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Chapter 1
Developing a Care Plan

Chapter Contents
¢ Planning Nursing Care
e Professional and Legal Responsibilities
e Recommended Best Practice
e The Assessment Summary - linking the assessment to the Care Plan
¢ Assessment Summary Overview

Chapter Learning Outcome

The learner will know how to develop a Care Plan based on assessment findings that meets
professional and legal requirements and follows recommended best practice.

Introduction

Once the interRAI Comprehensive Clinical Assessment is complete the next stage in the
process is to respond to the assessment findings (i.e. Clinical Assessment Protocols (‘CAPs")
and ‘Outcome Scores’) by developing an appropriate plan of care for the resident.

The Software you are using to complete interRAI assessments also has a built-in Care Plan
template. The use of the Momentum Care Planning Template is at the discretion of your
Facility.

You do not have to use this part of the software for your Care Plan development if a
separate Care Plan format or process exists within your Facility.

The use of the Care Planning Template is at the discretion of your Facility.

You must take into account the triggered CAPs and Outcomes Scores in any Care Plan you
produce. In addition, if you believe issues exist but have not triggered CAPs, then you
should also include those in the Care Plan, i.e. incorporate ‘standard” care.

You have probably been creating Care Plans throughout your entire career and possess
important skills and experience. These continue to be necessary in the Care Planning process
following a comprehensive clinical assessment.

Before looking at how the Care Plan is recorded using the software, here is a quick recap of
the skills and process used to develop nursing Care Plans for people living in aged
residential care facilities.
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Planning Nursing Care

It is generally agreed that a nursing Care Plan is based on a nursing assessment and a
nursing diagnosis, carried out by a nurse. It has four essential stages:

1. Identify the nursing diagnoses (problems or ‘Focus’ that nursing care can address).
2. State the expected benefit to the person (goals or expected outcomes).

3. State the specific actions the nurse will take to achieve the goals (interventions).

4

Evaluate the person’s response to nursing actions and adjust the actions as required
(evaluations).

Professional and Legal Responsibilities

As a Registered Nurse you have professional and legal responsibilities around Care
Planning. These are described in a number of documents. Care Plans should always adhere
to these requirements:

Nursing Council of New Zealand Registered Nurses scope of practice
This states that Registered Nurses: “... provide comprehensive assessments to develop,
implement, and evaluate an integrated plan of health care...”?

Age Related Residential Care Services Agreement?

This is the contract that your Facility has with the local District Health Board to provide
residential care for older people. The contract states that each subsidised resident must have
a Care Plan that is followed by all staff to guide care delivery.

Key points relating to Care Plans are:

¢ Based on an initial assessment that includes physical, psycho-social, spiritual and
cultural aspects.

e Developed, documented and evaluated by an Registered Nurse within three weeks
of admission.

e Considers the experiences and choices of the resident.

e Provides the resident and family/whanau with the opportunity to have input.

e Addresses the current abilities, level of independence, identified needs/ deficits and
takes into account personal preferences and individual habits, routines and
idiosyncrasies.

e Addresses personal care needs, health care needs, rehabilitation/habitation needs,
maintenance of function, and care of the dying.

! Competencies for Registered Nurses, Nursing Council of New Zealand, December 2007

2 Age-Related Residential Care Services Agreement: Provision of Aged Related Residential Care (2012) sections
D16.2 to D16.4

http://www health.govt.nz/our-work/life-stages/health-older-people/long-term-residential-care/age-related-
residential-care-services-agreement
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e States actual or potential problems/deficits and sets goals for rectifying these and
details required interventions.
¢ Must be evaluated every six months or following a change in resident health status.

Health and Disability Services Standards 2008>

All hospitals, rest homes and those providers of residential disability care that have five or
more residents need to meet the Health and Disability Services Standards 2008. The
Standards cover all aspects of care. In terms of Care Plans, the Standards require that:

e Plans are individualised, accurate and up to date.

e Describe the desired support and/or intervention to achieve the desired outcomes
identified by the on-going assessment process.

e Demonstrate service integration.

¢ For mental health consumers, they show early warning signs and relapse prevention.

e Are communicated in a manner that is understandable to the consumer and service
provider responsible for the implementation and with consent their family/whanau
of choice.

Recommended Best Practice

The conditions listed above are the minimum professional and legal requirements. There are
other important elements that you should consider when producing a Care Plan:

e Make it achievable. An effective Care Plan is realistically aimed at either improving
or maintaining the resident’s level of health and independence with the available
interventions and resources.

e Make it understandable. The most effective Care Plan is not the one with the longest
words and technical jargon but the one written in such a way that all staff, especially
caregivers, can understand.

e Make it comprehensive. Does it fully use the information from the assessment?
CAPs and Outcome Measures really do highlight the areas where intervention will
make a difference.

e Make it collaboratively. Do the resident and their family/whanau fully understand
and agree? Follow your Facility processes for signatures on the Care Plan.

3 Health & Disability Services Standards NZ 8134.1.3.5:2008
http://www.health.govt.nz/our-work/regulation-health-and-disability-system/certification-healthcare-
services/health-and-disability-services-standards
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Assessment Summary

The Assessment Summary section is the pivotal point of the assessment and Care Planning
process and where you begin to utilise the strength of interRAI This section forms the link

between your assessment and your plan of care and it is
KEY POINT here that you will see the ‘CAPs’ identified for the first time.

The Assessment Summary is
crucial to the whole
assessment and Care Planning
process.

In this section you record which “‘CAP’” areas are being
included in the Care Plan, including those areas that have not
triggered ‘CAPs’ but you want to include in standard Care
Planning.

The Assessment Summary displays the triggered ‘CAPs” and the level of those triggers. You
include a ‘CAP’ in the Care Plan to:

J Resolve the problem,
. Reduce the risk of decline,
o Utilise potential for improvement.

You need to make a clinical decision as to which “CAPs’ will be included in the Care Plan. If
you decide not to include a triggered “CAP’ in the Care Plan, your clinical decision making
process or reasoning must be recorded in the ‘Assessment Summary’ text box.

When creating the Care Plan, you need to consider the reason the ‘CAP” was triggered and
consider the influence of any outcome measure. The CAPs Manual (orange) provides
guidance on managing areas identified in the “CAPs’. This evidence based manual provides
decision support for nurses and has been shown to be effective for improvement of care for
the older person.

The interventions you include in your Care Plan will take account of your Facility's policies
and best practice procedures.
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Process for selecting ‘CAPs’ for Care Plan

1.

Identify the reason the ‘CAP’ is triggered, the level of the trigger, and the opportunity
or risk that is identified. “CAPs’ are identified at three different levels (level 1, 2 and 3)
or by descriptors (high, medium, low or prevent decline, facilitate improvement),
and can be a combination of the two. The “CAPs’ identify those who have a higher
than expected likelihood of declining, and those who have an increased potential for
improvement*. Your CAPs Manual (orange book) provides guidance on how these
‘CAPs” might be addressed.

Consider the “Outcome Scales’” and how these might influence the priority of issues
and your ability to address the risks and opportunities.

When considering what “CAPs’ to include and how these will be addressed, examine
the resources available to you, your resident’s preferences, strengths and needs.

Identify ‘CAPs’ to be included in your Care Plan by ticking the box ‘Addressed in
Care Plan’.

Record ‘Standard Care’ by identifying those ‘CAPS’ not triggered but which still need
to be included in the Care Plan - tick the box ‘Addressed in Care Plan'. Make a note
that this will be included in the Care Plan and state the clinical reason for including it
along with where in the Care Plan the need is addressed.

Complete notes in the text box provided for each triggered ‘CAP’ that you are not
including in the Care Plan. These notes should record the clinical reasoning behind
your decision. This record will then be available to you to remind you, at a later date,
of your reasoning behind the Care Planning decision you have made at this point in
time.

Assessment Summary Overview

e When a ‘CAP’ has triggered and an intervention will be provided in the Care
Plan - tick “Addressed in Care Plan’.

e When a ‘CAP’ has triggered but an intervention will be not be provided in the
Care Plan - record clinical reasoning in the large note box for not including “CAP’
in the Care Plan.

e  When a ‘CAP’ has not triggered but support or standard care will be provided
and included in the Care Plan - tick ‘Addressed in Care Plan” and name/briefly
describe the identified need and name of Care Plan area in the large note box (as
shown in Figure 2).

* Morris J., Berg K., Bjorkgren M., Finne-Soveri H., Fries B., Frijters D., Gilgen R., Gray L., Hawes C.,
Henrard J., Hirdes J., Ljunggren G., Nonemaker S., Steel K.& Szczerbinsska K. (2010). interRAI
Clinical Assessment Protocols (CAPs) For Use with Community and Long-Term Care Assessment Instruments
version 9.1. Washington: interRAL
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Process for selecting ‘CAPs’ for standard care

NHI:
i Rai, Terry Ray Date of Birth: 24-08-1933
Fill outa Form Gender / Age: Male / 80

Resident Resident ADT | Forms Care Plan MDS Progress | Physician ats H CAPs. Outcomes | Analysis Fill out a

Ove Notes Orders Form
@ Retum

[[Return to Summary ][ Save as Draft ] [_Check Errors | Print | Section Help

AEERDEEEHNDUELM MR E) )R] ]E]

Completed By Title Completed Date .

ASSESSMENT SUMMARY
Cas Triggered ﬁ:f;ﬁ:ﬁ“ & Assessment Summary

1 Physical Activities Triggered (L1) =
Promotion

2 Activities of Daily Living  prevent Decline (L1)

6 Physical Restraints [

7 Cognitive Loss Menitor (L1) il

] Delirium

You are likely to include additional ‘Foci” in your Care Plan for issues that did not trigger a
‘CAP’. This may be because the resident needs ongoing support to manage an existing need.
This is called standard care. Find the ‘CAP’ area associated with the ‘Focus’. Indicate you are
including this in the Care Plan by ticking the box and briefly describing where in the Care
Plan this need is addressed and why (state clinical reason).

NHI: MAMO508
Fill out a Form Rai, Terry Ray g::led:: ?i;tghé: ;:]27;333
t Resident Resident ADT ‘| Forms Care Plan MDS Progress Physician Qls. ” CAPs ‘ Outcomes Analysis. Fill out a
Search Overview Notes Orders Form
) Return
["Return to Summeary ][ Saveas Draft | [ Check Erars | [ Print | [[Prev [ Next | Section Help
[ale]cl]E])E ] MM ] m] ] o] ] la][R )[as (s ]
Completed By Title Completed Date -

ASSESSMENT SUMMARY

cap Addressed in 1. lT]Ck, the GM@GV&JDX to lnelude ICAP, |

Triggered Tl

1 Physical Activities Triggered (L1 ’ Il

e rggered L1 n carve Plawn. &
3 Activities of Daily Living  prevent Decline (L1} [l
6 Physical Restraints &
7 Cognitive Loss Monitor (L1) v You need te make a clinical decision a5¥sqghich CAPs will be included in the care plan. If you decide not to include a triggered i

in the care plan, your clinical decision makingpeagess or reasoning must be recorded in the Assessment Summary text box.

: - 2. Briefly describe where in your Care g

Plan the ‘CAP /resident’s need is being
addressed and why.

New Zealand Comprehensive Clinical Assessment - Care Plan Workbook Version 7 2015 10



Chapter 2
Copying a Previous Care Plan

Chapter Contents

¢ Reviewing Previous Care Plans in the software system
e Copying a Previous Care Plan

Chapter Learning Outcomes

The learner will understand how to review previous Care Plans, if they exist. They will
understand how to copy and update a previous Care Plan.

Introduction

This chapter of the Care Plan book, “Copying a Previous Care Plan”, deals with the
situation where a Care Plan for your Resident has already been created in the Momentum
Software.

The next chapter, “Creating a new Care Plan”, covers creating a new Care Plan for your
Resident. You will only do this if you are creating the first Care Plan for this Resident in
the Momentum Software.

e —
New Zealand Comprehensive Clinical Assessment - Care Plan Workbook Version 7 2015 11
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Reviewing Previous Care Plans
To review a previous Care Plan, from the ‘Resident Overview’ screen click on the ‘Care Plan’

tab to view the Care Plan list.

View Care Plan List Care Pl

Resident Resident ADT Forms Care Plan interRAL Progress Physician Qls CAPs Qutcomes
Search Overview Notes Orders
Next Care Plan Review:
=)
oA Add 53 Copy  Show History
Care Plan Type | Status | Start Date
02-07-2014

lig  Home Care Active

1. ‘Click” on the folder on the Left of the

SCreen.

In the example below a Care Plan that was created in the Home Care setting is displayed.

