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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 *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure residents were safely
Residents Affected - Few transported to outside medical appointments. This affected one (#66) of three residents reviewed for

outside medical transportation. The facility census was 83.Findings include:Review of the medical
record for Resident #66 revealed an admission date of 01/09/25. Diagnoses included heart failure,
hypertensive heart and chronic kidney disease with heart failure and with stage five chronic kidney
disease, Type |l diabetes, anemia, end stage renal disease, obstructive and reflux uropathy, spinal
stenosis cervical region, atrial fibrillation, hyperlipidemia, hypertension, and dependence on renal
dialysis.Review of the admission Minimum Data Set (MDS) assessment dated [DATE] revealed
Resident #66 had a Brief Interview for Mental Status (BIMS) score of 12, which indicated moderate
cognitive impairment. Resident #66 had no psychosis, no verbal or physical behaviors, and no
rejections of care. Resident #66 used a wheelchair for mobility and required dialysis. Review of the
care plan initiated 04/10/26 revealed Resident #66 had end stage renal disease (ESRD) and received
hemodialysis.Review of the progress note dated 06/11/26 at 6:23 A.M. revealed, per report from staff,
Resident #66 was picked up at approximately 5:00 A.M. for his dialysis appointment. About 10 minutes
later, staff notified the nurse that the resident had fallen from his electric wheelchair into a ditch.
Emergency medical services (EMS) were called, and the resident was transported to local hospital for
further evaluation.Review of the EMS run report dated 06/11/26 at 5:06 A.M. revealed Resident #66
was found lying supine (lying flat on back, facing upward) in a grassy area next to the bike path
complaining of right-sided rib pain. The resident stated the rib pain was worse when he took a deep
breath. The primary impression was acute pain due to trauma. The resident noted the pain was less
once he was moved. Resident #66 was transported to the local hospital for evaluation. Review of the
facility's fall incident report dated 06/11/26 for Resident #66 revealed the predisposing environmental
factors included poor lighting.Review of the hospital notes dated 06/11/26 revealed Resident #66 was
admitted to the hospital for a fall. Imaging results were negative for acute fractures. An observation
on 06/17/26 at 10:20 A.M. of the path taken from the facility to the dialysis center, with Staffing
Coordinator (SC) #155, revealed SC #155 exited the facility through the front door, down the
wheelchair ramp into the parking lot, across the facility parking lot, then up ramp to the sidewalk,
which led to a short bridge, and then down another sidewalk into an Assisted Living (not part of the
facility) facility parking lot. SC #155 then walked through the parking lot to an asphalt sidewalk,

which was in an S shaped curve and led to the crosswalk at the street. Concurrent interview with SC
#155 revealed it was in the area of the S shaped curve that Resident #66 went straight instead of
turning in the curve. When the resident's wheelchair hit the grass, the wheelchair tipped over and
Resident #66 fell into the ditch in front of the drain. SC #155 stated Resident #66 fell on his right side.
Further observation revealed a rough, uneven patch of blacktop at the area SC #155 stated Resident
#66 fell. SC #155 verified Resident #66 fell in the S shaped curved area where there was a rough,
uneven patch of blacktop. Further observation on 06/17/26 at 2:53 P.M. of the path taken from the
facility to the dialysis center, with the Director of Nursing (DON), revealed there were no streetlights
(continued on next page)
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or other lighting after exiting the Assisted Living facility's parking lot. Concurrent interview with the
DON verified there was no lighting on the path where Resident #66 fell into a ditch. An interview on
06/17/26 at 9:12 A.M. with Certified Nursing Assistant (CNA) #175 revealed she and Administrative
Assistant (AA) #590 scheduled transportation for residents. CNA #175 stated Housekeeping Director
(HD) #545 transported Resident #66 to dialysis and she picked the resident up at the end of his
treatment. CNA #175 stated if HD #545 could not take Resident #66 to dialysis, then someone else
would take him. An interview on 06/17/26 at 9:19 A.M. with HD #545 revealed she provided
transportation for the residents and confirmed she transported Resident #66 to dialysis. HD #545
stated Resident #66's dialysis chair time was scheduled for 5:15 A.M. Monday, Wednesday, and Friday
and the resident also had dialysis on Saturdays. HD #545 stated she was on vacation last week and
heard the Administrator had asked an aide on night shift to walk Resident #66 over to dialysis, which
was not far, but there were no sidewalks. HD #545 stated she heard Resident #66 went into a ditch
and fell, then went to the hospital. HD #545 stated facility leadership knew a month in advance that
she was taking vacation and knew they had to cover Resident #66's dialysis transportation. HD #545
stated Resident #66 was going to dialysis on Thursday, 06/11/26, when the accident happened. An
interview on 06/17/26 at 9:49 A.M. with AA #590 revealed her main role was coordinating
transportation for resident appointments. AA #590 stated she tried not to hire out transportation,
meaning the facility provided their own transportation, but sometimes it was necessary. AA #590
stated Resident #66's dialysis times were changed from Thursdays to Saturdays the first week of
June. AA #590 stated HD #545 transported Resident #66 to dialysis, but she was on vacation last
week. AA #590 stated the facility contracted with an outside transportation company who could bill
the resident's transportation to his insurance to provide transportation for Resident #66. The company
transported Resident #66 on 06/08/26 and then stated they could not do it because the dialysis
appointments were too early. AA #590 stated she did not know who decided to have an aide walk
Resident #66 to dialysis after the transportation company said they could not transport him, but they
did a trial run of the route on Tuesday, 06/09/26, at about 5:30 P.M. SC #155 walked with Resident
#66 during the trial run and the plan was for a night shift CNA to walk Resident #66 to dialysis and
CNA #175 would pick him up after his treatment. AA #590 stated that on Thursday, 06/11/26,
Resident #66 was not supposed to have dialysis because his day changed from Thursday to Saturday,
but he told staff he did, so they tried to walk him to dialysis.An interview on 06/17/26 at 10:05 A.M.
with SC #155 revealed she received a call from the nurse on 06/11/26 asking about Resident #66's
dialysis, so she came into the building. SC #155 stated Resident #66 was at the front door around 4:30
A.M. and was ready to go to dialysis. SC #155 stated she and Resident #66 went out the front door,
traveled down a paved trail, and were almost to the walkway when he fell before they made it to
cross the street. SC #155 stated she called into the building to have the nurse come and assess him.
SC #1565 stated as the nurse was coming, Resident #66 was complaining of side pain, and she called
nine-one-one (911) before the nurse got there. SC #155 stated the time of the 911 call was 5:01 A.M.
and the squad transported the resident to the hospital. SC #155 stated the plan was for staff to walk
Resident #66 to dialysis that week and the resident was in agreement. An interview on 06/17/26 at
2:53 P.M. with the DON revealed she was not part of the discussion about transportation for Resident
#66. The DON stated she learned of the plan for staff to walk Resident #66 to dialysis when he fell.
The DON stated the Administrator was over transportation and it was approximately a one-quarter of
a mile from the facility by walking along the parking lots from the facility to the dialysis center.An
interview on 06/22/26 at 12:57 P.M. with Resident #66 revealed he had not been on the trail leading to
the dialysis center prior to 06/11/26, contrary to AA #590's report that a trial run was done of the

