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ABSTRACT
HOUSING AND SUPPORTIVE SERVICES FOR ELDERLY PERSONS IN MANITOBA

Neena Chappell
John Horne
University of Manitoba

The continued aging of the Canadian population has fuelled concerns over
the provision of housing and health care services adequate to meet the needs
of older individuals. Concern has been expressed with regard to the capacity
of existing service structures to preserve the independence of the recipients
of care to the greatest extent possible as well as to the increasing costs of
providing these services.

This study provides the results of an empirical evaluation and cost
analysis of the provision of housing and supportive services to older
individuals. Based on data from interviews conducted with older individuals
throughout much of the Province of Manitoba as well as from information
regarding home care service utilization, medical claims and in-patient
hospital claims, comparisons are made among those living in their own homes
in the community and those living in three different forms of seniors’
housing (elderly persons housing with support services provided internally;
elderly persons housing with support services provided externally; and multi-
level care facilities, MLC).

The findings reveal similarities as well as differences among those in
the different settings. They provide no evidence that MLC facilities tend to
funnel their residents from lower to higher levels of care, thereby
restricting access by external applicants. There is no support for concerns
that older individuals enter such facilities prematurely to ensure access
when needed. There is no indication that those living in residential units
of MLC facilities are inward-oriented and cut-off from the outside world. To
the contrary, they maintain ties with those on the outside and are socially
integrated within. Residents choose their living accommodation based on
differential choices (for example, elderly persons housing offers an
affordable alternative, MLC facilities are seen as offering greater health
care security). Finally, relevant to cost considerations, there is no
difference in the use of hospital or medical care services associated with
type of residence. With the exception of nursing services, formal home care
services are also similar.

The findings are discussed in terms of their implications for policies
related to the provision of housing and supportive services to the elderly.



Introduction

The Interagency Committee on Support Services to Seniors, with

representation from Manitoba Health, Housing, Community Services, Highways and

Transportation and Health and Welfare Canada - New Horizons, in consultation

with the University of Manitoba project investigators, Dr. Neena Chappell and

Dr. John Horne, has derived the following policy implications from the Housing

and Supportive Services for Elderly Persons in Manitoba - Final Report.

The study found no strong support for one housing type as superior to
another but rather each housing type has its different strengths. The
study indicates that the ability to choose the type of housing to suit
individual preferences and perceptions is important. Communities
considering housing development should be made aware of the need for a

variety of housing models.

To the extent that EPH residents indicate economic security as the major
reason for choosing that housing type, the study indicates that the
Department of Housing is fulfilling its mandate to provide safe and

affordable housing through its EPH units.

The study found no indication that multi-level care facilities tend to
"funnel" their residents from lower to higher levels of care to the
exclusion of applicants from other locations. Nor was there any evidence
of "premature entry", where individuals enter a multi-level care facility

at the EPH level with no care requirement, in order to ensure .subsequent



placement in that facility's personal care home should care be required.
This may in part result from acceptance into a PCH (MLC or free-standing)
not being in the exclusive control of the facility. The provinéial

Continuing Care Program influences this process both’ through their

-involvemer;t in panelling and the management of the waiting list which

involves the setting of priorities for admission.

There is evidence that seniors residing in the EPH section of multi-level
care facilities experience greater social integration:than those living

elsewhere.

Sponsors of MIC facilities should be aware that there is an expectation
of service and support that is not currently available through their own
resources. While in many instances residents chose to reside in a MIC
facility because of the perceived availability of health care, that

health care is actually provided by sources other than MLC.

Some attention should be directed to the higher use and cost of
Continuing Care nursing care by residents of MLC compared with residents
of other housing models. It is to be noted, however, that these higher
costs for MIC residents are ooncentrated in rural facilities, and are
based on a relatively small number of respondents. Nevertheless,
Regional Continuing Care staff and sponsors must continue to monitor this

situation closely.
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The study indicates that seniors outside of Winnipeg are more likely to
be hospitalized. This may be attributable to the higher hospital bed to

population ratio in rural areas. Since hospital care is the most

. expensive and not always most appropriate element in the health care

system, the availability of alternatives to hospitalization must be of

primary importance.

Managers and sponsors of EPH(NS) must be made aware that residents of
EPH(NS) have a perception of support availability that is untrue. The
fact that there is no service provision beyond the provihcial home care
program should be well publicized. Minimal supports may be developed to
respond to the perceived needs of residents choosing this type of housing

if a needs identification process indicates that supports are warranted.

Because of its training implications this finding should be shared with

the managers and sponsors of seniors housing.

The study provides evidence of the need for the Support Services to
Seniors Program. Reasons cited for moving from the previous residence
were: to be more independent; the need for better shopping facilities;
less ability to manage at the previous residence; needed help/assistance

but could not get it where they were; meal programs.
The study indicates that seniors in all housing types express an unmet

need for meal services, transportation assistance, and recreation

programs. Funding for support services to seniors is currently available
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to groups who design projects to meet such needs, especially meal

programs or transportation assistance.

Congregate meals are an important and increasingly utilized element of
the Support Services to Seniors Program. Since Congregate Meals are the
only service differentiating types of housing, as congregate meals become
more available throughout the province, this differentiation will be

minimized.

- iv -



Executive Summary

The focus of this study is an examination of housing and health care as

two services central both to the ability for elderly individuals to remain

independent in the community for as long as possible and to the cost of

services. The objectives of the study are to:

1)

2)

3)

Compare elderly persons living in their own homes in the community, in
elderly persons' housing where support services are provided externally -
EPH(NS), in elderly persons' housing where support services are provided
from within - EPH(S), and in senior citizens' housing where support
services are provided internally as part of a multi-level care facility
(MLC). Residents within the four different settings are compared in terms
of: independence, feelings of security, social integration, contact with
the outside world, services received, and overall well-being. Numerous
socio—demographic and health factors are taken into account in these
analyses. Elderly persons living in these different settings are also
compared in terms of their reasons for moving into and remaining in their
current locations.

Assess the funnelling hypothesis that multi-level care facilities tend to
accept patients into their higher level of care from their own internal
lower levels of care sections rather than those external to the facility
and assess the premature entry hypothesis that individuals enter the lower
level of care within a multi-level care facility in order to guarantee
placement in the higher level of care.

Compare the cost of existing services as currently prov_ided in the

different settings and compare the estimated cost of providing appropriate



services to those eligible based on need in the different settings should
thé data reveal some individuals not receiving services for which they may

be eligible.

Data were .collected on a province~wide basis (excluding the two mﬂem
regions) using a cluster random sample technique. Interviews were conducted
with individuals in each of the four settings While.‘er.xsuring that both
Winnipeg and non-Winnipeg representation was maintained. ~Within multi-level
care facilities, both those in joint ménaged and those in juxtaposed
facilities were included. Interview data for each individual were linked with
home care information, medical claims, and in-patient hospital claims data.
In addition, program information about residents in personal care homes was
also recorded. Data analyses utilizea multivariate techniques, taking into
account several potential confounding influences.

Characteristics of those living in any of the three different types of
seniors' housing, whether it be EPH(NS), EPH(S), or MLC, tend to be similar
to one another and different from those of individuals living in their own
homes in the community. Those living in their own homes tend to be male, are
more likely to be married, are more likely to have been employed ln higher
status, non-homemaker occupations, and have higher levels of income. Those
living in any of the three types of seniors' housing .are more likely to be
female, to be widowed, and to have been employed in lower status or homemaker
occupations, and consequently to report lower levels of income.

Importantly, however, residents in the four different settings do not
differ significantly from one another in terms of disability or informal

assistance.



In terms . of feelings of j_ndepepdence, residents of all three types of
seniors housing, but most especially those residihg in EPH(NS) and EPH(S),
report a sense of privacy without infringement' on their autonomous decision-
making. It is community living which can be related to feeling less able to
make autonomous deéisions. Other factors, notably functional disability,
believing one's income is inadequafe, and being married, are also related to
feelings of less independence. |

Residents of the four different types of settings differ little in terms
of the importance they attach to feelings of security. Virtually everyone
consider; feeling .secure to be important. However, those living in MLC
facilities or EPH(S) are more likely to feel that someone is in fact close by
~ in the event of an emergency. Those living in MIC facilities are the most
likely to feel their residences are secure from burglaries or other intrusions
and to view medical care as available if neéded. In other words, residents of
MIC facilities in particular tend to express greater feelings of security than
do residents of the other three housing types. The regional (non-
Winnipeg/Winnipeg) factor is also important here with non-Winnipeg residents
generally feeling more secure than urban Winnipeg residents.

In terms of overall social integration, this study lends no support to an
argument of greater isolation among residents within senior citizens' housincj.
To the contrary, residents of the three seniors' housing types ekamined here
have greater interaction overall with others than is true of those living in
the community.

Involvement in activities internal to the setting and activities external
to the setting were also examined. Very few differences between the settings

emerged. The data do not support 'any claim that those who live in elderly



‘ persons'fmmming or seniors' housing tend to become inward directed initheirv
activities and correspondingly cut off‘ér decrease their activities external
to the iocation. Eindiﬁgs support ‘a hypothesis of lack of differencés between
the settings. |

In terms of fhe utilization of formal services, overall, those living in
the community use fewer types of services than those living in any of the
- three types of seniors' housing when compariﬁg group . means. This is so
despite similar levels of functioning among fhe residents of the different
settings. In addition, ﬁhose with better functioning, those with‘fewer
chronic conditions, Winnipeg residents, and those who are married tend to use
fewer services. Given all of the various services which individuals can
receive, only a small proportion of them show differences by residential
location. For those for which there are differences, there are no surprises.
Those which may be unique to an elderly persons' housing environment are more
likely to be used by those living in that setting (such as congregate meals)
and those living in the community are more likely to utilize those services
required to be maintained in the community (such as homemaker/household tasks
and handyman services).

Overall well-being was measured broadly in terms of economic, health, and
psychological factors. The community living elderly have better economic
health in terms of having more money and better overall life satisfaction or
happiness than residents of elderly persons' housing, whether with or without
services. Interestingly, residents of MLC facilities, while being
disadvantaged economically and in terms of health when compared with the
community dwelling residents, nevertheless report similar levels of happiness
and life satisfaction. Whether this is in recognition of their need for

specialized care is unknown.



Respondenﬁs were also asked their reasons for moving. Not surprisingly,
those in MIC facilities were the most likely to report having moved to be near
better health care facilities while those living in EPH(NS) and EPH(S) were
the most likely to report moving for affordable rent. Those living in MIC
facilities were also the mdst likely to have moved to be near a meal program.
In other words, it would appear that the systeﬁ is working as planned, that
is, individuals move into these places for the reasons for which they were
established. However, in other respects, such as the characteristics of the
individuals living in the three types of seniors' housing and their feelings
of security and utilization of formal services, few differences are apparent,
suggesting similarities among the residents in these respects.

In terms of the funnelling hypothesis, approximately 12% of individuals
residing in personal care homes associated with multi-level care facilities,
whether juxtaposed or joint managed, came from the housing section of that
facility.‘ Assessments to determine whether this 12% figure was high or low
did not provide any support for an interpretation of the figure as
inordinately high. There is, however, a clear tendency for freestanding
peréonal care homes to accept more individuals from hospitals and other
personal care homes (these are individuals who require higher levels of care)
than do multi-level care facilities.

In terms of the premature entry hypothesis, there is no support for
grouping those living in multi-level care facilities together as different
from those living in the community. Few differences emerge when comparing
individuals living in juxtaposed facilities, joint managed facilities, and
those living in the community in terms of functional ability, number of

chronic conditions, assistance with basic activities of daily 1living,



assistance with instrumental activities of daily living, number of primary
caregivers, and income.

In terms of cost, formal home care does not generally differ across the
housing groups with the notable exception of nursing services. For nursing
services the hours and costs per user are significantly higher for those
living in MIC's. That is, those receiving these services are receiving more
of them, although a similar number are receiving nursing services in all
settings. The use of hospital and medical care does not differ across the
housing groups after adjusting for multi-group differences in (I)ADL and
socio-demographic characteristics. In addition, seniors who use nursing
services obtain a variable proportion of these services from sources other
than the formal home care program, depending only slightly on their housing
arrangements. The program equivalent costs of nursing services obtained from
outside the formal home care program are non-—trivial and should be included in
any comprehensive assessment of support services where there is potential for
increased or decreased public funding. Finally, with the exception of
congregate meals, there is little empirical basis for differentiating one type
of elderly persons' housing from another in the support services dimension.
It should be noted that, at the time of this study, support services consisted
primarily of congregate meals. Other support services had not yet been
developed.

In terms of possible unmet need, there is no striking difference across
housing groups in the proportion of seniors reporting unmet need for services.
There is an apparent preference among all housing groups for some additional
services including nursing care and homemaker services that are available to

others through the formal care program. There is also an apparent preference



across all housing types for some additional services, especially meal
services, transportation assistance, and recrgation programs that are now
available only in some elderly persons' housing. A large majority of those
reporting an unmet need require some or alot of assistance in instrumental
activities of daily living and in consequence may be representing false
negatives in service delivery terms (i.e., otherwise eligible seniors who
receive no services). Finally, a small minority of those reporting an unmet
need have no measured functional disability (i.e., require no assistance in
instrumental activities of daily. living) and might be deemed ineligible for
services on this account.

It should be noted that these results are specific to Manitoba and may
not necessarily apply to other jurisdictions. Further, they reflect health

and housing operations in place during 1986.
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HOUSING AND SUPPORTIVE SERVICES FOR ELDERLY PERSONS IN MANTTOBA
FINAL, REPORT

Introduction

As Canada's older population continues to grow (Powell and Martin, 1980),
so too does concern over the adequate provisibn of services to meet the needs
of the increasing numbers and proportions of elderly individuals. Concern
surrounding the provision of services focuses on both the ability of tﬁe
existing structure of services to maintain the independence of the recipients
of care to the greatest extent possible, and the rising cost of these
services. Housing and health caré are two services which are central to both
of these issues - the ability to remain independent in the community for as
long as possible and the cost question.

Concern over these two issues is confounded by the fact that the health
care system and some of the most costly aspects of that system are oriented to
medical care (Clark and Collishaw, 1975), an emphasis considered ill-suited by
many (Chappell et al., 1986; Mishler, 1981; Estes, 1979) to adequately meet
the needs of an aging population. The health care system also has a
concomitant focus on institutional care (both acute hospital care and long-
.term institutional care of elderly persons), similarly considered less than
optimal for older persons. This is not to deny that such specialized care is
required at times. Rather, it is to argue that the provision of more
community and social services, within and to several housing alternatives, has
the potential for decreasing the use of costly medical services and long-term

institutional care. That is, the provision of community services spanning a

Note: Policy recommendations following from this report may be obtained by
writing N.L. Chappell, Director, Centre on Aging, 338 Isbister Building,
University of Manitoba, Winnipeg, Manitoba, R3T 2N2.



range of alternatives,‘ also known as supportive housiné because it combines
housing and support services in an integrated approach, has much éotential.
It should also be noted that this approach is one whj.ch ‘elderly 'individuals
themselves favour (Spasoff et ai., 1978; Blackie, 1983; Fengler and Danigelis,
1983). |

In this study, support services a‘reA defined as a range_ of fypes and
intensities of services in the basic living category (i.e., not care
services), such as: meals, .transportation, escorts, haﬁdyman services,
telephone reassurance, and social and recreational activities. Support
Services to Seniors is a program aimed at supporting seniors in their efforts
to maintain their independent commmnity living status.

The objectives of this study reiate directly to the two issues identified

above. They include:

la) Compare elderly persons living in their own homes in the community, in
elderly persons' housing* where support servicés are provided externally,
referred to throughout as EPH(NS), in elderly persons' housing where
support services are provided from within, referred to as EPH(S), in
senior citizens' housing where support services are provided internally

as part of a multi-level care facility, referred to as MLC. Residents

* Note: In Manitoba, there are two types of elderly persons' housing. One,
public EPH, is housing owned by Manitoba Housing and Renewal Corporation and
managed through agreement by local housing authorities or non-profit
organizations. All tenants pay rent based on income. This is housing set up
under the National Housing Act, Section 40 or 43. The second, non-profit
housing, is both owned and managed under the auspices of non-profit
organizations, such as culturally specific organizations, which receive some
operating monies from both the federal and provincial governments. Some
tenants pay rent based on income while others pay rent based on market
equivalents. This housing is set up under the National Housing Act, Section
15.1 or 56.1.
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within the four different settings are compared in terms of the following
outcome measures: independence, feelings of security, social
integration, extent of external relations (that is, contact with the
outside world), services received, and overall well-being.

b) Compare elderly persons living in these different settings in terms of
the factors noted above, taking into account numerous socio-demographic
and health factors of the individuals involved.

c) Compare elderly persons living in theée different settings in terms of
thelr reasons for moving to and remaining in their current location.

2a) Assess the ‘'funnelling' hypothesis that multi-level care facilities
tend to accept patients into their higher level of care from their
own internal lower levels of care sections rather than those
external to the facility.

b) Assess the 'premature entry' hypothesis that individuals enter the
lower level of care within a multi-level care facility in order to
guarantee placement in the higher level of care.

3a) Compare the cost of existing services as currently provided in the
different settings.

b) Compare the estimated cost of providing appropriate services to
those eligible, based on need, in the different settings, should the
data reveal some individuals not receiving services for which they

are eligible.

This study provides baseline data in relation to supportive and housing
services for the elderly. While decisions are currently being made which have

critical consequences for both cost effectiveness and maintenance of
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independence, no sound data base currently exists which takes these outcomes

into account for the decision-making process.

Present State of Knowledge

As dollars are being spent on various combinations of servicés and
housing, reliable data both on the benefits for recipients and on the cost of
such programs are generally lacking. Research in this area has only recently
begun and is primarily from the United States. Canadian data are less recent.

Research from British Columbia reports inconsistent findings. Gutman
(1978) compared tenants in a building with self-contained suites and with room
and board residents that offered personal care (pre and post move) with those
in traditional retirement housing offering only self-contained suites.
Applicants who did not move in and elderly non-applicants were also included
as comparison groups. The former group were found more likely to exhibit
higher morale and increased interaction with neighbours 18 months after moving
into the building. The study did not pursue whether the increased
neighbouring was restricted primarily to instrumental exchanges. The study
also suggested no decrease in amount of satisfaction with or visiting with
friends after the move into such housing. The study did not, however, examine
whether friendships or activities tended to be within or external to the
housing units.

Gutman (1980) has also studied individuals living at home in non-age
segregated settings with a group living in retirement housing. Her study
revealed that tenants in retirement housing had more health problems and
functional disabilities than persons of comparable age living at home,
suggesting the need for special design features. However, ‘conclusions

regarding differential need are not at all conclusive. For example, Stark et



- 12 -

al. (1982) found little agreement among assessors of clients in a oomrﬁunity
'based long-term care program. Assessments did not distinguish clearly between
those receiving different levels of care.

Furthermore, research evidence indicates that the use of services by
elderly persons is at least determined as much by factors other than need
(such as knowledge of services, social class, ethnicity, etc.) as by need
itself (Snider, 1980; McKinlay, 1972; Gourash, 1978). Varady (1980) reports
that individuals may move from current housing to different types of housing
for reasons other than health, including age, 1living in a racially changing
area, living in public housing, living alone, and ethnicity.

Recently, several United States studies have examined social integration
in relation to seniors' housing. =~ Some studies show decreased social
involvement among residents of seniors' housing (Sheehan, 1986a; 1986b) while
others show increased social interaction at least among age peers (Hinrichsen,
1985). Still others report no differences between the elderly living in
seniors' housing and those living in their own homes in the community
(Stephens and Bernstein, 1984; Kay et al., 1986; Norris et al., 1985; Poulin,
1984). Further, Kay and associates (1986) report feelings of security in
knowing services are available if needed among those in seniors' housing.

Specifically in relation to multi-level care (MIC) facilities, the Woods
Gordon report (Alberta Department of Hospitals and Medical Care and Alberta
Housing Corporation, 1981:22) has noted the lack of rationale for their
effectiveness. Nevertheless, arguments abound. Those in favour of MLC
include: economies of scale, provision of continual care and thereby a
reduction of relocation trauma, adjustment of service levels to meet temporary

changes in needs, maintenance of spousal relationships, flexibility of design
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to allow long-term changes in tﬁe facility's role, atﬁraétion of more
dqualified personnel, feeliﬁgs of security, and interaction of different levels
of patients. Arguments agaihst MLC include: complexity, oost, those living
in them tend to become inward-oriented and cut-off from the outside World,
size, encouragement of dependency among residents, and that such facilities -
become funnels té care in which those requiring long-term care must either
enter at the lowest level or enter prematurely believing this will ensure a
place at the highest level of care when it is needed.

