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An iMAP is a harm reduction  

approach that aims to reduce 

the harms associated with high-

risk drinking. Harms may in-

clude, consumption of non-

beverage forms of alcohol (i.e. 

hand sanitizer, mouth wash), 

binge drinking, withdrawal com-

plications, and engaging in high

- risk activities to obtain  

alcohol. iMAP provides a person 

access to 

small doses 

of alcohol at 

regular time 

intervals.  

 

Research shows that over 

time iMAP participants tend to 

drink significantly less alcohol 

per day and are less likely to 

use other substances, steal 

and engage in conflict. Partici-

pants report an enhanced 

sense of safety, belonging, 

community, and hope for the 

future.  

In Long-term Care, residents 

with alcohol use disorder will 

have an individualized plan of 

daily alcohol consumption 

based on their individual 

needs and drinking patterns.  

January  2023 

Clinical Documentation: What's an iMAP? 

Mentorship Quote:  

“Managing severe alcohol 

use disorder with an  

iMAP is a person-centered 

approach to reducing 

harm.  I love seeing peo-

ple’s quality of life im-

prove.”  

 

 

Clinical Documentation and RAI updates to keep your practice current 

Between the Lines 
  Long-Term Care Program Newsletter 

Reimagining LTC: P.I.E.C.E.S.™ HCA Care Coach Initiative 

Active     

attacker 

events    

occur in 

our settings. This has 

led to the development 

of the new Code Silver. 

It is activated when any 

person(s) present with 

a weapon and are ac-

tively engaged in seri-

ously harming others. 

Everyone is encouraged 

to take the new Code 

Silver Active Attacker 

Course on the Learning-

Hub. This provides the 

key principles to main-

tain one’s safety during 

an active attacker 

event. Visit the Intranet 

Code Silver webpage 

for more information.  

Kirsten Rea, CNL 

Specialized Population 

Unit (SPU), The Summit 

The Long-Term Care (LTC) Program is partici-

pating in the Reimagining LTC initiative by 

Health Excellence Canada (HEC). It’s aim is 

to address gaps in safety and quality of 

care. In partnership with the BC Patient 

Safety and Quality Council (BCPSQC),  BC 

Health Authorities are working on the Appro-

priate Use of Antipsychotics (AUA).  At Island 

Health LTC, one of the interventions is to 

provide education support to deal with the 

potentially inappropriate use of anti-

psychotics.  

With the HEC seed funding 

support, the HCA Care Coach 

program will deliver training 

on the P.I.E.C.E.S.™ funda-

mentals and non- pharmaco-

logical approaches, in collaboration with the 

clinicians. The BCPSQC will provide quality 

improvement coaching sessions and webi-

nars for the enrolled homes to help build 

capacity for more person-centered care.    

Similar to an MSIP coach role, the HCA Care 

Coach is someone with experience who can 

mentor and coach peers to learn and grow 

together in their clinical work.  

Designed to nurture attitudes, beliefs and 

values of resident and family centered care, 

ultimately, it is about living the LTC Philoso-

phy of Care: Connection, Learning, Integrity, 

and Collaboration.  

Changing our care approaches and address-

ing the underlying causes of the responsive 

behaviours in persons living with dementia 

can improve the health outcomes and im-

prove the quality of life for the residents. 

Choosing Wisely has the “When Psychosis 

isn’t the Diagnosis”  support toolkit on  re-

ducing the inappropriate use of antipsychot-

ics in LTC.  The Care Coach program is one 

of several approaches to assist in accom-

plishing the AUA Project goal to reduce the 

usage rate of anti-psychotics from 27.9% to 

<20% based on the national average.  

Stay tuned! 

https://intranet.islandhealth.ca/departments/mhas/programs/Pages/imap.aspx
https://intranet.islandhealth.ca/harm-reduction/Pages/default.aspx
https://www.uvic.ca/research/centres/cisur/news/archive/cmaps-drug-alcohol-review.php
https://learninghub.phsa.ca/Courses/29687/code-silver-active-attacker
https://learninghub.phsa.ca/Courses/29687/code-silver-active-attacker
https://learninghub.phsa.ca/Courses/29687/code-silver-active-attacker
https://intranet.islandhealth.ca/emergency_codes/Pages/code-silver.aspx
https://www.healthcareexcellence.ca/en/what-we-do/all-programs/ltc-acting-on-pandemic-learning-together/
https://bcpsqc.ca/
https://piecescanada.com/
https://intranet.islandhealth.ca/departments/ltc-serv-support/Pages/default.aspx
https://intranet.islandhealth.ca/departments/ltc-serv-support/Pages/default.aspx
https://choosingwiselycanada.org/wp-content/uploads/2017/07/CWC_Antipsychotics_Toolkit_v1.0_2017-07-12.pdf
https://choosingwiselycanada.org/wp-content/uploads/2017/07/CWC_Antipsychotics_Toolkit_v1.0_2017-07-12.pdf
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It’s Alzheimer’s Awareness Month—Focus on Communication 

