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User Guidelines for the Job Aid 
Putting It All Together: RAI-MDS© and P.I.E.C.E.S.TM Integration 

I. Introduction 
 

For successful RAI Implementation, a fully integrated RAI practice environment is necessary. Streamlining 
business processes and avoiding duplicate assessments was identified as a critical contributing element to 
this success. In the spring of 2008, the Long-Term Care Homes Common Assessment Project (LTCH CAP) 
launched a streamlining initiative in the LTC Homes. The intent of this initiative was to enable business 
process changes that would reduce assessment duplication thus promoting a leaner assessment 
methodology and improved workload efficiency and effectiveness.  
 
With the success of this streamlining initiative, it was no surprise when the LTC Associations, on behalf of 
the LTC homes, requested that the RAI-MDS and P.I.E.C.E.S. Framework be investigated for potential 
streamlining of assessment and/or integration of the assessment processes.  

 
As a result of this request, a working group, comprised of researchers, clinicians, and other stakeholders 
along the continuum of care was called together. The group membership was based on the following 
requirements:  
 Recommendations for integration and/or replacement of scientifically-based assessments require the 

expertise of researchers  
 Integration of the assessment instruments requires that the researchers and clinicians have a mutual 

understanding of the RAI-MDS and the other assessment processes that they are attempting to 
compare  

 Input from front-line clinicians is essential since ‘usability’ is a significant factor for  successful 
application of any recommendation for integration of assessment instruments in clinical practice 

 Assessments should be considered in the context of an integrated health information system as 
individuals move along the continuum of care and from one sector to another  
 

The RAI-MDS and P.I.E.C.E.S. Integration Working Group was successful in developing a RAI-MDS and 
P.I.E.C.E.S. Integration Job Aid that allows for the streamlining of the RAI assessment and P.I.E.C.E.S. 3-
Question Assessment and Care Planning Framework: 

The information captured in the Resident Assessment Instrument-Minimum Data Set (RAI-MDS) and the 
(P.I.E.C.E.S.) (Physical, Intellectual, Emotional, Capabilities, Environment, Social) Framework can be 
integrated to enhance the person’s and his/her TEAM care planning process. The purpose of the “Putting 
it All Together” job aid is to build upon and demonstrate how the information captured in the RAI-MDS and 
the P.I.E.C.E.S. 3-Question Assessment Framework can be integrated to enhance the care planning 
process, eliminate unnecessary assessment duplication and identify who may benefit from more in-depth 
assessment and “point- in- time” screening”. 
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III. Overview of RAI-MDS © and P.I.E.C.E.S.™ 
 

What is the RAI-MDS? 
The RAI-MDS was developed by interRAI, a multinational consortium of over 45 clinicians and researchers 
from approximately 20 countries.  The RAI-MDS 2.0 is one in a series of instruments, which comprise an 
integrated health information system.  All of these instruments have consistent terminology, common core 
items, and a common conceptual approach that emphasizes the identification of strengths, needs and 
preferences of the person.  interRAI assessment systems are comprised of a comprehensive, whole-person 
assessment, outcome measures and care planning protocols that encourage an individualized restorative 
approach to the care planning processes. Examples of interRAI assessments in use in Canada include the 
MDS 2.0 in LTC Homes and Continuing Complex Care (CCC) settings, RAI-HC in Home Care, and RAI-MH 
for inpatient mental health settings.  Each instrument in the interRAI suite of instruments has been rigorously 
tested for international validation, reliability and comparability.   
 
There are 4 basic applications of the RAI 2.0 and 5 for the RAI-HC. The assessment instrument is the 
foundation as all applications/outcomes are derived directly from the assessment instrument.   It is 
important to note that the primary purpose of the RAI-assessment is to facilitate care planning and person-
centered care.   

 
1. Assessment Protocols, CAPs1 provide a link 

between the assessment and the plan of care by 
providing a systematic review of factors that may 
contribute to the need for intervention in a 
number of areas. The assessment protocols are 
intended to provide information to the clinical 
team as they develop a plan of care for the 
person.  