Several studies have focused on the costs of providing home care to the‘
dependent elderly. In the Manitoba/Canada Home Care Study (Health and Welfare
Canada, 1982), servicés and costs received by clients during the first month
of admission to Manitoba's comprehensive universal home care program compared
favourably with various designated institutional alternatives, suggesting
strongly that the program was a cost-effective substitute for institutional
care. Two more recent studies have examined service use and cost over longer
periods of time in different residential settings. In an American study,
Ruchlin and Morris (1987) provide data on the type and cost of services used
by elderly/handicapped tenants in a service-enriched congregate housing
program. For these individuals, 50% of nionthly service costs were found to e
accounted for by the provision of formal community social services, 42% by the
provision of medical care services, and 8% by the imputed cost of informal
care. However, no comparisons were made to the elderly/handicapped living in
other arrangements, hence the cost-effectiveness of the congregate housing
program could not be determined. In a United Kingdom study, Snell (1985)
~compared the costs of care of elderly persons living in their own homes to

those in residential homes. It was shown that even at very high levels of
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physical and mental disability, the. oosts. of cate for those livihg alone in
the community were lower than for those in residential care. - However, the
study included ver;y few depehdent elderly in the oonﬁnunity sub-sample.

In sum, important contributions have been and are oeing made through
research in the area of supportive housing for seniors. There has not,
however, been a comprehensive study conducted in Canada dealing with the

outcome and cost questions raised here.

Design of the Study and Description of the Data

Data were collected using face-to-face interviews with those living in
the four types of settings. A cluster random sampling technique was used to
select respondents to be interviewed. A complete and current listing of all
elderly persons' housing (EPHs) in the province (excluding the Norman region)
was oObtained from the Manitoba Housing and Renewal Coi‘poration (and verified
by the Provincial Gerontologist, a local representative of CMHC, and the
Manitoba Health Services Commission) and differentiated according to which
services, if any, were being provided. If services were provided, information
was compiled on whether this was done internally, externally, or through Jjoint
management with a proximate facility (multi-level care facilities). A random
sample of EPHs (15 in Winnipeg and 15 in non-Winnipeg) providing no services
to residents, EPH(NS) was selected first. Five individuals were then randomly
selected for inclusion within each of the chosen locations. Stratification by
rural-urban location resulted in a study sample consisting of 150 respondents;
75 from Winnipeg and 75 from other areas of the province. All individuals
were age 60 or over.

The sample .of individuals living in EPHs providing supportive services,

EPH(S) was selected next. They were selected in the same manner as those
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above but matched by age group (i.e., 60-64, 65-69, etc.) to those living in
EPH(NS). Those living in multi-level care facilites (MICs) were selected in a
similar manner and were, once again, matched according to age group with the
EPH(NS) sample. Facilities were divided into two types - joint managed (i.e.,
ownéd and managed by the same board as ‘ another facility but not attached to
that facility) and juxtaposed (i.e., physically linked). Interviews were
divided between them (75 individuals interviewed from Winnipeg - 38 in
juxtaposed facilities and 37 in joint managed facilities - and 75 individuals
interviewed from non-Winnipeg -.38 from juxtaposed facilities and 37 from
joint managed facilities). Those living in their own homes in the community
were drawn on a random basis from those residing in an area proximate to each
location selected in the EPH(NS) sample using postal codes and matched by age
group with those in the latter sample.

All respondents were interviewed during the summer and fall of 1986. The
overall refusal rate for the study was 22% and ranged from 10.9% for non-
Winnipeg respondents to 30.7% for respondents living in Winnipeg. The
ineligibility rates due to such factors as relocation, death, hospitalization
and institutionalization were 27.3% (overall), 31.7% (Winnipeg), and 22.4%
(non—Winnipeg). In instances where vpotential respondents were either unable
or unwilling to participate in the study, matched replacements were used. In
total, 600 respondents were interviewed including 300 in Winmnipeg and 300 in
non-Winnipeg (see Table 1).

The interview data include standard demographic variables as well as
information on residential and neighbourhood locations, overall well-being,
recreation, social networks and social supports, health, and service

utilization (see Appendix A).
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Table 1

Composition of Study Sample

" Winnipeg Non-Winnipeg Total

Type of Residence N g N g N g

EPH - no services provided 75 25 75 25 150 25
internally

EPH - services provided 75 25 75 25 150 25
internally

MLC - juxtaposed 38 13 38 13 76 13

75 25 75 25 150 25

- joint managed 37 12 37 12 74 12

Community 75 25 75 25 150 25

Total 300 100 300 100 600 - 100
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The interview data were linked with home care, medical claims, and in-
patient hospital claims data. Information concerning the respondents' use of
home care services was obtained from the Department of Health's Office of
Continuing Care files. For those receiving home care services, monthly
utilization data were obtained for the period January 1, 1985 through June 30,
1986. The services referenced included: nursing care (VON, LPN, direct
nursing care, other nursing care), therapy services, volunteer services,
direct social service, respite care, adult day care, day hospital services,
home support workers, home care.attendants, homemakers, and supplies. For
each service received, data were also collected on the total number of hours
of service provided (per month) and total cost of service provision (per
month). Unit costs specific to each type of service were obtained from the
Office of Continuing Care to convert the monthly totals of hours per services
into monthly costs of service. The unit cost data used for these conversions.
are shown in Appendix B.

Three additional types of health utilization data were cbtained from the
Manitoba Health Services Commission. These included data on: (a) medical
claims; (b) in-patient hospital claims; and (c) status of residents in a
personal care home. For all respondents having given prior consent for access
to such information (N = 527 or 88%), medical claims data were dbtained for
the period January 1, 1985 through June 30, 1986. They included: date of
service, national group code (type of visit), diagnostic code, physician
number, block of practice, group code, cost of service, and number of services
performed. In~patient hospital claims data were cobtained for the same time

period and included: date of admission, date of discharge, the total number of
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days stayed, diagnostic codes, surgical procedures performed, hospital number,
physician number, block of practice, and separation code.

To assess objective 2, data were obtained from the personal care home
files for all admissions to the province's (excluding the Norman region)
personal care homes as of January 1, 1982 as well as for all current residents
regardless of their date of admission. The information obtained included the
name of the personal care home, the surname of the individual resident, their
date of birth, gender, date of first assessment, level of care at first
assessment, date of first admission, level of care at first admission, date of
separation, and separation code. These data were linked with data supplied by
the administrators of the province's personal care homes on all admissions as
of January 1, 1982 and current residents of their facilities. They were asked
to supply information concerning the name of the resident, their date of
admission, and previous place of residence. Of the 108 personal care homes

contacted, information was obtained from 99 (92%).

Sample Characteristics

Selected characteristics of the sample as a whole (N = 600) are shown in
Table 2. Less than a quarter (19%) are under 70 years of age. The remainder
are almost evenly divided between 70 and 79 years of age (39%) and 80 years of
age and over (43%). Almost two-thirds (66%) of the sample is female, one-—
third (34%) male. The vast majority of the respondents are widowed (56%) or
married (27%). Just under one-half (45%) worked in semi-skilled, unskilled or
farming occupations and less than cne-third (32%) were homemakers. Most (85%)
attained more than four years of formal education, but more than half (56%)

had less than nine years. Almost three-quarters of the sample (73%) reported



-19-
Table 2
Sample Characteristics

. Total* Winnipeg Non-Winnipeg
Characteristic N o N v N o
Age

60-69 111 18 70 23 41 14
70-79 . 233 39 108 36 125 42
80 or over 255 43 122 41 133 45
2 599 100 300 100 300 100
x = 9.29, df=2, p<.01
Major Occupation in Life
Professional/semi-professional/
management 137 23 87 29 50 17
Semi-skilled/unskilled/farming 271 45 148 49 123 41
Homemaker 189 32 64 21 125 _42
2 597 100 299 99 298 100
x = 31.99, df=2, p<.001
Years of Schooling
0-4 89 15 48 16 41 14
5-8 248 41 96 32 152 51
9 or over 260 44 155 52 105 35
2 597 100 299 100 298 100
x = 22,81, df=2, p<.001 ‘
Ethnic Identity
An ethnic group 194 32 120 40 74 25
No ethnic group 404 68 180 _60 224 75
2 598 100 300 100 298 100
x = 15.01, df=1, p<.00l1
Place of Birth
Canada 414 69 187 62 227 76
Other country 186 3L 113 _38 73 24
9 600 100 300 100 300 100
x = 11.85, df=1, p<.001 ‘
Religion
Protestant 382 64 175 58 207 69
Catholic 154 26 74 25 80 27
Other/no preference 64 11 51 _17 13 4
9 600 101 300 100 300 100
X = 25.48, df=2, p<.001L
Monthly Income
< $749 392 70 177 66 215 74
> $750 168 30 93 34 75 26
560 100 270 100 290 100

W% = 4.50, df=1, p<.05

. *Differences in sample size are due to missing values
Only signficant differences are shown here. No signficant differences
were evident for gender, marital status, or language.
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English as the language they spoke best. Similarly, most (69%) were born in
Canada and reported a Protestant (64%) religious affiliation.

Winnipeg/Non-Winnipeg comparisons are also shown in Table 2. There are
no significant differences with regard to gender, language of communication,
or marital status. However, Winnipeg and non-Winnipeg respondents do differ
in terms of age, place of birth, ethnic identification, religious preference,
education, major life occupation, and income. Those living in Winnipeg are
more likely to be younger (in the 60-69 age group), to have been born in
another country, not to be identified with a particular ethnic group, not to
have Protestant or Catholic religious preference, to have higher levels of
education, to be employed in higher status, non-homemaker occupations, and to
have higher levels of income. These are important differences to be taken
into account in later analyses.

Respondents living within the four different settings were compared on
all of the socio—demographic characteristics. Recall the samples were matched
on age. There are no significant differences in age among the groups,
confirming the matching was conducted appropriately. Nor are there
significant differences with regard to such factors as place of birth, ethnic
identification, language of communication, and years of formal education.

Significant differences between the settings are shown in Table 3. The
residential groupings differ in terms of gender, marital status, religious
preference, major life occupation, and income. While the majority of
respondents living in their own homes in the community are male, the majority
of those residing in EPH(NS), EPH(S), and MLC facilities are female. As a
consequence, community respondents are also more likely to be married, to have

been employed in higher status, non-homemaker occupations, and to have higher
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Table 3

Sample Characteristics by Housing Type

EPH-No EPH- Multi-level
. e Community Services Services Care
Characteristic N y N ¥ N ¥ N o
Gender
Male 88 59 41 27 39 26 36 24
Female 62 41 109 73 111 74 114 76
150 100 150 100 150 100 150 100
2 = 54.60, df=3, p<.00L
Marital Status
Single/separated/
divorced 12 8 26 17 30 20 32 21
Married 94 63 16 11 28 19 24 16
Widowed 44 29 108 72 91 61 94 63
150 100 150 100 149 100 150 100
x2 = 133.24, df=6, p<.001
Major Occupation in Life
Professional/semi-prof/
management 50 33 25 17 27 18 35 24
Semi-skilled/unskilled/
farming 67 45 68 45 67 45 69 46
Homemaker 33 22 57 38 54 37 45 30
150 100 150 100 148 100 149 100
x2 = 18.64, df=6, p<.0l
Religion
Protestant 87 58 83 55 101 67 111 74
Catholic 44 29 50 33 32 21 28 19
Other/no preference 19 13 17 11 17 11 11 7
150 100 150 99 150 99 150 100
XZ = 15.66, df=6, p<.05
Monthly Income
< $749 77 57 113 79 110 78 92 66
> $750 59 43 30 21 31 22 48 34
136 100 143 100 141 100 140 100
2

Cx° = 22.68, df=3, p<.00L

*Differences in sample size are due to missing values
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levels of income. .Those living in supportive housing. with services or in
multi-level care facilities are more likely to be Protestant than are either
of the other two groups. In other words, ‘similarities chéraéterize the
individuals residing in the three different types of seniors' housing -
EPH(NS), EPH(S), and MLC. These indiyiduals, however, tend to differ in

important respects from those living in their own homes in the conununity.-

FINDINGS *
Objective 1

Mean values (i.e., arithmetic means) for residents in each of the four
settings are shown in each table. BAnalysis of variance, a multivariate
technique which allows several variables to be controlled at one time, as used
to assess Objective #1. For all analyses, the following control variables are
used: gender, marital status, region (Winnipeg/non-Winnipeg), income,
religion, ability to satisfy needs, functional ability, number of chronic
conditions, and perceived health. Because the samples are matched on age,
this variable need not be introduced as a control variable; it is, in effect,
already controlled for. All tables report cnly those variables from the above
list which are significantly related to the variable of interest. 1If the
variable does not appear in the table, it did not emerge as a significant
factor in the ahalysis. When more than one factor emerges as significant,
each factor is related to the dependent variable in addition to and
independent of all other factors. Interaction effects between two variables
are also noted. Further, the multivariate analyses are reported in tabular

form only when housing setting is a significant factor.

* Direct queries for dbjectives 1 and 2 to Dr. Chappell and for objective 3 to
Dr. Horne.
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a) Independence

The issue of independence is addressed in terms of both (a) the
importance attributed to it by the respondents; and (b) the perceived capacity
for autonomous action available within their actual life situations.
Respondents were asked to indicate how important it was to them to be able to
| decide on their own what their daily activities would be and to be able to
find privacy from others. For both areas, they were asked to indicate how
often, in their actual life situations, they were able to realize such
preferences. Because health and informal support can also be indicators of
independence, functional disability and amount of informal assistance received
with regard to basic and instrumental activities of daily living are also
examined.

For the sample as a whole, the vast majority of respondents (84%)
consider the ability to make decisions regarding their daily activities as
important or very important. Similarly, most (81%) regard the ability to find
privacy from others as important or very important. In terms of their actual
life situations, most feel they are usually or always capable of achieving
these goals. Indeed over 90% of the respondents surveyed feel they are
usually or always able to make such decisions.

In terms of functional disability, just under half (47%) report no
limitations in their ability to carry on various activities of daily 1living.
Perhaps as a result, relatively few (21%) report receiving any assistance with
such activities as walking, dressing, eating, washing, bathing or grooming,
using the toilet, or going out of doors. Somewhat more frequently, assistance
is reported for instrumental service activities such as housekeeping,

household maintenance, transportation, meal preparation, grocery shopping, or
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the management of personal business affairs. Overall, 62% received assistance

in one or more of these areas.

Comparing residents of the four different settings on disability and

informal assistance fails to reveal any significant differences. In terms of

limitations on independence which are imposed by functional disabilities and

the need to rely on informal service providers, these data fail to confirm any

major differences among the groups.

Differences do emerge, however, with respect to the importance assigned
to privacy and to autonomy in decision-making regarding daily activities as
well as the perceived ability of residents to make decisions in these areas of
their lives (see Table 4). Community residents accord privacy less importance
than do those in each of the three other settings. Those with worse
functional ability, and men who perceive their income to be inadequate to meet
their needs (that is, an interaction effect between gender and perceived
income) are also more likely to assign privacy less importance. The
differences between the settings are not significant for ability to secure
privacy-.

Residents of EPH(NS) who have higher incomes attach greater importance to
autonomy in making decisions than any other residents. Those with better
functioning and women with a perception that their income is adequate also
assign it greater importance. However community residents believe they have
less ability to make autonomous decisions than do those in cother settings. In
addition, those in worse health, those who are married, and those with lower
perceived health also tend to see themselves with less ability in this area.

All three types of seniors' housing, but most especially EPHs with and

without services, do provide a sense of privacy without infringing on the
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Table 4

Feelings of Independence

- *
A) Means (x) Housing Type
COMM EPH(NS) EPH(S) MLC
Importance of privacy. 3.88 4,38 4,28 4.16
Ability to secure privacy 4,42 4,77 4,62 4.75
Importance of decisions about
daily activities 4.23 4 .37 4,44 4,21
Ability to make decisions about
daily activities 4.42 4.71 4,66 4,54
*b
B) Analysis of variance i Variables Mean F
Importance of privacy Housing setting 6.20 9.29 <.001
Functional ability 9.39 14.07 <.001L
Gender x perceived ability
of income to meet needs 2.58 3.97 <.05
Importance of decisions Functional ability 17.33 28.78 <. 001
about daily activities Housing setting x income 2.21 3.67 <.01L
Gender x perceived ability
of income to meet needs 3.00 4.98 <.05
Ability to make decisions Housing setting L.12 3.56 <.05
about daily activities Marital status 2.04 6.50 <.01
Functional ability 13.43 42.78 <.001
Perceived health 2.02 6.43 <.01L

ata

"COMM - Individuals living in their own homes in the community

EPH(NS) - Individuals living in elderly persons housing - no services

EPH(S) - Individuals living in elderly persons housing - services

MLC - Individuals living in multi-level care facilities-

k%

Only significant findings are shown.
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individual's sense of autonomous' decision-making. Community living can be

related to feeling less able to make autonomous decisions. Other factors,
notably functional disability, believing one's income is inadequate, and being
married are also related to assigning less importance to and believing there
is less opportunity to obtain privacy and autonomy in decision-making. For
one of the four items examined, these factors override the importance of‘
setting, for the other three items they contribute together with setting to

explain feelings of independence.

b) Feelings of Security

To assess feelings of security, respondents were asked how important they
considered the following: to know 1_:hat someone is close by who could be
called on in case of an emergency; to live in a secure residence, safe from
burglaries or other unwanted intrusions; and to be able to receive medica_l
care when needed. They were then asked to indicate the extent to which they
felt these needs were being met in their actual life situations.

As might be expected, the majority of the respondents surveyed regard
each aspect of security as either important or very important. Knowipg that
someone is available in the case of emergency is of importance to 94%; to live
in a secure residence to 94%; and to receive medical care when needed to 97%
of the respondents. Similarly, most feel that, usually or always, someone
would 5e available in the case of an emergency (96%), their residence is
secure (95%), and medical care would be available if needed (94%). That is,
almost everyone believes security is important and almost everyone feels
secure in these respects.

Given the high level of importance assigned to elements of- security by

the sample as a whole, it is not surprising to find few differences among
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residenté of the different housing types.- The anly significant difference in
assigned importance to emerge is that attributed to the security of 6ne's ‘
 residence by those living in EPH(NS) and those living in their own homes. in .
the community. Those living in EPH(NS) attribute somewhat greater importance.
to needs for residential secﬁrity than do those in their own homes.

Although very similar to the _iméortance attributed to needs for security;
residénts differ by setting when it comes to perceptions of the extent to
Awhich security is actually available (see Table 5). Those living in EPH(S) or
in MLC facilities are more likely to feel that someone is close by in the
event of an emergency than are those in EPH(NS) or in the community. In
addition, non-Winnipeg residents, widowed persons, and those with a Protestant
religious preference are more likely to fe€l someone is close by in the event
of an emergency.

The tendency for those in MIC's to feel more secure is further evident in
response to questions concerning the security of their residences from
burglaries or other intrusions where they emerge as distinctive from those in
all other settings. Non-Winnipeg residents, especially MIC residents living
outside of Winnipeg, are most likely to feel their residences are secure.

Similar differences characterize the housing types with regard to the
perceived availability of medical care. Those residing in MIC facilities are
significantly more likely to view such care as available than are those in any
of the other settings. Once again, it is not only housing type but geographic
location that is related to significant differences on this factor. Non-
Winnipeg residents are more likely to perceive medical care as being available

to them than are Winnipeg residents.
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Table 5

Feelings of Security

A) Means (x) Housing Type*
COMM EPH(NS) EPH(S) MLC
Ability to have someone close
by in an emergency 4,60 4.51 4,73 4,86
Ability to have residence
secure 4.60 4.59 4,58 4.81
Ability to have medical care
available 4.64 4.51 4.67 4.83
jors
B) Analysis of variance Variables Mean F
Ability to have someone Housing setting 3.22 8.87 <,00L
close by in an emergency Region 3.63 10.11 <.0L
Religious preference 1.12 3.11 <.05
Marital status 2.46 6.85 <.001
Housing setting x marital
status 1.29 3.59 <.01L
Region x marital status 1.35 3.76 <.05
Religious preference x
marital status 1.04 2.89 <.05
Religious preference x
income 2.14 5.97 <.0L
Ability to have residence Housing setting 1.37 3.65 <,01
secure Region 6.41 17.10 <.001
Housing setting x region 1.19 3.17 <.05
Housing setting x income 1.21 3.23 <.05
Region x marital status 1.33 3.56 <.05
Ability to have medical Housing setting 2.04 5.18 <.01
care available Region 9.05 22.98 <.001
Housing setting x perceived
ability of income to meet
needs 1.63 4.15 <.01
Region x perceived ability
of income to meet needs 1.53 3.90 <.05

* See Table 4
*% See Table 4
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In sum, residents of MLC facilities tend to have greater feelings o_f
security than do the residents of the other three housing types. In addition
to and independent from housing type, individuals living outside of Winnipeg
also have an increased feeling of security when compared with Winnipeg

residents.

c) Social Integration

In order to examine social integration, respondents were asked about the
number of people in the household, number of children, siblings, other
relatives, friends, neighbours, and individuals representing management. The
size of the total social network was calculated as was the frequency of
interaction with the social network. These data are self-reports of the
individual's involvement with others.

Not unexpectedly, people residing in multi-level care facilities tend to
report more people representing management than do people residing in either
EPH(NS) or EPH(S). In addition, female residents of EPH(S) and Protestant
residents of EPH(S) report a greater number of people representing management
than do other individuals (see Table 6).

