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.{ the reasons in the fesident's clinical record; and
-linclude In the notice the items described in i

Betore a facllity tranafers or discharges a
resident, the facility must notify the resident and,
if known, a family member or legai representaltive
of the regldént of the transfer or discharge and
the reasons for the move in writihg and In a
language and manner they understand; record

paragraph (a)(8) of this section.

this section, the notice of franster or discharge
required under paragraph (a)(4) of this section
must he made by the facility at least 30 days
before the resident is transferred or discharged.

Notice may he made as soon as practicable
before transfer or. discharge when the heaith of
individuals in the facllity would be endangered -
under (a)}{2)(Iv) of this section; the resident's
heaith improves sufficiently to allow a more
immediate transfer or diacharge, under paragraph

1 {e)(2)() of this section; an immediate iransfer or

discharge is required by the resident's urgent
medical needs, under paragraph {a)(2)(ll) of this
section; or a resident has not resided in the
facliity for 30 days.

The written notice spscified In paragraph (a)(4) of

Any dsficlancy statement anding with an asterlsk (*) e

Except when specified in paragraph (a)(6)(Il) of

otes a deficlency which the ins

(X4) 1D SUMMARY BTATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL " PREFIX {EAGH COHRECGTIVE ACTION BHOULD BE COMPLETION
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG " CROSS-REFERENCED TO THE APPROPRIATE DATE
: ' - . DEFICIENGY) .
: " Hilitop Lodge does not believe nor
F § e .
000 | INITIAL COMMENTS | F 000 does the facility admit that any
An Abbreviated Survey investigating ‘| deficiencies exist.
ARO#KY00017104 was initiated on 09/22/11 and , )
‘¢oncludad on 09/22/41. ARC#KY00017104 was Hilltop Lodge reserves all rights to
substantiated with deflclencles ciled at 42 CFR | contest the survey findings through
483.12 (F203) ai a scope/severily of a "D". informal dispute resolution, legal
F 203} 483.12(a)(4)-(8) NOTICE REQUIREMENTS F 203 peal proceedings or any
s8=p | BEFORE TRANSFER/DISCHARGE appeal proci .
administrative or legal proceedings.

This plan of correction does not
constitute an admission regarding
any facts or circumstances
surrounding any alleged deficiencies
to which it responds; nor is it meant
sh any standard care,
bligation or position.
plige reserves all rights to
lopsible contentions and
any type of civil or

=[Fcriminal claim, action or proceeding.

Nothing contained in this plan of
correction should be considered as a
waiver of any type of civil or
criminal claim, action or proceeding.
Nothing contained in this plan of
correction should be considered as a
waiver of any potentially applicable
peer review, quality assurance or self
critical examination privileges which
Hilltop Lodge does not waive, and
reserves the right to assert in any
administrative, civil, or criminal

claim, action, or proceeding. =

tilution may ba excused

other safaguards provide sufficlant protection fo the pafienite. (See Instructions.) Excapt for nuraing homes, the findings stated abbve are disciosable B0 days
following the data of survay whether or not a plan of correatlon is provided, For nursing homes, the abova findings and plans of carrection are disolosable 14
daya following the date these documents are made avallable to the fasiity. If deflciancies are cited, an approved plan of correotion Is requisie to continuad

program paricipation.
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. | disabilities, the mailing address and telephone

[ The llndlngs'inclu&e:

this seotion must include the reason for transfer
or discharge; the effective date of transfer or
discharge; the location to which the resident is
transterred or disgharged; a statement that the
resident has the right to appeal the action to the
State; the name, address and telephone number
of the State lang term care ombudsman,; for
nursing facility reskients with developmental

number of the agency respansible for the
protection and advogacy of developmentally
digabled individuals established under Part C of
the Developmental Disabilities Assistance and Bill
of Rights Act; and for nursing facllity residents
who are mentally lll, the mailing address and
telephone number of the agency responsible for
the protection and advocacy of mentally Hl
individuais established under the Protection and -
Advocacy for Mentally lll Individuals Act.

This REQUIREMENT is not met as evidenced
by:
Based on record review, Interview, and review of
the facllity's standardized discharge notice it was
determined the facility feiled to ensure the
discharge hollce provided the required
information for one (1) of three (3) sampled
residents, (Resident #1). Resident #1 was .
discharged from the facllity and the facllity failed
to provide a discharge notice with adequate and
corract information during the discharge process.

