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Abstract
Background Researchers in the Netherlands proposed the Pillars for Positive Health (PPH) as a broadly 
encompassing health definition to support more realistic and meaningful care planning for people living with chronic 
disease and other life-long health conditions. The PPH was subsequently converted to the My Positive Health (MPH) 
spider web visualization tool. This study sought to identify opportunities for more person-centred care planning at the 
point of care in home care, using the MPH tool as a framework to link comprehensive assessment and dialogue-based 
goal-setting.

Methods A modified eDelphi method was used to conduct domain mapping with a purposively sampled expert 
panel (n = 25). The panel consisted of researchers, health care providers, older adults and caregivers. A two-stage 
eDelphi process was conducted, with each stage consisting of three survey rounds. In the first stage, participants 
were asked to map 201 elements of the interRAI Home Care (interRAI HC) comprehensive assessment tool to the 
six MPH domains or “No pillar of best fit”. The second stage focused on identifying opportunities to adapt or expand 
comprehensive assessment as it relates to the MPH domains.

Results In Stage 1, 189 of 201 elements reached consensus in domain mapping. These included: 80 elements for 
Bodily Functions, 32 for Daily Functioning, 32 for Mental Wellbeing, 24 for Quality of Life, 10 for Participation, and 
1 for Meaningfulness. Ten elements were identified to have no pillar of best fit. The 12 elements that did not reach 
consensus in Stage 1 formed the basis for Stage 2, where expert panel participants proposed four new assessment 
elements in Meaningfulness and Participation and 11 additional descriptors across the six MPH domains. Of these, 
two elements and nine of the 11 descriptors reached consensus.

Conclusion Findings show that elements of the interRAI HC are oriented toward the physical, functional, and mental 
health domains. Consequently, complementary assessment elements and/or tools may be needed to support 
comprehensive assessment of ‘Meaningfulness’ and ‘Participation’ in person-centred home and community care. 
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Background
How we define health has significant ramifications for 
care delivery across different settings [1]. The World 
Health Organization’s (WHO) definition of health as 
a state of complete physical, and social wellbeing, and 
not merely the absence of disease [2], is one of the most 
commonly referenced definitions [3]. Promulgated at the 
founding of the WHO in 1948 [2], its decision to include 
mental and social dimensions as integral components to 
healthy functioning, thus broadening the lens through 
which health was viewed, was at the time considered pio-
neering [4]. At present, however, the definition’s focus 
on completeness appears incongruous with current epi-
demiological realities related to chronic disease [5, 6]. 
For individuals managing chronic health conditions, 
the WHO’s definition does not provide a person-cen-
tred goal on which their health needs could be assessed. 
For the purposes of this study, being person-centred 
is defined as an approach to health and healthcare that 
seeks to promote dignity and respect, information shar-
ing, participation in decision making and collaboration 
with healthcare stakeholders in the development, imple-
mentation and evaluation of healthcare delivery [7]. For 
health systems to plan and deliver services tailored to the 
unique needs of individuals, a person- and goal-centred 
definition of health is needed [6].

Recognizing the limitations of the WHO’s health 
definition, a multidisciplinary group of international 
healthcare experts attending a two-day conference in 
the Netherlands explicated a new vision of health that 
acknowledges its dynamic nature and underscores the 
individual’s ability to adapt to changing health states [8]. 
Health was subsequently conceptualized as “the ability to 
adapt and to self-manage” at the two-day conference [4]. 
This definition was later operationalized into six measur-
able dimensions – Bodily Functions (i.e., concepts relat-
ing to the physiological systems of the body e.g., physical 
functioning, pain, health symptoms etc.), Daily Func-
tioning (i.e., concepts relating to an individual’s ability to 
perform basic and instrumental activities of daily living), 
Societal Participation (i.e., an individual’s involvement 
or connectedness to community or society), Quality of 
Life (i.e., concepts relating to an individual’s overall per-
ception of and satisfaction with how things are in their 
life), Meaningfulness (i.e., concepts relating to an indi-
vidual’s quest to find purpose or seek meaningful con-
nections) and Mental Wellbeing (i.e., concepts relating to 
an individual’s mental and emotional wellbeing) – with 

32 sub-dimensions [8]. This broad operational categori-
zation was termed the Pillars for Positive Health (PPH) 
framework [8]. While the PPH framework is widely 
known and has been used in home and community care 
practice in the Netherlands, to the best of our knowledge, 
it has not been previously used in peer-reviewed home 
and community care research.

