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About Momentum Healthware

iInterRAI and the Integrated Suite

InterRAI Long Term Care Facility Assessment (ILTCF)
Calculated Protocols and Outcomes

Data Analysis and Reporting

Pilot Experiencewith Q&A
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About us- Momentum Healthware

¢ Foundedin 1995
w Global Headquarters & Software Development in Winnipeg, MB, Canada
w U.S.offices located in Nashville Tennessee and Phoenix Arizona.
w Approx. 50 Employees (concentration of nurses, technical and administrators

¢ Our focus is on solving problems across the Continuum of Care
w New Zealand, Home Care & Long Term Care
w Canada LTC, Home Care, Mental Health and Rural Acute
w U.S- Long Term Care (SNF, ALF, IL & CCRC) & Pediatric Care

o Types facilities/organizations served:
w Long Term Carenon-profit and forprofit
w Home Care
w Community Mental Health
w PediatricLong Term Care
w Nearly 700 unique customer sites

iTo serve oucliertsenath eéxdeptimmaksoftware and professional services to
promote a superior quality of carebo
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InterRAI and the Standardized
ASssessment
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InterRAPc Mission and Vision

$) interrAI

a Ay U £ Bdollahorative network of researchers in
over 30 countries committed to improving health care
for persons who are elderly, frail, or disabled. Our

goal Is to promote evidenc®ased clinical practice

and policy decisions through the collection and
Interpretation of high quality data about the
characteristics and outcomes of persons served across
a variety of health and social services settings

Slide 6 Taken from interRAI website



InterRAIc Standardized: Assessments

PR

¢ LTQ.0Assessment fotong TernCare

R
=
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¢ HC 2.0Assessment foHome Care
¢ The Integrated Suite New Generation of Assessments

> >

> > I > D

ILTCF Long Term Care Facility
IHC- Home Care

A
A

iCHA- Community Health Assessment A

ICA- Contact Assessment
IAL- Assisted Living

IAC- Acute Care

IPAC- PostAcute Care

A
A

IMH - Mental Health

ICMH- Community Mental Health

IESP. Emergency Screenéor Psychiatry
IPC- Palliative Care

I1D - Intellectual Disability



InterRAI¢ Standardized: Assessments

¢ Benefits

¢ Common Language
¢ Care Plabevelopment driven by Assessment

¢ Data available for immediate analysis and trending
w Care Assessment Protocols
w Outcome Scales
w Quality Indicators

¢ Improve Resident Care!
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InterRAI¢ Standardized: Assessments

¢ Are you ready?
¢ Activeinvolvementwith interRAl
w Dr. Nigel Millar interRAI Fellow
w Dr. BrigetteMeehan- interRAI Associateellow
¢ LTC.0 Pilots
w Pilots OnrgoingsinceJune 2008 and currently in 18 facilities
w Outcome- Experiencedracilitator
w Outcome- Welldeveloped body oknowledge
w Resources have be@®dicatedto the nationalrollout
¢ Supportiveleadership
¢ Rollout Plan is beindeveloped
¢ Data for analysis will be available immediately
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InterRAI LTCFEF Assessment
(iLTCF)
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Complete ILTCF Assessment

Interdisciplinary Decision Making

CAPs Outcome Scales Data Trending

Interdisciplinary Care Planning

Develop Care Implement Care

Plan Plan Evaluate
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ILTCFASsessment Areas of Assessment

19 Areas of Assessment

A ¢ ldentification Information
B ¢ Intake & Initial History
C¢ Cognition

D ¢ Communication & Vision
Ec Mood & Behavior

F¢ Psychosocial WeBeing

G ¢ Functional Status

H ¢ Continence

| ¢ Disease Diagnoses

Jc¢ Health Conditions
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K¢ Oral & Nutritional Status

L ¢ Skin Condition

M ¢ Activity Pursuit

N ¢ Medications

O ¢ Treatments & Procedures
P ¢ Responsibility & Directives
Q ¢ Discharge Potential

R¢ Discharge

S¢ Assessment Information



ILTCE Assessment Instruction and Definition

¢ IterRAI LTCF Manual

Slide 13

¢ Part 1¢ Introduction

¢ Part 2¢ Item by Item GuidgYour favorite section)

w Section Introduction
w Item Explanation and Instructions
wAssessment Form View (Section)

