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RÉSUMÉ
Le personnel infirmier autorisé (PIA) et les infirmiers auxiliaires (Iaux) fournissent le volet spécialisé des soins infirmiers 
dans les centres de soins de longue durée au Canada. Cependant, peu d’études se sont penchées sur cette main-
d’œuvre importante. Une enquête a été réalisée chez 309 PIS et 448 Iaux provenant de 91 centres pour personnes âgées 
situés dans l’Ouest canadien afin de décrire leur profil démographique et certaines variables associées à leur travail 
et à leur santé. Les Iaux étaient significativement plus jeunes que les PIA, travaillaient un plus grand nombre d’heures 
et avaient moins d’expérience en soins infirmiers. Ils étaient aussi davantage confrontés à des comportements réactifs 
d’aînés atteints de démence, comparativement aux PIA. Les PIA et les Iaux plus jeunes rapportaient un épuisement 
professionnel (burnout, épuisement émotionnel) plus sévère et davantage de problèmes de santé mentale que les 
groupes plus âgés. Des différences significatives ont également été observées entre les provinces, les régions et les 
propriétaires exploitants en ce qui concerne les variables démographiques, ainsi que les variables liées au travail et 
à la santé des PIA et des Iaux. Ces résultats permettront d’informer les décisions politiques importantes à venir et la 
planification de la main d’œuvre afin d’améliorer la qualité de vie au travail pour le personnel infirmier œuvrant 
en centres de soins de longue durée.

ABSTRACT
Registered nurses (RNs) and licensed practical nurses (LPNs) provide the skilled component of nursing care in Canadian 
residential long-term care facilities, yet we know little about this important workforce. We surveyed 309 RNs and 448 
LPNs from 91 nursing homes across Western Canada and report descriptively on their demographics and work and 
health-related outcomes. LPNs were significantly younger than RNs, worked more hours, and had less nursing 
experience. LPNs also experienced significantly more dementia-related responsive behaviours from residents compared 
to RNs. Younger LPNs and RNs reported significantly worse burnout (emotional exhaustion) and poorer mental health 
compared to older age groups. Significant differences in demographics and work- and health-related outcomes were also 
found within the LPN and RN samples by province, region, and owner-operator model. These findings can be used 
to inform important policy decisions and workplace planning to improve quality of work life for nurses in residential 
long-term care facilities.
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The purpose of this article is to describe the regulated 
nursing workforce providing skilled care to frail older 
persons in Western Canadian residential long-term 
care (LTC) facilities. We first provide background on 
the Canadian LTC-regulated nurse (registered nurses, 
licenced practical nurses) workforce and the methods 
of our study, including a description of the Trans-
lating Research in Elder Care (TREC) program, which 
our study comes from. In our results, we report on the  
demographic characteristics (e.g., age, experience) 
as well as on selected work (e.g., work engagement, 
empowerment) and health-related (e.g., health status, 
burnout) outcomes of this important workforce. This 
article follows a previously published article in which 
we described the unregulated nursing (i.e., health care 
aide/personal support worker) workforce in Western 
Canadian LTC facilities (Estabrooks, Squires, Carleton, 
Cummings, & Norton, 2015). Combined, both arti-
cles will provide a comprehensive picture of the LTC 
nursing (regulated and unregulated) workforce in 
Western Canada.

Background
Residential LTC facilities, also known as nursing homes 
in Canada, are generally understood to be residences 
that provide 24-hour skilled nursing care for frail, older 
adults. Although unregulated health care workers 
(i.e., care aides or personal support workers) provide 
up to 80 per cent of personal care in LTC facilities 
(Berta, Laporte, Deber, Baumann, & Gamble, 2013), the 
skilled component of the nursing care provided is  
by regulated nurses, meaning registered nurses (RNs) 
and licensed practical nurses (LPNs; LPNs are also 
referred to as registered practical nurses [RPNs] in 
some parts of Canada). Currently, in Canada, each 
province or territory is responsible for licensure of 
nurses within their jurisdiction, and sets their own 
standards of practice (Canadian Nurses Association, 
2015). All regulated nurses must meet a minimum 
educational requirement; RNs complete a 4-year bac-
calaureate degree in nursing, whereas LPNs complete 
a 2-year diploma in practical nursing (College of Nurses 
of Ontario, 2016). Both RNs and LPNs study from the 
same knowledge base and focus on clinical skills; how-
ever, RNs study longer and have a stronger theoretical 
base in nursing and other related content areas with a 

significant emphasis on the development of critical 
thinking and decision-making skills (Boblin, Baxter, 
Alvarado, Baumann, & Akhtar-Danesh, 2008; College 
of Nurses of Ontario, 2014). Therefore, RNs’ scope of 
practice is wider, enabling care provision to complex 
and unpredictable patient/resident populations whereas 
LPNs practice within a more restricted scope of prac-
tice, caring for more predictable patient/resident 
populations.

In 2016, 15 per cent of all regulated nurses in Canada 
worked in LTC facilities (Canadian Institute for Health 
Information, 2017). Although the overall distribution 
of regulated nurses has remained stable over the past 
10 years at a national level, at the provincial level there 
have been some notable shifts. For example, in British 
Columbia, the percentage of RNs working in long-
term care dropped from 11.1 per cent in 2006 to 7.3 per 
cent in 2016; during the same period, the percentage of 
LPNs working in long-term care rose from 35.2 per 
cent to 44.2 per cent. In Alberta, there was a smaller 
shift, with RNs going from 7.8 per cent to 6.3 per cent 
and LPNs only changing from 27 per cent to 27.7 per 
cent between 2006 and 2016. These shifts reflect complex 
evolving staffing models that have been implemented 
over the past decade in long-term care to try to address 
economic (cost-cutting), human resource, and patient 
acuity concerns in the LTC sector (Harris & McGillis 
Hall, 2012). Evidence to date, however, does not suggest 
that any specific nursing-model or skills-mix model is 
effective at improving patient and/or staff outcomes 
in long-term care settings (Hodgkinson, Haesler, Nay, 
O’Donnell, & McAuliffe, 2011).