2. Outcome Measures are scales that describe the 
person in a series of functional domains, for example, cognitive performance, depression, pain, 
activities of daily living, and social engagement. Outcome measure scores that are determined at the 
time of the assessment can be used as a source of information to inform care planning; scores can be 
compared over time as reassessments are completed giving ‘real-time’ feedback on whether or not 
care planning interventions have been effective. This gives rise to the development of best practice 
guidelines for care planning and interventions.  

                                                
1 The interRAI Clinical Assessment Protocols (CAPs) were released by CIHI in May 2008. Jurisdictions that have not implemented 
CAPs continue to use Resident Assessment Protocols (RAPs) for the RAI 2.0 and Client Assessment Protocols (CAPs) (for the RAI-
HC. 
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3. MAPLe2 used to determine priority levels for community and institutional services identifies clients at 
risk for institutionalization and caregiver burnout 

4. Resource Utilization Groups (RUG-III), classify persons based on their individual characteristics and 
the resources that they use (i.e. case mix).  

3. Quality Indicators can assist organizations to identify areas for improvement and areas of strength 
based on comparisons with other like organizations. 

 

 
 
 
 
 
 
 
 
 
 
 

                                                
2 MAPLe is derived from the RAI-HC only and not from the RAI 2.0 

interRAI Outcome Measures  
The Outcome Measures, derived from the interRAI assessment were developed by interRAI. Examples of 
the validation of some RAI Outcome Measures with other recognized assessments are as follows:  

 
interRAI Scale Industry Gold Standard 

Cognitive Performance Scale Mini Mental State Exam 
 

Depression Rating Scale   Hamilton Depression Rating Scale and the 
Cornell Scale for Depression 

Pain Scale Visual Analogue Scale 
Aggressive Behaviour Scale Cohen-Mansfield Agitation Inventory 

 
interRAI Pressure Ulcer Risk 
Scale 

Braden Scale for Predicting  Pressure Sore 
Risk 
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What is P.I.E.C.E.S.?  
Putting the P.I.E.C.E.S.™ Together; A Model for Collaborative Care and Changing Practice provides: 
 An approach to team solution-finding that can be used across sectors. 
 A model conveying the individuality and importance of the various factors in the well-being, self-

determination, and quality of life of the older person and his or her family. 
 A 3-Question Assessment Template that guides the comprehensive and holistic assessment of the 

person through conversation between team members. This may happen informally during 
conversations that take place “In-The-Moment” -- in the hall, at the nursing station, with the person or 
family member. It may also happen more formally, for example, in a care conference. 
1. P-I-E represent a person’s Physical, Intellectual and Emotional health 
2. C refers to Capabilities, to achieve the highest possible quality of life for the person 
3. E-S represent the person’s Environment and their Social self (cultural, spiritual, life story) 

 
Goals of P.I.E.C.E.S. 

 
 
 
 
 
 
 
 

       
 
 
 
 
 
 
 
These five goals support the core value of the person and family and a comprehensive team approach to 
assessment and care planning, and in this way are very compatible with the RAI-MDS. 

  
 
 
 
 
 
 
 
 
 
 

3-Question Assessment Template 
Q 1   What has changed?  

 Avoid assumptions; think atypical  
Q 2   What are the RISKS and possible causes? 

 Think P.I.E.C.E.S. 
Q 3   What is the action? 

 Interventions/Interactions/Information 
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The MDS-RAI provides a valuable reference base ensuring that only necessary additional assessments 
are completed.  

 Triggered RAPs/CAPs may lead to the use of the 3-Q Assessment template by the care team. 

 Acute changes in the person’s status (between RAI assessments) may benefit from using the 3-Q. 
Assessment Template ‘IN-THE-MOMENT’ to identify risks and prioritize investigations and actions 
while the decision to complete a significant change assessment is being determined. Acute 
delirium is one example of a significant change requiring immediate action and care planning 
regardless of where the person is with respect to RAI-MDS assessment schedule.  