Home and community-based care provides an optimal 
backdrop for the implementation of a broader concep-
tualization of health. Persons receiving home care ser-
vices have complex needs, often having multiple chronic 
medical conditions complicated by functional impair-
ments and social frailty [9, 10]. Available evidence dem-
onstrates that most older adults prefer to live, age, and 
receive care at home [11, 12], however a range of medical, 
functional and social factors can influence the need to 
transition to facility-based care [9, 13, 14]. Furthermore, 
goals of home-based care focus on promoting, maintain-
ing, or restoring health while maximizing independence 
and minimizing the effects of disability and illness [15], 
thus necessitating a more comprehensive understand-
ing of preferences, strengths and needs. The PPH frame-
work, given its robustness, practicality, and ability to 
reflect current epidemiological realities, may be particu-
larly well-suited to guiding the point-of-care assessment 
approach in home and community care.

Comprehensive assessment of client needs has been 
demonstrated to be an integral part of the care plan-
ning process in home care, as it supports the collation of 
health information which is used to develop individual-
ized, person-centred plan aimed at improving overall 
health outcomes [16]. A recent scoping review identified 
that several comprehensive assessment tools have been 
developed to support holistic care planning in home 
care, including the interRAI HC [17]. However, findings 
from a recent survey showed that point-of care use of the 
interRAI HC may not align with intended use, including 
supporting care planning efforts within the home care 
sector in Ontario, Canada [18]. Reasons for this are not 
well understood, but it is plausible that the robustness of 
the interRAI HC from an assessment and documenta-
tion perspective, could make the process challenging for 
both the assessor and the client [18]. When utilized as 
designed as a tool to support care planning, client-level 
outcomes have been shown to improve [19].

An evidence-based approach to the successful inte-
gration of comprehensive assessment tools in the care 
planning process in home care is through the process 

Additional descriptors may also be needed to aid communication regarding the understanding and application of 
MPH domains.

Keywords Home care, Comprehensive assessment, eDelphi, Health definition, Holistic health, interRAI, Person-
centred



Page 3 of 19Fowokan et al. BMC Health Services Research         (2023) 23:1268 

of dialogue-based goal setting [20–22]. In a recent par-
ticipatory research study on integrated care planning in 
home care, the PPH framework was recommended as a 
tool to guide the implementation of a person-centred, 
dialogue-based goal setting approach to care planning 
[23]. These findings guided leaders at a large Canadian 
home care organization to adopt the PPH framework 
as a definition of ‘life care’ – a person-centred principle 
of care that recognizes that the needs of people in com-
munity health care settings extend beyond physical and 
functional domains [23]. The PPH’s dimensions and sub-
dimensions were subsequently converted to the My Posi-
tive Health (MPH) tool to support use in practice [24]. 
The MPH tool has the potential to support meaningful 
dialogue between point-of-care providers, older adults 
and caregivers and support the integration of life goals 
into the plan of care in community settings [23].

The overall goal of this study was to identify opportu-
nities to facilitate more person-centred care planning 
at the point-of-care using the MPH tool as a framework 
to link comprehensive assessment and dialogue-based 
goal setting in home care. Specifically, the study aimed 
to: (1) map the elements of a standardized comprehen-
sive assessment tool mandated for use in Ontario home 
care onto the six domains of the MPH tool, (2) identify 
opportunities to adapt or expand the MPH tool based on 
unmapped items from the comprehensive assessment, 
and (3) identify opportunities to adapt or expand com-
prehensive assessment to support life care, as defined by 
the MPH domains.

