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échange my PIN?

In the top right corner, click your 

name and select óEdit Profileô.

Create a new PIN and click óSaveô.

Do not check

1
2

3

SECTION 1: GENERAL
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How to Reset PIN (for RN role) 

Step 1: Login to PCC and Go to Admin tab and click Setup

Admin ->Setup

Step 2: Click Security Users
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Step 3: Find the staff who needs a PIN reset 

Click Actions ->Password

Step 4: Create a new PIN (peltc) and confirm the PIN 

Leave the check box empty

Step 5: Hit Save



15

PIN Reset Issues

Å If RNs do not see the option òPasswordó when trying to do a PIN reset, itmeans the RN 

may not have access to Multiple facilities  where the staff requesting a PIN reset have 

access to multi facility (may be a casual, part time, working at different locations).

Å In this scenario, a Superuser is required to reset the PIN. You must reach out to the 

Service Centre (902-620-3600) and they will escalate to the LTC Solution Office. Please note 

the RN on shift should be the point of contact to the Service Centre.
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éaccess SmartZone training?

1. From the PointClickCare LIVE software, click 
Home > External Links > SmartZone with SSO 
(automatically signs into your SmartZone 
account).

 

2. From the PointClickCare LIVE software, click on 
the question mark that appears on the top right 
side of the screen and pick ôTrain Meõ.

 - OR -

SECTION 1: GENERAL
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éhave additional picklist items added to the system?

Please email a completed Change Request Form to:

LTCSolutionoffice@ihis.org

Note: Forms are available on the Staff Resource Centre 

https://src.healthpei.ca/pointclickcare

SECTION 1: GENERAL

mailto:LTCSolutionoffice@ihis.org
https://src.healthpei.ca/pointclickcare
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éedit the Resident dashboard layout?

Edit the layout of your dashboard by 

clicking/unclicking from the list of options.

You can also drag and drop the positions of 

the boxes on the right -hand side.

SECTION 1: GENERAL
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érun a report?

Under the Reports tab, type in a key word 

to search ôALLõ reports available

Å Recent: Reportsyou run in the last 60 

days 

Å Enhanced: Features save settings for 

future use 

Å To narrow down a search, click on a Sub 

Module

SECTION 1: GENERAL
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Suggested Finance Reports

Topic Report

List of cheques written

Review all Trust Account Transactions

Å Bank Activity Report - must copy and paste into excel and remove the 

cell merging to manipulate until csv export is ready 

Month-end reconciliation Å Audit Report 

Account Balance Å Current Account Balance Report

Å Min/Max Balances (to ensure thresholds are not exceeded)

Resident summary statement Å Trust Statement 

Å Trust Transaction History

SECTION 1: GENERAL
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Suggested Reports for Clinical Staff

Topic Report

Shift Summary ÅShift Report (can also be accessed via clinical dashboard)

Å24-Hr Summary

Audits ÅAlert Audit Report

ÅAlert Listing Report

Data Integrity ÅMissing Entries Report

ÅTask List Report (check last box ï include only tasks that require documentation)

Vaccinations ÅEnterprise Immunization Rates

Å Immunization Report

ÅMissing Entries Report ï select óreport on immunizationsô

Care Planning ÅCare Plan Report

ÅCare Plan Review Due

ÅCare Plan Focus Summary

ÅCare Plan Item/Task Listing

ÅCare Records

Restraint Use ÅLook Back Report (select Monitoring Restraints)

Continued on next page Ą

SECTION 1: GENERAL
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Topic Report

Orders ÅOrder Listing Report

ÅOrder Summary Report

ÅOrder Recap Report

Allergies ÅAllergy Report

Alerts ÅAlert Audit Report (view multiple homes)

ÅAlert Listing Report ï shows cleared alerts for a household (uncheck complex)

Weights ÅMonthly Weight Report

ÅWeight Calculations Range Report

ÅWeights and Vitals Summary

ÅAlert Audit Report

Assessment Status ÅAssessment Scheduling Report

ÅAssessment Warnings Report

ÅAssessment Schedule Audit Report

Late Documentation ÅAudit Report> select documentation type ólateô in the filters

Suggested Reports for Clinical Staff (contôd)

Continued on next page Ą

SECTION 1: GENERAL
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Topic Report

Progress Notes ÅProgres Notes NEW Report (Select type of note to display under filter options)

Infection Control ÅProgress Notes NEW Report ï select Infection Prevention & Control Note Type from 

the list

ÅAlert Listing Report

ÅTask List Report

Assigned Tasks ÅKardex Report ï select Position to view all assigned tasks assigned to that group 

within a defined period 

Planning and scheduling 

resources

Å Intervention/Task Schedule Report

Basic Resident Summary ÅKardex Report

Transfer out to Hospital ÅTransfer/Discharge Report

ÅFrom the resident's chart > Print > Generate/View Clinical Chart (option to include 

photo)

Suggested Reports for Clinical Staff (contôd)

Continued on next page Ą

SECTION 1: GENERAL
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Q: How can I get a list of residents who have no bowel movement documented in 3 days?

A: You can run the Complex Alert Documentation Report

Suggested Reports for Clinical Staff (contôd)

SECTION 1: GENERAL

Include cleared 

alerts
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Suggested Reports for Dietary & Nutrition

Topic Report

Orders ÅOrder Listing Report

ÅOrder Summary Report

ÅOrder Recap Report

Diet/Nutrition ÅDiet Type Report - More than one Diet Type cannot be selected in a Diet Order

As a Work around to show a secondary Diet Type, navigate to:

ÅClinical > Residents > Orders

ÅNew > Order Category: Diet > Diet Type: Choose the Type

In the Additional Directions enter the secondary diet or create an additional Order for the secondary diet type

ÅNutrition Report - The Nutrition Report uses the documented responses from the existing "system" Follow Up Question 

"What percentage of the meal was eaten?" 

High risk (decreased meal intake of 2 meals @ =<50% at least one time during report week AND weight loss for report week) 

Medium risk (decreased meal intake OR weight loss)

Allergies ÅAllergy Report

Alerts ÅAlert Audit Report (view multiple homes)

Weights ÅMonthly Weight Report

ÅWeight Calculations Range Report

ÅWeights and Vitals Summary

ÅAlert Audit Report

SECTION 1: GENERAL
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Topic Report

Birthdays Å Birthday List

Spiritual Preference Å Religion List

Food/Diet Å Diet Type Report

Program Participation Å Event Calendar Report

Å Event Calendar Comparison Report

Å Look Back Report

Å Therapy Minutes

Language Preference Å Language List 

Allergies Å Allergy Report

Contact Emails Å Resident Contacts Report

Suggested Reports for Recreation

SECTION 1: GENERAL
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Topic Report

Number of Residents and Resident Days Å Census 

Å Detailed Census

Å Midnight Census

Resident Demographics & Length of Stay Å Resident List Report (New) ï leave most filters blank and select 

fields to display

Å Age Summary Report

Bed Occupancy Å Occupancy Report 

Å Empty Beds list

Å 24 Hour Summary Report

Deaths & Transfers Å Action Summary Report

Resident Complexity Å Order Listing Report

User roles and security profile Å User List Report

Information audits and data integrity Å Missing Entries Report

Assessment Results Å Assessment Scoring Report

Å Resident Response Comparison

Å Resident Response List

Contact List Å Resident Contacts Report

Suggested Reports for Administrators

SECTION 1: GENERAL
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Topic Report

Resident List ÅResident List Report 

Scheduling Care Plan meetings ÅCare Plan Reviews Due 

Print a residentôs Care PlanÅCare Plan Report

Contact list ÅResident Contacts Report

Face Sheet (resident summary) ÅAdmission Record Report

Check chart completion ÅMissing Entries Report

Suggested Reports for Clerical Staff

SECTION 1: GENERAL
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écreate and sort Progress Notes? 