In terms of other social network measures, individuals living in their
own homes in the community live with more people than do those in any of the
other settings. Not surprisingly, it is married individuals who report living
with more individuals in the same household. Furthermore, it is male elderly
persons living in the community, regardless of whether it is inside or outside
of Winnipeg, and regardless of monthly income who have more household members.
Among those with children, there are no differences between the settings in
the frequency of interaction with children. However, there is an interaction

effect between setting and marital status. Married persons living in the
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Table 6

Social Integration

- )
A) Means (x) Housing Type
COMM EPH(NS) EPH(S) MLC
Number of peoplé representing
management - 1.71 1.86 3.16
Number of people in the household .84 11 .18 A7
Interaction with children 2.17 2.43 1.79 1.84
Interaction with friends 2,67 3.34 3.11 3.02
Interaction with neighbours 3.81 4,09 4.21 4,27
Interaction with total social
network 2.86 3.50 3.52 3.46
%%

B) Analysis of variance Variables Mean F o]
Number of people Housing setting 87.65 35.13 <.001
representing management Housing setting x gender L4.55 5.83 <.01

Housing setting x religious
preference 6.41 2.57 <.05
Number of people in the Housing setting 1.37 17.76 <.001
household Marital status 26.49 343.89 <.001
Housing setting x marital
status .19 2.43 <.05
Gender x region .35 4.54 <.05
Interaction with children Region 14.80 13.09 <.001
Housing setting x marital
status 2.63 2.32 <.05
Interaction with friends Housing setting 9.08 3.69 <.05
Region 44.98 19.21 <.001
Marital status 15.17 6.48 <.01
Interaction with total Housing setting 12.10 30.08 <.001

social network

*
See Table 4

%k
See Table 4
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community tend to have more interaction with their children than do others.
Those living in Winnipeg also tend to have more interaction with their
children than do those from outside of Winnipeg.

When looking at the frequency of interaction with friends and with
neighbours, those living in their own homes in the community tend to see their
friends and their neighbours less often than do individuals living in the
other settings. It is also those who are widowed compared to non-widowed and
persons living outside of Winnipeg compared to Winnipeg residents who report a
greater frequency of interaction with friends. Although there are no
differences by setting, elderly persons living in Winnipeg report greater
interaction with neighbours than elderly persons living outside of Winnipeg.
These rural/urban differences in reports of interaction with friends and
neighbours may be reflecting differences in how people view and classify their
interactions with others. That is, someone living next door may be a friend
in a rural area but a neighbour in the city. Interaction with all network
members assumes an individual interacts with household members daily. Even
though individuals living in the community are more likely to live with
someone else, they tend to have significantly less interaction with others
overall, than do persons living in any of the other settings.

In sum, these measures of social integration sugg'est residents of
seniors' housing, whether EPH(NS), EPH(S), or MLC, have more interaction with
others than do the community living elderly. There is therefore no support
for an argument of greater isolation among individuals within these
facilities. To the contrary, residents of these facilities have greater

interaction with others.
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d) Extent of External Relations '

The extent of external relations includes participation in recreational
activities both internal and external to the individual's housing arrangement.
These activities include: watching television; reading/listening to music;
visiting/talking/telephone; playing cards/bingo; outdoor yard work;
shopping/browsing/window shopping; courses; church services; dining out;
sports; and travel. The number of people seen for specific purposes (i.e.,
instrumental relations such as shopkeepers, bus drivers, etc.) was also
included.

Among the eleven areas of recreational activities about which the
respondents were asked, three show significant differences between the
settings in terms of engaging in the activity internal to the facility or
their own home. Only one shows significant differences between the settings
for activities engaged in external to the facility or home (see Table 7).
Locking at external activities first, those living in EPH(NS) are the least
likely to go shopping. Those living in multi-level care facilities are the
most likely to engage in shopping. Furthermore, not surprisingly, non-
Winnipeg residents, those with good functioning, and those with more money are
more likely to do more shopping.

More differences emerge for recreational activities engaged in within the
setting. Not surprisingly the elderly living in the community are least
likely to attend church services at their own home, to dine in their own home
(meaning special dining rather than everyday eating), or to visit with family
and friends in their own home. Interestingly, those with more money dine in
more. Non-Winnipegers and those who are Catholic are more likely to attend

church services internally. In addition, women, non-Winnipegers, Protestants,
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Table 7
Extent of External Relations

- *
A) Means (x) Housing Type
: COMM EPH(NS) EPH(S) MLC
External Recreational Activities
Shopping 2.33 2.11 2.23 2.35
Courses 1.08 1.04 1.03 1.11
Internal Recreational Activities
Reading 2.54 2.63 2.55 2.73
Visiting family/friends 2.37 2.43 2.49 2.64
Church services 1.08 1.44 1.39 1.80
Dining 1.05 1.31 1.23 L.41
*%
B) Analysis of variance Variables Mean F P
External Recreational Activities
Shopping Housing setting 1.19 2.95 <.05
Region ' 6.48 16.14 <.001
Income 2.93 7.30 <.01
Functional ability 69.03 172.04 <.001L
Perceived health L1.58 3.93 <.05
Housing setting x gender 1.35 3.36 <.05
Gender x region 2.76 6.86 <.01
Internal Recreational Activities
Visiting family/friends Housing setting 1.02 3.26 <.05
Gender 4.34 13.85 <.001
Region 5.38 17.17 <.001
Functional ability 3.63 10.42 <.001L
Gender x region 2.19 6.97 <.01
Gender x marital status 1.02 3.25 <.05
Marital status x perceived
ability of income to meet
needs 1.35 4.26. <.05
Church services Housing setting 10.78 23.22 <.00L
Region 3.27 7.04 <.01
Religious preference 3.37 7.26 <.00L
Housing setting x religious
preference 1.22 2.62 <.05
Gender x marital status 1.59 3.44 <.05
Dining Housing setting 2.90 10.36 <.001L
Income 1.26 4.52 <.05

*See Table 4
**See Table &
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and those with good functioning are more likely to visit with family and
friends in their own residence. |

These findings strongly support the hypothesis of lack of differences
between the settings in terms of internal and external activities. They do
not support any claim that those who live in elderly persons' housing tend to
become inward directed in their activities and correspondingly, cut _ .off or

decrease their activities external to the location.

e) Use of Services

The utilization of formal sérvices as reported by the respondents was
examined in terms of both the overall number of services used and individual
services used. The formal services examined include: visits from a nﬁrse;
exercises/physiotherapy; bath help/shampoo; medication supervised by a health
care professional; OT/PT services; foot care; visit by an orderly; equipment;
visit by a social worker; homemaker-household tasks; homemaker/personal care;
meal preparation; meals-on-wheels; companion; regular drop-in visitors or
daily hello; adult day care; social relief; transportation; handyman services;
housing counselling; care planning; entertainment/recreation; congregate
meals; shopping facilities; emergency clinic; day hospital; dentist;
chiropractor; chiropodist; pharmacist; optician; nutritionist; public health
nurse; minister/priest/rabbi; psychologist; senior centre; fitness program;
community health clinic; and lawyer.

Examination of the overall number of formal services used shows that
those living in the community report using fewer services than do those in any
of the three types of seniors' housing (see Table 8), despite similar levels

of functioning among the residents of the different settings (sée pl ). As
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Table 8
Use of Services

A) Means (x) Housing Type*
COMM EPH(NS) EPH(S) MLC
Overall number of services 2.64 3.40 3.61 4.36
Housing counselling 1.00 1.10 1.15 1.19
Entertainment/recreational activities 1.07 1.33 1.31 1.42
Congregate meals 1.07 1.25 1.41 1.44
Services of a minister 1.13 1.23 1.21 1.33
Equipment 1.25 1.03 1.16 1.13
Homemaker/household tasks 1.63 1.39 1.58 1.53
Meal preparation 1.16 1.06 1.05 1.02
Handyman services 1.23 1.02 1.00 1.01
. *% 2
B) Analysis of variance Variables Mean F P
Overall number of services Housing setting 36.78 6.52 <.001
Region 69.96 12.40 <.001
Marital status 19.99 3.54 <.05
Functional ability 624.15 110.59 <.001
Chronic conditions 109.34 19.37 <.001L
Entertainment/recreational Housing setting .67 3.16 <.05
activities Region 1.15 5.45 <.05
Functional ability .96 4,56 <.05
Perceived health .99 4.70 <.05
Congregate meals Housing setting 1.26 6.42 <.004
Perceived ability of income
to meet needs 1.46 7.42 <.0L
Region x marital status .75 3.79 <.05
Equipment Housing setting .46 5.73 <.00L
Functional ability 6.08 74.87 <,001
Housing setting x region .23 2.84 <.05
Housing setting x perceived
ability of income to meet
needs .23 2.78 <.05
Homemaker/household tasks Housing setting .71 '3.38 <.05
Functional ability 5.00 23.89 <.001
Chronic conditions .74 3.56 <.05
Perceived health 1.09 5.22 <.05
Meal preparation Housing setting .16 3.35 <.05
Gender .32 6.49 <.0lL
Functional ability 1.05 21.33 <,001
Gender x region .23 4.74 <.05
Region x perceived ability of
income to meet needs .19 3.97 <.05
Marital status x income
Handyman services Housing setting .50 14.17 <.00L
Housing setting x reglon A1 2.97 <.05
Housing setting x perceived
ability of income to meet
needs Jd1 3.13 <.05

*See Table 4
*%*See Table 4
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‘well, Winnipeg reSidents’, those with better | flinctioning, those with fewer
chronic conditions, and.thosé who are married tend to use fewer services.

Comparlsons of the utilization of 1nd1v1dual services among the four
types of housing reveals two categories. Services that may be unlque to an
elderly persons' housing envircnment are more likely to be used by individuals
living in that setting than by persons living in their own homes in the
community. These include entertainment/recreational activities and congregate
meals. Individuals more likely to use enteftainment/recreational services are -
Winnipeg residents, individuals with good functioning, and those who perceive
their health as good. Regarding the use of congregate meals, individuals who
perceive their income as adequate are more likely to use this service.

On the other hand, services that could be considered as necessary to keep
an individual in their own home in the community are more likely to be
utilized by community residents. That is, community residents are more likely
to receive formal assistance with meal preparation than those living in MLC.
They are also more likely to be using equipmeﬁt and homemaker/household
services than individuals in EPH(NS). Handyman services are more likely to be
used by those living in their own homes than those living in any of the three

types of elderly persons' housing. In addition, assistance with meal

preparation is more likely to be received by males and elderly persons with

poor functioning. Individuals receiving eguipment are more likely to have

poor functioning and to be community residents in Winnipeg. Handyman services

tend to be utilized by community residents living outside Winnipeg and
Winnipeg residents who perceive their incomes as inadequate.
Given all of the various services which individuals  can receive, a small

proportion of them show differences by residential location. Indeed, for
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those for which there are differences, there are no surprises. It should be
reiterated, however, for those findings where the importance of setting
emerges, it does so when controlling for numerous other factors, including

health and income.

f) Well-Being

Well-being is viewed broadly to include economic, health, and
psychological factors. In this study, it is measured by monthly income, how
well income and assets meet needs, number of chronic conditions, number of
days in hospital during the past yéar, number of days spent in bed during the
last year, perceived health, happiness, overall life satisfaction, and mental
status. Comparisons of residents living in the different settings reveal
significant differences (see Table 9) on five of the nine measures used:
income, perceived ability of income to satisfy needs, number of chronic
conditions, happiness, and overall life satisfaction.

Locking at economic well-being first, community residents report more
monthly income than those in the other settings. It might be noted that those
in multi-level care facilities follow next in terms of income. In addition,
men tend to report more monthly income than women and Winnipegers more than
non-Winnipegers. Protestants and those with better levels of perceived health
also tend to have more perceived income. Setting does not have an independent
effect on perceived adequacy of income but does interact with marital status.
Married persons living in the community tend to perceive their income as more
adequate than others. That is, rent subsidy is not the important aspect of
the housing option.

In terms of the health measures, those living in the oommimity report

fewer chronic conditions than do those in any of the three types of elderly
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Table 9
Well-Being
- %
A) Means (x) Housing Type
COMM EPH(NS) EPH(S) MLC
Monthly -income 1.43 1.21 1.22 1.34
Perceived ability of income and
assets to satisfy needs 4,06 3.79 4.04 4.04
Number of chronic conditions 3.19 4.10 3.77 3.89
Perceived health 2.37 2.59 2.61 2.44
Happiness 5.14 4.95 4.91 5.13
Overall life satisfaction 4,08 3.89 3.94 4.16
. *% 2
B) Analysis of variance Variables Mean F P
Monthly income Housing setting .69 3.68 <.05
Gender 3.81 20.39 <.001
Perceived ability of income
to meet needs 2.85 15.22 <.00L
Region . 1.19 6.35 <.01
Perceived ability of in- Religious preference .82 5.52 <.0L
come and assets to satisfy Income 2.28 15.31 <.00L
needs Perceived health 1.54 10.38 <.00L
Housing setting x marital
status .34 2.26 <.05
Religious preference x region .51 3.40 <.05
Number of chronic Housing setting 11.41 2.96 <.05
conditions Income 37.22 9.64 <.01
Perceived health 497.21 128.75 <.001
Happiness Housing setting 1.15 5.96 <.00L
Religious preference 1.22 6.31 <.0L
Income 1.97 10.22 <.00lL
Perceived ability of income ‘
to meet needs 5.34 28.77 <.00L
Functional ability 2.35 12.23 <.001
Chronic conditions 14.31 74.31 <.001
Perceived health 1.85 9.61 <.01
Gender x marital status 1.43 7.45 <.001
Region x marital status 1.05 5.46 <.0L
Region x income .90 4.66 <.05
Overall life satis- Housing setting 1.53 3.04 <.05
faction Religious preference 3.21 6.38 <.01
Perceived ability of income
to meet needs 3.84 7.62 <.01
Chronic conditions 22.15 43.99 <.001
Perceived health 6.80 13.5L <.00L
Housing setting x perceived
ability of income to meet
needs 1.47 2.92 <.05
Gender x marital status 4,11 8.16 <.001
Religious preference x
marital status 2.97 5.90 <.001

*See Table 4
*% See Table 4
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persons' housing. Among those in the different types of elderly persons'’
housing, those in EPH(NS) have the highest number. In addition, those with
less money have more chronic conditions and accurately perceive their health
to be worse. Residents of the different settings do not differ significantly
on any other health dimensions.

In terms of overall well-being, measured here as global happiness and
overall life satisfaction, both those living in the community and in multi-
level care facilities emerge as the happiest and most satisfied with life.
Those living in EPH(NS) and EPH(S) are less happy. In addition, a higher
level of income, higher perceived income, fewer chronic oonditions, better
perceived health, good functioning, and Protestant religious affiliation are
all related to a greater likelihood Of expressing greater happiness. These
same factors are related to expressing high or overall satisfaction with life.

In sum, community living elderly have better economic (in terms of having
more money) and overall well-being (as measured using overall indicators) than
residents of elderly persons' housing, whether EPH(NS) or EPH(S).
Interestingly, the residents of multi-level care facilities, while being
disadvantaged economically and in health compared with the community dwelling
residents, nevertheless report similar levels of happiness and 1life
satisfaction, perhaps in recognition of their need for specialized facilities.
To determine whether this is due to the greater feelings of security and
social integration apparent in such settings (as discussed earlier),
additional analyses were run including the feelings of security measures and
importance "of autonomy, which showed significant differences between the
settings earlier. The results show that feelings of security and autonomy do

indeed contribute significantly to feelings of happiness and life satisfaction
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but do so in addition to and independent of the effect of setting. Housing

setting in itself contributes to overall well-being.

g) Reasons for Nbi/ing

Respondents living in their current place of resj.dence for less than 20
years were asked their reasons for moving. These reasons included: to be
more independent or on one's own; better shopping facilities; better health
care facilities; improved housing quality; less comfort. or security at
previous residence; less ability to manage at previous residence; to be near
family and friends; because of sécial activities; needed help/assistance but
could not obtain it where they weré; affordable rent; meal/meal programs; and
to be nearer to people their own age. In the sample as a whole, the majority
have moved sometime during the last 20 years (497 or 83%). All but two of
the non-movers are from the sample of individuals living in their own homes in
the community.

Moving for access to a meal program is not applicable to the community
living sample. Among those in seniors' housing, those attached to multi-level
care facilities are more likely to have moved for this reason (see Table 10).
In addition, those in the community are least likely to have moved because of
rent, not surprising given that EPHs tend to be income subsidized. They are
also the least likely to have moved for better leisure facilities or less
comfort or security at the previous residence. They are the least likely,
along with those in EPH(S) to have moved to be near better health care
facilities. Those in multi-level care facilities were the most likely, not
surprisingly, to have moved for this latter reason. Those in EPH(NS) and
EPH(S) are the most likely to have moved for affordable rent. None of these

findings are surprising and .suggest that the system is working as planned.
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Table 10
Reasons for Moving

_ *

A) Means (x) Housing Type
COMM EPH(NS) EPH(S) MLC
Because of meals/meal programs - 1.03 1.05 1.11
Affordable rent 1.16 1.40 1.44 1.29
Better health care facilities 1.16 - 1.20 1.13 1.40
To be more independent or on own 1.20 1.36 1.37 1.24
Better leisure facilities 1.06 1.22 1.20 1.20

Less comfort or security at previous
residence ' 1.22 1.49 1.41 1.40
*%

B) Analysis of:variance Variables Mean F p
Because of meals/meal Housing setting .26 4,37 <.01
programs Functional ability 1.51 25.53 <.001L

Housing setting x income .19 3.21 <.05
Affordable rent Housing setting .81 3.59 <.05
Region 1.00 4,45 <.05
Income 1.66 7.40 <.01
Housing setting x region .75 3.35 <.05
Better health care Housing setting 2.06 12.28 <.001
facilities Region .82 4.87 <.05
Housing setting x perceived
ability of income to meet
needs .51 3.05 <.05
Better leisure facilities Region 1.14 7.73 <.01
Housing setting x region .33 2.23 <.05
Less comfort or security Housing setting .71 3.01L <.05
at previous residence Housing setting x region .86 3.65 <.01

*
See Table 4

x%k
See Table 4
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The few differences evident between the three types of seniors' housing
suggest that there are few differences in reality between these places.

Respondents were not specifically asked for their reasons for reﬁahﬁng
in their current locations. However, they were asked about: their
preferences for another type of living arrangement, other choices available at
the time of the move, the 1likelihood of remaining at their current residence
during the next year, their familiarity with the area before moving, how 'at
home' they felt in the area since moving, and their preferences for another
area/neighbourhood/town.

‘Comparisons of the residents across settings reveal few significant
differences on these indicators. Community residents are more likely to have
had an alternate choice at the time of moving (48% of those who moved) than
are those in any of the other three housing types and this choice was most
often another home/apartment in the community. These residents also felt that
the likelihood of their remaining at their current residence was greater than
did those in either EPH(NS), EPH(S), or MLC facilities (Gamma = -.31). There

were no significant differences on any of the other indicators.

Conclusions to Objective 1

In terms of independence, these data suggest that elderly persons in
seniors' housing, but most especially elderly persons' housing with and
without services, do provide a sense of privacy without infringing on the
individual's sense of autonomous decision-making. Community living can be
related to feeling less able to engage in autonomous decision-making. Other
factors, notably functional disability, believing one's income is inadequate,
and being married are also related to assigning less imporﬁance to and

believing there is less opportunity to obtain privacy and autonomy in
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decision-making. For one of the four .indicators examined, these factors
’ov-,er.ride the importance of the setting. For ‘the remaining three itéms they
contribute together with setting to explain feelings of independence amorigj
. those studied.

In terms of feelings of seéurity, whether in terms of haviné someone
close by in an emergency, having the residence secure, or having medical care .
available if needeq, - the seniors' housing types all emerge as more secure than
living in the community. However among the different types of housing
studied, multi-level care facility residents feel most secure of all. In
addition, individuals living outside of Winnipeg have a greater sense of
security than do urban residents. |

There is no support for the argument of greater isolation within seniors'
housing. To the contrary, the data here suggest that residents in these
facilities have greater interaction with others.

Recreational activities were examined separately for those engaged in
internal to the housing arrangements and those engaged in external to the
housing arrangement. The lack of differences between the settings in terms of
recreational activities engaged in externally suggests that individuals in any
of the types of seniors' housing examined here do not cut off external ties
and engage only inwardly. While more differences appear between the settings
in terms of activities conducted internally, the findings do not support
claims that those who live in elderly persons' housing tend to become inward
directed in their activities and correspondingly cut off from activities
external to the location.

In terms of the utilization of formal services, those in seniors' housing

use more of those services that are unique to them, such as congregate meals
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.. and particular types of entertainment and recreation. However thbse"living_ in
the community use services that are more particular for. that setting, such as
homeméker/hqusehold tasks and handyman services. |

The community living elderly have better economic, health, ‘and general
psychological well-being than residents of 'thé other settings. Interestingly,
however, .residents of multi-flevel care facilities, while being disadvaﬁtaged
. both economically and in health compared with the community dwelling
residents, nevertheless report similar levels of happiness and life
sai:isfaction .

Respondents .who have lived in their current place of residence less than
20 years were examined in terms of their reason for moving. The findings
sﬁggest that individuals are moving into available types of housing for the
reasons originally intended. Those moving into EPHs are more likely to do so
for economic reasons and those moving into MIC facilities are more likely to
do so to be near better health facilities. There are few differences between
the types of seniors' housing, suggesting that there are few differences in

reality among these places.

