
Required Charting for Discharges 

• Assure Vaccinations are up to date and documented  
• If Core Measure patient, make sure ALL requirements are 

complete. Use Core Measure Pink Sheets as appropriate 
• Complete DC Instructions per patient needs/Core Measure 

as well as the “Additional Health Considerations” screen 
• Print out all education sheets as applicable 
• Have 2nd RN verify and sign completed DC instructions 
• After reviewing with patient, have patient sign discharge 

instructions and valuables list, then place signed forms AND 
copy of education information sheet in patients chart  

• Call Report to receiving facility or Home Health per DC 
instructions/needs 

• Document on Transfer/Discharge Notes – DO NOT WRITE 
DISCHARGE NOTE UNDER PATIENT NOTES; follow process 
outlined on the following slides 
 



How to correctly document a 
Patient DISCHARGE 



• Select the “DISCHARGE 

NOTE” and use the DN 

(Document Now) or DI 

(Document Intervention) 

function to enter the screen. 



• Language clarification: In this context a TRANSFER 

applies only to moving a patient within the facility.  If you 

are transferring a  patient to another facility you are 

DISCHARGING the patient from MMC. 



• These questions MUST be answered to report quality 

measures to CMS. 



• The STROKE queries refer to standards of care and 

should be answered YES for all patients discharged with 

a diagnosis of: 
– Stroke (Ischemic or Hemorrhagic) 

– CVA (Ischemic or Hemorrhagic) 

– TIA 

Take credit for the work you’re doing!   

• The VTE queries also refer to standards of care; answer 

them appropriately.  In this context VTE refers to… 



And… 





• Do I expect you to remember that entire list?  Nope. (But 

now you have a copy to refer to.) 

• Rule of thumb for answering the VTE questions should 

be: 

   

  “Does my patient have a BIG clot in a BIG vein?” 

 

• If the answer is Yes, then the answer is Yes. 



This must be completed for 

EVERY DISCHARGE, 

EVERY TIME. 



Discharge Plan in CPOE 

Nursing  



Access the discharge function by selecting the patient on the status board and 
clicking the “Orders” button.  

Once in the orders function, select the “Discharge Plan” option.  



Current RN Discharge Plan 

Note: All Sections with a  RED * or EDIT are required fields and must be 
complete before the patient is discharged from the facility.  

 



Planned DC Date    (Required)  

Clicking the EDIT button will direct the end user into the calendar screen to 
enter the expected date, time and comment for the Patient to be discharged. 



Discharge Disposition   (Required) 
Select the appropriate discharge disposition by clicking one of the radio buttons located 
below. Click the EDIT button to change the disposition if necessary.  

Note once a section is completed 
correctly it will collapse and the EDIT 
button will turn From Red to Blue.  

These sections can be 
accessed at a later time if 
corrections need to be made 
by reselecting the (Blue) 
EDIT button. 
 

Indicates required section 
not yet completed. 



Discharge Meds (Required) 
Click the EDIT button and it launches the Medication tab on the Discharge screen. This function 
will allow the end user to reconcile a patient’s medications upon discharge. 

Home Meds (Required) You will have the following three 

options when addressing the home medication list.  
Cont – Continue post Discharge 
Stop 
Cnc 

Discontinue post Discharge  
Removes from list  



DC Meds Continued - Current Inpatient Medications   

If a provider wishes to have a current inpatient medication converted to a 

active home medication for discharge select New and Update Med List.  

1) Type the 
name of the 
new 
medication 
or 
equipment 
in this 
location.  

2) Select the 
appropriate 
string. 

3) If the medication is not in the Hospital Formulary  
the “Undefined Med” button  MUST be selected. 



DC Meds continued- After selecting a medication string you MUST enter in the 

provider information in the Comments box below.  



Discharge Order - Required 
Select the ADD button.  This will return you to the orders screen.  Reselect Orders   

This will prompt you to enter the mnemonic of the provider 
giving  the discharge order, as well as, the order source (T is the 
only option).  

