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F 0551 Give the resident's representative the ability to exercise the resident's rights.
Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm interview, and record review, the facility failed to uphold Resident Rights for one Resident (#70), out of a total

sample of 24 residents, relative to rights exercised by the Resident's Representative.
Residents Affected - Few
Specifically, for Resident #70, the facility failed to implement an effective discharge planning process
including documentation of referrals made and response from referrals that focused on the Resident
Representative's goals of discharging the Resident to a skilled nursing facility closer to involved family
members, putting the Resident at risk of decreased family visits.

Findings include:
Review of the Resident's [NAME] of Rights, revised in October 2024, indicated the following:

-you have the right to exercise your rights as a resident and as a citizen. The facility must protect and
promote your rights and support, encourage and assist you in exercising them.

-you have the right to make choices about aspects of your life that are significant to you.
Review of the facility Policy titled Discharge-Routine, review date 11/13/24, indicated the following:

-the facility will provide a resident requesting a routine discharge with referrals and information necessary for
their continuing care or aftercare needs.

-the Social Work Department will attempt to ensure that a resident's home situation, financial resources,
social needs, community resources, and personal goals are considered along with nursing requirements in
routine discharge decisions.

Resident #70 was admitted to the facility in July 2023, with diagnoses including unspecified Dementia with
Psychotic Disturbance, Schizoaffective Disorder bipolar type, and catatonic disorder.

Review of Resident #70's Massachusetts Health Care Proxy (HCP) Form, signed 7/23/20 by the Resident
appointed Family Member #1 as a Health Care Agent.

Review of Resident #70's Health Care Proxy activation form dated 4/31/24, indicated the Resident had their
Health Care Proxy activated due to permanent and severe mental incapacity related to Dementia.
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F 0551 Review of the Social Services Quarterly Note dated 9/13/24, indicated Resident #70's family's goal was to
transfer the Resident to another facility closer to his/her family.

Level of Harm - Minimal harm or
potential for actual harm Review of the Comprehensive Care Plan for Resident #70, initiated 9/13/24, indicated the following:
Residents Affected - Few -It was the desire of the Resident to be discharged to another facility closer to family.

-The goal was to be assisted with information and referrals, if needed, regarding community-based services
or other facilities in accordance with needs and preferences.

-Interventions included the facility providing information that would help the Resident with continuing care
needs.

Review of Resident #70's Social Services Quarterly Note indicated the facility was currently working on a
referral to another facility for placement because the goal was for Resident #70 to be closer to family and it
was a financial burden for family to travel long distance using Uber services on the following dates:
-12/10/24

-3/18/25

Review of a Resident Care Conference Progress Note dated 12/18/24, indicated there was a continued
search for a Skilled Nursing Facility (SNF) that would allow the Resident to be closer to family as it was a
hardship for family to visit the Resident. The Social Worker (SW) would continue to research potential

facilities.

Review of the Psychosocial Progress Note dated 1/30/25, indicated the facility spoke with a representative of
another facility closer to the family, but the Resident's referral was not accepted.

Review of the Comprehensive MDS dated [DATE], indicated Resident #70:

-was severely cognitively impaired as evidenced by a Brief Interview of Mental Status (BIMS) assessment
score of 7 out of a possible 15.

-had a Healthcare Proxy that had been invoked.
-goal was to be discharged to another facility.

Further review of the clinical record failed to indicate any referrals or follow-up calls were made to other
nursing facilities for Resident #70's placement since January 2025.

(continued on next page)
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F 0551

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 6/5/25 at 11:15 A.M., Resident #70's Family Member (who was asked to speak on
behalf of the HCP) said that it has been extremely difficult for family to visit Resident #70 because it is a far
drive and expensive to travel because the family need to pay for an Uber ride. The Family Member said that
they had numerous conversations with staff at the facility about having Resident #70 transferred closer to the
family because they can only visit once every few weeks because of the distance. The Family Member said
he/she did not feel the facility was making enough effort to help them find another facility.

During an interview on 6/5/25 at 2:10 P.M., the Social Worker (SW) said Resident #70 has a HCP that has
been invoked and family is responsible for making decisions for the Resident. The SW said the facility has
not contacted other facilities to make additional referrals for alternate placement since January 2025. The
SW said that the facility made referrals to other facilities in 2024 but the SW could not provide evidence
relative to the referrals. The SW said that she had multiple meetings with Resident #70's HCP who had
consistently expressed that it was a long distance to travel and a financial hardship for them to visit. The SW
said it was the Health Care Proxy's preference to have Resident #70 transferred to a facility closer to the
family.

During a follow-up interview on 6/5/25 at 4:03 P.M., the SW said that it is the facility's responsibility to make
referrals to other facilities when a Resident is looking for placement. The SW said they should have been
actively pursuing one to two facilities at a time and should have followed through consistently but did not.
The SW said that she was aware there had been no referrals made in the past six months and said this was
not reasonable especially since the family was making their preferences known.

During an interview on 6/10/25 at 11:40 A.M., the Administrator said that the SW is responsible to coordinate
discharges and should have done more to assist Resident #70 with alternate placement closer to the family,
especially since the family had been requesting assistance.

The facility failed to provide any additional documentation pertaining to referrals and/or placement at another
nursing facility for Resident #70 to the survey team at the time of survey exit.
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