Visit www.piecescanada.com for the most current job aids, course information and Resource 

Manuals. 
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IV. RAI-MDS© and P.I.E.C.E.S. ™ Integration 
 

The RAI-MDS and P.I.E.C.E.S. Assessment Framework both: 
 Foster an interdisciplinary, person-centered approach to care; 
 Facilitate the gathering of information needed to plan, implement and evaluate the effectiveness of 

interventions directed by the plan of care; and 
 Facilitate appropriate referrals such as:  

− Referral to the P.I.E.C.E.S. Resource Staff team members;   
− Referral to the Psychogeriatric Resource Consultant (PRC);   
− Referral to other interdisciplinary partners such as Geriatric Psychiatry Outreach, Palliative Care 

and Pain Consultant, Stroke Strategy team, Alzheimer Society. 
 
The RAI-MDS and P.I.E.C.E.S.  Assessment Framework – How Do They Connect? 
 

1) The most recent RAI-MDS assessment, the Assessment Protocols3, and Outcome Measures provide 
evidence-based information to inform the P.I.E.C.E.S. assessment using the 3-Question Assessment 
Framework for those “IN-THE-MOMENT” situations that occur when a person is experiencing an acute 
change between RAI-MDS assessments.  

 “What has changed?” – What was the person’s status on the most recent assessment? What’s 
different now?  
i) What tools would help us to describe this change? 

 “What are the RISKS and possible causes?” – What were the risks identified on the most recent 
assessment? What are they now? 
i) Use the P.I.E.C.E.S. Framework for the Team review to identify risks and causes 

 “What is the action?” - What interventions/interaction strategies were in place to address a 
triggered CAP for the most recent assessment? Is there a need for changes in the intervention(s) 
and interaction strategies now?  
i) Is a RAI-MDS Significant Change assessment warranted? 

2) If a person is experiencing an acute change situation, the P.I.E.C.E.S. Assessment Framework may 
assist in determining the need for a full RAI-MDS “Significant Change” assessment.   

3) The P.I.E.C.E.S. Assessment Framework can be used to assist with care planning when Assessment 
Protocols are triggered during routine assessments (e.g., Delirium, Cognitive Loss, Behaviour , Mood 
and Pain Assessment Protocols).   

                                                
3 Assessment Protocols: Clinical Assessment Protocols were released by CIHI May 2008.  Jurisdictions that have not 
implemented CAPs continue to use Resident Assessment Protocols (RAPs) for the RAI 2.0 and Client Assessment Protocols (CAPs) 
for the RAI-HC 
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4) The completion of a RAI-MDS assessment may prompt the need for more specialized assessment 
using the P.I.E.C.E.S. Assessment Framework, referral to PRC, or other interdisciplinary partners. 

5) Intervention(s) initiated as part of a P.I.E.C.E.S. referral can be evaluated by comparing the RAI-MDS 
Outcome Measures from the before and after intervention.  

 
 
 
 
 
 

Remember … 
Assessment is a step-by-step process that includes the person and 
his/her interdisciplinary ‘Team’.  Don’t forget to draw on the valuable 
knowledge, skills and experience of the front-line care providers who 
often know the person best! 
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RAI-MDS and P.I.E.C.E.S. Integration Pathways (examples)The following 2 models/pathways, from 
Stayner Nursing Home and Extendicare Kingston, provide examples of P.I.E.C.E.S. and RAI integration. 
They may be adopted or customized to an organization’s standards and policies for practice.   

  

 RAI-MDS 2.0©   – P.I.E.C.E.S.TM PATHWAY 
 
 
 
 
 
  

RAI-MDS 2.0©  

TRIGGER 
Behaviour AND 
EITHER Delirium  
or Mood 

Initial RAP Assessment by Care 
Provider responsible for Resident’s 
RAI-MDS 2.0© Assessment. (incl. 
review of outcome scales:  ABS, DRS, 
Pain, etc. & Quality Indicators.) 

Interventions required? 
OR 

Further assessment 
required? 

