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…change my PIN?

In the top right corner, click your 

name and select ‘Edit Profile’.

Create a new PIN and click ‘Save’.

Do not check

1
2

3



7

…access SmartZone training?

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

 

2. From the PointClickCare LIVE 
software, click on the question 
mark that appears on the top right 
side of the screen and pick ‘Train 
Me’.

 - OR -
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…have additional picklist items added to the system?

Please email a completed Change Request Form to: LTCSolutionoffice@ihis.org

Note: Forms will be added to the Staff Resource Centre.

mailto:LTCSolutionoffice@ihis.org
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…edit the layout of the Resident Dashboard?

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.
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…run a report?

Under the Reports tab, type in a key word 

to search ‘ALL’ reports available

• Recent: Reports you run in the last 60 days 

• Enhanced: Features save settings for future use 

• To narrow down a search, click on a Sub Module
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Reports (Finance)

Topic Report

List of cheques written

Review all Trust Account Transactions

• Bank Activity Report - must copy and 

paste into excel and remove the cell 

merging to manipulate until csv export is 

ready 

Month-end reconciliation • Audit Report 

Account Balance • Current Account Balance Report

• Min/Max Balances (to ensure thresholds 

are not exceeded)

Resident summary statement • Trust Statement 

• Trust Transaction History
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Reports (Clinical)

Topic Report

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

• 24-Hr Summary

Audits • Alert Audit Report

• Alert Listing Report

Data Integrity • Missing Entries Report

• Task List Report (check last box – include only tasks that 

require documentation)

Vaccinations • Enterprise Immunization Rates

• Immunization Report

• Missing Entries Report – select ‘report on immunizations’

Care Planning • Care Plan Report

• Care Plan Review Due

• Care Plan Focus Summary

• Care Plan Item/Task Listing

• Care Records

Restraint Use • Look Back Report (select Monitoring Restraints)
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Topic Report

Orders • Order Listing Report

• Order Summary Report

• Order Recap Report

Allergies • Allergy Report

Alerts • Alert Audit Report (view multiple homes)

• Alert Listing Report – shows cleared alerts for a 

household (uncheck complex)

Weights • Monthly Weight Report

• Weight Calculations Range Report

• Weights and Vitals Summary

Assessment Status • Assessment Scheduling Report

• Assessment Warnings Report

• Assessment Schedule Audit Report

Late Documentation • Audit Report (Clinical – Point of Care) > select 

documentation type ‘late’ in the filters

Reports (Clinical)
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Reports (Clinical)

Topic Report

Progress Notes • Progres Notes NEW Report (Select type of note to 

display under filter options)

Infection Control • Progress Notes NEW Report – select Infection 

Prevention & Control Note Type from the list

• Alert Listing Report

• Task List Report

Assigned Tasks • Kardex Report – select Position to view all 

assigned tasks assigned to that group within a 

defined period 

Planning and scheduling resources • Intervention/Task Schedule Report

Basic Resident Summary • Kardex Report

Transfer out to Hospital • Transfer/Discharge Report

• From the resident's chart > Print > 

Generate/View Clinical Chart (option to include 

photo)
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Reports (Diet/Nutrition)

Topic Report

Orders • Order Listing Report

• Order Summary Report

• Order Recap Report

Diet/Nutrition • 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:

•Clinical > Residents > Orders

•New > 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

OR

Request the creation of a new diet type  that contains more than one type through the 

LTCSolutionOffice@ihis.org:

Clinical > Orders > Picklists > Diet Type

New > Add new name  > Save

• 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 • Allergy Report

Alerts • Alert Audit Report (view multiple homes)

Weights • Monthly Weight Report

• Weight Calculations Range Report

• Weights and Vitals Summary
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Reports (Clinical)

Q: How can I get a list of residents who have no bowel movement 

documented in 3 days?

A: You can run the Complex Alert Documentation Report
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Reports (Recreation)

Topic Report

Birthdays • Birthday List

Spiritual Preference • Religion List

Food/Diet • Diet Type Report

Program Participation • Event Calendar Report

• Event Calendar Comparison Report

• Look Back Report

Language Preference • Language List 

Allergies • Allergy Report

Contact Emails • Resident Contacts Report
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Reports (Events)

Choose Home Events or 

Resident Events
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Reports (Admin)

Topic Report

Number of Residents and Resident Days • Census 

• Detailed Census

• Midnight Census

Resident Demographics & Length of Stay • Resident List Report (New) – 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 • Resident Contacts Report
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Reports (Clerical Staff)

Topic Report

Resident List • Resident List Report (New)

Scheduling Care Plan meetings • Care Plan Reviews Due 

Print a resident’s Care Plan • Care Plan Report

Contact list • Resident Contacts Report

Face Sheet (resident summary) • Admission Record Report

Check chart completion • Missing Entries Report
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…register a new Resident?

1

2
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3



23

4

Do not use 

either of 

these

5

Required fields to complete: 
First Name, Surname, Health Card Number, Birthdate, Sex, Consent, Marital Status, Religion, Mobile Phone, 
Email

Recommended: Preferred name, middle name, primary language

Resident 

Number is 

automatically 

generated.

Do not enter ‘Last Physician Visit.

Clear ‘Next Physician Visit’.

Ensure General 

Consent paper 

form is completed 

and filed. Dates 

must align

Resident’s phone and email.
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Go to the Resident list > select ‘New’ > click on ‘adt’ beside resident's name

…admit a new Resident?
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Quick ADT Method (After Hours)

➢ Use Quick ADT when there is limited information available to start the resident's 

chart.

o Search for the resident to ensure they have not already been setup in the 

system.

➢ Effective Date should be accurate – clinical tasks and schedules may be 

triggered using this date.

➢ This creates an incomplete census entry which appears yellow until updated.

o Staff need to update the Incomplete Census Dashboard to review and 

complete the required information.

Click on the 

name or 

'update'

Edit and Save
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Respite Admission Assessments

1. To clear the assessment schedules, select ‘Edit 
Schedules’ in the Assessment tab of the resident’s 
chart.

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

2. A new window will open. Select ‘Clear All’.

3. Another window will open. Select only the 
assessments you do not wish to complete for the 
respite admission. Select ‘Clear All’ once more to clear 
the assessment schedules.
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Admission Assessments

Upon admission, there are several assessments that will be generated in the resident’s Assessment tab.  
Various roles are responsible for these assessments, shown on the next slide.

The previously known ‘Nursing Database’ has been turned into two separate documents: One prior to admission and 
one on day of admission.

1. Pre-Admission Review 
a. As it suggests, this can be done prior to the resident’s actual admission. 
b. The Pre-Admission Review captures all the resident’s historical data, the extent to which they can assist in 

caring for themselves, i.e., ADL assistance, emergency contact information, etc. 
c. Upon locking this assessment, the initial care plan will be generated. Once locked, you’re responsible for going 

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

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

For instructions on how to complete an assessment, please refer to the Assessments section of the ‘How do I…’ slides.

Significant Change Notice:
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Admission Assessments
(Note role responsible)
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Assessment Name Notes on Changes

Braden Scale ✓ ✓ ✓

Columbia Suicide Severity Scale Only when triggered ✓ ✓ ✓ ✓

Continence Assessment
(Formerly “Tena” 
Assessment)

✓ ✓ ✓

Footcare Assessment ✓* ✓

Head to Toe Assessment ✓ ✓

Pain Assessment in Advanced 
Dementia (PAINAD)

Only when triggered ✓♱ ✓ ✓

Pre-Admission Review

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

✓ ✓

Recreation – Admission 
Assessment

✓ ✓

Scott Fall Risk Screening Tool ✓ ✓ ✓ ✓

TB Screening ✓ ✓

Time of my Life ✓ ✓

TLR Assessment ✓ ✓ ✓ ✓

Violence Assessment Tool (VAT) ✓ ✓ ✓ ✓
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Pre-Admission Review – Building the initial Care Plan

Sample page of Pre-Admission Review

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

The selected focus, goal, and intervention(s) will be populated in the care 
plan upon locking this assessment. 

