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This visit was for the Investigation of 

Complaint IN00190940.

Complaint IN00190940- Substantiated. 

State deficiency is cited at F 9999.

Survey dates:

March 14 and 15, 2016

Facility number: 000122

Provider number: 155217

AIM number: 100290560

Census bed type:

SNF/NF: 68

Total: 68

Census payor type:

Medicare: 5

Medicaid: 49

Other: 14

Total: 68

Sample: 5

This deficiency reflects a State finding 

cited in accordance with 410 IAC 

16.2-3.1.

Waters of Huntingburg was found to be 

in compliance with 42 CFR Part 483, 

F 0000  
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Subpart B in regard to the  Investigation 

of Complaint  IN00190940.

Quality review completed by #02748 on 

March 16, 2016.

 F 9999

 

Bldg. 00

3.1-9 Personal Property

(g) The facility must inventory, upon 

admission and discharge, the personal 

effects, money, and valuables declared by 

the resident at the time of admission. It is 

resident's responsibility to maintain and 

update the inventory listing of the 

resident's property.

This State rule was not met as evidence 

by:

Based on interview and record review, 

the facility failed to ensure an inventory 

of residents personal belongings was 

completed upon admission and discharge, 

for 3 of 3 discharged residents reviewed 

for personal property concerns, in a 

sample of 5. Residents A, B, and C

Findings include:

F 9999 Plan of Correction for 

thecomplaint survey of 

3/15/16—Huntingburg   The 

Waters of Huntingburg,LLC 

alleged date of compliance is 

3-23-16   Preparation and/or 

execution of this plan of 

correction ingeneral, or this 

corrective action in particular, 

does not constitute anadmission 

of agreement by this facility of the 

facts alleged or conclusions 

setforth in this statement of 

deficiencies. The plan of 

correction and specificcorrective 

actions are prepared and/or 

executed in compliance with state 

andfederal laws. The facility 

respectfully requests paper 

compliance for thiscitation.     

F9999   It is the policy of 

thefacility to inventory upon 

admission and upon discharge 

the personal effects,money and 

valuables declared by the 

resident at the time of admission. 

Theinventory will be signed and 

03/23/2016  12:00:00AM
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1.  The closed clinical record of Resident 

A was reviewed on 3/14/16 at 10:30 

A.M.

A Physician's order, dated 11/25/15, 

indicated, "D/C [discharge] to home."

A Progress Note, dated 11/25/15 at 4:58 

P.M., indicated, "Resident left [with] her 

son to home, meds sent [with] resident."

Documentation of the resident's 

belongings, or an inventory sheet, was 

not found in the clinical record.

2. The closed clinical record of Resident 

B was reviewed on 3/14/16 at 1:35 P.M.

An inventory sheet, dated 10/29/15 and 

signed by an unknown person, indicated 

the resident had several items, including 

"TV [with] remote, X box, Big jersey in a 

display case, 40+ DVDs...."

A Progress Note, dated 11/21/16 at 5:00 

P.M., indicated, "Transferred to hospital 

per ambulance...."

The inventory sheet was not signed upon 

discharge.

On 3/14/16 at 3:30 P.M., during an 

interview with the Director of Nursing, 

she indicated she thought Resident B's 

dated by both the resident or the 

resident’s representativeand a 

nursing staff member.  The 

residentor the resident’s 

responsible party will update the 

inventory listing of theresident’s 

property as items are added or 

removed from the inventory.  

These adjustments will be signed 

and dated byboth the resident or 

the resident’s representative and 

a nursing staffmember.  The 

inventories will be reviewedand 

updated at least yearly.  Again, 

theyearly update will be signed 

and dated by both the resident or 

the resident’srepresentative and a 

nursing staff member. Valuables 

will be discouraged as far as 

being kept in the resident’sroom.   