$) interral®

interRAI Assessment System .

interRAI Long-Term Care Facilities
(LTCF) Assessment Form
and User’s Manual




ILTCE Assessment Instruction and Definition

Section E
- =

Mood and Behavior

Mood distress 1s a serious condition and s associated with diminished quality of life,
nonresponstvensss to or nonadherence to treatment regimens, and increased risk of
poor outcomes. Depression 1s often under-detected and therefore madequately treated
even though effective treatments are readily available. Factors assoctated with mood
distress include poor adjustment to living in the facility, increased functional
impairment, resistance to daily care, inability to participate in activities, isolation,
medical comorbidity, cognitive impairment, and an increased sensitrvity to physical
pain.

In facilities where staff members have not received specific training in how to
evaluate persons with mood distress or behavioral symptoms, an in-service program
under the direction of a professional mental health specialist is recommended. Staff
in such facilities may find a careful review of the vartous mental health Clinical
Assessment Protocols (for example, Mood, Behavior) to be helpful. This assessment
may serve as a crucial first opportunity to identify and respond to such problems, 1f
they are present.

Slide 14 Document images from the interRAI Lefgym Care Facilities (LTCF) 9.1 manus



ILTCE Assessment Instruction and Definition
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E1l. Indicators of Possible Depressed, Anxious, or Sad
Mood

Intent To record the presence and frequency of indicators observed in the last 3 days or

— prior to the last 3 days, wrespective of the assumed cause of the indicator. In some
cases, an indicator may not have been observed in the last 3 days, but 1t continues to
be “present” and active in a way that has a meaningful impact on the person’s current
care needs. When combined with other items in the instrument, these indicators can
provide information about the severity of the person’s condition.

Definitions The mental state indicators may be expressed wverbally or through nonverbal

—

indicators or behaviors that can be monitored by observing the person during usual
daily routines.

Ela. Made negative statements — For example, “Nothing matters™, “Would
rather be dead™, “What's the use?’; “Regret having lived so long™; “Let me
die”

Elh. Persistent anger with self or others — For example, easily annoyed, anger
at care received.

= Be aware of both wverbal statements of anger as well as nonverbal or
behavioral signs of persistent anger.

Elc. Expressions, including nonverbal, of what appear to be unrealistic fears
— for example, fear of being abandoned, being left alone, or bemg with
others; intense fear of specific objects or situations.

Eld. Repetitive health chmplaints — For example, persistently seeks medical
attention, mcessant concern with body functions.

Document images from the interRAI Lefgrm Care Facilities (LTCF) 9.1 manue



ILTCE Assessment Instruction and Definition

Process Interview the person directly as you would with a mental status examination. Keep
/ in mind previous statements made by the person and observations you or others
have made of the person’s verbal and nonverbal indicators of mental health concerns.

Some persons are more verbal about their feelings than others and will make
direct statements about their feelings. Other persons will only disclose those feelings
when asked directly. When the person verbalizes feelings or reports on the
occurrence of behavioral indicators of distressed mood (for example, crying), ask
how long these conditions have been present.

Other persons may be unable to articulate their feelings (perhaps because they
cannot find the words to describe how they feel, or lack insight or cognitive
capacity). Observe the person carefully for any indicator, both at the time of the
planned assessment and in any direct contacts you may have with the person during
the 3 days covered by the assessment.

Remember to be aware of cultural differences in how these indicators may be
manifested. Some persons may be more or less expressive of mental health concerns,
emotions, or feelings because of their cultural norms. Be cautious not to minimize
your interpretation of an indicator based on your expectations about the person’s
cultural background. On the other hand, it is important to be especially sensitive to
these indicators for persons whose culture may make them more stoic in their
expressions.

Slide 16 Document images from the interRAI Lefgrm Care Facilities (LTCF) 9.1 manus



ILTCE Assessment Instruction and Definition

Coding Based on your interaction with and observation of the person, score each indicator

/ based on the person’s behavior over the last 3 days, regardless of what you believe to
be the underlying cause of the indicator. Remember to code for both the presence of
the indicator and the number of days in which it was exhibited, no matter how often
it was exhibited per day. Use the following codes:

0. Not present

1. Present but not exhibited in last 3 days — Use this code only if you know the

condition is present and active, even though it was not observed over the last 3
davs.