2227001

NHI:
Care Plan, Example Date of Birth: 10-10-194
Gender / Age: Female / 7

e BT =. “Click’ on ‘Return” button to go

t ] , | | Outcomes |Edit Care Plan
| = back to the previous screen. b
Qe

Status Author

Active v o
iStart Date End Date
02-07-2014 [ | Comments & Contingency Plan [y Intervention List

Presenting Situation

ur adipisicing elit, sed do eiusmod tempor incididunt ut labore et dolore magna aliqua. Ut enim ad minim veniam, quis nostrud exercitation ullamco laboris nisi ut aliquip ex ea commodo
derit in voluptate velit esse cillum dolore eu fugiat nulla pariatur. Excepteur sint occaecat cupidatat non proident, sunt in culpa qui officia deserunt mollit anim id est laborum

Lorem ipsum dolor sit amet, consél
consequat. Duis aute irure dolor in repr:

2. ‘Click” on "Presenting Situation’
button to view recorded notes.

+ Select Expected Outcome

| Rank | Start Date | e - iustion Date Evalustion Status
=3 02-07-2014 Client will mobilize safely 31-07-2014 12:00 AM partially acheived
 Select Disciplines
‘ ‘ Start Date End Date Provider and Schedule Monthly Hours ‘ Schedule Detail
) 02-07-2014 24-07-2014 Physician - Starting July 2, 2014, Ev... | 000 hrs, 00 mins a
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Copying a Previous Care Plan

If there is a previous Care Plan, click ‘Copy’ to copy that previous Care Plan across.

To ‘Copy’ an existing Care Plan from the “Care Plan List’, highlight the present Care Plan and
select ‘Copy’ button from the menu. There will only ever be one there.

St L 1."Highlight” the care Plan you wish
‘ le | Resident | ADT |  Forms | carePlan | MDs | Progress | Pl ﬁ'. to lcopy’.
2. Select ‘Copy’, button from the menu,
ext Car
/
o Add |,_1 Copy MDW l
Care Plap Type tatus Start Date V : End Date
L& Long Term Care Active 17/12/2014

Once the Care Plan has been copied you can then work on the Care Plan.

The copied Care Plan will appear in the list as a draft, however the ‘Foci” “Status’ will be
‘Active’.

only ‘Active’ ‘Foci” will copy

Edit Care Plan across from the previous Care
‘ Resident ‘ Resident ‘ ADT H Forms | Care Plan | Progress | Physici Qs Plan. The GD‘PL@O{ Care Plawn Ls
=l caps . : now i ’Draft'.

O Retum ||fj Save & Return | i Save Hh Cancel | X are Plan
Status ate End Date Authored By
[praft van Bussel, Linda LTC Trainer - 17/12/2014 |

o Add New Focus 3 Copy Focus X Delete Focus

Start Date | Resolved Date Focus Status
&y 17/12/2014 Activities- Diagnosis of dementia - no longer i=engages in activities; Active
Gs 17/12/2014 Behavioral symptoms- Verbally abusive; Resists care; Verbal vocalisation; Socially inappropriate; Active
& 17/12/2014 Cognitive loss- Impaired decision making; Short term memory loss; Active
& 17/12/2014 Communication- Problem understanding others; Hearing problem; Active
¥ 17/12/2014 CONTINENCE- Medication side effects; Constipation; Diagnosis of Degenerative Joint Disease; Active
¥y 17/12/2014 Cultural Awareness- Discovered birth Mothers Details; Active
A & 17/12/2014 Hygiene and grooming- Diagnosis of Osteoarthritis; Active

Each of the “Foci” must be saved as a ‘Draft’ before further editing.

Now click on a specific Care Plan ‘Focus’. We need to make ‘Focus’ ‘Draft” and click ‘Save’.

New Zealand Comprehensive Clinical Assessment - Care Plan Workbook Version 7 2015 13



Edit Focus ICliCk’ on a S‘P@G/L{/LC carve Plan
it ‘ Resident | ml AT | Forms | Care Plan | DS | Progress | Physician | o ‘[IOGI/LS. Thewn under ’StatUS’fVOV\/L the

/ 7
=] cars drop down menu select ‘Draft’.
@ Return || [#35ave & Retum ][l save || [ Next ]
PR S— -
Focus: Associated
Activities
“ﬁctl've I~ Related Factor
Active ified Date: Diagnosis of dementia - no longer i=engages in activities
Draft /2015
Discontinued
Errored Out
i SEart Date i Expected Outcome | Evaluation Date | Evaluation Status
Gy 17/12/2014 Joan will experiwence a sense of enjoyment and wellbeing in life over the next 180 days
‘ | Start Date End Date Intervention ‘ Discipline ‘ Schedule
53 17/12/2014 12/06/2015 ACTIVITIES MANAGEMENT Diversional Therapist, All care st..  Every Day

The ‘Focus” now needs to be edited.

ESEECET
e@‘ﬁ https://southem.interrai health.nz/Production/CarePlan/EditFocus.aspx P-@ex ” ¥ Momentum Heslthware % | & NewTab | ‘ ) 2 e
File Edit View Favorites Tools
- v [ @ v Pagev Safetyv Tools~ Q] (W]
C NHI: TIM9999
MOMENTUM Edit Focus |Anyone, Bob Date of Birth: 27/08/1923
HEALTHWARE Gender / Age: Male / 91
Home | Help | Logout Resident Resident ADT Forms care Plan MDS Progress Physician Qis CAPs Outcomes | Edit Focus
Search Overview Notes Orders
Common Tasks =1 caps =
Resident Overview @ Return |[F3 Save & Retum [l Seve || |3 next ]
Enter a New Progress Focus:
Note —— | v selact Related Factors |
Search for a Resident i 0 e
My Recent Residents Draft || 17/12/2014 Diagnosis of demdX(ia - no longer i=engages in activities
To Do Dashboard Last Modified By: Last Modified Date:
Information Recap [llen, Richard (Mr.) LTC System Clinician _ |[13/02/2015
Dashboard
Add a New Resident v Select Expected Outcomes \ |
Bed Occupancy | Start Date | Expected Outcome ’ . 7 /
Bed Swap Gz 17/12/2014 J0an will experiwence a sense of enjoyment and wellbeing in life over the nest| L. Cl]Ck on Select Related
Transfer id P
Change Working " Select Interventions Factors .
Facility .
| | Start Date | End Date Intervention

Incomplete MDS
Assessments =3 17/12/2014 12/06/2015 ACTIVITIES MANAGEMENT B TITeTapTST, AT TaTE ST EVeTy DAy )
ADT - B
Assessments/Forms -
Care Plan -
Demographics
Names

Identifiers
Personal Details
Phone Numbers
Addresses
Photos

Contacts
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health.nz/Production/C:

e
&)
-

& https://southern.inte

P-acx H & Momentum Healthware & NewTab

File Edit View Favorites Tools

- v [ & v Pagev Safetyv Toolsv ¥ ]

NHI: TIM9999
Date of Birth: 27/08/1923

lAnyone, Bob
Gender / Age: Male / 91

MOMENTUM Select Related Factors
Home | Help | Logout ‘ Resident H Resident ADT ” Forms ” Care Plan ‘ MDS
Search Overview

Common Tasks @ Retum |3 Save 8 Return
Focus: Activities
[T show only selected

[[/show entire Library

Resident Overview

Enter a New Progress
Note

Physician
Note: Orders

Progress ‘

‘ QIs H CAPs H Outcomes |Seled Related
Fa

Search for a Resident b Add Related Factor Net Found in Library
My Recent

To Do Dashboard

Related Factor Non-Library

Information Recap Diagnosis of dementia - no longer i=engages in activities
Dashboard

Add a New Resident

Diagnosis of Cancer

Activity involvement potential for increase

Bed Occupancy Activity involvement requires staff initiation
Bed Swap Activity involvement optimal

Oooo o=

Transfer Residents

Change Working
Facility

Incomplete MDS
Assessments

ADT

Assessments/Forms -

Care Plan -
Demographics

Names

Identifiers

Personal Details
Phone Numbers
Addresses

Photos

Contacts

Activity involvement limited to sensory stimulation and passive participa

"Click’ o o ‘Related Factor’.

You can choose from a ‘Library” of ‘Related Factors’ or create your own.

To edit expected outcomes ‘Click” on "Select Expected Outcome’.

)
&)
g

& hitps://southem.interrai.health.nz/Production/ CarePlan/ EditFocus.aspx 0~ @2 X | £ Momentum Healthiare @ NewTab ‘ ‘ o ae 123
File Edit View Favorites Tools
R ~ [ & v Pagev Safetyv Toolsv S8 [N]
C NHIL: TIM9999

|lAnyone, Bob Date of Birth: 27/08/1923

Gender / Age: Male / 91

Physician_| caprs | | _Edit Focus

grs |

“ Progress |

1.Hover the wmouse over the Line if

C—

MOMENTUM Edit Focus
Home | Help | Logout Resident Resident ADT Forms Care Plan MDS
Search Overview

Common Tasks | caps

Resident Overview @ Return | [ Save & Return | [Id_save | | [ Next ]

Enter a New Progress Focus:

i Activities

Search for a Resident —r Start Date: End Date:
My Recent Residents Draft |~| 1771272014

To Do Dashboard Last Modified By: Last Modified Date:

You wish to read the full text of

J

‘Expected Outcome’. ‘Click’ on

Information Recap ‘Allen, Richard (Mr.) LTC System Clinician || 13/02/2015

the text if You wish to edit.

Dashboard

Add a New Resident |+ Select Expected Outcomes |

Bed Occupancy | Start Date |

ted Outcome [ Evaluation Date | Fvaluation Status

Bed Swap &g 17/12/2014

Joan will experiwence a sense of enjoyment and wellbeing in life over the next 180 days

Transfer

Change Working + Select Interventions

Facility
| | Start Date ‘ End Date ‘
Incomplete MDS

Intervention | Discipline | Schedule ‘

Assessments 3 17/12/2014 12/06/2015

ACTIVITIES MANAGEMENT

Diversional Therapist, All care st... | Every Day

ADT

Assessments/Forms -

Care Plan -
Demographics

Names

Identifiers

Personal Details
Phone Numbers
Addresses

Photos

Contacts

[ hitps://southern.interrai.health.nz/Production/CarePlan/EditFocus.aspx® |

Varsian'? S0 0173 N3 13/02/7015 10°58 M
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a‘ 2)[ € tttps.//souther.interai health.nz/Production/ CarePlan/EditOutcomes.aspx 0~ @2 X | £ Momentum Healthiare ‘ @ NewTab ‘ ‘
File Edit View Favorites Tools

[t ~ [ & v Pagev Safetyv Tools~ J8 W]

N | NHL TIM9999
MOMENTUM Select Expected Outcomes S mte 1y . , . f,,zf,:'?/glfu
=. Click” on ‘Save & Return’.
Home | Help | Logout Resident Resident ADT Forms o MDS
Search Overview

Common Tasks =@ Retun |[#3 save & Return
Resident Overview Focus: Activities
Enter a New Progress [Ishow enly selected Filter by Category: | All 1=

[7/Show entire Library
Search for a Resident

i Add Expected Outcome Not Found in Library
My Recent
To Do Dashboard [F] ‘ Expected Outcome Category Non-Library
Information Recap FEET will experience a sense of enjoyment and wellbeing in life over the | -
Dashboard

| Res

Add o New Resident at will participate in acitivities of choice that support or enhance cognitive, Activities

Bed Occupancy
Bed Swap
Transfer Residents

Change Working
Facility
Incomplete MDS
Assessments

ADT -

2. "Click” on the text to personalise
5 Outcome description, Le putting tn
the Restdent’'s name

Assessments/Forms -

Care Plan -

Demographics

Names
Identifiers
Personal Details
Phone Numbers
Addresses
Photos

Contacts

3. Click on the specific ‘Expected Outcome’ to set an end date for a ‘Selected Outcome’.

a [ & pitps./isouthem interaiealthna/Production/C. /EditOutc s 2 - @& X | & Momentum Heltwere & New Tab ‘ ‘

File Edit View Favorites Tools

& ~ [Z dm v Pagev Safety~ Tools~ Q| ]

NHI: TIM9999
MOMENTUM Expected Outcome Evaluations lAnyone, Bob Date of Birth: 27/08/1923
HEALTHWARE Gender / Age: Male / 91

Expected
On

Evaluations

Home | Help | Logout Resident Resident
Search Overview

ADT ” Forms ” Care Plan

MDS Progress Physician
Notes Orders

QIs H CAPs H Outcomes

Common Tasks @ Retum |[# save & Return (I Save

Resident Overview Focus: 4L Activities

Enter a New Progress Start Date  End Date
Note 17/12/2014 | 12/06/2015
Search for a Resident Expected Outcgme: Joan will experience a sense of enjoyment and wellbeing in life over the next 180 days Classifi « 4 August 2013,
My Recent Residents -- Ple:
To Do Dashboard

I¥]

b Add =2k Error Opit 26 27 28 29 30 31 1
32 2 3 4 5 6 7 8

33 9 10 11 12 13|14 15

Information Recap
Dashboard Evaluation Date

Add a New Resident | |No records o displa 4. "Click” the "Calendar’ icom next

Bed Occupancy 34 16 17 18 [Thursday, August 13, 2015

ped swap to the ‘End Date’ and choose a date | 2222 =

Transfer Residents 35 3031 1 2 3 4 5

change worang for the six mowtmgj review.

