


[bookmark: _GoBack]EBCD MEDITECH Content Updates – 2022.2
NUR Module 
This document is a high-level overview for end user education purposes about significant changes within the Nursing Module screens.  
The enhancements are listed by intervention and provide a rationale behind the change and screenshot example(s). 
Please read the MEDITECH selected prompts and follow the yellow information boxes onscreen as you become aware of changes in the documentation.
[bookmark: _Toc93995967][bookmark: _Hlk95907222]eMAR – Pain Management
In alignment with the Multi modal pain protocols and to ensure pain medication administration triggers a pain reassessment when administered, the Administering for pain field has been updated. 
	[image: ]
	Administering for pain has been changed to Administering for pain management in eMAR when documenting a pain medication.

Note: If this is ordered for pain management and or pain control, regardless if the patient is actively having pain, the clinician should select “Yes.”

If this is ordered for fever, such as Tylenol, it is appropriate for the clinician to select “No.”

	


[bookmark: _Toc93995968]
[bookmark: _Hlk95907416]eMAR – SUBQ Previous Injection Sites Info Box
Some medications, when administered via subcutaneous (SUBQ) route, should have the administration site rotated between doses. Currently the nurse has to manually go back and review the previous administration sites. An alert has been created to automate this process, providing the 4 most recent administration site(s) for the current medication order and displaying them to the documenting nurse along with the associated date(s) and time(s)
* Dalteparin (Fragmin)       * Enoxaparin (Lovenox)
* Desirudin (Iprivask)         * Fondaparinux (Arixtra)       
* Unfractionated heparin

	[bookmark: _Hlk95907612]Screen Sample of the Past Administrations box
[image: ]
	Alert will only fire if documenting the order as “Given”.

Alert will NOT fire if documenting the order as “Not Given” or performing the action of “Undo” and there are no previous administrations on the current medication order.

After review of the informational alert, click “Ok” and proceed with documentation. 

The alert will display one time. Either when the cursor lands in the Dose field or after the nurse selects a Site for the current administration. If this occurs, the nurse will need to review the information provided and determine if the Administration Site should be adjusted on the current documentation. 


Dysphagia Screening
The Pass/fail dysphagia screening field has been updated in the following interventions:

Dysphagia Screening and Frequent Neuro Checks
	[image: ][image: ]







	If Pass/fail dysphagia screening is “pass,” the clinician will be able to document any observations during the 3oz. water test. 
If Pass/fail dysphagia screening is “fail,” the clinician will skip over the 3oz. water test questions.

The Yellow Information Box has also been removed.

Note: If patient has a Glasgow Coma score greater than 13, the patient’s dysphagia will default to Fail. 


[bookmark: _Toc93995969][bookmark: _Hlk95907654]Intake and Output
	[bookmark: _Hlk95907798][image: ]
	Number of voids has changed to Number of continent voids. 

Number of times incontinent urine has changed to Number of incontinent voids 


Note: Yellow information guidance has been removed.



[bookmark: _Toc93995970]Safety/Risk/Regulatory
The Safety/Risk/Regulatory screen has been updated with the Morse Falls Scale and will be applicable to the adult population. Based on the responses, the system will auto populate the Morse Fall and risk level. 

	[image: ]
	Selecting “Yes” will open the appropriate Fall Risk Assessment based on patient location.


Note:  For adult inpatient, ER, and Surgical Services areas, this will open the Morse Fall Scale.  For Peds, Behavioral Health & Inpatient Rehab, this will open the existing Fall Risk Assessment.
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	History of falling (immediate or previous) is a new field with the following options:
· Yes
· No
Yellow information box
Last documented on Admission history:

Last documented on Post Fall Assessment during this admission within the last 3 months:

	[image: C:\Users\gev9724\AppData\Local\Temp\SNAGHTML97303c2.PNG]
	To view the Morse Fall Scale in its entirety, click the Click the box to display the full documentation.
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	Secondary diagnosis is a required field with the following options:
· Yes
· No






Yellow Information Box:
More than two medical diagnoses in chart
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	Ambulatory aid is a required field with the following options:
· None/bedrest/nurse assist
· Crutches/cane/walker
· Furniture
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	IV/heparin lock is a required field with the following options:
· Yes
· No
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	Gait/transferring is a required field with the following options:
· None/bedrest/immobile
· Weak
· Impaired
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	Mental status is a required field with the following options:
· Oriented to own ability
· Forgets limitations

