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" 88=p | ABUSE/NEGLECT, ETC FOLICIES

The facility must develop and implement writtan
policies and procedures that prohibit :
mistreatment, neglect, and abuse of residents

£ and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by: _

Basad on Interview and record review. the factlity
failed to follow thelr policy on documenting a
complete inventory of a resident's balongings on
admission and fajled to do a thorough search for
& missing item timely for loss of & wadding ring
for one of three sampled residenty (1) resulting in
Resident 1 and the responsitle party
experiencing distress over & lost wadding ring,
Resident 1 was admitted to the facility on 3/15/16
wearing & wadding ring but it was documented on |
the inventory list. The RP last saw the wedding
ring on Aesident 1 on 3/14/15, informed staff on
3/16 that it was missing but factlity did not
investigate untll 3/15/15.

. M =
The inspection was limited 1o the specific WA N - raquire jt,
complaint inveatigated and does not repregenbcint & Cartifloat] _
the findings of & full Inspection of the facff-ﬁzg;‘;g;’ %‘“ _,’,,’E'i%”iﬁgf'}% 483.13(9)
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facts alleged. or conclusions set
forth in the statement of
. deficiencies. This plan of
- {3 correction is prepared andfor
=== gxacuted solely because tlje

g

faund to have been affactéd by
deficiont practicer

Regident 1 was discharged| from
the facility, Prior to disc:haJ
facility conducted addition:

B

locate the missing Item. Staff
members were Interviewed whao

replace the missing item.

of this plan of correction does not
constitule admission of agreament
by the provider of the truth of the

provisions of Federal and State Law

ABUSE/NEGLECT, ETC POLICIES

How the corrective action(s)} will e
accomplished for those residents

rge, the
thorough searches of the facility o
had direct care for Residen: 1. The

‘missing item was not found. Thea
family declined to have thel facility
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1 untit 8/24/15, when she interviewed Certifiad

had memory problems and had a family member
empowsred to meke heslth care decisions for
her; '

During an interview on 4/16/15, at 1 p.m,, the RP
(responsible party) stated Resident 1 was
wearing her wedding ting snd a jade ring when
admitted 1o the faciity from the acute care
hospital on 3/13/15, but whan she was
discharged o 3/24/15 she had only the jade ring.
Her wedding ring was miissing. The BF sald she
returned to the faciity to sign more admisslon
paparwork on 3/14/15 and that was the last time
she saw Resident 1 wearing the wedding ring.
The RP stated she informed a staff member on
3/15/16 or 311615 that Resident 1's wedding ting
was missing. The AP said she spoke to an
Occupational Therapist (0T}, and the Social
Services Director (85D) about the missing ring a
few days later, when she hadn't heard anything
about the ring. After she spoke with the 58D, a
search of the faciity rooms and iaundry wags
completed, but the wedding ring wasn't founcd,
This search was verffied hy the 350 during an
Interview on 4/15/15, at 12:55 o.m. The 83D said
the investigation began 3/19/15 with the
Identification and interview of RN 1 {the staff
member that received the original report of the
migsing weadding ring), complstion of a search of
the facility, and review of the *inventory of
Personal Effects,” for Resident 1, The 88D
stated thitre was no further action or investigation

Nursing Assistant 1 (CNA 1) the staff member
who comipleted Residant 1's admission inventory
fist on 3/14/156. The 83D did not have notes from

the-interviews with RN 1 or GNA 1, but stated she "
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Findings: : residents having the potertial to be
On 4/16/15, review of Residart 1's clinical record affected by the same deficient
showed admission date of 3/13/15, Residant 1
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practice and what corrective action
will be taken; :

The Medical Records Director
conducted an audit to raview all
current resident inventory sheets.
This gudit included, but was not
limited to verification of completed
Inventory Sheets being in the
medical recard.

Na other residents were idientified.

What measures wilf be putl inito
place or what systemic changes the
facility will make to ensure| that the
deficlent practice does not|rectr:

The facility Compliance/QA and the
Policy and Procedura Comrrittee
met to review the current policy
titlec, “Theft and Loss
Program/Invertory Sheet,” The
policy was amended and changed
to coincide with the requirgments
of F226 483.13(¢)
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recalled RN1 knew about the lost ring on an
3/16/15, but had forgotten to report the missing
ring. The SSD said she recalied CNA 1 had toig
her the RP was not present on admission 1o sign
the inventory list on 3/13/15. The SSL stated the,
loss of the wsdding ring was not reporied io any
agency outside the facility.

Ruring an interview on 4/15415, at 1:30 p.m., the
85D stated the wedding ring was probably worth
more than 100 doliars, but that the facility policy
onty required reporting of cash losses-over 100
dollars to the police department,

Araview of the "Inventory of Personal Effects," for

Hesident 1, dated 3/14/15, signed only by CNA 1,
indicatad only ftems of clothing, and eveglasses
were present; no jewelry or rings wara indicated
as present.

