The current legislation, however, does not 
recognize the diversity of relationships that can constitute spousal. 

The affordability of subsidized assisted living is facilitated by charging 70% of net income. For 
the lowest income seniors, however, this can leave very little disposable income, and there are 
several costs that are not covered under subsidized assisted living such as breakfast, medications, 
supplies, medical equipment and the like. 

The availability of assisted living overall appears to be sufficient given there is an estimated 
10% vacancy rate. The availability in smaller, more remote communities may be a challenge. The 
availability of subsidized assisted living is difficult to assess as there is no standardized method 
used for tracking vacancies either within or between health authorities. 

Recommendations
11.	R egistered Assisted Living be fundamentally redesigned and regulations changed, to allow for 

a greater range of seniors to be accommodated and age in place as much as possible including 
palliative care. This should reduce: the number of discharges from Registered Assisted Living 
to Residential Care; the number of admissions to residential care of higher functioning seniors; 
and the number of seniors admitted directly to residential care from home with no home care. 

12.	 Amend section 26(6) of the Community Care and Assisted Living Act to:

a.	 allow that section 26(3) of the Act does not apply to a resident of assisted living if that person 
is housed in the assisted living facility with a person who is the spouse of the resident or 
anyone in the classes listed in section 16(1) of the Health Care (Consent) and Care Facility 
(Admission) Act and that person is able to make decisions on behalf of the resident.

b.	 provide that the meaning of “spouse” should extend to a person who has lived in a marriage-
like relationship with the resident in addition to a person legally married to the resident.

13.	 The minimum amount of income with which a resident of subsidized assisted living is left 
be raised to $500 from the current $325 to recognize the costs that are not covered under 
Registered Assisted Living that are covered under Residential Care.
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Seniors in Residential Care

Sometimes called long-term care, facility care or a nursing home, residential care provides  
24-hour professional supervision and care in a protective, secure environment for people who 

have complex care needs and can no longer be cared for in their own home, or in assisted living. 
Residents live in a room, sometimes with one or more people, and have either a private or shared 
washroom. All meals are provided in a central dining room and access in and out of the facility 
is secured and monitored. Some facilities have special units for severe dementia residents that 
includes an additional level of security, sometimes referred to as ‘secure care units’. 

Residential care is home to 3.7% of B.C. seniors, or about 30,000 individuals. This represents 
only 1% of B.C.’s population; 4% of the seniors’ population; 9% of the population over 75, and 
approximately 15% of the population over 85. 

Long-term residential 
care settings must 
provide a range 
of services which 
are specified in the 
Community Care and 
Assisted Living Act 
(CCALA) or in the Hospital 
Act. Residential care 
settings are home not 
only to seniors, but 
also to people with 
disabilities who cannot 
be cared for without 

access to an array of services, particularly unscheduled care provided by regulated professionals 
such as nurses. In British Columbia there is only one level of licensed care, known as complex care. 
Previous to 2002, British Columbia had multiple levels of care and licensed facilities were placed 
along a continuum offering different intensities of care, from light personal care, intermediate care: 
levels one to three, and extended care for the most complex residents. This began to change in the 
early 2000s as the government’s Continuing Care Renewal Plan moved the residential care system 
to only one level of licensed care – complex care – and introduced higher levels of community care 
and Registered Assisted Living. 

Currently in B.C., there are approximately 26,000 subsidized residential care beds in 339 
regulated facilities. The facilities are owned and operated either by health authorities, not-for-
profit organizations, or private companies. All B.C. residents who qualify are entitled to a place 
in publicly-subsidized residential care. They will pay 80% of their net income to a maximum of 
$3,157.50 per month. There are also approximately 1,600 private-pay licensed residential care beds 

He Needed a Lift and He Got Residential Care Instead

I met a gentleman whose mind was sharp but who couldn’t get 
out of his bed without assistance. He’d lived in assisted living 
where two staff together were able to help him up, but then his 
physician told him he needed a mechanical lift to get him out of 
bed safely. The assisted living operator refused to install a lift, 
which left him with no other choice but to go into residential care 
even though he doesn’t need the other care services and manages 
on his own once he’s on his feet. This type of housing is definitely 
not the most appropriate for his needs. 

