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é C h an g e my P I N o) SECTION 1: GENERAL

hal

e Jennifer Jelley ~ o
Edit Profile In the top right corner, click your .
name and select|6EMit Profiled.

Uszer Access
Facility Dat
acility Data ) &

Sign Out

Change Allernate PasswordPIM —_

Long Usemame: Jennifer Jelley

Login Mame: peltctrain. jjelleyf@ih:

Password Change
Changing password for user jjelley@ihis.org:

Old Alternate Pagsword/PIN:
New Alternate Password/PIN: | | Create a new PIN an-\]CIiCk ¢

[EEETTTRaTITT Y |

Confirm Alternate Password/PIN: | 26

Terminate all sessions for this user
Do not check after password/PIN update

[ Save ] [ Cancel ]
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How to Reset PINbf RN rol¢

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

PointClickCare

Home -} = Admin~ | Clinical~ Reports
Admin . )
P People Financial Management Other
Residents Dashboard Reports
294 IEE——

W Ledical Professionals Setup

m Actions
Quick ADT

New Resident
@ Manage Users

Home~ = Admin~ Clinical~ Reports

hhhhhh
Organization Setup

Billing Setup

Step 2: ClickSecurity Users Retes Congron

e
-
E]
o B
o
o
=
-
-
(==}
-
=
=
E|
@
(o]
g
ES
=]
=
=1
=

Security

Collection Setup

Trust Setup

Self-Serve Setup
Secure File Exchange eMar Backup
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Step 3: Find the staff who needs a PIN reset

Admin Setup/ Security Users

Click Actions ->Password rr— - Login - Ini

Actions = aron Rogers ‘n.arogers@inis.org aro

Password & in anwinson(g@inis.org anw
Remove PIN o In abbygallant@ihis.org | abb
2nd Factor Authentication SEELIDIL LITITEE 2T
Reset Multi-Factor Authentication | °&//3/1.amcyeo@ihis.org amc
ToTETTS T Ce T D in.aleaskE@inis.org ale
Actions = Amber Handrahan i ‘n.athandrahan@inis.org ath
o LESETnanme -~ Laoygin - Inars o s - Uepgdiunent HCTiUnS - F'nﬂ'l‘f |WIFH] : in EEiWIﬂg@IhiS.ﬂFg ae'r
| | |Active | Actions = | Andrew Ellsworth p inawellsworth@inis.org  awe
@ Password Change - Google Chrome - O X Actions = | Ashley Profitt p in.adprofiti@inis.org Apr
Aaron Rogers o i - i i
Abbey Winson - 2% wwwhb0.pointclickcare.com/admin/setup/userpass,jsp?ESOLuseri... AI:TI_CIHS ~ Ava Perry L in.alperry @Il_.”_s'mg alp
Abby Gallant 04
= Password Change
Abdul Mohl ol
Abigail Yeo o4 Changing password for user arogers@ihis.org: . .
[T NewPassword: | | o2s Step 4: Create a new PINgeltc) and confirm the PIN
Amber Handrahan P Confirm Password: | | 026
oo L the check b t
i:::':;vp'fg;';‘t’"”h New Alternate Password/PIN: 025 @ eave € checC OX emp y
Ava Perry Confirm Alternate Password/PIN: 026
Ava Perry |
Barb Dugay | . ) )
Eeth Pizio . 0 Terminate all sessions for this USer g
Bethany Harbord after password/PIN update
Beverley Morrissey I
Bonnie Gavin 2 . H
Brandy Doucet D Step 5. H It Save
Brittany Cole D
Carla Costain £ pr—
Carrie Mokler p | Save | | Cancel |
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PIN Reset Issues

| f RNs do not see the option o0Pasnsansothe®Rd when
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).

In this scenario, a Superuser is required to reset the PIN. You must reach out to the
Service Centre (902620-3600) 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.

Active ¥ Set Filter
\ctions v | Abby McManus amacmanus@inis.org amc Active Nursing/Care Services Resident Care Worker (train) Training - Riverview Manor Multi-Facility
Actions + | Abdul Mohl amohl@gov.pe.ca amoh Active (train) Training - Prince Edward Home Enterprise
Actions = | Abigail Vera MchManus avmcmanus(@inis.org | Avm Active Mursing/Care Services Resident Care Worler (train) Training - Riverview Manor Multi-Facility
?nd Factor Authentication agotell@ihis.org ago Active Nursing/Care Services Resident Care Worker (train) Training - Riverview Manor Multi-Facility
Reset Multi-Factor Authentication adajawhite@inis.org  Adaj Active Nursing/Care Services Licensed Practical Nurse (train) Training - Prince Edward Home Multi-Facility
LU AIEX TTOITEY amhurley@ihis.org amh Active Mursing/Care Services Resident Care Worler (train) Training - Riverview Manor Single-Facility
\ctions v | Allison Leask aleask@ihis.org ale Active Nursing/Care Services Repistered Nurse (train) Training - Riverview Manor Multi-Facility
\ctions v | Allyson Hiscock AfHiscocki@ihis.org  aah Active Nursing/Care Services Resident Care Worker (train) Training - Riverview Manor Single-Facility
\ctions v | Alma McQuillan ajmcguillan@inhis.org | ajm Active Nursing/Care Services Resident Care Worker {train) Training - Riverview Manor Multi-Facility
\ctions v | Alyssa Benoit amebenoit@ihis.org  ame Active Nursing/Care Services Resident Care Worker (train) Training - Riverview Manor Single-Facility
Actions + | Amanpreet Kaur amankaur@ihis.org aman Active Mursing/Care Services Resident Care Worker (train) Training - Riverview Manor Sinale-Facility
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SECTION 1: GENERAL

éaccess SmartZone training?

2. From the PointClickCareLIVEsoftware, click on

1. From the PointClickCareLIVEsoftware, click the question mark that appears on the top right

Home > External Links > SmartZone with SSO

(automatically signs into your SmartZone side of the screen and p
account).
Prince Edward Home- SNF .
- - o b4
PointClickCare OR Resource Hub =l
Home r Admin~ Clinical~ Reports
News and Updates |-
Don' e »
Dashboards Modules External Links)_
Home POC SmariZone with SSO Customer Support Portal ;
Admin Dashboard elMAR
Clinical Dashboard Other - - Cuide Me > -

16
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é h a vaeditional picklist items added to the system?

Please email a completed Change Request Form to:

L TCSolutionoffice@ihis.org

Note: Forms are available on the Staff Resource Centre

https://src.healthpei.ca/pointclickcare

PointClickCare

Support Contact Information Training Implementation Information

User Request Forms

New Student Request Form [FDF]
PointClickCare User Access Form (Fillable) [PPF]
Travel Staff Form [PDF]

LTC Change Request Form [FPF]

PCC User Update Request Form [FDF]

17

SECTION 1: GENERAL

LTC Solution Office

##) Health PEI

CHANGE REQUEST FORM St

PointClickCare

This is a multi-purpose form to be used to request changes to the LTC Solution Functionality.

Please email the completed form to LTCSolutionOffice@ihis.org

Reset Form

*Date of Request:

Date: YYYY/MM/DD

*Type of Request:

If other, specify

{Select One)

*Requested By:

*LTC Leadership Approval:
(Administrator/Manager)

Signature: Date: YYYY/MM/DD

*Urgency Level:

{Select One}

Date of Implementation if required:

Date: YYYY/MM/DD

*Are there any known risks associated with
implementing/not implementing the request?

Yes O No O

If yes, add detail

*Describe Your Request:

Include the following if ppr priate: What do you want to achieve? (e.g. mprmoewcfkﬂa« ndsalety efficiency, change In practice, policy
and/or standards) What are the outcomes? Consider such things as st resident and

safety; quality of care; newpvamc standard or policy; benefits e; xpeaed'omlmplem zmgthg request. Are there other known
mp)d'd stakeholders? NOTE: Attach Supporting if appropriate.
FOR LTC SOLUTION USE ONLY Date: C
Approved
Denied
Escalated to PCC

Version 1.0 March 19, 2025



mailto:LTCSolutionoffice@ihis.org
https://src.healthpei.ca/pointclickcare

di t t he ResI

Home~ Admin~ Clinical~ Reports

Braun, Lloyd (PEH0123)

Status: Current  Location: Valour
Gender: Male  DOB: 10/8/1961
Physzician:

n (Care Profile | | Edit  ~ |||

Allergies: sulfADIAZINE

Dash Profile Censusz Med Diag Allergy Immun

Resident Dashboard

(§ Edit Layout B Printable View

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.

dent
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dashboar d

Editing Dashboard Layout

views
Main
CamentViw Dosction i |

RN N N N N NN NN NN N R
E =X o w

Most Recent Vitals

| New Quality Indicators and Guality Measures
Order Alerts (x2)

I B Proceed to Care Plan RAPSICAAS

ll @ Progress Notes in Last 30 Days

Quality Indicators and Quality Measures.

Therapy Minutes Summary In The Last 7 Days
UDA Scores
Undecumented PRN Orders (x2}

i @ESh O

I a §FC6IOU 1tGEf?ERAL



u

n a report?

Home~ Admin~ Clini |-

RECENT ENHANCED

ADMIN

Q

CLINICAL

Sub Modules
[] ADT / Profiles

[] Assessments

[] Behaviors and Side Effects
[] Billing

[] Care Plans/Tasks
Clinical Chart

[ eMAR

[] Event Calendar

[] General Clinical

[ ] General Clinical Reports
[] Letters

[] Point of Care

[] Results

[ Security

[] Trust

[[] Weights and Vitals

CLEARALL

SECTION 1: GENERAL

Under the Reports tab, type in a key word

to search OALLDd

r

A
A

A To narrow down a search, click on a Sub

Recent: Reportsyou run in the last 60
days

Enhanced:Features save settings for
future use

Module

19
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SECTION 1: GENERAL

Suggested Finance Reports

Topic Report

List of cheques written A Bank Activity Report - must copy and paste into excel and remove the
Review all Trust Account Transactions cell merging to manipulate until csv export is ready

Month-end reconciliation A Audit Report

Account Balance A Current Account Balance Report

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

Resident summary statement A Trust Statement
A Trust Transaction History

20



SECTION 1: GENERAL

Suqggested Reports for Clinical Staff

Topic Report

Shift Summary A shift Report (can also be accessed via clinical dashboard)
A 24-Hr Summary
Audits A Alert Audit Report

A Alert Listing Report

Data Integrity A Missing Entries Report
A Task List Report (check last box i include only tasks that require documentation)

Vaccinations A Enterprise Immunization Rates

A Immunization Report

A Missing Entries Reporti s el ect o6report on i mmunizatfjonsbéo
Care Planning A Care Plan Report

A Care Plan Review Due

A Care Plan Focus Summary
A Care Plan Item/Task Listing
A Ccare Records

Restraint Use A Look Back Report (select Monitoring Restraints)

Continued on next page A

21



Suqggested Reports for Clinical St af f

SECTION 1: GENERAL

(cont 6d)

Topic Report

Orders

A Order Listing Report
A Order Summary Report
A Order Recap Report

Allergies

A Allergy Report

Alerts

A Alert Audit Report (view multiple homes)
A Alert Listing Report i shows cleared alerts for a household (uncheck complex)

Weights

A Monthly Weight Report

A Weight Calculations Range Report
A Weights and Vitals Summary

A Alert Audit Report

Assessment Status

A Assessment Scheduling Report
A Assessment Warnings Report
A Assessment Schedule Audit Report

Late Documentation

A AuditReport> sel ect documentation 6l atgd in

type

Continued on next page A
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SECTION 1: GENERAL

Suggested Reports for Clinical St af f (cont 6d)

Topic Report

Progress Notes A Progres Notes NEW Report (Select type of note to display under filter options)
Infection Control A Progress Notes NEW Report i select Infection Prevention & Control Note Type from
the list

A Alert Listing Report
A Task List Report

Assigned Tasks A Kardex Report i select Position to view all assigned tasks assigned to that group
within a defined period Include Tasks

Planning and scheduling A Intervention/Task Schedule Report

resources

Basic Resident Summary A Kardex Report

Transfer out to Hospital A Transfer/Discharge Report

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

photo)

Continued on next page A
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SECTION 1: GENERAL

Suggested Reports for Clinical St af f (cont 6d)

Q: How can | get a list of residents who have no bowel movement documented in 3 days?

A: You can run the Complex Alert Documentation Report

1072372033 [{ESl R0 11 0/2¢/2923 [P

Include cleared
alerts
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SECTION 1: GENERAL

Suggested Reports for Dietary & Nutrition

Topic Report

Orders A Order Listing Report
A Order Summary Report
A Order Recap Report

Diet/Nutrition A Diet 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:
KClinical > Residents > Orders
ANew > 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

A Nutrition 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 A Allergy Report
Alerts A Alert Audit Report (view multiple homes)
Weights A Monthly Weight Report

A Weight Calculations Range Report
A Weights and Vitals Summary
A Alert Audit Report

25



SECTION 1: GENERAL

Suqggested Reports for Recreation

Topic Report

Birthdays A Birthday List

Spiritual Preference A Religion List

Food/Diet A Diet Type Report

Program Participation A Event Calendar Report
A Event Calendar Comparison Report
A Look Back Report
A Therapy Minutes

Language Preference A Language List

Allergies A Allergy Report

Contact Emails A Resident Contacts Report
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Suqggested Reports for Administrators

SECTION 1: GENERAL

Topic Report

Number of Residents and Resident Days

Census
Detailed Census
Midnight Census

Resident Demographics & Length of Stay

Resident List Report (New) i leave most filters blank and select
fields to display
Age Summary Report

Bed Occupancy

Occupancy Report
Empty Beds list
24 Hour Summary Report

Deaths & Transfers

Action Summary Report

Resident Complexity

Order Listing Report

User roles and security profile

User List Report

Information audits and data integrity

Missing Entries Report

Assessment Results

Assessment Scoring Report
Resident Response Comparison
Resident Response List

Contact List

To | Do Do Bo [ Do | Do Do Do| oo > oo

Resident Contacts Report

27



Suqgested Reports for Clerical Staff

Topic Report

A Resident List Report

Resident List

Scheduling Care Plan meetings

A Care Plan Reviews Due

Print a resident 6sA @eiPlan Redor n

Contact list

A Resident Contacts Report

Face Sheet (resident summary)

A Admission Record Report

Check chart completion

A Missing Entries Report

28
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écreate and sort Progress Not e s #FON=ALROES

N\
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Gavin, Barry (PEH0162)

Status: Current  Location: Lupin Valley 416-A
Gender: Male DOEBE: 3191947  Age: 78
Physician: GerriLynn Henderson

‘ [Care meile] | Edit ~ || Print - | [Provin-::ial Import]

Allergies: No Known Allergies

Code Status: (Advance Directives) Goals of Care C - Care and Interveniions focused on comfort, excluding Resuscitation. Comfort only. Do ng
Special Instructions: ** HIGH RISK FOR VIOLENCE **

Dash Profile Census MedDiag Allergy Immun Orders Wis/Vitals Results RAI  Assmnis  Prog Note CarePlan Tasks Misc

ZONICEEY O New [l View Al

Effective Date Type Note Care Plan Item or Task

Select the type from the picklist

30

Ve
1

~
[ A = | . AL "™ s | 1

Type
up to
r Task
: Date

i Date

nsition:
ed By:

1 Transfer to Hospital Summary

: | *SELECT APPROPRIATE TYPE** w[~
|
y | Admission Summary
- | Care Plan Review Request
| COMMUNICATION
Critical Event Summary
Dietitian Progress Mote
Discharge Summary
Infection Prevention & Control
Medication / PEMN Follow Up
- NP/ MD Progress Note
Mursing Progress Mote
OT Progress Note
PT Progress Note
Recreation Progress Note
Rehab Assistant Progress Note
Social Work Note
Specimen Collection

Transfer { Mobility (TLR) Mote

l.j

~

S




Data:

Action:

Response:

Plan:

Ensure all notes begin with a standard

word/focus, i.e. BehaviouiX % -t | A
Document all findings. P

Describe actions and interventions
taken.

A

SECTION 2: ALL ROLES

DARP is an acronym to describe the format
y for nursing and recreation Progress Notes.

Other Allied Health positions may use a
similar format, such as SOAP.

5Sa0NAOGS (GKS NBAAR
anybehavioursor changes in condition.

A

SyidQa NBaLRyaSsI AyOf dzZRAy 3

5580NA06S ySEG &iSL
further interventions, referrals, etc.

A X hy32Ay3 Y2YyAG2NAyYy 3

Show on Shift Report
Show on 24 Hour Report

Click o06Show on Shift Report a
this is important to pass on to the oncoming shift.
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SECTION 2: ALL ROLES

To sort progress notes, select oOView All 6 in the OPT

Gavin, Barry (PEH0162)

Status: Current  Location: Lupin Valley 416-A
Gender: Male  DOB: 3M19/1947  Age: 73

Physician: GerriLynn Henderson
A -

Allergies: Mo Known Allergies

- ] [Prmrincial Import]

Code Status: (Advance Directives) Goals of Care C -

Care and Interventions focused on comfort, excluding Resuscitation. Comfort only. Do ng
Special Instructions: ** HIGH RISK FOR VIOLENCE **

Dash Profile Census MedDiag Allergy Immun Orders Wis/Vitals Results RAI  Assmnis Prog Note Care Plan Tasks Misc

Progress Notes m View All

Effective Date

Type Note Care Plan Item or Task /

Choose the timeframe you wish to search within.
Custom will also give you additional options for
sorting Progress Note Types, authors, etc.

Views: [All Motes] - Custom - Last8hrs - Last24 hrs - Last 72 hrs - Last 7 days - Last 30 days
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Telling a Story with Progress Notes- Linking Progress
Notes in two different ways.

U Option 1

U Find the existing progress note that you want to
link your note to (it may have been written by
someone else).

U Sel ect 0 RAodwlPogressNoté window will

open, allowing you to continue writing your own
progress note.

33

SECTION 2: ALL ROLES

Resident: Craig, Dominique (IPABDF42FD) Q

Type:

Focus:
Effective Date:
Department:
Paosition:
Created By:
Created Date

Data:

Action:

Response:

Plan:

Nursing Progress Note

10/6/2025 11:24:00
Nursing/Care Services
Licensed Practical Nurse
Hillary Hutchinson

- 10/6/2025 11:27:38

Skin Integrity
Resident has reddened area on coccyx.

Resident being repositioned every 2 hours to
eliminate pressure to that area.

Continue repositioning until redness has improved.
Perform daily skin assessment

Show on Shift Report
Show on 24 Hour Report

Show on MD/Nursing Communications Report

| Follow Up | ) Cancel |




U Option 2

U Beginto create a progressnotebysel ecti ng
the progress note tab and select your desired note
type from the new window.

U Select OThi s not e ol

_jgsaf

SECTION 2: ALL ROLES

New Progress Note

Resident: Craig, Dominique (IPABDF42FD)

Type: | *SELECT APPROPRIATE TYPE™ v |

Q

<1 his note is a follow up to:

-

Care Plan Iltem or Task:

Text cannot be entered. The selected template has no sections.

_;g clear

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

your

progress

not e

t 0.

Be sure to

foiSletae t $

St et

U Select your desired note to link using the hyperlink.

