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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to maintain clinical records in accordance with accepted 
professional standards of practice, that were complete and accurately documented, for one resident 
(Resident #1) of three residents reviewed for personal inventory log. When Resident #1 was admitted on 
[DATE], LVN A failed to complete an accurate inventory log for Resident #1's belongings. This failure could 
jeopardize a resident from having their valuables properly recorded, which in turn could result in a resident's 
valuables being misplaced and/or not returning home with the correct resident. The findings included: Record 
review of Resident #1's admission record dated 07/15/2025, revealed Resident #1 was a [AGE] year-old 
female who was initially admitted on [DATE] and readmitted on [DATE] and later discharged [DATE] to home 
with hospice. Resident #1's primary stay was for Respite Hospice. Resident #1 had diagnoses of acute 
diastolic (congestive) heart failure, and type 2 diabetes (sugar irregularity). Record review of Resident #1's 
Discharge MDS dated [DATE] revealed Resident #1 had a BIMS score of 4 which meant she had severe 
cognitive impairment and additionally was independent for ADLs. Record review of Resident #1's Care Plan 
date initiated 06/15/2025 revealed the resident has an ADL self-care performance deficit. Goal: The resident 
will maintain current level of function through review date. Interventions: BATHING/SHOWERING: Check nail 
length and trim and clean on bath day and as necessary. Report any changes to the nurse. DRESSING: 
Assist the resident to choose simple comfortable clothing that enhances the resident's ability to dress self. 
Record review of the facility provider investigation report date of incident 06/18/2025 revealed On 
Wednesday 6/18/25 resident [Resident #1] was bathed by [hospice agency] C.N.A. Hospice C.N.A left 
[facility], later in the day [ADON A] received a phone call from [hospice agency], to inform us that the C.N.A 
who bathed [Resident #1] verbalized resident [Resident #1]'s gold chain with Crucifix pendant was not on 
her. [ADON A] and [Social Worker] went to speak to [Resident #1] about the jewelry in question. [Resident 
#1] verbalized she isn't sure what happened to it. [Social Worker] questioned [Resident #1] if resident recalls 
anyone taking it off of her or taking it in general. [Resident #1] verbalized No, no one took it off of me. [Social 
Worker] and [ADON A] looked in the resident room, around [facility] nursing facility and the assisted living 
side, since resident was noted going over to assisted living area and enjoying spending time there. The 
jewelry was unable to be located on the day it was noted to be missing. [Resident #1] 's [family member] was 
informed [facility] nursing staff were unable to locate jewelry, but staff will continue to look for it. At this time 
there were no allegations of theft and [facility] team members continued to look for jewelry in laundry and 
throughout the nursing home. During an interview on 07/12/2025 at 3:57PM, LVN A stated she recalled 
admitting Resident #1 into the facility on [DATE]. LVN A stated she recalled Resident #1 wearing a necklace, 
alongside a matching purple sweater, pants, and shoe attire. LVN A stated typically when admitting a 
resident, she would fill out all admission documents which included several types of assessments and a 
personal inventory log of all belongings. LVN A stated on the day of 06/15/2025 there were multiple residents 
being admitted and during the commotion of the day, she forgot to complete Resident #1's inventory log. 
LVN A reiterated she recalled seeing a necklace but could not recall the specific details of what the necklace 
looked like. LVN A stated although filling out the inventory log was a collaborative effort amongst the clinical 
staff, all personnel were busy on 06/15/2025 and therefore the inventory log was forgotten. LVN A stated 
filling out Resident #1's inventory was important, as it aided in ensuring Resident #1's belongings returned 
with her when she returned home. LVN A stated by not filling out Resident #1's inventory log, it jeopardized 
accurate monitoring of Resident #1's belongings and furthermore resulted in Resident #1 returning home 
without her sentimental valuables. LVN A stated she should have filled out Resident #1's inventory log but 
reiterated that day she had multiple admissions and forgot to complete Resident #1's inventory log. LVN A 
stated after the incident, she ensured to procedurally conduct the admission process which included filling 
out residents' inventory log of belongings. During an interview on 07/15/2025 at 5:15PM, the DON stated 
LVN A should have completed Resident #1's inventory log of personal belongings. The DON stated the 
importance of filling out an inventory log was to ensure a resident's belongings are itemized and accounted 
for during the resident's stay. Furthermore, once a resident is discharged the inventory log would ensure that 
the resident's belongings are all returned accurately. The DON reiterated LVN A should have completed 
Resident #1's inventory log but was not completed due to LVN A having multiple admissions on 06/15/2025. 
The DON stated Resident #1's well-being could have been negatively affected as the necklace held 
sentimental value. The DON stated if LVN A had completed Resident #1's inventory log, potentially, Resident 
#1's crucifix necklace could have been accurately monitored. The DON stated all clinical nurses were 
educated on admission requirements upon their hiring orientation. The DON stated the incident regarding 
Resident #1's crucifix necklace was an isolated event and accident. Record review of the facility's 
Admissions Checklist (Must be checked off by Documenting Nurse) undated revealed, Inventory Sheet 
Record review of the facility's Personal Property policy revised August 2022 revealed, 10. The resident's 
personal belongings and clothing are inventoried and documented upon admission and updated as 
necessary.
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