2. Exhibited on 1-2 of last 3 days
3. Exhibited daily in last 3 days

Slide 17 Document images from the interRAI Lefgym Care Facilities (LTCF) 9.1 manus



ILTCE Assessment Instruction and Definition
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Examples of How to Code Behavior Symptoms

Lir. W has dementia and is severely impaired in making daily decizsions. He wanders all around
the unit throughout the day. He is extremely hard of heanng and refuses to wear his hearing aid.
He iz easily frightened bv others and cannot stay still when anyvone wisits. IMNumerous attempts
made m the past (but not m the past week) to redirect his wandenng have been met wath hitting
and pushing family and staff Ower time, staff hhve found him to be most content while he is
wandenng within the structured setting of the unit. Code as follows:

Item E3a (“Wandering™) should be scored “3" for “Exhibited daily in last 3 davs™.
Item E3b (“Verbal abuse™) should be scored “07 for “Not present™.

Item E3c¢ (“Physical abuse™) should be scored “1* for “Present but not exhibited in last 3
dawvs™.

Item E3d (“Socially inappropriate or disruptive behavior™) should be scored “0™ for “Not
present™.

Item E3e (“Inappropriate public sexual behavior or public disrobing™) should be scored
“0* for “Not present™.

Item E3f (“Resists care™) should be scored “0™ for “Not present™.
The nurse aide states she has found Mrs. M up and going through her roormmeate’s bureau drawers.
This has happened on 2 of the last 3 nights. When she tried to get her to retirn to bed, Mrs. MM

became angry and continually shouted at her. She accused the nurse aide of stealing her things.
Code as follows:

Item E3a (“Wandering™) should be scored “0™ for “Not present™.

Item E3b (“Verbal abuse™) should be scored “17 for “Exhibited on 1-X of last
3 days™.

Item E3c¢ (“Physical abuse™) should be scored “0* for “Not present™.

Item E3d (“Socially inappropriate or disruptive behavior™) should be scored “2* for
“Exhibited on 1-2 of last 3 davs™.

Item E3e (“Inappropriate public sexual behavior or public disrobing™) should be scored
“0* for “Not present™.

Item E3f (“Resists care™) should be scored “0™ for “Not present™.

Document images from the interRAI Lefgrm Care Facilities (LTCF) 9.1 manue



ILTCE Assessment Instruction and Definition

—

Section G1 : SePerfo

rmance

Glag Bathing Glec¢ Walking

G1lbcg Personal Hygiene G1lic Bed mobility

G1lccg Dressing upper body G1ljc Eating (Not all inclusive list)
0. Independent — No physical assistance, setup, or supervision in any episode.

Slide 19

1.

Independent, setup help only — Article or device provided or placed within
reach, no phyvsical assistance or supervision in any episode.

Supervision — Owversight/cuing.

3. Limited assistance — Guided maneuvering of limbs, physical guidance without

taking weight.

Extensive assistance — Weight-bearing support (including lifting limbs) by one
helper where person still performs 30% or more of subtasks.

Maximal assistance — Weight-bearing support (including lifting limbs) bv 2 or
more helpers; or weight-bearing support for more than 50% of subtasks.

Total dependence — Full performance by others during all episodes.

. Activity did not occur during entire period

Document images from the interRAI Lefgrm Care Facilities (LTCF) 9.1 manue



ILTCE Assessment Instruction and Definition

SECTION H. CONTINENCE

1. INDICATORS OF POSSIBLE DEPRESSED, ANXIOUS, OR BLADDER COMTIHNENC
mforndi k observed last 3 d: pectzwaofb‘re b . :
Inaicators /n ays, imes 0. Continent—Compiste comrol, DOES MNOT LUEZE any type
assumec{)car\j/;e [Note: Whene glse of catieter or other unnany collection device
1P present tbut not exhibited in last 3 days é Emﬁ;qﬁ;ﬂ'ﬂﬂﬁ.anﬂf :rafhe'::r or astomy overlsst 3 days
%Exhbltedm12obfala:sit3days last 3 d Iﬂ““h‘l e | |-l:tlmlmllﬂtﬂuﬂ
o o 2. Dcca-smnla-ﬂ]..r imcontinernt—Less tham daiby
a. Made ne tlve statements —e.g., "Nothing matters; 4. Frequently incontinent—Laily, but some control present
Whatsthegse Regret having lived I:I 5. Incontinent—Mo control present _
solong,Letmedre 2. Did mod occor—iNo unne ouiput from Badder in last 2
b. Persnstentanger wnth self or others—e.g, easiy days

