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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure the resident's environment
remained free from accidents as was possible and each resident received adequate supervision and
assistance devised to prevent accidents for 1 of 5 residents (Resident #2) reviewed for accidents,
hazards, and supervision. The facility failed to ensure the TA securely fastened Resident #2's seat to
the floor of the facility van when taking him to dialysis. Resident #2's seat tipped sideways, causing
Resident #2 to strike the van door with his right shoulder and side, resulting in a fractured right
collarbone and rib when the TA made a left turn. The noncompliance was identified as PNC. The IJ
began on 3/18/26 when Resident #2 fell in the facility van and ended on 3/19/26. The facility had
corrected the noncompliance before the surveyor entered the facility. This failure could place
residents at risk of serious injury, harm or other medical complications. Findings Included: Record
review of Resident #2's face sheet, dated 3/20/26, documented a [AGE] year-old male who was
admitted to the facility on [DATE]. Resident #2 had diagnoses which included: congestive heart
failure (heart cannot pump enough blood to meet the body's needs, causing fluid buildup in the lungs,
legs and abdomen), mild dementia (memory loss, increased confusion, poor decision-making), end
stage renal disease (kidneys no longer function on their own), gastro-esophageal reflux (stomach acid
frequently flows back into the esophagus, causing irritation), abdominal aortic aneurysm (enlargement
in the lower aorta, usually caused by a weakened [NAME] wall, aging and smoking), atrial Fibrillation
( fast, irregular heartbeat), cerebral infarction ( blockage in an artery supplying blood to the brain,
resulting in oxygen deprivation and tissue death), atherosclerosis of renal artery (narrowing of kidney
arteries due to plaque buildup), dependence on oxygen, hypertension (high blood pressure), skin
cancer, kidney failure, severe protein-calorie malnutrition. Record review of Resident #2's quarterly
MDS, dated [DATE], documented the resident had a BIMS score of 10 out of 15, indicating moderate
cognitive impairment. Resident #2 was ambulatory with a walker. Record review of Resident #2's
March 2026 nurses notes documented the following: -3/18/26 at 11:00 a.m. - The AD of facility called
me (DON) and notified that residents chair tipped over during transport to dialysis and the resident did
fall in-between the door of van and seat the resident was sitting in had tipped over. The DON notified
the NP of the incident, and the resident had no visible injuries noted. The resident stated he had pain
in right shoulder, and the resident could move the right shoulder at that time. The DON notified the NP
and ordered for x-ray of shoulder when the resident arrived back at facility and to continue to dialysis
treatment as the resident was in the parking lot about to go into dialysis. The Resident Statement: I
was sitting in seat of facility van and when driver made turn, the chair tipped and I was against the
door of the van. The Van driver stopped and helped me get back up and checked for injuries, MD, RP
notified. Interventions: Monitoring loading/unloading and use of the van lift and secure of chairs to
make sure everything in proper orders are in place. -3/19/26 at 8:25 a.m. - x-ray results of shoulder
were negative for fractures. Resident notified. -3/27/26 at 4:12 p.m. - NP ordered CT without contrast
of right shoulder due to shoulder pain scheduled for 3/30/26 at 8:00 a.m., resident notified. -3/30/26
at 1:46 p.m. - unable to do CT scan of right shoulder without contrast due to order not being received
(continued on next page)
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with physician signature. New appointment for CT of right shoulder without contrast scheduled for
4/3/26 at 4:00 p.m., resident notified of change of appointment. Record review of an x-ray dated
3/18/26 of Resident #2's right shoulder, revealed no acute fracture or dislocation of right shoulder.
Record review of a CT scan dated 4/3/26 f Resident #2's right upper extremity, , documented an
acute, mildly comminuted (multiple small, splintered pieces) and minimally displaced, fracture of the
right distal clavicular (collarbone) head and neck, and acute, nondisplaced, right anterior 2nd rib
fracture. (The facility received the results of the CT scan on 4/8/26 while the state surveyor was in
the facility). Record review of the Provider Investigation Report, dated 3/18/26, revealed Resident #2
was being transported by the TA to dialysis. The AD was also in the van for resident shopping and
witnessed the incident. During transport the TA was making a low speed left turn from a stop sign
when the van seat/chair tipped sideways, which caused the resident to strike the van door. The
driver immediately pulled over and secured the resident in a different chair. The TA asked Resident #2
if he was okay, and the resident said yes. Immediate actions taken to protect the resident's health
and safety included immediately pulling over, checking on the resident who had no visible injuries,
securing the resident in a different seat, and removing the TA from transport duties following the
incident. The Administrator and MDS nurse drove to the dialysis center to safely transport the
resident back to the facility. The resident was secured in a different chair. The van driver was
suspended pending investigation. Witness statements from TA and AD were obtained and the TA was
drug tested and the results were negative. Began abuse/neglect in-service. The chair was removed
from the van.Investigation Summary: During the weekend, the van seat was repositioned to
accommodate additional residents attending a parade in a local community. Subsequent inspection
revealed the safety bar did not fully engage or seat properly within the groove intended to prevent the
latch mechanism from loosening. The Administrator further determined the handle was difficult to
manipulate into the position required to fully secure the seat within the floor track. As an immediate
corrective action, the Maintenance Supervisor lubricated the latch hardware on all van seats and
confirmed that each seat was properly locked and secured to the floor track. The van was removed
for service for resident transport immediately and no residents will be transported in the van until it
has been assessed by maintenance staff for proper function of all safety devices/equipment.
