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F 000 INITIAL COMMENTS 

The following1reflects the findings of the 
California Department of Public Health Licensing 
and Certification during an investigation of one 
complaint and.one Entity Reported Incident (ERi). 

Complaint# 573461 Unsubstanliated. 
f:'.R! # 573616 1Substantiatcd. 

Representing the Department : 

31401-HFE-S 
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F 656 Develop/Implement Comprehensive Care Plan 
ss::D CFR(s}: 483.2;1(b)(1) 

§483.21 (b) Co.mprehensive Care Plans 
§483.21 (b)(1) :T"he facility must develop and 
implement a comprehensive person-centered 
care plan for each resident. consistent with the 
resident rights iset forth at §483.10(c)(2) and 
§483.1 O(c)(3}.;that includes measurable 
objectives and timeframes to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are: identified in the comprehensive 
assessment. lihe comprehensive care plan must 
describe the following -
(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical. mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483.40; and 
(ii) Any services that would otheiwise be required 
under §483.24. §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.1 o., including the right to refuse 
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A Care Plan wos created for Resident l 

on 2/5/2018 for beine an elopement r isk. 
I 
I 

A Care plan was created on 2/21/ 2018 for ! 
Resident :J regarding activity outings with · 

F 656 activity personnel, to ensure rc::;ident is 

~
going out with activity staff on p<1ss . 

for nee~s ou~::;id e t~e fa~ilily. This was per i 
discussion with Resident 1. 

~ An audit was conducted on 2/27 /2018 

~ ~ t o ensure all residents with risk of 

~\~ . ~ elopement have care plans and needed ! 
" ~ ::_ocurnentat ion. 

j ~ QAPI Project plan initiated on 12/21/ Z017 g -~ Monthly Care Plan meetings initiated as 
"3 a QAPl Project Plan, to ensure all Care 

\J ~ Plans Ztre reviewed and are up to date. 

~ '-5- Meetings will be held monthly for 6 

"'-.. , Mont hs and then Quarterly for 1 yea r. 
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·icficlenc tstement ending with an asterisk ( 0
) denotes a deficiency which the Institution may be excused from COITOctlng providing It I~ dotormlnod thet 

c,_ .Jr S<Jfogu:J.rds provide t>vfficient protection to the p:itJon~. (Soo ln~tructions .) Except for nur::lng homos. tho flndlng5 Gtatod obOve ero dlsclol!lablo 90 dl!lys 
following the d:ite of survey whether or not n plan of COITOCtlon la provided. For nursing homes. the above findings and pb,ms of correction 11M dlsclosable 14 
d:::iys following the date these d~uments are made :ivallablo to tho facility. If deficicnclo:; arc cited, an <ipproved plan of correction la roqulslto lo continued 
program participation. 
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F 656 Continued From page 1 

treatment under §483.10(c)(6}. 
(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the 1PASARR, it must indicate its 
rationale in the resident's medical record. 
(iv)ln consulta~ion with the resident and the 
resident's representative( s )-
(A} The resident's goals for admission and 
desired outcomes. 
(B) The resident's preference and potential for 
future discharge. Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose. 
(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance with the 
requ irements set forth in paragraph (c) of this 
section. 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation. interview, and record 

review. the facllity failed to develop a 
comprehensive and individualized care plan for 
elopement for one of three sampled residents 
(Resident 1 ). T!his failure placed the resident at 
risk for eloping; and injury. 

Findings: 

Review of the facility's entity reported incident 
(ERi), dated 215/18, indicated on 2/4/18 at 7:30 
p.m.,Resident '.I left the facility unaccompanied. 
Resident 1 went across a major freeway on a 
wheelchair to a 7-11 store. 

-.... . nnn•-rcuring tne "faCiiity-visit-end-concurn:.mt interview 
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F 656 Continued From page 2 
on 2/21/18. at: 10:10 a.m .. Resident 1 was 
observed in bed, awake, and a wheelchair at the 
bedside. Resident 1 stated,ttl went all the way to 
th0 store to buy snacks. there's nobody to tell I 
was leaving and I used the front door. "Resident 1 
further stated, "I used the wheelchair to propel 
myself across .the street to the 7-11 store.tt 

During an interview with the Director of Nursing 
(DON) on 2/211/tS, ann-a.m .. tf\e DON indicated. 
the resident was at the front patio of the facility 
when noted by, a visiting family member of 
another resident to be wheeling solf towards the 
street and freeway to the 7 -11 store. A licensed 
nurse (LN 1) followed and was able to convince 
the rnsident to ;go back to the facility. 

Review of the Minimum Oata Set (MOS 
-assessment tool used to direct patient care), 
dated 6/8/17, itadlcated, Resldont 1 was hard of 
hearing, with good cognition and uses the 
wheelchair for mobility. The resident's activity 
preferences included group activitles. going 
outside to get fresh air and reading. 

During an interview with the Assist.ant Director of 
Nursing (ADON) on 2121 /18 at 4:10 p.m .. the 
ADON statad,7he Interdisciplinary Team (IDT) 
met with the resident on 2/5/18 10 discuss his 
rights, plans to ;address the elopement incident, 
buy snacks from the stores. activities preferred. 
and resident's verbalization to go home against 
medical advice:(AMA)." 

Review of the clinical record for Resident 1 and 
concurrent interview with the ADON on 2121/18. 
the elopement care plan dated 2/5/18, revealed 
no measures to address Resident 1 's going out 
of the tacllity-to-blij snacks;-Ois_charge .Planing, ···-
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Continued From page 3 
Jlternative activities, and measures to monitor a 
recurrence of elopement incident. The AOON 
stated, "The resident does not have a person-
centered care plan." 

The facility policy and procedure titled ~Elopement 
Risk Precautions and Procedures" dated 
01/2013, indicated "Upon return of the resident, 
the resident will be-assessed for injurie&-and ~ny 
physical and mental changes. The outcome of 
the evaluation will be documented in the medical 
record and in the care plan .. . Prevention 
mythologies will also be reflected in the care 
plan." 
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