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interRA7I Nations

Nordic Countries
Iceland, Norway, Sweden, Denmark, Finland

North America Europe
Canada e gaa, Netherlands, Germany, UK,
,ﬁ'f Y3 e . ..

BN B, Switzerland, France, Poland,
9.\ ltaly, Spain, Estonia,
' Czech Republic

e

Middle East el . o ct/Dacific Rim

Israel Japan, South Korea, Taiwan,
Hong Kong, Australia, New Zealand,
China




The Role of the Integrated Suite

There has been no common “language”across
care settings and providers to assess and plan
care for patient care

Common, standardized items and instruments
are the most important single vehicle for
achieving commonality of language across
settings and providers

This is the logic behind the development of the
InterRA/ suite of instruments and items




The interRAI Suite

- An integrated, scientifically sound, set of

setting-specific and cross-setting assessment
iInstruments

- Content of each instrument depends on the
needs of the persons in the setting, including
standardized measures of physical and
mental health, the performance of basic
activities, social well-being, social
participation, and issues of care




The inter RA7I Suite tools

 Nursing Home (LTCF)
- Home Care (HC)

- Post-Acute Care (PAC)
- Assisted Living (AL)

- Palliative Care (PC)

- Independent settings
in the Community
(Community Health
Assessment - CHA).

- In-patient Mental

Health Care (MH)

- Community Mental

Health Care (CMH)

. Setting for persons

with Intellectual
Disabilities (ID)

- interRAI will soon

release a focused tool
for use in Acute Care
Hospitals (AC).




Stages of Development

interRAI Fellows began this effort many years
ago (late eighties) by creating the nursing home
MDS (now the LTCF)

interRAI next developed the Home Care MDS
Assessment tool (now HC) in early nineties

interRA/ has since moved on to create a “full”
Suite (family) of assessment tools

Each assessment instrument in the Suite rests
on a research foundation — reliability and validity
trials, process analyses, and effectiveness
studies




Integrated Health Information System:
The Challenge

The pre-Suite versions of interRA/s instruments
were developed over a ten-year period:
- At different times ... with different knowledge

- By different expert committees

As a result there were differences in:

- Item wording

- Time frames over which items were assessed
- Coding instructions

- Consistency with the most current research




interRAI ISD Committee
Suite Development Effort

Phase one — the first step

- Inventory of all items in all interRA/
iInstruments

- Classification of items into four categories
— Core — should appear on all instruments
— Optional — appropriate form some instruments

— Instrument specific — only applies to a single
Instrument

— Items to drop — they just didn’t work




Suite Development Effort

Phase two

- Harmonization of Core and Optional items
— Review of measurement properties

— Refinement to single standard wording for each item as
it is to appear in all instruments in the Suite

— Specification of the code responses for the
standardized items

Establishment of new standards

Removal of all references to client, patient, resident
— Standard is either no term or “person”

Use of three day observation (assessment) period




Suite Development Effort

Phase three
- Redesign of all instruments

- Each instrument committee
— Incorporated Core items, added appropriate Optional items
- Instrument forms approved in draft in 2003 and
interRAl went into the field with a wide-ranging, cross-
national trial
— With the largest groups of field sites coming from Canada




Suite Development Effort

Phase four
- Field test completed

- Analysis of the distributional properties of the
items — did the new items behave as
expected

- Reliability of items established




Kappas for common and unique items

WK_LTCF WK_HC

O Common items B Unique items



Suite Development Effort

- Feedback solicited on real-world problems with items
and process in the field trial

- Cycles of review and Suite upgrade by interRA/
Fellows and experts from around the world

- Discussions with field sites on proposed changes —
e.g., what small set of changes/additions would make
an assessment instrument “work” — e.g., PC feedback
from Canada and Iceland

- Finalization of the Suite — April 2005
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Development Process for
the RAI Family of Instruments

ovd-Ivd

|[dentify main clinical problems

Specify triggers for each problem
Conduct reliability & validity trials
Develop assessment protocols
Develop additional applications

Conduct clinical studies
Implement in clinical settings

On-going evaluation & refinement




interRAI Long-Term Care Facility (LTCF) ©

SECTION C. COGNITION

. COGNITIVE SKILLS FOR DAILY DECISION MAKING
Making decisions regarding tasks of daily iife—e.g., when to
get up or have meals, which clofhes to wear or achvities to do

0. Independent—Decisions consistent, reasonable,
and safe

I. Modified independence—Some difficulty in
new situations only : ;

2. Minimally impaired—In specific recumng
situations, decisions become poor or unsafé;
cuas/supervision necessary at those imes

- Moderately impaired—Decisions consistently
poor or unsafe; cues / supervision required at
alltimes