Methods
Study design
We used a modified eDelphi method for this study. The 
Delphi method was developed by the Rand Corpora-
tion and first described in a paper by Dalkey and Helmer 
(1963) [25]. The method adopts a systematic approach 
to consensus building by means of iteration with con-
trolled feedback of the group’s opinion and the aggrega-
tion of responses to address differing viewpoints [26, 
27]. The Delphi technique employs the use of quantita-
tive and qualitative methods (mixed-methods design) 
to collect and analyze information from participants. 
Typically, a Delphi study is conducted through the fol-
lowing processes: (1) Identify an expert panel based on 
an established eligibility criteria [26, 28, 29]; (2) Develop 
a questionnaire containing elements that the expert 
panel are required to vote on or rate [27]; (3) Establish 
a consensus criteria by which level of agreement will be 
decided prior to commencement [30–32]; (4) Provide 
participants with anonymized summaries of the find-
ings after each Delphi round, including participant’s own 
score or ranking, allowing participants to evaluate find-
ings within the context of group responses [27, 29].

Two modifications to the traditional Delphi method 
were employed for this study. First, due to the geographi-
cal spread of the prospective expert panel as well as con-
siderations for social distancing during the pandemic, the 
survey was conducted online using an eDelphi approach. 
Additionally, because the initial idea generation phase 
was replaced with pre-existing information (e.g., inter-
RAI HC elements and MPH domains), this study was 
considered a modified eDelphi study. We conducted the 
eDelphi study over two stages. Stage 1 addressed objec-
tive 1, and Stage 2 addressed objectives 2 and 3.

Delphi participant recruitment
Non-probability purposive sampling combined with 
snowball sampling [33] was adopted to recruit interna-
tional experts who self-identified as fluent in English and 
familiar with the interRAI suite of assessment tools, com-
parable comprehensive assessment tools and/or the MPH 
framework. The process began by identifying names of 
individuals with the following perspectives: researcher, 
health and social care provider, older adults with inter-
est or experience in home and community care and/ or 
caregivers. For those in the researcher, health, and social 
care provider groups, the study team first compiled a list 
of individuals within professional networks who met the 
recruitment criteria described above. These individuals 
were then sent a recruitment email with detailed infor-
mation about the study from a member of the study 
team who had no prior working relationship with them. 
Those interested in participating in the expert panel were 
asked to reply to the recruitment email to communicate 
their interest in participation. For individuals in the cli-
ent and caregiver groups, representatives of known older 
adult and caregiver support groups were contacted with 
detailed information about the study, asking interested 
parties to contact a member of the study team. Familiarity 
with the interRAI HC and/or the MPH tool was defined 
as firsthand experience with the interRAI HC assessment 
process in their capacity as clients or caregivers. Con-
sent was obtained from participants electronically prior 
to the start of the first eDelphi survey. Participants who 
completed all stages of the eDelphi study were offered an 
optional $50 gift card as an honorarium.

Stage 1
The first stage consisted of three survey rounds and 
sought to address the first study objective—to map 
the elements of a standardized comprehensive assess-
ment tool mandated for use in Ontario home care (i.e., 
the interRAI HC assessment) onto the six domains of 
the MPH tool. All surveys were conducted online using 
Qualtrics software (2021; Provo, UT).
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InterRAI assessment
interRAI (www.interRAI.org) is a not-for-profit net-
work of more than 135 researchers, clinicians, and policy 
experts from over 35 countries focused on the develop-
ment and application of comprehensive assessment, 
screening, and care planning systems that identify and 
respond to the needs of vulnerable persons of all ages 
across the continuum of care. With over three decades 
of research experience resulting in over 1400 scientific 
publications, interRAI has developed assessment systems 
that have been adopted on a large-scale basis internation-
ally across multiple settings including home and com-
munity care, long-term care and both community and 
in-patient mental health [34, 35]. Across Canada, inter-
RAI tools have been mandated for use in home care and 
long-term care and, in the Province of Ontario, in in-
patient mental health as well as community support ser-
vices [36–38].

The interRAI HC assessment is part of the interRAI 
suite of assessment tools and is used to evaluate the care 
needs of home care clients [39]. The reliability and valid-
ity of the interRAI HC assessment tool has been estab-
lished internationally [40–42]. The interRAI HC contains 
more than 300 elements used to assess the needs of home 
care clients across a range of domains to support care 
planning and monitoring efforts [39].

