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Abstract 

Background: The "Predicting Health Needs of Seniors Survey" (PHNSS) is designed as 

a self-administered questionnaire identifying community dwelling elderly persons at nsk 

of functional decline and high health care utilization. The questionnaire, developed for a 

Iow-incorne population, was adapted for use in Chinese, French, English and Ojibwe. 

Objectives: To confirm the questionnaire reliability and construct validity in Chinese, 

French, English and Ojibwe. To test the predictive validity of the PHNSS. 

Methods: For each cultural group, the PHNSS was administered to well and physically 

dependant seniors. Demographics and measures of daily functioning, cognition, mood, 

and physical performance were collecred. Test-retest and inter-rater reliability testing 

were completed. To test predictike validity, responses to items fiom the 1996 Aging in 

Manitoba interviews were used to create a "surrogate" PHNSS score. Telephone 

interviews estabIished functional status 18 months from baseline. Health claims data 

were used to examine home care use, hospitalization and physician visits at 18 months. 

Results: There were 52 English, 7 1 French and 67 Chinese participants for construct 

validity testing. The PHNSS was highly acceptable and administered in less than 10 

minutes. Test-retest reliability for the self-administered survey was high (ICC 0.9 1). 

Inter-rater reliability for the total score was acceptable but there were substantive inter- 

rater differences on four items. The PHNSS score correlates with fiinctional measures, is 

higher (worse) in the dependent group, and these associations are consistent across 

cultural groups. Pre-testing the survey in the Ojibwe population revealed a prolonged 

administration time and general unacceptabihty of this type of screening approach. 

For predictive validity testing, 338 'surrogate' PHNSS scores were generated. 

The PHNSS score is positively associated with frequency of physician visits and 

admissions to hospital over an 18-month period. A higher baseline score is also 

associated with a greater likelihood of 2 Instmmental Activities of Daily Living (IADL) 

impairments at 18 months. A score of 15 or higher identifies 46% as being at risk and 

has moderate sensitivity (64%), specificity (66-72%), positive predictive value (55-69%), 

negative predictive value (67-74%) for predicting a high frequency of total physician 

visits and 2 IADL impairments. 

Conclusions: The PHNSS can identifi a group with greater functional impairment and 

these findings are consistent across three cultural groups: English, French and Chinese. 

The PHNSS is able to identifL a group of seniors at risk for increased health care 

utilization and functional decline. 



1 .O Introduction and Objectives 

Two important themes exist in the literature that surrounds comprehensive geriatric 

assessment. The first is that mortality, physical fûnction and cost are thought to be the most 

important outcames in trials of genatric care.1 This emphasis on fùnctional status is 
reflected in recent trials of in-home preventive assessment prograrns for older adults where 

the ability to p d o r m  the activities of daily living (ADLs) and instrumental activities of daily 

living (IADLs) were considered primary outcomes.2-3 The second is that using some form of 

screening, casefinding or referral for assessment to select the people most Iikely to benefit 

from an intervention is an important determinant of success in providing health services to 

the el~ierly.~.5Jj Therefore, there continues to be considerable interest in developing and 

refining screening tools to identifi elderly persons at high risk of functional decline7.8 *9 as 

well as in developing programs to prevent functional decline.10 

The strategy of identiQing an "at risk" elderly population using some form of a screening 

questionnaire has been the subject of study for a number of years and formed the basis of 

a research program entitled "Culturally Sensitive Seniors' High Risk Screening Program" 

funded by the Seniors Independence Research Program (SIRP) and Canada's Drug 

Strategy: Community Researcher Award (CRA) (Reference #6606-5567-603). The 

overall objective of the research program was to develop a "screening protocol" to be 

implemen ted by a community heal th centre to identi fy community dwelling seniors at 

risk of functional decline and increased health care utilization. It was intended that the 

protocol be structured around a self adrninistered questionnaire, that was reliable and 

valid. . The client base for the Health Action Centre (HAC) is a low income population 

with a high proportion of immigrants. Dominant ethnic groups in its catchment area 

speak English, Ojibwe, Cree, Chinese and Ukrainian. It is very probable that high 

proportions of these elderly persons are functionally illiterate. St. Joseph's Community 

Health Centre is located in a working class neighborhood with a high proportion of 

Portuguese and Italian immigrants. Because the research program set out to create a 

screening protocol that was applicable and relevant to both the HCA and the St. Joseph's 

Community HeaIth Centre it was imperative that the instrument be acceptable and valid 

in a population with low income, low literacy and diverse ethnic groups. Existing 

screening instruments are discussed in detail in the literature review. At this time, there 

are no predictive screening questionnaires that have been adapted or  tested for these 

specific groups. Therefore, as part of the broader SIRP research prograrn, the Predicting 

Health Needs of Seniors Survey (PHNSS) was developed (Appendix 1). 



For the purposes of this thesis, only the research carried out in Winnipeg is discussed. 

The funded research program included development of the questionnaire, testing the 

reliability and validity of the PHNSS as well as testing methods of administration. 

Development of the questionnaire is discussed in the background section of this thesis 

and was not considered part of the formal thesis project. The thesis focuses on the 

reliability and validity testing of the PHNSS. Frequently used abbreviations and terms 

are Iisted and defined on pages 83-84. 

1.1 Objectives 

1. To confirm the reliability and construct validity of the PmSS in Chinese, 

English, French, Ojibwe, and Ukrainian. 
. . 
I I .  To test the predictive validity of the PHNSS. 
. * - 
111. To examine the effect of different scoring criteria on the predictive abilities of the 

PHNSS 

2.0 Background and Literature Review 

2.1 Functional Status and the Elderly 

A white female, aged 85, with 12 or more years of education living in the United States has a 

rernaining average li  fe expectancy of 8.6 years and can expect that for 3 -4 of those years 

(10%) she will be dependent in at least one of the basic ADLs. l The prevalence of 

functional dependence, whether looking at IADLs or ADLs, increases with age for both men 

and women with women consistently reporting more limitation at al1 ages. In Manitoba, 

13.3% of maIes aged 75-84 report requiring assistance in at least one basic ADL, this 

increases to 32.7 % in the 85+ age group. Females report 24.3% and 49.7% ADL 
dependence, respectively.12 

Dependence in activities of daily living has been documented to be a predictor of hospital 

admission, prolonged stays in hospital, higher health care utilization, higher rnortali ty rates, 

home care use and admission to an institution.13-'4 Using community based prospective 

studies of four elderly populations in the United States, Gura!nik and colleagues 

demonstrated that, within each age group of men and women, there was an increase in 

adverse outcornes (death, nursing home admission and hip fractures) with increasing baseline 

functional dependence.14 Dependence in functional activities typically occurs in a 

hierarchical pattern. Loss of ability to perfom IADLs generally occurs first and those who 

11 



need help in ADLs are usually the most severely disabled and nearly always require 

assistance with at least some IADLs.14 Researchers have been able to demonstrate that items 

within the measurements of ADLs and IADLs fonn Guttman s ~ a l e s . ~ 5 - ~ 6  This indicates that 

there is an exact pattern of responses to these items compatible with a consistent loss of 

IADL and ADL capacities. 

Longitudinal cohort data have provided powerful insights into the incidence of new 

functional impairment in community dwelling elderly. Guralnik and colleagues have 

described 1363 persons 7 1 years or older who, at the begiming of the observation period, 

reported no difficulties in activities of daily living (ADLs) and no difficulty walking 0.8 km. 
At the end of four years, 15.3% had died, 18.9% reported difficulty walking 0.8 km and 

10.0% had difficulty with ADLs.17 A similar study in New Haven followed 664 subjects 

who at baseline were cognitively intact and independent in ADLs. Over a one year period, 

9% had become dcpendent in at least one ADL.' 

However, it has also become evident that physicaf functioning is a dynamic process, and 

does not always proceed through this well described gradua1 loss of autonomy. Hébert and 

colleagues have recently examined, in detail, changes in physical function in a cohort of 

representative residents of Sherbrooke, Quebec aged 75+.18 These subjects (n=572) were 

assessed yearly on three occasions using the Functional Autonomy Measurement System 

(SMAF) which incorporates abilities in ADLs, IADLs, communication, cognition and 

mobility. In those subjects that had the same level of fünction at the beginning and end of 

the two year period (n=343), there were six that had improved in the first year and then 

declined, and 38 had declined in the first year and then improved. Of the 1 15 that declined 

over the two years only 28 (24.3%) declined consistently. Thirty-eight declined only in the 

first year, 44 declined only in the second year, and 5 improved in the first year and then 

declined. Over the 2 year penod and within each year, the probability ofchange (dying, 

declining or improving) was higher in the older age group (1 80 years). Furthemore, 

Femicci and coworkers have made the distinction between catastrophic versus progressive 

onset of ADL dependence! They analyzed prospective cohort data on 6,640 older penons 

collected annually over 6 to 7 years. They found similar incidence rates for catastrophic and 

progressive onset of severe disability (dependence in 3+ ADLs). However, older age (85 +) 

was associated not only with a higher incidence of disability but a much higher likelihood of 

a longer disabling process. Though women were no more likely than men to develop severe 

disability, once present their median survival time was much longer (3.44 vs 2.12 years; 

p~0.0001). This research group has also been able to show that older persons who develop 



catastrophic disability rather than progressive disability differ in their hospitalization rates, 

principal discharge diagnoses, medicare charges and nursing home admissions.20 

While the outcomes associated with functional decline are well described, attempts to 

develop models which account for ADL status have led to a heterogeneous set of 

associations. Cognitive functionl4-21-22 depressive syrnptom~'~v22v23, social participationI4, 

self assessed health status14.24.25, age25, lower extremity impairment25 and chronic health 

conditions14y25v26 have al1 been identified either individually or in multi-vanate models as 

being predictive of, or associated with, ADL impairment. The role of chronic health 

conditions and their relationship to mobility impairment and ADLAADL dependence is 

starting to becorne better understood. Thirteen chronic diseases have been consistently 

associated with physical disability: knee osteoarthritis, hip fracture, diabetes, stroke, 

myocardial infarction, angina, congestive heart failure, claudication, chronic obstructive 

pulmonary disease, visual impairment, depression, cancer and cognitive impairment? The 

greater the number of chronic conditions the higher the prevalence of ADL/ IADL 
impairment.26 And in certain conditions, such as cardiovascular disease and arthritis, the 

combination of these two chronic conditions causes a more prevalent and more significant 

limitation in mobility related ADLs than either condition alone.27 When ADL/IADL tasks 

are broken down into domains such as 1) difficulty in mobility/ exercise tolerance 

demanding tasks 2) upper extrernity tasks 3) complex household management tasks and 4) 

self-care tasks it becornes evident that individual chronic conditions are not necessarily 

associated with al1 dornains of disability and that patterns of association for specific diseases 

with different types of disability can be observed.26 

2.2 Health Utilization and the Elderl~ 

Older adults, as a group, are disproportionately heavy users of health care r e s o u r ~ e s . ~ ~  

The costs associated with hospital stays dominate total health care expendihires for older 

a d ~ l t s . ~ ~  It is also well established that the last year of life is the rnost expensive year of 

life with respect to health service utilization.30Jl Sophisticated data base analysis is 

allowing researchers to examine numerous areas: health care costs of specific diseases or 

conditions, cost analyses of specific interventions, srnaIl area variations with respect to 

physician practice patterns and hospital utilization, comparative analyses of health care 

use across geographic regions are some examples. However, predicting health care 

utilization at the level of the individual remains difficult. A widely used behavioral 

mode1 of health utilization, originally proposed by Andersen, suggests that use of health 

services is based on predisposing, enabling and need characteristics. 32J3J4 Of these 
13 



three, need, measured as self rated health and ADL, IADL and mobility status, is the 

Iargest contributor to models of health services utilization. Unfortunately, even with 

extensive modeling and the inclusion of such variables as social supports, multi- 

generational living arrangements, health womes and sense of health control, the amount 

of variation explained by these models is limited (R*-0.069-0.252)? Furthemore, 

Wolinsky cornments that models of health service utilization are particuiarly weak with 

respect to predicting exceptionally high levels of utilization.31 

2.3 The Impact of Income and Culture 

The 1994-95 National Population Health Survey confirmed that low socioeconomic 

status, measured by adequacy of household income, is associated with greater physical 

functional dependence (Odds Ratio 1.3 1 ).24 When health is defined in broad terms, such 

as the World Health Organization definition of health as "physical, social well being, and 

not merely the absence of disease and infirmity"3s it has been well demonstrated that 

provision of health care alone does not determine the health of a population. Factors 

such as income, education and employment are also important determinants of health 

status. Even when health is measured in traditional ways such as mortality rates and 

prevalence of chronic diseases, socio-economic status is an important predictor of 

outcomes.36 As a result, cornparisons of health status of cultural groups, particularly in 

circumstances where there may be marked differences in socio-economic status, should 

try to take into account this potential confounding effect. For example, work in the 

United States suggests that though the prevalence of specific chronic diseases does differ 

between cultural groups (for example, Hispanics and African-Americans both report 

higher rates of hypertension and diabetes than Caucasians), differences in functional 

status among those with chronic conditions are accounted for mostly by differences in 

socio-economic status rather than inherent differences in the cultural group.37 

There has been some recent effort to compare patterns of functional decline across 

cultures. Comparing older persons from seven population-based samples in five 

European countries, Femcci and colleagues found that the prevalence of disability in 

specific ADLs varied across the cultures.3s However, if ADLsAADLs are classified into 

domains of disability, a hierarchy of loss of function that meets the criteria for a Guttman 

scale can be described, and the hierarchy of Ioss can be replicated across the seven 

populations.33 Jylha and colleagues have described similar findings when they 

exarnined self-rated health in population based samplcs of older persons from Tampere, 

Finland and Florence, Itaiy.39 There were cultural differences in ratings of health with 



FIorentine women and men respectively three times and four times more likely to report 

good self-rated health than men in Tampere. Yet the correlation of self-rated health with 

chronic disease, functional ability, symptoms, visual impairment, number of medication 

and education was no different for the two regions. Also, the ability of self-rated health 

to predict mortality was similar across genders and cultural groups. 

In Canada, immigrants comprise a considerable proportion of our population, even 

arnong older persons. There are recent Canadian survey data to suggest that immigrants 

differ in Iife expectancy and disability patterns from Canadian-bom persons. Using the 

Health Activity and Limitation Survey data from 1986 and 199 1, Chen and CO-workers 

demonstrated that immigrants had lower age-specific mortality rates than the Canadian 

born population.40 The only exception was that aRer age 70, mortality rates for the 

European immigrants and Canadian bom populations converge. In 199 1 ,4  1% of male 

and 57% of  female non-European immigrants could be expected to live to age 85; but in 

the Canadian born population the proportions were 23% and 45% respectively. The 

analysis of dependency patterns included a11 age groups, therefore; overall ADLAADL 

dependency rates were relatively low. Nevertheless a gradation of dependency was still 

observed. Canadian bom females reported a 9.3% prevalence of  dependence, European 

immigrants 8.2% and non-European immigrants 5.7%. For basic ADL dependence the 

rates were 2.0%, 1.7% and 1.4% respectively. 

This same group used 1994-95 National Population Health Survey data to examine the 

effect of length of time in Canada on specific health mea~ures .~ '  In general the age- 

adjusted prevalence rate of chronic conditions, further adjusted for sex, income and 

educational status, was lower in immigrants than in the Canadian bom population, 50% 

versus 57%. This is especially true of recent non-European immigrants. As the length of 

time in Canada increases, so does the reporting of chronic conditions. ADL.'IADL 
dependence was less prevalent in recent (less than 10 years) non-European immigrants; 

however, consistent with the literature, the authors found that lower household income, 

lower education status and fernale gender were greater determinants of dependence than 

immigration status. The differing health characteristics in the immigrant populations are 

probably accounted for by the "healthy immigrant" e f f e ~ t . ~ * * ~ I  The Immigration Act 

ensures that potential immigrants are screened for serious medical conditions. In 

addition, a person in good health is more inclined to emigrate than someone in poor 

health, and employability, although less applicable to the older person, also dernands a 
certain level of health. 



These observations argue that it is reasonable to apply the same theoretical constructs 

with regard to functional decline across cultural groups. However, at the stage of 

developing screening instruments which rely on measures of functional status, it becomes 

imperative to validate instruments for each cultural group separately as there is well 

described variation from group to group on individual items? The client base of the 

HAC is a low income population with a high proportion of immigrants. Dominant ethnic 

groups in the catchment area speak English, Ojibwe, Cree, Chinese and Ukrainian. It is 

very probable that a high proportion of the elderly subpopulation is functionally illiterate. 

Because the research program set out to create a screening protocol that is applicable and 

relevant to the HAC, it was critical that the PHNSS be acceptable and vaIid in a 

population with low income and poor literacy. The additional challenge was to ensure 

that the PHNSS was adapted and tested for reliability and validity in each of the 

dominant ethnic communities. 

Several groups have developed and tested screening questionnaires to identiQ "at nsk" 

elderly. Pnor to describing and companng the properties of these instruments it is 

relevant to summarize key attributes of effective screening questionnaires. Before any 

instrument is considered for clinical or research purposes it is essential that it be tested 

and proven to be reliable and valid. 

+ Reliability: refen to "the consistency or stability of the measurement process across 

time, patients or obser~ers."~? With reliability testing, the researcher tries to identi& 

potential sources of error and their impact on the consistency of the measurement. 

For example, subject responses to an instrument that is self-administered may be 

affected by such factors as the day of the week or fluctuations in chronic diseases (for 

example, pain and mobility scales in persons with joint disease). The test instrument 

is administered over several tirne intervals (test-retest reliability) and the variation in 

scores analyzed to cietennine the ratio of the true score variance to the observed score 

variance. In an interview administered instrument a potential source of error is the 

influence of the interviewer (rater) on the respondent. There is the possibility that the 

style or manner of a particular rater will lead to systematically different responses in 

comparison to other raters. Therefore, subjects are given the same instrument by 

different raters and scores subsequently analyzed for variance (inter-rater reliability). 



+ Validity: in broad tenns this refers to "the extent to which a test measures what it is 

intended to measureW.42 There are several 'types' of validity, which, though measuring 

different attributes of the test, are complementary as they al1 aim to increase the 

degree of confidence that can be placed in the test.43 Depending on the author there 

may be an overlap in terms used to describe types of validity Le. concurrent validity 

is often used interchangeably with criterion validity. 

+ "Content validity" is usually assessed by experts in the field and refers to how 

adequately the selected items reflect the aim andi or theoretical construct of the 

instrument. 

+ "Concurrent validity" correlates the new scale with a criterion or gold standard 

rneasure, both of which are given at the same time 

+ "Predictive validity" is similar to concurrent validity but the criterion measure or 

outcome is not available until some time in the future 

+ "Construct validity" is tested when there is no easily accessible gold standard 

against which to test the new instrument. Based on the theoretical constnict 

underlying the structure of the instrument, hypotheses are generated and tested. For 

example, a hypothesis is generated that a new instmment measuring caregiver stress 

will correlate highly with syrnptoms of depression and sleep disturbance but will not 

correlate with hours of Home Care support. If these findings are obtained then the 

validity of the new instrument is supported. 

I f  an instrument does riot have acceptable reliability and validity then it is usually 

discarded as the clinician or researcher cannot place any confidence in the interpretation 

of the results that are obtained. 

Screcning instruments are then assessed for their ability to accurately classiQ the 

population at risk into those with the condition of interest (positive test) and those 

without (negative test). The most common statistical method used is to calculate the 

"sensitivity" of the instrument, which refers to the proportion of persons with a particular 

disease which are correctly classified as diseased and the "specificity" which refers to the 

proportion of people without the disease who are correctly classified. The ideal 

screening instrument has high sensitivity so that you minimize the possibility of a person 

being "missed" who tmly has the disease (false negative) and high specificity to 

minimize the possibility of mislabeling an othenvise well person (false positive). These 

errors in classification create potential psychological distress as well as incumng costly 

investigation intervention on an otherwise well person. 



There are oflen situations where the ideal of high sensitivity and high specificity cannot 

be achieved. In a screening test it is usual to emphasize high sensitivity at the expense of 

specificity. The rationale is that the goal of a screening test is to capture as many persons 

who are at risk of the disease being present as possible and to minimize the possibility of 

missing a person. The screening test can then be folIowed up by a test with high 

specificity to remove the faIse positives. An example is screening for diabetes, the 

thresholds of fasting and random blood sugars that trigger investigations for diabetes are 

set relatively low so as increase sensitivity and not miss anyone at risk (faIse negative), 

however the specificity (false positive rate) is substantial but easily identified by more 

rigorous blood sugar testing. Such a strategy is not advisable where a false positive test 

can Iead to psychological distress/ burden particuIarly in a setting where there is not 

necessarily an intervention to be offered to those who truly have the "risk" state e.g. 

prostate cancer screening in men over age 70. 

2.4.1 Review of Existing Questionnaires 

The existing screening questionnaires to identiw "at risk" elderly can be broadly 

categorized into "casefinding" and "prospective" instruments. The casefinding 

instruments aim to identiQ a group of elderly persons who are currently at risk, 

specifically looking for medical, functional or social problems that may be unreported or 
unrecognized. 15v44745-46147Mv49 Several of the groups have been able to successfully 

devise a process whereby the questionnaire is mailed oui, typically from the family 

physician's office, self-administered and r e t ~ r n e d . ~ - ~ ~ ~ ~  The Hebrew Rehabilitation 

Center for the Aged (HRCA) Vulnerability Index is administered either by phone or in 

per~on.~s  The Winchester Disability Rating Scale was originally used by trained 

volunteers and filled out at a home visit using responses to a semi-structured inter~iew.~9 

Typically the casefinding instxuments are validated by comparing the categorization of 

being "at risk" against a clinical as~essrnent.45~46~~7~~8 The sensitivities for the validated 

instruments range from 79% to 95% and specificities from 50% to 87%. 

The prospective questionnaires, on the other hand, aim to identiQ elderly persons who 

will, at some time in the future, develop an 'at nsk' state. Six instruments that faIl in this 

category have undergone thorough eval~ation.*~9~~6~s*~~~52 Each differs considerably in 

its objectives. In addition to the descriptions of the instruments to follow, properties of 
each instrument are summarized in Appendix 2. 

+ The Older Arnerican Resources and Services (OARS) IADL: The OARS IADL 

questionnaire is interviewer administered and consists of five questions, each 
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focusing on one IADL task.16 Fillenbaum administered the questionnaire to a 

random sample of elderly persons residing in Cleveland (n=1609) and then tested the 

ability of the OARS IADL to predict mortality at one year. What she identified was a 

gradation of nsk with those able to perform al1 activities unaided having a relative 

risk (RR) of mortality of 0.4 and those unable to perform any activity unaided having 

a RR of 5.4. 

+ Sherbrooke Postal Questionnaire (SPQA-8 is a postal questionnaire that predicts 

functional decline at one year. It consists of six yesho questions with positive 

response to two items or non-return of the questionnaire being considered 'at risk'. 

The investigators have calculated a sensitivity of 68% and specificity of 54% or 

alternatively a RR of 2.4 for functional decline at one year. While the study drew on 

a large population (n=607) to test potential questionnaire items, validation of the final 

version of the questionnaire was tested on a much smaller group (only 45 subjects). 

+ The Seniors HeaZth and Wellbeing Survey (SHWS):fl was developed by Hay and 

colleagues as a screening and casefinding instrument for use in a primary care 

setting.53 It consists of 28 items addressing preventive health measures, lifestyle, 

rnedical and psychosocial issues. The ability of the SHWS to predict fûnctional 

decline has been tested. As part of a larger trial, 445 seniors in a large group practice 

in Ontario were administered the SHWS and followed prospectively for two years 

with annual functional, social and resource utilization assessments. Sixty-five 

percent (n=î9 1) screened positive on one or more items of the questionnaire. Those 

who screened positive generated significantly higher direct health costs at 1 year (p 

<0.005) and tended toward higher costs at 2 years @=0.08). The two groups did not 

differ in the proportion of patients who experienced deterioration either in activities 

of daily living (ADL) or in a multidirnensional functional assessrnent.5' 

+ "frailty scale": has been recently described by Rockwood and c~l leagues .~  

Community dweiling seniors are classified into four levels based on independent 

mobility, ability to perfonn basic activities of daily living (eating, bathing, dressing 

and bath transfers), bowel and bladder continence and cognitive im~airment .~ They 

were able to apply the scale to 9008 randomly selected community dwelling seniors 

and then follow the cohort prospectively for 5 years. The scale shows a dose- 

response relationship between grades of frailty and subsequent institutionalization 

and death. For the most impaired level there is a relative risk of 9.4 (7.7-1 1.5) and 

3 -2 (2.7-3.6) for institutionalization and death respectively. 



+ P,,Screening Instrument Boult and colleagues have developed an 8 item, mailed 

questionnaire which predicts the probability of a person age >70 requiring repeated 

hospitalization within 4 years.50 Items consist of: self-rated health, presence of heart 

disease or diabetes, hospitalization or >6 physician visits in the past year, presence of 
a caregiver, gender and age. The P, value is then generated using a logistic equation. 

The predictive validity has been tested in both Medicaid55 and managed care 

 population^.^^ The survey can be adrninistered by mail with average response rates of 
58-50%. In the Medicaid sample (n=136) a Pm score > O S  was considered high nsk 

and identified a group with rates of hospitalization and hospital days over a one year 

period hvice that of the low risk group.55 There were no differences for death, 

nursing home admission or emergency room use. In the managed care sample 

(n=6802), subjects with scores in the highest quartile were considered the high risk 

responders. Ratios of utilization for high risk compared to Iow risk respondents 

were: 2.7: 1 for medical claims, 2.5: 1 for emergency room use, 3.6:1 for nursing home 

stays, 3.5: 1 for home care days.56 

+ Healtlt Screening Form: 52 is a four item survey predicting hospitalization targeted to 

seniors at least 8 1 years of age. The risk variables were derived from a rnuch longer 

mailed survey. The four risk variables are: presence of heart disease, presence of 

diabetes, need for help preparing meals, needing help of a person or mechanical aid to 

get around. These are entered into a logistic regression equation. When applied to a 

validation cohort (n=1872) the highest decile responders had a hospitalization rate of 

23.7% over 4.5 months compared to 4.3% in the lowest deciIe.49 

2.4.2 Domains and Predictive Items 

In cornparing the contents of the questionnaires there are four common domains which 

emerge: 

+ ADLs: especially use of a walking aid; 

+ IADLs; 

+ physical health: especially self-rated health, hospitalization within the past year, four or 

more medications; and, 

+ social health: e.g. living alone, heip available. 

A few authors have used analytic techniques to try to establish which individual 

questionnaire items are most usefiil.8J6*44*50~53 There is considerable variation in their 

conclusions; however, in some cases the outcomes these authors sought differed 

dramatically. For example, Boult was trying to predict hospitalizationS0 and Fillenbaum 
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rnortalityI6, thus it is not surprising that their conclusions as to what constitutes the "best" 

items differ. 

