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Ensure necessary information is communicated to the resident, and receiving health care provider at the time 
of a planned discharge.

37158

Based on record review and staff interview, it has been determined that the facility failed to reconcile all 
pre-discharge medication orders with the resident's post-discharge medication orders, for 1 of 3 residents 
reviewed relative to discharge from the facility, Resident ID #2.

Findings are as follows:

Record review revealed the resident was admitted to the facility in September of 2024 with diagnoses 
including, but not limited to, polymyalgia rheumatica (an inflammatory disorder that causes pain), 
osteoarthritis and cervical disc disorder (injuries to the discs between the vertebrae). Further review revealed 
the resident was discharged to his/her home on 10/13/2024. 

Record review of the active physician's orders on the day of the resident's discharge on 10/13/2024, 
revealed the following:

- Acetaminophen (a medication prescribed to treat pain) 1000 mg (milligrams), give 1000 mg three times a 
day.

- Cholecalciferol (a supplement prescribed to treat vitamin D deficiency) 1000 units, give 1 tablet once daily. 

- Gabapentin (a medication prescribed to treat nerve pain) 100 mg, give 1 capsule by mouth two times a day.

Record review of the resident's, Rhode Island Health Continuity of Care (COC) Form completed for at the 
time of the resident's discharge and signed by the discharging nurse and the resident's representative on 
10/13/2024, revealed the following physician's orders:

- Acetaminophen 500 mg, 1 tablet three times a day.

- Cholecalciferol 1000 units, give 1 tablet twice daily. 

- Gabapentin 100 mg, give 1 capsule once daily.
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During a surveyor interview with the Director of Nursing Services on 11/27/2024 at 1:46 PM, she 
acknowledged that the above-mentioned discharge medications were transcribed incorrectly on the 
resident's COC. 
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