Incomplete MDS
Assessments

ADT -

Assessments/Forms -

care pian . 5. ‘Click’ on “Save & Return’.

Demographics

Names

Identifiers

Personal Details I

Phone Numbers

Addresses
Photos

Contacts = =
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(Optional) Select a “Classification” from the drop down menu. See the example of ‘Medium
term objective goal.’

[=lloEs

a & https://southem.interrai.health.nz/Production/C

Outc

P-acx H & Momentum Hezlthware

A

& New Tab

File Edit View

Favorites

Tools

- v [ @ v Pagev Safety~ Tools~ (| ]

MQMENTg_@) Expected Outcome Evaluations

Home | Help | Logout Resident
Search

Common Tasks
Resident Overview

Enter a New Progress
Note

Search for a Resident
My Recent Residents
To Do Dashboard

Information Recap
Dashboard

Add a New Resident
Bed Occupancy

Bed Swap

Transfer Residents

Change Working
Facility

Incomplete MDS
Assessments

ADT

Assessments/Forms -

Care Plan -
Demographics

Names

Identifiers

Personal Details
Phone Numbers
Addresses

Photos

Contacts

NHI: TIM9999
Date of Birth: 27/08/1923

lJAnyone, Bob
Gender / Age: Male / 91

Resident
Overview

ADT ” Forms ” Care Plan

“{Q Retumn | [ seve & return |[Id_save |

Focus: Activities

Expected Outcomg:

MDS Progress | Physician
s | e

Joan will experience a sense of enjoyment and wellbeing in life over the next 180 days

‘ Qls H CAPs. H Outcomes

Expected
Outcome
Evaluations

Start Date  End Date
17/12/2014 | 13/08/2015
o B

& Add & Error Qut \

[\ —- Please select an item —-
-- Please select an item -
Long term objective/goal

\

Evaluation Date

4

Vi Medium term

No records to display.

g
Short term cbjective/goal

/

e. From the “Classification” drop
down menu select the ‘objective’.

#. Thew click “Save & Return’.

Adding an Intervention
We recommend that you add your own ‘Intervention(s)’.

=l Es

& https://southem.interrai.health.nz/Production/CarePlan/EditFocus.aspx

PL-acx H & Momentum Healthware

() ¢ £e3

& New Tab

File Edit View

Favorites

Teols

& - ~ [Z] # v Pagev Safety~ Tools~ Q| ]

MQMEN»I&@!) Edit Focus

Home | Help | Logout Resident
Search

Common Tasks
Resident Overview

Enter a New Progress
Not:

Search for a Resident
My Recent Residents
To Do Dashboard

Information Recap
Dashboard

Add a New Resident
Bed Occupancy

Bed Swap

Transfer

NHL: TIM9999
Date of Birth: 27/08/1923

lJAnyone, Bob
Gender / Age: Male / 91

Resident

ADT Forms Care Plan
verview

MDS

Progress Physician
e s

‘ Qs H caps H Outcomes | Edit Focus

CAPs

IEX

@ Return | [ save & Return | (I Save ||

Focus:
Activities
Status:
Draft
Last Modified By:

Start Date:
|=| 17/12/2014
Last Modified Date:

+ Select Related Factors

End Date:

Related Factor

Diagnosis of dementia - no longer i=engages in activities

[Allen, Richard (Mr.) LTC System Clinician __|[13/02/2015

v Select Expected Outcomes

| Start Date |

Expected Outcome

‘ Evaluation Date ‘ Evaluation Status

Gz 17/12/2014

Joan will experience a sense of enjoyment and wellbeing in life over the next 180 days

Change Working
Facility

Incomplete MDS
Assessments

ADT -
Assessments/Forms -
Care Plan -
Demegraphics

Names

Identifiers

Personal Details

Phone Numbers
Addresses

Photos

Contacts

al .
+ Select Interventions

| | Start Date ‘ End Date

3 17/12/2014 12/06/2015

=

1. “Click’ on the 'Select
Interventions’ button.

| Schedule ‘
Every Day

fre st

‘Add” a new intervention or ‘Edit” an existing ‘Intervention’.

New Zealand Comprehensive Clinical Assessment - Care Plan Workbook Version 7 2015
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Select Interventions

[ Retun | (%3 save & Retum |

Focus: ADL function

I”' Show only selected Filter by Category: All 0
[/ Show entire Library Filter by Discipline: aj| |5l

(i Add Intervention Not Found in Library
n | ‘"‘Wk’{ 2. 7o ‘Add” a new intervention

| Analgesics before activities causing pain | “Click’” o the ‘Add’ button.
M Consult Occupational Therapy

Consult Physical Therapy
Define ADL needs ADL
M Encourage and praise all efforts at independeq
I Montior nutritonal intake

d Montor for decline in ADL perfol
& Reinforce teaching

3. You can alsp write your own
Lntervention here.

Select Interventions

e 2 2 2 0 S A [ s

|O Retun | (&) Seve & Retum
Focus: ADL function
Show only selected

Show entire Library Filt
Ianmxmmmuuuw-y

4. ’Save & Return’.

—— Intervention Category
v DRESSING
I i PERSONAL HYGIENE
- Analgesics before activities causing pain Treatments
Consult Occupational Therapy Consults
Consult Physical Therapy Consults
= Define ADL needs ADL
! Encourage and praise all efforts at independence Psychosocial
{ Montior nutritonal intake Nutrition
] Mantor for decline in ADL performance Treatments
Reinforce teaching Teaching
Review safety precautions Safety
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Update the schedule details for the ‘Intervention’.

NHI:
i Rai, Terry Ra Date of Birth: 24-08-1933
Ldit Focus , Lerry Ray Gender / Age: Male / 80

Resident
Searcl

Edit Focus
erview

‘ Resident

‘ ADT H Forms ‘

Care Plan H MDS

Progress
Notes

Physician
Orders.

Qls ‘| CAPs ” Outcomes H Analysis

" caps =

Q@ Retum |4 save & Retum | [l save || I |

Focus:
+ Select Related Factors
Activities

Status: Start Date: End Date: Related Factor

Draft Iz Activity involvement requires staff initiation
Last Modified By: Last Modified Date:

|Allen, Richard RN 22-08-2014 / : ’
= : 1. "Click” on the e
+ Select Expected Outcomes

‘ Start Date ‘ Expected Outcome Icalendar, LCDVL O'[/: Evaluation Status

Gy 22-08-2014 Terry will have purposeful interactions and sensory stimulation initiated by staff to support current level of fur| ,I t t ’
the “Intervention’.
+ Select Interventions

‘ ‘ Start Date ‘ End Date Intervention [ Discipline [ shve\ ‘

g Create your own intervention \‘E
Y Encourage and praise all efforts at independence =)
=1 Encourage participation in activities of choice a

a\u) & hitps://southem.interrai.health.nz/Production/Common/ScheduleDetailsAndT asks.aspx £ - @ ¢ X[ & Momentum Healthware @ NewTab | ‘ ok K

File Edit View Favorites Tools

- v [ o v Page~ Safetyr Tools~ ] (N

- b NHI: TIM9999
i lAnyone, Bo Date of Birth: 27/08/1923
MEMENTUM ) Schedule Details yone, St i e
Home | Help | Logout ‘ Resident H Resident ADT H Forms H Care Plan ‘ MDS H Progress ‘| Physician H Qls ” CAPs ” Qutcomes ‘ Schedule
Search Overview Notes Orders Details
Common Tasks O Retun | (%5 Save & Return [l Save | |
Resident Overview Focus: Activities =
Enter a New Progress Intervention: ACTIVITIES MANAGEMENT
Note Schedule Details (2]
Search for a Resident
My Recent Resid Schedule Note
Start Date/Time | 17/12/2014 11:04 AM Foeg. Duration
To Do Dashboard I 7 : 7 / 4
’
Information Recap LM AL o RS SRR m Cl]Ck ow t]/\e Calendar LCoOWL. TM@
Dashboard Reaccurrence Sched S M TWTFS p— ,
) . .
Add a New Resident . 4930 1 2 3 4 5 6 T]me will comne M‘P as the time
Bed Occupancy . 7 8 91011 12 13
Bed Swap =R tevl tth lEnd
. S Monthly 14 15 16 [17{18 19 20 80% ave ew GVLV\/@. Do Pl/L [4
Transfer Residents o 9 21 22 23 24 25 26 27 ,
ch Work O Yearty
Eacity oridna i 128293031 1 2 5 Date’ below or enter 1€0 days
) One Time.
Incomplete MDS ) 4 5 6 7 3 910 7 . y ,
Assessments | | pisciplines Responsible under Duratlon as one Will auto O]
ADT - Show only selected
Jrorms - populate.
Care Plan = 1 Add Discipline Not Found in Library
Demographics | Discipline Non-Library
Names Activity Coordinator
Identifiers

All care staff

personal Details Clinical Nurse Manager

Ph Numb
one Numbers Diversional Therapist

Addresses -
Enrolled Nurse/Nurse Assistant
Photos o tonal Th
ccupational era
Contacts —= B - EY, =]
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Select ‘Reoccurrence Schedule” and ‘Disciplines Responsible’.

~ EEEs
a‘i ) htps://southeminterrai health.nz/Production/Common/ScheduleDetails AndT asks.aspx £ - @ ¢ X[ & Momentum Healthware @ NewTab | ‘ ) v i3
File Edit View Favorites Tools
-~ B v [ @ v Pagev Safety~ Tools~ (N| (N]
N b NHI: TIM9999
i |JAnyone, Bol Date of Birth: 27/08/1923
MOMENTUM Schedule Details ¥ ' Gender / Age: Male / 91
Home | Help | Logout ‘ Resident Resident ADT H Forms H Care Plan MDS Progress Physician QIs ” CAPs ” Outcomes ‘| Analysis Schedule
Search Overview Notes Orders Details
Common Tasks Eg} Return | (43 Save & Retumn ||[d Save |
Resident Overview Focus: Activities =
Enter a New Progress Intervention: ACTIVITIES MANAGEMENT
Schedule Details =]
Search for a Resident
Schedule Not “C1li 4 /
My Recent Residents. | [PretUIe Note — | 1. ’Click” on the “Reoccurrence
10 Do Dashboard Start Date/Time | 13/02/2015 11:04 AM F @ Duration ]
Information Recap End Date/Time | 11/0¢/2015 10:04 AM ] & fre: SChedUle’ and select I/LSLVL@ the
Dashboard Reoccurrence Schedule
Add a New Resident - — {
 New Residen — vaoio button.
Bed Occupancy -
OWeekly | .
Bed Swap - © Every 1 Day(s) Note: Make sure 50% choose the
Transfer Residents OMonthly | o T L
Change Working O Yearly e s
Fociney appropriate ‘Reoccurrence
Incomplete MDS
Assessments Disciplines Responsible S C h e d u l e’ ¢ . 5]
L.e Paily
ADT -
. ¥ show only selected
orms -
Care Plan - TScipine ot round in Library
Demographics | IR . . 7 e Non-Library
ety Coordinaia 2. Choose ‘Disciplines’ checke “tick |
Identifiers |
& TETE Staff 4
bersonal Details — boxes’. B
Phone Numbers Diversional Therapist
Addresses Enrolled Nurse/Nurse Assistant
Photos ° i | Th
ccupational Thera|
Contacts — L Y, =]

[t

User: rallen.tas Facility: LTC Training Practice office Version:2.50.0123.0039 13/02/2015 11:12 AM

Click on ‘Show only selected’ and this will reduce ‘Disciplines’ on your screen to only those
you have chosen.

