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Atterdag Care Center 636 Atterdag Road
Solvang, CA 93463

F 0557

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to be treated with respect and dignity and to retain and use personal possessions.

Based on interview and record review, the facility failed to ensure that the personal property inventory list 
was updated for one of two sampled residents (Resident 1). 

This facility failure had the potential for Resident 1's belongings to be lost or unaccounted for.

Findings:

During an interview with the Social Services staff (SS) on 7/2/25 at 11:08 a.m., the SS stated that Resident 1 
had complained she could not locate a pair of pants she purchased (online store name). The SS assisted 
Resident 1 and located the missing pants, which had a tag with the resident's name.

During an interview with Licensed Nurse 1 (LN1) on 7/2/25 at 11:22 a.m., LN1 stated that when a resident 
brings in new clothing, facility staff should label the items and update the inventory list kept in the resident's 
closet.

During an interview with Certified Nursing Assistant 1 (CNA1) on 7/2/25 at 11:30 a.m., CNA1 stated that 
when a resident brings in new clothes, staff should label them and update the resident's inventory list when 
placing them in the closet.

During a concurrent interview and record review with the Director of Nursing (DON) on 7/2/25 at 11:35 a.m., 
the resident's inventory list was reviewed and found to be outdated, having not been updated since 
admission. The DON acknowledged that the inventory list was not current and stated it should be updated 
once the resident's pants were labeled.

During a review of the facility's policy and procedure titled Personal Property, dated 9/1/2011, indicated: 
Record additional belongings on the clothing list when they are brought in or remove them from the list
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