4. Severely impaired—Never or rarely makes
decisions

5. No discernable consciousness, coma [Skip to
Section G]

MEMORY/RECALL ABILITY
Code for recail of what was leamed or known
0. Yes, memorny OK 1. Mernory problem
. Short-term memory OK —3Seems / appears to recall
after b minutes
- Long-term memory OK—Seems/ appears able fo recall
distant past
. Procedural memory OK—Can perform all or almost al
steps in a multitask sequence without cues
. Situational memory OK—Both: recognizes caregivers'
names / faces frequently encountered AND knows location -
of places regularty visited (bedroom, dining room, activity
room, therapy rocm)
. PERIODIC DISORDERED THINKING OR AWARENESS
[Note: Accurale assessment requires conversations with starf,
family or others whao have direct linowledge of the person's
behauior over this time]
0. Behavior not present ) o
1. Behavior present, consistent with usual functioning
2. Behaviaor present, appears different from usual functioning
(e.g., new onset orworsenng, different from a few weeks ago)
a. Easily distracted—e.g., episodes of difficulty paying
aftention; gets sidetracked
b. Episodes of disorganized speech—e.g., speach
is nonsensical, imelevant, or rambling from Subject to subyect; .
loses train of thought

c. Mental function varies over the course of the day—
e.g., sometimes befter, sometimes worse

. ACUTE CHANGE IN MENTAL STATUS FROM PERSON'S
USUAL FUNCTIONING—e.g., restiessness, lethargy, difficult .
fo amouse, altered environmental percestion

L .

0. Mo Yes

5. CHANGEIN DECISION MAKING AS COMPARED TO 90

DAYS AGO (OR SINCE LASTASSESSMENT)
2 Dedined

interRA/ Home Care (HC)©

SECTION C. COGNITION

1. COGNITIVE SKILLS FOR DAILY DECISION MAKING
faking decisions regarding tasks of daily lfe—e.g., when to
get up orhave meals, which clothes fo wear or aciities 1o do

0. Independent—Decisions consistent, reasonable,
and safe

. Modified independence—Some difficulty in
new situations only . ;

- Minimally impaired—In specific recurring
situations, decisions become poor or unsafg;
cues/supervision necessary at those tmes

. Moderately impaired—Decisions consistently -
poor of unsafe; cues [/ supervision required at
alltimes

. Severely impaired—Never or rarely makes
decisions

. No discernable consciousness, coma [Skip to
Section G]

2. MEMORY/RECALL ABILITY

ode for recall of what was leamed or known

0. Yes, memory OK 1. Memgory problem

. Short-term memory OK—5eems / appears to recall
after 5 minutes

. Long-term memory OK—Seems | appears able fo recall
distant past

. Procedural memory OK—Can perform all or almost af
steps in a multitask sequence without cues

. Situational memory OK—Both: recognizes caregivers’
names | faces frequentiy encountered AND knows Tocation -
of places regularly wvisited (bedroom, dinng room, activity
room, therapy room)

. PERIODIC DISORDERED THINKING OR AWARENESS
(Naote: Accurate assessment requires conversations vaith staff,
ramily or others wha have direct knowledge of the person’s
behavior over this fime]

0. Behavior not present
1. Behavior present, consistent with usual functioning

2. Behavior present, appears different from usual functioning
(e.g., new cnset orworsening; different from a few weeks ago

. Easily distracted—e.g., episcdes of difficulty paying
attention; gets sidetracked

. Episodes of disorganized speech—e_g., spesch
ts nonsensical, imelévant, or rmmbling from subject to subject;
loses train of thought

. Mental function varies over the course of the day—
e.g., sometimes better, sometimes worse

. ACUTE CHANGE IN MENTAL STATUS FROM PERSON'S
USUAL FUNCTIONING—e.g., restiessness, lethargy, diffcult
fo arouse, afered environmerital percepfion

0. Mo 1. Ye

5. CHANGE IN DECISION MAKING AS COMPARED TO 90

DAYS AGO (OR SINCE LASTASSESSMENT)

0. Imiproy 2. Dedinad
P 2 Decid [ ]




interRA/ Home Care (HC)©

inter RAI Long-Term Care Facility (LTCF) ©
SECTION H. CONTINENCE SECTION H. CONTINENCE
1. BLADDER CONTINENCE

1. BLADDER CONTINENCE 0. Continent—Complete confrol DOES NOT USE any type

0. Continent—Complete control; DOES NOT USE any type of catheter or other urnary collection device _
of catheter or other unnary collection device 1. Control with any catheter or ostomy overiast 3 days
1. Control with any catheter or ostomy overlast3 days 2 Infrequently incontinent—Nat inconlinent over
2 Infrequently incontinent—Not incontinent cver last 3 days, but does have incontinent episodes
last 3 days, but does have incontinent episodes 3. Occasionally incontinent—Less than daily
3. Occasionally incontinent—Less than daily 4. Frequently incontinent—Daily, but some control present
4 Freguently incontinent—UDaily, but some control present 5. Incontinent—No control prasent