Objective 2
a) Funnelling

As mentioned earlier, arguments are numerous concerning both the
advantages and disadvantages of multi—level‘ éare facilities. One such
argument is that the availability of multiple levels of service within one
facility will eliminate the need to relocate to alternative housing
arrangements and allow maintenance of existing interpersonal relations as
individuals decline in functioning (Stephens et al., 1986). However, concerns

have arisen that: (1) multi-level care facilities will accept residents into
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their higher levels of care from their own internal lower level of care
sections rather than those external to the facility; and (2) individuals will
enter the lower level of care within a multi-level care facility in order to
guarantee placement in the higher levels of care.

To assess the first concern, i.e. the 'funnelling' hypothesis, personal
care home data from the Manitoba Health Services Commission were obtained for
al_l individuals currently residing in or having resided in a personal care
home over the last five years (January 1, 1982 through to December 31, 1986
in;:lusive). These data included: -name of the personal care home, name of the
individual, date of admission, gender, level of care at admission, separation
date, separation code, where separated to, date of first assessment, level of
care at first assessment, municipality code of individual before entry into
personal care home, and date of birth. Data on place of residence prior to
entry into a personal care home came from the personal care home
administrators. These data were categorized into: (1) own home/apartment or
home of another person; (2) elderly persons' housing unit/quest home/multi-
level care facility different from the personal care home currently residing
in; (3) housing section within the personal care home currently residing in;
and (4) hospital or a different personal care home.

Admissions to the personal care homes were divided into three categories:
admissions to multi-level care facilities joint managed, and juxtaposed, and
admissions to all other personal care homes. In total there were 11,471
admissions to personal care homes during the period examined. Of these, 2,305
(20%) s'nlere to multi-level care facilities and 9,166 (80%) were to non multi-

level care facilities.
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Information on previous place of residence was available for 77% of
admissions to multi-level care facilities and for 58% of those living in non
multi-level care facilities. In all instances, the majority of individuals
lived in their own home, apartment, or the home of another person before entry
into a personal care home. This was the case irrespective of whether that was
a juxtaposed MLC, Jjoint managed MLC personal care home or freestanding
personal care home (54%, 65%, and 55%, respectively) (see Table 11). Twelve
percent of admissions to multi-level care facilities over the last 5 years
came from the housing section of that same facility, with slightly more in the
juxtaposed facilities (13%) than in the joint managed facilities (8%). The
greatest difference appeared for those admitting individuals from a hospital
or from a different personal care home. Freestanding personal care homes were
much more likely to admit patients directly from hospital or another personal
care home. That is, these findings indicate that multi-level care facilities
(of either type) do indeed admit individuals living in their lowest level of
care section, but this group comprises a small percentage of their total
population.

To help assess whether the figqure of 12% for admissions to MLC personal
care homes is high or low, age, gender, level of care at assessment, level of
care at admission, length of time between‘ assessment and admission, and a
profit or non-profit variable were introducea into the analyses (Table 1lb).
A slightly higher proportion of individuals in juxtaposed compared with joint
managed personal care homes who come from that facility are older (age 70 and
over). They are, however, just as likely to be male as female.

Comparison of type of personal care home by level of care at assessment

and level of care at admission, shows that half of the individuals are
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Table 11

Comparison of Multi-level Care Facilities
and Freestanding Personal Care Homes

Juxta MLC Joint MLC Freestanding
N % N % N %
a) Previous place of residence
own home or home of other
person 797 54 193 65 2885 55
EPH/guest home/MLC different
from PCH currently residing in 224 15 52 18 805 15
Housing section of PCH
currently residing in 191 i3 25 8 - -
Hospital or different PCH 267 18 27 9 1588 30
1479 100 297 100 5278 100
b) Previous place of residence by type of personal care home by age (Percent)
£ 69 70-79 80 ar over
Juxta Joint Free Juxta Joint Free Juxta Joint Free
own home or home of other
person 56 63 42 57 76 55 53 62 57
EPH/guest home/MLC different
from PCH currently residing
in 10 7 12 13 16 13 16 19 17
Housing section of PCH curr-
ently residing in 7 7 - 8 4 - 17 11 -
Hospital/different PCH 27 22 46 22 4 32 14 9 25
100 99 100 100 100 100 100 101 99

c)

Previous place of residence by type of personal care

home by gender (Percent)

Male Female
Juxta Joint Free Juxta Joint Free
own home or home of other
person 62 71 57 49 62 53
EPH/guest home/MLC different
from PCH currently residing
in 10 14 12 18 19 17
Housing section of PCH
currently residing in 11 7 - 14 9 -
Hospital/different PCH 17 7 31 19 10 29
100 99 100 100 100 99

Cont'd....
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Table 11 - Continued

d). Previous place of residence by Level of Care at lst Assessment

Previous place Level 1 Level 2 Level 3

Level 4
of residence N % N % N % N %
own home or home of other

person 976 56 2035 55 742 54 121 52
EPH/guest home/MLC different

from PCH currently residing

in 259 15 682 18 130 9 10 4
Housing section of PCH

currently residing in 76 4 116 3 22 2 2 1
Hospital/Different PCH 426 24 875 23 481 35 100 43

1737 99 3708 99 1375 100 233 100

e) Previous place of residence by Level of Care at Admission
Previous place Level 1 Level 2 Level 3 Level 4
of residence N % N 7 N % N 7%
own home or home of other :

person 878 67 1892 54 951 50 154 45
EPH/guest home/MLC different

from PCH currently residing

in 227 17 657 19 185 10 12 3
Housing section of PCH

currently residing in 62 5 126 4 25 1 3 1
Hospital/Different PCH 142 11 807 23 758 39 175 51

1309 100 3482 100 1919 100 344 100
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assessed at a level 2 and admitted at a level 2. Multi—level care facilities
tend to have more level 1 assessments and admissions than do the other
personal care homes. However, the relationships bethen previous place of
residence and assessed and admitted levels of care for both types of personal
care home shows that those from the housing section of MIC facilities are no
more likely to be of lower levels of care (se Table 11d). Those coming from
hospital or another personal care home are most likely to be assessed and
admitted at Level 3 or Level 4. Freestanding PCHs, especially for-profit
ones, are more likely to accept admissions requiring a higher level of care.

Length of time between assessment and admission was pursued further to
determine whether those admitting from that facility were admitted faster.
This was not the case. However, those with shorter waits (less than or equal
to 3 months and 4 to 10 months) tended to come from their own homes in the
community compared with those who waited longer (11 months or more). Those
waiting 11 months or more tended to come from hospitals or other personal care
homes. Those from EPHs tend to fall in-between, they wait a moderate amount
of time.

Finally, the non-profit and for profit distinction was taken into
account. Since no MLCs are for profit, only the non-profits could be
compared. Among non-profit PCHs, those which are freestanding are still the
most likely to admit from hospitals and other PCHs although this difference is
somewhat reduced.

Although one can debate whether 12% is high or low, little support is
evident here for the concern over a tendency of MLC facilities, whether
juxtaposed or joint managed, to accept individuals from their own.lower levels

of care. It can be noted that determination of acceptance into a facility is
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not at the exclusive control of the facility. The provincial Continuing Care
program influences this process both through their involvement in panelling
and the management of the waiting list which involves the setting of
priorities for admission. In addition, individuals have a say as to which
personal care homes they do or do not wish to live in. The interpretation of
the 12% figure as not high, suggests that this system of coordination between

the different parties is working. However, there is a clear tendency for

freestanding PCHs to accept more individuals from hospitals and other PCHs

than is true of MIC facilities.. These individuals, in turn, require high

levels of care. The reasons for this difference may warrant further study.

b) Premature Entry

To assess the premature entry hypothesis that individuals enter the lower
levels of care within a multi-level care facility so as to guarantee placement
later on, those living in juxtaposed MIC facilities (N = 76) are compared with
those living in jointly owned MIC facilities (N = 74), and with those living
in the community on: functional ability, number of chronic conditions,
assistance with basic ADL items, assistance with instrumental ADL items,
number of primary caregivers, and income.

First, however, those living in Jjuxtaposed facilities were asked directly
whether they had moved because of the nursing home next door; 51% said they
had not moved because of the nursing home next door; 38% had moved because of
the nursing home next door.

Comparing the three groups on the need indicators, significant
differences are shown in Table 12. Those living in juxtaposed MLC facilities
have worse functioning than individuals in jointly owned MLC facilities.

Neither group differs significantly from those living in the community.
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Table 12

Characteristics of Individuals Living

in Multi-level Care Housing

Housing Type* x t o]
a) Functional ability Joift MLC 1.23 2.32 .05
Juxta MLC L.41
COMM 1.27
b) Number of chronic conditions COMM 3.19 4.10 .01
Juxta MLC 4.22
Joint MLC 3.54

%
Joint MLC - Individuals living in multi-level care facilities which are

jointly owned

Juxta MLC — Individuals living in multi-level care facilities which are

juxtaposed

COMM - Individuals living in their own homes in the community
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Individuals living in juxtaposed MLC facilities report more chronic conditions
than those living in the community. Neither group differs significantly from
those in joint MLC facilities. |

In sum, there are few differences between those living in Jjoint managed
and juxtaposed MIC and those living in their own homes in the community. To

this extent one could debate whether individuals enter prematurely.

Conclusions to Objective 2

There is little support in this study for oconcern over a tendency that
multi-level care facilities, wheﬁher they are juxtaposed or Jjoint managed,
accept individuals from their own lower levels of care. There is, however, a
clear tendency for freestanding personal care homes to accept more individuals
from hospitals and other personal care homes than do multi-level care
facilities. Furthermore, these are individuals who require higher levels of
care.

In terms of the premature entry hypothesis, there is no support for
grouping multi-level care facilities together as different from those living
in the community. The few differences which emerge on need indicators suggest

that one could debate whether individuals in fact enter prematurely.

Objective 3

As noted in the introduction, the third objective of the study is to
analyze the cost of services provided to seniors in the different residential
settings. This entails two major components: a comparative cost analysis of
existing services as currently provided in the different settings; and an
analysis of the estimated cost of providing appropriate services to those
eligible, based on need, in the different settings, should the data reveal

some individuals not receiving services for which they are eligible.
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Costs are analyzed from a "public sector" perspective, with an emphasis
on costs directly associated with publicly-funded programs providing support
services and health care. The implication of a "public sector" perspective is
to exclude consideration (and costing) of various care services informally
provided to seniors by relatives, friends, and other volunteers. So
restricted, the cost analysis includes a range of services in the personal
support and personal health care categories formally provided through the
Office of Continuing Care (OCC) and the Manitoba Health Services Commission
(MHSC). The analysis also includes various other support services (e.g.,
congregate meals, shopping assistance, social and recreational programs)
provided to seniors under other auspices in certain residential settings,
specifically,I elderly persons' housing with on-site supportive services and
multi-level care facilities (MLCs) where seniors' housing is physically and/or
administratively linked to a personal care home (as previously described on
pp. 16-17).

Various data on the nature and extent of service utilization in the
personal support and personal health care categories were cobtained from the
interview. These primary data differ from the secondary data obtained from
the OCC and the MHSC in four key respects. First, and most obviously, they
are self-reports, not administrative records of service use and frequency.
Second, they represent recalls of service use and frequency over the six
months preceding the interview, and hence relate to a shorter time horizon
than the eighteen months spanned by the administrative data. Third, they
identify a broader range of services and formal caregivers than are available
under the public universal home care and health (hospital and medical) care

insurance programs. Fourth, and most importantly, they identify the
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organization providing each service and hence capture service use from sources
other than those funded under the auspices of the OCC and the MHSC.

The latter feature permits a more complete analysis of "current"
(including the six months prior to interview) service use across the
residential settings than would be possible on the basis of the secondary data
alone. There is an associated limitation in that unit cost data specific to
services provided by organizations other than the OCC are not available,
hence, it is not possible to measure and model the full range of cost
variation across the different settings. However, the opportunity for
meaningful analysis remains since the costing of such services may be based on
the equivalent unit costs in the formal home care program. While any and all
resultant differences in service costs across the residential settings simply
reflect the underlying differences in service utilization, such "program-
equivalent costs" yield useful information on the costs of hypothetically
transferring full responsibility for service provision to the OCC under the
assumption that existing patterns of service use remain constant.

Information pertinent to dbjective 3b - estimating the cost of increasing
services to those eligible based on need - was also obtained from the
interview. Respondents were queried as to whether they oould use any new
services and/or an increase in existing services. These self-assessments of
"unmet needs" constitute the primary basis for gauging whether there was any
"under-provision" of various services (at the point of interview) and, in
particular, whether the proportion of residents reporting "unmet need"
differed across the residential settings. This proportion may be accepted at
face value or, alternatively, adjusted upward or downward for different

definitions of "unmet need". For example, measures of functional ability (ADL
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and IADL) based on the interview data may be used to define the proportion of
"needy" individuals independently of the self-reported "unmet needs".
However, apart from such refinements, little more can be done to further
quantify "unmet needs" from the interview data. Respondents provided minimal
or no information on how many additional services they would like and how
frequently they would like to receive them. Hence, there is no basis for
precise and valid costing of the service volumes that would have to be
provided to eliminate or reduce "unmet needs" among individuals in each of the
residential settings. At best, a range of costs can be estimated based on
reasonable assumptions concerning the service frequencies necessary to meet
the "needs" for specific types of care or assistance.

In pursuing objectives 3a and 3b, several statistical methodologies were
used for analyses. This strategy was deemed desirable in order to accommodate
the twin realities that many members of the sample experienced little or no
use of services over the relevant intervals and, correspondingly, that a
minority group of "outliers" received a disproportionately large share of the
various services. In such (technically "s_kewed") circumstances, careful
assessment of differences in service use across the residential settings
requires a two-stage analysis.

Stage one defines service use as a dichotomous event involving "no use"

or "“some use" of .services, and asks the question "does the proportion of users
of service 'x' differ significantly across the residential settings?" Stage
two defines service use as a continuous variable taking non-zero positive

values, and asks the question "among those who use service 'x', does the level

of use differ significantly across the residential settings?" The statistical

techniques appropriate to answering these distinctly different questions are
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contingency tables (including log linear analysis) and analyses of variance
respectively.

While the main effect of residential setting is of interest in all
analyses, there is a secondary interest in the geographic dimension since the
sample was explicitly structured to include representative Winnipeg and non-
Winnipeg sub-samples. Many previous studies of health care use in Manitoba
have demonstrated the significance of this geographic dimension, hence its a
priori status as a "main effect" in the present study. In addition to these
basic housing and region groupings, a number of other socio-demographic and
health status variables are included as control variables in multiple
(logistic and linear) regression models in order to better isolate the

independent effect of housing type on service use and cost.

Cost of Current Services

The findings regarding service use and cost in the different residential
settings are presented below in two distinct sub-sections. The first section
includes results for home care, medical care and hospital care based on the
administrative data obtained from the OCC and the MHSC, while the second
section profiles utilization of selected support services from various

provider organizations as documented in the interview data.

Findings Based on the OCC and MHSC Data

All results reported in this section are based on the histories of
service use and cost for the six months from January 1, 1986 to June 30, 1986
as documented in the various administrative data sets maintained by the OCC
and the MHSC. Results specific to the eighteen month histories from January

1, 1985 to June 30, 1986 are reported in Appendix C.
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a) Utilization and Cost of Hame Care

For the sample as a whole, 16.5% (99/600) received some home care during
the six month period to June 30, 1986. In total, 12,360 hours of care were

provided at a ocost of $78,450. Expressed in terms of the average number of

hours of care and associated cost among those members of the sample who

received some care over this interval, the figures are 124.9 hours and $792

respectively. Since these latter averages are definitionally sensitive to the
inclusion of "outliers" - individuals who received home care much more
frequently and/or for longer periods of time than the rest of the sample - it
is appropriate to examine the central tendency of both distributions using the
median, i.e., the number of hours and associated cost above which and below
which fifty percent of home care users are ranked. Based on this more
meaningful calculation, the median home care user received 52 hours of service
at a cost to the program of $310. These results and corresponding figures for
the two dominant components of home care, homemaker services and nursing care,
are summarized in Table 13.

The same summary statistics for each of the four residential sub-samples
are shown in Table 14. Iocking first at the figures in the left-most column,
there is apparent variation in the proportion of sub-—sample members who used
home care and its dominant components, homemaking and nursing services, over
the six month interval. 1In each of the three service categories, seniors who
live in their own homes in the community were seemingly least likely to have
been in contact with the home care program. Further investigation using
multivariate (logistic regression) analyses determined that the observed

differential between the COMM sub-sample and the other three sub-samples was

insignificant in each of the three service categories. Differences were also



- 58 -

Table 13
Summary Statistics of Home Care
Use and Cost, Jan. 1/86-June 30/86

Servi T % Users Service Hours Service Costs
ervice ype N=600 per User%® per User*

All 16.5 124.9 $792

(52.0) (310)
Homemaking 15.2 90.8 536

(41.0) (259)
Nursing 6.0 36.5 435

(23.5) (432)

* Unbracketted figures are mean values; bracketted figures are median values.
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Table 14

Summary Statistics of Home Care Use and Cost
by Housing Type, January 1/8 - June 30/86

Service Housing % Users Service Service
Type Type#* Hours Costs
per User¥x* per User#**
All COMM 10.0% 225.5 $1,547
(182.0) (1,048)
EPH (NS) 18.7 72.0 585
(36.5) (227)
EPH(S) 18.0 90.8 585
(61.0) (382)
MLC 19.3 155.5 875
(49.0) (300)
Home- COMM 9.3% 176.1 $1,012
making (101.5) (587)
EPH(NS) 16.0 72.4 421
(39.5) (230)
EPH(S) 17.3 75.0 447
(46.5) (269)
MLC 18.0 78.2 475
(36.0) (209)
Nursing  COMM 4.0% 13.8 $226
(11.5) (171)
EPH (NS) 8.0 23.2 308
(12.0) (190)
EPH(S) 6.7 27.9 336
(25.0) (264)
MLC 5.3 84.4 907
(40.5) (486)

* See Table 4.

** Unbracketted figures are mean values; bracketted figures
are median values.
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initially detected in the geographic dimension (suggesting that regardless of
housing type non-Winnipeg residents were 1.6 times more likely to receive some
home care and 1.7 times more likely to receive some homemaking assistance than
Winnipeg residents), but these too were subsequently shown to be insignificant
after controlling for other variables. In particular, it was determined that
the odds of usage for all three categories of home care was significantly
higher among seniors with "some" or "a lot" of functional disability, and
significantly lower among those having frequent (at least once per week)
contact with relatives and friends. It was also demonstrated that those
reporting five or more chronic conditions were 1.7 times more likely to make
use of homemaking services than those reporting fewer or no chronic
conditions. These results confirm that multi-dimensional "needs" assessments
play a major role in determining eligibility for formal home care,
independently of housing type or geographic location.

Among users of home care, both mean and median values of service hours
and associated costs vary across the housing groups. In the all services
category, there is a striking difference between the COMM sub-sample and the
other three in both hours and cost per user, as indicated by either the means
or medians. The latter fact indicates that the difference is not attributable
to the presence of a few "outliers" with atypically high service use and cost.
Further investigation using a regression model in which the effects of housing
type and region were assessed before entering other control variables
confirmed the presence of a significant difference in hours and cost between
seniors living in their own homes and those in elderly persons' housing
(including MICs). However, this difference disappeared after controlling for

functional ability, as measured by (I)ADL, and a variable measuring the
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individual's attitude toward "risk". (The latter was defined to
differentiate the "fiercely independent" senior who, regardless of functional
disability, would likely refuse formal assistance.) Thus, after appropriate
adjustment for (I)ADL and "risk" differences, housing type exerts no
independent influence on use and cost of broadly defined home care services.

Results and conclusions identical to the above were also obtained for
homemaking services. 1In particular, the differences in hours and cost of
homemaking services across the housing groups reported in Table 14 were shown
to be insignificant after controlling for functional ability and "risk". Put
another way, seniors similar in both respects who received some homemaking
service generated the same profile of hours and cost over the six month
interval, regardless of their housing circumstances.

In the nursing services category, the pattern evident in Table 14 is for
sharply higher hours and cost per user to be evident in the MIC group than in
the other three. This pattern is shared by the means and medians and thus
cannot be readily attributed to “outliers". In the multivariate analyses, the
elevated levels of nursing hours and costs per user in MICs were confirmed to
be significant before and after controlling for functional ability and "risk"
(and the other socio-demographic variables). Thus, for this one service
dimension, there is a significant "housing effect" traceable to the multi-
level care (MIC) facility. This is a surprising result for which there is no
obvious explanation, since the effect is concentrated in rural MICs that are
juxtaposed to a personal care home where seniors are well positioned to

receive "in-house" nursing care.
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b) Utilization and Cost of Hospital Care

For the sample as a whole (reduced to those who consented to allow access
to the MHSC data), 13.1% (69/527) received some in-patient hospital care
during the six months ending June 30, 1986. On average, these users were
admitted 1.3 times, stayed 9.6 days per admission, and spent a total of 12.6
days in hospital; corresponding median values (desensitized to "outliers") are
1.0, 6.0 and 8.0.

Hospital utilization specific to the four residential settings is
summarized in Table 15. Small differences are apparent in the percent of each
sub-sample who experienced some hospitalization over the six-month interval,
but these are insignificant and due only to chance variation. Systematic
differences in the likelihood of hospitalization are detectable in the
geographic dimension. In particular, seniors who reside outside Winnipeg are
1.6 times more likely to be hospitalized than their Winnipeg counterparts,
across all four residential settings. "“Region effects" of this sort are not
uncommon in Manitoba and doubtless reflect the relative abundance of hospital
beds in rural communities. In the multivariate analyses, those seniors with
functional disability and those with numerous (three or more) chronic
conditions were also significantly more likely to have been hospitalized in
the six months preceding the interview.