path on 06/09/26. Resident #66 stated on the morning of 06/11/26, it was dark outside when he and
SC #155 left the facility to walk to the dialysis center. Resident #66 was in his electric wheelchair.
Resident #66 stated SC #155 turned on the flashlight on her cell phone to provide light and walked
approximately 15 feet in front of him. Resident #66 stated he could not see and when he came to the
(continued on next page)
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curve, he went straight which caused the wheelchair tire to roll off the asphalt and the wheelchair
flipped over on its side. Resident #66 stated he thinks he hit the joystick and the right arm of the
wheelchair or something on the ground, causing pain to his right side. Resident #66 stated the
wheelchair was lying on top of him when it flipped. Resident #66 stated it was not his choice to use
the trail to go to dialysis, adding he did not want to go that way because there were no streetlights.
Resident #66 stated he tried to tell SC #155, but she told him he had to go that way, so he followed
her. An interview on 06/22/26 at 2:02 P.M. with the Administrator, the DON, and Regional Clinical
Nurse (RCN) #680 revealed the Administrator was aware HD #545 was going on vacation and
contracted with an outside transportation company to take Resident #66 to and from dialysis for that
week. The Administrator stated after transporting Resident #66 on 06/08/26, the company stated the
transport time was too early and they could not provide transportation. The Administrator stated his
compassionate side allowed CNA #175 to sleep in instead of transporting Resident #66 to dialysis, so
the arrangement was made for a CNA to walk with Resident #66 as an escort to dialysis on 06/10/26
and the rest of the week. The Administrator stated SC #155 called him when Resident #66 fell in the
ditch, and he told her to call 911 and update him. The Administrator stated he had walked the trail and
it did not look like there was any lighting on the asphalt to the crosswalk where Resident #66 fell. The
Administrator stated there was no reason arrangements were not made for CNA #175 to provide
transportation for Resident #66. The DON verified there were no progress notes or other evidence
which indicated SC #155 had discussed transportation with Resident #66 or that the resident had
been notified of the changes. Review of the Nursing Home Dialysis Transfer Agreement, dated
08/18/11, revealed the facility had the responsibility for arranging suitable transportation of the
designated resident to and from the center, including the selection of the mode of transportation,
qualified personnel to accompany the designated resident and transportation equipment usually
associated with this type of transfer including the use of appropriate life support measures in
accordance with the applicable federal and state laws and regulations. The facility was responsible
for ensuring that the designated resident was medically stable to undergo such transportation, was
responsible for the designated resident during transfer to and from the center, including medical and
non-medical emergencies, and was responsible for all costs of transportation associated with the
transfer of the designated resident to and from center and facility. Review of the facility policy titled,
Transportation, dated 04/28/25 revealed it was the policy of the facility to arrange and ensure
transportation was provided for doctors and specialist appointments if the resident did not have
family, friends, or a responsible party available for transport.This deficiency represents
non-compliance investigated under Master Complaint Number 3043102 and Complaint Number
3043099.
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