5 Incontinent—NMo confrol present i — Ao i in :
5 Bid mot exar.— Ne usine gt from biacker inlast 3 days 8. Did not occur—No urine output from bladder in last 3 days

2. URINARY COLLECTION DEVICE (Exclude pads / briefs) 2. ”R"'D‘AH"' COLLECTION DEVICE (Exclude pads / briefs)

MNone

T Cond | Condom cath
1. Condom catheter - Londom catheter
2. Indwelling catheter

2 Indwelling cathetar .
3. Cystostomy, nephrostomy, uretercstony 3. Cystostomy. nephrstomy. ursterastomy

3. BOWEL CONTINENCE 3. BOWEL CONTINENCE

0. Continent—Comgplete control; DOES NOT USE any 0. Continent—Complete controf;, DOES NOT USE any type of
e of ostomy device ostormy device )
1. Control with ostomy—Control with ostory device 1. Control with ostomy—Control with ostomy device
over [ast 3 days over last 3 days - _
. Infrequently incontinent—Not incontinent over last 3 2. Infrequently incontinent—ot incontinent over last 2
days, but does have incontinent episodes days, but does have incontinent episodes
- Occasionally incontinent—Less than daily 3. Occasionally incontinent—Less than daily
- ::; fgggﬁ_‘::é%F”*r?q%“gglfl?rgl‘fp—r;g% but some control present 4. Frequently incontinent—Daily, but some control present
- 4 = L : 15 5. Incontinent—No control pressant
- Did not occur—No bowel mevement in the last 3 days 8 Did not occur—No b-::u'.-'aé:lI mavement in the last 3 davs

4. OSTOMY 4. PADS OR BRIEFS WORN
0.No i. Yes 0. No 1. Yes




interRAl Long-Term Care Facility (LTCF) ©

SECTION F. PSYCHOSOCIAL WELL-BEING

1. SOCIAL RELATIONSHIPS o o
[Note: Ask person, direct care staff, and family, if available/
0, Mever
1. Wore L’nan 30 days ago
2 @m s a o
ﬁ. ﬁto da d;
4. Inlast3
8. Unableto etem‘une
a_ Participation in social activities of long-standing
interest : : : X
b. Visit with a long-standing social relation or family
member
c. Other interaction with Inngl-standmg social relation
or family member—e g, telephons, e-mail

. SENSE COF INVOLVEMENT
_Not present
1. Present but not exhibited n last 3 days
2. Exhibited on 1-2 of last 3 days
3. Exhibited daly in last 3 days

a. At ease interacting with others
b. At ease doing planned or structured activities
c. Accepts invitations into most group activities

d. Pursues involvement in life of facility—e.g., makesor

keeps friends; involved in group activities; responds
positively to new activites; assists at religious services

e_ Initiates interaction(s) with others
f. Reacts positively to interactions initiated by others
g. Adjusts easily to change in routine

UNSEI'I'hED RELATIONSHIPS

1. Yes

a. Conflict with or repeated criticism of other
care recipients

b. Conflict with or repeated criticism of staff

c. Staff report persistent frustration in dealing
with person

d. Family or close friends report feeling
overwhelmed by person’s illness

e. Saysor mdlcatesl'zhat helshe feels lonely

. MAJOR LIFE STRESSORS IN LAST 90 DAYS—
e.q., episode of severe personal iliness; death or severe
ifiness of close family member/ frend! loss of of home;
majorloss of incamedassels; vichim of a crime such as
robbery or assault; loss of dving icense/car

0. Mo . Yes
. STRENGTHS
0. No 1. Yes

a. Consistent positive outlook
b. Finds meaning in day-to day life

A LONEL‘!’

interRA/ Home Care (HC)©

SECTION F. PSYCHOSOCIAL WELL-BEING

. SOCIAL RELATIONSHIPS

[Nofe: Whenever possible, ask person]
1. meverm i0d
ore than ays 3
2 8to030 days Elgq:?'ﬁS o5
3. 4t0 7 days agd
4. Inlast 3 days

8. Unable to detemine

. Participation in social activities of long-standing
interest

. Visit with a long-standing social relation or family
member

. Other interaction with long-standing social relation or
family member—e g.. telephone, e-mall

. Openly expresses conflict orangerwith family or friends
. Fearful of a family member or close acquaintance
..Neglected, abused, or mistreated

Says or indicates that he / she feels lonely
0. No 1.Yes

CHANGE IN SOCIAL ACTIVITIES IN LAST 20 DAYS
OR SINCE LAST ASSESSMENT IF LESS THAN 90 DAYS AGD]
ecline iri level of parficipation i socal, religious, occupafiona
other preferred aciivities

IFTH E‘i%‘l'g DECLINE, person distressed by this fact
Declme not distressed
2 Decline, distressed