	[image: ]
	The Morse Scale score and risk level will show the numeric value and associated risk level based on the Morse Falls algorithm.
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	Active fall precautions intervention is a multi-select field with the following options:

· Assistive devices
· Bed/chair alarm
· Diversion techniques
· Gait belt
· Low bed
· Med review/timing optimiz
· Physical PSA
· Slow position changes
· Supervised/assisted amb
· Supervised toileting
· Virtual PSA
· Visual aids accessible
· Other additional interv
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	Active fall precaution intervention is a required free text field when “Other additional interv” is selected in the previous field. 



[bookmark: _Toc93995971]

Suicide Risk Score
The Suicide Risk Score has been updated with new programing. The Calculated Suicide Risk level was updated to align with the Columbia Suicide Screening and can be addressed in the provider and nurse documentation. 
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**************************************************
The Overall risk level may be different from the Calculated suicide risk level. Proceed with the highest risk level identified either from the Physician or nursing and communicate those differences with the Physician and follow facility processes.
	Calculated suicide risk level has a new algorithm to calculate the score.
The Overall level suicide risk from the Provider’s documentation will populate in the yellow information box when available or will show No results found.

Yellow Information box
Based upon identification risk, implement facility policy and procedure for suicide risk precautions.
Overall level suicide risk:
Date:  Time:

Note: The Calculated suicide risk level data is shared amongst nursing and provider documentation; the provider has the opportunity to import the nursing documentation if completed prior.




[bookmark: _Toc93995975] 



Modified Rankin score
A stand-alone intervention was developed for the Modified Rankin Score. This screen was formally called Stroke modified Rankin scale and was only accessible through the discharge instructions. 
	[image: ]
	Stroke Modified Rankin Scale is now the Modified Rankin Score and is available as a stand-alone intervention.

The Modified Rankin Score is completed for stroke patients upon discharge. Add the intervention to the Process Care items screen to complete as needed.



[bookmark: _Toc93995977]Health History Assessment
To align Equity of Care (EOC) across Health History screens, the following fields have been added to the Admission Health History 
Note: These fields are shared with Admissions and EDM and will recall the previous responses filed. The clinician must confirm and update those fields as necessary.
	[image: ]
	Preferred language has been relocated to align with Equity of Care screens.
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	Accessibility needs is a new, multi-select field with the following options:

· Blind/low vision
· Deaf/hard-of-hearing
· LEP (Limited English proficiency)
· Service animal

The new Yellow Information Box provides guidance to clinicians:
LEP – Limited English proficiency
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Examples of details may include:
For Blind/low vision patient:
[image: ]
For Deaf/Hard-of-hearing patient:
[image: ]
	Other auxiliary aid detail is a new free text field only accessible when “Other auxiliary aids” is selected in the Language services type field.

The new Yellow Information Box provides guidance to clinicians:
Describe preferred auxiliary aids needed and available.

 Additional language services detail is a new free text field.

The new Yellow Information Box provides guidance to clinicians:
Provide any additional detail about language services needs or preferences.

Document use of language services in Language Assistant.


[bookmark: _Toc93995978]Hygiene Care and Routine Daily Care
[bookmark: _Hlk95908575]Hygiene Care and Routine Daily Care have been updated to provide clarity on “How to document” in this field.

	[image: ][image: ]


	Hygiene Care
For more direction in answering the question, a Yellow Information Box has been added to Oral care provided.

Date of last bowel movement has been removed.

Routine Daily Care

For more direction in answering the question, a Yellow Information Box has been added to Activity.
Document only what patient actually did (independent or assisted), not what patient is capable of doing. If patient independent, confirm actions were completed

	
[bookmark: _Toc93995966]ECMO
To align provider and nursing ECMO documentation and to increase patient safety, the ECMO intervention has been updated.
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	In the ECMO oxygenator details section, the following fields have been updated:

	Old
	New

	ECMO blender FiO2 1
	ECMO blender FdO2 1

	ECMO blender FiO2 2
	ECMO blender FdO2 2

	ECMO blender FiO2 3
	ECMO blender FdO2 3






		In the ECMO oxygenator details section, the following fields have been updated:

	Old
	New

	ECMO blender FiO2 1
	ECMO blender FdO2 1

	ECMO blender FiO2 2
	ECMO blender FdO2 2

	ECMO blender FiO2 3
	ECMO blender FdO2 3








In the ECMO safety checks section, the following field has been updated:

ECMO RPMs, FiO2, and SWEEP set per physician order has been changed to ECMO RPMs, FdO2, and SWEEP set per physician order.