c. Expressnons, mcludmg non-verbal, of what appear to
be unrealistic fears—e.g., fear of bemg
being left alone, being with others; mtemefearofspecrﬁc
objects or situations 1. Condom catheter

d. Repetmve health complaints —e. %“ge 2. Indwelling catheter

e Repetmve anxious complamts / concems (non- 3. Cystostomy. nephrostomy, ureterostomy
health related)—e g., persistently seeks attention / 3. BOWEL COMNTINENCE

reassurance regarding schedules, meals, Iamd'y clothing, .
relationships 0. Continent—Complete control; DOES MOT USE any
f. Sad, pained, or worried facial expressions—eg,,

2. URINARY COLLECTION DEVICE (Exclude pads | briefs)
0. MNone

DDD

type of ostonmy device
furrowed brow, constant frowning 1. Control with ostomy—Control with ostomy device
g. Crying, tearfulness over last 3 days
h

i J'nﬂ'ecgf:nﬂy incontinent—tot incontinent ceer last 3
does have incontinent ep

. Decasionally incontinenf—Less than daily

. Freguently inconfinent—Daily, but some controd present

. Incontinenf—io contnol

to hap n—eg., believes he or sheis

i Wlthdrawal from activities of interest—e. g, Iong—
standing activities, being with family / fiends

oin i

[ ]
. Recurrent statements that something terri bIe is a EI
haea ]
L]
[ ]
L]

J- Reduced social interactions ‘ present )
k. Expressions, including non-verbal ofa lack of . Did mot oecuwr—Mo bowel movernent in the last 3 days
pleasure in life (anhedonia)—e.g., "] dont enjoy anything 4 OSTOMY
anymore” :
0 Mo 1. Yes

Slide 20 Image from the interRAI Lofierm Care Facilities (LTCF) Assessment |



ILTCE Assessment Instruction and Definition

MOMENTUM .
MHEALTHWARE Fill out a Form Full Online Hel i~
P Prybylero, Adam Dateof Birth: 04-Jun-1929
e ————— Gender: Male
Home 3 Resident | Resident Ca
| Help Search. |Overview| A7 | Foms | Se | ros [P e ou | o [ome
Common Tasks & O Retum j
* Resident Overview .
X lete | |4 Print ¢ Prev || % Next |Section Help
¢ Search for a Resident ﬁ%etum to Summaﬂ Save as DmﬁJﬁheck E"°'LJ| Mark CompedF J ; r H__g ’ @__
: Dat
e Add a New Resident Comalaad B Title JCommet ate 1
| — |
s Bed Occupancy r Il E
sitive Help |
» Bed Swap _— - cOntext Sen T eals, which dothes t0 |
 Transfer Reside o TIVE PATTER e, whentod
Ry ing Facility SECTION C: COGNITIVE : isions regarding tasks of daily ife -
¢ Change working - COGNITIVE |Making d:cctwltles to do 3, Moderately lmpualrse eg/supervls“’“
essments i1 wear or , ble, rently poor or un
» Incomplete MDS Ass sKILLS FOR dent-—Decision consistent, €350 5223.'?93“3 all imes or rarely
jew Draft Items DAILY 0. Independé e Verelylmpa'md‘"e"e'
o Rev DECIS]ON and Safe iffi ulty in new ‘ k sdeaswns
MDS — MAKING Eod | depeﬂdence'somed y B ble conscousnes® coma
fﬁ?ﬂecent MDS ¢ 1. Modified I ityations, ()5 No dnsczzna
e Wiew Mos ¢ CAPS Stuatlons only ced—In rec;lr::gmsmn [SkIP to Sect
n o
» \View Curre e o 2. Mmlm8“V p or or unsafe; @
o \ieW Curre"t outcomes declS‘ngy \ those timee
urren necess
o view CU | MDS
. Historica
o \ViEW
print LT mmen
print MO
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Complete ILTCF Assessment

Interdisciplinary Decision Making

CAPs Outcome Scales Data Trending

Interdisciplinary Card’lanning

Develop Care Implement Care

Plan Plan Evaluate
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ILTCE Calculated :‘Outcome Scales and: Protocols

¢ ILTCF Calculated Outcome Scales:
¢ ADLH; Activities of Daily Living Hierarchy scalé)0
¢ CP& Cognitive Performance Scale@p
¢ COMM¢ Communication Scale )
¢ DRE; Depression Rating ScaleX9)
¢ PAINg Pain Scale Q)

o ILTCF Care Assessment Protocols

¢ ACAP is triggered based on answers to specific items on th
LTCF assessmeCAP Triggers)

¢ Use CAP Guidelines (interRAI CAP Manual) to help in the
creation of the Care Plan.