It is important to note that the interRAI HC manual 
recommends the adoption of a dialogue-based approach 
to the use of the interRAI HC as an assessment tool, thus 
aligning with the overarching study goals [43]. However, 
the outlined study goal seeks to provide a clearer, more 
accessible way to facilitate this, given known barriers to 
adoption cited previously. After detailed review of the 
interRAI HC, study investigators flagged 201 assessment 
items across 19 of 20 assessment categories that sought to 
directly assess an individual’s health status and excluded 
elements relating to identifying information, specific 
medication details or those deemed not directly relevant 
or tangential to the assessment of individual health status 
[43]. Assessment elements for expert panel consultation 
were then defined for ease of interpretation outside of the 
assessment context (see Table 1 for examples).

Data collection
In the first survey, participants were presented with 
detailed information about the study, including study 
objectives, information about the interRAI HC and an 
image of the MPH tool that included descriptors for 
each of the six MPH domains (i.e., Bodily Functions, 
Daily Functioning, Societal Participation, Quality of 
Life, Meaningfulness, and Mental Wellbeing) [24]. Par-
ticipants were then asked to match each of the inter-
RAI HC assessment elements with one of the six MPH 
domains they deemed to be of best fit. A “No Pillar of 

Best Fit” option was also provided for assessment ele-
ments panel members determined to not fit into any of 
the six MPH domains. Consistent with best practices for 
Delphi studies, consensus was defined a priori and was 
set as 70% or greater agreement [31, 44, 45]. In each suc-
cessive survey round, elements that reached consensus 
were documented and removed from the survey and par-
ticipants were invited to respond to the survey again. To 
facilitate consensus-building, participants were provided 
with a summary file following each round that contained 
their individual responses and the summary of the over-
all expert panel responses from the preceding round (see 
supplemental file 1 for sample Stage 1 report). Each stage 
of the study was restricted to three rounds in line with 
Delphi best practices for consensus determination [46, 
47].

Stage 2
The second stage focused on identifying opportunities 
to adapt or expand the MPH tool based on unmapped 
items from the comprehensive assessment and identi-
fying opportunities to adapt or expand comprehensive 
assessment to support life care, as defined by the MPH 
domains. This stage was also conducted over three survey 
rounds.

Data collection
In round 1 of the second stage, MPH domains that were 
considered underrepresented by interRAI HC elements 
(defined a priori for this study as domains reflecting less 
than 1/12th of the total interRAI HC element list) and 
interRAI HC elements that did not reach consensus after 
stage 1 were considered. Participants were asked to pro-
pose suggestions for additional assessment elements and/
or domain ideas. Panel responses on proposed new MPH 
domain ideas and assessment elements were then com-
piled and in survey round 2 participants were asked to 
rate their agreement with their inclusion using a 5-point 
Likert scale (i.e., 1- Strongly Disagree, 2- Disagree, 3- 
Neutral, 4, Agree, 5- Strongly Agree). As in Stage 1, con-
sensus was defined as proposed MPH domain ideas or 
assessment elements rated 4 or greater by 70% or more 
of the Delphi participants. In round 3, after removing ele-
ments that reached consensus in round 2, participants 
were invited to respond to the survey again. To facilitate 
consensus-building, participants were provided a sum-
mary of findings from the previous rounds to inform 
their decision.

In both stages, the link to the survey was sent individu-
ally to each participant by email. Participants had three 
weeks to complete each survey. A reminder was provided 
to each participant who had not completed the survey 
after every seven days (i.e., days 7, 14 and 21). Individu-
als who did not complete the survey after the three-week 

http://www.interRAI.org
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period were considered to have opted out of the process 
and were not invited to participate in subsequent rounds.

Data analysis
Analysis of Stage 1 surveys
Descriptive statistics (i.e., means and standard deviations 
for continuous variables and percentages and frequen-
cies for categorical variables) were used to describe the 
demographic characteristics of eDelphi participants. 
To compare the demographic characteristics of eDelphi 
starters and completers, independent t-tests for continu-
ous variables and chi-square analyses for categorical vari-
ables were conducted.

After each survey round in Stage 1, descriptive statis-
tics (percentages) were used to summarize the distribu-
tion of responses for each assessment element matched 
to the MPH domains, and to identify elements that 
reached consensus after each survey round. Modes were 
used to identify the most frequently occurring response 
option for each interRAI HC assessment element.