 




	[bookmark: _Hlk95908785][image: ]Patient Preferred Pharmacy Report
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Added Admit Date/Time field to output of Print Version (Inpatient only) report


Added ability to exclude admitted patients greater than 30 days with preferred pharmacy documented 




Created a new Download Version (Inpatient and ED Patients) of the Preferred Pharmacy report


Added to print report button menu















Created a new Download Version of the Home Medication Audit report.

Added to print report button menu.






[bookmark: _Appendix_–_report][bookmark: _Appendix_–_Reports]
[image: ]2022.2 Update 

2                                                       
2022.2 Update
image1.png
Diagnosis Chest Pain

Tuesday Novenber 16, 26821 134

A [Start Sched Today
v Stop Hedication Tine Hon Tue Wed
Status Route |Schedule [€ |B |47 [© 11/15 | 11416 | 11415

[a J11/88/21 1248
12/06/21 1239
fActive
New Order

Norco 5-32... 1 tab PO Q4H PRN CPAIN..
HYDROCODONE/AC. .. (Give 1 TAB of 1 tahd

=

Administration Queries

Adu
1 Yes
2 Mo

tering for pain nanagenent:

Aduinistering for pain nanagewent:>

CGEndd [

I [53




image2.png
Past Administrations

017110954 RAB Right Abdomen
017100950 LT Left Thigh
01/06 0921 LAB Left Abdomen





image3.png
Dysphagia Screening

Patient [Testing,Bink - 3

5/F

Date |

1 Yes
2 Mo

Any signs of as|

Time |

61

Tong
Palat

User |

on during the 3 oz water tes

Docunent Glasgow Cona Scale:>VYes
asgou Cona Scale less than 13: [No
Facial asynnetry/weakness:>No

ue asynietry/ueakness present:sho
al asynietry/ueakness present:sho_

Pass/fail dysphagia screening: [Pass

*

Any signs of aspiration during the 3 oz uater test:s

Noted changes in suallou test:

Dysphagia screening conents:

0K Cancel

CGEndd) [





image4.png
Dysphagia Screening

Patient [Testing,Bink - 35/F
Date | Time | User |

Pass/fail dysphagi
If patient fails dysphagia screening, naintain NPO per facility protocol

If patient passes dysphagia screening, start diet per order.

Docunent Glasgow Cona Scale:>VYes
Glasgou Coma Scale less than 13: [Yes
Facial asynnetry/weakness:>No
Tongue asynietry/ueakness present:sho
Palatal asynnetry/ueakness present:sho_
Pass/fail dysphagia screening!>Faill B
Any signs of aspiration during the 3 oz uater test:|

Noted changes in suallou test:

Dysphagia screening conents:

CGEndd) [

0K Cancel





image5.png
[?[8[9 [l
[4]5]6
[1f2[3
[-Tof. lalc

Void nli>

Nunber of continent voids:
Hunber of incontinent voids: |
U dry d ele Ml

Urine/bouel novenent nix wnl:

Other urine nl:
Other urine type:

Suprapubic ul:
Post void residual anount nl:

(Next Page) [




image6.png
Safety/Risk/Regulatory.
| 0 Wassess fall risk:
1 Yes Fall risk should be
docunented at aduission,
every shift and any

change in status

Isolation statusi>Standard precavtions 2

fAssess sepsist |
Assess vaccines: |
Assess adult skin risk:

RAssess Broset violence screening: |
fAssess trauna alcohol screening (CAGED: [
Assess depression screening! [

CGEndd) [





image7.png
Morse FallScale =

| 0 QHistory of falling Cimnediate or previous):
1 tYes Last docuniented on Adnission History:
2 HNo Falls uithin the past 3 nonths: No results found.

