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Student Guidebook – Discharge Planning

The most vulnerable point in the hospital admission process is the end –
discharging a patient. This is where medical errors tend to occur that can
lead to missed appointments for follow-up, medication errors, readmissions
and worse. To best prepare our patients for discharge, we want to help you
understand disposition sites and transitioning a patient by writing an
appropriate discharge summary that can help delineate this process.
In reality, this process is facilitated by an interdisciplinary team including
Social Work, Case Management, Physical and Occupational Therapy. In
this module, we have curated information from interdisciplinary colleagues
to help you understand the nuances of disposition that will be vitally
important for you to plan for in July.
First – please watch this video (< 20 mins) where Dr Karim Hanna and Dr
Shanu Gupta discuss safe discharges. Following the discussion, please
look through Cases 1 to 3 below and decide what disposition plans you
might identify for each patient. Work in small groups to discuss your
concerns.
Second – familiarize yourself with the rubric for discharge summaries.
Using the rubric, work in small groups to grade the following discharge
summaries A, B and C. Finally, submit a discharge summary that you have
written for one of your patients. Ask your small group classmates to give
you feedback on your summary. You should also provide feedback to your
classmates using the rubric, and thinking about how the written summary
helps in transitioning care to the outpatient doc.

This module was developed using the following workshops:
Nonaillada J. Rehab concepts and discharge dispositions: workshop for medical students. MedEdPORTAL.
2018;14:10785. https://doi.org/10.15766/mep_2374-8265.10785
Black M, Colford CM. Transitions of care: improving the quality of discharge summaries completed by internal medicine residents. MedEdPORTAL.
2017;13:10613. https://doi.org/10.15766/mep_2374-8265.10613
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Contents
Discharge Settings
- For each discharge setting, identify:
o Requirements for admission
o Location
o Goals of care
Cases #1 #2 #3
- Please use these to stimulate a small group discussion. Using the video introduction
from Dr Hanna and Dr Gupta, consider what discharge disposition you would
recommend for each patient and why.
Levels of Assistance Guide
- Informative guide to the level of assistance a patient needs based on PT and OT
evaluations
Assistive Devices Guide
- Informative guide on various durable medical equipment
Rubric for Discharge Summaries
- Rubric to assess the quality of a discharge summary, followed by a detailed appendix
Physician Discharge Summary A, B, C
- Please use the Rubric for Discharge Summaries to grade the quality of each of these
summaries. Then, re-write one of these summaries to meet all criteria in the rubric. Ask
your small group classmates to read your summary and provide feedback.
- For those providing feedback on your classmates discharge summary, use the rubric to
“grade” their work. Consider the question “if I were the primary care provider (PCP)
seeing this patient after their hospital admission, how would this summary help me
continue their care?”
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DISCHARGE SETTINGS

Acute Care

Requirements for
admission

Location

Goals of care

Assure medical stability

Hospital setting

Initiate rehabilitation, but not sole
purpose
Determine disposition

Hospice

Terminally ill:
< 6 months to live

Facility or in-home

Comfort
Staff can administer pain
medications, provide nursing
care, and offer emotional
support
Team-based care, including
social workers, spiritual
Care, etc

Long Term Care

Subacute Rehab

Skilled Care
Patients are called “residents”
Needing care complex enough since they live at the nursing
to only be performed under the home
supervision of licensed nursing
and rehabilitation personnel.

Skilled
Examples: would care, catheter
management, diabetic
monitoring of unstable blood
sugars, feeding tube
maintenance, ostomy care

Custodial Care
No functional issues are
necessary

Custodial Care
Emphasize preservation of
function

Medical concerns are
necessary

Often physically located in
Functional goal oriented, slower
nursing homes, which can be
progression
confusing for patients and
No specific time requirement for families when these options are
therapies per day, but must
discussed.
receive skilled services daily
Patients seen by the Attending
Physician every 30 days

Long Term Acute
Care

Too sick for general inpatient
care and too stable for
intensive care unit

Other facility

Ventilator weaning, dialysis,
complex wound care, IV
chemotherapy

require more than 25 days of
hospitalization and a 3 day
intensive care unit stay at the
acute hospital or 96 hours of
mechanical ventilation required

Home Health Care

Requires 1- 3 therapy sessions Homebound or difficulty with
transportation
Not seen daily

PT or RN stand-alone service

Inpatient
Rehabilitation

Must have realistic plan for
return to home

Goal-oriented progress

Inpatient setting
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Must tolerate 3 hours of therapy
daily at least 5 days a week

Patient is seen by physician a
few times a week to monitor
progress

Requires 24-hour nursing care
Demonstrates willingness and
motivation to participate

Day Treatment and
Day Hospital

OT, PT, RN, SLP,
Neuropsychiatry

Hospital setting, but not
overnight

Return to work or school same
day
Basic and instrumental
ADL
Treating Emotional disorders,
substance abuse

Outpatient
Rehabilitation

Medically stable

Outpatient setting

Can be specialized: pulmonary,
cardiac, physical, vestibular,
cognitive
In progress to return to their
normal lifestyle, this is the last
level of the continuum of care

Consider referencing the American Academy of Physical Medicine and Rehabilitation and
Center for Medicare and Medicaid Services websites to help identify the differences between
each of these settings:
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-Integrity-Education/Downloa
ds/infograph-CustodialCarevsSkilledCare-%5BMarch-2016%5D.pdf
https://www.aapmr.org/docs/default-source/career-center/aapmr-stroke-brochure-4-28-printhighres.pdf?sfvrsn=
0
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CASE # 1
The patient is a 43 year old female who was in her usual state of health until she sustained a left
cerebrovascular accident 2 days ago. She is a mother of 2 children, aged 10 and 7. Prior to
admission, she was independent with all of her activities of daily living, working as 2 nd grade
teacher.
The social worker’s note states that her spouse works in the daytime at a phone company, and
they live in a 3 story-house in the suburbs.
The admitting physician’s notes state that the patient is currently exhibiting word-finding
difficulties and right-sided weakness. She scored 18/30 on a mental status exam, and is alert
and consistently oriented to person only.
The physical therapist’s note states that the patient is able to sit at the edge of the bed with
minimal assistance (25%) and can stand with maximum assistance (75%) of 1 person using a
walker.
Answer the following question and consider:
What discharge setting are you recommending for this patient?
Be prepared to discuss the supporting factors that led you to make this recommendation.