ü{ŜƭŜŎǘ ΨbŜǿΩΦ
üLƴ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ŎƘŀǊǘΣ ŎƘƻƻǎŜ ǘƘŜ ΨtǊƻƎ bƻǘŜΩ ǘŀōΦ

Select the type from the picklist

SECTION 2: ALL ROLES
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Click óShow on Shift Reportô and óShow on 24 Hour Reportô if 

this is important to pass on to the oncoming shift. 

Ensure all notes begin with a standard 
word/focus, i.e. Behaviour - Χ Σ tŀƛƴ - . 
Document all findings.

Describe actions and interventions 
taken.

5ŜǎŎǊƛōŜ ƴŜȄǘ ǎǘŜǇǎ Χ hƴƎƻƛƴƎ ƳƻƴƛǘƻǊƛƴƎΣ 
further interventions, referrals, etc.

5ŜǎŎǊƛōŜ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ǊŜǎǇƻƴǎŜΣ ƛƴŎƭǳŘƛƴƎ 
any behaviours or changes in condition.

DARP is an acronym to describe the format 

for nursing and recreation Progress Notes. 

Other Allied Health positions may use a 

similar format, such as SOAP.

SECTION 2: ALL ROLES
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Choose the timeframe you wish to search within.

Custom will also give you additional options for 

sorting Progress Note Types, authors, etc.

To sort progress notes, select óView Allô in the óProg Noteô tab.

SECTION 2: ALL ROLES



33

ü Option 1 

ü  Find the existing progress note that you want to 

link your note to (it may have been written by 

someone else). 

üSelect ôFollow Upõ. A new Progress Note window will 

open, allowing you to continue writing your own 

progress note.

Telling a Story with Progress Notes - Linking Progress 

Notes in two different ways. 

SECTION 2: ALL ROLES
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ü Option 2 

ü Begin to create a progress note by selecting óNewô in 

the progress note tab and select your desired note 

type from the new window.

ü  Select       óThis note is a follow up to:ô

ü A new window will open, allowing you to search for the existing note on the chart that you wish to link 

your progress note to. Be sure to adjust filters to find what youõre looking for. Select ôSearchõ.

ü Select your desired note to link using the hyperlink.

SECTION 2: ALL ROLES
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Your progress note will now look similar to this Ą

You may continue with the remainder of the 

documentation in all other applicable text boxes 

and ôSignõ upon completion.

SECTION 2: ALL ROLES
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écomplete scheduled Assessments (UDAs)?

The UDA Portal is where you can see all assessments that are òScheduled, òIn Progressó, and òCompletedó across 

the entire home. 

Select UDA under the 

Clinical Tab > Care Management

SECTION 2: ALL ROLES
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By selecting the residentõs name in the ôScheduledõ tab, you will be taken to that residentõs chart to 

view all assessments that are currently scheduled. 

Filters allow you to further sort and narrow down your list based on resident name, resident status, household 

(unit), neighborhood (floor), Schedule Description, Assessment Type, and Due Date.

Before beginning a ôscheduledõ assessment, make sure it isnõt 

currently in progress by someone else by checking the ôIn Progressõ 

tab.

SECTION 2: ALL ROLES
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Selecting the ó+ô / ó-ô will allow you to expand the list of scheduled assessments. Any past due assessments will show in 

red.

Click the ó+ô sign to see the list pre-scheduled 

assessments and their due dates.

Click on the assessment you would like 

to complete.

SECTION 2: ALL ROLES
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The óReasons for Assessmentô window will now appear. The óAssessmentô will already be selected based on what you 

chose to complete in the previous scheduled assessments list. Choose your óType of Assessmentô.

To clear the schedule on the assessment (i.e., to remove it from being past due or due now), leave the check box 

selected. If you wish to have the schedule remain on your current assessment, i.e., it will remain due or past due, 

uncheck the box shown.

Select óSaveô

SECTION 2: ALL ROLES
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*Important*

When you are finished with the assessment, to mark 

the assessment status as óCompleteô, you must select 

"Save & Sign & Lock & Exit ñ.

The assessment will now open to be completed. 

SECTION 2: ALL ROLES
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You will be asked to sign the 

assessment. Enter your PIN and 

click óSignô.

SECTION 2: ALL ROLES
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écomplete an unscheduled Assessment (UDA)?

Choose the type of assessment 

from the dropdown.

Select the assessment you would like to initiate.

To complete an assessment that isnôt on an assessment schedule, select óNewô in the óAssmntsô tab of the resident you are 

assessing.

SECTION 2: ALL ROLES
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Complete assessment as you normally would. Select óSave & Sign & Lock & Exit ô when finished. 

SECTION 2: ALL ROLES



RN
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Important areas to review before starting your shift:

1. Home Bulletin Board & Clinical Communications ς Review messages added since your last shift.

2. Shift Report ς Run shift report from your Clinical Dashboard, Clinical Communications, or Report tab.

3. Resident Event Listings ς Lƴ ǘƘŜ IƻƳŜΩǎ /ŀƭŜƴŘŀǊΦ CƛƭǘŜǊ ŦƻǊ ȅƻǳǊ ƘƻǳǎŜƘƻƭŘ κ ƴŜƛƎƘōƻǳǊƘƻƻŘ ǘƻ ǎŜŜ ǿƘƻ 

has reminders, appointments, or other events happening that day.

4. Monitor Clinical Dashboard

SECTION 3: RN

With electronic charting, the way we gather shift report, monitor residents, and plan our day has changed. 
The following instructions will help you adjust to this new way of documenting. 

é.start my shift as an RN?

Planning my shift:
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When logging into PCC, you will arrive on the Home page where you can access all communication areas:

Å Clinical Communications ς use the hyperlink to take you to the Clinical Communications area of PCC.
ü Shift reports can be accessed here ς see next slide.

Å Home Bulletin Boardfor general information
Å PointClickCare Announcements 

Review each of these areas when logging into PCC.

SECTION 3: RN

1. Home Bulletin Board & Clinical Communications



47

Clinical Communications Board

Important: These communication boards are to be used 
for communicating information only. 

Should NOT be used for making requests. Those should be 
passed on verbally and/or using alerts.

Access Shift & Summary 
Reports for the whole 
home

Resident-specific information can be shared in this space. 

SECTION 3: RN
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In each of the respective communication areas, a óNewô button is present for roles who have 

access to post new messages on the communication boards.