{ the rights and safety of all residents.
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(X4} ID BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (e
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE "DATE
: DEFICIENGY) _
. . Hilltop Lodge offers its responses,
F 203 Continued From page 1 F203| credible allegations of compliance

and plan of correction as part of its
ongoing effort to provide quality
care to residents.

Hilltop Lodge strives to provide the
highest quality care while assuring

F203 Itis and was on the dajr of
survey the policy of Hilltop Lodge to
accurately complete notice

requirements before transfer or
discharge.

10/11/11

1. Resident #1 was discharged to
another_ facility prior to this survey.
The resu.ient_ has adjusted well to his
new environment.,

2. :&11 other residents have been
reviewed by the Director of Nursing
©on 9/23/11, and no other residents
were affected by this prectice. Any
residents being transferred or
discharged will be notified, or their
legal representative will be notified,
of the transfer or discharge. This
notice will include the reasons for

FORM CMS-2857(02-98) Previous Vorelons Obsolele

Event ID; 0UGX11

Record review revealed Resident #1 was the move in writing and in a
discharged from facility to another facliity and was language and manner they can
given incorrect information on the discharge understand.
I""—' T s e e e L
It continuation shaet Page 2of 4
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. PROVIDER'S PLAN OF CORREGTION

‘| telephone number was incorrect under the

paperwork. Review of the discharge nofice
revealed the contact information inoluding the

calegory "Appeal Rights". The Information read,
Division of Human Resoyrees, Division of
Licensing and Regulations (502)564-2800, 275
Main Street, #4E, Frankiort, KY 40821, Additional
review revealed the information to contact the
local Long-Term Care Ombudsman at
606-849-9651, Ombudsman #1, which was the
Incorrect name for the Ombudsman. Further
review of Resident #1's discharge notice revealed
Resident #1 did not sign the transfer/discharge
form and the dats of notification of responsible
parly was biank.

Record review of Resident #2 and Resident #3
revealed there was no evidence of a transfer and
dlscharge form in their closed charts.

Interview with the Administrator, on 08/22/11 at
3:35 PM, revealed the discharge paperwork for
Resident #1 appeared completed. Further
interview revealed, there was no handwritten
explanation of discharge, no date when the
responsible party was notified, incorrect name,
Incorrect address, incorrect telephone number for
the-appeal rights and there was no signature of
Resident #1 on the form.

Interview with the Social Services/Admisslons
Director, on 08/22/11 at 4:30 PM, revealed it was
the responsibility of the nursing staff to complete
the transfer and discharge form prior to allowing
residents to be discharged. Furiher interview
revealed the information on the form was
incorrect and should have been corrected when
the information had changed. The Soclal

3. All nurses (LPN and RNs) were

: pf Nursing that all information, -
mcluding reason for the move, must
be included in writing on the
transfer/discharge form and the
resxde{at or legal representative muyst
be notified. All transfer/discharge

_sforms have been manmually corrected

Iby.the Office Manager on 10/10/11

1o include correct telephone numbers

and addresses, as well ag accurate

names of offices and individuals to
ensure compliance with the
resident’s right of appeal,
ombudsman and appropriate
prqtection and advocacy agency for
residents will mental illness or
|mental retardation.

4, As part of the facility’s ongoing
Quality Assurance program the
Director of Nursing will complete a

_monthly review of 10% of all

. resident transfer/discharges for six
months to ensure accuracy of
notification and documentation; ali

. findings will be reported to the
Executive Director. .

inserviced on 9/30/11 by the Director

%910 SUMMARY STATEMENT OF DEFIGIENCIES 1D )
FREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REFIX (EACH CORRECTIVE AGTION SHOULD BE conPLETION |-
Tha REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DERICIENOY) _
F 203 | Continued From page 2 F 203
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F 203 | Continued From page 3@ ' F 203
Services/Admissions Director stated the form had )

been explained to the resident by herhimself
prior to discharge. }

Interview with the Director of Nursing (DON}, on
00/22/11 at 4:45 PM, revealed the nurse
completing the discharge was tesponsible for
completing the transter/discharge form. Further
interview revealed the DON did not or could not
explain why the nurse did not complete the form.

Interview with the Administrator, on 09/22/11 at
5:00 PM, revealed Administration was not aware
the information on the transfer/discharge form
was incorract and would be corrected,
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