Last docunented on Post Fall Assesswent during this
aduission within the last 3 nonths:

Type of fall: No results found

Click box to display full docunentation —>

History of falling Cimnediate or previousd:f
Secondary diagnosis: |
Anbulatory aid:
Iu/heparin lock:
Gait/transferring: [
Hental status:

Horse Fall Scale score and risk level:

o x| x

(Next Paged [





image8.png
Morse Fall Scale.

History of falling Cinvediate or previous

o

Last docunented on Aduission History:
Falls within the past 3 nonths: No results found.

Last docunented on Post Fall Assesswent during this
aduission within the last 3 nonths:

Type of fall: No results found

ck box to display full docunentation

History of falling Cinnediate or Dreuinuﬁ)'%

Secondary diagnosi

Anbulatory aid:
Iu/heparin lock:
Gait/transferring:

Hental status:

Horse Fall Scale score and risk level:

History of falling: imediate or previous
- Yes (25)
- lo (@)
Secondary diagnosis
- Yes (15)
- lo (@)
Anbulatory aid
- Hone/bedrest/nurse assist (8)
- Cruches/cane/ualker (15)
- Furniture (30)
1U/Heparin Lock
- Yes (28)
- lo (@)
Gai t/Transferring
- Nornal/bedrest/inmobi le (8)
- Weak (10)
- Inpaired (20)
Hental Status
- Oriented to oun ability (8)
- Forgets linitations (15)

Ho Risk: 0





image9.png
Secondary diagnosis:

1 Yes More than tuo nedical diagnoses in chart
2 Ho

Click box to display full docunentation —->

History of falling Cinnediate or previous):>Yes
Secondary diagnosis:>
Anbulatory aid:
IV/heparin lock:
bait/transferring:
Hental status:

* % ok o* [xlx

Morse Fall Scale score and risk level: 25 - Mod Risk

(Next Paged [




image10.png
Morse FallScale
Anbulatory aid:
None/bedrest/nurse assist
Crutches/cane/ualker

Furniture

lick box to display full docunentatio

History of falling Cinnediate or previous)i>Yes
Secondary diagnosis:>No
Anbulatory aid:sf
U/heparin Tock: |
Gait/transferring:
Hental status:

Morse Fall Scale score and risk level: [25 - Hod Risk

* o e x %

(Next Paged [





image11.png
Morse Fall Scale.

1U/heparin lock:

lick box to display full docunentatio

History of falling Cinnediate or previous)i>Yes [
Secondary diagnosis:>No [

Anbulatory aid:>Crutches/cane/ualker 4

[1v/heparin lock:3f =]

Gait/transferring: | *

Hental status: =
Morse Fall Scale score and risk level: |48 - Hod Risk

(Next Paged [





image12.png
Morse FallScale
Gait/transferring:
Nornal/bedrest/innobile
Weak

Inpaired

lick box to display full docunentatio

History of falling Cinnediate or previous)i>Yes
Secondary diagnosis:>No
Anbulatory aidi>Crutches/cane/ualker
1U/heparin lock:i>Yes
[ Gait/transferring:
Mental status! |

Morse Fall Scale score and risk level: |68 - High Risk

wxx e % x

(Next Paged [





image13.png
Morse Fall Scale.

Oriented to oun abilityl
Forgets linitations

lick box to display full docunentatio

History of falling Cinnediate or previous)i>Yes [
Secondary diagnosis:>No [

Anbulatory aidi>Crutches/cane/ualker [

*

*

IU/heparin lock:i>Yes
Gait/transferring:>Nornal/bedrest/inmobile
[Hental status:3f 0|

Morse Fall Scale score and risk level: |68 - High Risk

(Next Paged [





image14.png
Morse FallScale =

Horse Fall Scale score and risk leve

lick box to display full docunentatio

History of falling Cinnediate or previous)i>Yes
Secondary diagnosis:>No
Anbulatory aidi>Crutches/cane/ualker
IU/heparin lock:i>Yes
Gait/transferring:>Nornal/bedrest/innobile
Hental statusi>Oriented to oun ability

Horse Fall Scale score and risk level:>60

ok ok k%

(Next Paged [





image15.png
Morse Fall Scale.

