Nursing, EDM & SUR Modules

Pressure Support and Airway Tube Size Update

Current documentation workflows for Respiratory Therapists do not include structured fields for
@ documenting pressure support in BIPAP/CPAP interventions or a response option for airway tube
L% sizes greater than 10.5mm for Intubation interventions. This update adds a Pressure support field
to all BiPAP/CPAP interventions and expands the Airway tube size responses to include 11mm,
12mm, and free text option for all Intubation interventions.

RT BiPAP/CPAP The Pressure support (cmH?20)
Pressure support (cmH20): has been added to all RT:
[?7[8]9 [pel BiPAP/CPAP interventions.
[4[576
[1[273
[-78a]. [Calc

Set tidal volune (nL):>
02 Liters per minute:
02 nL per minute:
FiD24: [
Set IPAP (cnH20):

Pressure support (cnH20):
:e: r‘a;e ::pn:;

P nax (cmH20):

Nursing ‘ Emergency Department
RT: BiPAP/CPAP Initial RT PED: BiPAP/CPAP Initial RT: BiPAP/CPAP
RT: BiPAP/CPAP Subsequent RT PED: BiPAP/CPAP Subsequent
RT: BiPAP/CPAP
RT Intubation Additional responses have been
Airuay tube sizel| [or free text] added to the Alrway tube size
I 2mn g 0.0mn 15 9mn . s . .
S 0o S omE fleld W|th_|n all RT: Intubation
3 3 18 6.5m 17 16mm interventions:
4 3.5mn 11 7mn . 5
5 4 12 7.5m m Free text
6 4.5m 13 8mn e rreelex
7 Smn 14 8.5m e 11mm
Intubation treatmnent:> e 12mm
Intubation date:
Intubation tine:
Intubat ion perforned by: |
Number of at z :
Airway tube size:?|
Evidence of aspiration p .
Cuffed: |
Nursing ‘ Emergency Department ‘ Surg
Lines/Drains/Airways RT: Intubation Assist- Inpatient Intubation SURG: Lines/Drains/Airways Intra-op
Critical Care Flowsheet RT: Intubation Assist- Outpatient Newborn Stabilization SURG: Lines/Drains/Airways PACU
RT: Intubation- Inpatient RT PED: Intubation Assist- Inpatient RT: Intubation Assist- Output SURG: Lines/Drains/Airways Pre-op
RT: Intubation- Outpatient RT PED: Intubation Assist- Outpatient |RT: Intubation- Output
RT PED: Intubation- Outpatient RT: Ventilator Flowsheet RT: Neonatal Intubation
RT: Neonatal Intubation RT PED: Ventilator Flowsheet RT: Ventilator Flowsheet
RT PED: Neonatal Intubation




Restraint 2026 Phase 2 Strategic Agenda

As part of the ongoing Corporate Responsible Restraint Program, the 2026 initiative

ﬁﬁ focuses on refining policies and clarifying clinical practice expectations to ensure alignment

== with The Joint Commission (TJC) and CMS requirements. Restraint documentation
workflows have been streamlined to remove duplicative, outdated, and non-required elements. These
updates reduce documentation burden, improve regulatory compliance, and enhance efficiency in
both bedside care and EHR documentation. The revised workflow standardizes restraint
documentation to reflect current regulatory requirements while maintaining existing system
programming across all restraint episodes.

Restraint Documentation @ In Start WorkﬂOW,
Alternatives attenpted: Alternatives utilized
10Decreased stinulation ?0OReor ientat ion has been updated to
200D iversion 800Roon locat ion Alternatives
30Hugiene 9O0Roon setup
TR attempted an_d the
50Pain mManagenent response optlons
600Relaxat ion have been
Alternat ives attempted: streamlined to better
align with policy.
Date restraints initiated: 9 P y
Tine restraints initiated: (Hext Page) [
The documentation
10Agitation ?CIFever 130Junable to conprehend .
200Altered conscioushess 8C0Hedical condition fields on pages 2 and
30IBowel/bladder difficulty 9CIHedication effect 3 of the Start and
4O0Confused 1800Pain .
SOEnotional stress 110Reg t 1essness Monitor workflow

have been removed
* to eliminate
duplicative
documentation.