Link Progress Note

Eective Date Range: [10/7/2025 |12 thru 10/15/2025 [

Type: | EMAR - Administration Note V|
Author: | Al
Effective Date Type
10/10/2025 10:18 EMAR - Administration Note Dry dressing to left forearm. Cleanse m@

Search Cancel
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SECTION 2: ALL ROLES

New Progress Note

Your progress note will now look similar to this A Resident: Cummings, Alexzander (CV6351F3CC) Q
Type: | Nursing Progress Note V|
. . . This note is a follow up to: | 10/10/2025 10:18:00 EMAR - Administration Note [Bu _%
You may continue with the remainder of the Care Plan tem or Task: g
documentation in all other applicable text boxes Effocivo Dto: 1071472025 ) Tenex[ 15 05 |
and 0Signd upon compl et -
Action:
Response:
Plan:

Show on Shift Report
Show on 24 Hour Report
] show on MD/Nursing Communications Report

() Edit Care Plan Immediately
Position:
Created By. Jennifer Pitre
Created Date: 10/14/2025 15:07:35

[sign | [Sign & New | [ Save As Draft | [ Cancel |
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ecompl et e

The

UDA

the entire home.

schedul

e

Port al I S wher e
Clinical »  Reports
F'EGP|E Care Manag ament
Residents Dashboard
Calendar
Actions Hospital Tracking
. RA
Cluick ADT N
. Communications
Mew Resident
Mew Staff Urders
Mew Medical Professional Lab/Rx Results
Manage Users anagement
Weights and Vitals
upDa
Clinical Chart Dashboard

d Assessment s*CPUDASY) 7

you can see al/l assessments

Select UDA under the
Clinical Tab> Care Management

Home~ Admin~ Clinical~ Reports [ a - |:-=a':" resident, room #, |D #. |[ Search] i ]
N4 z Set as My Default View
Scheduled In Progress Completed
Scheduled List E-E Print Schedule
“Name - Status ~ Unit - Floor ~ Schedule Description ~ Assessment Type ~ Due Date
| SetFiter | SetFilter | SetFiter /| | Set Filter - Edit

Cclear Avelino, Pau Current Lupin Valley LV & LSP Initial Fall Screening *Scott Fall Risk 8 days overdue - 4/1/2025 09:35
clear Avelino, Pau Current Lupin Valley LV & LSP TE Screen - Admission *TB Screening for LTC Residents & days overdue - 4/1/2025 09:35
clear Avelino, Pau Current Lupin Valley LV & LSP Admission *Time of My Life 8 days overdue - 4/1/2025 09:35
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SECTION 2: ALL ROLES

Before beginning a 0schedul edd assessn

currently in progress by someone el se
tab.

Home~ Admin~ Clinical v~ ~Reports

[ T - |€es':* resident, room #, ID #. |[ Search] (i ]

UDA_Ss: hedutes——x< Set as My Default View
Scheduled In Progress Completed

Scheduled List

E.E Print Schedule
“ Name Status Unit Floor Schedule Description Assessment Type Due Date
Set Filter || Set Fiter || Set Filter Set Filter v Edit
clear Avelino, Pau Current Lupin Valley | LV & LSP Initial Fall Screening *Scott Fall Risk 8 days overdue - 4/1/2025 09:35
Clear Avelino, Pau Current Lupin Valley LV & LSP TB Screen - Admission *TB Screening for LTC Residents 8 days overdue - 4/1/2025 09:35

clear Avelino, Pau Current Lupin Valley |LV & LSP Admission *Time of My Life 8 days overdue - 4/1/2025 09:35

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.

By selecting the residentds name in the 060Schedu
view all assessments that are currently scheduled.
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SECTION 2: ALL ROLES

Selecting twid |[6+ad |/oww you to expand the |list of schedul ed ¢
red.

PointClickCare TRAINING - Prince Edward Home ~ @ 'S e Peter Lawlor =
Home - Admin~ Clinical~ Reports [ 3 - I-Eea':" resident, room #, |0 #. |[Sear{:h] 0
Avelino, Pau (PEH0166) 30f 116
Status: Current  Location: Lupin Valley 419-A Current Vitals o
Gender Male ~ DOB:2/14/1985  Age: 40 BP: 125/82 mmHg Temp:36.7 °C Pulse:72 bpm Weight:61 Kg
Physician® GerriLynn Henderson 4/1/2025 10-10 4/1/2025 10-10 41112025 10-10 411/2025 10-10
. - - — Resp:18 Breaths/min BS:6.5 mmaol/L 02:99 % Pain:0
e | Care Profile | [ Edit _ ~|[ Print__ ~ | [Provincial Import | (=] 4/1/2025 10:10 4/1/2025 10:10 4/1/2025 10:10 4/1/2025 10-10

Allergies: |ce cream

Code Status: (Advance Directives) Goals of Care R - Medical Care and Interventions, including Resuscitation

Dash Profile Census MedDiag Allergy Immun Orders Wis/Vitals Results RAI  Assmnts ''rog Note CarePlan Tasks Misc

Standard Assessments m Edit Schedules

< =] extDssessment Due: *Time of My Life: & days overdue - 4/1/2025
Assessment Name Due Date _— Trgger BY T-Schede-Froquency Click the 6+06 sisghaduledo see th
*Time of My Life 412025 Admission / One Time Only .
*TB Sereening for LTC Residents 4112025 Admission / One Time Only assessments and their due dates.

*Scott Fall Risk

41112025 Admission / One Time Only

*Recreation - Admission Assessment- -V 1 e Time Only . R
*Violence Assessment Tool 4/312025 Admission / One Time Only Cl ICk on the assessment yOU WOUId Ilke
*Continence Assessment 432025 Admission / One Time Only
*Footcare Assessment 44312025 Admission / One Time Only tO Com plete .
*BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK® 4/8/2025 Schedule Completion of Braden Admission / Weekly
*TLR & Bed Mobility Assessment 4112026 Schedule Completion of TLR Assessment Admission / Annually
[ view All Date Description Status Type Category Score  Created By Revised By
edit del close sign print 41172025 *Time of My Life In Progress Admission mevangelista@ihis.org mevangelista@ihis.org
edit del close lock print 4172025 *Admission Database - Multi-disciplinary - V2-V 1 In Progress Admission mevangelista@ihis.org mevangelista@ihis.org
view unlock copy print strike-out 41172025 *BRADEN SCALE FOR FREDICTING PRESSURE SORE RISK®@ Complete Admission No Risk 20.0 mevangelista@ihis.org mevangelista@ihis.org
view unlock copy print strike-out 4172025 *TLR & Bed Mobility Assessment Complete Admission mevangelista@ihis.org mevangelista@ihis.org
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SECTION 2: ALL ROLES

Theo6 Reasons for Assessmentd window will now appear. The O0As
chose to complete in the previous scheduled assessments list. Choosey our o6 Type o00f. Assessment

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.

.2/| Clinical - Google Chrome - O x

Sel ect O6Savebd

2% wwwo0.pointclickcare.com/care/chart/assess/newassass, jsp?ESOLclien...

Reasons for Assessment

Assessment Date:

Assessment:
| *Scott Fall Risk v

Type of Assessment:

| Admizsion v

Existing Schedules For This Resident & Assessment Type
Check all schedules to be cleared/updated upon completion of this assessment.

*Scott Fall Risk Due: 4172025 Desc: Initial Fall Screening

GoeDcancet
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SECTION 2: ALL ROLES

The assessment will now open to be completed.

*Important*

When you are finished with the assessment, to mark

t he assessment status as 6Compl et e
"Save & Sign & Lock & Exit i .

Home~ Admin~ Clinical = Reports

*BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK®

Resident: Braun, Lloyd (PEHO0123)
Description: Admission Score:  To Be Determined
Date: 4/9/2025 16:23
Section Status: Unedited O
Lock Date:

[ save & sign| [ Save | [ save & Exﬂm Clear All
D

SECTION Cust. *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK®
Ins. |INSTRUCTIONS| Complate on admission for 4 weeks and then quarterly thereafter. H

1. SEMSORY Ability to respond meaningfully to pressure-related discomfort
PERCEFTION H
@ 1. Completely Limited: Unresponsive (does not moan, flinch or grasp) to painful stimuli, due to diminished level of consciousness or sedation. OR limited ability to feel pain over most of body surface.
(_) 2. Very Limited: Responds only to painful stimuli. Cannot communicate discomfort except by moaning or restlessness OR has a sensory impairment which limits the ability to feel pain or discomfort over ¥ of body.
(_) 3. slightly Limited: Responds to verbal commands, but cannot always communicate discomfort or need to be turned. OR has some sensory impairment which limits ability fo feel pain or discomfort in 1 or 2 extremities.
() 4 NolImpairment: Responds to verbal commands. Has no sensory deficit which would limit ability to feel or voice pain or discomfort.  clear
2. MOISTURE |Degree to which skin is exposed to maoisture
H

(Z) 1. Constantly Moist: Skin is kept maoist almoest constantly by perspiration, urine, etc. Dampness is detected every time patient is moved or tumed.

@ 2. Very Moist : Skin is often, but not always, moist Linen must be changed at least once a shift.

(") 3. Occasionally Moist : Skin is occasionally moist, requiring an exdra linen change approximately once a day.

™ 4 Rarelv Moist: Skip is ysually dry, Uinen onby reguires changing at roufine inferyg clear
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Home~ Admin~ Clinical~ Reporis = D= |[Search| @
*BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK®
Resident: Braun, Lioyd (PEHD123) Category: VERY HIGH RISK
Admission Score: 5.0
4/9/2025 16:23
Section Status: In Proaress 1
Lock Date: - ;
B B Electronic Signature - Custom Assessments - Work - Microsoft Edge — (| >

(31 https://mww60.pointclickcare.com/care/chart/assess/udaesignature jsp?E... &, AD

SECTION Cust. *

c |

BlLtatele i Flectronic Signature - Custom Assessments
1. SENSORY - -
EERCERTION Attestation Statement: By electronically signing this record, | attest that the information recorded was entered by me and that | 209
record and sign this record.
ser:  TestRN_1 1o feel pain
Fassword:
5 the ability
imnits ability
2. MOISTURE
3. ACTIVITY
4. MOBILITY
| |
B HUTRITICN Usual food intake patterm
H
(] 1. Very Poor: Never eats a complete meal. Rarely eats more than 1/3 of any food offered. Eats 2 servings or less of protein (meat or dairy products) per day. Takes fluids
poorly. Does not take a liquid dietary supplement. OR is NPO and/or maintained on clear liquids or s for more than 5 days.
() Z. Frobably Inadequate: Rarely eats a complete meal and generally eats only about 1/2 of any food offered. Protein intake includes only 3 servings of meat or dairy
- products per day. Occasionally will take a dietary supplement. OR receives less than optimum amount of liquid diet or tube feeding.
(™ 2. Adequate: Eats over half of most meals. Eats a total of 4 servings of protein (meat, dairy products) each day. Occasionally will rafuse 3 maal, but will usually take 3
- supplement when offered. OR is on a tube feeding or TPM regimen which probably meets most of nutritional needs.
{7y 4. Excellent Eats most of every meal. Never refuses a meal. Usually eats a total of 4 or more servings of meat and dairy products. Gccasionally eats between meals. Does
N not require supplementation.  clear
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You will be asked to sign the
— assessment. Enter your PIN and

0Si gno.




écomplete an unschedul ed Asses s HETTE UL

To compl ete an assessment that 1 sndt onmMssamstas absomenthesciles
assessing.

- - . 7 .
PointClickCare TRAINING - Prince Edward Home ~ @ £ e Peter Lawlor -
Home~ Admin~ Clinical Reports [ o -~ I-Ie;':" resident, room #, 1D #. |[ Sear{:h] (i ]
Avelino, Pau (PEH0166) 3 of 116
Status: Current  Location: Lupin Valley 419-A Current Vitals o
Gender: Male ~ DOB: 2/14/1985  Age: 40 BP: 125/22 mmHg Temp:36.7 °C Pulse:78 bpm Weight:61 Kg
Physician® GerriLynn Henderson 41172025 10:10 4112025 10:10 4/1/2025 1010 41172025 10-10
. _ . — Resp:18 Breaths/min BS:6.5 mmol/L 02:99 % Pain:0
Em | Care Profile | [ Edit  ~ || Print  ~ || Provincial Import | 41112025 10:10 41142025 10:10 4{1/2025 10:10 41112025 10:10

Allergies: Ice cream

Code Status: (Advance Directives) Goals of Care R - Medical Care and Interventions, including Resuscitation

Dash Profile Census Med Diag Allergy Immun Orders Wis/Vitals Results RAI Assmnts 2rog Note CarePlan Tasks Misc GCIinical—GoogIe Chrome = O b4

Standard Assessments m JEdit Schedules 2% wwwi0.pointclickcare.com/care/chart/assess/newassess.jsp?ESOLclientid =92 14&...

Mext Assessment Due: *Time of My Life: 8 days overdue - 4/1/2025 Reasons for Assessment
[ view Al Date Description Status Type
edit del close sign print 4172025 *Time of My Life In Progress Admission Assessment Date:
edit del close lock print 4172025 *Admission Database - Multi-disciplinary - V 2 -V 1 In Progress Admission Time:
view unlock copy print strike-out 412025 *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK® Complete Admission
view unlock copy print strike-out 4112025 *TLR & Bed Mobility Assessment Complete Admission
Assessment:
/—> *10 Meter Walk Testing Form ~

Select the assessment you would like to initiate.

Type of Assessment:

Choose the type of assessment____———

from the dropdown.
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SECTION 2: ALL ROLES

Compl ete assessment as Yy Haue &Smgm&riadk & Exit vio wihee.n $a Ina sth ed .

~.

Home =~ Admin~ Clinical~ Reporis

*BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK®

Resident: Braun, Lioyd (PEHD123)
Description: Admission Seore:  To Be Defermined
Date: 492025 16:23
Section Status: Unedited O
Lock Date:

A
| save & sign | [ Save | | Save & Exi((| Save & Sign & Lock & Exit | Dtancel | | Clear All |
D —

SECTION Cust. *BRADEN S5CALE FOR PREDICTING PRESSURE SORE RISK&
Ins. | INETRUCTIONS Complete on admission for 4 weeks and then quarterly thereafter. H

1. SENSORY | Ability to respond meaningfully to pressure-related discomfort
PERCEPTION H
@ 1. Completely Limited: Unresponsive {does not moan, flinch or grasp) to painful stimuli, due to diminished level of consciousness or sedation. OR limited ability to feel pain over most of bedy surface.
(") 2. Very Limited: Responds only to painful stimuli. Cannot communicate discomfort except by moaning or restlessness OR has a sensory impairment which limits the ability to feel pain or discomfort aver 42 of body.
(") 3. Slightly Limited: Responds to verbal commands. but cannot always communicate discomfort or need to be furned. OR has some sensary impairment which limits ability o feel pain or discomfort in 1 or 2 extremifies.
(") 4 Nolmpairment: Responds to verbal commands. Has no sensory deficit which would limit ability to feel or voice pain or discomfort.  clear
2. MOISTURE | Degree to which skin is exposed to moisture
H

1. Constantly Moist: Skin is kept moist almost constantly by perspiration, wrine, ete. Dampness is detected every time patent = moved or turned.
@ 2. Very Moist : Skin is often. but not always, moist Linen must be changed at least once a shift.

™y 3. Dccasiomally Moist : Skin is occasionally moist, requiring an exira linen change aporoximately once a day.

™y 4. Rarely Moist: Skin is uswally dry. Linen only requires changing at roufine intervals.  clear
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é. start my shift as an RN? 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.

Planning my shift:

Important areas to review before starting your shift:
1. Home Bulletin Board & Clinical CommunicatipReview messages added since your last shift.

2. Shift Report Run shift report from your Clinical Dashboard, Clinical Communications, or Report tab.
3. ResidentEventListingt y (G KS |1 2YSQ& [/t SYRIFENX»W CAfGSNI F2NJ ég2d

has reminders, appointments, or other events happening that day.
4. Monitor Clinical Dashboard
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SECTION 3: RN

1. Home Bulletin Board & Clinical Communications

When logging into PCC, you will arrivealeHomepage where you can access all communication areas:

A Clinical Communicatiorsuse the hyperlink to take you to the Clinical Communications area of PCC.
U Shift reports can be accessed hergee next slide.

A Home Bulletin Boarfbr general information

A PointClickCar&nnouncements

P mications
Clinical Communications

Home Bulletin Board SJRAINING - Prince Edward Home

Date Posted Message Created By Position  Don't Display After Revised By Revised Date

E 31872025 You can only access the SmartZone training courses via the LIVE environment. Jennifer Jelley 12/31/2025 Iielley@ihis.org 3182025 12:55
E 31872025 Welcome to the TRAIMNING environment. Please DO NOT put real resident information here. This space is for leamning/testing using FAKE residents only. Thank you! Jennifer Jelley 1213112025 Jielley@ihis.org 3182025 08:47
‘ PointClickCare Announcements )
PointClickCare Announcements

PointClickCare announcements are available in the News and Updates section of the Resource Hub.

Review each of these areas when logging into PCC.
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SECTION 3: RN

Clinical Communications Board

Residerispecific information can be shared in this space.

Communications

Messages m

Date Posted Created By Position Message Resident Don't Display After Revised By Revised Date
edit del 3/28/2025 08:49 Florante (Jay) Arellano Registered Murse Appointment at QEH for TURF on April 4 10am Garfield, Ronald (PEH0116) 42812025 flarellano@ihis.org 3/28/2025 08:49
edit del 31872025 09:18 Jennifer Jelley 'Ayla Skinner' - to see a complete care plan example. Skinner, Ayla (NV31CDG0TC) 53012025 ielley@ihis.org 3M18/2025 09:18
[ Show expired
Quick Links Quick Links
Most Recently Completed Shifts: Most Recently Completed:
4 & Day(07-15) (0700 to 1500) Bl 24 Hour Report

¥ smsmamonzm || B 72Ho R Important: These communication boards are to be used

\ Might(23-07) (2300 to 0700) * . . . .
Lo for communicating information only.

Should NOTbe used for making requests. Those should be
\ passed on verbally and/or using alerts.

Access Shift & Summary
Reports for the whole
home
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How to Post a Message

|l n each

of

the respective commun
access to post new messages on the communication boards.

Clinical Communications

Clinical Communications

Home Bulletin Board - TRAINING - Prince Edward Hume

Date Posted
B 318025
B 318025

[ Show expired

Message

You can only access the SmartZone training courses via the LIVE environment.

Welcome to the TRAINING environment. Please DO NOT put real resident information here. This space is for learn

PointClickCare Announcements

cation ar eas

Home -

Admin -

Messages m

edit
edit
edit
edit

Date Posted

4/29/2025 20:53
4/29/2025 19:31
4/29/2025 14:18
4/28/2025 11:49

Clinical Reports

Created By
Brittany J. Young
Brittany J. Young
Barbie Matheson
Karen Ball

Position

Licensed Practical Nurse
Licensed Practical Murse
Dietitian

Registered Murse
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How to Post on the Clinical Communications Board

A Clinical Communications will allow you to link your
message to a specific resident. Use the magnifying glass to
search by resident name.

A This option will not be found on the Home Bulletin i
resident-specific information is not permitted on the
Home Bulletin board.

A Determine an appropriate end date for the message to be
displayed

A Enter your message.