SECTION 3: RN

How to Post a Message
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ÅClinical Communications will allow you to link your 

message to a specific resident. Use the magnifying glass to 

search by resident name.

ÅThis option will not be found on the Home Bulletin ï 

resident-specific information is not permitted on the 

Home Bulletin board.

ÅDetermine an appropriate end date for the message to be 

displayed

ÅEnter your message.

ÅSelect 'Saveô.

SECTION 3: RN

How to Post on the Clinical Communications Board
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From the Clinical Dashboard
ü access Shift Reports - filter to a specific household or neighbourhood όΨ¦ƴƛǘΩ ƻǊ ΨCƭƻƻǊΩύΦ
hƴŎŜ ȅƻǳǊ ŀǊŜŀ ƛǎ ǎŜƭŜŎǘŜŘΣ ŎƭƛŎƪ ΨwŜǇƻǊǘǎΩ ŀƴŘ ŎƘƻƻǎŜ ȅƻǳǊ ŘŜǎƛǊŜŘ Shift Report.

SECTION 3: RN

2. Review Shift Report
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To access the Calendar, hover over Clinical to access the drop-down menu.

{ŜƭŜŎǘ ΨwŜǎƛŘŜƴǘ 9ǾŜƴǘ [ƛǎǘƛƴƎΩΦ

SECTION 3: RN

3. Resident Event Listing
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ΨResident Event ListingΩ ǿƛƭƭ ŀƭƭƻǿ ȅƻǳ ǘƻ ŦƛƭǘŜǊ ŀƴŘ ǎƻǊǘ ŘƛŦŦŜǊŜƴǘ ŜǾŜƴǘ ǘȅǇŜǎΣ ŘŀǘŜǎ ǊŀƴƎŜǎΣ ŀƴŘ ōȅ ǊŜǎƛŘŜƴǘ ƻǊ ǳƴƛǘΦ

This search is looking for residents 
on Blue Heron who have a care 
plan meeting, reminders, or 
appointments in May 2025.

[ŜŀǾŜ Ψ9ǾŜƴǘ ¢ȅǇŜǎΩ ōƭŀƴƪ ǘƻ ǎŜŜ ŀƭƭ 
calendar events.

SECTION 3: RN
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Important areas to monitor throughout your shift:

1. Alerts - Come back to this area repeatedly throughout your shift. Ensure there is verbal communication among the 

household team to ensure items are getting addressed.

2. High-Priority Progress Notes ς Monitor for Care Plan Review Requests, IPAC Progress Notes, Critical Event Summaries. 

View and action these before ending your shift.

3. Daily Summary ςMonitor this area to ensure assessments are being completed in a timely manner. Follow up with 

household staff when necessary.

4. Care Plan Reviews Overdue/Due ς Provides 7 days notice to allow for annual care plan prep time. Initiate Annual Care 

Plan Review process.

5. Incomplete Care Plans ς Take immediate action to address all incomplete care plans.

6. Orders on hold > 30 Days or Requiring Reassessment ς Requires resident assessment of completed treatments.

7. POC Assignment Status

8. eMAR Assignment Status

4. Monitor Clinical Dashboard
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To edit - click/unclick from the list of options on the 

left-hand side or drag and drop the boxes on the right-

hand side.
Your dashboard items can be rearranged. 

Priority areas should be near the top.

SECTION 3: RN

How to Edit Dashboard Layout
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[tbǎ ǿƛƭƭ ōŜ ǘƘŜ ŦƛǊǎǘ ǘƻ ŀŘŘǊŜǎǎ /ƭƛƴƛŎŀƭ !ƭŜǊǘǎΣ ƘƻǿŜǾŜǊΣ wbǎ Ƴǳǎǘ ǊŜƳŀƛƴ ŀǿŀǊŜ ƻŦ ǿƘŀǘΩǎ ƘŀǇǇŜƴƛƴƎ ǘƻ 
both assist the LPN and address items that may require RN intervention.

LŦΣ ǘƘǊƻǳƎƘ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ ǘƘŜ [tbΣ ȅƻǳ ŀŎǘƛƻƴ ŀƴ ŀƭŜǊǘΣ ǎŜƭŜŎǘ ΨviewΩ ǘƻ ǊŜǾƛŜǿ ǘƘŜ ŀƭŜǊǘ ŘŜǘŀƛƭǎΣ ƛŦ ŀƴȅΦ 
Assess the resident and determine the actions necessary to address the alert. Following these actions, 
document ǳǎƛƴƎ ǘƘŜ ΨpnΩ ƭƛƴƪ. This will clear the alert. 
 LŦ ŀ ǇǊƻƎǊŜǎǎ ƴƻǘŜ ƛǎ ƴƻǘ ƴŜŎŜǎǎŀǊȅΣ ǎŜƭŜŎǘ ǘƘŜ ŎƘŜŎƪ ōƻȄ ŀƴŘ ŎƭƛŎƪ Ψ/ƭŜŀǊ !ƭŜǊǘǎΩΦ

SECTION 3: RN

Alerts on Clinical Dashboard
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You can also review clinical alerts frequently throughout your shift. To view these, select this        icon.

After assessing the 
resident, use the 
appropriate action buttons 
to document your findings 
and follow up.

Filter to view the alerts on your household 
(unit) or neighbourhood (floor). 

SECTION 3: RN



57

SECTION 3: RN

1-day filter ς ƳŀƪŜǎ ƛǘ ƛƳǇƻǊǘŀƴǘ ǘƘŀǘ ǘƘŜǎŜ IƛƎƘ tǊƛƻǊƛǘȅ tbǎ ŀǊŜ ŀŘŘǊŜǎǎŜŘ ƛƴ ŀ ǘƛƳŜƭȅ ƳŀƴƴŜǊ ǘƻ ŜƴǎǳǊŜ ǘƘŜȅ ŘƻƴΩǘ ƎŜǘ ƳƛǎǎŜŘ ƻǊ 
forgotten.

{ŜƭŜŎǘ ΨǾƛŜǿΩ ǘƻ 
open the progress 
note and review 
the request.

! ŦǳǊǘƘŜǊ ǊŜǾƛŜǿ ƻŦ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ 
chart may be necessary.

Update the care plan accordingly.

High Priority Progress Notes ï Care Plan Review Requests
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After updating the care plan, return to the High Priority 
tǊƻƎǊŜǎǎ bƻǘŜ ƛƴ ǘƘŜ /ƭƛƴƛŎŀƭ 5ŀǎƘōƻŀǊŘ ŀƴŘ ǎŜƭŜŎǘ ΨǾƛŜǿΩΦ 

{ŜƭŜŎǘ ΨCƻƭƭƻǿ ¦ǇΩ ƻƴ ǘƘŜ ƴŜȄǘ ǎŎǊŜŜƴΦ

SECTION 3: RN

High Priority Progress Notes ï Care Plan Review Requests
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These two progress notes now tell a story ς A Care Plan Review Request was sent by an Allied Health staff member. 
The RN received the request, updated the care plan, and linked their follow up to the original note. 