60JEnvironuental disconfort 12 def

Patient would be safer in re
Safe application/least rest
Restraint notification to:

Observed restraints appropriately intact:

1 VYes Honitor/RN assess should be
2 Ho done at a wininun of
(Prev Page) | 3 Hot applicable every 2 hours.

Observed restraints appropriately intact:>
Response to re:
Level of consc

Revieuwed reason for restrain

Reviewed criteria for releas

(Prev Page) | (Hext Page) |



Restraint Documentation

Restraints are clinically justified:
1 Yes
2 Ho

==

- Second tier reviem —
Click belou to
default system normval values

DFT Horns
DFT Horns (Go to File)
=== The following nust be reviewed with the RH. -—

Restraints stified:?d] #*

iewed: [ #

Least restrictive t planned: [ #

Alternatives attenpted. inef s #

Cause of p; eviened: [ #

Consideration for wul ation: [ #

Justified fo ice: [ #

Assessed restraints were safelu and appropriately applied: [+
Patients richts. dionity. and safety have been upheld: [ +

(Prev Page) [ (Hext Page) [

Restraint Documentation

Safetu/Rights/Dignity maintained verified:
1 Done nou Done now - use to document each observation in real tine,
2 Three tines every hour three tines every hour.
3 Every 15 minutes per hour

==

For patients under continuous or frequent in—person
observation or continuous audiofuideo monitoring, or if
a parer checklist is used and scanned into the EHR/HPF
medical record, the following may be used:

Three tines every hour

Every 15 minutes per hour

Safetu/Rights/Dianity maintained Uerified:ﬂ

(Prev Page) [ (Hext Page) [

===

Restraint Documentation
0k @Reviewed/attenpted ways to help the patient regain control:

1 Yes
2 Ho

Reviened/attenpted uays to help the patient regain control:3] #

Evaluated the patients immediate situation: | #

Evaluated the patients reaction to the intervention: [ +

Evaluated the patients medical and behavioral condition: | #
Evaluated the need to continue or terninate restraint/seclusion:

| *

(Prev Page) | (Hext Page) |

The Second tier review
documentation has been
removed in alignment with
recent policy updates.

Note: Second tier review
has also been removed
from the Restraints Report.

Safety/Rights/Dignity
documentation is now
only available for violent
restraint episodes.

For Violent level of
restraints, the one-time
Face to face
documentation has been
reduced.



Restraint Documentation

Response to restraint:
1 Tolerant
2 Conbative

= Honitor/RH assess -
Click belou to
default systen normal values

DFT Horns

DFT Horms (Go to File)

Response to restraint:
Uital sians taken per uni
Free from injury or pain associated umith
Free from respiratory/airuay compromise associated with

#*
policy or doctors orders: *

restraint: [ *
restraint: [ *

Skin under/around restraint verified (uhen applicable): | #
Range of motion done: | *

Restraint Documentation

=

Date restraint discontinued:

Calendar el
Yesterday
Today
Tororrou

Date restraint discont inued: | *
Tine restraint discont inued:

(Prev Page) [

CEnd) [

| =3

Circunstances leading to restraint/seclusion incident:
1CJHV-Attenpts renove device ?CJVU-Physical aggression
2C0HV-Handle wound/dressings
3CIHV-00B extrene inj risk
4Jv-Attenpts self-haru
oLAV-Conbative
6CJV-Destructive

Circunstances leading to restrain ident:>

Reconnendations fo ions:

Post counseling provided to:

Debriefing Counent:

CGndd [

Response to restraint
has been added to the
Monitor/RN assess
documentation.
Responses continue to
allow for selection of
‘DFT Norms’ and ‘DFT
Norms (Go to File)'.

Note: Monitor/RN
assess may be
documented as often as
necessary/per policy.

The Restraint
Discontinue workflow
has been updated to
require documentation of
only the date and time the
restraint was discontinued
for both Violent and Non-
violent workflows.

The Restraint Debriefing
documentation has been
removed from the Violent
level of restraint
discontinue workflow
documentation.