ASel ect ' Savebd.
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2| Setup - New Communication - Work - Microsoft Edge = 0 X
8] https://wwwe0.pointclickcare.com/tools/messages/messageeditjsp?ESO... & A
Resident Number: l:l 4 clsg
Resident Name: ear
mzn:s =
B @ E = = @
B I T, |Sze -|| A- - [ Source
Message:
4
(o) cancel
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SECTION 3: RN

2. Review Shift Report

From the Clinical Dashboard
u access ShifReports- filter to a specific household aeighbourhood W! Yy A 1 Q 2 NJ WCE 22 NQU @

~ ~ v ~ ~

hyOS @2dzNJ F NBIF A& &St SOU0SRIShhRep®dt] WwSLIRZNIAQ YR OK22aS @2«

Home~ Admin~ Clinical~ Reports

Clinical Dashboard

Clinical Dashhnaard

‘ U114 Blue Heron

Floor: Primary Physician:

Views: Main % Day(07-15) (0700 to 1500)

High Priority Progress Notes in Last days > Even(15-23) (1500 to 2300)
Date Name )

Night(23-07) (2300 to 0700) *
3

Current Shift

g 24 Hour Report

g 72 Hour Report
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3. Resident Event Listing

-

Clinical~ Reports

People

Residents

Actions

Quick ADT

Mew Resident

Mew Staff

Mew Medical Professional
IManage Users

q

Care Management

Dashboard
Calendar D

0spital Tracking

RAI

Communications

Orders

Lab/Rx Results

Risk Management

Weights and Vitals

DA

Clinical Chart Dashboard

SECTION 3: RN

To access the Calendar, hover over Clinical to access thdawmpmenu.

dendar Resident Event Listing
Display Filters

Day Week Month

i Listin,

v Week  Manth Agenda New 20 Apr 2025 — 26 Apr 2025 @ oo AL | Toy a >

TRAINING - Prince Edward Home PointClickCars Privacy Palicy
Ap #188-5107 Ornare Road 5570 Explorer Drive nddall

Chano
Phoea.

WIwBO0-prc-web-man-cAIBEGC-Srnd
Mississsugs, Onlario L4W DCA Copytight 2000-2025 PoiniClickCare Technologies Inc. Al ights 1sseved.

51

N}




Resident Event Listily @ A £

Ittt 20

eg2dz 02
Home Calendar
“alendar Resident Event Listing
[EY Display Filters

SECTION 3: RN

n opfion

FAEGSNI I YR
\

azNl RATFTTFSI
\ Responsible:| Choose an option
Event Date Range: |04/23f2D25 to |a4/23/2025 \\ Personnel:l:l
\
\ e — \
\

\

\ Unit: | Al ~ | Fioor:| Al v \\

!\huw Cancelled Events: [ | \

\ \\
\ \ \
“ \ Home Calendar \
|
\ B Display Filters . . . .
\ This search is looking for residents
\ Care Plan Meeting x | Reminder X || Resident Appointment x
\‘ Event Types: on Blue Heron who have a care
\ plan meeting, reminders, or
\ Event Date Range: 05!01,?2025' to 95f31f2025|
\
‘ 3 -
\ Re5|den1.| |
\
\ Linit: | Blue Heron v| Floor:| All w
\
\
\ Show Cancelled Events: ||
\
1

appointments in May 2025.

[ SIS WI9@SYyld ¢elLlSaqQ of
calendar events.
52
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4. Monitor Clinical Dashboard

Important areas to monitor throughout your shift:

1.

© N O O

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.

HighPriority Progress Not@sMonitor for Care Plan Review Requests, IPAC Progress Notes, Critical Event Summaries.

View and action these before ending your shift.

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

household staff when necessary.

Care Plan Reviews Overdue/lduerovides 7 days notice to allow for annual care plan prep time. Initiate Annual Care

Plan Review process.

Incomplete Care Planslake immediate action to address all incomplete care plans.

Orders on hold > 30 Days or Requiring ReassessriRenjuires resident assessment of completed treatments.

POC Assignment Status

eMARAssignment Status
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SECTION 3: RN

. Views
How to Edit Dashboard Layout - _—

Dashboard Items Layout Preview

Active Allergies Most Recent Vitals [ x] Proceed to Care Plan RAPSICAAS

b4 Active Diagnoses
4 Activities of Daily Living

Ed Admi PRN Orders -

a
/]

Home~ Admin~ Clinical~ Reports B TS ] | SSE——S—SS
a

Clinical Dashboard M Alerts (x2)
Clinical Dashboard

Blood Pressure Graph

AR S — ’ o o _
; MDS Sc UDA Scy
Census Summary OFES u Ores n

Diet
B General Notes (x2)

@& B v
Date Name Type | fbihrortyionies g High Pricrity Progress Notes B Advance Directive

|
ew 4/23/2025 Bender, Lily (CT2EBDF1ET) Care Plan Review Request ! GBS
Medications.

Most Recent Vitals |
| New Quality Indicators and Quality Measures CP Goals Due/Overdue
Order Alerts (x2)
| Proceed to Care Plan RAPs/CAAs

I Progress Notes in Last 30 Days - . i
R E e

Views: Main

i

Fe Resident Photo
Scheduled Events
Clinical Alerts EE Chinical Alerts Listing Report TIP/R Graph TIP/R Graph B
Show Alerts in Last | 48 Hours v Sort By: | Date - Therapy Minutes Summary In The Last 7 Days
Effective Date Name Alert UDA Scores
O pn 42212025 1812 Skinner, Ayla(NV31CD607C) New Skin concermn - please assess Undocumented PRN Orders (x2)
Bilood Pressure Graph B

L (o e

[Check All | [Clear All| [ Clear Alerts | [ New Alert |

ReviewOme  TargetCompiton Dte Mame Locaton To edit - click/unclick from the list of options on the
4/2312025 41002025 Nadal, Gustavo (PEH0156) LV &LSP424-A

wnezocs wsuz0zs Duat, Londyn (TWS7E5425E) B 8 ROH 21 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.
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Alerts on Clinical Dashboard

Ep; Clinical Alerts Listing Report

Show Alert inLast 48 Hours v Sort By:

Effective Date Name Alert
[} 0 iew 4/21/2025 08:57 Cherry, Bert(SEAG14E5A3) No BM documented for 2 days
@ p @ 4/21/2025 08:57 Cherry, Bert{(SEAG14E5A3) Mo Voiding reported in last 24 hours

PP
Check All ] [ C|earAnq Clear Alerts DJew Alert]

[tba oAttt 06S GKS FTANRO (02 FRRNBaa /fAYyAOFt ' fSNIa
both assist the LPN and address items that may require RN intervention.

LFS GKNRdAAK O2ffl02NFGA2Yy wiktvDK 12K JIB[PAIET &XKE I © BN
Assess the resident and determine the actions necessary to address the alert. Following these actions,
documentdza A Y PnQ{ KTRis/WHll clear the alert.

LT | LINRPINBaa y20S Aa yz2i0 ySoOoSaalNeBz aStsoi i
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You can alsaewiew clinical alerts frequently throughout your shift. To view these, sele A 1is

Filter to view the alerts on your household

(unit) or neighbourhood (floor).

ALL —

Unit Floor

All > ~ | All <

Category

Multiple Options Selected <

APPLY FILTERS

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

CLINICAL ALERT

Copeland, Thomas
(QJ2DA89517)
Room 504

High risk for violence.

Suggestions:

Add Care Plan Item
Add Task

Add Vital

Add Assessment

D Create Progress Note

CLEAR

04/19/2025

08:47:32




SECTION 3: RN

High Priority Progress Notes i Care Plan Review Requests

1-dayfilterc Yl 1 Sa4 AG0 AYLRNIIFIYyGd GKIFIG GKSaS 1TA3IK tNA2NARGE tba | NB |
forgotten.

High Priority Progress Notes in Last days

Date Name Type
view ) 412312025 Eender, Lily (CT2ESDF1ET) Care Plan Review Request
Type: Care Plan Review Request
Focus:
Effective Date: 4/24/2025 17:59:00
Depariment:

Position:

{ S f S é l:] W é }\ é ( Created By: Jennifer Pitre

Created Date : 4/24/2025 18:01:20

open the progress Saossoment feom April 22nd Foi factner informscion.
Data:

note and review

the request Please add a walking program to the resident's care

plan. They will mobilize twice weekly with RAs and
Action: (a2 tolerated with nursing staff.

A

) ' FdzZNIKSNJ NBGASg 27
chart may be necessary.

Response:

Update the care plan accordingly.

Plan:

Show on Shift Report
Show on 24 Hour Report

Show on MD/Nursing Communications Report

Strike Out] [FollowUp] [Cancel]
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High Priority Progress Notes 1 Care Plan Review Requests

After updati ng the care pIgnA, return to tr)e H lgh Priority e Thr o ]
ol ~ g ‘s — — 7
t N\_-E 3 NB aa b 2 u S A y u K S / f A y 7\ his note is a follow up to; A /24/2025 17:59:00 Care Plan Review Reguest [f—l'.‘l.‘.h:._:‘ 7\ S ﬂ Q CI
Care Plan Item or Task: _& clear
N A , “ 2 /2472025 ™ Time:[ 18 v [ 05 «
1 |
{ St SOG wcztftz2g 'L 2y (KS e —
Care plan review reguest complete )
12| Progress Notes - Work - Microsoft Edge - O X
(7] https//www60.pointclickcare.com/care/chart/ipn/newipn jsp?ESOLpnid =5581&ESOLclientid=331 iy
4
Resident: Bender, Lily (CT2E8DF1E7) Q -
Walking program added to the care plan. No
Type: Care Plan Review Request contraindications for same.
Focus:
Effective Date: 4/23/2025 02:10:00
Depariment:
Position: 4
Created By: Jennifer Pitre
Created Date : 4/23/2025 02:11:59
Swallowing difficulties - new support required
Response:
Data: Received new recommendations from SLP regarding safe
swallowing measures.
A P
Action:
Flan:
e
Fesponse: Show on Shift Report
Show on 24 Hour Report
Plan- [_] Show on MD/Nursing Communications Report
(] Edit Care Plan Immediately
Show on Shift Report Position:
Show on 24 Hour Report Created By: Jennifer Pitre g
Show on MD/Nursing Communicationg Report = T = S
m" Slgn & Newl [ Save As [iraft] [Cancel ]
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SECTION 3: RN

High Priority Progress Notes T Care Plan Review Requests

Progress Notes m m ¥ Display eMAR Progress Notes m
Effective Date Type — T Care Plan Item or Task Dept. Shift Report 24 Hour Report
view print 472472025 Jer Mursing Progress Mote Care Plan reviewed as requested. [linked] Y Y
view print 472472025 1 are Plan Review Reguest Care plan items related to physiotherapy. Please s Y Y

These two progress notes now tell a stoiy 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.

Type: Nursing Progress Note

. . ~ 10/15/2025 11:46:00 Care Plan Review Request [Author:
This note is a follow up to: TEST RN @
To see details of the whole story, _ =
asSt SOuU WYOIA Sg—1T Pefrective Date: 10/15/2025 11:46:00

Department: Nursing/Care Services
Position: Registered Nurse
Created By: TEST_RN
Created Date : 10/15/2025 11:47:36

Care Plan reviewed and updated as requested.

Data:
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SECTION 3: RN

Daily Summary

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

Daily Summary

Assessments In Progress - These numbers
Due for Reassessment in the next 14 Days 69 .
Assessments Past Due (includes in progress assessments) 21 S h ou Id remain IOW

Care Plan Reviews Overdue/Due for Active Residents 0 at a” times.

U Use dashboard filters to show only assessments that are due or overdue on your household.

U Follow up with the household teams to ensure the assessmentsia@eted.
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SECTION 3: RN

Care Plan Reviews Overdue/Due in Next xx Days

ALY O0KA& I NBIF 2F GKS OftAYAOFItf RIFIakKoz2FINRX &2dzQff o6S
scheduled care plan meeting.

A The RN has a responsibiliigforethe care plan meeting, to compleS8ection Bf the Multidisciplinary Care

Plan Review. Full details of the care plan review process can be foundattoi 10 of this section of the
manual.

Care Plan Reviews Overdue/Due in Next days

Department B
‘r‘ iew Date Target Completion Date Name Location

/10/2025 Review Not Started Nadal, Gustavo (PEH0156) LV &LSF 424 - A
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Incomplete Care Plans

A When a care plan is marked incomplete, one of two things are missing:

A A focus is missing a goal or an intervention.
A Customization is required.

Incomplete Care Plans i

Name

Next Review Date

@cnsta, Caleb [GEEDDEHBEE D
Avelino, Fal

Baldwin, Colleen (FEHD175)
Bean, Stanley (BO4476C351)
Blow, Joe (FEHD119)

Blue, Sky (FEH0168)

Boyer, Aliya (TMN4ADAIFCTT)
Doo, Scooby (PEHO120)
Forbes, Izabelle (CKDA1701219)
Fowler, Carmen (FKDG3755DA)
Jackson, Micheal (FEHO153)
Lawson, Krystal (CE3DFAGTZE)

1/30/2026
412026
4712026
11712026
41212026
41212026
2M11/2026
41212026
A25/2026
1/30/2026
I26/2026
12116/2025

A{StSO0 GKS NSRAMSY 1o WIH1YSSy RANBOUf

the missing information and complete the care plan.
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SECTION 3: RN

Orders on Hold > 30 Days or Requiring Reassessment

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

Orders on Hold > 30 Days or Requiring Reassessment @u

Name Alert Order Order Status Date
'y Hydrocortisone Nystatin 50/50 cream. Completed 416/2025
'y Hydrocortisone 0.5% cream Completed 416/2025

/ ﬂ 'y Hydrocorfisone/clotrimazole 50/50 topical oinfment Completed 416/2025

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 ne Alert Effective Date: 4/16/2025 23:59
Alert Description: One or more schedules for the following order are expected to
Order- complete today and reassessment is required:

Hydrocortisone Nystatin 50/50 cream.
two times a day until 041672025 23:59 apply to perineal area

Following your review of the order and assessment of - Medication: Hydrocortisone Nystatin 50/50 cream.

. _ Directions: two times a day until 04/16/2025 23:59 apply to perineal area
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.

Alert

Y
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POC Assignment Status

RNs (and LPNs) monitor this area of the clinical dashboard to ensure tasks are d
documented on time. Follow up with staff may be necessary.

Ol T ELISI ST Manage Assignment

E'E Assignment Location List

E'E Kardex

SECTION 3: RN

one and

Group By: | Assignment v| Assignment: | All

Shift Assignment Tasks Percentage Complete(%) a
Day({07-15) Elue Heron 176 of 176 100.00

Day({D7-15) Elue Jay Way 175 of 175 100.00

Day{07-15) Fox Meadow 149 of 149 100.00

Day(07-15) Lady Slhipper 170 of 170 10000

Day({07-15) Lighthouse Cove 184 of 184 100.00

Day(07-15) Lupin Valley 136 of 186 100.00

Day(07-15) Red COak Heights 163 of 163 100.00

Day(07-15) Red Rock Inn 183 of 183 10000

Day(07-15) Sunrize Place 184 of 184 100.00

Day(07-15) Valour Hall 166 of 166 100.00 -
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Med Passes in the Last 24 hours

eMARassignments can be viewed here and are
broken down by:

eMAR tab Shift Household filter

! ! ™

b2GSY LYy GKA& | NBI X

and follow up as necessary.

e 2
of all scheduled treatments from the previous shift

dzQt sechidngkn Y 2

Status provides a
visual to indicate if

‘ Mad Passes in the Last 24 hours for assignment:

Shift /_AWGTOHP]

there are
treatments due or
overdue.
v EE
Status Tasks —

en(15-23) (Tue) Blue Heron (EMAR
Even(15-23) (Tue) Blue Heron (EMAR)
Even(15-23) (Tue) Blue Heron (EMAR
wor(15-23) (Tue) Blue Heron (Eld&dR
Might(23-07) (Tue) Blue Heron (EMAR)
Might(23-07) (Tue) Blue Heron (EMAR)

L e

(2] (3] (4] (8] (8] (7] (8] (o] 0] (11) (2] (13] (14] (15) (16 (17] 18] [19] [20

O0Oe 0O

Use these

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

hyperlinks to drill

RNs (and LPNs) monitor this area of the clinical dashboard to ensure|all
necessary treatments are being performed and documented.
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SECTION 3: RN
edocument 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.
A the data field should be titled FALL. This note appears in the High Priority Progress Notes
section on the Clinical Dashboard
b) Add Assessments
A Neurological Checklist: These are setup to be completed at intervals (initial, 30 mins, glhr
x12hrs, g4hr till 48hrs).
A 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)
A Only if a witnessed fall or BID vitals only are required.
d) Edit the Care Plan (as needed)
A 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

Critical Event Summary Progress Note

Prog Note — New

ft Eclge O X
1 https:/fwww60.pointclickcare.com/care/chart/ipn/newipn jsp?ESOLclientid =30664 Ab
Resident: Gotell, Elizabeth (RMO0013) Q
Type: | Critical Event Summary -
This note Is a follow up to: .}
Care Plan Item or Task: -, clear
Effective Date: 11/16/2025 |*8 Time:| 08 v| 05 v
FALL
Data:
#
Action:
4
Response:
#
Plan:
#

| Sign | | Sign & New | | Save As Draft  Cancel |

67



DOCUMENTING A FALL: NEUROLOGICAL ASSESSMENTS ( FOR NEUROVITALS)

AssessmentsT Edit SchedulestTH 6 Y Y DWWt Jel YOGYNRHCTOW S6IWHTE Wx Rt q Wbl ER
drop down.

Click Activate. Ensure the correct date/time of fall is selected.

_

Assessment Scheduling - Work - Microsoft Edge — O X

@ https://www60.pointclickcare.com/care/chart/assess/activateschedule jsp?ESOLminiToken=dgeQe4u... A)

Schedule Activation LR 5 E "NEUROLOGICAL CHECK LIST (Single Section) v .

Default Schedule
Activate Unwitnessed Fall Protocol Manual Activate

(Clear All | | Close |
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Steps for Completing Neurovitals

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

1. Click the + next to Next Assessment Due and click ddeurological Check List (Single Section) item.

e e P 0 New [ Edit Schedules

= Next Assessment Due: *TB Screening for LTC Residents: 26 days overdue - 10/21/2025
Assessment Name Due Date Trigger By / Schedule Frequency

*TB Screening for LTC Residents 10/21/2025 Admission / One Time Only

*Scott Fall Risk Screening Tool 10/21/2025 Admission / One Time Only

*TLR & Bed Mobility Assessment - V 2 10/21/2025 Admission / One Time Only
*Violence Assessment Tool 10/21/2025 ReAdmission / One Time Only
*Care Planning - Initial implementation - V 4 10/22/2025 ReAdmission / One Time Only
*Continence Assessment 10/22/2025 ReAdmission / One Time Only
*BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK® 11/12/2025 Manual Activation / One Time Only
*NEUROLOGICAL CHECK LIST (Single Section) 11/16/2025 Manual Activation / One Time Only
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Steps for Completing Neurovitals (continued)

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

Select Neuro Check Initial from the Type of Assessment drop down list. Click Save.

r
& Clinical - Work - Microsoft Edge — O X

@ https://www60.pointclickcare.com/care/chart/assess/newassess jsp?... A

Reasons for Assessment

Assessment Date:

‘ Assessment:

| *NEUROLOGICAL CHECK LIST (Single Section) v

| Type of Assessment:

| Neuro check Initial V|

Existing Schedules For This Resident & Assessment Type
Check all schedules to be cleared/updated upon completion of this assessment.