There is wide variation in how LTC facilities utilize 
regulated nurses (McCloskey, Donovan, Stewart, & 
Donovan, 2015). RNs in long-term care tend to hold a 
variety of positions from director of care, nursing 
supervisor, and clinical nurse for the LTC facility with 
their main responsibilities being supervising and dele-
gating the work of LPNs and care aides (Chu, Ploeg, 
Wong, Blain, & McGilton, 2016; McGilton et al., 2016). 
The responsibility of RNs in long-term care is typically 
more managerial with providing direction, consulta-
tion, and liaising with external care professionals 
(e.g., medical director, hospital staff related to admission 
and transfer) (Manning, 2010; Ottem & Overton, 2000). 
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In contrast, LPNs function in more of a clinical role at 
the resident care unit level; they supervise care aides 
and provide resident care through administration  
of medications and monitoring resident progress 
(e.g., dressing changes) (Corazzini, Anderson, Mueller, 
Thorpe, & McConnell, 2013; Manning, 2010; McGilton 
et al., 2016). In general, regulated nurses (RNs and 
LPNs) in LTC facilities tend to focus more on care coor-
dination than on providing direct care in long-term 
care, which is the role of care aides (McGilton, Bowers, 
McKenzie-Green, Boscart, & Brown, 2009).

In addition to variations in regulatory practices and 
roles, the requirements around staffing levels (i.e., how 
many) and staffing mix (i.e., who) of regulated nurses 
working in Canadian LTC facilities is different both 
across and within provinces. For example, British 
Columbia has no requirement for RN presence in the 
LTC facility (B.C. Regulations, 2009), whereas two 
provinces, New Brunswick and Nova Scotia, require 
an RN to be on duty 24/7 only if the LTC facility has 
more than 30 beds (Bryan et al., 2010). The majority of 
provincial legislations stipulate a minimum of one RN 
be available 24/7 (Ontario, Saskatchewan, Manitoba, 
Quebec, Prince Edward Island, Newfoundland, and 
Labrador). However, this requirement is interpreted 
as one RN regardless of the size of the LTC facility and 
is not based on resident care needs. The Registered 
Nurses’ Association of Ontario recently proposed that 
the following skill mix and staffing levels be adopted 
by Ontario: 20 per cent RNs, 25 per cent LPNs, and no 
more than 55 per cent health care aides (Grinspun, 
Harripaul-Yhap, Jarvi, & Lenartowych, 2011).

In summary, there are significant jurisdictional differ-
ences in staffing and roles, along with a very limited 
body of research describing regulated nurses working 
in the LTC sector in Canada. This lack of descriptive 
knowledge has greatly reduced our ability to undertake 
effective workforce planning in Canadian LTC facil-
ities which is critical to enable monitoring of progress 
towards better quality of work life for LTC nurses and, 
in turn, which should result in better quality of care 
and health outcomes for frail older persons who reside 
in Canadian residential LTC facilities. This descriptive 
knowledge is also needed to prioritize which outcomes 
to focus on in subsequent multivariate modelling  
of LTC nurses’ work- and health-related outcomes. 
Therefore, the purpose of this initial study was to 
describe the regulated nursing (RNs and LPNs) work-
force providing skilled care to older adults living with 
frailty in Western Canadian residential LTC facilities. 
We will expand on these findings in a series of planned 
future studies by exploring inferentially and using 
multivariate statistical modelling of the factors that 
predict the work- and health-related outcomes of regu-
lated nurses described in this article.

Methods
Our data are from the TREC program (ongoing since 
2007). TREC is a multi-level (provinces, regions, facil-
ities, units within facilities, care providers), longitudi-
nal research program that examines (1) modifiable 
elements of organizational context in LTC facilities that 
are associated with knowledge translation (use of best 
practices) by care providers, and (2) the impact of con-
text and knowledge translation on care providers’ 
quality of work life and on resident health outcomes 
(Estabrooks, Squires, Cummings, Teare, & Norton, 
2009). The TREC study is guided by the promoting 
action on research implementation in health services 
(PARiHS) framework (Kitson, Harvey, & McCormack, 
1998), which postulates that successful implementa-
tion is a function of the interplay between evidence, 
context, and facilitation.

Sampling

TREC is currently situated in 91 urban nursing homes 
in three Western Canadian provinces: British Columbia, 
Alberta, and Manitoba. All LTC facilities that met 
TREC inclusion criteria were eligible to participate in 
the research program (see Supplementary File 1). We 
selected facilities by using stratified (by health care 
region within province, owner-operational model, and 
facility size) random sampling. There are five TREC 
health regions across the three western Canadian prov-
inces: British Columbia (two regions), Alberta (two 
regional zones within the one Alberta health region), 
and Manitoba (one region). The TREC facilities in our 
study fell into three categories of owner-operator 
models: (a) public, not for profit – a facility supported 
primarily through public funds, owned and operated 
by the local government; (b) voluntary, not for profit – 
a facility run by a voluntary, cultural, or religious orga-
nization; and (c) private, for profit – a facility in which 
the individuals or agency in control receive compensa-
tion (other than wages, rent, or other expenses) for the 
services they provide. Finally, we categorized facilities 
by their size for sampling purposes: small (fewer than 
80 beds), medium (80 to 120 beds), and large (greater 
than 120 beds).

Data Collection

TREC data reported in this article were collected from 
September 2014 to May 2015 using facility surveys, 
unit surveys, and care provider (staff) surveys. TREC 
facility and unit surveys collected structural data 
(e.g., number of beds, services offered) and were  
administered by TREC staff in short structured inter-
views with LTC facility administrators (facility surveys) 
and care managers (unit surveys). TREC provider 
surveys measured organizational context, best practice 
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use, work life outcomes (e.g., empowerment), health 
outcomes (e.g., burnout, health status), and individual 
factors (e.g., attitude towards research) believed to 
influence best practice use and care provider quality of 
work life. The care provider surveys were completed 
by care aides (using a computer-assisted interview 
process) and by regulated nurses (RNs and LPNs), 
allied health providers, practice specialists, and man-
agers (using an online survey). In this article, we report 
on data collected from regulated nurses – RNs and 
LPNs. All regulated nurses employed in the 91 TREC 
facilities who met the regulated nurse inclusion criteria 
(Table 1) and who could be contacted (through mail 
or personally) were invited to self-complete the TREC 
nurse survey online.

Measures

Definitions of the variables reported in this article, 
as well as their measurement and reliability, are given 
in Table 2. Our dependent variables were the demo-
graphic characteristics and work- and health-related 
outcomes of the nurses. Our six independent variables 
were nursing role (RN vs. LPN); province (British 
Columbia, Alberta, Manitoba); health region (five  
regions: two in British Columbia, two in Alberta, one 
in Manitoba); owner-operator model type (public, 
voluntary, private for profit); facility size (small,  
medium, large); and age of nurse (< 35 years, 35–54 
years, > 55 years).