After locking, you will proceed to the care plan tab to add the customization 
that’s required, i.e., stating what the resident is able to do for themselves 
and how staff will assist. Doing so also begins to create the resident’s Kardex, 
which gives RCWs instructions as to how to care for the resident.
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Initial Care Plan and Kardex – Baseline for all residents

ADLs 
• Bathing
• Eating
• Dressing
• Personal Hygiene
• Toileting / Elimination

Ambulation
• Bed Mobility
• Transferring

Behaviours / Aggression

Communication Concerns

Health Concerns that require active intervention, including Mental Health
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…transfer a Resident to hospital?

• Use Quick ADT for these actions:
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Print >> Generate/View Clinical Chart >> Transfer to Hospital

Include Photo on Cover Page

Top Right Corner
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Print

Misc Tab

Resident Chart >> Misc Tab >> Click on Document hyperlink

Note: A copy of the paper MAR
 must also accompany the
 Resident. 
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…transfer a Resident within the home?

From within a Resident chart, select ‘Quick ADT’

from the Clinical menu

Select ‘Internal Transfer’ as the Action Code
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Select a Room to Transfer to

Click on Magnifying Glass
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Adjust Effective Date and Time (if necessary)
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…complete Discharge activities?

Complete the ‘Discharge from LTC’ assessment for a living Resident and a ‘Post-mortem 
Care’ assessment for a deceased Resident. 

Select the 
‘Discharge from LTC’ 
or ‘Post-mortem 
Care’ assessment.

Change type to 
‘Discharge’.
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1) Complete the assessment
2) Save & Sign & Lock & Exit
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Select ‘Quick ADT’

Select one of the three LTC discharge types

Discharge Workflow Instructions

Select one of the three Respite discharge types

Discharge Options for 

LTC Resident

Discharge Options for 

Respite Resident
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Select ‘Nursing home’ as the 'From Type'

Click on the down arrow to open the dropdown list
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Select the correct home as the 'From Location'

Click on the down arrow to open the dropdown list
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Adjust effective date and time (if necessary)

Click ‘Save’
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Discontinue all orders upon discharge
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Select all orders

Set the discontinue 
date and time

Choose the 
communication method

Who authorized the 
orders being 
discontinued
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…add or update a Resident photo?

Click Edit to import photo

• Select file and insert date

 

 
Photo file sizes can be up to 512Kb. 

Photo files must be .jpg, .gif, or .jpeg

Instructions for reducing photo file size:

➢ open the photo in ‘Photos’ and click on 
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…edit the Resident’s Care Profile (risk for violence and infection control 

measures)?

Information typed in the ‘Special Instructions’ box will appear in the chart header. 

VAT Score should be added here as follows:

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

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

** DROPLET/CONTACT PRECAUTIONS ** 

Note:        Infection Control measures are to only be added, edited, or removed by IPAC.
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Other areas of the Care Profile can also be edited or updated.

  Note
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.
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…create a Resident contact?

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

records who share that same contact person

• First and last names are required
• insert ‘TBD’ if unknown

Under the Admin tab
➢ Click Resident Profile tab

➢ Add new contact details

➢ Multiple ‘contact types’ may be 

checked

➢ Emergency Contact #1 is seen 

on the transfer/discharge record

➢ Select one relation
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…properly represent Substitute Decision Makers?

1) Navigate to 'Residents' in the Clinical menu, then 
search for and select the desired Resident.

2) Under the 'Profile' tab, you'll 
find the 'Contacts' section.

3) To ‘Add’ a new contact.



50

4) Click on 

“Add/Modify Role” 

to add a new 

Substitute 

Decision Maker.
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5) Select the checkbox 

corresponding to the 

appropriate Substitute 
Decision Maker level.

Click ‘Save’.
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…manage a Resident’s associated medical professionals?

• Add as many medical professionals as 

needed.

• Only one primary medical professional 

can be checked.

Note:          At minimum, all residents should have:

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

 2. The on-site Dietitian

 3. Nursing Order
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…add or update a Resident's additional (custom) information?

Use “Edit All” 

to edit 

multiple at 

once

Note:          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.

Note:          Only IPAC will be editing the Infection

 Control Precautions in this section.
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…manage a Resident’s external facilities? 

Search for and select the Resident’s 
Clinical chart.

See ‘External Facilities’ at the bottom.

Select the ‘Profile’ tab.
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2) Use the search option or scroll 
down to see if the facility name is on 
the list.

Note: If you do not see it, make sure 
‘All Facilities’ are selected.

If you are unable to locate it, please 
send an email to:
‘LTCSolutionoffice@ihis.org’ to have 
it added to the list.

1) Click the ‘Select’ button, which then 
brings up the list of External Facilities.
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1) Select the checkbox to the corresponding 
external facility and hit ‘Save’.

2) You will see the name appear under 
the External Facility heading.
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…upload documents to a Resident’s chart?

1
2

3
Scan the document(s) from the printer to your email 

and then save the file(s) from your e-mail to your 

OneDrive folder.

Types of documents that should be 
scanned and uploaded:

• Signed consents
• History and physicals
• External consult reports
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Note:          After the files are uploaded, please delete the 

 email and the documents from your

 OneDrive folder.

Name the file you are uploading. Use 
a descriptive name that will be easy 
to identify.

Make sure you pick the correct 
category.

Select the file to be uploaded from 
your OneDrive folder.

Click ‘Upload’.
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…add or update an allergy?

Use admission date or date you 

became aware 

(not when they developed it) 

Select 

severity level

Type reaction manifestation and 

select from the dropdown
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…add or update a diagnosis?

Search by description if you do not 

know the ICD10-CA code

If nothing appears, ensure to view

‘All Diagnosis’ (not the ‘Hot List’)

Primary is visible 

in the chart header 

and  Point of Care 
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Change 

thresholds if 

needed

* Use admission weight and vitals 

as baseline.

…set a Resident’s baselines and customize thresholds?
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…enter or update the Resident's Goals of Care?

▪ Choose ‘Advance Directive Status’

▪ Goals of Care: Select the appropriate option from the menu

Appears in chart header 

under ‘Code Status’
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• Description - include 

additional specific 

interventions.

• Advance Directive Status - 

indicate supporting 

documentation and upload 

same.

• Order Type - must go 

under Goals of Care.

• Order Summary - check 

summary before saving.
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…request Nursing to perform a Care Plan review (through a Progress Note)?

Always select ‘Care Plan 

Review Request’.

Document what changes need 

to be made to the Care Plan.

You will be prompted to enter 

your PIN to sign the Progress 

Note.
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…receive and action Care Plan review requests?

1. Locate the ‘High Priority Progress Notes’ pane on the Clinical Dashboard.

2. View the Progress 

Note details.

3. Proceed to the Resident’s chart to review any 

necessary information about the Resident’s care or 

status. Speak with the necessary staff involved in 

care. Update the care plan accordingly.
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Part of your review will be of the Progress Notes to ensure the review was not already completed by another RN. 

If not yet reviewed, there won’t be record of it in the Progress Note tab….you can proceed with your review.

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

This Progress Note indicates that the Care Plan has been updated. This is indicated by the [linked] symbol next to the 
Nursing Progress Note, which is linked to the Care Plan Review Request.
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After you’ve updated the Care Plan, 
return to the High Priority Progress Note 
in the Clinical Dashboard and select 
‘view’. 

Select ‘Follow Up’ on the next screen.
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…edit and customize Care Plans?
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‘View Triggered Items Now’ 

- will identify any new Care 

Plan items that have been 

triggered by recently 

completed Assessments

Filtering options:

• Search: Use key words to narrow 

down focuses

• Sort by: Search by order or by 

date initiated/reviewed

• Show only: Allows you to focus in 

on items that are yet to be 

personalized.

• Show Resolved/Cancelled: 

Allows you to see items that are 

no longer on the active care plan

• Show Tasks: Ignore this – tasks 

have not been added to the care 

plans

• Show Symbol Legend: If you 

forget what some symbols mean, 

refer to this area

Care Plan Navigation

Filter by department 

here

Focuses

Goals

Interventions

Page navigation

Alert staff to changes 

made to the Care Plan 

and/or Kardex
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Hovering over the ‘UDA’ link 

tells you from which 

assessment the item was 

triggered.

Reviewing Triggered Care Plan Items

Select ‘View Triggered Items Now’ to review all focuses that were triggered during assessments. 