1. Code Silver is activated when there is/are active attacker/s in place.  

A. False 

B. iMap 

C. Interdry 

D. True 

2. This product is very effective for absorbing moisture in skin folds.   

3. There is only one page to complete on the RAI Observation Tool.  

4. 
This is a harm reduction approach that aims to reduce the harms associated with 

high-risk drinking.  

Test Your Knowledge 

Match each term to the statement that best describes it then check your answers on page 6. 

Communication is a vital part of our lives. It allows us to express who we are and relate to one another. Communication 

is more than talking and listening and involves understanding and interpreting. 

Communication with a person with Alzheimer’s dementia requires    

patience, understanding and active listening skills. Alzheimer’s disease 

accounts for 60-70% of all dementias. Dementia affects how people 

express themselves and understand what is being communicated to 

them. Changes in the ability to communicate can vary and are based on 

the person and where they are in the disease process.  

People with Alzheimer’s disease may have difficulty finding the right 

words or repeatedly using familiar words. They can also easily lose their 

train of thought, have difficulty organizing words logically, revert to 

speaking a native language, and/or speak less often. As individuals 

lose their ability to speak clearly, they may begin to rely more on non-

verbal communication. Caregivers may depend on facial expressions 

and physical gestures to read and understand the resident’s mood.  

Consider the following four steps to better communicate with persons 

with dementia:  

 

 

 

Difficulties with communication can be discouraging for the person living with dementia and families, so consider crea-

tive ways to understand and connect with each other. Listen to what other caregivers have to say about caring for and 

communicating with people living with dementia in the 5 Communication Tip for Conversation with People Living with  

Dementia video from the Alzheimer Society of Canada. 

The Learning Hub also offers this course that includes strategies for communicating with people with dementia:  

Dementia Care: Fundamental Knowledge, Skills and Competencies for Providing Person-Centred Care. The Alzheimer's 

Society of BC website has more information on the Alzheimer's Awareness Month that can also be shared with families 

of persons with dementia.  

 

 Start the interaction in a conversational manner  

 Simplify what you say  

 Check your approach  

 Be supportive!  

https://bcbpsd.ca/docs/part-1/Four%20Steps%20to%20Better%20Communication%202013.pdf
https://alzheimer.ca/en/help-support/i-have-friend-or-family-member-who-lives-dementia/communicating-people-living-dementia
https://alzheimer.ca/en/help-support/i-have-friend-or-family-member-who-lives-dementia/communicating-people-living-dementia
https://learninghub.phsa.ca/Courses/13062/dementia-care-fundamental-knowledge-skills-and-competencies-for-providing-person-centred-care
https://alzheimer.ca/bc/en/take-action/change-minds/alzheimers-awareness-month?https://alzheimer.ca/bc/en/take-action/change-minds/alzheimers-awareness-month&gclid=EAIaIQobChMIkPH-q4be_AIVGwytBh073w-aEAAYASAAEgJgf_D_BwE
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Vera Graham is a 76-year-old woman with major neurocognitive disorder who has recently moved 

into the care home. Vera taught high school and her family has shared that she was fiercely inde-

pendent until she became unsafe at home alone. Every morning, care staff enters her room to as-

sist with ADLs and she is unable to tell them what she wants. English is her second language and 

her speech is not clear since her Cerebrovascular Accident (CVA). She has become more frustrated 

and often shouts “get out.” The care team is concerned about meeting her needs and communica-

tion needs. Knowing that all behaviour has meaning, the team used the P.I.E.C.E.S.™ 3-Question 

Template to guide their assessment process.  

Q1. What are the priority concerns; is it a change for the Person?  

The priority concern and change since she was admitted to LTC is her increasing difficulty communicating her needs.  