From the TREC facility survey, we obtained the following 
variables: province, region, owner-operator model, 
and facility size. From the care provider (RN and LPN) 
survey we obtained all of the nurse demographic char-
acteristics as well as the work- and health-related out-
comes. Eight demographic characteristics, which we 
measured with items created by the TREC team, included 
sex, age, education, shift worked most of the time, 
employment status, hours work in two weeks, years 
worked as a nurse, and years worked in facility. 
Work-related outcomes included job satisfaction, mea-
sured using the Michigan Organizational Assessment 
Questionnaire Job Satisfaction Subscale (MOAQ-JSS-3) 
(Ginsburg et al., 2016); adequate orientation (single 
item from TREC survey); three facets of work engage-
ment (vigor, dedication, absorption) measured using the 

Utrecht Work Engagement Scale (Schaufeli, Bakker, & 
Salanova, 2006); and four facets of psychological empow-
erment (competence, meaning, self-determination, 
impact) that we measured with Spreitzer’s Psycholog-
ical Empowerment Scale (Spreitzer, Kizilos, & Nason, 
1997). Health-related outcomes included physical and 
mental health status that we measured using the SF-8 
Health Survey (Ware, Kosinski, Dewey, & Gandek, 
2001); three facets of burnout (exhaustion-energy, 
cynicism-involvement, efficacy-inefficacy) measured 
using the Maslach Burnout Inventory-Short Form 
(Maslach, Jackson, Leiter, Schaufeli, & Schwab, 1981; 
Maslach & Jackson, 1981; Maslach & Jackson, 1984); 
and, finally, dementia-related responsive behaviours 
experienced (i.e., aggression from residents towards 
staff), which we measured with a scale developed by 
the TREC team.

Statistical Analyses

We calculated means and standard deviations for all 
interval-level variables which included three of the 
eight demographic characteristics (hours worked in 
two weeks, years worked as a nurse, years worked 
in LTC facility) and all of the work- and health-related 
outcome variables. For categorical level variables 
which included the remaining five demographic char-
acteristics (sex, age, education, shift worked most of 
the time, employment status), we calculated frequency 
counts and proportions. To assess for differences across 
all independent variables (demographic characteris-
tics, work- and health-related outcomes) by nursing 
role (RN vs. LPN) and by health region within prov-
ince, we used chi-squared tests for categorical depen-
dent variables (e.g., shift worked most of the time), and 
we used independent groups t test for interval depen-
dent variables (e.g., empowerment). To assess differ-
ences by province, owner-operator model, facility size, 
and nurse age, we used chi-squared tests for categorical 
dependent variables and one-way ANOVA for interval 
dependent variables.

Post-hoc tests that we used were logistic regression 
for categorical dependent variables and Bonferonni 
correction for interval level–dependent variables. All 
regulated nurses were first pooled to assess for differ-
ences by role (RN vs. LPN). Following this analysis, we 
treated RNs and LPNs as separate samples to assess 
each for differences by province, health region, owner-
operator model type, facility size, and nurse age. Unlike 
unregulated staff (i.e., health care aides), the vast 
majority of regulated nurses in our sample were not 
able to identify a care unit that they worked on most of 
the time; therefore, a clustering correction for care unit 
was not possible nor necessary in our analyses. Our 
analyses are detailed in Tables 3–7 and Supplementary 
Files 2–3.

Table 1: Inclusion criteria (regulated nurses)

Inclusion Exclusion

•  Identify a unit within a facility where  
they have worked for at least three  
months and are currently working

•  Work a minimum of six shifts per  
month on this unit

•  Licensed Practical Nurse/ 
Registered Nurse student

•  Nursing instructors whose  
primary role is supervising  
students
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Table 2: Descriptions, measurements, and reliability of dependent variables

Category Variable Definition Measurement

Alpha

RN LPN

Demographic  
Characteristics

Sex An individual’s sex. Asked for sex: male or female. N/A N/A
Age An individual’s age. Asked to indicate age category (e.g., < 20 years old, 20–24 years old). N/A N/A
Education Level of education obtained. Asked if completed: diploma/certificate, bachelor’s certificate, master’s degree,  

and/or PhD (yes/no to all education).
N/A N/A

Shift worked Shift worked most of the time. Asked to indicate if they work primarily day, evening, or night shifts. N/A N/A
Employment status Employment status on that unit. Full time, part time, or casual. N/A N/A
Hours worked In the last typical 2-week period, how  

many hours that were worked.
Numerical response (number of hours). N/A N/A

Years worked as nurse Total number of years worked as a nurse. Asked for number of years and months worked as a nurse. N/A N/A
Years worked in facility Total number of years worked in that  

nursing home.
Asked for number of years and months worked in that nursing home. N/A N/A

Work-Related  
Outcomes

Job satisfaction An individual’s perception of whether  
they are “satisfied” in their job.

Michigan Organizational Assessment Questionnaire Job Satisfaction Subscale  
(MOAQ-JSS-3) (Ginsburg et al., 2016). Three items, all scored on a 5-point  
Likert scale (ranging from [1] strongly disagree to [5] strongly agree).

.897 .838

Adequate orientation An individual’s perception of whether  
they had enough orientation to do  
their job safely and effectively.

A single item scored on a 5-point Likert scale (strongly disagree to  
strongly agree).

N/A N/A

Work engagement – Vigor Commitment to one’s job. Nine  
statements, related to how one feels  
at work, form three subscales:  
dedication, vigor, and absorption.

Utrecht Work Engagement Scale (UWES-9) (Schaufeli, Bakker, & Salanova,  
2006). Nine items on 6-point Likert scales (ranging from never to daily)  
rating how often they have experienced feelings related to their job.

.880 .887
Work engagement – Dedication .873 .812
Work engagement – Absorption .800 .768

Empowerment – Competence Feelings about work life. Spreitzer’s Psychological Empowerment Scale (Spreitzer, Kizilos, & Nason, 1997).  
12 items across 4 subscales: 3 items/subscale; all scored on a 5-point Likert  
scale (ranging from [1] strongly disagree to [5] strongly agree).

.886 .864
Empowerment – Meaning .938 .898
Empowerment –  

Self-determination
.914 .881

Empowerment – Impact .838 .800

Health-Related  
Outcomes

Physical health status An individual’s perception of their  
health status over past 4 weeks.

SF-8 health survey (Ware, Kosinski, Dewey, & Gandek, 2001). 8 items scored on  
5- or 6-point Likert scales. Scoring is done using a proprietary algorithm  
(granted with permission to use the scale) to produce a summary mental and  
physical health score (0% to 100%).