You will be taken to the screen below:

Select the Goal(s) and Intervention(s) that you wish to add to the resident’s Care 

Plan. Select ‘Save’. You’ll then be taken back to the care plan to add more details 

and specify to the resident’s care needs. 

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

that weren’t added to the Care Plan. Select ‘Remove all’.
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Manually Adding Goals, Focuses, and Interventions

To create a new Focus, click 

‘New Focus’.
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Click ‘Add’ to include the new Focus(es) in 

the Care Plan.

Customize the Focus to be specific to 

the Resident.

Identify which 

Department is 

primarily 

responsible for the 

Focus.

Click ‘Next’.

Always select the ‘Standard LTCF Care 

Plan Library’.

Select the appropriate 

category.
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Select the goals to be added for the new 

focus by checking the corresponding 

checkbox(es).

Click ‘Next’.

Choose the interventions to be added for the 

new focus by checking the corresponding 

checkbox(es).

Click ‘Save’.
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The newly added Focus(es) with draft sets of Goals and 

Interventions is added to the Care Plan. They must now 

be customized to fully represent the Resident’s situation.

Care Plan Customization

1. Customize the Focus – Indicate the problem. Relate 

to a symptom/diagnosis when possible.

2. Ensure the appropriate department is chosen. The 

department selected should be the department 

responsible for reviewing this section during the care 

plan review.
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Customize the Resident’s Goals

Ensure the goal is specific to 

the resident and is attainable.

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

new goal is needed, change the status to ‘Resolved’ or 

‘Cancelled’. This will also be the case for interventions 

on the next slide.
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Customize the Interventions

Most Interventions will require customization to 

fit the resident’s needs. 

Edit the description to best describe the 

resident’s Intervention.
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Assign a Kardex Category and Position(s) when applicable: If the intervention is something 

that care staff should be aware of 

or monitor, i.e. safety, assistance 

level, etc., select the most 

appropriate Kardex Category.

Only interventions identified 

by OH&S for resident safety 

plans will go under Safety Plan 

Interventions.

You may assign a position(s) 

responsible for the 

intervention. Chose the role 

most responsible. 
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…schedule and manage annual Care Plan Reviews?

Who schedules the 
Care Plan Reviews? →

The review date will be set for 7 days prior to the scheduled care plan meeting (the care plan meeting date 
will be the Target Completion Date, in the Review History section).

To schedule the review, select the hyperlinked date below ‘Next Review 
Date’. 
The window to the right will open. Schedule the review start date here. 

The role responsible for scheduling the annual care plan meetings will be responsible 
for maintaining the schedule of each resident’s Care Plan Review Date.
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Notification – How to monitor for upcoming care plan reviews

To go to the resident’s chart, select the resident’s name from the Clinical Dashboard pane > ‘Care Plan Reviews 
Overdue/Due’. You will be directly taken to the review page. 
 

 

1.

Starting the Review → Any role responsible for reviewing an area of the care plan can begin the review process. 

In the Clinical Dashboard, there are two areas that monitor Care Plans. 
 Find the area ‘Care Plan Reviews Overdue/Due in Next (1-7) Days. 
Your home will also continue using the notification process in place prior to implementing PointClickCare. 

 or

Navigate to the resident’s chart using the search bar and proceed to the resident’s Care Plan tab.
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Step 2. In the Care Plan tab of the resident’s chart, under ‘Review History’ select ‘print’ 
to open a view of the care plan in another internet tab. Leave this tab open, 
you’ll come back to it in a moment. (You may use either of the ‘print’ buttons 
shown above.)

Select the following print options. 

Selecting to ‘Display by Department’ will group 
by Nursing/Care Services, Recreation, Therapy.

Select ‘Print’. 

This will generate a view of the care plan in 
another browser window, allowing you to leave 
it to come back to in a moment.
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Multidisciplinary Care Plan Review Assessment 
>> After you’ve generated the printable view of the care plan and set that aside, go back to the 
PointClickCare browser and navigate to the Assessments tab of the resident’s chart.

Step 3.
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Open the ‘Multidisciplinary Care Plan Review’ 
>> First, determine if the assessment is already one in progress. 

Step 4.

If you don’t see the assessment already in progress, you may 
select ‘New’ to open the assessment.

Select ‘Multidisciplinary Care Plan Review’ from the dropdown 
list. 

Select ‘Save’.

If it’s already been started by someone else, select ‘edit’ to enter the assessment.
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Providing input. 
>>Once within the Multidisciplinary Care Plan Review, proceed to your respective area by selecting ‘edit’.

While filling out the information within your section of the Multidisciplinary Care 
Plan Review, there are two goals: 
1 – Provide an accurate reflection of the resident’s status
2 – ensure the current care plan is accurate and up-to-date

Remember a few slides back when we set aside a printed view of the care plan? 

     >>This is when you’ll want to refer to it. You’ll review items that are assigned 
within your department and fall within your scope and document any changes 
within the Multidisciplinary Care Plan Review.

Step 5.
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Every department responsible for contributing to the care plan reviews will go through this same process. 

Items of concern will be noted within the Multidisciplinary Care Plan Review assessment, as well as anything within the care 
plan that requires change and/or review. 

Working with dual monitors is ideal when performing a care plan review. It will allow you to view both items at the same 
and more easily.
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Once you have completed your review and documentation, Select ‘Save & Sign & Next’. 

After exiting the review, your section of the assessment should now be green.

If you see that it’s yellow, as shown below, this is your reminder that your section remains unsigned; if it’s yellow, just 
attempt to sign it again. 

Once green, you’re now done of the review required before the Care Plan Meeting with the resident and/or family.

NOTE: ‘next’ means you’ll be taken into the next section of the review assessment. This is 
okay and expected. Select ‘Cancel’ to leave the review section.
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Prior to the care plan meeting, the RN will do the following:

RN Responsibilities The Day of the Care Plan Meeting

Go to the resident’s Assessment tab and ‘edit’ to open the Multidisciplinary Care Plan Review. 

Sections B through E should all be signed and in green, as shown below. You will first generate a printed view by selecting ‘Print’. 
You may refer to this electronically or print and distribute to the other participants in the meeting. 

The RN will then select ‘edit’. 
This is the area where key 
discussion topics and 
outcomes of the care plan 
meeting will be documented. 
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Following the Care Plan Meeting, the RN will ‘Save & Sign & Exit’ section A.

All sections will now be highlighted in green and the whole assessment can be locked.

It’s time to navigate to the Care Plan tab.
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When arriving at the resident’s Care Plan tab – the first thing to ensure is that the Care Plan Review has been started:

If there are no 
options to select 
in this area, the 
review has not yet 
been started.

When this is 
the case, select 
‘New Review’.
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Once in the care plan, the filter will default to 
‘Nursing/Care Services’. Select ALL. 

Make all necessary adjustments to the care 
plan based on the outcomes of the care plan 
meeting. Refer to the Multidisciplinary Care 
Plan Review document.

When the review has begun select ‘edit’. 

You’ll be taken to the screen below. 
Enter the care plan using any of the 
‘edit’ buttons shown.
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When all edits are made to the care plan and all other necessary actions complete, i.e., new alert, progress note, etc. 
Select ‘Back’ to leave the care plan and return to the review area.

The RN must now sign all sections of the care plan review.
When all areas are highlighted green, select ‘Complete Review’.

The annual Care Plan Review is now complete.
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…manage Point of Care tasks?

Point of Care tasks assigned to 
this Resident. Includes task 
assignments (to a role) and 
their administration schedule.
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Add a new Task

Remove a Task

Edit an existing Task
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Adding a Task
Always select the ‘PEI TASK LIBRARY’.

Check Task(s) you would like to add to the 

Resident’s POC care assignments.

Click ‘Save’.



94

Editing and Customizing a Task The day you want the Task to start.

Describe the Task to be completed.

If you want the Task to be visible on the 

Kardex, select the most appropriate 

category.

Which role(s) will be responsible for 

completing the Task?

Define the administration schedule.

Choose the icon to be used in the POC 

module.
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…document Resident behaviour that requires a Safety Plan?

Trigger:

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

2. The Violence Assessment Tool (VAT) has been used to assess the Resident.
3. The VAT score designates the Resident as a “High” or “Very High” risk.
4. It’s been determined by OH&S that a Safety Plan is required.

Information typed in the ‘Special Instructions’ box will appear in the chart header. 