Focus On Communication with P.I.E.C.E.S.™  

 Q3. What is the Action? A plan of care was developed to address Vera’s needs:  

Q2. What are the RISKS and possible contributing factors (PIECES)?  

Roaming—No  

Imminent Physical Harm—No 

Suicide Ideation— No 

Kinship Relationships, risk of harm— staff avoidance due to communication challenges; difficulty forming new rela-

tionships at the care home  

Substance use/ Self-neglect— Self neglect is a concern because of aphasia, frustration and responsive behaviours  

Physical— Major Neurocognitive disorder; CVA  

Intellectual—Cognitive Performance Scale (3/6) moderate; expressive aphasia and amnesia  

Emotional— Concern for low mood in relation to loss of independence 

Capabilities— Good mobility, can follow simple verbal directions, participates in own ADL’s, has family support  

Environment— Transition stress in relation to environment, meal times challenging-used to eat alone watching TV  

Social— Vera’s family is supportive and visits regularly 

C O R N E  R

P.  

I .  

E .  

C .  

E .  

S .  

Date Focus Desired  

outcomes 

S.M.A.R.T.  

Intervention 

(Who, What, When) 

All care team members will:  

Evalu-

ation 

date 

Initial 

  

Jan 

7/23 

 

 

 

Communica-

tion 

Resident will be 

able to com-

municate her 

needs to the 

care team daily. 

 OT will assess for capabilities and select  

communication tools 

 Interprofessional team to use the communica-

tion tool selected by OT 

 Provide time to make needs known 

 OT to support care partners to use the tool  

Jan 

21/23 

 

 

N.B. 

Jan 

7/23 

Mood/

Behaviour 

Resident will 

avoid yelling 

“get out” to 

care team daily. 

 Obtain mood and behaviour pre-admission 

(baseline) history from care partners 

 MRN to initiate BSO-DOS  

 Interprofessional team to provide opportunities 

for building relationships 

 MRN to monitor for depression symptoms 

Jan 

14/23 

N.B. 

Outcome: Over the last two weeks, the resident and care team worked with the OT to 

enhance her communication abilities. This resulted in increased involvement in the 

care home life and an improvement in her mood and behaviour.  

https://medlineplus.gov/stroke.html
https://cdn.shopify.com/s/files/1/0615/5147/6953/files/Pieces_3-Q_WEB_NOV_2021.pdf?v=1666102745
https://cdn.shopify.com/s/files/1/0615/5147/6953/files/Pieces_3-Q_WEB_NOV_2021.pdf?v=1666102745
https://www.cihi.ca/en/outcome_rai-mds_2.0_en.pdf
https://www.mayoclinic.org/diseases-conditions/aphasia/symptoms-causes/syc-20369518
https://www.mayoclinic.org/diseases-conditions/amnesia/symptoms-causes/syc-20353360#:~:text=Amnesia%20refers%20to%20the%20loss,usually%20know%20who%20they%20are.
https://intranet.islandhealth.ca/pnp/pnpdocs/focus-word-documentation-long-term-care.pdf#search=focus%20words
https://intranet.islandhealth.ca/departments/quality/Accreditation/Documents/setting-smart-objectives.pdf
https://intranet.islandhealth.ca/departments/ltc-serv-support/education-resources/Pages/bso-dos.aspx


You Asked, We Answered 
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In the September 2022 Newsletter, we discussed the importance of accurately completing 

the RAI Observation tool. In this article, we will focus on completing PAGE 2 of the Observa-

tion Tool, as sometimes this page is missed. Page 2 of the tool includes important observa-

tions, such as:  

C O R N E R  

 

C

O

D

I

N

G  

Don’t Forget to Flip the Page! 

A Clinician Asks: As a Long-term Care nurse do I need to maintain my CPR certification? 

A Clinical Nurse Educator Answers:  The question often arises about whether nurses are required 

to maintain CPR certification in LTC, so here’s what you need to know.  

While CPR may not be listed in your job description, it may be required for your area of work. The 

CPR in Long-term Care Policy states that we are ethically obligated to attempt CPR for residents 

who have explicitly documented CPR as part of their scope of treatment (MOST C2) when the arrest 

is witnessed. According to BCCNM, nurses have a duty to provide care in emergency situations giv-

en the circumstances and their competence. If you are caring for residents wanting CPR, it is your duty to maintain your 

competency. Please visit the BCCNM CPR page for more information.  