Analysis of Stage 2 surveys
Qualitative data from survey 1 of Stage 2 regarding expert 
panel suggestions for additional assessment elements and 
additional MPH domain ideas were categorized themati-
cally using Microsoft Excel for Microsoft 365 MSO ver-
sion 2202. To enhance the reliability of this exercise, this 
process was conducted by AF and independently verified 
by all co-authors, first through asynchronous review, and 
then in a consensus-building meeting.

For surveys 2 and 3 of Stage 2, descriptive statistics 
(modes and percentages) were used to summarize panel 
members agreement ratings for additional assessment 
elements and MPH domain ideas and to identify sugges-
tions that reached consensus after each round.

Results
Forty-seven experts responded to the study recruitment 
email and were sent the link to survey 1 of the eDelphi 
study. Of those, 39 expert panel members completed the 
first survey and provided demographic information. In 
total, 25 expert panel members completed all six rounds 
(two stages) of the eDelphi study (Fig.  1). Demographic 
information describing characteristics of study starters 
and completers is provided in Table 1. No significant dif-
ferences in demographic characteristics were observed 
between expert panel members who started and those 
who completed the full study (p > 0.05). Expert panel 
members included 33 females and 6 males represent-
ing a broad range of age groups: 31–40 (n = 9), 41–50 
(n = 6), 51–60 (n = 6), 61–70 (n = 10), 71–80 (n = 7) and 
81–90 (n = 1). A total of 22 experts identified with the 
researcher/health care provider perspective while 17 
identified as caregivers and/or older adults. Geographic 

distribution of eDelphi participants are included in 
Table 1.

Stage 1 results
Round 1 survey
Thirty-nine out of 47 (83% response rate) individuals 
who agreed to be part of the expert panel by email com-
pleted the first survey. In round 1 there was consensus on 
84 (41.8%) of the 201 interRAI HC assessment elements 
among the expert panel members. Of these, 46 (54.8%) 
interRAI elements reached consensus in the Bodily Func-
tions domain, 15 (17.9%) in Daily Functioning, 10 (11.9%) 
in Mental Wellbeing, 7 (8.3%) in Quality of Life, and 6 
(7.1%) in Participation. No interRAI HC assessment ele-
ments reached consensus in the Meaningfulness domain 
or in No Pillar of Best Fit.

Round 2 survey
In round 2, expert panel members were presented with 
117 non-consensus interRAI HC assessment elements 
from survey 1. Thirty-six out of 39 (92% response rate) 
expert panel members completed survey 2. Forty-nine 
(41.9%) of 117 assessment elements reached consen-
sus across expert panel members. Of these, 18 (36.7%) 
elements reached consensus in the Bodily Functions 
domain, 13 (26.5%) in Mental Wellbeing, 6 (12.2%) in 
Quality of Life, 5 (10.2%) in Daily Functioning, and 2 
(4.1%) in Participation. Five (10.2%) elements reached 
consensus in No Pillar of Best Fit. No assessment ele-
ments reached consensus in the Meaningfulness domain.

Round 3 survey
In round 3, the expert panel were presented with the 
remaining 68 interRAI HC assessment elements which 
had not yet reached consensus. Twenty-eight of thirty-
six (78% response rate) expert panel members com-
pleted survey 3. Fifty-three (77.9%) of the 68 assessment 
elements were found to reach consensus. Of these, 
16 (30.2%) reached consensus in Bodily Functions, 12 
(22.6%) in Daily Functioning, 11 (20.8%) in Quality of 
Life, 9 (17.0%) in Mental Wellbeing, 2 (3.8%) in Participa-
tion and 1 (1.9%) in Meaningfulness. Five elements (7.4%) 
reached consensus in No Pillar of Best Fit.

Over the course of the three surveys conducted in 
Stage 1 of the eDelphi, 189 of 201  assessment elements 
reached consensus. Of these, 80 (39.8%) reached consen-
sus in the Bodily Functions domain, 32 (15.9%) in Daily 
Functioning, 32 (15.9%) in Mental Wellbeing, 24 (11.9%) 
in Quality of Life, 10 (5.0%) in Participation, and 1 in 
Meaningfulness (Fig. 2; a specific list of assessment ele-
ments that reached consensus is provided in Table  2). 
Ten (5.0%) assessment elements reached consensus in No 
Pillar of Best Fit, while 12 (6.0%) assessment elements did 
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not reach consensus in Stage 1 and formed the basis for 
Stage 2 of the eDelphi study (Fig. 2).