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

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

Update Special Instructions
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Edit Custom Information
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Change to ‘Yes – See 

Care Plan’ and click 

‘Save’.
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Add Safety Plan Interventions to Care Plan
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Select the LTCF Library.

Always select 

‘Behaviours/expressions 

including elopement 

wandering’.
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Always select 

'Other – specify behaviour’.
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Customize the description to 

“Safety Plan”.

Assign to “Nursing/Care Services”, 

which is the default.



102

Select all Goals that apply and 

click ‘Next’.

Select all Interventions that 

apply and click ‘Save’.
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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 Resident’s situation.

All Interventions must be customized. Edit the 

description to best describe the resident’s 

Intervention.

Always set the Kardex category to ‘Safety Plan 

Interventions’. Only OH&S-led safety plan 

interventions will reside in this category.
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Safety Plan Interventions 

now appear on the Kardex 

as well as in the Care Plan.
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…add and clear an Assessment schedule?

Assessments that need to be done on a routine basis can easily be scheduled to remind staff to complete these 
when they become due.

The Braden Scale and TLR Assessments are automatically triggered on a resident’s admission to the home. Upon 
completion of the first and each subsequent assessment, the next assessment will be automatically scheduled. 
No further action is required. 

If the resident has a change in status and needs to be assessed before the next assessment is due, the schedule 
will automatically reset once the ad hoc assessment is locked. 

Some assessments will require manual activation for them to be scheduled for the resident. These are shown 
on the following slides:

• Foot Assessment 
• Neurological Checklist
• Weekly Wound Observation
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In the drop-down menu, select the 
assessment you wish to schedule.

To edit an assessment schedule, in the 
‘Assessments’ tab of the resident’s chart, 
select ‘Edit Schedules’. 
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Foot Assessment: 
• This assessment is automatically scheduled on admission for one time only. 
• If the RN determines that the resident needs to be seen by the advanced foot care nurse on a 6-week 

schedule, this schedule must be manually activated. 

Select ‘Foot Assessment’ from the drop-down list. The ‘+’ will provide more details about the schedule of the 
assessment being chosen. Select ‘Activate’. A new window will open allowing you to select the start date.
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Choose the date and time for the initial assessment in the schedule. Select ‘Save’ and ‘OK’.
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Neurological Checklist:
• Following an unwitnessed fall, this schedule will require manual activation. Doing so will put the assessment on a 

schedule as per the Health PEI Fall Intervention and Management Policy.

Upon activation of this schedule, you will 
do the initial set of Neurovitals due after 
an unwitnessed fall or expected head 
injury. 

Following the initial set of neurovitals, 
the schedule will continue as shown, 
until the final set of neurovitals is 
collected. 

Complete the same steps in the previous 
slides to activate the schedule.
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Weekly Wound Observation: 
• If the resident has a wound that is being monitored on a weekly basis, this assessment can be manually activated.

Complete the same steps in the previous 
slides to activate the schedule.
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Clearing an Assessment Schedule

Select ‘De-activate’. You will be prompted to enter a reason 
for the cancellation. Once entered, select ‘Save’.
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…complete scheduled Assessments (UDAs)?

The UDA Portal is where you can see all assessments that are 

“Scheduled, “In Progress”, and “Completed” across the entire home. 

Filters also allow you to narrow the list in each assessment category.

Select UDA under the Clinical 

Tab > Care Management

Select a category

Filter by assessment typeFilter by Household Filter by date range

Takes you to Resident’s UDA schedule
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The ‘Assmnts’ tab in the Resident’s chart is where you will find all Scheduled, In Progress, and Completed assessments

Click the ‘+’ sign to see the list pre-scheduled 

assessments and their due dates.

Click on the assessment you would like 

to complete.
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After completing the assessment, 

select "Save & Sign & Lock & Exit“.
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You will be asked to sign the 

assessment. Enter your PIN and 

click ‘Sign’.
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…complete unscheduled Assessments (UDAs)?

Choose the type of assessment 

from the dropdown.

Select the assessment you 

would like to initiate.
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After completing the assessment, 

select "Save & Sign & Lock & Exit“.
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You will be asked to sign the 

assessment. Enter your PIN and 

click ‘Sign’.
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Enter date and time of 

Referral. The system 

defaults to current.

Select the referral 

you’d like to complete 

from the dropdown list.

…request an internal Referral (Dietitian, OT, PT, and Social Work)? 
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Select the type/reason 

for referral.

Click ‘Save’ to create 

the referral.

All referrals are two-part assessments. The requestor completes (“edits”) Section A, 

saves and signs. The receiver (a Dietitian in the example) acknowledges receipt of 

the referral by completing Section B.
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After completing the 

referral questionnaire, 

click ‘Save & Exit’.

Enter your PIN to sign 

and click ‘Sign’.
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You will be returned to this screen, which shows that Section A is 

now complete. Section B awaits the receiver of the referral. 

Click ‘Back’.

The referral is ‘In 

Progress’.
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…receive and action internal Referrals (Dietition, OT, PT, and Social Work)?



125

Make sure ‘In Progress’ is selected.

Filter by the referral type(s) you are 

interested in.
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This example shows all

‘In Progress’ Dietitian Referral 

Forms, sorted oldest to newest.

Click ‘edit’ to action a 

referral request.
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Click ‘view’ to see the referral request 

details provided by the requester.

Click ‘edit’ to open and acknowledge 

the referral request.

1

2

3
Complete the referral 

acknowledgement. Then 

‘Save & Sign & Exit’



128

Lock the referral request to 

mark it ‘Complete’.
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…enter lab orders?
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Enter the date and time the order was written.

If a written order was provided by the 

NP/physician, select this option. Phone and Verbal 

orders will prompt you to print a copy of the order 

that can be signed by the NP/physician and placed 

in the paper chart.

Search for and select the ordering NP/physician.

Provide a description.

This directs the Order to the ‘LAB’ tab in the eMAR 

module.

Pick a schedule type. This example is ‘Routine’.

Use the combination of these fields to define the 

frequency – one the first day of each month in this 

example.

In this example, the lab draw will be done starting 

Apr 7/25, once a month for 6 months, then 

reassessed.
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…enter diet orders?
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If a written order was provided, select 

this option. Phone and Verbal orders 

will prompt you to print a copy of the 

order that can be signed and placed 

in the paper chart.

Search for and select the ordering 

clinician – usually the Dietitian.

Complete the required fields.

Complete optional fields if applicable.

Leave as the default value.
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The summary of the Diet Order 

appears in the resident header 

throughout the system.
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…enter supplement orders?
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If a written order was provided, select 

this option. Phone and Verbal orders 

will prompt you to print a copy of the 

order that can be signed and placed 

in the paper chart.

Search for and select the ordering 

clinician – usually the Dietitian.

Select the type of supplement from 

the drop-down list.

Leave as the default value.

Use the combination of these fields to 

define the frequency – every day in 

the morning around 9am in this 

example.

Pick a schedule type. This example is 

‘Routine’.

In this example, the supplement will 

be given daily around 9am starting on 

Apr 8/25 indefinitely.
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…enter enteral feed orders?
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If a written order was provided, select 

this option. Phone and Verbal orders 

will prompt you to print a copy of the 

order that can be signed and placed 

in the paper chart.

Search for and select the ordering 

clinician.

Select ‘Enteral Orders – TAR – [TAR]’ 

to direct these orders to the LPN’s 

TAR tab in the eMAR module.

Use the combination of these fields to 

define the frequency – every Mon, 

Wed, and Fri around 9am in this 

example.

Pick a schedule type. This example is 

‘Routine’.

In this example, the Enteral Feed will 

be performed M-W-F around 9am 

starting on Apr 9/25 indefinitely.
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…enter treatment orders?

To enter a resident’s treatment order, navigate to the ‘Orders’ tab in the resident chart. Select 
‘New’ and ‘Other’ from the drop-down list.
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Fill out all order details.

Description: Identify the product 
and/or treatment to be applied.

Order Type: This is determined 
by the scope of the staff member 
assigned to apply the treatment, 
i.e. RN, LPN, RCW.
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Adding scheduling details to the treatment order

There are 4 types of schedules: Routine, PRN, One Time Only, STAT. 
Once you’ve made your initial selection, a window will open as shown below.