1- Do you anticipate the patient returning to her prior level of function?
Considerations: The information provided in the case does not indicate significant evidence
against the patient not being able to return to her prior level of function.
2- What factors in the patient’s medical/surgical/social history support your rationale for your
response to #1?
Considerations: The patient has no significant medical or surgical history aside from the
admitting cerebrovascular accident. The patient was highly functioning prior to admission.
3- What discharge setting are you recommending with your interprofessional care team for this
patient?
Considerations: The physical therapist’s notes indicate that the patient is currently requiring
extensive assistance to stand up, and she would benefit from intensive rehabilitation, and the
duration and high frequency of therapy services in inpatient rehabilitation is most
appropriate to meet the patient’s needs.
4- What life roles does the patient currently assume that support your rationale for discharge
recommendations?
Considerations: The patient is a wife and a mother, and is a teacher contributing to her
household. Thus, it is essential that this patient have an opportunity to recover to her full
functional potential to resume these life roles.
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5- Does the patient exhibit behavior or performance that limits her safety?
Considerations: The admitting physician’s notes indicate that the patient demonstrates
decreased cognitive orientation and word-finding difficulty, which limits safety and ability to
be unsupervised. The instructor should point out the social worker’s notes indication of the
spouse working in the daytime, and that he may not be able to provide supervision of the
patient should the wife return home right away.
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CASE #2
The patient is an 81 year old female, admitted after a fall sustaining a left 6-7 rib fracture and
pelvic injury, and she underwent a left total hip replacement. MRI and CT scans reveal multiple
new cerebral infarcts, specifically in the hippocampus and one in the cerebellum.
The admitting physician’s notes indicate that the patient is currently exhibiting cognitive issues
with decreased short-term memory and recall.
The patient lives alone in a 2 story house, and has fallen 3 times in the past 4 months, with prior
hospital admissions as a result of these falls.
The social worker’s notes indicate that the patient has a nephew from a neighboring state (3
hours away) that periodically checks in with her. According to the social worker’s notes, the
patient states she was previously independent with activities of daily living, but her nephew
reports that the patient was missing payments on bills and not compliant with medication
regimen.
The physical therapist’s notes indicate that the patient is able to sit and stand with supervision
and she can walk to the bathroom with contact guard assistance using a rolling walker.
Answer the following question and consider:
What discharge setting are you recommending for this patient?
Be prepared to discuss the supporting factors that led you to make this recommendation.

1- What information about the patient’s reported current level of function informs your decision
about discharge recommendation?
Considerations: The admitting physician’s note states that the patient is exhibiting short term
memory deficits and is currently unsafe to return home alone as she was previously residing.
Therefore, the patient should not be discharged to home and would benefit from skilled
rehabilitation services.
2- What factors in the patient’s medical/surgical/social history support your rationale for your
response to #1?
Considerations: The admitting physician’s notes report the patient has infarcts in her
cerebellum and hippocampus, which may explain why balance and memory are problematic
for the patient. The admitting physician’s note also states that the patient has been falling
repeatedly in the past few months, requiring hospitalizations as well. More so, the social
worker’s notes report that per her family, the patient has not been compliant with her
medication regime and has been missing payments on bills.
3- What discharge setting are you recommending with your interprofessional care team for this
patient?
Considerations: The physical therapist’s notes indicate that the patient is only currently
requiring supervision to stand up, and only contact guard assistance to walk with a walker,
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she would benefit from some time in a rehab center to improve balance and to address
cognitive deficits for safety. Subacute rehabilitation is the optimal setting for this patient
given the patient’s functional performance and level of assistance she is requiring at this time,
and the duration and moderate frequency of therapy services provided in subacute rehab
settings will meet the patient’s current activity tolerance. Given the patient’s medical status,
cognitive status, and history of falls, the interprofessional team may want to recommend
initiating discussions with the patient and nephew to explore long term living arrangements
with 24 hour supervision, which may be recommended by the discharging care team of the
subacute rehab facility after this hospital stay.
4- What life roles does the patient currently assume that support your rationale for discharge
recommendations?
Considerations: The interprofessional team notes that the patient may not be as engaged in as
many life roles as she was prior or perhaps would like to. It is important to check in with the
social worker to ensure that the patient is not experiencing acute sadness or distress, which
may impede participation in any rehabilitation program and limit functional potential.
5- Does the patient exhibit behavior or performance that limits her safety?
Considerations: The admitting physician’s notes indicate that the patient demonstrates
decreased short-term memory and recall, and that there are conflicting reports between
patient and the nephew with compliance with medication regime and ability to handle
finances. The patient’s documented history of multiple recent falls requiring hospitalization.
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CASE #3
The patient is a 66 year old male with long-standing history of osteoarthritis, anxiety and
depression. The admitting physician’s note states that the patient reported recent (within the
past 6 months) limited physical activity and activity participation due to “buckling of knee”, and
so he underwent a left total knee arthroscopy.
The social worker’s note indicates that the patient is a retired postal worker and is active in his
church and enjoys gardening. The patient was independent with activities of daily living prior to
admission. He lives with his partner in a city apartment that has an elevator.
The physical therapist’s notes state that the patient is able to tolerate sitting out of bed in a chair
but with complaints of pain and soreness, and that he is able to ambulate in his hospital room
bathroom using a single axis cane with supervision.
Answer the following question and consider:
What discharge setting are you recommending for this patient?
Be prepared to discuss the supporting factors that led you to make this recommendation.

1- What information about the patient’s reported current level of function informs your decision
about discharge recommendation?
Considerations: The physical therapist’s note indicates that the patient is able to perform
sitting, standing and walking with supervision, but with pain. Therefore, the patient may not
be able to resume independence in his activities and he will benefit from rehabilitation
services to do so.
2- What factors in the patient’s medical/surgical/social history support your rationale for your
response to #1?
Considerations: The admitting physician’s note indicates that the patient was independent
with all activities of daily living prior to admission, however the patient’s documented history
of depression and anxiety may indicate risk of sadness or uneasiness with his current pain and
need for supervision to perform tasks. Discharge to home to resume life participation is
recommended, but continued rehabilitation services to address pain management is
indicated.
3- What discharge setting are you recommending with your interprofessional care team for this
patient?
Considerations: The functional performance of the patient shows that he is already walking
with supervision, but using an assistive device. The patient would benefit from rehabilitation
services, but does not require an inpatient stay with skilled nursing or medical needs, and
therefore he can return home. However, to cover all bases for the patient, it is best to ensure
that transportation to and from the outpatient rehabilitation site is not an issue for the
patient, and not to assume that the partner can do this.
4- What life roles does the patient currently assume that support your rationale for discharge
recommendations?
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Considerations: The social worker’s note indicates that the patient is retired from
employment, but he is active in other leisure occupations such as gardening and going to his
church. Therefore, this patient would benefit from rehabilitation services for strengthening
and pain management so he can resume participation in these life roles.
5- Does the patient exhibit behavior or performance that limits her safety?
Considerations: There is nothing in the patient’s clinical presentation or history that alludes to
deficits in safety, and therefore a discharge recommendation to the home setting is optimal.
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Levels of Assistance Guide
Levels of Assistance