Yes  No 

ENSURE 
RESIDENT 

CARE PLAN 
REFLECTS CARE 

Start secondary 
assessment tools (eg. 
DOS, Pain Ax, etc.) 

Direct 
Referral or 

Issues still unresolved? 

Yes  No 

Flag 
P.I.E.C.E.S.TM 

Resource Staff 

PIECES Review. 
Further assessment 

required? 
 No 

 Yes 

1. Utilize Behaviour Assessment Template to characterize nature of behavioural disturbance. 
2. Identify risks and possible causes for the behaviour. 
3. Meet with the P.I.E.C.E.S. team & front-line staff to brainstorm action plan, building on the 

resident’s strengths. 
4. Include Psychogeriatric Resource Consultant (&/or other consultants), as necessary. 
5. Commit to action plan and communicate strategies to Care Team. 
6. Ensure Resident Care Plan is reflective of interventions necessary. 
7. Follow-up / Evaluation.  (Assign responsibility and time frame) 

 
Developed by Stayner Nursing Home, Stayner, Ontario 
 

 
Stayner Nursing Home 
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A. Glossary of Terms 
ABS Aggressive Behaviour Scale 

ADL Activities of Daily Living 

CAPs Clinical Assessment Protocols 

CAPs  (derived from the RAI-MDS-HC) Client Assessment Protocols 

CHESS Changes in Health, End-stage Disease and Signs and Symptoms of medical 
problems 

CPS Cognitive Performance Scale 

DRS Depression Rating Scale 

HC Home Care 

IADL Instrumental Activities of Daily Living 

interRAI PURS interRAI Pressure Ulcer Risk Scale 

MAPLe Method for Assigning Priority Levels 

MDS Minimum Data Set 

P.I.E.C.E.S. Provides a systematic approach to the common issues, diagnosis and challenges of 
older persons at risk including those with aggressive behaviour; it offers a practical 
framework for assessment and supportive care strategies using a comprehensive 
interdisciplinary client-centred approach using the following domains: Physical, 
Intellectual, Emotional, Capability, Environment, Social.  

PRC  Psychogeriatric Resource Consultant  

Psychometric properties Validity, Reliability, Responsiveness and Utility 

QI Quality Indicators 

RAI Resident Assessment Instrument 

RAI 2.0 Resident Assessment Instrument 2.0 – assessment instrument used in Complex 
Continuing Care and LTC Homes 

RAI-HC Resident Assessment Instrument Home Care – assessment instrument used in 
Home Care 

RAPs (derived from the RAI-MDS 2.0) Resident Assessment Protocols 

Reliability Do you get the same answer independent of who is doing the assessment? 

Responsiveness The ability of the instrument to measure changes in health and social care 
outcomes or performance over time and across organizations. 

RUG-III Resource Utilization Groupers 

U-FIRST!  
The U-FIRST! Education Program is complimentary to the P.I.E.C.E.S. approach. It 
is designed for unregulated health care providers and their supervisors and 
recognizes the importance of ongoing, meaningful dialogue and shared solution 
finding. www.u-first.ca 

Validity 
Does the instrument measure what it purports to measure? Are the relevant 
concepts covered?          
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B. RAI-MDS and P.I.E.C.E.S.  Integration 
Job Aid   

 
The information captured in the Resident 
Assessment Instrument-Minimum Data Set 
(RAI-MDS) and the (P.I.E.C.E.S.) (Physical, 
Intellectual, Emotional, Capabilities, 
Environment, Social) Framework can be 
integrated to enhance the person’s and his/her 
TEAM care planning process and eliminate 
unnecessary assessment duplication.   
 
RAI-MDS© and P.I.E.C.E.S.™  Integration 
 
The RAI-MDS and the P.I.E.C.E.S. 
Framework both: 
 Foster an interdisciplinary, person-

centered approach to care; 
 Are grounded in the principles of seeking 

effective intervention and evaluation for 
care planning;  and 

 Facilitate appropriate referrals such as:  
 
­ Referral to the P.I.E.C.E.S. 