.746 .735
Mental health status .444 .473

Burnout exhaustion – Energy Burnout is a debilitating psychological  
condition brought about by  
unrelieved work stress.

The Maslach Burnout Inventory General Survey (short form) (Maslach &  
Jackson, 1981; Maslach, Jackson, & Leiter, 1996). 3 items/subscale; all scored  
on a 7-point Likert frequency scale (“never” to “daily”). A mean was  
calculated for each subscale.

.799 .800
Burnout cynicism – Involve .766 .696
Burnout efficacy – Inefficacy .649 .627

Dementia-related responsive  
behaviours experienced

Aggressive behaviours towards staff  
by residents.

Sum of six items: threat of assault, emotional abuse, physical abuse, verbal  
sexual harassments, sexual assault, and forced sexual intercourse. Each item  
was scored as yes or no based on if the respondent had experienced the  
behaviour during their last five shifts.

.756 .698

Continued
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Ethics
Ethical approval was obtained from the research ethics 
boards of all investigator-affiliated universities, and 
operational approvals were obtained at all 91 partici-
pating LTC facilities.

Results
Demographic Characteristics

From September 2014 to May 2015, 757 regulated 
nurses (309 RNs and 448 LPNs) from 89 facilities com-
pleted the TREC nurse survey (Table 3); no nurses in 
the remaining two TREC facilities completed the sur-
vey. The majority of respondents, irrespective if an RN 
or LPN, were female (n = 661, 87.3%) and 40 years of 
age or older (n = 487, 64.3%). RNs were primarily from 
Alberta (n = 126, 40.8%), followed by British Columbia 
(n = 113, 36.6%) and Manitoba (n = 70, 22.7%) whereas 
the majority of LPNs were from British Columbia (n = 
211, 47.1%), followed by Alberta (n = 146, 32.6%) and 
Manitoba (n = 91, 20.3%). All nurses (RNs and LPNs 
combined) primarily worked day shifts (n = 374, 49.4%), 
with 278 (36.7%) working mostly evening shifts, and 
95 (12.6%) working night shifts. The majority of RNs 
were employed part time (n = 166, 53.7%), with 122 
(n = 39.5%) employed full time, and 21 (6.8%) employed 
casually. Conversely, the majority of LPNs were  
employed full time (n = 228, 50.9%) with 177 (39.5%) 
employed part time, and 42 (9.4%) employed casually. 
Years’ experience in nursing, on average, was 11.6 
years for RNs compared to 6.9 years for LPNs. Years 
working in the current LTC facility was substantially 
less for both groups at 5.5 years for RNs and 4.3 years 
for LPNs.

We found statistically significant differences by nursing 
role (RN vs. LPN) on all demographic characteristics 
with the exception of sex (Table 3). With respect to age, 
all age categories with the exception of fewer than  
20 years, were significantly different between RNs 
and LPNs with higher proportions of RNs being older 
(> 40 years) compared to LPNs. For shift worked most 
of the time, significantly higher proportions of RNs 
worked the night shift compared to LPNs, while more 
LPNs worked day and evening shifts compared to 
RNs. For employment status, significantly higher 
proportions of RNs worked part-time while more 
LPNs worked full-time. RNs, on average, worked sig-
nificantly fewer hours in a two-week period compared 
to LPNs (59 hours vs. 63 hours) and had significantly 
more years’ experience both as a nurse (11.6 years vs. 
6.9 years) and in the current LTC facility (5.6 years vs. 
4.3 years).

Select (but fewer) demographic characteristics differed 
by province, health region, owner-operator model, C
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facility size, and age of the nurse. For RNs, significant 
differences were found by province (employment 
status), region (British Columbia: education and years 
worked as a nurse), owner-operator model (age, edu-
cation, and years worked as a nurse), and age of the 
nurse (education, years worked as a nurse, and years 
worked in the LTC facility). Statistically significant dif-
ferences were not found by facility size for RNs. More 
significant differences were found in the LPN sample 
which included province (age, employment status, 
and years worked as a nurse); region (British Columbia: 
education; Alberta: years worked as a nurse, years 
worked in LTC facility); owner-operator model (age, 
employment status, years worked as nurse, and years 
worked in LTC facility); facility size (education, employ-
ment status); and age of nurse (sex, employment status, 

years worked as a nurse, and years worked in LTC 
facility). Supplementary File 1 outlines the detailed 
results for these comparisons.

Work- and Health-Related Outcomes

Mean scores by nursing role (RN vs. LPN) for work- 
and health-related outcomes are presented in Table 4. 
Significant differences between RNs and LPNs were 
noted for two work-related outcomes (empowerment–
self-determination, empowerment–impact) and one 
health-related outcome (dementia-related responsive 
behaviours experienced). RNs had significantly higher 
scores on both facets of empowerment compared to 
LPNs (self-determination: mean score 4.12 for RNs vs. 
3.91 for LPNs; impact: mean score 3.89 for RNs vs. 3.67 

Table 3: Comparison of demographic characteristics among professional nurses by role (RN vs. LPN) (n = 757)

Variables

Nursing Role χ2 / t Test

RN n = 309 LPN n = 448 Total n = 757 p valuea

Sex [n, (%)] Male 30 (9.7) 52 (11.6) 82 (10.8) .243
Female 273 (88.4) 388 (86.6) 661 (87.3)
Missing 6 (1.9) 8 (1.8) 14 (1.9)

Age [n, (%)] < 20 years 1 (0.3) 2 (0.4) 3 (0.4) < .001b

20–29 years 26 (8.4) 85 (19.0) 111 (14.7)
30–39 years 53 (17.2) 103 (23.0) 156 (20.6)
40–49 years 99 (32.0) 133 (29.7) 232 (30.6)
50–59 years 74 (24.0) 95 (21.2) 169 (22.3)
> 60 years 56 (18.1) 30 (6.7) 86 (11.4)
Missing 0 (0) 0 (0) 0 (0)

Education [n, (%)] Diploma 187 (60.5) 437 (97.5) 624 (82.4) < .001
Bachelor’s degree 177 (57.3) Not Measured N/A N/A
Master’s degree 10 (3.2) Not Measured N/A N/A
Missing 1 (0.3) 0 (0) 1 (0.1)

Shift worked most of the time [n, (%)] Day shift 144 (46.6) 230 (51.3) 374 (49.4) .001c

Evening shift 107 (34.6) 171 (38.2) 278 (36.7)
Night shift 56 (18.1) 39 (8.7) 95 (12.6)
Missing 2 (0.7) 8 (1.8) 10 (1.3)