. LENGTH OF TIME ALONE DURING THE DAY (MORNING

AND AFTERNCON)
I} Less than 1 hour
1-2 hours

E‘ﬁre than 2 hours but less than 8 hours
§ oUTS oF more

. MAJOR LIFE STRESSORS IN LAST 90 DAYS —e.g., episode o

severe personal iliness: death or severe iliness of Folose E—Jrnu"v'
member/frend:lossofiome: majorlossofincomea fassets; vichimof
a crime such as robbery or assaulf: loss of driving license/car

0. Mo . Yes




interRAI Long-Term Care Facility (LTCF) ©

SECTION P. RESPONSIBILITY AND DIRECTIVES

1. RESPONSIBILITY /| LEGAL GUARDIAN [EXAMPLE--USA]
0. Mo 1. Yes

a. Legal guardian
b. Other legal oversight
c. Durable power of attorney f health care

d. Durable power attorney [ financial

e. Family member responsible

2. ADVANCEDIRECTIVES [EXAMPLE - USA]
0. Mot in place i In place
. Advance directives for not resuscitating

. Advance directives for not intubating

. Advance directives for not tube feeding

a
b
c. Advance directives for not hospitalizing
d
e

. Advance directives for medication restriction

interRA/ Home Care (HC)©

SECTION P. SOCIAL SUPPORTS

1. TWO KEY INFORMAL HELPERS

a. Relationship to person

. Child or child-n-law
pouse
. Pariner / significant other
. Parent
CSibng
. Ofther relative
. Fnend
. Neighbor
. No mformat helper
b. Lives with person
0. MNa
l. Yes, & months or less
2. Yes, more than & months
8. No informal helper
AREAS OF INFORMAL HELP DURING LAST 3 DAYS  Helper

0. No 1.Yes 8. No informal helper 1 2
c. IADL care

d ADL care

INFORMAL HELPER STATUS
0. No 1.%es

a: Informal helper(s) is unable to continue in caring
activities—=a.g., declne in health of helper makes it
difficult to continue

. Primary informal helper expresses feelings of
distress, anger, or depression

c. Family or close friends report feeling
overwhelmedby person’s illness

'LEICEI"H-I'J‘JL'HJ'—'LI'_AJ!"-.J—'-

. HOURS OF INFORMAL CARE AND ACTIVE MONITORING

DURING LAST 3 DAYS

For instrumental and personal activities of daily
living in the LAST 3 DAYS, indicate the folal
number of hours of help received from all family,
friends, and neighbors

4. STRONG AND SUPPORTIVE RELATIONSHIP WITH

FAMILY
0. No 1.¥es




inter RAI Long-Term Care Facility (LTCF) ©

SECTION M. ACTIVITY PURSUIT

1. AVERAGE TIME INVOLVED IN ACTVITIES —e.q., alone, in
social group
Wote: When awake and nof receiving treafments or ADL care]

0. Most—miore than 273 of time
1. Seme—from 13 10 23 of time
2. Littte—less than 1/3 of tme

3. Mone

2. ACTIMITY PREFERENCES AND INVOLVEMENT (adapted to
current abilities)

0. No preference. _

l. Mo %:‘eferencej involved in last 3 days

2 Preterrad, notinvolved g

3. Preferred, regularly involved but notin last 3 days
4. Preferred, invaolved n last 3 days

Cards, games, or puzzles
Computer activity

. Conversing or talking on the phone
Crafts or arts

Dancing

Discussing/reminiscing about life
Exercise or sports

a.
b.
=

d.
e
f.
g
h.

Gardening or plants

Helping others

Music or singing

Pets

Reading, writing, or crossword puzzles
Spiritual or religious activities

::IS._?-T"_._

Trips or shopping
. Walking or wheeling outdoors

a

Watching TV or listening to radio

3. TIME ASLEEF DURING DAY
0. Awake all or most of time {no more than one nap in
the morning or aftemoon)
|. Had multip'e naps
2. Asleep most of the tinre, but some periods awake
and alert (e.g.. at meals)
3. Largely asleep or unresponsive

=

interRA/ Home Care (HC)©

SECTION Q. ENVIRONMENTAL ASSESSMENT

. HOME ENVIRONMENT

Code for any of foliowing that malke home environment hazardous
or uninfabitabie (if termporanly in institution, base assessment on
home wisit
0. No l.¥es
. Disrepair of the home—e.g., hazardous clutter;
inadeguate or no kghting in lving room, sleeping room,
kitchen, tollet, comdors; holes m fioar; leaking pipes

! Sqrglaiid Condition—e.q., exiremely dirty, mfestaton by rats
Or [H

ugs

_ Inadequate heating or cooling—e g., too hotin summer,
too cold in winter

. Lack of personal safety—e. g fear of violence, safety
problem in going o maibok or visiting neighbors, heawy

traffic in street

. Limited access to home or rooms in home—e.g.,
difficulty entering or leaving home, unable to cimb stairs,
diﬁiﬂufﬁf maneauverng within rooms, no railings although
noarks

