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SECTION 1 - OVERVIEW

1.1 - Document Purpose

This document provides the latest information on changes made to the 407.7 release of the e-Care IV application.
The intended audience is all end users of the product.

1.2 - Background

MED e-Care provides a full platform with an integrated Electronic Health Record (EHR) system, in French and
English, for complete management of the Resident Care Lifecycle. From single-home independents to large chains,
our healthcare software links an organization’s clinical, medication, financial and business processes to manage
and use information for progressive improvements. Increased operational effectiveness, funding opportunities,
staff productivity, quality of resident care, and reduced risk to business are accomplished with MED e-care’s
software.

1.3 — Documentation

Product documentation is available in the Med e-Care e-Care IV User manuals. To view MED e-Care product
documentation in PDF format, log into the application and navigate to the Help section. Manuals are printable
from that location.
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SECTION 2 — What’s New in this Release

2.1 e-ADT

2.1.1 FEATURE: Selectable Diagnoses from Search

LOCATION: e-ADT > Admission Document > Client Health Status Tab> Diagnoses

ENHANCEMENT: Adding diagnoses through ADT or Care Plan is now faster and easier. When searching for

diagnoses, the user is now able to select multiple options by checking the relevant check boxes.

Select the required diagnoses and then click on the Summary option to view all selected items at once. Click Add

to save the items to the record.

Add Diagnosis

Filter adjusted for Age & Genderﬂ Diagnosis Code Description Search  Cancel
Select Code Description Age
M219 Acquired deformity of limb, unspecified 0-130
D559 Anaemia due to enzyme disorder, unspecified 0-130
M199 Arthrosis, unspecified 0-130

Show: 10[ ]| Showing 1-30f 3 4=

Select ICD List Type ) an Diagnoses List _ICD10 CA Full List ®)Sector Specific List _CCRS Check List Summary Add |

1

b4

Gender

All

All

All

of 1 =

2.1.2 FEATURE: Enhanced Diagnoses Search

LOCATION: e-ADT > Admission Document > Client Health Status Tab> Diagnoses

ENHANCEMENT: Searching for a diagnosis by code or description will now return search results by typing in at

least a portion of the diagnosis.

Release Notes 407.7
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Add Diagnosis X
Select ICD List Type ()l Diagnoses List_ICD10 GA Full ListSector Specific List ®/CGRS Check List Summary Add
Filter all ﬂ Diagnosis Code Description Search Cancel
Select Code Description Age Gender
CCRS-
O Diabetic Retinopathy 0-130 All
I1Tmm
| CCRS-1m  Hip Fracture 0-130 Al

2.1.3 FEATURE: Veterans Affairs Number option

LOCATION: e-ADT > Admission Document > Client Identification Tab > Personal Identifiers

NEW: A new option to enter the resident’s Veterans Affairs Number has been added to the Admission Document.
The option is available in the Personal Identifiers section.

Health Card Information
UNKnown : |70 - Asked, unknown [v]
Province Issuing Health Card Mumber : *  —Select— [~]
Health Card Number : *
Personal ldentifiers
SN, MAR Number Unigue Lifetime Veterans Affairs
Identifier Number

2.1.4 FEATURE: New IAR Consent Type Column Display
LOCATION: e-ADT > IAR Consent Management

NEW: A new column has been added to show Consent Type. This column can be sorted by clicking on the header
of the column to see all residents that have consent granted, denied or have not had consent data entered.

Use the Advanced Search option to further filter any search requirements.
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eReports  Settings

My Account

Home eAssessments e-Plan eMNotes eMAR eFfinancials POC  Wound Tracker

Information Past  Admission/Discharge Internal Transfer/Bed Swap  History | IAR Consent Management |

IAR Consent Management

'f1\' Select Submission Type: RAI-CCRS [+]

iﬂ Operational Statistics

. Search Client

Full Name

¥ Advanced Search

Hame Chart Number | Consent Type = |Effective Date HCH Reg. Number Admission Date
Grant P013-12-26 120 2004-03-03
Grant P014-01-15 139 2004-05-31
Grant P013-12-16 104 2005-05-18
Grant P014-01-09 704 2013-04-01
Deny P013-11-26 10 2004-02-18
Deny P013-11-15 Mo et e, 642 2013-11-11

2.1.5 FEATURE: Client Note Free Text

LOCATION: e-ADT > Admission Document > Client Information tab

NEW: The Client Note text area has been added to provide the user with a customizable option that allows for the

addition of optional demographic information.

Personal Identifiers

Identifier
47508

SN MAR Number Unique Lifetime

Client Note

Release Notes 407.7
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2.1.6 FEATURE: Phone Number Format Mask

LOCATION: Settings > Facility > Options > Phone Number Format

NEW: A phone number format mask has been implemented that is used for validating phone number fields. The
phone number mask is used for validating phone numbers in e-ADT client information and contact information,

Employee setup and Facility contact information.

Navigate to the settings to select from the options.

Phone Number Format
Enter System Phone Number Options

Set System Phone Number Format
KRN MR- v

Enter Optional Format

Set Optional Phone Number format

Save

The default format is xxx-xxx-xxxx (416-987-3454) but the user can select other options from the drop down list.
If no predefined format meets facility needs, the user can select User-defined Format from the dropdown list and
then type in preferred format in the Set Optional Phone Number format textbox.

The No Mask option is also available for users who do not need a mask.
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2.2 e-Assessments

2.2.1 FEATURE: CCRS Data Quality Tool
LOCATION: e-Assessments > Assessment Tools > CCRS Assessment > Assessment Scores > DQ Audit

NEW: This functionality has been added to the CCRS Assessment screen to show Data Quality issues found in the
current assessment according to the CIHI data quality audit specifications. Any DQ items that would have been
rejected by CIHI will be displayed in red so that coding can be modified prior to submission.

When in any CCRS Assessment, navigate to this section on the right hand side and click on ‘DQ Audit’ which is
found directly underneath the Assessment Scores section.

Quarterly Review 3 (2011-12-09) Save &Exit | Delete [Eccatild
Form Sections
— DQ Audit Assessment Scores |
DQ item Value Description
Height (K2a) 143.00 Resident's height must be between 120 cm (4 ft) and 210 cm (7 ft). Special CAP_S )
values 1 and 248 are excluded. Clinical Indicators
Total number of minutes that the resident received speech therapy during the
Speech.tierapy (F1bah) s last 7 days (P1baB should be less than 840 minutes). Outcomes
Resident's weight must be between 35.0 kg (77.0 Ib) and 180.0 kg (396.0 Ib). Quality Indicators
Weight (K2b) 999.90 Special values 0.1 and 999.9 are excluded. The decimal is implied and not RAPs
submitted. RUGs
CIHI User Manual

2.2.2 FEATURE: IAR Consent Management Report

LOCATION: e-Reports > ADT > Group > IAR Consent Management

NEW: This report was created to provide a way for the facility to see a breakdown of consent results. The report

will show in list format, all applicable results: Given Consent, Declined Consent and No Consent Obtained.

IAR consent management
Active Clients Only Sector(s): All Sectors
Unit(s): All Units Program(s): All Programs
Admission Type(s): All Admissions Sort Data by: Name

Client Accommodation Location in report (Unit, Room, Bed) - at the Time of Admission ~ Consent(s): All Consents
Total Admissions: 160

Unit Program Client Name Chart Number Bed Admission  Admission  Consent 1AR Module IAR consent
Date Status Date management
Unit 1
LTC
SMITH, Angeline 2013007 315-A 2013-02-01  Admission No Consent Obtained
SMITH, Audrey AC20110323 234-A 2011-03-23  Admission No Consent Obtained
SMITH, Cameron 2013005 34-A 2013-01-22  Admission No Consent Obtained
SMITH, Dorothy (Dot DB20111130 103-8 2011-11-30  Admission No Consent Obtained
SMITH, Edward EP20110802 319-A 2011-08-02  Admission No Consent Obtained
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2.2.3 FEATURE: Ability to Select Assessment options for viewing
LOCATION: Settings > e-Assessments > Options

NEW: This new setting provides Facility Administrators with the ability to hide unwanted assessment tools for the
e-Assessments module. This way, when viewing the e-Assessment module, only relevant options will be displayed.

Enable Health Sector(s) and Submission
Submission[+/]
CCRS W] NRSK/| Alberta CCIS| CHAW] OMHRSWV]

2.2.4 FEATURE: Q6 Submission Functionality
LOCATION: Settings > e-Assessments > Options

NEW: An option now exists that provides a Facility Administrators with the ability to enable a Q6 submission.

Q6 Submission
Enable Q6 Submission[v/]

2.2.5 FEATURE: New Assessment Filter options
LOCATION: Settings > e-Assessments > Options

NEW: The default filter option for Assessments has been implemented.
Use the Assessment Default Filter option for Bulletin, Vital Signs and Custom Assessments.

Use the Submittable Assessments Default Filter option for CCRS, NRS, Alberta CCIS, OMHRS and CHA. If you leave
these fields blank the default will continue to be Overdue.

Assessments Default Filter

Assessments Default Filter All for All Clients ﬂ
Submittable Assessments Default Filter All for All Clients ﬂ

For example, the Assessment Default Filter selects the default view for the Assessment Tools - Bulletin view. Select
an option from the filter drop down list to modify viewing.
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Home e ADT ePlan eNotes eMAR eFinancials POC Wound Tracker eReports Setfings My Account Admin

|m|‘ Submission  Assessment Calculator

‘ Bulletin | VialSigns  CCRS  NRS  AbertaCCIS  OMHRS  CHA  Custom Assessments

Bulletin

‘_d Operational Statistics v
Open an existing assessment or start a scheduled one
i\ Filter % Find Existing Assessments

rfor A ents Name

v Advanced Search

Refine search:
Name Chart No. Tool Type Assessment Date (ARD) State Due Date Adm. Date
SMITH, LLOYD 1002 Vital Signs Vital Signs - W H.B 2010-08-11 Completed 2010-08-18 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs - Heart Rate 2010-08-17 Completed 2010-08-24 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs 20100817 Completed 20100824 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs - Heart Rale 2010-08-24 Completed 2010-08-31 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs 2010-08-24 Completed 20100831 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs - Heart Rale 2010-08-31 Completed 2010-09-07 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs 2010-08-31 Completed 20100007 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs - WH.B 2010-09-01 Completed 2010-09-08 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs 2010-08-01 Completed 2010-09-08 2004-05-31
SMITH, LLOYD 1002 Vital Signs Vital Signs - Heart Rate 2010-09-07 Completed 2010-09-14 2004-05-31
[*]BJ{ol[P|[RI[s]

Chart Number

Dis. Date

HCN

-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown
-70: Asked, unknown

-70: Asked, unknown

Birth Date
1980-01-01
1980-01-01
1980-01-01
1980-01-01
1980-01-01
1980-01-01
1980-01-01
1980-01-01
1980-01-01

1980-01-01

Show 10 [v] 4% Page 1 0f 7133 (71329 records) =

2.2.6 FEATURE: Information Collected in POC populates to CCRS

LOCATION: Settings > e-Assessments > Assessment Tool Options > CCRS > POC: Enable POC to Assessments

NEW: Navigate to this setting and select Yes to enable and also select the number of look back days required.

Open an Assessment Exclusively

Yes| v |

POC: Enable POC to Assessments

Yes

POC: POC To Assessment data look back days

7]

If this new setting is turned on, it will push data entered in the POC module to the CCRS Assessment. This applies
to sections G1(a-j)A, G2A, G1(a-j)B, P3a-P3k of the CCRS Assessment.

From the resident’s assessment, select the Suggested Value link that is displayed.