*NEUROLOGICAL CHECK LIST (Single Section) Due: 11/16/2025
Desc: Unwitnessed Fall Protocol
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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
b Us bAWIUqU! WagéWW2ede 3t WYUWg6WWGYGlWe GUW &I JIIUALWRTG R
FUGWHqW YWnYl WsHAUDY RT JUqW 4+ 3 T wwe U7 Wa! GUIWRUOWI 3¢
click Save & Sign & Lock & Exit.

*NEUROLOGICAL CHECK LIST (Single Section)

Resident: Campbell, lan (RM0058)
Description: Neuro check Initial
Date: 11/16/2025 08:15
Section Status: Unedited O
Lock Date:

| Save & Sign | [ Save |  Save & Exit | [ Save & Sign & Lock & Exit | Cancel | | Clear Al |

SECTION Cust. *NEUROLOGICAL CHECK LIST (Single Section)

A.| VITALSIGNS | A. Select stage of assessment =

O a.mitial O b.1st3omin - O c.2nd30min - O d.1stHour O e.2ndHour O f.3rdHour O g.athHour O h.5thHour O i, 6th He
LothHour O m.1othHour O n.ttthHour O o.12thHour O p.istdhour O g.2nd4hour O r3rd4hour O s 4athdhour O 5
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Steps for Completing Neurovitals (continued)

Steps 1-3 foreach neuro check to be performed after the initial:
a. 30 minutes (Neuro check 3 30 minutes)
b. 1 hr (Neuro check 2930 minutes)
c. qlhr for 12 hours (Neuro check % hour, Neuro check 29 hour, etc.)
d. g4hr till 48hrs post fall (Neuro check 1t 4hour, Neuro check 24 4hour, etc.)

Once 48hrs post fall, deactivate the neuro checks:

AssessmentsT Edit Schedules-H 6 YYt DWmwin el YGYNRHCGWI 6 AL Wx Rt q Wbl E
from the Assessment drop down.

Click Deactivate.
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Post Fall Huddle Assessment

AssessmentsTNewT9 6 Y Yt WU idA¥Wage T T G 0wlinl YO WgsésIW ++ 3+t aWlU0q
Ensure date/time is correct (time of fall). = . - o x

©  https://www60.pointclickcare.com/care/chart/assess/newassess jsp?... A

easons for Assessment

Assessment Date:

[11/16/2025 "] Time: |08 v |37 v|

Assessmen t:
| *Post-Fall Huddle ~

Type of Assessment:

Post Fall v

Complete the assessment and click Save & Sign & Lock & Exit.

*Post-Fall Huddle

Resident: Campbell, lan (RM0058)
Description: Post Fall
Date: 11/16/2025 08:37
Section Status: Unedited O
Lock Date:

(save & Exit | [ Save & Sign & Lock & Exit | [ Cancel | [ Clear All|

SECTION Cust. *Post-Fall Huddle




Post Fall Vitals Task

This step is required only for BID x48hr standard vitals (i.e., Witnessed fall, did not hit head).
Click Taskst New Taskst Check PostFall Vitals BID for 48 hours Save oo v v - o x

| © https://www60.pointclickcare.com/care/chart/cp/interwizard_rev jsp?ESOLfromPage=cp... A

: Resident: Croshy, Sidney (RM0063)

Edit the task to update the schedule to the specific times of |
day when VS to be checked, if necessary. | Select Library: | PEI TASK LIBRARY v

1L R Select All [ Clear All Date Initiated: [EVEYIETEH =

Default is for days and evenings. R |
] |K| RA Fulfillment Program (Snoezelen Room / Weliness Chair) Available

. . . . 1O |K| RA Hand Therapy Program Available
This will show up in POC for RCWs / LPN to complete vitals. |0 B meoueeserer
O RA Stretching Program Available

. . . | |K| RA Transfer/Mobility Program Available
This task will need to be edited and marked as Resolved e et
1O "' Oral Fluid Supplements Available

once 48hrs are completed. '@/  FoskralviakBOor hous
'O ,‘" Q1H Custom Task - waking hours only Available

O |K| RA Wheelchair Skills Available
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e

regil ster

a

PointClickCare’

Today for Test Ut

People
Clinical Communice

Clinical Communication Residents

Home Bulletin Boar

Actions
Date Posted i

B 3ne02s o SAORAD
New Resident
B  snsre02s )
]
() Show expired
PointClickCare Ann
Message

PointClickCare An

Home ~  Admin Reports

PaintClickCare announcements are available in the News and Updates sect|

Care Managemen

Dashboard
Calendar

Hospital Tracking
RAI
Communications
Orders

Weights and Vitals
UDA

Clinical Chart Dashb

new Res.|

dent ?

When searching, use fewer characters 1o get the

/

E MNew Resident Entry - Google Chrome

New Resident Entrv

Surname: ‘il)J

First Name:

2% www60.pointclickcare.com/admin/client/resider

mast results.

B Il e Y el e =

Date of Birth: I:la

(MIDIYYYY)

Gencer:

Social Insurance| |
Number: (NNN NNN NNN)

Cancel J
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B New Resident Entry - Google Chrome = O

o=

2% www60.pointclickcare.com/admin/client/mpisearch.jsp

New Resident Entry

No residents were found matching the search criteria

First: bet Last: wh

If you wish to perform another search, please click the '‘Back’ button.
If you wish to create a new resident, click the 'Continue’ button.

P ——

Bac Continue

ancel

Continued on next page A




SECTION 3: RN

Resident
Number is
automatically
generated.
| PointClickCare’
_IJ Home~ Admin~ Clinicalv Reports
Resident Detail - New Resident
 save| [ save & New | [ Cancel |
Last Admission: Sturgeon, Gerry (112) On: 12/212024

»
ResidentNomber. ]

Prefix [ First Name: | v | | * Middle Name: | |
Sumame / Suffi: |* | | v| Maiden Mame: | |
Preferred Mame: | | Provincial Health Number: | |
Medicare Beneficiary ID: | | Social Insurance Mumber: | |
RN Supervisor and Contact Number: | | Resident Barcode # | | H
BithDate:| | = (wDnvvy) Initial Admission Date:
Esfimated Discharge Date: l:l 7 Discharge Date:
Most Recent Admission R
(Re-entry): Deceased Date:
Birth Place: Citizenship: ~
Sex: A Marital Status: o
Sexual Orientation: hd | Religion: hd
Gender Idenfity: | v | Race:| + |
Ethnicity: | w | Primary Language: v
Secondary Language: v | Interpreter Meeded: ~
DO nOt use Ogcupations: | Default Pharmacy: | PEl Provincial Phamacy (Pharmacare) V|
elther Of Education: v|
these Allergies: |To Be Determined * Mo Known Allergies: [
\ High Risk: [
Waiting List: [

76 Continued on next page A
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Donotent er OLasMisitPhpysician
- Clearo6 Next Physicilan Visitod.
5) Required fields to complete:

/ First Name, Surname, Health Card Number,
¥ “ Birthdate, Sex, Consent, Marital Status, Religion,
LastPhysician visit: [ | = Next Physician Visit Mobile Phone, Email
Last Order Review: | | "8} Next Order Review:
GrantConsemt:r:::;said:r::::ei've Records, for the Purpose of Coordinating Care. H Recommended: Preferred name, middle name,
Consent Date: = primary language

Provider of Consent: Clent
'/ Substitute Decision Maker " " " " " "
Name of Person Providing Consent A If registering in advance of actual admission, leave the consent info blank.
o < e oo (e v Consent can be updated using Edit -> Demographics
Allow staff involved in my care fo get

laccess to my medical records frommy ——————
prior caregivers, and to share my ) Yes | Reset Consent |
current medical record with other ~ No

lproviders who can assist in my current
or future care.:

Note: Consent date cannot precede admission date.

City: |
Counfry: |Canada 4
Prow/State:
Postal/Zip Code: | |

Home Phone:
Mobile Phone:

Email Address:

Resi dent 6s pholne and email

([ save|)save & New | [ Cancel |

i




nNew Res.|

eadmit a
Go to the Resident [ i
onadtb besi de resi de

d ent f) SECTION 3: RN

Residents - New
All Residents New Current

n t Search New Residenis

oo

edit adt

Discharged

c k

Goodall, Jane (PEH0188)
Lutzac, Matthew (PEH0183)

Quick ADT - Peters, Larry (PEHD1221
This iz a new Resides=2TTon type can be only Admission or Room Reserve’
Action Code: | Select Action Code v

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

Effective Date: [2/28/2025 |9 [14w| [36%]| *

Bayer Type: ¥

Requires an enfire

prmay Payer

Location:
To/From Type:
rom Location: W

Surname: |Peters Title/First Name: W |I-arr5.f
Middle Mame: Suffix V| Sex | V|
Resident Mumber: DEH0122 * Date of Birth: [2/2¢6/1530 | ¥ (worvvy)
Health Card #: | Social Insurance Mumber: | |
(NNNMMNHN) {MNN MMM NNN)
Allergies: [To Be Determined * Mo Known Allergies: O

Primary Physician (F/L):

([ save| ) save & New| [Back | [ Cancel |




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 Residentsearch , ensure O0AIl | Resi dent s @Gdt'tink bextitoghe Resitlieatct ed, and <cl i ck the

Residents - All Residents
I
All Residents New Current Discharged Waiting List

Payer Type: Unit: EUVIRE  Floor: FaUlERd
Search All Residents

(A (BJc)e)E]F)e)H] UK MMINIe)PI)R]s T vV W )z Next»

Name Location Admission Date Status Payer
ed2d] Andrade, Isiah (TR94939F4B) LV &LSP 414-A 713172024 Discharged Resident
edit adt Andrade, Jaiden (CVG666EBA4) LV & LSP 420 -A 10/3/2025 Current Resident

On the next screen, select 'Respite - Actual Admit/Re-Admit Date[RAA]" as the Action Code. I Action Code:| Respite - Actual AdmitReAdmit Date{RAA] Vi - I

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
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Add Medical Professionals

1. Admin Tab > Medical Professionals H ® { S| NOK SEA & A yHCréate a Bewdad®dl S O

active and expired status) Professional and Save
PointClickCare

ew Medical Professional Contact

Medical Professional List S E—
Home ~ Clinical ~ e —" . —
Gender: v Office Phone: :l
T d — ext.: Home Phone:
ocay People status: O Active O Expired( @ Both MobieProne:| | Pager Phone:
Clinical PIN: Other Phone:
e P PIN Pager::| Fax:
Clinical ¢ _Residen - Emat ]
Facility edical Professionals Addless: |
acili \
i \
Actions PostaliZip Code:
City:
? Quick ADT Prov/State:
ShOW  new Resident T
PothI . . . y: (train) Training - Riverview Manor
——— New Medical Professional Login Name: 2, clear
Messagl I\/Ianage Users MedlcaIProfessllzr:jLIl:::: _ Designation:
¢ N — StartDate:|  |ME EndDate:| |
Registration Code: |:|
Credentialed: [
Sanctioned: [
Comment ts

Note: This functionality is reserved for RNs only.
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écompl ete Admi ssion Assessments? SECTONSRN

Upon admission, there are several assessments that wil/ b e

Significant Change Notice:

The previously known ONursing Databased has been turned in
and one on the day of admission.

1. Pre-Admission Review

a. As it suggests, this can be done prior to the resident

b. ThePre-Admi ssi on Review captures all the residentods histo
for themselves, i.e., ADL assistance, emergency contact information, etc.

c. Upon |l ocking this assessment, the initial care plan wi

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

2. Head-to-Toe Assessment i 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 Assessmentss ect i on of the O6How
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SECTION 3: RN

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

Frequency Role Most Responsible

2 0
= [7) e
© & ]
o) o %) Q
— 0
= @) £ c 7]
S S S <

(V)] +~
) () (@) (%)) ©
= = > = ° 17 c o}
= % ] © @ %] o c
o > > S e - o < 8 =
< = = [ [8) @) - () a @® =
[ -E S - 4 cC > Q ®© ; 9 -
o c c ) &) o= Z prd = 7} o o
o o = £ - SR 0 zZ o — = [} a) N = O o} .
-} > < < < i D0 < [ 3 o O 4 s n x @ ~

Assessment Name Notes on Changes

Braden Scale n n n

Columbia Suicide Severity Scale' Only when triggered ) n n n

Continence Assessment 0C2NI¥VSNI & a¢iS % kE n n
Assessment)

Footcare Assessment n n

Head to Toe Assessment n n

Pain Assessment in Advanced .
Only when triggered n n n

Dementia (PAINAD)

- Continued on next page A



SECTION 3: RN

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

Frequency Role Most Responsible

g 0
= ‘0 3
© L 0
) e 0 Q
= ()
- o = c 7))
e, — o o <

(/) o
I75) ) (@) [%2] o
= % ac @ @) 7)) o =
§e] - > S R = i) < =] ‘©
< = = | [} @) O o) © —
o) c £ O @) o Z zZ < %)) = o x
o o c = — o 8 n pzd o - = [0) (a) n = (@) (0] —
) = < < < o0m < o - o (@) o o L 0 @ o —

Assessment Name Notes on Changes

Captures resident history
and generates the initial

Pre-Admission Review n n

care plan. Can be done

before admission.
Recreationc Admission

n n
Assessment - -
Scott Fall Risk Screening Tool n n n n
TB Screening n n
Time of my Life n n
TLR Assessment n n n n
Violence Assessment Tool (VAT) n n n n
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Respite Admission Assessments

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

1. TO CI ear t he assessment StandnrdAssessmentsm
Schedul es b I N t he AsSsess me Next Assessment Due: *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK®: 29 days - 5/22/2025 art

2. A new window Wil |l 0OpPenN. [&ommsmeewor aoorege ~ o x
B https://wwwé0.pointclickcare.com/care/chart/assess/clearallschedule.jsp?ESOLclientld=8285 AN
Assessment Scheduling - Work - Microsoft Edge - O X
tps:// .pointcli X /care/chart/. factiv edule jsp?ES ini n=pY3... A
5 https://www60.peointclickcare.com/care/chart/assess/activateschedule jsp?ESOLminiToken=pY A Reason for Clearing: |Not neceasary o complete for | Jrp—
“Time of My Life Schedule Description Assessment Description As of Date
Bt TGS chetule Admission =Time of My Life 411712025
De-activate Admission Admission
ACTIVITY INITIAL - ADMIT *Recreation - Admission Assessment 4/19/2025
Podiatric - Admission *Foot Assessment 4/19/2025
TE Screen - Admission *TB Screening for LTC Residents 41712025
Tena Assessment - Admission *Continence Assessment 4/19/2025
Mursing Admission *Admission Database - Multi-disciplinary 4/18/2025
Initial assessment *Violence Assessment Tool 419/2025
(Clear ) Close) —
(Check All | [Uncheck All{]| Clear Al |)
3. Another window wi | open Select only the assessments y
’”~
Al'l 6 once more to clear the assessment schedul es.
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ébuild the initial Care Plan and ¥43% ¢ x

1. Complete the Pre-Admission Review

*Pre-Admission Review
e Sl e 22523514 s 3 S 50071 Embedded within this assessment is the ability to build the initial Care Plan.
Admisslon: 05/31/2022 Dale of Birth: 02/02/1957 Bcore: NA
Category: NA Physiolan: Henderson, GerriLynn
D. ADLs 1_1. Dressing =
3 Nursing Assessment (O 1. Independent
A ADMISSION DETAILS @ 2. Assistance of Staff
1a. Primary reason for admission (O 3. Totally Dependent
(O 4. Activity Does Not Occur
1b. Admitted from: (O 5. NotAssessed clear

CP-1. Select required assistance with dressing: ~ TRIG H
B.  LEVEL OF CONSCIOUSNESS/ ORIENTATION Focus: Dressing

1. Level of consciousness [J Goat: Current ADL Long Form is (specify). Engaging resident in care will maintain this score.

a. Alert _ b. Unresponsive _ c.Coma Goal: Resident goal - specify
SOCIAL HISTORY/ LIFESTYLE [ Intervention: Extensive Assistance - (specify # of staff) staff to complete (specify what staff do, ensure oral care is addressed). Resident participates by (indicate what the resident
c. H u does). Assistive devices required include (specify). Favourite items to ensure | have on everyday are (specify).
Social History [ intervention: Independent - Resident is independent with all aspects of dressing.
1a. Childhaod years: (include parents, siblings, important figures) Intervention: Limited Assistance -Resident is able to dress (specify what the resident is able to dress). Staff are to assist by (specify what staff do). Assistive devices needed for

dressing include: (specify). Favourite items to ensure | have on everyday are (specify)
Maximal Assistance - (specify # of staff) staff to complete (specify what staff do, ensure oral care is addressed). Resident participates by (indicate what the resident
1b. Schooling does). Assistive devices required include (specify). Ensure resident wears or has on the following: (specify).
. . / ([ Intervention: Supervision - Resident is able to dress (specify what the resident is able to do, ) . Staff are to supervise by (specify why or what staff do to supervise). Assistive devices
needed for dressing include. Favourite items to ensure | have on everyday are (specify).
1c. Previous ocoupations: () Intervention: E?:L?i;il‘;izﬁi)_ (specify # of staff) staff perform all aspects of dressing. Assistive devices/equipment required include (specify). Ensure resident wears or has on the

[J intervention:

1d. Adult years: (Include spousa, children, important figures, major events)

1e. Current support system: (List individuals the resident receive comfort from. Also list community invalvemeant.))

et s The selected focus, goal, and intervention(s) will be populated in the care plan
2 s s - upon locking this assessment.
O a0 Oy Ouorw  Oamem O summe After locking, proceed to the care plan tab to customize.

2e. Is substance use a concemn? Specify_
a.Yes b. No
2f. Additional information:

Pags 1of 6
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SECTION 3: RN

2 . Personalize the care plan to be specific to the
Focus Goals Interventions/Tasks
New Goal New Custom New Intervention New Custom Intervention
edit pn TLR Lo Goal edit pn Independent Mﬂbilidditinnal equipment used to support the resident's mobility.)
edit F'Q'Da" [RCW RECPR REHA RN LPN] + H [K]
H New Task

U Ensure all areas of specification are customized.

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

Important * The following table is to be used as a guide and includes examples only. Use your clinical RN judgement to determine the minimum
i nterventions that should be placed on the residentds Kardex to ma

Focuses Examples of associated interventions Suggested Kardex
(all the below would be edited to include specific information about the resident) Categories
Dressing Limited assistance i Resident is able to dress. Staff are to assist [specify]. Assisted devices needed for dressing  Dressing
include: [specify]. Favourite items to ensure | have on everyday are [specify].
Eating Independent i Resident is able to eat without any assistance, prompting or cueing from staff. Eating / Nutrition

Bladder / Bowel Limited assistance i Resident is able to [specify]. Ssaff are to assist by [specify]. EQuipment and devises | use to  Bladder / Bowel
support toileting include [specify]. Pericare is to be performed after each toilet use, staff are to [specify].

