
Scenario SPD-013.  Internal Medicine Resident with Perform Documentation Privileges

The Internal Medicine Resident is seeing patients on the Medical unit today.  Mrs. Patient, a 50-year-old female with Regional Enteritis (Crohn’s Disease), has been an inpatient for three days and is waiting to be released from the hospital.

The Internal Medicine Resident accesses Mrs. Patient’s Electronic Health Record (EHR) to review the pertinent information prior to preparing the Discharge Summary that will include the patient’s name, medical record number, date of birth, age, admission date, date of discharge, history of current clinical episode, evaluations, clinical course, condition on discharge, discharge diagnosis, and discharge and aftercare plan.
The Resident dictates the Discharge Summary <<PPD-029 New Discharge Summary>>, which is entered into Mrs. Patient’s EHR by a transcriptionist.  The Resident accesses the Discharge Summary in the EHR, reviews it, and adds his electronic signature <<PPD-030 Edit/Addend/Sign Discharge Summary>>.  The EHR then notifies the Attending Physician that the discharge summary is available for review.
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