– B.C. Seniors Advocate
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in the province. The cost of private residential care can range from $6,000 to $10,000 per month. 
Licensing standards and enforcement are the same for both private and publicly subsidized beds. 
This report focuses only on government subsidized facilities and beds. 

Each health authority has residential care beds (see table below). These numbers change slightly 
as increases or decreases to room occupancy are implemented in response to local needs and 
pressures. Some subsidized residential care beds are located in facilities that also have beds 
available for private paying residents. 

March 31, 2014 Summary of British Columbia Residential Care (RC) Beds

Interior Fraser Coastal Island North B.C. Total

General Population of 
seniors aged 75+ 67,306 102,740 78,566 70,700 13,397 332,709 

Residential Care (RC) 5,352 7,595 6,575 5,155 1,091 25,768 

RC beds per 1000 seniors  
> age 75 79.5 73.9 83.7 72.9 81.4 77.4 

Seniors are approved for subsidized residential care based on demonstrated need, as assessed by 
health authority community care case managers. In general terms, individuals must demonstrate 
that they have exhausted all other options for care, and that their needs exceed the level of care 
that can be provided in the community or Registered Assisted Living. 

The intent of residential care is to provide housing with a high degree of unscheduled and 
scheduled professional clinical care for the most medically, physically and cognitively frail seniors 
and adults with disabilities. It is a necessary and appropriate setting for some seniors, but it is 
arguably not appropriate, nor desirable, for seniors whose combination of physical and cognitive 
need is such that a lower level of support would suffice. 

Before admission to a subsidized licensed care facility, every potential resident is first assessed 
to determine if a move to residential care is appropriate. This assessment is done by a health 
authority case manager using an internationally validated assessment tool that has been 
referred to in this report previously, the InterRAI-HC. This assessment looks at levels of cognitive 
and physical function, family and community supports, current physical environment, health 
conditions, mood and behaviour, medications and service utilization among other things. The 
RAI-HC assessment is a critical objective measure of need, and is used in conjunction with other 
assessments to determine whether residential care is appropriate for the senior.

Once admitted to residential care, the InterRAI MDS 2.0 is used to re-assess residents within two 
weeks of admission, 90 days after admission and quarterly thereafter. Using the MDS 2.0 data of 
29,429 assessments for the timeframe 2012-2013, a fairly robust picture can be developed of the 
profile of seniors living in residential care. Comparing these data to the 33,000 users of home 
care and a sample of the 4,400 seniors living in subsidized Registered Assisted Living, over the 
same time period, is instructive in analyzing the appropriateness of who is living in licensed 
residential care, the last option on the housing continuum. 
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The chart below (also shown on page 39) indicates that, for the most part, residential care houses 
seniors who are disproportionately frailer and have more complex care needs than those housed 
in assisted living or living at home with home care. Seniors in residential care are also significantly 
more likely to be using a wheelchair full-time, and to be on an antipsychotic or antidepressant 
when compared to seniors living in the community or in Registered Assisted Living. 

RAI-HC and MDS 2.0 assessment 
element

Seniors in 
residential care

Seniors receiving 
care in the 

community

Seniors living in 
assisted living 

settings

Over 85 years of age 56% 40% 60%

Diagnosis of Alzheimer's or other 
dementia 61% 34% 45%

Diagnosis of psychiatric or mood 
disorder condition 30% 21% 20%

Needing to reside in a special secure care 
dementia unit 19% N/A N/A

Minor assistance needed to complete 
personal care activities (ADL Hierarchy) 33% 85% 90%

Moderate to significant assistance 
needed to complete personal care 
activities (ADL Hierarchy)