SECTION 3: RN

To see details of the whole story, 
ǎŜƭŜŎǘ ΨǾƛŜǿ ŀƭƭΩΦ

High Priority Progress Notes ï Care Plan Review Requests
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ü Use dashboard filters to show only assessments that are due or overdue on your household.

Allows you to monitor the assessments in progress, those that are coming due and past 
due, and upcoming care plan reviews.

ü Follow up with the household teams to ensure the assessments arecompleted. 

SECTION 3: RN

These numbers 
should remain low 

at all times.

Daily Summary
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SECTION 3: RN

ÅLƴ ǘƘƛǎ ŀǊŜŀ ƻŦ ǘƘŜ ŎƭƛƴƛŎŀƭ ŘŀǎƘōƻŀǊŘΣ ȅƻǳΩƭƭ ōŜ ƴƻǘƛŦƛŜŘ ƻŦ ŀ ǊŜǎƛŘŜƴǘΩǎ ŎŀǊŜ Ǉƭŀƴ ǊŜǾƛŜǿ ŀ ǿŜŜƪ ōŜŦƻǊŜ ǘƘŜ 
scheduled care plan meeting.

Å The RN has a responsibility, before the care plan meeting, to complete Section B of the Multidisciplinary Care 
Plan Review. Full details of the care plan review process can be found in sub-section 10 of this section of the 
manual.

Care Plan Reviews Overdue/Due in Next xx Days
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ÅWhen a care plan is marked incomplete, one of two things are missing:
Å A focus is missing a goal or an intervention.
Å Customization is required.

Å{ŜƭŜŎǘ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ƴŀƳŜ ς ȅƻǳΩƭƭ ōŜ ǘŀƪŜƴ ŘƛǊŜŎǘƭȅ ǘƻ ǘƘŜ ŎŀǊŜ Ǉƭŀƴ ǿƘŜǊŜ ȅƻǳ Ŏŀƴ ƭƻƻƪ ŦƻǊ 
the missing information and complete the care plan.

SECTION 3: RN

Incomplete Care Plans
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Any treatment that required reassessment when ordered, will appear in this area of the Clinical Dashboard. 

1. Select       to open and view the medication and 
directions.

2. Assess the resident. Use your clinical judgement to 
determine if the NP needs to be contacted for a new 
order.

Following your review of the order and assessment of 
the area: 
1. Clear the alert on the Clinical Dashboard.
2. Document your assessment in a progress note.
3. Transcribe the new order, if applicable.

SECTION 3: RN

Orders on Hold > 30 Days or Requiring Reassessment
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RNs (and LPNs) monitor this area of the clinical dashboard to ensure tasks are done and 
documented on time. Follow up with staff may be necessary.

SECTION 3: RN

POC Assignment Status
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eMAR assignments can be viewed here and are 
broken down by:

eMAR tab Shift Household filter

Status provides a 
visual to indicate if 
there are 
treatments due or 
overdue. 

Tasks tell you how 
many treatments 
have been done 
out of the total 
treatments that are 
due on that shift.

Use these 
hyperlinks to drill 
down and see which 
resident(s) have 
treatments due.

RNs (and LPNs) monitor this area of the clinical dashboard to ensure all 
necessary treatments are being performed and documented. 

SECTION 3: RN

Med Passes in the Last 24 hours

bƻǘŜΥ Lƴ ǘƘƛǎ ŀǊŜŀΣ ȅƻǳΩƭƭ ŀƭǎƻ ƳƻƴƛǘƻǊ ŦƻǊ ŎƻƳǇƭŜǘƛƻƴ 
of all scheduled treatments from the previous shift 
and follow up as necessary.
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SECTION 3: RN

édocument a fall?

1. Complete an incident report in PSMS 

2. PointClickCare steps (see next pages for details):

a) Create a new 'Critical Event Summary' progress note. 

Å the data field should be titled FALL. This note appears in the High Priority Progress Notes 

section on the Clinical Dashboard

b) Add Assessments

Å Neurological Checklist: These are setup to be completed at intervals (initial, 30 mins, q1hr 

x12hrs, q4hr till 48hrs).

Å Post-Fall Huddle (to be completed by the person who found the resident).

c) Add/revise tasks for the RCW to monitor and document in POC (i.e., Post-Fall Vitals) 

Å Only if a witnessed fall or BID vitals only are required.

d) Edit the Care Plan (as needed) 

Å Focus Category=Falls (Description=At Risk for Fall is High) RN to complete.

e) Once 48hrs post fall, deactivate the Neurological Checks
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DOCUMENTING A FALL: CRITICAL EVENT SUMMARY PROGRESS NOTE
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DOCUMENTING A FALL: NEUROLOGICAL ASSESSMENTS ( FOR NEUROVITALS)

Assessments т Edit Schedules т ĦőŸŸƚĲШљй ĲƨƖŸũŸŊŔĦċũШ9őĲĦťШxŔƚƣШыÉŔŰŊũĲШÉĲĦƣŔŸŰьњШŉƖŸůШƣőĲШ ƚƚĲƚƚůĲŰƣШ
drop down. 

Click Activate. Ensure the correct date/time of fall is selected.
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Steps for Completing Neurovitals

These next 3 steps are repeated every time a neuro vital is completed.

1. Click the + next to Next Assessment Due and click on Neurological Check List (Single Section)  item.
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Steps for Completing Neurovitals  (continued)

2. In this screen, ensure the date/time of the initial  set of neuro vitals is correct. 

Select Neuro Check Initial from the Type of Assessment drop down list. Click Save.
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Steps for Completing Neurovitals  (continued)

3. The assessment form is now displayed. Enter all applicable data for the neuro check. For each vital, click 
љ ĲƽњЯШĲŰƣĲƖШƣőĲШƻċũƨĲƚШŸŰШƣőĲШƓŸƓШƨƓШƚĦƖĲĲŰЯШĦũŔĦťШÉċƻĲЮШfŉШƣőĲШƖĲƚŔĬĲŰƣШŔƚШƚũĲĲƓŔŰŊШŸƖШŰŸƣШċƻċŔũċĤũĲЯШ
ƚĲũĲĦƣШ ŸШŉŸƖШљÅĲƚŔĬĲŰƣШ ƚƚĲƚƚĲĬњШċŰĬШƣǃƓĲШŔŰШƖĲċƚŸŰШыŔЮĲЮЯШƚũĲĲƓŔŰŊьЮШШ§ŰĦĲШƣőĲШĲŰƣŔƖĲШŉŸƖůШŔƚШĦŸůƓũĲƣĲĬЯШ
click Save & Sign & Lock & Exit.
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Steps for Completing Neurovitals  (continued)

Steps 1-3 for each neuro check to be performed after the initial:
a. 30 minutes (Neuro check 1st 30 minutes)
b. 1 hr (Neuro check 2nd 30 minutes)
c. q1hr for 12 hours (Neuro check 1st hour, Neuro check 2nd hour, etc.)
d. q4hr till 48hrs post fall (Neuro check 1st 4hour, Neuro check 2nd 4hour, etc.)

