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KBSTRACT ;
Development and Evaluation of an instrumﬁni for Assessing
Rehabilitation Potential in Healtn Gare
| Bagkara Ann Rosenthal /,

The purpose of this study was to create and field test
an instrument to be .used by allied healt cére pnofgssional§,,
designed to quantitatively measure rehabilitation po{ential
of the geriatric client in the general hospital. Named the
IMAGE, if'is a multi-dimensional questionnaire whose 25 itéms
focus on factors related to success and faifﬁrﬁ in‘treaameﬁt.
The IMAGE was administered to 30 patiegtsi Inter-rater
reliability was tested using two independent raters per
patient. The resultant internal consistency was kw=.70,
indicating substantial agreement. Validity was heasured

Amparing AGE‘scores with doctor'!s rating on a 5 point
szalel Using the Spearmaﬂ correlation, the r -was .55§"
(rater 1) and .560 (rater 2); significant at the .01 level.
‘The IMAGE scores were compared with patient outcome follow-
ing therapy. The highest level of siganificance was-achieved
by nurses (.781) who predicted outcome almost as closely as
doctors (.865). A screening instrument such as the IMAGE,
vossessing the gdvantﬁges of simpiigity and rapidity was
found reliable and probably valid, (Elthough’ﬁbfe reseﬁ?ch
is needed to confirm this). If these attributes are shown
by other investigators to be true, then the instrument could
be a useful tool to promote geriatric rehabilitation.

. {
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- ) . CHAPTER ONE ¢

Baeoooo INTRODUCTION | ,’Q
A project was undertaken at Hdpital Saint-Luc to

introduce an evaluation instrument to quantitati;ely

measure the repabilitation potegtial of a geriatric\patient

ineg general hospital. The tool‘had to be rapid and simple
' enough to Qe used bylallied health care professionals. The

projeat was supported by a.grant from the Charles E. Merrill

Trust of Ithaca, New York. This thesis-equivalent

gonstitutes the author's participation in the generation

of the instrument, and the completion of a validation study.

‘

5

o .

- v -w- v
W

L

" ™ Rehabilitation in aﬁﬁAginngQpﬁlatioﬂ‘ | . e -
J ~“The older population of North America has shown )
consistent and sustained growth during this century. 1In
both absolute numbers and percent of'the“total population,

~o

. ~tbe sixty-five plus aeg@ent has increased faster than any
other age group. 1In £§81, there were more than 24 million
- Canadians, 9.7% of those sixty-five years and over. J
Increased Iife-expectancy has combined with a decrease in
. the birth rate to increase the proportion‘of aged persons in:
our spciety.- Table 1 shows the projected iacrease'in the

geriatric population in the province of Quebec. \\\

-4
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Table 1
o
Statistics on Quebec's Geriatric Population
Year ~_Percentage of"Pprlatioﬁgover 65
. 1981 © o 8.6 o
’
2001 11.4
203;,‘\ . 220
Source: Province of Quebec, Department of Social
Affairs; 1981. -
/-""‘ =
Of this group, a~%arge number are disabled. Table 2
describes the number of disable&-adults sixty-five years
and over in Canada in 1980. i
Pable 2
//;?\ Statistics on Canada's Disabled Adults over 65 .
i "' "potal number = 620,000 disabled adults
) over age 65 .
- I L .
v : v
% - . - . -
450,000 ' 170,000
in the . in
~  community ~ institutions - -

( )

aw

\ ' .
Soche: Disablag Persons in Canada, Health and
WelfareECanada, Ottawa, 1980°

’
t

These data emphasize the necessity of focusing
attention on the topic of rehabilitatign for the geriatric
. . Py .
client. YA problem of educational technoTogy is to design

instruction and to create learning tools useful to this

w«‘:;
Ak
il

)
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very 1mportant process of réhabilitation. i \

The fundamental objectivekapplicabquto the elderly,

s

regardless of their age, is to maintain them in their milieu

3

at their optimum level of functioning as long as possible

(Gryfe,1979). Whether rehabilitation services are needed ;or'

f
LV

this population depends upon the expectations one has for the
health and quality of life for'thie age group. In a general
hospital, in order for a client' to receive treatment in a

Department of Phjsical Medicine and Rehabilité%ion, a

referral must be .made from an'authorized source in accordance

- with- the policy of the service. At present this decision is

“

made, by the attendiﬁé physician and is generally based on .

one person's subjective findings.
- N

Unfortunately, for most workers in the field, a

defeatist attitude and low expectation exist for this

‘'population. Thus, the needs of the physically disabled
elderly are not always met: these clients, although elderly ‘,/

and sick, are often not referrei to.rehabilitation. Based on
these issues, thesmedical .staff and in particular Dr. B%
Tal?ot (a pﬁyeiatriet and-consultant in" geriatric medicine)
regueste%ﬁthat the Merrill research grant be awarded to an
Occupational Therapist/Educator“wpo could develop a system

to meet the needs of these clients. It is in this context
that a systematic approach &as used to develop and test<?;\
evaluation method of rehabllitation potential.which would

- ‘//

be called the IMAGL

!

——-
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- . Most gerontology studies to date have led to, some

L

ot e @
T ,general statements about who ‘benefits maX1mally from
‘ 0
=, ‘rehabilltatlon and who does. not. Studies by Anderson, KN
" .+ '~ Bdldridge, and Ettinger (1979), Feigenson andfﬁcnowell (1980),

.?’ Gorden, Kohn, and Sloan (1962), Granger, Greer, Liset,

Coulombe, and O'Brien (1975), Hénriksen (1978), Kaplan and
;5/ AFord‘(l975),*Lehmann, Defgteur{ Fowier and Warren (1975),
- Schuman and Beattle (1980), and Wllllamson (1971) have |

N -
~

y shown that: > ] ‘ .
3 ~ \i . "
('l age does™not dete ne outcome ) T

Q

- .~‘ 2. certain conditions are proge to more p051t1ve results
3. improvement in adaptlve ;tc1al behav1our shows trends .
. similar to phys1cal function .
T L, rehablltt;tlon is needed for 1ndependent 11ving in order
tdrreturn-the elderly C}lent to the community rather than
an institution ) | _ R |
5. medical diagnoses do not a&curately reflect'%he phy51cal
mental and social cap:c1ty of the aged person.
Lo Gordon =t al. (1962) and Schuman and Beatt;e (1980) v
. , add that witokapproprlate tqun1queé§ the response to
v, rehabilltatlon improves the outcaﬁe. «However, a certaln'
percentage improve regardless ‘of the’epproach In Just one

]
study was evidence presented that there was ho signlficant

R .
4 ";l_t benefit from rehabllif&thn attempts and sthat potentlal was
« t practically nil when deallng w1th phy51cally impaired nur51ng
M ‘ ,home residents receiving public ass1staﬁce (Muller, Tobis and
~  Kellman 1963). - . . N

o} . : : S\

2 \%: ' ’ ’ ‘ . . g .
o . ‘ B, , . -



- . .
(Note- A glossary of terms is included in this thesis-
equivalent (see Appendix A Glossary of Terms) for the purpose

of" improyed undérstanding of words as they apgly to the field
of Phy81ca1 Medicine and Rehabif\{ation and Occupational

O
LA

Terapy.) . .

7 » . ' ’
Rationale . of this Project

\”' The question of accountability often precedes the uses
of "objective" measa(ement instruments, and it has recently
become an issue of increased concern in the field of physical
medicineA It is.felt %that decision makers and‘pignners'need'
a quantitative measure_ for assessment allied health care A
profeSSionals (nurses, therapists, soc1al workers) neegr@n
.1nstrument that Will fulfill these needs. It is in this
regard that a systeﬁatlc effort to design an instrument was
made with the, emphas1s upon learning (treatment) outcomes as
the goalsfof the'system éni\to attempt to hring the systematic
knowledge of the learning process'to the design of instruction.
It is apﬁarent that thérﬁsystems approach" to the, design of
* instruction lS based on one hand in- 1ogical systematic thinking
and planning, making use of all theory and rlesearch available,
.and on the other hand upon empirical test and fact-finding
(Gagné and Briggs, 1979). | ~

This combination represents an improvemenfﬂover earlier
‘ways of plaiging instruction. This approach makes it pbssible
to verify whether or not -the system has aohieved 1ts design

* objective and provides the basis for an accountability system

/N



by means of which educators can report the extent to which
design objectives have bgeﬁ obtained (Gagné and Briggs, 1979).
’ Tﬁis fits in‘w;th fhe meaning of Educational Technology
'*gccording to Davies and Hartley (1972) whereby they relate

it to the process of planning by means .of which an
instructional system is developed, implemented, controlled

*

and evaluated,

The instructionalydesighAprocesé/has certain
characteristics that need to‘be dispussed in qrde; to follow
thée development and testing of.the IMAGE (Gagné and Briggs, |
1979). The first assumption applic?ble‘to tﬂis process is
that ipstfﬁctional planning must'be individual and should be
oriented toward the individual, in this instance the
hospitalized geriatric patient. A sécond assumption is that
~sys§ematically designed instructiph can greatly affect
individual human development. Gagné and Brigg; (1979) beliéfe
that eveggqne‘shouldlhave an equal opportunity to use his/her
talents to the fullest degree. The last point is that *
désigning insﬁruction must be based upon knowledge bf how
human beings learn. Thé instructional design process must

therefore take into account the learning céﬁditions that

need to be established in order for the desired effects to

n

happen. {

Models of instructional design or systems-oriented

models require that the“procedure consist of carrying out

[¢

-

a problem-solving process for a particular purpose. The



- creation of thé IMAGE followed the system's approach estab-

lished by Briggs (1977), and Gagné and Briggs (1979). The

results were a model which ensured that the components fit,

" with each other. That is, when developing and testing the

IMAGE, the author made sure that all components were planned
to work togetber to achieve the goals and objectives of tle

larger system of instruction. "~ All components were analyzed -

. and developed in a planned éequencel The plocess was#Brderly.

The procedure was base;&bn research and theory, supplemented

by logic, common sense and reviewa. .

« From this it should be noted that the IMAGE .is not a
system in itself, but rather feeds into a part of the larger

system. This instrument was designed to supply the environ-
<.
ment's observed needs and arose in response to changes in

th% environment “whereby these needs were not being met.
Figure 1 il%ustrates how’tﬁis evaluation pethod is-incorp-

orated into a part of the larger system or environment.

x - ¢

,

ENVIRONMENT OR WIDER 'SYSTEM )
.rﬁf THE SYSTEM -

OBJECTIVES OF
THE SYSTEM

L input
patient
need,

. \,

\ 5

“Figure 1l:\, The Instrument within the Systgm

4 £ » 4
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” The problem as outlined iﬁ‘this chapter has been defined
using the concepts of input/output. The definition of the
problem looks at the discrepancy between the current state
of the system and the desired state. The IMAGE evaluation is
the attempt to'quantify the worth of the change which could

be accepted as a measure of a possible solution (Romiszowski,

~
1981).

"It appears that an evaluatlon method such as the

- ﬂIMAGE could benefit from the 1nstructional de51gn process.
S
The major advantage of using the systems appraoch is that
. ,

it'encouragés the setting of a design objective and provides

a way to know.when that objective has been met. Dick and

1

Carey (1978) add that nowhere is there more evidence of
an effort’to try and serve the needs of students (patients/

clients) than in the trend toward systematiéally\designed

~

" instruction.

As'suggested by Lts name, the instructional design

. process implies a series of procedures.. For the development(
and testing o{u%fe IMAGE, the steps listed below took place.

" For the mJ;t part, they took place in the order shown.
Decisions made iﬂ\thgzsarly phases ihfluenced those made
in lster stages aﬂd insights gained in later stages led ts
‘revisions -of earlier ideas. This provided a cyclical ‘
characteristic to the systems ‘design and added to the

> . strength of the method.
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Instructional Design Process

In iqé%ity, systems thinking and the applicipion-of
the-system's approgch involves different types of activity.
at all\Efages throughout the process. The beginning is the
an%lysis, the middle is the design stage and the process

" ends with an evaluation.” The generic steps ‘used in this t

project are listed below and are derived from dagné (1962).

1. Analysis and identification of needs: analysing the

problem and establishing that the proposed product would

contribute to the quality of care for a specific

population. - : t

- 2. Developmerit of objectives: beginning with the results of

the needs analysis, describing the goals and objectives

for the system of evaluation.

¢

3 Design of the system components: deciding the nature

of the materials to be developed and specifying the method
of studying the materials; that is, devising a plan and
developing a solﬁtiod.- .

v

A.LAnalysis of the résources: looking at the Ieasibility

of the plan'and the method df operation within the system;

5. Development of the materials: de51gn1ng a blueprint
of the materlals, content and domain to be covered : vl
6. Pilot testlng. trymeg out the'instrument to gain

——

evidénce of the produét,under typical cohditions of use.



-

“71 Revisions and field testing: revising‘the instrument

based on feedback from the pllot testlng, actual field
testlng of the evaluatlon keeplng in mlnd the time

constraints and results of the p%lot test.

8. Analysis of the data: providing information regarding

the reliability and validity of the instrument;
“determining the product's effectiveness, useability
 and feasibility of using it. |
Educational technology promotes the use of
alternative approaches for facilitating learning and, can
operate in alternetive settings such as é hospital. The
_practical application in a clinical setting has an impact
on the specific process of medical education. In ite |
abblication, it changes the technique of doing as well as the
actual people who’design, produce, test and evaluate. By ‘
‘acceptance of this project, it can be seen that hospitals
too are turning thb%r attention to edueational technology
as a means of prov1d1ng hlgh quallty and relatively low
cost instruction to suit their needs (Jaffe, Brown and
Messier, 1981).

- The generation of the instrument based on the
systematic desigp of instruction was accomplished using the
models of Dick and Carey (1978), Gagné and Briggs (1979)
and Romiszowski (1981). The’&"?elopment and de51gn1ng

[

K > ' “
. ) "L‘m\/‘
.

of the materials have been systematlgifly created in the

4
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conteﬁﬁ of- solving problems im human learning. Following
thes¢ principles,this mephpd should improve the efficiency
and effectiveness of the procedures followed and_ the

/

yérf&rmance of ipi;fuction5 that is the actual rehabilitation

//training. The IMAGE was-thqi\:iiigned‘to assess po}ential,
/ as it related to existing rehavilitation programs. -

It was hoped that the IMAGE would assist in. decision

making, as it is addressed to: ’

’
AN >

~—the¢ participants (patients/clients) wpo‘are interested in
benefitting from services (treatment/tféiningy
-—the program sponsors-(hospitai gnq government)‘who aret
intérested.in the use of resources
—the educational board (doctors and administrators) who are
inﬁerested in the éffidiency and effectiveness of the system
--professionals in other hospitals and institutions who are
igterested in its use in their parficular setping:
To accomplish this, the design process went beyond
standard approaches to test congzzjftionl The content and
purpose of the,réhabilitation pr am, along with its role
and impacp on society, were taken into consideration. ‘While

“* existing instruments were éxamined during the test development,
sociological and psychological factors apparent -in the actual,Q;
training had to be added. 1In thgt one of the primary goals ;

of the IMAGE was to promote geriatric rehabilitation, special

constraints not normally attended to in test construction

v
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Weré abided by. Test instruments used tg asgésé ahd place
ihdivi&uals inr training progiams must first reflect "on those
’“ programs if any degree of succesé in selgction accuracy is

‘to be obtained. o
’ In summary, there was a need to deVelop{an evaluation
in;trumént that_wggld quantitativyly measute the rehabilitat-
ion'potential of*éxéeriatric patient in a general hospital. gj
The instrument had to be rapid enough to be practical in s
the clinical settlng and simple enough for use by nurses,

“\\_; - therapists and/or soélal workers. This need occurred as
there wds no existing 1hstrument to meet these criteria.

Using'the instructional design process, the author

developed and fleid tested the IMAGE using the gerlatrlc

‘population at prital Salnt -Luc, Mpntreal.