During an interview on 4/16/15, at 2; 50 p.m., CNA
1 stated she did not compiete tha form on 3/1 /18
because sha was busy, and she did not recay
exactly what Hesident 1 was wearing, or If she
had any iewelry. CNA 1 statad the rasident did

} not have any clething other than what she wote,

but that the RP said she would be bringing mare
clothing later. CNA 1 said It was her signature on
the, "Inventory of Personal Effects,” for Resident
1, dated 3/14/15, but she did not recall #lling out
the list.

During a review of the clinieal record for Resident
1, the "Nurse's Notes," dated 3/13/15 at 10:18
p.m., indicated Resident 1 arrived direatly from
the general acute care hospital by ambulance. A
review of tha clinieal record for Resident 1 from
the general acute care hospital, the "Belongings
Tracking Record,” dated with 3/9/15 admission
date, and 3/13/15 discharge date, indicated
Resident 1 had only eyeglaszes, and was,
"Wearing waich, jade ing, diamond ring," upon
discharge; clothing and othar lisied items were

serviced on the revised polley and
procedure entitled, “Theft and {058

Pragram/Inventory Sheet.’

Additionally, llcensed nurses and .
certified nursing asskstants| were in-

serviced on how to properly

compiete the Inventory Shizet of
personal items. This included, but
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was not limited to timelingss,

completeness, description
and color of itemns listed on
inventory sheet, raquired

signatures and notificationto their
supervisors of any abnotmalities

; [gquantity
the

associated with completingf the

inventory sheet,

Additionally, the Director cﬂL
Services was in-serviced or

timelines of conducting theft and -
loss investigations as well gs
family
member or responsible party on
the oulcome of the investigation.

notification to the resident,

Sacial

the
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after the AP noticad the ring was gone. Duting

.| completed by the 88D, indicated, the name and

indicated as not present.

During an interview on 4/16/15, at 1 p.m., the RP
stated Resident 1 had severe mental impairmiant
dug 10 her dementia, but that Resident 1 had
vommented her ring was missing a day or 80 .

an imerview on 4/15/15, at 8:10 a.m,, ths RP
stated the facility had offered 1o reimburse the
ring's cost, but the family declined, as the valus of
the ring lay in its sentimental vaiue, The family
was hoping tha ring would be found and returned.
A review of the facility form, "Theft and Loss
Report Form," dated 3/19/15, signed as

toom numbet of Resident 1, a date of 3/18/15
“approximately” for joss of item, and described
the iteen as a yellow ring with threa white sionas
with no estimatad value given, Tha section of the
Thett and Loss Report form titled, *Follow-up
Action by Appropriate Department,” indicated
facility locations searched for the item, but did not
indicate i the inventory fist included the missing
ttam, nor were there any cosnmants in the
Foliow- -Up Action orea, The section of the Theft
and Loss form fitied, "Administrator; Reported 1o
police department (cash only) amount over
$1007" was checked *N/A" (not applicabie).

A reviaw of the facility policy and procedure,
"Adminjstrative Manual, TheftLoss," datad rev.
3/2/2011, indicatsd, "F’ohcy 9. Al allegad
violations involving misappraphiation of g
resident's property shail be reported immediately
to the Administrator ar to a person delegated this
responsibility by the Adminlstrator and 10 other
officials in accordance with state law. 10. Any
resident's property valued &t §100 or morg (not
replacement valug) that s stolen shall be
reported to the local enforcemant agency within
thirty-six (38) hours ....13. The investigation wil

FORM CM3-2557(02-98) Pravious Verslons Obsalata
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petformance to make su

action evalyated for its
effactiveness. The POC Is
integrated into the quality
asstranie system:

The Facility medical records staff
on the
and
will
include, but not be Iimitad o
following the Theft and Logs
Program policy. Special reyiew and

wil conduct random auditg
inventary shests and Thef
Loss Reports. These aueditd

emphasis will be placed on

reviewlng the completed Inventory
Sheets for residents, including all

reiguired signatures.

The Information from thes
audits will be reviewed by

maeting,

Correction date: May 27,2015

that
solutions are sustained, The facility
must devalop a plan for e ISUing
that correction s achieved ang
sustained, This plan must be
implemented, and the conrective

the QA
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| notified as soon as possidle but no later than 24

Continued From pags 4

be completed within a timely manner of discovery
of the alleged violation ....Procadure, 1. Upon
recelpt of initial report of missing articles: ...b.
Licensed Nurse reports to social Services ... .8,
Responsibiiity-Auministrator or Dasignae: a.
Thoroughly ihvestigate to gatermine the location
of the missing fiem(s) or the probabllity of
misappropriation, theft or loss by: interviewing the
person{s) reporiing the missing items;
interviewing any withesses that maly have
knowiedge of the missing items ..

A review of the undated facility procedura,
"Prevention of Abuse, Procsdure” indicatsd, "B.
Tralning: 1. Drientation program will Include
review of facliity's policy on what constitutes
abuse, neglact, and misappropriation of resident
property ...G. Reporting ...4, Administrator or
designes, and Director of Nursing must be

hours after the incident is raported ..."
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