Hébert et al. and van Ineveld both examined predictors of functional decline but 

characterized different risk factors. Hébert identified not Iiving alone (Relative Risk (RR) 
1.6), 4 or more medications per day (RR 2.0), problems with hearing (RR 1 S), problems 

with seeing (RR 2. l), use of ambulatory aid (RR 2.0), problems with memory (RR 1.5) as 

risk factors.8 Whereas van Ineveld found that loss of ADL capacity was associated with age 

greater than 75 years @=0.01) and worsened heaith in the past year (~=0.05).5~ Consistent 

with Hébert's report, van Ineveld did find that the risk of generating higher health costs was 

greater if the subject reported 4 or more prescription drugs (RR 1.73), use of ambulatory aids 

(RR 2.37) or a vision concern. 

2.5 Develo~ment of the Predictin~ Health Needs of Seniors Survev 

In developing the Predicting Health Needs of Seniors Survey (PHNSS), the objective was 

to have a questionnaire which was reliable, valid and could be self-administered. The 

questionnaire should have the ability to predict physical functiona1 decline and increased 

health care utilization over an 18 month interval. 

The original proposal submitted for the CRA identified the Seniors Health and Well- 

being Survey (SHWS) as the instrument around which the screening protocol would be 

based. However, detailed analysis of the properties of the SHWS revealed it did not have 

adequate discriminatory power for use in a broader setting. 

Of the screening instruments targeting community dwelling seniors at risk of medical, 

social or functional p r o b l e r n ~ , 8 ~ 9 ~ ~ 5 ~ ~ ~ ~ ~ ' - 5 0  only the Sherbrooke Postal Questionnaire8 

specifically aims to predict functional decline as the goal of the screening protocol. The 

authors of the SPQ have indicated that using their criteria, 56% of respondents will be 

considered at high risk for functional decline, with a sensitivity of 75% and specificity of 

52%. Applied to a hypothetical population of 500 community dwelling elderly persons, 

330 would screen positive and require a more detailed assessment. Of those screened 

positive, only 38% (n=106) would go on to develop functional decline. Those screened 

negative would have had no further intervention but 16% (n=35) would have developed 

functional decline. Given the investment of health resources required to assess 

potentially high risk elderly, the SPQ did not appear to have adequate discriminatory 

power to be useful in a clinical setting. The remaining screening instruments available 



either did not target the outcome of interest, were not specific to a low income setting or  

were too iimited with respect to questiomaire domains. For example, the OARS iADL 
questionnaire contains only fiinctional items but no items regarding heaIth status or 

medication use. 16 

To remain consistent with the objectives of the CRA, which is to use a prospective 

instrument to predict tùnctional decline and increased health care utilization, it was 

decided to develop a new instrument, the Predicting Health Needs of Seniors Survey 

(PHNSS) (Appendix 1). 

Items were generated from multiple sources and included SHWS items found to be 

individually predictive of increased health care utilization, and also associated with 

functional decline and items identified by other investigators to be individually predictive 

of functional declines or hospitalization and m0rtality.g~41*~~~51~5~ The literature indicates 

there is considerable overlap between questions that predict health care utilization, 

hospitalization and rn0rtality5~e.g. 4 or more rnedications. Two expert panels consisting 

of five geriatricians and two gerontologists reviewed the draft instmment for assessrnent 

of appropriateness of questions, interpretability, redundancy and face validity. The 

PHNSS (Appendix 1) consists of 13 items, the majority ask the respondents to self-rate 

their ability to carry out specific IADL tasks with additional questions on self-rated 

health, nurnber of medications, recent hospitalization and availability of assistance. 

Recornmendations for adapting application forms and materials to make them accessible 

to low-income older adults suggest the addition of graphics as one of a group of changes 

which include: use of simpler language and sentence structure, simple blocking to clearly 

designate area for applicant completion, simple and uniform type style and clear color 

contrast.58 Drawings or graphics may be helpful in aiding comprehension of an 

instrument for those who are functionally illiterate but they also hnction to enhance 

written or verbal explanation, rather than replace it.48vj9p60v61 Preparation of drawings 

must be given the same attention as the construction of questionnaire items. Essential 

steps include pre-testing and ensuring they are appropriate to the culture being tested. 

In keeping with these suggestions, the following adaptations were made to the PHNSS 

(Appendix 1): 

+ increasing font size to 16 point 



addition of graphic images to the response options for self-rated health, medications 

and fûnctional items. These were developed by the Department of Communication 

Services of the University of Manitoba. 

4 simplification of language to ensure readability. Pre-testing took place with clients of 

the HAC Health Services for the Elderly Program, the participants ranged in literacy 

levels from fünctionally illiterate to a high level of literacy. 

to assess the number of prescribed medications a senes of graphics of each type of 

medication is presented with the person being asked to circle the appropriate quantity 

for each type (see Appendix 1). In pre-testing, the question "do you take more than 

three di fferent pills" created di fficulties for al1 subjects with considerable ambiguity 

as to the meaning. Alternative wording was also unsuccessful. 

The PHNSS was pre-tested on six clients of the HAC Health Services for the Elderly 

Program. Also, the original English version has now been administered to over 200 

persons, targeted to a low-income, low literacy group where possible. The following 

observations have been made: 

+ the content of the items has a high level of acceptability. 

+ the graphic images have been well received and the majority of  participants asked 

have found them to be helpful. 

+ for subjects who are functionally illiterate, verbal explanation is still required to allow 

for completion of the questionnaire. 

+ administration time generally ranges from 3 to 8 minutes. 

2.6 Cross-Cultural Ada~tation 

Examination of the existing questionnaires suggests the target populations were generally 

homogeneous in cultural composition. With the exception of Hébert who conducted his 

work in a Francophone population, the remaining questionnaires have al1 been developed 

and validated in the United Kingdom or the United States. It is uncertain whether other 

cultural groups would participate in a mailed, self-administered screening strategy with 

the same degree of enthusiasm or, of equal concem, whether the questionnaires retain 

thcir validity. 

A proportion of the target population of this project was functionally illiterate in English 

because this was not their first language. One way of ensunng their inclusion in the 

sample was to translate the questionnaire into the languages most commonly used in the 



catchment area of interest. However, there may have been words or concepts in the 

English version of the questionnaire which remain difficult to communicate in a different 

Ianguage. A question may be meaningless in another culture, or not acceptable because 

the topic is especially sensitive in that culture. Guillemin and colleagues6~ have 

attempted to address these concerns by proposing a set of standardized guidelines for 

translating a previously validated health-related quality of life measure into another 

language. The recommended process includes translation, back-translation, committee 

review, pre-testing and re-examination of the weights for scoring. Using these methods, 

groups have been successful at adapting commonly used instruments for other 

cultures.63~~ Even so, there remain circumstances where a translated instrument is not 

adcquate and a new scale developed specifically for use in that culture is required.65 

2.6.1 Defining Cultural Group 

Cools has described both aging and ethnicity as variables that "are apparently well 

known to al1 (and therefore remain undefined)".66 There are several methods of 

measuring ethnicity as a research "category" including: personal identity (self- 

identification), parental or ancestral location of origin, family names or behavioral 

indicators, e.g. language spoken or membership in an ethnic organization.66 For this 

project, the approach of self-identification was used. For example, in recruiting the 

Ukrainian subjects, advertisements for "Ukrainian seniors" were placed in a number of 

locations, including Ukrainian churches and recreational programs located in parts of 

Winnipeg with a high concentration of persons of Ukrainian origin. Participants who 

responded to those advertisements and confirmed that they considered themselves 

Ukrainian, were considered to be in the Ukrainian group. This did not require that they 

were born in the Ukraine, belong to a Ukrainian organization or necessarily speak the 

Ukrainian language fluently. 

2.6.2 Cross-Cultural Adaptation of the Predicting Health Needs of Seniors Survey 

The English language version of the PHNSS questionnaire was adapted for use in: 

Chinese, French, Ojibwe and Ukrainian (Appendix 3). The pidelines proposed by 

Guillemin et. a1.62 for cross-cultural adaptation of a health-related quality of life measure 

wcrc followed. The questionnaire was first translated then back-transiated by 

experienced translators. A mix of professional translators and translators who had 

cxperience working with community agencics or seniors in the community was used. A 

committee reviewed al1 final and source documents, verifiing conceptual similarities. 

The final back-translations are summarized in Appendix 4. This was a valuable process 



as discrepancies were frequently identified, particdarly around slang expressions (Le. 

puffirrs). Each adapted questionnaire was pre-tested before consensus was reached on the 

final version of the survey. Throughout this process, particular attention was paid to the 

maintenance of readability of the questionnaire items, the title and instructions. 

During the translation process, the draA questionnaire was reviewed by members of each 

ethnic community. Members of the Chinese comrnunity expressed some concern with 

the exclusion of traditional medicines from the questionnaire. It is their expenence that 

in these cultures, traditional medicines often take the place of prescription medications. 

A similar concern was raised by staff at the Health Action Centre about the Ojibwe 

version. SIRP Community Researcher Award holder Erin Tjarn (reference # 6606-5560- 

603) has developed a questionnaire which measures traditional medicine use in Chinese 

seniors (Appendix 5). With her permission, her questionnaire was added to the PHNSS 

validation interview for the Chinese community. 

2.7 Potential S tr e n et h s and Weaknesses of the Predicting Health Needs of Seniors Survey 

As discussed above, longitudinal studies are ailowing us to realize that hnctional decline 

is a dynamic process. Some elderly move in and out of "frailty",13 othen expenence 

catastrophic onset ofdisability and still others experience the onset of gradua1 

progressive disability. Given the high vanability in the outcome, this may significantly 

limit the abiIity of any instrument, including the PHNSS, to identify a group at risk of 

functional decline to an extent that is clinically meaningful. 

The PHNSS is limited primarily to IADL items and measures of general health 

(hospitaIization, self-rated health and medications). While al1 of these items are strongly 

predictive of functional decline, additional associations have been identified, for example 

chronic disease, affective and cognitive status.l4*21*22*26*67 One potential weakness of the 

PHNSS therefore is that in the desire to maintain brevity, critical domains may have been 

cscluded. 

Figure I illustrates the progress of gradua1 functional decline. The PHNSS identifies 

those individuals who are having difficulty with IADL task performance as well as those 

with more established impairment. The theoretical constnict of focusing on IADL tasks 

is that those with mild disabitity 1) are known to be at risk for further decline, 2) are 

more likely to improve and 3) may have greater potential to benefit from preventive 

interventions than those with established severe disabilities.25 However, there are subtle 



changes that occur even before IADL task become difficult and researchers are currentIy 

investiçating reliable ways of identi fying these groups. Fried et. al. have been exploring 

a n  alternative approach of identifying early functional loss by asking persons not only 

about difficulty in task performance but also task modification and decreased frequency 

of task p ~ r f o r r n a n c e . ~ ~  In a cross-sectional study they were able to identify a group of 

individuals who othenvise would not have been captured by traditional rneasures and 

who had an intemediate performance on objectively measured tests and an intemediate 

number of chronic diseases, cornpared to those reporting no difficulty or those reporting 

di fficuIty. 

Another construci that is receiving a great deal of  attention is the use of physical 

performance measures. Two groups have successfully demonstrated that this approach, 

applied to a group of elderly with no self-reported limitations, can identify a group at 

Iiigher risk of functional d e ~ l i n e . ~ ~ ~ ~  However, because these tests require in-person 

administration and there is the possibility of significant day-to-day variation in 

performance among those with chronic diseases, the potential usefulness of performance 

rneasures as a screening tool remains under debate. 

The potential strength of the PHhrSS is that it has been speci fically designed and adapted 

for use in low incorne settings and across multiple cultural groups. This feature is Iacking 

in cxisting scrrening tools. It incorporates the strongest items and domains from several 

cxisting instmments. The task of  this project was to confirm that the theoretical basis for 

this instrument was sound, specificaIIy by: examining performance across cultural 

rroups, confirming their reliability, constmct validity and predictive validity. - 
Figure 1:  Model of gradua1 functional decline 



Streiner and Noman43 outline a general approach to testing of newly designed 

questionnaires for clinical or research use. This includes: 

+ item generation 

+ item reduction 

+ face validity testing 

+ reliability testing 

+ validity testing 

This approach was adopted for this project. Reliabihty and validity testing (construct and 

predictive) are described in the methods section. 

3.1 Construct Validitv and Reliability 

3.1.1 Subject Recruitment 

Inclusion critena were age 65 years or older and self-identification into one o f  the 

targeted cultural groups (English, Chinese, French, Ojibwe, Ukrainian). Exciusion 

criteria were current residence in a long-terni care facility and severe cognitive 

impairment. Al1 potential study participants were prospectively assigned into either a 

well or dependent group. Assignment was based on the ability to cany out fùnctional 

tasks. Those requiring assistance with performance of daily tasks were assigned to the 

dependent group. Community contacts who recruited participants were familiar with the 

individuals and made the group assignments. 

The recruitment procedure used convenience sampling, targeting inner-city sites with a 

high proportion of either well or dependent elderly. Organizations and leaders within 

each of the cultural communities were contacted prior to recruitment of the participants. 

As a result 1 developed an extensive database of community contacts. Advisors from 

each of these cultural groups provided invaluable input into aspects of the recruitment 

procedure. A nurnber of complementary recruitment strategies were developed. Seniors' 

centres, elderly persons housing complexes and health service agencies specific to 

seniors were al1 helptùl in promoting the project and refemng the researchers to potential 

participants. For al1 cultures, posters and information sheets were distributed or placed in 

locations frequented by older adults. Informational meetings were held at nurnerous sites 

including housing complexes and recreation groups usually by the principal investigator 

often in conjunction with an interviewer. For the Chinese culture, interviewers were 



present at an influenza irnrnunization clinic sponsored by HAC in a non-profit Chinese 

seniors' housing cornplex. Shonly afler the immunizations were administered, the 

interviewers approached potential participants by describing to them the purpose and 

goaIs of the research project. A list of recruitment sites is included in Appendix 6. 

Once a potential participant was identified, they received a mailed summary sheet 

describing the goals and objectives of the project with a letter thanking them for their 

interest (Appendix 6). Telephone contact was then made by the interviewer who would 

answer any questions about the project as well as set up an interview time. Integral to the 

success of this project was the fact that the interviews were camed out in the participants 

home and by someone fluent in the language who was sensitive to the differences and 

characteristics of the culture in which they were interviewing. 

3.1.2 Constmct validity 

Constmct validity was tested by administenng the PHNSS to community-dwelling 

elderly persons at two extremes of function: those needing intense formal/informal 

supports (temed the "dependent" group); and those functioning well and independently 

without assistance (termed the "well" group). At the same time the following validating 

measures were obtained (Appendix 7): 

1. socio-economic indicators (marital status, housing, previous occupation, 
education) by self-report, 

. * 
1 1 .  self-report measures of ADL and IADL capacity (Katz et. al. 69, Lawton70), 
. . . 
111 .  objective measures of physical function (Physical Performance Test (PPT)'l), 

iv. depression (Geriatric Depression Scale (GDS)72), 
v. cognitive fùnction (Standardized Mini Mental State Exarn(SMMSE)'3) . 
This was done as a face to face intewiew by a trained bilingual interviewer either at 

home or at the recruitment site. Particular attention was paid to ensunng that the 

interviewers were fluent in the local preferred langages and dialects, for example 

Cantonese is the preferred language for the Chinese seniors living in Winnipeg. The a 

priori hypothesis was that scores on the PHNSS and the additional physical function 
measures would be consistent with a greater degree of functional impairment in the 

dependent group compared to the "well" group. 

Validation testing was not camed out in the Ojibwe population, in part, due to time 

constraints. However, pre-testing with the Ojibwe participants also indicated that a 

questionnaire approach was not acceptable. 
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The instmments used to validate the PHNSS are well known and widely used within 

studies of the elderly population. However, with a few exceptions, they have not been 

specifically adapted or tested for use in other cultures. French and Chinese versions of 

both the MMSE74 and the short fonn of the GDS 75 were identitied. For the remaining 

cultures and for the Katz69 and Lawton70 measures, items were reviewed and consistent 

wording agreed upon by the interviewers dunng training. The following additionai steps 

were undertaken to minimize the impact of the lack of validated adapted versions: 

Physical Performance Test": Task 1 of the PPT requires the subject, when given 

the command "go", to wite the sentence "whales live in the blue ocean" 

(Appendix 7). Rather than use the English language version sentence in the non- 

English cultures or a direct translation of the English sentence, a sentence of 

similar length was generated for each culture, as listed in Appendix 7. 

SMMSE73 (Appendix 7). Unfortunately, there are items on the MMSE to which 

respondent scores are known to be influenced by education and ethni~ity.~6 

concentration - a five letter word was chosen, not necessarily the translation of 

"world", as listed in Appendix 4. To ensure abiiity to spell, subjects were asked 

to spe11 the word fonvard and given assistance, as necessary, to leam the task. If 

they were unable to speII the word forward, backward speliing was not attempted 

and the total score pro-rated. 

repeat "no ifs ands or butsw- the goal of this task is to test repetition of a short 

phrase with many functor words.77 Rather than direct translations, phrases 

appropriate to each culture were chosen. 

wnte a sentence - witing is an important Ianguage ski11 to test, but is very 

sensitive to education. Years of schooling were determined pnor to initiating the 

SMMSE. Subjects with incomplete pnmary education were given the option of 

not answering this item and total scores were pro-rated. 

Though the PHNSS was intended to be a self-administered instrument, pre-testing 

indicated that a significant proportion of subjects required some degree of assistance with 

completion of the questionnaire. Accordingly, both test-retest reliability and inter-rater 

reliability were measured to quanti@ sources of measurement error. To assess test-retest 

rcl iability, subjects self-administered the PHNSS on two separate occasions within a two 

week interval. The time interval between the two administrations should have been 

sufficiently short that the underlying physiological process could be considered stable. 
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Streiner and Norman suggest that an interval of two days to two weeks is usuaL43 Hébert 

used an interval of one week to test the SPQs whereas Boult and colleagues used a three- 

week interval to test their self-administered postal ques t io~ai re .~8  

Inter-rater reliability measures the variation due to interviewer factors on the response of 

subjects to the test or instrument, in this case the PHNSS. The first administration of the 

PHNSS occurred during the interview for construct validity. As soon as possible, to a 

maximum of hvo weeks later, a second interviewer administered the PHNSS. 

3.2 Predictive Validity 

Ability to predict fünctional change and health care utilization was determined by 

establishing a baseline PHNSS score for a cohort of community dwelling elderly and 

establishing functional status and health care utilization at 18 months. 

Beginning in 1971, the Aging in Manitoba (MM) study has followed a cohort of 

Manitobans at several year intervals with assessments of a wide range of demographic, 

functional and social variables. AIM represents one of the largest population-based 

longitudinal studies of aging in existence. The latest follow up interviews in 1996 

included 1868 survivors, ranging in age from 73- 104 residing throughout ManitobaS79 

Within the interview schedule were included al1 of the items that form the PHNSS except 

item 2: hospitalization within the past year, item 5: number of medications, item 13: 

taking out the garbage. Responses to items from the 1996 Aging in Manitoba (AIM) 

interviews that matched PHNSS items were used to create a "surrogate" baseline PHNSS 

score (Appendix 8). For the missing items the following methodology was used: 

+ item 2: hospitalization within the past year. AIM 'is hl ly integrated with Manitoba 

Health administrative data. Hospitalizations for July 1, 1995 to June 30, 1996 were 

dichotomized into I+ T e s  and O= no. Admissions of less than 24 hrs, for which the 

majority were outpatient surgical procedures, were not considered to be a 

hospitalization episode for the purposes of this study. 

+ item 5: number of medications. AIM is also linked with computerized Pharmacare 

data which allowed for the creation of a 'number of rnedications' item. Al1 

prescriptions for January 1, 1996 to June 30, 1996 were reviewed. Exclucied were 

pharrnaceutical preparations that did not correspond with the graphics presented in 

question 5 of the PHNSS (liquids, ointments, patches, suspensions, creams, sprays). 

Subjects were deemed to be current users of eye drops if the prescription was issued 



on or after April 1, 1996 and current users of antibiotics if the prescription was issued 

on or after June 1, 1996. 

item 13: taking out the garbage. AiM item A228 : "Does anyone help you with doing 

light housework?" was chosen as the most equivalent item. 

Existing prospective screening surveys use time intervals ranging from 4.5 months to 5 

years (Appendix 2) to assess outcornes. For the purposes of use as a community based 

tool, any time interval between 12 and 24 months would have been acceptable. Within 

this tirne interval, there would be a high enough proportion of elderly with functional 

decline to justiQ initiation of a screenind intervention program. 3*7~17~18-20*80~81 Too 

short an interval, such as 4-6 months, would likely result in too few persons experiencing 

decline. Too long an interval, such as 4-5 years would result in an unnecessary high rate 

of "at risk" persons. Eighteen months was chosen as a relevant time fkame after Iogistics 

were considered. 

Participants in the 1996 AIM interview who had previously consented to participate in 

further research, who were living in Winnipeg or irnmediate environs and were 

community dwelling were considered for inclusion. Subjects were excluded if at the 

1996 interview there was significant hearing deficit or the entire interview was 

completed by a proxy. Participants were contacted by telephone beîween January and 

March of 1998 and current fünctional status was determined using self-reported 

rneasures of ADL and IADL capacity (Katz ADL", Lawvton70) (Appendix 10). For ease 

of analysis of health utilization data, July 1, 1996 was chosen as the baseline date for al1 

participants and Decernber 3 1, 1997 as the completion date. Manitoba Health 

administrative data were used to identify home care use, hospitalization and physician 

visits in the 18 months from baseline. 

3.3 Validation of the Surrogate PHNSS 

The PHNSS was specifically developed for use in populations with low literacy. 

Wording of the questions and responses at times differs from the phrasing used in AIM. 

In cases where wording or response options differed, a judgement was made as to which 

AIM response most closely matched PHNSS responses. To measure validity of the 

intcrpretation the PHNSS and selected AIM questions were concurrently administered to 

10 subjects (Appendix 1 1). Subjects were recruited from the St. Boniface Geriatric Day 

Hospital, Stradbrook Age and Opportunity Seniors Centre, Gwen Secter Creative Living 

Centre. The order in which the questionnaires were administered was randomized. 



The prirnary outcome measures were the ability of the PHNSS to identiQ: 
I. physical function decline measured using self-report measures (Katz A D L ~ ~  and 

Lawton IADL70) and a physical performance measure (PPT71). 
. . 
i l .  health care utilization measured by Manitoba Health encounter data for physician 

visits and hospitalizations. 

Secondary outcomes were: 
. . . 
I I I .  to determine whether the validity of the questionnaire was consistent across 

cultural groups. 

iv. to examine the effect of different cut points in sconng on the predictive abiiities of 

the questionnaire. 

3.5 Sample Size Estimation 

3.5.1 Construct Validity 

For two of the validating instruments (MMSE and PPT) mean scores with standard 

deviations in well cornrnunity dwelling elderly as well as in more impaired, but still 

cornmunity dwelling populations ( e g  Day Hospital, Guest Home),71.8?-83-84 have been 

established. The estimated sample size needed to be able to demonstrate those expected 

differences with a one-tailed a of 0.05 and B of 0.20 is 34 per group.85 

3 S.2 ReIiability Testing 

The measure of reliability for individual questionnaire items was the kappa coefficient. 

The reliability of the sumrnary score for the PHNSS was tested using the intra-class 

correlation coefficient (ICC). Boult et. al. have determined a Pearson's correlation 

coefficient of 0.78 for test-retest reliability at three weeks for an 8 item questionnaire 

mailed to elderly subjects.'8 The Dartmouth COOP Project has found Pearson's 

correlation coefficients ranging from 0.42-0.88 for two-week reliability86 for a 

questionnaire with 6 items assessing functional domains with the assistance of 

illustrations. To test a nul1 hypothesis that the ICC of the summary score of the PHNSS is 

0.60 and an altemate hypothesis that the ICC is 0.80 requires 35 subjects tested on two 

separate occasions.s7 This assumes an a of 0.05 and B of 0.20. 



3.5.3 Predictive Validity 

Sample size estimations are made on the assumption that the PHNSS would identiQ two 

discrete groups, low nsk and high risk, which will differ in the proportion of subjects 

with functional decline at 18 months. Based on longitudinal cohort data it was assumed 

that at 18 months the proportion of subjects in the low risk group with functional decline 

would be 5% and the high risk group 12%. 3.7317318*2080 It was also assumed that the 

PHNSS would identiw 33% of subjects as high risk. Using a = 0.05 and B =0.20, 128 

and 256 subjects were required in the high risk and low risk groups re~pect ive ly .~~ 

Allowing for an 8.6% loss of subjects in follow-up required an initial sample size of 420. 

Of the prospective instruments, the SPQ is the most simiiar in objective to the PHNSS. 

When applied to community dwelling elderly aged 70 or older, this instrument identified 

53% of subjects as high risk.8 It was difficult a priori to predict accurately what 

proportion of subjects would be screened positive by the PHNSS. Receiver Operating 

Charactenstic (ROC) curves were used to establish the optimum PHNSS cut point for 

low risk versus high r i ~ k . ~ 5  This technique allows estimation of sensitivity, specificity, 

positive predictive value, negative predictive value and percent screened positive for a 

series of cut points. Therefore, there is the ability to select a cut point which results in 

test characteristics chat are as close as possible to those desired by the investigator. 

3.6 Statistical Analvsis 

Data files for study subjects were identified using an alpha-numeric code for 

confidentiality. Descriptive statistics were used to characterize the participating subjects 

and to compare groups. Test-retest reliability of the summary score was established 

using the intra-class correlation coefficient which is derived from an ANOVA. 

Reliability of individual questionnaire items was tested using the kappa coefficient. 

ANOVA and correlation coefficients were used to examine the relationships between 

validating instruments for each cultural group. Intemal consistency of the PPT with and 

without item 1 was tested using item-total correlations. 

The association of a high score with the at risk state was tested either with a Chi-square 

or the Mann-Whitney U test if the at nsk state was a continuous measure as the results 

were heavily skewed (e.g. total Lawton score, total days of Home Care use). Test 

properties of individual cutoff scores for the prediction of functional dependence and 

health utilization were generated from 2x2 tables. ROC curves are created by plotting 



sensitivity versus 1-specificity for a series of cut points thus allowing choice of the 

optimal cut-off score? 

4.0 Informed Consent 

4.1 Construct Validity and Reliability 

Participation in the project was voluntary and al1 subjects were asked to sign a consent 

form (Appendix 9) prior to conducting the interview. The following adaptations were 

made to the consent process: 

i. French: al1 explanatory materials and consent forms were translated into French. 

ii .  Chinese: consent forms were translated into Chinese and provision was made for 

verbal consent, with the requirement that there be two independent witnesses. This 

modification occurred because there was considerable reluctance among the Chinese 

seniors to provide a signature, on any official fonn, despite verbally consenting to 

participation. 

4.2 Predictive Validitv 

The principal investigators of the AIM study were approached to give permission to 

contact 1996 AIM interviewees. During the 1996 AIM interview, subjects were asked to 

provide written consent if they were willing to be contacted for future studies. Only 

those subjects who had given consent were considered for inclusion. AII contacts with 

individual AIM participants were made by research staff hired and supervised by AIM. 
During the initial telephone contact introducing the PHNSS study, consent for 

participation was sought. I f  there \vas agreement to participate, then explicit consent for 

use of the AIM data and Manitoba Health data was also obtained (Appendix 10). 