Percent (%)of Help
Needed

Patient Level of Activity

Total
Assistance/Dependent

100%

The patient cannot perform any aspect of the
activity

Maximal Assistance

>75%

The patient is able to perform 25% of the activity

Moderate Assistance

>50%

The patient is able to perform 50% of the activity

Minimal Assistance

>25%

The patient is able to perform 75% of the activity

Contact Guarding

<25%

The patient requires occasional hands-on assistance
during the activity for unsteady or inconsistent
balance

Supervision

0%

The patient does not require hands-on assistance,
but needs someone to be present for safety

Modified Independent

0%

The patient requires increased time, or needs a
device to perform the activity

Independent

0%

The patient is able to perform 100% of the activity

Derived from:
OSullivan SB, Schmitz TJ, Fulk GD. Physical Rehabilitation. Philadelphia: F.A. Davis Company; 2014.
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Assistive Device/Equipment Guide. Images owned by the authors
Items in this guide can be purchased at a number of assistive-technology retailers. As an
example, https://www.healthproductsforyou.com/
For additional detail on how to use and apply items, it is recommended for instructors to search
online as there are many videos that have been posted about these devices/equipment, and
this manuscript/instructional course is not intended to endorse any of these videos nor
websites.
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Picture of Device/Equipment
All images owned by the author

Name of
Device/
Equipment

Indications for Use/Prescription

Reacher

Decreased ability to perform low bending
or overhead reaching. Can be used to
retrieve objects from the floor or in high
cabinets/shelves. Can assist with putting
on pants. Patient must have functional
hand grip and dexterity to use.

Long Handled
Sponge

Decreased ability to reach lower
extremities for bathing.
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Sock Aid

Decreased ability to bend at waist or flex
hips/knees and reach feet to take off and
put on socks. The sock is placed over the
curved plastic piece, the patient puts their
foot inside, then grabs onto the black
ropes, one in each hand. The patient then
pulls up on the ropes while gently kicking
the foot out as the sock rolls onto the foot
and ankle.

Dressing Stick

Decreased ability to bend at waist or flex
hips/knees to take off and put on pants,
skirt using either the large or small white
hooks. Can be used to remove socks, by
using the white large hooks to roll down
socks at the ankle.

Long Shoe Horn Decreased ability to bend at waist or flex
hips/knees to put on and take off shoes.
The Patient holds onto the rubber handle.
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Commode

Can be used at the bedside for decreased
ability to ambulate to the bathroom. Can
also be used over an existing toilet to raise
the height of the seat surface for
decreased ability to bend at the waist or
rise from a low seat surface.

Tub Transfer
Bench

Decreased endurance and/or balance to
stand in the shower. Decreased ability to
bend lower extremities to get them over
the lip of the tub. Patient just needs to sit
on the edge of the bench and slide into
the tub holding onto the handrails of the
seat bench while elevating legs and placing
them into the tub.
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Rolling Walker Ambulation device used for decreased
balance and strength, the wheels allow for
increased fluidity of movement with each
stride, eliminating the need for the patient
to pick up the walker with each step.
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Single Axis Cane Ambulation device used for decreased
balance. The cane transfers the load of the
patient’s weight from the lower
extremities onto the upper extremities.
The cane should be held by the patient on
their unaffected side. The handle of the
cane should be in alignment with the
greater trochanter of the hip or the crease
of the wrist of the patient.

Quad Cane

Ambulation device for decreased balance.
This cane provides more stability than a
single axis cane, and is commonly used
first when patients are progressing from
using a walker.
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Rubric for Discharge Summaries
BASIC DATA

Yes (1)

No (0)

Notes

Date of Admission/Discharge
Diagnoses for Hospitalization*
Disposition at Discharge
Discharge Condition*
Discharge Medications
Attending Signature*
CLINICAL DATA*
Pertinent Laboratory Data
Pertinent Diagnostic Studies
Pertinent Consultations/Procedures
HOSPITAL COURSE
Summary Statement
Formatting
Discussion*
DISCHARGE PLANNING
Appointments
Outpatient Provider Communication
Patient Instructions*
Medications
OVERALL
Organization
Accuracy
Consistency of information provided
Appropriately concise
Ability for PCP to easily resume care for this patient
TOTAL SCORE

*Joint Commission Requirements:
1. Reason for hospitalization.
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2. Significant findings.
3. Procedures and treatment provided.
4. Patient’s discharge condition.
5. Patient and family instructions (as appropriate).
6. Attending physician’s signature.

Appendix: Detailed Items
Hospital Course
Summary Statement:
Summary statement is present, clearly written, problem based, and is easy to discern reason for
hospitalization
Formatting:
Hospital course is formatted in problem based discussion with each problem addressed as a
separate paragraph, ordered in level of importance.
Discussion:
Excellent discussion of hospital course which is concise with a pertinent descriptive evaluation
of each problem. (Omits unnecessary standard of care information). Interventions and outcomes
are clear. It also contains recommend changes and plans for follow up for each problem if
applicable.

Discharge Planning/Communication
Appointments and Outpatient Provider Communication:
Clear instructions for the outpatient provider regarding changes, further follow up needs, and
pending information. It would be easy for the outpatient provider to resume care.
Patient Instructions:
Very clear and concise but thorough, easy for patient to understand with explanation of
hospitalization, pertinent changes, home care instructions and return precautions.
Medications:
The medication list is clearly presented. Clearly marked which medications the patient should
be taking and the changes to medications that were made while in the hospital.

Overall
Overall impression of the discharge summary based on the following criteria:
Organization (2), accuracy (2), consistency of information provided (2), appropriately concise (2)
ability for PCP to easily resume care for this patient (2).
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Rubric for Discharge Summary A
BASIC DATA
Date of Admission/Discharge

Yes (1)

No (0)