Stage 2
Round 1 survey
The expert panel members provided a range of sug-
gestions for potential assessment elements for the two 
MPH domains (i.e., Meaningfulness and Participation) 
considered underrepresented by interRAI HC elements. 
After coding, four main themes for each domain were 

identified from the suggestions provided by the expert 
panel. For Meaningfulness, the following additional 
areas for assessment were identified: “person has thriv-
ing social support networks or feels included as part of a 
community”, “person’s ability to volunteer, make positive 
impact in their communities, or feels part of something 
bigger”, “person practices mindfulness, is self-aware, or 
has a spiritual life”, and “person has goals and purpose 
(i.e., work, career, vocations, occupations)”. For Participa-
tion, the following additional areas for assessment were 

Fig. 1 Flow Diagram Presenting the Steps in the Delphi Consensus Process
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identified: “person’s social and demographic informa-
tion”, “person has thriving social support networks or 
feels included as part of a community”, “person’s ability to 
engage in activities of interest”, and “person’s emotional 
health and wellbeing”. Notably, one theme, “person has 
thriving social support networks or feels included as part 
of a community” was identified in both underrepresented 
MPH domains. Upon deliberation, the study team agreed 

to let the expert panel decide through the process of con-
sensus in subsequent surveys, as to which MPH domain 
the duplicated theme best fit into. Detailed information 
on suggestions provided by expert panel in each theme is 
included in Supplemental File 2.

The expert panel also provided a range of suggestions 
about potential new MPH domain ideas for the inter-
RAI HC elements that did not reach consensus in Stage 
1 of the eDelphi study. Upon detailed review and cat-
egorization by the study team, the suggestions provided 
appeared to be additional descriptors (i.e., the high-
lighted bullet points for each pillar in Fig. 3) for the exist-
ing six MPH domains as opposed to entirely new MPH 
domains. A total of 11 additional descriptors across the 
six MPH domains were identified: 5 additional descrip-
tors for Bodily Functions, 2 for Daily Functioning, and 
1 each for Participation, Quality of Life, Meaningfulness 
and Mental Wellbeing.

Round 2 survey
In round 2 of the second stage of the eDelphi study, a total 
of three suggested assessment elements reached consen-
sus. The expert panel agreed that “person has goals and 
purpose (i.e., work, career, vocations, occupations)” fit in 
Meaningfulness. Additionally, the panel agreed that “per-
son has thriving social support networks or feels included 
as part of a community” and “person’s ability to engage in 
activities of interest” fit in Participation.

Table 1 Characteristics of Delphi Expert Panel
Participant Characteristics Delphi Start-

ers (n = 39)
Delphi 
Completers 
(n = 25)

P 
value

Sex 0.947
 Female 33 (84.6%) 21 (84.0%)
Age Range 0.946
 31–40 9 (23.1%) 4 (16.0%)
 41–50 6 (15.4%) 4 (16.0%)
 51–60 6 (15.4%) 3 (12.0%)
 61–70 10 (25.6%) 9 (36.0%)
 71–80 7 (17.9%) 4 (16.0%)
 81–90 1 (2.6%) 1 (4.0%)
Perspective 0.729
 Researcher/Health Provider 22 (56.4%) 13 (52.0%)
 Caregiver/Older Adult 17 (43.6%) 12 (48.0%)
Location 0.883
 Ontario 33 (84.6%) 20 (80.0%)
 Other Canadian Province 5 (12.8%) 4 (16.0%)
 Outside Canada 1 (2.6%) 1 (4.0%)

Fig. 2 List of Assessment Elements that Reached Consensus by Specific My Positive Health Domain
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For the proposed additional descriptors, a total of 9 out 
of the 11 reached consensus for describing at least one of 
interRAI HC elements that were the subject of Stage 2.