67% 15% 10%

Mild cognitive/memory impairment 38% 81% 82%

Moderate to severe cognitive/memory 
impairment 62% 19% 18%

Combination of complex conditions 
indicating high or very high need for 
facility level care

82% 53% 63%

Has frequent bladder incontinence 55% 21% 21%

Exhibits aggressive behaviour 33% 11% 11%

Exhibits unsafe wandering if not 
supervised 17% 3% 4%

Requires wheelchair for indoor mobility 50% 11% 5%

Received 9 or more different meds in the 
last 7 days 51% 44% 42%

Is receiving antipsychotic medications 33% 14% 15%

Is receiving antidepressant medications 45% 28% 25%

Is receiving hypnotic or pain medications 64% 30% 28%

Requires use of daily restraints for safety 11% 0.3% 0.0%

These data do support that most seniors living in residential care are in the appropriate form of 
housing based on their needs and on their wishes. However, these data raise a question about 
the appropriateness of residential care for a small percentage of residents – 15% or less – who 
have higher cognitive and/or physical function than some home care clients who are living 
independently, either in their own home or in assisted living. This issue was identified in the  
recent report by the Seniors Advocate “Placement, Drugs and Therapy…We Can Do Better”.
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As referenced in the assisted living section of this report, the Office of the Seniors Advocate took 
data from the InterRAI assessments in home care and created three profiles of people who could 
live successfully in the community or assisted living based on their level of physical and cognitive 
function. We then applied these profiles to the residential care assessments for British Columbia, 
Alberta and Ontario where comparable data was available. 

The first profile is of seniors with light care needs who can make their own decisions, are not at 
risk of wandering or getting lost, and can manage their own activities of daily living (ADLs) with 
minimal assistance. This profile can be referred to as having light physical and cognitive care 
needs. In clinical terms, these would be people who might score 25 or more (out of a possible  
30 – where 30 is considered normal cognition) on a commonly used standardized mental function 
test.18 They could be oriented to time and place, but perhaps lack judgement over complex 
financial affairs. They could have mild cognitive impairment that may or may not progress, an 
acquired brain injury from a traumatic event, or have suffered a stroke. Their physical function is 
fairly good, although they may require a cane or walker and they may have difficulty with stairs. 

The second profile is of seniors with a mild dementia who need some assistance with instrumental 
activities of daily living (IADL), such as managing finances or medications, but otherwise manage 
well with direction and support. This group can be seen as having dementia care needs. These are 
seniors who might typically score above 18 out of 30 on the mini mental exam, who experience 
occasional forgetfulness but can manage with cueing through notes and reminders. People who 
score below 18 on this test tend to have moderate to severe impairment, and likely require a 
higher level of support and supervision. Physically, they likely do not require a walker for more 
than occasional use, or they are able to walk moderate distances, but stairs may be a challenge.

The third profile is of seniors who are moderately physically frail and in need of assistance for 
physical tasks and activities of daily living (ADLs) such as bathing, dressing, toileting and personal 
care, but who are mentally intact and self-directing. This profile can be characterized as having 
primarily physical care needs. This is a population that might have: a diagnosis of multiple 
sclerosis; suffered partial paralysis from a stroke or accident; experience peripheral neuropathy 
complications from diabetes; have congestive heart failure; be in renal failure or experiencing 
debilitating tremors, or a combination of issues.

As the following table highlights, we found up to 16.2% of residents in residential care in British 
Columbia fit one of the three profiles of seniors who are living in the community. We then 
compared the percentage of people fitting these profiles who lived in residential care in Alberta 
and Ontario. In doing so, we found that in the case of Alberta, only 4.2% of the residential care 
population fit the profiles, and for Ontario it was 10.4%. These data may help to explain why 
18% of the residential care population do not meet the RAI criteria of “combination of complex 
conditions indicating high or very high need for facility level care.”
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Three client profiles identified and their prevalence among the residential care population  
of B.C., compared to populations in Alberta and Ontario

