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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm 38845

Residents Affected - Few Based on interview and record review the facility failed to ensure safety measures were followed to prevent a

resident's fall while riding in the facility bus for 1 of 3 residents reviewed for unusual occurrences. (Resident
B). The deficient practice was corrected on 4/18/2025, prior to the start of the survey, and was therefore past
noncompliance.

Finding includes:

During an interview, on 5/7/2025 at 9:58 A.M., Employee 2 indicated a couple weeks ago she had
transported Resident B from the facility to (Name of Hospital) to have a suprapubic catheter placed.
Employee 2 indicated she had stayed with the resident the entire time during her recovery. The resident was
talking and had eaten prior to being transported back to the facility. The resident's wheelchair was secured
down on all four areas on the wheelchair to the floor of the bus/van. Employee 2 indicated when she tried to
fasten the seat belt on the resident, it was positioned over her abdominal incision site, and the resident said
ow, ow. The resident did not want it on because it was hurting her, so Employee 2 indicated she did not
fasten the seat belt on the resident. Employee 2 stated, | slowed down and | put the brakes on hard because
there was a school bus with the arm out and had stopped. Employee 2 indicated the resident leaned forward
and hit her forehead and face on the back of the seat in front of her and then slid all the way out of her
wheelchair and landed on her buttocks.

Employee 2 indicated she turned into the school parking lot, and | put on the brakes and asked her if she
was hurt, she said her head hurt. | asked if she hurt anywhere else and she said, No, I'm ok. Employee 2
indicated she had called the facility and asked what she should do. She indicated the Administrator, the
Director of Nursing, the Assistant Director of Nursing and (name of staff) RVPO (Regional [NAME] President
of Operations) all came to help with the resident. They lifted the resident up onto the regular bus seat and the
Assistant Director of Nursing assessed her. A different seat belt was applied to the resident in the regular
bus seat. The belt had to be adjusted because she did not fit in the seat very well. The Assistant Director of
Nursing rode back to the facility with the resident. Employee 2 indicated she normally used seat belts on
anyone being transported in the bus.

The record for Resident B was reviewed on 5/7/2025 at 10:49 A.M. Diagnoses included, but were not limited
to diabetes, obesity, hypertension, anxiety and depression.
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F 0689 A Quarterly MDS (Minimum Data Set) assessment, dated 3/13/2025, indicated Resident B used a walker for
ambulation, required total assist for toileting, partial to moderate assist to move from a seated to a standing
Level of Harm - Minimal harm or position and transfers from a chair to the bed.

potential for actual harm
A Nursing Progress Note, dated 4/16/2025 at 5:24 P.M., indicated the resident had a witnessed fall on the
Residents Affected - Few facility bus when she leaned forward and slid out of her wheelchair as it was slowing for a school bus stop.
The resident was assessed by the nurses prior to moving her. The resident denied any new pain, moved her
extremities with no pain reported and followed commands without difficulty. The resident was assisted off the
floor with extensive assist of 4 to a stationary bus seat. The resident was noted to have an abrasion on her
right lateral lower back near her waistline, a light pink abrasion to her left knee and a goose egg on her left
forehead. A cold pack had been applied to her forehead. Upon return to the facility, neuro-checks and vital
signs were initiated. (Name of Physician) was notified of the fall and minor injuries. The physician
communicated no new orders but to continue with neuro-checks for changes in LOC (level of conscious).

A Nursing Progress Note, dated 4/18/2025 at 1:51 A.M., indicated .Bruising continues to L (left) eye corner,
hematoma to forehead, and abrasions to L knee and back

During an interview, on 5/7/2025 at 12:20 P.M., the Administrator indicated she had interviewed Employee 2
about why the seat belt had not been used on the resident for the return trip to the facility. Employee 2 stated
the resident didn't want it on. The Administrator stated Employee 2 had been disciplined for not using the
seat belt on Resident B and had been required to complete more training on the use of seat belts during
transporting residents. Employee 2 had been audited by another bus driver on the use of the bus prior to
transporting residents again.

On 5/7/2025 at 12:45 P.M., the Administrator provided the policy titled, Transportation, last dated 12/2017,
and indicated the policy was the one currently used by the facility. The policy indicated .8. Seat belts are
required to be worn by driver and passenger(s)

This citation relates to Complaint IN00458540.

3.1-45(a)(2)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 155430 Page 2 of 2