Once 48hrs post fall, deactivate the neuro checks:

Assessments т Edit Schedules - ĦőŸŸƚĲШљй ĲƨƖŸũŸŊŔĦċũШ9őĲĦťШxŔƚƣШыÉŔŰŊũĲШÉĲĦƣŔŸŰьњШ
from the Assessment drop down. 

Click Deactivate.
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Post Fall Huddle Assessment

Assessments т New т 9őŸŸƚĲШљйÂŸƚƣ-[ċũũШcƨĬĬũĲњШŉƖŸůШƣőĲШ ƚƚĲƚƚůĲŰƣШĬƖŸƓШĬŸƽŰЮШ
Ensure date/time is correct (time of fall).

Complete the assessment and click Save & Sign & Lock & Exit.
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Post Fall Vitals Task

This step is required only for BID x48hr standard vitals (i.e., Witnessed fall, did not hit head).

Click Tasks т New Tasks т Check Post-Fall Vitals BID for 48 hours - Save

Edit the task to update the schedule to the specific times of 
day when VS to be checked, if necessary. 

Default is for days and evenings.

This will show up in POC for RCWs / LPN to complete vitals.

This task will need to be edited and marked as Resolved 
once 48hrs are completed.
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éregister a new Resident?

1
2

3

SECTION 3: RN

Continued on next page Ą
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4

Do not use 

either of 

these

Resident 

Number is 

automatically 

generated.

Continued on next page Ą

SECTION 3: RN
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5 Required fields to complete: 
First Name, Surname, Health Card Number, 

Birthdate, Sex, Consent, Marital Status, Religion, 

Mobile Phone, Email

Recommended: Preferred name, middle name, 

primary language

Do not enter óLast Physician Visit.

Clear  óNext Physician Visitô.

Residentôs phone and email.

If registering in advance of actual admission, leave the consent info blank. 

Consent can be updated using Edit -> Demographics

 

Note: Consent date cannot precede admission date. 

SECTION 3: RN
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Go to the Resident list > select óNewô > click 

on óadtô beside resident's name

éadmit a new Resident? SECTION 3: RN

Select appropriate action code for the type of 

admission: 

Actual (permanent) vs Respite

Ensure the date and time are accurate.

Search for available rooms using the magnifying 

glass next to Location
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Respite Admissions

Re-use the same Resident chart each time the person is re-admitted as a Respite. 

Do not build their chart from scratch each time. 

In your Resident search , ensure óAll Residentsô tab is selected, and click the 'adt' link next to the Resident:

On the next screen, select 'Respite - Actual Admit/Re-Admit Date[RAA]' as the Action Code.

AVOID creating a duplicate chart for the same person.

All of the previously created chart information/documentation stays with the Resident across admits/discharges. 

Note: The regular admission assessments will be triggered. Clear the schedule for any assessment(s) not normally performed on a 

.



80

Add Medical Professionals

1. Admin Tab > Medical Professionals нΦ {ŜŀǊŎƘ ŜȄƛǎǘƛƴƎ ƭƛǎǘ όǎŜƭŜŎǘ Ψ.ƻǘƘΩ 
active and expired status)

3. Create a New Medical 
Professional and Save

Note: This functionality is reserved for RNs only.
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Upon admission, there are several assessments that will be generated in the residentôs Assessment tab.  

The previously known óNursing Databaseô has been turned into two separate documents: One done prior to admission 

and one on the day of admission.

1. Pre-Admission Review 

a. As it suggests, this can be done prior to the residentôs actual admission. 

b. The Pre-Admission Review captures all the residentôs historical data, the extent to which they can assist in caring 

for themselves, i.e., ADL assistance, emergency contact information, etc. 

c. Upon locking this assessment, the initial care plan will be generated. Once locked, youôre responsible for going 

to the care plan to customize all required information. See Care Plan slides.

2. Head-to-Toe Assessment ï Captures the initial assessment of the resident on the day they move into the home.

For instructions on how to complete an assessment, please refer to the Assessments section of the óHow do Iéô slides.

Significant Change Notice:

SECTION 3: RNécomplete Admission Assessments?
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Frequency Role Most Responsible
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Assessment Name Notes on Changes

Braden Scale ṉ ṉ ṉ

Columbia Suicide Severity Scale Only when triggered ṉ ṉ ṉ ṉ

Continence Assessment
όCƻǊƳŜǊƭȅ ά¢Ŝƴŀέ 
Assessment)

ṉ ṉ ṉ

Footcare Assessment ṉ* ṉ

Head to Toe Assessment ṉ ṉ

Pain Assessment in Advanced 
Dementia (PAINAD)

Only when triggered ṉ᷀ ṉ ṉ

SECTION 3: RN

Below is a table that lists all Admission Assessments, and to the right, the role most responsible.

Continued on next page Ą
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Frequency Role Most Responsible
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Assessment Name Notes on Changes

Pre-Admission Review

Captures resident history 
and generates the initial 
care plan. Can be done 
before admission.

ṉ ṉ

Recreation ς Admission 
Assessment

ṉ ṉ

Scott Fall Risk Screening Tool ṉ ṉ ṉ ṉ

TB Screening ṉ ṉ

Time of my Life ṉ ṉ

TLR Assessment ṉ ṉ ṉ ṉ

Violence Assessment Tool (VAT) ṉ ṉ ṉ ṉ

SECTION 3: RN

Below is a table that lists all Admission Assessments, and to the right, the role most responsible.
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Respite Admission Assessments

1. To clear the assessment schedules, select óEdit 

Schedulesô in the Assessment tab of the residentôs chart.

Not all admission assessments are necessary for respite stays. Therefore, when admitting for a respite stay, follow these 

directions to prevent overdue assessments.

2. A new window will open. Select óClear Allô.

3. Another window will open. Select only the assessments you do not wish to complete for the respite admission. Select óClear 

Allô once more to clear the assessment schedules.

SECTION 3: RN



85

ébuild the initial Care Plan and Kardex?

1. Complete the Pre-Admission Review

Embedded within this assessment is the ability to build the initial Care Plan.

The selected focus, goal, and intervention(s) will be populated in the care plan 

upon locking this assessment. 

After locking, proceed to the care plan tab to customize.

SECTION 3: RN
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2. Personalize the care plan to be specific to the residentôs needs. Review each Focus, Goal, and Intervention.

SECTION 3: RN

ü Ensure all areas of specification are customized.

Å A comprehensive care plan should be in place for every resident. 

Å Focuses, goals, and interventions should be added/resolved based on evolving health concerns. 
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SECTION 3: RN

Suggested Baseline Care Plan and Kardex for all residents:

Focuses
Examples of associated interventions 

(all the below would be edited to include specific information about the resident)

Suggested Kardex 

Categories

A
D

L
s

Dressing Limited assistance ï Resident is able to dress. Staff are to assist [specify]. Assisted devices needed for dressing 

include: [specify]. Favourite items to ensure I have on everyday are [specify].

Dressing

Eating Independent ï Resident is able to eat without any assistance, prompting or cueing from staff. Eating / Nutrition

Bladder / Bowel Limited assistance ï Resident is able to [specify]. Ssaff are to assist by [specify]. Equipment and devises I use to 

support toileting include [specify]. Pericare is to be performed after each toilet use, staff are to [specify]. 