RAI Profile of Community Care Clients
% of residential care 

client population

B.C. AB ON

Profile 1: LIGHT PHYSICAL AND COGNITIVE CARE NEEDS 
Relatively low care needs with relatively high levels of both cognitive  
and physical function 

6.1% 2.3% 5.6%

Profile 2: DEMENTIA CARE NEEDS 
Cognitive impairment that can make it challenging for them to live alone, 
but low physical care needs and low medical needs 

5.4% 0.9% 1.8%

Profile 3: HIGHER PHYSICAL CARE NEEDS
Somewhat higher physical care needs but, in all other respects, could 
potentially receive care in the community

4.7% 1% 3%

This equates to 1,500 to 4,400 individuals who could potentially live more independently. 
The comparison with Alberta and Ontario, where there is a significantly lower percentage of 
residents fitting these profiles living in residential care, confirm there is room for improvement 
in British Columbia.

This leads to the question, “Who are these people, and why are they living in residential care in 
British Columbia to a far greater extent than in Alberta or Ontario?”

The seniors fitting these 
three profiles have 
lower care needs than 
residential care is designed 
to accommodate and, 
based on their health, 
their abilities, and their 
care needs, these seniors 
could be cared for in other 
settings, either at home 
with support or in an 
assisted living environment. 
To be housed prematurely 
in a residential care facility 
is not generally a good 
experience, or fit, for the resident. With most residents experiencing complex and severe cognitive 
and/or physical impairment, it is difficult to form a community of interest. 
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It is generally accepted that living in the community with supports is more desirable for those with 
lower care needs or who have full cognitive function. It also ensures that the scarce residential care 
bed is available for someone whose needs are a better fit with residential care. In the InterRAI MDS 
2.0 assessment, residents are asked if they would prefer to return to the community to live. The 
chart below shows that, on average, 8.3% percent of British Columbians in residential care would 
prefer to return to the community – with significant variation between health authorities. 

Health Authority: Interior Fraser Coastal Island Northern B.C.

Number of assessed 
residents 6,354 8,531 7,039 6,478 1,027 29,429

Resident indicates a 
preference to return to 
community

12.0% 4.8% 5.3% 10.8% 13.5% 8.3%

In addition to the appropriateness of moving to residential care as a place to live, there is the 
additional issue of appropriateness of resident mix within the care facility itself. As the InterRAI 
data demonstrates, 61% of residents are diagnosed with Alzheimer’s or other dementia. This 
means that 39% of residents in care facilities, or just under 12,000 people, do not have dementia. 

Examining the InterRAI data, 32.7% of residents scored seven or less out of 30 on a mini mental 
exam, and a full 10% scored one or less, which is likely the profoundly demented non-verbal 
population. This is 43% of the population at very advanced stages of cognitive impairment. 
The physical environment, skill mix and staffing levels required to care for this population will 
logically be different from what is required to care for residents who have higher cognitive 
function irrespective of their physical function. 

It is crucial to understand that, although 61% of B.C. residential care residents have a diagnosed 
dementia, the facilities they live in are not, for the most part, dedicated to dementia. British 
Columbia relies on the fact that all of its funded residential care facilities are designated as 
‘complex care’. This means that unless singled out specifically for dementia care, these facilities 
will offer a range of supports to cater to a catch-all list of care issues. For this reason, a frail 
85 year-old with advanced dementia can be housed in the next room (sometimes even in the 
same room) to a 71 year-old suffering from congestive heart failure and in renal failure but with 
full cognitive abilities. 

Some, but not all, care facilities do segment populations and create specific dementia units which 
have a higher level of security. Challenges still remain with proper training for staff and achieving 
the staffing levels required to provide optimal care. A future review by the Office of the Seniors 
Advocate will delve deeper into these issues.

