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Residents Affected - Few

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

44946

Based on interview and record review, the facility failed to make sure that an inventory of personal 
belongings sheet was completed, and a copy was given upon admission to one of three sampled residents 
(Resident 1.)

This failure had the potential for the resident ' s personal belongings being lost or stolen.

Findings:

During a review or Resident 1 ' s Admission Record (AR), the AR indicated, Resident 1 was admitted in late 
2024 with diagnoses which included anxiety.

During a review of Resident 1 ' s Inventory of Personal Effects (IPE - inventory sheet), dated 12/2/24, the IPE 
did not have the Resident 1 ' s signature on the ' Certification of Receipt ' portion of the document.

During a review of Resident 1 ' s closed record, there was no documented evidence that Resident 1 signed 
the inventory sheet and was given a copy upon admission on the nurse ' s notes or admission record.

During a review of Resident 1 ' s Minimum Data Set (MDS - a federally mandated resident assessment tool) 
Section C, dated 12/5/24, the MDS indicated, Resident 1 was cognitively intact.

During a telephone interview on 12/26/24 at 11:00 a.m.with Resident 1, Resident 1 stated that an inventory 
of his belongings was not done upon his admission, and he was not given a copy of the inventory sheet 
during his admission.

During an interview on 12/26/24 at 12:26 p.m.with Director of Nursing (DON), DON stated that during 
admission an inventory sheet for resident ' s belongings should be done and either the resident or 
responsible party for the resident would sign it and a copy would be given to them.

During an interview on 12/26/24 at 2:45 p.m.with Director of Nursing (DON), DON stated that the facility 
cannot provide a documentation that Resident 1 was given a copy of the inventory sheet upon admission. 
The DON indicated there wasno documentation on the chart or in the notes.
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During a review of the facility ' s policy and procedure (P&P) titled, Admitting the Resident: Role of the 
Nursing Assistant, dated September 2013, the P&P indicated, When all personal items have been 
inventoried and recorded on the Inventory of Personal Effects Record, sign your name and title and instruct 
the family member that witnessed the inventory to also sign the form .provide the resident and/or family 
member with a copy of the completed and signed inventory record.
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