Initial (2012-03-30)

Section G: Physical Functioning And Structural Problems

Glaf Self-Pesformance Bed Mobility 0: Independent

@ E| [Eucl o JRAF] Suggested Value - 2
GlaB Support Provided Bed Mobility 1: Set-Up Help Onl
() 2] e |Suggested Value : 2 |
Glba Self-Performance Transfer 2: Limited Assistance

Suggested Value - 2

Release Notes 407.7
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This will show the details from POC.

GlaB Support Provided Bed Mobility 1: Set-Up Help Only
S IZJ Feu] Suggested Value - 2

Support Provided Bed Mobility data collected for thig resident in POC. Highest value recored @ 2

2012.03-25 2012-03-26 2012-03-27 2012-03-28 20120329 2012-03-30
I 2 (NiA) 2 (NIA) 2 (N/&) 2 (NiA) 2 (NI 2 (M)
E TS 1 (NIA) 1 (NIA) 1 (NIA) 2 (i) 1 (i) 1 (NiA)
N 2 (NIA) 2 (NiA) 2 (MiA)

2.2.7 FEATURE: ARD Column title change

LOCATION: e-Assessments > Assessment Tools

NEW: The ARD column on the assessment search table has been renamed Assessment Date (ARD). This change

promotes clarity as what date that column represents.

Name Chart No. Tool Type Assessment Date (ARD) || State Due Date

SMITH, EVA (JOYCE) EC20061214 CCRS Discharge No Return 2007-06-15 Completed  2007-06-15
SMITH, KENNETH KW20060622 CCRS Discharge No Return 2007-06-30 Completed  2007-06-30
SMITH, RICHARD RS20070417 CCRS Discharge No Return 2007-07-02 Completed ~ 2007-07-02
SMITH, OLEDINE 0G20060324 CCRS Discharge No Retum 2007-07-15 Completed ~ 2007-07-15

Adm. Date

2006-12-14

2006-06-22

2007-04-17

2006-03-24

Dis. Date

2007-06-15

2007-06-30

2007-07-02

2007-07-15

HCN Birth Date
-70: Asked, unknown  1980-01-01
-70: Asked, unknown  1980-01-01
-70: Asked, unknown  1980-01-01

-70: Asked, unknown  1980-01-01

2.2.8 FEATURE: Link to Last edited Assessment

LOCATION: e-Assessments > Assessment Tools

NEW: If the user was working on an assessment but had to navigate away from the screen, upon returning to the
Assessments module, the Last Assessment Worked section will be displayed. This allows re-access to that

assessment without having to search for the resident again. Click on the Open Assessment Form option to open

the assessment.

Release Notes 407.7
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L'“‘Z Last Assessment Worked for SMITH, PAT (ALICE) - Vital Signs -

Name SMITH, PAT (ALICE)
Chart Number : AZ20090129
Room: 347
Unit:  Unit 4
Reference Date  2011-10-10

Open Assessment Form

2.2.9 FEATURE: Rejection File Parser Integration
LOCATION: e-Assessments > Submission > Submission History > Manage (per file)

NEW: A Rejection File Parser has been integrated into the application to automatically flag files as per status:
Accepted/Rejected.

The new Upload Rejection File button allows the user to browse for a save the rejection file after having
downloaded it from CIHI.

Home eADT QEEMUEI LM ePlan  eNotes eMAR eTAR eFinancials POC  Wound Tracker eReports  Setfings My Account  Admin

Assessment Tools. ‘ Submission ‘ Assessment Calculator

Submission  Submission History  IAR Submission  IAR History

Currently auditing file: CCR2011025443106

o Mark submission records as either Accepted or Rejected by clicking on the 'Status’ field

i\ Filter & Search Client
Al Chart Number Client Name

Submission Identifier

Once the file is saved successfully, files will be automatically marked according to their received status:

Accepted/Rejected.

Chart Number Client Name Asmt Type Reference Date Qperation Type Identifier Status

MA20081017 SMITH, MURRAY Donald Quarterly 2014-07-08 54431200810170000262 Accepted
MK20084105 SMITH, MARIJA Quarterly 2014-08-10 54431200011040000362
ML20102211 SMITH, Maria Quarterly 2014-08-25 54431201011220000477
MS20081126 SMITH, MARION Quarterly 2014-08-10 54431200811250000300
MS20100128 SMITH, MARIA Quarterly 20140817 54431201001280000381
FH20101015 SMITH, FRANCIS FRANK Quarterly 20140747 54431201010150000468
GK20001124 SMITH, GERTRUDE Quarterly 2014-08-14 54431200011240000365
HW20091130  SMITH, HELEN Quarery 20110825 54431200011300000362

12| Page
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2.2.10 FEATURE: IAR Submission Queue Notification
LOCATION: e-Assessments > Assessment Tools > CCRS Assessment

NEW: Once an assessment is signed, the system will now display a message notifying the user that the file has

been added to the queue for submission. The message will read “Assessment has been sent to the IAR Submission
Queue”.

Home e-ADT QCECITLULETICE ePlan  e-Notes eMAR eTAR eFinancials POC  Wound Tracker e-Reports  Seftings My Account  Admin

\ Assessment Tools [ Submission Assessment Calculator
= |

Bulletin Vital Signs CCRS NRS Alberta CCIS OMHRS CHA Custom Assessments

Next Scheduled: Annual
Suggested Due Date: 9/1/2014 12:00:00 AM

| Assessment has been sent to IAR Submission Queue |

Back To Assessment Back to Hot List

13 |Page
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2.3 e-Plan

2.3.1 FEATURE: Tests Enhancement

LOCATION: e-Plan > Care Plan Resident Profile > Medical Tab > Tests

ENHANCEMENT: The X-Ray section of the medical tab has been renamed to Tests. This section includes a drop
down menu for the selection of the test type (X-ray, Hepatitis, HIV, Malaria, MRSA, PH for Urine, Ultrasound and

VRE), a calendar option to note the date of the test, and a free text box to clarify the given results.

& Profile
Care Plan Nursing Nutrition Activity

Immunization

TB Tests
Name Date Results
sy req sent for repeat lumbo-sacral and lower thoracic study to be done Monday - ¢
8 —Select— 20130201 (%]
® sy Lumbo-sacral x-rays done to rule out fracture - Moderate degenerative changes
2013-01-30 7]
b &

The user can customize the items for this list from the Lookup Settings. This is located in Settings > e-Plan >

Lookups > Tests

Release Notes 407.7
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Lookups

Lookup: Tests

Save
Save
Save
Save
Save
Save
Save
Save

Save

[v]
Value

H-ray
Hepatitis
HIV
Malaria
MRSA
PH for Urine
Ultrasound

VRE

2.3.2. FEATURE: Etiology, Outcome and Intervention History display

LOCATION: e-Plan > Care Plan > Resident Profile > History for Etiology, Outcome and Intervention

NEW: Care Plan history records any action preformed on Etiology, Outcome, Intervention (EIO). It records actions
such as add, edit, delete and also by user and time. This is to be accessed via the history icon as highlighted below.
The gray history icon indicates that the history is empty and blue icon indicates that history records exist.

Activities

o Etiology(s) @o Qutcome(s)
b 4

Hildegard will continue with 1:1 interventions and friendly

Hildegard is a good lady attends approx 1/3 of planned
unstructured activities. Hildegard watches T.V.in fort of visits.
own her reom and is involved in 1:1 interventione#®and friendly
® visits Hildegard is sometimes involved with structured activities @ ®
like Entertainment but not on a regular basis. Hildegard enjoys
the comfort of her room. There has been no significant
changes in activiies for this Annual Rap. Activities remain
current at this time. Updated Sept/09/2013

Add Custom Efiology

Hildegard will continue 1o persue own leisure persuits

Intervention(s)

L i [3 interventions]

Involved in activities 1/3 to 2/3 of time*; Frequency = x; Time =
X

Awake most of the time in the afternoon®; Frequency = x; Time
=X

Provide consistency with staffing, ensuring that those that

have developed a rapport with the Hildegard are assigned to
them. ; Frequency = x; Time=x

Add Custom Intervention

Click on the blue history icon in order to view all modifications relating to that care plan item.

Release Notes 407.7

15|Page




£

Hildegard is a goed lady attends approx 1/3 of planned and
unstructured activities.Hildegard watches T.V. in the comfort of own
her room and is invelved in 1:1 interventions and friendly visits
Hildegard iz sometimes invelved with structured activities like

] Entertainment but not on a regular basis. Hildegard enjoys the
comfort of her room. There has been no gsignificant changes in
activities for thiz Annual Rap. Activities remain current at this time.
Updated Septi03/2013
by athema SMITH

2014-06-10

03:58 PM

Hildegard a good lady attends approx 1/3 of planned and
unstructured activities.Hildegard watches T.V. in the comfort of own
her room and iz invelved in 1:1 interventions and friendly visits
Hildegard iz sometimes invelved with structured activities like

3 Entertainment but not on a regular baszis. Hildegard enjoys the
comfort of her room. There has been no gignificant changes in
activities for this Annual Rap. Activities remain current at this time.
Updated Septi09/2013
by athema SMITH

2014-06-10
03:54 PM

2.3.3 FEATURE: Enhanced Immunization Table

LOCATION: e-Plan > Care Plan > Medical tab > Immunization

ENHANCEMENT: The Immunization section of the Medical tab has been enhanced and is now more user-friendly.

The Consent options are Consent Obtained and Refused to Give Consent.

Care Plan Medical  Nursing Nutrition  Activity

Immunization
Name Consent Date Consent Date Given
H —Select-  [=] ! —-Select— E2 ol

Consent Obtained
Refused to Give Consent

Lot Number

2.3.4 FEATURE: Collapsible Control for Archived Care Plans

LOCATION: e-Plan > Care Plan > Resident Care Plan

ENHANCEMENT: Archived Care Plans now reside in a collapsible menu thus allowing the user to choose when to

view them.

Release Notes 407.7
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Care Plan - SMITH, Mary

a Profile

Chart Number

Name :

Gender :
Birth Date :

Admission Date :

SMITH, Mary
MC20120323

Female

1980-01-01 { 34 Years }
2012-03-23

Effective Date Next Review Date Last Accessed Status Actions

2014-05-21 2013-12-25 2014-05-21 Cument  Open | Copy | Print | Kardex

Archived + |

Admission Status - Admitted
Care Plan Status ©  Active
Unit: Unit 4
Room - 351-A
Care Plan - SMITH, Mary
& Profile
Name : SMITH, Mary Effective Date  NextReview Date  Last Accessed  Status Actions
Chart Mumber . MC20120323
2014-05-21 2013-12-25 2014-05-21  Cument Open | Copy | Print | Kardex
Gender . Female
Birth Date : 1980-01-01 { 34 Years } Archived =
Admission Date © 2012-03-23 Effective Date Next Review Date Last Accessed Status Actions
Admission Status - Admitted 2013-09-26 2013-12-25 2014-05-21  Archived Open | Copy | Print | Kardex | Delete
Care Plan Status : Active
Unit : Unit 4
Room : 351-A

2.3.5 FEATURE: Enhanced Physical Examination Field

LOCATION: e-Plan > Care Plan > Medical tab > Physical Examination

ENHANCEMENT: The Findings field in the Physical Examination section is now non-mandatory. The user now has
the flexibility to enter the exam date and opt out of a Findings note if findings were not previously provided.

Physical Examination

|

Last Physical Exam Date 0140515

E Findings

Broken skin on both ams Keep areas dean and dry
Plan of Care

2.3.6 FEATURE: New Bath Type List for Bath Scheduling

LOCATION: e-Plan > Care Plan > Nursing tab > Type of Bath

NEW: Bath types are now selectable options for a resident’s bath schedule.

