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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, record review, review of facility's policy and procedure, staff and resident interview 
the facility failed to follow safety precautions during transportation to doctor's appointments to prevent 
avoidable accident and injury to 1 (Resident #900) of 2 residents reviewed. The findings included:Review of 
the facility's policy and procedure for Securing Residents in Wheelchairs for Van Transport (no effective 
date) revealed, It is the policy of this facility to ensure the safe and secure transport of all residents traveling 
in wheelchairs. All residents must be properly secured suing approved wheelchair tie-downs in compliance 
with Americans with Disabilities Act (ADA) and National Highway Traffic Safety Administration (NHTSA) 
guidelines. Staff must follow the outlined procedures at all times to prevent accidents or injuries. Securing the 
wheelchair. Attach two front tie-downs to solid frame points on the wheelchair (not on the footrests or 
detachable parts). Attach two rear tie-downs to the rear frame of the wheelchair. Tighten all straps to remove 
slack and prevent movement. Securing the resident. Final Safety Check. Verify all four tie-down straps are 
tight and locked. Ensure the lap and shoulder belts are properly secured.On 8/22/25 at 9:10 a.m., during a 
tour of the facility, Resident #900 was observed in bed. The resident's left lower extremity was wrapped in 
bandages. Multiple scabbed wounds were observed to the resident's arms. In an interview Resident #900 
said on 8/18/25, her wheelchair was not strapped in the facility's van, causing it to fall backwards during 
transportation and scrape the skin right off her leg. Resident #900 said, It scared the hell out of me. Resident 
#900 said the scabbed wounds to her arms were from the skin tears she sustained during the incident. On 
8/22/25 at 9:25 a.m., in an interview related to Resident #900's injuries, the Assistant Director of Nursing 
(ADON) verified on 8/18/25 the resident's wheelchair fell backwards in the company's van during 
transportation to an appointment. She said the facility's driver stopped at a red traffic light. As the driver was 
taking off when the light turned green, the resident's wheelchair tilted, and Resident #900 fell backwards. 
Emergency Medical Services (EMS) were called but Resident #900 refused to go to the hospital for 
evaluation. On 8/22/25 at 9:37 a.m., in an interview Driver Staff A said he started employment at the facility 
on 7/29/25. He said on 8/18/25 at approximately 10:00 a.m., he picked up Resident #900 from a doctor's 
appointment. He placed the resident's wheelchair in the middle section of the van. He secured the 
wheelchair to the van with two tie-down straps to the back frame of the wheelchair and applied the seatbelt. 
As he was leaving a red light, he heard the resident yell from the back of the van. He pulled over. A State 
Trooper pulled right behind the van and asked if he needed assistance. He said the resident's wheelchair 
tipped back slowly. Resident #900 was still strapped to the wheelchair. He unstrapped Resident #900. EMS 
arrived and bandaged the resident's arms. The resident refused to go to the hospital. EMS helped him place 
the resident in a regular seat and he secured her with a seatbelt. Driver Staff A said the wheelchairs are 
secured in the van with 4 tie-down straps, 2 in the front and 2 in the back. He said the problem was that there 
were no tie-down straps available to secure the front of the wheelchair. He said after the incident, the facility 
placed him back in training. Driver Staff A said he knew what he was doing, he just didn't have the right 
equipment. He confirmed he received training and did not properly secure Resident #900's wheelchair.On 
8/22/25 at 10:30 a.m., in an interview the Administrator said the facility investigated the incident. He said 
tie-down straps were available to secure the wheelchairs. The driver did not use them properly, he failed to 
follow the process in his training. The transport drivers are responsible to make sure the tie-down straps are 
there and in proper working order.Review of the Compliance Training Attendance Log revealed Driver Staff A 
attended a 2 hour training on 8/14/25. The training consisted of a lecture, a written posttest, general 
compliance, and job specific.On 8/22/25 at 2:05 p.m., observation of the van with Driver Staff B revealed 7 
removable tie-down straps in the wheelchair tracks. Driver Staff B demonstrated how to move the tie-down 
straps and place them where needed to ensure the wheelchairs are properly secured.Review of the facility 
provided investigation revealed Driver Staff A provided a written statement which noted on 8/18/25 at about 
10:00 a.m., he was leaving a red light turned green. He heard the resident yell and saw the resident' s 
wheelchair had gone backwards on the floor. He pulled over, released the tie-downs and safety belt and slid 
the chair out from under her. 911 was called but the resident refused to go to the hospital.The Assistant 
Director of Nursing documented in a statement Resident #900 said she was in the van and the chair was all 
strap down and so we thought. The resident said the driver went to take off when a light changed and she 
went backward. The resident said a police officer stopped to help and they called EMS. She refused to go to 
the hospital. They picked her up and placed her in a regular seat in the van, then drove back to the facility.
The investigation noted Resident #900 sustained a large skin tear to the left shin, a medium size laceration 
to the right lower leg, a skin tear to the right elbow and a small skin tear to the right 3rd toe.The facility 
determined the root cause of the incident was the third strap was missing and was not available, 
Maintenance to order and not available yet.On 8/22/25 at 3:09 p.m., during a second interview, Driver Staff A 
said on 8/18/25, there were tie-down straps available to secure Resident #900's wheelchair. He verified the 
tie-down straps can be moved and placed where needed to secure the wheelchairs. When asked the reason 
for not moving tie-down straps to ensure Resident #900's wheelchair was properly secured, he said, This 
would have been an option. He said the straps were really hard to move, fidgety and hard to get back in the 
track.
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