Among those who experienced some hospitalization, differences initially
emerged in both the average number of days and length of stay. As indicated
in Table 15, these are most evident between the COMM sub-sample on the one
hand and the three seniors' housing sub-samples on the other. Seniors living
in their own homes in the community spent an average of ten more days in

hospital than their counterparts in elderly persons' housing, due to longer
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Table 15
Summary Statistics of Hospital Utilization
by Housing Type, January 1/86 — June 30/86

Housing In-Patient Admissions Average Length
Type* % Users Days per User** per User 0f Stay per User

coMM 11.5 20.2 1.5 14.9
(11.0) (1.0) (10.0)
EPH(NS) 11.8 9.1 1.2 8.1
(7.0) (1.0) (5.5)
EPH(S) 15.6 10.6 1.2 8.5
(6.5) (1.0) (6.5)
MLC 13.3 11.4 1.4 7.7
(7.5) (1.0) (5.8)

*
See Table 4

**Unbracketted figures are mean values; bracketted figures are median values.
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lengths of . stay and not to more frequent: admissions. These findings were
confirmed in the multivariate anaiyses where the differences were shown to be
statistically significant aff:er controlling for region and functional abilit_y,
the only other variables havimj any systematic effect. While this
straightforwardly suggests that seniors' housing may function to redﬁce’
average length of hospital sﬁay (other. things being equal), further analysis -
ruled out any such interpretation or conclusion. 1In particular, the
differentials in hospital use across housing groups were wholly attributable
to the presence of an "outlier" - i.e., an individual in the COMM sub-sample
who experienced an admission to hospital lasting an unusually long 78 days.
The possibility of this was strongly suggested in Table 15 where the mean and
median values for the COMM sub-sample were sharply discrepant for both days
per user and average length of stay. This was subsequently confirmed in a
second multivariate analysis where, after excluding the one “outlier”, there

was no significant difference in hospital use across the housing groups.

c) Utilization and Cost of Medical Care

Among those in the sample who consepted to allow access to the MHSC data,
84.4% (445/527) received some medical care over the six months ending June 30,
1986. The mean number of services per "user" was 13.1, with an associated
cost to the medical care insurance program of $185; the corresponding median
values are 9.0 and $112.

Medical care use and cost specific to the four residential settings is
summarized in Table 16. Scanning the left-most column, the percent of
residents who received some medical care over the six month interval varies
across housing types, the most pronounced difference being betwéen the COMM

sub-sample (80%) and the three elderly persons' housing sub-samples (averaging
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Table 16
Summary Statistics of Medical Care Utilization
by Housing Type, January 1/86 -~ June 30/86

Housing Services per Costs per
__Type* % Users User** User
COMM 80.0 13.2 $182
(8.0) (87)
EPH(NS) 84.6 13.3 178
(11.0) (130)
EPH(S) 87.2 13.8 187
(9.0) (118)
MLC 85.8 11.9 194
(8.0) (107)

*
See Table &

**Unbracketted figures are mean values; bracketted figures are median values.
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85.9%). However, statistical tests indicate that residents who live in their
own homes aare no more likely to see a physician than those accommodated in
any seniors' housing. The same conclusion applies to the small differences in
medical services and associated costs reported in the middle and right-most
columns of the table. Using either the mean or median values, there are no
significant differences in services and costs per user across Housing types.
In the multivariate (logistical linear regression) analyses, control
variables included region (Winnipeg/non-Wnnipeg), gender, marital status,
income, religion, functional ability, number of chronic conditions, perceived
health, and availability and use of informal caregivers. The only variable
exerting a significant effect on the odds of using medical care was the number
of chronic conditions; specifically, seniors reporting three or more chronic
conditions were more than twice as likely to see a physician than those
reporting fewer than three conditions. Services per user are significantly
higher among those who live in Winnipeg (where physicians are relatively
abundant), those with functional disability, and those who perceive both their
health and their income to be inadequate. Interestingly, costs per user do
not vary significantly by the geographic dimension, indicating that the higher
use of services by seniors in Winnipeg is concentrated in office visits and
other relatively low cost categories of service. Costs per user vary
systematically only with functional ability, as illustrated by the finding
that those with the worst functional ability (high ADL and IADL scores)
receive services costing more than twice the amount received by those with the

best functional ability (low ADL and IADL scores).
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Findings presented in this section are based on self—repérts of formai :
services used over the six months preceaing the interview. These sefvicés
were pfeviously déscribed and analyzed in relation to Objective l-e (pp. 33-
36). There it was established that overall, and for many specific services,
utilization differs significantly across ‘the résidehtial settings. Here ths
purpose is to further analyze those data by focusing on the users of thé
various services, and assessing the extent of service provision from sources
other than the OCC to users in the different residential settings. 1In
addition, the intent is to estimate the costs of selected services that might
otherwise be provided by the OCC.

In assessing the raw data on service use cbtained from the interview, it
becomes apparent that many categories of service cannot be analyzed in any
detail either because so few respondents report any use and/or because
insufficient information is supplied on service frequencies and sources.
Accordingly, the findings to be presented below relate to a minority group of
services for which adequate information is available. Two of these services -
nursing and homemaking - hold particular interest because they are dominant
components of the formal home care program, and hence, whatever their source,
may be costed using the official unit oost parameters.

~ Another group comprised of entertainment, congregate meals, shopping
assistance and transportation services are more problematic since they are not
routinely supplied by the OCC, and because there is no way to determine the
relevant unit costs short of a very detailed cost accounting exercise that is
beyond the scope and resources of the present study. . The analysis of this

latter group of services is thus unavoidably restricted to the observed
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utilization differentials. Results for each group are presented and discussed
in turn.

Summary statistics on the self-reported use of nursing and homemaking
services are shown in Table 17. The percent of residents who report some use
-of nursing services over the six months preceding the interview varies only
slightly across the housing types, and indeed the differences are not
statistically significant. Differences in the reported frequencies of nursing
service, as measured by the number of nursing hours per month per user, are
suggestive of a substantial differential between seniors living in their own
homes in the community (1.9 hours per user) and seniors living in multi-level
care facilities (7.9 hours per user); but again the differences lack
statistical significance. Indeed, in the multivariate analysis of these data,
religious preference was the only variable having any significant explanatory
power.

Although the data are limited, there are apparent differences in the
source of nursing services across housing types. In particular, those in the
COMM and EPH(S) housing groups obtained a lower proportion of their nursing
care from sources other than the home care program (OCC) than did seniors in
-the EPH(NS) and MIC groups. While these differences are not statistically
significant, it is interesting to note that the latter two groups obtained
their non-~OCC nursing care from different sources. Thus, the (seven)
individuals in EPH(NS) who reported receiving nursing care from non-OCC
sources obtained a total of 9.2 hours, including two hours from privately
hired nurses and 7.2 hours from organizations (Red Cross, St. John's
Ambulance, etc.) external to the EPH. In contrast, (nine) individuals in MICs

received a total of 81.5 hours from internal sources.
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Table 17

Summary Statistics on Self-Reported Use
of Nursing and Homemaking Services
During the Six Months Previous to Interview

by Housing Type

Service Housing Hours per %Z Hours not
Type Type* % Users Month per User from 0.C.C.
Nursing COMM 10.7 1.9 4.2
EPH(NS) 15.4 5.3 44 .8
EPH(S) 13.5 3.0 19.8
MLC 12.1 7.9 76.8
Homemaker /Household CcoMM 18.0 36.4 0.0
Tasks EPH(NS) 21.6 10.4 8.7
EPH(S) 34.9 15.3 2.5
MLC 31.5 7.6 6.8

%
See Table 4
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While the cost consequences of these sourcing differences cannot be
directly determined (in the absence of the requisite unit cost data), the
“program equivalent costs" may be estimaf.ed using the relevant OCC payment
schedule for nursing services. To illustrate, "low" and "high" unit costs
corresponding to the hourly costs of Direct Nursing Care (DNC) and VON
services respectively may be applied to some or all of the nursing hours
supplied to residents by organizations other than the OCC. Assuming (as the
analysis indicates) that nursing hours from all sources do not vary across the
housing types, the "program equivalent ocost" (PEC) of non-OCC nursing hours

may be calculated as follows:

PEC = (NH x TNH x SOURCE

where:

CNH = Cost per nursing hour to OCC

TNH = Nursing hours per month per user, all sources
SOURCE = Proportion of TNH from non-OCC sources

For the EPH(NS) group substitute the values:

CNH = $§14.67* (DNC) or alternatively $23.00 (VON)
TNH = 4.6 (the average across the four housing types)
SOURCE = .448 as per Table 17

This yields a "low" PEC of ($14.67 x 4.6 x .448) $30.23, and a "high" PEC of
($23.00 x 4.6 x .448) $47.40. Similar calculations for the MLC group yield
"low" and "high" PEC's of $51.83 and $81.25 respectively. It must be

emphasized that the differences between these two housing groups in both the

* To permit more valid comparisons with the VON contract cost per hour, this
figure includes a direct salary cost (of the Home Care Coordinator) of $11.95
per hour and an indirect (overhead) cost of $2.72 per hour. The latter amount
represents 22.8% of the direct cost and is equivalent to the average overhead
for the regional offices of the OCC derived in an earlier study. See Office
of Continuing Care (1975).
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"high" and “"low" PECs are more apparent than real, due to the 'statist;iéal
insignificance of the differences in SOURCE across the four residver"l,tialv
settings. .In any event, the principal purpose of the exercise was to‘
illustrate how service‘sv might be notionallir costed in the absence of more'
direct unit ocost information, and in terms that have potential relevance to
the OCC administration. |

Returning to Table 17, the results for homemaking services diéplay some
marked variation across the housing types. Thus, the percent of residents who
reported some use of homemaking services over the relevant interval varies
significantly across housing types, as does the monthly number‘ of hours per
user. Interestingly, those living in their own homes in the community (COMM)
" are least likely to have used these services (18% vs. overall average of
26.5%), but at the same time yield a group of users who receive an atypically
high number of homemaking hours per month (36.4 hours). This pattern (also
evident in the multivariate analysis after ocontrolling for functional ability,
the only significant covariate), is in sharp contrast to those living in
multi-level care facililties where 31.5% receive some services, but where
users receive only 7.6 hours of homemaker service per month. On the other
hand, there were no significant differences across the housing types in the
proportion of services obtained from sources other than the home care program,
. the overall average being 3.2%.

Using these resuits it is possible to calculate "program equivalent
costs" on the same logic as employed in the case of nursing services. Thus,
assuming a ("low") hourly cost of homemaker services of $5.78, the PEC oOf the
0.9 hours of non-OCC homemaker services received monthly by users in the

EPH(NS) housing group is readily calculated to be $5.20 (i.e., 9 x $5.78).
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Alternatively, and assuming a ("high") hourly cost of $6.61, the PEC is $5.95.
While such costs are, by definition, not borne by the formal home care
program, they do illustrate the costs that may be associated with the
provision of such services under other organizational auspices.

As mentioned at the outset of this section, the interview yielded
reasonable information on another group of services, summary statistics on
which are reported in Table 18. For each of the four services included in
this table, the proportion of users varies significantly across the housing
groups. The evident and not surprising pattern is one of relatively low
values for seniors living in their own homes and relatively high values for
seniors living in some type of elderly persons' housing. In effect, this
finding mirrors the reality that access to formal services involving
entertainment, congregate meals, shopping assistance and transportation
arrangements is substantially greater in elderly persons' housing than it is
in the general community. Interestingly, the statistically equivalent figures
for shopping and transportation across EPH(NS) and EPH(S) beg the question of
whether this distinction in elderly persons' housing is more apparent than
real, at least for these two services. Turning to the results on service
frequencies per user, the only significant difference across housing groups
is in congregate meals. In this specific respect, the four groups effectively
combine into two, with COMM and EPH(NS) forming one and EPH(S) and MIC the
other. The relatively frequent provision of congregate meals to seniors in
these latter facilities hardly comes as a surprise because at the time data
were collected only the congregate meals component of the support services

program was in operation.
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Table 18
Summary Statistics on Self-Reported Use
of Selected Support Services
During the Six Months Previous to Interview
by Housing Type

* Service per Month

Service Type Housing Type % Users per User
Entertainment CoMM . 2.0 5.7
EPH(NS) 18.8 6.6
EPH(S) 17.6 8.3
MLC 24,2 10.5
Congregate Meals CcoMM 2.0 4.3
EPH(NS) 1.1 5.7
EPH(S) 24,2 16.2
MLC 26.0 19.8
Shopping Assistance CoOMM 0.0 0.0
EPH(NS) 4.7 8.2
EPH(S) 5.3 6.3
MLC 5.4 7.7
Transportation Assistance COoMM 4.0 2.5
EPH(NS) 7.4 5.8
EPH(S) 6.7 6.3
MLC 12.8 2.3

*
See Table 4
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* Conclusions to Cost of Existing Services

The preceding analyses of service utilization and ocost based on both thé
primary (interview) data and the secondary (administrative) data-support
several general conclusions. First, the use and cost of formal home care does
not ‘generally differ across the housing groups, with the notable exceptio'n of
nursing services where hours and costs per user are significantly higher in
the MLCs. Second, the use of hbspital and medical care does not differ across
the housing groups after adjusting for inter-group differences in (I)ADL and
socio-demographic characteristics. Third, seniors who use nursing and
homemaker services obtain a variable proportion of these services from sources
other than the formal home care program, depending (only weakly) on their
housing arrangements. Fourth, the "program equivalent costs" of nursing and
homemaking services obtained outside the formal home care program are non-
trivial and should be included in any comprehensive assessment of support
‘services where there is potential for increased (or decreased) public funding. .
Finally, with the exception of éongregate meals, there is little empirical
basis for differentiating one type of elderly persons' housing from another in

the support services dimension.

Findings on Cost of Appropriate Services

From the outset of the study, it was recognized that the feasibility of
attaining objective 3b - estimating the cost of increasing services to those
seniors eligible based on need - would hinge on the outcome of the interview

and, in particular, on the responses given to the following questions:

a) Are there any services you could use but don't currently receive?

b) Are there any services which you currently receive but could use more of?
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For the sample as a whole, 22.2% (133/600) answered the first question in
the affirmative and identified at least one service they would like to
receive. In contrast, the second question elicited only 30 affirmative
responses, representing but 5% of the overall sample. Thus, opportunities for
meaningful analysis are effectively limited to investigating only one type of
"underprovision". In addition, since respondents provided little or no
indication of the service frequencies and time schedules that would be
necessary to equate use with "need", the interview data provide little or no
basis for estimating the incremental costs. In such constrained analytic
circumstances, the best that can be done is to make some reasonable
assumptions and work through some plausible “what if" scenarios. The main
requirement is to avoid any pretence to precision.

An informal analysis of the interview data on "unmet needs" reveals:

1) no striking differences across'housing groups in the proportion of seniors
reporting an "unmet need" for some service;

2) an apparent preference over all housing groups for some additional
services, including nursing care and homemaker services, that are
available to others through the formal home care program;

3) an apparent preference over all housing groups for some additional
services, especially meal services, transportation assistance and-
recreational programs, that are now available only in some elderly
persons' housing;

4) a large majority (71.4%) of those reporting an “unmet need" require some
or alot of assistance in the (instrumental) activities of daily 1living,

and hence may well represent a problem of "false negativeé" in service
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delivery terms, i.e., of otherwise eligible seniors who receive no
services;

a small minority (28.6%) of those reporting an "unmet need" require no
assistance in (I)ADL and might well be deemed ineligible for services on

this account.

On the basis of the foregoing and related specifics in the interview data,

very rough estimates of "under-servicing" might be based on assumptions. that:

a)

b)

c)

under one-half (52/133) of those reporting an "unmet need" would qualify
for formal home care on the basis of the services requested (ignoring the
ADL and ADL information), and that these services would be provided at
typical frequencies for typical periods of time (the "High Cost Scenario")
or, alternatively;

that only those (42) who are assessed as '"needy" on the basis of (I)ADL
scores would qualify for services at typical frequencies for typical
periods (the "Mid Cost Scenario") or, alternatively;

that program criteria for assessing need as in (b) above are combined with
an assumption that service would be provided at one-half the typical

frequencies for typical periods (the "Low Cost Scenario").

It bears emphasizing that the "unmet need" defined by the "Mid Cost” and "Low

Cost" scenarios does not establish that the formal home care program has

failed to serve eligible seniors, since eligibility is determined in practice

on the basis of (I)ADL and other information.

For illustrative purposes only, the above scenarios may be costed for a

six month period of service using a "typical" cost of §$792 (based on the
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sample data). Accordingly, and risking some false precision, the estimated

six month costs of serving "unmet needs" in the study s le are: '
g anp

"High Cost Scenario" = §52,272
"Mid Cost Scenario" = §$33,264
"Low Cost Scenario"” = §$16,632

Expressed in relation to actual program costs of $78,450 (incurred in
providing some home care to ninety-nine members of the sample over the first
six months of 1986), these scenarios represent hypothetical program cost
increments of 150%, 42% and 21% respectively. Such figures are edifying to
the extent they illustrate the wide range of values spanned by these
particular scenarios. Other scenarios and associated costs of "unmet need"
may be readily, albeit arbitrarily generated. Knowing that the self-reports
of "unmet need" are limited in both quantity and quality, the temptation to

draw any other conclusions must be and will be resisted.
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HOUSING AND SUPPORTIVE SERVICES FOR ELDERLY PERSONS IN MANITOBA

INTERVIEW SCHEDULE

Centre on Aging
University of Manitoba

Summer, 1986



FACE SHEET

IDENTIFICATION NO.

Line

INTERVIERWER:

DATE OF INTERVIEW: (Day, Month, Year)

TIME STARTED (in minutes)

TIME FINISHED (in minutes)

Time (minutes)

NO. OF CALLS TO OBTAIN INTERVIEW: 1 2 3 4
NO. OF CALLS TO COMPLETE INTERVIEW: 1 2 3 4
REGION 1 - Interlake

2 - Parklands

3 - Westman

4 - Winnipeg

5 - South Central

6 - Fastman

01



HOUSING ARRANGEMENTS

ENVIRONMENTAL SETTING
(LEAVE BLANK)

OWNOULh wN -

- ii -

Detached

Semi-detached

Apartment (no more than 4 stories)
Multiple unit, single storey

High rise

Guest/boarding home

Other (SPECIFY)

Missing

Community

EPH -

Support Housing
MLC - (SPECIFY

Joint management _  Yes
Mo

Juxtaposed _____ Yes
No

LANGUAGE USED FOR INTERVIEW (SPECIFY)

SEX

1 - male
2 - female



- iii -

INTERVIEWER: iNTRODUCE YOURSELF TO THE RESPONDENT.

HELLO (MR./MRS./MS.) : - MY NAME IS

. I AM FROM THE UNIVERSITY OF MANITOBA. WE

ARE INTERESTED IN TALKING TO PEOPLE OF YOUR AGE ABOUT THEIR HOUSING. 'YOU‘ARE
ONE OF ABOUT 600 PEOPLE WHOM WE~ARE INTERVIEWING THROUGHOUT MUCH OF‘THE
PROVINCE. YOUR NAME WAS SELECTED FROM A LIST OF PEOPLE AGED 60 AND. OVER
LIVING IN THE PROVINCE. I WANT TO ASSURE YOU THAT EVERYTHING YOU TELL US WILL
BE KEPT CONFIDENTIAL AND YOUR NAME WILL NOT BE USED ANYWHERE. WE ARE

INTERESTED IN GENERAL PATTERNS AND NOT IN THE WAY A PARTICULAR PERSON BEHAVES.

I WILL BE TALKING TO YOU ABOUT YOURSELF, YOUR FAMILY, YOUR FRIENDS, WHERE YOU
LIVE AND THE SERVICES YOU USE. SOME OF THE QUESTIONS MAY NOT SEEM TO APPLY TO
YOU. HOWEVER, WE ARE INTERESTED IN GETTING INFORMATION FROM PEOPLE IN ALL
KINDS OF CIRCUMSTANCES. 1IF THERE ARE ANY QUESTIONS YOU WOULD RATHER NOT
ANSWER, PLEASE DO NOT FEEL OBLIGATED TO DO SO. WE REALLY APPRECIATE YOUR

HELP.



DEMOGRAPHIC SECTION
First, I'd like to know a little about you.
1. In what year were you born? What month? What day?

(CODE DAY, MONTH, YEAR)
(CODE AGE IN YEARS)

2. In what country or province were you born?

01 Ontario
02 B.C.
03 Alberta

04 Saskatchewan

05 Manitoba

06 Quebec

07 Atlantic Provinces

08 Other English speaking country

( SPECIFY )
09 Other country

(SPECIFY )
99 Missing

3. Do you consider yourself a member of a particular ethnic group?

1 No
2 Yes
9 Missing

(IF YES) Which ethnic group?