0
—
<DE Bathing Independent Bathing
Personal Supervision. Personal Hygiene / Oral
Hygiene w/ Oral Resident has (upper/lower/both) dentures. Denture care performed by (specify). Care
Care
Sleep care Morning and evening routines Daily Routine
needs
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SECTION 3: RN

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

Important * The following table is to be used as a guide and includes examples only. Use your clinical RN judgement to determine the minimum
i nterventions that should be placed on the residentds Kardex to ma

Focuses Examples of associated interventions Suggested Kardex
(all the below would be edited to include specific information about the resident) Categories

TLR I ndependent mobility. Equi pment used to support theTkResi dent 6s mobi
S
f_z Toileting transfer ~ Guided mobility Toileting
o)
S
< Bed Mobility Independent Bed Mobility

Behaviours / Specify any behaviours / aggression staff should be aware of. Include triggers and de-escalation strategies. Monitoring / Safety or
.. Cognitive Status  Many possible interventions to add. Behaviour / Mood or
2 Cognition / Communication
© Hearing / Vision Specify any communication concerns or considerations staff should be aware of, such as hearing aid storage Hearing / Vision

care needs and whether the resident needs help managing.
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Other common focuses and suggested Kardex categories:

Focuses

Examples of associated interventions

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

SECTION 3: RN

Important * Safety Plan Intervention Kardex category will be used
only in times when an actual OH&S Safety Plan is in place.

Suggested Kardex Categories

ADLs

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

Health/ Mental Health Conditions

Dementia

Diabetes

Cardiac Concerns

Respiratory issues

Monitoring / Safety

Sleep apnea

CPAP / BiPAP routines

Daily Routine

Mood Disorders

Triggers and de-escalation strategies

Behaviour / Mood

Other

Pain

Skin

Falls
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SECTION 3: RN

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.

Please select the Monitoring/Safety category for issues such as:
A Respiratory/Breathing
A Swallowing
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4.

Review and

revi se the residentds Point of

Please see the LPN section for more
Information on how to review and revise the
resi dent 6s Poil nt

91

Car e

SECTION 3: RN

t asks.

of Car e

t

a



éetransfer a Resident ? SECTION 3: RN

Li ke the residentds admi ssi on, use the Quick
ADT function for these actions.
_ _ Select Action Code W
There are 4 choices when transferring a
resident:
| Select Action Code |
Deceased Date (Facility )[DE]
A Internal transfer - used when the Deceased Date (Hospital)[DH]

resident is moving to another

location within the home, i.e. moving
to another room. — | Internal Transfer{IT] If the resident is being sent to

hospital, in addition to the
QuickADT, you may also need to

Discharge Date[DD]

Respite - Deceased Date (Facility )[RDE]

Respite - Deceased Date (Hospital)[RDH] |} print transfer documents.
. . L
A Transfer Ol_Jt options W|_II be used Respite - Discharge Date]RDD] i
when a resident is leaving the home  _ The next slides will outline how
for a hospital admission or for a Transfer Out Gasual[TOC] to do this.

casual outing with family. Transfer Out Hospital[TO]

Transfer out Vacation[TOV)]
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éprint transfer documents for a RESMNEen

Home~ Admin~ Clinical~ Reports
Jones, Betty (PEH0160)
. A Status: Current  Location: Sunrise Place 515-A .
To gener at e a resi dent 06s transf p Gender Female  DOB: 10/8/1961  Age: 63 resi d
. . - . Physician:
select Print >> Generate/View Clinical Chart I s S G
Allergies: To Be Determined
Generate CCD
Dash Profile Census Med Diag Allergy Immunetiilig ety Gl le:]vgll= m

There are two options for reports: Home~ Admin~ | Clinicalw Reports
) . Generate/View Clinical Chart l Generate Clinical Chartl
Resident Appointment Documerg#\ Chart Options
simplified report for a routine resident
appointment_ Resident Number: CSDFSD755F _4. =
Resident: Barton, Giselle _% clear ™

Transfer to Hospitag A more comprehensive | Clinical Chart | Please select a chart v S
transfer to hospital report. Date Range: =

Resident Appointment Documents G;_DU
Once your report IS Selected, addltlonal (] Include Resident Photo | Transfer to Hospital 2
. . . . . Include Resident Photo on Report Level O
fllterlng and sortlng optlons WI” Open for your [ Include Non-EMR Documentation Lines on Cover Page _Q
selection. Chart Details =
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To view the
tab of the resident chart.

newly generated

The document will take some time to generate. When
ready, select the name of the file to open and print.

SECTION 3: RN

Home~ Admin~ Clinical> Reports

Jones, Betty (PEH0160)
r ' r S‘tatus:;)urrenl chtiorrSun@e P@eseﬂe d t 0 t h e
Gender: Female "DOB: 10/8/1961  Age: 63

Physician:

n [Care Profile ] [ Edit v | [ Print | [Prow'ncial Import]

Allergies: To Be Determined

OMiIi scbp

Dash Profile Census Med Diag Allergy Immun Orders Wis/Vitals Results RAI Assmnts
Display Filters
Effective

del < 4372025 Transfer to Hospital 3/27/25 to 4/2/25 pdf >

Prog Note <CarePlan Tasks Misc

viewfile.xhtml

94
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ecompl et e

Compl et e

t he

Di scharge activities? SECTION 3:RN

0Di scharge from LTC6 assessment for a |

Compl ete -mhhret ®RoGCGar ed assessment for a deceased

Home~ Admin~ Clinical~ Reports 1% 0% | Search| @
Boyer, Aliya V. (TNADA1FC77) 17 of 116
Status: Current  Location Lighthouse Cove 124-A Current Vitals ()

Gender: DOB: 7M112/1934  Age: 90

4. BP: 118/106 mmHg . Temp:36.1 °C Pulse:68 bpm ; Weight:55.2 Kg
Physician: GerriLynn Henderson =% 100132024 16:00 10/13/2024 16:00 10/13/2024 16:00 2/28/2025 14:08
. . . — Resp:16 Breatha/min . 02:97 % Pain:6
n (Care Profile | [Eait__ | ~ |[ Pint__| ~ | Provincial Import 10/13/2024 16:00 BS: 10/13/2024 16:00 312412025 14:06

Allergies: hydroCHLOROthiazide, Calcium Channel Blockers
Code Status: (Advance Directives) Hidden Description
Special Instructions: **HIGH RISK FOR VIOLENCE™

Dash Profile Census Med Diag Allergy Immun Orders Wis/\itals Results Rl

Standard Assessment s m Ih Schedules

Next Assessment Due: *Columbia Suicide Severity Scale: 57 days overdue - 2/11/2025

Assmnts P og Note Care Plan Tasks Misc

Select the
0Di scharge

95

"2l Clinical - Google Chrome - O X A 7

[ view All Date Description |aled By Revised By L T C 0 O -r 0 P C
view unlock copy print strike-out 3/25/2025 *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK® % wwwé0.pointclickcare.com/care/chart/assess/newassess.jsp?ESOLsave..  jip@inis.org sphilip@inis.org /
print 32512025 *Contincreafssessment adri@ihis.org aguadri@inis.org m O r t e m C a r E
view unlock copy print strike-out 3/25/2025 *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISKE adri@ihis.org agquadri@ihi
edit del close print 3/25/2025 *Admission Datab - Multi-disciplinary - ¥ 2-V 1 tlantoria@ihis.org ntoria@ihis.org
view unlock copy print strike-out 3/25/2025  *PAINAD (PAIN ASSESSMENT IN ADVANCED DEMENTIA) Assessment Date: arl@ihis. ot rileari@ihis.org assess m e nt'
view unlock copy print strike-out 3/24/2025 *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK® |4/9.~'2sz5 | Time: | 17 vI 04 v| eli@ihis.org vcampbell@ihis.org
edit del close emors print 2112025 *Confinence Assessment re@ihis.org jrpitre@ihis.org
edit del close sign print 2/11/2025  =Columbia Suicide Severity Scale Assessment: re@ihis_org Irpitre@inis_org
view print strike-out 21172025 *\fiolence Assessment Tool (VAT) - wi Care Planning items - re@ihis.org jrpitre@ihis.org

. ~ o *Discharge from LTC & v o o .
view print strike-out 2/11/2025  *TLR Assessment - w/ Care Planning items - Copy re@ihis.org jrpitre@inis.org C h an e t e tO
edit del close sign print 2/11/2025 *TE Screening for LTC Residents re@ihis.org jrpitre@ihis.org g yp
edit del close sign print 2/11/2025  *Scott Fall Risk Screening Tool - Copy Type of Assessment: _ re@hisorg  jpite@inis-ore z . y
edit del close emors print 211172025 *Recreation - Initial Care Planning Assessment <+ re@ihis.org jrpitre@ihis.org 0 D I S C h a. r g e (
edit del close sign print 21M1/2025 *Foot Assessment w/ Care Planning - V 1 re@ihis.org jrpitre@ihis.org
edit del close sign print 211112025 *BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK& F‘e@ihls,nrg Jrpitre@inis.org

Continued on next page A




To I

Complete the assessment
Save & Sign & Lock & Exit

Discuss the resident's care requirements with the Substitute Decision Maker or Partnekjn Care.

6. What safety features/equipment do you currently have in the home? Select all that apply.

7. List any other safety features or equipment not previously idenfified:

TION Cust. *Discharge from LTC

a.
b.

c
d

oooooooooooo

H
2. Based on the resident's care requirements, does the SDM/PIC feel capable of managini\fhe care needs? O a Yes
(O b. Mo clear
H
3. |5 the family home safe and can the care be safely provided until there is an opportunity for re-gdmission? O a Yes
() b. No  clear
I [ 1. Can someone be home 24 hours a day to check for safety and well-being? Oaves ObNo cear s
2. Can the daily help that is needed with persenal support be given? For example: transferring, toileting, \piake, hygiene, dressing. Caves ObNo cears
3. Can medications be given at the right dose and time each day? Oaves ObNo cear s
4. Do you have a medical provider willing to assume care of the resident? Oaves ObNo cearm
5. Does your family have access to private caregivers or additional supports to fill in scheduling gaps or provide\espite care when needed? () a Yes () b Mo clear

Video Monitor

Grab bar - Toilet

Grab bar - Bath

Grab bar - Shower
Raised Toilet Seat
Secured Safe Area
Comfortable seating
Modified dishware
Ramps
Wandering-alert Mechanisms
Toilet seat arms
Commode
Wheelchair accessible
Mechanical bed
Safety bariers

Save & Sign Save &

Save & Sign & Lock & Exit
—

ncel
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Change

t

SECTION 3: RN

he residentodés admission status through AQui ck |

Clinical ~

People

Residents

Actions

New Resident
New Staff

Reports

Care Management Quick Entry Modules Other
Dashboard Therapy Minutes POC Reports
Calendar Physician Visits eMAR Setup

ADTO

: . Lab/Rx Results Temperature
New Medical Professional
M U Risk Management Pulse
anage Users Weights and Vitals Respiration
UDA Blood Sugar
Clinical Chart Dashboard 02 Saturation
Pain Level
E Quick ADT - Work - Microsoft Edge = (m} X

) https://wwwe0.pointclickcare.com/admin/client/quick_adtjsp?ESOLclientid=8314&ESOLsearchflag=N&ESOLqui.. & A
Quick ADT - Jones, Betty (PEH0160)

Action Code: | Select Action Code V| 1 Last Action Type: Room Change - 4/8/2025 16:06
Effective Date: |

Surname: | SelectAction Code Title/First Name: v [ |Betty

LG EISE Deceased Date (Facility)[DE]
Resident Number:
Health Card #:

Deceased Date (Hospital)[DH]

Discharge Date[DD] (NNN NNN NNN)

Internal Transfer[IT] I *

Allergies: No Known Allergies: O

Respite - Deceased Date (Facility)[RDE]

Respite - Deceased Date (Hospital)[RDH]

Respite - Discharge Date[RDD]

Transfer Qut Casual[TOC]

Transfer Out Hospital[TO]
Transfer out Vacation[TOV]
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Discharge Options for LTC Resident

Discharge Options for Respite Resident

Continued on next page A



SECTION 3: RN

Quick ADT - Work - Microsoft Edge — (] X

(33 https://www60.pointclickcare.com/admin/client/quick_adtjsp?hourType=&min=30&hour=16&effective_d... & AN

Quick ADT - Jones, Betty (PEH0160)

Action Code: | Deceased Date (Facility)[DE] ~ | * Last Action Type: Room Change - 4/8/2025 16:06
Effective Date: E 16 v 30~ F
To/From Type: | ~ |°

To/From Location:

Surname: ‘ Acute care hospital Title/First Name: v [ |Betty

Middle Name: | »piN ONLY - D/C AFTER TRANSFER OUT

Resident Number: | Date of Birth: |[10/8/1961
Community Care / Assisted living
Health Card #: |

Allergies: ‘ Other i

Suffix: v | Sex: Female

Social Insurance Number:

as the " Fr

Private home

Psychiatric hospital e & New] [BackJ [Cancel]

08 Continued on next page A



SECTION 3: RN

5] Quick ADT - Work - Microsoft Edge - 0 X
() https://www60.pointclickcare.com/admin/client/quick_adtjsp a A
Quick ADT - Jones, Betty (PEH0160)
Action Code: | Deceased Date (Facility)[DE] v " Last Action Type: Room Change - 4/8/2025 16:06

Effective Date: [4/8/2025 |f& |16~ [30v| *
To/From Type: | Nursing home

To/From Location: | V|
Surname: Title/First Name: v [ Beatty
Middle Name:  Andrews of Park West Suffix: ~ Sex: Female
Resident Number: | andrews of Stratford Date of Birth; |10/8/19861
Health Card #: _ Social Insurance Number:
Allergies: | Aiantic Baptist Home | * No Known Allergies: [

Beach Grove Home

Clinton View Lodge | Save & New | | Back | | Cancel |

Colville Manor
Dr. John Gillis Memorial Lodge
Garden Home

Maplewood Manor

Margaret Stewart Ellis Home

Prince Edward Home

Continued on next page A
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E Quick ADT - Work - Microsoft Edge

(3] https://wwwé60.pointclickcare.com/admin/client/quick_adt jsp

Quick ADT - Jones, Betty (PEH0160)

Action Code
Effective Date

To/From Type:

: | Deceased Date (Facility)[DE]

Jeso/202s BB 16w [30~

MNursing home

Last Action Type:

Room Change - 4/8/2025 16:06

To/From Location: | Prince Edward Home V|
Surname: Jones Title/First Name: ~ | |Betty
Middle Name: Suffix: v | Sex:  Female
Resident Number: PEE01&0 Date of Birth: |[10/8/1%61
Health Card #: (11256888 Social Insurance Number:
(NNMNNNNNN) (NNN NNN NNN)

Allergies:

*

No Known Allergies: ()

“f] Save >[Save&New] [Back] [Cancelj

To Be Determined
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Discontinue all orders

PointClickCare’ TRAINING - Prince Edward Home ~ @ £ e Peter Lawlor ~
Home~ Admin~ Clinical~ Reports [ o - |S rch resident, room #, ID # H Search] [i ]
Acosta, Caleb (GESDDE11BE) 1 of 116
Status: Current  Location: Lady Slipper Path 403-A Current Vitals °
Gender. Male ~ DOB: 9/14/1973  Age: 51 BP: 124/64 mmHg { Temp:36.2°C Pulse:66bpm | Weight:55 Kg
Physician: GerriLynn Henderson 4/4/2025 06:11 =\ 47412025 06:11 4/4/2025 06:11  4*% 4/12/2025 1604
= - = Resp:18 Breaths/min B5:11.2 mmol/L 02:98 % Pain:4
(CareProfile| [ Edit | ~ ][ Print | ~ ] [Provincial Import 4/4/2025 0B:11 4/4/2025 06:11 4/4/2025 06:11 4/21/2025 11:29

Allergies: Morphine, Penicillin
Code Status: (Advance Directives) Goals of Care C - Care and Interventions focused on comfort, excluding Resuscitation. , Hidden Description
Special Instructions: ** MED RISK FOR VIOLENCE ** ** DROPLET/CONTACT PRECAUTIONS **

Dash Profile Census Med Diag Allergy Immuia D;rs VitsiVitals Results RAI Assmnts Prog Note Care Plan Tasks Misc

[hew v I8

Last Order Review: Next Order Review: Not specified

CReTL CIRE QLN Batch Update W

;. o Add Order Set

Change from Enteral Tube
Change to Enteral Tube { Directions Category Status Start Date End Date Revision.Date

Actions ‘hange one time a day every Sat Product used ... Other Active 4/26/2025 09:00 4/25/2025
Actions = bder breast BID No directions specified for order. Other Active 4/8/2025
Actions Put on Hold Cleanse with normal saline, dry, cover with nonadherent dressing and kling wrap ~ two times a day until 04/15/2025 23:59 Other Completed 4/8/2025 20:00 4/15/2025 4/8/2025
Actions Reassign Pharmacy }al texture, Nectar/Mildly Thick consistency Diet Active 4/9/2025 09:07 4/8/2025
Actions * e, Nectar/Mildly Thick consistency Diet Active 4/8/2025 09:23 4/8/2025
Actions Renew }r arm at bedtime and remove per schedule Other Active 4/4/2025 22:00 4/4/2025
Actions Resume JN COCCYX DAILY AND AS NEEDED one time a day and remove per schedule Other Active 4/4/2025 09:00 4/4/2025
Actions B\D daily and PRN. two times a day for OPEN AREAS AND as needed for... Other Active 4/4/2025 08:45 4/4/2025
Actions * Reassign Physician lesion once a d in the morning every 7 day(s) Other Active 4742025 09:00 41412025
Actions ~ cleanse with nss and covered with mepore. as needed Other Active 3/28/2025 15:30 32812025
# Actions ~ apply to lesion on right arm once a day. one time a day for 7 Days right arm Other Completed 3/29/2025 09:00  4/5/2025 3/28/2025
Actions = Enteral Feed two times a day ADL 1000mL; 200mL per feeding ove... Enteral Feed Active 3/28/2025 17:00 3/28/2025
Actions Boost/Ensure in the morming Supplement Active 3/29/2025 10:00 3/28/2025
Actions = Regular diet, Cut-Up Meat texture, Nectar/Mildly Thick consistency Diet Active 3/28/2025 14:35 312812025
Actions ~ Fruit Boost two times a day Supplement Active 3/28/2025 17-00 3/28/2025
Actions Diabetic diet, Finely Cut Up Meat texture, Regular/Thin consistency Diet On Hold 3/25/2025 15:02 31252025

101 Continued on next page A
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Set the discontinue

(< <]

(<<

(< <]

(<<
3

(< <]

(<<
3

(< <]

(<<

Resident: Acosta, Caleb (GEEDDE11BE)

Communication Method: O phone O Verbal O Prescriger Written

Reason for Discontinue:

H H =B

23]

H =

23]

H BB H E B

H

Discontinue Date: [4/28/2025 IE=! oo v[20v] * &

Prescriber Entered clear * &

Q Linked Order Set. You will have the ability to
discontinue all the orders that are part of a linked set.

date and time

Choose the

Ordered By: | _l * & (Current Primary Physician: Henderson, Gerilynn)

Hidden

Regular diet, Regular textu ular/Thin consistency

Diabetic diet, Mechanical soft - Ground textu ular/Thin consistency
CBC

Goals of Care C - Care and Interventions focused on comfort, excluding Resusc

Creatine

Regular diet, Ground Meat texture, Regular/Thin consistency
Diabetic diet, Finely Cut Up Meat texture, Regular/Thin consistency
Boost/Ensure

Regular diet, Cut-Up Meat texture, Nectar/Mildly Thick consistency
Enteral Feed

Fruit Boost

cleanse with nss and covered with mepore.

intersite gel to right lower arm

Apply to open areas on BID daily and PRN.