  Residents  A, B and C no longer 

reside in the facility.   An audit 

was done for allresidents at which 

time a new inventory was 

completed listing the belongings 

ofthe residents currently in the 

facility. These inventories were 

signed and dated by both the 

resident or theresident’s 

responsible party as well as a 

nursing staff member.  Going 

forward, as part of the 

admissionprocess, the Social 

Service Director/Designee will 

monitor all new admissionsto see 

that an inventory of personal 

property is completed upon 

admission andis signed and 

dated by the resident or the 

resident’s responsible party as 

wellas a nursing staff member.  

Thisdocumented tracking process 
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responsible party picked up his items.

On 3/15/16 at 11:00 A.M., during an 

interview with the Administrator, he 

indicated the resident's belongings 

remained at the facility for an extended 

period of time, and were locked up. He 

indicated he was unsure who picked the 

belongings up.

3. On 3/14/16 at 11:35 A.M., the closed 

clinical record of Resident C was 

reviewed. 

An inventory sheet, dated 10/20/15 and 

signed by the resident, indicated the 

resident had several items, including a 

tablet, purse/wallet, and walker.

A Physician's order, dated 11/23/15, 

indicated, "D/C to [another nursing 

facility]."

The inventory sheet was not signed nor 

dated upon discharge.

On 3/14/16 at 2:00 P.M., during an 

interview with the Social Services 

Director, she indicated that the CNAs or 

nurses fill out an inventory sheet upon 

admission, and it is added to as needed 

during the resident's stay. She indicated 

that upon discharge, the CNAs or nursing 

staff "get all of the resident's things 

will be explained to the resident 

and theresident’s responsible  

party upon admission.  The 

explanation will include letting 

theresident or responsible party 

know that as items are added to 

or subtractedfrom the inventory, 

this adjustment will need to be 

signed and dated by theresident 

or responsible party as well as a 

nursing staff member.  

Inventories will need to be 

reviewed at leastonce a year and 

signed and dated by the resident 

or the resident’s responsibleparty 

as well as a nursing staff 

member. The SSD/Designee 

willmonitor new admissions to be 

sure the initial inventory is done 

uponadmission.  The status of the 

initialinventory will be monitored 

daily at the CQI meetings until 

completed.  The inventory should 

be completed within 72hours of 

admission. When a resident is 

discharged from the facility 

theirpersonal effects will be 

released to them or their 

responsible party.  At this time, 

the inventory will be signedand 

dated by the resident or their 

responsible party as well as a 

nursing staffmember.     At an 

inservice held forall staff on 

3-23-16, the Personal Inventory 

process was explained as 

statedprior.  Any staff who fail to 

comply withthe points of the 

inservice will be further educated 

and/or progressivelydisciplined as 

appropriate.   At the monthly 

QualityAssurance meetings, the 
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together, and make the families sign off 

to get their belongings."

On 3/14/16 at 3:30 P.M., during an 

interview with the Director of Nursing 

(DON), she indicated the staff "should 

have the resident or family sign the 

inventory sheet" upon admission and 

discharge.

On 3/15/16 at 11:00 A.M., the 

Administrator provided the current 

facility policy on "Admission 

Guidelines," dated 7/1/11. The policy 

included: "At the time of admission the 

resident and/or responsible party shall 

sign the Admission Agreement and 

related admission documents to establish 

consent of receipt of Resident Rights and 

to verify that the resident and or 

responsible party has been informed of 

all matters required..." The Administrator 

indicated he could not locate a policy 

regarding an inventory of residents' 

belongings upon discharge.

This Federal tag relates to Complaint 

IN00190940.

Personal Inventory lists for 

residents admitted sincethe 

previous QA meeting will be 

reviewed for completion.  This will 

include appropriate signatures 

anddates.  Any concerns will 

beaddressed.  If necessary, an 

Action Planwill be written by the 

committee.  AnyAction Plans will 

be monitored by the Administrator 

until resolved.  The SSD will also 

monitor to see thatPersonal 

Inventories are updated annually. 

Any concerns with thisprocess will 

also be reviewed at the monthly 

QA meeting.  Any patterns will be 

discussed and ifnecessary an 

Action Plan will be written by the 

committee.  Any Action Plan will 

be monitored by theAdministrator 

weekly until resolved.
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