Work has been done to create a specific type of residential care for seniors who have moderate 
dementia and cannot live alone or in an unsecured setting such as assisted living, but who 
have high physical function and a slow-progressing dementia or a stable cognitive impairment. 
Generically referred to as “dementia housing” this option offers a secure environment for residents, 
but greater focus on recreation and other activities that recognize the high level of physical 
function that some people with dementia retain. 
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To ensure the appropriateness of where a resident lives within the residential care facility itself, 
more work needs to be done on establishing the appropriate mix or “community of residents” 
within facilities and ensuring staff have the appropriate skills, training, and support to provide an 

optimal experience. 

The appropriateness of residential care as a setting is one issue and the appropriateness of the 
room itself is another. Privacy is a cornerstone of dignity. Sharing a room and bathroom with one 
or more fellow residents is not appropriate by the standards of today. Evidence clearly supports 
the reduction of infections in single room occupancy with ensuite bath whether in an acute care 
hospital or residential care. Too many B.C. seniors are sharing a room sometimes with as many as 
three additional roommates. The new standard in place for at least the past 15 years has been a 
single room with ensuite bath. Those who work with dementia residents will also provide feedback 
that having a shower in the ensuite bath can reduce the agitation that can sometimes result 
from centralized bathing of residents and that aggressive behaviours can be better managed 
in the absence of roommates. Establishing the standard of all residential care units being single 
occupancy with ensuite bath is a goal that British Columbia should strive for.

The availability of 
residential care for 
those who need it varies 
depending on where 
one lives in British 
Columbia and whether 
one is referencing any 
available bed, the first 
appropriate bed or a bed 
in a facility the resident 
chooses. This results in 
two waiting lists. One 
list is for those who are 
assessed and awaiting a 
bed in residential care – 
the term used is Assessed and Awaiting Placement (AAP), and the other is for those who are on a 
transfer list to a “preferred bed” (PB) in another facility. 

The five health authorities manage the system that assigns a residential care bed to a senior 
assessed as needing it. People on the AAP waitlist are assigned the first bed that becomes vacant 
that fits their needs. This is called a “First Appropriate Bed” (FAB) which may not be (and usually is 
not) in a facility of the person’s choice.

The First Available Bed Was Not Right For My Husband

“My husband had a serious stroke  
and the only residential care offered  
to us was far away from our home.  
I had to travel by handyDART up to 
 an hour and a half each way every  
day to visit him. It was exhausting  
and frustrating. Finally, after almost  
a year, he got into a place that is  
much closer to us. We shouldn’t have  
had to go through all of that. The  
system needs to change.” 

– Isabel, 82, Sidney
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There are approximately 25,768 publicly subsidized residential care beds in the province. The table 
on page 59 shows the distribution of these beds by health authority and by beds relative to the 
seniors’ population. 

In B.C., all health authorities have adopted a “First Appropriate Bed” (FAB) policy. Under this 
policy, a senior who has been assessed as ready for a move to residential care must accept the 
first appropriate bed that becomes available in their chosen geographic catchment area. They 
have 48 hours to accept and move to the bed offered, or risk being removed from the priority 
list for a FAB. 

The FAB policy is designed to ensure that those who are the most in need of a residential care 
facility bed secure that bed as quickly as possible.19 Before the FAB policy was instituted, hospital 
congestion was exacerbated by seniors awaiting the residential bed of their choice. With an 
average 45% of residential care admissions coming directly from hospitals, this causes a significant 
backlog, and the rationale for the policy is understandable. Seniors who need residential care are 
supported to move to residential care as quickly as possible. Remaining in hospital unnecessarily 
places seniors at higher risk of exposure to hospital-borne infections and functional decline. 

The FAB policy, as outlined by the Ministry of Health 
(see box) was not intended to result in someone 
receiving a FAB and being left there if that is not 
where they wanted to be. The FAB policy was 
to be used in tandem with a fair, equitable and 
transparent transfer process that would ensure 
seniors got to their preferred facility as soon as 
possible. But in reality, the intended effect is not 
always being achieved.