A

et o



' CHAPTER TWO

LITERATURE REVIEW

/

The present study attempted to objectively describe
a patient's potential for rehabilitation through the use of
the instrument labelled thelIMAGE. In this chapter, the
current status of existing instruments in_the field of
rehabilitation are examined with what I view as a need in the
system that has not been addréssea. These instruments were
reviewed to establish two primary objectives: (1) to assess
existing questionnaire formats in terms of categories of
content, items, layout and language and (2) to review the
procedures by which other evaluations were validated for
ﬂ’gossible use for the IMAGE. The instructional design pro¢ess
was the method used to develop and test the instrubent. The:
major advantage of this approaghsls that it encourages the
setting of a design obJectlve and provides a way to know whenﬁﬁ

<}

that objective has been met

Review of 19 Published Ewgluations-

In order to devélop the instrument, it was necesséry
to review assessments dsed in the field. This took the form
of looking at 19 evaluations published in learped journals
from 1957 to 1981 inclusively. 1In order to consolidate the
information, a table (Table 3) was drawn up to allpw the

. reader to see the relationships not readily discernible in

15
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the text (see at end.ofkthis chapfﬁ?). Table B‘AEQfompiled
- according to the year of publication, starting with the
earliest evaluation of PULSES in %?57 and ending with the
Functional Assessment Inventory in 1981. In the earliest
evaluations, all the data were collected by physiqiané or
specialists,in the field. By Fhe midrsixtieé, nursing
staff and therapists became involved in the‘assembly of the
data and in the seventies? varied heélth ﬁroféssionals

and even wérd attendants collected the research data,
indicative of the changinékrole of healﬁp care workers.

In looking over Tagié 3, the instruments divided
thems;lves into four main ;ategories. For the purpose 4 :
of thi§ review, they have been gqouped intdxevaluations
- that were designed for:

1. the physically disabled population as a whole and

measure activities of daily living - ADL

2. the geriatric patient.in a psychiatric setting \
the geriatric\client in a non-hospitalized setting -
4. the chfonically ill (any age group) and aged population.
Itlggst be remembered that evaluation is a critical
step in any rehabilitation program.. All persons who afe' _ ///\

involved in physical and/or occupational therapy programs
must be initially evaluated fq}lowing réferral for services
and reevaluated regularly throughout the program. Evaluation
should include initial and formative assessment of self- S

maintenance, productivity and leisure occupations, plus



-

*

Y

the performance components of motor, sensory, cognitive,’

» ?
P

‘intrapersonal. and interpersonal skills.

d.

The majorlty of th;%xgove instruments are concerned
primarily yith physitcal functlon. Rehabilitation tradining
programs provide service to assist individuals in mgeting
their human needs through the performance of those
occupations (self-maintenance, productivity,_ leisure) which
will lead to att;inment of ‘maximum func%ioh, a sense of

well-being and a'p sonallx.satisfying level,of.independence

(Taber, 1981). ¥Yor the geriatric patient, this optimum

function meant in terms of adjustments to the demands

of daily living rather than vocafionﬂ These évaluétiods
vere and  are important in the evolution and process of
"testing. However, one of my concerns was éo expand beybnd |
\E?e narrow repertoire.of evaluating~in just one area of

interest.

The physically disabled population. There is one

type of measure that ex1sts for the physically disabled,
the Act1v1tles of Dally leing test, known in the field
as ADL. This measure is a necessary part'of assessment
in hospitals, rehabilitation centeré, nursing homes and
home care programs. ADL-is a measure of daily living _
skills which?people ferform habitually and universarily.
Originally thé emphasis vas on self—gare but now it includes

any activity necessary or desirable for each iggiyidual.

6 o

o : : )



-are several instruménts'aﬁplicable to the geriatric

This test is .an assessment of a patient's:functional

s

" capacity to care for himself or herself in any number of

tasks, the most common ones bgi;g feeding, pergonaf‘hygieng,
transfering, mobility and self-care. The indices of
indeperdent physical function are the following assessments:
(#3) Disability Evaluation (Sokolow, Silson, Taylor,
Anderson and Rusk, 1959); (#5a) Barthel Index (Mahonép and
Barthei, 1965); (#6) Rating of Patients on Physical )
Abilities - ADL (Hoff and Mead, 1965); (#10) Kenny Self-Care
Evaluation (Schoening, Anderegg, Bergstron, Fonda; Steinke,
and Ulrich, 1965); (%ls) Model and Measurement to ;est
Disablllty (Wllliams; Johnston, Willis and Bennett, 1976);
(#16) Level of Rehabilltatlon Scale - LORS (Carey and
(Jette, 1980). )
These ADL evaluations are based on physiéalgyﬂnction
and do not include those factors that may influenc |

treatment outecomes such as psychological, cognitive, Bocial

or economic issues. One objective of the new instrument,

‘the IMAGE was to include these other factors.

%

wylhe geriatric patient in a paychiatric setﬁ;ng. There

. . - E
psychiatric patient whether they are in a hospital, an

4

L~institution or community' placement. One of these instru-~

ments, The Stockton Geriatric Rating Scale - SGRS (#8)

" Posavac, 1978); and (#17) Functional Capac, ty-Evaluatlon ,,ﬁa
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Meer and Baker, 1966), was useful to the author*becau5£f

it was designed as a screenlng dev10e for large numbers of
patients. However, it is used for selecting those patients
who had go0d potential for leaving the hospital. Thus, the
format, adminis»ratlon procedures and physical aspects were
dlrectly applicable, while the psychlatrlc factors, which
were predominant; were eeemed in%pproprlate for the
purposes of this study.

Plutchik, Conte, L%eberman, Bakur, Grossman and
Lehrman (l970)idevised an instrument based on the Stockton
Geriatric Rating Scale. This assessment, the Geriatric
Rating Scale ~ GRS (#12) assesses the ledel of functioning

Y
of psychiatric geriatric patients both socially and | ’

" physically. The scale uses the renk;ngSvof 0, 1, 2, and

‘was judged to 5eAe sy to use because the specific criteria
for each ited made fgoring easy. This b, 1, 2 scoring
system was adegtedrfor the method to score the IMAGE. The
format of-validation of the GRS was also adopted for use
with the‘IMAGE; that is, two independent raters were used
to determine interjudge reliabildty. In the GRS, *
psychiatrists from the wards were asked to rate, independ-
£ently, the patients in the study on a 9 point scale in terms
of adequacy"of‘function. A rating‘of 1 represented fairly
good functioning and a rating of 9, very poor. Correlations

were then run between the psychiatrist's ratlng and the
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" “he GRS séores Tor-each ward. - The overall format of the
GRS was used to validate the IMAGE and is explained in

detail im the methods seption.
. N

- B ¢’

The: gerlatrlc Clle t 1n a non- hosp1Qa11zed setting.

There are three 1nstruments deSlgned for the«gerlatrlc ,

‘ client‘in non—hosp;talized fec111ties such as nursing - -
Ihomesi senior centers@ and day grograms like the CLSC's

2 here in Quebec. 'The first qne $#11) The Physical Self-

¢ Maintenance Scale - PSMS - and The Instrumental Act1v1ties
,of Dally Living Scale - IADL 4\(Lawton and Brody, 1969),
and the second one,(#lu) The Functional Life Scale - FLS -
(Sarno, Sarno and Levita; 1973) were both helpful to the
authgr becaus® they coyered all parameters reIevadgﬁfo
rehaﬁiiitation potential even though the focus was inva
dlfferent d%rectlon to the IMAGE The meagured factors
_tell how the patlent's 1mpa1rments ‘are reflected in day-to-
day act1v1ties The authors explain that a hosﬁétallzedn
patient cannot be rated on a. life scale. Unfortunately, '
these scalegf are too detalléd and time consuming for

"/ assegsment 1n a general hosPiial setting as desired here

-

o« PSMS and IADL, = 60 items, FLS = L4 items), but were useful
) in terms Oégépﬁ categorles of measufement and the items
ncl "

thgxfwere ded in these assessments.

.»—-,.~l,\

.. The third assessment in this category (#19) The

Functional Assessment Inventory (Pfeiffer, Johnson and
4 ; '

/

18
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and Chiofolo, 1981), is a multi-dimensional assessment
measuriﬂ@ function in five areas: social, economic, mental’

health, physical health and self—care“ﬁapacity. .This

" measure is a pre-requisite for the efficient prbvision of
ik

appropriate types of services. The drawhack to ‘this -,
instrument is-+«that the authors state that in order to be

& B .
consistent, reliable and valid, a two-day training  session

%s required on the part of prospective users in Tampa,

Florida. The IMAGE adopted their fivg groupings,

combined them into four sections and eliminated the idea
of training on the part of perspective us€érs in order to
comply with the objectives of the project. ' " :

=

The chronically ill and aged population. This group

has the largest number of evaluatiod;, with the emphasis
on maintenance of the patient's func&ion within the:
ipsfitutional setting and not on rehabilitation potential.

w

In Table 3, these evaluations are numbers 1, 2, 3b, 4, 7,

9, ,3 and 18, and are dated from the very earliest

\

»

publication in 1957 up to 1881.

The earliest published'global assessment of
functional abii;ties is' (#1) PULSES--(Mdskowitz and Mccénn,
1957). PULSES was valuable to look at for its.many
positig@/aspects, namely; it is brief - ipst 6 ifems; it is
quick'and‘éasy to use; it appears frequently in the 255

literature; it has been upddted and revised (Granger et al.

19
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1975); and it is still widely used in the field of

.rehaoilitation withstanding the passage of time. Its main

-y
w

.~ drawback is that it Fequipes a single rating of function in

each area even though‘mény specific abilities are included. ¢
For example, the item measuring the sensory components
relatlng to communication, 1ncludes speech hearing and .*
vision. 'This is 1nadequate when trying to pick out

individual factors related to potential. Xach speoific

_item should be rated individuallj and not lumped into

one rating score. This is important for an instrument
that is laoking at factors related to success and .
failure in rehabilitation training.

° Number 2 suroeyed patients in chronic institutions

‘(any age group) to determine rehabilitation pqotential.

The authofs, Reynolds, Abramson and Young (1959), did this
using the PULSES profile, the patient's diagnosis, '
consulting psychiatrists and "otherﬁ'fQEtors. It éhould
be.noted that the notion of rehabilitation potential

*

ltas been inveétigated as early as 1959, but the method %

- and inexact procedures are not acceptable by today's

more scientific standards. The work by Sokolow, Silson,
Taylor, Anderson and Rusk (1961) Dlsabillty Evaluation (#Bb),‘
runs iyto the samesproblem as the study (#2) by Reynolds

et al. (1959). There were some interesting features in (#4)

the Index of ADL (Katz, Ford, Moskowitz, Jackson, and Jaffe,
-

* .
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19’63), (#7) ADL Rating Scale of Abi’lity' (Dinnerstein,
Lowenthal and Dexter, 1965), (#9) Rapid Disability Rating
Scale (Llnn, 1967), ggy51cal and Mental Impairment Scale .-
PAMIE (Gurel,‘Llnn and Linn, 1972), and (#18) Activities

of Dally Living, Activités de la Vie Quotldlenne - AVQ -
e

ADL in french (Levesque, D'Amour Lepage and Reidy, 1981)

- The first thing to notlce is that all these assessménts used

nursing stqff, thergpists or social horkefs for the réting
in,their'ré;earch.l‘These articles all no%ed these
professionals to be capable for the task, ;énd provided this
“author with the assurance that similar staff cotld complete
an 1nstrument 11§e the IMAGE. Rellablllty was based on
these professional obse;vers, while validity remained
partially with the physician. These evaluations were also
looked at in terms of layout, questions asked, scoring
prdcedures énd validity methéds. If was noted that these
,instruments were not geared to the individualized needs of
the population the author was 1nvest1gat1ng

Finally, there were three review articles (not part *
of Table 3) that highlighted the advantages and dis-
advantages of several of:the above evaluations.. These
articles were ;A Cftical Review of‘iz ADL Scales" by Bruett
and Overs (1969), "A Unified ADL Form" -by Donaldson, Vagner
and Greshanm (19731 and."ADL in Stroke, A Merit of 3

f Standard Indexes" by drééham, Phill%ps and Labi (1980).

-
>
-

~
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These authors confirmed my impressions of the advantages and———-
. ”~ e 7
disadvantages of the assessments in question and-h€lped the
. -

investigator to reach decisions of;%engthﬂfécoring, raters, \
e
items, rellablllty and,véizflty, all useful when developing

and.field testlng the IMAGE, | )
In summary& none of the evaluations in ex1stence

combine the ease of use, time limjitation and content

specificity required to be useful within the clinical

setting of allargé eneral hospital. They do not spedifically

address the ge ic hospitalized batient, nor do they

" quantitatively measure the client's rehabilitation poténtial.

They were, howeyer, helpful in provégihg the groundwork for
"the ‘development of the instrument and the methodoloéy for .
-validating the IMAGE. “ '

\‘ . - ,

The dystems Approach Pelated to the IMAGE

) ?

( The development of the IMKEE used a variation of the

i

sys ematlc approach ‘to instruction. In'this- context, this

. * o .
impliéd both a way of thinking about the problem and a -

methodolqgy for seeking and developing a solution. The
approach to this process-was thus,péoblem-solving oriented.
Fiela experience.suggested a need in Quebec for nurses;
therapists and social vorkers to be able to obaectlvely
evaluate a cllené's rehabllltatlon potential, thereby making
treatment/therapy available tonﬁhe widest range of eligible

patients. It was therefore determined tha£ a negfy assessment

1



had to be created.

Given the neecd to develop this instrument, the
qﬁestion arose as to what method should be used to accomplish
thiS‘tésk? The general m&del used was that of‘the systemsﬂ
approach, an'outgroﬁth of over twenty years of research into

the lea?ning process (Dick and Carey, 1979). Tpe procedu re

'used in the instructional design process in developing

the IMAGE is:referred to as a systems approach because
it is made up of intgracting components, each hayihg its owvn
input and output, which togethe;~produce the product. The |
instructionalldesign model described in this study is

considered a systematic approach with a specif%f input)

process and output for each componéntﬂ The system also

collects information vhich is fed back into the system so
that the final product reaches the desired level of

effectiveness. - e

Thg use of this approéch in the design of the IMAGE

' suggests there would be verification if the need was met;

that is, whether the 6bjectiVe has 5een achieved. The steps:
of the instructional design were followed in’the traditional
manner as described in chapter one. . The reshlt vas an |
evaluatlon instrument called Ahe I%QGL The férmative
evaluatlon, an essentlal component of the design and
development‘procedure, is covered in the following chapters;

In conclusion, my purpose was to deveXop a system of

g



" evaluation that would provide useful information for decision-
making while minimizing disruption and hospital expense. '
Such a system was to provide docuﬁentation of é patient's
rehabilitation potential without requiring éxpensiue
professional assessment of function, bﬁt nevertheléss, have
a hlgh degree of reliablllty and valdidity.  In order to havé
a profile of the patlent's r habllltatlon potentlal, it 1s

Qfgfssary to extend the de{yZed ‘'data base more completely
beyond history, physical examination and 1aboratory data.

In this way, the IMAGE could be a useful tool for the

. allied health care professional as a.screening instrument

: é
" .to promote rehabilitation of the geriatric. patient.

1N
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~ CHAPTER THREE
. \\"\ [
METHODS
\ AN
Research and Evaluation Design L

~
The evaluation design posed three separate

questions each employing a different metﬁodology. The
production was evaluated for inter-rater reliability; . .
validity of the IMAGE score was compared .to that of

_doctor's rating; and validity of the IMKGE{scoge was .

. i s .
compared to actual patient outcome following treatment

in rehabilitation ( physical and/or occupational thq;épy).',
o . - ¥ .

. . - ]
.Inter-rater reljability. Test-retest reliability

. . roos
(consistency over time). was assessed using two independent

raters to evaluate each pa?ient with the TMAGE. That 1s,
rater 1 evaluated subject 1 on day 1; rater 2 evaluated
.tge same patient on day 2, 3, or 4 (see Table 4). Inter-
rater reliability"was‘tested ahd the resultant internal

consistency level was measured using the Weigbted kappa,

k the statistic of choice of measurement of observer

w’
agreement with ordinal data (KfaﬁerJand"Feiﬁstein, 1981).
N

4

4
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ATable L

& '
' __‘Design: Inter-rater Reliability
' | L ' Time 1 Time 2
. ’ ' ‘observation T . 2 .
L subject X 1 1
) Ny ’ ' rater 1 2
" day < 1 2,3 or 4 .