. OUTSIDE ENVIRONMENT

. LIVES IN APARTMENT OR HOUSE RE-ENGINEERED

ACCESSIELE FOR PERSONS WITH DISABILITIES

0. Mo 1. Yes

0. Ma 1. Yes

a. Availability of emergency assistance —e g, telephons,
alanm response system

b. Accessibility to grocery store without assistance

c. Availability of home delivery of groceries

i4. FINANCES

Because of iimited funds, dunng the last 30 days made trade offs
among purchasing any of the following. adequate food, shelter,
clothing: prescribed medications; suficient home heat or cooling;
necessaly heaith care; home care

0. No 1. Yes




interRAI Implementations

All US nursing homes
10 US states — home care
Switzerland, Hong Kong (home care)

Iceland and Estonia (nursing home, home
care)

/ Canadian provinces
Major trial in China

30+ nations currently experimenting with RAI
iInstruments

RAI translated into 18+ languages




Outputs from the assessment

Case Mix Protocols

‘ a Care planning

InterRAI
suite

Outcome '

Measurement ’ anllty
Indicators
Scales

Placement &
Priority




Existing Scales

In selecting items to be included in tools such as
the new variant of the nursing home assessment
instrument, interRA/ included the items required

to score

- CMS' Quality Indicators

- The RUG lll system,

- the CAPS

- The many established scales that are based on the
earlier generation of these assessment instruments
(CPS, DRS, Pain, ADLs, IADLs, Index of social
engagement, CHESS)




New Scales

As a part of our field trial we completed a
series of new validation studies

New and refined scales resulted
- A new delirium scale
- A new self-report deprerssion scale

- Refinements to a number of scales, including

the Cognitive Performance Scale and Pain
Scale




Geriatric Assessment

Make the physical exam

Patient level ||- complete

Better care plan

Population level II- Database <

’

Prognostic
factors

Outcome
measurements

Quality control
indicators

Comparisons




The SAGE database

Drug Data CMS Data
NDC codes Eligibility
MediSpan m Hospital

Skilled Nursing Home
Hospice

Drug Grou Drug Class
g b J Home Health

Drug Class Pricing Data
Drug Subclass

Drug Name

Drug Dosage

Drug Strength

Facility Data ARF Data

Ownership Census Data

Size/ #beds Labor statistics

NH Chain Health care resources
Staffing level

Quality deficiency

Special Care Unit




Numbers of the SAGE database

* Longitudinal (1992-2001)
* Nearly 2.000.000 pts
* Mean age: 83 yrs (8% 95+ yrs old)

 About 5 million interRAI LTCF
assessments

* About 50 million of drug records




interRAI suite

Make the physical exam
Patient leVel II- Complete

Better care plan
~ Prognostic

factors

Outcome

Population level II- Database < measurements

Quality control
indicators

Comparisons




Pain predictors in oncological patients

Daily pain No pain®* ODDS RATIO  95% CI
(n=4003) (n=9610)

85+ years old 1128 3540 0.56 (0.51-0.67)

Race: 188 852 0.55 (0.44-0.68)
Afro-Americans

Cognitive 1608 4955 0.72 (0.64-0.80)
impairment

Bernabei et al. JAMA 1998; 279: 1877-1882




interRAI suite

Make the physical exam
Patient leVel II- Complete

Better care plan
~ Prognostic

factors

Outcome

Population level II- Database < measurements

Quality control
indicators

Comparisons




Effects of ACE Inhibitors and Digoxin on
Health Outcomes of Very Old Patients with
Heart Failure

No. of Events

ACE
Digoxin  Inhibitors  RR (95% CI)
(n=14890)  (n=4911)
Outcome
Death 4845 1504 0.89(0.83-0.95)
CV Hospitalization 5699 1973 0.98(0.93-1.04)
Any Hospitalization 6328 2132 0.96 (0.91-1.01)
( )
( )

Death or Hospitalization 82935 2725 0.95(0.92-1.00

Decline in physical function 3985 1208 0.74 (0.69-0.80

Gambassi G et al. Arch Intern Med 2000; 160: 53-60




Temporal Trend in Antipsychotic Prescription
among Ohio NH residents

Atypicals
Conventionals
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*mean number of residents per year 120,105 Liperoti et al. JAGS 2004, 52: 2148-9




Crude, adjusted odds ratios and 95%
confidence intervals of being hospitalized with
diagnosis of ventricular arrhythmias or cardiac

arrest in residents using antipsychotics on a
standing order

Atypical vs. no use

0.70

0.87

0.58-1.32

Conventional vs. no use

1.53

1.86

1.27-2.74

Conventional vs. Atypical

2.19

2.13

1.27-3.60

Liperoti et al. Arch Intern Med 2005, 165: 696-701




Incidence Of Reported Cerebrovascular Events
In Placebo-controlled, Dementia Trials In
Elderly Patients Taking Risperidone