Bladder / Bowel

Bathing Independent Bathing

Personal 

Hygiene w/ Oral 

Care

Supervision.

Resident has (upper/lower/both) dentures. Denture care performed by (specify).

Personal Hygiene / Oral 

Care

Sleep care 

needs

Morning and evening routines Daily Routine

Important * The following table is to be used as a guide and includes examples only. Use your clinical RN judgement to determine the minimum 

interventions that should be placed on the residentôs Kardex to maintain the comfort and safety of the resident and staff.
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SECTION 3: RN

Suggested Baseline Care Plan and Kardex for all residents (continued):

Focuses
Examples of associated interventions 

(all the below would be edited to include specific information about the resident)

Suggested Kardex 

Categories

A
m

b
u

la
ti
o

n

TLR Independent mobility. Equipment used to support the residentôs mobility are [specify]. TLR

Toileting transfer Guided mobility Toileting

Bed Mobility Independent Bed Mobility

O
th

e
r

Behaviours /

Cognitive Status

Specify any behaviours / aggression staff should be aware of. Include triggers and de-escalation strategies. 

Many possible interventions to add.

Monitoring / Safety or

Behaviour / Mood or 

Cognition / Communication

Hearing / Vision 

care needs

Specify any communication concerns or considerations staff should be aware of, such as hearing aid storage 

and whether the resident needs help managing.

Hearing / Vision

Important * The following table is to be used as a guide and includes examples only. Use your clinical RN judgement to determine the minimum 

interventions that should be placed on the residentôs Kardex to maintain the comfort and safety of the resident and staff.
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Focuses
Examples of associated interventions 

(all the below would be edited to include specific information about the resident)
Suggested Kardex Categories

A
D

L
s

Choking / 

Swallowing

Safe swallowing interventions, modified textures, etc. Eating / Nutrition

Bladder / Bowel 

elimination issues

Details on continence products, routines, constipation/diarrhea interventions, etc. Bladder / Bowel

H
e

a
lt
h

/ 
M

e
n

ta
l 
H

e
a

lt
h

 C
o

n
d

it
io

n
s Dementia

Diabetes

Cardiac Concerns

Respiratory issues Monitoring / Safety

Sleep apnea CPAP / BiPAP routines Daily Routine

Mood Disorders Triggers and de-escalation strategies Behaviour / Mood

O
th

e
r

Pain

Skin

Falls

Other common focuses and suggested Kardex categories:
Important * Safety Plan Intervention Kardex category will be used 

only in times when an actual OH&S Safety Plan is in place. 

SECTION 3: RN
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Kardex Categories

Monitoring/Safety vs. Safety Plan Intervention

*Important 

Safety Plan Intervention Kardex category will be used only  in times when an actual 

OH&S Safety Plan is in place. 

SECTION 3: RN

Please select the Monitoring/Safety category for issues such as:
Å Respiratory/Breathing
Å Swallowing 
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4. Review and revise the residentôs Point of Care tasks.

SECTION 3: RN

Please see the LPN section for more 

information on how to review and revise the 

residentôs Point of Care tasks.
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étransfer a Resident?

Like the residentôs admission, use the Quick 

ADT function for these actions. 

There are 4 choices when transferring a 

resident:

SECTION 3: RN

Å Internal transfer - used when the 

resident is moving to another 

location within the home, i.e. moving 

to another room.

Å Transfer Out options will be used 

when a resident is leaving the home 

for a hospital admission or for a 

casual outing with family.

If the resident is being sent to 

hospital, in addition to the 

QuickADT, you may also need to 

print transfer documents. 

The next slides will outline how 

to do this.
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To generate a residentôs transfer documents, in the residentôs chart, 

select Print >> Generate/View Clinical Chart

T
o

p
 R

ig
h

t C
o

rn
e

r

SECTION 3: RNéprint transfer documents for a Resident?

There are two options for reports: 

Resident Appointment Documents ς A 
simplified report for a routine resident 
appointment.

Transfer to Hospital ς A more comprehensive 
transfer to hospital report. 

Once your report is selected, additional 
filtering and sorting options will open for your 
selection.
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Print

SECTION 3: RN

A copy of the paper MAR 

must also accompany the 

Resident.

To view the newly generated report, proceed to the óMiscô 

tab of the resident chart. 

The document will take some time to generate. When 

ready, select the name of the file to open and print.



95

écomplete Discharge activities?

Complete the óDischarge from LTCô assessment for a living Resident. 

Complete the óPost-mortem Careô assessment for a deceased Resident.

Select the 

óDischarge from 

LTCô or óPost-

mortem Careô 

assessment.

Change type to 

óDischargeô.

SECTION 3: RN

1

Continued on next page Ą
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Å Complete the assessment

Å Save & Sign & Lock & Exit

SECTION 3: RN
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Select óQuick ADTô

OR  Select one of the three Respite discharge types

Discharge Options for LTC Resident

Discharge Options for Respite Resident

SECTION 3: RN

2 Change the residentôs admission status through ñQuick ADTò.

Continued on next page Ą

Select one of the three LTC discharge types
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Select óNursing homeô as the 'From Type'

Click on the down arrow to open the dropdown list

SECTION 3: RN

Continued on next page Ą
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Select the correct home as the 'From Location'

Click on the down arrow to open the dropdown list

SECTION 3: RN

Continued on next page Ą
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Adjust effective date and time (if necessary)

Click óSaveô

SECTION 3: RN
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Discontinue all orders

SECTION 3: RN

3

Continued on next page Ą
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Select all orders

Set the discontinue 

date and time

Choose the 

communication method

Who authorized the 

orders being discontinued

SECTION 3: RN
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Discharge/Transfer Steps

Transfer Steps
ü Quick ADT ï Action Code: Transfer Out Hospital (TO)

ü Orders ï Batch Update óPut on Holdô

ü Appointments ï Delete from calendar (as necessary)

ü Assessments ï Manually de-activate schedule

ü Tasks ï Select óResident Not Availableô for each shift in POC

When the resident returns :
ü Quick ADT ï Action Code: Transfer In Hospital (TI)

ü Orders ï Batch Update óResumeô

ü Appointments ï Add to calendar (as necessary)

ü Assessments ï Manually re-activate

ü Tasks ï Document tasks completed as usual

Discharge Steps
ü Quick ADT ï Action Code: Deceased Facility (DE) or Deceased Hospital (DH) or Discharge Date (DD)

ü Orders ï Discontinue ALL

ü Appointments ï Delete from Calendar

ü Assessments ï Clear Scheduled List 



104

ébuild a Resident chart?

Information typed in the óSpecial Instructionsô box will appear in the chart header. 

VAT Score should be added here as follows:

** LOW/MODERATE/HIGH/VERY HIGH RISK FOR VIOLENCE **

Any infection control measures currently in place should also be added here, for 

example:

** DROPLET/CONTACT PRECAUTIONS ** 

SECTION 3: RN

This is where a residentôs risk for violence and infection control measures will be noted, so that they show up at the top of 

the resident chart.