RUN DATE: 02/17/26 KYA QAL NUR A*TESTHH PAGE 1

RUN TIME: 0300 RESTRAINTS REPORT The ReStraintS Report has

RUN USER: 1PDDUHE44Z

p— been updated with the

For Locaticn(s): 3.1C0 From Restraints Date: 02/17/26 thrum 02/17/26

Includs Patient Iypes: Inpatient Oniy Resive Episodes Only: ¥ Include Discharged Inpatients: N Summary Repors Cmly: W Prane Order Details: ¥ fO"OWIng ChangeS

CoRtoc  Rooweszp  EATIENT nRME ACCT NTMEER  AeE  ADM STS  ADWSWC  DIs/svC = — aoor riaes —
APP LOC  EP TYPE EP START D/T EP END D/T RESTRAINT DEVICE CLIN JUSTIFICATION RN MONITOR DATES ¢ TIMES RN FTE 20C |EP MINS TF MINS | (see below legend)

‘r&w}nn FIF DATE  EIF TIME FIF BROVIDER
Ghb PHiSE GED TrFE  GRD START D/T ORD EXP /T ORD RESTAMINT DEVICE CRD CLIN JUSTIFICATION  GRD PRYSICIAN e Face to face column
saic b Comoezire "N N has been updated to
FROVIDER FACE 7O FACE RN F F

Initial  Violent 02/17/26 0850 02/17/26 1250 Soft BUE V-Combative BELL,C MD
V-Fhysical aggression

¢ A new header and row
| S oo o5 o | s s o | S o have been added to
indicate when the Face-
to-face was completed
by a provider. It will
display the provider’s
name along with the
nere e 5 5 S e s s ey 8 date and time
documented. If the
Note: RN FTF has been added to the legend. documentation is
completed using PK,
then that will be
displayed in lieu of the
provider's name.

J.1CU (Impatient)

This update affects the following interventions:

Nursing Emergency Department Surgery
Restraint Documentation + Restraint Documentation SURG: Restraints Documentation Pre-op +
SURG: Restraints Documentation Intra-op+
SURG: Restraints Documentation PACU +




Nursing & SUR Modules

2026 eCQM HH-PRF (Hospital Harm Postoperative
Respiratory Failure)

Currently, identification of Cath Lab patients who receive anesthesia and subsequently experience
postoperative respiratory failure during the same hospitalization relies on non-standardized
——=1 procedural data sources from third-party applications. These complications, including unplanned
intubation or delayed extubation occurring outside of the procedural or surgical setting, are difficult
to consistently capture without a clear indication of when the patient was in a procedural area.

This update will establish a standardized, EHR-based approach within Meditech to capture procedural timing
and related anesthesia events at the point of care. By clearly identifying when a patient is in a procedural
setting, Quality teams can more reliably identify, track, and analyze postoperative respiratory failure events,
supporting improved clinical oversight, quality monitoring, and eCQM reporting.

Procedural and PACU staff play a critical role in this process by documenting the required intervention in
Meditech. Accurate and timely documentation ensures the procedural context is clearly defined, enabling
reliable eCQM measurement and reporting.

I JO02139€78 LCOE TEST &= The new intervention, Cath Lab
Procedure +, will replace the

1 VYes Indicate whether or not the Cath Lab procedure was a PCI . ;
2 No procedure. PCI Procedure intervention.

This is a quality neasure data point.

f Is this a PCI procedure has a

Is this a PCI procedure:> ¥ ‘Yes’ or ‘No’ response.
Procedure start tine:
Procedure start date: |

Procedure end tine: | Note: The yellow information box
Procedure end date: . « L. .
ing, “This i lity m r
fnesthesia type:» stat g,. S sa gua ty measure
fnesthesia provider start tine:! | data point,” is available on most
Anesthesia provider start date: fields in this intervention.

Anesthesia provider end tine!
Anesthesia provider end date! |

GEndd [




Cath Lab Procedure J00021639878 LCOE, TEST il

Procedure start tine:

[?778]9 [pel Enter all details related to the procedure belou.
[4]5]6

[1]2]3 These are quality neasure data points.

[ Ta[ [Nou

Is this a PCI procedure:>Yes
Procedure start tine:s
Procedure start date:!
Procedure end tine!
Procedure end date:
Anesthesia type:>

Cath Lab Procedure

Flneathesia type:
[112[3[4f[s[6]7[8[9[0  [pel
[Q[WlE[RTTIY[UTI[0O]P[N
(A[SID[F[GIH[JKIL
[z[&[clulB[N[H[,].

100021639878 LCOE,TEST =5

lise F9 Key to pull up Anesthesia type
options. Select the type used uith this
procedure.

[Lookup
These are quality neasure data points.