5.0 Privacy and Confidentiality 

Ail completed data forms were stored in a locked filing cabinet within the offices of the 

principal investigator. Al1 cornputer disks containing subject data were maintained in a 

locked storage container in the offices of the principal investigator. The principal 

investigator was the only person with access to the filing cabinet and storage containers. 

To ensure subject confidential ity, each subject was assigned an alpha-numeric 

identification number and only this identifier was used on each data collection form. 

Subject names or other identifying information were not included on the data forms or 



computer data sets. Subjects are not identified in any reports or written documents 

sumrnarizing the findings. 

AIM has well established and extensive mechanisms in place to ensure security and 

confidentiality of their data. AIM provided a custom data set for analysis which does not 

have any personal identifj4ng data for the participating individuals. These data were 

maintained on computer disks in a locked storage container. Al1 analyses were 

completed in a protected file on a personal cornputer which cannot be accessed through 

the St. Boniface General Hospital o r  University of Manitoba computer networks. 

6.0 Ethics 

There were no direct benefits to the subjects in this study. No inducements or 

compensation were offered to participants. 

A sumrnary of comrnittees and institutions from which ethics approval was obtained is 

included in Appendix 12. Ethics approval was obtained from the University of 

Manitoba: Faculty Committee on the Use of Human Subjects for the project entitled 

"Development and Validation of the Predicting Health Needs of Seniors Survey " as well 

as the project "Predictive Validity of the Instrument: Predicting Health Needs of Seniors 

Sumey". The protocol for th,is thesis project was contained within these two projects. 

The status of these two projects as cornponents of an M. Sc. Thesis for the Department of 

Community Health Sciences was clarified with the University of Manitoba: Faculty 

Committee on the Use of Hurnan Subjects and the Manitoba Health Access and 

Confidentiality Committee. Institutional Ethics Approval for access to human subjects 

was obtained from St. Boniface General Hospital and Seven Oaks General Hospital to 

allow recmitment of subjects frorn the Day Hospitals Iocated at those institutions. Not 

included in Appendix 12 are many of the comrnunity agencies that did not have an 

explicit process in place for involvement in studies (e.g. Manitoba Housing, Age and 

Opportunity). In those circumstances the agencies were always infonned of the status of 

the project with the University of Manitoba: Faculty Committee on the Use of Human 

Subjccts and a copy of the approvaI was provided on request. Al1 interviewers were 

required to sign an oath assunng that any information received from participants would 

remain confidential. Permission to access Manitoba Health utilization data was obtained 

from the Access and Confidentiality Committee of Manitoba Health. 



7.0 Results 

7.1 Construct Validity and Reliability 

7.1.1 Study Subjects 

For the constnict validity testing, 55 English participants (well=33, dependent=22), 71 

Chinese participants (well=36, dependent=35), 67 French participants (well=36, 

dependent=3 1 ) and 23 Ukrainian participants (well= 18, dependen~5)  were recruited. 

For this study, recruitment was a time intense process and it was not possible to recruit as 

many Ukrainian participants as planned. A large proportion of the Ukrainian sample was 

obtained through the Sons of the Ukrainian Pioneers, a male volunteer service 

organization. This tended to bias several characteristics - with a higher proportion of 

married persons, higher income levels and higher educational achievement than the other 

samples. Because of the srna11 and biased sample, the ükrainian subjects were excluded 

frorn further analysis. 

Pre-testing of the Ojibwe version of the PHNSS with Ojibwe participants wôs carried out 

on 10 seniors recruited frorn the Health Science Centre or Kekinan, a native Seniors 

Housing cornplex. In those subjects that were literate and wished to self-administer the 

survey, a preference for an English language survey was indicated. When the PHNSS 

was interviewer-adrninistered because of the number of Ojibwe dialects in Manitoba and 

the subtle phonetic differences, the interviewers found the Ojibwe version of the PHNSS 

unwieldy. Administration time was much longer than in the other cultures, averaging 20- 
25 minutes. The interviewers found the majority of seniors reluctant to provide rapid 

categorizations of their functional abilities. Finally, in the pre-testing that took place at 

Kekinan it  was evident that a screening questionnaire approach was generally 

unacceptable. In explonng these sentiments with the Ojibwe participants, the following 

thcmes emerged: 1) impatience with the many surveys that have been done without any 

tangible benefits to their people, and 2) suspiciousness of research by extemal agencies. 



7.1.2 Baseline characteristics 

Demographic characteristics for the participating groups are descnbed in detail in Tables 

1 to 4. The average age ranged from 76-78 years with the exception of the Chinese 

dependent group which averaged 83 years. A predominantly female population was 

recruited. In the English and French groups, the majority lived alone with no differences 

between the well and dependent groups. In the Chinese participants, though the majority 

of weIl participants lived alone, 48% of the dependent seniors lived with two or more 

adults compared with less than 10% of the French and English participants. The Chinese 

seniors are a demographically distinct group from the English and French participants 

with the majonty residing in Canada less than 32 years, a much greater proportion with 

less than 4 years education and much lower economic resources with 88% reporting less 

than S 1000 per month income. 

1 ame 1: rraseiine cnaracreristics or tne rrngiisn participants lpercentages uniess 
otherwise indicated) 

Characteristic 

Mean age (year) 
Female 
Married 
living: 

with one adult 

with 2 2 adults 

living in house or 
apartment 
living in seniors 
housing/ P e s t  home 

- 1 3 subjects 

Dependent 
n=22 
76.5 
59- f 
18.2 



Table 2: Baseline characteristics of the French participants (perceotages unless 
othenvise indicated) 

Charac teristics I W ~ H  

with one adult I 28.6 

Mean age (years) 
Femaie 
Mamed 
living: 

with 2 2 adults I - 

n=36 
77.6 
66.7 
25.0 

1 

living in house or 1 38.8 

housing/ guest home 1 
1 3 subjects 

Table 3: Baseline characteristics of the Chinese partici 
otherwise indicated) 

Charactenstics 

Female 
Man-ied 
living: 

with one adult 

with 2 2 adults 

r- living in house or 
apartment 
living in seniors 
hous ing  West home 

Dependent 
n=35 

lants (percentages unless 

Dependent 
n=35 
78.1 
71.0 
48 -4 



Table 4: Comparison across cultures for selected characteristics (percentages)* 

Irnmigrated < 32 years I 21.8 I - 1 20.9 

Characteristic 

Born in Canada 

- 
Education: 

English 
(n=52) 

76.4 

1 

Income 4 1000 per month 1 53.4 

i 4 years 1 10.8 1 9.8 1 44.8 

5-9 years 1 29.1 42.1 1 20.9 I 

French 
(n=7 1 ) 

95.8 

35.9 

Chinese 
(n=67) 

O 

88.2 

I 3  subjects 

2 10 years 

Comparison of the well and dependent participants indicates that the dependent group 

had lower self-rated health scores, were more likely to have been hospitalized in the 

* totals do not always equal 100% due to rounding off and missing values 

54.6 

previous year and were taking more medications. Figure 2 graphically represents the 

distribution of responses to the item on self rated health for al1 the study subjects 

46.7 

combined. A greater proportion of the dependent group rated their health as fair, poor or 

bad. 

32.8 

Figure 2: Self rated health of well and dependent groups 

percent 

10 dependent 1 

excellent fair bad 

health status 



In al1 three cultural groups, the median response of the well group was "good" and the 

dependent group "fair". Medication use increased with worsening heaIth status (Table 

5 ) ,  and, as expected, was higher in the dependent group relative to the well group (Figure 

3). The greater number of medications taken by the French participants, whether they 

were well or dependent, is striking. When medication use was dichotomized into less 

than 4, or 4 or more medications, 68.6 % of the French dependent elderly were taking 4 

or more medications compared to 45.5% and 32.3% of EngIish and Chinese dependent 

Table 5: Number of medications by self-rated health 

Sel f-rated health Median 1 Mean SD 1 95% CI for mean 

Excellent 

Good 

Fair 

1 Bad 1 4.00 1 4.83*3.59 1 2.55, 7.1 1 1 

1.50 

2.00 

Poor 

Figure 3: Nurnber of medications (rnedian) for weli and dependent seniors by 

3 .O0 
T 

cultural groups 

1.9W1.86 

2.53k2.08 

5 .O0 

medications 

1.02,2.87 

2.06,3.00 

2.9Et2. 19 

well 
O dependent 

2.36,3.48 
1 

4.54k 1.76 

englis h french chinese 

culture 

3.76,5.32 



participants, respectively. In the well participants 2.9% of the French were taking O 

medications compared to 21.2% and 38.9% of the English and Chinese participants , 
respectively. The dependent groups were aIso more likely to have been hospitalized in 

the past year (6 1.5-73.3 %) than the well groups (26.7-38.5%). 

7.1.3 Constmct validity 

Figure 4 graphically presents the differences between the PHNSS total score between 

well and dependent groups for the three cultures. For this portion of the analysis the 

Figure 4: PHNSS total score for well and dependent 

total score 24 
(mean) 19 

14 

9 

PHNSS 29 

groups of participants 

English French Chinese 

culture 

-' 

PHNSS score range (which is usually 9-39) was converted to a scale ranging from 0-100 

for ease of analysis. As anticipated, dependent groups scored signifkantly higher 

(worse) than well groups @<0.00 1). These differences are mirrored in the performance 

on the functional measures ( ~ a t z ~ ~ ,  Lawton7' and PPT") (Tables 6,7,8) and are 

statistically signi ficant. These di fferences are consistent across the three cultures. The 

findings confirm the construct validity of the PHNSS. There is a less consistent 

difference between groups for the SMMSE " and GDS 72. This may reflect small sample 

size, difficulties with culturally adapting the instruments, may be related to the reliance 

on volunteers for the sample or some combination of these factors. A group of volunteer 

participants for a research project can be expected to have fewer difficulties with memory 
or mood. 

a 



Table 6: Group cornparisoi 
the English participants, re 

1s for the PHNSS total score and validation measures in 
ported as mean and standard deviations 

I Instrument I Wetl 

(maximum score 6)" 
Lawton IADL 

PHNSS total score 
(maximum score 100)" 
Katz ADL 

(maximum score 8)" 
Physical Performance Test 
(maximum score 28)' 
MMSE 
(maximum score 30)' 
GDS 

(n= 33) 
20.2 (14.7) 

0.2 (0.5) 

[maximum score 15)" 
A higher score indicates worse performance 

Dependent 1 

* l o k  score indicates worse performance 

Table 7: Group comparisons for the PHNSS total score and validation measures in 
the French participants, reported as mean and standard deviations 

Instrument 

PHNSS total score 
(maximum score 100)" 
Katz ADL 
(maximum score 6)" 
Lawton IADL 
(maximum score 8)" 
Physical Performance Test 
(maximum score 28)* 
MMSE 
(maximum score 30)* 
GDS 
(maximum score 15)" 

Weil Dependent P value 

A higher score indicates worse performance 
* lower score indicates worse performance 



Table 8: Group cornparisons for the PHNSS total score and validation measures in 
the Chinese participants, reported as rnean and standard deviations 

Instrument 

PHNSS total score 
(maximum score 100)^ 
Katz ADL 
(maximum score 6)" 
Lawton IADL 
(maximum score 8)" 
Physical Performance Test 
(maximum score 28)' 
MMSE 
(maximum score 30)' 
GDS 
(maximum score 15)" 
A higher score indicates worse performance 
* lower score indicates worse performance 

As a separate measure of construct validity, the correlation coefficient of the PHNSS 

total score with a measure of ADL status (Katz total score), a measure of IADL status 

(Lawton total score) and a physical performance measure (PPT total score) (Table 9) was 

exarnined. The PHNSS was highly correlated with IADL status across a11 the cultures 

examined. This is not surprising as 7 of the 13 items of the PHNSS focus on IADL 

activities. The PHNSS was moderately correlated with ADL and physical performance 

across cultures. 

Table 9: Pearson correlation coefficients of the PHNSS total score and functional 
measures 

Culture 

English (n=55) 

French (n=7 1) 

A number of relevant observations were made during pre-testing and validity testing. 

Despite the adaptations and addition of graphies, functionally illiterate individuals still 

required assistance in filling out the survey. This is consistent with the strategy 

43 

PHNSS Total- 
Katz Total 

0.73 * 

L 

Chinese (n=67) 

I 1 

PHNSS Total- 
Lawton Total 

0.75* 

0.72* 

PHNSS Total- 
PPT Total 

1 

-0.67* 

-0.72* 0.52 * 0.77* 

0.88* 
J 

-0.59' 



recommended by Sullivan and colleagues that to obtain high quality health status data, 

low-income populations should be screened for literacy and appropniite assistance 

provided.89 Not surprisingly, dependent seniors were more likely to ask for assistance 

filling out the ques t io~ai re  than well seniors (3 1%- 80% versus 1 1% -30% respectively). 

7.1 -4 Reliability 

The PHNSS was self administered on two separate occasions within two weeks of each 

other with 69 subjects. It had high test-retest reliability with kappa coefficients for 

individual items ranging from 0.41-0.93 and an intra-class correlation coefficient of 0.9 1 

for the total score (Table 10). Inter-rater reliability testing was completed with bvo pairs 

of raters, 5 subjects for Pair 1, 10 subjects for Pair 2. Pair 1 were French and Pair 2 were 

Chinese. This limited testing demonstrated that the rater has an effect on the scoring of 

the PHNSS (Table 10). Though the ICC was acceptable for both rater pairs (Pair 1= 

0.83, Pair 2= 0.67), there were specific questionnaire items that demonstrated significant 

variability between the raters: 

+ Item 3: Do you have sorneone you can count on if you need help around the 

house? 

+ Item 4: How would you rate your current health? 

+ Item 6: How easy or hard is it to get out of a chair? 

+ Item 10: How easy or hard is it for you to prepare meals? 



Table 10: Kappa reliability coefiicients for individual PHNSS questionnaire items 
and Intra-class correlation coefficients for the PHNSS total score 

PHNSS Items 

1. 75 years or older 
2. hospital past year 

3. help around house 

4. current health 

5. medications 

6. out of a chair 

7. walk inside 

8. cut toenaifs 

9. buy groceries 

10. prepare meals 

1 1. use telephone 

12. banking 

13. take out garbage 

T'otal score 

Test-retest 
Self-administered 

(n= 69 pairs) 

0.93 

0.87 

0.69 

0.68 

0.78 

0.65 

0.78 

0.86 

0.77 

0.77 

0.4 1 

0.89 

0.73 

Inter-rater 
Reliability 

Pair 1 (n=5) 

1 .O0 

0.62 

0.29 

--(60%) 

--(60%) 

--(40%) 

1 .O0 

1 .O0 

0.54 

0.76 

1 .O0 

0.54 

1 .O0 

0.83 

Inter-rater 
reliability 

Pair 2 (n- 10) 

1 .O0 

1 .O0 

-0.43 

Kappa could not be computed because the two-way table was asyrnmetric, 
% agreement is in parentheses 

7.1.5 Impact of Culture on the Measurement Tools 

-4s mentioned above, only in a few instances were cross culturally adapted and tested 

validating instruments available. Therefore, it is particularly important to look at the 

possible impact of participant culture on the performance of each instrument within a 

part ic ular group and how it compared benveen groups. 

PHNSS: On ANOVA, culture had an indepcndent effect on the PHNSS total score 

(p=0.030). This effect was most pronounced with the dependent sample (Figure 4, p.41). 

In the French group this reflected primarily the greater rate of medication use (Figure 3, 

p. 40). In the Chinese population there was a greater degree of reliance on others for 

IADL tasks that rely heavily on use of language (telephone, grocery shopping, banking). 

The finding that dependent Chinese elderly were much more likely to be living with one 



or more adults (Tables 1,2, 3, pp.37-8) is reflected in the fact that they were more likely 

to have someone to cal1 on for help, and a higher proportion reported someone else taking 

out their garbage. Therefore, out of the 13 items in the PHNSS, 6 appear to be 

particularly sensitive to the impact of the culture of the participant: 

+ item 3: help around the house 

+ item 5: number of medications 

+ item 9: grocery shopping 

+ item I 1 : using the telephone 

+ item 12: banking 

+ item 13 : taking out garbage 

MMSE: i3 Despite the ability to obtain adapted, validated instruments administered 

by interpreters, performance on the MMSE was uniformly worse for the Chinese seniors 

(p~0.05)  (Tables 6,7,8, pp. 42-3). Well Chinese seniors scored on average 23.1 

compared to 27.8 and 27.5 for English and French groups respectively. The differences 

were even more dramatic for dependent Chinese seniors who scored 17.8 compared to 

25.4 and 26.0 for English and French. Review of responses to individual items indicated 

that the participants were attempting to answer questions with high error rates rather than 

simply refùsing to undertake a task with which they were unfamiliar (Table 1 1). Error 

rates were high across al1 items. 

Table 11: Selected Items on the MMSE 

Chinese 
1 

Incorrect (%) 

34.3 

Item 

Province 

City 
Concentration (1) 

Concentration (2) 

Repeat 

Sentence 

Refised (5%) 

3 .O 

3 .O 
3 .O 

3.0 

3 .O 
6.0 

English 

Incorrect (%) 

5.5 
-- 
5.5 

7.3 
25.5 

12.7 

GDS7-: There was no significant impact of culture on performance on the GDS. 

However, there was variation in the mean total score in the well participants with the 

Chinese participants generating higher mean scores (3.77) than the English (2.67) and 

French (2.44) participants with a trend towards statistical significance @=0.055). Of 

note there were 7 Chinese participants who refised or were unable to answer the majority 



of questions on the survey. This did not occur with any participant in the other groups. 

Of the 7 non-completers, 4 had no formai schooling, but 3 had achieved grade 10 

education or higher. There were interesting differences in how questions were answered. 

Weil Chinese seniors were more likely to report satisfaction with their life @<0.01), both 

well and dependent Chinese seniors were more Iikely to report not being in good spirits 

(pcO.0 l), a desire to stay at home rather than going out and doing new things @<O.OS) 

and problems with memory (Pc0.01). Dependent English seniors were more likely to 

report a feeling of helplessness (pc0.05). 

Kacb9 a n d  L a ~ v ! o n ~ ~ :  There was a low prevalence of dependence in ADLs as reflected in 

iow Katz scores. The culture of the participant did not have an impact on this. As 

expected the pattern of dependency in the Lawton (Figure 5) was very similar to the 

PHNSS (Figure 4, p. 4 1), and had an independent effect on the ANOVA (p=0.001). 

Sirnilar to the experience with the PHNSS, dependent Chinese seniors required 

substantially more assistance with language dependent IADLs: shopping, finances and 

transportation. This group did require greater assistance with telephoning, as well, but it 

did not reach statistical significance. 

Figure 5: Lavvton score (mean) in well and dependent participants by cultural group 

Lawton total 
(rnean) 

O dependent m 
english french chinese 

culture 

P PT71: There was no significant impact of culture on performance on the PPT. 
Mean scores for well and dependent groups were sirnilar across cultures (Tables 6,7,8, 

pp. 42-3). The item most sensitive to culture was item 1: write a sentence ..... (Appendix 
47 



7). The proportion of participants who were unable, did not try or refùsed this item were 

l8.2%, 12.1% and 43.3% in the English, French and Chinese groups respectively. The 

low education levels in the Chinese seniors likely account for some of these differences. 

Of the Chinese participants who were unable, did not try or refused this item, 62% had no 

formal schooling. Expressed in a different way, of the Chinese participants with no 

formal schooling, 75% did not complete item 1 of the PPT. 

Dropping Item 1 from the PPT did not appear to have an impact on the overall 

performance of the instrument. The correlation between the total score for the original 

PPT and the modified PPT is extremely high: English 0.982 and Chinese 0.984. To 

further test this hypothesis hvo analyses were performed. First, individual PPT items 

were correlated with the total and a modified total score with item 1 withdrawn (Table 

12). Al1 correlations remain statistically significant and there were no substantive 

changes on withdrawal of item 1. The second analysis compared correlations of the PPT 

total score and modified score to the functional measures (Table 13). Withdrawal of item 

1 did not lead to any changes in the correlation of the PPT with the Katz, Lawton or the 

PHNSS in the English participants. In the Chinese participants, there was an overall 

improvernent in the association of the PPT with fùnctional measures when item 1 is 

removed, though the changes are not statistically significant. 

Table 12: Item-total correlations for the PPT total and modified PPT total (total- 
item 1) 

PPT Item En lish 
PPT Total t- 

Item 2 1 0.573 

Item 3 1 0.634 

Item 4 1 0.860 

Item 5 1 0.795 

Item 6 1 0.568 

Item 7 1 0.8 16 

' Modified 
PPT Total 

I 0.546 

Chinese 
PPT Total 

0.803 

Modi fied 
PPT Total 

0.793 



Table 13: Correlations of PPT and modified PPT (PPT-item 1) with funetional 
measures 

Katz 

Lawton 

PHNSS 

7.1.6 Traditional Chinese Medicines 

Modi fied PPT 

The Traditional Chinese Medicine (TCM) use survey was developed by Dr. Enn Tjam 

and has been used in Waterloo, Ontario and China. Within the survey there are measures 

of acculturation, belief systems with regard to illnesses, questions on use of TCM and 

how TCM is accessed (Appendix 5). There is no specific quantification of the amount or 

frequency of TCM use. 

English 

-0.678 

The supplement to the PHNSS survey was administered by trained Chinese interviewers, 

with Chinese cue cards to assist in rating items. The survey results indicated that the 

sample had remained immersed in the Chinese culture. Seventy nine percent described 

themselves as non-fluent in written English and 78% as non-fluent in spoken English. 

Ovcr 90% spoke only Chinese at home, preferred Chinese food, thought in Chinese only 

and read in Chinese only. Despite that, there was strong preference for the use of 

Westcm medicine only, for a variety of diseases and symptoms (Table 14). 

PPT Total 

-0.669 

-0.7 16 

Chinese 

0.982 

Select individuals preferred TCM only for symptoms such as headaches, dizziness and 

pain. A small proportion of subjects, 9.6% to 17% of those with the relevant symptom, 

indicated a desire for both types of medicines. The only symptom where Western 

medicine only was not clearly preferred was "memory", when 48% of the sample 

pre ferred 

Modi fied 
PPT Total 

-0.656 

-0.7 12 

PPT Total 

-0.075 

-0.530 

-0.678 

Modified 

PPT Total 1 

-0.168 

-0.560 

1 .O00 

-0.589 -0.638 

0.984 1 .O00 



Table 14: Preference for type of medicine for select diseases and symptoms 

Disease/ 

symptom 
Hypertension 

Diabetes 

Allergies 

Present 

50.0 

Arthritis 

Headaches 

to do nothing. Forty six percent of the participants did indicate that they would use TCM 
for reasons other than medical treatment i.e. health tonic, health promotion. 

15.3 

16.9 

Dizziness 

Pain 

Constipation 

Memory 

Sleep 

M e n  asked about beliefs towards TCM and Western medicine, the respondents were 

ambivalent towards most belief statements such as: TCM is less harmfiil, TCM should be 

used for incurable illness, combining is the most effective treatment (70.6%, 70.0% and 

61.0% ambivalent respectively). The majority (64.7%) felt Western medicine should be 

used for major problems and they were divided on the use o f  TCM for chronic illness 

(49.9% ambivalent, 45.1% disagree). 

TCM only 

50.9 

22.8 

7.2 Predictive VaIidity 

1 

1.7 

26.4 

15.8 

16.1 

6 1.4 

25.0 

7.2.1 Study Subjects 

Both 

4.8 

3.5 

A list of 52 1 participants was generated by AIM personnel o f  whom 368 (70.7%) were 

able to be contacted by telephone and were willing to continue with the interview. 

Rcasons for not establishing contact included: 

+ n=52 (9.9%): teIephone not in service, unlisted or wrong phone number 

13.6 

8.5 

1.8 

3.5 

Western 

on1 y 

43.5 

1.7 

6.8 

10.2 

5.3 

Do nothing 

1.6 

7.0 

1.8 

15.8 

3.6 

28.8 

10.5 

11.9 

3 -5 

12.3 

8.8 

8.9 

15.8 

5.4 

J 

5.3 

3.5 

5 -4 

29.8 

16.1 I 



+ n=3 1 (6.0%): no answer despite multiple attempts 

+ n=28 (5.4%): refùsed to be interviewed 

+ n=24 (4.6%): deceased 

+ n= 1 8 (3.5%): person requested to be called back but unable to establish second 

contact 

Of those consenting to the interview, 30 (8.2%) refused access to Manitoba Health claims 

dzta, therefore there were 338 participants for whom there was complete data and for 

whom a surrogate PHNSS could be generated. For 22 (6.5%) of the 338 participants, 

information was provided by a proxy. In these instances, the most common circumstance 

was that the original AIM participant had been admitted to a personal care home. 

Comparison of baseline AIM data on participants, and those had died, could be not be 

contacted or refùsed use of Manitoba Health claims data (excluding those who refused to 

be interviewed at the time of  phone contact) indicated that the non-participants were 

older, had lower educational achievement, were more likely to have poor self-rated 

health and were more likely to report heart problems (Table 15). 

Table 15: Comparison of study participants and non-participants on selected 
characteristics (percentages unless othenvise indicated) 

1 Characteristics 1 Participants 1 Non-participants 1 Statistical 1 
I (n=3 3 8) 

Female 

(n= 152) 1 significance 

Mean age (years) 

Living alone 

Education grade 8 

General health 

Fair/poor/bad 

Heart problems Iast 

year 

Hypertension last year 
Cancer last year 

I 1 1 
1 1 I I 63 -3 

NS= not significant 

79.3 

47.0 

27.1 

32.5 

34.0 

35.2 

10.7 

56.6 NS 

82.0 

43 -7 

38.2 

49.7 

45.6 

36.0 

12.0 

P<O.OO 1 

NS 

P=O.O 1 

P<O.OO 1 

P=O.O 1 

NS 

N S  



7.2.2 Surrogate PHNSS 

The PHNSS has a minimum score of 9 and masimum of 39. The higher the score the 

crcatcr the risk. When the "surrogate" PHNSS (sPHNSS) was appiied to the AIM - 
dcrived sample, there was a mean score of 15 (SD 3.8) and median of 14, the range of 

~ralues was 9-28 (Figure 6). There was only a small ceiling effect, with 4% of 

participants obtaining the Iowest (least riskhest heatth status) score and there was no 

obsewed floor effect (highest risWworst health status). 

The "surrogate" PHNSS (sPHNSS) was tested against the individual AIM questions from 

nfhich it  was denved in a distinct sample of elderly persons (validation cohort). The 

range of PHNSS scores was 1 1-23 for this group with a mean score of 16 (SD 4.6). Raw 

agreement between individual PHNSS items and AI-M derived items ranged from 78- 
100%. 

Figure 6: Distribution of "surrogate" PHNSS scores 

Tlic main limitation was that in items wherc the PHNSS has a "hard" or "di fficult" option 

tlicrc wcre no similar response options in tlic AIM dcrived surrogatc items. Four 

surrogatc questionnaires were initially creatcd each with slight variations in how the A I M  

cfcrivcd items werc interpreted. This did not resuit in large variations in total score 



ranges, means or medians. The sPHNSS used in this study was chosen as it had the 

highest agreement with original AiM questions in the validation cohort. 