Employment Status [n, (%)] Full time 122 (39.5) 228 (50.9) 350 (46.3) .001d

Part time 166 (53.7) 177 (39.5) 343 (45.3)
Casual 21 (6.8) 42 (9.4) 63 (8.3)
Missing 0 (0) 1 (0.2) 1 (0.1)

Hours worked – 2 weeks [Mean, SD] 59.430 (18.046) 63.096 (20.466) 61.635 (19.608) .013e

Years worked as nurse [Mean, SD] 11.5830 (11.390) 6.905 (7.163) 8.774 (9.367) < .001e

Years worked in facility [Mean, SD] 5.597 (6.251) 4.2969 (4.382) 4.824 (5.255) .002e

Note. a Chi-square test was used to test statistical differences in categorical variables (sex, age, education, shift, employment status) 
and t test was used for quantitative (interval and ratio level variables – hours worked, years worked as nurse, years worked in home). 
b Post-hoc test used was logistic regression. Significant differences were in the following age categories (reference was > 60 years): 
20–29 years, 30–39 years, 40–49 years, and 50–59 years. c Post-hoc test used was logistic regression. Significant differences were 
in the following shift categories (reference was night): day shift and evening shift. d Post-hoc test used was logistic regression. 
Significant differences were in the following employment category (reference was casual): part-time. e Post-hoc test used was 
Bonferonni correction.
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Table 4: Comparison of work- and health-related outcomes among professional nurses by role (RN vs. LPN) (n = 757)

Variables

Nursing Role ANOVA

RN n = 309 LPN n = 448 Total n = 757 p value ESa

Work-Related [Mean, SD]

Job satisfaction (1–5) 4.164 (0.706) 4.118 (0.672) 4.137 (0.686) .364 .001
Adequate orientation (1–5) 3.940 (0.909) 3.870 (0.864) 3.900 (0.883) .302 .001
Work engagement – Vigor (0–6) 5.103 (1.154) 5.048 (1.145) 5.071 (1.148) .529 .001
Work engagement – Dedication (0–6) 5.286 (1.117) 5.303 (0.927) 5.296 (1.008) .821 .000
Work engagement – Absorption (0–6) 5.687 (0.677) 5.677 (0.626) 5.681 (0.647) .844 .000
Empowerment – Competence (1–5) 4.421 (0.571) 4.385 (0.529) 4.400 (0.756) .393 .001
Empowerment – Meaning (1–5) 4.516 (0.578) 4.540 (0.511) 4.530 (0.539) .563 .000
Empowerment – Self Determination (1–5) 4.119 (0.716) 3.912 (0.772) 3.995 (0.756) < .001 .018
Empowerment – Impact (1–5) 3.885 (0.735) 3.6705 (0.715) 3.757 (0.730) < .001 .021

Health-Related [Mean, SD]

Physical health status (0–100%) 50.835 (7.555) 50.376 (7.954) 50.561 (9.154) .441 .001
Mental health status (0–100%) 51.487 (8.146) 50.168 (9.752) 50.701 (9.154) .059 .005
Burnout exhaustion – Energy (0-6) 1.891 (1.397) 2.096 (1.463) 2.013 (1.439) .060 .005
Burnout cynicism – Involve (0-6) 1.725 (1.428) 1.906 (1.436) 1.833 (1.434) .099 .004
Burnout efficacy – Inefficacy (0-6) 4.685 (1.095) 4.693 (1.020) 4.690 (1.050) .919 .000
Dementia-related responsive behaviours experienced (0–6) 2.354 (1.668) 2.813 (1.609) 2.627 (1.647) < .001 .019

Note. a Effect size to determine magnitude of any differences. We used eta squared which were interpreted using Cohen’s (1988) 
criteria: small effect = 0.01, medium effect = 0.06, and large effect = 0.14.

for LPNs). However, LPNs experienced significantly 
more dementia-related responsive behaviours from 
residents compared to RNs (2.81 behaviours on average 
over the last 5 shifts for LPNs compared to 2.35 behav-
iours for RNs).

Similar to our assessment of demographic characteris-
tics, fewer work-and health-related outcomes differed 
by province, health region, owner-operator model, 
facility size, and age of the nurse than by role (RN vs. 
LPN). The majority of significant differences for both 
RNs and LPNs were by nurse age, the details of which 
can be found in Tables 5 (RNs by age) and 6 (LPNs by 
age). Three outcomes – two work-related outcomes: 
(a) perception of having received adequate orientation 
and (b) work engagement–vigor, and one health-related 
outcome: (c) mental health status – were significantly 
different by nurse age in both RNs and LPNs. For all 
three outcomes, values were higher (better/positive) 
in older nurses compared to younger nurses. Three 
additional work-related outcomes, all facets of empower-
ment (competence, meaning, impact), and one addi-
tional health-related outcome (burnout–exhaustion) 
were significantly different by age in the RNs sample 
only. For empowerment, values were consistently higher 
(better/positive) among older compared to younger 
RNs. For burnout–exhaustion, however, values were 
higher (which is bad/negative) in younger compared 
to older RNs. For LPNs, only one additional outcome 
(work engagement–dedication) varied significantly by 
nurse age with older LPNs reporting higher dedication 

levels compared to younger LPNs. See Tables 5 and 6 
for details.

With respect to differences in work- and health-related 
outcomes by province, only RNs displayed any signif-
icance, and it was for one health-related outcome: 
dementia-related responsive behaviours experienced. 
RNs in Manitoba experienced significantly more  
dementia-related responsive behaviours (average: 2.73 
behaviours in last five shifts) compared to RNs in British 
Columbia (average: 1.98 behaviours in last five shifts). 
Differences in work and health-related outcomes by 
region were found only within British Columbia. RNs in 
British Columbia differed by region on two health-related 
outcomes: (a) mental health status and (b) burnout 
(efficacy–inefficacy). LPNs in British Columbia also 
differed by region with respect to one work-related 
outcome: their perception of having received adequate 
orientation. In the case of all three outcomes (mental 
health status, burnout efficacy–inefficacy, perception 
of having received adequate orientation), values were 
higher (better) in the same region. See Table 7.

Few differences in work- and health-related outcomes 
were found by an owner-operator model, and where 
differences did exist, there was no consistency as to 
which operator models led to better nurse outcomes. 
For instance, RNs differed by owner-operator model 
on two work-related outcomes: (a) work engagement–
vigor (best with private-operator models), and (b) work 
engagement–dedication (best with public-operator 
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models). LPNs differed by owner-operator model on one 
work-related variable: empowerment–impact (best with 
private-operator models). No significant differences 
in work- and health-related outcomes were found by 
facility size (small, medium, large). Details of these 
analyses can be found in Supplementary File 2.