Anesthesia type -*m"p

Anesthesia provider start tine: Select [

—
Anesthesia provider start date:
Mnemonic Description
——

Anesthesia provider end tine:
Anesthesia provider end date:

EPI Epidural Anesthetic
GEN General Anesthesia
GENEPI Conbined General/Epi

X DO A WN -

GENREG Conbined General/Reg
GENSPI Conbined General/Spi
LOCAL Local Anesthesia
MAC Honitored Anes Care
HOD Moderate Sedation
9 HONE Hone
10 PER Peribulbar
11 REG Regional Anesthesia
12 SPI Spinal Anesthetic
13 SPIEPI Conbined Spinal/Epi
14 SPIREG Conbined Spinal/Reg
<End of list>
Cath Lab Procedure 00021639878 LCOE, TEST [meom]
Anesthesia provider start tine!
[71819 [pel Enter all details related to the procedure belou.
456
17273 These are quality neasure data points.
CTal [Now
Anesthesia tupe:GEN [General Anesthesia

Anesthesia provider start tine:-

Anesthesia provider start date:
Anesthesia provider end tine:|
Anesthesia provider end date:

CEnd) |

The following fields are time
and date related responses for:
e Procedure start time

e Procedure start date

e Procedure end time

e Procedure end date

Anesthesia type will look up into
the facility specific Anesthesia
Types available. Below is an
example of responses:

e Epidural Anesthetic

e General Anesthesia

e Combined General/Epi

e Combined General/Reg

e Combined General/Spi

e Local Anesthesia

e Monitored Anes Care

e Moderate Sedation

e None

e Peribulbar

e Regional Anesthesia

e Spinal Anesthesia

e Combined Spinal/Epi

e Combined Spinal/Reg

The following fields are time

and date related responses for:

e Anesthesia provider start
time

e Anesthesia provider start
date

e Anesthesia provider end
time

e Anesthesia provider end
date

Cath Lab Procedures +

SURG: Cath Lab Procedure Intra-op+ & PACU




Telemetry Documentation for SUR

The SUR module currently lacks an assessment for documenting the application or discontinuation
@ of telemetry for patients with an active order. This update will add the Tele App/DC ORD REQ
LYo assessment to all phases of the Surgical Profile to support required documentation. Note that
telemetry is when a patient is being remotely monitored by a central monitoring unit via a portable
telemetry box. Continuous cardiac monitoring that is watched, monitored, and acted upon by the nurse does
not constitute telemetry.

Celect Assessment = After the provider enters a .
AssessHent Last Docunvented Telemetry order and the ordgr IS
o tolometry /s complotod s
oURC L Tele App/IC ORD_REQ Pre of telemetry is completed using
SlURG: Transport Pre the Tele App/DC ORD REQ
SUR eem—— = assessment in each phase of
EEEEEI _ o5t Dosrenied] care in the Surgical Profile.
SURG: Tele App/DC ORD REQ Int .
SURG: Transport Int Select the appropriate Phase of
IR S e ~ Care. From Page 1, select

' Assessments then Enter Forms.
As5eSSHE . o
SURG: Tele App/DC ORD REQ PACI Select SURG: Tele App/DC

GURG: Transport PAC ORD REQ.
SURG: Universal Tineout PACU

Note: A provider order is required before documentation of the telemetry

application.
[Tetemetry Applcation’Disconti | If telemetry is unavailable and
Telenetry unavailable and patient maintained on continuous nonitor: patient is maintained on a

If a telenetry box is unavailable, place the patient
on a continvous vonitor and validate that the
patient is being vonitored.

/

|Telenetru unavailable and patient naintained on continuous nunitur:-l

1 VYes

continuous monitor, ‘Yes' is
documented in the field.

The remainder of the fields on
the screen will be bypassed.

Note: The highlighted information

Telenetry application date: * . .
Telenetry application tiwe: |  * box states, If a telemetry pox is
unavailable, place the patient on a
Telenetry box nunber: | . . .
relenetry discontinued dat continuous monitor and validate
elenetry discontinue ate: h h ient i ina monitor: ’
Telenetry discontinved tine: that the patient is being monitored.

CEndd |




Telemetry Application/Disconti

Telenetry application date:
Calendar [Del
Yesterday

Confirn telenetry order is in place prior to starting
telenetry nonitoring and docunentation.

Today

Tornorrou

Telenetry unavailable a#fl patient naintained on continuous nonitor:>

Telenetry application date: *
elenetry application fine: *

Telemetry Application/Disconti

Telenetry application tine:
[?[8 9 [pel
(456
(1123
[ o0 fiou

Telenetry unavailable and patient naintained on continuous wonitor:s>

Telenetry application date!>86/12/...
Ilelenetrg application tine:l *

Telenetry box nuwnber i3

Telemetry Application/Discont

Telenetry box nunber:
Enter free text.