You will have existing ‘Interventions’ that you will want to add or edit.
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Instructions for staff can be detailed in “Comments’ field. You can change ‘Interventions’ in
the ‘Comments’ section. This is where you tell your staff how to care for your residents.

e 2)| £ https://southem.interrai health.nz/Production/Common/ScheduleDetails AndTasks.aspx P-acx H &F Momentum Healthware | & NewTab ‘ ‘

File Edit View Favorites Tools

- v [ @@ v Pagev Safety~ Tools~ ] (]

™~ NHI: TIM9999
MOMENTUM Schedule Details |JAnyone, Bob Date of Birth: 27/08/1923
HEACTHWARE Gender / Age: Male / 91
Home | Help | Logout Resident Resident ADT Forms care Plan MDS Progress Physician QIs CAPs. Outcomes Analysis Schedule
Search Overview Notes Orders Details
Common Tasks Return | (%3 Save & Return |l _save |
Resident Overview © Daily =
Enter a New Progress OWeekly | o
Note - Every 1 Day(s)
O Monthly | -
Search for a Resident _ - Every weekday
- 0 Yearly
My Recent Residents -
To Do Dashboard - OneTime
Information Recap Disciplines Responsible =
Dashboard
Add a New Resident Show only selected
Bed Occupancy &b Add Discipline Not Found in Library
Bed Swap
Discipline Non-Libra
Transfer Resid i i
Change working Activity Coordinator
Facility All care staff
Incomplete MDS Clinical Nurse Manager
Assessments S 5
L Diversional Therapist
ADT -
Enrolled Nurse/Nurse Assistant
Assessments/Forms ~
Occupational Therapy
Care Plan -
T Physiotherapy
Registered Nurse
Names
IFl
Identifiers
= e
personal Details Whanau/family/friends
Phone Numbers ST S
Addresses intructions for care go here eg. &
1. do this |—
Photos 2. do that ||
Contacts )3 etd ==
~ NHI: TIM9999
MOMENTUM Schedule Details lJAnyone, Bob Date of Birth: 27/08/1923
HEACTHWARE Gender / Age: Male / 91
Home | Help | Logout Resident Resident ADT Forms Care Plan MDs Progress Physician Qls CAPs Outcomes Analysis Schedule
Search Overview Notes Orders Details
Common Tasks 2@ Retum | [ Seve & Return |(id Save |
Resident Overview Focus: Activities ‘\7:@5 ey =
= ’ / ’
Enter a New Progress Intervention: ACTIVITIES MA Clle ownw Save & Retu l'n.
Note Schedule Details [+
Search for a Resident
_ Schedule Note
My Recent Residents o
To Do Dashboard Start Date/Time | 13/02/2015 11:04 aM B & Duration 0 | Day(s)
Information Recap End Date/Time | 11/08/2015 10:04 AM B (& Frequency | — please salect an item — |~ |
Dashboard Reoccurrence Schedule
Add a New Resident _
© Daily
Bed Occupancy -
OWeskly | o
Bed Swap i @ Every [t ] pavts)
y O Monthly | -
Transfer Residents - © Every weekdzy
Change Working ) Yearly
Facility ~) One Time
Incomplete MDS
Assessments e =
ADT -
Show only selected
[Forms ~
Care Plan - 7 Add Discipline Not Found in Library.
Demeographics Discipline Non-Library
Names Activity Coordinator
Identifiers Administration
Personal Details All care <taff
Phone Numbers T
Addresses —
Photos o
Clinical Nurse Manager
Contacts
3 Dietician
Providers
- y Diversional Therapist
Additional Information
. . C nt: B
Resident Safety intructions for care go here eg. 5
Concerns 1. do this
. 5 2. do that
History And Physical | 3 ;o =
User: rallen.tas Facility: LTC Training Practice office Version:2.50.0123.0039 13/02/2015 11:22 AM

It is important to save the work after every change: click on “Save & Return’.

Make the ‘Focus’ ‘Active’ from the drop down menu under ‘Status’.
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- [E=mF8 >
(50)[ @ nttps://s0uthem.nterral health.nz/Production/ CarePlan/EditFacus.aspx £+ @ & X[ @ Momentum Healthware @ NewTab | ‘ AR
File Edit View Favorites Tools
- v [3 @ v Pagev Safety~ Tools~ (| (0]
- NHI: TIM9999
MOMENTUM Edit Focus lAnyone, Bob g::i enrf ?l;lgl:_ ;73{::;/;1913
Home | Help | Logout Resident Resident ADT Forms Care Plan MDS Progress Physician QIs CAPs Outcomes | Edit Focus
Seal Overview Notes Orders
Common Tasks (<] caps
; ; ‘Active’
Resident Overview | 13 oo | s srenm| @ s ]l - |[® vex) 1. Select “Active” from the ovop down menu
Enter a New Progress | |Focus:
Nots ‘
e Activities Status’
Search for a Resident :
Status:
My Recent Residents praft \ ) Diagnos's of dementia — no longer T=engages in acoviies
To Do Dashboard e Modified Date:
Information Recap Draft 02/2015
Dashboard Discontinued
Add a New Resident Errored Out
Bed Occupancy | Start Date | Expected Outcome ‘ Evaluation Date ‘ Evaluation Status
Bed Swap G 17/12/2014 P s ext 180 days
. ‘
Transter 2. ‘Click” on ‘Save & Return
Change Working + Select Interventions
Facility
[ [ Start Date ‘ End Date ‘ Intervention | Discipline [ Schedule [
Incomplete MDS
Assessments & 13/02/2015 11/08/2015 ACTIVITIES MANAGEMENT Diversional Therapist, All care st.. ~ Every Day m
ADT o

Assessments/Forms ~
Care Plan -
Demographics

Names

Identifiers

Personal Details

Phone Numbers

Addresses

Photos

Contacts B

Repeat these steps for each ‘Focus’ you add, and click ‘Save & Return’.

7 =)
e‘\;«) £ hitps://southem.interrai health.nz/Production/CarePlan/EditCarePlan.aspx P-acx H & Momentum Healthware @ NewTab ‘ ‘ ok

File FEdit View Favorites Tools

- v [ @ v Pagev Safety~ Tools~ 0] (]

™~ NHI: TIM9998
MOMENTUM Edit Care Plan lAnyone, Bob Date of Birth: 27/08/1923
HEALTHWARE Gender / Age: Male / 91
Home | Help | Logout Resident Resident ADT Forms Care Plan MDS Progress Physician Qs CAPs Outcomes | Edit Care Plan
Search Overview Notes Orders

Common Tasks ;l s ﬂ‘
Resident Overview lg Return | (%3 Save & Return J(ld_Save (¥ Cancel ] (X Delete Care Plan |
Enter a New Progress Status Start Date End Date Authored By

Draft |~ [van Bussel, Linda LTC Trainer - 17/12/2014 |
Search for a Resident
My Recent
To Do Dashboard o Add New Focus =3 Copy Focus X Delete Focus
Information Recap ‘ Start Date ‘ Resolved Date | Focus Status
Dashboard
Add & New Resident G 17/12/2014 Behavioral symptoms- Verbally abusive; Resists care; Verbal vocalisation; Socially inappropriate; Draft
Bed Occupancy G 17/12/2014 Cognitive loss- Impaired decision making; Short term memory loss; Draft
Bed Swap & 17/12/2014 Communication- Problem understanding others; Hearing problem; Draft
Transfer Residents Gy 17/12/2014 CONTINENCE- Medication side effacts; Constipation; Diagnosis of Degenerative Joint Disease; Draft
E'ﬂ‘;;‘lg‘f Working Gy 17/12/2014 Cultural Awareness- Discovered birth Mothers Details; Draft
Incomplete MDS G 17/12/2014 Hygiene and grooming- Diagnosis of Osteoarthritis; Draft

L 17/12/2014 Activities- Diagnosis of dementia - no longer i=engages in activities; Active
ADT B

Assessments/Forms -
Care Plan B

Demographics

Names

Ldentiers The “Active’” “Focus” wmove to the bottom of
Personal Details tM@ L/Lst/

Phone Numbers

Addresses

Photos
Contacts |z|

Repeat the steps above for each ‘Focus’, to make each ‘Focus” “Active’.

Once all ‘Foci” are checked and are ‘Active’ you can then activate the whole Care Plan.
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Make the Care Plan “‘Active’ (do not do this until all “Foci” are edited....if you do then repeat

copy-edit process).

You can’t edit an ‘Active’ Care Plan, or print a ‘Draft’.

e )| & hitps://souther.interrai.health.nz/Production/CarePlan/EditCarePlan aspx

P-acx H & Momentum Healthware

& New Tab

File
- v [ @@ v Pagev Safety v Tools~ 2] (]

Edit View Favorites Tools

MQM.LE,N_'1__'§{_=> Edit Care Plan

lJAnyone, Bob

NHI: TIM9999
Date of Birth: 27/08/1923
Gender / Age: Male / 91

Home | Help | Logout Resident Resident ADT Forms care Plan
Search Overvi

MDs Progress Physician
H Notes ‘ Orders

‘ qQis H CAPs. ” Outcomes

Edit Care Plan

Common Tasks

LICAPS

]

Resident Overview @ Retun | [ seve @ Retum ][l save |[1©) Cancel |[X_ Delete Care

1

Enter a New Progress
Note

Status Start Date

=]

Search for a Resident

My Recent Residents

Malkee the care Plan ‘Active.”

ld By

hard (Mr.) LTC System Clinician - 13/

To Do Dashboard Discontinued elete Focus

Information Recap ‘

Resolved Date |
Dashboard

Start Date

Focus

Status

13/02/2015
Add a New Resident 102/

Bed Occupancy 13/02/2015

Bed Swap 13/02/2015

Transfer Residents 13/02/2015

Change Working
Facility 13/02/2015
Incomplete MDS 13/02/2015
Assessments

ADT -

13/02/2015

Cultural Awareness- Discovered birth Mothers Details;

Hygiene and grooming- Diagnosis of Osteoarthritis;

Activities- Diagnosis of dementia - no longer i=engages in activities;

Behavioral symptoms- Verbally abusive; Verbal vocalisation; Resists care; Sodally inappropriate;
Cognitive loss- Impaired decision making; Short term memory loss;

Communication- Hearing problem; Problem understanding others;

CONTINENCE- Diagnosis of Degenerative Joint Disease; Medication side effects; Constipation;

Active
Active
Active
Active
Active

Active

Active

Assessments/Forms -
Care Plan B
Demographics

Names

Identifiers

Personal Details

Phone Numbers
Addresses

Photos

Contacts

Set the Care Plan Review Date.

G-

)[ @ htps://southeminterrai health.nz/Production/CarePlan/ CareP lanListMultiType.aspx

P-acx H & Momentum Healthware

2 New Tab

=]
i

@l

File Edit
- v [ @ v Pagev Safety~ Tools~ M| (]

View Favorites Tools

NHI: TIM9999

MOMENTU, View Care Plan List |JAnyone, Bob Date of Birtlu:_ 27/08/1923
HEALTHWARE Gender / Age: Male / 91

Home | Help | Logout Resident Resident ADT Forms care Plan MDS Progress Physician Qs CAPs Outcomes

Search Overview Notes Orders
Common Tasks \
Resident Overview Next Care Plan Review:
Enter a New Progress lcl‘ kl IC l 7

B ) 1. ‘Click’ on. “Care Plan’.

Add 53 Copy Show History
Search for a Resident
My Recent Care Plan Type Status I Start Date ] End Date
To Do Dashboard 55 fLong Term Care Active 13/02/2015
Information Recap
Dashboard

Add a New Resident
Bed Occupancy

Bed Swap

Transfer Residents

Change Working Facility

2. "Click’ on the “yellow folder’ for the
‘Care Plan” yow want to review.

Incomplete MDS
Assessments

Care Plan

View Care Plan List

Add a New Care Plan
Care Plan Summary View
Evaluate Qutcomes
Reports -

User preferences -

Add ‘Date’” and "Save’. The date must be put in manually.
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'~
C{)‘ & https://southem.interrai.health.nz/Production/CarePlan/ CarePlanListMultiType.aspx

0 - @ ¢ X[ & Momentum Healthware

% | @ NewTab

File
B-R-=

Edit View Favorites

Tools

M v Pagev Safetyw Took+ G (W]

MOMENTUM
1 rE

EALTHWA
Home | Help | Logout
Common Tasks

Resident Overview

Enter a New Progress
Note

search for a Resident
My Recent

View Care Plan List

lJAnyone, Bob

NHI: TIMS99S
Date of Birth: 27/08/1923
Gender / Age: Male / 91

Resident

Resident
Search Overview

Next Care Plan Review:
02/08/2015

| = |

2. "Click’ on ’Save’

Physician
v Orders

Qs H caPs ” Outcomes

H Analysis ‘

i Add Ca Copy Show

rrent

Care Plan T\h\

Status

Start Date

End Date

To Do Dashboard

Information Recap
Dashboard

Add a New Resident
Bed Occupancy

Bed Swap

Transfer Residents
Change Working Facility

Incomplete MDS
Assessments

Care Plan

View Care Plan List
Add a New Care Plan
Care Plan Summary View
Evaluate Outcomes
Reports

User preferences

[ Long Term Care

Active

13/02/2015

1.’Add the date’, using the

‘Calendar’.