In-serviced staff who transport or assist with transporting residents in the van on the following (with
return demonstration) staff members not in-serviced will not transport residents - how to safely load
and unload residents in the van using the lift. Properly securing a resident in the van - ambulatory
resident - securing with seat belt., non-ambulatory resident - securing the wheelchair and the
resident, maintain a list of staff who have completed training and provided return demonstration. Staff
not listed will not transport residents. The medical director was notified of this incident. Each week
the Administrator or designee monitors at least 4 instances of loading and /or unloading of a resident
using the van lift to ensure the lift was used correctly and the resident was properly secured. This
monitoring will continue for at least 4 weeks. The QAPI Committee will review the findings and make
changes to this plan as needed. During an interview on 4/8/26 at 9:20 a.m., Resident #2 stated his
shoulder still hurts from a fall in the van. Resident #2 stated the seat on the van was not latched good
and he fell over and hit his head and bruised his shoulder. Resident #2 stated the TA pulled the van
over and had to unhook him so he could get up from the floor of the van. Resident #2 stated he was
sitting in a chair, not a wheelchair. Resident #2 stated after the fall, he went to dialysis and then back
to the facility for an x-ray. Resident #2 stated the x-ray was negative. Resident #2 stated he had just
gone to the hospital for a CT scan of his shoulder, but the facility had not gotten the results of the
test yet. Resident #2 was ambulating in the hallway unassisted, had a steady gait and was carrying
personal items in both arms. During an interview on 4/8/26 at 9:30 a.m., the TA stated she just did
not understand how Resident #2 fell in the van. The TA stated she inspected the van before and after
transporting residents. The TA stated there were three chairs in the van and they were all secured to
the floor. The TA stated Resident #2 had his seat belt on him. The TA stated she was in a local
(continued on next page)
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community at a stop sign and when she turned the corner, that was when Resident #2 fell. The TA
stated Resident #2 was leaning to the right of his chair when he fell over and hurt his shoulder on the
van door. Record review of the Daily Vehicle Pre-Trip/Post-Trip book revealed the following, the
inspection dated 3/18/26 (the day of Resident #2's fall), documented the van had chips on the
windshield with no other concerns. The book revealed that any time the van was taken out, the pre
and post inspections were completed. An observation and interview on 4/8/26 at 9:50 a.m., the van
had two high back chairs that were latched to rails on the floor and they were secure. The TA
explained that day, there was another chair in the van which was latched to the rails on the floor. The
TA stated Resident #2 was sitting in the extra chair and he had his seat belt on. The TA stated there
were usually only two chairs in the van and she could get two residents in wheelchairs in the van so
she could transport 4 residents at a time. The two chairs were shaken, and both chairs were sturdy
and secure. During an interview on 4/8/26 at 11:08 a.m., the DON stated the TA and Resident #2 were
on their way to a local community for dialysis for Resident #2. The DON stated the AD checked all the
chairs for safety reasons before they left in the van and all the chairs were secured. The DON stated
Resident #2 tipped over and hit his shoulder. The DON stated Resident #2 was very close to dialysis
so the TA was instructed to take Resident #2 to dialysis as they had nurses there who could assess
him for any injury and he could also get his dialysis. The DON stated they got an x-ray of Resident
#2's shoulder and it was negative for any fractures. The DON stated they got a CT scan on his
shoulder, and they should have the results soon and said she would look to see if the results were
back and she would bring the state surveyor a copy. The DON was gone a few minutes and came back
with the CT scan results which showed a mildly comminuted and minimally displaced fracture of the
collarbone and a right 2nd rib fracture. During an interview on 4/8/26 at 11:23 a.m., the AD stated it
was the first time going with TA to go shopping. The AD stated the chair was on the outside of the
van and TA put the chair in the van and secured it. The AD stated she looked at the chair and one of
the front legs looked like it was not on the track properly. The AD stated she told the TA to check the
chair, and she said it was not right, so she reattached the chair to the railing on the floor again. The
AD stated she checked the chair before Resident #2 got into it, and the chair was sturdy and solid.