Round 3 survey
At the end of survey 3, one additional proposed assess-
ment element reached consensus in Meaningfulness, 
while no assessment elements reached consensus in Par-
ticipation. The duplicated assessment item, which pre-
viously reached consensus in Participation in round 2 
(i.e., person has thriving social support networks or feels 
included as part of a community) also reached consensus 
in Meaningfulness in round 3.

At the end of round 3, 9 of the 11 proposed additional 
descriptors in Stage 2 reached consensus. This informa-
tion was subsequently used to recreate the MPH figure to 
incorporate the consensus additional descriptors (Fig. 4). 
A detailed summary of the list of proposed elements 
and additional descriptors for underrepresented MPH 
domains and non-consensus assessment elements are 
included in Supplemental File 3.

Discussion
This study explored opportunities to improve person-
centred goal setting at the point-of-care in home care, 
using the MPH as a framework to link comprehensive 
assessment and dialogue-based goal setting. Through 
a modified eDelphi process, investigators mapped the 
items from a comprehensive assessment tool mandated 
for use in Ontario home care to the six domains of the 
MPH and explored opportunities to adapt or expand 
comprehensive assessment elements and/or MPH 
domains. Findings from this study showed that 189 of the 
201 interRAI HC elements successfully mapped to the six 
MPH domains, with Bodily Functions, Daily Functioning 
and Mental Wellbeing being the most represented of all 
six domains. A total of 10 elements reached consensus 
in No Pillar of Best Fit, while the remaining 12 elements 
did not reach consensus. Similarly, additional assessment 
elements and MPH descriptors, considered important to 
health assessment and useful in clarifying the underly-
ing aspect of each MPH domain, were proposed. Taken 
together, these findings provide valuable insight into the 
potential for integration of the MPH framework with the 
interRAI HC comprehensive assessment tool to support 
more individualized and holistic care planning at the 
point-of-care in home care.

The expert panel reached agreement on mapping 94% 
of the assessment elements drawn from the interRAI HC 
to the six domains of the MPH. Furthermore, the panel 
did not identify any additional domains which should be 
added to the framework. This level of agreement high-
lights the potential use of this framework to help struc-
ture comprehensive and person-centred assessment #
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conversations around a broader definition of health, 
while building on existing international best practices in 
standardized assessment of home care client needs. Tak-
ing advantage of the MPH or comparable frameworks 
to provide a clear structure to guide a conversational 
assessment, care planning and goal setting approach, 
may facilitate the delivery of more individualized care 
which addresses the range of care needs across popu-
lation groups. An approach like this is aligned with the 
intended assessment approach outlined by interRAI in 
their assessment manuals but is not always seen in prac-
tice [18, 43].

There was a disproportionate mapping of assessment 
elements to the Bodily Functions, Daily Functioning 
and Mental Wellbeing domains, leaving MPH domains 
of Meaningfulness and Participation underrepresented. 
Participants were asked to suggest supplementary assess-
ment elements to address potential gaps in the Mean-
ingfulness and Participation domains. While the expert 
panel members proposed a range of suggestions, only 
two additional elements achieved consensus in both 
these domains. This may suggest that expert panel mem-
bers found it challenging to propose assessment elements 
in these domains or that members did not have a unified 

understanding or definition of Meaningfulness and Par-
ticipation, making it difficult to come to consensus. This 
is particularly evident given the duplicative assessment 
item which was proposed and reached consensus in 
both domains. These findings may also be reflective of 
the entrenched nature of the conventional bio-medical 
model of health across health and social care settings, 
thus placing limits on one’s ability to visualize health 
outside of known medically focused health domains 
[48]. The resulting outcome of interRAI HC assessment 
elements mapping most heavily to physical and mental 
health domains may also reflect a bias in participants 
towards assessment of health needs in areas where health 
and social care services may be available to address issues 
identified; however, future research is needed to confirm 
this.