The date displays on the ‘Resident Overview’ screen.

(S rT

it health.nz/Production/C

/CCROverview.aspx

£ - @ ¢ X[ & Momentum Healthware

% | @ NewTab

File Edit View Favorites

Tools

[ v [ @@ v Pagev Safety~v Tools+ | [§]

MOMENTUM
= rE

EALTHWA

Home | Help | Logout

Resident Overview

|JAnyone, Bob

NHI: TIM9999
Date of Birth: 27/08/1923
Gender / Age: Male / 91

Resident Resident ADT Forms Care Plan MDS Progress Physician Qls CAPs QOutcomes
Search verview Notes Orders
Common Tasks [~] Full Name | [Date of Birth {Gender | Record Status ]
. . Anyone, Bob (Mr.) 27/08/1923 91 Male Active

Resident Overview

LLikes to be called | [Primary L | Marital Status | Primary ID ]
E";tt:r a New Progress Bob Afrikaans Widowed TIM9999

. | Room |
Search for a Resident Jataitien
My Recent Resid. Diet |
To Do Dashboard
Information Recap [Primary Diagnoses ]
Dashboard A test s
. copn Additional Information

Add a New Resident §

Gout ) =] Confidentiality
Bed Occupancy Hypertension
Bed Swap Osteoporosis

[Advance ]
Transfer Ni
Change Working Providers ‘
Facility Viljoen, Shelley National interRAI LTC Trainer - Registered Nurse
Incomplete MDS i e ]

Another Contact - Family

i i i usin

Work Phone:
Names Home Phone: 03 309 1111
Identifiers I g’lub‘le Phtvne‘ I — |

omments:

Personal Details 02/07/2014 - iLTCf 9.1

;

Phone Numbers
Addresses

Photos

Contacts

Providers

Additional Information
Confidentiality

[E3]

Safety Concern

Next Care Plan Review

Falls risk

02/08/2015

Universal Precautions

[End of Life i
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Chapter 3
Creating a New Care Plan

Chapter Contents

¢ Creating a new Care Plan

e Stage 1- Adding a Focus and reviewing ‘CAPs’
e Stage 2 - Add Related Factors

e Stage 3 - Choose Expected Outcomes

e Stage 4 - Add Interventions

e Stage 5 - Schedule the Interventions

e Stage 6 - Making the Care Plan active

Chapter Learning Outcomes

The learner will understand how to create a new Care Plan, if there are no previous Care
Plans, and record it in the software.

Introduction

Remember if there is a previous Care Plan for the resident, you will not create a new Care
Plan, you will copy a previous Care Plan following the process described in the previous
chapter Copying a Previous Care Plan.

Once the Comprehensive Clinical Assessment is complete the next stage in the process is to
respond to the assessment findings (i.e. “CAPs” and “Outcome Scores’) by developing an
appropriate plan of care for the resident.

This chapter teaches you how to create a Care Plan in the software in six stages.

You must take account of the triggered “CAPs” and ‘Outcomes Scores’ in any Care Plan you
produce. In addition, if you believe issues exist but have not triggered ‘CAPs’, then you
should also include those in the Care Plan, i.e. incorporate ‘standard” care.

In addition to the CAP focused care detailed above you must also use your clinical judgment
and incorporate standard care into your Care Plan.
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Creating a New Care Plan (first ever Care Plan using
Momentum software)

Go to the ‘Resident Overview’ screen.

Resident Overview l
Resident Resident ADT Forms Care Plan MDS Progress Physician QIs CAPs Outcomes
Search Overview \ Notes Orders

“+ |Full Name | pate of Birth | [age | [cender

Rai, Terry Ray (Mr.) 24-08-1933 20 Male

Likes to be called ] Primary Language | [Marital Status

Terry English , p ,

|alerts and warnings 1. CLLCR ow Care Plan

- Food- Medication

Penicillin-rash bMttDV\:.

Peanuts-rash and nausea

Diet

Diabetic, low fat diet

Primary Diagnoses |
Gallstones
Macular De_g_eneration (self reported) | Additional Information

Remember if there is a previous Care Plan for the resident, click “Copy’, following the
process described in the Section Copying a Previous Care Plan on page 13.

View Care Plan List

‘ Resident H Resident H ADT H Forms ‘ Care Plan ‘ MDS ‘ Progress

Search Overview Motes
o

. 2. cli ! tton.

Next Care Plan Review; e o wkton

11-02-2015 /g/

0n Add [S3 Copy  Show History

Care Plan Type Status

To create a new Care Plan click on ‘Add” - you will only do this if it is the first ever Care Plan
for this Resident created using Momentum software.

The Care Plan is recorded in five stages:
1. Focus - Select the area of concern that needs to be addressed.

2. Related Factors - Add any issues that positively or negatively affect the area of
concern.

3. Expected Outcomes - Add the resident’s goal for this area.
4. Interventions - Add the type of actions that will be taken to achieve the goal.

5. Scheduling - Identify the “when, how, who, and what’ of the ‘Interventions’.
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Stage 1: Adding a Focus and Reviewing ‘CAPs’

You can review the ‘CAPs’ triggered by your assessment from the Care Plan screen.

. NHI: MAMO508
Edit Care Plan Rai, Terry Ray Date of Birth: 24-08-1933
Gender / Age: Male / 81
Resident Resident ADT Forms Care Plan MDS Progress Physician Qls CAPs Outcomes Analysis Edit Care
Searcl erview Notes Orders Plan
“! caps =]
& vt [ ]
[DRAFT: LTCF It versioma ] First | Reference Date 24-07-2014 12:00 AM
A Problem Area Trigger Information
L L Physical Activities Promotion Triggered (L1)

[ 3. Activities of Daily Living
G 6. Physical Restraints

& 7.Cognitive Loss

[ 8. Delirum

&% 9. Communication

% 10.Mood

[ 11 Behaviour

Gz 13. Activities

(& 15. Social Relationship

Ly lggells

[ 17.Pain

[ 18. Pressure Ulcer

[ 19. Cardiorespiratory Conditions

Prevent Decline (L1)

Monitor (L1)

1. “Click” on the orange ‘CAPS’
bar to view triggered ‘CAPS’.

Triggered (L1)

&% 20. Undernutrition

[ 21. Dehydration 2. To view WVI@ n /CAP’ has

&y 22. Feeding Tube

. 25 Arpoptate st triggered “click” on the yellow
L& 25. Tobacco and Alcohol Use
[ 26. Urinary Incontinence {OLdeK

High Level (L2)

Physician Visit (L1)

Facilitate Improvement (L3)

A ‘Focus’ is an area of care to be included in the Care Plan. You can choose a focus from the

‘Focus Library’ or create your own.

Review your “CAPs” and reviewed your ‘Assessment Summary’ for any other “Foci” that need

to be added before you make your Care Plan “Active’. Do not activate your Care Plan unless

you have added and activated all your “Foci’. Remember you cannot edit an ‘Active” Care

Plan.

Edit Care Plan

Resident Resident ADT Forms Care Plan MDS Progress
Search Owverview Motes
“! caps

’0 Return ]H} Save & Return ”H Save ”V%"I Cancel ”X Delete Care Plan

Status Start Date

Draft [

0P Add Mew Focus| 23 Copy Focus X Delete Focus
A

Start D;R Resolved Date

Mo records to display.

1. “Click’ on. “Add New Focus'.
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New Focus

Resident Resident
Search Overview
i Return || Save

ADT you ave finished.

4. Click on ‘Save” when

Progress

Notes Order

‘ Physici

Add the following custom Focus to the resident’'s care plan

| Create your own Focus here

‘\

OR

Select one or more desired Focus from the Focus it

=. Create Your own ‘Focus’ in the
fleld heve.

Activities
AR function

Behavioral sympto

Cardiac symptoms

2. “Tick the “‘Focus’ you want to
tnclude in the care Plan, from
this list or create your own
Focus'at Step 3.

Cognitive loss
Communication
Delirum

Dental care

End of life care

]DDDDD[DDDD[]

Stage 2: Add Related Factors

You can identify multiple ‘Related Factors’. These are problems, opportunities, medical

diagnoses, or symptoms that have created or affect the ‘Focus” and need to be considered

when managing the ‘Focus’. This can provide important information for staff to understand

the factors that may impact on the resident’s potential to improve or decline.

Edit Focus

b
Rai, Terry Ray L
| 4

Resident
Search

Resident
Overview

ADT “ Forms

Care Plan MDS Progress

Notes

Physician
Orders

QIs H CAPs “ Outcomes “ Analysis

Edit Focus

CAPs

[O Return ““Q} Save & Return HH Save H H

Focus:
Activities
Status:
Draft
Last Modified By:

+ Select Related Factors

Start Date: End Date:

[l

Last Modified Date:

Related Factor

if&(nrdstu display.

[Allan, Richard RN

|[22-08-2014

" Select Expected Qutcomes

‘ Start Date |

R

Expected Outcome

Mo records to display.

1.Click” o “Select

elated Factors’.

luation Date

+ Select Interventions

Start Date |

End Date ‘ Intervention

| Discipline |

Mo records to display.

You can choose from a library of ‘Select Related Factors” or create your own.

Note: The ‘CAPs” drop down is still available to assist you in developing your Care Plan.
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Select Related Factors

t Resident Resident ADT For Il rareaplan | MNG I o Physician Qls CAPs
Search Overview P . F o
e l 4. 'Click” on ‘Save &
—{ Return]|[¥3 Save & Retumn ,
=== bW-- Return’.
Show only selected

Show entire Library

oo Add Related Factor Not Found in Librirv

]

Related Factor

Impaired decision making
Short term memory loss
Problem understanding others
Long term memory loss

2. To create your own
related Factor, ‘Click” on
‘Add Related Factor

2. Tick the boxes for the
‘Relevant Related
Factors’ or create your
DWW,

I

Not Found in Library’.

Stage 3: Choose Expected Outcomes
An"Expected Outcome’ is the goal of care for the next 180 days. This needs to be

individualised and specific, measureable and achievable, realistic and timeframed (SMART).
You can choose ‘Expected Outcomes’ from the ‘Library’ or create your own.

Edit Focus

Rai

Resident
Overview

Resident
Search

‘ ADT H Forms

Care Plan

MDS Physician

Orders

Progress
Notes

QIs H CAPs H QOutcomes H Ana

‘| caps

IG Return ”“ﬂ} Save 8! Return ”H Save ” ||

Focus:
Activities
Status:
Draft
Last Modified By:

[~

Last Modi

Start Date: End Date:

fied Date:

[allen, Richard RN

|[22-08-2014

+ Select Related Factors

Activity invelvement requires staff initiation

Select Expected Outcomes
v B -~

Iy

‘ Start Date

Mo records to display.

1. “Click’ on “Select Expected

/ Select Interventions

Outcomes’.

Start Date |

End Date Intervention

7

Mo records to display.
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If using an ‘Expected Outcome’ from the library, you can individualise this by replacing
‘Resident” with your resident’s name and modifying the wording of the ‘Expected Outcome’

as needed.
Select Expected Outcomes 2. Hover mouse over Line l/,f ‘Rﬂi, Tern
You wish to read the full text
R;esiadrﬁﬂt gvezlrr;l’;ags‘ ADT “ Forms Care Plan MDS Prr?gtr:sss , , Analysis
of ‘Expected Outcome’.
= ) Retun *{) Save & Return . , ,
m!m—J—] ‘Click” on the text if You wish
Show only selected Filtef by Category: | Al =1 to @d[xt
Show entire Library :

oH Add Expected Outcome N?éound in Library

Expec%ﬂe | Category

ill have purposeful interactions and sensery stimulation initiated by staff to suppert current | Activities

Resident will participate in acitivities of choice that support or enhance cognitive, physical and psychesocial fu Activities

2. ‘Tick’ the check box for the
‘Expected Outcome’ that
best describes the vesident’s
goals of care.

4 “Click” on
‘Save & Return’.