The AD stated they were in a local community and at a stop sign, then the TA turned to go to the
dialysis center when they heard a thud and Resident #2 was leaning way over and still strapped to the
chair. The AD stated she called the DON and told her what happened and they got Resident #2 off the
chair as he was still strapped in. The AD stated Resident #2 kept saying he was sorry and did not
want to get anyone in trouble. The AD stated the Administrator called them because someone saw the
facility van on the side of the road and called the facility about it, so he knew something was wrong.
The AD stated they were instructed to get Resident #2 to the dialysis so the nurses at the center
could assess him for any injuries. The AD stated Resident #2 said his shoulder hurt so the NP called
to get an x-ray and that was negative for any fractures. The AD stated Resident #2 was still
complaining of his shoulder hurting so he went for a CT scan, but she didn't think the results were
back. During an interview on 4/8/26 at 11:54 a.m., the MS stated the chair that failed was put in the
back shed. The MS stated he did weekly vehicle inspections on all the facility vans. The MS stated he
checked over the chair that was tipped over and he could not find anything wrong with it. The MS
stated the latch hardware was somewhat stiff, so he lubricated all the latches on the chairs, so they
moved better. Record review of the Weekly Vehicle Inspection Report revealed the facility van was
inspected weekly for the following items: vehicle interior including floors, seats, doors and steps all
clean and free of debris/stains, seat belts in good working order, wheelchair tie-downs inspected and
working properly. Also inspected - Exterior, fluid levels and emergency equipment. An observation on
4/8/26 at 12:15 p.m., of the chair that was taken out of the van revealed all the parts were in working
order. An observation on 4/8/26 at 1:10 p.m., the TA inspected the van before taking the state
surveyor on a ride in the neighborhood. The TA had a check list she filled out before transporting any
resident and checked everything again when she got back to the facility after the outing. The TA
(continued on next page)
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demonstrated how she stopped at a stop sign, turned right and explained again how the resident
tipped over and hit the van door. During a follow-up interview on 4/8/26 at 1:45 p.m., the TA stated
she put the seat in the van that morning before she took Resident #2 to dialysis. The TA stated she
started working at the facility in November 2025 and was trained over the wheelchair security on the
van but not how to put the seats in the van and secure them. The TA stated the day Resident #2 fell
in the van was the only time she had ever put a seat in the van. The TA stated she was told by the
Administrator to not put seats in the van anymore as that would be the Maintenance Supervisors job.
During an interview on 4/8/26 at 2:05 p.m., Administrator A stated the seat from the van was checked
and the red pin at the bottom of the chair was hard to push down to properly secure the chair.
Administrator A stated the TA should not put the seats in the van or out, that it was a job for the MS.
Administrator A stated they in-serviced all staff who transport/assist with transporting resident.
During an interview on 4/8/26 at 5:00 p.m., the ADO stated if the MS was not available to put seats in
or out of the van, she would have the regional maintenance staff person do it and she would oversee
it. During a telephone interview on 4/10/26 at 3:31 p.m., the DON stated she did not get a written
assessment from the dialysis center about Resident #2. The DON stated the dialysis nurse told her
Resident #2 said his shoulder hurt but he was fine and wanted to continue with dialysis treatment
since he was already there. During an observation on 4/17/26 at 9:58 a.m., Resident #2 was
ambulating unassisted on the front sidewalk with the TA walking behind him. Resident #2 was nicely
dressed and had a sling around his waist with a strap going around his right arm. During an interview
on 4/17/26 at 10:00 a.m., Resident #2 stated he was going to dialysis as he was starting to not fell
well. Resident #2 stated he was not having any pain in his shoulder anymore. During an interview on
4/17/26 at 10:15 a.m., Administrator B stated she was made aware of the PNC with the fall in the
van. Administrator B stated she had a feeling that state would come back for more information.