The following table highlights that:

•	 67% of clients move to a FAB within 30 days; this 
ranges from a high of 80% in Vancouver Coastal 
to a low of 27% in Northern Health Authority;

•	 The average length of time waiting for 
residential care is 36 days and this ranges from a 
low of 25 days in Vancouver Coastal to a high of 
122 days in Northern; 

•	 The median waiting time is 15 days ranging 
from a low of 9 days in Vancouver Coastal to 
96 days in Northern; 

•	 Seniors get their preferred bed at time of the FAB 
move anywhere from 23% to 45% of the time;

•	 Seniors get to their preferred bed after moving to a FAB anywhere from 4% to 22% of the time; 
and

•	 Overall, residents end up in their facility of choice anywhere from 34% to 67% of the time. 

Ministry of Health First 
Appropriate Bed Policy (FAB):
Health authorities must facilitate 
access to long-term residential care 
services consistent with the following 
requirements: 

•	 manage access to residential care 
services and transfers of clients 
between residential care facilities, 
based on the preference of the 
client and the available resources 
in the community 

•	 ensure that a client has the 
opportunity to identify a preferred 
facility or location 

•	 manage, in an equitable manner, 
a client’s transfer to a preferred 
facility where a client’s request for 
a preferred facility cannot be met 
on admission 
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First Available and Preferred Bed Access Rates

First Appropriate (FAB) & Preferred Bed (PB) Access Rates 2013-14

 Interior Fraser Vancouver 
Coastal Island Northern B.C.

Total Clients 
Admitted 2,051 2,388 1,907 1,784 322 8,452

% Clients Admitted 
Within 30 Days 73% 62% 80% 60% 27% 67%

Average Length of 
Time (Days) 29 38 25 41 122 36

Median Length of 
Time (Days) 13 21 9 18 96 15

Annual % of clients 
achieving PB at time 
of FAB

45% 30% 23% 24% Not 
available

% of clients 
requesting transfer 

Not 
available

Not 
available 71% 69% Not 

available

Annual % of RC 
clients achieving PB 
after FAB move

22% 4% 22% 21% Not 
available

These are numbers one would expect to see given the distribution of beds in the province and the 
lack of alternative supports available in rural and remote areas outside the Lower Mainland. 

The discrepancy between average wait times and median wait times tells us that some people 
are waiting a very long time for a residential care FAB. While it is difficult to get exact data on 
this, we know anecdotally that some seniors, as a result of their particular diagnosis and personal 
circumstances, face challenges in finding the right FAB. Requiring a secure care unit, requiring a 
private room, or having significant behaviour issues are three major reasons that can cause long 
delays in securing a FAB. 

In addition, the data above all refer 
to wait times relative to the date 
on which the senior is assessed as 
needing residential care, and the 
decision is confirmed that a bed is 
needed. A person could have been 
in hospital for days, weeks, or even 
months before such an assessment 
was rendered and so the real 
waiting time is much longer. At 
this time, we are not able to obtain 
data on how long people are 
waiting in hospital before they are 
assessed and deemed ready for transfer to residential care. 
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Determining what is an appropriate wait time is not an exact science. Reason would dictate that 
some wait time is required and reasonable. There must be a vacant bed for someone to move into 
and a significant surplus would be required to ensure that no waiting ever occurred. While current 
data from the health authorities show that 67% of people assessed and approved for a residential 
care bed secure it within 30 days, 33% are waiting longer. We hear from many frustrated seniors 
and their families about these wait times. 

There is a perception of a serious shortage of residential care beds. What would appear to be the 
case in reviewing the data is that there is a possible shortage of beds in some areas and there is 
a possible shortage of beds for certain discrete populations with particular care needs. The term 
‘possible’ is used, as it is not clear what the impact would be of moving the 5-15% of seniors 
assessed as not requiring residential care, but who are residing in a care facility, to either the 
community or assisted living. It is feasible that more effective utilization of subsidized assisted 
living units with new admission criteria could reduce waiting times for residential care. 