Notes

X

Diagnoses for Hospitalization*

X

Disposition at Discharge

X

Discharge Condition*

X

Discharge Medications

X

Attending Signature*

“Good” mentioned after the writeup

X

In EMR attending name can be placed
by another author

CLINICAL DATA*
Pertinent Laboratory Data

X

Pertinent Diagnostic Studies

X

Pertinent Consultations/Procedures

X

HOSPITAL COURSE
Summary Statement

X

Formatting

X

Discussion*

X
DISCHARGE PLANNING

Appointments

X

Outpatient Provider Communication

X

Patient Instructions*

X

Medications

X
OVERALL

Organization
Accuracy

X
X

Consistency of information provided

X

Cath mentioned above and says “pending”
later

Appropriately concise

X

Not much narrative

Ability for PCP to easily resume care for this patient

X

Data reviewed but not much transition
back to outpatient information

TOTAL SCORE

11
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Physician Discharge Summary A
Admit date: 9/2/2014
Discharge date and time: 9/6/14
Discharge to: Home
Discharge Service: Cardiology (MDC)
Discharge Attending Physician: Lisa J Rose-Jones, MD
Discharge Diagnoses: NSTEMI
Procedures:
Echo:
Chronic kidney disease
Left ventricular hypertrophy
Supernormal left ventricular ejection fraction (60-65%)
Diastolic left ventricular dysfunction
Elevated left ventricular filling pressures
Degenerative mitral valve disease
Dilated left atrium
Aortic sclerosis
Normal right ventricular contractile performance
Elevated central venous and right atrial pressures (see detail below)
Probable pleural effusion (see detail below)
Cardiac Cath report:
Conclusions:
1. Coronary artery disease including 20% ostial LM, 50% mid LAD stenosis, 30% proximal LCx,
50% Mid LAD stenosis. Unchanged coronary artery disease condition from last cath.
2. Patent stents in the RCA.
3. Mildly elevated left heart filling pressure (LVEDP = 15 mmHg).
4. Mild aortic regurgitation
5. Wild pulse pressure and low diastolic pressure which may contribute to poor coronary
perfusion.
6. Severe stenosis in the distal common femoral artery up to 95% at the bifurcation.

Hospital Course
Ms. W is a 80 y.o. female with PMH of CAD s/p RCA stent 2013, AV Mobitz type II block s/p PM
1/2013, a-fib s/p cardioversion 5/2013, PVD, HF w/ preserved EF, HTN, HLD, DM, COPD,
end-stage renal disease on hemodialysis, gout, and hypothyroidism who presented to Mock
Hospital as a transfer from OSH on 9/3/14 with chest pain.
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**NSTEMI
The patient presented to Mock Hospital as a transfer after presenting to OSH with hypertension,
substernal chest pain, dyspnea, and vomiting that felt similar to when she received her stent in
2013. EKG showed first-degree AV block and right bundle branch block with no significant
changes from prior EKG. She was hypertensive at OSH (SBP 200s) and given hydralazine,
labetalol, and nitroglycerin prior to transfer. At Mock Hospital, troponins peaked at 0.698 on
9/3/14 then downtrended. For ACS, she was placed on heparin drip (60 u/kg load and 12
u/kg/hr) and continued on clopidogrel 75 mg daily, and ASA 81 mg. Her Coreg has been
decreased from 25 mg to 12.5 mg. We added atorvastatin 80 mg. Her lisinopril was increased
from 5 mg to 20 mg. She was started on a nitro drip for her continued chest pain and oxygen
was increased to 3 l/min for increased SOB. She was weaned off nitro drip on 9/4/14 at 22:30
and she has remained chest pain free since that time. Her heparin drip was dc'd on 9/5/14. Prior
to heart catheterization, she received 4 doses of prednisone 40 mg due to her reported IV
contrast allergy. Heart catheterization report pending.
**Heart failure with preserved ejection fraction
An echocardiogram was performed on 9/3/14 and showed an EF of 60-65%. See med changes
above under NSTEMI.
**End-stage renal disease
Her dialysis was cut short on 9/2/14 when she developed chest pain. She was dialyzed at Mock
on 9/4/14. Her blood pressure, shortness of breath, and chest pain improved soon after this. Her
dialysis schedule is Tuesday, Thursday, Saturday. See med changes above under NSTEMI.
**Hypertension
See med changes above under NSTEMI.
Condition at Discharge: good
Discharge Medications:

Medication List
START taking these medications

aspirin 81 MG chewable tablet
Chew 1 tablet (81 mg total) daily.

atorvastatin 80 MG tablet
Commonly known as: LIPITOR
Take 1 tablet (80 mg total) by mouth every evening.

22

Discharging a Patient – S Gupta, K Hanna, J Nonaillada 2020

Replaces: pravastatin 40 MG tablet
lisinopril 20 MG tablet
Commonly known as: PRINIVIL,ZESTRIL
Take 0.5 tablets (10 mg total) by mouth daily.

CHANGE how you take these medications

carvedilol 12.5 MG tablet
Commonly known as: COREG
Take 1 tablet (12.5 mg total) by mouth Two (2) times a day.
What changed:
- medication strength
- when to take this
- additional instructions

furosemide 40 MG tablet
Commonly known as: LASIX
Take 1 tablet (40 mg total) by mouth Two (2) times a day.
What changed:
- medication strength
- when to take this
- additional instructions

hydrALAZINE 10 MG tablet
Commonly known as: APRESOLINE
Take 1 tablet (10 mg total) by mouth Three (3) times a day. 3 tabs by mouth twice a day
What changed:
- how much to take
- how to take this
- when to take this

levothyroxine 175 MCG tablet
Commonly known as: SYNTHROID, LEVOTHROID
Take 1 tablet (175 mcg total) by mouth daily at 0600.
What changed:
- medication strength
- when to take this
- additional instructions

CONTINUE taking these medications

23

Discharging a Patient – S Gupta, K Hanna, J Nonaillada 2020

acetaminophen 325 MG tablet
Commonly known as: TYLENOL
allopurinol 100 MG tablet
Commonly known as: ZYLOPRIM
amiodarone 200 MG tablet
Commonly known as: PACERONE
COMBIVENT 18-103 mcg/actuation inhaler
Generic drug: ipratropium-albuterol
DILT-CD 180 MG 24 hr capsule
Generic drug: diltiazem
docusate sodium 100 MG capsule
Commonly known as: COLACE
isosorbide mononitrate 60 MG 24 hr tablet
Commonly known as: IMDUR
magnesium oxide 400 mg tablet
Commonly known as: MAG-OX
nitroglycerin 0.4 MG SL tablet
Commonly known as: NITROSTAT
omeprazole 20 MG capsule
Commonly known as: PriLOSEC
PLAVIX 75 mg tablet
Generic drug: clopidogrel
RENAGEL 800 MG tablet
Generic drug: sevelamer
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rOPINIRole 0.25 MG tablet
Commonly known as: REQUIP
warfarin 6 MG tablet
Commonly known as: COUMADIN

STOP taking these medications

pravastatin 40 MG tablet
Commonly known as: PRAVACHOL
Replaced by: atorvastatin 80 MG tablet
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Rubric for Discharge Summary B
BASIC DATA

Yes (1)

Date of Admission/Discharge

X

Diagnoses for Hospitalization*

X

Disposition at Discharge

X

Discharge Condition*

X

Discharge Medications

X

Attending Signature*

X

No (0)

Notes

Although present, the diagnosis is not
specific enough. I would have liked an
explanation for the upper GIB – what
were your thoughts for etiology?
The new pulmonary nodules are also
missing from discharge diagnoses

CLINICAL DATA*
Pertinent Laboratory Data

X

Pertinent Diagnostic Studies

X

Pertinent Consultations/Procedures

X

HOSPITAL COURSE
X
Summary Statement

There’s no clear, succinct summary
identified; there is a rambling paragraph at
the start.