From the sPHNSS, four potential "cutoff' scores were tested for the ability to predict 

functional impairment and health utilization. Each cutoff point identifies a different 

proportion of the population as being "at risk" (Table 16). A higher baseline score on the 

sPHNSS was significantly associated with increasing age, a greater likelihood of living in 

designated seniors housing and an increased prevalence of self-reported chronic diseases: 

cardiovascular disease, hypertension, stroke, previous heart attack, chronic pain, arthritis, 

ear problerns and eye problems. These findings were consistent across al1 four cutoff 

scores of the sPHNSS. Of note, a higher baseline score was not associated with gender, 
living alone or loneliness. 

Table 16: sPHNSS cutoff scores 

7.2.3 Predicting Functional Dependence 

Cutoff score Percent at risk 

Overail, the prevalence of dependence in at least one ADL at 18 months was 18.9%. The 
prevalence of dependence as measured by the KatzG9 was low ( ~ 2 % )  for dressing, 

feeding, toileting or transfers. Six percent reported dependence in bathing and 15% in 

continence, which more specifically can be broken down into occasional accidents 

in 13.6% and supervision or use of a catheter in 1.5%. Of those at 18 months, who 

required assistance with bathing, 76.2% required mechanical support to walk around the 

neighborhood and 4.8% had difficulty getting in and out of bed at baseline. 

13/14 

14/15 

A higher baseline score on the sPHNSS was significantly associated with dependence in 

bathing and continence at 18 months and dependence in at least 1 ADL. As Table 17 and 

18 demonstrate the sensitivity and specificity of the sPHNSS for these outcornes were 

only moderate. The exception is the high sensitivity for bathing at 18 months. However, 

57 

46 



the low prevalence of dependence in bathing and high false positive rate result in a very 

Iow positive predictive value. 

Table 17: Dependence in bathing at 18 months 

--  --- - -  -- 

Table 18: Dependence in one or more ADLs at 18 months 

13/14 

Score cutoff 

As expected, there was a higher prevalence of IADL dependence than ADL dependence 

in this population; at 18 months half the participants were dependent in more than one 

IADL as defined by the Lawton Index.70 The prevalence of dependence for 

housekeeping appeared very low, but was a reflection of the scoring system devised by 

Lawton. Table 19 surnrnarizes the prealenec of dependence for tasks as defined by the 

Lawton Index. In fact, only 37.3% of respondents reported maintaining their residence 

alone. Also of interest is that some male respondents had difficulty answenng IADL 
questions as they were not expected to perform them within their households and 

therefore "don't do" the tasks (n=40 laundry, n=29 meal preparation). These responses 

were ultimately classi fied as dependent responses. 

Sensitivity Percent at 

risk 

57 

Score cutoff 

13/14 

14/15 

15/16 

16/17 

Specificity 

0.90 

Percent at 

risk 

57 

46 

37 

27 

Positive 

Predictive 

0.45 

Sensitivity 

0.75 

0.62 

0.6 1 

0.50 

Negative 

Predictive 

Value 

O. 10 

Specificity 

0.47 

0.59 

0.69 

0.78 

Value 7 

0.99 

Positive 

Predictive 

Value 

0.25 

0.28 

0.3 1 

0.35 

Negative 

Predictive 

Value 

0.89 

0.89 

0.88 

0.87 



Table 19: Dependence in specific IADL tasks at 18 rnonths follow-up 

[ Meal preparation 1 24.6 l 

Lawton Item 

Shopping 

Laundrv 

Percent dependent l 

43.2 

29.3 

For each cutoff score the higher risk group had a higher prevalence of IADL dependence 

(p<0.0001). The ability to predict dependence in 2 or more iADLs was modest (Table 

20) though with the higher prevalence of IADL impairment, the positive predictive value 

improves. 

Medication management 

Banking 

Housekeeping 

Use of telephone 

Tabte 20: Dependence in two or more I.QDLs at 18 months 

6.2 I 

5.6 

5.0 

1.8 

Sensitivity 

It was possible to look at change in fùnction for two specific IADL tasks as not al1 IADL 

Specificity 

dependencies at 18 months were necessarily new dependencies (Table 2 1). In both of the 

selected tasks, for 20% of dependent participants this represented an ongoing functional 

Positive 

Predictive 

Value 

impairment. Only a very small group, 0.6%, gained independence in these tasks over the 

18 month period. 

Negative 

Predictive 

Value 



Table 21: Change in selected IADLs: AIM interview to 18 month follow up 
.. - 1 IADL 1 Became 1 Rernained 1 Becarne 1 Rernained 1 

independent 

1 preparation I I I I I 

Shopping 

Hot meal 

A higher score on the sPHNSS, regardless of the cutoff value, identified a group with a 

higher proportion of new dependence in shopping or meal preparation (Table 22). 

independent 

Table 22: sPHNSS scores and new dependence in IADLs 

2 (0.6%) 

2 (0.6%) 

Score 
l 

dependent dependent l 

189 (56.1%) 

253 (74.9%) 

Proportion in each group 

with new dependence in 

7.2.4 Predicting Health Utilization 

1 17 (34.7%) 

66 (19.5%) 

- 

Proportion in each group 

with new dependence in hot 

,< 13 

Over the 18 month period there were 127 hospital admissions in 23.7?4 of the sample 

29 (8.6%) 

17 (5.0%) 

when ER visits and day surgery was excluded. Sixty-six percent of persons with 

shopping; 

25.3" 

admissions had only one such event and only 8% had 3 or more. The maximum number 

of admissions over the study period was 8. As Figure 7 (p. 57) illustrates, the incidence 

of hospital admissions rose with higher baseline sPHNSS scores. The small numbers of 

pcrsons with higher baseline scores contributed to high variability in admission rates in 

meal preparation 

14.4' 

that range, however the overall trend is easily discemible. The sensitivity and specificity 

for predicting hospitalization is reported in Table 23, and the values were modest. 



Figure 7: Relationship of hospital admissions over 18 months to baseline sPHNSS 
scores 

1 W admissions per person] 

There were a total of 5962 physician visits over the 18 months, of which 57% were 

gcncral practitioner (gp) visits and 43% were specialist visits. The median number of 

physician visits was 14 with a range of 0-98 (Table 24). As with most health utilization 

data, the physician visit data are heavily skewed with relatively few participants 

Table 23: sPHNSS properties for one or more hospital admissions over 18 months 

representing extremely heavy users of health services. For example, the 10 most frequent 

visitors to physicians represent 10.6% of al1 physician visits. A cutoff score of 13/14 or 

1 4  15 identified respectively 100% and 90% of these individuals (Table 25). 

57 

Score cutoff 

13/14 

14/15 

15/16 

1611 7 

Percent at 

risk 

57 

46 

37 

27 

Sensitivity 

0.66 

0.59 

0.49 

0.3 8 

Specificity 

0.46 

0.58 

0.66 

0.76 

Positive 

Predictive 

Value 

0.28 

0.30 

0.3 1 

0.33 

Negative 

Predictive 

Value 

0.8 1 

0.82 

0.80 

0.80 



Table 24: Physician visits over 18 months 

1 Physician type 1 median ( mean 1 range 1 total 1 
1 general practitioner 1 8.0 ( 9.9 1 0-53 1 3357 I 
specialist 

Table 25: Ability of sPHNSS to identify "highest users" of medical services 

ail physicians 

5.5 

An important qualifier with respect to physician visits is that the data provided did not 

Cut-off scores 

13/14 

14/15 

15/16 

16/17 

distinguish where the visits took place i.e. office versus hospital. Therefore, physician 

7.6 

14.0 

visits reflect use of both inpatient and community based services. For the high frequency 

users, physician assessments and fotlow up visits at the tirne of hospitalization likely 

account for ô substantial proportion of the visits. 

0-98 17.7 

Percent of general 

population at risk 

57 

46 

37 

27 

Table 26 summarizes the predictive properties of the sPHNSS for physician visits. They 

were stronger than for hospitaiization, particularly for positive predictive value, but 

remained in the modest range. The predictive properties for either general practitioner or 

0-5 2 

5962 

Percent of "highest users" 

identi fied 

1 O0 

90 

70 

50 

specialist visits were less robust than for total physician visits. 

259 1 

Table 26: sPHNSS properties for prediction of 14 or more physician visits over 18 
months 

r 

Score cutoff 

13/14 

14/15 

15/16 

16/17 

58 

Negative 

Predictive 

Value 

0.67 

0.67 

0.64 

0.59 

Percent at 

ris k 

57 

46 

37 

27 

Sensitivity 

0.7 1 

0.64 

0.54 

0.40 

Specificity 

0.58 

0.72 

0.80 

0.85 

Positive 

Predictive 

Value 

0.67 

0.69 

0.73 

0.73 



Figures 8 ,9  and 10 illustrate the relationship between the sPHNSS scores and physician 

visits. There was an easily discemible positive association between higher sPHNSS 

scores and total physician visits. A similar trend existed for sPHNSS scores and general 

practitioner visits, but not for specialist visits. The visual associations in Figures 8 and 9 

were confirmed with correlation coefficients of 0.79 and 0.68 for the sPHNSS and total 

physician and general practitioner visits respectively (p10.00 1). The correlation of the 

sPHNSS with specialist visits was 0.35 and not significant. 

Figure 8: Relationship of total physician visits over 18 months to the baseline 
sPHKSS score 

physician visits per 
person I 



Figure 9: Relationship of general practftioner visits over 18 months to the baseline 
sPHNSS score 

25 

20 

15 
1 H gp visits per person 

10 

5 

O 
w w m N 

sPHNSS score 

Figure 10: Relationship of specialist visits over 18 months to the baseline sPHNSS 
score 

t 

specialist visits per 
1 person l 

sPHNSS score 



7.2.5 Cutoff Score 

Figures 1 1 - 14 represent Receiver Operating Charactenstic (ROC) curves for the four test 

cutoff scores of the PHNSS. A non-discriminating test follows a diagonal Iine fiorn point 

(0,O) to (1,l). The better a test is in dividing cases from non-cases, the closer the line 

connecting the points approaches the upper lefi hand corner. The cut point which 

minimizes the overall number of errors is the score which is closest to the upper left hand 

corner.l3 For the four domains: ADL impairment, lADL impairment, hospital admission 

and total physician visits, examining the character of the curves reveals that the PHNSS 

was strongest at predicting IADL impairment (Figure 12) and total physician visits 

(Figure 14). The curve for hospital admission (Figure 13) was close to the diagonal 

suggesting poor discriminating ability for this domain. 

Using the ROC curves the optimal cutoff point for prediction of IADL impairment and 

physician visits was 14/15. For ADL impairment the optimal cutoff point was 15/16 . 
however the utility of the PHNSS for this domain was not as strong as evidenced by the 

poor positive predictive value (Table 18, p. 54). With a 14/15 cutoff. 46% of the survey 

population could be identified as being "at risk." 

Figure 11: ROC curve for ADL dependence 



Figure 12: ROC curve for IADL dependence 

1 - 

0.8 
+- 

.a œ . I 
- - - - - - Diagonal 

O 0.2 0.4 0.6 0.8 1 

Figure 13: ROC curve for hospitalization 



Figure 14: ROC curve for physician visits 

7.2.6 Cornparison with the Sherbrooke Postal Questionnaire 

As discussed earlier, the Sherbrooke Postal Questionnaire (SPQ) is a screening tool 

developed in Canada to predict functional decline in community dwelling elderly.8 Of 

the prospective surveys, it is closest in intent to the PHNSS as its goal is to predict 

functional decline. It consists of  6 yes-no items each weighted equally, each with a 

maximum score of 1. It is designed as a mailed survey and non-response to the survey is 

automatically considered an at nsk state. Using the same AIM derived sample as was 

uscd for the predictive validity study, a surrogate SPQ (sSPQ) was developed (Table 27). 
A score of 2 or higher was considered positive. Applying these criteria to the AIM 

derived sarnple identified 52% of the population as screening positive on the sSPQ. This 

niirrored closely the original work by Hébert where 56% of the community dwelling 

population screened positive.8 



Table 27: Development of the "surrogate" SPQ 

SPQ Item 

1. living alone 

Surrogate Item 

A53: How many persons live in this 

2. >3 medication 

3. require cane or walker 

1 or less 

household 

DPIN database as for PHNSS item 5 

A324: Do you require mechanical 

4. trouble with vision 

5. trouble with hearing 

6. trouble with memory 

Tabie 28 compares the sensitivity and specificity of the sPHNSS and sSPQ for the 

prediction of IADL impairment at 18 months and 14 or more total physician visits. The 

sPHNSS had a stronger performance than the sSPQ especially with respect to predicting 

physician visits. The instruments both had moderate predictive abilities with similar 

sensitivities (0.64-0.67) and negative predictive values (0.71-0.74). However, the 

sPHNSS had superior specificity for both. Better specificity means there are fewer false 

positive cases and stronger positive predictive values. 

support ... to walk around the neighborhood 

A289: eye trouble in the Iast year 

A290: ear trouble in the Iast year 

A35-44: Mental Statue Questionnaire 7/ 10 

Tabie 28: Comparison of properties of the sPHNSS and sSPQ 

IADL 

Physician 

visits 

Instrument Sensitivity 1 
sSPQ 1 0.67 

Specificity Positive 
Predictive 
Value j 

Negative 
Predictive 
Value 

If these instruments were both applied to a hypothetical population of 500 community 

dwelling elderly (Table 29) the sPHNSS would identifi 30 less persons as being "at 

risk". Because the sPHNSS has a stronger positive predictive vaIue, even though it 

identified fewer persons as positive, a greater proportion are true positives with 20% 

fewer false positives for IADL impairment and 33% fewer false positives for physician 

visits. Of the persons screened as not being "at risk", both instruments had substantial 



false negative rates; that is, persons who were truly high nsk but were classified as low 

risk by the instruments. The sPHNSS was consistently lower than the sSPQ in t ems  of 

the proportion of low risk responders that were improperly classified: For IADLs 26% 

and 28% for the sPHNSS and the sSPQ respectively; for physician visits, 34% and 39% 

for the sPHNSS and the sSPQ respectively. However, in absolute t e m s  the sPHNSS 

would "miss" 3 persons more than the sSPQ for predicting IADL impairment and 5 
persons less than the sSPQ for total physician visits. 

Table 29: Outcornes of the application of the sPHNSS and sSPQ to a population of 
500 community dwelling elderly 

Domain 

visits 1 sSPQ 1 260 1153 1 107 - 

IADL 

Physician 

Instrument 

sPKNSS 

sSPQ 

sPHNSS 

Negative 

200 

Screened 
Negative 

70 

Positive 

230 

260 

230 

Tme False 

Positive 

126 

130 

159 

Positive 

1 04 

130 

7 1 



8.0 Discussion 

This project set out to validate a screening instrument that predicts firnctional decline and 

health care utilization. As outcome measures these two variables dominate the current 

geriatric literature. They are considered highly relevant outcornes as fiinctional abilities 

are a measure of independence and therefore to a certain extent, quality of life. As well 

they are predictors of hture hospitalization, nursing home use and mortality. IdentiQing 

a group at risk for high health expenditures has more pragmatic implications. Once 

applied at a population level, screening programs require the expenditure of resources for 

implementation. In the competition for scarce heaith resources funding agencies such as 

govemments or Health Maintenance Organizations in the United States wish to see that 

the new expenditure is offset by a cost-saving or demonstrable health gains for the target 

group to justify the infusion of new funds. 
CI 

Howsver, focusing on measurable risk factors and outcomes does require recognition that 

what may be risk factors at a population ievel may not always have relevance at the Level 

of the individual. Concerns have been raised that during the administration of 

standardized assessment instruments the individual being surveyed has no opportunity to 

contribute hisher perception of what constitutes successful functioninggo or, for that 

matter, to identify to surveyors what is perceived as hisker prïmary problem or 

challenge. 

8.1 Construct Validitv 

Convenience sampling was used to recruit the study subjects for construct validity testing 

and reliability testing. It was the only practical method by which to establish contact 

with potential subjects, as there are no regional or provincial databases that can identify a 

person by culture. Recruitment efforts were intense and relied heavily on establishing 

contact and credibility with key members and agencies in the community. The ability to 

offer bilingual interviews in the persons' home was also instrumental to the positive 

rcsponse to the study. The sampling methods were successful in recruiting two distinct 

groups. Participants prospectively identified as "dependent" did have lower self rated 

health, higher medication use, were more likely to have been hospitalized and had a 

higher prevalence of chronic diseases. 



The original hypothesis, that there would be a higher PHNSS score in a fbnctionalIy 

impaired population is strongly supported by the study results (Fig. 4, p.41). That the 

dependent groups also had more impaired scores on the three fknctional measures are to 

be expected as recruitment targeted functionally independent and dependent seniors. As a 

separate measure of construct validity the correlation coefficients for the PHNSS with 

functional measures were similar and statistically significant for each cultural group 

(Table 9, p.43). The PHNSS contains within it questions on multiple domains. It is 

dominated by questions on IADLs (6) but also has ADL items (2), medication use (l),  

general health ( l ) ,  hospitalization (11, age (1) and access to help (1). Because of the 

multiple domains correlations of the PHNSS with the Katz ADL ~ c a l e ~ ~  and the PPT7! 
were modest though statistically significant. As expected, the PHNSS is most closely 

correlated with the Lawton IADL (r=0.75-0.88).70 There are important differences 

between the two instruments that would precIude much higher correlation. They are both 

measures of actuaI fiinction ("does do") as opposed to perceived ability ("can do"). 

However, the PHNSS contains within most of its items the option of the task being 

"easy" or "hard" whereas the Lawton, as it was applied to this study, is limited to 

dependence or independence. And, as mentioned previously, the PHNSS includes 

domains beyond IADL function whereas the Lawton is exclusively a measure of 

"instrumental" functioning. 

There were patterns of response to the PHNSS items and to the Lawton that differed 

subtly by cuItural groups, this was particularly evident in the dependent sample. 

However, the overall performance of the PHNSS was acceptable and comparable in each 

cultural group. This instrument is successful in measuring similar constructs across three 

different culturai groups. 

The weakness of using groups at extremes of function to assess validity of instrument is 

that it  does not reflect how the instrument will function in real life. This is particularly 

true of an instrument being tested for use in a clinical context. For example, a scale 
designed to measure function in persons with arthritis may easiIy distinguish between 

normal subjects and those with advanced disease presenting to a specialty clinic. 

I-iowevcr, this does not reflect how the instrument will perform when applied to a broad 

spectrum of patients presenting to a general practice with various stages of disease. 

While this phase of the thesis project confirms that the PHNSS can distinguish between 

well and dependent seniors and this abiIity is consistent across three cultural groups, the 
tests of predictive validity are critical to determining whether the PHNSS is appropriate 
for broader use. 



While the f HNSS was intended for use as a self-administered instrument, a substantial 

proportion of participants required the survey to be interview adrninistered. Therefore, 

both test-retest and inter-rater reliability were examined. There are also implications 

from these findings for use of the PHNSS in clinical or research practice. For example, 

Chinese elderly participants clearly preferred to have the PHNSS interview administered. 

This immediately increases the resources required to administer the instrument to this 

particuiar population. Implementation of a screening program which requires face to 

face contact with the target population necessitates different strategies than a screening 

program based on a mailed survey. 

The PHNSS had high test-retest reliability whether the overall score or individual items 

were examined (Table 10, p.45). It did not perform as well for inter-rater reliability. 

Though the ICC for the total score was acceptable for both pairs of raters, there were four 

items for which there was substantive disagreement behveen raters indicating that for 

these four items, differences between raters strongly influenced how the individual 

rcsponded. These discrepancies were not limited to one rater pair so there is no reason 

to believe that one cultural group or one interviewer was particularly problematic. 

Itenr 3 (help around the house) was the most difficult for both rater pairs. The current 

wording " Do you have someone you can count on if you need help around the house" 

has the possibility of being interpreted as availability of assistance in times of cnsis or 

altemativeiy the availability of assistance with daily tasks on an ongoing basis. How an 

individual interprets this rernains consistent over time ( ~ 0 . 6 9  of test-retest). The 

rnarkedly poor performance on inter-rater reliability indicrted how strong the influence 

of the rater was on this item, as it appeared the raters had different persona1 

interpretations. An alternative wording used by Boult et. al. is "1s there a friend, relative 

or neighbor who would take care of you for a few days if necessary?"79 This wording is 

rnuch clearer with respect to the intent of the question. They have only examined test- 

retest reliability of this item which is ~=0.57, however it is probable that in an interview 

administered-setting, the raters would be less able to influence the response. Future 

versions of the PHNSS will adopt the wording suggested by BouIt. 

itenz 4 (current health) created a problem only for one pair of raters. The wording, 

response options and graphics are very similar to Chart 6 of the 'Dartmouth COOP 
Functional Assessrnent Charts/ WONCA (COOP/WONCA).91.92 The COOP/WONCA 
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Charts are a quality of life instrument used in general practice that consist of 6 items 

measunng physical, social, emotional functioning and general health. Each item is 

accompanied by simple graphies. Test-retest reliability for overall health, which is 

identical to Item 4 with respect to response options and graphic images, is ~ 0 . 6 5 ,  

identical to the reliability coeffkient obtained in this study (Table 10 p. 49.93 There is 

iittle information available about inter-rater reliability as the COOP/WONCA Charts are 

intended to be self-administered. Fortunately, there is a group who has specifically 

examined this question in Chinese elderly persons using an interview-adrninistered 

Chinese version of the COOP/WONCA Charts.94 One important difference from the 

thesis project is that the re-test interval was short, on average 57 minutes, as opposed to 

1-2 weeks as in the current trial. In the project conducted in China, researchers were able 

to recruit a population similar to that of this study, predominately female with little 

formal education. There was 59% raw agreement for current health with an ICC of 

0.56.94 In this thesis project Pair 1 (French) also had raw agreement of 6O%, however 

Pair 2 (Chinese) was much lower at 10%. This is unlikely to be just an effect of the time 

between testing, as responses were stable in the other participants but rather reflects the 

sensitivity of this item to the influence of the interviewer. 

Irem 6 (out of a chair) was a problem for one rater pair. Items on ability to rise from a 

chair appear infrequently in instruments assessing function. Briefer instmments 

generally limit themselves to rnobility within a house/ apartrnent, ability to toilet and 

ability to transfer out of bed. Jette has developed the Functional Starus Index (FSI) for 

use in rheumatology patients, which incorporates a very detailed self-assessment of 

functional abilities as well as a separate assessment of pain and difficulty associated with 

these tasks.95 Early work on inter-rater reliability found that agreement for the 

assessment of ability to rise from a chair was much higher (8 1% agreement) than 

agreement on assessrnent of difficulty rising from a chair (53% agreement).96 It was his 

expcrience that subjects had a hard time using the fixed responses to classify their degree 

of difficulty. The PHNSS requires the participant to identie if rising frorn a chair is 

"difficult". Extrapolating from the work by lette, it is this item response that likely 

introduces the vanance. 

Ifo?z 10 (meal preparation) presented a problem for one pair of raters. The wording of 

this particular item is unique to the PHNSS. The intent was to build into the responses a 

gradation of loss of function. Persons who relied on services or families for their main 

meal but could still prepare Iight food would be scored as having higher functioning than 

those who relied on others for al1 aspects of meal preparation. To simplify language, 



words such as "big meal" and "small meals" were incorporated as well as pictographs. 

The lack of specificity of these terms i.e. "small meal" rather than " sandwich, soup and 

tea" rnay have been the factor that created the discordance. An alternative possibility is 

that the meal presentation in the graphics created a particular difficulty for Chinese 

seniors. Pair 2 interviewed Chinese seniors who reported greatly prefemng Chinese food 

and dietary habits. It rnay be that because the graphics represent typical Western food 

items and there is lack of specificity to the item wording, it was diffïcult for this group of 

seniors to understand the distinction between response options. The graphics were 

previewed by members of the Chinese community and by the Chinese interviewers and 

no specific concerns were raised pnor to starting the project, however this possibility 

needs to be examined pnor to widespread use of the PHNSS in a Chinese population. 

The noted difficulties in inter-rater reliability should be able to be overcome by 

alternative wording (item 3), use of a singIe trained interviewer where possible and closer 

attention to the interpretation of items 4 ,6  and I O  during interviewer training, especially 
if multiple interviewers are to be used. 

The original premise behind incorporation of graphics was that they would enhance 

reliabiIity, especially in those who were marginally literate. While there was no way of 

assessing this directly within this study design, the hypothesis is supported by current 

literature. The only other health assessment instruments in general use that incorporate 

graphics are the COOP/ WONCA chatts.gIl92 The graphics are very similar in nature to 

the PHNSS graphics. A study using the pain COOP chart suggests that the presence of 

~raphics does not lead to a difference in distribution of responses between similar 
CI 

groupsg7 and therefore does not lead to a systematic bias in responses. Though not 

spccific to the COOP charts, work by Hadom et. al. did find that the addition of cartoons 

improved one-week test-retest reliability for questions on self-assessrnent of health 
status-9s 

When asked, participants in this project found the graphics to be helpfùl. The 

COOP/WONCA Charts have been adapted and used in several cultures. When subjects 

were asked directIy about the helpfulness of the graphics in the COOP/WONCA charts, 
poorly educated participants were more likely to indicate usefulness.99 In educated, 

North American subjects used to filling out health assessment surveys, the COOPI 

WONCA had lower item completion rate than the lengthier SF-36.1°0 Extrapolation of 

these findings suggests that the PHNSS with its simplified wording, relatively few items 



and simple graphics is best suited to a population sample with relatively low educational 

achievement. 

8.3 Cultural Difference~ 

One striking finding of this project was the inability to adapt and use the PHNSS in a 

manner that was acceptable to the Ojibwe population. Review of the survey by members 

of the aboriginal community did not identify any concerns about the content of the 

questionnaire; it was only in the fieId that the interviewers provided the feedback on the 

irnpracticality of this approach. This occurred despite having the survey documents 

presented in Ojibwe by Ojibwe speaking intewiewers, there appeared to be barriers at 

several levels 1) choice of language/dialect of  the survey instrument; 2) discornfort with 

an approach that demands rapid responses and rapid categorization; 3) a general 

reluctance to participate in a "test" situation; 4) distrust of extemal agencies. 

The First Nations and Inuit Regional Health Survey National Steering Cornmittee 

published the Final Report of the First Nations and Inuit Regional Health Survey 

(FNIRHS) in 1999.101 They were able to complete surveys on 9870 First Nation and 

Inuit adults focusing on: children's health, health services, tobacco, medical conditions, 

activity limitations, residential schools, wellness and dental health. In implementation of 

the FNIRHS, the same barriers that occurred in this thesis project were met. For 

cxampie: al! surveys had to be interview administered, it was a significant challenge to 

standardize wording across al1 the communities and initiation of the FNIRHS required 

overcoming a very long history of distrust of external agencies especially those with a 

rclationship to govemment. Achieving this task required among other things: having a 

National Steenng Committee directly under First Nation and Aboriginal control, a Letter 

of Understanding defining issues of governance and ownership of the process, accepting 

that wording of "core questions" were subject to variation depending on the priority of 

the cornmunity. Reviewing the experiences of the FNIRHS National Steenng Committee 

provides some explanation for the reactions observed as part of this project. To the credit 

of advocates for aboriginal peoples there is now a greater emphasis on the outcome of 

resrarch and health surveys being relevant to a comrnunity's immediate needs. 