To comment, contribute, suggest or ask a question, send an email to LTC.Newsletter@islandhealth.ca  

RAI 2.0 

 Cognitive patterns 

 Mood & mood alterability 

 Behaviour symptoms 

 Bowel and bladder control 

 Nutritional status 

 Activity pursuit patterns 

For example, reporting any or all of the  

cognitive patterns in B5 can help identify if a 

delirium is present: 

•Easily distracted 

•Altered perception or awareness 

•Disorganized speech 

•Restlessness 

•Lethargy 

•Mental function varies through the day 

Accurately and thoroughly completing the observation tool 

(both Page 1 and Page 2) assists in  

informing the plan of care.  

Remember to promptly report any new and significant observations.  

A nurse (RN/RPN/LPN) must sign Page 2 of the tool  

confirming it’s accurate and complete.  

https://intranet.islandhealth.ca/departments/ltc-serv-support/Newsletters/LTC%20Program%20Between%20the%20Lines%20-%20Sept%202022.pdf
https://intranet.islandhealth.ca/pnp/pnpdocs/cardiopulmonary-resuscitation-cpr-long-term-care.pdf
https://intranet.islandhealth.ca/departments/advance-care-plan/Pages/MOST.aspx
https://www.bccnm.ca/LPN/PracticeStandards/Pages/dutytoprovidecare.aspx
https://www.bccnm.ca/RN/learning/Pages/CPR.aspx
https://intranet.islandhealth.ca/departments/ltc-serv-support/Documents/Blank SAMPLE Copy of Observation Tool.pdf
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The Why, How, and When of the Braden Assessment 

P  

R 

O 

D 

U 

C 

T  

 
       CORNER  

As a LTC care team, we all play a role in pressure injury prevention. Residents are especially 

vulnerable to pressure injuries due to decreased mobility, incontinence, inadequate nutrition, 

and age-related skin changes. This can be prevented with the assessment of risks and imple-

mentation of plans of care.   

 

Wound 

Wise 

 

How to use Interdry: 

 Wash and dry the skin fold BID. 

 Apply the Interdry into the skin fold leaving a 5 cm 

piece outside the skin fold (the fabric wicks mois-

ture out of the skin fold, but cannot be effective 

unless it has somewhere for the moisture to be 

wicked to) . 

 Write the date it is applied on the fabric to know 

when to change it. 

 Take out the fabric BID to wash and dry the skin 

(the fabric may be wet, but it is effective for up to 5 

days, unless the skin is wet when you take the fab-

ric out, reuse the same piece of fabric). 

 After the fabric has been used for 5 days, discard. 

 If using in the axilla, take a large sheet of Interdry 

and cut an armhole to keep it in place. 

 Only discard the Interdry before 5 days if it is soiled 

with urine, feces or blood. 

                  

Why? Based on studies, pressure injuries are most likely to develop within the first four weeks 

of LTC admission. Determination of the risk and prompt implementation of  preventative 

measures can prevent the development of wounds that decrease their quality of life.  

The Braden Risk and Skin Assessment Flowsheet (BRSAFS), in conjunction with a holistic as-

sessment, informs a thorough plan of care.  

How? The BRSAFS can identify the level of resident’s 

risk for pressure injuries. There are six categories: mo-

bility, sensory perception, friction and shear, nutrition, 

moisture, and activity. The score is calculated to assess 

the risk as low, moderate, high or very high risk, which 

will help develop the plan of care. The tool also has con-

siderations for residents at risk of pressure injuries, 

even if their score indicates no risk. If they are over age 

75, obese, have DM, have peripheral vascular disease, 

have existing skin breakdown, or have a fever, standard 

pressure injury prevention interventions need to be im-

plemented.  

When? The initial assessment is completed within 24 hours 

of admission. If a resident is at risk then it is completed 

weekly until the initial RAI assessment with the PURS 

(pressure injury rating scale) is completed. After that, it is 

completed every three months.  

If the resident scores above 18 and does not have one of the 

factors that places them at higher risk, then it only needs to 

be completed again as needed. A reassessment may be re-

quired when the resident’s health status changes (ie: new 

incontinence, nutritional compromise, change in mobility or 

activity level), when the resident transfers to another facility, 

and again when they return. 

If there is a score of two or less in any of the six categories, follow the recommended plan of care interventions and  

refer to the appropriate allied health care team member. For more information on the Braden Assessment, visit the LTC page.  