Framidin ta rinkt lar lan laeian anes aod

( Discontinue Order {Cancel

Category
Other

Diet

Diet
Laboratory
Other

Laboratory

Diet
Supplement
Diet

Enteral Feed
Supplement
Other

Other

Other

Fithar

Order Status
On Hold

On Hold
Active
On Hold
On Hold
On Hold
On Hold
On Hold
Active
Active
Active
Active
Active
Active

Active

Artivim

Revision Date Last Ordered
1112512024

11/25/2024
2/3/2025
3/11/2025
3/111/2025
3/17/2025
3/25/2025
3/25/2025
3/28/2025
3128/
3/28/2025
3/28/2025
3/28/2025
4/4/2025
4/4/2025

AlAINOE

Batch Filter Options

Y

communication method

Who authorized the
orders being discontinued

—

" Select all orders
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Discharge/Transfer Steps

Transfer Steps

u

u
u
i
u

Quick ADT i Action Code: Transfer Out Hospital (TO)
Ordersi Bat ch Update OPut on
Appointments i Delete from calendar (as necessary)

Assessments T Manually de-activate schedule
Tasksi Sel ect OResi dent NoO

When the resident returns

en- e et e e

Quick ADT T Action Code: Transfer In Hospital (TI)

t

Ho l

Av ai

Ordersi Bat ch Update OResumebod

Appointments i Add to calendar (as necessary)
Assessments T Manually re-activate
Tasks T Document tasks completed as usual

Discharge Steps

u

u
i
i

d

0

abl

e o

f

or

each

shift

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

Orders i Discontinue ALL
Appointments i Delete from Calendar
Assessments i Clear Scheduled List
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éebuild a Resident chart?
Care Profile
Thi s 1 s wh e rrisk fax vioteecs i adceinfectiorscontrol measures  will be noted, so that they show up at the top of

the resident chart.

Home» Admin~ Clinical» Reports = Special Instructions

Gallant, Diane (123)

catiun: Elue

Gender: OCB:

Physician:
‘[Carerﬁle]IEdit v | nf ormation typed in the O6Special I nstjru

Allergies: To Be Determined

VAT Score should be added here as follows:
** | OW/MODERATE/HIGH/VERY HIGH RISK FOR VIOLENCE **

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

example:
* DROPLET/CONTACT PRECAUTIONS **

104 Continued on next page A



Care Profile - Skinner, Ayla (NV31CD607C)

= Special Instructions

*# MED RISK FOR VIOLENCE #*#

** DROPLET/CONTACT PRECAUTIONS **

(500 max.)

= Auxiliary Devices and Services

[CJ Amplified Device
O Hearing Aid {  Left Right)
[] TTY/TTD/Relay Equipment

[[] Contact Lenses
[ Glasses

[[] Reading Only
[] Magnify Glass

[ Dental Appliance ( Upper Partial Upper Full)
[ Dental Appliance ( Lower Partial Lower Full)

= Devices and Treatments

[ Bladder (Foley) Catheter { ' Chronic New)
[ Condom Catheter

(] Urostomy

] External Catheter

[[] Suprapubic Catheter

[ Urinary Toileting Program
[ Ostomy

[ lleostomy

[] Colostomy

[C] Bowel Toileting Program
] Hemodialysis

[] Peritoneal dialysis

[ Dialysis Shunt

= Isolation/Precautions

[] Airborne Precautions
[CJ Chemo Precautions

= Special Care

(] Goal to return home (alone)
[[] Goal to return home with assist
[C] Hospice

= Therapies

[] Physical Therapy (PT)

[ Braille
[ Interpreter Needed - Foreign Language
[] Interpreter Needed - Sign Language

[[] Cane/Crutch

[ Electric Wheelchair
[[] Manual Wheelchair
[] walker

[] Prosthetic Eye
[ Limb Prosthesis

O Nebulizer Therapy ( Chronic New)

Joz2at L/min by Nasal Canula/Mask (  Chronic

[ BiPAP

[ cPaP

[] Ventilator

[ Suction

[ Tracheostomy

[ Internal Defibrillator
[] Lifevest

] Pacemaker

[ Contact Isclation Precautions
(] Droplet Precautions

[ LTC, ALNL
[] Palliative Care
[C] Respite Care

[[] Occupational Therapy (OT)

‘

[ Jewelry

[ Other:

[] PIiCC Line

O IV { IV Medication Parenteral/lV Feeding)
[[] Chest Tube

[ Drains

1PN

[C] Enteral Feeding

] No Active Medications

[CJ No Known Diagnoses

[] Cancer Treatments

[ Other:

[] Isolation - Active Infectious Disease
[C] Reverse Isolation

[CJ Unknown
[] Other:

[C] Speech Therapy (ST)
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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
Resident Contacts

Dash | Profile Under the Clinical tab
e m U Click Resident Profile tab
o U Add new contact detalls

Search for existing contacts to ensure no duplication
U updates on one record will update to other resident

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

: , A
Resident: Gallant, Diane (123) . A I n S e r t 0 T B D 0 I f u n k n O W n
Sealch‘i;: ® Residents (J-Con:ucts 'ffi- . -
_ R _ : A Phone numbers are numbered by priority. If the contact
— Y has more than one phone number, please indicate which
HomePhone [ I
i — to call first.
omerpnons:| |~
Emallf—‘
=z | U Select one relation
Contact Type
: [ Emergency Contact #1 . . , ~
Contact Type: :ggefl\sl;:mole El Emergency Contact #2 u M u I t I p I e O C O n t a C t t y p e S 0 m a ‘
vt R U Emergency Contact #1 is seen on the
) i transfer/discharge record
(D _| Altemate Billing Contact . . . . L. .
e | et orkin u SDM must be identified if cognition is a concern.
[ Alternate Next of Kin
—Aemtetietele—— 06




Medical Professionals

Medical Professionals can be found int h e

Medical Professionals

OPr of

~

e o

SECTION 3: RN

tab of the residentds char

AOnly one primary medical professional can be checked.

ﬂ Medical Professionals - Work - Microsoft Edge — O
) hittps://www60.pointclickcare.com/admin/client/providerwizard.jsp?ESOLclientid=31392
Select Medical Professionals
Resident: Brooks, Keira (OK8BCE7062E)
As of Date: ? Show:| All V‘ [ SearchJ
Include Primary Relation Surname First Name Staffld  Profession
relations Cooke Jenna Nurse Practitioner
Primary
O relations Hardy Bethany Dietitian
relations Holmes Rebecca Dietitian
O relations Irving Amy Physiotherapist
O O relations Morash John Physician
relations Order IPAC Nursing
relations Order Nursing
O relations Power Rogan Occupational Therapist
N
Save |
(save)
107

At'minimum, all residents should have:

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

2. The onsite Dietitian

3. Nursing Order

4. IPAC Nursing Order




Additional (custom) information

Dash | Profile’ Census MedDiag Allergy Immun Orders

Contacts m - 3
Edit All User Defined Field

igent: Brooks, Keira (OK8CE7062E)

Name
edit del H Ella Brooks (632)

Precautions - MRSA

Infection Control
Precautions - VRE

Infection Control
Precautions - Other

Infection Control
Precautions - CRE

edit del H MNylah Valenzuela (628)

edit del H John Doe (907)

Medical Professionals §,"[][1}"
Spouse's Name
Podiatry Notes

view profile Jenna Hairdressing Notes

view profile Hospice / Volunteer Visit
view profile Walker information
view profile Wheelchair information

Resident receives
personal mail?

Laundry - done by?

Miscellaneous
Information:

edit del

External Facilities

v

[l

<

Save ) | Cancel

Facility Description
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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
External Facilities

Dash [Profile Census MedDiag Allergy Immun Orders

Client External Facility Setup

Contacts m

S Al ~| @ AllFaciliies O Hotlist Items Search: [ search | 2
edit del H Ella Brooks (632) Facility Name Address Location Cc:)rlt?]gr rlgnz?):’rgzt;ﬁgnc Description
_ (] *Hospital Not in List option needed for QADT - Hospital a
edit del H Nylah Valenzuela (628) () ALS Society - (902) 439-1600 Social Support )
0 ﬁ'élhe'mer Sociely of 466 Fitzroy Street glr:_'a”‘me“’w" - (902) 628-2257 Social Support
edit del H John Doe (907) Andrews of Charlottetown _ B
O Charlottetown 73 Malpeque Road PE - 902-368-2790 Assisted Living
Medical Professionals () Andrews of Park Hill 216 Schurman Ave pt™™®S1% 902 8852573 Assisted Living
First Name / () Andrews of Park West 22 Richmond St glr:_'a”"“et"""“ - 902-566-2260 Nursing Home
eoiels =Ll () Andrews of Stratford 2% SNaKeSPEI®  syratiorg PE - 902-367-4100 Nursing Home
view profile Rebecca Andrews of Summerside ]
view profile IPAC Nursing O Summerside 317 Pope Road PE - 902-436-0859 Nursing Home v
view profile Nursing
Use the search option or scroll through the list to find the facility name.
Type Description ;A - « . e A A . ~
edit del * Safety Plan b2uSY LT e2dz R2 Vy2Ii assS AuZ YI1S
edit_del Hairdressing Notes

B —— 2 KSYy @2dzNJ aSf SOUGA2yd | NbFaeiti®ilE &
show as seen below:

External Facilites [Ehlad

Name
view del Hennessey-Cutcliffe-Charlottetown Funeral Home
109 view del make primary Lawton's Polyclinic




eéadd

or

updat e

Home » Admin-( Clinical )Reports

Callahan, Luke (GJ3E2B6A28)

Status: Current  Location: Seascapes Harbour 30
Gender: Female

DOB: 6/3/1966

Physician: Jenna Cooke

Age 59

‘ (care Profile| [ Edit v |[Print  ~

Dash

Allergies

New Allergy
Status:

Date:

Resolved Date:

Category:

Allergies:

Erythromycin

Code Status: (Advance Directives) Hidden Description

Profile Census MedDiaj Allergy )mmun Orders

Category:

Food
Environmental

Biologic

SECTION 3: RN

Allergen:

Allergy Type:

Severity:

Reaction
Manifestation:

REaCUoN NOwE"

er ?
ENGIUFAqUDMmg W VT WHWNRUWq! GRUDN Wa
generate a list of options to choose from.

Allergy Type: ~ ldentify whether it
I e o

intolerance, or a

Allergy general adverse

Intolerance reaction

FPropensity to Adverse Reactions

Select severity level of the

hild

Severity: |L.Inknml.rn v|
n

Moderate

‘ SEVETE \

reaction experienced

Ca
I

(5 k]

Document theReaction Manifestationby beginning
qVYUWa! GUWad6 Wl 3t RT WUqkt L
select from the generated list.

Reaction Manifestation: | itch

Type to begin search

_ 5
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Itch of eye

Itch of eye, left
Itch of eye, right
Itch of left eye
Itch of right eye
Itch of skin




éadd or update a diagnosi s? SECTION 3: RN

Home~ Admin~ | Clinical * Reports

Callahan, Luke (GJ3E2B6A28)

Status: Current  Location: Seascapes Har
Gender: Female  DOB: 6/3/1966  Age
Physician: Jenna Cooke

‘ [Care Profile] [ Edit 'New Diagnosis

Allergies: Erythromycin Code- q a %
Code Status: (Advance Direct| < Description: | — (‘ A’ Use the magnl_fylng glass to opena Wlndow
Date: |10/17/2025 ﬁse admission date where you will search for the dlagnOSIS'
Dash Profile Census | MedDiag® Allergy -
- S Resolved Date: 1
Medical Diagnosis
. Rank: v
Classification: ~ \ . - —
Primary Primary is visible
_ e Seconda in the chart header
Comments: Y and Point of Care
4
Admission

~,| Discharge
During Stay

History

5. -

[Save] [Save & New] [Cancel]




éset a Residentodos baselines and c¢ TS

Home~ Admin~+ Clinical~ Reports
Summer, June (001)

gg"i Status: Current  Locafion: Blue Heron 214-A
i ; o Gender Female DOB: 6/30i1945 Age: 79

Physician: Docter Dolittle

~ [careProfile|| Edit - || Pint _ ~ |[Provincial Import |
Allergies: Penicillins
Code Status: (Advance Direclives) Goals of Care M - Medical Care a Baseline Weights & \fitals - Google Chrome — O »

Change

Special Instructions: =POTENTIAL FOR AGGRESSION® thresholds if
Diet: Heart Heallhy diet, Mechanical Soft texiure, Nectan 2o wwwhb0.pointclickcare.com/care/chart/wandv/editbaselinevitals jsp?ESOLaddingBa... &, needed
Diagnosis: Congestive heart failure Weights & Vitals
Admission (Re-entry): 11/7/2024 Provincial He: Vital Sign Goal
Inifial Admission Date (MDS): 11/7/2024 E {LowiHigh)
Dizcharge Date: Weight: l:l I:l

| —
- el
Dash Profile Censuz Med Diag Allergy Immun Orders Wis/Vitals
. - . ] H i
Weights & Vitals 2024 v B New [ Add Baselines Hlood Pressure: [ J1[|mmbg sysoic [ [[ |
Vital Sign Recent Monthly Value Date Time q |_
view all Weight: 68.0 Kg 11113/2024  09:59 Temperature: [ |« L] |:|

view all Blood Pressure: 150/ 90 mmHg 11M3/2024  10:00 | Route: | w | |
view all Temperature: 36.6 *C 111372024 09:59
view all Pulse: 88 bpm 1M3/2024  09:59 | Az . |bpm [ ] |:|
view all Respirations: 16 Breaths/min 11M3/2024  09:59 | Pulse Type: | " | |
view all Blood Sugar: | o . |
view all 02 Saturation: 96.0% 11132024  09:59 | Respirations: | |Breaths/min |
view all Height 155.0 Cm 11113/2024  09:59 . Blood Sugar: l:l mmoliL l:l I:l
view all Pain Level: 4 11M3/2024  09:59

| 02 sats: [ Jea L]

Method: | v

o ) ) Height: [ Jem
* Use 48-hr admission weight and vitals as Method
basellne. Pain Level: l:IH I:l

112



é document Resident behaviour that requires a Safety Plan? SECTION 3:RN

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.CKS !¢ a02NB RSaA3ayliGSa GKS wSaARsyu |

a |
4, LGQa 0SSY RSGUSNNYAYSR o6& hlsg{ G0KI I {FFSGe
Update Special Instructions
Home~ Admin~ Clinical~ Reports
Gallant, Diane (123)
Status: Current  Location: Elue
Gender:  DOE:
F’hyslclan
Al o
Allergles To Be Determined ' '
Il nformation typed in the 6Speci al l nstructijions?®

VAT Score and presence of a Safety Plan should be added here as follows:
* HIGH/VERY HIGH RISK FOR VIOLENCGEafety Plan in Place **

113 Continued on next page A




SECTION 3: RN

Edit Custom Information

Home~ Admin~ Clinicalv Reports (L&~ [searcn resident room #, ID #. |[Search] [ ]
Acosta, Caleb (GEBDDE11BE) 101110
Status: Current  Location: Lady Slipper Path 403-A Current Vitals [ ]
Gender: Male  DOB: 9/14/1973  Age: 51 BP: 12464 mmHg | 4 Temp:36.2°C Pulse:66bpm |, Weight:02 Kg
Physician: GerriLynn Henderson 4/412025 0611 "L 4472025 08:11 4/4/2025 0611 |5 4142025 0511
5 = 5 — Resp:18 Ereaths/min BS:11.2 mmollL 02:98 % Pain:0
n [Care mellel [Edit [ Print ] [PFOVI"CIﬂl Import 4/4/2025 0511 4/4/2025 05:11 4/4/2025 06:11 4/4/2025 09:28

Allergies: Morphine, Penicillin
Code Status: (Advance Directives) Goals of Care C - Care and Interventions focused on comfort, excluding Resuscitation. , Hidden Description
Special Instructions: ** MED RISK FOR VIOLENCE ** ** DROPLET/CONTACT PRECAUTIONS =

S —
dash Profile Censvs MedDiag Allergy Immun Orders Wis/\itals Results RAI Assmnts Prog Note Care Plan Tasks Misc

Contacts w E-E Admission Record E-E Transfer | Discharge Record
Name Phone/Email {listed in priority order) Relation Contact Type
edit del H Brayden Acosta (160) Mobile:  (188)710-5216 Brother Emergency Contact #1

Medical Professionals

First Name Sumame Profession Relation Office Phone
view profile GerriLlynn Henderson Nurse Practitioner Primary
view profile Stephanie MacDonald Physiotherapist {148)372-1296
view profile Barbie Matheson Diefitian
view profile Lauren Mood Occupational Therapist
view profile Order Nursing

Note: Primary Physician in bold
Clear Primary Physician

Type Description e Item Description
No records found.
External Facilities
MName Facility Description Phone Number Primary Contact

No records found.

114 Continued on next page A



SECTION 3: RN

‘Edit All User Defined Field
Resident: Acosta, Caleb (GESDDE11BE)

* Gafety Plan

Hairdressing Notes

Podiatry Notes

Spouse’s Name

Infection Control Precautions - MRSA
Infection Control Precautions - C-diff
Infection Control Precautions - Other
Infection Control Precautions - VRE
Walker information

Wheelchair information

Resident receives personal mail?
Laundry - done by?

Miscellaneous Information:

Anniversary Date

Prepaid funeral arrangements?

<
ol

i
f

| —t+— Change

Care PI
O0Saveo.

115

Continued on next page A

dSee 6 Ye

anao

an




Add Safety Plan Interventions to Care Plan

SECTION 3: RN

Skinner, Ayla G. (NV31CD607C)

Allergies: Condensed milk
Code Status: (Advance Directives) Goals of Care C - Care and Interventions focused on comfort, excluding Resuscitation
Special Instructions: ** MED RISK FOR VIOLENCE ** = DROPLET/CONTACT PRECAUTIONS **

Review History

[ view All Start Date Target Completion Date Completed Date
No records found.

