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Appendix 1:  Description of Data Sources 

 

Sources of Data - Canadian Data  

 

Data for Ontario long term care facilities came from the RAI-Health Informatics Project 

(RAI-HIP), a longitudinal study of long term care facilities funded by the Health Transition 

Fund, Health Canada.  Nurses in nursing homes and homes for the aged were trained to 

do MDS 2.0 assessments by clinical staff on the RAI-HIP team over a 2-day period in 

each facility.  The participating facilities were expected to contribute between 200-400 

observations and longitudinal reassessments on a quarterly basis.  All participating 

facilities implemented the MDS 2.0 on a pilot basis and incorporated the results of the 

MDS assessments (e.g., Resident Assessment Protocols) into their clinical records.  The 

current analyses are based on secondary analyses of about 2700 assessments received 

by the RAI-HIP office to date. 

 

In addition, eight long term care facilities were asked to complete a survey that asked 

specific questions related to staffing levels and reimbursement sources. A copy of this 

survey can be found in Appendix 3 of this report. 

 

Data for chronic care hospitals in Ontario were obtained from the Ontario Chronic Care 

Patient System (OCCPS), which is the Canadian Institute for Health Information’s (CIHI) 

MDS 2.0 data repository, established in 1996 after the it became mandatory.   All data 

are submitted to CIHI in electronic form and are subjected to a number of data quality 
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checks.  These data have been used to provide on-going provincial reports on the 

quality of chronic care published by CIHI . The data set used for these analyses was 

limited to all admission, quarterly and annual reassessment data for all individuals in 

chronic hospitals in fiscal year 1998-99. A sample of Ontario chronic care units were 

asked to complete a survey related to the amount of direct and indirect nursing and 

therapy care provided to patients. Free standing or specialty complex chronic care units 

and facilities were excluded from this comparison group and units within community 

hospitals were chosen for their comparability.  

 

Data from four Manitoba nursing homes were compiled as part of a pilot implementation 

of the MDS 2.0 in Manitoba sponsored by Manitoba Health.  A similar training approach 

was used as in RAI-HIP study in order to prepare nurses to complete MDS 2.0 

assessments.  The Manitoba data are based on three long term care facilities in 

Winnipeg and Gimli and two nursing units of a chronic hospital in Winnipeg. The Ministry 

of Health completed survey similar to that for Ontario with facility-specific questions 

related to staffing levels and funding sources. 

 

The data for Saskatchewan were gathered as part of normal clinical activity in six long 

term care facilities operating under the auspices of the Prince Albert Health District.  

Prince Albert implemented the MDS 2.0 in 1996 and now uses the instrument routinely 

to assess all long term care residents.  Saskatchewan has made the MDS 2.0 

mandatory for long term care as of April 2001. The Ministry of Health completed survey 
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similar to that for Ontario with facility-specific questions related to staffing levels and 

funding sources. 

 

U.S. Data 

 

All the U.S. MDS data were obtained from the University of Michigan Assessment 

Archives Project (UMAAP), a data repository for about 12 million MDS assessments 

from the United States and around the globe.  The states selected for this study were all 

part of the original U.S. National Case-mix and Quality Demonstration Project and were 

chosen at least in part because of the expectation of superior data quality.   The states 

contributing the largest amount of data were Mississippi and South Dakota (40,000 and 

22,000 cases, respectively) and about 13,000 cases came from Maine.  Data from 

Maine, South Dakota and Mississippi were obtained using the MDS + assessment (the 

predecessor to MDS 2.0) and represent the year 1996.  The Michigan data are newer 

(1998-2000) and are based on about 22,000 cases assessed with MDS 2.0. Staffing 

level information was obtained from a sample of facilities in the study states. 

 

One caveat to emphasize is that there has been a substantial transition in U.S. long term 

care toward a greater emphasis on sub-acute care.   This trend is clearly suggested in 

some of the newer Michigan data from the past few years, in contrast with the earlier 

data from the other case mix demonstration states. 
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European Data 

r

 

The European MDS data collected in this project were all gathered as part of on-going 

research efforts in Finland, Sweden and the Netherlands.  Data from Finland are based 

on MDS 1.0, whereas the Swedish and Dutch data are based on MDS 2.0.  Staffing and 

funding data was collected from a sample of facilities in Finland, Sweden and the 

Netherlands.  

 

A summary of Care fo  the Elderly in the Netherlands is provided in Appendix 4. 

 

It should be noted that the overwhelming majority of items remain comparable between 

versions of the MDS, but in some cases earlier versions of the MDS do not have items 

that appear in 2.0, making it impossible to do some comparisons with the newer Ontario 

data.   For example, one major change in MDS 2.0 was the introduction of several new 

items on mood disturbance.  These were later used to create a Depression Rating Scale 

validated against industry gold standards such as the Cornell and Hamilton depression 

scales (Burrows et al., 2000).  These items were not available on the MDS 1.0 so it is 

not possible to derive the depression scale for version 1.0.  An analysis was done to use 

the presence of any mood indicators as potential signs of mental health problems, but 

the result was a substantial over-estimate of the prevalence of psychiatric conditions.   

On the other hand, previous research (Hirdes et al., 2000) has shown that reliance on 

psychiatric diagnosis of depression alone may be insensitive to true underlying rates of 
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depression, at least in some jurisdictions.  Therefore, analysis related to the need for 

mental health services were restricted only to those sites reporting MDS 2.0 data. 
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