X

Each paragraph appears to be addressing a
separate issue

X

Easy to follow, succinct

Formatting
Discussion*

DISCHARGE PLANNING
X
Appointments

It is unclear when the patient should make
appointments with GI specialist.
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X
Outpatient Provider Communication
X
Patient Instructions*
X
Medications
OVERALL
Organization

X

X
Accuracy
X
Consistency of information provided
X
Appropriately concise
X
Ability for PCP to easily resume care for this patient
TOTAL SCORE

18
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Physician Discharge Summary B
Admit date: 8/29/2014
Discharge date: 9/2/2014
Discharge to: Home
Discharge Service: Pulmonology (MDG)
Discharge Attending Physician: Michael R Knowles, MD
Discharge Diagnoses:
Principal Problem: Upper GI Bleed, resolved
COPD (chronic obstructive pulmonary disease)
Chronic diastolic heart failure
Chronic pain
CAD (coronary artery disease)
HTN (hypertension)

Hospital Course:
Mr. X is a 71 y.o. male with COPD, CAD s/p angioplasty, HTN, gastric ulcer and gastritis in
2011, chronic diastolic heart failure who presented with new pulmonary nodules concerning for
malignancy as well as abdominal pain with melenic stools and hemoccult positive on exam.
Presentation seemed like a slower upper GI bleed, given stable Hgb and vital signs, and lack of
frequent bowel movements. He was admitted, typed and screened, 2 IVs were placed, and he
was started on PPI. He was followed with serial H/H which were stable. GI was consulted and
recommended outpatient endoscopy and colonoscopy since he was stable. He complained of
constipation and was started on docusate and miralax. After a second day without bowel
movement, he was treated with Golytely, which resulted in 6 bowel movements. The first was
large, black and tarry, but hemoccult negative. Subsequent stools were brown. He was stable
for discharge and will follow-up for outpatient EGD/colonoscopy.
For chronic pain, we continued his home suboxone, clonazepam, voltaren gel and zyprexa. He
c/o significant abdominal pain, 7-10/10, and initially required frequent prn morphine. After bowel
movement, pain was improved but still present and better with eating. He was transitioned to po
oxycodone and started on sucralfate. His pain was significantly improved with sucralfate. He will
continue sucralfate and po PPI at discharge.
On CTA, he was noted to have multiple pulmonary nodules that are new since November 2013.
Largest was 1.5 cm. These are concerning for malignancy especially in setting of recent weight
loss. He should have follow-up scan in 3 months.
For CAD, we held his aspirin given bleeding. He was instructed to hold until EGD/c-scope, and
follow-up with his primary doctor to consider restarting. ACE, BB, and imdur were initially held
but continued as VS were stable. His home inhalers were continued for COPD.
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Procedures: None
Pertinent Test Results:
Hemoglobin trend:
Discharge 10.9 <- 12.0 <- 11.9 <- 11.7 <- 12.9 <- 13.3 Admission
Condition at Discharge: fair
Patient was seen and examined on rounds by attending and residents. Afebrile, vital signs are
stable, and there were no pertinent changes to the physical exam. Abdominal pain is improved
today with addition of sucralfate. Patient is stable for discharge home. He will have endoscopy
and colonoscopy as an outpatient. Plan was discussed with patient who is agreeable.
___________________________________________________________________
Discharge Medications:
Current Discharge Medication List
START taking these medications
Details
docusate sodium
Take 1 capsule (100 mg total) by mouth Two (2) times a day. for 10 days
(COLACE) 100 MG
Qty: 20 capsule, Refills: 0
capsule
omeprazole
(PRILOSEC) 40 MG
capsule

Take 1 capsule (40 mg total) by mouth Two (2) times a day.
Qty: 30 capsule, Refills: 1

sucralfate
(CARAFATE) 100
mg/mL suspension

Take 10 mL (1 g total) by mouth Three (3) times a day.
Qty: 900 mL, R
 efills: 0

CONTINUE these medications which have CHANGED
Details
isosorbide dinitrate
Take 1 tablet (20 mg total) by mouth Two (2) times a day.
(ISORDIL) 20 MG
Qty: 30 tablet, Refills: 0
tablet
metoprolol tartrate
Take 0.5 tablets (12.5 mg total) by mouth Two (2) times a day.
(LOPRESSOR) 25 MG Qty: 30 tablet, Refills: 0
tablet
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CONTINUE these medications which have NOT CHANGED
Details
albuterol (PROAIR
Frequency:PRN Dosage:2 PUFFS Instructions: Note:Dose: 2 PUFFS
HFA) 90
mcg/actuation
inhaler
alendronate
Take 1 tablet (10 mg total) by mouth every morning before breakfast. Do not eat or
(FOSAMAX) 10 MG
drink or lie down for 30 min after taking.
tablet
Qty: 30 tablet, Refills: 11
Associated Diagnoses: Osteoporosis
atorvastatin
Take 1 tablet (80 mg total) by mouth daily.
(LIPITOR) 80 MG
Qty: 30 tablet, Refills: 11
tablet
Associated Diagnoses: CAD (coronary artery disease)
buprenorphine-nalox Place 1 Film under the tongue Two (2) times a day.
one (SUBOXONE) 8-2
mg sublingual film
cetirizine (ZYRTEC) 5 Take 1 tablet (5 mg total) by mouth daily.
MG tablet
Qty: 30 tablet, Refills: 2
Associated Diagnoses: COPD exacerbation
cholecalciferol,
Frequency:QD Dosage:0.0 Instructions: Note:Dose: 2000 IU
vitamin D3, (VITAMIN
D3) 2,000 unit cap
clonazePAM
Take 1 tablet (0.5 mg total) by mouth nightly as needed for anxiety.
(KLONOPIN) 0.5 MG
Qty: 30 tablet, Refills: 1
tablet
Associated Diagnoses: Anxiety
diclofenac sodium
(VOLTAREN) 1 % gel

Frequency:PHARMDIR Dosage:0.0 Instructions: Note:please apply up to twice daily
to affected joints. dispense 1 month supply Dose: 1 %

enalapril (VASOTEC) Take 1 tablet (5 mg total) by mouth daily.
5 MG tablet
Qty: 30 tablet, Refills: 11
Associated Diagnoses: CAD (coronary artery disease)
ferrous gluconate
325 mg (36 mg iron)
Tab

Take 325 mg by mouth. Frequency:TID Dosage:325 MG Instructions: Note:Dose:
325MG
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fluticasone-salmeter
ol (ADVAIR DISKUS)
500-50 mcg/dose
diskus

Frequency:BID Dosage:0.0 Instructions: Note:Dose: 1 PUFF

nitroglycerin
Place 1 tablet (0.4 mg total) under the tongue every five (5) minutes as needed for
(NITROSTAT) 0.4 MG chest pain.
SL tablet
Qty: 30 tablet, Refills: 5
Associated Diagnoses: CAD (coronary artery disease)
polyethylene glycol
(MIRALAX) 17
gram/dose powder

Take by mouth. Frequency:BID Dosage:0.0 Instructions: Note:Dose: 17G/DOSE

tiotropium (SPIRIVA
WITH HANDIHALER)
18 mcg inhalation
capsule

Frequency:QD Dosage:0.0 Instructions: Note:Dose: 1 PUFF

buprenorphine-nalox
one (SUBOXONE)
2-0.5 mg Subl

Place 1 tablet under the tongue Two (2) times a day.