Release Notes 407.7
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Bath Scheduling

Type of Bath Schedule Time of Day Intervention
sy nday
[¥IMonday AM

Gertie prefers a bed bath in the moming before 10am.
Cues day

Bed Bath [¥wednesday AM

Chrhurs day

[YIFriday P

DSaturday

< >
Once saved, these details are also available on the Nursing section of the Care Plan report.
|NURSING
Bath Zchedule Detalis:
Monday[AM ) Wadnesday(AM) FridayiPM), Bed Bath, Intervention Detalls: Gertie prefers a bed bath In the moming before 10am.
18| Page
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2.4 e-Notes

2.4.1 FEATURE: Vital Signs Value displayed on the Incident Note Summary

LOCATION: e-Notes > Incident Notes > Summary

ENHANCEMENT: If vital signs measurements have been documented in the incident note, the values of measured
vital signs will be viewed in the incident note summary screen.

Home e-ADT e-Assessments

AddModify Batch

Chart Nea. 2 1021
Room Na.: 111-A
Unit: Unit 3

e-Plan e-Notes e-MAR

Library Maintenance

Incident: 1-1 Activities
Incident Health Care Provider

MName: SMITH, EERNICE

Admission Date: 2004-01-08

Next of Kin / Contacts

MED E-CARE

e-Financials POC Wound Tracker  e-Reports Settings My Account Adm

Optional Incident Info ~ Vital Signs ~ Summary

02) REPORTS TEST SITE
T10 KINGSTON ROAD
TORONTO, ON M1N2A1
416-686-3592
416-696-3831

Incident Note:

The Current Status

On Sunday, 2013-10-06 at 15:15 hrs | the following was noted: 1-1 Activities.

= 1:1 Visit- 15 minutes. Discussed Thanksgiving Traditions.

= Objective:
> Subjective:
Vitals Recorded:
Date Time Test Type Recorded Values
2014-04-21 11:43 Vital Signs - Temperature Temperature Fahrenheit (F): 204.8, Temperature Celsius (C): 96.0, Location: Ora

2.4.2 FEATURE: Enhanced Notes Filter

LOCATION: e-Notes > Client Notes > Filter

ENHANCEMENT: Three new filters options were added to Client/Resident Notes filter thereby making it easier to
track progress. These include: Last 24 Hours, Week and Month.

Release Notes 407.7
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[

é Client Profile

Mame :

Chart Number :
Gender:

Age:

Room No:
Admission Date

Admission Status

_l Filter

Include

® Al Notes
Incident Note
) Mon Incident Note

By Type

'@ All Dates
) Last 24 Hours
Week
Month
') Latest 50 Notes
'Q Since Last Admission
e
O From (]

By Date

Mrz. BERNICE SMITH
1021

Female

34 Years { 1980-01-01 }
111-A

Unit 3

2004-01-08

Admitted

B aerts +

—~
12¢) Allergies : =

MKA: states environmental - grass
‘ Diagnosis : =

Anxiety Disorder

Cataracts

Depression

Dermatitis/Eczema- seborrheic keratosis

Fracture, Other- #Lt elbow 2003, #Lt wrist (date N/A)
Hip Fracture- Rt. Hip Jan 2003, Lt. Hip Feb. 2004
Hypothyroidism- Etroxin

Osteoperosis- Actonel once weekly

Othier Musculoskeletsl Disorders- upper lumbar
scoliosis -with DDD has metal plate with 4 screws left
proximal femur.

Other Sensory Disorders- eyes- Entropin both eyes
lashes hitting posterior vitreous detachment.

Ekin Disesase- seborrheic keratosis

- [0 Group follow-up notes with the associated incident note

Show ® Al Staff Notes () My Notes Only

[ maR Notes [ Strike Notes

El

To

Description

1-1 Activities 1:1 Visit- 15 minutes. Discussed Thanksgiving Traditions.

Resident threw call bell beside her unto floor. | gave it back to her. "Wh
Agitated Behaviour
calendar temorrow to rule out UTL

Res. upper denture could not be taken out. Attempied twice with no effe

Group Reading Chicken soup for the Soul - 25 minutes - 5 residents

Bemice continues to refuse a suppository in the moming. No bowel mo

mominn when acked she deniss havinon a3 howel ent gince . chd

2.4.3 FEATURE: Quick Link to Full Incident Report

LOCATION: e-Notes > Incident Note > Summary Tab

ENHANCEMENT: A quick link to the Full Incident Note Report has been added to the Incident Note Summary tab.
This link complements the existing location of the report from the e-Reports module. Previously only a link to the

Summary Report was available. The user can now view the report directly from the summary screen without

navigating away from e-Notes.

Release Notes 407.7
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Home e-ADT e-Assessments e-Plan e-MAR e-Financials POC Wound Tracker

eReports  Settings  MyAccount  Admin

AddModify  Batch  Library Maintenance

Incident: Cognitive Loss

Hame: 16th II, dec
Chart No. :: 2013076
Room No:

Unit: PINE 3rd Floor

Admission Date: 2013-12-16 B T = CEE

Incident  Health Care Provider  Next of Kin / Contacts ~ Optional Incident Info  Vital Signs

02) REGRESSION TEST SITE (=) Full Incident Report
Py =t | ;

A -
R
-

0On Thursday, 2014-01-09 at 13:17 hrs |, the following was noted: Cognitive Loss.
Incident Note:
» testing
The Current Status
= Objective
* Subjective
Cause of Incident
= tyyly
Etiology(s)
= wtyu
We Expect:
=ty uy
Vitals Recorded:

Date Time Test Type Recorded Values

2014-01-08 16:00 Vital Signs Height (ftin): 180, Blood Pressure: 56723, Location: 1, Condition: 2, Measurement Mote: issue

2.4.4 FEATURE: Progress Note Templates

LOCATION: Settings > e-Notes > Template

NEW: Users are now able to create note templates in settings. Common templates can include SOAP or DARP
templates among others. Once a template is added to the settings, creating a resident note will be displayed in

the format of the template.

Template

Enter Template Item :

Delete
® SUBJECTIVE
® OBJECTIVE \
® ASSESSMEN> Template Example
/‘f’
® PLAN €&

Template

Release Notes 407.7
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2.4.5 FEATURE: Enhanced Search for e-Notes

LOCATION: e-Notes > Add/Modify

ENHANCEMENT: The search client screen has been modified and will now allow the user to easily switch between

the Client Search and Client Notes accordions. Only one section can be viewed at a time. However, click on the

accordion to open and/or close it.

Home e-ADT e-Assessments e-Plan @CC.LC e-MAR  e-Financials POC  Wound Tracker e-Reports  Seftings My Account  Admin
J Add/Modify ‘ Batch  Library Maintenance
Client Search ‘.\
. Clickto Clickto /
. Open/Close Open/Close
Client Notes / P P
Below is an example of what Client Search looks like when opened.
Client Search
4_1 Filter & Search Clients
Adnitted Name | Chart Number
Unit Name Room Number
=
First Name Last Name Chart Number Admission Date Status Unit Name Room No.
HILDEGARD SMITH 204 200402118 Admitted Unit2 204-A
STELLA SMITH 14 2004-03-03 Admitted Unit2 H4A
Kathleen SMITH 2013041 2013-09-04 Admitted Unit2 4R

Below is an example of what Client Notes looks like when opened.

Client Notes

& Client Profile
Sl Filter

Cregted Date Time

I 201310121539

v [ Group follow-up notes with the associated incident note

Event Date Time Definition ~ Description Notes
Aftended Church

20131012 14:30 Church - 45 minutes - 13
Activity Senvices

v

Create Non-Incident Note Create Incident Note

Annual Ax has been completed as follows: Rtis a 92 yr old female at High Nutrtional Risk d4 abnormel l2b values, mutiple medical compiications inclucing DM. The i arder at the fime of Ax s as follows:

Regular diet, pureed texture, double portion of meat and honey thick fluids. Rt is tolerating current diet ok, no concerns noted. Rt requires extensive assistance with meals. Rtis a slow eater and often falls asleep

during meal. Allow additional tme to consume mels, verbaly prompt and if unsuccessfu, ry puttng food on the utensi and handing f f her, then, I unsuceessful feed resident Rt uses a siopy cup, pureed piate,

Vitals ~ Signature  Actions

SMITH,
No
Sanra

Release Notes 407.7
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2.4.6 FEATURE: New Blood Creatinine Column

LOCATION: e-Notes > Batch > Batch Vital > Step 2

NEW: In Step 2 of performing a Batch Vital entry, a new field labelled Blood Creatinine (mcmol/L) has been added.

Home e-ADT e-Assessments e-Plan

e-MAR  e-Financials

POC  Wound Tracker e-Reports Settings

My Account

AddModify Batch Library Maintenance

Batch Note | Batch Vital | Batch Immunization Batch TB Tests

Step 1 Step 3

Test Type: Blood Creatinine

Date 20140107 [ Note:
Time:  15:02
me © Spell Check
Signature;
Blood Creatinine Blood Creatinine Creatinine Clearance
Chart Number  Name (mgldL) P L (mLimin) Date Time Notes
0 0 0 = (O]
0 0 0 = (O]
23| Page
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2.5 e-MAR

2.5.1 FEATURE: Medication Profile View for Discharged residents
LOCATION: e-MAR > MAR/TAR > Orders > Medication Profile

NEW: Users are now able to search for and view the Medication Profile for discharged residents.

2.5.2 FEATURE: On Hand Medication Quantity Display
LOCATION: e-MAR > MAR/TAR > MED Pass Status > MAR Administration screen

NEW: An On Hand quantity will now be displayed on the MAR Administration screen. This amount is derived from
summing up the individual on hand quantities for all orders in the medication chain. Clicking on the display will
open up a summary of the order chain in table format.

Trazodone Hel
1 TAB (Film-coated Tablet) (100mg)

Wht Convex"100/|'novo’ (EQUIY TO Desyrel)
1 TABLET BY MOUTH AT BEDTIME (ALSO HAS 25MG IN THE MORNING )

Start from 2013-10-12 2100 (No End Date Scheduled)

ON HAND: 21 (Click to see details)
Admin History

| Manage Order |

2.5.3 FEATURE: Controlled Drugs Setting for Double Signatures

LOCATION: Settings > e-MAR > Controlled Drug Schedules

NEW: A Controlled Drugs table in Settings has been provided thereby allowing the facility to identify which groups
of controlled medications will require a double signature. The settings will allow for options in Add to Mar and
administration.

24 |Page
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Home e-ADT e-Assessments e-Plan eNotes e-MAR e-Financials POC  Wound Tracker e-Reports E0TEE My Account  Admin - Quick Entry -

Facility e-ADT e-Assessments e-Plan e-Nofes Relationship Builder | e-MAR | e-Financials Security Lookup Values POC Forms Builder

E J Control Drug Schedules

Schedule Code Sehedule Deseription Add Te MAR Med Administered

Frequency mn ETHICAL O O

Passtime 02 HOMEOPATHIC O ]
03 NARCOTIC

Physician Order Type 04 NARGOTIC (CDSA 1) E E

. 05 NARCOTIC (CDSA I} O v

Options 6 oTC E %
07 SCH G (CDSA )

Control Drug Schedules pos SCHG (CDSA V) 0 7
08 SCHEDULE D O O
10 SCHEDULE F O O
" SCHEDULE RECOMMENDED O O
12 TARGETED (CDSA IV) O v

2.5.4 FEATURE: Settings for Double Signature Options
LOCATION: Settings > e-MAR > Options

NEW: Three new options have been added to the e-MAR options settings that will enable the double signature
feature in the application.