Only one ‘Expected Outcome’ should be selected for each ‘Focus’.
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Creating Your Own Outcome

Resident Resident ADT Forms Care Plan MDS Progres
Search Overview Motes
() Return ] H} Save & Return ]
Focus: Activities
[”] Show only selected Filter by Category: | Al [=|
[ Show entire Library
— 1. “Click’ on. “Add
|
oA Add Expected Qutcome Mot Found in Library Expected Outcome Not
A Found in Library’.
[l Resident will have purposeful interactions and sensory stimulation initiated by staff to suppo
[ Resident will participate in acitivities of choice that support or enhance cognitive, physical ar
Select Expected Outcomes
‘ Resident ‘ Resident ADT H Forms Care Plan ‘ MDS H Progress Physii
Search Overview Notes Orde
’0 Return Hﬁb ASave & Return ]
Focus: Activitips 2. ‘Click” tn the box and
[ Show only selefted Filter by Category: | All type in an ‘Expected
[ Show entire Library Outcome’.

oA Add Expected |Outcome Mot Found in Library

0 Expected Outcome
[ Resident will have purposeful igkéractions and sensory stimulation initiated by staff to support current level
purp ry Y PP
[ Resident will participate in z€itivities of choice that support or enhance cognitive, physical and psychosoci:
p P PR g Py Py
Create cutcome h'.=.-r'.=.-x

=. “Click’ on “Save &
Return’.

Note: No category is required for Outcomes.
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Setting an ‘End Date’ and classification for an ‘Expected Outcome’

You may wish to add an ‘End Date” and a classification e.g. short term goal, medium, or,
long term goal to your ‘Expected Outcome’.

Edit Focus Rai, Terry Ray Date of Birth
Gender / Age
ut Resident Resident ADT Forms Care Plan MDS Progress Physician QlIs CAPs Outcomes Ana
Search Overview Notes Orders
= caps
Q Retumn | | | |
Focus:
ADL function |
Status: Start Date: End Date:
Discontinued 10-08-2014 24-08-2014 Vi . 7 Related Factor
Last Modified By: Last Modified Date: 1. Cl]Ck on tl/le
Allen, Richard RN 24-08-2014 ’ ’
allen, I Expected Outcome’. .
‘ El =
B | ate | Expected Outcome | Evaluation Date |
|y 4%10-08-2014 Resident will participate in performing ADL's at the fullest capacity possible for next 90 days. 24-08-2014 10:09 PM 1. Achie
Select
| | Start Date | End Date Intervention ‘ Discipline |
L DRESSING ASSISTANCE
L TOILETING

Step 1. Go back onto the folder, click on folder. Select ‘End Date” for six monthly review

using the date picker on calendar.

2. ‘Click” on the
‘Calendar’ icon next to
‘End Date’ and choose o
relevant date.

Start Date End Date
10-08-2014 10-09-2014
_'s at the fullest capacity possible for Classifi « «  September2014  » » |
- Pleas s M TW T F s||7

¥}/ 3101 2 3 4 5 6
37T 8 910 11 12 13
38 14 15 16 17 18 19 20
39 21 22 23 24 35 26 27
40 28 29 30 1 2 3 4
41 5 6 7 8 9 10 11

BEvaluation Status

1. Achieved
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z. (Optional) Select o
‘Classification” for the

, , Start Date End Date
Expected Outcome’,

From the drop down 10-08-2014 10-09-2014 [
£t wen ) Classification:
“-- Please select an item -- v
B -- Please select an item --
1. Leng term goal
Evaluation Status 2. Medium term goal 4. 'Click’ on “Save &
3. Short term goal Return” button to retum
to the care Plan wain
SCregn.

Note: The start date does not change.

Stage 4: Add Interventions

‘Interventions’” describe the types of care required.

An ‘Intervention” is a name of an area of care where staff would look to find the specific care
instructions. You will add the specific care instructions later. You can use an ‘Intervention’
from the library or create your own.

Edit Focus If

Resident Resident ADT Forms Care Plan MDS Progress Physician QIs CAPs Outcomes Al
Search Overview Notes Orders
‘| cAps
IO Return ] I‘i} Save & Return ”H Save ] | ‘ | |
Focus:
— / Select Related Factors
Activities
Status: Start Date: End Date:
Draft = Activity involvement requires staff initiation
Last Modified By: Last Modified Date:
|Allen, Richard RN |[22-08-2014
+ Select Expected Outcomes
| Start Date | Expected Qutcome ‘
g | 22-08-2014 Terry will have purposeful interactions and sensory stimulation initiated by staff to support current level of functioning for next 9.,

\/ Select Interventions

| | Sﬁbat\ | End Date ‘ Intervention |

Mo records to display.

1. ‘Click’ on “Select
Interventions’.

We recommend that you create your own ‘Interventions’.
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Choosing an ‘Intervention” from the ‘Library’
There is a “Library” of “Interventions’ available for you to use in the Care Plan. If there are no

‘Interventions’ available to view, you are able to view all the interventions in the database by
selecting ‘Show entire Library’.

Select Interventions

Resident Resident ADT Forms Care Plan MDS Progress Physician Qls
Search Overview H ‘ ‘ ‘ Notes Orders H
- [0 Return ”"h Save & Return ]
Focus: Activities
Show only selected Filter by Category: | All [~
| Show entire Library - Filter by Discipline: | Al |+
oA Add Intervention Mot meHw\
g mtervemio 1. “Click” on the check box for
|:| Adapt environment to meet resident neg 1ShOW entire Libraryl~
0o Analgesics before activities causing pain TrEatrments
[ Anticipate and encourage commuication of needs Psychosocial
=l Be supportive of resident's own fear and suffering Psychosecial
D Consistent environment / routine Psychosocial
]| Consult Occupational Therapy Censults
] Consult Physical Therapy Consults
=l Consult Psychiatry Consults
O Consult Social Work Consults
= Consult Spiritual Care Consults
] Define ADL needs ADL
0o Educate and support family members Teaching
[ Educate family Teaching
0o Educate staff regarding specific communication aids to use Treatments

You can ‘Filter’ the list by ‘Category’ to only display those most relevant to the “‘Focus” you
are working in.

Select Interventions

‘ Reskdent ‘ Seaiemy | 0T H Forms ‘ Gare Plan ‘ Hes H 1 'Filter by Category’ from
A’G Return ”"E} Save & Return ] the O{YOP dowwn List.
Focus: Activities
Show only selected Filter by Category: “t'.\ll =
¥| Show entire Library Filter by Discipline: | Assessment
Consults
A Add Intervention Not Found in Library Diagnostic
Intervention Medications Catego
Monitoring r

Adapt environment to meet resident need
Personal care

Rehabilitation
Anticipate and encourage commuication | Treatments

Analgesics before activities causing pain

Be supportive of resident's own fear and 5| All

1o oooo
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O Retun ”i) Save & Return ]:

Focus: Cognitive loss

=. ‘Click” on ‘Save &
Return” button.

_ Show only selected Filter by Category: IA" - |
V' Show entire Library Filter by Discipline: Al v |
&P Add Intervention Not Found in Library
1
2. “Click” on check box beside the Category
‘Intervention’ you wish to use. bation Psychosocial
- Quiet time Psychosocial
O ecord relevant information daily Monitoring
O Restraint Safety
O Review safety precautions Safety
] Shaving Personal care
0 Showering Personal care
A Thickened fluids - Grade Nutrition
[ Toilet on toilet chair Continence
] Toileting on commode Continence
O Two person transfer Mobility
O Two to four hourly toileting Personal care
(] Use of hearing aids Personal care
™ Use of lifting belt Mobility
[ Use of slippery sam Mobility
H Use of spectacles Personal care
= Mobil
] vital signs Treatments
™ Wash Personal care
COGNITIVE MANAGEMENT | -
caPs =
@ Retumn ||y Save & Retumn ||l Save I
F::;:;tive loss ¥/ Select Related Factors |
Status: Start Date: End Date: Related Factor
Draft [} my custom related factor
Last Modified By: Last Modified Date:
[Allen, Richard (Mr.) LTC System Clinician _|[13/02/2015
+ Select Expected Outcomes |
I Start Date ‘ Expected Outcome l Evaluation Date | Evaluation Status £
& 13/02/2015 a custom outcome
+ Select Interventions |
| I Start Date | End Date Intervention | Discipline l Schedule
& 7] COGNITIVE MANAGEMENT \ =
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Adding your own Intervention

Adding your own ‘Interventions” allows you to personalise your Care Plan and develop
your own style for using the Care Plan. We recommended that you use short label-like
names for your ‘Interventions’. This makes your Care Plan easy to read.

If you have interventions that you want to add or edit follow these steps.

Select Interventions

Care Plan
Search Overview

‘ Resident ‘ Resident

ADT H Forms ‘

‘ MDS " Progress " Physician " QIs H CAPs H
friey o

‘[0 Return H“ﬂ} Save & Return ] 1. /CliCk’ own /Add
Focus: Activities Intervention Not Found in

Show only selected i - : ,
ly Filter by Category: | Al Libra ry.
Show entire Library Filter by Disciph
oA Add Intervention Mot Found in Library
Intervention | Category
Encourage and praise all efforts at independence Psychosocial
Encourage participation in activities of choice Psychosocial
Select Interventions Rai, T
‘ Resident Resident ADT H Forms Care Plan MDS ‘ Progress Physician QIs H CAPs “ Outcomes H Analysi
Search Overview Notes Orders

‘[G Return H‘i} Save & Return ]

Focus: Activities M
Show only selected Filter by Category: | Al -

. : e 4. ‘Click” on ‘Save &
Show entire Library Filter by Discipline: | all |
7
l{:—‘ Add Intervention Not Found in Library Return .
Interventicn | Categery | Discipline
Encourage and praise all efforts at independence Psychosecial
Encourage participation in activities of choice Psychosecial
| \ -
2. “Click’ tn the box 2. Type in Your own
on the empty Line. ‘Intervention” in CAPITALS.

If you type in your ‘Intervention” in CAPITALS, it will stand out when printed.

| CAPs

[@ Retum [y save & Retum |[Id Save || [ |
Focus:

+ Select Related Factors
Activities

Status: Start Date: End Date: Related Factor
Draft &l

Last Modified By: Last Modified Date:
|Allen, Richard RN |[22-08-2014

Activity involvement requires staff initiation

v/ Select Expected Qutcomes

| Start Date | Expected Outcome |
G | 22-08-2014

Evaluation Date

Terry will have purposeful interactions and sensory stimulation initiated by staff to support current level of functioning for next8...

v/ Select Interventions

| ‘ Start Date ‘ End Date Intervention ‘ Discipline
=3 Create your own intervention
== Encourage an e all efforts at independence s . 7
5. Your ‘Intervention’ is
=3 Encourage participation in activities 0

now recoroed. I

The date on your Care Plan doesn’t change, but the date on the intervention saves does.
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Stage 5: Schedule the Interventions
‘Scheduling’ the “Intervention” involves identifying:

e when the care will take place,
e how often,

¢ who is responsible,

e whatis to be done.

. NHI: MAMO508
Rai, Terry Ray Date of Birth: 24-08-1933
Gender / Age: Male / 80

Edit Focus

Resident
Searcl

Resident
Overview

Care Plan MDS

Edit Focus

ADT Forms Progress Physician
Notes Orders

Qs ‘| CAPs |

Outcomes H Analysis

‘| CAPs

[© Retumn |[#5 seve & Retum [l Save || | ]

Focus: ‘
+ Select Related Factors

Activities

Status: Start Date: End Date: Related Factor
Draft =]

Last Modified By: Last Modified Date:

[allen, Richard RN |[22-08-2014

o Select Expected Outcomes 1. ICliCk, ow t]/l@ :I
‘ Start Date ‘ Expected Outcome lcalendar, l:COI/\/ O-‘[ Evaluation Status

G 22-08-2014 Terry will have purposeful interactions and sensory stimulation initiated by staff to support current level of fu , . ,
the ‘Intervention’.
+ Select Interventions

‘ | Start Date ‘ End Date Intervention ]

Activity involvement requires staff initiation

Discipline Schedule

(=1 Create your own intervention
G Encourage and praise all efforts at independence

& Encourage participation in activities of choice

Ensure your Care Plan is evaluated before the “End Dates’ or else you will not be able to copy
it.