Home~ Admin- Clinical~ Reports [ - |Eea':“ resident, room #, 1D #, |[5ear{:h] (i ]

Status: Current  Location: Red Rock Inn 510-A Current Vitals 0
Gender: Male ~ DOB: 1/8/1943  Age: 82 BP: 120/80 mmHg i Temp:35.1°C .. Pulse:&8 bpm i Weight:65 Kg
Physician: GerriLynn Henderson 4/8/2025 11:37 L2025 1137 [ AB2025 1137 4402025 11:53

: - - Resp:17 Breaths/min BS:6 mmallL L 02:6% Pain:3
|Care Profile | [ Edit v || Print  ~ | 41812025 11:37 41412025 1153 4142025 1153 | 44112025 15:06

Dash Profile Census Med Diag Allergy Immun Orders Wis/\Vitals RAl  Assmnis Prog Note CarePlan Tosks Misc

Care Plan E'E Current Care Record E'E Kardex m
Date Initiated Next Review Date Created By

rim 212412025 2124/2026 jrpitre@ihis.org

11 0f 12

Revised By
TestRN_1

Created By
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Department:

I Al I Food Services | HMursing/Care Services | Recreation I Therapy I

Focus

edit pn Acute Pain rit Chest
pain + H

edit pn Coronary Heart
Disease it lifestyle
choices + H

edit pn Scott Fall Risk
Score: (11 = high
risk) + H

edit pn TLR Logo + H

edit pn Bed Mobility + H

( [ New Focus ] [)w Custom Focus] [ Printable View] [ Elack] @l

a Care Plan Wizard - Google Chrome

o
-

wwwi0.pointclickcare.com/care/chart/cp/needwizard_revjsp

(U2)3 005678 J[Next »

Goals Interventions/Tasks

New Goal New Custom Goal

edit pn Will verbalize adeguate relief of
pain or ability to cope with
incompletely relieved pain. + H

edit pn Will voice/display a level of
comfort acceptable to the
resident through the review

New Intervention MNew Custom In

edit pn Anticipate need for pain r
[LFN.RN,REHA] + H

edit pn Determine the appropriat
Imagery/Distraction tech
exercises, music therapy,
compresses. + H

date. + H New Task
edit pn Will maintain pain at or below NO ASSIGNED TASKS
the level of 5_ (Specify) as

per resident. + H

New Goal New Custom Goal MNew Intervention MNew Custom In
MNew Task

NO ASSIGNED TASKS

New Goal New Custom Goal

edit pn Risk of injury from fall will be
minimized + H

New Intervention MNew Custom In

edit pn Universal precautions - B
Toileting schedule 7 Incon|
floors, accessible grab bd
[RCW,RECPR] + H

edit pn Score 11:
In addition to universal fal
[RCW,RECPR] + H

New Task

NO ASSIGNED TASKS

New Goal New Custom Goal MNew Intervention MNew Custom In

Focus
Resident: Acosta, Caleb (GESDDE11BE)
Instructions: 1. Select Focus Category from the drop down.
2. Click add to add the Standard Focus from the resulting list or click-goTo/unresolve
to navigate to the listed item in the care plan.
Select Library: | Standard LTCF Care Plan Library ~
Focus Category: | w

Focus List
Description
All standard fo Cognitive

Behaviours/expressions including elopement wandering
d to the resident.

Communication

Continence

Palliative/End of Life

Falls

Health Conditions

Infections

Mental Health

Mood

Mutrition & Hydration

Other Risk (Heat, Alcohel, Smoking, Substance Use)

Pain

Recreation

Restraints

R
-‘1 Skin

ive Care

edit pn Resident goal - maintain edit pn Total lift. (Two staff to ass

mobility = H [RCW,LPN,RECPR, PTRN] + H
MNew Task
NO ASSIGNED TASKS
New Goal New Custom Goal New Intervention Mew Custom Intervention

edit pn Resident Goal - specify A H edit pn Independent
[RCW.LPN] + H (K]
New Task

NO ASSIGNED TASKS

CU2)C3 456 )7 )8 J[Next »]

st. Medium sling used.)

New Focus ] [New Custom Focus] [ Printable View] [ Elack] [Care Plan PN ] [ New Alert]

117
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| __— Selectthe LTCF Library.

Always select
Behaviourgexpressions
including elopement
wanderingo .

Continued on next page A



SECTION 3: RN

] care Plan Wizard - Google Chrome — O bt

22 wwwhb0.pointclickcare.com/care/chart/cp/needwizard_rev.jsp

Resident: Acosta, Caleb (GESDDE11BE)
Instructions: 1. Select Focus Category from the drop down.

2. Click add to add the Standard Focus from the resulting list or click go tofunresolve
to navigate to the listed item in the care plan.

Select Library: | Standard LTCF Care Plan Library v|

Focus Category: | Behaviours/expressions including elopement wandering v|

Focus List Always select

Description | ——— 'Other dspecify behaviour

add Collecting responses of (describe) related to (specify etiology or known reason)
add Elopement responses of (describe) related to (speci i 0WN reason)
add Other - specify behaviour

add  Physical responses of (describe) related fo (specify etiology or known reason)

go to Physical responses of (describe) related to (specify eticlogy or known
reason)

add Sexual responses of (describe) related to (specify etiology or known reason)
add Verbal responses of (describe) related to (specify efiology or known reason)
add ‘Wandering responses of (describe) related to (specify etiology or known reason)

118 Continued on next page A
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[7 Care Plan Wizard - Work - Microsoft Edge = O X

() hitps://www60.pointclickcare.com/care/chart/cp/neededit_revjsp?ESOLrevie... & AV

Resident: Skinner, Ayla (NV31CD607C)

Standard Focus: Other - specify behaviour

Instructions: 1. Make any changes required.
2. Click Next.

Date Initiated: =

Status:  Active Resolved Cancelled

safety Plar] ) Customize the description to
oSafety Pl anbé.

Description:

Care Plan Type: _l
Review Department On€__| Nursing/Care Services 9

Review Department Two: v “ 
———  Assign to ONursing/ Care Ser

Review Department Three:

Review Department Four- v which is the default.

Review Department Five:
C | Next Eancel

119 Continued on next page A




Focus: Safety Plan
Instructions: 1. Check all desired Goals.

2. Click Save.
LG save I Cancel |

Goals atls

3 Mapped
Available No

O Resident goal - specify

O Resident will exhibit no outward behaviours. Available Yes

O Tnggers to behaviour will be recognized early with intervention to Availlable No

minimize risk of escalation

Select all Interventions that
apply and cl i

SECTION 3: RN

Select all Goals that apply and

cl

120

c k

0

Next o

)

O 00 0O o0 O
= EE F ®E =

Intervention Lis: @ m

=]

Focus: Safety Plan

Instructions: 1. Check all desired Interventions.
2. Click Save.

Description

Use a team approach to care, i.e. identify one staff member as
communicator, one staff to do cares, one staff go observe and/or block
aggressive behaviour. Be mindful not to overwhelm resident with too
many staff members if this is a trigger for that resident.

Use a calm voice to communicate with resident. Communicate your plan
with the resident before beginning any care, where appropriate.

Triggers include:

Provide the resident time in the sensory room when triggers are
identified.

Keep a safe proximity and out of reach whenever possible. If resident is
in your space, be mindful of where they are at all times.

Ensure two staff for care at all times. Ensure pagers are carried.

Ensure a consistent approach with care. Review all Care Plan and
Kardex information for appropriate interventions.

Effective GPA techniques include:

Date Initiated: =

Status
Available Yes

Mapped »

Available Yes

Available Yes

Available Yes

Available Yes

Available Yes

Avallable Yes

Available Yes

Continued on next page A




Home~ Admin~ Clinical~ Reports

Care Plan Detail

Resident: Acosta, Caleb (GESDDE1
Triggered Care Plan ltems: View Triggered ltems N
S 1

Resident 6s

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
tuat.i

SECTION 3: RN

[ 4t v|-35?':-" m#, |D# |[Search]°

=]

Search: | |

Sort By: | Library Order v|
Show only A: O
Show Resolved/Cancelled: [
Show Tasks:
Show Symbol Legend

on.

Care Plan Type:

Department:
| All | Mursing/Care Services Waeaﬁon | Therapy |

New Focus ] [New Custom Focus] [ Printable View]
« Prev @@@@

Interventions

Focus Goals

New Goal New Custom Goal New Intervention New Custom In{
@n Safety Plan + H @ Resident will exhibit no outward behaviours. + H @ Use a team approach to

edit pn Triggers to behaviour will be recognized early with intervention aggressive behaviour. B
to minimize nsk of escalation + H Use a calm voice to com

appropriate. + H

Triggers include:

a safe proximity an

Ensure two staff for care
All Interventions must be customized. Edit edit pn
the description to best describe the

resident 0s

edit pn

edit pn

|l ntervent ign

Use white board i

Reco compassion|

Alwayss et t he Kardex ¢
Pl an I nterventions?ad.
Only OH&Sled safety plan interventions

will reside in this category.

tegory t

Document / report each i rdex Category:
Flowsheet Type: None
All staff must use the san Position One:

Focus: Safety Plan

Status: @ Active O Resolved O Cancelled

Date Initiated: =

Standard Intervention: Use a team approach to care, i.e. identify one staff member ._(more)

& Only the first 100 characters will display without having to expand further in POC.

Use a team approach to care, i.e. identify one staff member as communicatoer,
one staff to do cares, one staff go observe and/or block aggressive
behaviour. Be mindful not to overwhelm resident with toc many staff members
if this is a trigger for that resident.

Description:

& Only the first 200 characters will display without having to expand further in POC.

Instruction:

0 characters

Safety Plan Interventions ~

Position Two:

Position Three:

Position Four:

RS EIR A K

Position Five:

SFaJuefcy:Q Ly

Intervention will appear on the documentation record.
Where is documentation used? '

A

0] 0]

(| save }Delele] |:Cancelj\

11 Continued on next page A




Caleb Acosta (GESBDDE11BE)

Admission Date: 11/11/2023 Location: LV & LSP 403-A
D.0.B: 9141973 Age: 51 As of 4/9/2025
Allergies: Morphine, Penicillin

Special Instructions: **MED RISK FOR VIOLEMNCE ** ** DROPLET/CONTACT PRECAUTIONS **

* Independent Mobility / Dementiability. Uses a 4w, * Effective de-escalation actions include going for walk
May need reminders at times. indoorsfoutdoors, distraction, re-direction, music,
conversation, looking at pictures of family.

* Keep care rouiine as consistent as possible.

* Known triggers to responsive behaviour are: 1)
entering the room guickly and unexpected; 2) not
delivering care on the normal schedule.

* 2 staff for cares #* Turn & Reposition

* Educate resident and family on infection control % welght every day for 30 days
measures in place due current COVID-19 status.

* FEducate resident in hand washing and hand hygiene

i L all Sl A i

122
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Safety Plan Interventions
now appear on the Kardex
as well as in the Care Plan.



émanage

a

Re s

dent 6s

regul ar

attendance

Q: How do | 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 oRecreation

s Care Plan Wizard - Wo

rk - Microsoft Edge =

O >

&) https://www60.pointclickcare.com/care/chart/cp/needwizard_rev.jsp

Resident: Best, Bria (NB711C421C)

Instructions:

1. Select Focus Category from the drop down.

A\}

2. Click add to add the Standard Focus from the resulting list or click go to/unresclve

to navigate to the listed item in the care plan.

Select Library: |

Standard LTCF Care Plan Library ~

Focus Category: |

v

Focus List

Description
All standard fo

‘on everyday are (specify) "

ADL

Behaviours/expressions including elopement wandering
Cognitive

Communication

Continence

Palliative/End of Life

Falls

Health Conditions

Infections

IMental Health

Mood

MNutrition & Hydration

Other Risk (Heat, Alcohol, Smoking, Substance Use)

Pain add
add
Restraints add
Restorative Care add
Skin add
add

123

d to the resident.

Activities - intellectual/cognitive domain
Activities - physical domain

Activities - psychosocial domain
Activities - spiritual/cultural/traditions
Activities emoticnal domain

Activities external to the home that the resident participates in are (specify)



[ 1 YO Wqgd6 1JW[ Attieitieddxtdirialdolthie hamHLlthat the residearticipates in are (specifyffou will

need to edit the focus, by adding the location in place of the word (specifglusions East. Next, you will add
CWUOWs WNYcecOGAW=WNYcat Wel JWE2¢cRGcHGWAW BadWHqWBALY RT 30U
b e GGY Il qWYNWE YO IJW gqc¢nn oL

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

New Intervention

Resident: Brooks, Keira (OKSCET062E)

netras e Activities extarnal fo the home that the resident participat..(more] You will need to edit the interventions, adding the
2. Click Save. . . .
s — corrgct mformatlon.. You cgn choc.)s.ej\ be.tween Daily
Descrption Status Routine or Recreation/Social Activities in the
In the event the resident is unable to attend the program, staff are to contact (specify who & Available . .
e _ Kardex Category with a position of RCW and
rogram details are (spec vailable
Resident leaves home at (specify time), generally arrives back at home (specify time) Available Recreatlon Prog ram Staff
O Resident requires To Go meal (breakfastlunch/dinner) ready to attend exiernal program Available
Resident uses (specify method of transport) to get to and from program Available
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U oYeWHcUWET T W6 Rt Wet wWeOwWwy2W3UqWRUWgq6 WWAILY RT WUkt WH

Dash | Profile Census MedDiag Allergy Immun Orders WisVitals Results RAl  Assmnts ProgNote CarePlan Tasks Misc
[ show Cancelled Events

Day Week Month Agenda New 9 Nov 2025 — 15 Nov 2025 E |csv j\
Sun, November § Mon, vember 10 Tue, November 11 Wed, November 12 Thu, Hovember 13 Fri, November 14
08:00am - 03:00pm 08:00am - 03:00pm 08:00am - 03:00pm 08:00am - 03:00pm 08:00am - 03:00pm

02:00am Ptattending day program with Inclusions Pt attending day program with Inclusions Pt attending day program with Inclusions Pt attending day program with Inclusions Pt attending day program with Inclusions
Every Mon/Tues/WVed/Thurs/Fri each week.  Every Mon/Tues/\Wed/Thurs/Fri each week.  Every Mon/Tues/Wed/Thurs/Fri each week.  Every Mon/Tues/\Wed/Thurs/Fri each week.  Every Mon/Tues/\Wed/Thurs/Fri each week
(Quiside Location) (Outside Location) (Outside Location) (Outside Location) (Outside Location)

09:00am

10:00am

11-00am

12:00pm

01:00pm

02:00pm

U You can create a custom task that will go to POC to be documented.

g
edit del pn |.| / [K] Day Program at Tremplay Mon-Fr RCW RECPR, LPN DAY

=)

0830 Day Program at Tremplay Mon-Fri
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éreceive and action Care Pl an r evi@fNW™™N e

1. Locate the OHIigh Priority Progress Notesod paea

High Priority Progress Notes in Last days

Date Name Type
4/28/2025

View Progress Note

Resident: Andersen, Stanley (UPDAEEABGA) Q

Andersen, Stanley (UPDAEEABBA) Care Plan Rev

Type: Care Plan Review Request
Focus:
Effective Date: 4/28/2025 10:00:00

H Department:
2. View the Progress
. Created By: Peter Lawlor
Created Date - 4/28/2025 10:05:22
NOte detalls' o ° VAT has indicated Resid W q
violence,
Data:

Update Care Plan to include Safety Plan.

Action:

Response:

3. Proceed to the Residentoé|s chart to review| a
necessary information about| the Residentos car
status. Speak with the necessary staff involved in oo WO Sommanicstons Repor
care. Update the care plan accordingly. — T

126 Continued on next page A



SECTION 3: RN

Part of your review will be of the Progré&stesto ensure the review was not already completed by another RN.
LT y20 S0 NBOASHGSRTI GKSNB 42yQi 06S NBO2NR 2F A0 Ay

Progress Notes m m ¥ Display eMAR Progress Notes m

Effective Date Type Mote Care Plan ltem or Task Dept. Shift Report 24 Hour Report
view print 42472025 1759 Care Plan Review Reguest Care plan items related to physiotherapy. Please 5. Y Y

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

Progress Notes m M ¥ Display eMAR Progress Notes
Effective Date Type Note Care Plan Item or Task Dept. Shift Report 24 Hour Report
view print  4/24/2025 18:21 MNursing Progress Mote C  Care Plan reviewed as requested. [linked] > Y Y
view print  4724/2025 1759 Care Plan Review Reguest Care plan items related to physiotherapy. Please 5. Y ¥

This Progress Note indicates that the G3ae has been updated. This is indicated byltheed]|symbol next to the
Nursing Progress Note, which is linked to the Care Plan Review Request.

127 Continued on next page A
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SECTION 3: RN

QoD

Ve

0 wcz2tft2g | LI 2y GKS

=) Progress Notes - Work - Microsoft Edge -

3 https://wwws0.pointclickcare.com/care/chart/ipn/newipn.jsp?ESOLpnid=5581&ESOLclier

Resident: Bender, Lily (CT2E8DF1E7)

Type: Care Plan Review Request

Focus:
Effective Date:
Depariment:
Position:
Created By:
Created Date -

4/23/2025 02:10:00

Jennifer Pitre
4/23/2025 02:11:59

Swallowing difficulties - new support required

Received new recommendations from SLP
swallowing measures.

Data: safe

regarding
Action:
Response:

Plan:

Show on Shift Report
Show on 24 Hour Report

Show on MD/Nursing Communications Report

e (EED) )

R

——_———————

F24/72025 17:59:00 Care Plan Review Reguest

Type: | Mursing Progress Mote

his note is a follow up to;

Care Plan [tem or Task:

Effective Date: [4/24/2025 |5 Time:[ 18 v| 05

e —

[Buthi _:‘
_,‘ clear

<Care plan review reguest compley
Data:
<4
Walking program added to the care plan. No
contraindications for same.
Action:
~
Response:
£
Plan:
<4

Show on Shift Report
Show on 24 Hour Report
] Show on MD/Nursing Communications Report

[ Edit Care Plan Immediately
Position:
Created By: Jennifer Pitre

Sign & New] [ Save As [lraftl [Cancel l




M-

edit Care Plans?

Home~ Admin~ Clinical~ Reports [ fat = |Search resident, room #, ID #. [Search] i ]
Skinner, Ayla G. (NV31CD607C) 11012 | Prev | | Next |
Status: Current  Location: Red Rock Inn 510-A Current Vitals i ]
Gender: Male DOB: 1/81943  Age: 82 BP: 120/30 mmHg . Temp:35.1 °C . Pulse:68 bpm . Weight:65 Kg
FPhysician: Gerrilynn Hendersaon 41812025 11:37 L AR2025 1137 AME2025 1137 40452025 11:53
: : " Resp:17 Breaths/min BS:6 mmaol/L i 02:6 % Pain:3
| Care Profile | | Edit || Print  ~ | (] 41872025 11:37 47472025 11:53 425 /412025 11:53 41172025 15:06

Allergies: Condensed milk
Code Status: (Advance Directives) Goals of Care C - Care and Interventions focused on comfort, excluding Resuscitation

Special Instructions: ** MED RISK FOR VIOLENCE * * DROPLET/CONTACT PRECAUTIONS **

Dash  Profile Census Med Diag Allergy Immun Orders Wis/Vitals RAI Assmnis Prog Note Care Plan “asks Misc

Epy Current Care Record Epy Kardex 4

Care Plan

Date Initiated Mext Review Date Created By Revised By

rint 212412025 212412026 jrpitre@ihis.org TesiRN_1

Review History [ New Review J

[ ] view All Start Date Target Completion Date Completed Date Created By

No records found.
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OView Triggere
- will identify any new Care
Plan items that have been
triggered by recently
completed Assessments = |

Filter by department
—
here

dHomt~ t Agmmrs SinNID el

Search: | |

Care Plan Detail

Resident: i - 7C)
Triggered Care Plan I#€ms: View Triggered ltems Now

Care Plan Type:

. \
: i Al I Food Services I Mursing/Care Services | Recreation I Therapy |>
e e

[ New Focus [New Custom Focus] [ Printable ‘Jiew] [ Back] [ Care Plan PN ] [ New Alert

Sort By: | Library Order -~ |
Show only A O
Show Resoclved/Cancelled: [

Show Tasks:
Show Symbaol Legend

Page navigation

Focus Goals Interventions/Tasks

icipate need for pain relief.