What these data do show are the barriers to seniors moving to their facility of choice after 
accepting and moving to a FAB. In two health authorities, the rate at which an individual succeeds 
in achieving a preferred bed at the initial FAB stage is 30% or more (Interior and Fraser). In 
Vancouver Coastal and Island Health, the rate is approximately 24%. There are no data available 
for Northern Health. The rate at which a senior achieves a preferred bed transfer subsequent to 
accepting a FAB placement – i.e. after having lived in the FAB for a period of time – is predictably 
lower for all health authorities because the current management system for moving people to 

residential care tends to prioritize 
people who are waiting in hospital 
or the community. In some health 
authorities there is a requirement 
that FAB recipients wait a certain 
period – often 90 days – before 
an application for a preferred 
bed is processed. In many cases 
people grow fond of their FAB 
facility and elect to cancel their 
request for a preferred bed. Health 
authorities have been relying on 
this happening. 

While most seniors and their families accept the necessity of the FAB system because it ensures 
the fastest possible admission to residential care, they are very upset that they almost never get 
to the preferred bed they originally requested. Some seniors in more rural and remote regions 
of the province can find their spouse placed hundreds of kilometres away under the FAB policy. 
Seniors need to be more confident that, having accepted a FAB, they will reach their preferred bed 
in a reasonable time. Seniors and their families need to have confidence in a fair and transparent 
system that is consistent with the Ministry of Health policy on FAB.
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This can be achieved if health authorities are diligent that when a bed becomes available, it is filled 
first from the preferred facility transfer list. What currently happens many times, as supported by 
these data, is that health authorities fill the vacant bed not from the transfer list, but from the AAP 
waitlist. This is arguably easier and quicker: it is one move rather than two, three or possibly four 
moves triggered by the domino effect of exhausting the transfer list first. However, when seniors 
accept the FAB, it is under a policy that assumes they will be transferred when their preferred bed 
becomes available. If this system is implemented, monitored and enforced in all health authorities, 
then seniors and their family members will have greater certainty. They will know exactly how 
many people are ahead of them on the transfer list and there will be a general idea of how often a 
bed becomes available in a certain facility. The current situation gives no ability to predict because 
beds are getting filled first by people on the waiting list, not from the transfer list. 

Affordability of Residential Care
Residential care facilities require a resident co-payment fee for the bed and services received in the 
same way as Registered Assisted Living and community care services. For residential care, the rate 
is fixed at 80% of seniors’ after tax income and guarantees residents will be left with a minimum 
of $325. The actual cost of residential care is close to $7,000 per month; however, unlike assisted 
living, which charges up to the market rate, the maximum any senior will pay for residential care, 
regardless of their income, is $3,157. The rate of 80% and the maximum are the same regardless  
of the facility’s age, amenities, and whether it is a single or shared room. 

As with assisted living, there are some 
situations where the 80% rule can 
create an undue hardship for seniors – 
for instance when one half of a couple 
moves to residential care but the 
partner remaining in their joint family 
dwelling continues to have the same 
level of expenses, or when a senior 
has ongoing cost obligations for their 
home until it sells. However, as with all 
home and community care programs, 
there is the ability to get relief on 
this temporary hardship situation 
through requesting a Temporary 

Rate Reduction (TRR) from the health authority concerned. While health authorities make efforts 
to ensure seniors are aware of the TRR policy, it is clear from concerns directed to the Office of the 
Seniors Advocate that many seniors are not aware.
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While all health authorities in British Columbia have been engaged over the past 10 years in 
an effort to modernize existing facilities, remove outdated facilities and build new ones, there 
remain a number of facilities where seniors share a room with two, and sometimes three, other 
roommates. While they receive the same care, food and recreational opportunities as those 
living in single rooms with ensuite bath, they are not enjoying the same physical personal space. 
Yet, these seniors are paying the same amount – 80% of their income up to the same maximum. 

Differentiating the amount charged, either in percentage terms or with lower maximums, would 
provide seniors with a sense of equity and it would be an explicit acknowledgement that they 
are not receiving the optimal level of accommodation. 

