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Table. Information about the interRAI CHA and DbS Health Index Scales and Clinical Assessment Protocols (CAP) 

	Health Index Scale or CAP
	Description
	Scores

	Activities of Daily Living Self-Performance Hierarchy Scale 
	Measures functional performance based on items regarding personal hygiene, locomotion, toilet use, and eating. This Scale is consistent with other measures of ADL [1].

 
	Scores can range from 0 (independent) to 6 (total dependence). We grouped the scores into 3 strata with increasing need for assistance:
(a) Independent (0).                                         
(b) Supervision required (1), limited impairment (2).                                    
(c) Extensive assistance required - 1 (3), extensive assistance required - 2  (4).   
This grouping of scores was used in previous research [2].

	Cognitive Performance Scale 
	Assesses a person’s cognitive performance. It is based on 4 items:
1. Short term memory problems.
2. Cognitive decision making.
3. Expressive communication. 
4. Independence in eating.
This Scale was validated against the Mini-Mental State examination [4], the Test for Severe Impairments [3] and the Montreal Cognitive Assessment [5].
	Scores can range from 0 (cognitively intact) to 6 (very severe impairment). We grouped the scores into 2 levels that differentiated between participants that were cognitively intact and those who were not:
(a) Intact (0).
(b) Borderline intact (1), mild impairment (2). 
Scores 1 and 2 were combined because of their low frequencies (in all groups 91% or more of participants scored 0).

	Deafblind Severity Index Scale (DbSI)
	Identifies persons with Dual Sensory Loss (DSL). It is derived from two interRAI CHA items: 
1. Ability to see close objects in adequate lighting, with visual device if used.
2. Ability to hear during past three days, with hearing device if used.
A higher DbSI score is associated with greater difficulties interacting with others and performing instrumental activities of daily living [6].
	Scores can range from 0 (no impairment in either sense) to 5 (severe impairment in both senses). A score of 3 (both senses mild/moderately impaired) or more indicates the presence of DSL.
We report the number of participants that scored 3 or more, that is, the number of participants that had DSL.

	Depression Rating Scale (DRS) 
	Screens for symptoms of depression based on seven items related to mood and behaviour (e.g., persistent anger, unrealistic fears).  Scores are based on the presence of a symptom and its frequency. A higher score does not necessarily imply more severe symptoms. 
Research shows that a DRS score of 3 or higher is a valid indicator of clinical depression [9,10]. 
	Scores can range from 0 (symptoms not present) to 14 (symptoms exhibited daily in last 3 days). 
Scores were grouped into two strata:
(a) No signs/symptoms of depression (score of 0-2).
(b) Signs/symptoms of depression (score of 3+).


	[bookmark: _GoBack]Instrumental Activities of Daily Living (IADL) Capacity Scale  
	Summarizes difficulty with the IADLs:
1. Ordinary housework (e.g., doing dishes, laundry).
2. Meal preparation.
3. Phone use (with assistive devices if needed).
This scale is highly correlated with the Lawton IADL scale [7].

	Scores can range from 0 (independent in all tasks) to 6 (totally dependent or needing extensive or maximum assistance in all tasks).
We grouped the scores into 3 strata with increasing need for assistance:
(a) Independent (0).
(b) Set-up help only (1), supervision (2).
(c) Limited assistance (3), extensive assistance (4).
This grouping of scores was used in previous research [2].

	Pain Scale 
	Assesses the presence and intensity of pain based on two items: 
1. Frequency of pain
2. Intensity of pain.
This scale is correlated with a gold standard clinical measure of pain, the Visual Analog Scale [8].
	Ranges from 0 (no pain) to 3 (severe daily pain).
We grouped the scores into 3 strata with increasing levels of pain intensity and frequency:
(a) No pain (0).
(b) Less than daily pain (1), daily not severe pain (2).
(c) Daily severe pain (3), daily excruciating pain (4).

	Appropriate medication CAP
	Identifies respondents at risk for an adverse drug effect. 
It is based on the items: dizziness or lightheadedness, chest pain, edema, shortness of breath, poor self-rated health, dose, route of administration and frequency of taking medications, change in self-sufficiency (includes self-care performance and support, continence patterns, etc.)
	0 = not triggered.                                    1 = triggered – high priority. 

