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Based on records reviewed and interviews, for three of four sampled residents (Resident #1, Resident #2,
and Resident #4), the Facility failed to ensure that prior to the time of their discharge from the facility, that the
Residents were provided with a Notice of Intent to Discharge which included the necessary information to
appeal, and that a copy of the Notice of Intent to Discharge was sent to the Office of the State Long-Term
Care Ombudsman.Findings include:Review of the Facility Policy, titled Discharge Planning Policy and
Procedure, dated 08/2018 indicated the following:-Residents who are admitted for short term rehabilitation
and request/indicated their desire to return home will work with social service staff, as a member of the
interdisciplinary team, to formulate a viable discharge plan.-Social Service will verify the request to be
discharged with the resident and/or responsible party.-Social Service will ensure systems are implemented to
provide written notification to the resident and/or responsible party to transfer/discharge in accordance with
Massachusetts Department of Public Health.-The Intent to Discharge Notice will be provided and
include:-The reason and effective date of discharge/transfer.-The location to which the resident is to be
transferred/discharged -An explanation of the right to appeal-The name, address and telephone number of
the ombudsman and other parties/agencies required by the state.-The name, address and telephone number
of protection and advocacy agencies for individuals with developmental disabilities or mental illness-A
statement as to how the resident will be prepared/oriented to move.1. Resident #1 was admitted to the
Facility in April 2025, diagnoses included acute and subacute infective endocarditis, depression, and
bacteremia.Review of Resident #1's admission Minimum Data Set (MDS) assessment, dated 04/17/25,
indicated he/she was alert, oriented and scored 15 on the Brief Interview for Mental Status (BIMS)
assessment, (a score of 13-15 suggests no cognitive impairment, a score of 8-12 suggests moderate
cognitive impairment, and a score of 0-7 suggests severe cognitive impairment).Review of Resident #1's
Social Service Progress Note, dated 05/09/25, indicated the Director of Social Services informed Resident
#1 that he/she would be medically cleared for discharge some time the following week, and Resident #1
requested a discharge date of 05/16/25.Review of Resident #1's Nursing Progress Note, dated 05/16/25,
indicated Resident #1 was informed his/her new discharge date of 05/19/25.Review of Resident #1's medical
record indicated there was no documentation to support that:-Resident #1 was issued a Notice of Intent to
Discharge prior to the planned discharges on 05/16/25 or 05/19/25.-A copy of Resident #1's Notices of Intent
to Discharge was sent to the Office of the State Long-Term Care Ombudsman.2. Resident #2 was admitted
to the Facility in March 2025, diagnoses included chronic kidney disease and low back pain.Review of
Resident #2's admission MDS assessment, dated 03/25/25, indicated he/she was alert, oriented and scored
a 15 on the BIMS assessment.Review of Resident #2's Nursing Progress Note, dated 07/24/25, indicated
Resident #2 was discharged to a local shelter with his/her medications and assistive medical devices.Review
of Resident #2's medical record indicated there was no documentation to support that:-Resident #2 was
issued a Notice of Intent to Discharge.-A copy of Resident #2's Notice of Intent to Discharge was sent to the
Office of the State Long-Term Care Ombudsman.3. Resident #4 was admitted to the Facility in July 2025,
diagnoses included acute and subacute infective endocarditis and pneumonia. Review of Resident #4's
admission MDS assessment, dated 07/14/25, indicated he/she was alert, oriented and scored a 15 on the
BIMS assessment. Review of Resident #4's Nursing Progress Note, dated 07/30/25, indicated Resident #4
was discharged to his/her family's home. Review of Resident #4's medical record indicated there was no
documentation to support that: -Resident #4 was issued a Notice of Intent to Discharge. -A copy of Resident
#4's Notice of Intent to Discharge was sent to the Office of the State Long-Term Care Ombudsman. During
an interview on 08/19/25 at 1:39 P.M., the Director of Social Services said that she had not been issuing the
Notices of Intent to Discharge to the short term stay residents and she had not been notifying the Office of
the State Long-Term Care Ombudsman of the short term stay resident discharges. During an interview on
08/19/25 at 4:10 P.M., the Administrator said they were unaware they were required to issue Notices of
Intent to Discharge to short term stay residents or notify the Office of the State Long-Term Care Ombudsman.
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