Continued on next page Ą

Care Profile
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Other areas of the Care Profile can also be edited or 

updated.

These fields are not automatically updated from 

other areas of PCC. If you are using this section of 

the Resident Chart, please ensure you keep it 

aligned to the Care Plan.

These items do get included in the Admission 

Record that is part of the package sent with a 

transfer to acute care.

SECTION 3: RN

NOTE:
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Search for existing contacts to ensure no duplication

ü updates on one record will update to other resident 

records who share that same contact person
Å First and last names are required

Å insert óTBDô if unknown

Å Phone numbers are numbered by priority. If the contact 

has more than one phone number, please indicate which 

to call first.

Under the Clinical tab

ü Click Resident Profile tab

ü Add new contact details

ü Multiple ócontact typesô may be checked

ü Emergency Contact #1 is seen on the 

transfer/discharge record

ü SDM must be identified if cognition is a concern. 

ü Select one relation

SECTION 3: RN
Resident Contacts



107

Medical Professionals can be found in the óProfileô tab of the residentôs chart.

At minimum, all residents should have:

1. A primary practitioner - usually the on-site 
NP/MD, unless they have chosen to retain their 
own family physician.

2. The on-site Dietitian 

3. Nursing Order 

4. IPAC Nursing Order

SECTION 3: RN

Medical Professionals

ÅOnly one primary medical professional can be checked.

Note
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Additional (custom) information

Notes:    

This is the only place where 

this information is stored in the 

resident chart. It is not 

automatically updated, so 

please keep this up-to-date if 

any of these items change.

Only IPAC will be editing the 

Infection Control Precautions in 

this section.

SECTION 3: RN
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External Facilities
SECTION 3: RN

Use the search option or scroll through the list to find the facility name.

bƻǘŜΥ LŦ ȅƻǳ Řƻ ƴƻǘ ǎŜŜ ƛǘΣ ƳŀƪŜ ǎǳǊŜ Ψ!ƭƭ CŀŎƛƭƛǘƛŜǎΩ ŀǊŜ ǎŜƭŜŎǘŜŘΦ

²ƘŜƴ ȅƻǳǊ ǎŜƭŜŎǘƛƻƴǎ ŀǊŜ ƳŀŘŜΣ ǎŜƭŜŎǘ Ψ{ŀǾŜΩΦ ¸ƻǳǊ 9ȄǘŜǊƴŀƭ Facilities will 
show as seen below:
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éadd or update an allergy?

Use admission date or indicate unknown if 
resident or family is unsure of the onset.

ÉĲũĲĦƣШ9ċƣĲŊŸƖǃШћDrugќШċŰĬШĤĲŊŔŰШƣǃƓŔŰŊШƣőĲШ ũũĲƖŊĲŰШƣŸШ
generate a list of options to choose from.

Identify whether it 
is a true allergy, 
intolerance, or a 
general adverse 

reaction

Select severity level of the 
reaction experienced

Document the Reaction Manifestation by beginning 
ƣŸШƣǃƓĲШƣőĲШƖĲƚŔĬĲŰƣќƚШƖĲċĦƣŔŸŰШƣŸШƣőĲШċũũĲƖŊĲŰШċŰĬШ

select from the generated list.

SECTION 3: RN
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éadd or update a diagnosis?

Use the magnifying glass to open a window 

where you will search for the diagnosis.

Primary is visible 

in the chart header 

and  Point of Care 

SECTION 3: RN
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Change 

thresholds if 

needed

* Use 48-hr admission weight and vitals as 

baseline.

éset a Residentôs baselines and customize thresholds?SECTION 3: RN
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édocument Resident behaviour  that requires a Safety Plan?

Trigger:

1. A Resident has been displaying violent or inappropriate behaviours towards staff or 
other Residents.

2. The Violence Assessment Tool (VAT) has been used to assess the Resident.
3. ¢ƘŜ ±!¢ ǎŎƻǊŜ ŘŜǎƛƎƴŀǘŜǎ ǘƘŜ wŜǎƛŘŜƴǘ ŀǎ ŀ άIƛƎƘέ ƻǊ ά±ŜǊȅ IƛƎƘέ ǊƛǎƪΦ
4. LǘΩǎ ōŜŜƴ ŘŜǘŜǊƳƛƴŜŘ ōȅ hIϧ{ ǘƘŀǘ ŀ {ŀŦŜǘȅ tƭŀƴ ƛǎ ǊŜǉǳƛǊŜŘΦ

Information typed in the ôSpecial Instructionsõ box will appear in the chart header. 

VAT Score and presence of a Safety Plan should be added here as follows:

** HIGH/VERY HIGH RISK FOR VIOLENCE - Safety Plan in Place **

Update Special Instructions

SECTION 3: RN

Continued on next page Ą
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Edit Custom Information

SECTION 3: RN

Continued on next page Ą
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Change to ôYes ð See 

Care Planõ and click 

ôSaveõ.

SECTION 3: RN

Continued on next page Ą
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Add Safety Plan Interventions to Care Plan

SECTION 3: RN

Continued on next page Ą
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Select the LTCF Library.

Always select 

ôBehaviours/expressions 

including elopement 

wanderingõ.

SECTION 3: RN

Continued on next page Ą
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Always select 

'Other ðspecify behaviourõ.

SECTION 3: RN

Continued on next page Ą
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Customize the description to 

òSafety Planó.

Assign to òNursing/Care Servicesó, 

which is the default.

SECTION 3: RN

Continued on next page Ą
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Select all  Goals that apply and 

click ôNextõ.

Select all Interventions  that 

apply and click ôSaveõ.

SECTION 3: RN

Continued on next page Ą
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All Interventions must be customized. Edit 

the description to best describe the 

residentõs Intervention.

Always set the Kardex category to ôSafety 

Plan Interventionsõ. 

Only OH&S-led safety plan interventions 

will reside in this category.

SECTION 3: RN

Continued on next page Ą

The new Focus with your selected set of Goals and 

Interventions is added to the Care Plan. They must 

now be customized to fully represent the 

Residentõs situation.
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Safety Plan Interventions 

now appear on the Kardex 

as well as in the Care Plan.

SECTION 3: RN
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émanage a Residentôs regular attendance in an external program?

Q: How do I document that a Resident attends an External Program on a daily/weekly basis? 

A: You can edit the resident care plan. Select New Focus, using the  Standard LTCF Care Plan Library > Focus 
Category of Recreation. 
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[ƖŸůШƣőĲШ[ŸĦƨƚШxŔƚƣШċĬĬШљActivities external to the home that the resident participates in are (specify). You will 
need to edit the focus, by adding the location in place of the word (specify), ie: Inclusions East. Next, you will add 
ċШŰĲƽШŊŸċũЯШΞШŊŸċũƚШċƖĲШċƻċŔũċĤũĲЯШƚĲũĲĦƣШљÅĲƚŔĬĲŰƣШƽŔũũШĦŸŰƣŔŰƨĲШƣŸШċƣƣĲŰĬШĲǂƣĲƖŰċũШċĦƣŔƻŔƣŔĲƚШċƚШŔĬĲŰƣŔŉŔĲĬШƽŔƣőШ
ƚƨƓƓŸƖƣШŸŉШőŸůĲШƚƣċŉŉЮњШ

New intervention box will come up next, choose the interventions that you would like to add. 