Frequency: Allows you to choose once 
daily, twice daily, before or after meals, etc.

Schedule Type: Where you select whether 
the treatment is to be done every day, 
every xx days, etc.

Facility Time Code: Where you select the 
times of day when the treatment will be 
provided. If you don’t see your desired 
times, they can be better tailored to the 
resident’s routine down the page a bit 
further. 

➢ When selected, the person responsible for doing the treatment will also be responsible for 
documenting the removal of the previous treatment applied.
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Related Diagnoses: Allows you to link a 
treatment to a resident’s diagnosis.
For (Indications for Use): Allows you to apply 
parameters for when the product should be 
used. 

Specific Times: This is the area where you can specify a more exact time for the resident’s treatment to be applied.  
Admin Notes: This is another area where instructions can be noted. You would use this section if administration 
directions differ between admin times.

Additional Directions: You may provide 
additional directions or instructions here.

Start Date: The date and time that the 
treatment is to start.
End Date: If the treatment has an end date, it 
can be defined here. Also, if reassessment is 
needed, it can also be indicated here when an 
end date is selected.

You can request additional 
information be gathered, such as 
vital signs, by adding them here. 
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More than one schedule can be added to a single order, such as routine and PRN.

For a PRN order, you will choose 
one of these two options: 
- If you choose ‘PRN’, you will be 

required to enter a time 
frequency in the ‘Additional 
Directions’. 

- Alternatively, you may choose 
‘PRN Every xx’ where you can 
indicate the frequency.

Multiple Schedules for a Single Order
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A ‘One Time Only’ schedule allows you to indicate a timeframe for the treatment to be administered.

One Time Only Orders
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A ‘STAT’ schedule will appear as follows, generating the current time as the start date. It does not enable you to enter an 
end date due to the nature of the order (i.e., to be carried out immediately). 

STAT Orders
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After you select ‘Save’, you’ll be asked 
to confirm your order.

Select ‘Acknowledge’ when reviewed. 

Confirming an Order
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Your order will appear as depicted below. 
Documentation will take place in the eMAR Module.

View of a Completed Order
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…update an existing order?

Order Actions
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Discontinue an Order
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Hold an Order
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Strike Out an Order
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Making a Progress Note on an Order
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…create a Progress Note? 

➢ In the resident’s chart, choose the ‘Prog Note’ tab

‘View All’ and choose the timeframe

(Last 8 hours up to Last 30 days)

Select the type from the picklist

Select ‘New’ to create a new Progress Note
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Click ‘Show on Shift Report’ and ‘Show on 24 Hour Report’

Sign and enter your PIN

Ensure all notes begin with a standard 
word/focus, i.e. Behaviour - … , Pain - ... 
Write what you observe/experience.

Describe your own or other people’s 
actions and interventions.

Describe next steps … Ongoing monitoring, 
further interventions, referrals, etc.

Describe the resident’s response, including 
any behaviours or changes in condition.

Using the DARP method…

DARP is an acronym to describe the format 

for nursing and recreation Progress Notes.



154

Under the Prog Note Tab
➢ Select the Progress Note Type from the 

dropdown list

➢ Search for and link it to a past Progress 

Note

--  OR --

➢ Search for and link it to a Care Plan item

Linking Progress Notes
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…enter weights and vitals?

Metric system

Blood glucose readings will 
continue to be documented on 
the paper MAR.



156

Quick Entry

Quick Entry allows care providers to do batch data entry 

instead of going into each resident’s chart.
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Quick Entry - Weights

Enter 

current 

weights (kg) 

Previous 

weights (kg) 

Select Household 

& Date 
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Enter 

current BP 

Select Household 

& Date 

Previous BP

Quick Entry – Blood Pressure



159

Quick Entry – Therapy Minutes

Select from 

dropdown
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…administer an immunization to a single Resident?

1 2

3 Add immunization details as per CPHO 

requirements:
➢ Type

➢ Consent

➢ Leave ‘Education’ unchecked

➢ Administration date, route, dose, unit

➢ Location given

➢ Use comments box if vaccine was given at 

pharmacy/hospital/doctor’s office
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…administer an immunization to a group of Residents? 

Select Immunization from the ‘Quick Entry’ list 

Filter by vaccine type, consent status, and household

Leave education 

unchecked

Complete details

Select residents
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…add a Resident event/appointment?

➢ Under the Clinical Heading, go to the Care Management tab 

and select 'Calendar’.

➢ This will bring you to the overall facility calendar.

➢ You can view by day, week, or month.

➢ Search for and find a Resident’s chart under the Clinical tab.

➢ Click on the calendar icon.

➢ Add appointments or recreation activities specifically for this 

Resident.

➢ Repeated events can be scheduled using the ‘Enable’ Button..
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…start my shift as an RCW?

2) The screen will display the Shift Reports, Summary Reports, and Communications/Message Board.

1) Select ‘Communications’ from the Clinical menu.
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3) After selecting the desired report, a new tab will open displaying the building's 

report.

Close the browser tab when you are finished reviewing.

Shift Reports and Summary Reports
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1) Click on ‘Reports’ and select ‘Alert Listing Report’.

3) Check the ‘Include Cleared Alerts’ box to view 

previously cleared alerts.

2) Filter by Unit.
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4) The report will display in a new browser tab. Close the 

browser tab when you are finished reviewing.
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1) In the Reports menu, search for ‘Behavior Report’.

2) Filter by Unit and run report
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4) The report will display in a new browser tab. Close the browser 

tab when you are finished reviewing.
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Facility Calendar

.

1) Select ‘Calendar’ from Clinical menu to view events happening in the building, 

with options to filter by day, week, or month
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Filter by ‘Event Types’ and/or ‘Location’
Search for a Resident to see their calendar 

compared to the facility calendar.
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Resident Calendar

1) Go to the resident's chart to see their individual calendar.

2) Click the calendar icon to see scheduled events and appointments for that 

Resident
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Point of Care (POC) Module – selecting your assignment

Click on the middle tab

Pick your Unit

Select your position/role

Pick your shift (and update if it differs)
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Alerts to be 

aware of
Summary of all tasks

Tasks not 

completed from 

previous shift

New admissions, 

transfers, discharges

Lock screen Use the door 
to logoff

Point of Care (POC) Module – the ‘Shift Dashboard’
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Home Bulletin Board displays general information 

(Do not post personal health information) 

Clinical Communications relate to a particular resident 

(all staff can view, so it should not include sensitive details)

Software downtime, PCC updates appear here

Point of Care (POC) Module – Home tab (red means information to view)
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Click on Resident tile that 

you would like to view

Point of Care (POC) Module – Resident Tasks (Cares)
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…document Point of Care tasks?

Click on Resident tile that 

you would like to view
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Point of Care (POC) – Documenting by Resident

Within the Resident chart, select the task tile you would like to document. A pop-up screen will display the 

documentation required for that task.

Important: Ensure you adjust the ‘Effective Date’ to be as close to reflect when the task was completed.
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Point of Care (POC) – Documenting using Quick Entry

Quick Entry allows you to document multiples of the same type of task at once across all Residents in a Household. 

For example, if you supported multiple residents with eating within a short period of time.

Eating 

Tasks

Adverse 

Behaviour 

Tasks 

Bathing

Tasks 

Toileting

Tasks 

Snack Intake

Tasks 
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1) Click on ‘Quick Entry’ button.

2) Ensure you are 

documenting on the right shift.

3) Select which 

Resident you want 

to document. Blue 

indicates you are 

documenting on 

that Resident.

4) Use fields on the right to 

document this task for each 

Resident.
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Viewing the Kardex in POC

1) Ensure you are in the POC tab

2) Click on a Resident chart

3) Select the ‘Kardex’ button to the right in 

the Resident chart
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…document Treatments in the eMAR module?

Ensure you’re on the correct administration tab

Select eMAR from Clinical 

Change the household and shift 
time.



182

If a treatment is completed, click 'Y' and then 'Save'
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Summary Tab:

View Order details 

and instructions here.
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.The heart symbol indicates that follow-up documentation is required for this treatment

➢ Upon completion of treatment, ensure administration details, supplementary documentation, and progress notes are completed as needed.
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If treatment is not completed, provide the reason and include any necessary documents in the supplementary documentation and progress 

notes, if applicable.
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…start my shift as an LPN?