1. Enable Double Signature Administration of Controlled Medications

2. Enable Batch Double Signature Administration of Controlled Medications

3. Enable Double Signature Add to MAR

Pharmacy Dispense System Loyds
Display Descriptive Labels for Medication Administration Times []
Enable Double Signature Administration of Controlled Medications
Enable Batch Double Signature Administration of Controlled Medications
Enable Double Signature Add To MAR

RIRIAR

2.5.5 FEATURE: Double Signature for Controlled Drugs on MAR Administration
LOCATION: e-MAR > MAR Administration Screen

NEW: A new feature has been implemented for those sites that require a second signature to administer
controlled medications. With this setting turned on, any controlled drug being administered will prompt a pop-up
for the second user login and password. If the user is an active user and their role permissions are set to allow for
a second signature, the medication will be administered or not administered according to what is being asked to
be recorded.

25| Page
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Meication | Image | Time | SpecialInstructions |  Administered | NotAdministered |
MEPERIDINE HYDROCHLORIDE- somg) o R0
1(50 MG) i)

Add to MARITAR Enfry

Start from 2014-04-04 1600 To 2014-04-18 1600
RX: ATM300369
ON HAND: 15 (Click to see details

Admin History

Manage Order

Second Signature Required.

This order requires a witness signature to be collected.
Please request another staff member to enter their credentials below:

User Name
Password

[5on | coreol

2.5.6 FEATURE: Double Signature for Controlled Drugs on Add to MAR
LOCATION: e-MAR > MAR/TAR > Orders > Add to MAR/TAR

NEW: The Add To MAR function will now require two signatures regarding Controlled drugs if the "Enable Double
Signature Add To MAR" is turned on in e-MAR settings. With this setting turned on, any controlled drug being
administered will prompt a pop-up for the second user login and password. The second signature will need to be
given by any user whose permissions are set to allow for a signature.

Drug meperiding DEMEROL
@. ’ WEFERIDINE HYDROCHLORIDE

Second Signature Required.

Generic Name

This order requires a witness signature to be collected.
Plzase request another staff member to enter their credentials below:

User Mame
Password

[on | oo
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2.5.7 FEATURE: Double Signature for Controlled Drugs Order Edit
LOCATION: e-MAR > MAR/TAR > MED Pass Status > MAR Administration screen > Manage Order > Edit Order

NEW: The Edit Order function for Controlled drugs will now require two signatures if the "Enable Double Signature
Add To MAR" and “Enable Double Signature Administration of Controlled Medications” is turned on in e-MAR
settings. With this setting turned on, any controlled drug being administered will prompt a pop-up for the second
user login and password. The second signature will need to be given by any user whose permissions are set to
allow for a signature.

2.5.8 FEATURE: Pharmacy Dispensing System Identifier (PDS)

LOCATION: Settings > e-MAR > Options

NEW: This setting will be visible to the user in order to verify that the correct PDS has been selected. However,
this is not be editable by the user. It will be set by MED e-Care during the facility setup phase and can only be
changed by MED e-Care in the event that changes need to be made.

PRN Note in eNote as MonIncident Note ﬂ
Display Quantity On Hand

Pha rmacy Dispense System ﬂ |
Display Descriptive Labels for Medication Administration Times Q

2.5.9 FEATURE: Passtime Labels
LOCATION: Settings > e-MAR > Passtime

NEW: Users are now able to manage the names of MED Passes. Descriptive labels can be added to set medication
administration or pass times. Some examples of this would be: breakfast pass, lunch pass, or dinner pass.

27 |Page
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e

Passtime
Passtime Setup
Number of Passtimes 7 [v]
Label Passtime 1 Start Time 0000 Ends 0659
Label Passtime 2 Start Time 0700 Ends 1000
Label Passtime 3 Start Time 1001 Ends 1300
Label Passtime 4 Start Time 1301 Ends 1459
Label Passtime 5 Start Time 1500 Ends 1800
Label Passtime 6 Start Time 1801 Ends 2300
Label Passtime 7 Start Time 2301 Ends 2359
Verified By on 2010-05-21 Edit Done

2.5.10 FEATURE: User Permission to Provide Second Signature
LOCATION: Settings > Security > Application Roles

NEW: This new role permission for the MAR will allow a user to provide the second signature for medications that
require a double signature. It is not mandatory that this individual be an active application user. This provides
more flexibility and allows the Facility to choose freely.

Application Roles
Role Information
Role Name Role Description
DoubleSignature Test Double Signature sign
Role Access Rights
Category Object Type

MAR MAR| v

Read Write  Create  Delete Execute  Sign View Full Control

Object Name Parent i [ (] 1 [ ] ] ]
Add To MAR Now 0
Audi []

Can provide a second signature for adding an order fo MAR
Can provide a second signature for modifying medication stock
Can provide the second signature for medications that require a double signature

[
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2.5.11 FEATURE: Medication Expired/Expiring MAR display

LOCATION: Settings > e-MAR > Options

NEW: There are now two new settings that allow users to set an alert when an order is approaching, has reached,
or has passed the end date (the last date on which the order would normally be present on the MAR sheet).

Alert the user that a medicaiton is about to expire 3 ij

Retain expired medication on the MAR administration screen 1 gj

Below are the alerts:

1. Alert the user that a medication is about to expire [ ] days prior to the end date. Enter "0" to prevent
the alert from being displayed.

ORDER EXPIRING IN 1 DAYS
OxyCOOONE/Acet - (OnyCO0ONE modacetamrognen |
1 TAH (Tableq) (Smg/325%mg)

Wik Rnd Tab “APOTS025" (EQUIV TO Percocet)
1 TABLET B MOUTH ) TRES A DAY

Sta foen 20131304 1200 To 2014-02.14 1700
HAND 2

2. Retain expired medications on the MAR administration screen [___] days after the end date. The user will

not be able to administer an expired medication. Enter "0" to prevent expired medications from being
displayed.

et st
REXPIRED 1 DAYS ACO |

+ TAB (Tableq (heng/125ng) -

VW Rnd Tab “APOTIONS" (ECUV TO Parcocet)

1 TASLEY BV WOUTS 3 THES A DAY

ili’ - iu PN 1200 To 20044212 1700
<

e e

 Marage

J
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2.5.12 FEATURE: Medication Review for Reorder display
LOCATION: Settings > e-MAR > Options

NEW: This option in settings will display the Review for Reorder message on the resident’s MAR Administration
screen. This message, as per the days selected in settings, is dependent on the medication quantity that remains.

Reorder Review Number of Days Prior to Expiry 2 il
Reorder Review Number of Days On or After Expiry 1 §|
Med Plus 2.0
o#

Sysco 2.0 (EQUIV TO Resource Plus 2.0)
30 ML(S) BY MOUTH 3 TIMES A DAY

Review for Reorder

Start from 2013-09-13 1700 (No End Date Scheduled)

RX: 3682385

ON HAND: -89 (Click to see details)
Admin History
Manage Order

2.5.13 FEATURE: Administration Location Body Map Setting

LOCATION: Settings > e-MAR > Options

NEW: A new ‘Use Body Map to record administration locations’ option in settings has been implemented. This will
turn on or off the body map that displays on a resident’s medication administration screen. The ‘Number of
historical entries to be displayed on MAR Body Map’ option also allows the user to choose the number of
historical administrations to show on the map.

Use body map to record administration locations v
Number of historical entries to be displayed on MAR body map 5 ﬂ
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2.5.14 FEATURE: Body Map for Medication Administration Location

LOCATION: e-MAR > MAR/TAR > MED Pass Status > Unit > Scheduled > Medication Administration Screen

NEW: This body map will allow the user to document on the map exactly where the medication was administered.
These can be in the form of patches, injections, where to apply ointments and so on. The feature will also provide
a historical view of administration by displaying a progressively lighter blue color coding.

Lacri-Lube 5.0.P.. ~ 2100 ——
0 GM (Ophthalmic Ointment) i/ E
Sterile Bland Ophth Oint (EQUIV TO Refresh Lacri-Lube S.O.P_.) P
APPLY THIN STRIP TO EACH EYE BEFORE BED =
Medication Order Information
Medication Order Number ATM300407
Medication Order DIN 233048
VITAMIN A/VITAMIN D- (1500 UNIT/213 UNIT)
RX:ATM300407
Medication Order Date 2014-04-25

Administration scheduled on 2014-04-25 at 0800

This order has not been administered yet. You have to administer it before you can mark an
administration location. Up to 5 recent historical entries will be displayed on this chart as well, fading from
most recent to least recent. You can hover your cursor over these marks to view entry details. 0 recent entries
were found.

Current
Administration

) (]
)| MIE L

Legend: & Current Administration (@ Historical Administrations
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2.5.15 FEATURE: Wasted Dosage Progress Note

LOCATION: e-MAR > MAR/TAR > MED Pass Status > Unit > Scheduled > Medication Administration Screen

NEW: When a dose or part thereof is wasted, the user can document notes in the note field provided. These notes
will directly be duplicated in the e-Notes module for the resident as a Progress Note.

Administered

Time : ekl

2.5.16 FEATURE: Start and End Date display on MAR Administration Screen

LOCATION: e-MAR > MAR/TAR > MED Pass Status > Unit > Scheduled > Medication Administration Screen

NEW: The medication Start and End date are now clearly displayed on the administration screen.

NITROGLYCERIN/APIS MELLIFICA/PULSATILLA- (8 /4 D4 D)

1 TABLET(8 D/4 D/4 D)
Frequency: Four Times Daily - 0800, 1400, 1800, 2200 Dose: 1 Tablet Duration: 30 Days
Start: 05/11/2013 - 0800

Add to MAR/TAR Entry

art from 2013-11-05 0800 To 2013-12-04 1400

ON HAND: 20 (Click to see details)
| Admin History |
‘ Manage Order ]
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2.5.17 FEATURE: Optimized Resident Search in MED Pass

LOCATION: e-MAR > MAR/TAR > MED Pass Status > Unit > Scheduled

NEW: The resident search field for the MED Pass has been optimized to allow for a quicker and easier search

function. When the user begins to type in the search field, the results will be shortlisted as such.

MED pass 6 on Thursday April 24, 2014 (1801 to
a8 ‘ = LOA

Done Sorted by Room and Bed

Find resident (by name, chart number or bed *

FLORIAN SMITH FLORENCE
/Rmmu-;\ /SMITH
FC08152012 Rm 208-A
FR20090605

2.5.18 FEATURE: Security Setting on each Edit Order field

LOCATION: Settings > Security > Application Roles

NEW: Each field in Edit Order option now has separate security, so that any combination of the fields can be

accessible by the user based on their role.

Update Instruction

Update Quantity for Brought from Prior
|Update Quantity for Carriad to Next
Update Quantity for Destroyed/Returned
Update Quantity for Unaccounted
|Update Route

Update Schedule

N I

Release Notes 407.7
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2.5.19 FEATURE: Variable Dose and Zero Dose Administration

LOCATION: Settings > e-MAR > Options

NEW: To facilitate the administration of variable-dose medications, we have created new settings options to

compliment the e-MAR.

1. We have added the Allow orders with a prescribed amount of "0" to be created setting.

| Allnworderswiﬂlaprﬁ.cribedanmntn_f"ﬂ"tuhecreated | [«
medications to be administered without recording an amount [+]

If the setting is selected, the user will be able to add a resident’s medication order on the Add to MAR
screen with a dosage amount of ‘0’. With this zero dosage order added, the user can now key in the

correct amount administered on the MED Pass based on the medication strength.

2. Also added, is the Allow medications to be administered without recording an amount setting.

[l
[l

Allow medica an amount

If this setting is selected, the user will be able to enter an amount of ‘0’ for administration if that particular

drug strength was not needed for complete administration.

3. The Medication Strength Not Required option has also been added the list of reasons for not
administering a medication. This will apply to United Kingdom sites only.