0l Canadian
02 PBritish (ISLES) English
03 U.S.A. or Western Hemisphere
04 French
05 German
06 Norwegian/Danish/Swedish/Icelandic
07 Dutch/Belgian
08 Polish
09 Russian
10 Ukrainian
11 Other European-Middle East
(Italian, Spanish, Portuguese, Greek, Slavic, etc.)-
12 Asia Oceanic (Chinese, Japanese, Polynesian, East Indian, etc.)
13 Native Indian or Eskimo
14 Jewish
15 Other (SPECIFY : )
99 Missing




DEMOGRAPHIC SECTION {cont'd)

4. What language do you communicate best in?

0l English
02 French
03 German

04 Scandinavian languages
05 Dutch/Belgian
06 Polish

07 Russian

08 Ukrainian

09 Other Europe
10 Asia Oceanic
11 Native

12 Mid-East

13 Other (SPECIFY
99 Missing

5. Are there any other languages that you speak? If yes, what
are they?

6. What is your religious preference?

0l No preference
02 Anglican

03 Baptist

04 Greek Orthodox
05 Jehovah's Witness
06 Jewish

07 Lutheran

08 Mennonite

09 Pentecostal

10 Presbyterian
11 Roman Catholic
12 Uaited Church
13 Other (SPECIFY
99 Missing

(IF NONE) Do you consider yourself basically Christian,
Agnostic, or Atheist?

Christian
Agnostic
Atheist

Other (SPECIFY
Missing

o W -



DEMOGRAPHIC SECTION (cont'd)

7.

10.

How many years of schooling do you have? (If education was
obtained outside Canada, have respondent specify Canadian
equivalent if possible.)

What is your marital status?

Single

Married
Divorced/separated
Widowed

Other (SPECIFY)
Missing

[NoRN O BN UV I O

(IF WIDOWED) How long have you been widowed?
(CODE IN MONTHS)

What was your major occupation in life? (SPECIFY)

1 Professional (self-employed or employed)

2 High level management, semi-professional

3 Low level management, skill crafts, trades, technical
4 Semi-skilled or unskilled

5 Farm labourer/farmer

6 Housewife/househusband

7 Other (SPECIFY )
9 Missing

What was your spouse's major occupation in life, if applicable?

(SPECIFY )
1 Professional (self-employed or employed)
2 High level management, semi-professional
3 Low level management, skilled crafts, trades, technical
4 Semi-skilled or unskilled
5 Farm labourer/farmer
6 Househusband/housewife
7 Other (SPECIFY )
9 Missing



DEMOGRAPHIC SECTION (cont'd)

11. Are you currently employed?

12.

No .
Yes, full-time
Yes, part-time
Yes, occasionally
Missing

O b WwN -

(IF YES) What occupation are you working in now?

(SPECIFY )
(CODE SAME AS ABOVE)

Now I would like to ask about your income and expenses.
What you tell me is confidential information.

(EXPLAIN THAT THE QUESTIONNAIRE IS NOT MENTIONING HIS/HER NAME
AND THAT THE INFORMATION WILL BE USED STATISTICALLY AS WE WANT
TO KNOW WHAT INCOMES OLDER PEOPLE MAKE IN GENERAL AND NOT THE
INCOME OF ANY ONE INDIVIDUAL.)

a) What is your average monthly income including the old age
security payment? (If income for a couple is provided,
divide by 2, that is, record income for the individual only.)
Try to record exact amount for coding later.

( SPECIFY )

00 No income

01 Less than $250 month
02 $250 - $499

03 $500 - $749

04 $750 - $999

05 §1,000 - $1,249

06 §1,250 - $1,499
07 §1,500 - $1,749
08 $1,750 - $1,999

09 $2,000 - $2,249
10 $2,250 - $2,499
11 $2,500 - $2,749
12 $2,750 - $2,999
13 $3,000 or more
99 Missing



DEMOGRAPHIC SECTION (cont'd)

b) Now, looking at monthly expenses, what are your average
monthly expenses? (If expenses for a couple is provided,
divide by 2, that is, record expenses for the individual

only.)

Try to record exact amount for coding later. (Ask if

anyone helps them with expenses, especially if they don't know
the information themselves and if we can contact the individual.)

( SPECIFY )
00 No income
0l Less than $250 month
02 $250 — $499
03 $500 - $749
04 $750 - $999
05 $1,000 - $1,249
06 $1,250 - $1,499
07 §1,500 - §1,749
08 $1,750 - $1,999
09 $2,000 - $2,249
10 $2,250 - $2,499
11 $2,500 - $2,749
12 $2,750 - $2,999
13 $3,000 or more
99 Missing

13. How well do
your needs?

you think your income and assets currently satisfy

1l Totally inadequate

2 Not very well

3 With some difficulty
4  Adequately

5 Very well

9

Missing



RESIDENTIAL SECTION

Now I have some questions about your house (apartment).

14. How long have you lived in this house (apartment)?

Less than 2 years (record # of months directly)
2 - 4 years

5 - 9 years

10 - 19 years

20 years or more (GO TO Q. #20)

All my life (GO TO Q. #20)

Missing

WounbdwN -

15. Before moving here, where did you live?

1 In community (house, apartment)

2 In same complex/building but different
apartment or unit

3 In Elderly Persons' Housing
(IF SO, SPECIFY NAME AND ADDRESS)

4  Other (SPECIFY)

16. Who made the decision to move here?

(RECORD THE RELATION OF THE PERSON(S) TO THE RESPONDENT -
SELF, SPOUSE, FATHER, ETC. IF MORE THAN ONE PERSON, PROBE
TO DETERMINE THOSE PRIMARILY INVOLVED IN MAKING THE DECISION.)




RESIDENTIAL SECTION (cont'd)

17. I would like to ask you about why you moved here. I am going to read you a list of reasons which may or may -
not have been important. As I read each one to you, could you tell me whether or not it was a reason for your
move, how important it was, and whether or not it happened as a result of the move?

(a) (b) (c)
Reason? Important Happened?
' Not Great Not
No Yes Very Somewhat at All Deal Somewhat at All

a) To be more independent or on 1 2 1 2 3 1 2 3
your own? .

b) Better shopping facilities? 1 2 1 2 3 1 2 3

c) Better leisure facilities? 1 2 1 2 3 1 2 3

d) Better health care services? 1 2 1 2 3 1 2 3

e) Better residential facilities 1 2 1 2 3 1 2 3
(improved housing quality)?

f) Less comfort or security at 1 2 1 2 3 1 2 3
previous residence?

g) Less ability to manage at 1 2 1 2 3 1 2 3

. previous residence?
h) To be near family and friends? 1 2 1 2 3 1 2 3




RESIDENTTAL SECTION (cont'd)

17. (cont'd)
(a) (b) (c)
Reason? Important Happened?
Not Great Not
No Yes Very Somewhat at All Deal Somewhat at All
i) Because of social activities? 1 2 1 2 3 1 2 3
j) You needed help/assistance but
© could not obtain it where you 1 2 1 2 3 1 2 3
- were?
k) Because of rent that you could 1 2 1 2 3 1 2 3
afford?
1) Because of meals/meal programs? 1 2 1 2 3 1 2 3
(EPH residents only)
m) To be nearer to people of 1 2 1 2 3 1 2 3
your own age? (EPH residents
only)
n) Because aof nursing home next
door (MLC resldents only)? 1 2 1 2 3 1 2 3
0) Other (SPECIFY) 1 2 1 2 3 1 2 3




RESIDENTIAL SECTION (cont'd)

18.

19.

20.

Were any other choices (alternatives) available at the time?

1 Mo
2 Yes
9 Missing

(IF YES) What were they?

(IF NO) If you had more choices, what (if anything) would you
have preferred?

Since moving here, have you had any doubts about the move?
1l No
2 Yes
9 Missing

(IF YES) Could you tell me about them? Why do you stay here?

Would you prefer another type of living arrangement? Who would
you prefer to live with, if anyone? Please elaborate.

(PROBE HERE IN TERMS OF WHETHER OR NOT THEY HAD ANY THOUGHTS
ABOUT MOVING INTO A DIFFERENT TYPE OF HOUSING.)
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RESIDENTIAL SECTION (cont'd)

21. How likely do you think it is that you will be living here in
a year from now?

Not very likely
Fairly likely
Very likely

. Missing

O wN -

(IF NOT VERY LIKELY) Why not?

I would like to ask you some questions about the neighbourhood you
live in. Could you tell me ...

22. How long have you lived in this area/neighbourhocod/community/
town?

Less than 5 years

5 - 9 years

10 - 19 years

20 years or more (GO TO Q. #27)
All my life (GO TO Q. #27)
Missing

O ud Wi+

23. In which area/neighbourhoocd/community or town did you live
before coming to this area/neighbourhood?

( SPECIFY | )

24. Approximately how large was that place when you left?
(IF CURRENTLY IN DIFFERENT NEIGHBOURHOOD OF SAME CITY OR
TOWN, RECORD SIZE OF CITY/TOWN, ETC.)

Rural - farm

Rural -~ under 1,000
1,000 - 9,999
10,000 - 24,999
25,000 - 199,999
Over 199,999
Missing

Wawmb wito -
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RESIDENTIAL SECTION (cont'd)

25. Before moving here, were you reasonably familiar with this
area/neighbourhood/communnity/town?

Very unfamiliar

Somewhat unfamiliar

Neither familiar nor unfamiliar
Somewhat familiar

Very familiar

Missing

W LbhwN -

26. People sometimes say that they feel "at home" in a particular
area/neighbourhood/community/town.. To what extent would you
say that you do or do not feel "at home" in this area/neighbourhood?

Never feel at home
Rarely feel at home
Sometimes feel at home
Usually feel at home
Always feel at home
Missing

O b who -

27. Would you prefer to live in another area/neighbourhood/

communi ty/town?
1 No
2 Doesn't matter one way or the other
3 Yes
9 Missing

(IF YES) Why is that?
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LIFE SATISFACTION SECTION

Now I would like you to consider your life as it is right now. Here are a
number of key words or phrases which people use to identify various areas of
their lives. (HAND RESPONDENT CARD #l). After you have read each key word or

in terms of that descriptive word or phrase.

To assist you in giving your rating, we have designed a labeled scale which
runs from "TERRIBLE" to "DELIGHTFUL" in seven equal steps. Each of these
steps has a corresponding number.

When you have picked the level from the scale that comes closest to describing
how you feel about the particular area of your life you have just read, please
tell me which label and number you have picked. For example, is your HEALTH
"dissatisfying", "satisfying", "very satisfying", etc.?

USE THE FOLLOWING SCALE FOR EACH QUESTION:

1 - Terrible

2 - Very Dissatisfying

3 - Dissatisfying

4 - Mixed

5 - Satisfying

6 - Very Satisfying

7 - Delightful

8 - DNo Opinion (this covers not applicable, can't remember, no comment, etc.)

9 - Missing

28. HEALTH The present state of your general, overall
health (relatively free of common and chronic
illnesses).

29. FINANCES Your income and assets (including investments,
property, etc.

30. FAMILY RELATIONS Kind of contact and frequency of contact you
have with your family members. This includes
personal contact, phone calls, and letters.

31. PAID EMPLOYMENT Any work for wages, salaries or fees.

32. FRIENDSHIPS Kind of contact and frequency of contact you

have with your friends. This includes
personal contact, phone calls, and letters.
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LIFE SATISFACTION SECTION (cont‘'d)

33.

34.

35.

36.

37.

38.

39.

HOUSING

LIVING PARTNER

RECREATION ACTIVITY

RELIGION

SELF-ESTEEM

TRANSPORTATION

The present type, atmosphere and state of your
home (eg., apartment, house, farm, room, etc.)

Includes a marriage partner; partner sharing
intimate relations.

Personal recreation activities you engage in
for pure pleasure when you are not doing
normal daily living chores or some type of
work. This includes relaxing, reading, TV,
regular get togethers, church activities, arts
& crafts, exercises, trips, etc.

Your spiritual fulfillment.

How you feel about yourself; your sense of
self-respect.

Public and private transportation {(eg.,
including convenience, expense).

Now, using the same scale, how do you feel about your life as

a whole right now?
etc.?

Is life generally dissatisfying, satisfying,

OOJOU D WN

Terrible

Very dissatisfying
Dissatisfying
Mixed

Satisfying

Very satisfying
Delightful

No opinion

Missing
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RECREATION SECTION

40.

Now, I would like to ask you about some of your present activities..
Could you tell me how often you participate in the following activities
both inside your own home (apartment building, complex or facility) or on
the property and outside your own home (building, complex or facility)
or off the property as well as where this is done and who (if anyone)

organizes these activities?



a)
b)
c)
d)
e)
£)

g)

h)

1)

i
k)
1)
m)

n)

O A P R T

3

facility, complex
or on property

Outside llome, Facility, Complex or Off Property

How Often?

How Often?

Where Done?

Who, if anyone,

organizes
the activity?

Watch television
Reading/listening to music
Visiting/talking/telephone
Playing cards/bingo
Walking

Outdoor yard work

Shopping/browsing/
window shopping

Theatre/movies/spectator
sports

Courses (university, arts
and crafts, ete.)

Church services
Dining out

Sports (bowling, curling, etc.)
Travel

Other (SPECIFY)

Some- Some- 0O-no-one (self)
Often times Never Often times Never 1-family or friend
3 2 1 3 2 1 2-other (specify)
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
3 2 1 3 2 1
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FAMILY AND FRIENDS SECTION

Now I have a series of questions on the number of family and friends close to
you and the part you feel they play in your life.

41. How many péople, if any, live here (in same house, apartment,
or unit) with you? ‘
(CODE DIRECTLY, 99 MISSING VALUE)

(IF LIVING ALONE, GO TO Q. #42)

Could you tell me something about them? What is their relation-
ship to you? For example, husband, son, daughter, son-in-law,
etc.?

What is their sex?

How old are they?

What is their marital status?

Relationship Sex Age Marital
to Respondent Status T
CODE: Relationship Sex Marital Status _
Ol Spouse 1 Male 1 Single -
02 Son 2 Female 2 Married
03 Daughter 9 Missing 3 Divorced/separated
04 Brother 4 Widowed _
05 Sister 5 Other (SPECIFY) _
06 Grandson - _
07 Granddaughter 9 Missing _
08 Parent
09 Niece Age
10 Nephew
11 Friend-peer Code directly _
12 Friend-not peer 99 Missing

13 Other (SPECIFY)

99 Missing
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FAMILY AND FRIENDS SECTION (cont'd)

42. Do you have any children? (IF YES) How many?

(CODE ONLY THOSE WHO ARE LIVING AND OUTSIDE HOUSEHOLD)
(CODE NUMBER DIRECTLY, MISSING VALUES - 99, NO CHILDREN - 0O)

(IF NO CHILDREN, GO TO Q. #46)

43. How close or far away is the nearest one?

Within walking distance

Not within walking distance but same city
Less than a day's journey (by car, bus) away
A day's journey away

More than a day's journey away

Missing

W wmbh wo

44. Of your children outside the household, how many do you see:

Number Seen

Every day

Once a week or more

A few times a month
Once a month

Less than once a month
Missing

O Ut b W N~

45. No relationship is perfect. 1Is there anything about your
relationship with your children which you consider a problem
or causes you concern? Elaborate.

(IF YES) How serious a problem is this?

Very serious
Somewhat serious
Not very serious
Missing

O WwN -~
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FAMILY AND FRIENDS SECTION (cont'd)

46. Do you have any brothers or sisters?
(IF YES) How many?

(CODE ONLY THOSE WHO ARE LIVING AND OUTSIDE HOUSEHOLD)
(CODE NUMBER DIRECTLY, MISSING VALUE - 99, NO SIBLINGS - 00) . .

(IF NO SIBLINGS, GO TO Q. $#50)

47. How close or far away is the nearest one?

Within walking distance

Not within walking distance but same city
Less than a day's journey away {(by car, bus)
A day's journey away

More than a day's journey away

Missing

O ub wh e+~

48. Of your siblings outside the household, how many do you see:
Number Seen

Every day

Once a week or more

A few times a month
Once a month

Less than once a month
Missing

O u;bh wh -

49. Is there anything about your relationship with your siblings
which you consider a problem or causes you concern? Elaborate.

{(IF YES) How serious a problem is this?

Very serious
Somewhat serious
Not very serious
Missing

O W+
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FAMILY AND FRIENDS SECTION {(cont'd)

50. Are either of your parents still living? (IF YES) Which one(s)?

O Neither
1 Mother
2 Father
3 Both

9 Missing

(IF NO PARENTS, GO TO Q. #54)

51. How close or far away is the nearest one?

Same household

Same building

Within walking distance

Not within walking distance but same city
Less than a day's journey away (by car, bus)
A day's journey away

More than a day's journey away

Missing

OO N+

52. 0Of your parents outside the household, how many do you see:
Number Seen

Every day

Once a week or more

A few times a month
Once a month

Less than once a month
Missing

O b wrn -

53. 1Is there anything about this relationship (ie., with your
parent(s)) which you consider a problem or causes you concern?
Elaborate.

(IF YES) How serious a problem is this?

Very serious
Somewhat serious
Not very serious
Missing

O wN -



FAMILY AND FRIENDS SECTION (cont'd)

54. Roughly speaking, about how many other living relatives in
total do you have? Include aunts, uncles, cousins, nieces,
nephews, grandchildren, great—grandchildren, second cousins,
in-laws, who live outside the household. (RECORD NUMBER
DIRECTLY.)

(IF NO OTHER RELATIVES, GO TO Q. #58)

55. How close or far away is the nearest one?

Within walking distance

Not within walking distance but same city
Less than a day's journey away (by car, bus)
A day's journey away

More than a day's journey away

Missing

OonbdwWwNH

56. Of your other living relatives outside the household, how many
do you see:

Number Seen

Every day

Once a week or more

A few times a month
Once a month

Less than once a month
Missing

Ooubh Wi -

57. 1Is there anything about your relationship(s) with these other
relatives which you consider a problem or causes you concern?
Elaborate.

(IF YES) How serious a problem is this?

Very serious
Somewhat serious
Not very serious
Missing

O W+
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FAMILY AND FRIENDS SECTION (cont'd)

58. Other than relatives, how many people outside the household do
you consider close friends? That is, how many of your friends
do you feel close to, confide in, etc.?

(RECORD NUMBER DIRECTLY)

(IF NO FRIENDS, GO TO Q. #62)

59. How close or far away is the nearest one?

o h W

60. Of your

O b wN -

Same building

Within walking distance

Not within walking distance but in same city
Less than a day's journey away (by car, bus)
A day's journey away

More than a day's journey away

Missing

friends outside the household, how many do you see:

Number Seen

Every day

Once a week or more

A few times a month
Once a month

Less than once a month
Missing

61l. Is there anything about your relationships with friends which
you consider a problem or causes you concern? Elaborate.

(IF YES)

O wH

How serious a problem is this?

Very serious
Scmewhat serious
Not very serious
Missing
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FAMILY AND FRIENDS SECTION (cont'd)

62. NEIGHBOURS: Other than relatives or friends, how many people

do you consider neighbours?
(CODE DIRECTLY)

(IF NO NEIGHBOURS, GO 10 Q. #66)
63. How close or far away is the nearest one?

Same building

Within walking distance

Not within walking distance but in same city
Less than a day's journey away (by car, bus)
A day's Journey away

More than a day's journey away

Missing

WoaounmbhwiH

64. Of your neighbours, how many do you see:
Number Seen

Every day

Once a week or more

A few times a month
Once a month

Less than once a month
Missing

O b wN -

65. 1Is there anything about your relationships with your neighbours
which you consider a problem or causes you concern? Elaborate.

(IF YES) How serious a problem is this?

Very serious
Somewhat serious
Not very serious
Missing

O wN -

66. Thinking about people you see for a specific purpose (SUCH AS
STOREKEEPERS, BUS DRIVERS, WAITERS, SALES PEOPLE, MAILMAN,
BANKER, MEALS-ON-WHEELS, VOLUNTEERS, HOMEMAKER, ETC.) about
how many would you say you see fairly regularly in a week?

(TRY TO PIN THE RESPONDENT DOWN TO A NUMBER EVEN IF ONLY
APPROXIMATE. )
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EPH SECTION -

(ASK OF EPH RESIDENTS ONLY. OTHERS GO TO Q. #70)

67. 1Is there anyone who represents management, such as a "caretaker"
or "manager", available to you? How many such persons are there?

Number
1 Manager
2  Caretaker
3 Other (SPECIFY)
9 Missing
68. Of these people, how many do you see:
Number Seen

Every day

Once a week or more

A few times a month
Once a month

[ess than once a month
Missing

O U WN -

©9. Are there any ways in which you would like to see your dealings
with this person(s) improved? Please elaborate.

(IF SO) How serious a problem is this?

Very serious
Somewhat serious
Not very serious
Missing '

O w N+
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ASSISTANCE SECTION

70. People sometimes have one or more individuals they can count
on for help (care or assistance) in time of need (whether
actually ever received or not). Can you think of someone who
serves such a purpose in your life? If yes, how many such
persons? (DO NOT INCLUDE FORMAL SERVICE PROVIDERS SUCH AS
SOCIAL WORKERS, NURSES, ETC.) '

(RECORD ACTUAL NUMBER)

(IF NO CAREGIVERS, GO TO Q. $#78)

71. Thinking now of the main such person, what is this person's
relation to you?

Ol  Spouse

02 Daughter

03 Son

04 Brother

05 Sister

06 Mother

o7 Father

08 Friend

09 Neighbour

10 Other (SPECIFY )

99 Missing

72. Is this person male or female?
1 Male

2 Female
9 Missing

73. How old is this person?

- 74. How close or far away does this person live?