Discussion
This study is the first, to our knowledge, to comprehen-
sively describe regulated nurses (RNs and LPNs) working 
in Canadian LTC facilities. Using data from a large  
research program across Western Canada, we provided a 
summary of regulated nurses in Canadian LTC facilities 
with respect to their demographic characteristics, as well 
as several important work- and health-related outcomes. 
We also conducted and provided a detailed and robust 
comparison of these characteristics and nurses’ work- 
and health-related outcomes by nursing role, province, 
health region, owner-operator model type, facility size, 
and nurse age. As a result, this study offers several novel 
insights about the current group of regulated nurses 
working in Western Canadian LTC facilities.

Differences by Age

In terms of demographic characteristics, we found sig-
nificant differences between RNs and LPNs. For example, 
LPNs were younger than RNs. In our sample, 42.4 per 
cent of LPNs were under 40 years of age, compared 
to only 25.9 per cent of RNs. This difference may be 
related to the shift in regulated nurse staffing that has 
taken place in some Western provinces over the past 
decade. Historically, most LTC facilities were staffed 
with RNs only; however, this has changed over time 
(Canadian Institute for Health Information, 2017), and 
so the younger LPNs may also be newer to the LTC 
workforce than their older RN counterparts. As well, 
in terms of job availability, RNs have always worked 
across the continuum of care (i.e., acute [hospital-based] 
care, community/home care, and long-term care) and 
have had a greater range of opportunities than LPNs, 
who, until recently, have been more limited in their 
scope of practice in acute care settings and were more 
likely to work in the community or long-term care 
(Canadian Institute for Health Information, 2017; 
Corazzini et al., 2013).

Table 5: Comparison of work- and health-related outcomes among RNs by age (n = 309)

Variables

Age Category ANOVA

<35 years n = 51 35–54 years n = 160 > 55 years n = 98 Total n = 309 p value ESa

Work-Related [Mean, SD]

Job satisfaction (1–5) 4.042 (0.669) 4.244 (0.708) 4.179 (0.647) 4.164 (0.706) .192 .011
Adequate orientation (1–5) 3.727 (1.020) 3.972 (0.931) 4.053 (0.781) 3.940 (0.909) .038b .022
Work engagement – Vigor (0–6) 4.738 (1.285) 5.219 (1.066) 5.191 (1.059) 5.103 (1.154) .022e .025
Work engagement – Dedication (0–6) 4.959 (1.150) 5.358 (1.218) 5.351 (0.897) 5.286 (1.117) .080 .017
Work engagement – Absorption (0–6) 5.592 (0.788) 5.753 (0.652) 5.691 (0.489) 5.687 (0.677) .095 .016
Empowerment – Competence (1–5) 4.188 (0.510) 4.497 (0.532) 4.505 (0.493) 4.421 (0.571) .000f .064
Empowerment – Meaning (1–5) 4.277 (0.713) 4.566 (0.526) 4.580 (0.491) 4.516 (0.578) .001g .044
Empowerment – Self-determination (1–5) 3.957 (0.718) 4.149 (0.705) 4.132 (0.733) 4.119 (0.716) .254 .009
Empowerment – Impact (1–5) 3.681 (0.745) 3.963 (0.691) 3.885 (0.755) 3.885 (0.735) .029h .024

Health-Related [Mean, SD]

Physical health status (0–100%) 51.014 (7.355) 51.419 (7.347) 49.789 (7.992) 50.835 (7.556) .254 .010
Mental health status (0–100%) 48.173 (8.409) 51.930 (7.721) 52.697 (8.142) 51.487 (8.146) .006c .036
Burnout exhaustion –Energy (0–6) 2.606 (1.330) 1.824 (1.443) 1.688 (1.294) 1.891 (1.398) .000d .055
Burnout cynicism – Involve (0–6) 1.909 (1.413) 1.669 (1.413) 1.670 (1.414) 1.725 (1.428) .207 .011
Burnout efficacy – Inefficacy (0–6) 4.561 (1.170) 4.836 (0.970) 4.617 (1.204) 4.685 (1.095) .187 .012
Dementia-related responsive behaviours  

experienced (0–6)
2.432 (1.605) 2.396 (1.690) 2.160 (1.628) 2.354 (1.668) .363 .007

Note. a Effect size to determine magnitude of any differences. We used eta squared which were interpreted using Cohen’s (1988) 
criteria: small effect = 0.01, medium effect = 0.06, and large effect = 0.14. b Post-hoc test used was Bonferroni correction. Significant  
difference was between < 35 years and 55+ years. c Post-hoc test used was Bonferroni correction. Significant difference was between 
< 35 years and 35–55 years, and < 35 years and 55+ years. d Post-hoc test used was Bonferroni correction. Significant difference 
was between < 35 years and 35–55 years, and < 35 years and 55+ years. e Post-hoc test used was Bonferroni correction. Significant 
difference was between < 35 years and 35–55 years, and < 35 years and 55+ years. f Post-hoc test used was Bonferroni correction. 
Significant difference was between < 35 years and 35–55 years, and < 35 years and 55+ years. g Post-hoc test used was Bonferroni 
correction. Significant difference was between < 35 years and 35–55 years, and < 35 years and 55+ years. h Post-hoc test used was 
Bonferroni correction. Significant difference was between < 35 years old and 35–55 years old.
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Table 6: Comparison of work- and health-related outcomes among LPNs by age (n = 448)

Variables

Age Category ANOVA

< 35 years n = 139 35–54 years n = 238 > 55 years n = 71 Total n = 448 p value ES1

Work Related [Mean, SD]

Job satisfaction (1–5) 4.088 (0.661) 4.135 (0.669) 4.116 (0.713) 4.118 (0.672) .811 .001
Adequate orientation (1–5) 3.737 (0.902) 3.965 (0.839) 3.824 (0.845) 3.872 (0.864) .0442 .014
Work engagement – Vigor (0–6) 4.844 (1.215) 5.192 (1.065) 4.980 (1.202) 5.048 (1.145) .0174 .019
Work engagement – Dedication (0–6) 5.143 (0.963) 5.413 (0.860) 5.247 (1.030) 5.303 (0.927) .0235 .017
Work engagement – Absorption (0–6) 5.607 (0.689) 5.718 (0.591) 5.682 (0.607) 5.677 (0.626) .268 .006
Empowerment – Competence (1–5) 4.360 (0.535) 4.435 (0.525) 4.270 (0.513) 4.385 (0.529) .061 .013
Empowerment – Meaning (1–5) 4.566 (0.512) 4.564 (0.497) 4.403 (0.543) 4.540 (0.511) .058 .013
Empowerment – Self-determination (1–5) 3.917 (0.709) 3.945 (0.787) 3.789 (0.836) 3.912 (0.772) .343 .005
Empowerment – Impact (1–5) 3.642 (0.683) 3.693 (0.743) 3.652 (0.685) 3.671 (0.715) .785 .001