Resource Staff team members;   
 

­ Referral to the PRC;   
 

­ Referral to other interdisciplinary 
partners such as Psychogeriatric 
Outreach; Palliative Care, Pain 
Consultant; Stroke Strategy 
team,rehabilitation partners,  
Alzheimer Society 

 

 
 
The RAI-MDS and P.I.E.C.E.S. 
Framework – How Do They Connect? 
 
1. The most recent RAI-MDS assessment, the 

CAPs4, and Outcome Measures provide 
evidence-based information to inform the 
P.I.E.C.E.S. 3-Question Assessment 
Framework for those “IN- the MOMENT” 
situations that occur when a person is 
experiencing an acute change between 
RAI-MDS assessments. 

i) “What has changed?” What was the 
person’s status on the most recent 
assessment? What’s different now?  

ii) “What are the RISKS and possible 
causes?”  What were the risks identified 
on the most recent assessment? What 
are they now? 

iii) “What is the action?”  What interventions 
were in place to address a triggered 
CAP for the most recent assessment? Is 
there a need for changes in the 
intervention(s) now?  

 
 
 
 
 
 
                                                
4 Clinical Assessment Protocols were released by 
CIHI May 2008.  Jurisdictions that have not 
implemented CAPs may continue to use Resident 
Assessment Protocols (RAPs) for the RAI 2.0 and 
Client Assessment Protocols (CAPs) for the RAI-HC 
 

 
 
 
2. If a person is experiencing an acute 

change situation, the P.I.E.C.E.S. 
Assessment Framework may assist in 
addressing the care needs “IN-the- 
MOMENT” and determining the need for  
a full RAI-MDS “Significant Change” 
assessment.   
 

3. The P.I.E.C.E.S. Assessment Framework 
can be used to assist with care planning 
when CAPs are triggered (e.g., Delirium, 
Cognitive Loss, Behaviour, Mood, and 
Pain) during routine assessments.  
 

4. The completion of a RAI-MDS assessment 
may prompt the need for more specialized 
assessment using the P.I.E.C.E.S. 
Assessment Framework and/or referral to 
PRC or other interdisciplinary partners. 
 

5. Intervention(s) initiated as part of a 
P.I.E.C.E.S. assessment and team 
discussions can be evaluated by 
comparing the RAI-MDS Outcome 
Measures before and after intervention.  

 
Two models that provide examples of 
P.I.E.C.E.S. and RAI integration are shown on 
the flip side of this page. They may be adopted 
or customized to an organization’s standards 
and policies for practice.   
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Visit www.piecescanada.com for the most current job aids, course information and Resource Manuals. 
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C. RAI-MDS 2.0 – Outcome Measures 
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D. P.I.E.C.E.S. Framework Job Aid: 
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 Visit www.piecescanada.com for the most current job aids, course information and Resource Manuals. 
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E. Case Studies 
 

Case Study - Extendicare, Kingston ‘Circle of Care’ Pathway 
 

Connecting the RAI-MDS and P.I.E.C.E.S. Framework 
 

Please note: The resident’s name and identifying characteristics have been changed to maintain privacy. 
 
 

 
 
 
 

MAGGIE O’SHEA - 72 YEARS OF AGE  
 
Diagnoses: Query Parkinson’s disease, Prominent Benign Essential Tremors, and Pernicious Anemia. 
Maggie has resided at Extendicare for several years. She likes to keep busy. She has always worked and 
continues to do things around the home. During the summer months she is an avid gardener and takes a lot 
of pride in this. Maggie is very caring. She often assists residents to meals and activities. If a resident is cold 
she will go and get them a sweater. Maggie gets a sense of purpose and belonging when she helps. Her 
level of activity depends on the severity of her tremors.  
 
Medications: Levocarb, Requip, Amantadine, Lorazepam, Oxazepam, Propranolol, and Vit B12. [Med 
Changes] Cogentin was recently discontinued. Seroquel was implemented (see below).  
A neurology consult is pending.                                