A fascinating aspect of this project was the search for appropriate validating instruments. 

Only in the last ten years have techniques of cross-cultural adaptation of instruments 

become the standard in the field-'02 Pnor to that language adaptation without an 

ernphasis on psychometnc equivalence was common.lO3 The most notable finding was 
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that despite the use of an MMSE that had been adapted for use in Chinese seniors and 

was being administered by trained interviewers in Chinese, the study participants 

performed poorly on this test. Katzman et. al., the group who developed the adapted 

Chinese MMSE (CMMS) that was used in this project, reported a similar e ~ p e r i e n c e . ~ ~  

To accommodate for this they recommended that for Chinese seniors with middIe school 

or higher education the cutoff score on the CMMS be lowered to 2 1. For Chinese seniors 

with no formal education they also reported low test scores and went so far as to suggest 

that an altogether different approach to screening needs to be considered. Kaufert and 

Shapiro described a similar experience observing the administration of an adapted mental 

status questionnaire with Cree elders.lw They contrasted the expenence of administering 

a brief mental status screen translated for use with Cree elderly with the development and 

administration of a culturally and educationally adapted and harmonized mental status 

survey. Routinely used questions in the translated screening test such as asking 

respondents to state their age resulted in 49% being unable to complete the item. 

Fieldwork revealed that most native elders do not have a copy of their birth certificate 

and that recall of birth date and age was not a measure of cognitive impairment. In this 

circumstance, recall of local historical events in their childhood was a more appropnate 

measure of date recali. In their observations Kaufert and Shapiro emphasize the 

importance of systematically exarnining the impact of linguistic, cultural and structural 

factors on survey instruments even when validity and reliability have been established.lw 

The different patterns of impairments between cultures were identified and measured by 

both the Lawton and the PHNSS. These insights into cultural differences are to be 

expected and fascinating. The French elderly respondents, whether categorized as well 

or dependent, used the most medications of al1 the three cultural groups. Not 

surprisingly, the Chinese elderly participants were dependent in language-based 

functions such as banking, shopping, telephone use. It is possible that these observed 

di fferences reflect sampling biases. Arguments against this are the similar self-rated 

iieaIth ratings for al1 of the groups, similar age distribution and similar performance on 

the PPT. 

This study bras not designed to provide an explanation for these observed diftèrences. 

However, the observations are not new. There is little information in the Engtish 

language Iiterature on comparative medication consumption between Francophone 

seniors and other groups. However, there has been one very interesting study comparing 

the use of psychotropic medications (anxiolytics, hypnotics, anti-depressants) for 

complaints of insomnia and anxiety between population based samples of residents of 



France and French-speaking Montréalers. While rates of insomnia were similar between 

the two populations, medication use was much higher in the French population with 

fernales and the elderly being the primary consumers of medications in both samples. 

For example, for women 65 years of age or older 29.0% of the French sarnple and 14.5% 

of the Montréal sample used sleep promoting medications @ <0.005).105 

OveralI, there is less prescription medication usage among the Chinese seniors in this 

study especially when compared to French seniors. However, concems that this group is 

using Traditional Chinese Medicines (TCM) as a substitute for prescription (Westem) 

medicine appears to be unfounded for Chinese seniors in downtown Winnipeg. Although 

this group remained absorbed in the Chinese culture, they endorsed the use of Westem 

medicines over TCM for a variety of acute and chronic symptoms (Table 14, p. 50). 

Therefore, at this time there is no need to alter the construction of question 5 on 

rnedications. 

A large multi-centre international project currently undenvay examines the measurement 

of functional status and quality of life across cultures. The SF-36 Health Survey is a 36 

item generic measure of health comprised of eight domains. The International Quality of 

Life Assessrnent Project (IQOLA), has been translating the SF-36 which is followed by 

validating and developing noms of the surveys for international use.lo6 To date this 

project has reported on the translation, adaptation and validation of the SF-36 into 1 1 

languages. In each case the SF-36 has been found to be acceptable for general use, 

though within each culture there may be unique characteristics.~*7 For example, in the 

Italian version, the General Health scale performs poorly although this does not affect the 

performance of the overall scale.108 In the Japanese version of the SF-36, the Role- 

Emotional scale does not associate with the Mental Health scale as it does in other 

cultures, nor can it discriminate between groups with and without serious physical and 

mental conditions. 109 

The findings in this project are consistent with the IQOLA expenences. There were 

subtie differences in the performance of the PHNSS and the Lawton betsveen cultures but 

both instruments were still easily able to discriminate between well and dependent 

groups. However, when applying these instruments at the level of the individual or 

comparing data between cultural groups it is imperative that researchers and clinicians be 

aware of differing response patterns. For example, setting threshold levels or cutoff 

levels for "risk" based on either scale will need to be assessed for each culture 



individually. Similarly, approaches that rely on identiQing one or two key IADLs as key 

indicators for "risk" will need to be validated in each cultural group to which it is applied. 

The PPT was included as a validating instrument to offset a circumstance where the self- 

report instruments were found to have cultural biases. However, even within the PPT, 

item 1 (write a sentence) clearly created greater difficulty for the Chinese population than 

for the English or  French. Removal of Item 1 did not have a significant impact on the 

overall performance of the PPT. Therefore, if the PPT is to be adapted and applied to a 

population where there is a high prevalence of illiteracy, results from this study support 

modifying the test by dropping item 1. 

8.4 Prediçtive Validitv 

The population used to test predictive validity was similar in characteristics to the well 

participants of the construct validity samples with respect to age, percent living alone, 

and self-reported health status. For example, of the well participants in the construct 

validity sample 35% reported fair, poor or bad health cornpared to 32.5% of participants 

in the predictive validity component. While the original 1996 AIM study participants 

were randomly selected and can be said to be representative of community dwelling 

elderly persons, the participants in this project were a higher functioning sample of the 

AIM population. Twenty four percent of the original sample could not be contacted or 

had died and 5% refused to be interviewed. Non-participants differed substantially from 

participants with respect to age, health status and educational achievement (Table 15, p. 

5 1). It is probable that several of those who c'ould not be contacted had moved to more 

supportive environments or died. Theoretically, using a population with a potentially 

lower incidence of functional decline andor  health utilization could lead to 

underestimation of the discriminative power of the PHNSS. This likely did not have a 

significant impact on the results as there was a high prevalence of  IADL impairment, 

with half the sarnple having two or more IADL impaiments at 18 months as well as 

substantiai use of the health care system (Table 24, p. 58). 

The advantage of generating a surrogate PHNSS from baseline AIM data was the relative 

simplicity and low cost with which this project could be completed. Applying the 

original instrument to a population of  350 randomly selected elderly persons and 

following this sample over 18 months would have required substantial research Funding. 

The major disadvantage of this method, however, was that the sPHNSS was not a perfect 

replication of the PHNSS. Most notable is the loss of the response option "hard" from 5 
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items as this is meant to identify individuals with self-perceived dificulty but who are 

still managing tasks independently. In these situation the sPHNSS was most likely to 

underestimate the tme score, as the person would still be rated as independent for the 

task. Given an overall score range for 9-39 at most this could potentially cause a 16.7% 

variance of the true PHNSS score from the sPHNSS score and only if the respondent 

would have used the "hard" option on al1 five affected items, an unlikely occurrence. It 

is reassuring that validation of the sPHNSS confirmed a high concordance between 

responses to the wording of the M M  derived items used in the sPHNSS and the wording 

of the PKNSS items. 

Applied to the AIM sample, the sPHNSS is normally distributed, albeit skewed (Figure 6, 

p. 52). The srnall ceiling effect and lack of observed floor compares favorabiy with 

common well-studied general health surveys such as the Nottingham Health Profile, 

COOPAVONCA charts, Duke Health Profiles and SF-36 Health Surveys where there are 

often significant ceiling effects (12-78%).110 Chronic diseases, especially cardiovascular 

disease, arthritis, visual impairment and hearing impairment are established risk factors 

for functional decline. The association of higher sPHNSS scores with increased 

prevalence of these diseases was expected and supports the hypothesis that the sPHNSS 

was able to identie a population at risk for functional impairment. The association of 

higher sPHNSS scores with increased age and greater likelihood of living in seniors 

housing was also consistent with the theoretical construct of the sPHNSS. The Iack of 

association of higher sPHNSS with gender, living alone and loneliness is equally 

important and also supported by literature. Living alone has been controversial as a risk 

factor for functional decline to the point where Hébert argues it is protective for 

functional decline.8 Finally, depression and lack of social contact have both been 

associated with functional declineh4 but not loneliness specifically, and though there is 

considerable overlap between these three domains they are not identical. 

The sPHNSS was strongest at predicting lADL dependence and total physician visits at 

18 months. The original intent was to identify a group at risk for ADL dependence. For 

the 14/15 cutoff, 5.9% of the low risk group and 13% of the high risk group had one or 

more ADL impairment respectively. However, the overall low prevalence of ADL 
dependence results in an unacceptably high false positive rate and at this time the PHNSS 

can not be recommended for screening for ADL impairment. The instrument was able to 

idcntiS a group with a high prevalence of IADL impairment at 18 months and analysis 

of selected lADL tasks confirmed that the majority of subjects were experiencing new 

IADL impairment rather than ongoing dependence. In retrospect, administration of the 



PHNSS at 18 months in concert with the Katz and Lawton would have been usefùl to 

document changes in dependence across a spectrum of domains including self-rated 

heaIth. 

in this study, total physician visits represents a composite of prirnary and specialty care 

provided as an outpatient, in the emergency room and in hospital. It does not include 

physician services that are secondarily generated i .e. pathologists, radiologists, 

anesthetists. The sPHNSS was best at predicting high use of a composite measure rather 

than any one component of health utilization e.g. hospitalization or primary care 

physician services. Hospital use, general practitioner visits and total physician visits rose 

steadily with higher sPHNSS scores (Figures 7, 8, 9 pp.57, 59, 60) supporting the 

hypothesis that the sPHNSS identified a higher nsk group. Also, 9 of the 10 highest 

users were captured with the proposed 14/!5 cut-off. It is very interesting that sPHNSS 

scores correlated with general practitioner visits and not with specialist visits. In Canada, 

specialist services can only be engaged at the request of the primary care physician in 

response to the presence of a particular disease state. The events triggering the use of 

primary care health services versus specialty care services are often quite different. 

Persons with functional irnpairments are more likely to present, in the first instance, to a 

prirnary care physician and then be referred on for specialty care only if a specific disease 

state is detected. Since the PHNSS focuses on functional abilities rather than specific 

diseases or syrnptoms the positive relationship with general practitioner visits and lack of 

relationship with specialist physicians reinforces the construct validity of the PHNSS. 

The predictive abilities of the sPHNSS were modest but comparable to other screening 

instruments used with the elderly population. The instrument ctosest in design to the 

PHNSS is the SPQ8 and a detailed cornpanson is presented in Table 28 (p. 64). 

However, it is important to appreciate that al1 prospective screening instruments to 

identib "at risk" elderly persons tested to date, have limited discriminative properties. In 
the Literature Review, six instruments are reviewed. Direct cornparisons are limited by 

the fact that each instrument is designed and tested for a different outcome and has a 

different statistical measure of predictive ability. While each can identiQ a high-risk 

group, relative risks are modest generally, ranging from ratios of 2-4. 

Physical function, mortality and health utilization are each determined by complex 

factors to the point where modeling any one of these outcornes perfectly may be an 

unattainable task. Functional decline, as an example, is difficult to predict accurately 

because it is not a uniform, predictable process affecting al1 elderly persons in the same 



manner. The PHNSS atternpts to select a population that will expenence gradual decline 

over several months to years. However, the measured outcome - functional impairment - 
did not discnminate between those who expenence catastrophic medical events versus 

the target group, those with gradual change. A similar argument exists for predicting 

health utiiization. Mukamel and colleagues described developing a s w e y  trying 

specifically to predict the top 5% of users of services in a Health Maintenance 

Organization (HMO). They started with 69 items, each correlated with factors 

influencing health utilization. Despite this, at best they achieved a positive predictive 

value of 17%. Having reviewed the literature extensively, while there may be 

opportunities to refine existing instruments, given the complex and dynamic nature of 

function and health utilization it is unlikely there will ever be screening tools with 

dramatically better properties. 

8.5 Application 

The practical question becomes whether there is any role for the application of the 

PHT\ISS or similar instruments at the level of the individual senior in a medical practice. 

There is a spectrum of opinion in the medical literature. Academics such as McHomey 

and Tarlovl 10, in their review of five widely used health status surveys, argue that 

deficiencies in basic test properties such as reliability, floor and ceiling effects and risk of 

false-negative case-finding would normally preclude use of these surveys for individual 

patients. At the other end of the spectrum, Mukamel and colleaguesl 11 have modeled the 
practical application of screening tools such as the P, Questionnaire50 to an elderly 

population attending an HMO. They argue that as long as the tool can identiQ high users 

of health care and application of an intervention (such as case management) offsets the 

costs of the intervention, an imperfect tool with a low positive predictive value can still 

be a useful clinical tool. In their example, they modeled the application of a screening 

tool that identified the top 5% of health care users over the age of 65 in an HMO. 
Despite the fact that the positive predictive value of their instrument was low (17%) in a 

mode1 where case-management reduces the hospitalization costs of true high-cost 
utilizers, they were able to effect net savings. Based on sirnilar arguments, the Pm 

Questionnaire50 is already in regular use as a screening instrument for HMOs in the 

United States. 

Between the extremes of this discussion there is a potential role for the PfiNSS in a 

clinical setting. Comprehensive Genatric Assessrnent (CGA), particularly offered in the 

home, has consistently dernonstrated positive benefits if targeted to the right p~pulat ion.~ 
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Usually this consists of a comprehensive review o f  physical, social and cognitive 

functioning and an assessrnent of  general medical status and the environment. 

Recommendations are then made with regard to environrnental changes, medical follow- 

up and potential resources in the cornmunity. This intervention may be one time only or  

consist of regular follow-up contact and generally is more successful if there is follow-up 

contact. Clinical trials have shown this type of approach to be most successfùl when 

there is targeting of a high risk population.6.4s In those at highest risk, for example, 

already frequently attending emergency departments or already experiencing significant 

functional impairment, a more intensive approach such as ongoing case management and 

ongoing multi-disciplinary team management is usually required. 

Figure 15 illustrates a two-phase mode1 for incorporating the PHNSS into a community 

based screening program. Phase 1 consists of the administration of  a screening 

instrument. Phase 2 involves CGA and then a range in intensity of interventions could be 

offered. This is a slightly different approach from clinical trials to date where the 

intensity of intervention is pre-determined and not necessarily flexible. For example, 

trial A will have al1 recornmendations forwarded to the family physician and trial B four 

times yearly in-home follow-up. However, there would be no opportunity for clinical 

judgement as to which may be the most appropriate given the particular clinical scenario. 

The phase 2 screen would then take those who had screened positive and separate them 

into 4 Ievels of intervention. As Figure 1 (p.26) illustrates, the PHNSS will identifL not 

only those with early IADL impairment but also those persons with more estabiished 

impainnents who are already dependent and using high amounts of health services. 

However, it is beyond the ability of any simple screening tool to differentiate those who 

nced ongoing case management from those who need only environrnental modification 

and meals-on-wheeis, for example. Discussion of  cost-effectiveness and feasibility of 

such a mode1 is beyond the scope of this research. However, the concepts are not new 

and in varying degrees, have been instituted. There are many clinical trials of varying 

success but Iimited by the fact that they have provided only one pre-determined intensity 

of intervention. 

The PHNSS is an appropriate tool for use as the phase 1 instrument. It is brief, uses 

simple languag-. and has high reliability when it is self-administered making it 
appropriate for use in an office setting. The scoring is straightforward and can be done 

immediately on completion of the survey. This allows clinicians to act quickly on the 

survey results. There is only a small ceiling effect and no observed floor effect. 

Constmct validity was found to be consistent across three cultural groups. It offers 



Figure 15: A mode1 for implementation of the PHNSS in the primary care setting 
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advantages over existing instruments. The instrument closest in objective is the SPQ 

however the PHNSS does have better specificity than the SPQ , ultimately leading to a 
lower false negative rate. While the P, Questionnaireso is in widespread use, the scoring 

is cumbersome and it has not been tested to identiQ fûnctional decline. 

A cut-off score of 1411 5 on the PHNSS maximizes sensitivity, specificity and performs 

optimally on the ROC curves. However, if this instrument were to be generally applied 

in a screening, program factors beyond specificity and sensitivity need to be considered. 

A cut-off score of 14/15 identifies 46% of al1 persons over the age of 70 in a region as 

"high risk". Efficiency in the CGA component of phase 2 may cornpensate for this high 

positive rate. However, there may not be the resources to perform a CGA on al1 of the 

"high risk" population. Higher cut-off scores identifi fewer persons as "high risk". 

However, the instrument becomes less efficacious at higher scores. The true positive rate 

remains relatively unchanged, but, because fewer persons are screened, fewer high risk 

persons are identified. Also, because sensitivity decreases markedly at higher scores, the 

percentage of persons identified as false negative @ersons at risk who are not identified) 

increases markedly. If resources allow, 14/ 15 should remain as the cut-off score on the 

PHNSS. 

This type of approach may not be feasible or appropnate for al1 communities of elderly 

persons. Experience in this project wouId indicate that a different approach would be 

desirable for a predominately aboriginal community. In a community where there is a 
high proportion of Chinese elderly, for example, the need to have the PHNSS interviewer 

administered would greatly increase resource requirernents. At the other extreme, an 

affluent community where there is already excellent use of available medical and social 

resources would see little added benefit from such an approach.'' 



9.0 Conclusions 

There were many lessons learned from this project that go beyond the assessrnent of 

reliability and validity of the PHNSS. The experience of trying to involve four diverse 

culturaI groups was challenging. Based on this work the following concIusions and 
recommendations can be made: 

Cross-cultural adaptation of health-related quality of life instruments should follow a 

standardized, methodologically ngorous approach. 

Instruments that are commonly used to measure health status in the elderly, both in 

clinical and research sites, should be adapted and validated for use in dominant ethnic 

groups in Canada. Great caution should be used when interpreting scores or 

responses from unadapted or non-validated instruments. 

Ethnically diverse, dependent seniors can and will participate in research if culturally 

sensitive, bilingual interviewers are used, home visits are offered, and comrnunity 

agencies assist in developing the recruitment process. 

Screening approaches must be individualized to the cultural group. For example, 

while a self administered screening instrument is acceptable to English and French 

seniors, it must be interview administered with Chinese elderly persons and may be 

entirely unacceptable to Ojibwe seniors. 

As with any rescarch, this project raises new questions for exploration: 

Do the graphics add to reliability in the interview-administered PHNSS? 
How do medication consumption patterns in Francophone Manitoban seniors 

compare to Quebecois seniors? Are the differences consistent across al1 classes of 
medications? 

Are patterns of IADL impairment sirnilar in Canadian born Chinese elderIy persons 
and non-Canadian born Chinese elderly persons? 

Does the addition of questionnaire domains such as cognition and mood substantially 
change performance of the PHNSS? 



The PHNSS is able to identify a group at high risk for future IADL impairment and high 

rates of physician visits. As with other predictive instruments, instrument properties are 

modest. However the sensitivity, specificity, positive predictive vaIue and negative 

predictive value are marginally stronger than the Sherbrooke Postal Questionnaires which 

is also meant to predict fiinctional decline. Strengths of the PHNSS are its simple 

wording and use of graphies. It is valid in a sample of mixed educational achievement 

and three cultural groups. The PHNSS couId have a role as an initial screening 

instrument in a community-based strategy to identib elderty persons at risk for 

functional decline. The setting for which it has been developed and for which it is most 

appropriate is an inner city or other low income, low literacy neighborhoods. There is 

stili work to be done before the PHNSS is ready for clinical o r  research use. Specifically, 

improving the inter-rater reliability and establishing cutoff scores for individual cultures. 

However, it is an instrument that has the potential for filling a need; that is, as a validated 

measure of fbnction and fùture risk of functional decline in a culturally diverse low- 

income, low literacy setting. 



List of Definitions and Abbreviations 

ADLs: 

CGA: 

CRA: 

Disability: 

GDS: 

HAC: 

HMO: 

IADLs: 

Impairment: 

PHKSS: 

Physical Function: 

Activities of Daily Living, refemng to activities related to the 

basic capacity of pesons to care for thernselves. Usually this 

encompasses: eating, dressing, toileting, transfemng, walking 

Comprehensive Geriatric Assessrnent 

Community Research Award 

Restriction or lack of ability to perform certain activities as a result 

of an impairment. For example, being unable to dress 

independently as a consequence of lefi sided weakness secondary 

to a stroke is a disability 

Geriatric Depression Scale 

HeaIth Action Centre 

Health Maintenance Organization 

Instrumental Activities of Daily Living, refers to the ability to 

perform functions generally required to Iive in the community. 

This usually includes: shopping, banking, meal preparation, 

housekeeping, transportation, medication management, telephone 

use and banking 

A reduction in physical or mental capacity usually as a 

consequence of disease, anatomical structure or injury. For 

exarnple, M t  sided weakness secondary to a stroke is an 
inzpairnrent . 

Predicting Health Needs of Seniors Survey 

The broader term "hnctional assessment" usually incorporates 

ADL assessment, IADL assessment, measurements of mental 



PPT: 

SIRP: 

S%I%ISE: 

SPQ: 

sPHKSS: 

sSPQ: 

status, mood, social and economic resources. The term physical 

function is used to speciw physical problems as the source of 
functional limitations are being examined. Measures of ADL and 

IADL capacity, pain and mobility are usually considered 

components of physical fiinction. 

Physical Performance Test 

Seniors' Independence Research Program 

Standardized Mini Mental State Exam 

Sherbrooke Postal Questionnaire 

Surrogate Predicting Health Needs of Seniors Survey 

Surrogate Sherbrooke Postal Questionnaire 
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Appendix 1: 

The Predicting Health Needs of Seniors Survey 



Predicting Health Needs of Seniors Survev 

Tliank you for taking the lime to fil1 out tliis survey. For al1 of rlie questions. 
please mark [lie box witli a for the besi aiiswer. 

1 .  Are you 75 years or older? 

Yes 0 

2. Have you  been in hospiial in the past year? 

I'rs 0 

.wu 0 

3. Do you Iiave someone you can count on if you  need help around the 
Iiouse? 

l For office use only 

ID No. 



4. How would you rate your current health? 

Excellent 

Good 

Fair 

Poor 

Bad 



5 .  How inany differeiit medicaiioiis do you iake? 

1 or more 

Ej.ed rops 

- 

3 or more 

1 

3 or more 



6 .  How easy or hard is i t  for you to get out of a chair? 

Easy 

Need the help 
of another person 

Unable 
even with help 



7. How easy or hard is i t  for you to walk inside your 
house or apartment? 

Easy 

With the help of a 
cane or walker . 

Need the help 
of another person 

Unable 
even with help 



S. How easy or liard is i t  for you to cut your owii toenails? 

Easy 

Need the help - 
of another person , 



9. How easy or hard is i t  for you to get ou t  to b u y  groceries 
or other shopping? 

Easy 

Need the  help 
of another person 

Someone else 1 does i t  for me 



10. How easy o r  hard is i t  for you to prepare rneals? 

Easy 

Simple meals easily 
but need help with 
big meals 

Someone else 
does it for m e  



1 1 .  How easy or hard is it for you to use the telephone? 

Easy 

Sorneone else 
does it for me 



12. How easy or hard is i t  for you to do your own bankino - 
and paying bills? 

Easy 

With some help 

Sorneone else - 
does i t  for me 



13. How easy or hard is i t  for you to take out your own 
oarbage? s 

Easy 

Someone else 
does it for me 



Appendix 2: 

Summary of Screening Instruments 





Coniparisoii of Clinractcristics of I'rosycctivc Scrcciiiiig Survcvs con td. 

Iris t r un~c r i  t 

Pr, screening 
ins trurnen t50. 
55,56,79 

- .- -- -- 

l'ri a 1 
Design 

Prospect ive 
cohort 

------- - 

Subjects 

2942 
dcrivat ion 
9299 
validation 

- 
NR=not reportcd 

Heatth 
kreening 
Form52 

- . - -- . .. - 
Age 
grou 

P 
70t 

81 + 

O u  tconic 

Prospcctivc 
cohort 

t-iospitrilization 
Ernctgcncy room 
use 
Nursing Honie 
slays 
Homc carc days 

1873 
derivation 
1872 
validation 

Hospitalization 

Reliability 

Test-tetesi 
Individual 
items 
K-OSO-1 .O0 
Tcsl-rctest 
P,,scorc 
r=0.7N 

NR 

------ 
Percent 
scrccned 
positive 

Top quartilc 
(25%)) 

- . . . . . . . . . - . . . - . . - 
Pr, r 0.5 =20.6% 

1 O 

~rcd-ve Ability 

Mcdical clainis RR=2,7 
Enicrgcncy lise 
RR=2.5 
Nursing home stsys 
RR=3.6 
Homc a r e  days 
RR=3.5 - . - . - - . . . - . - . . .. . . . - . - . . - . . - - . -. . 
Hospital daysl pcrson 
y car 
Low risk 2.4 
High risk 4,s 

Hospitalization rate: 
Lowcsl dccilc 6.2% 
Highest decilc 19.07h 
RR=3.1 



Appendix 3: 

Chinese, French, Ojibwe, Ukrainian versions of the PHNSS 



For ontce use onfy 

I 10 No. I 























Soiidagc ci' Évaluation des Besoins de Santé pour les  Pcrsorines .iS(.cs 



h i a u  vais 



1 o u  plus 

Y-. 

6; I i  

3 ou plus 

3 o u  plus 

5 ou plus 



Desci r n d-ai d c 
d ' u n e  au t r e  pcrsonnc 



7 <diriment facile o u  difhcile est-ce pour vous d e  vous déplacer dans voit-c 
n ia i ion  ou dans votre appartement? 

Facilement 

Avec une canne o u  
un  marchette 

Avec l'aide d'une 
autre personne 

[ n c a p b l c  même avec 
d e  l'aide 



.;\vcc 1-aide d 'une  
a u t r e  personne 



,-\vcc I'aidc d*un~> 
au t r e  pcrsoriritl 

Quelqu'un Ic fait . 
1 pour- moi 



Facile pour Ics repas 
simples, mals besoin 
d'aide pour les repas 
sonsistan ts 

Quelqu'un le fait 
pour moi 



Quelqu 'un  le fait 
pour moi 



Quelqu'un le fait 
pour "1"' 



Facile 

Avec de l'aide 

Quelqu'un Ic fait 
pour moi 



X t  i i g~ rec l i  cmoosliki ncbi l'aman orve ozli i  bii'igan g a h n a  gegoonùn 
~aa-gag\x.ejiniigooyan belizig . 