¥ ' o

Validity: IMAGE scoree and Dodtor's rating. Validity

. was measured comparing the IhAGE scores with that of the
ﬂbctor's rating of the patlent The doctor rated the patient
'on a five-point scale using his/her conventional method "
of .interview and examlnatlon. The Physician's Rating Scale
_rprm is found 4in Appendlx E, The‘physician was required to
.circle the appropriate number; 1 indicative of a low rating
| Qf\rehabilitation patential to 5, in;icative of high
* rehabi;ktation poteptial Thus, the doctor formed a

Judgment concerning the rehabilitation foy the patient.

4 / Y
Validity: IMAGE scores and patient outcome.. Validity

P
vas also measured by comparing the IMAGL scores with actual

pati%nt outcome following rehabilitatioa treatment. All

J‘ patients in the study were referred to Physical and/or

*

Occupational Therapy. This treatment lasted a minimum of

‘tvo weeks and,a maximum of four weeks, at which time the-

! therapist waﬁ‘required to form an assessment as to the

32
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‘extent of the patient's progress in therapy. Based on .
clinical knowledge and éxperience, each therapist was
required to rate the patients in the study uging Fhe
excellent, very good, good, fair or poor*scaie in terms of
how well the patient did in treatment. This is a commonly

used rating scale within the profession. (The therapists -

were not aware of the patient's IMAGE score total). No )

,

special form was used for this rating, but rather the
therapist added this notation to the patient's chart under

"Progress No®es - Research Project".

v

Subjects -
The population consisted of 40 in-patients, males and

~»

females at Hopital Saiqt-Luc, a.large inner~-city university
affiliated £eaching hospitall‘ The patients, aged 65 years
or older were selected from four wards: geriatric,
orthopﬁedic; neurological and rheumatology.
In order to be a gﬁbject in this study, pétients.haq
to meet the following criteria:
1. th? medical diagnosisfstated and the vital signs stable
2. a minimum hospitalization of three weeks
5. demonstration of the presence of sequela affecting one
or more functions
L. the patientlwas not in chronic care, terminally ill,
alcoholic or mentally retarded. ‘
Six of the patients papticipgted in the pilot study; thirty
/.

a

4

'
it
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particpated in the field study (main evaluation), aﬁq four
were dropped for procedural reasons.

Materials , 7‘

% The instrument, IMAGE, is a 25 item, bilingual
questionnaire in print form. It is worded simply? is not
s )

time consuming, is easy to score and is meant to be used by

the allied health care professional within the general

hospital setting. It is divided into four sections and e

assesses the following factors regarding the patient:

(1) social and economic, (2) physical motor, (3) sensory,

and (4) psychological and cognitive. This muiti-dimensional _
qﬁestiénﬁaire focuses  on factors n@iated to success and t\
‘failure in geriatric rehabilitation.

The original name chosen for this evaluation wds ‘
"GERP" and stood for "Geriatric Evaluatioa\for Rehabilitation
Potential" and in french "Gériatrie: Evaluation. en -
Réadaptation du Potential". VWhen the instrument, the
research design and the results of the pilot and fiéIJ
{esting vas presented to the physiciané in the Department
of Physiatry, they unanimously suggested that the name of
the tool be qganged. The word "GERP'" did not have universal
appeal due to its soé&d. The word IMAéE vas selected and
was agreeablde to all concerned with this project. The

viord IMAGE‘isIa bilingual term and means "to ‘describe or .

portray, 6§’create a representation of'". This name was

‘e
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information from the outside world. The items chosen include

} ]

£}

chosen becausé the instrument d@scribes and portrays in
quantitagive férm the potential for rehébilitation of a
gériatric patient in a general hospital. The origiggl
version (GELP) is reproduced in Appendix B and the revised
version (IMAGZ) in Appendix C. |
Section A has five questions and deals with sotial
and economic factors or interpersonal components of
performangfa The items chosen in this section are:
environment, family support, financial status, life-style
and sotial skills. These are‘measures of social activity

and are judged tq relate to well-being having an effect on

>

®

;reatment.

Section B has ten questions and looks at those issues

related to physical function. This component'of,performancé .
determines if the skeletgl S5ystems can perform the basic
moY;mzéz skills to complete the occupational requirements.

This measure portrays the degfee of se%erity’of the phf%ica}
handicap. There are twice as many itenms in this sectiog as "V

these factors are considered to weigh more heavily in terms

.0f outcome of treatment. The items in this section ag; elght
. &

=

activities of daily iiving including transfering and mobility,

continence and the number of illnesses that would have an

impact on physical function. , °
' Section C has five questions thag;éssesses the sensory

componenﬁ of performance to'determine how well a patient gain3

/
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those factors that might increase a patient's chance to
benefit 'in therapy. There is assessment o} vision, heafing,
communication, comprehension and pain.

Section D ‘has five questions and deals with the
cognitive and psychological aspects of performance. It -
. looks at the patient's ability to mobilize his physical and
psychological resources to cope vith the disability. The
items chosen‘épe orientation, memdry, concentration, mental
status and motivation. o

The items selected were based on the results of ‘an

-
extensive literature review, plus consultations with

phy5101ans and theraplsts in the hospltal The items finally '

selected were those judged by professionals working in the
E}fﬁd and previéus reseebch to be those associated with
sncceés and failure in rehabilitation as well as those most

pertinent to geriatric medicine.

The various steps in the design of the IMAGE have been

listed in chapter one and will be further described in this -

cheptef under procedure. The syste&s enalysis approach
used in the constructien of the IMAGE was useful as it
helped create a basis for_esteblishing'priorities among the
problems to be tackled by the therapist. Thig would enable
fhe people involved in training (therapists) to move to the
solution of high—pniority problems.

-
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Rating. The raters of the TiAGE 'included nurses,
" physical therapists, occupational thet;}ists, social
workers, nursiqguassistants and rehabi%&tatiod technicians.
‘In all cases, the raters were workiné with the patiéﬁt or
assigned to the unit. 'The raters did not receive formal
~frainiﬂg or inst;uction. Only a brief explanation was given
~concerning the IMAGE as part of a research project. The
first sheet of the package (see Appendix D) provided the
‘information needed to complete the questionnaire.

Scoring. The iscoring (or ratin23 of each‘oT the 25
items making up the four sections of the_IMAGﬁ was completed
by selecting a O, 1, or 2. Thé'highest rating is "0", .and
indicates independence and apparently normal fpnctioning.
The middle score of "1", indicates Semi-functional
performance, aésistance, supervision, instruction‘or
direction needed. The lowest rating is "2", and indicates
dependence or dysfunction due to impairment; handicap or
d;sability. Eéch section is added and the totals Wf%tten
on the front sheet of the IMAGE. ' '@;

To interpret the scores, the O scores are multiplied
Ey O, the 1 scores by 1 and the 2 scores by 2. This gives
a total minimum score of 0 and a maximum score of SO. This\
system of multiplying the raw score in ordqg,to have one
final number wvas chosén as a way of keeping the approach

simple, and easy to calculate'and examine in terms of the .



final derived score for interpretation. Table 5 explains
. "the method of deriving the final IMAGE score and its
interpretation using sample numbers g ‘

4
Tgble 5

IMAGE: Final Score Derived and Interpretation

Patient: Mrs. B. ]

h | ' 0 1 2 |
Section A 3 1 1
\u’//’,llﬁ§'ﬁ Section B 6 3 1
' Section C 5 0 0
‘ ", ~ Sectién D L i 0
\ : 1 “Total - "1 18 5 | 2‘
18 X 0 = O
. 5 X 1 = 5
i 2 X 2 = fﬁ
Derived score] O+ 5+ 4 = 9 ‘

Interpretation of IMAGE derived scores 8

— Scores Rehabilitation Potential

-
-

0 - 7 excellent
8 - 15 good
16 - 50 poor




A\

s potential.

\ v

The method of interpreting Fhe final IMAGE scores
was done initially in an arbitrary manner by listing all
the scores obtained by the raters. Looking at the list
of 60 IMAGE scores, three groupings éeemed to emerge with
clust;zé/;f numbérs in the O to 7 range, 8 to 15, and lastly
in the 16 to 50 range. During further analysis of the data,
différent combinations were}tried. Ho@e&er, the groupiﬁgs
which produced the best predictive results were the same
as the above divisions; O to 7 meaning excellent, 8 to 15

meaning good and 16 to BQ meaning poor rehabil:itation

P 4

Procedure

The development and testing of the IMAGE -comprised the
following sﬁepé or seriés of procedures as outlined in
chapter one. Each will be explained separately.

- s
Needs Analysis

-

»

The design of this instruction resulted from the
pecceived need of the medical staff at Hdopital Saiﬁégggc and
fell into the category of a demané to develop an evaluation
instrumeht to quantitatively measure rehabilitation
potential of a geriatric.fatient in a genéral hospital.
There existed a discrepancylbetween what was being used and
what was needed. The present system was that of either the

physiciagsoﬁ the unit referring the patient to therapy,

39
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or the pﬁysician making a referral to a physiatrist who
would then make the referral for rehabilitation services.
Due to the complexity and time consuminé nature of this
system, many patients in this population were not being
referred for treatment for reasons other than ability“
to benefit.

The heeds analysis for the insjmument was»conduéted
by Dr. B. Talbot (Doctor éf Physical/ Medicine and

Rehabilitation and Consultant in Gerontology) and Dr. R.

. Charbonneau (Chief of Geriatrics) at Hdpital Saint-Luc. .

They presented this need te the hospital Board of
Directors who agreed to use this research grant fulfilling

this need.

»
Definition of the Objective -

The terminal objective for the IMAGE was cast into a
precise statement. Using Romiszowski's (1981) method, .a

four-point format was adopted (see Table 6).

Table 6

’

Romiszowski's Four-point Format - Instructional Objectives,

r

A

1. conditions . aVQf?’hviour L. ' &\
< ' patient }kﬁi test _
. input ‘ output instrument

Vd
7
e
e

.. o ‘ standard

3. criterion/”

40
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Put'into statgment format, the objective for the

' development of‘this system was: given the céndi}iodé
found in a general hqspiﬁal, the rater (allied health care
professional) will be able to quantitatively measure the
rphapilitation potential of ; geriatric patient using

the IMAGE evaluation method, that will be rapid and simple

to use and score. Table 7 is an objective matrix for the

IMAGE.
Table 7
Objective Matrix for the IMAGE .
System |Input Desired _ | Criteria Measuring
level conditions| outputs standards |instrument

general |an allied quantitative| simple use reliability

index
hospitallhealth measure of y easy to validity
. score index
care patient's not time- time
consuming measure
worker rehab bi-lingual jaffective
, notation
or rater potential identify
patients
re rehab
potential

41
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Design of the Components
| Certain decisions were made concerning the naturé
of the components to be designed. The author had to plan
the nature of the materials,’ and fo? the most part, these
decisions resulted from the extensive literature review
as well\as corsultations with many of the professionals
in the-hospital (physiatrists, therapists, medical .
specialists and.an'epidemiologist), Based on these
enabling objectives, the opinions of experts, and the - *
groundwork of other authors and researchers, test items
viere greated. The sequence of the itemé and the structure
or layout of the instrument followed. After many drafts

\

were written and rewritten, a 30 item questionnaire
: : *

4

.emerged which formed the pilot test with a group of
6 patients and 12 raters (see Appendix B). Figure 1
prov;des the scﬂematic outline of the evaluation
including the performance compénents and the specific

items measured.

-
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Analysis of the Resources ,

“

lepital Saint-Luc has a large research department
wﬁere the protocol for tﬁ% project was ‘presented to The
Research and Ethics C ittee made up of pine phy§iéians \
and researchers. FoliquXg.aCCeptance of the research
pfﬁfocol, permission was granted to‘pilot‘test and field
, test the instrument within the hospital. Dr. André Viailet,
the Chairman of the Research Déparﬁment, provided me with
a letter indicating the accepfanbe of the research by  the
committee. This was used each time I met with physicians
in the hospital in order to use their patients in the §tudy.
A}l testing was do%e in the patient's room, and the schedule
for testing by the rater was flexible.\ﬁThere was no

" problem in this }egard.

Pilot Test

Following accéptanég of the research protocol by the
Research and Ethics Committee of HOpital Saint-ﬂuc, the
instrument, Geriatric Evaluation for Rehabilitation
Potential {GERP) was translated into french'apd_the
materialsyassembled for the pilot test (see Appendix B).

The naﬁe, GERP, was later changed to IMAGE, a more
accap?able name for the.assessment instrument. - o

For the pilot study, 6 patients were selected from

the Geriatric Unit, 3 west.jﬂboctors Charbonneau, Chief -

of the unit and Talbot, éonsultant, wvere the physicians
. . 4
i

-
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r@gﬁonsiblg.for getting this project underway by presenting

—

the investigator and her résearch project to the nurses,
therapists and social ﬁggkers on the floor and encouraging
" their participation. '
There were 12 raters as part ofythe'pilot study, and:
they were réquired to rate 1 patient using the IMAGE

questionnaire and then to answer the Rater's Questionnaire

®
(see Apﬁendix C) which‘providea concrete feedback
regarding the instrument.
The main purpose of the pildt test was to look af the
- !
r - R g

actual IMAGE‘eyaluation from' the pgint:of vigw of
uﬁderstanding, grammer, laybut{ easy of use and translafiion.
The scores obtained, in the pilot °study were not part-of @hg_
"final.data anal&sis.

o The revisions that took place were a result of the

o]

comments of the 12 raters on their Raters! Questionnaires,
and oral feedback f;om three therapists, one nurse and the
. two physicians. There were several changes that Look place.
The number of items was reduced from 30 to 25. 'The.%ive
that were omitted~wére felt to be reduﬁdept or did not - add
pertinent informafjon. Most of fﬁéaraters found the '
layout confu§ing, and the form was éltered to be simpler
and clearer to .read and gcore. Some questiohs were
“~. Shortened in response to the feedback thaﬁ they were too

detalled and caused confusion. - The‘reviégd version, based

on tﬁis feedback 'is found in Mppendix D.

e v v
. .
- - -
e~
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The Field Test

When fhe reviqed version of the IMAGE was translated
into french and the materials assembled, the actual field
testing occurréd and the following proce@ure toék place.

It was necessary to meet with the ﬁhyéicians in
chargg of the various units (orthopaedics, neurology,

gerontologi and rheumatology) involved in the study to .

¢ obtain permlssion to use the evaluation with their patients.

The names of the geriatric patlents admitted to these four

units from which the subjects were selected, were obtalned

4
Each patient's chart was read to see 1f they met the stated

a

criteria 0£ the prOJect .
If qpe patient met the critéria, the objectives of the

' research project were explained and they were requested to

give their consent using ‘a standard form (see Appendix F).

This consent was R requirement pf the Research and E#hics -

Commiitqe of the hosﬁiﬁal. Five clients refused to be subjects.
. - Two profedgidhals were assigned at random to use the

IMAGE. with- their particular patient. The combination of

ass;gning raters with*regar& to their professional status

was also, at rardom; a’ﬁurse, ‘therapist ?r social workep.

in'al;; there were 10 different nurses, 7 physical

itherapists, 3 dccupatiénal therapists and 2 'social workers.

: } .
> The number of questionnaires filled in by each were as &

follows: _nurses rated 15 patients, prsical therapists 20, . %

ocpupaﬁional therapists 23 and social workers rated 2 .