Not Administered
Medication Strength Not Required
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2.6 e-Financials

2.6.1 FEATURE: Deceased Date Display on in Resident Process Section

LOCATION: e-Financials > Resident Process > All tabs

ENHANCEMENT: A resident’s deceased date is now displayed on all tabs in the Resident Process section.

Billing

Profile
Name
Chart Number
Gender
Date of Birth
Edit / Update Date of Admission

Admission Status

Mr. Alfons SMITH

AP20110131

Male

1980-01-01

2011-01-31 11:00:00 AM

Inactive

Deceased

2014-04-22

ADT History Bed History Accommodation Charge Detail Census History

ADT History

=4} Episode 4143

.. Swap Client beds - 2014-03-20 12:00:00 AM
| -Discharge - 2014-04-22 04:17:00 PM

—.Admission - Residential Care Service (Board and Care) - 2011-01-31 11:00:00 AM

Release Notes 407.7
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2.6.2 FEATURE: Trust Batch Balance Display Option

LOCATION: Settings > e-Financials > Trust Setting

ENHANCEMENT: This setting option was created to provide the user with an option to print a Trust Batch
excluding or including a resident’s outstanding balance.

Release Notes 407.7

Display Balance on Trust Batch Print Option

E[ﬁliﬁpla!; Balance on Trust Batch Print
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2.7 POC

2.7.1 FEATURE: Enable/Disable Flow Sheet Items by Resident

LOCATION: Settings > POC > Flow Sheet > Customization

NEW: This function will allow the user to customize flow sheet options display per resident. When the user is in
the POC module for the resident, only the select items will be displayed for documentation.

Release Notes 407.7

Setup Resident Flowsheet

Select An Assignment

DAYS_Chest Nut Group 2

Residents ~
Albert SMITH

Alice SMITH

Alma SMITH
Angela SMITH
BERNICE SMITH
Charles SMITH

EDITH SMITH

Name : Albert SMITH
Chart No : 2013045

Unit And Room No. : Unit 4 - 342

Flowsheet Sections

Show

Bathing / Bath days only
Bladder Function
Personal Hygine

Bowel Function
Cognitive Pattern

Eating And Hydration

Ly

]ORN R E
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2.8 Forms Builder

2.8.1 FEATURE: Ability to select the visibility of Custom Assessments

LOCATION: Settings > Forms Builder

NEW: The Facility now has the ability to select the visibility of globally defined custom assessments at the facility
level. The user can now filter based on Visibility and Tool Name. Actions that exist are to view the tool and

Show/Hide the tool.

My Account  Admin ~ Quick Entry -

Home e-ADT e-Assessmenis e-Plan e-Noies e-MAR e-Financials POC  Wound Tracker e-Reports J-1di(liE]

Facility e-ADT e-Asseszments  e-Plan e-Nofes Relationship Builder  e-MAR e-Financials Security Lookup Values POC Formg Builder|

% Assessment Tools

~ Advanced Search Hiagen [ Finc |

Visible
A
Action ToolName Type
|= ¢ Post Fall Screen Local
|= ¢ Resident Mobility Assessment Local
38| Page
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2.9 Relationship Builder

2.9.1 FEATURE: Build to Care Plan from Assessment

LOCATION: e-Plan > Build To Care Plan Window

ENHANCEMENT: Building or Removing Care Plan items through the Build to Care Plan Window is now faster and

easier. This has been improved by providing the ability to check multiple items for adding. Removing multiple
items from the current Care Plan can be done in the same manor.

Any items removed from the list will be removed permanently. The next time the Build to Care Plan window is
accessed those items will not be visible.

Build to CarePlan

Release Notes 407.7

x
ADL [ED These items are suggested based on the most recent assessment in each category.
Dl T ST E To create a Progress note, you can enter the note below.
Click to
Selectall —» ] oo sooci rom curentCoropan |
from list
Available to Build In :Walk In Room Current Care Plan In :\Walk In Room
-
Etiology(s)
Assessment: [Post Fall Screen] POST_FALLSCREEN on 2013-05- Lavonne uses a wheelchair as a result of frequent
18 Click to see the
Rule: ECARE-169 [+]+_ rule which falls over the lastthree months (Apr-Jul 13).
[~ Impaired balance triggered the item. \
[POSTFALLSCREEN on 2013-05-18] [1A1] Was the Click the check
v
call bell within reach?: 1 (Yes) boxes to build
[POSTFALLSCREEN on 2013-05-18] [1A6] Was the or remoyve.
resident confused?: 1 (Yes) .
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2.10 Patient Profile

2.10.1 FEATURE: Discharged or LOA Status display on Patient Profile

LOCATION: Quick Entry/Resident Name > Patient Profile > Basic Information

ENHANCEMENT: The Patient Profile has now been enhanced to display the Discharged or LOA Status for a

resident.

Basic Information

Name :
Alias :
Chart Number :
Gender :
Primary Language :
Religion :
Edit f Update
Ethnicity :
Birth Date :
Current Admission Date :

First Admission Date

SMITH, ZENA

1011

Female

English
Christian: Greek

Orthodox

January 01, 1980
January 06, 2004
January 06, 2004

Admission Status :

Discharged

Nursing Unit :

Room No. :

2.10.2 FEATURE: Physician Fax Number display on Patient Profile

LOCATION: Quick Entry/Resident Name > Patient Profile > Physician Information

ENHANCEMENT: The Patient Profile has now been enhanced to display the Physician’s fax number.

Release Notes 407.7
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Physician Information

.Q' Primary Physician

Name :

Cell Phone

Work Phone

Home Phone :

Bannatyne, Dr

Ext
647-309-1457

IFm Number

905-820-1245 I

Q Admitted Physician
Name
Cell Phone

Work Phone

Home Phone :

Aitken, Dr
647-025-1479
193.758.5669 Ext. 123

I Fax Number

416-307-9210 |

2.10.3 FEATURE: Order Contacts by Rank

LOCATION: Quick Entry > Patient Profile > Contacts Information

NEW: The Call First message will be displayed for the contact that needs to be contacted first in the event that

they need to be reached. Then Call First option is available when creating or editing contacts. Only one contact

may be saved with this designation.

Contacts Information

JOMES, Diane (Daughter) Call First

Home Phone :  416-686-3592

Cell Phone :  416-686-8592

Association{s) : POA - Personal Care {Joint)

JOMNES, Heather (Daughter)

Home Phone : 416-686-5592

Cell Phone :  416-6856-5592

Association{s) : POA - Personal Care (Joint)

To add this designation when adding or modifying a contact, select the Call First check box before saving.

Release Notes 407.7
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Relationship Other Save | Delete call First ] A
Associations
[] Next of Kin
[ Billing Contact (Primary) [] Care Contact
[ Emergency Contact {Primary) [] Emergency Contact (Secondary)
[V POA - Personal Care (Primary) [] POA - Personal Care (Secondary)
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2.11 e-Reports

a) Reports — ADT

a.1 FEATURE: View of Latest Admission Date for Resident

LOCATION: e-Reports > ADT > Group > Admission

ENHANCEMENT: This report has been enhanced to display the latest admission dates for residents. The Original
Admission date will still be displayed as shown below.

Active Clhents Only
Unitils|c Al Units
Admasion Type{s) AN Admissions

Admissicn List

Ssctoris)c All Seclors

Programds): AR Programs
Soat Duta by Last Name

Chent Accomenodation Location n report (Unit, Room, Bed) - at the Time of Admission
Total Admasoas: 180

i ChatNumber FRoom Bed  Adeisss A Regh URI Pl A From  Original
Clienl Hame Ciate Statws Humber Admiszion
it 1

BuEmT, L ol ol I 20048-04-22 M-y L3 SapI 3t natad SEre-ca-g
]

AR ITH, Angeire 2013007 1 201 3-002-01 ADEAEEION =t EAEMIINIMGEG AdmBed DR - -
10008453 SMITH. an

SARITH, Aiarey AR M 20M03-33 R L] S0l Asmssa DM L0333
DS SMITH, S0

TARTH, BARBARA B30T LT 2007-01-10 ADmAEEON ] BAENIRETE Frimary. DR 2OATD1AF
00001485 SHITH. iyan

b) Reports — Care Plan

b.1 FEATURE: Tamiflu drug added to Face Sheet/Profile Report

LOCATION: e-Reports > Care Plan > Individual/Group > Face Sheet/Profile

ENHANCEMENT: This report has been modified to add Tamiflu to the Medical History list displayed.

Medical History

Flu Shot
Pneumovax
TB Testing
X-Ray

Tetanus Shot

Release Notes 407.7
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b.2 FEATURE: Group Face Sheet/Profile Report

LOCATION: e-Reports > Care Plan > Group > Face Sheet/Profile

NEW: This new report can be run for all residents based on the parameters Status, Unit/Program and Facility. It
includes the resident’s demographic and medical information. For those situations where the most current

Resident/Patient Data is needed, this is a useful report to generate.

Face Sheet/Profile

Admission Date : 2013-10-04 Original Admission Date : 2013-10-04
Health Card Number : -70: Asked, unknown Date of Birth : 1980-01-01
Marital Status : Widowed Gender : F
Language : Religion:
Ethnicity :
Primary Physician
Name I SMITH, JOHN Home Phone : 000-000-0000
Business Phone - - EBExt Cell Phone . 000-000-0000 \ Fax No:(416)686-3861
Next Of Kin

Contact Association Client Name Relationship Phone Address Notes
Billing Contact (Primary), JONES, Bill Son Business: Ext. 710 Kingston Road,

POA - Personal Care Home: (416)686-8592 Toronto, OMN, M4E

(Secondary), POA - Cell: (416)686-8592 1R7

Financial Care (Joint)

Allergies/Allerts
Food: Tree Nuts
Diagnosis

After-cataract; Arthritis, unspecified, other site- Osteo - bilateral hips; Benign hypertension; Diabetes insipidus; Flaccid
hemiplegia of unspecified [unilateral] side; Hypothyroidism, unspecified; Stroke, not specified as haemorrhage or infarction;
Unspecified dementia

b.3 FEATURE: Ethnicity Display on Reports

LOCATION: e-Reports > Care Plan

NEW: A resident’s ethnicity is now displayed on the following three reports: Face sheet/Profile and Care Plan.

Face Sheet/Profile

Admission Date : 2013-10-04 Original Admission Date : 2013-10-04
Health Card Number : -70: Asked, unknown Date of Birth : 1980-01-01
Marital Status  : Widowed Gender : F

Language : Religion:

Primary Physician
Mame I SMITH, JOHN Home Phone : 000-000-0000

Business Phone - - Bxt Cell Phone - 000-000-0000\ Fax No:(416)686-3861

Release Notes 407.7
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This displayed feature is an option. Navigate to settings to enable/disable function: Settings > e-ADT > Options.

b.4 FEATURE: Residents and Activities Report

Options

[ Mshow Ethnicity List

Update Diagnosis
Flow Diagnosis from eADT to ePLAN}]

DHide Episode ID And Mar Number
DHide Global Lib. Lookup For Institution List

Detault ADT Diagnoses Option
Diagnosis Search Filter Type [CD10 CA Full List ﬂ

LOCATION: e-Reports > Care Plan > Group > Residents And Activities

NEW: This new Resident and Activities report shows the activities residents have joined as shown in the Activity

tab of the Care Plan. This will allow the user to see which activities the resident has attended within the time

specified in the report parameters. Residents And Activities Reports Note: If Unit is selected as Group 1 in Group

By (irrespective of what is selected in Group 2), the report title is "Activity By Resident"; if Activity is selected as

Group 1 in Group By, the report title is "Resident By Activity". If Group 1 is None, the title is "Residents and

Activities"

Activity By Resident

Smith, Winnifred Mabel

323

Unit Name Room Bed Activity Notes
| Unit - Unit 1 |
Activity - 1:1
Unit 1 Smith, Ivor 11 Ivor will be encoraged to participate in 1:1
activites when awake and alert.
Activity - Baking
Unit 1 Smith, Winnifred Mabel 323 A Baking
Activity - Cards, other games
Unit 1 Smith, Bernard 301 B Cards, other games
Smith, Claire 306 B
Smith, Dorothy 'Fern’ 302 B
Smith, June Maxine 307 A
Smith, Vilma 313 A Joins in physical games - cant grasp

concepts of cognitive games

Release Notes 407.7
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Resident By Activity

Unit Name Room Bed Activity Notes

| Activity : 1:1 |
Activity : 1:1

Unit 1 Smith, Ivor 1:1 Ivor will be encoraged to participate in 1:1

activites when awake and alert.