Next you must select the Discharge Screen order then press Select and Done.  



Discharge Orders Continued-  In order to make the discharge order eligible 

for signature by the provider the RN completing the discharge summary is 
required to fill out the complete discharge order in the Discharge screen.  
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Detailed list off all continued & new Home 
meds for provider to Review and sign.  

Once this order is completed submit 
the order to return to the discharge 
plan.  

Example- . TORB Dr X. Patient is to continue 
home meds of.. 

ASA 81 mg PO Daily, Protonix 40mg PO Daily,.. 
Stop or dc the following home meds - ….. 
New home meds added-  Prednisone 30mg PO  
Daily X 5 days.  



Finalization – once all orders have been reviewed and no other changes  are 

required, select the Finalize RX/orders icon to complete the discharge process. 

The Finalize Rx/Orders button compiles the 
medication list and once finalized NO modifications 

can be made.  

The Finalize RX/Orders must be selected prior to patient discharge. If this 
is not completed there may be discrepancies between the electronic 
discharge information  and patient discharge instructions.  

If everything is completed on the Discharge Plan a visual 
indicator of “0 sections not complete” will display . 



If the Provider has finalized the Discharge and I 
need to change something what should I do? 

• This should be an infrequent occurrence but 
may happen if the Provider finalized then 
reconsidered the care plan.  An example is 
decreasing or increasing a medication dose. 

• To address these issues: return to the 
discharge med list and update per the 
instructions above (if meds are involved) then 
complete a new discharge order for the 
provider to sign. 



The new Meaningful use discharge 
screen must be filled out by a 
Registered Nurse on every discharge  

This can be accessed through the 
discharge plan on the orders screen.  

Select the blue ADD icon next to      
Care Plan / Goals 

Once selected you will enter the discharge care 
plan. Complete the 3 required fields marked with a 
*  fill in an appropriate Problem, Goal, & 
instructions. Options for each of these categories 
will be available in the red popup box. Free text will 
also be available as well. 

**Note this will go home with the** **patient and 
be available for view** **from the patient 

portal.** 

If care plans for additional problems are needed,  
enter a Y in the box labeled “Document additional 
problem”. 



Patient Education using ExitCare 



Access the Discharge 
Plan using currently 
accepted process. 

 

Click the EDIT button 
in the Education field 
to access ExitCare and 
begin selection of 
relevant education 
material for your 
patient. 



Anatomy of the screen: 

TYPE AHEAD LOOK-UP 

 - Narrows the selection list as you 
type 

 

ALL/CATEGORY buttons 

 - Changes view from category (shown) 
to alphabetical list of every document 
available 

 

CATEGORY buttons 

 - Allows refinement of list based on 
system/specialty/diagnostic etc. 

 

DOCUMENT LISTING 

 - Alphabetical list based on choices 
made above. 

 - Check-boxes allow you to select all 
relevant documents to provide to 
patients. 



The example below shows that 2 selections have 
been checked.  Note that the type-ahead lookup 
still works when a category has been selected. 

If you click “View” a preview 
window will show you the 
document your patient will 
receive. 



The selected Education Documents will 
now appear in the Discharge Plan. 

 

Education material for discharge can be 
added throughout the patient’s stay.  If 
you need to make additions, click the 
EDIT button again and the system will 
return you to the selection screens. 

The previously selected items 
will appear under the 
“Suggested” tab.  Click “All” or 
“By Category” to show the 
education options, and repeat 
the steps outlined previously to 
include your additions. 



Printing Patient Education 

To print the items you selected, 
click the “Print Sections” button 

 

Check the Patient Instructions box 

 

Select the appropriate language 

(English defaults in the field.  Be 
aware that some titles are not yet 
available in Spanish) 

 

Click “OK” to print the documents 
to your local printer. 