-



‘returned to the numses station eon the unit.

patients, .providing the total of 60 IMAGE questionnaires

from the sample of 30 patients. Although bilingual, all

materials in the pilot test and field test used tge french

forw for all but 2 english speaking patients. T
These ?;ofessionalé were approached individually by

the author ;nd asked to cooperate in the research project -

by completing the IMAGE'withva specific pafient. No formal

instruction or training was necessary as thé user instructﬁé;

sheet brovided'the required information. This also ;

simulated the environment in which the ifstrument would

eventually be used. The only imposed constraint was the

pécessity\éf completing the form within a specified\time;

It should be emphasized that random assignment was applied to

all aspects of the ratings, with rater 1 and rater 2 strictly

refering to the order of administration. All materials were

S
\

The next spet involv;d meeting with the physician
assigned to the case, and providing an explanation of.the
study. The doctor was asked to participate in the rrsearch

by completing the form asking him to rate the patienﬁ on a 5

\poig} scale regarding his expert opinion of the patient's

potential (see Appendix E). This judgement was based on his
conven¢lonal method 'of assessment. The doctor was required
£6 return the form within one week. In all, 11 docotrs
participated in the project. One of these; Dr. B. Talbot
rated 10 patients, Dr. J. M. Cloutier, an orthopaedic

1l
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surgeon rated 9 patients, Dr..R. Charbonneau, a specialist
in gerohtology rated 2 patients, and each of the other 8
rated one each. These‘B other ph&sicians were made up of
3 neurologists, 2 physiatrists, 2 orthopaedic surgeons and

1 rheumatologist. .

In the field of Physical Iliedicine and Rehabilitation,
a~refe:fal-for treatment must be.made by the physician for
a patient to recezve treatment. - ﬁhen the physician filled
in the rating form for this project, he/she also filled in
the referral for services form so that patients coﬁld be -
sent for Physical and/or Océupatiopal Therapy. All patieﬁts
that wvere invelved in the research apd had the IuAGE -
. Questionnaire 1’f:Ll'l.ed in wvere sent [or therapy. d —

At this time, treatment began. The therapists who
vere involved with rating thelr patlents, $sere also
‘}eopon51ole for their treatment. i’here nurses orrsocial
vorkers rated patients, these patients were a551gned to
therapists on that particular servite. All other patlents
vere treated in the\Department by a staff therapist.

The patient‘remaiﬁea in treatment for a minimuﬁ of
two weeks ang\a maximum of four weeks before the therapist
vas asked to evaluate the patiept's(‘progreSS' that is their

success or failure.in treatment. Each theraplst vas requlred

to rate this progress u51ng the scale of E, VG, G, F or P,

48
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a commonly used rating ‘scale in the profession. This

[
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notation apﬁéared;in the patient's chart on the she;t
denotirg *“'Physical or Occupafional Thefapy Progress Notes"
- with a special added ‘t"itle stating WIMAGE - Research
Project". An example of this was, "Mrs. B's progess in
physical therapy after 3 weeks and 12 treatment sessions
is.gggg". Usually qualifying’remarks accomhanied the
rating. e
| Thé author gatﬁered.all the materials from the nurses
station and the, patient's charts on the x;r;ous(pnits. ,\
?ie data: collection occurred during a period of three’
months (1982; May; June and Sepéember). This completed T

. ]
the research procedure of the field test.

J
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CHAPTER TOUR

RESULTS

A®

Sociodemographic data . )
“"A total of 30 patients were used in this study; 22

females (73.3%) and 8 males (26.7%). The average age for
the group was 74.9 years with ages ranging from 65 to 94.
The mean ége for females was 73.4 and for males it was
71 ygarsf‘ |
In the group, 83.3% vere born in the province of

Quebec; 59% in Montreal. and 33 from other parts of‘the
provipce. The remaining 16.765 were born in other parts
of Canada{ United States, Ppland, Lithuania and Viet-Hanm.

The social stgtﬁs of the subiedts were as follows:
20.8% were married, 16.7% single, 12.5% divorced, 41.7%

[
widowed, and 8.8% belonged to a religious order® :

&

TMAGE scores , o ' ,

Table 8 lists the‘subjects (N = 30) and their
derived scores on the IMAGE during the field test with

rater 1 and rater 2. These two columns of derived scores

were obtained by the procedure cited-in thapter three. The

ﬁatgent with the lowest rating (excellent rehabilitation
potentia1)~récei%gdfaf%core of 2, and the highest rgting'

A
(poorest rehabilitation potential) received a score of 43.

£ L]
N e

2
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Subjects and the Dg}lzed sScores on the IMAGE

Table 8 -

-

Subjects Derived Scores
rater 1 rater 2
1 22 15
2 14 5
3. 3 ‘ 6
4" 6 9
5 7 7
6 8 12
7 2 6
8 11 10 ,
9 11 1y
10 5 6
11 9 9
S 23 13
13 5 9 7
14 43 LL
15 17 21
16 " 6 6
17 11 11
18 6 11
é9 5 p)
0 7. . g Q
21 - 11 . 8
22 ) 15 17
23 . 3 l
24 ' . 18 12
vas . 7 5
26 ! 13 6
27 14 17 e
n28 1% 20 =
29 ¢ 5
30 13 12
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Both rater 1 and 2 placed 13 patients as excelleﬁjﬁ’ll
as good and 6 as poor. Of the 30, 22 cases were placed in
the same category, while & fell into different categories.

F4

Reliability

Having used two independent raters per patient,
inter-rater reliabllity waé tested;-fThe internal consist%ncy
level was measured and,the resultant weightéd kappa was
ky, = .70, indicating substantial agreement. The weighted
kappa is the clinical statistic of choice for meas;ring
observer agreement with ordinal data (Kramer and Feinstein,

(

1981), and indicated a substantial level of agreement.

(s8ee Table 9) \

¥ ‘ Table 9
- Guidelines for Value of thé weighted kappa °

Value of ky Strength of agreement
. <0 : poor .
0 - .20  slight .

— 77 .21 - .0 fair .
41 - .60 moderate
] .§l - .80 substantial
.81 - 1.00 almost perfect

To obtain this medsurey the IMAGE scores were
arbitrariiy divided as follows for éhe agreement ma}rix%
2=7 exéelle t, 8 - 15 good and 16 - 43 égdr (see Tabie 10).
Otger diyisions of scores'wergjfried, but the best results
for iﬂter-rater reliabilitx,occurred@hith the above.

)
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Table 10~

Agreement Matrix for Rater 1, Rafer 2

Rater 1
R L & E G P
a 2 -7 8 - 15|16~- 43
t . 11 2 0 13
e
(5.63)4 (5.2) (2.16)
2 -7
T _4«/’/6/ ,/”?/ ‘/”1; !
G 2 7 2 11
2 8 15 (4.76) | (4.4) (1.83)
P 0 L 3 13 6
16 _43 (5-6) i (Z-l-i») (1.0)
; 1/'-( / /b
13 12 |5
q'c = wfc = 29.777 = .790
N 30
q'0 = vfo = _9 = .53
N 30 . )
kv, =1 -g9'c =1~ .3022 = .6978
! aTC J
k = .70

AY}

Percent of sgreement

<¥
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Validity. ' .

It was necessary to consider tbe'concurrent validity
of the IitAG% and the procedure involved a comparison

between the test score (IMAGE) and the criterion measure

(Doctor's rating), defined in terms of "clinical judgement".'

‘This comparison iwas made through the Spearman rank ‘order

correlation coefficient. Both rater 1's scores and

;ater 2's scorés were compared independently and the results
were: IMAGE fater 1 with doctor's scores r, = .558 and

vith rater 2, rj = .560. The critical values for re o,
(df = 28) are .361 at the .05 level and .463 at the .O%}
level. Taking the doctor to be the "expert", then these

results suggest that the IMAGE was able to identify rather

. closely patients who actually do have excellent, good

~or poor rehabilitation potential (see Tables 11 and 12

"

for actual figures).
Validity vas als0d measured comparing all the raters'
IMAGES scores vith actual patient outcomes follow1ng
treatment in Physical and/or Occupa?ional Therapy. A
Spearman rank order correlation coefficient was used in
this comparison. This éet‘of correlations examined
rater 1 and rater 2 separately. In the first comparison
between rater 1 and patient outcome, the re = 454 and

S
same as listed above. This suggests that the IMAGE is

with rater 2 the r_ = .553, The criticel values were the

ok

%)
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‘reasonably able toAidentify those patiehts as excellent,
good or poor in tefﬁs of treatment outcome and how they
.actually did perform during their rehabilitation training,
more so with the second sdministration than the first.

The highest level of significance was reached wvhen
comparing the doctor's evaluation of the patient's
rehabilitation pqtential with actual patient outcomes.

The Spearman correlatidén in this case was r = .865. This
suggests tﬁse‘the doctor was able to identify actual
patient ou?comes more closely than the IMAGE evaluation ,
method. Tables 13, 14 and 15 show actual figures of the
| validity calculations. !
Threerther comparisons were made using the Spearman’
. rank order correlation. ] -
dIithe IMAGE scores as rated by the nurses with patient
odtcome | ‘ L . ‘
\?; the IMAGE scores as rated by physical therapists with
' patient outcomei,
3. the IKAGT scores as rated by occupational therapists
with patient outcome.
The results were: INAGE rated by nurses with patient
outcome r_ = .781, physical therapists r.= =541 and’
occupational therapists r_ = -.256. \ This.susgests that
vhen nurses use the IMAGE, they wsfé able to identify

actual patient outcome almost as closely‘éé the. doctors.



<

3

1

The therapists, on the other hand, proguced\poor predictions.

<

Tine TFactor

&

The mean time of administration was 10.5 minutes._
One of the objectives of the~§tudy was that the instrument
should be rapid and thus not be a time'consuming‘device.
The slowvest time of administration was 45 minutes and the
re;;on vas language probiems with two ?atients kone spoké
only Polish aﬁd the other spoke a French dielect from
Viet-llaur). These times were included in the mean tine.
The fastest recorded time was 8 minutes. It was noticed

but not measurcd, that time decreased vith 'a given rater's

fahiliarity and use of the IiIAGE.

4
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Spearman Rank Order Correlation Coefficient:lRé%er l & Doctor

o

,Subjects Rater 1 Doctor Rank of Rank of D = D2
X, Ry Y, R, R-Ry, o

1 22 3 28.0 24.0 4.0 16.00
2 14 5 22.5 5.5 17.0 289.00
3* 3 - 3.5 15.5 -12.0 144.00
4 6, 5 9.0 5.5 3.5 12.25
5 7 L 12.0 15 5 - 3.5 12.25
6 8 3 1%$o 24.0 -10.0  2100.00
2 2 L %5 15.5 =14.0 196.00
-8 . 11 4L 17.5 15.5 2.0 4.00
9 11 5 17.5 5.5 12.0 144.00
10 5 L 6.0  15.5 - 9.5 90.25
11 9 5 15.0 5.5 9.5 90.25.
12 23 L 29.0 15.5 13.5 |, 182.25 o
13 2 5 6.0 5.5 0.5 0.25
1L L3 1 30.0 30.0 0.0 0.00
15 17 3 25.5 24.0 1.5 2.25
16 6 5 9.0 5.5 3.5 12.25
17 11 L 17.5 15.5 2.0 4.00-
18 6 L 9.0 15.5 - 6.5 k2.25 -
19 5 CoL 6.0 15.5 - 9.5 90.25
20 2 5 12.0 5.5 6.5 42.25 .
21’ 11 3 17.5 24.0 . - 6.5 42.25
22 15 5 24.0 5.5 18.5 342,25 -
23 3 5 . 3.5 5.5 - 2.0 4.00 -
24 18 3 27.0 24.0 3.0 9.00" .
25 .7 L 12.0 .15.5 - 3.5 12.25
26 13 .3 20.5 24 .0 - 3.5 b 12.25
27 14 3, 22.5 24.0 - 1.5 2.25
28 19 2 25.5 28.5 - 3.0 9.00
29 2 .5 1.5 5.5 - 4.0 . 16.00
20 13 2 20.5 28.5 - 8.0 64 .00

n = 30 | 5D2=1987

rg=1- 630° = 1. 6(1987)

4 -2 .~

n(n°-1) | 30(30°-1)

H
n

L=, 558

Table 11 ' ' T
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Table 13

Spearman Rank Order Cdgrelation: Rater 1 & Patient Outcome

a

1N

Patient

'Subjects Rater i*

Qutcome
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. Table 1k L

Spearman Rank Ordei Correlation: Rater 2 & Patient Outcome.

1

, 2
fubjects R, R, D= D
. . Rx— y
1 25.0 26.5 - - 1.5 2.25
P2 4.0 5.0 - 1.0 .1.00-
3 9.0 18.0 - 9.0 ' 81.00
A 15.5 5.0 10.5 110.25
5 12,5 M50 7.5 56.25
6 21.0 26.5 - 5.5 - 30.25
| ? 9.0 18.0 -9.0 81.00
% 8 17.0 . 18.0 - 1.0 "1.00
9 2.0 5.0 _ 19.0 361.00
lo 9‘0 18-0 -)9-0 81.00
. A
11 i5.5. . 5.0 10.5 110.25
12 23.0-- - 18.0 * 5.0 25.00
13 12,5 5.0 7.5 56.25
(14 30, 30.0 . 0.0 0.00
15 . 29.0 18.0 11.0 ©121.00
16 . 5.0 11.0 - 2.9 4,00
17 . 18.5 18.0 0.5 7 0l25
18 4 8.5 26.5 - 8.0 64.00
19 S 4.0 18.0 -14.0 196.00
20 4.0 11.0. - 7.0 149.00
21 14.0 18.0 - 4.0 16.00
22 26.5 5.0 . 21.5 462.25
23 . 1.0 5.0 - 4.0 16.00
“2h e 210 © 26.5 . = 5.5 30.25
25 4.0 1%.0 - 7.0 49.00
26 ¢ 9.0° . 18.0 - 9.0 81.00
27 26.5 - 26.5 - 0.0 0.00
28 28.0 26.5 -.1.5 2.25
29 4.0 5.0 1.0 1.00
30 21.0 18.0 3.0 9.00
n = 30 " - £p%=2097.5
- rs I= ,l ?___.%pa___ ’ =1.- __.L 6 2097.5%)
n(n®-1). 0 30(30%-1),
» —& : ’ .



Table 15

Sgearﬁan Rank Order Correlation: Do

ctor's ‘Score and Outcome
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.therapy)

CHAPTER FIVE
. |
DISCUSSION AND SUMMARY -

Vo

An evaIUatlon 1nitrument called the IMAGE was .
developed by the author and field tested w1th the populatlon
at prltal'Salnt-Luc in Montreal. ’Its main obaectlve vas
to provide allied health care professionals with a
quantitative measure of the rehabilitation potential of the
geriatric patient in a general hospital. This instrument,
the IMAGE, had to be quick and easy to use, reliable and‘w .
valid as a pnerequisite for use ik the referaal of
rehabilitation services (physical and/or occupational
° The results of the evaluatldg provxded data suggestlng

that the IMAGE can in fact perform the function ‘desired at

the onset of the study. First discussed is the reliability

and validity tests and their impact on the IMAGE's‘usefulness.

Then, the genéral”interpretation of the scores followed by
how and when the IVMAGE can be used are discussed along w1th
its relative strengths and weaknesses applied to diagnosis

b

and subsequent training.
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Reliability

Uging"%wo indépendent raters \reliability was tested
with the weighted kappa and shoved s bétantial ggréement. e
The obtaiped measure of internal cdps;stency vas clearly

at an acteptable level, allowing the conclusion  -that broad

use would be justified under conditions tested (particularly -

noteworthy due to the intentional lack of prior formal
training in the instrument's use). Despite this relative
success, several factors were noted which may have

artificially depressed the score. . , -

It is possible that the clients supplying the

information to the raters weré not consistent’in their
fesponses. This could be based onhéimiﬁg Gith the patients;
- for example, rater® ‘might have‘seen the patient first thing
in the morning whe <wéll rested and'ale:t,\whereas rater 2
- might have seen the same pgiient late in the afternoon just
‘ after he/ghe ha? medication and/or tesfs, or vice versa.
Differencés could also have occurred due to the patient's

- fatigue or actual "wellness" at the moment. On the raters
.part, they could also have been fatiguéd or rushed.dqe to
other committments on the unit. "While a rater would be
advised to avoid these circumstances whenever possible,
these conditions‘will~always p}evail in a standard

hospital environment. ‘ ‘ '
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The only problematic aspect of the reliability
measures was the somevhat improved scoring of rater 2. The
position of questioning wasvfeasoned to account for the
differences. PaE;}nts would certainly respond somewvhat
differently when ésked the same question again. ‘Vhile

hospital routine often includes the repetition ,of questions,

patients may have been more '"honest" the second time around.