Activity-1:1 : 1Clients

b.5 FEATURE: New Weight/Height History Report
LOCATION: e-Reports > Care Plan > Group > Weight/Height History

NEW: There is now a weight/height history report that will include the ability to show a graph, include a BMI
legend and also exclude empty data. If the latter is included, then the report will display a list of all the residents
without weight/height. The report will also display the Most Recent Weight/Height. It can be generated for an
individual, a unit or the whole facility.

SMITH, Albert MED E-CARE D3) REPORTS TEST SITE
Chart Mo: 2013038 Address: 710 KINGSTON ROAD
Flopr:2 Unit:Unitd Room: 227 Bed:A (227-A)

Weight History

Name : SMITH, Albert Chart No : 20130326
Age : 34 Hutritional Risk :
Diet : Modified diabetic; Regular Texture; Regular fluids Supplement :
Diagnosis : Diabetic mononeuropathy- Diabetes Mellitus Type 2, Diabetic Most Recent Height : 167 cm /5% ft (2013-07-16 13:15)
Neuropathy, Vertige, Depression, S0B, Restless legs, Prostate pro
Date Weight{kg/lb} Weight Change in Weight Change in Weight Change in BMI Mote Signature
Last 30 days Last 90 days Last 180 days
Percent Percent Perment
2013-07-15 19:30 6.8 kg M51.88 b MIA MiA MiA 24.87 (Normal) Admission SMITH, Smjezana (RFN)
2013-07-18 12:15 62.8 kg /151.88 b o.oo 0.00 0.00 24 &7 (Normal} admission height SMITH, Nidsa (RPN)
and weight
2013-08-01 08:09 62.4 kg /150.79 Ib -0.58 058 -0.52 24 53 (Normal} August Weights SMITH, Tracy (ADMIN)
2013-09-01 08:38 65.2kg M150.35 b MNi& -0.87 -0.87 24.45 (Normal) September SMITH, Tracy (ADMIM)
Weights

2013-10-01 02:34 63.3 kg M50.5T Ib 0.15 073 073 24,48 (Normal) October Weights SMITH, Tracy (ADMIM)

Total Records: 5
46 | Page
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b.6 FEATURE: New Discipline Display option for Kardex
LOCATION: e-Reports > Care Plan > Individual > Kardex

ENHANCEMENT: For Interventions that do not have a discipline assigned to them are labeled Discipline: Not
Specified. This added parameter provides the option to hide or show this information on the Kardex report.

Care Plan Area:

Care Plan Area Interventions

Include Photo []

Include Created By [ |

Hide 'Discipline: Not Specified' M

b.7 FEATURE: New Vital Signs History Report
LOCATION: e-Reports > Care Plan > Group > Vital Signs History

NEW: The new vital signs history report has replaced the Vital Signs, Vitals History (Individual and Group), and
Weight History Graph reports. The purpose of this report is to show clients’ vitals history based on a selected
period. The report can be generated for one individual client or for a group of clients by unit, program or for the
entire facility. The report offers an option to include the graph presentation on the vital signs history. To minimize
the size of the report, there is also an option to exclude empty data which means any client that does not have
any value for weight or height for the period selected will not be included.
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Vital Signs History

Age: 25
Diet :

Name : ay, adi7 test

Chart No : 2013120
Nutritional Risk :
Supplement :

Diagnosis : Abdominal aortic aneurysm, without mention of rupture; Abnormal cardiovascular function studies (biomarkers or ECG) suggestive of non ST
segment elevation myocardial infarction [NSTEMI]; Abdominal rigidity

Blood Pressure

Date / Time Value Condition Description Location Note Signature
2014-02-04 12:00 56 mmHg /89 mmHg TEST

2014-02-06 15:56 45 mmHg /36 mmHg Standing Left (L) testing again right now

2014-02-10 8:30 45 mmHg /23 mmHg Standing Right (R) test

2014-02-10 7:30 67 mmHg /56 mmHg Sitting Left (L)

Total Records: 4

Blood Pressure

Blood Pressure [ Assessment Date ay, adi7 test

‘.\Q

o o s
L LN LN LA
Heart Rate (Pulse)
Date | Time Value Condition Description Location Note Signature
2014-02-06 5:30 456 Beats/min Thready Carotid (R) for test again
2014-02-06 15:56 67 Beats/min Irregular Popliteal (L) testing again right now

b.8 FEATURE: New TB Test Report

LOCATION: e-Reports > Care Plan > Group > TB Test

NEW: There is now a group report for TB tests. This report will allow you to see all residents who have had a TB
test within the specified time period. There is also a parameter that will allow you to see all the residents who
have not had a TB test completed for them within the specified time period of the report.

Sactor(s) : Longterm Continuing Care
Unit{s) - All Unkts

Realdant Status - Active Cllents

TB Test Type “AllTH Tests

From: 20130425 5. 2014-04-25

Address: 710 KINGSTON ROAD

1B Test Report

Consent  Consent Date

, TORONTO, ON M1NZA1

03) REPORTS TEST SITE

Phone; 416-586-8552
Fan: 416-696-3531

Release Notes 407.7

Resident Name Chart Number ~ Bed T8 Test Date Given T Test Result
lunit - nit 1 |
Smith, Grzegorz 2013034 00-B Stept 2013-07-22 negatve YES 20130708
Smith, Jean Sadle 2013038 J22-A Step2 201308417 negatve YES 201307-24
Stepi 2013-07-29 negative YES 201307-24
Smith, Mildred Lynn 2013028 nz-A Stept 2013-05-24 negatve YES 20130821
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b.9 FEATURE: New Advanced Directives Report

LOCATION: e-Reports > Care Plan > Group > Advanced Directives

NEW: This new report will show all Advanced Directives that have been recorded in the CCRS initial assessment
and within the Advanced Directives portion of the ADT module.

Active Clients Only
Unit{s): All Units

Admission Typeis): All Admissions
Client Accommodation Lecation in report (Unit, Room, Bed) - at the Time of Admission
Total Admissions: 160

Advanced Directives

Sector(s): Longterm Coninuing Care

Programis): All Programs

Sort Data by: Name

Chart Active Admission Advanced Assessment Assessment
Client Name N Bed Clients Only Divectives Date Type All2a Al2b
Lhnit 1
Evhamitup, Jaqil 2013031 S0z-A 2014-D4-22 Re-Eniry (2014-04-02) 2014-04-02 Full Annual
SMITH, Angeling 2013007 I5-A 2013-02-1 Admisslon Do Mot 2013-05-04 Quarterty 1 -In Place 1-1In Place
Resuschate; Do Revlew (2nd
Mat Hosplalze Cuarter)
SMITH, Audrey ACIDI10323 234-A 2011-03-23 Admisslon 2013-09-24 Cuarterly 1-InPlacs 0 - Maotin
Revlew {2nd Place
Quarter)
SMITH, EARSARA EY2007011% IM1-A 2007-01-19 Admisslon Do Mot 2013-08-15 Full Annual 1 - In Place 1-In Place

Resuschate, Do
Not Hosphalze

b.10 FEATURE: New BIO Tests History Report

LOCATION: e-Reports > Care Plan > Group > Bio Tests History

NEW: The new BIO test report will generate a report that will specifically focus on: INR, weights, Oxygen
saturation, and blood creatinine. This data can be displayed for: an individual, unit, or whole facility.

Release Notes 407.7
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BIO Tests History

Name : 16th, wang Chart No : 2013077
Age: 26 Nutritional Risk :
Diet : Supplement :
Diagnosis :

Blood Sugar

Date / Time Value/Result ‘Condition Note Signature
2014-01-09 10:11 2.0 mmolfl 736 mgfdL test

2014-01-09 10:11 7.0 mmol/l /126 mg/dL sample

2014-01-09 10:12 8.0 mmol/l /144 mg/dL sample

2014-01-09 14:22 7.0 mmol/l /126 mg/dL test

2014-01-09 14:24 8.0 mmol/l /144 mg/dL test

2014-01-09 21:54 85.0 mmol/l / 1530 mg/dL test

Total Records: 6

Blood Sugar [ Assessment Date 16th, wang

100
80
. 60
@
o
]
@ 40
b=
o
<]
o 20
2.0
o
S & ) i el
9\9 D,\.Q 9\9 (5‘9 :5‘9
w¥ _,.;p WA e WA Ay
B P L e LN
Oxygen Saturation
Date / Time Value/Result Condition Note Signature

| | \ \
Active Clients Only During Last Three Months Sector(s): Longterm Continuing Care  Unit(s): All Units Program(s): All Programs Sort by: Name Total
Clients : 23 BIO Tests: All Vitals  Report may include unsigned assessments

b.11 FEATURE: New Medical Tests Report
LOCATION: e-Reports > Care Plan > Group > Medical Tests

NEW: There is a new report to display the data for all of the medical tests that have been entered in the system.
These all the test results that have been entered for: X-rays, Hepatitis, HIV, Malaria, MRSA, PH for Urine,
Ultrasound, and VRE. This information can be displayed for; an individual, unit, or the whole facility.
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Medical Tests

Name : ePlan, John Chart No : 2013135
Age: Nutritional Risk : High - Test Consumption Details (2013-12-27)
Diet : Modified fat restricted diet - Test Diet Notes 02 update; Regular NAS Supplement : tst add supplement - Test Supplement Notes 02; Resource 2.0
Diet update - Test Diet Notes 03 modify - Test Supplement Notes 023
modify

Diagnosis : Abdominal aortic aneurysm, without mention of rupture- Test mention of rupture: Accidental poisoning by and exposure to other and
unspecified drugs, medicaments and biological substances (prescription) (overdoses). Includes medicinal substances used to treat illness. These
medicinal substances can be those prescribed by a physician, but taken incorrectly by the patient, or medicinal substances that are not prescrption and
are taken incorrectly by the patient- Test but taken incorrectly by the patient, or medicinal substances that are not prescription and are; Mental and
behavioural disorders due to use of alcohol, dependence syndrome- Test dependence syndrome; Deletion of short arm of chromosome 4- Test
chromosome 4; Pulmonary actinomycosis- Test actinomycosis

X-ray
Date Value/Result Created By Updated By
‘201401-13 ‘ Test X-ray |John, One (2014-02-10) | John, One (2014-02-10) |

Total Records:

Hepatitis
Date Value/Result Created By Updated By
‘2014-01-14 ‘ Test Hepaitis |John, One (2014-02-10) | John, One (2014-02-10) |

Total Records:

HIV
Date Value/Result Created By Updated By
2014-01-15 Test HIV John, One (2014-02-10) John, One (2014-02-10)

Total Records:

Malaria
Date Value/Result Created By Updated By
‘2013-12-11 ‘ Test MAlaria |John, One (2014-02-10) | John, One (2014-02-10) |

Total Records:

MRSA
Date Value/Result Created By Updated By

c) Reports — Complex and LTC

c.1 FEATURE: New Skin Conditions and Ulcers Report
LOCATION: e-Reports > Complex and LTC > Group Reports > Custom

NEW: The Skin Conditions and Ulcers Custom Report is a List of all Assessments with data related to Skin
Conditions and Ulcers.