Active fall prevention interventions

IOnssistive devices 7OPhysical PSA 1300ther additional interv
2[0Bed/chair alarn 800Slou position changes

JO0Diversion techniques 900Supervised/assisted arb

4006ait belt 160Supervised toileting

SOLou bed 110virtual PSA

600Med revieu/tining optiniz 1200Visual aids accessible

Active fall prevention interventions:s|

Additional fall prevention interventions:

Docunent naternal risk for newborn drop/falls:[

Prev Paged [ CGEndd) [





image16.png
Morse Fall Scale. =

Additional fall prevention intervention:

Enter free text.

Active fall prevention interventionsisLou bed
[other additional interv

Additional fall prevention interventions:s [

Docunent naternal risk for newborn drop/falls:[

Prev Paged [ CGEndd) [





image17.png
=

Calculated suicide risk leve!

Based upon identified risk, inplenent facility policy and procedure for suicide risk
precaut ions.

Active suicidal ideation uith plan and intent in the past nonth:
Active suicidal ideation uith plan and intent in the past 6 nonths:
Active suicidal ideation uith plan and intent in your lifetine:>fo

Attenpted. plan to attempt, or prepared to end life in uour lifetine:>Ho *
Attenpted, plan to attenpt, or prepared to end life in the past 3 nonths: [fio +

Calculated suicide risk level:>Lou risk

Docurent suicide risk detail assessment: [





image18.png
=/

Calculated suicide risk leve!

Based upon identified risk, inplenent facility policy and procedure for suicide risk
precaut ions.

Overall level suicide risk: noderate risk

Date: 12/86/21 Tine: 1348

Attenpted. plan to attempt, or prepared to end life in uour lifetine:>Ho *
Attenpted. plan to attempt, or prepared to end life in the past 3 months: [fo

Calculated suicide risk level:>Lou risk

Docurent suicide safe environment

(Prev Page) [ (Hext Page) [





image19.png
Modified Rankin Score. ==
Hodified Rankin sc

8 No synptons at all B-No synptons at all

1 No sig disabil with synp 1-No significant disability with synptons; able to carry
2 Slight disability out all vsual duties/activities

3 Moderate disability 2-Slight disability; unable to carry out all previous

4 Hod/severe disability activities, but able to look after oun affairs without
5 Severe disability assistance

6 Dead 3-Hoderate disability; requiring sone help, but able to

ualk uithout assistance

4-Hoderate/severe disability; unable to walk without
assistance and unable to attend to oun bodily needs
uithout assistance

5-Severe disability; bedridden, incontinent and requiring
constant nursing care and attention

6-Dead

Hodified Rankin score!y

CGEndd) [





image20.png
[De1

[Lookup

Preferred language:

Accessibility needs:

Language services:
Language services type:

Prev Paged [ CNext Paged [





image21.png
I00Blind/low vision LEP - Linited English proficiency

2[0Deaf /hard-of-hear ing

3OLEP
40Service aninal

Health History Assessment
Accessibility need:

Language services:|

Language services type: ’—

Prev Paged [

(Next Paged [





image22.png
Health History Assessment

- Additional language services detail:
Enter free text.

Other auxiliary aids detail:

Additional language services detailt

Prev Paged [ CNext Paged [





image23.png
Other auxiliary aids detail:

>Needs qualified reader
Needs uritten waterials with large text.|




image24.png
Other auxiliary aids detail:

>Does not use sign language, Needs assistive listening
device.l




image25.png
Routine Daily Care

| B0 Mactivity

i [or free textl

IOAnbulate in hall “Obangle Docunent only what patient
200Anbulate in roon é0Stand at bedside actually did Cindependent or
30Bathroon privileges 9OTurn assisted), not what patient
4C0Bedrest 1600up ad 1ib is capable of doing. If

sOchair patient independent, confirn
600Connode actions were conpleted.

Activity:

Level of assistance:

fssistive devices: ’—

Anbulation duration Cninutesd:|

Anbulation distance (feetd:

Specialty bed:

Head of bed elevation:

Transport nethod:
Appetite: GEndd [





image26.png
Hygiene Care
Oral care provided: [or free textl

1 Independent 7 Refused Docunent only what patient

2 Set up assistance actually did Cindependent or
3 Linited assistance assisted), not what patient

4 Extensive, 1 person asst is capable of doing. If

5 Extensive, 2+ person asst patient independent, confirn
[}

Total dependence actions were conpleted.