1 Xiizhwaaso-midana-shi-naanan na gidasibibone, gernaa na\\-al na 
si-gi taadiz? 

E Y ~  

G n n  L U !  i l  

? Ci -çi i-ayaa na aakoziiwigamigong noongom gaa-akii \vans7 

E ! p  

G n n  wr r r  

7 G I  -dzyaawaa na awi iva gc-debwewagenimad , 

G n a  L L J ~  n 

1 Office Use Only II> 1 



4. Aaniin enenindizowin epiichi-mino-ayaayin? 

Wiinge 
ni-minomanji w 

Eni weg 
ni-minomanji w 

Gaawiinaapiji 
ni-minomanji'osii 



5. Aantin minik(a)ko dinoo ' ikaanan mashkikiwan iuedaa pinaman? 

Badaka'on gemaa 

4 
1 -aabading g e m a a  awasliime aabtding 

4-mituan 5 naanan 
gemaa aivasliirnc 

3-nisivi g e m a a  a\\*ashime 



6 .  Aaniin ezhi-zanagag gemaa ezhi-wendag ji-onji-bazigrxriivan, 
desabiwining onji? 

Wendan 

Zanagan 

Gaawiin ngasliki'osii 
aanawi awi ya 
e'wiiji'id 



7.  Aaniin ezhi-wendag gemaa ezhi-zanagag e-bimoseyan 
biind ig endaayan? 

Caawiin ngashki toosiin 
aanawi awiya 
e-wii ji'id 



8. Aaniin ezhi-wendag gemaa ezhi-zanagag ji-giishkizhondwaa 
gishkazhiig giniisiigizidaaning onji? 

Wendan 

Zanagan 



9. Aaniin ezhi-wendag gemaa ezhi-zanagag ji-naazikaman 
ji-ando-adaaweyan gi-rniijim gernaa ji-ando-adaaweyan 
ba kaan gegoon? 

Bakaan awiya 
11-naadamaaged ' 



10. Aaniin ezhi-wendag gernaa ezhi zanagag ji-giizizikweyan? 

Wendan 

Gaa-wendakin 
wendanoon zhigwa 
ji-wiiji'igooyaan 
niibwa giizhizekrveyan 

Ba kaan arviya 
ji-naadamaaged 



11. Aaniin ezhi-wendag gernaa zanagag e-aabajitooyan 
giig~dowin? 

Zanagan 

Ba kaan awiya 
ji-naadamaaged 



12. Aaniin ezhi-wendag gemaa ezhi zanagag 
zhooniyaarvigamigong e ji-asad gizhooniyaam zhigwa 
ji-di ba'aman gimazina'igewinan? 

Wendan 

Bangi i 
ewii ji'igooyaan 

Bakaan awiya 
ji-naadamaaged 



13. Aaniin ezhi-wendag gemaa ezhi zanagag 
ezaagijirvidooyan gaa-webinaman gegoon? 

Zanagan 

Bakaan awiiya 
ji-naadamaaged ' 





Ayxe ~ 0 6 p ~ G i  



Kpanni a m  oqeM 













Bax KO I R ?  1 
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Appendix 4: 

Summary of Back Translations 



PEINSS Back-Translations 

E=English 
F=French 
C=Ch inese 
O=Ojibwe 
U=Ukrainian 

E. Predictiog Eealth Needs of Seniors Survey 

F. Survey to determine health needs of the elderly 
C. Predicting Seniors' Heaith Needs Survey (Questionnaire) 
O. The knowledge about Elders that is being searched 
U. Survey as to Health Needs of Senior Citizens 

E. Thank you for taking the time to MI out this survey. For al1 of the questions, 
please circle the best answer. 

F. Thank you for taking the time to answer this survey. Please circle your answer 
for each question. 

C. Thank you for taking the time to complete this questionnaire. Please answer al1 
questions by circling the most suitable choice. 

O. Thank you for filling out this paper, al1 things you are being asked, circle one. 
U. Thank you for your participation in this swey. Please circle the appropriate 

answer, for al1 questions. 



Question 1, 

F. Are you 75 years or older? 
C. Are you 75 years of age or over? 
O. Are you 75 years old or are you older? 
U. Are you 75 years or older? 

Question 2. 

E. Rave you been in hospital in the past year? 

F. Have you been to the hospital during the past year? 
C. During the past year, have you been a patient at the hospital? 
O. Were you at a hospital this year? 
U. Were you hospitaiized in the past year? 

Question 3. 

E. Do you have someone you can count on if you need help around the bouse? 

F. 1s there someone you can count on if you need help around the house 
C. When you need help at home is there a person who you can rely on to help/assist 

you? 
O. Do you have someone that you c m  rely on to help you at your home? 
U. Do you have someone if you need help around the house? 



Question 4. 

How would you rate your current health? 

How do you define your state of health? 
How would you rate your current health? 
How do you thiri); you are in your health? 
How would you rate your health now? 

Excellent 

Excellent 
Very good 
I 'm very well 
Very good 

Good 

Good 
Good 
Good 
I'm feeling well 

Fair 

Average 
Satisfactory 
I'm feeling fairly well 
Average 

Poor 

Poor 
Bad 
I'm not feeling very well 
Poor 

Bad 

Bad 
Very Bad 
I'm feeling badly 
very poor 



Question 5 

How many different medications do you take? 

How many di fferent medications do you take? 

How many kinds of medicines do you usudly take? 
How many medications do you use? 

PiIls 
How many different types of  medications are you presently taking? 
Medicines 
Piils 

Puffers or iabalers (for breatbing problems or asthma) 

Inhaler (for respiratory and asthma problems) 
How many types of puffers are you using to help you with your breathing? 
So that you can breathe 
Inhalators (for asthma or other respiratory problems) 

Need les 

Needles or injections 
How many types of  shots do you require? 
Needle (sewing and injection)- depends on the dialect 
Syrïnges (needles) 

Eyed rops 

Ey edrops 
How many types of eyedrops are you using? 
Eye medicine 
Eyedrops 



Question 6. 

Please easy or bard is i t  for you to get out o f  a chair. 

How easy or difflcult is it for you to get out fiom a chair? 
1s it easy or hard for you to get up fiom a chair? 
How is it hard or easy to get up from a chair? 
To what extent is it easy or difficult for you to get out of a chair? 

Eas y 

E ~ Y  
Very easy 
It's Easy 
E ~ Y  

Difficult 
Not easy 
It's hard 
With some dificulty 

Need the help of another person 

Need someone to help me 
Needs assistance 
Someone to help me 
Require someone's assistance 

Unable even with help 

Impossible even with assistance 
Cannot get up even with assistance 
1 can't get up even if someone helps me 
Not at all, regardless if assistance \vas available 



Question 7. 

How easy or bard is it for you to walk iaside your bouse or  apartment? 

How easy or dificult is it for you to get around your house or apartment? 
1s it easy or hard for you to walk in the house or apartment? 
How is it easy or hard for you to walk inside your home? 
To what extent is it easy or dificult for you towalk about your house or 
apartment? 

Easy 

With diffxulty 
Difficult 
It's hard 
With some difficulty 

With the help of cane or walker 

With a cane or a walker 
Require a cane or walker 
My cane or walker helps me 
With the use of a cane or a walker 

Need the help of another person 

Need someone to help me 
Need to hold ont0 someone 
For someone to help me 
Only with the assistance of someone else 

Unable evea with help 

Impossible even with assistance 
Cannot get up and walk even with assistance 
1 can't get up even is someone helps me 
Not al ail, regardless if someone's assistance was available . -6 



Question 8. 

How easy or bard is it for you to eut your own toenails? 

How easy or dificult is it for you to cut your own toenails? 
1s it easy or hard for you to cut your toenails? 
How is it easy or hard for you to cut your nails from your toes? 
To what extent is it easy or diff~cult for you to ûim the nails on your feet? 

Easy 

Easy 
Easy 
It's easy 
Easy 

Hard 

Difficult 
Have difficulty 
It's hard 
With some dificulty 

Need the help of another person 

With some assistance 
Require someone else to cut them 
Someone to help me 
Someone else must trim them 



Question 9. 

How easy or hard is it for you to get out to buy groceries or  other shopping 

How easy or diffcult is it for you to run your errands? 
1s it easy or hard for you to go out shopping? 
How is it easy or hard for you to fetch, to go buy your food or go buy other things 
To what extent is it easy or dficult for you to go shopping or buy groceries? 

Easy 

Easily 
Easy 
It's easy 
Easy 

Need the help of another person 

With some assistance 
Require someone's assistance 
Sorneone to help me 
Require someone's assistance 

Someoae else does it for me 

Sorneone does it for me 
Require someone else to do the shopping 
A different person to help out 
My shopping is done by someone else 



Question 10. 

How easy or hard is it for you to prepare meals 

How easy or difficult is it for you to prepare your meals? 
1s it easy or hard for you to cook three meals a day? 
How is it easy or  how is it hard for you to cook? 
To what extent is it easy or  dificult for you to prepare food? 

Easy 

EasiIy 
ESY 
It's easy 
Easy 

Simple meals easily but need help with big meals 

Easy for simple meals, but need some help for substantial m a l s  
Can prepare simple meals, require assistance to cook difflcult to prepare meals 
The easy ones are easy and 1 have helped with cooking big meais 
SrnaIl amounts o f  food are not dif'fïcult but 1 require assistance when preparing 
greater amounts 

Someoae else does it for me 

Someone does it for me 
Require someone else to prepare m a l s  
A different person to help out 
Food preparation is done by someone else 



Question I l .  

How easy or bard is it for you to use the telephone? 

How easy or hard is it for you to use the phone? 
1s it easy or hard for you to use the telephone? 
How is it easy or hard to use a telephone? 
To what extent is it easy or dificult for you to use a phone? 

Easy 

Diffkult 
Have difftculty 
It's hard 
With some difficulty 

Someone else does it for me 

Someone does it for me 
Require someone else to do the phoning 
A different person to help out 
Someone else must operate the telephone for me 



Question 12. 

How easy or bard is it for you to do your own banking and paying bills? 

How easy or dificult is it for you to do your own banking and pay your bills? 
1s it easy or hard for you to deposit money, withdraw money or pay your utility 
bills? 
How is it easy or hard to put your money in the bank and to pay your bills? 
To what extent is it easy or dificult for you to go to your bank and pay your bills? 

Easy 

Easily 
Easy 
It's easy 
Easy 

With some help 

W ith some assistance 
Require assistance 
For me to be helped a little 
Require some assistance 

Someone else does it for me 

Someone does it for me 
Require someone else to do the banking 
A different person to help me 
Someone else does my banking and pays my bills 



Question 13. 

How easy or bard is for you to take out your own garbage? 

How easy or dificult is it for you to take out the garbage? 
1s it easy or hard for you to take out the garbage? 
How is it easy or hard to take out what you're throwing away? 
To what extent is it easy or dficult for you to cany out your own garbage? 

Easy 

Easily 
Easy 
It's easy 
Easily 

With some help 

With some assistance 
Require assistance 
For me to be helped a little 
With some assistance 

Someone else does it for me 

Someone does it for me 
Require someone else to take out the garbage 
A different person to help out 
Someone else must do this for me 



Appendix 5: 

Supplementary Questionnaire to Chinese PHNSS: 

Traditional Chinese Medicine Use in Chinese Seniors 



Supplernen ta? Questionaaire 

(Please Check the reponing format and Circle the question applied after compIerion) 
O Self Report- [ II m IV V VT VI1 O By Pro'ry - 1 11 [II IV V VI W 

1. Which one o f  the following categones accurarrIy descnbes your ability to use the 
English Languase? 

Fluent Know Some Non-fl uent 
1 

- 
2 J 

- - - 
a. Wnnen English ....... - - - 

- . - - 
I 

- 
. . . . . . . . .  b. Spoken English.. - - - 

II .  How long have - o u  been living in  Canada or other pnmanly English speakinz 
counrnes'? 

Number of years: - years - months 
Left  home country in 19 - - 



[II.  [ rvouid iike to djscuss your general lifesryle. the l a n ~ g e  thar you prefer to speak. 
your interesrs and reading habits. For ench of the following sraiement. which carego- 

. . .  =ones are bcst drscnbes you. The catc, 

(PIease provide a cue card for the cateeon'es) 

Chinese 
Only 

Mosr t y Chinese 00th Chinese Mostly English English 
Some English And English Some Chinese onl~ 

In Equal Amount - - 1 - 
L - J 

3 - 
3 4 5 

. . . . . . . . . . . . . .  1 .  lf you are at home. you speak 
2. If you are at work you speak.. . . . . . . . . . .  

3 .  lfyou cm choose. you prefer to speak. . . . . . . . . .  

4. When your parents talk to each other. thcy speak. 
5. When your children talk to each other, diey speak.. 

. . .  6. Before ase I S. your h e n d s  wers 
. . . .  7. Your fnends today are. - -  - - '  . 

. . . . . . . .  8- Your music preference 1s. .  . 
. . . . . . .  . . . . . . . .  9. Your rnovie preference is .., 

. . . . . . . . . . . . . . . . .  10- Your food preference is 
. . . . . . . . . . . . . . . . . . . .  11. You prefer ro thrnk in 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  12. You prefer to write in 
..................... . . . . . . . . . -  13- You prefer to read in ..- 

Chinese 
On1 y 



W .  I would like to ask ~f you have or have had any of the followtng health conditrons or 
symproms in the past year'? For the conditions or s)-mptoms you have expenenced [ 
would like to 3sk what type of hea!th c3re you have used or rçlied on7 Choose OPJE 
carego- that best descnbes your preferences for treatrnent. 

T h e  categones are 

(PIease provide a cue card for the catesones) 

TCM MosrIy TC>( Both TCM & 
Only Some Western Western Trcatrnenr 

Trearmenr In Equal Amounr - - - 
- - - 

Traditional Chmese Medicine (TC.34) and Wesrern medicine treatments can include 
home remedies. over-the-counrer medicines, western prescnpt~on dnigs. or doctor's vlsir 

" tOnlCS Traditional Chnese Medicines can be in rwo foms:  HERBU FORM (includin, 
and animal products), or PROPRIETARY FORM (including pilis. tablets. capsules. 
poruder. drinks. oi!. ointment. or piasten). 



Do vou have or haveyou had 

Both Western 
Only  

Diseases l'Cond~trons 
..................... 1 .  High blood pressure 

............... 2. Coronary artsry disease 
1 Stroke . . . . . . . . . . . . . . . . . . . . . . . .  

4.  Diabetçs . . . . . . . . . . . . . . . . . . . . . . . . . . .  

................... 5. Chroruc lung disease 
6 .  Chronic ffidney G a l l  Stone disease.. 
-. 
1 Allersies ........................... 

8 hthrttis . . . . . . . . . . . . . . . . . . . . .  

9 Bone fractures . . . . . . . . . .  

. . . . . . . . . . . . . . . . . . .  10 Osteoporosis 
1 1 .  Skin disezse . . . . . . . . . . . .  

12. Demenna . . . . . . . . . . . . . . . . . . . . . .  

13 Peptic ulcer . . .  . . . . . . . . . . .  

. . . . . . . . . . . . . . . .  1 4 G laucorna/ Cataracrs 

Syrnptorns 
. . . . . . . . . . . . . . . . . . . . . .  1 5 .  Stornachache 
. . . . . . . . . . . . . . . . .  16 Poor appetite 

................. 17. Tooth & p m  problem 
....................... 13 Headaches 

19 D i m n e s s  .......................... 
20. Pain .. ......................... 

.......... 2 1 .  Cold /COU& or Sore Throat 
........................... 23. Comtlpatlon 

23. Fatigue ................................. 
24. Loss of memory ........................ 
25. Ncrvousness . . . . . . . . . . . . . . . . . . . . . . . .  .-- .. 
26 Sleeping problems .................. --. 

V.  Do you take TCLM for reasons other chan as a treatrnent (e g use i t  as a tonic or orher 
health promotinj p ~ q o s r s ) ~  



W. How rnuch do y0.u a g m  or disagree with al1 of the ioIlowing sentences Choose the 
saregop that best corresponds ro your feelings. The çategones are . . .  

(Plesse provide ri cus card for the  cstegotïes) 

Srrongfy Moderatel y Neither A ~ g r r  Modsratelv 
Disagree Disagee Nor Disager Agres 

IIlnessrs are caused by intemal yin-yans imbaiance .. 

II lnesses are caused by extemal imbalance (e. 5. infectious 
bactena) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Going out in cold wind resula in hex!.ache!cold . . . . . .  

Strong anger/ rage poisons one's blood . . . . . . . .  

A cold or flu shouid be treated with a hot Iiquid not 
. . 

medicine ................................................... 
Taking vitamins or supplements is essential to good health 
[ use TCM. not Western medicine for minor health problems 
I use Western medicine! servrces. ript TCM for major heal th 
problerns .................................................... 
I use TCM, not Western rnedicine for my chronic illnesses . 

1 use Western medicine, not TCM for my acute illnesses 
Combining Western rnedicine and TCM can get most 
effective treatment results ....................................... 

L 1. K M  is less harrnhl to one's body chan Western medicrne 
13 I would try TCM for incurabIe ilInesses .................... 

Sr ron~ ly  
Disagree 



VI1 Whrre do ?ou abrain the knowledge on TCtM propenies 

. . . . . . . . . . . . . . . .  a TCM doctor 
b Ch nese western doctor 
c non-Chinese Western doctor . . . . .  

. . .  d. TCM herbal store rerailer.. 
e. general /grocery store rekiler.. . . . . . . . . . . . .  

. . . . . . . . . . . . . . . .  f. famil ies or h-ends.. 
2. orhsrs . . . . . . .  

( I f  the  respondent does not use any forms of TCM. then terminare here. Othenvise, 
continue wth the questions) 

Wii  How ofien do -ou consult a  TC^ doctor before using any TCM 

- 
a. always . . . . . . . . . . . . . . . . . . . . . . . . . .  - - 
b. usually.. . . . . . . . . . . . . . . . . . . .  - - 

. . .  c sometimes . . .  - - 
d never - 

iX Where do ?ou get ?OUT TCM x 

. . . . .  a TCMdoctors . . . .  

. . . . . . . . . . . . . .  b. TCtV herbal stores 
. . . . . . . . .  c. health food srores 

............. d. penerai /grocery stores 
. . . . . . . . . . . . . . . . . . .  e. famiIy or fiends 

I overseas . . . . . . . . . . . . . . . . . . . . . . . . . .  

YES - 
- - - - 

I - 
7 

L 
- . . - 
7. - 











Appendix 6: 

Community Contacts and Recruiting iMateriaI: 

General Cross-Cultural Contacts 

French Community Contacts 

Chinese Community Contacts 

Ukrainian Community Contacts 

Aboriginal Community Contacts 

Recruiting Material 



General Cross-Cultural Comm unitv Contacts (PHNSS) 

Tina Alto 

Vanessa Coniglio 

Madelyn Hall 

Arlene Jones 

Heather McCaine- 
Davies 

Irene Nordwich 

Maria Rogers 

Karen Shore 

Title 

Executive 
Director 

Tenant Relation 
Worker 

Outreach 
Coordinator 

Researc h 
Associate 

Nurse 
Coordinator 
Publisher 

President of 
Resident 
Council 
and 
Former 
professor of 
Nursing (U of 
M) 
Centre Director 

Address 1 Phone 
1 Number 

Manitoba Society of Seniors 1 942-3 147 

Department of Community 
Health Sciences 
Room S 1 1 O - 750 Bannatyne 
Ave. 
Wpg., Manitoba 
R3E 0W3 

Suite 330- 1 700 Portage Ave. 
wpg-Y 
R3C OC4 
Manitoba Housing Authority 
100- 185 Smith S t  
Winnipeg, MI3 
R3C 3G4 
Health Action Centre 
425 Elgin Avenue 
wpg., nfœ 

789-3 83 1 
Fax: 789-3905 

945-07 12 

947- 1626 
Fax: 942-7828 

805-333 Vaughan Street 
Wpg., 
R3B 359 

Smith Street Senior Centre 
2nd Floor, 185 Smith Street 
Winnipeg, MB 
R3C 3G4 
Suite 1 16-4 1 1 Cwnbertand 
wpg., M" 
R3B 1T7 

Seniors Today 
232 Henderson Hwy. 
wpg., 
R2L IL9 
Fred Douglas Place 

942-3654 
or 
947-2242 
Ext. 175 

982-4000 

989-2297 



Anne Skuba 

Maria 
Wasy kewycz 

Mavis Webb 

John ~ a c h a 6 k  

Marjone Woods 

National Fred Douglas Place 94-9785 
Council on 1 10 1-333 Vaughan Street 
Aging Member Wpg., MI3 
and R3B 359 
Retired Nurse 
Manager of  Lions Manor 784- 1254 
Volunteer 320 Sherbrook St. Fax: 784- 124 1 
Services Winnipeg, MI3 R3B 2W6 
CounselIor of  Age and Opportunity 
Elder Abuse 400 Stradbrook 
Resource Centre Wpg., ME3 

., R3L 2P8 
Coordinator Age and Opportunity 

283 Portage Avenue 
Wpg-, 
W B  2B5 

Recreation SAM Management 
Worker St. Andrews Place 

425 Elgin Avenue 
Winnipeg, MI3 

475-9 1 50 
Fax: 943-3463 

956-6440 
Fax: 956-6447 

R3A IP2 
Executive Creative Retirement 949-2553 
Manager 8 1 1-294 Portage Ave Fax: 957-7839 

Wpg., Manitoba 
R3C OB9 



French Communitv Contacts (PHNSSl 

Phone Nurnber Title Address 

Aime Barnabe 
-- - 

President 
Residents' 
Association 

404-200 Masson St. 
Winnipeg, MB 
R2H 3G 1 

Lorette Beaudry- 
Ferland 

French Services 
Res. Unit 

R w m  609 
Sante en Francaise 
400 Tache Ave. 
St. Boniface Hospital 

St. Bernadette Pansh 
820 Cottonwood 
Wpg., MB R2J 1G1 

Ext 3293 
Fax: 237-0984 

Kevin Bettens Student 

Ann Camus Ph.D Student Department of French 
University of Manitoba 
430 Fletcher Argue 
Bldg. 
Wpg., MB R3T SN2 

Department of French 
University of Manitoba 
430 Fletcher Argue 
Bldg. 
Wpg., MB R3T 2N2 

474-93 13 
Home:255-4029 
Fax: 474-7578 

Rebecca 
Colbum 

Tess Coss 

Home: 284-3024 Ph.D. Student 

- - -  

President Manor Club 
21 1 - 266 Enfield 
Crescent 
Wpg, MB R2H 1B7 

President Manor 
Club 

235-0670 
Fax: 233- 

Josee T. 
Desjardins 

Coordinator La  Federation Des 
Aines Franco- 
Manitobains 
383-2 12 Provencher 
BIvd. 
Wpg, MB EUH 0G9 

Father Gerard 
Dionne 

Ste. Marie Paroisse 
29 DesMewons 
wpg.,  



Mgr. Albert 
Frechette 

Pastor St. Boniface Cathedral 233-7304 
BasiIlica Fax: 23 1 - 1205 
190 Cathedrale 
WP~Y 

Diane Frost Senior Centre 
Director 

St. Vital Seniors Centre 253- 1 842 
6 1 3 S t. Mary=s Road 
Wpg., MB 
R2M 3L8 

Teny Gagnon Day Care Program 
Coordinator 

Greç Girardin 1 ~ece~t ion is t  

Mary-Anne 
Gribben 

Language Bank 
Manager 

Pat Hope Temant Resowce 
Worker 

Leame Johnson Community 
Resource 
Coordinator 

l 

Lise G.  
Lacombe 

Coordinator of 
French Language 
Services 

Father Ron 
Leçer 

Sandra Loewen 1 Director of Social 1 

Tache Centre 233-3692 
185 Despins Ext. 23 1 

Holy Cross Parish 233-7367 
252 Dubuc 
wpg., MB 
R2H 1E3 

International Centre I 943-9 158 
406 Edmonton St. Fax: 949-0734 
Wpg., MF3 R3B 2M2 1 
Manitoba Housing 237-1386 
100-185 Smith Street 945-8762 pager 
Wpg, MB R2C 3G4 196 

Cell: 792-03 17 

Boni-Vital Council for 255-206 1 
Seniors 
Unit 6 - 845 Dakota St. 
Wpg., MB R2M SM3 1 
Manitoba Health 945-673 1 
1200-447 Portage Ave. 
Wpg., MB R3B 3H5 

Holy Family Church 237-3068 
778 Dubuc 
Wpg., MB R2J OY4 

Tache Centre 233-3692 
Work 185 Despins ext. 267 

Wpg, MB W H  2B3 Fax: 223-6803 



Guy Mao 

Suette  Pare 

t e o  Remillard 

Robert Ronceray 

Warren Smith 

Carol Tessier 
Replace by 
Agathe 

Joan Yewchyn 

Manager Accueil Colombien Inc. 
10-200 Masson Street 
Wpg MI3 W H  3G1 

Secretary 

President 
(Residents 
Association) 

Manager 

Manager 

Secretary 

Manager 

St- Martyrs- Canadiens 
Paroisse 
289 Dussault 
Winnipeg, Man. 
R2.J 1N5 
Place Des Meurons 
403-400 Des Meurons 
Winnipeg, Manitoba 

Columbus Manor 
266 Enfield Crescent 
Wpg, MI3 RSH lB7 

St. Phillips Court 
234 Tache Ave. 
Wpg., MB R2H 127 

Precieux Sang Paroisse 
200 Kemy 
Wpg., MB R2H 2E4 

Chateau Guay 
107-23 1 Goulet St. 
Wpg., MB R2H OS1 

233-7080 
Fax: 237-3453 



Chinese Communitv Contacts CPHNSS) 

Title Ad d ress Phone Number 

Dorothy Choy 
- 

Coordinator (Manitoba Chinese 
Historical Society) 
Home: 
469 Queenston Street 
Wpg., 
R3N 0x1 

489-89 19 
Fax: 942-322 1 

Lan Doan Director Winnipeg Chinese Culture 
and Community Centre 
2nd Floor - 180 King St. 
wpg., 
R3B 3G8 

Michelle Fu L ec turer Asian Studies 
University of Manitoba 
327 Fletcher Argue B ldg. 
Wpg-Y MB 
R3T 2N2 

474-8958 
Home: 452-0872 

Mary-Anne 
Gribben 

Language Bank 
Manager 

International Centre 
406 Edmonton St. 
Wpg-, 
R3B 2M2 

943-9 158 
Fax: 949-0734 

H.C. Lim President of the 
Chinese Community 
Council of Manitoba 

Chinese Community Council 
of Manitoba 
948 Beaverhill Blvd. 
W P ~ .  Y 

R2J SB7 



Dr. Terence 
Russel 

Professor 4 1 1 Isbister Building 
Department of Asian Studies 
University of Manitoba 
Winnipeg., MB 
R3T 2N2 

Boon Su 

Anita Suen 

Beîîy Wong 

-- - 

Grace Wong 

Mabel Yee 

Outreach Worker 
also: (Vice - 
Presidentflndo- 
Chinese Assoc.) 