➢ Review Facility Communications
• Review Home Bulletin Board and Clinical Communications tab and review messages added since your last shift.

➢ Resident Calendar
• Review the Resident Event Listing in the Calendar. Filter for your household/neighbourhood to know who has reminders, 

appointments, or outings that day.
➢ Review Dashboard

• Shift Report – View shift report from the Clinical Dashboard (filter for your neighbourhood). Coordinate with the team to ensure 
all items/tasks are assigned and there’s a plan for the day.

• **Alerts - Come back to these areas repeatedly throughout your shift.
• Due and overdue assessments – This area will inform you about assessments that are in progress, scheduled within the next 2 

weeks, or currently overdue. Pay special attention to any that are in progress or overdue and ensure these are completed.
• POC Assignment Status & Med Passes in Last 24 Hours – As team leads, monitor this area to ensure tasks and treatments are 

being completed and documented in a timely manner.
➢ Go to eMAR for treatments and lab draws – Review the treatment and lab tabs to identify any scheduled items
➢ Go to POC – Review tasks that are scheduled and get an outline of what the shift will look like. 
➢ Book Resident Appointments in the calendar as needed
➢ Task Customization – This is where the residents’ daily routines are structured. Add tasks, specify to the resident’s likes/needs, and add 

a Task Schedule. This allows the task to show in POC for RCWs to action at the time it’s due.
➢ End of Shift – Review Dashboard to ensure all tasks, treatments, and assessments have been completed. Follow up with staff regarding 

any outstanding alerts or other items.
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Facility Communications

When logging into PCC, you will arrive on Home page where you can access all communication areas:
• Clinical Communications – use the hyperlink to take you to the Clinical Communications area of PCC. 

Shift reports can be accessed here  (see next slide).
• Home Bulletin Board 
• PointClickCare Announcements

Review each of these areas when logging into PCC.
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➢ Important: These communication boards are to be used for 
communicating information only. 

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

Clinical Communications Board

Access Shift & Summary 
Reports for the whole home

Resident-specific information can be shared in this space. 
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Resident Events

To access the Calendar, hover over 
Clinical to access the drop-down menu.

Select ‘Resident Event Listing’.
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‘Resident Event Listing’ will allow you to easily filter and sort different event types, dates ranges, 
and by resident or unit.

This search is looking for residents on Blue 
Heron who have a care plan meeting, 
reminders, or appointments in May 2025.
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Reviewing Key Areas of the Clinical Dashboard

• Shift Report 
• Due and overdue assessments
• POC Assignment Status
• Med Passes in Last 24 Hours
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Shift Report

To run a shift report narrowed down to one household or neighbourhood, 
Select your desired area in the drop-down filters ‘Unit’ or ‘Floor’.
Click ‘Reports’ and select your shift report.
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❖ Remember to clear the alert when complete. 
Select the check box and click ‘Clear Alerts’.

Select ‘view’ to review the alert details, if any. Assess the resident and/or determine necessary actions to 
address the alert.

Following your assessment, document your actions. 
- Your documentation will vary based on the actions you were required to take. Regardless of the action(s), 
you will always add a progress note (pn) to address the issue or concern and your follow up actions.

View Clinical Alerts in your Clinical Dashboard
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Due and Overdue Assessments

UDA Portal -  under Care 
Management, select ‘UDA’.

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

There are two ways to view: 1. Through the UDA Portal OR 2. Daily Summary on the Clinical Dashboard

Clinical Dashboard: Daily Summary

You will automatically be 
shown ‘Scheduled’ UDAs.

Click ‘Due Date’ to reorganize the UDA list 
by due date. This will show all those 
overdue at the top of the page and allow 
you to prioritize and delegate as needed. 

1.

2.
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POC Assignment Status

Monitor this area to ensure tasks are done and documented on time. Follow up with staff, as necessary.

RCWs are primarily responsible for documenting in POC, however, LPNs will document in POC when they supervise 
a household overnight.

You can narrow your assignment to a single household
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Monitoring eMAR Assignments

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

eMAR tab Shift Household filter

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

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

Use these hyperlinks 
to drill down and 
see which 
resident(s) have 
treatments due.
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Select the plus sign next to the 
resident name to display 
all  treatments that are due.

Navigate to the eMAR to view the 
order and administer at the time due.
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Due and Overdue Assessments

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

Clinical Dashboard: Daily Summary

➢ Once determined, follow up with the household teams to 
ensure the assessments are getting completed. 
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POC Dashboard Navigation - Home

View the same communications that are 
available in the Home tab of 

PointClickCare.

Exit
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Confirm that you’re on 
the correct assignment

To change your 
assignment, select 
‘Edit Assignment’

Select the ‘Task 
List’ for a 
chronological 
list of tasks 
that will 
become due 
throughout 
your shift.

Refer here for a quick look at the number 
of tasks due at specific times of day.

Overdue tasks from the previous shift that 
will require action during your shift.

POC Dashboard Navigation – POC Shift Dashboard
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Select your desired 
household

Select your desired shift.
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…review and action Alerts?

A red dot will appear beside the Bell icon when a new Alert is triggered

Filter >>
Alerts are generated by POC staff (manually) or 
triggered automatically by POC documentation (e.g., 
no bath in 7 days, no voiding in 24hrs, ate 25% or less, 
low oxygen level). ​

Alerts will only appear in the Bell Alert section for 7 
days. They can be actioned directly from this area of 
the chart by Nursing staff.​

Select from 

suggestionsFilter to view the alerts on 
your household (unit) or 
neighbourhood (floor). After assessing the resident, 

use the appropriate action 
buttons to document your 
findings and follow up.
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Shift Summary – items overdue or 
undocumented follow ups for PRNs appear here 
for quick view and follow up.

Home Summary 
• PRNs not used for 30 days or more
• Discharged residents with active orders
• Orders in the queue

…document Treatments in the eMAR module?

Use the filters to select your assignment.
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If you want 
to look at a 
date in the 
future, you 
may do that 

here.

If treatment is completed, 

click 'Yes' and save.

If not completed, click 'No,' 

enter details, and add 

progress notes as needed.
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Summary Tab:
View Order details and 
instructions here.
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Administration Details Tab:
Indicate whether the treatment was administered or, if 
not, the most applicable reason to indicate the 
treatment was not done. 

You can also view the administration history.

Depending on the selection you 
choose, you may be asked if 
you’d like to set up a reminder 
to go back to the resident and 
offer again.
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Progress Notes Tab:
This allows you to add additional details to an 
administration progress note. 

You can send your progress note to 
the shift report.

When all details for the 
administration are entered, select 
record.
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One the right side of the screen, select ‘Save’ to sign for 
the treatments.



…start my shift as an RN?

• Home Bulletin Board & Clinical 
Communications -review messages 
added since your last shift.

• Access shift report for the entire 
home in this area. To filter for a 
specific household or neighborhood, 
go to the Clinical Dashboard.

• Resident Event Listings in the 
Calendar. Filter for your household / 
neighborhood to see who has 
reminders, appointments, or outings 
that day.

Facility 
Communication 

& 
Resident Events

• View shift report here if you’d like to 
filter by household / neighborhood.

• Alerts - Come back to this area 
repeatedly throughout your shift. Ensure 
there’s verbal communication among the 
household team to ensure items are 
getting addressed.

• Due and overdue assessments – Monitor 
this area to ensure assessments are 
being completed in a timely manner. 
Follow up with household staff when 
necessary.

• Treatments – Reassessment & Admin

Clinical 
Dashboard

&
eMAR

Care Plans

• Annual Care Plan Reviews

• Incomplete Care Plans

• Care Plan Review Requests
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Facility Communications

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

• Clinical Communications – use the hyperlink to take you to the Clinical Communications area of PCC.
➢ Shift reports can be accessed here – see next slide.

• Home Bulletin Board 
• PointClickCare Announcements

Review each of these areas when logging into PCC.
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Important: These communication boards are to be used for 
communicating information only. 

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

Clinical Communications Board

Access Shift & Summary 
Reports for the whole home

Resident-specific information can be shared in this space. 
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Resident Events

To access the Calendar, hover over 
Clinical to access the drop-down menu.