Slide 23



ILTCFE Care Assessment Protocols (CAP)

@;} interpa "

interRAl Clinical Assessment Protocols (CAPs)

() ) () (@) ()

For Use with Community and
Long-Term Care Assessment
Instruments

Slide 24

G ¢ gdal of the health care
professional is to use the
Information provided in the CAP
Guidelines to arrive at a plan of
care, and where possible and
required, provide the service or
make an appropriate referrdl ¢

Image from interRAI website



ILTCFE Care Assessment Protocols (CAP)

20 Care A

A CAP is triggered based on answers to specific items on the LTCF assessm:

Functional Performance CAPsClinicallssues CAPs

A Physical Activities Promotion A Falls
A Activities of Daily Living A Pain
A Physical Restraints 4 Pressure Ulcer

Cognition / Mental Health CAPs cardiorespiratory Conditions

A Cognitive Loss A Undernutrition

A Delirium A Dehydration

A Communication A Feeding Tube

A Mood A Prevention

A Behavior A Tobacco & Alcohol Use
SocialLife CAPs A Urinary Incontinence

A Activities A Bowel Conditions

Slide 25



ILTCFE Care Assessment Protocols (CAP)

"~ » Momentum LTCPCAP Indicatc

¢ Any assessment item that has been designated as a CAP Trigger will have a
circular indicator with a CAP # label.

¢ If a CAP is triggered, the indicator will turn yellow. If not, it will remain gray.
¢ NOTE Not all questions are a CAP Trigger

C1 HEARING {with hearing appliance, if used)
1 Answer alone did not
@ 0. HEARS ADEQUATELY—normal talk, TV, phone — — :
) e P ‘ Trigger the CAP
1. MINIMAL DIFFICULTY—when not in guiet setting
7 2. HEARS IN SPECIAL SITUATION ONLY—speaker has to adjust tonal quality and speak distinctly \
(71 3. HIGHLY IMPAIRED or absence of useful hearing * IEI
C1 HEARING {with hearing appliance, if used)

7 0. HEARS ADEQUATELY—normal talk, TV, phone
7 1. MINIMAL DIFFICULTY—when not in quiet setting
@ 2. HEARS IN SPECIAL SITUATION ONLY—speaker has tg adjust tonal quality and speak distinctly

(71 3. HIGHLY IMPAIRED or absence of useful hearing CAP Trigger ,__.-* ¥
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ILTCFE Care Assessment Protocols (CAP)

Assessment Protocol Summary Report

- PHIN:
M Assessment Protocol Summary Crimson, Abraham Date of Birth: 1948-04-13
B Gender: Male

Resident | Resident Care Progress | Physician
Home | Help | Logout I Search |0 nrieul ADT lFormsl Plan l MDS I Notes ﬂn:lersl Qls I CAPs ”CIutcomesl

Common Tasks = [@ Return ”Eé’ Most Recent ”(:EI Prev ”L., l
* Resident Overview

# Search for a Resident Assessment |DRAFT: Full | Reference Date |(2011-07-29
* Add a New Resident 3 Select

* Bed Qccupancy

* Bed Swap A. Problem Area (a) Check if triggered
® Transfer Residents . Delirium Triggered
* Change Working Facility . Cognitive Loss Triggered

* Incomplete MDS Assessments
* Review Draft Items

MDS =
* View Most Recent MDS

» View Current CAPs

® Wiew Current Qls

. Visual Function
. Communication Triggered
. ADL Function/Rehabilitation Potential

. Urinary Incontinence and Indwelling Catheter

. Psychosocial well-Being
* View Current Qutcomes

TRETE Tt TR A T TR TR

. Mood State
* \fiew a Historical MDS Behavi IS t i d
« Print LTC MDS . Bel -a‘f-rl.oura ymptoms riggere
* Print MDS Comments - Activities
® Complete a New MDS . Falls Triggered