RISPERIDONE
Study pts w/events pts w/events
AUS-5 9% (15/167) 2% (3/170)
INT-24 8% (9/115) 2% (2/114)
USA-63 1% (5/462) 1% (2/163)
BEL-14 0% (0/20) 0% (0/19)
Total 4% (29/764) 2% (7/466)

Risperidone used within the approved dosage range, for 4 to 12 weeks




Crude, adjusted odds ratios and 95% confidence
intervals of being hospitalized with diagnosis of
stroke/TIA in residents using antipsychotics
compared to non users

Risperidone 0.67-1.12
Olanzapine 0.83-2.11
Clozapine/Quetiapine 0.65-3.82
Conventionals 0.95-1.63

Liperoti et al J Clin Psychiatry. 2005 Sep,;66:1090-6




Modification of antipsychotic effect by a prior
history of cerebrovascular disease on the risk of
new cerebrovascular events (CVEs)

CVEs history and Risperidone 1.74 1.49 0.93-2.38
CVEs history and Olanzapine 3.69 3.71 1.55-8.84
CVEs history and Conventional 1.21 1.23 0.68-2.23
Non-CVEs history and Risperidone 0.88 0.83 0.62-1.12
Non-CVEs history and Olanzapine 1.07 1.04 0.60-1.80
Non-CVEs history and Conventional 1.42 1.36 1.01-1.83
CVEs history and no antispychotics 1.33 1.50 1.22-1.84

Non CVEs history no antipsychotics 1.00 1.00 -
Liperoti et al J Clin Psychiatry. 2005 Sep,;66:1090-6




Crude, adjusted Hazard ratios and 95% confidence
intervals of being hospitalized for VTE among
antipsychotic users
(ref. cat. non users of antipsychotics)

Risperidone 1.52 1.98 1.40-2.78
Olanzapine 1.54 1.87 1.06-3.27

Clozapine/Quetiapine 2.08 2.68 1.15-6.28
Phenothiazines 0.95 1.03 0.60-1.77
Other Conventionals 0.91 0.98 0.52-1.87

Multiple antipsychotics 3.42 4.80.82 2.28-10.10
Liperoti et al. Arch Intern Med 2005, 165: 696-701




interRAI suite

Make the physical exam
Patient leVel II- Complete

Better care plan
~ Prognostic

factors

Outcome

Population level II- Database < measurements

Quality control
indicators

Comparisons




Prevalence Quality Indicators

Nutrition Psychosocial function
Inadequate Meals - Social Isolation with

. Weight Loss Distress

Dehydration ze”ril’:'m .
Pain egative moo

Disruptive/Intense Pain I\/Iedlcat|o.n | |
Unmanaged Pain No medication review

Physical function Safety/Environment

No Assistive Device for Fa”S_ .
Clients with Difficulty in - Any injuries
Locomotion - Neglect/Abuse

- ADL/Rehabilitation Potential Other
and No Therapies No Influenza Vaccination
Hospitalization




Incidence Quality Indicators

Incontinence

Failure to improve/
incidence of bladder
continence

Ulcers
Failure to improve/
incidence of skin ulcers
Physical function

Failure to improve/
incidence of decline in ADL

Failure to improve/
incidence of impaired
locomotion in the home

Psychosocial function

Failure to improve/ incidence
of cognitive decline

Failure to improve/ incidence
of difficulty in communication

Other

Increased health instability




Nursing Home Quality Indicators Profile
Facility Name: ABC Manor

Report Period: 7/1/00 to 12/31/00

Number  Number Facility Peer Group Yoile
Domain/Quality Indicator with QI in Denom Percentage Percentage Rank Flag

Accidents
1. Incidence of New Fracture 1 79 1.3% 1.8%
2. Prevalence of Falls 14 79 17.7% 13.3%

Behavioral/Emotional
3. Prevalence of Behavioral Symptoms

40
81

21 £] 26.6% 21.2% 76

High Risk 19 56 33.9% 26.4% 79
Low Risk 2 23 8.7% 10.2% 58

4. Symptoms of Depression 23 79 29.1% 15.1% 91

5. Symptoms of Depression without

Antidepressant Therapy 13 79 16.5% 7.9% 93

Clinical Management
6. Use of 9+ Medications 79 27.% 27.6% 52

Cognitive Patterns

7. Onset of Cognitive Impairment 24 4.2%
Page 1 of 4

©Center for Health Systems Research and Analysis, University of Wisconsin - Madison




Pharmacological treatment of pain
In cancer patients

B 65-74 years

[175-85 years
t [ 85 + years
No Level 1 Level 2 Level 3
analgesia

Level 1 No narcotics Level 2 Weak opioids Level 3 Morphine or like
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Bernabei et al. JAMA 1998; 279: 1877-1882




interRAI suite

Make the physical exam
Patient leVel II- Complete

Better care plan
~ Prognostic

factors

Outcome

Population level II- Database < measurements

Quality control
indicators

Comparisons




Developing an evidence-base for community care
services 1n Europe

The Aged Home Care project
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interRAI

Carpenter | et al, Aging Clin Exp Res 2004,;16:259-269




AdHoc study

More than 4000 subjects in Home Care Iin
11 European countries;

Age = 65 years;

Data collected by the interRA/ HC version
2.0.