OLANZapine
(ZYPREXA) 10 MG
tablet

Take 1 tablet (10 mg total) by mouth nightly. Frequency:QHS Dosage:5 MG
Instructions: Note:Dose: 5MG
Qty: 30 tablet, Refills: 2

STOP taking these medications
aspirin (ADULT LOW DOSE
ASPIRIN) 81 MG tablet

Comments:
Reason for Stopping:

___________________________________________________________________
Pending Test Results: None
Hospital Radiology:
8/30/2014 Xr Chest Pa Or Ap
FINDINGS: The lungs are normally inflated. Prominent skin folds are overlying the lungs.
Atherosclerotic calcification within the aortic arch. Cardiac silhouette within normal limits. Small
nodular focus in the right upper lobe overlying the second rib is unchanged. No new
radiographic nodular opacity compared with 2/19/14. No pneumothorax or pleural effusion
identified. Density over the lateral left midlung may represent pleural thickening versus
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confluence of shadows. IMPRESSION: No new radiographic nodular opacity compared with
2/19/14. Bilateral pulmonary nodules are better characterized on same day CT.
8/30/2014 Cta Abd/pelvis (mesenteric Ischemia)
FINDINGS: 1.1 cm nodule in the right middle lobe (3:5). 0.5 cm and lingular nodule (3:1). 0.5 cm
left upper lobe (3:9) nodule. A 0.8 cm nodule left lower lobe (3:5). Multiple posterior left lower
lobe nodules, the largest measuring 1.5 cm (3:4). The nodules are new compared to images of
lung bases from 11/13. Coronary arterial calcification.
ABDOMEN/ PELVIS: The contrast-enhanced liver, gallbladder, spleen, pancreas, adrenals, and
kidneys are within normal limits. The aorta is normal in caliber but demonstrates marked diffuse
atherosclerotic change . The aortic branching vessels, including the celiac, SMA, and IMA
appear patent. The portal vasculature is patent. There is no evidence of obstruction within the
large or small bowel. Moderate amount of stool throughout the colon. Contrast is seen within the
colon, a small amount starting at the region of the splenic flexure, and most concentrated in the
region of the sigmoid and rectum. The contrast is seen interspersed with a moderate amount of
stool. No bowel wall thickening. Bladder is decompressed. The prostate is unremarkable. There
are no pathologically enlarged abdominal or pelvic lymph nodes. There is no free fluid or air
within the abdomen or pelvis.
BONES: No osteolytic or osteoblastic lesions identified. Severe degenerative change at L2/3
with mild compression of right aspect of L2 vertebral body.
IMPRESSION: Contrast is seen within the colon, a small amount starting at the region of the
splenic flexure, and most concentrated in the region of the sigmoid and rectum. If the patient
has not ingested oral contrast recently, this may represent contrast extravasation in the setting
of gastrointestinal bleed. No focal point of active extravasation is identified. Clinically, a large
amount of GI bleeding would be expected considering the short time interval between contrast
injection and image acquisition. Correlation with direct visualization may be considered.
Mesenteric vessels appear patent and opacify well with contrast. Multiple pulmonary nodules as
above, new from 2013. These may be infectious in nature, however metastatic disease is not
excluded. Correlate with history of malignancy.
Addendum: Agree with above. No definite IV contrast extravasation, although the presence of
presumed oral contrast within bowel limits this evaluation. The contrast interspersed throughout
stool in the descending colon and sigmoid is favored to represent ingested oral contrast since
otherwise this would constitute a massive GI bleed and patient reportedly hemodynamically
stable and not currently having melena. The pulmonary nodules could be acute and represent
mucoid impaction, infection, or aspiration, but are indeterminate. A 3 month follow-up
recommended to ensure resolution.

Most Recent Labs:
Lab Results
Component
WBC
HGB
HCT
PLT

Value
8.5
10.9*
33.3*
225

Date
9/2/2014
9/2/2014
9/2/2014
9/2/2014

Lab Results
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Component
NA
K
CL
CO2
BUN
CREATININE
CALCIUM
MG
PHOS

Value
133*
4.2
96*
31*
7
0.63*
8.1*
1.9
4.5

Date
9/2/2014
9/2/2014
9/2/2014
9/2/2014
9/2/2014
9/2/2014
9/2/2014
12/20/2013
12/20/2013

Lab Results
Component
ALKPHOS
BILITOT
PROT
ALBUMIN
ALT
AST
GGT

Value
88
0.5
6.2*
3.2*
29
22
<10*

Date
8/29/2014
8/29/2014
8/29/2014
8/29/2014
8/29/2014
8/29/2014
12/20/2013

Lab Results
Component
PT
INR
APTT

Value
12.2
1.2
39.7*

Date
11/24/2013
8/29/2014
8/29/2014

___________________________________________________________________
Discharge Instructions:
Activity Instructions
Activity as tolerated
Diet Instructions
Discharge diet (specify)
Nutrition Therapy: General (Regular)
Other Instructions
Follow-up with primary physician
Please call to schedule a follow up with your primary care doctor within 1 week of discharge from the
hospital.
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Please follow-up with Gastroenterology to have an endoscopy and colonoscopy. They will contact you
with an appointment.