User preferences . Nutritional Status

. Feeding Tubes

TR TR T TR

. Dehydration/Fluid Maintenance

|. 15. Dental Care Triggered
li 16. Pressure Ulcers

liz 17. Psychotropic Drug Use

liZ 18. Physical Restraints

Slide 27 Image from the Momentum L¥€application



ILTCFE Care Assessment Protocols (CAP)

CAP Triggers Drill Down Report

MOMENTUM

HEALTHWARE

Home | Help | Logout ‘

Common Tasks

A | A
A

# Resident Overview

# Search for a Resident

* Add a New Resident

# Bed Occupancy

# Bed Swap

# Transfer Residents

* Change Working Facility

# [ncomplete MD3
Azzezsments

# Review Draft Items

ADT

¥
W

Assessments/Forms

¥
W

Care Plan

v
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PHIN:
RAP Triggers Crimson, Abraham Date of Birth: 1948-04-13
Gender: Male
2. Cognitive Loss
Question Trigger Value Actual Value Triggered
A cognitive loss / dementia problem suggested if one or more of the following are present -
B2a - Short-term memary problem 1.. 1 - Memory problem Triggered
B2b - Long-term memary problem 1. 0 - Memory OK
B4 - Cognitive skills for daily decision making 1,2 3. 2 - Moderately impaired  Triggered
(6 - Ability to understand others 1,2,3..  2-5ometimes Understands Triggered

Image from the Momentum L¥Capplication




Data Analysis and Reporting

i Iﬂ@



Data Analysis and Reporting

¢ Individual Resident Reporting
¢ Individual Resident Analysis
¢ Ministry level, down to Facility Unit level rollup Analytics
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Individual Resident. Report Examples

MOME
Tem i UM
Home | Help | Logout

Common Tasks
Resident Overview
Search for a Resident
Add a New Resident
Bed Occupancy

Bed Swap

Transfer Residents
Change Working Facility
Incomplete MDS Assessments
pewiew Draft Items

~
- -
L]
-
-
L
-
-
L
-

MDS

e \iew
o iew
e \iew
e View
» iew
o print LTC MOS
pigute® MDS Comments
ete @ MNew MDS

Most Recent MDS
Current CAPS

Current QIS
Ccurrent Outcomes
5 Historical MDS

¥
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View Outcomes
Resident | Resident |————

L Senﬂe::t Imﬁml ADT l Forms
[9 Retuﬂ@lﬂost ReceT]L:: PreT]L

Assessment iDRAFT: Full

lTrT\
Plan I pos |

Qutcome Scales
ADL Long Form (0-28) 18
ADL Short Form (0-16)
ADL Self Performance Scale (0-6)
Cognitive performance scale (0-6)

Depression Rating Scale (0-14)

gocial gngagement Geale (0-6)

pain Scale (0-3)
CHESS (0-5)
Aggressive Beh
everl
pressure ulcer Risk (0-8)
Resour
pPD1 0.6187
Physical gunction
14
0
0.6187

0

aviour Scale g

ty Index (0-18)

W & & OO O & & ©

personal 5

rUG DescrPton
UG - 101 GroLP
ADL gcore

[ADL 5c0l‘3

cM1 Scoe

cm1 F1 56°7¢

—

Progress | Physician

- PHIN:
raham  Dpate of girtp: 1948-04-13

Crimson,

Gender:

I_QTI“m( Male

Notes Orders

Reference Date |2011-07-29

Image from the Momentum L¥Capplication




Individual Resident. Report Examples

- Outcome Scale Rollup

14

Ty

12
@ 220212010
10D | | m210a00
o e — =S 0 710672010
s [0 20872010
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Individual Resident. Report Examples

Or anizationName -  Primaryldentifier < | Outcome scale Rollup
LTC - New Zealand MMX4567 -

20 Sum of Value

L = ——
|
15
'Mnenaatej
] | @ 22/02/2010
- | 21/0472010
10 4— T T o 70672010
0 210872010

H; 14) pain Scale (0-3)
ale (0-

. i Sc
ce Scale  pepression Rating

Image from the Momentum L¥Capplication
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Individual Resident Report Exampiles
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