Scheduling Screen

¥ al EPS 4 / . ;
Sehedule Detaile 2. Cl1c/k onthe Calendar/1con - Your start
Date will populate automatieally. -
| Rsacind"ejr‘n \ mﬂ:ﬂieﬂn; ADT || Forms ” Care Plan MDS “ Fms IT_ , , ,
(The “Time" will come up as the time you are
4O Retun ||¥3 Save BRetum ||l Save . )
Focus: Cognitive loss 6VLt6YLV\/@) . =
B ST Do PI/Lt the lEnd Date, heve or enter 180 da MS n
Schedule Details |
schedule Note under ‘Duration” as one will auto populate.
Start Date/Time 13/02/2015 01:19 PM [ Duration I 181 Day(s) I P ‘P
End Date/Time | 13/08/2015 12:00 AM B @ Frequency | -- Please select an item == J=)
Reoccurrence Schedule
T
thly\
Menthly
Yearly
@/ One Time
| Disciplines Responsible (=]
Show only selected
& A.dﬂ Discipline Not Found in Library 3 C’/lOOS@ t’/l@
p , Non-Library
Activity Coordinator Reoccurrence Schedule
Administration / N4
e or Frequency e.g. ‘Daily”.
All staff
Carer
Clinical Nurse Manager
1 =

Note: Make sure you choose a ‘Reoccurrence Schedule’.
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Schedule Details

Muppet, Bert

Date of Birth: 04/03/1926
Gender [ Age: Male / 88

Resident
Overview

(} Return |"ﬁ Save & Return ||l Save

Focus: Cognitive loss
Intervention: COGNITIVE MANAGEMENT

t Resident
Search

ADT u Forms | Care Plan | MDS | Pruugbrg& “ I'I‘;rsiclln I

D

QlIs | CAPs urm:mnesl

An; Int ti
=D \ S

Schedule Details

iSchedule Note

IStart Date/Time 13/02/2015 01:19 PM [EH © Duration 181
End Date/Time 13/08/2015 12:00 AM @ &

Reoccurrence Schedule

Day(s)

Frequency -- Please select an item -- |~ |

© Daily
) Weekly
) Monthly

© Every [1 Day(s)

: Every Weekday
) Yearly

4. Select the ‘Disciplines
Responsible” for the
‘Intervention’.

~) One Time.

L] Disciplines Responsible

Show only selected

¢ Add Discipline Not Found in Library

Discipline

|

Mon-Library

vl nrol irse/Nurse Assistant
| Il care staff
Activity Coordinator
] Administration
] All staff

1 Carer

Schedule Details

Muppet, Bert

Date of Birth: 04/04/1926
Gender / Age: Male / 88

Resident

t Resident
Search Overview

& Retumn |"ﬁ Save & Return ||l Save

Focus: Cognitive loss
Intervention: COGNITIVE MANAGEMENT

ADT u Forms | Care Plan | MDS | Pm& “ I'lowsiclan I

I

Qls | CAPs umtmmesl

Analysis Intervention
‘ Schedule

Schedule Details
\Schedule Note

IStart Date/Time 13/02/2015 01:19 PM Duration 181
13/08/2015 12:00 AM |E

Reoccurrence Schedule

Day(s)

End Date/Time (0] Frequency -- Please select an item -- |~ |

@ Daily
| Weekly

: y(s)
) Monthly

@ Every 1

Every Weekday
) Yearly

2) One Time:

Disciplines Responsible

jow only selected

G ] Discipline Not Found in Library

5. Select the “End
Date’ for the ‘Focus’.

Discipline

MNon-Library

Activity Cooni
] Administration
All staff

] Carer

&. ‘Tick” on ‘Show only
selected’ and this will reduce
‘Disciplines’ on Yyour screen to
only those you have chosen.
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Comments Section - Instructions for Caregivers

You can individualise the Care Plan to meet the care needs of your resident. You enter the

care instruction detail for the caregivers/nurses in the ‘Comments’ box for each
‘Intervention’ in each ‘Focus’.

Schedule Details Muppet, Bert Date of Birth: 04/04/1

Gender / Age: Male / 8

i Resident Resident ADT Forms Care Plan
Search Overview

=] &) Retumn ”‘Q‘; Save 8 Ru

Focus: Cognitive loss
Intervention: COGNITIVE MpsLaccucuT

2. “Click” o “‘Save & Return’.

l Outcomes | Analysis

Schedule Details 1. TYpe instructions for
Schedule Note , IC 7
Start Date/Time 13/02/2015 01: Staﬁ tn omments bO)(

End Date/Time  13/08/2015 122 |1gyge. &m - |~

Reoccurrence Schedule 7

@ Daily

Weeky | o
Every 1 Day(s)

Monthly

Every Weekday

Yearly

One Time

Disciplines Responsible
 Show only selected

o Add Discipline Not Found in Library /

v ‘ / Discipline

N

¥ Enrolled Nurse/Nurse Assistan/

¥ All care staff

Comments r
All care stal

1. Re-prient to time , place and persoi

2. Encourage participation in activites

3. one on one conversation where appropriate
4. ate

Note: Enter your care instructions in a list by pressing enter on the keyboard after each

instruction. This puts each instruction on a new line. You can also number these.

Stage 6: Making the Care Plan ‘Active’

In order to activate the Care Plan you need to ensure each ‘Focus’ is active.

You also need to refer to adding a new ‘Focus” if the “CAPs” and outcomes have changed.

Select the “Focus’ you wish to activate, review the information and, when you are ready to

4

activate, select ‘Active’ from the list options for status and click “Save and Return’.

Edit Focus Mup
Resident Resident ADT Forms Care Plan MDS Pro&;e:s Physician QIs CAPs
Search Overview N Orders
-4 caps
&) Return ||{'} Save & Return |@ Save “ |
Focus:

o v Select Related Factors
Cognitive loss

Status: ___ Start Date: End Date:
[braft e my custom related factor

Active 3 ified Date: y . ’ s . 7
Draft ¥2/2015 1."Click” on “Active

Discontinued

Errored Out —‘[/:DV 6ﬂcf/l IFOCUS, l//l/\/

Start Date Expected Qutcome
' | Your Care Plan.
¥ 13/02/2015 a custom outcome

v" Select Interventions

Start Date End Date Intervention |
3 13/02/2015 13/08/2015 COGNITIVE MANAGEMENT All care sta
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Repeat the steps above for each ‘Focus’ to make them ‘Active’. At this stage you
can also add new “Foci” as per page 27 of this Workbook.

Once all “Foci” in your Care Plan are "Active’ you can activate the whole Care Plan.

L

| aseéindr&nt gﬁrﬂfe"& ADT H Forms H Care Plan MDS H Pmr::s— H ngsician QIs | CA
4 caps

Q Return ]l'ﬁ Save & Return |IH Save I["ﬂ Cancel ||)( Delete Care Plan I

Status Start Date End Date

praft \ -

Active \ ] .,

Draft 2. Select "Active’ from the  f—o

i i elete Focus ,
Discontinued options for ‘Status’. - -
Start Date | jued Date |

& =."Click’on ‘Save &

k¥ Return’.

=3 ptoms

6= Bowel Management

= Cardiac symptoms

6= Cognitive loss- my custom related factor;

Your Care Plan is now ‘Active’” with the same date as your “Foci’.

View Care Plan List

Muppet, Bert Da
Gel
Resident Resident ADT Fo Care PI, MDS P ici 1: CAPs Out
‘ esiden O\feruleew H rms ‘ re Plan H rms H Playscan Qls | H comes ‘

Next Care Plan Review:

P Add U3 Copy Show History

| Care Plan Type Status [r——lg T DatE
& Long Term Care

Active l 13/02/2015 '
| Select

Enter a six monthly review date, using the date icon.
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Chapter 4
Evaluating a Care Plan

Chapter Contents

e FEvaluate a Care Plan
e Delete a Care Plan ‘Focus’
e Discontinue a Care Plan ‘Focus’ while the Care Plan is ‘Active’

Chapter Learning Outcomes

The learner will know how to modify previous Care Plans, to discontinue a Care Plan
‘Focus’ and to delete a Care Plan ‘Focus’.

Introduction

After you have completed a Care Plan and implemented the care and support required to
provide quality outcomes for your resident; you will need to evaluate if the care and issues
identified in your Care Plan remain relevant and appropriate. Regular evaluations are
scheduled at least six-monthly or if the resident has a change in their health status.

The software allows you to complete and update regular evaluations for your active Care
Plan.

Ensure you are evaluating your previous Care Plan not the current one you are working on.

Evaluate a Care Plan

If the Care Plan is not working for your resident, from time to time the Registered Nurse
will need to evaluate the Care Plan. This may be due to a change in the person’s health
status (improved or deteriorated), or following the six-monthly scheduled review of the
resident’s care needs.

During the evaluation you will check whether:
o ’‘Expected Outcomes’ have been achieved,
e whether the ‘Interventions’ are all still relevant,

e whether the ‘Focus’ list is still correct.
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Evaluating a Care Plan for a Resident

View Care Plan List

Rai, Terry Ray

NHL mAmuaul
Date of Birth: 24-08-1
Gender / Age: Male / 8

Resident Resident ADT Forms. Care Plan Progress. Physician QlIs CAPs. Outcomes Analysis
Search erview Notes Orders
Next Care Plan Review:
11-02-2015
o Add 53 Copy  Show Histery
| Care Plan Type Status Start Date End Date
(5 gy ong Term Care Active -2014
"Click” on “C
1. LUCK on "Lare
Plan” tab
‘Click’
2.°Click” on the yellow
o ‘Care Plan’
older tor the “Care Plan
.
You want to review.
‘Edit Care Plan’ :
On the ‘Edit Care Plan’ screen:
NHI: MAMO508 LR R
i Rai, Terry Ray Date of Birth: 24-08-1933
ERgCaElila ! Gender / Age: Male / 81
t Resident Resident ADT Forms Care Plan MDS Progress Physician Qls CAPs Outcomes Analysis Edit Care
Search erview Notes Orders Plan Cover
Page ~
“ cAPs m'
[ Retum |[# SeveaRetum |[Id Seve |(#) Cancel |[X_ErrorOut |
Status Start Date End Date Authored By
Active Ad] 10-08-2014 [Milne, Margaret (Miss) Nurse - 10-08-2014 |
s 2 s X
Start Date Resolved Date | Focus Status
[ 10-08-2014 ADL function- Ambulation assistance required: Toileting assistance required; Personal hygiene assistance required: Active
e 10-08-2014 Cogpnitive loss- Diagnosis of Dementia; Active
G 10-08-2014 Cultural and Spiritualality- Terry states he is Lonely: Devout Catholic beliefs; Hass been withdrawn from familay and church: Active
% ’10-03-2014 Falls moderate to high risk- Acute confusion; History of falls; Wandering; Active
"Click’
=. "Click” the yellow folder
/ F ’
or the "FOCUS” You want to
review.
NHI: MAMO508
i Rai, Terry Ray Date of Birth: 24-08-1933
Edit Focus ' Gender / Age: Male / 81
Resident Resident ADT Forms Care Plan MDS Progress Physician QIs CAPs Outcomes Analysis Edit Focus
Search Overview Notes Orders
“ caps =
Q) Return | [ Save & Return [&re ]
Focus:  Associated Progress Notes
ADL function
Status: Start Date: End Date:
Active |+ | 10-08-2014 Related Factor
Last Modified By: Last Modified Date: Ambulation sssistsnce required
Milne, Margaret (Miss) Nurse |[10-08-2014
Personal hygiene assistance required
Toileting assistance required

TOILETING

‘ Start Date. | Expected Outcome | Evaluation Date ‘ Evaluation Status
(3 g0 Resident will participate in performing ADL's at the fullest capacity possible for next 90 days.
“Click’ £ |
. D T ee— +."ClcK’ on yellow folder \ P I
DRESSING ASSTSTRMYeE—_| / a
- for ‘Expected Outcome’. E
e
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Expected Qutcome Evaluations

. NHI: MAMO508
Rai, Terry Ray Date of Birth: 24-08-1933
Gender / Age: Male / 81
Resident Resident ADT Forms care Plan MDS Progress Physician QIs CAPs Qutcomes Analysis Expected
Search erview Notes Orders Outcome

Evaluations

2/Q Retum | [y Save & Retum | [l Save |
Focus: ADL function

Start Date End Date

5. 'Click” on “Add’. This will enter
the current date and time of Your

l 24-08-2014 1009 PM ' eva LMHtLO .

Expected Outcome: Resident will participate in performing ADL's at the fullest capacity possible for ni

d
A Add 6 Eror Out

NHI:
Expected Outcome Evaluations

N H MAMO508
Rai, Terry Ray Date of Birth: 24-08-19
Gender / Age: Male / 81

t Resident Resident ADT Forms Care Plan MDS Progress Physician QIs CAPs Outcomes Analysis Expected

Search Overview Notes Orders Outcome

Evaluations
“1 Retumn ||y Save &Retumn || Save
Focus: ADL function

Start Date End Date

10-08-2014
Expected Outcome: Resident will participate in performing ADL's at the fullest capacity possible for next 90 days. Classification:
-- Please select an item --
o Add b Error Out
Evaluation Date ‘ Evaluation Status Com
24-08-2014 E I‘ -
1. Achieved

2. Partally achiey;
3. Mot achieved

&. ‘Click” in the box wnder “Evaluation Status’
andl select one from the drop down List.