Telenetry urgvailable and patient naintained on continuous nonitor:s

Telervetry appRication date:» *
Telenetry appl

Telenetry box nunher:l

Telenetry discontinued date! |
Telenetry discontinued tine:

CEndd |

The Telemetry application date
is a reqgiured field utilizing the
calendar function.

The highlighted information box
states:

Telemetry Application/Disconti @

Calendar [Del
Yesterday
Today

Tonorrou

Telenetry unavailable and patient naintained on continuous nonitoris
Telewetry application date:> *
Telenetry application tine:» *

Telewetry box nunber:>

Telewetry discontinved date:f
Telenetry discontinved tine:

CEndd [

Confirm telemetry order is in
place prior to starting telemetry
monitoring and documentation.

The Telemetry application time
is also a required field using the
keypad numeric function.

Note: The date and time will auto-
populate on subsequent entries to
the intervention until a
discontinuation is entered.
Telemetry box number allows for
free text entry of alpha-numeric
characters. The field can be
edited in subsequent entries as
needed.

Note: The Telemetry discontinue
date and Telemetry discontinued
time should be skipped upon
telemetry application
documentation.

For discontinuation, once the
Telemetry Discontinuation order
has been entered and
acknowledged, document in the
Telemetry discontinuation date
and Telemetry application time
fields.



Telenetry unavailable and patient naintained on continuous nonitor: The Tele unavailable; on

If a telenetry box is unavailable, place the patient continuous monitor iS
on a continuous nonitor and validate that the . . .
patient is being nonitored. documented in SUR will dlsplay

on the Perioperative Patient
Handoff Report.

Telenetry unavailable and patient maintained on continuous nonitor:

Telenetry application dato:

Teleretry applic |&ow oate: ver24sze QRIA FACILITY (QAR) **ADMISFFONSH» PAGE 1
RUN TIME: 1414 Perioperative Patient Handogll Reporc
RUM USER: LPDPQL3124
Patient: TEST,ADULT 1 J00021017% / 3000091294 Adnit/Service Date: 07/15/21
DOB: 08/12/80 Age: 45 Sex: M Room/Bed: J.TEST-K
Code status
Admitting MD eight (xg):
Attending MD eight (Cm)
Reason for Visit/Chief Complaint: TESTING..../Respiratory

Brief History
Consulting MD: TELEHEALTH,GENERIC MD
.ER, GENERIC PHYSICIAN O
.ER, GENERIC PHYSICIAN P
zTelehealth Maternal Fecal Med
zTelehealth Neohroloav Consult
Surgeas
Anesthesiologis
Anesthesia type: LOCAL
Procedure scheduled
Actual procedure performed: ESWL

[Tele unavailable; on continuous moniter: Yes (06/19/26 1430)
Pain control goal: None Documented
Hold status: None Documented Pain scale utilized

elenetry application tine: The Tele application date and
e Pl time documented in SUR wil
REAER display on the Perioperative

[ 7ol MNou Patient Handoff Report.

Telenetry unavailable and patient maintained on continuous nonitor:>

Telenetry application date:p86/24/26
Telenetry application tine

QALA FACILITY (QAA) **ADMISSIONS** PAGE 1
Perioperative Patient Handoff Report

Patient: TEST ,ADULT 1 J00021017% / JO0009129467 Admit/Service Date: 07/15/21
DOB: 08/12/80 Age: 45 Sex: M Room/Bed: J.TEST-K
Code status:

Admitting MD Weight (kg)
Attending MD: Height (Cm) :
Reason for Visit/Chief Complaint: TESTING..../Respiratory

Brief History:
Consulting MD:

LTH, GENERIC MD

RIC PHYSICIAN O

RIC PHYSICIAN P
zTelehealth Maternal Fetal Med
zTelehealth Nephrology Consult

Surgeon
Anesthesiologist:
Anesthesia type: LOCAL
Procedure scheduled:
Actual procedure performed: ESWL

Tele application date: 0€/24/2¢

Tele 1ication time: 1415
Suicide risk: None Documented Pain control goal: None Documented
Hold status: None Documented Pain scale utilized:

SURG: Telemetry Application/DC Pre
SURG: Telemetry Application/DC Int
SURG: Telemetry Application/DC PACU
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