Same household

Same building

Within walking distance

Not within walking distance

Less than a day's journey away (by car, bus)
A day's journey away

More than a day's journey away

Missing '

OO D WN



ASSISTANCE SECTION (cont'd)
75.- How long have you known this person? (IN YEARS)

76. Of all the people in your life, how close would you say you
are to this person?

Closer to this person than any other
Only 1 or 2 other people I am closer to
Only 3 or 4 other people I am closer to
5 or 6 other people I am closer to
Quite a few other people I am closer to
Missing

O b WwhN -

77. 1If this (these) person(s) were not available, is there anyone
else you could turn to? If yes, who would that be?

PRIORITIES SECTION

78. We would like to know what kinds of things are important to you. Using
the following scale for each:

Very unimportant

Unimportant

Neither important or unimportant
Important

Very important

Missing

woulbhwN

Could you tell me how important or desirable it is for you:
a) To receive regular visits from your friends or relatives?

b) To be able to decide on your own what your daily activites
will be?

c) To receive attention and recognition from those around you?



- 26 -

PRIORITIES SECTION (cont'd)

79.

d)

e).

£)

g)
h)

To know that someone (either family, friend or staff/
professional) is close by who you can call on in the case
of an emergency? ‘

To live in a secure residence, one where you feel safe
from burglaries or other unwanted intrusions?

To be able to receive medical care when you need it?
To be able to find privacy from others?

To be aware of and involved in what is going on in the
community?

Now, using the following scale:

In

a)

b)

c)

d)

e)
£f)
q)

h)

Never
Rarely
Sometimes
Usually
Always
Missing

O Uk Wi

terms of your actual life, how often would you say that:
Your friends or relatives come and visit when you want
them to?

You yourself decide what your daily activities are going
to bez

You can request and receive attention from those around.
you?

Someone is close by who you can call on in the case of an
emergency?

You consider your residence to be secure?
Medical care is available when you need it?
You can give yourself privacy when you want it?

You are able to be aware of and involved in the community?
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HEALTH STATUS SECTION

Now, I'd like to spend a bit of time talking'about your health.

8l.

-80. For your age, would you say, in general your health is:

Excellent (never prevents activities)

Good for your age (rarely prevents activities)

Fair for your age (occasionally prevents activities)
Poor for your age (very often prevents activities)

Bad for your age (health troubles of infirmity all the
time - prevents most activities, or requires confinement
to bed)

9 Missing

5 IR

Now I have a list of health problems that people often have.
I'll read them and you tell me if you have had any of them
within the last year or otherwise still have after effects
from having had them earlier.

(CODE: 1 - NO, 2 - YES, 9 - MISSING)

a) Heart and circulation problems (HARDENING OF THE ARTERIES,
LOW OR HIGH BLOOD PRESSURE, HEART TROUBLES, ANAEMIA,
THROMBOSIS CR OTHER BLCOD DISEASES)

b) Have had stroke

¢) Arthritis or rheumatism (BURSITIS, GOUT, JOINTS, BACK,
ORTHOPAEDIC CONDITIONS)

d) Palsy (PARKINSON'S DISEASE)

e) Eye trouble not relieved by glasses (CATARACTS, GLAUCOMA)

f) Ear trouble (HEARING LOSS)
g) Dental problems (TEETH NEED CARE, DENTURES DON'T FIT)

h) Respiratory or chest problems (ASTHMA, EMPHYSEMA, T.B.,
BREATHING PROBLEMS)

i) Digestive/stomach problems (INCLUDING LOWER GASTRO-INTESTINAL
PROBLEMS)

j) Kidney trouble (INCLUDING BLADDER TROUBLES)

k) Diabetes or other glandular problems (THYROID, PROSTATE, GOITER)



HEALTH

82.

83.

84.

1)

m)

n)
o)

p)

q)
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STATUS SECTION (cont'd)

Foot trouble

Nerve trouble (INCLUDING ALL MENTAL ILLNESS OR EMOTIONAL
PROBLEMS)

Skin problems
Nervous system problems (EPILEPSY, SPINAL CONDITIONS)

Cancer/Tumor (NOTE: ENSURE THIS HAS NOT ALSO BEEN
SPECIFIED ELSEWHERE)

Other (SPECIFY) (INCLUDING AMPUTATIONS)

About how many days have you spent in a hospital during the
last twelve months?
(CODE NUMBER OF DAYS DIRECTLY)

About how many days during the past twelve months have you been
sick in bed at home all or most of the day?
(CODE NUMBER OF DAYS DIRECTLY)

Last week or the week before, did you change or cut down on the
usual things you do because of a sickness or injury, or other
condition or problem with your health?

a)

b)

Usual work

1 No
2 Yes
9 Missing

Usual housekeeping

1 MNo
2 Yes
9 Missing



- 29 -

HEALTH STATUS SECTION (cont'd)

c) Usual social activities

1 No
2 VYes
9 Missing

d) Usual other activities

1 No
2 Yes
9 Missing

85. In general, how satisfied are you with your 1life?

Very dissatisfied

Dissatisfied :

Neither satisfied nor dissatisfied
Satisfied

Very satisfied

Missing

W unnd W
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HEALTH STATUS SECTION (cont'd)
' 86. ACTIVITIES OF DAILY LIVING

Now I have some questions- about your ability to carry on different
activities. I am interested in your capability, not whether or not you
actually do them.

. INTERVIEWER:

The items concerning activities of daily 1living are divided into two
groups. The first series of items reflects the client's capacity.. for
performance of tasks needed to maintain independent household living such
as caring for the home, shopping, and telephoning. The second series of
items concerns the client's capacity to care for personal physical needs
such as bathing and dressing.

Rate the client on his/her functional ability to perform the task within
the current living arrangement. Consider the client strengths when
appropriate. Be sure to note the client's ability to perform the task
rather than his/her tendency to, in fact, do the task.

(Missing value - 9)

a) Can you use the telephone?

1 Yes, without help (including looking up numbers)

2 Yes, can dial if number is available, no phone, but
client has easy access to phone and has memorized
or has easy access to important numbers

3 Only answers phone, uses phone only with help,
cannot read

4 Can't use phone at all

9 Missing

(If the client cannot look up numbers because of illiteracy
only, score the client as 1.
If 2, 3, 4 above, who (if anyone) helps?
Relation

Age
Sex
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HEALTH STATUS SECTION (cont'd)

b) Are you able to shop for groceries?

c)

1 Yes, without help; able to go to the stores alone,
able to carry purchases home with or without a car

2 Yes, but need some help usually, can do regular
shopping alone but may need assistance with carrying,
transportation, or delivery to home

3 Always need help, can shop, but cannot go alone, has
no transportation or cannot carry purchases

4 Cannot shop at all

9 Missing

(Shopping is defined as purchasing items for personal needs
such as food, clothing, and medicine. Shopping does not have
to include exceptional items, such as furniture. Shopping
includes the actual purchasing and related activities such as
the ability to use transportation facilities and carrying
purchases.)

If 2, 3, 4 above, who (if anyone) helps?

Relation
Age
Sex

NOTE TO INTERVIEWER: Relatives can be counted as resources

for items ¢ and d if, in the client's judgement, the
resource is reliable and performs the task regularly.

Are you able to shop for regular clothing?

1 Yes, without help; able to go to the stores alone,
able to carry purchases home with or without a car

2 Yes, but need some help usually, can do regular
shopping alone but may need assistance with carrying,
transportation, or delivery to home

3 Always need help, can shop, but cannot go alone, has
no transportation or cannot carry purchases

4  Cannot shop at all

9 Missing

If 2, 3, 4 above, who (if anyone) helps?
Relation

Age
Sex
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HEALTH STATUS SECTION (cont'd)

d)

e)

Can you prepare your own meals? Do you have difficulty

1

2

3

4
9

. preparing your own meals?

Yes, plan and cook; can plan and prepare nutritional
meals as needed for daily living

Can prepare simple things; could use help but can
prepare simple, cooked meals

Only with help; unable to prepare simple meals; cannot
cook, although may heat water on stove

Completely unable to prepare meals

Missing

{Determine if the client can prepare a nutritious, hot meal,
whether or not they have the facilities to do so. Do not
score a client as lacking independence without sufficient
evidence of real impairment.)

If 2, 3, 4 above, who (if anyone) helps?

Relation
Age
Sex

you do household tasks, chores?

Yes, without help; able to perform all necessary tasks,
including heavy chores such as vacuuming, changing bedding
Able to perform all necessary tasks except heavy chores
such as vacuuming, changing bedding, laundry

Able to perform only light housekeeping tasks such as
dusting, some dishes, pulling covers up on bed

Cannot do housekeeping

Missing

If 2, 3, 4 above, who (if anyone) helps?

Relation
Age
Sex
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HEALTH STATUS SECTION (cont'd)

£)

g)

- Can you dress and undress yourself?

1l Yes, without any help -
2

May experience difficulty or pain; can button or zipper
when necessary; assistance would make task easier

3 Can dress only with help; always needs help with

buttons, zippers, fastenings, shoes; does not wear
underclothing due to difficulty in dressing

4  Completely unable to dress and undress

9 Missing

(Watch for client who could dress with help, but has no help.
available; or the client who dresses only in robes or smocks
which have no fastening. The entry reflects only the client's
capability.)

If 2, 3, 4 above, who (if anyone) helps?
Relation

Age
Sex

Do you need help eating?

-

No help needed

2 Minimal help required; can feed self using silverware,
pick up glass; occasional spills, pain or shaking; may
need help cutting food but can bring to mouth

3 Great deal of help required; can feed self but has
difficulty using silverware; liquids or soups need
special attention; can eat finger foods only

4 Completely dependent (tubes, I.V., hand fed)

9 Missing

(Also note here if a client uses dentures. If the client has
dentures available, but does not use them in eating, score the
client without them.)

If 2, 3, 4 above, who (if anyone) helps?

Relation
Age
Sex




HEALTH STATUS SECTION (cont'd)

h)

i)

Can you take a bath or shower?

1

2

Yes, no help required; client can physically bathe and
can wash his/her hair

Client can bathe; may need help preparing bath, may need
help getting out of tub (grab bars may be needed):
shampooing is difficult, bathing may be painful; assis-
tance would be beneficial but not absolutely necessary
Always needs special equipment or assistance:; can
physically bathe, but cannot get in and out of tub alone
Completely unable to bath self

Missing

If 2, 3, 4 above, who (if anyone) helps?

Relation
Age
Sex

Do you need help walking OR are you able to?

1

O b W

No help required; can climb up and down stairs; able to
manage on own both inside and outside

Some help with steep steps

Always need help but can walk with help

Cannot walk even with help

Missing

(If the client employs a walker or cane, etc., score the
client with them.)

If 2, 3, 4 above, who (if anyone) helps?

Relation
Age
Sex
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HEALTH STATUS SECTION (éont'd)

j) Do you need assistance with using the toilet?

No help required, fully continent

Some difficulty but can do it on own
Only with help, occasional accidents
Completely unable, totally incontinent
Missing

Ok WwN -

If 3, 4 above, who (if anyone) helps?

Relation
Age
Sex

CAREGIVER SECTION

87.

Earlier, we spoke about the main person who helps out in time of need.
Now, I would like to ask about particular types of assistance. I have a
list. As I read it to you, could you tell me whether of not this person
or anyone else (such as family or friends) is providing such assistance,
whether or not this is done on a regular basis, for how long and how
often they provide it?

(INTERVIEWER: DO NOT INCLUDE ASSISTANCE PROVIDED BY A FORMAL SERVICE
SUCH AS HOME CARE, ETC.)



CAREGIVER SECTION (cont'd)

BASIC ADL

walking, transfers
getting about the house
dressing

feeding, eating
washing/bathing/grooming
using toilet

going out of doors in good weather
going out of doors in any weather

INSTRUMENTAL ADL

housekeeping

household maintenance
transportation

meal preparation

grocery shopping

personal business affairs

OTHER

using the radio/television
using the telephone

cutting toenails

taking medication/treatment
nursing care

financial information/guidance
reading, writing

emotional support

keeping an eye on things
emergencies/crises

other (SPECIFY

- 36 -

(a) (b)

Assists? Is This Belp
no help Regular or
primary Sporadic?
caregiver

other 1 - regular
informal 2 - sporadic
caregivers

(c)

About How
Long Have
Received
Assistance

1. < 1 mo.
2. 1-6 mos.
3. 7-12 mos.
4. > 1 year
9. Missing

(d)
How Often
Receive
Assistance
(code:
hrs/week)
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MSQ AND SET TEST SECTION

Now I have some questions which relate to memory. There are not many of them.
We are interested in asking you these questions because doctors and other
clinicians frequently use them for assessing their patients. Yet we do not
know how normal older persons respond to these questions. Without such
information from people such as yourself, clinicians have difficulty
identifying those with problems.

88. Memory and Orientation

a) What is your full name?
(Correct forename and surname)

b) What is your address? (Correct
street address and municipality)

c) What year is this? (Correct year)
d) What month is this? (Correct month)

e) What day of the week is this?
(Correct day of week, not date)

f) How old are you? (Correct age,
verified from date of birth)

g) What is the name of the Prime Minister
of Canada?

h) Wwhen did the first World War start?
(1914)

1) Remember these three items. I will ask
you to recall them in a few minutes ...
bed, chair, window (have subject repeat
items correctly before proceeding)

j) Count backwards from 20 to 1. (If
necessary, like this, 20, 19 and so on.)

k) Repeat the three items I asked you to
remember.



SERVICE UTILIZATION SECTION

89.

The Manitoba government provides a service known as Home Care
to individuals who need assistance in caring for themselves in-
their own homes when family and/or friends cannot provide the
type or amount of care required. Examples of these services
include nursing, therapy, social work, homemaking and arrange-
ments of volunteer services. Are you currently using any
services from home care or any other formal organization?

1 no
2 yes, currently and/or in past 6 months
9 missing

IF YES, CURRENTLY (UP TO AND INCLUDING THE PAST 6 MONTHS).

What services such as homemakers, bath help, meal preparation,
and so on, do you receive?

Do you receive:
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Service
Received?

1l - No
2 - Yes

Frequency of
Service

(record # of
visits/week)

Hours of
Service

(record #
hrs/visit)

Location of
Service

1 - On-Site (in
home/bldg.)

2 - 0ff Site (out
of home/bldg.)

Organization
Providing
Service

(i.e. home care,
EPH, other
(SPECIFY)

1)

2)
3)

4)

5)
6)
7)
8)

9)

10)

11)
12)

13)

14)

15)

16)

Visits from nurse
(including V.0.N.)

Exercises/physiotherapy

“Bath help/shampoo

Medication supervised by
health care professional

OT/PT Services

Foot Caré

Visit by Orderly
Equipment

Visit by Social Worker

Homemaker/household tasks

‘Homemaker/personal care

Meal preparation
Meals-on-wheels

Companion/somecne to
come stay with you

- Regular "drop in"

visitors/daily hello

Adult Day Care
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Service
Received?

1 - No
2 - Yes

Frequency of
Service

(record # of
visits/week)

Hours of
Service

(record #
hrs/visit)

Location of
Service

1 - On-Site (in

home/bldg.)

2 - 0ff-Site (out

of home/bldg.)

Organization
Providing
Service

(ie. home care,
EPH, other
(SPECIFY)

17. Social relief (family
relief or respite)

18. Other (SPECIFY)

WHAT ABOUT THE FOLLOWING?:

19. Transportation

20. Home handyman (eg.
yardwork)

21. Housing counselling (eg.
Tenants' Association)

22. Care planning (helping to
plan for your care)

23. Entertainment/recreation

24. Congregate meals

25.

Shopping facilities (store,
commissary)
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SERVICE UTILIZATION SECTION (cont'd)

and where?

90. Have you used any of the following in the past six (6) months? 1If so, how often
Service Used? Frequency of Location of Organization Cost
Use Service Providing
1 - No (record # of 1 -~ On-Site Service (Leave
2 - Yes visits/month) 2 - Off-Site (if any) Blank)
1. Emergency clinic

2. Day hospital

3. Dentist

4. Chiropractor

5. OT/PT

6. Chiropodist/Podiatrist
(foot care)

7. Pharmacist

8. Optician

9. Nutritionist

10. Public health nurse (not
the nurse from home care)

11. Minister/Priest/Rabbi or
church visitor

12. Psychologist

13. Senior Centre

14, Fitness Program

15. Community health clinic

16. Lawyer

17. Other (SPECIFY)
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SERVICE UTILIZATION SECTION (cont'd)

91. Are there any services which:

a) You could use but don't currently receive? (SPECIFY)

b) You currently receive but could use more of? (SPECIFY)

92. Knowing that services are seldom delivered perfectly, do you
have any suggestions for improvement? Elaborate.

93. Overall, how satisfied are you with the services available to
you?

Very dissatisfied

Somewhat dissatisfied

Neither satisfied nor dissatisfied
Somewhat satisfied

Very satisfied

Missing

OubhwN -

*** CONSENT FORM ***




- (INTERVIEWER: Thank respondent for his/her assistance. Record time.)

THAT CONCLUDES THE iNTERVIEW. I BAVE ENJOYED TALKING WITH YOU AND WOULD LIKE
TO THANK YOU FOR TAKING TIME TO PARTiCIPATE IN THE STUDY. WITHOUT YOUR CO-
OPERATION AND ASSISTANCE, IT WOULD NOT BE POSSIBLE. THE STUDY RESULTS WILL BE
AVAILABLE IN ABOUT ONE YEAR. IF YCOU ARE INTERESTED IN THE RESULTS, YOU CAN
CALL AT THAT TIME EITHER DR. NEENA CHAPPELL OR DR. JOHN HORNE AT THE NUMBERS

LISTED ON YOUR LETTER. THANKS AGAIN.

INTERVIEWER JUDGEMENT/COMMENTS OF INTERVIEW.
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APPENDIX B

UNIT COSTS AND FUNCTIONS FOR VARIOUS
CLASSIFICATIONS OF "DIRECT SERVICE STAFF",
OFFICE OF CONTINUING CARE, 1986 '

Staff Category

Unit Cost Function

Registered Nurse (R.N.) $11.95/hr Professional Nursing
Services

Home Care Coordinator/ $11.95/hr Professional Nursing
Direct Nursing Care (D.N.C.) Services
Victoria Order of Nurses $23.00/hr Professional Nursing
(V.O.N.) Services
Licenced Practical Nurse $ 9.63/hr Direct Nursing tasks
(L.P.N.) allowed by legislation
Community Therapy Services Professional

(PT/OT)

Direct Orderly Service

Homemaker I/II
(reclassified as

Home Support Worker [H.S.W.]

effective, Oct. 1,1985)

Homemaker III/IV
(reclassified as

Home Care Attendent [H.C.A.]

effective, Oct. 1,1985)

$28.80/visit
$ 8.01/visit

$ 5.78/hr

$ 6.61/hr

physiotherapy & occupa-
tional therapy services

Auxilliary health
services and personal
care

ADL assistance and
household maintenance,
laundry, meal
preparation

Personal Care and ADL
assistance, household
maintenance
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APPENDIX C

'TABLE Cla: AVERAGE TOTAL HOMECARE COST ($) PER RESIDENT
BY RESIDENCE AND REGION2

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

REGION
RESIDENCE

WPG NWPG TOTAL

COMM 529.55 174.81 352.18
: (221.51) (87.84) (154.67)
EPH (NS) 106.91 400.64 253.77
(35.91) (151.81) (93.86)

EPH(S) 215.13 285.49 250.31
(92.19) (118.37) (105.28)

MLC 129.83 735.88 432.85
(51.76) (286.60) (169.18)

TOTAL 245.35 .~ 399.21 322.28
(100.34) (161.16) (130.75)



TABLE Clb:

REGION
RESIDENCE'
: WPG NWPG TOTAL
COMM 4412.89 1456.78 2934.83
(2076.62) (941.14) (1546.73)
EPH (NS) 1344.58 1189.56 1251.57
(224.42) (708.31) (500.93)
EPH(S) 668.17 1577.05 1225.23
(576.17) (591.87) (584.89)
MIC 1217.12 2508.68 | 2164.27
(485.25) (1023.57) (875.07)
TOTAL 1795.27 1759.97 1773.25
(752.55) (818.54) (791.88)
TABLE Clc: MEDIAN TOTAL HOMECARE COST ($) PER USER
BY RESIDENCE AND REGIONZ
REGION
RESIDENCEY
WPG NWPG TOTAL
CoMM 1541.00 636.00 1135.50
(810.00) (1051.00) (1048.00)
EPH (NS) 493.50 501.00 493.50
(158.50) (340.00) (227.00)
EPH(S) 1073.50 561.50 738.00
(467.00) (378.00) (382.00)
MI.C 769.00 722.50 722.50
(254.50) (300.00) (300.00)
TOTAL 831.00 630.00 650.50
(300.00) (359.50) (309.50)

AVERAGE TOTAL HOMECARE COST ($) PER USER

BY RESIDENCE AND REGION?2

@ Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

+ Significant differences across this effect found at 0.05
level based on data for six month period based on 2-way
ANOVA; this effect was not significant in multivariate
regression model after adjustment for (I)ADL and "Risk".



