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interRAI Emergency Screener for Psychiatry
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interRAI Palliative Care
interRAI Acute Care/Emergency Department
interRAI Contact Assessment

interRAlI Community Health Assessment
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interRAI Subjective Quality of Life

Solid symbols refer to implentations that have been mandated by government
Hollow symbols refer to research, pilot studies, or implementation planning underway
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Applications of interRAI's Assessment Instruments:
One assessment ... multiple applications
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Best Practices Assessment Balance incentives
Risk Management/ \
Outcome Measures Quality Indicators

Patient Safety
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P I Oto C O I S (CA PS) For Use with Community and
Long-Term Care Assessment

Clinical tools to identify IS ents

+ Need

» Risk of adverse change/event
- Potential for improvement
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InterRAI CAPs for Nursing Homes, Home & Community Care

Functional Performance Clinical Issues Social Life
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Instrumental activities of daily Pain Informal support
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Prevention
Appropriate medications
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Communication Urinary incontinence
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InterRAI Clinical Assessment Protocol (CAP) Triggering Rates by FI Score among LTC
Residents, 9 Provinces/Territories (n=2,266,402 admission/annual assessments)
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among Persons with Neurological Conditions in Three  cosin
Care Settings
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Abstract

Background: Persons with certain neurological conditions have higher mortality rates than the population without
neurological conditions, but the risk factors for increased mortality within diagnostic groups are less well understood. The
interRAI CHESS scale has been shown to be a strong predictor of mortality in the overall population of persons receiving
health care in community and institutional settings. This study examines the performance of CHESS as a predictor of
mortality among persons with 11 different neurological conditions.

Methods: Survival analyses were done with interRAl assessments linked to mortality data among persons in home care
(n=359,940), complex continuing care hospitals/units (n=288,721), and nursing homes (n=185,309) in seven Canadian
provinces/territories.

Results: CHESS was a significant predictor of mortality in all 3 care settings for the 11 neurclogical diagnostic groups
considered after adjusting for age and sex. The distribution of CHESS scores varied between diagnostic groups and within
diagnostic groups in different care settings.

Conclusions: CHESS is a valid predictor of mortality in logical in ity and institutional care. It may
prove useful for several clinical, administrative, policy-development, evaluation and research purposes. Because it is
routinely gathered as part of normal clinical practice in jurisdictions (ike Canada) that have implemented interRAl
assessment instruments, CHESS can be derived without additional need for data collection.
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Introduction employed in these algarithms are often not readily available in
existing medical records.

The Changes in Health, End-stage discase, and Signs and
Symproms (CHESS) scale has been shown to predict mortality,
health service use, and caregiver distress in the overall populations
of persons receiving care in home care, post-acute, nursing home

Ih«' ‘World Health Organization estimates that I

conditions account for about 12% of global deaths and about 14%
of years of healthy life lost to death [1]. For many developed
nations, neurological deaths have gained prominence in relation 1o
total mortality in the last three decades [2]. Gertain neurological yuf pallacive care settings [3-14]. CHESS i a summary measare
conditions (e.g., multiple sclerosis, stroke, TIA, parkinsonism) are  hased on a count of decline in Activities of Daily Living (ADL);
associated with higher risks of mortality rates compared with  geqjine in cognition; symptoms such as weight loss, shormess of

persans without those conditions [3,4]; however, the risk factors
for increased mortality within diagnostic groups are less well
undersiood. Algorithms to predics mortality have been developed
specifically for persons with ALS [5,6], Parkinsons disease [7] and
Traumatic Brain Injury [8] using a variety of functional, clinical,
and laboratory based indicators. Although some disease-:
methods appear to perform well at predicing survival tim
algorithms are dfien not applicable across neurclagical con
ar a0 non-neurological populatons. In addition, the indicators

PLOS ONE | www.plosone.org

breath, and edema; and clinician ratings of a prognasis of less than
six months. Although counts of deficits [13-17] can be useful
indicators of frailty in older populations, CHESS has heen shown
w be a swronger predictor of time t© adverse outcomes in home
care clients than the Fraity Index [13]. CHESS scores are
standardized algorithms obtained from items embedded in the
interRAI assessment insruments, which have been adopted across
the continuum of care in several countries including Canada 16
19]. As a result, persons of different ages receiving care in different

June 2014 | Volume 9 | lssue 6 | e99066
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Adjusted odds ratios for advanced directives (ref=not present), Nursing homes in Ontario, BC & Alberta

interRA

CANADA

tistate transition model for nursing home residents:

Transitions at follow-up (T,)

Remained in Nursing Home Admitted to , Discharged Discharged
CHESS Score Hospital Died Other Setting Home
0 1-2 3+
Do Not Hospitalize (ref=Not Present)
CHESS Score |0 -- 1.04 1.10 0.67 1.48 ns ns
at baseline (1.02-1.07) (1.03-1.19) (0.65-0.69) (1.38-1.58)
(T,) 1-2 0.92 -- 1.07 0.63 1.46 ns ns
(0.90-0.95) (1.03-1.12) | (0.61-0.65) | (1.40-1.52)
3+ 0.76 0.81 -- 0.47 1.48 ns ns
(0.68-0.85) (0.76-0.87) (0.43-0.52) (1.37-1.60)
Do Not Resuscitate (ref=Not Present)
CHESS Score |0 - 1.08 1.32 0.90 1.36 0.82 0.58
at baseline (1.05-1.11) (1.21-1.45) (0.87-0.92) (1.25-1.49) (0.72-0.94) (0.51-0.65)
(T,) 1-2 0.91 -- 1.19 0.82 1.38 0.85 0.55
(0.88-0.94) (1.12-1.26) | (0.80-0.85) | (1.30-1.47) | (0.74-0.98) | (0.48-0.63)
3+ 0.75 0.85 -- 0.63 ns ns 0.53
(0.64-0.86) (0.77-0.95) (0.57-0.71) (0.32-0.87)
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(0.64-0.86) (0.77-0.95) (0.57-0.71) (0.32-0.87)
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tistate transition model for nursing home residents:

Transitions at follow-up (T,)

Remained in Nursing Home Admitted to , Discharged Discharged
CHESS Score Hospital Died Other Setting Home
0 1-2 3+
Do Not Hospitalize (ref=Not Present)
CHESS Score |0 -- 1.04 1.10 0.67 1.48 ns ns
at baseline (1.02-1.07) (1.03-1.19) (0.65-0.69) (1.38-1.58)
(T,) 1-2 0.92 -- 1.07 0.63 1.46 ns ns
(0.90-0.95) (1.03-1.12) | (0.61-0.65) | (1.40-1.52)
3+ 0.76 0.81 -- 0.47 1.48 ns ns
(0.68-0.85) (0.76-0.87) (0.43-0.52) (1.37-1.60)
Do Not Resuscitate (ref=Not Present)
CHESS Score |0 - 1.08 1.32 0.90 1.36 0.82 0.58
at baseline (1.05-1.11) | (1.21-1.45) | (0.87-0.92) | (1.25-1.49) | (0.72-0.94) | (0.51-0.65)
(T,) 1-2 0.91 -- 1.19 0.82 1.38 0.85 0.55
(0.88-0.94) (1.12-1.26) | (0.80-0.85) | (1.30-1.47) | (0.74-0.98) | (0.48-0.63)
3+ 0.75 0.85 -- 0.63 ns ns 0.53
(0.64-0.86) (0.77-0.95) (0.57-0.71) (0.32-0.87)
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Advanced Directives iIn LTC

Advanced directives are associated with
transitions from nursing home to hospital, death, transfer to other settings, discharge home
transitions in health among those who stayed in LTC

Bottom line, advanced directives have a meaningful role in outcomes
for persons in LTC

Current CFN funded project: intervention study to take a systematic
approach to advanced care planning in LTC to improve end of life

care
Lead researchers: Garland and Heckman

Twitter: @interral_Hirdes
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Better tArgeting, Better outcomes for frall
ELderly patients

ADVANCE CARE PLANNING
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Background

Canadians in general have poor knowledge and engagement
In Advanced Care Planning (ACP)

Care decisions at end of life often driven by unprepared
families and often discordant with resident wishes

Systematic approaches to ACP have shown benefits

Twitter: @interrai_Hirdes www.interrai.org
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Objective

Starting with proven approaches to ACP, and with
stakeholder engagement, we aimed to develop and
evaluate an intervention to support ACP discussions and
demonstrate that it can be implemented in a scalable,
sustainable way across provinces.

Cluster RCT In 24 homes: Ontario, Alberta, Manitoba

Twitter: @interrai_Hirdes




W UNIVERSITY OF WATERLOO @;} il“rterl?AlTM

/A FACULTY OF APPLIED HEALTH SCIENCES CONARA
@ School of Public Health and Health Systems

Target higher risk residents

Any of these 4 criteria (from MDS/interRAI LTCF):

CHESS score 3-5

Heart Failure

Cancer

Leave >25% of food uneaten

High event rates early post-admission and over the year

Twitter: @interrai_Hirdes www.interrai.org
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Cumulative Incidence Function plots for 1-year hospitalization and mortality in long
term care by admission CHESS score, Ontario, Alberta and BC

a) Hospitalization: Residents with Heart b) Hospitalization: Residents without Heart Failure
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c) Death in NH: Residents with Heart Failure d) Death in NH: Residents without Heart Failure
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Note: risk is highest in first three months



Percentage of nursing home residents who died (in nursing home or hospital) or were admitted to
hospital but did not die there within 90 days of admission assessment, by CHESS score at admission,
Ontario, Alberta and BC
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Activities
Stakeholder conference held in Sept 2017

All documentation for the trial completed — workbooks,
scripts, protocols, consent forms

Ethics approval in Manitoba, Alberta and Ontario

Trial began in August 2018 in four homes in Manitoba and
one in Ontario

Twitter: @interrai_Hirdes www.interrai.org
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Toronto, September 15, 2017

 Knowledge users: 24 homes, ethicists, patients & caregivers (4)

 Workshops and breakout sessions (3) followed by whole group
discussions held on Gaps in Knowledge and Treatment options in
context of achievable goals of therapy

« Analysis of data was used to build documentation and the
knowledge transfer intervention

e Planning manuscript for submission to a peer-reviewed journal

Twitter: @interrai_Hirdes
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o Stakeholder meeting instrumental in designing intervention
« Despite different ethical and regulatory frameworks, consistent “pitfalls”
In the ACP process exist across Provinces

o 2 sequential discussions with resident & substitute decision maker (and others)
o 1St conversation: brief, aimed at CPR and hospitalization status
« 2" conversation: more involved discussion of resident specific potential
scenarios, using clinical and MDS 2.0 indicators

« Scalability factors:

e Supports, does not replace, existing process
o Uses existing MDS 2.0 information

Twitter: @interrai_Hirdes
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Status

We are underway

Looking for a couple of homes In Ontario

Interested?

Twitter: @interrai_Hirdes www.interrai.org
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