Our findings are consistent with other comparable 
studies conducted in the older adult population. In a 
systematic review that sought to map the domains of 
67 commonly used assessment tools to evaluate frailty 
in older adults, it was observed that while all the tools 
included assessment elements in the biological domains, 
only nine tools included elements assessing social con-
nections and social support, despite known links on the 

Fig. 3 The My Positive Health Spider Web Visualization Tool with Descriptors
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importance of these factors towards the conceptualiza-
tions of frailty [49]. In another systematic review that 
used gap map methods to appraise the literature regard-
ing assessment of health and social support services to 
support functional ability in older adults, it was found 
that of 528 studies reviewed, only a few studies assessed 
domains such as social participation, financial security, 
ability to maintain relationships and communication 
[50]. However, most of the studies included assessed 
functional ability within domains related to physical and 
mental capacity such as mobility, mental function and 
neuromusculoskeletal function [50]. Consequently, there 
is a need for the development of new assessment tools, 
or the augmenting of existing assessment tools to ensure 
the propagation of a holistic, person-centred model of 
care planning, particularly for older adults whose health 
needs tend to be complex and multifaceted.

Clinical implications
This study has implications for comprehensive care plan-
ning in home and community care. As demand rises for 
models of care that support more integrated health and 
social care service delivery [12], comprehensive and per-
son-centred care practices are necessary to maximize 

needs-based care opportunities. Findings from this study 
indicate that the interRAI HC tool supports a full inves-
tigation of physical and mental health, but complemen-
tary assessment elements and/or tools may be required 
to support assessment of ‘life care’ according to the MPH; 
namely Participation and Meaningfulness domains. 
It is important to note that the MPH was not designed 
through a clinical assessment lens, which often priori-
tizes definitive inclusion criteria for each domain that is 
to be assessed. Results suggest that to support integra-
tion of an expanded definition of health into existing care 
planning practices, additional descriptors for each MPH 
domain may be needed to enhance understanding, inter-
pretation of and differentiation between the MPH for 
providers, older adults, caregivers and researchers. For 
example, one of the suggested assessment elements in 
Stage 2 of the eDelphi method reached consensus in two 
MPH domains. Additional research is needed to explore 
further delineation opportunities among the domains.

Next steps for this research will involve co-designing 
tools and resources to support dialogue-based compre-
hensive assessment and goal setting around ‘life care’ 
needs. The co-design work will be completed in partner-
ship with home care clinicians, leveraging study findings 

Fig. 4 Expanded My Positive Health Image to include Phase 2 Findings
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to integrate the interRAI HC, MPH domains, additional 
descriptors and complementary assessment tools into 
a person-centred care planning process at the point-of-
care in home care.

Strengths and limitations
While the MPH allowed us to categorize the interRAI 
assessment elements within holistic health domains, 
it should be noted that the MPH was developed in the 
Netherlands using the Dutch language and later trans-
lated to English. It is possible that aspects of the Dutch 
language could contain words that cannot be adequately 
translated into the English language leading to potential 
biases. While we sought to recruit participants with first-
hand experience of the interRAI HC and/or MPH frame-
work, there were no formal inclusion criteria to ensure all 
participants were starting with the same knowledge base, 
which may have influenced the study findings. As the 
majority of our expert panel members were from a single 
Canadian province, the generalizability of study findings 
may be limited, given differences in how care is deliv-
ered across provinces and across countries. However, 
as the interRAI HC is used across Canada and in sev-
eral countries, there is potential to validate this mapping 
exercise in other jurisdictions using similar methods. The 
strengths of this study include use of the Delphi method, 
which allowed for the engagement of a diverse group of 
experts across a range of perspectives critical to person-
centred care planning in home care – older adults and 
caregiver, health and social care providers, and research-
ers. Another strength of this study is that the findings can 
be adopted to potentially expand the clinical utility of the 
interRAI HC at the point-of-care, building on existing 
and mandated standardized comprehensive assessment 
practices in Ontario and elsewhere.

Conclusion
Using an eDelphi approach which included experts with 
a range of perspectives, we found that most interRAI 
HC assessment elements mapped onto MPH domains 
representing physical and mental health, with domains 
representing social needs like participation and meaning-
fulness agreed on to be underrepresented by assessment 
elements. This led to the proposal of new assessment 
elements and domain descriptors to expand the scope 
of comprehensive assessment and provide greater clar-
ity between the domains representing ‘life care’ needs 
through an expanded definition of health. These findings 
will be used to co-design a dialogue-based approach to 
comprehensive assessment and goal setting around ‘life 
care’ needs that has the potential to optimize the care 
planning process for older adult clients, caregivers and 
home care providers through a more person-centred 
lens.
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