The small number of subjects however précluded the
possibility of drawing firm conclusions regarding the
épecific items, sections, or the order of presentation.

y
Further researcy might go into alternative forms and

methods of pre‘&ntation in order to improve the IMAGL's
) Y |

effectiveness, ~
: Y e

The above results imply that one rater alone, who is
acquainted'with a patient, may reliably assess the status
of that patient. It also suggegts that this can be do;e-
in a brief period of time and vwithout specific training.
One could use the IMAGE as bart of the elderly patient'!s
record because the form could be filled in by any member of
a particular group of professionals working with the patient.
By routinely doing so, each patient is more likely to bé
considered a candidate for rehabilitation services, the
overall objective of the project. The methodclogy of this
study insured a totally realistic assessment of the

instrument, and it fared“well (especially with the nurses

. ’ ..
as discusséd velow). ﬂ%&

.t
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Validity . ,
There were two comparisons taken “in demonstrating the
validify of the IiilGZ. The IMAGE scores were compared to
_the doctor's rating of the patiént. Experienced"doctors
assessed patients on the basis of their clinlcal exavriination.
It should be noted that the "expert" cllnlclan remained
completely naive w1t£ regard to the scores of the TilAGD to
avoid poS:ibility of bias. Comparison between ciinical
judgements amd the IiiAGT scores pro&uc%ﬁ a correlation
of .56. If the doctor's opinion was used as the criterion,
it would appear that the IIAGT met with only mo%frate

sucecess. There are evidently other factors which doctors.

take note of. The resplts nevertheless show that

" individuals not normally called upon to make such decisions

can do so with reasonable accuracy when provided with the
proper tool. ‘

The more important comparison was of course the INMAGE
score with actual patient outcone following treatment.
The_predictive validity of the IIMAGE was again moderate
(.45% for rater 1, .553 for rater 2). The doctors, on the

other haﬁd,'showed a very good rating of .865. The overall

XrAGD scores would again .be discouraging froam the stand-

"point of comparing an "6bjective"'tool with a "subjective"

individual. "It was thus necessary to further exanine the .
IIiAGE results to identify poésible causes for the acoeptable

but inferior predictions. “Then IliAGZ scores were separately

-

e e e i e e -
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assessed for nurces, physical therapists and occupationql
therapists to pafient outcoume, the nurses obtained the
highest level correlation (.781), while the physical
therapists produced f9.541 and occupgﬁibnal therépists
-0.256. Under thcse/Eircumstances, a uuch more funétionaf . &
role emerges for the I..AGZ. \

'\ It wes originally hoped that thé‘i%AGE could be used

by any of a group of allied health care professionals.
However, these results have sugge§ted othervise. ‘hile
doctors clearly produced the best predictive validity P
scorés, the hurses yielded an equally respectable .781

(versus .865 for the doctors). The physical therapists and

occupational therapists both generated negative cd@relations,

" the former group at a statistically significant level. For

reasons perhaps to be determined in future research,
therapists seemed unique;y incapable of jgdging a patient or
factors relating to sucgess and failure in rehabilitation
potential.' The nurses were able to rate patiemts in the
best all afaund vay és compafed to these other professionals
ana it a»vpears that nurses knqw the patients in the most
unpiased vay .

The differences in the nurses and therapists may be
due to their different focus, background and orientation
as to the understanding of "independence and function,

assistance and supervision, and lastly dependence and

Y
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dysfunction", the actual rating criteria on the IMAGZ.
Perhaps thérapists are too critical of the patient's ability
to function andrsee the patient in a more handicapped way. |
Therapists recognize and treat patients with the objective
of regaining iﬂdependence and reducing disabiiity, and thus
Pay‘less attention tq'what they want them to do rather than.
what they cannot presently do. ‘Nurses, especially busy
nurses in a large general hospital, tend simply to serve
their patients and not wait for the patient whé»might be
slow or avkward at the task. In other words, they.

* concentrate on their disability. Nevertheless, hese
nurses appear to have been able té better judge patient's
potential. |

While these results appear to counter wvhat one might

[3 -

intuitively expect, these preliminary data indicate that
the role of placement is differept from, and‘possibly
ﬁegatively correlated with teaching function. Thus, those
closest to the actual training process appear leaét’
capable of judging who will succeed under their tutelage.
Clearly, replfﬁation is necessary to verify this effect.

poth the effectivenesé/g} the IINAGE and the*recasons for its

"success would constitute viable future research.



Interpretation of the scores -

e

—

-

The nroflle that is present with the IMAGE can be
used to denict a patient's rehabllltatlon potential and vith
thls overv1ew, perhaps a more realistic anticipated rehab=
ilitation goal. It should be noted that the IMAGE is not
intended to supercede careful medlcal diagnostic evaluatlon,
rather, 1t is meant as a screening tool to promote o
rehabilitation' for this population.

Looking at the meaning of the scores is importanndfor

o,
users 0& the IMAGE. The derived IMAGE scores are divided

into three for the purpose of classification of excellent,

' good and poor rehabilitation potential. These three

distinct ranges have definite meaning and the following

' discussion should explain to the reader their interpretation

s0 as to better understand the implipation for its use.

IVAGE scores of O to ?.‘ gggée patients vho
received scores of O to 7 and are deemed to have excellent
rehabilitation potential should bg-refenred for training
because these clients are the ones who should benefit the
most from treatment, in terms ?f attaipment of éoals within

a reasonsable length of time. , ' ¢

An example is seen with subject 13, n'79 year old

. female whose dlagnosis was a hip fracture énd vho was treated

L]

with an open reduction. Her scores with rater 1 was 5
and with rater 2 was 7, indicative of bossessing»the

factors associated with success in therapy. She had

» s
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excellent results in therapy. and her time spent in\hospital
vas reduced as she was transfered to a rehabilitation
center after two weeks in treatment. Anpther,interesting
patient in this category was subject 16, a 75 year old male
, .-
vho was admitted following a stroke with residual paraiysis.
He had other coqplicating factors; Parkinson'é diséase,
arteriosclerosis and diabetis. His scores were 6 on the

i

TMAGE wvith raters 1 and 2. TFollowing 12 treatmegts,~he
vas indepeﬂdent in terms of mobility agd self-care with
improvement noted in éll spheres. He was discharged to his
home and was to return as an out-patient for added training
in balence and equilibrium. ”

The IMAGZ in these cases, could indicate to the
" therapists, that these patienﬁs nossessed the factors
related to success and that it was only the physiceal

dysfunction that was interfering with their independence.

IiMAGT scores of 8 to 15. Patients who recieved the

scores of § to 15 are those who have potential for success
. A

but inhibiting factors are present that might impede the

r haEiITtFtion process. These are the cases vhere

%?ﬂlnlnb the four sectionz of the IIIAGE could be useful

\\\ufii/Pheraplsto as indicators of some of the problen areas.
An exanple of a patient in this .category was subject 6,

an 80 year old male admltted vith a diagnosis of poly-
neuritis following a spinal tumour and its removal two
years previously. Looking at the rezults, he received

scores of & and 12 'rcspectively from raters 1 and 2 ( a

-
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"problems ere frou section A, perhaps it is the social

[

rénking of 3 from the doctor). His physical motor sec%ion
vas good, but the area that seemed to interfere most with
progress vwas the scnsory section, C. He scored poorly in
terns of hearing, comprehension and pain. These threec
factors viere enough vhereby the patient did not make any
gains in "therepy. The rechabilitation goal could hangbeen
nore realistically drawvn up and in a faster way had the
IMAGé results been available to the therapist when this
patient was referred.

Thus, this group of patients require therapisté to
scrutinize the INAGD to pick up on those areas where.the
patient is\drawving lowver scores. This might mean é longer
period of time in therapy tith slower goins made. If the
vorker who‘might be helpful in finding solutions.
Tasically, looking at the individ&ual sections of the IiiidZ
should bec helpful to ‘therapists wh%? trégtment planning.

I1IAGD scores 'of 16 to 50. Datients receiving the

%oor rating of 16 to 50 require the attending team to look

at the IIAGT in terms of vhat sections have given the

)

patient such & lov score. An example of this case is 7

subject 28, a 78 year old female who was admitted to the

- geriatric unit after a fall in her home. Her scores wvere

17 with rater 1 and 20 with rater 2 (the doctor rated her

‘as a2-2). Looking at the four sections of the IiAGE, the'

~

patient rated just fair in sections A, B and C bﬁt extrenely
o ' »

<
.
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poor in section D. As it turned out, the therapist
treating her feclt her progress was very poor due to her
mﬁntgl state, lack of motivation and fnability to
concentrate. This implies tnat due to inherent.probleus,
1the overall goals and e:xpectations should haye been looked?,
at'and perhaps have been altered hacd therapists knovn the
results of the IMNAGE before beginning treatment. It might
ralso be showm that a particular patient is unsuitable for
rehabilitation training in terms of either improvement

or maintenance and-that this service is unvarranted at

this particular time.

The subject vith the highest score -nd therefore the
lowest potential was subject 14, a 74 year old Temale with
‘multiple sclerosis admitted from a chronic care hosbital
with severe remission in the disease process. Her IMAGE
scores was 4% and L4 respectively.‘ It is interesting to
see that ?his pat}ent scored poorly in all fbur sections
of the IHAGE, not only'in section B, physical motor. 1In
;pis extreme cese, the IlAGE could be of added insight to
those treating this patieptlbxfpresenting factors, other '
than physical dysfucntion, thaﬁ interfered with the patiént's‘

Y

progress.

" Use of the I}IAGH

In response to the nceds e:pressed in this thesis-

equivalent in chapter one, the IIAGE was developed and

field tested. It lends itcelf to several applications and
‘ X

r
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ﬁses,’some of which have been te;ted and others remain to
be explored. v
Based on the data results and the issues raised in

this discuésion, the IMAGE appears to be a screening
instrument that wouid“;mprove the gquality of care for this
age group by increasing the numbers referred for treatment.
It would also imérovg thelginds of referrals and data base
presented to the thefapists. It would be a valuable aid

to thé team as it looks at each patient's needs in order to
determine the appropriate couﬁse of action. The IMAGE
‘reviews the factors associated with potential and therefore
provides a basis for preliminary‘judgemgnt and'direction

to the thefapy required. This planning should result in a
" treatment program that would enhance\the patient's |
capabiiities. \

It is recommended that all @EEIEE}ic patients

who have evidenﬁe of the presence of dysfunction be
screened for the possibility of referral for rehabilitation
services using the IIAGE (once further %éfined and tested).
This would make the method of refifral standard.in the
hospital, rather than relying on one doctor'!s decision

or physiatrist!s consultation and recommendation. By making
this part of the admission requirements, each patient is '

mof@‘likely to be considered for the rehabilitation pfégiam.

e
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" this project.
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The eppropriateness of treatmeet in teris of'whee to”beéin
and if it should begin must be 1n;t1atée at the onset of the
dlsablllty The elderly person“loeses his o§~her ’
independence faster than the younger patient and requires
tpainiﬁg to regain or-meintain this functional independence.

\This process begins :1th an evaluation and jﬂﬁuld )
"start immeédiately after dlsablllty strikes in the hospital
where the patlent is in a setting appropriate. to the
treatment process. '

> i ' -

It is noteuorthy to look back to 1968 at the
Caston”uay Conmls51on on Hedlth'and “lelfare and the
Commlttce on fging (Committee on Aging, 1968) . A discussion

took place relevant to general hospltals and in partlcular

."Lacking are the essential
rehabilitative measures which can assist
patients to some meésuremof self- help
Programs and services in rehabilitation
“have not developed as rap;dly.ea‘they
should have in a general hospifal. There
nust be more emphasis on the techniques
of rehgbilitation. Unless steps are taken
early in rehabilitation of patients, ‘the
number of handicapped and disabled vill
continue to grow". ;
. ,
R €
Literature has shovn that rehabilitation is needeg for
the elderly to return to the community rather than become
part of .these chronic care numbers in the general hospital
or be sent to & long term facility or .institution. The -

g
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literature -&lso o.em’gnstrates a relatively high success rate -
-k in gyfiatric rehabilitation gnd this strongly suggests that.’

. .this populatign can bencfit and should not be exclqdmd from

@
-

PR \these sefvices. : .

e ot . Lat this time, dec:ﬁs:.ons to refer patlents to Phys:Lcal
liedgdcine are ma&e based solel&. on agk and medical dla"'nOalS. 4
. / N
4 *. These aspects do not adequately reflect their physical,

(3

socxal&_mencql capacity; be.mg 0ld and impaired does not
have to mean pelng uoeiess and dependent * Despite the

’/ . aosaults of %14 age, many hospltallz.ed elderly patlents
/ * retain their strengths a.nd ca’oafltles, if they are given

‘" ’the opgprtunlty o : un

L
&
"

. v 4 The probleas of an adequate system for communicating .

=4

, * the status of a cllént‘s rehabllltatlon potentlal and the
. ‘ -
- elderly & comprehenswe needs and concerns, i‘or rehabllltatlon

¥ ( i
). o as beensa perple ing one The need for lmproved measures,
) "’ ‘) ! ™ Y kN

of potentlal has been ev1dent to those 'who are concerned

Vs \1th the increasm{; problem.; of age and dlsablllty

i

Inve stlgators ma those who care for patlento need a viay” ‘to .

* /

evaluate vhich patients might benefig from these services. '

!
/

‘l‘heraplota need referrals vith data to provide a base line /

' of 1nformatlon k/egardlng afl asnects of the client that \'ill
' R K'
- affecct thelr treatment Adrq,lnlstrators could se measures *

L]

.tlat vsould be cost erfectlve &nd provide a quality of 9,' '
' ” . ) . N M . ~

ssurance. N '
N :
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' ' N h .
objectivity which is relevant to the patient?s problems.

rehabilitation, the IMAGE offers a meabure of .desired -

The IMAGE focuses attention on the deficits and assets
maaof importance -to the patlent which will be relevant to
“the success and/or,failure in’ treatment. Using this _
system eﬁhsncesethe patient's record by providing_{eedﬁhck‘
which can be given to the clinicians serving the patieﬁt.'
Thus, if the geriatric patient is screened using
\Xhe IMAGE, an actual set of quantitatlve measures will be
ayailsbie to ass1st 1n1the decision-making process. This -
is a change from the previous method of referral (a
written consultation or no referral attell). Hopefuily,'
this newvmeasure,will be a more reliable way to refer
'patﬁénts to’treatment. )Using a form such as the IMAGE,
should remove 'some of the haphazard methods now being used..
For exampie, the general hospital environment includes all
the following: B
l. the physician is not focused or directed to‘rehab;litation
in terms of‘his or per orientation
2. the physician does not féei the patient should have
- . therapy now beeause‘he/she~will be receiving it when
transfered to the "other unit" or "institution"
3. the role of‘tée therapist is unclear, eSpecially the
role of the 6ciupat10nal therapist o
k. the patient may, be uncooperative on the unit and

therefore is not/referred for "other reaeonsé’

75
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The IMAGE would provide therapists.with informat;;&;i
pertinent to their actual training (physical motor) but
also associaéed factors that would have a, bearing on the‘
patient's success and/or failure in therapy (social, !
'economic, sensory, psychological and cognitive). This
added 1nformation should be a valuable aid in determining
more.realistic rehabilitation goals. I? is generally félt
that unless:these goals are mﬁtually understood by the
'tﬁefhpist and the patient on some level, they probably
cannot be acﬂigzed. In this way, the IMAGE could serve
as aff easily interpretable indigator and reinforcer to the
patient and to those working with him. |

This multi-dlmen510nal evaluation should make staff
members more sen51tive and aware of the patlents overall
health condition. An added beneflt of this study was that
it was noticed (but not measured) that staff mgmbers did
become more involved with the patients they rated,
pafticularly in terms of rehabilitation prbgress as well as
the role of the occupational therapist.