Expected Outcome Evaluations

Rai, Terry Ray Date of Birth: 24-08-1933
Gender / Age: Male / 81
E Resident Resident ADT Forms care Plan MDS Progress Physician QIs CAPs Outcomes Analysis Expected
Search Overview Notes Orders Outcome
Evaluations
2@ Retumn |43 save & Retum | [l Save |
Focus: ADL function
Start Date End Date
p— 10-08-2014 =
Momentum Healthware a —
Expected Outdome: cl

-- Please select an item —- -
i Add ab Emor C,“t Comment Title

Comments
24-08-2014 10:09 P| Comment Text

add an evaluation| comment here il

7. ‘Click” on the ‘Comments’ box and add
an ‘Evaluation comment’ then click
‘Save’.

Added By

24-08-2014 10:23 PM

2. ‘Click’ on “Save & Return’.
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Edit Focus

. NHI: MAMO0508
Rai, Terry Ray Date of Birth: 24-08-1933
Gender / Age: Male / 81
Resident Resident ADT Forms Care Plan MDS Progress Physician Qls CAPs Outcomes Analysis Edit Focus
Search Overview Notes Orders
A| CAPs =
O Retum | [@5ave & Retun | [ sove |[ =0~ |
Focus: Associated Progress Notes
ADL function
Status:

== 9. Expected Outcome’ now shows with an

Last Modified By:

e e ‘Evaluation Date’ and an ‘Evaluation Status’.

Related Factor

| Start Date ‘ Expected Outcome ‘ Evaluation Date | Evaluation Stetus
Gz 10-08-2014 Resident will participate in performing ADL's t the fullest capacity possible for next 90 days. \ 24-08-2014 10:09 PM 1. Achieved

| ‘ Start Date ‘ End Date Intervention | Discipline | Schedule
[ DRESSING ASSISTANCE
] TOILETING

Deleting a Care Plan ‘Focus’
A “Focus’ can only be deleted whilst the Care Plan is in ‘Draft” form.

Edit Care Plan

- NHI: MAMO508
Rai, Terry Ray Date of Birth: 24-08-193
Gender / Age: Male / 81
Resident Resident ADT Forms Care Plan MDS Progress Physician Qls CAPs Outcomes Analysis Edit Care
Search Overview Notes Orders Plan
‘| CAPs
[© Retum 75 Save aRetum I [ Save | [1#) Cancel |[3X_Delete CarePlan |
Status Start Date End Date
Draft |~

Authored By
1. To delete, “Click” on the “‘Focus’ Line to
L] ew Focus 53 Copy Focus X Delete Focus, , , ,
T P | highlight then click on the ‘Delete

Activities- Activity involvement requires staff i

i

Status
Focus’ button. |

2. click on ‘Save & Return.’

Note: To remove a ‘Focus’ you can either change the status to discontinued or delete it, while
the Care Plan is in ‘Draft’.

Discontinuing a Care Plan ‘Focus’ while the Care Plan is ‘Active’

View Care Plan List

. H MAMO508
Rai, Terry Ray Date of Birth: 24-08-1933
Gender / Age: Male / 81
Resident Resident ADT Forms Care Plan MDS Progress Physician Qrls CAPs ‘Outcomes Analysis
Search Overview Notes Orders
Next Care Plan Review:
11-02-2015 )]
P Add 43 Copy  Show History
Care Plan Type Status | Start Date ‘ End Date
L5 ggong Term Care Active 10-08-2014

1. Select your ‘Active Care Plan’.
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B~ ~ [ @= = Pagev Safety~ Tools~

| Search H Overview || H ” “ ” Notes “ Orders H - || H ” ‘ Plan
il CAPs
@ Retum |y Sove & Retum |[ld Sove ][ Cancel |[X_ErrorOut |
Status Start Date End Date Authored By
Active |~ 10-08-2014 Milne, Margaret (Miss) Nurse - 10-08-2014
s L3 Copy s X
Start Date Resolved Date | Focus ‘ Status
L& 10-08-2014 24-08-2014 Cognitive loss- Diagnosis of Dementia; Discontinued
Lz 10082014 ADL function- Ambulation essistance required; Toileting assistance required; Personal hygiene assistance required; Active
L& 10-08-2014 Cultural and Spiritualality- Terry states he is Lonely; Devout Catholic beliefs; Hass been withdrawn from familay and church; Active
Gz 10082014 oderate to high risk- Acute confusion; History of falls; Wandering; Active
. . ‘ s .
2. Highlight the ‘Focus’ you wish to
. .
discontinue.
NHI: MAMO508
i Rai, Terry Ray Date of Birth: 24-08-1933
\ E s ! Gender / Age: Male / 81
out [ Resident | Resident ADT F [ /Cl' k’ /S & 4 Edit F
=3k | e =9 4. “Click’ on “Save & Return’. o
= caps
@ Retum SETI R
Focus: * Associated Progress Notes
ADL function |
Status: Start Date: End Date:
[ctive [5 10-08-2004 S~ R i
fid Date: =. Select ‘Discontinue’ from the drop
Draft 14
Discontinued ‘; dowwn List
Ermored Out
| Start Date ‘ Expected Outcome ‘ Evaluation Date ‘ Evalustion Status
g | 10-08-2014 Resident will participate in performing ADL's at the fullest capacity possible for next 90 days. 24-08-2014 10:09 PM 1. Achieved
| ‘ Start Date | End Date Intervention ‘ Discipline ‘ Schedule
v = DRESSING ASSISTANCE
| TOILETING

e —
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Chapter Contents

¢ Printing a Care Plan

Chapter Learning Outcomes

Chapter 5
Printing a Care Plan

The learner will know how to print off the current Care Plan or an historic Care Plan from

the software.

Introduction

Once your Care Plan is complete and made active, you will want to print it to add to your
resident file. This chapter teaches you how to print a Care Plan from the software. You

must have a printer connected to the computer you are printing from.

Printing a Care Plan
Only “Active’ Care Plans can be printed.

View Care Plan List

NHI: 2z
Care Plan, Example  Date of Birth: 10
Gender / Age: Fe

t

Resident Resident ADT orms Care Plan MDS Progress Physician Qr CAP: Outcom:
Search Overview Not: Ord
Next Care Plan Review:
27-08-2014 B
i Add 53 Copy  Show History
Care Plan Type | sm& | Start Date | End Date

&  Long Term Care

02-07-2014

1. “Click” on the “Care Plan’ tab to
view the current Care Plan.

e —
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HEALTHWARE

MOMENTUM) Edit Care Plan

Home | Help | Leogout Resident Resident ADT Forms Care Plan MDS Progr
Search Overview Mote

Common Tasks + | CAPs

ADT v [o Return Hﬁh Save & Return ”H Save “"ﬁ Cancel H}( Error Out

Assessments/Forms T Status Start Date

Care Plan Active |v [ 02-07-2014

View Care Plan List

Add a Mew Care Plan )
=3 Lopy Froous }'( Jelete
Care Plan Summary View
Evaluate Outcomes | Start Date Resolved Date ‘
Selected Care Plan Report [  02-07-2014 02-07-2014 Cardiac symptoms- Risk for hypoxia;
Demographics \ [z 02-07-2014 Behavioral symptoms- Physically abusive;
History And Physical -
MDS -
Progress Motes < 2. Under the Care Plan menu options on
Physician Orders - the left of Your screen, ‘Click” on
SELTIE i ‘Selected Care Plan Report’.
User preferences v

You can also print the most current active Care Plan from the reports menu on the left of
your screen.

MOMENTUM View Care Plan List

HEALTHWARE

Home | Help | Logout

Resident Resident

Search Overview
Common Tasks -
Care Plan ~ Next Care Plan Review:
Reports 27-08-2014
Face Sheet oA Add 53 Copy  Show History
Transfer Referral Report

Care Pla

Current Client Summary Report

Long Term Care
[InterRAI Suite Trend e J

Current Care Plan Report

User preferences - ~ 3. “Click’ “Current Care
Plan Report’ from Left side

EWIA.
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Care Plan report example:

Care Plan Report

Resident:  Care Plan, Example Care Plan Print Date: 16-09-2014 04:37 PM
Unit/Room: North Wing\108 - A Status: Active

Care Plan Start Date: 02/07/2014

Care Plan End Date:

wals Start Date:  02/07/2014 End Date: 02/07/2014

ICardiac symptoms

Related Factors:

* Risk for hypoxia

Outcomes ]Start Date: IEvaIuatiﬂn Date (Status):

Resident will have cardiac symptoms managed by nursing and medical interventions to promote the highest practible level of 02/07/2014
functioning for the next 90 days.

Interventions IStart Date: | End Date:

an intervention - Every Weekday, AM (Dietician) 02/07/2014 29/07/2014

Last Modified / Approved By: Downesassessor, test Care Manager

ocus Start Date: 02/07/2014 End Date:

Behavioral symptoms

Related Factors:
= Physically abusive

Outcomes |Start Date: IEvaIuation Date (Status):
[Resident will be free of behavioral symptoms that interfere with the safety and welfare of the resident or others for the next 90 02/07/2014 15/07/2014 (3. Not achieved)
days.

Interventions IStart Date: |End Date:
Consult Psychiatry - Every Week on Monday and Tuesday, AM (HCA) 02/07/2014 24/07/2014

some notes here too

L ast Modified / Approved By: Downesassessor, test Care Manager

Resident: Care Plan, Example

Page 1 of 1
NHLE: ZZZ7001

You can also print a historic Care Plan.

View Care Plan List

Resident
Overview

QL

Search

Next Care Plan Review:
27-08-2014 H

Notes

it Resident
Orders

‘ ADT H Forms ‘ Care Plan ‘ MDS ‘

Progress ‘

Physician ‘

Add 53 Co Show Histol
T ] =2 Lopy Lo W

‘ Care Plan Type Status ‘

Long Term Care MActive 02-07-20
= 9

1. From the ‘Care Plan” tab,
‘Click” on the ‘Show History’
button to view old discontinued
care Plans.
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View Care Plan List

Resident Resident ADT Forms Care Plan MDS Progress Physician QIs CAPs Outcom
Search Owerview Notes rders
Next Care Plan Review:
27-08-2014 =]
oa Add 23 Copy  Show Current
Care Plan Type Status Start Date
&%  Long Term Care Active 02-07-2014
Home Care Discontinued 02-07-2014
2. AlL ‘Discontinued’ care
Plans will be displayed.
Wl EPS W,
=. ‘Click” on the folder for the
.
cave Plan You want to print.
- NHI:
MOMENTUM Edit Care Plan [Care Plan, Example Date of Bir

nnnnnnnnnn Gender / A

Home | Help | Logout Resident Resident ADT ” Forms Care Plan MDS Progress. Physician QIs H CAPs. | Outcomes Edit Care
earch erview Notes Orders Plan
Commn ko Gt @]
ADT . Status Authored By .
Assessments/Forms _ Discontinued 4. The Care Plan will
Start Date End Date .

Eehon 02-07-2014 02-07-2014 Comments & Contingency Plan [ Interycnsinatiet b@ dLSPLa @0{
View Care Plan List 8
Add a New Care Plan Presenting Situation

Care Plan Summary View
Evaluate Outcomes

Selected Care Plan Report

02-07-2014
Lorem ipsum dolor sit amet, consectetur adipisicing elit, sed do eiusmod tempor incididunt ut labore et dolore magna aliqua. Ut enim ad minim veniam, quis nostrud exercitstion ullamco Isboris nisi ut aliq
consequat. Duis aute irure dolor in reprehenderit in voluptate velit esse cillum dolore eu fugiat nulla pariatur. Excepteur sint occaecat cupidatat non proident, sunt in culpa qui officia deserunt mollit anim

Demographics
History And Physical
MDS

Progress Notes

Physician Orders

o Select ExpecN(:ome

Reports

User

‘ Rank Start Date ‘ Expected Outcome Evaluation Date

IR |

Eval

=3 7-2014 Client will mobilize safely 31-07-2014 12:00 AM

partially achei

v Select Disciplines

‘ ‘ Start Date ‘ End Date Provider and Schedule Monthly Hours

Physician - Starting July 2, 2014, Ev... | 000 hrs,

00 mins

5. ‘Click” on “Selected
Care Plan Report’ from
the Cave Plan menit on the
left of Your screen.

Please note:

The content of this document is subject to change. Regular upgrades to the National
interRAI Software System will result in changes and enhancements to the Software.

To ensure you have the latest version please check the interRAI website.

http://www.interRAIco.nz If you have any questions regarding the content of this
document, please contact the project on 0800 10 80 44 or email interRAI@dhbss.health.nz.
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