Select ‘Resident Event Listing’.
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‘Resident Event Listing’ will allow you to filter and sort different event types, dates ranges, and by resident or unit.

This search is looking for residents on Blue 
Heron who have a care plan meeting, 
reminders, or appointments in May 2025.
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Edit the layout of your dashboard

To edit - click/unclick from the list of options on the 

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

hand side.

Your dashboard items can be rearranged. 

Priority areas should be near the top.

…monitor the Clinical Dashboard?
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Reviewing Key Areas of the Clinical Dashboard

• Shift Report 
• Due and overdue assessments
• Treatment Orders requiring reassessment
• Care Plan Reviews
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Shift Report

Like the Clinical Communications Board, you can access shift reports here. The benefit to accessing report from 
here is that you can filter to a specific household or neighbourhood (‘Unit’ or ‘Floor’).
Once your area is selected, click ‘Reports’ and choose your desired shift report.
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Alerts

Review clinical alerts frequently throughout your shift. To view these, select this        icon.
 

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

Filter to view the alerts on your household 
(unit) or neighbourhood (floor). 
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Remember to clear the alert when finished. 
➢ Select the check box and click ‘Clear Alerts’ once complete.

Select ‘view’ to review the alert details, if any. Assess the resident and/or determine necessary actions to 
address the alert.

Following your assessment, document your actions. 

Your documentation will vary based on the actions you were required to take. Regardless of the action(s), 
you will always add a progress note (pn) to the chart to address the issue or concern and your follow up 
actions.

View Clinical Alerts in your Clinical Dashboard
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Due and Overdue Assessments

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

Clinical Dashboard: Daily Summary

➢ Follow up with the household teams to ensure the assessments are completed. 
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Treatment Orders Requiring Re-Assessment

Any treatment that has run its course and is selected for reassessment when ordered, will appear in this area of 
the Clinical Dashboard. 

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

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

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

Annual Reviews – Refer to slides 78-90 for instructions on managing these. 

Incomplete

High-Priority Progress Notes – Care Plan Review Request
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Incomplete Care Plans

• When a care plan is marked incomplete, it’s either missing a goal, intervention, or customization. 
➢ Put on your detective hat!

• Select the resident’s name – you’ll be taken directly to the care plan tab where you can look 
for missing information.
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High Priority Progress Notes - Care Plan Review Requests

Select ‘view’ to 
open the progress 
note and review 
the request. Proceed to the resident’s chart to 

review any necessary information 
about the resident’s care or status. 
Speak with the staff involved in care.

Update the care plan accordingly.
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Part of your review will be of the progress notes to ensure the request 
was not already completed (if not passed on in report). 

If not yet reviewed, there won’t be record of it in the progress tab….you can proceed with your update.

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

This progress note indicates that the care plan has been updated. This is 
shown by the [linked] icon next to the Nursing Progress Note, which is 
linked to the Care Plan Review Request that was sent earlier in the day.
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After you’ve updated the care plan, return to the 
High Priority Progress Note in the Clinical 
Dashboard and select ‘view’. 

Select ‘Follow Up’ on the next screen.
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…monitor the Clinical Communications Board?

After selecting your shift, you can view the communication report for that shift or choose to view a 24-hour or 72-hour report.
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To create a new communication:

• click 'New' 

• search by resident name using 

the magnifying glass icon

• select the display end date

• enter the message

• press 'Save'
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Shift Summary – items overdue or 
undocumented follow ups for PRNs appear here 
for quick view and follow up.

Home Summary :
• PRNs not used for 30 days or more
• Discharged residents with active orders
• Orders in the queue

…document RN Treatment administrations in the eMAR module?



229

If you want 
to look at a 
date in the 
future, you 
may do that 

here.
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Choose the appropriate administration selection – Y / N
For more than one treatment, select the Y / N for each 
treatment.

One the right side of the screen, select ‘Save’ to sign for 
the treatments.
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Monitoring eMAR Assignments

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

eMAR tab Shift Household

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

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

Use these hyperlinks 
to drill down and 
see which 
resident(s) have 
treatments due.
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eMAR Orders
Adding an order to a treatment record (LPN/RCW/RN)

LPN Scope

RN Scope

RCW Scope
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…add a facility event? 

Select ‘New’

Indicate when it is 

planned (time and day)

Insert a brief description

Select ‘Enable’ if the event repeats 

daily/weekly/monthly, etc.

Indicate max number allowed 

(if applicable) or invite select 

residents 

Choose an event type and location 

from the list

Please document the reason if cancelled

Select ‘Calendar’
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…record Resident attendance at a facility event?

• From the event in the calendar select the Tick mark at the bottom and a new pop up will appear. 

• Mark the residents who attended and add it to the progress note if needed.
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…complete Rehab Assistant Assignment?

Daily workflows for Rehab Assistants
1. Review facility and resident calendars of the household you’re responsible for. This will help you 

identify any scheduling conflicts that might occur as you deliver care throughout the day.
2. Receive new referrals.
3. Carry out programming for scheduled residents and document accordingly.

1.

This will take you directly to the facility 
calendar where you can determine if there 
are activities happening in the home that 
might cause scheduling conflicts for you.
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2) Go to the home calendar, select ‘Display Filters’. This will open a window that will allow you to search for a resident’s 
calendar. This will open the facility calendar and the resident’s calendar in a side-by-side view.

There are multiple ways you can review the individual resident 
calendars: 

1) Go directly to each resident’s chart and select the calendar 
in the header.
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In this view, the facility calendar is on the left and the resident calendar on the right. This shows that the resident has been 
invited to coffee club each morning, as well as Bingo on Tuesday afternoon. You will want to avoid these times for this resident 
when planning your day.

Home
Resident
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2. Receive new referrals.

In the Clinical Tab, under Care Management, select UDA. This is where all assessments, 
(scheduled, in progress, and complete) can be viewed for the entire home. 
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Make sure ‘In Progress’ is selected.
Filter by the Assessment Type(s) you 

are interested in.
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Click ‘edit’ to enter and review the referral.
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Click ‘view’ to see the referral request 

details provided by the requester.

Click ‘edit’ to open and acknowledge 

the referral request.

1

2

3 Complete the referral 

acknowledgement. Then 

‘Save & Sign & Exit’
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Lock the referral request to 

mark it ‘Complete’.



243

3. Carry out programming for scheduled residents and document accordingly.

The resident’s therapy program instructions are found in the 
resident’s Kardex in the OT/PT Programming section.

The Kardex can be found in the ‘Task’ or ‘Care Plan’ tab in the 
resident’s chart.

Documentation of the therapy program will take place in two 
areas:
1) Clinical Tab > Quick Entry > Therapy Minutes
2) Resident Chart > Assessments > Rehab Assistant Assignment
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1) Clinical Tab > Quick Entry > Therapy Minutes

1) Select Occupational Therapy or 
Physiotherapy

2) You may filter at the top of the page 
based on your daily assignment / 
household.

3) Proceed to document the total time 
spent in the therapy program.

1) Enter the time in minutes.
2) Ensure you select the appropriate 

setting, i.e., group therapy, 
individual. Only therapists will use 
the option of ‘Evaluation’.

3) Indicate that the program was 
planned (vs new – therapist only 
during evaluation).
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2) Resident Chart > Assessments > New > Rehab Assistant Assignment



246

As you complete the assignment and make your selections, 
additional fields will be generated for you to complete. 

Ensure you ‘Save & Sign & Lock & Exit’ upon completion.
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Insert the precautions. 

Please insert after the risk for violence status.

Local facility RNs are to add these Special Instructions as 
soon as they deem precautions are necessary.

IPAC is consulted upon the admission of a resident who 
comes with measures in place, i.e., ARO.

If the need for isolation occurs, the RN will do the following:
• Record isolation precautions in the Care Profile of the resident’s chart.
• Complete and document necessary focused assessments.
• Complete any necessary tests, as ordered by the medical provider.
• Complete an IPAC Referral.

…record new IPAC measures for a Resident?
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Precautions now appear here in the 

Resident Header.
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IPAC is to manage these 
fields.

1. To Edit ‘Custom Information’

For illnesses that require the intervention of the IPAC Nurse, the facility RN will submit an IPAC Referral. 
The primary responsibilities of the IPAC Nurse in PointClickCare:
1. Monitor ARO status in the ‘Custom Information’ of the Resident Profile (below). 
2. Provide support to the home through Isolation Orders and Care Planning for Isolation Precautions and 

Ambulation Care Plans when necessary.