'The 'IMAGE could perhaps serve as a teaching dev1ce,
sensitizing others to the special problems of the\elderly
and the differénces they’preséntlgs compared to thg younger -
population. ’ ' ‘vl

The egd result of a cobpdinated team approach is
effective discharge plianning. Beééuse the IMAGE focuses

on disferent‘areas of the patient's probléms, the team

¢ T ,

Y - ‘ s *.
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might betteér assist the dischafge. The 6étien£ can see the
importamce of therapy'for more realistic discﬁarge r?ther
°thap a program wgich has no relationship to his or her
problems. It should be noted that the IMAGE was tested in
french for.all but 2 subjects; that is, french speaking staff
filled in the french side of the form. The resuits_should\
not be generalized aththib point to(}nclude the IMAGE in its
bilingual format, but rather furthe;’field testing to an
énglish speaking and a bilirigual populap;on is indicated.

Implementation Problems

There exists an important difficulty with regard to the
use of ;he instrument. Large hospitals are rqn by a Board
of Directors and Committees at each level of the decision- —
making process. As a resuld, when a new form might‘bg
introduced into a patient's chart, it must pass through many
levels before this sort of change can take place. Eveﬁ then,
changes\are difficult to enact when they are not the decisiogs
of the "chief" or anofher physicain who is well regarded
in the institution. 1In the case of the IMAGE and Hbpital
Saint-Luc, it has met'with approval for'the geria%ric service
and it is presently awaiting the other commlttees and the
Board to examine its actual use in the geriatric unit.

As a resulp of presenting this study at.other confer-
ences during 1983, the IMAGE is being triedfout in about 15
hosptials in Canad;, but mainly through the Occupational

Therapy Departments. It is easier to adopt a new form or



4
4

evaluation method within a single department for juse with
their patients and 1t is very difficult, if -not impossible

to do so within an entire hospital
These preliminary data suggest a solution might be
that nurses fill in the IMAGE, but therapists interpret its

meaning and use the information for, decision-making and

' therapeutic planning. As well, the IMAG? needs further

work to change its research design to actual usable format.
: e

Information must be added regarding the method of deriving

the final IMAGE score and its meaning and interpretation.
" In summary, the IMAGE appears to be a reasohable tooi
to provide a-measure of an elderly patient's rehabilitation
potential in & general hospital. :Because cost is in every-

one's interest, the IMAGL should be useful as a time-saving

device. This should be possible due to an imporved method of

1

referral to n‘gabilitation based on these objective findings.
These concerns are of interesc to physicians, specialists,
therapists, nurses, administrators, the patient and the
patient“s family. Thus, the IMAGE could be" a useful screening
device that will serve the hospital/institution and the client/
consumer, to promote the rehabilitation of the geriatric = ~
patient. Although more resesrch is‘needed to confirm these .
findings,*the utilization of this or a similar instruement in
promoting training for the;elderlv has - clearly‘enjoyed

initial support.J .o R . .
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GLOSSARY OF TERMS
_For the purpose of fmproved understanding @f° this
theéis-eéuivalent, I include the following,definitiéneng
terms .as they apply to thé field of Physicgl Medicine d\<
Rehabilitation and Oeccupational Therapy. '

-

ACTIVI?Y A specific action, function or sphere of action \

f‘.‘.‘/

.. that_involves learning dr'doing by direct ;J \;

experience (Reed and Sanderson, i980). | '\\

ACTIVITIﬁS‘OE DAILY LIVING 'Ihe tagks which a person should \\
‘be able to pérford in order to care for the self
independently including self-care, communication

and mobility- (Reed and Sanderson, 1980).

<

. ASSESSMENT ' The process of collecting, analyzing and inter-

,preting\Information obtained through observation,’
interview, record review and testing (Canadian
, Association of Ocqupational Therapists -CAQOT-1983).
CLIENT ‘The recipient of rehabilitation services.

" CLINICAL Founded on actual observation and treatment of

‘patients as distinguished from data or facts

obtained by experiment, or pathology (CAOT, 1983)

/

DISABILITIES Reflecting the consequences of impairment in _'

terms of functional performance and activity by

the individual. Any restriction or lack of ability
to perform an acfivity in the manner’of ﬁithin the -
range considéred normal for a person (Vorld

Health OrgaﬁiZation - Qﬁo - 1980).

r



-~ .

DYSFUNCTION Inability to perform and interact effectively
with the environment; dmpairment of normal function
of a body part or organ (WHO, 1980). .

EFFECTIVENESS JThe average benefit ofha procedure when ueed

by the average provider ig the averagé community

, (Rosenthal, 1977). |

'EFFICACY The benefit (or lack of it) of a procedure or
treatment when perforded under ideal circum-
stances (Rosenthal, lé??).

EVALUATION . A testing procedure.. \ .

FUNCTIONAL ASSESSMENT An evaluation of the integration of
mental, physical, sociocultural and spiritual ' \

. states and their interaction in order to perforn |

purposeful acts (CAOT, 1983). o \) L

- FUNCTIONAL ABILITY The skill to perform activities in a

b

P
3N

norgel or accepted manner (CAOT, 1983).
_HANDICAP Concerned with the disadvantages experiegged by .

e 1

. N the individual as a result ‘of impairments and
\ “;1;7' ~disabilities, that limits or prevents the ful- .
fillment of a role that is normal for that 5
; fil . | person (WHO, 1980).
'\ ' . IMPAIRMENT. Any loss or abnormality of physiological, -

psycholdgical or anatomical structure or function" = |

resulting fromﬂany,cauee,(WHOf 1980).



i

gkCﬁPATIONAL PERFORMANCE Activities carried-out by the client
in the areas of self-carey productiyity and
P leisure inflnenced by environmental"and_societal

*\factors (Reed and _Sanderson,’ 1980).
OCCUPATIONAL THERAPY The art and 801ence which utilizes the

o ‘ related to occupational performance. Through
assessment, interpretation and inteTvention, >
therapists address problems impeding function in

;f " ' perébns impaired By illness, injury, emotional
| disorder% developmental dieorder, sociel dis-

advantageﬁor,the aging process. The purpose is

or restore occupational health, performance and
well- belng These services can\be directed through
health, educatlonal and social serv1ces systems
_ (CAOT 1983).
QUALITY ASSURANCL Involves both measuring the level of care

o4 o)

uprov1ded and when necessary improving it )

o

~ -

(Rosentﬁal, 1977). .

1

A‘ -huﬁ

REHABILITATION POTE NTIA&Q\The ‘client's capacity to ¢W¥ér the
process of t§éatment and’ education| that vill ,lead

"~ "the individual to attainment of maximum function,
a sense of well being and a personally satisfying

level of independence (Taber, 1981). ' v

v

analysis and application of actlvities Specificallye

. to prevent disability, and to promote, maintain = <«
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‘A

SENSORY

\
. SELT-CARL
«u’*vk .

-

)

1A request to a theraplst for advice or“&ecislon i

2
(Ge]

S

¢

K
regardlﬁg client services (CAOT, f983)

Those act1v1t1es «Wwhich are done routinely to
maintain the person's health and wellx being in the
L] "

environmenht (Reed and Sanderson, 1983).

The appreciation of sensation caused by Ttlmulation -

of a sense organ (Taber, 1981).

A specific_activity or job which is to be

pérforméd. ' The function that a working person

is expécted to fill (Reed and Sanderson; 1980).
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APPENDIX B

PILOT TEST OF THE INSTRUMENT - GERP -

. GERIATRIC EVALUATION OF REHABILITATION POTENTIAL

GERIATRIE: EVALUATION DU READAPTATION DU POTENTIAL

& -
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HOPITAL SAINT—LUC,\ MONTREAL
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v .

GERIATRIC EVALUATION REHABILITATION POTENTIAL - GERP -

-

Patient's name - - Ward:

. AQmiision date:

Medical diagnosis: A ’ . -

4

4

GERP: Date of Evaluation:

Interviewer's name:

.—~ position (title):

r -

. : ‘ ' Score: C Total number of 's &;s 2's

N

Section A: Interbersonai
5 item§

Section B: Physiqai Motor

12 items -

*msection C: Sensory
’ © 5 items

+  Section B: Intrapersonal

' te 8 items . -
; y ,

Total
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GERIATRIC EVALUATJAJ REHABILITATION POTENTIAL

HOPITAI, SATINT-LUC

patient. My name is and as you
kinow I work on this ward as a I will be asking you same questions

: % today about your health, your fpmily situation ans a few other topics..

-~ - These questions are the ones yoy agreed to answer when you signed the

consent form to participate in this research progect Now to begin, with

a few preliminary questions.

Introduce yourself to

i
o

(i) - When were you born ?

month day year

(ii) Where were you born ? P
city ocountry

L]

(ii}) How far did you go with regard to schooling ? =

no sc:hoolmg o
elementary )
high school
business or trade 3
college or university

(iv) What is y'oﬁr iaresent civil status ?

- cae . Are you now married
‘ ' divorced ¢ - . ..
- ) . C separated

‘ ' never married
living with companion S
priest or nun

LI .

3

(v) Are you presently retired or are you employed ?

retired
employed full-time
employed part<time

_not errployed t looking

(vi). What kind of work have you done most of your J.fe ?
1]

oty

. o i never anploy
" N housewife .
other (give details)

¢

(v‘ii)'a Sex of the patient | male ‘ female

i "(viii) Weight status: normal
: underweight

s slightly to moderately overwelght
significantly overweight

]



Section A: Interpersonal: Soéial & Economic Resources <

NwI'le.ketoaskymsmequestimsaboutyourhmve incame
and family situation.

1. Environment: What are your present living quarters like ? Do you,
" Teel-that you will be able to return to this location ?

. Ll .
patient's living quarters are; :
adequate, no major architectural barriers 10
inadequate, same barriers due to present disability NERE
totally inadequate, cannot return to previous place 2
2. Family Support: Who lives with you ? (name relationship)

Is this perscn able to give you any help or take care of you; for example
take you to the doctor or fix you lunch ?

. | The patient ‘has sameone who 1s:
. mentally & physically able to provide competent support ’ 0
. can only provide minor support 1
unable to provide-any support, no family or outside
assistance available, patient is alone 2

3. Financial/Econamic Status: Are you able to manage with your present income ?
Do you have any reserves to buy those llttle "extras" from time to time ?

patient's financial situation appears to be: o
good can absorb costs, perform custamary tasks and

‘fulfill role S 0

fan:, dependent upon assistance from an agency 1

"poor, dependent,” incapable of handling finances, ‘

' requires maximumi assistahce 2

4. Life-style: Soc;Lal Intéraction: Before caming to this hospital, which of
the following social activities did you partlmpate in ? I will read them
one at' a time, answer yes or no.

L YES NO
(a) home! {cial activigges; visits, friends, family
(b) cut: activities: movies, eat out, visits, etc.
(c)' group activities: church, clubs, senior citizens ’
(d) physical &/or mental activity: walks, cards, bmgo,
handicrafts, sports, hobbies

T patient S social contacts & life-style appears: PN
reqular and dependable, maintains a balance 0
restrictive, only a'minor amount of contacts . 1
almost non-existent, few if any social contacts . . 2

-

5. Social skills: Rate the following, based on your knowledge of the’ patient
’ ’ N YES NO

(a) perceives others in a normal way
(b) relates well to others ’

- (c) responds to others when addressed by name . '

(d) initiates conversation with others -

patient's social skills appear to be: ‘ to- v A
normal, for the situaticn . / 0 ( ;
adequate, same minor deviations : '
inadequate, interpersonal relations are distorted

Sccre for Section A: Total m:"nber of 0's 1's 2's.

»~
—
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Section B: Physical Motof: co N _ ‘ S

»

. Now, I will ask you same questions about your.daily physical activities
- arxi)vdyoununaqedbeforeywcanemtothemSpltalanilbwyouareableto
perform these activities now. '
6-13 For the following 8 J.tens, ask the same question:
* Before you came to the hospital, were you able to (£il1l
in word) e.g. 6- is eating.

- independently, able to accrmpllsh actlvity with néar normal.speed and
efficiengy, required no assustance, score 0 0

- assxstance, supervision, phys:.cal help, direction, ‘instruction

N score 1 ~—
oL a dependent , received much assistance, supervision in all aspects of
activity, or totally dependent . score 2

After you asked these questions (6 - 13} ask again, "Now that you :
_are in hospital, how are you able to manage with regards' to " '
(fill in word) e.g. 6~ is eating. .

. : ~ Ciz.:cle
befdre [ after record final
e ’ . | score here
‘ . o admission present status
6. feeding, eating ' b -
cutlery & drinking, utensils 0 1 2
7. ’bath.mg, washing : ! o
- tub, shower or sponge bath PN 0 1 2
q _ 4 8. dressing - . NiEd i )
L O including  shoes ~ ) . o | 1 2 7
9. personal hygiene ' A \
grooming, hair, shave, etc. , : 0 1 2
*. 10. toileting ' -
- on & off toilet, flush, etc. ) 0 1 2 ) .
- ,11. mobility: if assiSted how S . ' v
‘ cane - ) . . R 2
wheelchair . ) . ‘ .
‘ other person " Ly R —
© amoalation, mlking N . i ﬂ'
stairs . ' P . .
outdoors ) ) 0 1l 2 ,
; 12. transfermg J
in & out of bed, chai¥, etc. e 0 11 2
(score 2 if bedridden more . |
. than half the time) -
13. continence ' a
" bladder and bowel - o - 0 1 2




© 14,

16.

Before entering the hospital; how did you perform the following

activities’ ? (Ask the same questions regarding independance as the

previous cuesticn).

there .it does not apply, leave blank.
Based on the items a - h, rate the patiemt<eon this item.

Score 0, 1 or 2

IScore

a. ability to use the telephone
dlal & look up mmbe.rs

g. ahility to handlq finances

‘writeg checks, budgets, pays. rent etc.’

[Tn everyday tasks,

patient was:

[ independent
needed assistance
an depehdent b

15. 4 Before you came into the hospital, were yo
Y swehavebeentalknhaboutmthouttoom

oﬂnrmrds,doywordldymnothavenmhenergy

able to do the

fatique ? In

>

A

e patient's physical tolerance to effort was:

adequate

1umted, activities took a fairly lonq
inadequate, often ingemplete due to fatique

diil

level extremely low

time

Y

L ®

o

Motor skills:

[ right *
N yes no
handr y
’ arm L
leg
bagk/tmrﬂc

Answer ‘yies or 1o, to the’ follcmmg prob],é'ns ‘do_ yoy have

yes

‘

weakness

weakness due to inactivity
» paralysis, limpness
.. ocontractures

spasticity, spasms

/ " sensory loss

Is the motion in the following
to perform your daily activities, such as eati

/

/

/

y parts sufficient

yes

left

no

P

no

-

, washing or walking ?

T pat:.ent‘s present motor s)gill &b:.llty 1S:

adequate, should be ab
sufficient, to do

to perform most tasks
but not all activities

inadequate, dependent/as a result




17.

"
~

Concomittent illness(es) Do you have any other illness (es)
other- than the one you are being treated for that you feel
affects your well-being ? If so, what are they ?

v

(iist them)

-
R
Ed

only 1 other serious illness, does not J.ncapacz.tate

in any major way
more than 1 serious 1llness, that mcapac1tates

The patient has:
no other serious illness(es) (cardiac, respiratory), -

chronic condltlons

2's’

Total number of 0's 1's

Score, for Section B:

L,

P
o



L

Section C: Sensory:

‘“‘ "" " . I . r\
¢ )

&

Now, I'd like to ask younquestions about your eyesight, hearing

and other sénses.’ Imuld]_tketo}cmlftheyareadeq\nteforyou
daily needs.

18. °

19.

20.

21,

22.

Vision: How is your eyesight, with or without glasses; excellent,
air or poor ?