Health Action Centre 
425 Elgin Ave. 
wpg., 
R3A 1P2 

Centre Facilitator 

Management Staff 

UCW Chair 

Age and Opportunity 
West-End Seniors Centre 
644 Burnell Street 
wpg., 
E G  2B7 

Harmony Mansion 
100 - 20 1 Princess Street 
wpg., Ml3 
R3B 3E9 

- 

Winnipeg Chinese Cultural 
Centre 
2nd Floor 180 King St. 
Wpg., 
al3 3G8 

(Chinese United Church of 
Winnipeg) 
Home Address: 
112 Brittany Drive 
wpg., 
R3R 3G9 

474-8964 
Fax: 474-760 1 

947- 1626 
Fax: 947-7828 

Phone: 772-958 1 
Fax: 946-5667 

943- 1 197 
Fax: 944-8308 

Church: 943-3052 
Home: 896- 1400 



Ukrainian Communitv Contacts (PHNSS) 

! Oksana 
Bondarchuk 

Ernie Cicierski 

Stella Hryniuk 

Mart ha 
Korbutiak 

1 Stefania 
Myhaluk 

Alexandra 
Pawlowsh~ 

I 1 Barbara Russel 
I 

Title 

Coordinator o f  
Volunteers 

Former Ukraînîan 
Seniors Social 
Service Worker (?) 
Manager 

Professor 

Director 

Address 

Holy Family Home 
165 Aberdeen Ave. 
wpg., 
R î W  1T9 
Ukrainian Cultural and 
Educational Centre 

St. John's College 
University of  Winnipeg 
Winnipeg, Manitoba 
R3T 2M5 
10 1 1 Polson Bay 
wpg., 
R2X 1M7 
St. Mary's The 
Protectress Millenium 
Villa Inc. 
800 Buuows Avenue 
Wpg., 
R2X 3A9 

Centre for Ukrainian 
Canadian Studies 
29 Dysart Rd. 
wpg., M" 
R3T 2M7 
Selkirk Avenue Seniors 
Centre 
472 Selkirk Ave. 
Wpg., 
R2W 2M7 

Phone Number 

942-02 18 
Fax: 943-2857 

Home: 582-38 12 

474-8905 
589-750 1 
Fax: 275-0803 



Congress 
456 Main St. 
Winnipeg, Manitoba 
R3B 1B6 

S hawarsky . 

Lesia Szwaluk 

Lydia 1 Executive Director 1 Ukrainian Canadian 1 942-4627 

J 

Executive Assistant 

John Zahark 

Rose Skavinski 

Donwood South 
1245 Henderson 
Highway 
Winnipeg, Manitoba 
R2G  MI 
Age and Opportunity 253- 1842 

Executive Assistant 

St. Vital Senior's Centre 
6 13 St. Mary's Rd. 
wpg., 

St. Andrews College 
29 Dysart Road 
Winnipeg, Manitoba 
R3T 2M7 

474-8895 
Home: 284-4657 
Fax:275-O803 



Name 

Carol Beaulieu 

Gerald 
Berthelette 

Loretta Byer 

Doreen Fines r 
Joan Hams 

1 ~helrna Meade 
l 

Researcher Writer 
(soon to be 
Conciliator) 

Director/Aboriginal 
Services Department 

Aboriginal Health 
S trategist 

Administrator 

DirectorKhi ldrens 
Programs 

Ofice Manager 

Executive Director 

Add ress 

Manitoba Association of 
Nat ive Langages 
2 1 1 - 18 1 Higgins Ave. 
wpg-, ME3 
R3B 3G1 
Health Sciences Centre 
CN403 - 840 Sherbrook 
St. 
Wpg-, 
R3A 1S1 
Manitoba Health 
P.O. Box 925 
599 Empress St. 
Wpg-, 
R3C 2TC 
Metis Cultural Resource 
Centre 
506 - 63 Albert St. 
Wpg., Manitoba 
R3B lG4 
Aboriginal Health and 
Wellness Centre 
2 15 - 18 1 Higgins Ave. 
wpg., 
R3B 3G1 

Aboriginal Council 
1 12 - 18 1 Higgins Ave. 
wpg-, 
R3B 3G1 
Kikinarnawin Centre 
202 - 228 Notre Dame 
Ave. 
wpg., i 

Phone 
Number 

989-6392 
Fax: 989-6396 

787-2457 
787-3427 
Pager: 3436 
Fax: 787- 1680 

786-7294 
Fax: 772-2943 

989-6380 
Fax: 942-5795 

943-0207 
Fax: 956-5829 



Pat Ningewance 

Mary Richard 

Lecturer(UofM) 

President 

474CraigSt 
Winnipeg, Manitoba 
M G  3C1 
Aboriginal Council of 
Wpg- 
1 8 1 Higgins Ave. 
Wpg-9 
R3B 3G1 

774-8007 
774- 1 160 

989-6390 



Su biect Recruitment Locations 

Culture 

English 

French 

Chinese 

Ukrainian 

Location 

Ellice Place 
Health Action Centre: Heaith Services for the 
Elderl y 
Seven Oaks Hospital- Day Hospital 
Jack's Place 
The Friendly Neighbour Council 
Age and Opportunity-Seniors Centres 
All Things New 
Wil Iow Centre 
Manor Club 
La Fédération des Aînés Franco-Manitobains 
St. Vital Seniors' Centre 
Taché Centre 
Manitoba Housing Authority 
Boni-Vital Council for Seniors 
Age and Opportunity-Seniors Centres 
Acceuil Colombien 
Piace Des Meurons 
Columbus Manor 
Manitoba Chinese Historical Society 
Wimipeg Chinese Culture and Community 
Centre 
Chinese Community Council of Manitoba 
Health Action Centre 
Age and Opportunity-Seniors Centres 
Harmony Mansion 
Sek on Toi- Seniors Housing 
Sons of the Ukrainian Pioneers 
Seven Oaks Hospital- Day Hospital 
Holy Family Church 
Age and Opportunity-Seniors Centres 



English Speaking Seniors Required 
for a study on day to day activities 

tnvolves answering questions about: 
health and day to day activities 
persona1 background 
memory 
mood 

And a few tests that show us how well your arms and 
legs are working. 

Amount of time required: 
Approximately 45 minutes to I hour 

Interviewers are willing to  corne to your home. 

Al1 responses will be kept confidential. 

Contact: 
Bev Wirth 

W illow Centre (632-5940) 
or 

Jennifer Nguyen or Dr. Kristel van Inveveld 
St. Boniface General Hospital 

Phone: 237-2443 



- c c t ~ o n  o f  G e r i a t r i c  Med ic ine  
J e p a r t m e n t  o f  H e d ~ c r n e  

Un r v e r s  i t y  of  Udn i t o b a  

Dear Panicipant: 

Thank you for your interest is our research projeci entitled the Predicting 
Health Needs ofSeniors Survey. With this shon Ietter is a description of the 
project and what is involved. We are eager to have you participate. One of our 
interviewers will contact you shortly to arrange a time to corne and mIk with 
you. The answers that you provide us wili remain cornpletely confidential. 

If you have any questions, please cal1 Jennifer Nguyen, the research 
assistant, at 237-2443. We hope that you continue to agree to participaie- 

Sincerely yours. 

Cornelia (Knstel) van Ineveld MD, FRCP(C) Jenni fer A. Nguyen 
Lecturer, Gerianic Medicine Research Assistant 
Phone: 237-2443 Phone: 237-2443 
Fax: 237-2697 Fax: 23 7-2697 



NOUS AVONS BESOIN DE VOUS! 
Aîné(e)s francophones âgées de 65 ans et plus 

pour une étude concernant vos activités quotidiennes 

Des questions concernant votre: 
santé et vos activités quotidiennes 
vie personnelle 
mémoire 
humeur 

Nous vous demanderons de passer un test pour  évaluer l'usage de vos 
bras, et de vos jambes. 

Combien de temps prendra-t-il? 
Environ 45 minutes, une  heure tout au plus. 

% 

Des gens sont prêts à venir chez vous. 
# 

Toutes les réponses que vous donnerez resteront confidentielles. 

Personne contact: Anita au 233-4 1 1 1 

Pour plus d'amples renseignements veuillez contacter: 

Jennifer Nguyen et Dr. Kristel van lneveld 
Gérontologie 

Hôpital Général St. Boni face 
au 237-2443 



e c t i o n  o f  G e r i a t r i c  M e d i c i n e  

Jepartment o f  M e d i c i n e  

U n i v e r s i t y  o f  Mani toba 

«)P Tac&. W i n n ~ p g .  Mautobr. Camda RZH 2 ~ 6  
Tel yZM] 233-8563 F u  ( 2 0 0  231- 

Cher participant, 
Chère participante, 

Nous vous remercions pour l'intérêt que vous portez à notre projet d'étude 
intitulé Sondoge d 'évaluaiion des besoins de santé pour les personnes âgées M. Ci- 
joint vous trouverez un aperçu du projet et qu'est-ce que ça implique. Nous sommes 
anxiew de votre participation. Un ou une de nos interviewers va communiquer avec 
vous prochainement afin de fixer un rendez-vous pour vous rencontrer. Les réponses 
que vous donnerez seront complètement codidentielles. 

Si vous avez des questions, n'hésitez pas communiquer avec l'adjointe du projet 
de recherche, Madame J e e r  Nguyen au 237-2443. Nous espérons que votre intérêt 
se continue dans notre projet. 

4 

Veuillez agréer, cher participant, chère participante, nos sentiments les meilleurs. 

Cornelia (Knstel) van Ineveld MD. FRCP(C) Jennifer A Nguyen 
Conférencière en Gérontologie Adjointe du projet de recherche 
Téléphone : 237-2443 Téléphone : 23 7-2443 
Télécopieur : 237-2697 Télécopieur : 23 7-2697 



gr=dfk$ a o  ofl : Jennifer Nguyen or Dr. Kristel van Ineveld 

Geriatric Medicine 

St. Boniface General Hospital 

Phone: 237-2443 



Appendix 7: 

Interview Schedule for Construct Validity 

English: complete schedule 
French: MMSE, GDS, PPT 
C hinese: MMSE, CDS, PPT 
Ukrainian: MMSE, CDS, PPT 



Page 1 

date: 

Predictiag Health Needs of Seniors Sunrey 

1.  lndicate gender: 
Fernale 

Male 

3. Your marital statu: (Please check one) 

Married or conunon law 

Divorced or separated 

Widowed 0 
Never been married 

4a). Do you live alone? (Please check one) 

4b). 1 f no, how many adults live with you? 

4c). We would like to know what their relationships are to you. Do any of the 
following people live with you? 

Please check if ygs How maoy people? 
Spouse U 
Siblingh law u 
~ h i ~ d / i n  law U 
Friendunrelated person u 
Parengin law u 
Grandchildh law u 



Page 2 

6. How long have you been living in your present household? 

Less than six months 
Over six months but Iess than a year 0 
One year to three years 

Three to five years 

Over five years 

7. Where do your nearest relatives live? (Please check one) 

in same household 

in same building 

In same neighbourhood 

Less than 1 day journey by land travel 

More than 1 day journey by land travel 
or outside Canada 

8. What type of housing do you live in? 

In muItiple dwelling (eg. condominium) 
self contained** suite (excluding seniors' 
ho us ing units and condominiums) 

Suite in senior citizens' housing unit 

Board and room (hotel, foster home, 
commercial boarding home) 

Personal care home (nursing home) 
Other specifL 

** A ser/-contained unit is one whiclr includes a minimum of cooking, 
sleeping, and bathroom fociiifies /or use of houselroici oniy 



9a). 

9 b). 

Sc). 

10. 

11. 

Were you born in Canada? 

If  m, when did you corne to Canada? 

year of 19- 

What nationality/descent do you consider yourself? 

What language do you speak most ofien? 

How many years or grades did you complete in school? 

(Speczh num ber of years) 

Use the occupation codes shown below fo answer items 12 and 13. 

12. M a t  was/is your occupation? 

13. M a t  was/is your spouse's occupation? 

Qc~~Darion 
Fishing 
T ~ ~ F P  ing 
Prospecting, Guiding 
m g  
Forenry 
Logging 
r'arrning 
Ho use wife 
Unskilied labour (Manu facto ring, Indusuiai, Construction) 
Skilled labour (Manufacturing, indusuial, Constniction) 
Crafts 
Management 
Professional 
Clerical 
Sales & Semice (including domestic service) 
Transponaion, Communication, Recreation (Tourism) 
Never employed 



Pige 4 

14. Are you presently retired? 

15. If=,  what age were you when you retired? 

years old 

16. What was your income in the past month? 

- 

End of Demographics 



STANDARDIZED MINI-MENTAL 
STATE EXAMINATION 

O 1991 M.lb>. Akmc)As, R&mu 

Orientation to Tirne (Allow 10 seconds) Score 
4- 

Y ear I 

11 Todav's date 1 
Day of the week 1 

Orientation to Place (AUow 10 seconds) Score 

Country 

Province 

City 

Name of Buildinjz 

Floor of Building 

' 
Imrnediate RecaU o f  Three Words Score , 

Baii 1 I 



Concentration: SpeU "WORLD" BacLiards 
ORLD (may assin), now speii it backwards 

(1 Delayed Reciii of Thme Wordi 1 score 
What were the three objects that 1 asked you to remember 1 

II ~ a o e u a e e  I ~ c o r e  1 

' 

Name a pend 

Repeat "NO IFS ANDS OR BUTS" 

Car 

Man 



Wnting Ability (AUow 30 seconds) Score 

Write a complete sentence - I I 

Copy a design 1 

. -- 

Visual - M o t o r  lotcgrntioo 
Copy this desipn please, aUow muItipIe tries 

Total Score / 3 0  I 

Score 

Date 1 

I 



CLOSE YOUR EYES 



DEPRESSION SCALE 
O 1986 S l c Q 4  Y-r 

Choose the best aaswcr for bow you have felt over the past wcek 
(Circle responses couac one point) 

1. 

2. 

3. 

4. 

5 .  

6. 

7. 

8. 

9. 

10. 

I l .  

12. 

13. 

14. 

15. 

Are you basicdy satisfied with your life? 

Have you dropped many of your activities and interests? 

Do you feel that your Me is empty? 

Do you oflen get bored? 

Are you in good spirits mon of the time? 

Are you a h i d  that something bad is going to happen to you? 

Do you feel happy mon of the t h e ?  

Do you ofien feel helpless? 

Do you prefer to stay at home rather than going out and doing new 
r hings? 

Do you feeI you have more probIerns with memory than mon? 

Do you think it is wondefil to be alive now? 

Do you feel pretty worthless the way you are now? 

Do you feel full of energy? 

Do you feel thar your situation is hopeless? 

Do you think that mon people are better off than you are? 

YES 

O 

O 

O 

O 

Q 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

To ta1 score -1 1 5 

Otber Information: 



LAWTON - INSTRUMENTAL 
ACTIVITIES OF DAILY LIVING 

Wirh regard ro rbe follolving fiaictions. which sratcmcalr bat  dtscr i i  how rhis patient has fimaioned in rhe last m t k .  
Plcasc cirde ihc mosl appropriate number beside the natement. 

Ability to use telephone 
Operates the telephone on own initiative - l ook  up and dials nurnbers etc. 
Diak a few well known numbers. 
h s w e r s  telephone but does not dial. 
Does not use telephone at au. 

Shopping 
Takes care of aU shopping needs independently. 
Shops independently for smail purchases, 
Needs to be accompanied on any shopping trip. 
Completely unable to shop. 

Food Preparation 
Plans, prepares and serves adequate meals independently. 
Prepare adequate meals if suppiied with ingredients. 
Heats and serves prepared me& or prepares meais but does not maintain adequate diet. 
Needs CO have rneals prepared and served. 

Housekeeping 
Maintains house aione or with occasional assistance (eg. "heavy work-domestic help"). 
Performs iight daiily tasks such as dishwashing, bedmaking. 
Perforrns light dady tasks but cannot maintain acceptable level of cleanliness. 
Needs help with ail home maintenance tasks. 
Does not participate in any housekeeping tasks. 

Laundry 
Does personal laundry completely. 
Launders s d  items - rimes socks, stockings etc. 
Ail laundry must be done by others. 



Mode of tmnsponation 
Travels independently on public transportation or drives own car. 
Arranges osn travel via taxi, but does not otheruise use pubiic transponation. 
Traveis on public transponation when assisted or accompanied by anorher. 
Travel ümited to taxi or automobile with assistance of another. 
Does not uavel at ail. 

Responsibility for owo medications 
Is responsible for taking medication in correct dosages at correct tirne. 
Takes responsibiiity ifmedication is prepared in advance in separate dosages. 
1s not capable of dispensing own medication. 

Ability to handle finances 
Manages financial matters independently (budgets, writes checks, pays rent, bills, goes to 
bank) coileas and keeps track o f  marne. 
Manages day-to-day purchases, but needs heIp with banking, major purchases, etc. 
Incapable of  handihg money. 

Total Score: 



KATZ ACTIVITIES 
OF DAILY LIVING (ADL) 

For each new area of t'unctioning iisted below, check the description that appiies . (The word 
"assisrance" means supervision, direction or personal assistance-) 

BATHWG - either sponge bath, tub bath or shower. 

Racciva no assisiance (gcts m and OUI of tub by seif 

if tub is usual mcans of bathiag) 0 
Rccxiva assistance in bathing ody one pan of the 

body (such as back or kg) 

Rcccives assistance in bathing more rhan one pan 

o f h c  body (or not batbcd) 0 DEPEhmENT O 

DRESSING - gets clothes fiom closets or drawers - including underclothes, outer garments and 
using b e r n e r  (including braces if worn).. 

Gers clotha and gels cornpletcly drcssed 

wirhout assislance a INDEPENDENT CI 
Gcrs clothcs and gers drtssed without assistance 

cxccpt for assistance in sping sbocs 0 
Rcceives assistance in gening clorha or in gcning 

drcsscd or stars  partiy or complcrciy undrascd O DEPENDENT 0 

TOILETING - going to the "toiiet room" for bowel and urine elimination; cleaning selfafier 
elimination, and arranging clothes.. 

Goes to the "roilet room" cleans self. and 
arranges clotba withour assislance (many use 
objcd for support such as cane, walka. or 
w h e I  chair and may manage nighi bcdpan or 
commodc. emptying same in moming) 

Reotiva assisuncc in going to 7oilct roum' or 
m clcaning x i f o r  in arranging clotha fia 
chinarion or in use of nigbt bedpan or commodt 

Docm't go to the room tcnncd "toilct roorn" for 

the climinarion proccss 

DEPENDENT O 



hlovcs in and out ofbed as wcii as in and out 
of  chair wilboux assistanu (may bc using objm 
for support such as cane, waika or rads) 

hioves in and OUI o f  bed or chair with assistance 

CONTINENCE 

ConrroIs urinacion and bowci rnovmcnt compIeicly by seif 

H z  ûccasional "accidents" 

Supervision hclps ketp urine or bowcl conaoI; 

calbcta is use4 or is incontinent 

FEEDING 

Fecdr selfwirhou~ assistance 

F d  self cxccpt for gcning assistaace in 

cuning mcat or bunering b r d  

Rcccivcs assisrancc in fecdiag or is fcd panly 

or cornpletcly by using tubes or inûavcnous nui& 

DEPENDENT O 

~NDEPENDENTO 

DEPENDENT 0 

DEPENDENT O 

TOTAL NUMBER OF ITEMS RATED AS DEPENDENT 



PHYSICAL PERFORMANCE TEST 

il Write a sentence (whales live in the blue ocean) 

- - 

Lifi a book and put it on a shelf 

Put on and remove a jacket I 
.L . 

Tum 360 degrees 

50-foot walk test I 

Scoring 
- 

1 Time 

unable = O I -- - 

s Z s c c = 4  
2.5-4 scc = 3 
4 . 5 4  sec = 2 



Oricn cation Cote - 

En queue année sommes-nous? 1 
En queiie saison sommes-nous? 

Queue est la date? 

Quel jour sommes-nous? 1 
En quel mois sommes-nous? 1 

En quel pays sommes-nous? - 

En quelle ville sommes-nous? 1 

En queue éragdbureau sommes-nous? 1 I 

Attention et calcul: Épeler le mot "mondc" a Ieenvers Co te 

Fixation: Nommu trois mots 

Baiie 

Voir ure 

Homme 

Cote 



N o m r  une montre 1 
NO mrner un crayon 1 

( Répéter "PAS DE SI, M DE ÇA" 1 

Lire et faire cc qui suite - Cote 
I 

4 

1 FERMEZ VOS YEUX 1 I 

posez-ta par terre I 





ECHELLE GERIATRIQUE DE 
DEPRESSION 
o t n z m t i m k r - H d  

Choisir ia meiiicum dponse pour décrirr k hçon dont vous vous 
senta depuis une scmiine: 

Êtes-vous essentieliernent satistiiit de votre Me? 

Avez-vous abandonné plusieurs de vos activités e t  intérëts? 

Est-ce que vous sentez que votre vie est vide? 

Vous ennuyez-vous souvent? 

Avez-vous un b n  moral la pIupart de temps? 

Avez-vous peur qu'une chose tem%le va vous arriver? 

Vous sentez-vous heureux la plupan de temps? 

Vous sentez-vous souvent abandonne ou  sans recours? 

Préfèrez-vous rester a la maison plutôt que de  sortir e t  fâke de 
nouvelles choses? 

Sentez-vous que vous avez plus de problème de  mémoire que la 
plupart de gens? 

Pensez-vous qu'il est bien agréable d'être vixmt maintenant? 

Vous sentez-vous bien inutile tel que vous êtes présentement? 

Vous sentez-vous plein d'énergie? 

Pensez-vous que votre situation est sans espoir? 

Pensez-vous que la plupart des gens sont plus favorisés que vous? 

OUI 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

O 

NON 

O 

O 

O 

O 

O 

O 

O 

a 

O 

O 

O 

O 

O 

O 



PHYSICAL PERFORMANCE TEST 
O l tUl  h m b a  

Turn 360 degrees 

i 5-5-20 sec = 3 



STANDARDLZED MINI-MENTAL 
STATE EXAMINATION 

O 1991 L(.Doy. AJrmeyebr Robmr 

Mont h 1 
Today's &te 

Day of the week 1 

Floor of Buildinn 

1 Immediate Recnll of Thrce Words E -  '@bB'. . 

se 
El& 

%* 

Score , 

. 



Concentration: Spcll "WORLD" Backn.ards 
Spell the word -*_tgfjE'. (may assin), now spell it backwards 

Delaycd RecaU of Thme Words Score 
Wht were the three objects that 1 asked you to remember 

ES- 



Ability to FoUow Directions Score 

1 Writing Ability (AUow - - 30 seconds) 
1 [ Write a complete sentence 

Copy this design please, aiiow multiple tries 
-- 

1 

Copy a design 1 





DEP RESSION SCALE 
o t I u m y -  

Cboosc the b u t  answer for bow you bave felt ovcr the pnst wtck  
("2" rrsponscs count 1 point) 

Other Information: 



PHYSICAL PERFORMANCE TEST 

Instruction 

I Write a sentence ( -XL*RE-. 

I Lift a book and put it on a sher 

Put on and remove a jacket I 
I Pick up penny fiom floor 

I Turn 360 degrees 

I 50-foot walk test 

Scoring 

r 1 0 s e ~ = 4  
10.5-15 ra: = 3 
153-20 s e  = 2 
>20scc= 1 
imable = O - 
r lOçec=4 
10.5-15 sec = 3 
15-5-20 sec = 2 
>20 sec = 1 
tmablc = O 

r 2  sec= 4 
2-54 sec = 3 
4 - 5 4  s e  = t 

Time 
(Seconds 

r lOser=4 
10.5-15 sec= 3 
155-20 sec = 2 
>20 sec = I 
lrnablc = O 

sZscc=4  
2.5-4 ~ t = 3  
4 5 4 x c = 2  . 
% sec = I 



STANDARDIZED MINI-MENTAL 
STATE EXAMINATION 

C 1-1 LWioj. m u .  R0b.N 

i 
Orientation to Time (NIow 10 seconds) 

Y ear 

Season 

Month 

Today's date 

Score 

, 

Orientation to Place (Allow 10 seconds) 

Country 

Province 

City 

Chair K ~ ~ c J X O  

Kev KJIIOU 

Day of the week 1 
Score , 

Immediate Recall o f  Three H'ords 

Name of Building 

Floor of Building 

Score 



Il Concentration: Spell "BIKHO" Backwards 
Spell the word BCKHO (may assist). now spell it bachwards 
allow 30 seconds 

O 

H 

Score ] 

Delayed Recalf oTThrcc Words 
What were the three objects that I asked you to remember 

Score 

Ir 

Name a wrisrwatch 

Name a pencii 

Chair K ~ ~ c J ' I o  

Language 
1 

II Repeat " Ea6a 3 B03EITb KOHRM JIeKLUeM" 

Score 

-- - - - 

1- 

I 

Visual - Verbal Recognition 

J. 

Score 



- - 

Put it on  the floor 

1 

I 

r 

Visual - Flotor  lntcgration Score 
Copy this design please. allow multiple tries 

- 

Writing Ability (Aliow 30 seconds) 

Wrire a complete sentence 

Total Score / 3 0  Late - j 

Ability to Follow Directions 

Take a piece of paper in correct hand 

Fotd ir in half once 

Score 

Score 



CLOSE YOUR EYES 
BALUI OYI 



DEPRESSION SCALE 
C. 1916 S h n k  \ ' r r . y e  

ID#: 
Date: A 

Choose the best rnswer for how you have felt over the pnst week 
(Circle responses count one point) 

Are you basically satisfied with your  life? 

9a BIT s a n o ~ o n e ~ i  C B O ~ M  XHTTIIM? 

Have you dropped many o f  your aaivities and interests' 
YEI BM noLcmynH 6araro samm in-repeci~ i 3amra3 

Do you feef that your life is empty? 

YH BH s i n ~ s a e ~ e  40 Barne XHTTR n o p o ) ~ ~ e ~  

Do YOU oflen get bored? 

YM BaM %lCTQ CKJWH07 

Are you in good spirits most of the tirne? 

YII BH nepeaaxso B no6po~y ~acrpo ï"  

Are you afraid that something bad is going t o  happen to  you3 

YI? BM 6 0 ï ~ e c ~  U O  BaM UOCb IIOïaHe CTaHeTbCIT7 

D o  you feel happy most of the tirne? 

qr?. BEI ~ a f i 6 i n b u ~ i i  .rat ~ i ~ = r y s a e ~ e  ce6e r r l acn~~ i3  

Do you often feel helpless? 

911 BH sacro noqyaaerecrr 6e3nopan~iq 

D o  you prefer t o  stay at home rather than going out and doing new 
t hings? 

qEi BU BOJI~ETH GYTH BgOMa 3 a ~ i ~ ~ b  KYL[eCb 

XOaMTLI a60 YiIMOCb HOBHM 3 a f i ~ a ~ l i ~ 1 1 9  

Do you feel you have more problems with memory than m o s P  

% BU s i n w a e ~ e  mo y sac 6inbme n p o 6 n e ~  
3 r r a~ 'xn ' rn  ~ i x  i ~ m x  nroneil? 

D o  you think it is wondefil to be  alive now? 

%i BH paxicre rnm-rrrnr? 



Do you feel pretty wonhless the way you are now7 

~ I I  BEI no.ryBaerecir 6 e 3 s a p ~ i c ~ i 7  

Do you feel f i l l  o f  energ).' 

q u  su si.r)9ae~ecrr n o ~ ~ i  eaepriï? 