Interdry is a silver infused 

antibacterial wicking fabric 

that is used in skin folds to 

manage or prevent intertrigi-

nous dermatitis (ITD), a rash 

and subsequent skin break-

down that is caused by the 

combination of heat, mois-

ture, and friction. Yeast in-

fections are common with 

ITD due to an ideal growing 

environment. Interdry will 

treat both the cause and 

effects of ITD by eliminating 

friction, wicking the mois-

ture out of the skin fold, and 

preventing and treating fun-

gal and bacterial infections.  

Product Corner – Interdry 

Do not use any creams, powders, 

or moisturizers with Interdry. 

https://intranet.islandhealth.ca/departments/ltc-serv-support/Documents/Braden-Risk-and-Skin-Assessment-Flowsheet.pdf#search=braden
https://intranet.islandhealth.ca/departments/ltc-serv-support/education-resources/Pages/braden.aspx
https://intranet.islandhealth.ca/departments/hcc/Documents/index/skin_wound_care_for_community_services/product_support/interdry_ag_application_guide.pdf


Answers to Test Your Knowledge on page 2: (1) D,  (2) C,  (3) A,  (4) B 
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Quality in Long-Term Care 

The pandemic resulted in a formerly unprecedented amount of public attention toward Long-Term Care (LTC) and the 

quality of services and care provided. At the same time the population receiving LTC has presented with more complex 

needs and preferences. LTC is striving to be “home” at a time when pressures are highest and the population in care is 

at its most diverse.  

Island Health is excited about the expansion of the 

Quality Assurance and Contract Monitoring 

(QACM) team, which aims to support best practic-

es in Long-term Care. This team, anchored by a 

Director and two Managers, has newly welcomed 

four Quality Resource Leaders, two for South Is-

land and two for Central and North Island, who 

have the opportunity to work with care homes to-

wards quality improvement initiatives.  

For those unfamiliar with QACM, the development 

of this team, together with the LTC Quality Frame-

work Toolkit,  resulted from concerted stakeholder 

engagement. The goal is working towards improv-

ing quality in LTC that goes beyond clinical context 

to include resident quality of life.  

The LTC Quality Framework includes quality assurance and contract monitoring. The toolkit is comprised of the Quality 

Scorecard and Quality questionnaire to be completed with site leadership during an annual site visit from the QACM 

team.  

The scorecard collects data on global quality indicators for four domains:  

  

The indicators align with Accreditation Required Organizational Practices (ROPs) and were chosen based on estab-

lished reliability and validity to measure aspects of quality in LTC. Sites’ scores for these measureable criteria will meet 

or not meet established standards. The questionnaire includes more qualitative factors to review.  

The data collected from these tools will be used by the QACM team to work with care homes on developing quality im-

provement plans. The scope of the QACM team extends much beyond supporting quality assurance and contract moni-

toring (of contracted sites). Leaders encompassed in day-to-day efforts can be challenged with taking extra time neces-

sary to support teams to fully implement best practice approaches. This is where the support of the QACM team is in-

strumental;  the team is ready and available to support care planning, both for complex admissions and for ongoing 

care, as well as to help identify areas where quality improvement will most benefit LTC homes and to facilitate the de-

velopment and implementation of improvement strategies.  

Past editions of this newsletter provided important work in LTC, including the LTC Philosophy 

of Care, P.I.E.C.E.S., RAI 2.0 information and Process Mapping. The high value of these re-

sources for person- centered care and quality improvement is well-recognized, especially 

when dealing with complex issues that benefit from collaboration and resourceful solution 

finding. The QACM team is poised to support the implementation of these tools in LTC 

homes across the Island. The anticipated outcomes are innumerable with overall benefits 

such as improved resident and worker experience. Another benefit is coordinated efforts to 

work on province-wide priorities such as the Appropriate Use of Antipsychotics (AUA) Initia-

tive. If you have any questions please reach contact LTCCoach@islandhealth.ca. 

Quality Framework and Toolkit 

QACM Team 

 Director 

 NI/CI Manager and SI Manager 

 Quality Data Analyst 

 Quality Resource Leaders  

 Financial Analyst –reports to Finance 

Toolkit 

 Quality Scorecard –4 Global Indicators 

 Annual Quality Review 

 Quality Improvement Plans 

1. Resident and Family 
2. Clinical Performance 
3. Care Home 
4. Care Team 

https://intranet.islandhealth.ca/departments/ltc-serv-support/Documents/ltc-quality-framework-tool-kit.pdf

