The information captured in the Resident
Assessment Instrument-Minimum Data Set
(RAI-MDS) and the (P.l.E.C.E.S.) (Physical,
Intellectual, Emotional, Capabilities,
Environment, Social) Assessment 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:

v' Foster an interdisciplinary, person-
centered approach to care;

v' Are grounded in the principles of seeking
effective intervention and evaluation for
care planning; and

v’ 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

“Putting it All Together”

Job Aid

The RAI-MDS and P.L.LE.C.E.S.
Framework — How Do They Connect?

1. The most recent RAI-MDS assessment, the
CAPs!, and Outcome Measures provide
evidence-based information to inform the
P.L.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?

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

i) “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?

! 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

RAI-MDS® and P.I.E.C.E.S." Integration

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.LE.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.L.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.L.LE.C.E.S. and RAl 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.

For additional information, references and practical applications, Refer to the document, User Guidelines for the Job Aid, ‘Putting It All Together RAI-MDS® and P.I.E.C.E.S.™ Integration’
Visit www.piecescanada.com for the most current job aids, course information and Resource Manuals.
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RAI-MDS 2.0 ® P.LE.C.E.S. Circle of Care
Extendicare, Kingston Experience

Resident

Shared Assessment Tools...
PSW/HCA Flow Sheets, Bed Side
Assessmeni, DOS, Clock,
Funclional Assessment Staging
Tool (FAST), Pain Assessment,
. Palliative Pefformance Scale (PPS)
e

——

Referto External Paitners as needed

¥ Geriatric Psychiatry Qutreach Team

¥ Psycho-geriatric Resource Consultant

¥ Palliative Care Pain & Symptom
Management Consultant

¥ Rehab partners

¥ Other consultants as needed \

Resident/Family
Interdisciplinary Team
Care Conferences

RAIMDS2.08& P.LEC.E.S.
¥» Holistic Approach
Qutcome Measures
¥ Pinpoint Problems

Quality Indicators

¥ Performance Measurement

Assessments and Care Planning include observations by all interdisciplinary team members. This continuous step-by-step approach

- \

“Putting it All Together”
RAI-MDS® and P.I.E.C.E.S." Integration

Job Aid

Team Approach to MDS
MDS Triggers>RAP
Delirium, Cognitive

Loss/Dementia, Behaviour

Symptoms, Mood State,

Psychotropic Drug Use

In-heme Team Assessment
P.L.E.C.ES. Resource Person(s)
Coordinates Next Steps such as;
Recent Lab Work & Diagnostics,
MDS/RAPS, Additional Assessment Tools

as necessary

Team
Implement or Update

Resident’s Plin of Care ]

In Home Physician
Nurse Practitioner

recognizes changes in a Resident’s behaviour which triggers further team dialogue and evaluation.

Deweloped by Extendicare, Kingston, Kingston, Ortario

Stayner Nursing Home RAI-MDS 2.0°
TRIGGER
Behaviour AND
RAI-MDS 2.0° — P.LEC.E.S.™ PATHWAY EITHER Delirium
or Mood
: !
In::;\:ﬁrnet:;)?s ) Initial RAP Assessment by Care

OR Provider responsible for
Resident’s RAI-MDS 2.0%
Assessment. (incl. review of

l outcome scales: ABS, DRS, Pain,

Further assessment

@ @ efc. & Quality Indicators.)

Stat secondary

ENSURE

Direct assessment took (eg sl
ire .
Referral | ©7 | DOS, Pain Ax, etc.) CARE PLAN
REFLECTS
] L
Issues still unresolved? ’ \f—:{
é
PIECES Review.
G Further
I EE—— [
> Flag > assessment
P.LE.C.ES.™ required?
Resource Staff
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.LLE.C.ES. team & front-line staff to brainstorm action plan, building
on the resident’s strengths.
4. Include Psychogenattic Resource Consuliant (& /ot other consultants), as
necessary.
5. Commit to aclion plan and communicate shralegies to Care Team.

Devefoped by StaynerMursivg Home, Stayner, Oniart
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