 
 Annual Full Assessment 

                                   
                                                                                                          

                                                                
Delirium (new)   

 This RAP was triggered because of B6 2 Change in Cognitive Status - Deteriorated [This is a 
change] 
There is evidence of short term memory loss. Maggie was unable to recall the 3 words after 5 
minutes. She had no difficulty with word recall on the previous quarterly assessment. Her long term 

Resident WHAT HAS CHANGED? 

Shared Assessment 
Tools 
•PSW/HCA Flow Sheet 
•MDS Bedside Assessment 
• Pain Assessment 

WHAT HAS CHANGED? 
Outcome 
Measures 

Team Approach 
to MDS 

Triggers/RAPS 
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memory appears intact. Cognitive Performance Scale is 1/6 (borderline intact); previous 
assessment 0/6. (intact) 

 
Cognitive Loss/Dementia 

 This RAP was triggered because of B2-1 Short Term Memory Problem. (refer to above) 
Mood State 

 This RAP was triggered because of E1d Persistent Anger with self and others. [This is a 
change] During this assessment period, Maggie has been increasingly angry with both staff & 
residents. Staff stated that she gets really upset if other residents are "not doing" what she thinks 
they should be doing. Nursing notes indicate that she “blows up” over little things, such as having 
her vital signs taken. Although she has always had a temper these angry outbursts have escalated. 
At times she will throw what ever is within reach, especially when her requests are not met 
immediately. Index of Social Engagement is 3/6, this is unchanged from previous assessment. 

 

 E1k Insomnia Maggie states she doesn’t sleep too long. She takes sedation at bedtime but has 
always been a very early riser. In gardening season it has been difficult to keep her inside as she 
likes to get an early start; often as early as 4am.  

 
E1l Sad, pained, worried expression It is difficult to tell if this is a Parkinson’s mask or if she is 
worried about something. She doesn’t complain and will put on a happy face when she sees staff. 
She scored 0/3 on the PAIN Scale. This remains unchanged.  
 
E2 Mood Indicators present easily altered Her outbursts are usually short-lived. She scored 3/14 
on the Depression Rating Scale compared to 1/14 from the last assessment. Aggressive 
Behaviour Scale remains unchanged at 0/12. 
 

  
 

The MDS assessor referred Maggie to the In Home Physician due to changes in her cognition and an 
increase in falls (4 falls in the past 30 days & 2 other falls occurred in the past 31-180 days). Her 2 sons 
have both been notified of these changes. Both sons and their wives are devoted to Maggie. One son lives 
close by and he and his wife often take Maggie to church but have been unable to do so lately because she 
is so shaky. All falls seem to be due to her unsteady gait related to an increase in tremors. Her gait appears 
to have deteriorated since previous assessment. Maggie continues to walk at a fast pace despite ongoing 
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reminders from staff to slow down. She has refused to use a walker or even discuss it. The Physiotherapist 
has assessed Maggie using the MDS.  Changes reflected on Care Plan. 

 
  
 

 
 
Maggie was treated for pneumonia just prior to her annual MDS assessment. She was retreated a few 
weeks later due to “crackles in both lungs”.  During this second course of treatment she exhibited signs of 
an acute delirium. She was experiencing distressing visual hallucinations such as bugs in her drinks, rats 
in the cupboards of another room and she saw snakes crawling everywhere. She was found standing 
beside her roommate’s bed, steak knife in hand, in the middle of the night. Staff stated that Maggie told 
them that she wanted to open her roommate’s safe because she thought there was a gun in the safe. The 
next day she denied any harmful intent. Maggie said she was never going to hurt her roommate and that 
she was only trying to get the big snakes. She continued to see snakes. She described them as dangling 
from the light over her bed, both big ones and little ones and made sweeping motions across her bed to 
‘remove’ them.  

