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EBCD MEDITECH Content Updates – 2025.2 
NUR Module    

Overview 
This document is a high-level overview for end user education purposes about significant changes within the 
Nursing Module screen routines.  

The enhancements are listed by intervention and provide a rationale behind the change and screenshot 
example(s). This document focuses on end user enhancements designated as high and medium impact. 

Please read the MEDITECH selected prompts and follow the yellow information boxes onscreen as you 
become aware of changes in the documentation. 
Cardiac Assessment 
 
An abnormal rhythm findings field has been added to the Cardiac Assessment to allow for documentation of 
abnormal characteristics that may be found when assessing a patient’s cardiac rhythm. 

 

Abnormal rhythm findings will be a 
multi-select field with the option for 
free text entry.  
 
All abnormal characteristics should 
be documented in this field. 
 

This update affects the following interventions/assessments: 
 

Nursing 
Admission/Shift Assessment 
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First Point of Contact 
The existing documentation within the First Point of Contact does not address scenarios where patients refuse 
to wear masks or whether patients are isolated, and the receiving unit/department is notified. This gap in 
documentation can lead to inconsistencies in patient management and communication between departments. 
The new updates will introduce additional fields at the end of the screening process to account for these 
circumstances.  

 

Mask applied will have 3 
responses: 
 
• Yes 
• No 
• Patient refused 
 
 
 
Patient isolated and receiving 
unit/dept notified will be a Yes/No 
response field only. 
 
 
 
 
 
 
 
Note: These fields become 
required if the patient screens 
positive for Respiratory and/or TB 
risk. 
 
 
 
 
 
Note: The soft stop alert has been 
removed, as new documentation 
allows for the patient to refuse to 
be masked.  
 
 
 
 
 
 
 
 

This update affects the following interventions/assessments: 
 

Nursing 
First Point of Contact/MRSA 
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Meals Consumed Intake 
 
Currently, clinicians cannot document when a patient refuses a meal or snack as part of Intake and Output. 
To address this issue, “Patient refused” has been added as a new option, facilitating instances when a patient 
refuses a meal or snack offered. Information regarding patients who are NPO can be found elsewhere in the 
medical record. 
 

 

 

 

 

 

 

 

 

 

 

 

 

‘Patient refused’ has been 
added to the response options 
for the following fields: 
 
• Amount taken 
• AM snack 
• PM snack 
• HS snack 
 

This update affects the following interventions/assessments: 
 

Nursing 
Intake and Output 
Critical Care Flow Record 
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Plan of Care Update: Electrolyte Imbalance 
 
The nursing Plan of Care previously did not have a Clinical Care Classification (CCC) nursing diagnosis for 
patients with an electrolyte imbalance. Electrolyte Imbalance has now been included as a nursing diagnosis in 
the Plan of Care. 

 

Physiological problem/alteration in 
has a new response: 

• Electrolyte imbalance 

 

 

 

 

 

 

 

 

Electrolyte Imbalance problem 
expected to is a required field and 
has the following responses: 

• Improve/Resolve 
• Stabilize/Maintain 
• Deteriorate 
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The Target date is required, and the 
calendar or keypad function will be 
utilized. 

 

Electrolyte imbalance problem is; is 
a required field with the following 
responses: 

• Improving/Resolving 
• Stabilizing/Maintaining 
• Deteriorating 
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The Electrolyte Imbalance problem 
comment field is free text enabled.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If the Electrolyte Imbalance problem 
is is answered with 
‘Stabilizing/Maintaining’ or 
‘Deteriorating’, the nursing diagnosis 
of Electrolyte Imbalance will be 
added to the Plan of Care and 
automatically appear active in the 
Care Items. 

 

 

 

 

 

 

If the Electrolyte Imbalance problem 
has; is answered with 
‘Improved/Resolved’, the status in 
the care items will automatically 
change from Active to Complete.  
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Restraint Documentation 
 
Current documentation allows for the selection of “Quick Release Synthetic” options when non-violent 
restraints have been ordered. Quick release synthetic restraints should be reserved for violent restraint use 
only. Future documentation will remove all “Quick Release Synthetic” options from the Non-violent restraint 
device field.  

 

The “Quick Release Synthetic” 
options are no longer available 
when documenting Non-violent 
restraint device. 
 

This update affects the following interventions/assessment: 
 

Nursing 
Restraints Documentation + 

 

 
SLED/SCUF Update 
 
To improve consistency of documentation of the lot number, ‘lot’ has been added to the SLED/SCUF cartridge 
number field. The lot number is unique to the cartridge and should be documented for reference in case of 
problems or errors.  
 

 SLED/SCUF cartridge number 
has been updated to 
SLED/SCUF cartridge lot 
number.  
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Suicide Screening 
 
The naming convention of the Suicide Assessment intervention is inaccurate as the C-SSRS is not an 
assessment but a screening tool to evaluate the patient's suicide risk level. In the future state, all interventions 
that have Suicide Assessment within the name will be changed to Suicide Screening. 

 

Suicide Screening will be the new 
verbiage used for required 
documentation and BH related 
screenings. 

This update affects the following interventions/assessments: 
 

Nursing 
Suicide Screening + 
Suicide Rescreening + 
Safety/Risk/Regulatory + 
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Teach/Educate – Durable LVAD Teaching 
 
To meet The Joint Commission requirements, durable LVAD specific topics have been added to the 
Teach/Educate screens to allow nurses to address specific teaching needs for LVAD patients. 

  

Under Physiological topics, a 
new topic was added to the 
‘Cardiac’ options: 
• Durable LVAD 
 

 

Under Physiological topics 
needing follow-up, a new topic 
was added to the ‘Cardiac’ 
options: 
• Durable LVAD 
 

 

  
 
This update affects the following assessments/interventions:  
 

Durable LVAD topics is a new, 
multi-select field with the 
following responses: 
 
• Apply/wear sterile gloves 
• Controller self-test 
• Daily dressing change 
• Multi-day dressing change 
• Power connection 
• Securing the controller 
• Use of backup bag 
• Use of consolidated bag 
• Wearing LVAD 
• Or Free text 
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Discharge Desktop  
Stopped Medications added to Discharge Med Rec  
In alignment with patient safety efforts, home medications stopped or discontinued during the 
patient’s hospital stay will now display on the Discharge Medication Reconciliation.  

Current: 
 

 

NEW: 
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eMAR Updates 
Change to Nitroglycerin Adult Admin Criteria  
The current Administration Criteria screen for Nitroglycerin can be confusing for nurses and lead to titration 
errors. Maximum titration rate verbiage is a direction to the provider rather than the nurse but is being 
interpreted as a titration rate by nursing. This could lead to medication errors where the nurse titrates 
according to the max rate rather than the titration instruction intended by the provider. There will be a change 
made to the Nitroglycerin Admin Criteria to improve patient safety by moving the max titration rate information 
from on-screen to an attribute on the “Titrate by” query. 
Key changes: 

• Remove “Maximum titration rate of __ mcg/min every __ minutes” queries from the screen 

• Introduce attribute to “Titrate by” query so that any value above 20 will trigger a hard stop alert with the 
wording “Maximum titration rate of 20 mcg/min every 3-5 min”. This should trigger regardless of the 
module it is entered in. 

• Introduce attribute to “every X” query so that value < 3 or > 5 will trigger a hard stop alert with the 
wording “Maximum titration rate of 20 mcg/min every 3-5 min” 

Old Screen Edit 

 

New Screen Edits and Hard Stop Alert 
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