Health Status [Mean, SD]

Physical health status (0–100%) 50.606 (8.123) 50.499 (7.764) 49.473 (8.298) 50.376 (7.954) .606 .002
Mental health status (0–100%) 47.457 (10.967) 51.352 (8.756) 51.757 (9.281) 50.168 (9.752) .0003 .037
Burnout exhaustion – Energy (0–6) 2.314 (1.468) 2.038 (1.433) 1.848 (1.518) 2.096 (1.463) .072 .012
Burnout cynicism – Involve (0–6) 2.033 (1.476) 1.911 (1.429) 1.636 (1.362) 1.906 (1.436) .187 .008
Burnout efficacy – Inefficacy (0–6) 4.704 (0.971) 4.750 (1.007) 4.475 (1.146) 4.693 (1.020) .154 .009
Dementia-related responsive behaviours  

experienced (0–6)
3.007 (1.443) 2.792 (1.668) 2.493 (1.682) 2.813 (1.609) .097 .011

Note. a Effect size to determine magnitude of any differences. We used eta squared which were interpreted using Cohen’s (1988) 
criteria: small effect = 0.01, medium effect = 0.06, and large effect = 0.14. b Post-hoc test used was Bonferroni correction. Significant 
difference was between < 35 years old and 35–55 years old. c Post-hoc test used was Bonferroni correction. Significant difference 
was between < 35 years old and 35–55 years old, and < 35 years old and 55+ years old. d Post-hoc test used was Bonferroni 
correction. Significant difference was between < 35 years old and 35–55 years old. e Post-hoc test used was Bonferroni correction. 
Significant difference was between < 35 years old and 35–55 years old.

We also found that younger (< 35 years) RNs report 
feeling less competent and that they had inadequate 
orientation compared to older RNs. As described ear-
lier, RNs in LTC facilities tend to hold positions of 
greater leadership and are often accountable for resi-
dent care provided by others on the care team (Chu et al., 
2016; McGilton et al., 2016). However, there is no struc-
tured pathway for RNs to learn how to take on such 
leadership roles in the care of older adults (Dwyer, 
2011). This relatively quick shift into managerial and 
leadership roles immediately upon entering the LTC 
facility workforce without concurrent training or men-
torship has been reported by others (Bennett, Ward, 
Scarinci, & Waite, 2015) and could contribute to younger 
RNs’ feelings of lower competency and inadequate 
orientation. Furthermore, younger RNs (< 35 years) in 
our sample also experienced less meaning and impact 
in their job compared to older RNs. Because younger 
RNs may not have as extensive experience at the point-
of-care as their older counterparts, they may not appre-
ciate the impact of their role on care provision.

Both younger LPNs and RNs report significantly worse 
burnout–emotional exhaustion and poorer mental health 
compared to older age groups (corroborating find-
ings from Woodhead et al.; Woodhead, Northrop, & 

Edelstein, 2016). One possible explanation for this may 
relate to seniority, which comes with age and time 
spent in a workplace. Seniority is important in health care 
environments, and can provide greater choice around 
holidays and shift scheduling. Previous research has 
found that more restricted holiday and shift choice, 
typically experienced by younger nurses with less 
seniority, can contribute to higher burnout and lower 
reported levels of good mental health (McGilton, Boscart, 
Brown, & Bowers, 2014). Overall, our results relating 
to the role of nurse age in residential LTC settings is an 
important consideration for employer-initiated programs 
and supports to ensure that this group is retained in the 
LTC facility-based sector over the course of their careers.

Differences by Role (RN vs. LPN)

In terms of type of roles, about half of the RNs in our 
sample (53.7%) worked part time. Again, this may reflect 
changing job patterns and a decline in full-time posi-
tions (Pyper, 2004). McGilton et al. (2014) reported a 
trend towards limiting the number of full-time RNs in 
favor of LPNs and care aides (Berta et al., 2013; Canadian 
Institute for Health Information, 2017) as a common cost 
saving measure in the LTC sector. Yet at the same time, 
this shift to part-time may provide a buffering effect and 
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also help explain differences in burnout–emotional 
exhaustion and mental health between LPNs and RNs.

Our results also illustrated differences between the 
amounts of dementia-related responsive behaviours 
that regulated nurses’ experience at work. Consistent 
with findings from Shields and Wilkins (2009) and 
from Estabrooks et al. (2015), our results indicated that 
nurses closest to the point of care (LPNs) experience 
more dementia-related responsive behaviours from 
residents than do RNs. As LPNs tend to spend more of 
their time providing direct (i.e., medication provision) 
care than RNs, who spend the majority of their time 
providing indirect (i.e., charting, documenting) care 
(McCloskey et al., 2015), this finding is not surprising. 
However, it is concerning given the potential influence 
on other work-related outcomes (e.g., burnout) and 
risk for work-related injury. Recent research from the 
United States has demonstrated that in facilities where 
regulated nurses have clearly differentiated roles and 
there is greater RN presence closer to the point-of-care, 
there are lower rates of undesirable nurse and resident 
outcomes (Corazzini et al., 2013).

We also observed differences in mental health,  
burnout–efficacy, work engagement–vigor and work 
engagement–dedication among LPNs across regions 

and owner-operator models. Previous research indi-
cates that there is wide variation in the understanding 
of LPN scope of practice in LTC facilities (McCloskey 
et al., 2015), and there is great variation in how the role 
can be enacted in different facilities. Research previ-
ously demonstrated that when there are fewer RNs in 
an LTC facility, LPNs may engage in nursing activities 
that are beyond their scope of practice and for which 
they are ill-prepared (Mueller, Anderson, McConnell, & 
Corazzini, 2012) which may further contribute to 
negative work-related outcomes. Further research is 
needed to examine how the work context (i.e., regional 
staffing models, owner-operator differences) influences 
the enactment of the LPN role and the consequences for 
work-related outcomes.