See slides 273-274 for instructions on how to receive and view IPAC Referrals.



250

2. For illnesses that require the intervention of the IPAC Nurse, there are 2 key responsibilities:
a) Enter an Isolation Order to indicate the conditions the resident needs to meet to have isolation precautions 

removed. 
b) Edit the Care Plan to reflect the resident’s needs.

i. Isolation Precautions Focus
ii. Ambulation Care Plan Focus (only when required)

2a. To Enter an Isolation Order

Go to the ‘Orders’ tab of the resident’s chart. In the search bar, begin typing ‘isolation orders’, as shown below. 
Select ‘Isolation Orders’ to generate the ordering window. See next.
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Order Date: Displays 

current date and time – you 

may change this if needed.

Order Category is pre-

determined as ‘Other’. 

Do not change.

Ordered By: 2 ways - Begin typing ‘Infection 

Control Nurse’ for an autofill option. 

 or

Select the magnifying glass.

Description: This is where you will 

specify the parameters that the 

resident is required to meet before 

the facility RN can remove isolation 

precautions.

Order Type is pre-determined as 

‘Isolation Orders’. Do not change.

There is no need for a 

schedule. Disregard this area.

Communication 

Method: Select 

‘Prescriber written’

Order Template Search: 

No need to change.
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If it’s determined that precautions and/or specialized treatments should be represented in the Care Plan, 
IPAC will make the necessary adjustments to the Care Plan after consulting with the facility RN. 

These will include adding an Infection Control Prevention focus and, when necessary, an Ambulation Care 
Plan focus.

2b. To Edit the Care Plan

Go to the ‘Care Plan’ tab of the resident’s chart. Select ‘edit’ to enter the Care Plan.
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This is an example of a resident care plan. This is where you will add the focus, goal(s), and intervention(s) for the resident.

Select ‘New Focus’.
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Select Library: You must choose the ‘Standard LTCF Care Plan Library’.
Focus Category: Select ‘Infections’ from the drop-down list.

1

2

3

Customize as 

necessary. Specify 

the reason for IPAC 

measures.
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Adding Goals and Interventions to the new Care Plan Focus

Select those that apply.
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Customizing the new Goals and Interventions:

Once added, you must customize for the 

Resident using the ‘edit’ links next to each 

Goal and Intervention.
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Customizing the new Goals and Interventions:

Customize the Description to be 

specific to the Resident’s 

situation.

If you want the Intervention to 

appear on the Kardex, select the 

‘Monitoring / Safety’ category. 

This will be the default selection 

for all IPAC interventions.

Which role will be responsible for 

the Intervention?
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Repeat the same process to add an Ambulation Care Plan Focus during periods of isolation. 
Your care planning will look as follows:

Edit the Description to 
reflect as shown below. Be 
specific so care staff can 
interpret the care plan.
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Select your desired 
goals and interventions 
for the resident.

Proceed to ‘edit’ and customize all areas requiring 
specification.
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Creating a Progress Note to document the Care Plan additions

To be performed by IPAC after they have updated the Care Plan.
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Creating a Progress Note to document the Care Plan additions

Document using DARP format.

Include in Shift Report and 

24 Hour Report.
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1. Delete the isolation measures from 
Special Instructions and ‘Save’.

When isolation precautions can be removed, the RN is responsible for:
1. Remove Isolation Precautions from the resident’s Care Profile.
2. Discontinue the Isolation Order
3. Resolve the IPAC focus(es) in the resident’s care plan
4. De-activate any focused assessment schedules, if applicable
5. Document all actions in a progress note

…discontinue IPAC measures for a Resident?
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2. Discontinue the Isolation Order
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The Communication Method, Ordered By, and Reason for Discontinuation is required. 
Select ‘Discontinue Order’.
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Edit the Care Plan and ‘Resolve’ the 

previously entering IPAC Focus, Goals, and 

Interventions.

The Care Plan is versioned, so the 

history/paper trail is not lost.

Once the parameters for discontinuing isolation precautions 
have been met, local facility RNs are to remove the applicable 
portions of the Care Plan, i.e. infection control prevention, 
ambulation care plan, etc.

3. Resolve the IPAC focuses from the Care Plan
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Edit Custom Information

IPAC Nurse is solely responsible for removing the ARO flag from a resident’s profile when deemed appropriate.
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IPAC will be responsible 
for adding and 
removing these IPAC 
flags. 

Edit Custom Information
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…request an IPAC assessment?
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Use current date and time.

Select the ‘IPAC Referral’ assessment from 

the list.

Select the appropriate type. Should 

typically be ‘Significant Change’.

*IPAC Referral

In addition to the IPAC Referral, ensure all necessary assessments are completed, including the Respiratory Risk 
Screener or other focused assessment.
 
Refer to the slides on completing a resident assessment for further details.
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Complete the first 

section. Then select 

“Save & Exit”.

Choose to ‘Edit’ in Section A of the 

assessment.

1

2

Sign the referral, 

then select ‘Back’ to 

exit.

3

IPAC Referral Acknowledgement
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…search for new IPAC assessment requests?
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Choose to show only In Progress ‘IPAC 

Assessment Requests’ by checking the box 

next to that assessment type.

Select ‘edit’ to open 

and complete the 

second section of 

the assessment.
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…manage Trust Accounts and associated transactions?

Recurring Charges

Add a recurring charge:

• Select ‘New’ under Recurring 

Charges header

• Search for Description, complete all 

fields and Save

• The withdrawal batch auto-

generates when the Trust month is 

closed

Bring a Negative Balance Forward

➢Make the amount negative when creating the deposit batch (do not use brackets)
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Cash Box Balance

To establish the opening balance:  

➢ Select Transfer in the Control Accounts window

  
➢ Enter the amount transferred from the 

Trust Bank and Save
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Cash Box Transactions

Enter details for residents who request cash from their account.
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Cash Box Close

➢ Select Print to Reconcile  Transactions

Resets to zero – take cheque to bank to 

restore cash box balance

✓ Validate closing balance=cash count
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Resident Income Sources and Special Messages

Identify income sources:

• Select New, complete the 

fields and Save

Add Trust message:
• Select Edit under Client Trust Setup

• Enter message in text box and Save

• Message will appear in the cashbox transactions
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Create a Deposit Batch

Select Deposit Batch

Click New

Save
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Add a New Entry to the Deposit Batch

Click New

Save & Cancel to Complete 

and Post the Batch
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Copy Comfort Paid Deposit Batch

Select Copy

Enter Date and 

New Description

Edit as needed
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Create a Withdrawal Batch

Select Withdrawal Batch

Insert Description

Save

Click New
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Add a New Entry to the Withdrawal Batch

Click Edit to add entries to the batch
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Making Financial Corrections

• You cannot reverse actions in the Trust Module 

o You must manually correct entries based on 2 options

Option 1

Create an opposite batch

(example, when correcting a 

deposit entry, record a 

withdrawal)

Option 2

Create a copy of the batch with 

the error and edit the amounts in 

the opposite direction

1

3

2

4
5
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Using Interest Account to Make Payments

1. Create a new withdrawal batch 

2. 

3. Post when complete 
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Close Resident Account After Discharge

❖ Once discharged, residents still show on the resident list.
❖ The resident drops off the Current Account Balances report. 
❖ Still able to run historical reports ie: Transaction report, Statement or Audit.

1. Create a withdrawal batch

Search for resident

View balance in Trust

Insert description – ‘Close Trust Account’

2. If there is a negative balance, select ‘Resident Bad Debt’

• Use Min/Max Balances Report or Current Account Balances Report
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Trust Statements

Click ‘Include Transactions 

After Last Statement’ to 

generate in between cycles
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Depositing Interest

1. Deposit Monthly Interest into Interest Account

2. 

3. Post when complete – amount will show in 

PEH Interest Control Account 
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➢ When you select Generate Recurring Charges a Trust 

Withdrawal Batch is automatically created for residents 

with recurring charges.

Choose OK and Close

➢ Done after you receive the bank statement for the Posting Month and reconciled balances to the bank balance.

Close Current Month
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