	Cognitive CAP
	Focuses on helping persons with reasonable cognitive skills to remain as independent as possible. It is calculated based on the Cognitive Performance Scale and the items: episodes of disorganized speech, mental function varies, acute change in mental status, worsening decision making, understood, understand, repetitive complaints, something terrible about to happen, wandering, physically abusive, Alzheimer's dementia, other dementia, less than six months to live, overall change in care needs.
	0 = not triggered.
1 = triggered to prevent, indicating that the respondent has early indications of cognitive problems and is at a higher risk of declining further in the near future.  


	Communication CAP 
	Identifies between respondents whose communication functioning could be improved with intervention, and those that require a plan to prevent further decline in communication.
It is based on one cognitive item (decision making) and two communication items (expression and comprehension).
	0 = not triggered.
1 = respondent’s communication functioning could be improved with intervention. 
2 = respondent requires a plan to prevent further decline in communication. 

	Dehydration CAP

	Identifies persons who are dehydrated or have insufficient fluid intake. 
It is based on the items: easily distracted, episodes of disorganized speech, mental function varies, acute change in mental status, dizziness, no bowel movement in 3 days, diarrhea, vomiting, fever, unintended weight loss, fluid intake <1,000 cc/day, dehydrated.
	0 = not triggered.
1 = triggered – low level.
2 = triggered – high level.

	Informal Support CAP 
	Identifies persons who require help with instrumental activities of daily living, whose families are challenged to respond to these needs. It is based on the items: meal difficulty, housework difficulty, shopping difficulty, lives alone or in group setting, alone long periods of time, no primary helper.

	0 = not triggered.                                             
1 = triggered indicating respondent needs help with 1 or more instrumental activities of daily living and shows at least 2 of the following: lives alone or in group setting, alone long periods of time, no primary helper.

	Instrumental activities of daily living (IADL) CAP
	Identifies persons with potential for improvement in IADLs. It is based on the following scales: IADL, Activities of Daily Living (ADL), Cognitive Performance, and the items: meal preparation difficulty, ordinary housework difficulty, shopping difficulty,             
transportation difficulty, client believes he/she is capable of increasing independence, caregiver believes client is capable of increasing independence, ADL status has become worse.
	0 = not triggered.                                             
1 = triggered – with potential
to improve. 

	Mood CAP 
	Identifies respondents that have a pre-existing diagnosis of depression or a depressed mood, and can be triggered indicating either medium or high risk for depression. 
It is based on the Depression Rating Scale (DRS) which screens for symptoms of depression based on seven items related to mood and behaviour (e.g., persistent anger, unrealistic fears). The DRS cores range from 0 (symptoms not present) to 14 (symptoms exhibited daily in last 3 days).
	0 = not triggered (DRS score of 0).                                              
1 = triggered - medium risk of depression (DRS score of 1 or 2).                   
2 = triggered - high risk of depression (DRS score of 3 or higher).
Research shows that a DRS score of 3 or higher is a valid indicator of clinical depression [9,10].  
                                    


	DSL Orientation and Mobility (O&M) CAP 
	This CAP applies only to respondents with Dual Sensory Loss. It assesses  the ability to move about independently in familiar and unfamiliar environments. 
This CAP is based on the CPS, the DbSI, and three items regarding independent travel.
	0 = not triggered.
1 = triggered indicating difficulty with O&M in unfamiliar environment.
2 = triggered indicating difficulty with O&M in familiar environment.

	Prevention CAP
	Identifies people who may have poor preventive health care. 
It is based in the items: influenza vaccine; pneumovax vaccine; mammogram; blood pressure; dental exam; hearing exam; eye exam;
colonoscopy; physician visit (count); physician visit (days); sex – female.
	0 = not triggered.                                            
1 = triggered - respondent has had recent physician visit but has not followed one or more preventive measures (e.g.: influenza vaccine).
2 = triggered - respondent has not had recent physician and has not followed one or more preventive measures.

	Social Relationship CAP
	Identifies respondents with reduced social relationships that warrant interventions to facilitate social engagement. 
It is based on the Cognitive Performance Scale and the items: understands, loneliness, change in social activities, length of time alone, failure to pursue life in facility.  
	0 = not triggered                                              
1 = triggered for care plan follow up

	Urinary Incontinence CAP

	Identifies respondents whose urinary function could improve, and those who could respond to a treatment program to prevent worsening of urinary function. 
It is based on the items: decision making, walking, decline in activities of daily living, bladder continence, indwelling catheter, hip fracture, pneumonia, diarrhea, scheduled toileting program.
	0 = not triggered – continent at baseline.
1 = triggered – prevent decline.
2 = triggered – facilitate improvement.
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