Skin Conditions and Ulcers

Report Includes latest assessments only Sector: Longterm Continuing Care
Unit Al Units Program: All Programs
Report may Inclede unsigned assessmants.

Total Assessments: 167

Unit FProgram Quarter  Mame Room  Chart Assessment  Assessment URI Gen Birth RUG CPS ADL ADL CHESS
Humber Date Type der Date Long Score
slslzlelzlzlclz|elzlelz|z|s|slE 515 |E|s 5 le 8 le B s e s |a|e | |5 |2 |2]s |2 |2 )e |2 |2 |
e 2013-2
SMITH. Angeline 315 2013007 |2013-038-04 05 - Quarterty 54431201302010 |F 1580-01-01 | 181 3 10 14 [
Review (2nd 004453

@uartar)

u|n|3|3|u|u|n|n|n|o|o|u|n|n||1||1|u|n|n|o|o|ul|u|o|o|nJ_n|u|n|o|n|ﬂo|n|n|1|u|u|n|2|u|u|n

SMITH, Audrey 306 ACZ0110 | 2013-09-24 05 - Guaneny 54431201103230 |F 1880-01-01 |PE1| 5 18 21 [
323 Feview (2nd DO4365

@uartar)
u|n|4|4|u|u|n|n|n|o|o|u|n|n||1||1|||n|n|o|o|ul|u|||o|| oo n|o|n|ﬂo|n|n|1|u|u|2|n|z|u|:
SMITH, BARBARA | 311 BY20070 | 2013-08-1% 02 - FullAnnual | S4431200701180 | F 1880-01-01 |PE1| & 18 28 [

1 0
oja|s«|«|o]ofo|ofa]o|ofo|e]o]a]e|o|o|a]e]efje|e]i]|e]a]ofefafeo|o|]e]je]e]1]o]e]e]z]e]a]n
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c.2 FEATURE: Updated Death Listing Report

LOCATION: e-Reports > Complex and LTC > Group Reports > MDS Administrative

ENHANCEMENT: A new column entitled ‘Days since Death’ has been added to the report to facilitate the process
of reviewing, destroying or returning medications once a certain period has elapsed since a resident’s death.

Unit

Mot

Unit

All Deaths
Unit(s): All Units
Report may include incomplete discharges

Specified

1

Program

Mot
Specified
Mot
Specified

Quarter

2007-3

20071

2007-3

Hame
SMITH KEN
SMITH EVA

[JOYCE)
SMITH ANNIE

Death Listing

Sector|s): Longterm Continuing Care
Programis): All Programs

Total Records: 273

Chart No Health Card
Number

K520061102

EC20061214

3

Admission
Date

Z006-11-09
2008-12-14

2003-12-19

Date of Death Signature
2007-12-10
2007-08-15

2007-12-01

Days since
Death
2328
2508

2337

c.3 FEATURE: Updated Active Residents Report

LOCATION: e-Reports > Complex and LTC > Group Reports > MDS Administrative

ENHANCEMENT: This report has been enhanced to display Level of Care and Facility name in the Institution

Admitted From column. This information will be populated from the CCRS Assessment. If no CCRS Assessment

exists for the resident, then the report will with indicate that the information came from ADT.

Unit: Al Units Sector: Longterm Continuing Care
Prrogram: All Programs
LIZTING OF ACTIVE REIDENTE
Unit Program  Quarier  Name Chart Room Bed HCM Reglster Institution Adm Adimi Most Azsessm  Mumb. RUG ADL CPS
Number Humber  somitted From Type Dats Emﬂt RefDate | of Gl
Unlts Mot 20141 Les, Myka 2013320 121 A TIE Innatient Acute Admission |DBMOS/2014 | Admission |2ZOSR0M4 | 1 FAl 4 o
Care Servios - Assessme
apacifed
FARKVIEW nt
MLANOR HEALTH
CARE CENTRE
Mignon, Huntz 2013331 120 A T Admission |28/0S/2014 |Admission | 23MOS2004
O'Grudge, Friendly | 2013302 720 a Admission |28M04/2014 |Admission | 28042014
FRhomestzcn, 2013311 245 A TZT Admission |23/04/2014 | AOmission | 29042014
Layton
SMITH, Alan 0111028 | 702 A = FMECREZT Admission |28/04/2014 |GQuariery | 01/052004 | O FAl 4 ]
MLANDR Review
(ADT) st
Quarier)
st ecane 105 3013238 FER) A 7o EARKVIEW Admission |22/04/2014 | Admission | 22042004
MANOR HEALTH
CARE CENTRE
LADT)
Toctin, Dang 013310 277 A T Otrerincassfed Admizzion |29/M472014 |Admizsion | 29042014
Tervice (ADT) -
FMECREZT
MLANDR
MDT
TurcoR, My 2013333 511 B TR Admission |28/0S/2014 |Admission | 2S/OS2004
Grand Total 373
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d) Reports — Financial

d.1 FEATURE: Financial Report Descriptions

LOCATION: e-Reports > Financial

NEW: Eight of the remaining financial reports now have detailed descriptions. Among them are AR Detail, Billing
Activity, PAP Log, PAP Result, Payment Agent Invoice, Pre-Authorized Payment, Resident Payments, Trust

Statement.
Title:
AR Detail
Purpose:
The AR Detail report gathers all posted Accommodation, Recurring, Ancillary
charges and all deposited Payments to provide an up to date debit or credit
balance of each client for the selected billing period. The report can be run for
All clients or for an individual of a given period.
Parameters:
1. Billing Period: user may choose a complex date range from the ‘From — To’ calendar.
Normally, date selection is full billing period, i.e. 2012-08-01 to 2012-08-31.
2. Client search: this option is used to run the AR detail report for a single client, leave
it blank to run the report for group.

d.2 FEATURE: Enhanced Census Summary by Bed Status report

LOCATION: e-Reports > Financial > Census > Census Summary by Bed Status

ENHANCEMENT: The report has been enhanced to have vacant bed slots show as a blank space. We have
removed the ‘V’ for Vacant and left it blank for more clarity.

Release Notes 407.7

Census Summary by Bed Status
Report includes Short Stay Beds

Month: May 2014
Program of Care: All Sectors Unit{s): All Units

Res. Days |Days QVacant | 1) 2| 3 4| 5| 6| 7 &) 3|10 17| 12) 1314|1516 |17 18|15 |20 (21 (22 | 23|24 | 25 |26 | 27| 28|23 |30 (31

Days | Hold |Reserv] Days || Fr|sa|su|Mo| Tu|we|Th | Fr | sa|Su|Mof Tu (we|Th | Fr [ Sa | Su|Me | Tu(we|Th | Fr(sa(su(meo|Tu(welTh | Frisa
PIN-318-4 28 D a 3 o|ljo|c|o|o|O|O|O|O|O|O|O|O | |Q|O|O|O|O|OQ|O|C|O|O|D|D|Q|O
PIN-317-A 28 D a 3 o|ljo|c|o|o|O|O|O|O|O|O|O|O | |Q|O|O|O|O|OQ|O|C|O|O|D|D|Q|O
PIN-318-2 28 o a 3 o|ljo|c|o|o|O|O|O|O|O|O|O|O | |Q|O|O|O|O|OQ|O|C|O|O|D|D|Q|O
PIN-313-4 28 o a 3 olo|o|o|o|o|o|O|o|>|2|O|O|C|O|O|O|D|O|D|OQ|D(O|D||D|O|D
PIN-320-8 28 o a 3 olo|o|o|o|o|o|O|o|>|o|O|o|o|O|O|O|D|O|D|Q|D|(O]|D|C]|D o
PIN-321-8 28 o a 3 olo|o|o|o|o|o|O|o|>|o|O|o||O|O|O|D|O|D|O|D|O 9‘#6 ]
PING3Z2-A | e D a 3 clolelelolelelelolelelelolelelelolelelolaola]e BEEE
PING3Z3-A | z¢ D a ) clofelelolelelelolelelelolelelelolele]ololelololalela]e
PIN324-A | zE o a 3 olofclelelelelelelelelelelelelelelclelelolelelalelele]e
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d.3 FEATURE: Enhanced Aged AR Summary Report

LOCATION: e-Reports > Financial > Billing > AR Aged Summary

ENHANCEMENT: The report has been enhanced to display a blank space instead of ‘50.00’ where no values are

applicable.

AR Date: 28-May-2014

Report By: Posting Date

Calculation Method: By Fiscal Periods

Aged Accounts Receivable Summary

Client Name Future Current 31-60 Days 61-90 Days 91-120 Days >120 Days Total
SMITH II, amy test 25.00 25.00
(2013215) P A .
-~ V4 rd

SMITH JR, JOHN 52870 946.00 946.00 2,838.00 525870
(JS01092006)

SMITH, Albert (2013036) 2,361.55 2,361.55 2.361.55 7,084.65 14,169.30
SMITH, Albert Leo 946.00 946.00 946.00 2,853.00 5,691.00
(HF20100910)

d.4 FEATURE: Enhanced Revenue Journal Report

LOCATION: e-Reports > Financial > Transaction Journals > Revenue Journal

ENHANCEMENT: This report has been modified to limit the summary of current revenue amounts by GL and
number of corresponding days to the selected time period. The Days Summary section has also been modified to
exclude ancillary, preferred and subsidy type charges.
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1D 6020503
Revenue Journal
Period from 2014-02-03 to 2014-05-28
Include Accounting Period(s): 3-2014 (2014-03-01 - 2014-03-31) - Open; 4-2014 (2014-04-01 - 2014-04-30) - Future
Program of Care: All Sectars
Revenue Journal - Days Summary
Accounting Period GL Account GL Account Name Days
3-2014 00-1030R AR Residents 0
00-4110 Standard Basic 682
00-4111 Standard Basic - Reduced Rate 1302
00-4130 Private Preferred 0
00-4132 Private Preferred 0712 0
00-4134 Private Basic 0712 806
00-4135 Private Basic 1922
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d.5 FEATURE: Payment Agent Invoice

LOCATION: e-Reports > Financial > Billing

ENHANCEMENT: New search/filter parameters have been added to the Payment Agent Invoice report. The
selectable Payment Agents added will be the same as those listed in the Facility’s financial setup. A client search

field has also been added.

Release Notes 407.7

Parameters for Payment Agent Invoice
{T1 N 81 11y B Report Description
Billing Period:
Period 3-2014 (2014-03-01 - 2014-03-31) [v]
Payment Agent
Wlail Agents
Wipva
Ihnsurance
IlhoH
Client {(Leave Blank For All Clients):
Client @ »
MED E-CARE .
710 KINGSTON ROAD InVOIce # 789
TORONTO,ON
M1N 2A1
To: Invoice Date: 2013-02-28
DVA Payment Due Date: Upon Receipt
Dept. of Veteran's Affair
Payer Name Total Charges  Total Taxes Total
170 - DVA 757.26 0.00 757.26
Transaction Posting Client Name Description Amount Tax Total
Date Date
1 2013-03-01 2013-03-01 118- SMITH, Private Veteran Basic from Mar 757.26 0.00 757.26
JOYCE 1-31
Total: 757.26 0.00 757.26
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e) Reports — MAR

e.1 FEATURE: New Medication Returned/Destroyed Report
LOCATION: e-Reports > Medication

NEW: This report shows a list of medications that have been marked as returned/destroyed using the Edit Order
function. This report serves as a record for all medications that have returned to pharmacy or disposed of. The
report provides a section for witness signature. The report can then be signed by the Pharmacy or Waste Collector
as part of the facility’s record keeping.