-

The patient's vislion 1is:

apparently noxmal, with or without glasses . -0

sarewhat impaired, (can read but with great effort)
"extremely poor, so impaired as to be considered
blind or partially blind

Hearing: How is your hearing, with or without a hearing aid;

» gocd, fair or poor ? ‘r

patient's hearing is:

apparently normal, with or w1thout a hearing aid 0

scmewhat impaired, but hears with an aid or when
spoken to loudly

extremely poor, so uq%:ed as to be deaf for all
practical purposes \(’

The patient is able to convey Mis needs; verbally Or hon-

Camunication: convey needs: How well are you able-to explain.
your needs to others ? Do people understand you ? (speaking,
gesturing or writing). - :

verbally: o

well enough, is easily understood, almost always 0

sametimgs, and with some difficulty
rarely or never understood for whatever reasons

Cammmnication: understanding: Based on the patient's responses
to this point, rate the patient for his understanding of what

you cammmnicate to him (through- speech, or gesturing)

patient is able to understand verbally (or nonverb.lalJ;L)

well, enough, easlly understands, almost always 0

sametimes with some difficulty
rarely or never understands for whatever reasons -

bn -

AN

Pain: Do you have any pain ? If yes: Is it mild, moderate
or severe, and does .'Lt interfere with your. daily activity or

" sleep ?

The patient has:
little or no pain, it does not interfere with dally

activity or sleep . 0

mild to moderate pain, interferes scmewhat w1th daily
actJ.v:.ty and sleep

severe pain, so severe that it curtails almost all
independent activities and Hterferes mth sleep

Score for Section C: Total number of 0's ‘1';3 | 2's




Section D: Intrapersonal; Psyc;l{glogjfal & Cognitlk)e ' 2
/\ ike to ask you same questions about how you feel about |
lf.
. 3 S

Orienta on: What of the week is. it ? What is the name of ,
What th is it ? What is the date today ? ®hat X
tmeofthedayisthis?

The patient’s orientation to date, time and place 1is: .
normal, patient 1s not confused 0
slightly disoriented, oriented about half the time 1
extremaely confused, has no Ldeaastodate, time

dr place 2

24. Memory, retention: (recent & remote) What'is your telephone
nuber ? What was your Mother's maiden (family) name ? Please d
repeattmsnm\bersequence1086420 .

¢

T Jaﬁent‘E memory appears to e
intact s e 0
small problems @ith recent & remote memory 1
loss of memory, less than 10 minutes, none of the past 2

25. COope.ration': attitude: Based arMipur knowledge ‘of the patient
\o and this Interview ;

w .| The pat:.ent 1S wxllmg to do things suggested or asked of . f ‘

g < The patient's intellectual ability (camprehend meam.ng, Use

= e
o .}gmast often goes along, has a faJ.rly pOSltJ.. .
tude - ) 0 ) .

scme S, can be tmcooperatlve ¥ e o 1.

- almost never goes along, attitude is negative . - -3 B

26. Reality-testing_ Based on your knowledge of the patient, and
the answers given in this interview so far, is the patlent
able to judge realigy and direct his actions accordingly ? 4

The padent s ab:.ln:y to JudLreallt}Land direct*his
action 18:

, appears normal 0

: scmet.imes impaired, only in a minor way 11 .
¢ poor, severe impairment . -12
27. Intellectual ability: In terms of your present illness, do you
think it will present any particular problems or limitations '
Sfor you ? Could you explain.

Judgment and have general insight) 1is: .

. , adequate for everyday problem-solving 0 o
"mildly impaired, cannot handle major problems 1l

severely impaired, interfere with routine Judgment

and dec:.s.lon making , 2




28.
~29.
L=
30.
Ad
- -
4
~»
‘(
-

Concentration: attention: Do you hgve difficulty: concent.rating
on a task long enough to perform it or learm it ?

patient's ability to concentrate and attend is:

adequate for most activities \ - |o

adequags; but often supervision is required
' inadequdte for all but the simplest activities

Motivation: What are your interests, aims and goals (Do you feel
the patient is able and willing to mobilize his physical and
psychological resources to cope with his disability ?) '

patient’'s motivation 1s:
Tu.gh, much self-initiative, ability to pursue the’

interest and activity . 0

moderate interest -
° no interest, self-initiation N

Mental state, emotional health: How satisfied are you with the
tiiyngs you do everyday (your life, work). Tell me on a scale

of 1 to 10; 1 meaning.you are not satisfied and 10 meaning that
you are campletely satisfied. How do you feel -about yourself
on that same scale of 1 to 10; 1 being that you dislike yourself
very much, and 10 being that YOP like yourself very much.

no deviations consi the patient's age,
handlmg problems in life satisfactorily .10
r deviations in , temperament and .
personality, not mpa:.rmg environmental
adjustment
moderately, severe variations, supervision
o - . 1
ST e s PR
3
Scoregfor Section D: JTotal number of: 0's 1's 2's

’

—————



* o

Concluding statement: I have one last qﬁéstioﬁ to ask you.

What are your personal wishes, needs or deBires, worries,
: . P

—-problems when you leave this hospital, in terms of’ your : .

———

health, well-being or purpose ? f:.' ' . .

R

pg ‘ _ R

‘This is the end fo the interview. Thank you very much for
yout coope;étion. Good-bye for mow: - - °

Leavi/;be patient, open curtajns and leave the room.. Please

turn to the last page and .answer the last 8 questions now.’

‘

Thank you. “ .

o . '

o
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- APPENDIX C-

-~

| INTERVIEWER'S QUESTIONNAIRE.

e nélish"_aﬁd French)

S
Q\
AN
\
. ‘\
)
. / ]
PS * /
. .
1] » .
.
P
19
.
Y .
;
.
: ]
L\
» k)

-

*

>
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' M -~ . v]
* INTERVIE 'S QUESTIONNAIRE { o
P . . . .

I. ¥ Lenght of the*interview

‘2,

"5,

6.

-~

Angwér the following qwéséions immediately after completing
. the e"éal\xat‘ion questionnaire. Do so out of the patientgs: room.

ot [ 4
a

¢

minutes

Qies‘t-_ioné obtained fram the patient are:v 4

4

! Factual questions Objective questions

campletely reliable

reliable on Most items”

/

reliable on oily a few items

!
/

campletely unreliable . o~

. ) . o
During the GERP did the patient's behaviour strike yodu jas:

Circle yes or no for each of the following

yes no mentally alert and stimulating
yes 'no pleasant and cooperative

.yes no depressed and\or tearful - *

yes no withdrawn»and lethargic ,
yes no fearful, anxiou§ or tense | *
yes,. no suspicious, more than reasonaple

ves no bizarre or inappropriate ifA thought or action
yes no excessively talkative or overly jgvial

yes no full of unrealistic complaints

yes no patient was comfortable with the ionnaire.
Wasﬂme/@easy-toundersté}ﬂinte"m\s_‘o_gthelanguage? fes
\ , no
If no, please.comment - / A
-~ / .. .
. . ‘ ’ ' r
* Was the GERP easy -to score ? -~ ¥ ves
. ) no
If no, please comment ' Lo .
o / | .
‘Were the instructions clear ? b‘ ves
i p 1o
If no, please comment ! .
4 you' think the oz H{questg'ns‘ lioved 4 logic
Did you' think the order of sti followed 4 logical,
sequence ? . ) < . ves
. no
If no,. please camment _ L ‘ ’w
i
. ol v ’ . ’
8. Do you feel that the GERP presents a true picture of .the batient?
Fahg A ‘ " Yyes
[ Y ] no
If no, please explain N :
‘ *
]
c you
-H £
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QUESTTIONNAIRE DE L' INTERVIEWER

REpondez immSdiatement aux questions suivantes apris avoir compléts

1'évaluation. Faites-le hors de la chambre éu patient.

1. Durée de l'gntrevue -
. . . T ————— .
minutes
L
2. Pensez-vous que les réponses obtehues du patient sont.:
i ' réponses + [_directes [ objectives
¢ . Joul | non ol | non.
campletement fiableg '\ )
£iables pour la plupart des items, AN
fiables pour quelques_uns des items -
camplétement inexacte‘g 7
3 Au cours du "GERP", le comportement du patient vous a-t-il frappé
- comme étant: cochez oul ou non
ow | non b
o e mentalement alerte et stimulé
p et"coopératif . ) ’
et/ou larmoyant s
renfermé et l1éthargique
craintifi an¥ieux ou t .
_soupgonneux, plus que serait raisonnable de 1'étre
bizan:'eouinopportune.npenséemacdoq -
. éxcessivement volubile ou jovial & 1'excas:
v »kyrielle de plaintes peu réalistes
~ le patient se’sentait & l'aise avec le’ questlomuire
4. le "GERPY était-i.l facile 3 cavprendre en termes de langage ? [oui
non
Dans la négat:.ve, weuillez cum\ente.r
5. Le "GERP" &tait-il facile A scorer ? ow
roe + | non
Dans 1a négative, veuillez camenter )
6. Les instructims &taient-elles clai.res ? ) oul
s non
Dans-la négative, veuillez ccxmenter ”
-
7. Trouvez-vous que l'ordre des questlms suivent une -
séquence log:.que ? oul
. nen
. Dansla négative, veuillez camenter -
8. Trouvez-vous que le "GERP ' donne un vrai portrait du
~patient, ? - [foul
| non

Dans la négative, veuillez cammenter-

- . .
o

\.
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- . APPENDIX "D

FIEED TEST OF THE INSTRUMENT
| IMAGE |
. (English and Frenph_)

M
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.
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HOPITAL SAINT-LUC
MONTREAL 1982

I

-~

GermtologyResea.rchProJect Supportedbyagrantbythe
Charles E. Merrill Trust - °

Notes to the Investigators' of the Project .- o . .
\ : date

De;;: Investigator: .
Thank you for agreeing topartica.pate totheqe.rmtologyresearch
project at Hopital Samt-mc , 1
Your are requested to use attached quest.i.onna.i.re with the followinq
patient:

p Patient's name . room number bed . ) ® date

Please read the following instructions carefully:

(a) Intmducefumselftothépatientandexplaintmtyouaxethereto._
! askthansanequestimsastheyhadagreedtowhentheysignedme
consent fozm (attadxedtothissheet)w

(b) Ptﬂ.lcurtamsarmmdthspatientsbed,tobefmeofdistractions
and to protect the patient's privacy. Sit down beside the patient. '

) (c) Useapeéxcilcrrpentofillintlnquestimnaim Itismportantto
ask the questions with an attitude of cbjectivity and emotional ~ .

. . neutrality. Domtallwpersamalfeelingsorvalmstointerfem
withscomsgorxeportingfacts

(d)  Read the questidns as they are written.
(e) Scoring: c:t.rcletheappropriate‘respmse 0, 1; or 2. At the end

; 'ofeachsectlon,addupthetotalnmberofOS,lsandZs. After the '

,questioma.l.rez.scmpleted ente.rthesenmbersonthefrontsheet
oftheevaluatimandthenaddthesetotals.

(£) When you have completed the patient s questionrfaire; leave the patient.

Then answer the questions on the last page titled, "Raters Questionnaire".

Do so immediately upon leaving the patient.

(g) Please leave all sheets at the nurses stat?n, where I will pick them up.

nnnkymve:yxfmhfofyo\mcooperat.iminthisproj_gct.

~ .

Barbara Rosenthal, Occupational, Therapist .-

- 2
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HOPITAL SAINT-LUC MONTREAL 1982

&4 o
.o : N
Patient's name Ward . .
.o Lo v : . ’
Medical diagnosis - . ' L Age
Adnusszon date T . .Sex M F
Dlsabillty ) '
GE:RP _Evaluation date oo A
Interv1ewer s name . .
. : —— - :
) Professmn RN - PT or other .
N . . . N ) . 1 . - ' ’
—————— - ¢ “

Phys:.cal b'btor St .

.
N . ta - *
s - - -
, -
e B
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Questiaons 1 1 2 3 4 5
Score 0 satisfa\ctoxy capablel good 3, 4or 5 yes lJyes, 1l no
sane minor
1 barriers oot fair 2 yes, 3 no 2 yes, 2 O
2 inadequate no | poor 1 yes, 4, 5 no 3, 4

To begin, Imuaskymsareq\nstimsabwtymrtute incaneandfamily {

situation.
e

?

ical condition, is your
toreturntoinbenns_

1. ENVIRONMENT: With your p

present hguse satisf

ofarchitecturalbaxriers?

2. FAMILY SUPPORT: Doymhavescmeonewmlsableto

give you capable help and suppart, only minor. support
or none at all ?

3. FINANCIAL STATUS: Isymrpresaxtumregood fair or
poorintemsofnanagmgwithitandbuyingthose
little”e:ctras"frm\timtotim?

4. - LIFE-STYLE: Which of‘t-he follovdm activities did you
participate in befére coming into this hospital ?

, Activities answer yes or no {yes| no| °
social: visits, family, friends..
- outside: eat out, visits, friends..
- group: church, clubs, senior cit:.zens
-physical walks, sports, bowling..
- mental: cards, bingo, haxﬂicrafts..

- Evaluate:
© the patient's hfe—style and social ccntacts

5. SOCIAL SKIIIS: Does the patient . yes| no
- perceive others in a nomal way ?
.. = relate well to others'? ’
- respond when spoken to ?
-mit:ateconversatmmthothers" !
Evaluate:
the patient’s social skills in terms of the
~ present hospital sitmation

0{, 1] 2
l 0 1] 2
0} 1] 2
011} 2
0 2

o
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/ 5 i
Section B: Physical Motor v
Q % . -
Questions— 6 to 12 13 15
no assistance, near o accidents:
Score 0 independent: nommal speed and - yes: rarely none
efficiency ~~§, OF IMore if ever
- » pnysical :
1 agsistance: help, instruction, - yes: occasional | one
lto4 accidents | other
maximm assistance, B
2 dependent: sSupervision in all o . often 2 or
aspects of activity 5.or more no control | more
. Now, I will ask,you same questions about your daily activities.
o | N
Before coming into this hospital, how did you manage in the
following activities; were you able to do the task by yourself,
with help or were you dependent upon samaone to do it for you ?
6. EATING: using cutlery & drinking utensils 0o 1| 2
7. BATHING: washing: tub, shower or spange bath o] 1] 2
8. DRESSING: including shoes, overcoat, etc. » ‘0 1] 2
9. PERSONAL HYGIENE: grooming, shave, hair, etc. 0] 1} 2
10. TOIETING: on & Off toilet, flush, etc. o| 1[7F]
11. 'IRANSFERDG in & out of bed, chair, etc. 0} 11 2
12. M‘JBII.ITY walking, stairs and ocutside C, of 1] 2
T 1f alded how ?
___cane __walker ___wheelchair ___other person
13. Answer yes or no: Wereyouableto [Tcheck | yes] no
- use the telephone ? 1
- shop for your daily needs ? 2
= plan, prepare and serve the meals ? 3
~ do daily housekeeping ? 4
- do your laundry ? 5
L - be responsible for your medication ? 6
- handle finances, pay rent, write checks? [ 7 )
Evaluate: 0] 1} 2
14. QONTINENCE: Do you have bladder and bowel control,
’ occas accidents or no control ? 0112
15, OTHER ILINESSES: Do you have any other conditions
: other than the one you are being treated for now,
that affects your well-being ? (e.g. heart or lung) 01142
an =
———
; TN
\ \
‘B K N
//f1 ’_\ h ’g ‘ \

o
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) . ' Section C: Sensory

/S T
/ : { ,
/ Questicns 16 - 17 \ _18-19 20 |
Score 0 . a'ppa.ret_rtlyncma? satis\i‘(tm:y little or none n
. ) <1 . somewhat impaired sanedi.fficulty mild to moderate
/ o 2. impaired ~ | poorly . severe o )
/ : BN 4
/ X - Now, I'dlﬂcetoaskymsarequestions abmtyoureqesight,
-hean.ngandcthe.rsauses
- - N A
. : - SOORE
[ . . * ~ “
' 16. VISICN: Bow is ybur eyesight, with or without
. . ~glasses ? ’ 0|12
5/ ) . (séore 2 if blind or partially blind) ‘
{ ' 17. HEARING: How is your hearing, with or without a
e ~ hearing aid ? ’ o |1 |2

“(score 2 if deaf for all practical purposes),

18 CIM/UNI@TICN- Howwellazeyouabletoexplam °
your needs to others ? . 0 |1 |2

19. COMPREHENSION: Rate the patlent for his .
S mderstand:ngofwhatyoucarmucatetohim 0|1l |2

20. PAIN: Doywhaveanypajnthatmterferes
— with your daily activity or sleep ? .
J - _If yes, is it mild, moderate or severe ? _ N NI I O




\Questions 21-22 23 ‘ 24

25
Score 0 good no difficulty small changes high
1 fair scme mediun medium
2 poor oach  C large low
‘Now, I will ask you a few general questions. !
) SOORE

21. mmvm'rw: (to date, time and lace)
thendne thisplwe What
nmthisthis? week?year?