 
 
                                                               

Maggie’s room was cleared of all potential items that could cause harm to her or others. Her call bell was 
long and hung over the top of the bed, across her pillow. According to Maggie it was one of the big snakes 
and it was hard to kill. This was replaced with a shorter one. Anything that resembled a snake to Maggie 
was cleared away.  
In-home P.I.E.C.E.S. Resource Person implemented a DOS, and contacted the Case Manager of the 
Geriatric Psychiatry Outreach Team for an urgent referral. This included copies of the previous 2 MDS 
Assessments and Outcome Measures to help determine the underlying risk factors and those that 
required immediate attention. 
The Case Manager conferred with a Geriatric Psychiatrist who suggested investigations to rule out 
underlying physical problems and in the interim to use a small dose of Seroquil to help with the 
hallucinations. (This was on a Friday afternoon).  
The plan for the weekend was to continue to monitor closely and call the In Home Physician if there were 
any significant changes.  

WHAT ARE THE RISKS? 
 

WHAT HAS CHANGED? 

WHAT IS THE ACTION? 

In-home Team Assessment 
•DOS 
•Labs & Diagnostics 
 

External Partners 
• Geriatric Psychiatry  
        • Case Manager 
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Early the following week the Case Manager from of the Geriatric Psychiatry Outreach Team met with the 
Nursing Team. (Registered Staff and PSW’s/HCA’s)  She reviewed Maggie’s chart and PSW/HCA Flow 
Sheets. The flow sheets contain valuable clinical information from the front line staff. These are a good 
starting point for other tools such as the DOS. Over the next couple of weeks the hallucinations became less 
distressing to Maggie. The incident with the knife was an isolated event.  
The Case Manager interviewed Maggie the following week. She agreed that she was still seeing snakes but 
staff indicated that she was less agitated then before. Maggie denied hearing voices. She stated she was 
happy to be alive and had no thoughts of dying. She was unable to complete a MMSE due to tremors and 
speech impediment but knew the date and the season. She knew where she was but could not recall three 
words. She couldn’t draw the clock but pointed to where the numbers should go and placed the hands 
correctly. 
The Geriatric Psychiatrist assessed Maggie two weeks later. Diagnostically he believed that the acute 
delirium was related to her high dopinergic load, with the sentinel event being the pneumonia. The delirium 
and hallucinations were resolving and they were no longer dangerous, distressing or disturbing. He 
suggested some further investigations and medication changes.  Maggie continued to be followed by the 
Geriatric Psychiatry Outreach Team but was discharged from their service approximately 3 months later. 
Maggie continued to improve. She managed to tend to her garden all summer long and did agree to a 
walker, providing it was “Kelly Green.” 
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Case Study - Stayner Nursing Home 

 
P.I.E.C.E.S.™ & RAI MDS 2.0© COLLABORATION 

 
MRS. C – 87 YEARS OF AGE 
 

 Community RAI-HC completed in January.  Mrs. C. had triggered Communication, ADL, Cardio, 
Pain, & Urinary Incontinence CAPs at that time.  MAPLe score was Moderate.  CPS=0, DRS=0, 
CHESS=1, ADL=0, PAIN =2.  Had been admitted to hospital mid-March with pneumonia, 
hypoglycemia, UTI, numerous open areas on buttocks, decreased mobility. Hospital records 
indicate Mrs. C. was total care for bathing & toileting, requiring 1 person and walker for ambulation 
of short distances. 

 Mrs. C. was admitted to nursing home, from hospital, in late March 2008.  She was referred for 
P.I.E.C.E.S™ assessment on April 1st even before completion of the initial RAI assessment due to 
verbal repetitiveness, attention seeking, and pain. 

 P.I.E.C.E.S™ staff completed an initial plan until RAI MDS scores completed. 

 Initial MDS assessment (ARD April 3rd):  Resident triggered the following RAPS – Cognitive Loss, 
Visual Function, Communication, ADL Rehab, Urinary Incontinence, Mood, Behavioural 
Symptoms, Nutritional Status, Dehydration, Pressure Ulcer, and Psychotropic Med use. 