LPN_RN,REHA] + H

n Determine the appropriate pain management methods: Analgesia{Opioid/ni
Imagery/Distraction technigues, Relaxation exercises , Biofeedback, breathi
exercises, music therapy, Massage, TENS, Hot'moist compresses, Cold
compresses. + H

ew Task

NO ASSIGNED TASKS Interventions

dit pn Acute Pain ’N\Chest
pain + H

pain or ability to cope wi

incompletely relieved pai

it pn Will voicefdisplay a level o
comfort acceptable to the
resident through the review
date. + H

edit pn Will maintain pain at or bel

the level of 5_ (Specify) §s

per resident. + H

Focuses

New Goal New Custom Goal Mew Intervention Mew Custom Intervention
edit pn Coronary Heart Mew Task
Disease 1 lifestyle G I NO ASSIGNED TASKS
choices + H ﬂ
New Goal New Custom Goal Mew Intervention Mew Custom Intervention
edit pn Scott Fall Risk edit pn Risk of injury from fall will be edit pn Universal precautions - Bed in low position. Call bell in place. Well-fitted footwear.
Score: (11 = high minimized + H Toileting schedule / Incontinence Routine. Environment uncluttered, well lit, non-slip
risk) + H floors, accessible grab bars. Ensure walker is within reach.

[RCW RECFPR]+H

edit pn Score 11:
In addition to universal fall prevention plan, discuss use of hip protectors with family.

[RCW RECPR] + H
ew Task

ASSIGNED TASKS

w Goal Mew Custom Goal MWeWN Intervention Mew Custom Intervention
editpn TLR Logo +H pn Resident goal - maintain edit Total lift. (Two staff to assist. Medium sling used.)
mobility + H CW LPN,RECPR,PT.RN] + H
Mew Task
NO ASSIGNED T,
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Filtering options:

A Search: Use key words to narrow
down focuses

A Sort by: Search by order or by
date initiated/reviewed

A Show only: Allows you to focus in
on items that are yet to be
personalized.

A Show Resolved/Cancelled:
Allows you to see items that are
no longer on the active care plan

A Show Tasks: Ignore this i tasks
have not been added to the care
plans

A Show Symbol Legend: If you

forget what some symbols mean,

refer to this area

Alert staff to changes
made to the Care Plan
and/or Kardex



Reviewing Triggered Care Plan Items SECTION 3: RN

Care Plan Detail Select oView Triggered Items Nowd to review al/l
Resident:_Ski 07C)
Triggered Care Plan 1t€ms: View Triggerad ltems Now isessments'

You will be taken to the screen below:

Home~v Admin~ Clinical* Reports (@ v [search resicent room# D% ] (Search| @

Triggered Care Plan ltems

Resident: Skinner, Ayla (NV31CD607C) Show Triggered Tasks:

[ [ ]
) Any item with the resolved or canceled icon will become active when checked and saved.
Clear A ll ack |
Focus Goals Interventions/Tasks
TLR Logo [7) |Standing Transfer / belt - Two workers. (SPECIFY - Alanm / additional equipment used to
support resident.) UDA
Bed Mobility () |2 person assist w/ removeable sliding device. (SPECIFY - Bed rails / additional equipment used
o support resident.) UDA
Amputation/prosthesis care refated to (specify missing limb or prosthesis in use) Resident will be able to manage prosthesis care by (Specify date) UDA [ |Prosthesis care routine is (specify what resident is to do and what staff are to do). UDA

Resident will be able to manage stump care by (specify date) UDA [] JAmputation care is provided (specify frequency, once daily am/pm, hs, etc.) UDA

() JAmputation care routine is (specify what resident is o do). Staff to provide and direction
to ensure routine is followed. Staff may need to provide assistance with (speciff what parts of
ihe task). UDA

Select the Goal(s) and Intervention(s) that vyou wislh to add to ¢t}
Select 6Saved. Youoll then be taken back to the (coayreer jpPnlgad No vtedr StPheeC
customized to the residentdos care needs. tells you which assessment
triggered the item.
Once finished specifying, return to the triggered items link and select the items that
werenot added to the Care Pl an. Select 6Remove all 6.
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Manually add new Focus, Goals, and Interventions

SECTION 3: RN

Department:

I Al I Food Services I HMursing/Care Services I Recreation I Therapy I

Focus

edit pn Acute Fain rit Chest
pain + H

edit pn Coronary Heart
Disease rft lifestyle
choices + H

edit pn Scott Fall Risk
Score: {11 = high
risk) + H

edit pn TLR Logo + H

edit pn Bed Mobility + H

ew Custom Focus] [Pn'ntable View] [Back] [Care Plan PN] [New Alert]

ml2 | 314105 (6 (7 (8 J[Next]
[erVeETrhe

SKS

MNew Focus

Goals

New Intervention New
edit pn Anficipate need for pain relief.
[LFN,RN REHA] + H
edit pn Determine the appropriate pain management methods: AnalgesialCT ks
Imagery/Distraction technigues, Relaxation exercises , Biofeedback, breathing
exercises, music therapy, Massage, TENS, Hot/moist compresses, Cold
compresses. + H

New Task

NO ASSIGNED TASKS

Mew Goal Mew Customn Goal

edit pn Will verbalize adequate relief of
pain or ability to cope with
incompletely relieved pain. + H

edit pn Will voiceldisplay a level of
comfort acceptable to the
resident through the review
date. + H

edit pn Will maintain pain at or below
the level of 5_ (Specify) as
per resident. + H

Mew Intervention Mew Custom Intervention
MNew Task
NO ASSIGNED TASKS

MWew Goal New Custom Goal

New Intervention New Custom Intervention

edit pn Universal precautions - Bed in low position. Call bell in place. Well-fitted footwear.
Toileting schedule { Incontinence Routine. Environment uncluttered, well lit, non-slip
floors, accessible grab bars. Ensure walker is within reach.
[RCW RECFR] + H

edit pn Score 11:
In addition to universal fall prevention plan, discuss use of hip protectors with family.
[RCW RECFR] + H

New Task

NO ASSIGNED TASKS

New Goal New Custom Goal

edit pn Risk of injury from fall will be
minimized + H

New Intervention New Custom Intervention
edit pn Total lift. (Two staff to assist. Medium sling used.)

MNew Goal New Custom Goal
edit pn Resident goal - maintain

mobility + H [RCW,LPN,RECPR,FTRN] + H
MNew Task
NO ASSIGNED TASKS
New Goal New Custom Goal New Intervention New Custom Intervention

edit pn Resident Goal - specify A H edit pn Independent
[RCW,LPN] + H (K]
New Task

NO ASSIGNED TASKS

(2345678 )(Next »]

[New Focus] [New Custom Focus] [Pn'ntable View] [Back] [Care Plan PN] [New Alert]

———__ Tocreate a new Focus, click
6New Focus?©o.
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Manually add new Focus, Goals, and Interventions SECTION 3: RN

Customize the Focus to be specific to
the Resident.

/Alwaysselect t he 6Standard LTCF [Car e
Pl an Libraryo.

Resident: Skinner, Ayla (NV31CD607C)
Instructions: 1. Select Focus Calegory from the drop down.
2. Click add to add the Standard Focus from the resulting list or cli
to navigate to the listed item in the care plan.

_ / Select the appropriate
Select Library: | Standard LTCF Care Plan Lbrary  v|

/ category.
Focus Category: | Communication vl

Focus List  Fe=l,[]]

() https://www60.pointclickcare.com/care/chart/cp/nepdedit_rev.jsp?ESOLrevie...

Description

<add Communication - altered ability to be understood due to
e Communication - aftered ability to understand due fo
goto l%ommunication - altered ability to understand due

Resident: Skinner, Ayla (NV31CD&07C)

Standard Focus: Communication - altered ability to Be understood due to
Instructions: 1. Make any changes required.

2. Click Next.
pad Hearing care needs related to -
fei Hearing care needs Dale Initiated: 4/8/2025 |T&

bed Y Vision care needs related to Active Resolved Cancelled

Communicaticn - altered ability to be understood due
9010 \ngion care needs to
Identify which DescTPOM R
! Department is
Click 6Addd to include the n Erimaﬁfg’ $), B ’
¢ 0 0 0 ¢ u € € e%on |k9ecfd+ t%é ei,—)' Review Department Qpe: | Nursing/Care Services v
the Care Plan. Focus. /aoc Review Department Two:
Review Department Three: _
) vel Review Department Four: | 000 SeIVIces
Click ONext 6ReviewDepartmentFive:_

Recreation J

Social Services

BJ Therapy

=T

133




Manually add new Focus, Goals, and Interventions SECTION 3: RN

Home ﬂ Care Plan Wizard - Work - Microsoft Edge = O <

Care Plan |
&

e

https://www60.pointclickcare.com/care/chart/cp/goalwizard revjsp?ESOLge... & AN

Trigger il euLer I | Select the goals to be added for the new focus by

Resident: Skinner, Ayla (NV31CD607C)

nstracones 1 e ar e om(nausealshoriness of breathlanxiety) care ne..(more) checking the corresponding checkbox(es).

Care Plan Typ 2. Click Mext.

—
01 List

Department:, Goa Status . . A
CHESS is (specify); last assessment CHESS was (specify) Available C I I C k O N e X t O .
Current PPS is Auwvailable
Resident goal - specify Available
Focus
edit pn Perso |
Oral l
Home ~ - - Eh J
| [57 care Plan Wizard - Work - Microsoft Edge = (] >

C Plan |
are ey (71 httpsy//wwwb0.pointclickcare.com/care/chart/cp/interwizard_rev.jsp?ESOlLge... & AN

LDy New Intervention
| Resident: Skinner, Ayla (NV31CD607C)
Focus: Pain and symptom(nauseal/shortness of breath/anxiety) care ne...(more)

Instructions: 1. Check all desired Interventions.
Care Plan Typ 2. Click Save.

Choose the interventions to be added for the new —— .
. . ! Intervention List -Save -Canl::el ate Initiated: _4} 972025 ]
focus by checking the corresponding checkbox(es). i porm

Analgesia is administered via subcutaneous butterfly (no pump). Insertion site to be changed as per MAR. Report any site Available
redness, bleeding oozing to MD/MNP

Analgesia is administered via subcutaneous site with pump. Insertion site to be changed as per MAR. Report any site redness, Awailable
bleeding cozing to MD/NP

Click

'on-pharmacologic methods to treat my pain include specify (heat/cold/massagefguided imagery/meditation/music/ TENS/ Awvailable
positioning/topical applications, etc.)
Other comfort measures include (specify) Available

rush

Pain Management - Administer medications as per current orders and Medication Administration Record Available me
Suctioning and positioning to decrease risk of aspiration from oral secrefions; administer meds as per MAR to minimize oral Available
secretions
Symptom management - current symptoms being experienced are (specify), ways to treat are (specify). Known triggers for Available

symptoms are (specify)

edit pn Sleep |
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Customize Care Plans The Goals and Interventions associated with the new SECTION 3: RN

Focusmust now be customized to fully represent the
Resident ds situation.

[ Edit Focus Statement - Wark - Microsoft Edge - O 2 lsearen

Home~ Admin~ Clinical Reports

Care Plan Detail B https://wwwbl.pointclickcare.com/care/chart/cp/nesededii_rev,sp?ESOLreviewl... Ad

Resident: Villanueva, Ayla
*{HQ90D3CEEG) =
Triggered Care Plan Items: None Edit Focus

Resident: Villanueva, Ayla (HQ90D3CEE®)

Care Plan Type:

Standard Focus: Other - specify behaviour
Department: Created By: Jennifer Pitre

Created Date: 4/24/2025

New Fucus] [New Custom Fucusl [ Date Initiated:

Interve]
New Goal New Custom Gaal —— Status: @ aActive (O Resolved O Cancelled
edit D Other - specify behaviour + H Resident will do no harm to self or others + H Safety Planj I+ H
editpn

edit pn Triggers to behaviour will be recognized early with intervention to minimize risk of escalation + H

Focus Goals

o

edit pn
edit pn
edit pn
Ceit))
edit pn
edit pn

/ﬁﬁ Care Plan Type: _a
New Ta Review Department One: | Mursing/Care Services
/ Review Depariment Two: v

Description:

. . Review Department Three: w
1. Customize the Focus 6_Ind|cat_e the problem. Review Department Four -
Relate to a symptom/diagnosis when possible. Review Department Five: v

. . Eticlogies Library
2. Ensure the appropriate department is chosen. Dmm] (Cancel]

The department selected should be the
department responsible for reviewing this
section during the care plan review.
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Customize Goals SECTION 3: RN

E Edit Goal - Waork - Microsoft Edge — O -
Goals (3]  https://www60.pointclickcare.com/care/chart/cp/goaledit_rev,jsp?ESOLgennee...  AY

MNew Goal New Custom Goal Edit Goal
n Resident goal - specify + H
Resident: Villanueva, Ayla (HQ90D3CEESG)

Focus: Other - specify behaviour
Created By: Jennifer Pitre

Created Date: 4/24/2025

Status: @ Active () Resolved () Cancelled

Date Imtlated W -

When the Goal is no longer relevant for the residentora = |

Target Daje; (472442

new Goal i's needed, change t hle stat gg 9 _OW!I edd or

~ ~ . . Standard Goal: Resident goal .

o0Cancell edd. This wild!l al so ble the casef9 ﬁ—q—l—v—eh—h—t—l—o—Ts -
. ezident gﬂal — Will not hawve outburts of aggreasion.

on the next slide. Triggers will be identified Earfj.r and ‘resident

directed away from m:hers.|
Description:

A
Ensure the Goal is specific to —/

the resident and is attainable.

Save [ Delete ] [ Cancel ]

136




Customize Interventions

'lHIII[I!»l
edit pn
edit pn
edit pn
edit pn
edit pn
edit pn
edit pn

edit pn

Interventions/Tasks

Mew Intervention New Custom Intervention

Effective de-escalation actions include (specify going for walk indoors/outdoors
Expressions display as (describe behaviour) + H

Keep care routine as consistent as possible + H

Known triggers to responsive behaviour are (specify) + H
Other - specify + H

See MAR for prn medication orders when non-pharmacologic interventions are
Time of day when responsive behaviours(specify) are more prevalent are (spe
Two staff will be present when care is being provided (buddy system).
[RCW,LPN.RN] + H [K]

Where lack of response to de-escalation strategies are effective, staff are to (5]

Edit Intervention

SECTION 3: RN

[Z7 Edit Intervention - Work - Microsoft Edge - O >

5] https://wwwe0.pointclickcare.com/care/chart/cp/interedit_rev,jsp?ESOLgenneedid="1501&8E50Lpnintid=10108&ES0... AD

Resident: Villanueva, Ayla (HQS0D3CEEG)

Focus: Other - specify behaviour
Created By: Jennifer Pitre
Created Date: 4/24/2025

Status: @ Active ) Resolved

Standard Intervention: Effective de-escalation actions include (specify going for w...(more)

O Cancelled

ﬂ Only the first 100 characters will display without having to expand further in POC.

Effective de-escalation acticns include distracticn with a family bock of
pictures or take for a walk, if agreesble. Ll3o enjoys music:.|

Description:

~ 4

@ Only the first 200 characters will display without having to expand further in POC. |

Most Interventions will require customization to

fi

Edit the description to best describe the
res

the residentds needs

i dent ds I ntervention

Instruction:

0 characters

Kardex Category: v
Flowsheet Type: None
Position One:

Position Two:

Position Three:

Position Four:

e«

Position Five:
Frequency: ',
_ | Intervention will appear on the documentation record.
Where is documentation used? _&

Care Plan Schedule
(save | Doetete)
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Assign Kardex Category and Positions

-2/ Edit Intervention - Work - Microsoft Edge

O x

o

i

llanueva, Ayla (Hi Development Worker

B https//wwwe0.pointclickcare.com/care/chart/cp/interedit_rev jsp?ESOLgenneedid =1501&ESOLpnintid=10108&ES0... Ad

Edit Intervention

Resident: Villanueva, Ayla (HQ90D3CEEG)

Focus: C Dietitian
created BY: J b;octor of Nursing
Created Date: 4
Status: @ T o0d Services Manager
Date Initiated: E Infection Control Nurse
lard Intervention: g Licensed Practical Nurse

MSIP Consultant

Standard Intervention:

Focus: Other - specify behaviour

Created By: Jennifer Pitre
Created Date: 4/24/2025

Status: @) Active

Date Initiated” [4/24/2025

(' Only the first 100 characters will display without having to expand further in POC.

O Resolved  (C Cancelled

Effective de-escalation actions include (specify going for w...(more)

<

Description:

Kardex Category:

Description:

Kardex Categony” oo = wommer
Flowsheet Type: ______
Position One:

Position Two:
Position Three:
Pasition Four:
Paosition Five:

Murse Manager

Mursing Clerk
Occupational Therapist
Physiotherapist

Quality & Risk Consultant
Recreation Manager

Recreation Program Staff

Instruction:
Re

Rehab Assistant

Resident Care Worker

Instruction:

Kardex Category:

Position One!
Position Two:

s
.

Cle<« ¢

Position Three:
Puosition Four:
‘osition Fivs

Where is documentation used? _v‘

Care Plan Schedule

Effective de-escalation acticns include distraction with a family bo of
pictures or take for a walk, if agreeable. Rlso enjoys music.|
i

& Only the first 200 characters will display without having to exgeffd furiner in POC.

P
0 characters

Intervention will appear on the documentation record.

Flowsheet Type:
Position One:

Position Twoy
Position Thrge:
Position

our:
Puositiogl Five:

You may assign a position(s)

responsible for the intervention.
Choose the role most
responsible.

Reminder!! Only interventions
identified by OH&S for resident
safety plans will go under
Safety Plan Interventions.13s

-

TLR

Manitoring f Safety

Daily Routine

Cognition / Communication

Hearing { Vision

Dressing / Splint Care

Eating / Mutrition
Bladder / Bowel
Bathing

Toileting

Hygiene / Cral Care

Bed Mobility

Behaviour / Mood

OT/ PT Programming

Safety Flan Interventions

ecreation [ Social Activit

i |

SECTION 3: RN

If the intervention is
something that care
staff should be
aware of or monitor,
l.e. safety,
assistance level,
etc., select the most
appropriate Kardex
Category.




écompl ete an Annual Care Pl an ReviWx"

In the Clinical Dashboard, there are two areas that monitor Care Plans.
Findthearea6 Car e Pl an Reviews QUfDaksie/ Due i n Next
Your home will also continue using the notification process in place prior to implementing PointClickCare.

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.

Optionl:Go t o the residentds chart, Gmcal®Pashbbardephadentdsd Caame
Overdue/ Dued6. You wil/|l be directly taken to the review pag

Option 2: Navigate to the residentébés chart wusing the searc

139




SECTION 3: RN

-
\
o

Prepare for the review: IntheCar e Pl an tab of the residertlé&<ctclOpnrti ntw

aview of the care plan in another i1 nternet tab. Leave t
either of the &6printd buttons shown above.)

Select the following print options.

Selecting to oO0Display by| Depart ment 6 wi l group by
Nursing/Care Services, Recreation, Therapy.

Select OPrinto.
This will generate a view of the care plan in

another browser window, allowing you to leave it O
to come back to in a moment.
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