TABLE C2a: AVERAGE TOTAL HOMECARE HOURS PER RESIDENT
BY RESIDENCE AND REGION2

REGION
RESIDENCE :
WPG NWPG TOTAL
COMM 73.97 28.19 51.08
(31.89) (13.20) (22.55)
EPH (NS) 14.32 58.36 36.34
(4.60) (22.28) (13.44)
EPH(S) 29.47 46.61 38.04
(13.33) (19.36) (16.35)
MLC 17.09 132.92 75.01
(7.55) (52.59) (30.07)
TOTAL 33.71 66.52 50.12
(14.34) (26.86) (20.60)

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.



TABLE C2b:

AVERAGE TOTAL HOMECARE HOURS PER USER

BY RESIDENCE AND REGIONZ

REGION
RESIDENCE'
: WPG NWPG TOTAL
COMM 616.44 234.89 425.67
(299.00) (141.43) (225.47)
EPH (NS) 89.50 230.37 175.84
(28.75) (104.44) (72.00)
EPH(S) 184.17 194.22 190.20
(83.33) (96.80) (90.81)
MLC 160.25 453.14 375.03
(70.75) (187.81) (155.52)
TOTAL 246.68 293.47 275.87
(107.57) (136.56) (124.85)
TABLE C2c: MEDIAN TOTAL HOMECARE HOURS PER USER
BY RESIDENCE AND REGION2
REGION
RESIDENCET
WPG NWPG TOTAL
COMM 249.0 110.0 193.0
(177.5) (182.0) (182.0)
EPH (NS) 85.5 87.0 87.0
(26.0) (63.0) (36.5)
EPH(S) 147.0 78.5 108.5
(62.5) (61.0) (61.0)
MLC 119.5 125.0 125.0
(44.0) (49.0) (49.0)
TOTAL 109.0 100.0 108.0
(42.0) (59.0) (52.0)

a Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

+ Significant differences across this effect found at 0.05
level based on data for six month period based on 2-way
ANOVA; this effect was not significant in multivariate
regression model after adjustment for (I)ADL and "Risk".



TABLE C3a: AVERAGE HOMEMAKER COST {$) PER RESIDENT
BY RESIDENCE AND REGION |

REGION

RESIDENCE

: WPG NWPG TOTAL

COMM 274.45 157.05 215.75
(118.71) (70.24) (94.47)

EPH (NS) 64.69 - 286.29 175.49
(22.72) (112.05) (67.39)

EPH(S) 142.04 215.23 178.63
(62.37) (92.53) (77.45)

MLC 71.44 356.23 213.83
(26.31) (144.85) (85.58)

TOTAL 138.16 253.70 195.93
(57.53) (104.92) (81.22)

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.



TABLE C4a:

RESIDENCE
COMM
EPH(NS)
EPH(S)
MLC

TOTAL

2 Unbracketted figures calculated from eighteen month data:
bracketted figures calculated from six month data.

AVERAGE HOMEMAKER HOURS PER RESIDENT

BY RESIDENCE AND REGIONZ

REGION
WPG

47.68
(21.21)

11.19
(3.93)

24.40
(10.80)

12.35
(4.55)

23.90
(10.12)

NWPG

26.63
(11.65)

49.27
(19.23)

36.00

© (15.21)

58.19
(23.59)

42.52
(17.42)

TOTAL

37.15
(16.43)

30.23
(11.58)

30.20
(13.01)

35.27
(14.07)

33.21
(13.77)



TABLE C3b:

RESIDENCE
COMM
EPH(NS)
EPH(S)
MLC

TOTAL

TABLE C3c:

RESTIDENCE
coMM

EPH (NS)
EPH(S)
MLC

TOTAL

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

AVERAGE HOMEMAKER COST
BY RESIDENCE AND REGION

REGION
WPG

2940.57
(1271.86)

441.09
(170.40)

887.75
(425.27)

765.43
(281.86)

1120.19
(493.09)

MEDIAN HOMEMAKER COST (
BY RESIDENCE AND REGION

REGION -

WPG

1403.00
(434.00)

450.00
(158.50)

692.50

(300.00)

600.00
(300.00)

554.00
(227.00)

‘NWPG

1308.78
(752.57)

1431.47
(600.29)

1008.87
(462.67)

1272.24
(543.20)

1247.70
(562.07)

NWPG

636.00
(677.00)

586.00
(300.00)

449.00
(238.00)

510.00
(170.00)

520.00
(282.50)

é$) PER USER

TOTAL

2022.69
(1012.21)

1012.46
(421.17)

956.96
(446.85)

1145.54
(475.44)

1199.56
(535.54)

g) PER USER

TOTAL

1066.50
(587.00)

531.50
(229.50)

526.00
(269.00)

722.50
(209.00)

534.50
(259.00)



TABLE C4b: AVERAGE HOMEMAKER HOURS PER USER
BY RESIDENCE AND REGIONZ

REGION
RESIDENCE
WPG NWPG TOTAL
COMM 510.86 221.89 348.31
(227.29) (124.86) (176.07)
EPH(NS) 76.27 246.33 174.38
(29.50) (103.00) (72.38)
EPH (S) 152.50 168.75 161.79
(73.64) (76.07) (75.04)
MLC 132.29 | 207.81 188.93
(48.71) (88.45) (78.15)
TOTAL 193.81 209.11 203.34
(86.77) (93.32) (90.80)

TABLE C4c: MEDIAN HOMEMAKER HOURS PER USER
BY RESIDENCE AND REGIONZ

REGION

RESIDENCE
WPG NWPG TOTAL

COMM 243.0 110.0 173.5
(75.0) (117.0) (101.5)

EPH (NS) 78.0 93.0 92.0
(27.5) (52.0) (39.5)

EPH(S) 120.0 76.5 86.0
(52.0) (41.0) (46.5)

MLC 104.0 79.0 79.0
(52.0) (26.0) (36.0)

TOTAL 96.0 87.0 92.0
(39.0) (49.0) (41.0)

@ Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.



TABLE C5a: AVERAGE NURSE COST ($) PER RESIDENT
: BY RESIDENCE AND REGION2

REGION

' RESIDENCE '
WPG "~ NWPG TOTAL
COMM 31.00 3.27 17.13
(14.96) (3.11) (9.03)
EPH (NS) 35.05 106.13 70.59
(13.03) (36.21) (24.62)
EPH(S) 71.64 43.07 57.35
(29.59) (15.20) (22.39)
MLC 30.97 250.91 140.94
(2.45) (94.29) (48.37)
TOTAL 42.17 100.84 71.50
(15.01) (37.20) (26.10)

2 Unbracketted figures calculated from eighteen month data’;
bracketted figures calculated from six month data.



 TABLE CS5b:

AVERAGE NURSE COST ($) PER USER

BY RESIDENCE AND REGION?

REGION
RESIDENCE*
: WPG NWPG TOTAL
COMM 465.00 81.67 321.25
(280.50) - (116.50 (225.83)
EPH(NS) 657.25 663.33 661.81
(325.67) (301.78) (307.75)
EPH(S) 671.62. 807.50 716.92
(317.00) (380.00) (335.90)
MLC 464.60 2688.29 1761.75
(184.00) (1010.29) (907.00)
TOTAL 575.00 1163.58 893.81
(300.13) (531.48) (435.08)
TABLE C5c: MEDIAN NURSE COST ($) PER USER
BY RESIDENCE AND REGION2
REGION
RESIDENCE
WPG NWPG TOTAL
COMM 357.00 29.00 171.00
(204.50) (116.50) (171.00)
EPH (NS) 666.00 144.00 362.00
(307.00) (72.00) (189.50)
EPH (S) 603.50 180.00 515.00
(276.00) (144.00) (264.00)
MLC 184.00 1824.00 757.00
(184.00) (588.00) (486.00)
TOTAL 516.00 208.50 431.50
(271.00) (213.00) (261.50)

@ Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

* Significant differences across this effect found at 0.05
level based on data for eighteen month period.



TABLE C6a: AVERAGE NURSE HOURS PER RESIDENT
BY RESIDENCE AND REGION2

REGIONT
RESIDENCE
WPG NWPG TOTAL
COMM 2.07 0.25 1.16
(0.87) (0.24) (0.55)
EPH (NS) 2.25 8.88 5.57
(0.67) (3.04) (1.85)
EPH(S) 4.76 3,61 4.19
(2.45) (1.27) (1.86)
MLC 1.49 23.91 2.07
(0.11) (8.89) (4.50)
TOTAL 2.64 9.16 5.90
(1.02) (3.36) (2.19)

@ Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

+ Significant differences across this effect found at 0.05
level based on data for six month period.



TABLE C6b:

AVERAGE NURSE HOURS PER USER

BY RESIDENCE AND REGIONZ

REGION*
RESIDENCE#*
: WPG NWPG TOTAL
COMM 31.00 6.33 21.75
(16.25) (9.00) (13.83)
EPH(NS) 42.25 55.50 52.19
(16.67) (25.33) (23.17)
EPH(S) 44.63 67.75 52.33
(26.29) (31.67) (27.90)
MLC 22.40 256.14 158.75
(8.00) (95.29) (84.38)
TOTAL 36.05 105.73 73.79
(20.47) (48.00) (36.53)
TABLE C6c: MEDIAN NURSE HOURS PER USER
BY RESIDENCE AND REGIONZ
REGION
RESIDENCE
WPG NWPG TOTAL
COMM 28.0 1.0 11.5
(17.0) (9.0) (11.5)
EPH (NS) 41.5 12.0 27.0
(18.0) (6.0) (12.0)
EPH(S) 49.0 15.0 33.0
(25.0) (12.0) (25.0)
MLC 19.0 152.0 40.0
(8.0) (49.0) (40.5)
TOTAL 35.0 17.5 25.0
' (25.0) (22.0) (23.5)

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

* Significant differences across this effect found at 0.05
level based on data for eighteen month period.



TABLE C7a: AVERAGE LENGTH OF HOSPITAL STAY PER RESIDENT
BY RESIDENCE AND REGIONZ®

REGIONT
RESIDENCE
WPG NWPG TOTAL
COMM 3.85 3.00 3.42
(1.13) (2.28) (1.71)
EPH(NS) 1.69 3.42 2.55
(0.15) (1.75) (0.95)
EPH(S) 2.51 3.68 3.11
(0.68) (1.94) (1.33)
MLC 1.72 4.61 3.17
(0.52) (1.54) (1.03)
TOTAL 2.45 3.65 3.06
(0.62) (1.89) (1.26)

@ Unbracketted figures calcﬁlated from eighteen month data;
bracketted figures calculated from six month data.

+ Significant differences across this effect found at 0.05
level based on data for six month period.



TABLE C7b: AVERAGE LENGTH OF HOSPITAL STAY PER 'USER
BY RESIDENCE AND REGION2

REGION
RESIDENCE

WPG NWPG TOTAL
COMM 22.42 9.90 14.35
- : (12.08) (16.70) (14.86)
EPH (NS) 11.47 9.31 9.93
(5.00) (8.51) (8.07)
EPH(S) 10.20 10.19 10.19
T (6.71) (9.33) (8.50)
MLC 8.62 , 11.51 10.55
(5.25) (9.22) (7.73)
TOTAL 12.76 10.23 11.11
(7.67) (10.45) (9.60)

TABLE C7c: MEDIAN LENGTH OF HOSPITAL STAY PER USER
BY RESIDENCE AND REGIONZ

REGION
RESIDENCE
WPG NWPG TOTAL
COMM 10.0 5.5 7.0
(10.5) (10.0) (10.0)
EPH (NS) 7.0 5.0 6.0
(5.0) (5.5) (5.5)
EPH(S) 6.0 7.5 7.0
(4.0) (7.0) (6.5)
MLC ‘ 4.5 7.5 6.8
(3.0) (6.0) (5.8)
TOTAL 7.0 7.0 7.0
(5.5) (6.5) (6.0)

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.



TABLE C8a: AVERAGE NUMBER OF HOSPITAL ADMISSIONS PER
RESIDENT BY RESIDENCE AND REGION2

REGION™
RESIDENCE _

WPG NWPG TOTAL
COMM ©0.23 0.56 0.40

(0.13) (0.27) (0.20)
EPH (NS) 0.25 0.71 0.48
: (0.06) (0.25) (0.15)
EPH(S) 0.42 0.72 0.57

(0.14) (0.31) (0.23)
MLC 0.33 | 0.95 0.64

(0.13) (0.28) (0.21)
TOTAL 0.31 0.73 0.52

(0.11) .~ (0.28) (0.20)

@ Unbracketted figures calculated from eighteen month data:
bracketted figures calculated from six month data.

* gignificant differences across this effect found at 0.05
level based on data for six month period.



TABLE C8b: AVERAGE NUMBER OF HOSPITAL ADMISSIONS PER USER
BY RESIDENCE AND REGION2

REGION
RESIDENCE
WPG NWPG TOTAL
COMM 1.36 1.65 1.55
(1.33) (1.56) (1.47)
EPH (NS) 1.60 1.92 1.83
(1.00) (1.21) (1.19)
EPH(S) 171 1.85 1.79
7 (1.29) (1.13) (1.18)
MLC 1.58 A 2.33 2.08
(1.17) (1.60) (1.44)
TOTAL 1.58 1.95 1.82
(1.24) (1.33) (1.30)

TABLE C8c: MEDIAN NUMBER OF HOSPITAL ADMISSIONS PER USER
BY RESIDENCE AND REGION

REGION
RESIDENCE
WPG NWPG TOTAL
COMM 1.0 1.0 1.0
(1.0) (1.0) (1.0)
EPH(NS) 1.0 1.0 1.0
(1.0) (1.0) (1.0)
EPH(S) 1.0 1.0 1.0
(1.0) (1.0) (1.0)
MLC 1.0 2.0 1.5
(1.0) (1.0) (1.0)
TOTAL 1.0 1.0 1.0
(1.0) (1.0) (1.0)

@ Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.



TABLE C9a: AVERAGE NUMBER HOSPITAL DAYS PER RESIDENT
BY RESIDENCE AND REGIONZ

REGION'
RESIDENCE

WPG NWDG TOTAL
COMM _ 4.84 4.11 4.47

} (1.81) (2.83) (2.33)

EPH (NS) 2.29 6.49 4.39

(0.15) (2.00) (1.07)
EPH(S) 6.62 6.68 6.65

(1.13) (2.17) (1.66)
‘MLC 3.17 10.23 6.70

(0.62) (2.43) (1.52)
TOTAL 4.26 6.79 5.54

(0.92) (2.35) (1.64)

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

* significant differences across this effect found at 0.05
level based on data for six month period.



TABLE C9b: AVERAGE NUMBER OF HOSPITAL DAYS PER USER
BY RESIDENCE AND REGION?Z

REGION

RESIDENCE
WPG NWPG TOTAL
COMM 28.18 13.55 18.74
(19.33) (20.78) (20.20)
EPH (NS) 15.60 17.64 17.06
~ (5.00) (9.71) (9.13)
EPH(S) 26.88 18.50 21.81
(11.14) (10.40) (10.64)
MLC 15.83 25.58 22.33
(6.17) (14.60) (11.44)
TOTAL 22.26 19.02 20.14
(11.48) (13.02) (12.55)

TABLE C9c: MEDIAN NUMBER OF HOSPITAL DAYS PER USER
BY RESIDENCE AND REGIONZ

REGION
RESIDENCE
WPG NWPG TOTAL
COMM 11.0 7.5 10.0
(10.5) (14.0) (11.0)
EPH (NS) 10.5 9.0 9.0
(5.0) (7.0) (7.0)
EPH(S) 9.0 14.0 12.0
. (4.0) (7.0) (6.5)
MLC 6.0 19.0 13.0
(3.0) (9.5) (7.5)
TOTAL 9.5 11.0 11.0
(7.0) (8.5) (8.0)

2 Unbracketted figures calculated from eighteen month data:;
bracketted figures calculated from six month data.



TABLE Clo0a:

RESIDENCE
COMM

EPH (NS)
EPH(S)

MLC

TOTAL

TABLE Cl10b:

RESIDENCE
COMM

EPH (NS)
EPH(S)
MLC

TOTAL

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

REGION
WPG

361.16
(142.69)

542.93
(171.82)

517.29
(163.19)

508.83

(166.96)

483.74
(161.28)

.REGION
WPG

267.00
(72.00)

429.00
(130.00)

299.00
(106.00)

339.00
(93.00)

341.20
(97.95)

AVERAGE MEDICAL COST ($
BY RESIDENCE AND REGION

NWPG

350.34
(148.84)

391.19
(128.89)

498.25
(162.61)

535.35
(166.31)

442.55
(151.41)

NWPG

183.50
(48.50)

297.00
(71.50)

372.00
(94.50)

325.00
(75.50)

309.25
(67.98)

) PER RESIDENT

TOTAL

355.67
(145.81)

467.06
(150.35)

507.57
(162.89)

522.09
(166.63)

462.95
(156.29)

MEDIAN MEDICAL COST ($) _ PER RESIDENT
BY RESIDENCE AND REGIONZ

TOTAL

222.50
(57.45)

360.35
(103.50)

354.29
(100.75)

332.46
(85.33)

324.00
(86.00)



TABLE ClOc:

RESIDENCE*
COMM

EPH (NS)
EPH(S)

MLC

TOTAL

TABLE Clo0d:

RESIDENCE#*
COMM

EPH (NS)
EPH(S)

MLC

TOTAL

@ Unbracketted figures calculated from eighteen month data;

REGION
WPG

412.75
(190.25)

605.24
(204.97)

575.69
(194.13)

545.18
(196.42)

537.26
(196.70)

REGION
WPG

334.00
(107.00)

492.00
(149.00)

372.00
(127.00)

376.50
(106.00)

387.65
(130.73)

AVERAGE TOTAL MEDICAL COST -
BY RESIDENCE AND REGION2

NWPG

372.94
(175.42)

450.86
(151.11)

527.56
(180.12)

594.83
(191.89)

484.44
(174.35)

NWPG

196.50
(64.00)

357.00
(101.00)

391.50
(105.00)

392.50
(100.50)

354.24
(93.85)

($) PER USER

TOTAL

391.83
(182.27)

529.34
(177.81)

550.51
(186.73)

569.55
(194.14)

510.41
(185.10)

MEDIAN MEDICAL SERVICES COST ($) PER USER
BY RESIDENCE AND REGIONZ

TOTAL

295.93
(88.65)

429.13
(130.20)

384.55
(118.30)

385.25
(106.60)

366.50
(112.00)

bracketted figures calculated from six month data.

* Significant differences across this effect found at 0.05

level based on data for eighteen month period.



TABLE Clla: AVERAGE NUMBER OF MEDICAL SERVICES PER RESIDENT
4 BY RESIDENCE AND REGIONZ

REGION
RESIDENCE
WPG NWPG TOTAL
CcoMM 29.17 22.56 25.82
(12.19) (9.00) (10.57)
EPH(NS) 37.50 30.15 33.82
(12.35) (10.07) (11.21)
EPH(S) 38.96 29.97 34.37
(12.65) (11.42) (12.02)
MLC 31.08 31.10 31.09
(10.13) (10.27) (10.20)
TOTAL 34.37 28.43 31.37
(11.88) (10.21) (11.04)

TABLE Cllb: MEDIAN NUMBER OF TOTAL MEDICAL SERVICES PER
RESIDENT BY RESIDENCE AND REGIONZ

REGION
RESIDENCE
WPG NWPG TOTAL
COMM 22.0 16.0 18.5
(6.0) (3.5) (5.0)
EPH (NS) 35.0 23.5 31.0
(11.0) (6.0) (8.0)
EPH(S) 27.0 22.5 24.0
(7.0) (7.0) (7.0)
MLC 25.0 21.5 24.0
(8.5) (5.0) (6.5)
TOTAL 27.0 20.5 24.0
(8.0) (5.0) (7.0)

2 Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.



N

TABLE Cllc: AVERAGE NUMBER OF MEDICAL SERVICES PER USER
BY RESIDENCE AND REGIONZ

REGION#**
RESIDENCE#*
: WPG NWPG TOTAL
COMM 33.34 24.02 28.44
(16.25) (10.61) (13.21)
EPH(NS) 41.80 34.75 38.33
(14.74) (11.81) (13.26)
EPH(S) 43.35 31.74 37.28
(15.05) (12.65) (13.78)
MLC 33.30 34.56 33.92
(11.92) (11.85) (11.88)
TOTAL 38.17 31.12 34.59
(14.49) (11.76) (13.07)

TABLE Clld: MEDIAN NUMBER OF MEDICAL SERVICES PER USER
BY RESIDENCE AND REGION?Z

REGION
RESIDENCE*
WPG NWPG TOTAL
COMM 27.0 17.5 21.0
(10.5) (6.0) (8.0)
‘EPH (NS) 37.0 27.0 34.5
(13.0) (8.0) (11.0)
EPH(S) 30.0 24.0 28.0
(10.0) (9.0) (9.0)
MLC 28.0 24.5 25.5
(10.0) (7.0) (8.0)
TOTAL 32.0 23.0 27.0
(11.0) (7.0) (9.0)
a

Unbracketted figures calculated from eighteen month data;
bracketted figures calculated from six month data.

* Significant differences across this effect found at 0.05
level based on data for eighteen month period.

+ Significant differences across this effect found at 0.05
level based on data for six month period.