22. MEMORY: (necentandrenm:e) .

. ﬁﬁtisyourtelepkumenunber? What was
your mother's maiden name ? Repeat this
number sequence 8 3 4 7 1

23, QCENI'RATICN. (attention span) .
Do you have any difficulty concentrating
on a task long enougit to perform it or
learn it ?

24. MENTAL HEALTH: Do you have large, moderate or

small changes in your moed, temperament and
personality that affect your everyday
functioning ? .

25. MOTIVATION: (self-initiation)
T 1Is your motivation high, medium or low

concerning your. ability t® cope with your.

- disability?

L 4
I have one last question to ask you. Ccncenung
healthardwell—beiag,mataremy_persmalmshes needs
or worries when you leave this hospital ?
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EAL 1982 ‘ :

‘ MONTREAL
.
.

RECHERCHE EN GERIATRIE o Subventionnée par
N Fondation Charles E. Merrill

Note aux i.mestigabeurs‘ -

[

date
Cher investigatéu.r,

mrd.debamvouloirconsentiraparticiperacette
recherche en gériatrie 3 1'HW8pital Saint-Luc.

Vous &8tes pri& d'utiliser le questionnaire ci—joint pour
le patient suivant:

le

S~ nom du patient , TEro de chakbre 11t date

Veuillez lire attentivement les instructims suivantes:

(a) Identifiez-vous auprés du patient, et expliquez-lui que vous &tes 1A
pour lui poser quelques questions awmoquelles il a consenti 3 répondre
au moment de la signature du formilaire de consentement (annexéaoette
feuille).

(b) Tirez les rideaux autour du lit du patient; afin d'éviter toute dis-

o~ traction et protfder 1'intimité du patient. Prenez place 3 citf du

mtie!rt . ) ™

(c) Utilisez un crayon ou stylo 3 bille pour remplir'le questionnaire. Il°
est important de poser les en adoptant une attitude cbjectiye
et neutre. Ne laissez pas vos tspersormelsouvosvaleurs
intervenir dans le score attribu& ou les faits rapportés.

A4

" (d) Lisez les questions telles w'écribes A
(e) Score: lezlaréponseammpriée. 0,1 u 2. Alafindechaque
7 section, tiornez le nambre total de 0, 1 et 2. Qaandlequesti

* naireestccnplété indiquezcesctﬁ.ffressurlapreniérepagede
feuille d'évaluation et, ensuite, additionnez ces totaux.

(£) Aprds avoir compléts le qtgstimna:.re du patient, quittez le patient. En-

110

5

suite, répondez aux questions de la dernidre page intitulée "Questionnaire

de 1'é&valuateur”. Faites-le imm&diatement aprs avoir quitt# le patient.

€] Veuillezlaissertmxteslesfeulllesaupostedesinfimiéresoﬁjirai
. les chercher.

Merci beaucoup de votre collaboration dans cette recherche.

AT TOSEN T, DO AbE0TE
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ar ~/ PN .

{  GERTATRIE: EVALUATION EN READAPTATION DU POTENTIEL

o < -~

P e @
- L 4

Nom du patient

Diagnostic médical

[

Date d'admission

v Age

2 . l Unité -

'incapacité

,  Sexe dﬁhpatient

GERP: Date de ﬁ*évaluation

{ Nom de 1l'interviewer

Profession

N

3 SCORE

Section A:.
‘Section B:
Section C:

/f“*
‘Section D:

W

Sociale et Economique

5 items

Fonction motrice
10 items

Sens
5 items

Psychologie
5 items

Total .

N



Section A: Ressources sociales et &conamiques _
Questicns 1 2 » 3 4 5
‘Score 0 satlsfalsaixt catpétleggd' bon 3,4, a5 oul {3 oui; 1 non

1| Toatacies s‘mj;“passable 2 oui; 3non |2 oul; 2 non
2 inadfquat aucun #;r)/mér'iiocre 1l oul; 4,5 noni3, 4 non

Pour camencer, je voudrais vous poser quelques questions sur votre danic:.le,
revenus et situation familiale.

5.

ENVIRCNNEMENT: Avec votre condition physique, est-ce que
votredcmimleestsatlsfaisantpo\mvwspemettredy
retourner en termes d'obstacles architecturaux’ (cama trop
a' escaliers)

te, support mineur, ou pas

REVENUS: Est: que vos revenus sant bons, passables, ou
médiocres au

STVIE DE VIE: A des activités suivantes avez-vous
avant de venir 2 1L'hdpital ?

Activitfs: répondez oui cu non -
= sociales 2 la fmaison; visites, amis, etc..
=~ extfrieures: cinfma, aller au restaurant,
v famille...
-degm:pe &glise, clubsh, personnes Sgées..
- physiques: marche, sports, bowling....
~ mentales: cartes, bingo, artisanat....
Evaluez:
le style de vie sociale et de contacts sociaux.

oul!non

COMPORTEMENT SOCIAL: Est-ce que le patient
- pergoit les autres d'une manidre normale ?
- a de bons rapports avec les autres ?

- répond aux autres quand on lui parle ?

- camence la conversation avec les autres ?
Evaluez:
lepauentpoursmcarportatentsocialdans
le contexte hospitalier.

SCORE

o] 1] 2
0] 1] 2
‘ol L) 2
o] 119 2
o] 1§ 2

-

-

112,
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| , N
e ——— .
Section B: Fonction Jotria
A
[ QGestions 6a 12 13 14_ 15
s o - assistance accidents
Score 0 |indSpendent: presque normal | oud: rarement aucune
; efficace 5 ou plas| si jamais
supervision, aide .
o 1 |assistance: physique, direction ?“;'4 i:.:cideni;‘a une autre
- ‘ instruction . v : occas \
assistance maximum B souvent ou
2 |dSpendent:: ion & tous les | non: | pas de plus
d'activités- 5 au plug| contrdle’ d'une
Maintenant, je vais vous quelques questions concernmant vos activités N
de la vie quotidierne. . °
ACTIVITES DE LA VIE QUOTIDIENNE: - - D
Avant de venir 3 1'hdpital, cament faisiez-vous les activitfs suivantes:
&tiez-vous capable de f 1'activit® indfpendamment, avec assistance ou
&tiez-vous dépendent ?
. SQORE
v 6. MANGER, se nourrir, utilisation d'ustensiles - o 1| 2
' 7. BAIN, se laver, hval'lno,dmche,ous'éponge.r . 0} 1} 2
8. S'HABILLER, y campris les souliers, manteau, etc - ! 0 1|=2
9. m@mm:,m,seraser,qunage, etc. . 0] 1 2
¥ '10. ALLER A IA TOILETTE: s'asseoir, se lever, tirer la chasse o 1} 2
‘ 11, TRANSFERTS: monter et.descendre du lit, chaise, etc. 0| 1] 2
— 12. - . o 1] 2
fauteuil rou.lam/ - A
13, 2z |oul [non
..... 1
=
: 3
5 '
6
7 L3
0| 1! 2
14.
. 0] 1] 2
"15. AUTRES MALADIES: Avez-vous d'autres maladies que celle pour
Taquelle vous etes t& actuellemen}, qui affectent votre
bien-8tre ? ( , respiratnire ?) . 0111 2
V- | ; . TOTAL f ’
' o 1
2 ’ v / -




- 3

Id

&

»Section C: Sens .
Questions 16 - 17 18 - 19 20
Score 0 apparemment narmale satisfaidante faible

L- qnlquepeu'affaiblie moyenne . modérée
2 extrémement faible médiocre vive
.- . Maintmant, jevu:draisvwsposerquelquesquestimsausujetde
[ votre vue, oule, etmtresozganesdessens
. . —sE
- 16. VISIN: Coment est votre vision avec ou sans
’ lunettes ? (score 2 si, aveugle ou
partiellement aveugle) 10 20 -
17. QUIE: ' Coment est wotre oule, avec ou sans -
auditif ? ( score 2 si, sourd
3 toutes fins pratiques). 0 2
. :
18. QIMJNICM'IQJ De quelle fagon parvenez-vous . ‘
o expliquervosbesoinsamgamg? 0 2
19. OOMPREHENSION: Evaluez.le patient pour sa i
sur ce que vous lui can-
0 2
z—vous de la douleur qui
vos activités quotidiennes ou
? Si oul, est-elle o
} modérée, vive ?2 0 2
-
TOTAL

57

e et
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*Section D: Psychologie et cognitive
Pl [ - -~
Questions 21 - 22 23 24 25
T ] aucune petits :
Score 0 bonne difficults changements grande
certaine - ' &
i 1 eassab]& AL EFicul tE mEdium mod&rée
. de :
2 médiocre Al FFicults grards ‘ basse

Maintenant, je voudrais vous poser quelques questions en génfral

4 e ——————

21. . ORIERVTATIONS (amcdate,tetpsetplace)
Quel est le nom de cette place,? A quel
L mois sammes-nous ? jour de la semaine,
. année ? 0}j1]2
\ N 1}
22. MAMDIRE: (récente cu passée) -
e Quel est votre numfro de t£léphone ? Quel
v, était le nom de votre mdre ? REpEtez
< cette séquence de chiffres 83471 ° 0f1¢2
C N '
\23. CONCENTRATION: ‘(attention, durée) A quel degré &tes-
\ vous capable de vous concentrer sur une
\ , activitépmrl’accmpu.rmlapprmdm? 0§12
24\ smx:émwmu:.: Voyezdvops’d'es gﬂxﬂs,ncyens ou petits
\ ~ ., pchangements dans votre hameur, tempéra- . ‘
\ ﬁ nmtetperéonnalitéinfluermrvotre
VN fonctionnement ? . 0112
. - & | :
\mmmm (auto-initiation) . E
\ / Est~ce que votre motivation est grande,
‘ nndérég’mbassecmcenmtvotreczpa— -
cité de vousnemn:eravotre:.mapacité? 0§12
" ’ - : —
\ , ‘ . TOTAL
J'ai\mede.m:.érequesta.mavwsposer Cancernant votre bien-8tre
et santf, quels vd3 socuhaits persanels, besoms,ou:.rquiétudes
q\nndvousqui cet hbpital ?
YA .
\4{ o +

Ceca.estlfnfm«delentrevm ,Merc:.infin.inentdevottecollabomt:.m A

bientst. .
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APPENDIX E

PHYSICIAN'S RATING SCALE FORM
(English and French)
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" HOPTTAL SAINT-LUC
. MONTREAL 1982

§

Germtologyksearch?roject S\:pportedbyagrantbythe
Charles E. Merrill Trust s

m toiPhysician :

Dear Doctor;

'marﬂcyouforagreeingtopazticipateigthegermtologyreseamh
project at Hopital Saint-Luc.

e

-~

"Ywarereqpested;osee

. Patient's name '

)
ward ~ room number bed number

within the next 7 days. Use ydur conventinal methods of investigation in

‘ordertomakeajudgnentofw!-eterormtthispatienthasrehabllitauon

‘potential. "

'Ple;;fillintlnquestims'beldlardretunthispapertothe;mrses

'ﬂnankyﬁuforyu:rcooperatiminthisproject.

!

Barbara Rosenthal,, Occxmatmnal Therapist

1. Statethetinetakenf&_ycure(anmxatim_of‘the patient ,

R .

el . ) . time in minutes X
2, Usingthéfollwingscales-, ci::cle‘themmberdntbestékmsywr'
evaluation of the patient's rehabilitation potential.

1 , 2 3 4 5
(1, lowest score) . (5, highest score) )
poor or no Patient has definite
rehabilitation ~ rehabilitation po-
potantial. . tential, .should
, : benefit.
T
o
3( , v
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MONTREAL °© 1982 : ,

RECHERCHE EN GERIATRIE SubventionnSe par la .
) Fondation Cherles E. Merrill

Cher docteur,

Merci de consentir Apartlciper 3 la rechercheen
génatr:.e a 1'}Bpital Saint-Luc. \

chsetespu:iédevoir

k4

nan du patient nunéro de chambre it

d'ici: les sept (Zk=prochains jours, wveuillez utiliser vos m&thodes con-
ventionnelles de recherche afin de pouveir juger si oui ou non ce patient
ppssdde un potentiel de réadaptation.

Veuillez avoir 1'ob1113eance de remplir les deux ques- . .
tions ci-dessous et retourner cette formule au poste des infirmidres. -
v
Mexcidevotrecollaborat:mdansceprojetderecherche

BARBARA msmmm;W_

1. En utilisant 1'échelle suivante, encerclez le chiffre qui correspond
le mieux, d'aprés vous, 3.l'&valuation du potentiel de réadaptation

du patient.
T 7 3 7 Y
( 1 = score le plus bas ) "+ 7 (5 = goore le plus &levé ) PR
aucun potentiel de ré&adap- définitivement un potentiel,
tation. - devrait profiter des traite~
ments,

2. 'Coambien de temps a-ft—il' fallu pour arriver 3 cette décision ?

temps en minutes

.
‘A
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HOPITAL SAINT-LUC

1058 .rue Sant-Ders ,Montreal, Quebec. H2X 3J4 Tel 285-152% °

-

QONSENT FORM

. A research project is being undertaken at Hopital Saint-Luc
sumortedby.algrantfmnttadmrlals.hhrriu'rnmt. The objective
ofaﬁsmfummmmem@mpeopleinmmimwsee&f
they have potential for rehabilitation services. This will be done ;
ttm:ghaqmtia;m;.regivmbypmfessiaalsmﬂdnqintmrbspital.
Inthisway,paﬁimtsneedingthisreferralwillbegivend\e
cpportunity to receive treatment. ’ ‘
'mesa‘ccessofthe?mjectdepmsupmyc\mpuﬂcipatiop. This
ismyIamaskingyourpgmissimtobepartofthismseard\. You
can be assured that the information cbtabhed will be kept ccfffidential.
Your name will not appear. Minfonmﬁmwillbeuse;iforprogm
plamning, clinical education and further research.

'I‘harﬂcyouforymrl'élpinthisstudy.
fﬁ

Barbara Rosenthal, Occupational Therapist

. .

N

I am willing to participate in this study. -, \

. /
X ' » @

' d

- * ; /
Centra Hosptaker atfie a fUnwversite de Montreal N

' ' \ e,
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HOPITAL SAINT-LUC

1058 rue Sant-Dems Montreal Quebec H2X 3J4 Tel 285-1525

FORMULAIRE DE CONSENTEMENT - -

Un projet de recherche est entrepris par 1'HBpital
Saint-Luc gr3ce 3 une subventibn de 1a Fondation Charles E. Merrill. Le
but principal de cette étude est d'évaluer le_azlentiel des pérsonnes 3gées
-pour }:?JEerices de readaptation de cet hopital. Cette recherche se fera
au moyen d‘uq questionnaire remis par des professionnels de -1a santé tra-
vaillant 3 1'hOpital. De cette fagon, les patients ayant besoin de cette

recommandation auront -la possibiiite de recevoir des traitements.

) La réussite d'un tel projet repose essentiellement -
sur 1'apport de votre collaboration. C'est 1a raison pour laquelle je de-
mande votre permission de faire partie de cette recherche. Vous pouvez &tre
assuré que 1es'informations obtenues seront tenues sous le sceau de la con-

fidentialité. Votre nom n'appdra*tra nulle part. Les informations recueiliies
ne seront utilisées que pour des fins de planification de programmes, éduca-
tion clinique, et recherche future. ‘ ‘ .

Merci de votre collaboration.

J'accepte volontiers de participer 3 cette &tude.

NOM DATE \ /
Centre Hospitaer athiie a |Universite de Montreal




