PointClickCare’ Home Care

Session Guide:
Non-Skilled Documentation

After this session, clinical staff who conduct start of care appointments will be able to:

e Create a care plan for non-skilled services
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Care Planning During the Initial Appointment in Client Flow

You are a care coordinator for a non-skilled agency.

When you receive a referral, you need to establish a care plan for the new client.

You have the option of creating a care plan in one of three ways:

e Most detailed — For a full head to two assessment, you use a Comprehensive Assessment.

e Medium detailed — For cases that do not require a full assessment, you use the Initial/Follow
up HHA/HMKR assessment.

e Easy option — You open the client’s record and go to the Care Plan tab to select tasks.

When the care plan is complete, tasks flow to the Care at Home Non-Skilled application, where
home health aides perform the tasks and document that they are complete.
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Overview

Your client’s care plan specifies services they require in their home. You can begin your care plan either while
completing an assessment (from Care at Home or the Home Care web portal), or from the Care Plan tab (web
portal). After completing the care plan, tasks appear in the client’s appointment within the Care at Home
application.

Workflow Considerations

e  Which method will your agency use to create care plans: Comprehensive
Assessment, Initial Follow Up Assessment, or the Care Plan tab in the client chart?

e  Will you use the Care at Home mobile application to do an initial assessment?

e Does your agency provide physician-ordered non-skilled services? If so, do you
require a 485 plan of care and OASIS?

e How does the clinician alert the rest of the care team that the client has been

successfully admitted? The Intake Coordinator should then Complete the Intake, so
all staff are aware client is now Open.

Creating a Care Plan
Note: Use the Services section only when the agency obtains physician orders for the client’s care.
Procedure

1. Based on your agency’s policies, begin your Care Plan from one of the following:

e MED-PASS Comprehensive Assessment for a full head to toe assessment
with care plan and POC order that auto-generates.

e MED-PASS Initial /Follow up HHA/HMKR assessment. This includes safety
assessment/ADLS, care plan, and fall risk assessment.

o Directly from the Client’s chart. Open the client’s chart and select Case
Details > Care Plan tab.

2. If using an assessment, enter information according to your agency’s policies.

e If using the Care at Home application, the assessment automatically appears
when you start an appointment.

e |[f creating the assessment from the web portal, navigate to the client chart
and select Case Details > Charting. Click Add to select the assessment.
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3. Access the care plan:

e To access the care plan from an assessment, click the page index at the
bottom of the assessment and select Care Plan.

e To access the care plan from the client’s record, open the client’s chart and
select Case Details > Care Plan.

4. |If required by your agency, enter service frequencies. (Only used when the agency
obtains physician orders for the client’s care.)

5. Inthe Protocol field begin entering either Home Care Aide or Homemaker. Select the protocol and click
Add.

rotacols

| Add Protocol | [+Mdl
MED-PASS Home Care Aide
MED-PASS Homemaker
MED-PASS Occupational Therapy
MED-PASS Physical Therapy
itial Branch . . PointClickCare
00 American Boulevard Wes| MED-PASS Skilled Nursing 5670 Explorer Drive
oomington, MN 55431 MED-PASS Speech Language Pathologist Mississauga, ON L4W 0C4
one: (123)123-1234 | Fax: Help Desk: (877) 722-2431 | (905) 817-6

Toll Free: (B00) 277-5889 | Phone: (905) |
Fax: (905) 858-2248

6. Manage your Interventions. Click + to expand an item. Click — to collapse.

Select Intervention Discipline(s)

& Discipline(s) ~_ Home Health Alde x To include an

B Select Interventions for MED-PASS Home Care Aide |nte rve ntion as pa rt Of
@ O vital Signs (5) the client’s Care Plan,
i click the selection box.
ulse
Respirations
Blood Pressure
Weight
= [ Bathing (10)
7 Tub
Shower
Bed - Partial
Bed - Complete
Assist Bath-Chair
Shampoo Hair
Mouth Care
Shave - Electric
Shave - Straight
Assist with Dressing
Hand/Foot Care (3)
Elimination (4)
Skin Care (1)

Activity (7)
Equipment (3)
Exercise (3)
Meals (4)
Housekeeping (5)
Notify RN (2)
[Pain (3)
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7. To add the protocol to the client’s Care Plan, click Add at the end of a protocol. To add another protocol,
begin typing the new protocol name in the Add Protocol field, select from the list, and then click +Add
to add it to the care plan.

8. When your Care Plan is complete, do one of the following:
e If using the Care Plan tab, click Accept.

e If using an assessment, be sure to Sign your assessment so that the information flows to the
Care Plan tab.

Creating a Custom Goal or Intervention
It may be necessary to create a unique, custom Intervention for your client.
Procedure

1. While creating a Care Plan, click the Add Intervention field.

=] [# Homemaker

Goals Add Goa

& Goal: Patient remains safe at home

& Goal: Patient will verbalize no falls or unusual incidents since last visit.

&' Goal: Patient will be able to obtain food and fluid.

[ Goal: Patient/caregiver will verbalize that assigned errands, shopping, househeld or cleaning tasks are completed as agreed and to their satisfaction

& Goal: Patient/caregiver will participate in and tolerate planned activities as assigned.

Interventions Add Interventio

Activities/Qutings/Reminders (18)
Household/Cleaning (18)

2. Enter your custom text.

3. Click +Add. The new Intervention appears at the bottom of your list.

4

4. Remember to save changes to your Care Plan by doing one of the following:
e If using the Care Plan tab, click Accept.

e If using an assessment, be sure to Sign your assessment so that the information flows to the
Care Plan tab.

Page 5



Associated Reports

Home Care Aide Report

Patient Visit Report

Associated Dashboards

EVV Held Appointments

Patient Unreviewed Appointments

Unassigned Appointments
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Shows a summary of tasks performed by a Home
Care Aide during visits

Shows care plan updates made during a visit.

Shows appointments submitted with issues.

Suggested Use: Monitor daily. Determine issue,
resolve, and review appointment so it may be
released for payroll and billing.

Shows appointments not yet submitted as expected

Suggested Use: Monitor weekly. Determine if the
problem is related to late documentation. If so,
determine why the documentation is late and review
the appointment. If it is a missed visit, change status
to Cancelled.

Shows open appointments with no employee
assigned.
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Notes
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