Relationship between mean MDS HC IADL index
and mean MDS ADL hierarchy score by country
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Relationship between mean MDS Cognitive Performance
Scale and mean MDS ADL hierarchy by country
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JAMA Potentially Inappropriate Medication Use
Among Elderly Home Care Patients in Europe
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Prevalence of Potentially Inappropriate Medication Use
Considering All Explicit Criteria Combined
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Total Czech ltaly Finland MNorway lceland United The Denrmar
Republic Kingdom Metherlands

No./Total 5352707 1786/428 109/412 397187 60,383 51/405 41/289 26/198 23740

Fialova, D. et al. JAMA 2005
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Prevalence and predictors of influenza vaccimation among frail,
community-living elderly patients: an International
(Cbservational Study
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Prevalence of vaccination
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Predictors of influenza vaccination

Age

Gender (female)
ADL

IADL

Economic problems
Malnutrition
Pressure ulcer

1.00 (0.99-1.01)
1.15 (0.99-1.34)
1.00 (0.97-1.04)
1.01 (0.97-1.05)

1.04 (0.76-1.43)
0.70 (0.44-1.09)
0.95 (0.67-1.34)

Landi, F. et al Vaccine 2005




Association between pain and depression among older adults
in Europe: results from the Aged in Home Care (AdHOC)
project: a cross-sectional study

Onder G, Landi F, Gambassi G, Liperoti R, Soldato M, Catananti C, Finne-Soveri H, Katona C,
Carpenter |, Bernabei R.

Objective: To assess the association between pain and depression in a population of older adults.
Methods: We conducted a cross-sectional study using data from the AD-HOC database, which
contains information on older adults receiving home care services in 11 European countries. Pain
was defined as any type of pain or discomfort manifested over the seven days preceding the
assessment. Depression was diagnosed as a score = 3 on the Minimum Data Set Depression Rating
Scale.

Results: Mean age of 3,976 subjects entering the study was 82.3 years, and 2,948 (74.1%) were
women. Of the total sample, 2,380 subjects presented with pain (59.9%), but its prevalence differed
substantially among countries. Depression was diagnosed in 181 of the 1,596 (11.3%) participants
without pain and in 464 of the 2,380 (19.5%) participants with pain (p<0.001). After adjusting for
potential confounders, pain was significantly associated with depression (Odds Ratio 1.76; 95%
Confidence Intervals: 1.43-2.17). This association seemed to be modified by gender. Compared to
men participants without pain, women with pain were significantly more likely to present with
depression (OR 1.77; 95% CI 1.29-1.42), while no significant difference was observed for women
without pain (OR 0.86; 95% CI 0.61-1.22) and men with pain (OR 1.24; 95% CI 0.86-1.79). Among
women, the association of pain and depression became progressively more pronounced as pain
severity, frequency and number of painful sites increased.

Conclusion: This study documented that in a large sample of older adults living in the community
pain is associated with depression, especially among women.

J Clin Psychiatry. 2005 Aug;66:982-8




Prevalence of Pain by European Country in a Cross-Sectional
Study of Older Adults
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Longitudinal analysis — Physical
activity and risk of disability
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The Role of the Integrated Suite

With the interRA[ Suite in place, it will be
possible to achieve

- Better cross-sector information flow
- Improved continuity of care

- Comparable data in all care settings
- Better quality data with transitions




As explained on interRAl's web site

(interRAl.org), there are no royalty or other
payments required for governments or care
giving agencies to use these assessment tools.

interRAl is pleased to be able to make them
available for use throughout the world.




International Applications

30+ nations currently experimenting with RAI
iInstruments

RAI translated into 18+ languages
InterRA/[: cross-national consortium of

researchers, clinicians, and policymakers

- Mission: use assessment to understand and improve
care of elderly and disabled persons

- Currently: 46 members




The interRAI Suite grows out of the prior
generation of well tested MDS assessment tools

The Suite draws on a common Core set of
items, with unique content depending on the
setting within which an assessment tool will be

used

The interRA/ Suite is designed for use both
within discrete care environments (e.g., nursing
homes, home care) as well as for systems in
which the client is followed from one care setting
to the next (i.e., vertically integrated systems)




Main Groups

Rehabilitation

Extensive Special Care 3

Special Care

Code

Case Mix (RUG)