Follow Up instructions and Outpatient Referrals
Call MD for: difficulty breathing, headache or visual disturbances
Call MD for: extreme fatigue
Call MD for: persistent dizziness or light-headedness
Call MD for: persistent nausea or vomiting
Call MD for: severe uncontrolled pain
Call MD for: temperature >38.5 Celsius
Call MD for:
Blood in your stools
Discharge instructions
You have been admitted to Mock Hospital for evaluation and treatment of dark, tarry stools
(melena). When you were admitted, a test of your stool was positive for blood. You were
also constipated, which resolved with medicines. Continue to take miralax and docusate
(colace) at home for constipation. Pain medication can make you constipated. When we
tested your stool again, it was negative for blood so we think the bleeding has stopped.
Your blood counts were stable. The gastroenterologists will schedule you for an endoscopy
and colonoscopy after you go home. We started 2 new medicines to help protect your
stomach. Please take these as directed.
Please STOP taking your aspirin for now until you have your endoscopy and colonoscopy.
This medicine can increase your chance of bleeding. Talk to your doctor about restarting
this medication.
Your new medications:
Omeprazole 40 mg twice daily. This medicine helps reduce stomach acid.
Sucralfate 10 ml 3 times per day. This medicine protects your stomach and helped reduce
your pain.
Your pain was better with sucralfate. If you need more pain medication, please see your
pain doctor.
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Please take all medications as prescribed.
Do not operate any heavy machinery while on narcotic pain medications.
Eat a healthy diet and exercise.
Please follow-up with your primary care physician within two weeks of discharge.
If following discharge from the hospital notice the development or worsening of any
symptoms such as nausea, vomiting, chest pain, shortness of breath, fevers, or chills,
please return to the emergency department. If you develop these symptoms, or if you
have trouble obtaining any of your medications, you can contact the following services at
Mock Hospital: Same Day Clinic, patient help line. 800-999-9999.
Please continue to follow-up with your outpatient care providers.
Your discharge medications are listed above. Please continue to take these medications
as directed by the pharmacist and note the changes from your previous medication list.
_______________________________________________________________________
NOTE TO OUTPATIENT PROVIDERS:
- Aspirin was held for GI bleed. Please consider restarting. Please recheck H/H. At
discharge, 10.9/33.3.
- Pulmonary nodules were noted on CTA a/p, largest 1.5 cm. He will need 3-month
follow-up scan.

Appointments which have been scheduled for you
Sep 09, 2014 2:10 PM
NEW HOSPITAL F/U
MEDICINE CLINIC
123 Hospital Lane

____________________________________________________________________
Length of Discharge: I spent greater than 30 mins in the discharge of this patient.
I saw and examined the patient with the resident and discussed the pertinent findings and plan.
I agree with the findings and the proposed plan.
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Rubric for Discharge Summary C
BASIC DATA

Yes (1)

Date of Admission/Discharge

X

Diagnoses for Hospitalization*

X

Disposition at Discharge

X

Discharge Condition*

X

Discharge Medications

X

Attending Signature*

X

No (0)

Notes

Although present, the diagnosis is not
specific enough. I would have said
Acinetobacter bacteremia 2nd to HD
catheter infection

CLINICAL DATA*

Pertinent Laboratory Data
X

Pertinent Diagnostic Studies

X

Pertinent Consultations/Procedures

X

Most important – bld cultures and
sensitivities provided

HOSPITAL COURSE

X

Could have included the line infection in the
beginning summary statement

Summary Statement
X
Formatting
Discussion*

X

Easy to follow, succinct

DISCHARGE PLANNING
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X
Appointments
X
Outpatient Provider Communication
X
Patient Instructions*
X
Medications

OVERALL
Organization

X

X
Accuracy
X
Consistency of information provided
X
Appropriately concise
X
Ability for PCP to easily resume care for this patient
TOTAL SCORE

21
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Physician Discharge Summary C
Admit date: 9/5/2014
Discharge date: 9/10/2014
Discharge to: Home
Discharge Service: Infectious Disease (MDK)
Discharge Attending Physician: Charles M Van Der Horst,*
Discharge Diagnoses:
Principal Problem:
Acinetobacter Bacteremia
Active Problems:
Chronic kidney disease, ESRD
Systemic lupus erythematosus
Hospital Course:
Mrs. Y is a 65-year-old female with past medical history of lupus, end-stage renal disease on
HD that presents with Acinetobacter baumani bacteremia. Please refer to full H&P from
09/06/14.
GNR Bacteremia: The patient reported having chills, malaise and hypotension during the two
HD sessions she received prior to admission. 2/2 blood cultures obtained from the dialysis unit
from 09/03/14 are positive for Acinetobacter baumani with sensitivities as noted below. As our
repeat blood cultures had no growth, the patient had a permcath line exchange on 9/9. The
patient was initially started on cefepime (9/5-9/10), but will transition to ceftazidime for ease of
dosing and will need a two week course of antibiotics. Will fax d/c summary to Davita and
instructions for ceftazidime administration through permcath and labs to obtain (see below). She
has a hospital f/u scheduled at the Mock clinic on 9/19.
Antibiotic Dosing
For ease of dosing, we will have her receive ceftazidime 2 g to be administered MWF after HD
sessions for 4 doses to occur on Friday 9/12, Monday 9/15, Wed 9/17 and Fri 9/19.
Labs
The patient will also need labs drawn Monday 9/15 for CBC with platelets and differential, BUN,
SCr on Monday 9/15 and results faxed to Dr. Smith at the Mock clinic 919-966-2274. This was
verified with the provider.
ESRD on HD: Patient normally tolerates dialysis Monday, Wednesday, and Friday at
WeRURKidneys Dialysis. The patient has a fistula in her right arm that is not being used 2/2
unknown complication. Permcath line exchange on 9/9.
SLE: Patient is concerned that she recently had a flare and was concerned that her abdominal
tenderness might be related to a flare. We obtained a CT abdomen/ pelvis with oral contrast for
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evaluation and found an interval unchanged hiatal hernia and bilateral renal cysts which is
consistent with her lupus nephritis. Rheumatology evaluated patient in-house and agree that
she has signs of lupus flare. We continued her home azathioprine and she has follow-up with
Mock rheumatology on 09/19/14.
Retinal vasculitis:  Chronic issue, on exam has left eye medial subconjunctival hemorrhage.
Patient follow by Mock ophthamology and will have follow-up at their clinic.

Outpatient Provider Information:
- Patient will continue outpatient Ceftazidime 2g doses for 4 doses with dialysis, set to end
9/19
- Labs (CBC with platelets and differential, BUN, SCr) will be sent to your office 9/15 for
follow up
- Encourage follow up with ophthalmology
Procedures: Perm cath exchanged on 9/9
Pertinent Test Results:
09/03 Blood Cultures: Acinetobacter baumani
Sensitive to gent, imipenem, tmp/smx, ceftazidime, tobramycin, ciprofloxacin, levoflaxcin, and
cefepime, intermediate to ceftriaxone
09/05/16 Blood cultures – no growth
Condition at Discharge: good
___________________________________________________________________
Discharge Medications:
Current Discharge Medication List
START taking these medications
Details
cefTAZidime 2 g in sodium
Infuse 2 g into permcath after HD session Every Monday, Wednesday,
chloride 0.9 % 0.9 % 100 mL IVPB and Friday. for 4 doses occuring on Friday 9/12, Monday 9/15, Wed
9/17 and Fri 9/19.
Comments: Please administer after HD MWF for 4 doses with last dosage administered on 09/19/14
CONTINUE these medications which have NOT CHANGED
Details
artificial tear, hypromellose,
Administer 1 drop to both eyes nightly.
(GENTEAL) 0.3 % Drop
azaTHIOprine (IMURAN) 75 mg
tablet