Strengths and Limitations

Although our sample was large and representative of 
urban nursing homes in the western Canadian provinces 
of British Columbia, Alberta, and Manitoba, we have 
no assurance that our findings are representative of 
urban nursing homes in Canada in general. We saw 
several differences, especially by role (RN vs. LPN), 
region, and nurse age, suggesting that important vari-
ations may exist across the country with respect to a 
number of demographic characteristics and important 

Table 7: Comparison of work- and health-related outcomes among professional nurses by region within BC (n = 324)

Variables

Registered Nurses (RNs) Licensed Practical Nurses (LPNs)

Region in British Columbia t test Region in British Columbia t test

Region 1  
n = 90

Region 2  
n = 23 Total = 113 p value

Region 1  
n = 131

Region 2  
n = 80

Total  
n = 211 p value

Work Related [Mean, SD]

Job satisfaction (1–5) 4.210 (0.731) 4.127 (0.799) 4.194 (0.741) .647 4.140 (0.709) 4.141 (0.616) 4.140 (0.674) .988
Adequate orientation (1–5) 3.933 (0.975) 3.857 (0.964) 3.918 (0.969) .750 3.962 (0.884) 3.667 (0.878) 3.851 (0.891) .021
Work engagement – Vigor (0–6) 5.182 (1.211) 4.767 (1.266) 5.105 (1.226) .173 5.083 (1.246) 4.902 (1.231) 5.014 (1.240) .310
Work engagement –  

Dedication (0–6)
5.407 (0.964) 4.921 (1.406) 5.312 (1.075) .146 5.320 (0.944) 5.175 (0.947) 5.265 (0.946) .286

Work engagement –  
Absorption (0–6)

5.686 (0.889) 5.635 (0.576) 5.676 (0.835) .803 5.661 (0.677) 5.709 (0.441) 5.680 (0.598) .578

Empowerment – Competence (1–5) 4.378 (0.661) 4.400 (0.568) 4.382 (0.643) .892 4.435 (0.511) 4.380 (0.486) 4.415 (0.501) .446
Empowerment – Meaning (1–5) 4.569 (0.577) 4.381 (0.617) 4.531 (0.587) .191 4.549 (0.523) 4.451 (0.518) 4.512 (0.522) .190
Empowerment –  

Self-determination (1–5)
4.234 (0.668) 4.206 (0.582) 4.229 (0.649) .862 3.896 (0.821) 3.886 (0.732) 3.892 (0.786) .931

Empowerment – Impact (1–5) 3.961 (0.739) 3.746 (0.829) 3.918 (0.758) .247 3.726 (0.748) 3.616 (0.636) 3.684 (0.708) .278

Health Status [Mean, SD]

Physical health status (0–100%) 51.512 (8.120) 50.480 (7.599) 51.310 (7.995) .607 51.019 (7.441) 50.479 (6.664) 50.814 (7.143) .600
Mental health status (0–100%) 53.266 (7.047) 48.166 (8.590) 52.266 (7.606) .007 50.679 (9.356) 47.765 (10.896) 49.570 (10.044) .043
Burnout exhaustion – Energy (0–6) 1.691 (1.400) 1.714 (1.097) 1.696 (1.339) .943 2.086 (1.637) 2.143 (1.350) 2.108 (1.531) .784
Burnout cynicism – Involve (0–6) 1.540 (1.258) 1.937 (1.625) 1.619 (1.340) .306 1.860 (1.574) 1.920 (1.351) 1.882 (1.491) .783
Burnout efficacy – Inefficacy (0–6) 4.831 (1.061) 4.175 (1.467) 4.699 (1.176) .022 4.913 (0.957) 4.414 (0.937) 4.720 (0.978) .000
Dementia-related responsive  

behaviours experienced (0–6)
2.000 (1.511) 1.905 (1.670) 1.981 (1.536) .800 2.766 (1.634) 2.667 (1.543) 2.728 (1.597) .667
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work- and health-related outcomes for regulated nurses 
employed in LTC facilities. It is important to note that 
our findings do not reflect the situation in rural Canada; 
our sample was limited to urban LTC facilities. Although 
the nurse surveys were completed online allowing 
for anonymity and were subject to a rigorous quality 
assurance process, the data are self-reported and, 
therefore, may be subject to self-report measurement 
biases (i.e., recall and social desirability).

Next Steps

Our next steps involve conducting a series of multivar-
iate statistical models using the TREC-regulated nurse 
data reported in this study to determine what factors –  
demographic, individual, and contextual – influence 
work- and health-related outcomes. This will allow us 
to offer concrete recommendations on how to improve 
quality of work life for regulated nurses in Canadian 
residential LTC settings which, in turn, will improve 
resident health outcomes. Importantly, this next phase 
of our work will be guided by a variety of theoretical 
perspectives relevant to nurses’ quality of work life. 
The use of theory in multivariate analyses is critical not 
only to the selection of appropriate variables to include 
in the models but also to give the final models a mean-
ingful context. In addition, because many researchers 
try to test theories, findings from theory-based research 
are not only relevant to the theory’s explanation of 
events, but also to the findings of other researchers. 
Hence, greater progress in understanding nurses’ quality 
of work life will come when we build on each other’s 
work, which is often coordinated through the use of 
common theories. Unfortunately, there is no one all-
encompassing theory or conceptual framework suitable 
to guide all of our future models on work- and health-
related outcomes in nurses. Therefore, we will utilize the 
most appropriate theories for each planned model. For 
example, we are currently completing models of job 
satisfaction of regulated nurses, which are guided by 
Kanter’s theory of structural empowerment (Kanter, 
1993) and Spreitzer’s theory of psychological empower-
ment (Spreitzer, 1995a, 1995b; Spreitzer et al., 1997).

Conclusion
This is the first study to describe the regulated nurse 
workforce and their work outcomes in Western Can-
ada. We discovered several important differences both 
between and within regulated nurse groups (RNs and 
LPNs) working in LTC facilities which can be used to 
inform important and needed policy related to staffing 
decisions in Canadian LTC facilities. Our findings also 
point to places where additional system supports are 
needed, such as for younger RNs in the LTC workforce 
and LPNs working closer to the point of care. These 
findings, when combined with the earlier report on the 

unregulated (care aide) workforce (Estabrooks et al., 
2015), provide a comprehensive examination of the 
nursing workforce in LTC facilities in Western Canada. 
This examination of the nursing workforce can be used to 
develop national and provincial strategies to improve the 
quality of work life for nurses in Western Canadian LTC 
facilities, which will lead to a higher quality of resident 
care for the older persons to reside in these residences.

Supplementary Material
To view supplementary material for this article, please 
visit https://doi.org/10.1017/S0714980818000478
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