In the recent past, the province did actually charge a room differential for single rooms over 
double rooms. That policy was changed mainly to ensure that cost was not a barrier to having 
a person with a relevant need for a single room declining it because of its cost, and to ease the 
administrative burden of having a differential rate. However, based on feedback from seniors and 
their families, it would appear that the impact of this policy has been to create resentment for 
those required to share rooms. 

Summary and Recommendations
Residential care is the appropriate housing choice for seniors who have significantly complex 
needs. Seniors with Alzheimer’s or other forms of dementia, those with significant physical 
incapacity, and those who require frequent higher level nursing care are all suited to live in 
residential care. 

The RAI data support that residential care is the appropriate setting for the majority of seniors who 
live there, although some seniors are not in the appropriate location or in their preferred facility.

These data also support that anywhere from 5% to 15% of those living in residential care could be 
living in the community either with home care services or in assisted living. 

The availability of residential care varies throughout the province. Waiting times for placement 
are greater in the north than in the Lower Mainland and waiting times are greatest for those 
who require highly specialized care such as a secure dementia unit. While it is difficult to assess 
accurately the sufficiency of beds overall, there is definitely a lack of availability of the bed of 
choice, or ‘preferred bed’.

The affordability of residential care is addressed by the percentage of income rule and the 
availability of a Temporary Rate Reduction (TRR) in the case of undue financial hardship.  
However, awareness of the TRR and uniform application are lacking. 
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Recommendations
14.	 All health authorities adopt a policy that everyone assessed for admission to residential care 

who scores lower than three on either of the ADL Hierarchy or Cognitive Performance Scale 
on the InterRAI-HC or MDS 2.0 must receive an additional assessment to ensure all possible 
options for support in the community, either through home care or assisted living, have  
been exhausted.

15.	 All current residents in residential care whose latest InterRAI assessment indicates a desire 
to return to the community be re-assessed to ensure all possible options for support in the 
community, including additional supports for their caregiver and potential placement in 
assisted living are exhausted.

16.	 All health authorities immediately adopt a policy that any vacancies in residential care will 
be filled first from the preferred facility transfer list, and only after that has been exhausted 
will the bed be filled from the assessed and awaiting placement (AAP) list. Residents, if 
they choose, should be permitted to be placed on the transfer list for their preferred facility 
immediately upon admission to their first available bed. Residents and their family members 
should be regularly advised of:

a.	 How many people are ahead of them on the waiting list for a preferred bed; and

b.	 How many vacancies on average occur in the preferred facility.

17.	 The resident co-payment amount charged to residents who do not enjoy a single room must 
have a portion of their rate adjusted to reflect their lower grade accommodation.

18.	 The government commit that by 2025, 95% of all residential care beds in the province will be 
single room occupancy with ensuite bath and any newly built or renovated units meet the 
additional standard of shower in the ensuite washroom.
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Conclusion

This report highlights the systemic issues that seniors face as they strive to achieve housing that 
is affordable, appropriate and available. We have presented strong evidence to support that 

low and middle income seniors, both those who rent and those who own homes, need to have 
more financial help in meeting their basic needs. There is also strong evidence that we need to do 
a better job in respecting the desire of seniors to live as independently as possible for as long as 
possible. Changes to assisted living and more careful screening for residential care admissions are 
required to ensure our seniors are given all possible supports to live as independently as possible, 
for as long as possible. Lastly, for those seniors who, through no fault of their own, find themselves 
with either significant cognitive or physical disability and require the care provided in residential 
care, we must do all we can to get them to a place they want to call home that offers the privacy 
and dignity they deserve.

The support and enthusiasm for this report that the Seniors Advocate received from government, 
health authorities, front-line staff, seniors and their families gives hope that we all want to do 
better for our seniors. Moving forward, we are confident that together we will continue to build on 
a strong foundation where seniors’ needs and choices are paramount, and housing options across 
the continuum are affordable, available and accessible to all seniors in the province.
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