You will need to edit the interventions, adding the 
correct information. You can choose between Daily 
Routine or Recreation/Social Activities in the 
Kardex Category with a position of RCW and 
Recreation Program staff. 
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üòŸƨШĦċŰШċĬĬШƣőŔƚШċƚШċŰШĲƻĲŰƣШŔŰШƣőĲШÅĲƚŔĬĲŰƣќƚШĦċũĲŰĬċƖа

ü You can create a custom task that will go to POC to be documented.
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éreceive and action Care Plan review requests?

1. Locate the óHigh Priority Progress Notesô pane on the Clinical Dashboard.

2. View the Progress 

Note details.

3. Proceed to the Residentôs chart to review any 

necessary information about the Residentôs care or 

status. Speak with the necessary staff involved in 

care. Update the care plan accordingly.

SECTION 3: RN

Continued on next page Ą
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Part of your review will be of the Progress Notes to ensure the review was not already completed by another RN. 

LŦ ƴƻǘ ȅŜǘ ǊŜǾƛŜǿŜŘΣ ǘƘŜǊŜ ǿƻƴΩǘ ōŜ ǊŜŎƻǊŘ ƻŦ ƛǘ ƛƴ ǘƘŜ tǊƻƎǊŜǎǎ bƻǘŜ ǘŀōΧΦȅƻǳ Ŏŀƴ ǇǊƻŎŜŜŘ ǿƛǘƘ ȅƻǳǊ ǊŜǾƛŜǿΦ

If it has been reviewed, the entries will look something like this:

This Progress Note indicates that the Care Plan has been updated. This is indicated by the [linked] symbol next to the 
Nursing Progress Note, which is linked to the Care Plan Review Request.

SECTION 3: RN

Continued on next page Ą
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!ŦǘŜǊ ȅƻǳΩǾŜ ǳǇŘŀǘŜŘ ǘƘŜ /ŀǊŜ Plan, return to the High 
Priority Progress Note in the Clinical Dashboard and select 
ΨǾƛŜǿΩΦ 

{ŜƭŜŎǘ ΨCƻƭƭƻǿ ¦ǇΩ ƻƴ ǘƘŜ ƴŜȄǘ ǎŎǊŜŜƴΦ

SECTION 3: RN
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éedit  Care Plans? SECTION 3: RN
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óView Triggered Items Nowô 

- will identify any new Care 

Plan items that have been 

triggered by recently 

completed Assessments

Filtering options:

ÅSearch: Use key words to narrow 

down focuses

ÅSort by: Search by order or by 

date initiated/reviewed

ÅShow only: Allows you to focus in 

on items that are yet to be 

personalized.

ÅShow Resolved/Cancelled: 

Allows you to see items that are 

no longer on the active care plan

ÅShow Tasks: Ignore this ï tasks 

have not been added to the care 

plans

ÅShow Symbol Legend: If you 

forget what some symbols mean, 

refer to this area

Filter by department 

here

Focuses

Goals

Interventions

Page navigation

Alert staff to changes 

made to the Care Plan 

and/or Kardex

SECTION 3: RN
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Hovering over the óUDAô link 

tells you which assessment 

triggered the item.

Select óView Triggered Items Nowô to review all focuses that were triggered during 

assessments. 

You will be taken to the screen below:

Select the Goal(s) and Intervention(s) that you wish to add to the residentôs Care Plan. 

Select óSaveô. Youôll then be taken back to the care plan to specify details and 

customized to the residentôs care needs. 

Once finished specifying, return to the triggered items link and select the items that 

werenôt added to the Care Plan. Select óRemove allô.

SECTION 3: RN
Reviewing Triggered Care Plan Items
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To create a new Focus, click 

óNew Focusô.

SECTION 3: RNManually add new Focus, Goals, and Interventions
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Click óAddô to include the new Focus(es) in 

the Care Plan.

Customize the Focus to be specific to 

the Resident.

Identify which 

Department is 

primarily 

responsible for the 

Focus.

Click óNextô.

Always select the óStandard LTCF Care 

Plan Libraryô.

Select the appropriate 

category.

SECTION 3: RNManually add new Focus , Goals , and Interventions
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Select the goals to be added for the new focus by 

checking the corresponding checkbox(es).

Click óNextô.

Choose the interventions to be added for the new 

focus by checking the corresponding checkbox(es).

Click óSaveô.

SECTION 3: RNManually add new Focus , Goals , and Interventions
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The Goals and Interventions associated with the  new 

Focus must now be customized to fully represent the 

Residentõs situation.

1. Customize the Focus ð Indicate the problem. 

Relate to a symptom/diagnosis when possible.

2. Ensure the appropriate department is chosen. 

The department selected should be the 

department responsible for reviewing this 

section during the care plan review.

SECTION 3: RNCustomize Care Plans
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Ensure the Goal is specific to 

the resident and is attainable.

When the Goal is no longer relevant for the resident or a 

new Goal is needed, change the status to ôResolvedõ or 

ôCancelledõ. This will also be the case for interventions 

on the next slide.

SECTION 3: RNCustomize Goals
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Customize Interventions

Most Interventions will require customization to 

fit the residentõs needs. 

Edit the description to best describe the 

residentõs Intervention.

SECTION 3: RN
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If the intervention is 

something that care 

staff should be 

aware of or monitor, 

i.e. safety, 

assistance level, 

etc., select the most 

appropriate Kardex 

Category.

Reminder!! Only interventions 

identified by OH&S for resident 

safety plans will go under 

Safety Plan Interventions.

You may assign a position(s) 

responsible for the intervention. 

Choose the role most 

responsible. 

SECTION 3: RNAssign Kardex Category and Positions
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Option 1: Go to the residentôs chart, select the residentôs name from the Clinical Dashboard pane > óCare Plan Reviews 

Overdue/Dueô. You will be directly taken to the review page. 

 

 

Monitor for upcoming Care Plan Reviews and Start the Review ­ Any role responsible for reviewing an area of 

the care plan can begin the review process. 

In the Clinical Dashboard, there are two areas that monitor Care Plans. 

 Find the area óCare Plan Reviews Overdue/Due in Next (1-7) Days. 

Your home will also continue using the notification process in place prior to implementing PointClickCare. 

 or

Option 2: Navigate to the residentôs chart using the search bar and proceed to the residentôs Care Plan tab.

SECTION 3: RNécomplete an Annual Care Plan Review?

1
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Prepare for the review: In the Care Plan tab of the residentôs chart, under óReview Historyô select óprintô to open a 

view of the care plan in another internet tab. Leave this tab open, youôll come back to it in a moment. (You may use 

either of the óprintô buttons shown above.)

Select the following print options. 

Selecting to óDisplay by Departmentô will group by 

Nursing/Care Services, Recreation, Therapy.

Select óPrintô. 

This will generate a view of the care plan in 

another browser window, allowing you to leave it 

to come back to in a moment.

SECTION 3: RN
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