Do you feel that your situation is hopeiess? 

rI~i BU noyyBaeTecH 6 e 3 ~ a x i a ~ i ~  

Do you think that most people are better off than you are? 0 C] 

YII sa gyMaeTe u o  XIITII EJIH ~HLIIUX 

nmnefi Kpaue H L X  ~ a m e ?  

Total score -1 1 5 

Other Information: 





Appendix 8: 

Surrogrite PEINSS 



Source of 'Surrogate' PHNSS Items 

PHNSS 1 SURROGATE ITEM 1 
1. Are you 75 years or older 1 AIM: Age at time of 1996 Interview 1 
2. Have you been in hospital in 1 MHSC hospitalization data June 30 1995- June 30 1 
the past year 
3. Do you have someone you can 
count on if you need help around 

1996, admitted at least once: yes/no 
AIM A I O S :  1s there anyone on who you can d l ,  if 
you need help 

the house 
4. How would you rate your 
current health 
5. How many different 

AIM A25 1 : For your age, would you Say in 
general your health is good, fair, poor 
DPIN medications prescribed Jan-June 1996. 

medications do you take 

to get out of a chair 1 health problem do you need the help of another 1 

On1 y pills, puffers, injections, eye drops incl uded. 
One time prescriptions only if Apnl or later, 

6. How easy or hard is it for you 

1 person in getting out of a chair 1 

antibiotics only if in June, eye drops only if April 
15 or later. 
ALM A376: Because of any long-term condition or 

apartment 1 yes=easy/ hard 1 

7.How hard or easy is it for you to 
walk inside your house or 

1 no= need the help of another penon, unable even 1 

no= easy/ hard yes= another personl unabie 
MM A380: Are you capable of getting about the 
house without any help from anyone? 

to cut your o~vn toenails? 
8. How easy or hard is it for you 

cutting your toenails? 
Do it= easy 
Person out of home = hard 

with help 
A M  A393: Does anyone usually help you with 

to get out to buy groceries or 
other shopping? 

9. How easy or hard is it for you 
shopping 
do it= easy 
person in home= need the help of another person 
person out of home/ servicd sta* someone else 

person in home/service/ staff = another person 
AIM A238: Does anyone usually help you with the 

10. How easy or hard is it for you 
does it for me 
A234: Does anyone usually help you preparing a 

to prepare meals? hot meal 
,4232: Does anyone usually help you with making 
a cup of tea or coffee 
do i t meal= easy 
yes meal, do it tedcoffe- simple meals easily but 
need help with big meals 
yes bath= someone else does it for me 



to use the telephone? 

12. How easy or hard is it for you 
to do your own banking and 
paying bills? 

- - ~ 

13. How easy or hard is it for you 
to take out your own garbage? 

A405: Does anyone usually help you with using 
the phone 
do i~ easy 
person in home= hard 
person out of home/service/sta~someone else 
A240: Does anyone usually help you with 
rnanaging financial matters 
do i~ easy 
person in home= with some help 
person out pf home/ servicd staff =someone else 
does it for me 
A228: Does anyone help you with doing Iight 
housework 
do it= easy 
person in home= hard 
person out of home/service/stafP someone else 
does it for me 



Item Response Rates for the 'Surrogate' PHNSS 

Item 1 : Are vou 75 vears or older? 

Score Response Frequency Percent 

Item 2: Have vou been in hospital in the Dast vear? 

Score Response Frequency Percent 

O no 285 84.3 
1 Yes 52 15.4 

missing 1 -3 - - 
Total 338 100.0 

Item 3: Do vou have someone vou can count on if vou need help around the house? 

Score Respnse Frequency Percent 

- - 
Total 338 100.0 

Item 4: How would vou rate vour current health? 

Score Response Frequency Percent 

1 excellent 27 8.0 
3 - good 199 58.9 
3 fair 95 28.1 
4 poor 13 3.8 
5 bad 1 0.3 

rnissing 3 0.9 
-- - 

Total 338 100.0 



Item 5: How manv different medications do you take? 

Score Frequency Percent 

91 26.9 
58 17.2 
58 17.2 
43 12.7 
88 26.0 - - 

Total 338 100.0 

Item 6: How easv or hard is it for vou to get out of a chair? 

Score Response Frequency Percent 

1 easy/di ficul t 323 95.6 
3 another persod 15 4.4 

unabie 
P -- 

Total 338 100.0 

Item 7: How easv or hard is it for you to eet out of a chair? 

Score Response Frequency Percent 

1 easyldi fficultl 336 99.4 
cane 

4 another personl 2 0.6 
unable 

- -- 
Total 338 100.0 

Item 8: How easv is it for you to cut vour own toenails? 

Score Response Frequency Percent 

1 easY 252 74.6 
2 di fficuIt 22 6.5 
3 another person/ 64 18.9 

unable 
- - 

Total 338 100.0 



Item 9: How easv is it for vou to get out to buv g;roceries or other shopping? 

Score Response Frequency Percent 

1 easY 273 80.8 
3 another person/ 65 19.2 

someone else 
- - 

Total 338 100.0 

Item 10: How easv is it for you to Drepare meals? 

Score Response Frequency Percent 

1 e=Y 274 81.1 
7 - simple meah 54 16.0 
3 someone else 10 3-0 - - 

Total 338 100.0 

Item 1 1 : How easv is it for vou to use the tele~hone? 

Score Response Frequency Percent 

1 e=Y 332 98.2 
3 - someone else 5 1.5 

missing 1 0.3 
-- - 

Total 338 100.0 

Item 12: How easy is it for vou to do vour oum banking and paying bills? 

Score Response Frequency Percent 

1 easy/ some help 292 86.4 
3 someone else 46 13.6 



Item 1 3: How easv is it for vou to take out vour own earbaee? 

Score Response Frequency Percent 
1 easY 297 87.9 
2 hard 22 6.5 
3 someone else 19 5.6 



Appendix 9: 

Paraphrase and Consent for Construct Validity 

English: Paraphrase, Consent Form 

French: Paraphrase, Consent Form 

Ch inese: Consent Form 

Oath of Confidentiality for Intewiewers 



The Predicting EIealth Needs of Seniors Survey 

What is the Reason for Doing This Researcb Project? 

Most seniors live at home and are doing just fine. But, there are d s o  some 
seniors who are having more and more trouble managing at home. They are 
okay right now but in the next year or so might need help coping day to day. 
We want to find a simple way to pick out seniors who are having trouble or 
might have trouble soon. We think we c m  do this by having people answer 
a few questions on paper. We have called these questions the "Predicting 
Health Needs of Seniors Survey" (PHNSS). We have added drawings to the 
questions to make it easier to answer. Also, we plan to translate the 
questions into different languages. 

We need to see if these questions really work. One way of doing this is to 
ask the questions to different groups of people. The f ~ s t  group are seniors 
who are well, busy and getting out of the house without problems. The 
second group are seniors who are going to programs for therapy to help 
them manage day to day activities. People in the first group should have 
different answers to the questions than people in the second group. 

What is expected of people taking part? 

A person can choose to whether to take part or not. Nothing will happen if 
you decide not to be part of the study. Taking part means answering the 
PHNSS which is made up of questions about health and day to day 
activities. Answering it should take 5-10 minutes. At the same thne or later 
one of our assistants will interview you at home or a place of your 
choosing. He or she will ask you more detailed questions about your day to 
day activities. There will also be questions about your personal background, 
your memory and your mood. Finally, you will be asked to do a simple test 
of how your amis and legs are working. It includes a few things like picking 
up a penny fiom the floor. This part will be timed. Altogether this should 
take about one (1) hour of your time. Some people might find the time it 
takes to answer al1 the questions tiring. About two weeks later, some people 
will be asked to fil1 out the PHNSS aggn. If, during the questions, you 



decided you no longer want to be part of the study you can stop at any t h e  
without any problerns. 

Who is doing the research? 

This is a joint project between the Heaith Action Centre and researchers at 
the University of Manitoba. If there are any questions about the study, what 
is involved in taking part or the results you can c d  Jemifer Nguyen or Dr. 
Kristel van Ineveld at 237-2443. If you see a doctor or nurse at Health 
Action Centre, this project does not affect the care you receive there. If you 
decide you don? want to take part or want to stop at some point, nothing 
will happen to your medicai care. 

What about privacy? 

Al1 information about you will be kept confidential. The results if this study 
will talk only about differences between groups of people. There will be no 
way to identify a specific person. 

When will the results be known? 

The results should be available by May 1998. If you want information at 
that t h e  you c m  cal1 Dr. Kristel van Ineveld at 237-2443. 



Consent Form 

I have read and understand the reasons for the study. 1 will be asked 
to fil1 out a short survey which asks questions about my general 
health and how 1 manage day to day. To see how accurate the 
survey is, I will then be interviewed to desaibe my current health 
and abilities in much more detail. 1 will also be asked to c a q  out a 
few physical tasks (like pi& up a penny from the floor). Altogether, 
this may take up to an hour of my time. 

1 understand my participation is voluntary and I may ask to 
stop at any time, even after starting the study. Whether I take part or 
not does not affect any medical care 1 might receive at the Health 
Action Centre. 1 understand the above explanation and agree to take 
part in this study. 

1, , agree to take part in t h s  study 
(please print) 

" Predicting Health Needs of Seniors Survey" which has been 
explained to me by 

Signature Date 

Witness Date 



Sondage d'évaluation des besoins de santé des personnes âgées 

Pourquoi ce projet de recherche ? 

La plupart des personnes âgées vivent à la maison et font assez bien. Mais il y a des 
personnes âgées qui ont plus en plus de problème à fonctionner à la maison. Elles font 
assez bien aujourd'hui mais dans la prochaine année elles pourront avoir besoin de 
l'aide avec leurs activités quotidiennes. Nous voulons trouver une simple solution 
d'identifier ces personnes qui ont de la misère ou qu'elles vont en avoir bientôt. Nous 
pensons pouvoir faire cela en demandant diverses questions sur papier. Nous avons 
appelé ces questions ie .Sondage d'évaluation des besoins de santé des personnes 
âgées. (SEB SPA). Les questions incluront des dessins pour faciliter les réponses. 
Nous avons aussi traduit les questions en diverses langues. 

Il faut y voir si ces questions fonctionnent. Une façon de faire cela est de les demander 
à divers groupes. Le premier groupe contient des personnes âgées qui sont en santé, 
occupées et qui sortent de la maison sans problèmes. Le deuxième groupe vise à des 
personnes âgées qui suivent un programme de thérapie qui les aide avec leurs activités 
quotidiennes. Les personnes du premier groÙpe devraient avou des réponses aux 
questions différentes de ceux du deuxième groupe. 

Qu'est-ce que nous attendons de ceux qui participent ? 

Une personne peut choisir d'y participer ou non. Rien va se passer si vous décidez ne 
pas faKe part à I'étude. Y faire part veut tout simplement dire de répondre au SEBSPA 
qui consiste en questions sur la santé et les activités quotidiennes. Cela devrait prendre 
5 a 1 O minutes. Au même moment ou plus tard, un ou une de nos assistant(e)s va vous 
interviewer chez vous ou a un endroit de votre choix. Il ou elle vous demandera des 
questions plus détaillées au sujet de vos activités quotidiennes. Il y aurait aussi des 
questions sur votre vie personnelle, votre mémoire et votre humeur. Finalement, nous 
allons procéder à un petit test sur la condition de vos bras et vos jambes. Cela inclut 
certains exercices tel que ramasser une cent du plancher. Le temps de ces exercices 
sera calculé. Au total, ça devrait prendre une (1) heure de votre temps. Certains gens 
pourront trouver fatiguant de répondre à toutes les questions. À peu près deux 
semaines plus tard, certaines personnes pourraient être approchées pour encore 
répondre au SEBSPA. Si durant le sondage vous décidiez que vous ne vouliez plus 
faire part à l'étude vous n'avez qu'arrêter à n'irnpone quel temps sans problèmes. 



Qui fait la recherche ? 

Ce projet est donné conjointement avec le Centre d'action de santé et des rechercheurs 
à l'Université du Manitoba. Si vous avez des questions en ce qui a trait i l'étude, 
qu'est-ce que ça demande de vous ou les résultats, veuillez communiquer avec Jennifer 
Nguyen ou le docteur Kristel van Ineveld au 237-2443. Si vous voyez un médecin ou 
une garde-malade au Centre d'action de santé, cette étude n'affecte pas les soins que 
vous recevez au Cenîre. Si vous décidez de ne pas y faire part ou d' arrêter à un certain 
moment, rien ne va arriver aux soins que vous recevez. 

La confidentialité 

Toute information sera confidentielle. Les résultats de l'étude consisteront en groupe 
de personnes. Aucun individu ne sera spécifiquement identifie. 

Quand est-ce que les résultats seront connus ? 

Les résultats devront être publics par 4e mois de mai 1998. Si vous vouiez 
d'information à ce temps vous poumez communiquer avec le docteur Kristel van 
Lneveld au 237-2443. 

C 



Consentement 

J-ai bien lu et je comprends les raisons pour cette étude. Je serai demandé de remplir un 
court sondage qui consiste en questions sur ma santé en générale et comment je vis de 
jour en jour. Pour voir comment le sondage est exact je serai interviewé en détail pour 
décrire ma santé actuelle et mes habilités. l e  serai aussi demandé de faire part à certaines 
exercices physiques (tel que ramasser une cent du plancher). Au total cela prendre à peu 
près une ( I ) heur de mon temps. 

Je comprends que ma participation est volontaire et je peux demander d'arrêter à 
n'importe quel temps même après avoir commencé l'étude. Que j'y fais part ou non 
n'affecte pas mes soins de santé que je pourrais peut-être recevoir du Centre d'action de 
santé. Je comprends I'explication ci-haut mentionnée et je consente de faire part à 
1 'étude. 

Je. consente de faire part de l'étude 4ondage 
(Le ffre moulées s.v.p.) 

d'évaluation des besoins de santé des personnes âgées. qui m'a été explique par 

Signature Date 

Témoin Date 





OATR OF CONFIDENTIALITY 

This is to certiQ that 1, 
(print name) 

take an oath of confidentiality regarding al1 data related to the study: 
Culturally Sensitive High Risk Screening Program. 1 understand that such 
confidentiality refers to any information collected as part o f  this study and that 
the penalty for violation of this oath is subject to university discipline and 
d ismissal procedures. 

Signature 
\ 

Date 



Appendix 10: 

Introduction, Consent and Interview Schedule Predictive Validity 



To be reviewed at the beginning of the telephone conversation. Pause 
after each paragnph to allow for replies, questions or any indications of 
uncertainty. 

lnrroducr ion 

HeIIo, is Mr. or Mrs. there? 

Hello, My name is and 1 am calling from the Aging in Manitoba shidy. 
At the most recent interview we asked you if you would be willing to become involved in 
future studies with us. At the time you totd us that you might be w i h g  to do that. 1 
hope 1 can take a few minutes to explain what we are doing, and if you agree to be 
involved, ask you a few questions 

Paraphrase 

There is a researcher, Dr. van Ineveld, working with the University of Manitoba and the 
Health Action Centre, Dr. van Ineveld is a geriatrician working at St. Boniface Hospital. 
Her research team has developed a short questionnaire which tries to pick out seniors 
who are currently living at home and doing fine but may develop trouble coping day to 
day over the next year or two. At this stage, we are trying to find out if these questions 
really work. 

[if more information needed read this] 
"Most seniors live at home and are doing just fine. But, there are also some seniors who 
are having trouble managing at home. Some are okay right now but in the next year or so 
might need help coping day to day. We are trying to find a simple way to pick out 
seniors who are having trouble or might have trouble soon. We think we can do this by 
having people answer a few questions. What we are doing now is trying to find out if the 
questions we have put together really work ...." 

[READ THIS) 

If you do agree to be part of this study, we \vil1 look at the answers you gave to certain 
questions that you were asked a year and a half ago in the Aging in Manitoba study. We 
then want to compare those answers to how you are managing day to day now,. We also 
want to look at how much help fiom the health care system you've needed over 1s t  
while. 

So, to find out how you are managing day to day 1 would like to ask you a few questions, 
which will take 5 or 10 minutes of your time. But just because you agreed to be in the 
Aging in Manitoba study doesn't mean you have to agree to be involved in this one." 



Consent 

"So 1 am asking your permission for three things. The first is permission to use in our 
new study the information you gave to the Aging in Manitoba study ..." 

"The second thing is that Aging in Manitoba has information fkom Manitoba Health on 
how much help from the health care system that you've needed over last while. With 
your permission we would like to use the information that Aging in Manitoba has ...." 

--The third thing is to answer some more questions now about how you are managing at 
home. Al1 the information you give me and any information that ive get from the Aging 
in Manitoba study will be kept confidential ...." 

"If at any point you would like to stop then you should tell me right away." 

'LDo I have your permission to go ahead and use the Aging in Manitoba information? ..." 
Y= no 

"Are you willing to answer a few more questions at this time? ..." 
Y= no 

[if NO to either of these thank and end survey] [if YES then continue] 

-'that is great, and . .." 
"Do we also have your permission to use yow health care information that Aging in 
Manitoba has?. . ." 

Yes no 

"Thank you very much for your help." 

iiWould you like us to send you a written explanation of this study? ..." 



Administer questionnaire 

Okay, to begin with: 
1 have some questions about your ability to cany on different activities: 

1. When you use the phone do you: 
A. use the phone on your own initiative, look up and diaf numbers on 
your own. (1) 
B. only phone a few well known numbers.(I) 
C. or, only answer the phone but do not dia1 out(1) 
D. Do not use the telephone at a11.(0) 

2. When thinking about shopping: 
A. Do you take care of al1 shopping needs by yoursel f (1) 
B. Shop independently for small purchases. (0) 
C. Have sorneone accompany you for al1 shopping t ips ( but you go along).(O) 
D. Or, Does someone else shop for you, you are unable to shop(0) 

3. Now thinking about food preparation; Do you: 
A. Plan, prepare and serve mals  independently that are adequate in nutrition. (1) 
B. Prepare adequate meaIs if you are supplied with ingredients. (0) 
C. Do you heat and serve prepared meals or prepare your own meals but 

You are not maintaining an adequate diet?(O) 
D. Do you need to have meals prepared and served.(O) 

4. Housekeeping: 
A Do you maintain your house alone ( with occasional assistance for heavy 
work.) (1) 
B Do light daily tasks such as dishwashing and bed making(1) 
C Do light daily tasks but camot maintain acceptable level of cleanliness(I) 
D Do you get help with al1 home maintenance tasks.(l) 
E. Do you not participate in any housekeeping tasks.(O) 

5 .  When it cornes to personal and household laundry: 
A Do you do your own laundry personally.(I) 
B Do you do the Landry of small items, like rinsing socks, stockings etc.(I) 
C or, Do you have al1 laundry done by others(0) 



6. Thinking about modes of transportation for your seif: 
A. Do you travel independently on public transportation or your own vehicle.(I) 
B. Arrange for your own travel, via taxi, but don't use public transportation-(1) 
C. Travel by public transportation when assisted or accompanies by another.(I) 
D. Do you limit travel by taxi or automobile with assistance of another.(O) 
E. Or, do you not travel at dl. (O) 

7. In regards to responsibility for medications: 
A. Are you responsible for taking medication and take them in correct dosage 
and correct time. (1) 
B. Do you take responsibility if medication is prepared in advance in separate 
dosages.(O) 
C. Or, are you not capable of dispensing own medication.@) 

8. Thinking about managing your finances: 
A. Are you able to manage tinancial matten independently (budgets, w-rites 
checks, pays rent, bills, goes to bank) collects and keeps track of incorne. (1) 
B. Manage day to day purchases, but get help with banking, major purchases 
etc.(I) 
C .  Or are you incapable of handling money.(O) 

(Katz) 
9. When bathing either sponge bath, tub bath or showers 
I A. Do you bath independently, receiving no assistance and get in and out of tub 

by self. 
I B. Do you receive only some assistance, one part of the body (like back or leg) 

when bathing. 
D C. Or, do you receive assistance with more than one part of the body (or not 

bathed). 

1 0. When dressing: 
1 A. Do you dress yourself cornpletely without assistance including shoes. 
1 B. Do you get dressed without assistance except for assistance in tying shoes. 
D C. Do you receive assistance in getting clothes or in getting dressed (or does not 

dress, stays partly or compIetely undressed). 

1 1. When using the toilet: 
1 A. Do you go to the "toilet room", c lans  self and arrange clothes without 

assistance (many use object for support such as cane, walker, or wheel chair and 
may manage night bedpan or commode, emptying same in moming). 

D B. Do you receive assistance when going to the "toilet room" or in cleaning self 
or in arranging clothes after elimination or in use of night bedpan or commode. 

D C. Or do you not go to the "toilet room" for the elimination process. 



12. When getting about in your house: 
I A. Do you move in and out of bed as well as in and out of chair without 

assistance (May be using object for support such as cane, walker or rails). 
D B. Do you move in and out of bed or chair with assistance 
D C. Doesn't get out of bed. 

1 3. Continence 
1 A. Do you control your urination and bowel movement completely by self 
D B. Do you have occasional accidents? 
D C. Supervision helps keep urine or bowel control: catheter is used, or is 

incontinent 

1 4  When you eat: 
1 A. Do you feed yourself without assistance 
1 B. Feed self except for getting some assistance in cutting meat or buttering bread. 
D C. Or, do you receive assistance in eating, or use tubes or intravenous fluids. 



Appendix 11: 

Validation of Surrogate PHNSS 



Dear Participant, 

Thank you for taking a few minutes of your tirne to help us. We 
are trying to find out how the wording of questions about how you 
manage day to day affects your answers. It may take about 10-1 5 
minutes to fi l l  out the questionnaires. You are not required to answer 
these questions but we would greatly appreciate your help. 

Please take your time filling out the questionnaire and place a 
check mark in each box that has an appropriate response for you. 
There are no right or wrong answers. If you do not want to answer a 
question that is okay, just go on to the next question. Please be patient 
with us. It may seem that the questions are repetitive, but it is 
important that we get your answers. We assure you that al1 your 
answers are confidential and will be used for research purposes only. If 
you have any questions feel free to ask either Anneke Bertens or Dr. 
Kristel vadneveld at 237-2443. 

Once again, thank you for taking the time out to fill in your 
answers. Your assistance is an important part of this study and we 
appreciate your help. 

S incerely, 

Dr. Kristel van Ineveld 
Dept. of Geriatric Medicine 

Anneke Bertens 
Research Assistant 



Predicting Health Needs o f  Seniors Suwey - Aging in Manitoba 

Thank you for taking the t h e  to fül out this survey. 

1. How old are you? 

For al1 remaining questions, please mark the box with a d for the best 
answer. 

2. What gender are you? Male or Female 

3 .  1s there anyone on whom you can c d ,  if you need help? 

YES O 

4. For your age, would you Say in general your health is . . .? 

Excellent (Never prevents you fiom doing activities). 

Good (Rarely prevents you fkom doing activities). 

Fair (Occasionally prevents you from doing some 
activities). 

Poor (Very ofien prevents you fiom doing many activities). 

Bad (Heaith troubles prevent you from doing most 
activities, or requires confinement to bed). 



The following questions are about your abiïity to carry out different 
activities. We wouid like to know whether or not you are able to do these 
activities and whether or not you usually get help with these activities. 

Are you capable of getting in and out of bed without any help fiom 
anyone? 

U YES 

Does anyone usually help you with getting in and out of bed? 

O YES 

NO 

Are you capable of getting in and out of a chair without any help kom 
anyone? 

O YES 

NO 

Because of any long-term condition or health problem do you need the 
help of another person in getting in and out of a chair? 

Are you capable of getting about the house without any help fiom 
anyone? 



7b. Does anyone usually help you with getting about the house? 

8a. Are you capable of  making a cup of tea or coffee? 

U YES 

8b. Does anyone usually help you with making a cup of tea or coffee? 

O YES 

O NO 

9a. Are you capable of preparing a hot meal without any help fiom 
anyone else? 

O YES 

9b. Does anyone usually help you with preparing a hot meal? 

O YES 

IOa. Are you capable of using the telephone without any help nom 
anyone? 



lob. Does anyone usually help you with using the telephone? 

U YES 

1 1 a. Are you capable of shopping without any help from anyone? 

O YES 

O NO 

I 1 b. Does anyone usually help you with shopping? 

O YES 

12a. Are you capable of managing financial matters (Banking, Paying 
Rent, Handling money)? 

12b. Does anyone usually help you with managing fuiancial matters? 

O YES 

O NO 

13a. Are you capable of cutting your toenails without any help fiom 
anyone? 



13b. Does anyone usually help you with cutting your toenails? 

O YES 

i 4a. Are you capable o f  doing light housework (Washing up, dusting, 
etc.)? 

Ci YES 

14b. Does anyone usually help you with doing light housework? 

O YES 

O NO 

15a. Are you capable of doing heavy housework (Cleaning floors, 
windows, heating, etc.)? 

O E S  

O NO 

1 5b. Does anyone usually help you with doing heavy housework? 

16a. Are you capable of going out o f  doors in good weather? 

0 YES 

O NO 



16b. Does anyone usually help you with going out of doors in good 
weather? 

O YES 

cl NO 

17. Do you require mechanical support such as braces, a cane or 
cmtches to be able to walk around the neighbourhood? 

n YES 

c! NO 
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UNIVERSITY OF MANITOBA 

FACULTY COMMITTEE ON THE USE OF H W N  SUBJECTS I N  RESEARCH 

NAME: D r .  C. v a n  I n e v e l d  REFERENCE: E96:304 
DATE: F e b r u a r y  18,  1997 

YOUR PROJECT ENTITLED: 
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Faculty C o m m i t t e e  o n  the Use of 
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PERFORKING THE STUDY, APPROVAL SHOULD BE SOUGHT FROM THE RELEVANT 
INSTITUTION, IF REQUIRED. 

Sincerely yours, 

Gordon R. Grahame, M. D. , 
Chairman, 
Faculty Committee on the Use 

Human Subjects in Research 

Inquiries should be directed 

of 

to Theresa Kennedy 
~ e l e ~ h o n e :  789-3255 Fax: 789-3942 
E-mail: kennedy@bldghsc.lanl.umanitobadca 



Manitoba 
Health Heallh lnfomation P.O. BOX 925 

Sysîems Branch 599 Ernpress Street 
Winnipeg. MB R3C 2T6 

December 17, 1997 

Cornelia van Ineveld, MD. FRCP(C) 
Geriatric Medicine 
S t .  Boniface General Hospital 
409 Tache Avenue 
Winnipeg Ml3 R2H 2A6 

Dear Dr van Ineveld: 

Re; Predictive Validitv of  the Instrument: Predictine Health Needs o f  Seniors Survev 

The Access and Confidentiality Cornmittee reviewed your letter of November 19, 1997 to 
Dr. R. Walker addressing the concerns raised s at the October 7. 1997 meeting 

The Cornmittee agreed to rewrnmend to Manitoba Health that the aitemative process. as you 
have suggested, be followed to generate the list of participants in your study from the 1996 Aging 
in Manitoba study panicipants whose paniculars were provided by Manitoba Healch 1 am 
pleased to advise that we have accepted the recommendation. 
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