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Huntington Valley Healthcare Center 8382 Newman Avenue
Huntington Beach, CA 92647

F 0656

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and medical record review, the facility failed to implement the plan of care to reflect the individual 
care needs for one of five sampled residents (Resident 2). * The facility failed to ensure Resident 2's care 
plan was followed when the resident went out to an outpatient medical appointment without someone or was 
not accompanied by the resident's responsible party. This failure had the potential to negatively affect the 
resident's well-being and safety.Findings: Medical record review for Resident 2 was initiated on 11/26/25. 
Resident 2 was admitted to the facility on [DATE]. Review of Resident 2's H&P examination dated 7/5/25, 
showed Resident 2 had no capacity to make medical decisions. Further review of the H&P showed the 
resident had mild and intermittent episodes of confusion. Review of Resident 2's care plan for elopement 
initiated 8/6/25, showed Resident 2 was not to leave the facility without a responsible person. Review of 
Resident 2's Order Summary Report showed an order dated 9/26/25, to monitor the resident every 15 
minutes for elopement risk. Review of Resident 2's Progress Note dated 11/19/25 at 2230 hours, showed the 
resident had authorization for out on pass and scheduled for an outside appointment today. Resident left the 
facility with transportation under approved authorization. Resident did not return to the facility after the 
appointment and instead went back to his apartment. There was no documentation to show Resident 2's 
responsible person accompanied the resident to the appointment. Review of Resident 2's Progress Note 
dated 11/20/25 at 0118 hours, showed the resident went to an appointment and went by his apartment, and 
arrived back to the facility. Review of Resident 2's Progress Note dated 11/20/25 at 0120 hours, showed the 
resident came back to the facility. On 12/1/25 at 1130 hours, a concurrent interview and medical record 
review was conducted with the DON. The DON verified the resident had no capacity to make medical 
decisions and the resident's care plan stated he needed to be accompanied by his responsible person when 
he leaves the facility. The DON verified Resident 2 left the facility unaccompanied to a physician appointment 
on 11/19/25, and eloped after the appointment. The DON verified the findings.On 12/10/25 at 1530 hours, an 
interview was conducted with Responsible Party 1. Responsible Party 1 stated the facility never informed her 
she needed to accompany the resident when he left the facility per the elopement care plan on 8/6/25. 
Additionally, Responsible Party 1 stated had she known about the appointment on 11/19/25, she would have 
accompanied the resident to the appointment. Responsible Party 1 further stated she did not authorize the 
resident to leave the facility alone. Responsible Party 1 stated she was very upset because according to the 
GPS she had on Resident 2's phone, Resident 2 left the physician's office at around 1430 hours and when 
she called the facility after 2300 hours, the facility did not know where the resident was.

055888 1

02/25/2026