Medications Returned/Destroyed

Medication RetumnediDestroyed from 2014-04-04 to 2014-06-30 Sector(s): Longterm Continuing Care
Unit{s): All Units Program{s): All Programs
Order Status: All Physician Order Base Type(s): All Physician Order Base Types
Grand Total: Records -1 Clients: 1 Medications - 1
Unit Program Date Service User Medication Strength Quantity | Unit Sinnak Witness Returned [R)
gnature
Name Signature or Destroyed (D)
Unit 3
Not specified
2014-D4-25 SMITH, {Levodoparcanldopa) 10025 1.00 TAE (Tanlet) -
2:20:00PM MARGARET &=
[FEGGY)
Grand Tatal: 1 1 1

e.2 FEATURE: Enhanced Home Medication Inventory report
LOCATION: e-Reports > Medication > Home Medication Inventory

ENHANCEMENT: The report has been modified to:
e Provide an indication of PRN orders.
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e
Home Medication Inventory D001
Inventory as of 2014-04-22 Sector(s): Longterm Continuing Care
Unit(s): All Units Program(s): All Programs
Physician Order Base Type(s): All Physician Order Base Types
Quantity
Unit room (Client Name | Chart Filler DIN # | Medication Order |Form E Physi- | Action | Start
# Order Name Status E ; 2 ] cian by Date
: 3IF) |g|3]d]8 ¢
% 2 T
R 2 sl3 8|3z £ HE
SHEHH B IR
6 |&|2(2)F 85|82 as
Unit3 109 Smith, Erma 109 8806157 00000000 (~Epinephrine) A ML @ 22 22 2 2 2 2 2 @°mRm 2012-11-
1:1000 Injer.tion SMITH, 27
John
8806166 00000000 (~Acetaminophen) A TAB e 22 22 2 2 2 2 2 2mw 201211
326mg PRN (Tablet) - = SMITH, 2
John
8806174 00000000  (~Magnesium A ML e 222 22 2 2 2 2 & o 2012-11-
Hydroxide) PRN (Liquid) SMITH, 27
B0mg/ml John

e Exclude (not show) all medications that have a scheduled start date that is later the date the report was

generated.

e.3 FEATURE: New MAR Medication Wasted Report

LOCATION: e-Reports > Medication > Medication Wasted

NEW: This new report shows the list of medications that were marked ‘Wasted’ during administration. This will
aid in verifying the medication inventory report and also in reviewing drug utilization. The report can also be
useful to identifying areas in medication administration that can be improved.

Medication Wasted from 2014-01-01 fo 2014-03-31

Medication Wasted
Sector(s): Longterm Continuing Care

Release Notes 407.7

Unit[s): All Units Programis): All Programs
Order Status: All Physician Order Base Type(s): All Physician Order Base Types
Grand Total: Clients -2 Medications Wasted -2 Records -2
unit e
Program  Client Name Chart Room | Medication Order Med Pass Amount |1y Notes Signature
Number Hame Date = Wasted
Unit 3
LTC
SMITH, Elizabeth EN20111013  1D4-A ("Acelaminophen (5] 36967940 (A) 2014-02-13 060D 10d TAB The note for
Taolet) (Table) tasiing MAR Did
not administer
SMITH, FLORIAN FCOE152012 1DD-A ("Docusate Sodlum 36967556 (A) 2014-03-25 0800 10d CAP Cauld Not SMITH, Albart
(GS)) (Gapsule)  Talerat
Grand Total: 2 2 2
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e.4 FEATURE: Enhanced MAR Sheet
LOCATION: e-Reports > Medication > Medication Administration Record

ENHANCEMENT: The MAR record report will now display the complete DISCONTINUED watermark for a
discontinued medication.

HYDROmorphone Hel [HYDROmorphene] 2mg Rx:2109228 TAB (Tablet) (2mg)
Orng Rnd Tab{semif)2[ pms’ (EQUIV TO Dilaudid) D t d
S:z:ltis:nDis:onTiTln::ed frormsﬁf23f2014 08:0[: ;l;r I / | S CO n | n u e
1 TABLET BY MOUTH AT 0600 |
LT I U I T I U 0 e I

e.5 FEATURE: New Not Administered Medication Report
LOCATION: e-Reports > Medication > Medications Not Administered

NEW: This new report shows a list of medications that were not administered along with their associated notes as
entered on the MED Pass.

Medications Not Administered

Medication Not Administered from 2014-05-01 to 2014-05-31 Sector(s): Long Term Care
Unit(s): All Units Program(s): All Programs
Order Status: All Physician Order Base Type(s): All Physician Order Base Types

Not Administered Reason: All Reasons
Grand Total: Clients - 98 Medications - 177 Records - 2475

E:D';rm Client Name Chart Room Prescription Medication Med Pass Reason S
Number Number Name Date Time [Note)
Complex Care
Functional Decline
Blaswes Moty 1 g fpaag 201100134 C200-2 Rx:8613100"86143 (Levodopa/Carbidopa) 2014-05-11  12:00:00  Casual Leave () et
1278638698"66662 Tk
238685203
TR | i 201100134 C200-2 Rx:8613099"36143 (Atorvastatin Calcium) 20140511 170000  Casual Leave () W Torltiin
10"8638696"86662 Vot
2118685201
Tl Mty g ppasatiens 201100134 C200-2 Rx:8613110 (Blood Glucose Test Strip) 2014-05-11  17:00:00 Casual Leave () WL Tt
"l
ot 1 s ipenivns 201100134 C200-2 Rx:8613100"86143 (Levodopa/Carbidopa) 2014-05-11  17:00:00 Casual Leave () WL T
1278638698"86662 darfimie
238685203
ot T s ioeivng 201100134 C200-2 Rx:8613097"86143 (MetFORMIN Hel) 20140511 170000  Casual Leave () W T
1378638699"66662 Carlipfie
2478685204
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e.6 FEATURE: Special Instructions display on reports

LOCATION: e-Reports > Medication

NEW: Special Instructions that are transferred to a resident’s MED Pass through an interface will be displayed on
the following reports: Medication/Treatment Administration Record, Physician Review, Medication Reconciliation

and Medication Summary.

f) Reports — POC

f.1 FEATURE: Hide Time and Signature Details option

LOCATION: e-Reports > POC

ENHANCEMENT: The Hide Time And Signature Details checkbox has been added to the parameters for the
following reports: Documentation Flow Sheet, Flow Sheet, Time Sheet(s), Nursing Rehab and Dietary. This allows

the user the option of having time and signature stamps for each entry.

Release Notes 407.7

{1 N 210 g S Report Description

Client Info:

Sector =all sectors

Client 214

SMITH, STELLA

Report Period

Start Date 54140420

End Date -,

f-04-26

Hide Time And Signature Details [

7
==

1B

4 ¥
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g) Reports — Rehabilitation

g.1 FEATURE: Ensured Discharge Filter on reports
LOCATION: e-Reports > Rehabilitation > Group Reports

ENHANCEMENT: The following reports have been enhanced to ensure that data that is directly related to the
residents’ selected ADT discharge date range: Pain Management, Discharge Profile and Functional Status Gain.

h) Reports — Retirement

h.1 FEATURE: New Transfer and Referral Report
LOCATION: e-Reports > Retirement > Individual Reports > Transfer and Referral

NEW: The new Transfer and Referral report has been added. This Report defaults to not show ADL items. The
ability to turn ADL items back on through check boxes is available. A check box to not populate the report using
latest Vitals has also been included.

Client: SMITH, MARIA JOSE MED E-CARE 03) REPORTS TEST SITE
(MP11222012)

Floor: 1 Unit: Unit 3 Room: 102 e-mail: Address: 710 KINGSTON ROAD
Bed: A TORONTO,ON M1N2A1

Phone: 416-686-8592
Fax: 416-696-3831

Transfer and Referral

Client and Transfer Info

Transfer Date:

Date of Birth: 1980-01-01 Gender: F

HCN:

Language: Portuguese Religion: Christian: Roman Catholic
Transfer To:

Transfer Note:

Physician Info

Primary Physician: DR SMITH, Sunil
Physician Aware of Transfer/Referral:

Last Physical:
Advanced Directives:
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h.2 FEATURE: Attendance Documentation option

LOCATION: e-Reports > Retirement > Individual Reports > 6 Month Evaluation

ENHANCEMENT: A new free text field has been added to the report parameters. This allows the user to document

the list of attendees to the 6 month evaluation.

®POC
= Rehabilitation

e

=Hndividual reports
~[E Care Pian - Customized Headers
~[E] Kardex

-[£[6 Month Evaluation

“[E) Transfer and Referral

Reload Report Definitons

Start Date to look back & months for incidents.

Date y1a 0422 [
Exclude incidents [

Admission and Care Plan Dates:

Attendance:

Attendance

Release Notes 407.7
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2.12 Miscellaneous

2.12.1 FEATURE: Role Permission to Manage Home Page Announcements

LOCATION: Setting >Security >Application Roles

ENHANCEMENT: We have enhanced the Home Page Announcement function and provided the ability to assign
security roles to any user who would manage announcements.

In settings, assign the security for the Announcement role and then enable as needed in the Employee User Setup.

Application Roles

Role Information

Role Name Reole Descripfion
SUPPORT STAFF DIETARYIACTIVATION/PHYSIO
Role Access Rights
Category Object Type
SubSystems ﬂ Annauncemenlsﬂ

- Read Write Create Delete Execute Sign View Full Control

ect Name Parent
e EE e s e O
Edit Announcement |

Read Write Create Delete Execute Sign View Full Control
Action
[2.c [ocie J concel |

2.12.2 FEATURE: Retirement Home Act
LOCATION: Help > References > Retirement Home Act

ENHANCEMENT: A copy of the Retirement Home Act has been added the application’s list of Reference material.

|Meda-cara User Manual | How do I? | ReleaseNotes | CHIUsorManual | InterRALCHA Referances | Prasentation | Damo | Brochure

CANADIAN GUIDELINES

. Body Weight Classification in Adults

' Retirement Home Act
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&‘h MED e-care

REMINDER
ZENDESK and HELP LINKS

Check out our Forums page on Zendesk!

Zendesk operates primarily as our online ticket tracker, but there are a host of resources built to help you make
the best use of your MED e-Care software.

For instance, under our Community Help section, the question was asked and another user answered ‘How do |
print completed RAI assessments’. In FAQ/Tips and Tricks you’ll find how-to articles such as, ‘How to create a
Delete record’ and ‘How to add a Custom Etiology to Care Plan’.

There is a whole lot more! So go ahead and check it out!

For those new to Zendesk, it’s easy to sign up — just click https://medecare.zendesk.com or click the ‘Support’ link

in the top right hand corner of the software and follow the simple steps.

&h MED e-care

HOME FORUMS SUBMIT A REQUEST CHECK YOUR EXISTING REQUESTS

Submit a request Submit a request for
assistance

Fields marked with an asterisk (*)

i *
Your email address are mandatory.

You'll be notified when our staff
answers your request.

Subject *

Please give a brief description of your issue.

Description *

Please enter the details of your request. A member of our support staff will respend as soon as possible. Please add all relevant information that will be necessary for
resolution including Resident/Patient Name, Chart Number and/or Assessment Type, ARD and Due Dates.

Attachment(s)
Attach file »

Reference materials are just one click away from within the software too! Select the ‘Help’ link, located at the
top, right-hand corner of the MED e-Care screen and a new window will appear with links to Manuals, Release
Notes and other useful documentation.
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