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‘ . DEFICIENOY)
. ‘ : Hilltop Lodge does not belisve nox
F 000 | INITIAL GOMMENTS | : F 000 P 10dg

docs the facility admit that any

' iencies exist,
An Abbreviated Survey Investigating: defici et

ARC#KY0001 66866 and #KY00014810 was

Inttlated on 08/21/11 and conciuted 09/02/11. Wilitop Lodge reserves all vights o
Bath allagations were substantinted. Deficlant contest the survey findings through
practice wae identifled with the highest acope and -~ informal dispute resolution, legal
gseverlty of a "D", WA B o e at pro eedings or eny
F 514 | 48.75()(1) RES Bﬁ 51 i nikeative or legal proceedings
880 | RECORDS-COMPLETE/ACCURATE/ACCESSIB:! AdmISIyC OF et &

(0T | Thisgfipo dfiporrection does not
constitute ad
_ |, any facts 6f circomstances

LE

The facility must maintain clinical records on 'eacée“

resldent In secordence with aceepted professicha R e ¥ iAo a
standards and practices thal are complete; surrounding any alleged deficiencies i

accurately dooumanted; readily accessible; and to which.'it responds; nor is it meant ]
systematically organized. C , ' 1o establish any standard care,
coniract, obligation or position.

Ths clinlcal rocord must contain sulficlent Hilltop Lodge reserves all rights to ;

information 1o identify the resident; a record of the

resldent's assesaments; the plan of cars and raise alt Qoss_ible contentions and
services provided; the results of any defenses in any type of civil or ;

| preadmission sereening conductad by the State;: criminal claim, action or proceeding. ;
H

and progress notes. : Nothing contained in this plan of

correction should be considercd as a -

This REQUIREMENT is not mst as svidenced waiver of any type of eivilor
by. . criminal claim, action or proceeding. ;
Based on Interview and record review It was Nothing contained in this plan of ‘

determined the tacility failed to ensure resident's

:] A} 1 | ﬂ- X ﬂ
medical records werg maintained in a somplete correction should be considered as a |

+ | manner for two (2) of three (3) sampled residents, waiver t)"f any potfmt'mlly applicable |
Resident #1 and #2. The lacillty was unable to peer review, guality assurance or self
provide dooumented evidence the Physiclan hed | . | critical examination privileges which:

baan notifled of an ncident involving sexual

touching, Hilltop Lodge does nut waive, and

o | regerves the right to assert in any
The findings include: | administrative, civil, or criminal
claim, ection, or procecding.
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Ay deflciency stetemant anding with an apleriek {*) denotes a deliciency which the Jnstitiition may be exousosd from cofraoting providing ft Is detbrminac) that
oiher sefeguerda provide suffiolent protuctith to the pationts, (See istructions.) Excep for nuralng homes, the findings elated above aze disclosable 90 days
{otlowdng e date of survey whelher of not a plan of eorreotion la provided. For nugsing hames, the above lindings and plana of cosrectlon am tisclosable 14

. daya foliowing the dats thoss dociments are made availabls lo the faclity. If deliciencles are citud, an approved plan of correction ls requlsia to continued
program pariolpetion. '
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. . DEFICIENCY}
- Hilttop Lodge offers its responses,
F 54 Continued From page 1 Fagal P ge 0 . P .
. credible allegations of complisnce
Record revisw revealed the facility admitied nd plan of correction aspaxt of i
Rasidant #1 on 0B/05/06 with didgnoses which and plat of covrection as part oI 1
inchuded Dementla, Deafness, Bipolar Disorder, Ongoing Cfi-Pﬁ 10 provive guality
Syncope and Constipation. cate 1o tesidents.
Raview of Resident #1's Murses Notes revesled —— o e vt
there was no docurmented ovidence the residont’s “,ﬁ ttop. Lodg'g f"‘m""e” to p}.mf}di)‘ the
| Physictan was notitied of an Incident In which the highest quality care while assuring -
resitlent was obsetved to have touched Hesident the rights and safety of all residents.
#2's groin area. : o
Record review revealed the facility admitted
Raesldent #2 on 0B/17/10 with diagnoses which
Lincluded Alzheimer's with behavioral
disturhances, Carabrovasculsr Acuident, Chronic
Constipation and Translent Ischerile Attack, ;
: F514 Ttis and was on the day of ‘
Review of Resident #2's Nurses Notos revealed - the policy o fH‘Liltoddg de /411
thare was no documented avidenca the resident's survey the poiicy of Hiiliop Lodge ‘

Physician was notified of an Incident in which tho
resident was obsetved to have baen touched by
Resident #1 I his/her groln &iea. .

intarview with the Minfmurn Data Sat (MDE)
Coordinator on 09/02/11 at 9:30 AW, revealed the
incident occurrod on 08/05/11 at approximataly
4:00 PM. Shie furiher indicaied she notified ha
Director of Narsing {20ON).

Interview with the DON, on 08/02/11 at 10:52 AM,
rovealed the notification of the Physisian should
be desumented in all charts. She fuither
indicated she would expeot ihare o be
dosumantation that the Physlclan was nofified in
all of the charis,

Intarview with 1he Administrator, on 09/02/11 &t
11:05 AM, reveaiod there waa no injury or

for all resident records to be
complete, accurate, and accessible.

the facility, Resident #2 remains at
the facility with no effects. The

and this was documented in the
LPN Assessment Nurse on 9/3/11.

2. All clinical records have been
reviewed by the Director of Nursing
on 9/3/11, to ensure they are
complete and meet professional
standards.

1. Resident #1 was discharged from

physician was notified by the facility

medical record as a late entry by the
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F 5141 Continuad From page 2 F514) 3, On9/2/11 all rurses (RNs and

fraumatizations of Reeldent #2 determined by the
MNurses who asseased ihe residont. She further
indfivated the Physiclan was noliflad however the
faeiiy falled to dosument the notiflcation in
Resident #1's medical record,

IPNs) were inserviced by the
Director of Nursing and
Administrator regarding thet
evidence of physician notification
must be documented in the clinical
record.

4. As part of the fucility’s ongoing

Director of Nursing will complete a :
monthly seview of 10% of incidents |
and the incident investigation form

medical record to ensure compliance,
all findings will be reported to the |
Executive Director, B

Quality Assurance program the ;

in comparison to the charfing of the x
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