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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** On 07/08/25 
past non-compliance immediate jeopardy situations were determined to exist related to the facility's failure 
to:a. secure Resident #2 during transport in the facility van. On 06/18/25 the van driver had to brake 
suddenly, and Resident #2 fell forward from the wheelchair hitting their head and right knee on the row of 
seats in front of them; andb. ensure the safety of Resident #1 who was at risk for elopement. On 06/22/25 at 
8:17 p.m., a facility video showed Resident #1 left the facility through the kitchen door and walked North 
down the alley. At 8:27 p.m., the video showed Resident #1 at the front door of the facility and then they 
walked South down [NAME] street.Based on observation, record review, and interview, the facility failed to 
ensure:a. seat belts were in proper working order for 1 (#2) of 3 sampled residents reviewed for 
transportation safety; and b. prevent the elopement of 1 (#1) of 3 sampled residents reviewed for elopement.
The administrator identified 35 residents resided in the facility. Findings:1. A quarterly assessment, dated 
05/22/25, showed Resident #2 was cognitively intact with a BIMS of 14. A final Incident Report Form, dated 
06/18/25, showed the seatbelt attachment was not in working order and Resident #2 was injured during 
transportation. A progress note, dated 06/18/25, showed Resident #2 was sent via ambulance to the hospital 
emergency room for evaluation after complaining of neck pain and right knee pain. A hospital Discharge 
summary, dated [DATE], showed Resident #2 was diagnosed with a strain of the neck muscles, closed 
fracture of the nasal bone, closed head injury, and contusion of the right knee. A service repair invoice, dated 
06/20/25, showed the lap belt retractor device needed to be replaced. The invoice showed multiple missing 
tie down pieces for the lap belt were installed. A care plan for Resident #2, revised 06/20/25, read in part, 
Encourage me to sit up straight when in my w/c [wheelchair], especially if I am in the van. Facility staff will sit 
in the back with me on any future transports. The equipment in the van will be checked for appropriateness, 
safety of function. A safety checklist is to be initiated before any transport by staff, going forward.A Quality 
Assessment and Performance Improvement form, dated 06/19/25, showed 1. Pre-travel safety checklist in 
place inside transport van; 2. Staff in-service education regarding safety during transport van; 3. Driver 
suspended pending investigation of situation; and 4. Certified nurse aide/support staff will sit in the back of 
the van with any resident. Plan of completion date was 06/20/25. On 07/08/25 at 9:34 a.m., Resident #2 
stated they were in the van with the maintenance supervisor driving the van. Resident #2 stated the driver 
nearly missed the exit on the expressway causing them to brake hard. Resident #2 stated they were flung 
forward hitting their face and right knee on the row of seats in front of them. Resident #2 stated the 
wheelchair was secured to the floor of the van, but the lap belts did not work. Resident #2 stated the AD was 
also in the van.On 07/08/25 at 10:07 a.m., the AD stated they were in the van on 06/18/25 during the 
transport of Resident #2 to a physician's appointment. The AD stated when the van driver attempted to exit 
off the expressway a car pulled in front of them causing the driver to pump the breaks hard. The AD stated 
Resident #2 was flung forward hitting their head on the row of seats in front of them. The AD stated the van 
driver was not on the phone during the transport. On 07/08/25 at 10:19 a.m., the van driver stated the 
seatbelt for wheelchairs was not working. They stated they had to brake harder than usual, and Resident #2 
fell forward. They stated they were not on the phone, although they did use navigation. The van driver stated 
Resident #2 stated they were fine and declined the emergency room at that time.On 07/08/25 at 10:40 a.m., 
administrator #1 stated the van was repaired by the safety devise vendor, who also did an in-service with the 
van driver on using the seat belts. They stated the facility had initiated a safety check list that must be 
completed before transporting a resident. Administrator #1 stated they monitored this check list. The 
in-service was not provided by the end of the survey.On 07/08/25 at 11:30 a.m., the van driver stated they 
had noticed the seatbelt for wheelchair occupants was not working in the middle of May. They stated they 
reported this to two other administrators at sister facilities. On 07/08/25 at 1:51 p.m., administrator #2 from a 
sister facility stated they had not received a report from anyone the seatbelts were not working in the facility 
van. On 07/08/25 at 1:55 p.m., administrator #3 from a sister facility stated they had not received a report 
from anyone the seatbelts were not working in the facility van. 2. On 06/25/25 at 1:30 p.m., the route 
Resident #1 walked was observed by car. [NAME] street was observed to be a moderately busy residential 
street without curbs. On 06/25/25 at 3:32 p.m. the keypad locks were observed on the door from the dining 
room to the kitchen and on the door from the kitchen to the outside.An admission assessment, dated 
05/23/25, showed Resident #1 was moderately impaired for making decisions with a BIMS score of 10. 
Resident #1 had diagnoses which included hypertension and chronic obstructive pulmonary disease. An 
elopement assessment, dated 05/23/25, showed Resident #1 was at risk for elopement. A progress note, 
dated 06/22/25, showed the police called the facility informing them Resident #1 was at a store and 
requested someone to pick up Resident #1.A care plan for Resident #1, revised 06/23/25, read in part, 1. 
Assist me to call my wife on the facility phone prn. 2. Encourage me to voice my feelings in a productive 
manner. 3. If I voice increased desire to leave the facility, help me call my wife, and redirect through 
conversation, activity. 4. Place on 15 minute checks. 5. When it is noted that I am having episodes of 
increased paranoia, increase visual checks for my whereabouts, comfort and safety. A Quality Assessment & 
Performance Improvement form, dated 06/24/25, showed 1. In-service all staff on new door security 
expectations; 2. At end of shift cook to validate doors are all locked prior to leaving kitchen area; 3. Night 
charge nurse to check doors at 10 p.m. daily; and 4. In-service all staff to importance of elopement 
prevention. The plan of completion date was 06/25/25. On 06/25/25 at 12:30 p.m., this surveyor viewed a 
video which showed on 06/22/25 at 8:17 p.m., Resident #1 leaving the facility through the kitchen door and 
walking North down the alley. At 8:27 p.m., Resident #1 was observed at the front door of the facility. The 
resident did not try to re-enter the facility. On 06/25/25 at 12:30 p. m., administrator #1 stated on 06/24/25 
the facility put a keypad lock on the door from the dining room to the kitchen and a keypad lock on the door 
from the kitchen to the outside.On 06/25/25 at 3:30 p.m., LPN #1 stated Resident #1 frequently talked about 
their family member picking them up to go home. They stated Resident #1 had not eloped before. LPN #1 
stated the resident was assessed for injury, but none were noted.
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