Take 1 tablet (75 mg total) by mouth daily.
Qty: 30 tablet, Refills: 11
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B complex-C-folic acid-Zn
(DIALYVITE 800 WITH ZINC) 0.8
mg Tab

Take 0.8 mg by mouth daily.

calcitriol (ROCALTROL) 0.25 MCG
capsule

Take 0.25 mcg by mouth daily.

calcium acetate (PHOSLO) 667 mg Take 1,337 mg by mouth Take as directed by MD - see admininstration
capsule
instructions. Instructions: Note:2 tabs with meals and 1 tab with snacks.
Dose: 2(667MG)
conjugated estrogens
Insert 1 g into the vagina once a week.
(PREMARIN) 0.625 mg/gram
Qty: 30 g, Refills: 12
vaginal cream
Associated Diagnoses: Vaginal dryness
epoetin alfa (EPOGEN) 10,000
unit/mL injection

Inject 2,000 Units under the skin 3 (three) times a week. At dialysis

esomeprazole (NEXIUM) 20 MG
capsule

Take 20 mg by mouth every morning before breakfast.

levothyroxine (SYNTHROID,
125 mcg 6 days/week and extra 0.5 tablet 1 day/week
LEVOTHROID) 125 MCG tablet
Qty: 102 tablet, R
 efills: 3
Associated Diagnoses: Hypothyroid
loratadine (CLARITIN) 10 mg
tablet

Take 10 mg by mouth daily as needed.

metoprolol tartrate (LOPRESSOR)
50 MG tablet

Take 25 mg by mouth 2 (two) times a day.

mupirocin (BACTROBAN) 2 %
Apply 1 application topically daily as needed.
ointment
Qty: 22 g, Refills: 11
Associated Diagnoses: Systemic lupus erythematosus
___________________________________________________________________
Pending Test Results:
Order
Current Status
Blood Culture
Preliminary result
Blood Culture, Adult
Preliminary result
Catheter Tip Culture
Preliminary result

Hospital Radiology:
Ct Abdomen Pelvis W Oral Contrast Only
9/6/14
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IMPRESSION: -- Stable 2-3 pulmonary nodules. Attention on follow up. -- Unchanged large
hiatal hernia. -- Innumerable renal cysts, one of which is intermediate density in the right lower
pole and has decreased in size. Further characterization with renal mass protocol CT if clinically
indicated. -- Multiple non obstructing bilateral renal calculi, similar in distribution to 6/18/13. -Rectosigmoid diverticulosis with mild wall thickening which is likely due to under distension and
given lack of pericolonic inflammation diverticulitis is felt less likely.

Most Recent Labs:
Lab Results
Component
WBC
HGB
HGB
HCT
PLT

Value
8.8
8.6*
8.1*
27.2*
95*

Date
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014

Lab Results
Component
NA
K
CL
CO2
BUN
CREATININE
CALCIUM
MG
PHOS

Value
136
4.4
97*
24
54*
7.13*
9.6
:
:

Date
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/12/2013
9/12/2013

Lab Results
Component
ALKPHOS
BILITOT
BILIDIR
PROT
ALBUMIN
ALT
AST
GGT

Value
84
0.4
0.4
6.4*
3.5
28
23
:

Date
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/10/2014
9/12/2013

Lab Results
Component
PT
INR
APTT

Value
12.1
1.1
33.3

Date
9/11/2013
9/11/2013
9/11/2013

Microbiology Results (last day)
Procedure
Component

Value

Date/Time

Date/Time
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Blood Culture [1118058687]
Lab Status: Preliminary result
Specimen Information: Blood
Blood Culture,
Routine
Result:
NO GROWTH AT 1 DAY(S).
NO GROWTH AT 2 DAY(S).
NO GROWTH AT 3 DAY(S).
NO GROWTH AT 4 DAY(S).
:
Blood Culture, Adult [1130062149]
Lab Status: Preliminary result
Specimen Information: Blood
Blood Culture,
Routine
Result:
NO GROWTH AT 1 DAY(S).
NO GROWTH AT 2 DAY(S).
NO GROWTH AT 3 DAY(S).
:
Catheter Tip Culture [1130413457]
Lab Status: In process
Specimen Information: Catheter Tip

Collected: 09/05/14 1930
Updated: 09/09/14 2000

Collected: 09/06/14 1436
Updated: 09/09/14 1800

Collected: 09/09/14 0920
Updated: 09/09/14 1002

Discharge Instructions:
Activity Instructions
Activity as tolerated

Follow Up instructions and Outpatient Referrals
Call MD for: persistent nausea or vomiting
Call MD for: temperature >38.5 Celsius
Discharge instructions
You were hospitalized for an infection of your bloodstream. This infection likely came from your
hemodialysis line.. We are treating you with a course of antibiotics to be completed on 09/19/14 (the
medication will be given to you after your HD sessions). Your hemodialysis line was exchanged prior to
discharge to decrease the risk of having another infection. It is very important that this line stays clean
and dry to prevent further infections. Since this line has been replaced it may be sore for a few days;
however, if you develop pain, redness, drainage, or pus at the site of your line please contact your
medical provider right away. You may take Tylenol as needed for pain. Additionally, if you develop fever,
headaches, body aches or other signs concerning for infection please contact your doctor.
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You have follow-up scheduled with Mock rheumatology and I recommend you call Mock ophthalmology
to schedule an appointment to have your eye examined.

Your new medications:
Ceftazidime – will be doses with your dialysis sessions.
Your discharge medications are listed above. Please continue to take these medications as directed by the
pharmacist and note the changes from your previous medication list.

If following discharge from the hospital notice the development or worsening of any symptoms such as
nausea, vomiting, chest pain, shortness of breath, fevers, or chills, please return to the emergency
department. If you develop these symptoms, or if you have trouble obtaining any of your medications, you
can contact the Internal Medicine Same Day Clinic at 999-999-9999, or you can go to the Mock Urgent Care
Center. You can also call the patient help line (999) 999-999.
Appointments which have been scheduled for you

Sep 19, 2014 1:30 PM
HOSPITAL FOLLOW UP
INTERNAL MEDICINE
123 Hospital Drive

Sep 19, 2014 3:00 PM
RETURN RHEUMATOLOGY
MOCK RHEUMATOLOGY IMMUNOLOGY
124 Hospital Drive

Attending: I saw the patient on the day of discharge and agree with the discharge plans and
disposition as recorded by the resident. I personally spent over 30 minutes in the discharge
planning process.
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