Description

ADL

RUC

Rehabilitation Ulra High

ADL 16-18

RUB

Rehabilitaton Ulira High

ADL 9-15

RUA
RVC

Renabilitaton Ultra High
Rehabilitation Very High

ADL 4-8

ADL 16-18

RVEB

Refabilitaion Yery High

ADL 9-15

RVA
-

Rehabilitaton Very High
Rehabilitation High

RHE

Rehabilitaion High

ADL 9-15

et

RMC

[Rehabilitation Medium

|2 -5

-
I

[ADL 16-18

RMB

Rehabilifaton Medium

ADL 9-15

RMA
RLB

Rehabilitation Medium
Rehabilitation Low

ADL 4-8
ADL 9-15

RLA_

'|

Rehabilitation Low

TADL 4.8

1SE3

Extensive Special Care 3

ADL =5

SE2

Extensive Special Care 2

ADL =6

|Extensive Speciai Care |

JoE_0

Special Care

ADL 17-18

Special Care

ADL 15-16

Special Care

ADL 4-14

e
—_
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Clinically Complex

Cognitive impairment

Behaviour Problem

Case Mix (RUG)

Clirically Complex with depression

ADL 17-18

Ciinically Complex

ADL 17-18

finically Complex with depression

ADL 12-16

Ciinically Complex

ADL 12-16

finically Complex with depression

ADL 4-11

Clinlcally Compiex

1] Y

= N T P

[Cognifive impairment + Nursing Rehabil.

Cogrifive impairment

Cognitive impairment + Nursing Rehabil,

|Cognitive Impairment.

Behaviour Problem + Nursing Rehabil.

Behaviour Problem

Behaviour Problem + Nursing Rehabil.

Behaviour Probiem

Physical Funclion Red, + Nursing Renabil

ADL 16-18

Physical Funciion Reduced

ADL 16-18

Phwsical Function Red. + Nursing Rehabil

ADL 10-15

Physical Function Reduced

ADL 10-15

Physical Function Red. + Nursing Rehabil

ADL S9-10

Plwsical Function Reduced

ADL 9-10

Physical Function Red. + Nursing Rehabil

ADL

Fhysical Function Reduced

ADL

Fhwysical Function Red. + Nursing Rehabil

ADL




RUG-III Case-Mix Index
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Continuity of care across care settings and
direct-care providers is a basic goal of the
Suite

Continuity is essential to:
- Quality of care

- Proper Incentives for providing high quality
care, in terms of;

— Determination of the appropriate level of care
— Adequate and appropriate reimbursement for care




Developmental Time Line for interRA/
Suite

RAI 2.0 interRAI LTCF

|
RAI-HC 1.0 RAI-HC 2.0 interRAI/ HC
|

RAI-AC 1.0 interRAI AC

BETEEERIDRAIMH 20 interRAI MH
| | | | |
RAI-PAC 1.0

| | |
interRAI PAC
| | | | | |
. interRAI PC
| | |

|

:
RAI-PC 1.0

| | | |
RAI-AL 1.0 interRAI CHA




Examples of Areas Assessed

Cognition Disease diagnosis
Communication Health conditions
Mood Nutritional status
Behavior Skin condition
Psycho-social well- Activity pursuits

being Social supports
Functional Status Medications

Continence Treatments




> 65 1n Home Care 1n Europe

interRAI
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Outcome measures available

Activities of Daily Living (ADL)

Independent Activities of Dally Living
(IADL)

Cognitive Performance Scale ( CPS)
RUG-IIl summary

Changes in Health, End-stage disease,
signs and Symptoms scale (CHESS)

Index of Social engagement
Depression rating scale
Pain Scale




interRAI Mission Statement

interRAI believes that standardized assessment
provides crucial information about the needs of
the elderly population which is rapidly growing
world-wide. Comprehensive evaluation, including
functional, psychosocial and environmental
needs, is the key to care planning decisions
resulting in quality care for the individual and
information for wider policy issues.




Characteristics of Patients Enrolled in
Randomized Clinical Trials on CHF

ACE-i ACE-i vs AR-AT1 AR-AT1 BR-block. Anti-Aldost. Digoxin

Metanalysis ELITE II VAL-HeFT Metanalysis RALES DIG
Pts 12763 Pts 3150 Pts 5011 Pts 9711 Pts 822 Pts 3397

Age 61+11 67+10 61+10 65+12

Males (%) 81% 71% 73% 73%

NYHA Illl-IV no IV 40% (lII) 46% 95%

Comorbidity

Disability




CHF patients comparability

All trials  ELITE II SAGE
(n=12,763) (n=3150) (n=86,094)

Age (years)
Males

EF

NYHA 3-4

CAD
HTN

NIDDM

61+11

81%
29+7

no class 4

54%
35%
18%

/1+7
/0%
31+7
48%
58%
49%
24%

35+8
27%
n/a
86%
57%
55%
27%




Target CHF Population in Randomized
Clinical Trial vs. Clinical "Real World"

Age (years)

Gender

Diagnosis

Therapy

Compliance

RCTs
50-65

M>F
CHF main

diagnosis

Focused on CHF

Optimal

Real World
>75

F>M

Comorbidity

Polypharmaco-
therapy

Variable,
often low