Chlorhexidine gluconate (CHG) used for bath:>
Hygiene care provided:
Perineal care provided:

Chlorhexidine gluconate (CHG) us or oral care

CGEndd) [





image27.png
ECMO Oxygenator Details

(708]3 bel
EILIN
RIEIER
[-lal. el

Date Tine Bldr Fd02 1 Bldr sup 1 Bldr Fd02 2 Bldr sup 2 Bldr Fd02 3 Bldr sup 3

ECHO blender FdD2 1:>

ECHD blender sweep Clpnd 1t

ECHO blender Fd02 %
ECHD blender sweep Clpnd
ECHO blender Fd02 3:
ECHO blender sweep Clpm) 3! (Next Paged [





image28.png
ECMO Oxygenator Details

(708]3 bel
EILIN
RIEIER
[-lal. el

Date Tine Bldr Fd02 1 Bldr sup 1 Bldr Fd02 2 Bldr sup 2 Bldr Fd02 3 Bldr sup 3

ECHO_blender Fd02 '%
ECHO blender sweep Clpu)

ECHO blender FdD2 2:
ECHD blender sueep Clpn) 2

ECHO blender Fd02 3:
ECHO blender sweep Clpm) 3! (Next Paged [





image29.png
ECMO Oxygenator Details

(708]3 bel
EILIN
RIEIER
[-lal. el

Date Tine Bldr Fd02 1 Bldr sup 1 Bldr Fd02 2 Bldr sup 2 Bldr Fd02 3 Bldr sup 3

ECHO blender FdD2 1:>

ECHD blender sweep Clpnd 1t

ECHO blender FdD2 2:>

ECHD blender sueep Clpn) 2

ECHO_blender Fd02 %
ECHD blender sueep Clpn) (Next Paged [





image30.png
Adn Dt/Tm

10/04/21
10/04/21

01/03/22
P

1747
1332

0920




image31.png
Exclude patients with LOS > 30 w/ pharmacy documented? [





image32.png
Patient Preferred Pharmacy -ALLJDOWNLOAD| =
Location
ALl

From Admit/Arrival Date
Thru Admit/Arrival Date

Exclude patients with LOS > 30 w/ pharmacy documented? [





image33.png
MCTR - Nurse Standard Menu SR AdnDt |Next Med/Int BA Rest Foley US Protocol | X
207 , /Screen ?
Armband/Label Print Menu Adyanced Directives » us o
Behavioral Health > Bed Management [ S Allergies ‘
CLIN: Outpatient Reports » Chart Audits > Ack/Ver \ﬁ
Obstetrics Reports | CoreMeasures » Admin Data || .
Trinity Custom Reports Menu 3 COVID-12 Reports > Assessment v
- Dialysis ». _ Discharge || “
Falls » eMAR -
Infection Control > Flowsheet || =
Lab Specimens and Results » Monitor ||
_ Controlled Substance Handoff Report
Nutrition eMAR
Preferred Pharmacy Entry Audit (Inpt)
Preferred Pharmacy (ED-Inpt) Expired Med List
eRX Transmission Status by Patient IV Drip Titration
eRX Transmission Status by Location Opioid Safety





image34.png
Exit Dialysis 3 S Discharge
Falls » eMAR

MCTR - Nurse Standard Menu SR AdnDt |Next Med/Int BA Rest Foley US Protocol | A

207 , /Screen ?

Armband/Label Print Menu » Advanced Directives » us "
Behavioral Health > Bed Management [ S Allergies ‘
CLIN: Outpatient Reports » Chart Audits > Ack/Ver uﬁ
Obstetrics Reports | CoreMeasures » Admin Data || 5.
Trinity Custom Reports Menu »|  COVID-13Reports » Assessment v
-

-

Infection Control » Flowsheet
Lab Specimens and Results » Monitor |
Controlled Substance Handoff Report
Nutrition » R
OF Module Shortcut ePrescribe Reports
Oncology > Expired Med List
Orders > IVDrip Titration
Pain >\ Opioid Safety
Discharge Nurse Check Report
ED Home Med List Audit nstru

Home Med List Audit Report Reconcile Rx

Home Med List Audit Report (Download) References
Inpatient Home Med List Completeness Reyiew

Med Reconciliation Audit by Patient Transfusions




image35.png
HCA<

Healthcare™




