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Trinity Hill Care Center 151 Hillside Ave
Hartford, CT 06106

F 0842

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41223

Based on clinical record review, facility documentation review, facility policy review and interviews for one of 
three residents (Resident #2) reviewed for accidents, the facility failed to maintain a complete and accurate 
medical record to include offering and refusals of support services. The findings include:

Resident #2 was admitted with diagnoses that included substance abuse disorder with an opioid addiction, 
cervical spine degeneration with disc compression and muscle weakness. A quarterly Minimum Data Set 
(MDS) dated [DATE] identified Resident #2 was alert, oriented and walked independently. The Resident 
Care plan (RCP) identified Resident #2 had a substance abuse disorder and was actively using substances 
prior to admission, with a goal to not use alcohol, or illegal substances. The RCP directed to encourage to 
participate in the facilities substance use recovery services, provide supervised visits until comfortable in the 
recovery process and resident would not use alcohol or illegal substances through the next review. 

Interview with the Director of SW (SW #2) on 11/30/2023 at 1:00 PM identified Resident #2 refused to attend 
the Recovery Program groups at the facility twice a week as part of the recovery services offered at the 
facility. SW #2 was unable to provide documentation of the offering or refusal to attend, and indicated the 
offering or refusals should be documented in the social services notes. 

Interview with the DON on 11/30/2023 at 1:30 PM identified that if a resident refused interventions identified 
in a resident's plan of care, the refusal should be documented in the medical record. 

Interview and review of the medical record with the Clinical Director on 11/30/2023 at 2:30 PM identified that 
the medical record lacked documentation for offered recovery program groups and lacked documentation of 
Resident #2's refusal to attend. 

Although requested, a facility documentation policy was not provided for surveyor review during the survey.
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