 Outcome scores  from initial assessment:  CPS=3, DRS=3, COM=2, PAIN=2, CHESS=0, 
ISE=2,ADL SHORT=13   

 Following MDS assessment, P.I.E.C.E.S™ staff began secondary MMSE assessment in April. 

 May 28th P.I.E.C.E.S™ staff note some improvement with sleep but demanding behaviours still 
apparent.  Resident indicates requests for attention related to “nothing to do” – staff note that when 
resident is fully engaged in activities, the attention seeking does decrease. 

 DOS charting begun June 2008.  Some reduction in behaviours noted.  P.I.E.C.E.S™ plans to 
monitor DRS score on upcoming MDS assessment. 

 Quarterly MDS assessment completed July 2008 – DRS score increased to 4, PAIN score 
decreased to 1, ISE score improved to 4 and ADL Short score improved to 8.  RAPS that changed:  
Cognitive/Dementia, Communication, Mood.  Mood RAP changed due to increased repetitive 
questions (E1b) and increased repetitive anxious complaints/concerns non-health related.  
Psychosocial Well-being RAP was newly triggered on this assessment. 

 P.I.E.C.E.S™ staff did a secondary Depression in Dementia assessment – findings were 
insignificant. 

 PI.E.C.E.S™ staff flagged physician to consider a trial of medication to alleviate resident’s mood.   
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 In August, behaviours increasing once again, with sleep patterns disrupted.  Physician ordered trial 
of Celexa. 

 Mid September, resident complaints of pain are increased and sleep pattern still disrupted – calling 
out frequently through the night.  Duragesic pain patch dosage had been decreased. Zyprexa had 
been put on hold earlier in the month due to drowsiness – staff questioned if needing to be 
restarted. 

 Quarterly assessment completed October:  DRS increased to 6, Pain stable at 1, ISE decreased to 
3, ADL Short stable at 8. 

 P.I.E.C.E.S™ staff makes recommendations to physician following October assessment – 
physician hesitant to change medication regime. 

 Physician increases Celexa in December and orders acetaminophen and hot packs for complaints 
of leg pain. 

 Quarterly assessment in January 2009 – DRS decreased to 5 however PAIN increased to 2.  ISE 
decreased to 2. 

 DOS implemented once again Jan.22nd to 28th.  Data incomplete.  Another DOS commenced for 
Jan.29th to Feb. 4th. 

 DOS (Jan 29th – Feb. 4th).  Showed decreased complaints but still present during care. 

 March 4th – P.I.E.C.E.S™ referral received for increased pain.  Referred to physiotherapist who 
questioned the need for x-ray and referral made to Community Pain & Symptom Resource 
Specialist. 

 March 11th – x-ray ordered/physio assessment completed.  No walking as per physio’s report.   
X-ray revealed vascular necrosis, and query for metastasis in hips. 

 March 20th – Pain assessment ordered and completed March 23rd.  Order for Tylenol #3. 

 March 25th – Referral made to orthopedic surgeon/ awaiting appointment. 

 March 30th – Emesis, increased temp, GI upset.  Query UTI or reaction to Tylenol #3. DRS=5      
PAIN=2 (From January MDS – due again April). 

 April 2009 -- significant deterioration in condition.  Pain & Symptom Resource Specialist in and 
recommendations made.  Refusing food, fluid and medication. Palliative status – palliative 
interventions commenced.  
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F. Testimonials 
 

The RAI-MDS & P.I.E.C.E.S. Integration Job Aid was introduced to professionals in the LTC homes.  Here is 
what they said: 
 

 The job aid appears to be user-friendly with not too much information and the language quite clear.   

 This integration tool will help to reinforce the need to link the assessments and also demonstrate how 
the MDS assessment information informs the P.I.E.C.E.S. – where to go first, what tools to use, etc.  

 The RAI-MDS and P.I.E.C.E.S. integration tool puts us on the map! Helps LTCH staff recognize when 
to call on us – sooner not later when there is so much that we can do to enhance the resident’s QoL. 
(Palliative Care Coordinator) 

 I feel that MDS makes me better at P.I.E.C.E.S.!  

 
 