Administrator B stated if the resident was not screaming out in pain or had blood everywhere, she
would not expect EMS to be called for that. During an interview on 4/17/26 at 10:47 a.m., LVN C,
dialysis nurse, stated RN D was on duty and assessed Resident #2 on the day he fell in the van. LVN
C stated Resident #2 told them he had fallen in the van and his shoulder hurt. LVN C stated she
remembered Resident #2 wanted his dialysis treatment and was not in a lot of pain. LVN C stated RN
D was off today, but she could fax the paperwork for Resident #2's visit on 3/18/26. Awaiting fax
from dialysis center. During a follow up interview on 4/17/26 at 10:58 a.m., the DON stated the AD
called her and told her what had happened. The DON stated she asked the AD if Resident #2 was still
on the floor. The DON stated she was informed they had already put him in a different chair. The DON
stated she told them not to do anything else until she called the NP to see what she wanted done. The
DON stated the NP was told the chair was tipped over and they had already got Resident #2 up and
into a different chair, was in some pain but he could move his arms and legs and asked where they
were at right now. The DON stated the NP said to ask him if he was able to go through dialysis,
Resident #2 said yes, and the NP ordered a mobile x-ray when he got back from dialysis. The DON
stated she was not sure of the distance Resident #2 was away from the dialysis center. Fax from the
dialysis center was received 4/17/26 at 11:10 a.m. and it revealed the following:3/18/26 - patient
complained of falling on his right shoulder. No swelling noted. Patient reports pain. PRN
acetaminophen (over the counter pain reliever) administered for pain. NH DON reports patient is to
have x-rays post treatment. NP (dialysis) informed of patient condition. No orders received. Low
Blood Pressure before treatment. Temperature 98.4. Nursing Evaluation 3/18/26 at 11:48 a.m. - alert,
oriented, ambulates with assistive device, uses walker, fall on shoulder, no associated symptoms,
irregular pulse, pleasant, lungs are clear. During a follow-up interview on 4/17/26 at 11:20 a.m., the
MS stated he was instructed to grease up the seats in the van by his company supervisor, and he
would not have told him to do something that was not safe. The MS stated the facility van has over
75,000 miles and the levers on the seats must be greased occasionally because of the wind and dirt,
the levers that attach the seats to the track start to rust if not greased. The MS stated he was not at
(continued on next page)
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the facility when the incident took place. Record review on 4/17/26 at 11:28 a.m. of maps
documenting the distance from each location revealed the following:-Distance from incident to
dialysis was 1.5 miles.-Distance from incident to facility was 37 miles. During an interview on
4/17/26 at 12:00 p.m., the AMS stated he conducted the checkoffs for the facility van, and it covered
what to do in case of an accident. The AMS stated, moving forward, the MS or myself were the only
ones to put the seats in the van or to take them out. The AMS stated he instructed MS to grease the
levers on the seats to ensure they were working properly. During a follow-up telephone interview on
4/17/26 at 12:09 p.m., the AD stated she had already helped Resident #2 sit up because he was still
attached to the seat, and she called the DON for direction. The AD stated that was the first time she
was ever on the van and she was not sure of what to do so that was why she called the DON. The AD
stated there was another resident, Resident #6, who was on the van at the time Resident #2 fell over.
During a follow-up interview on 4/17/26 at 12:25 p.m., Administrator B stated the evidence that the
van has been monitored every time it was taken out. Administrator B stated the Accident Reporting
Procedures documented 911 would be called if the van was in an accident and the driver's
responsibility was to call the facility or appropriate management and report the accident and that was
what they did. Administrator B stated this incident was not a car accident and it was clearly due to
the seat not being secured properly. An attempt on 4/17/26 at 1:01 p.m., to interview Resident #6 was
unsuccessful due to the resident being out of the facility at Dahab. Record review of the Employee
Auto Training Handbook, undated, revealed the following: Driver Responsibility: 1. Call the
facility/appropriate management and report the accident. -Wheelchair Tie-Dow and Occupant
Restraint SystemsEnvironmental conditions such as dirt, mud, oil, sand, solvents, grease or
excessive sunlight, will reduce the service life of the system. Mechanical components such as cam or
ratchet buckles should be periodically lubricated at any of the moving mental-to mental joints, to
ensure proper operation and prolong the life of the system. -Driver Operating Rules7. Before driving a
company automobile, the driver must be satisfied that it is in safe operating condition. Any defects or
unsafe conditions should be reported to appropriate individual(s) immediately. -Management, Driver,
Maintenance TrainingVehicle Inspection and Maintenance Requirements-A visual inspection should be
conducted by the vehicle driver prior to use. Any defect or unsafe condition should be corrected prior
to use. Repair documentation should be maintained in Maintenance Care. The designated staff should
complete a vehicle inspection weekly. Any defects or unsafe conditions should be reported to the
appropriate personnel. The defect or unsafe condition should be corrected before the vehicle is driven.
Record review of the drug screen test results, dated 3/18/26, revealed the urine sample was
collected at 5:45 p.m. and it was interpreted at 5:47 p.m. The test was negative for 12 different drugs.
Record review of the Auto Accident/Incident Report, dated 3/18/26, revealed the conditions at the
time of the accident/incident. The vehicle was in traffic, turning left at a stop sign. Road character:
level and dry. Lighting: daylight and clear. Road defect: no defect. Vehicle defects: miscellaneous:
driver was familiar with the road on which the accident occurred, driver familiar with vehicle, photo
taken of accident sceneVan Seat Incident Investigation: Investigation Summary:During the weekend,
the van seat was repositioned to accommodate additional residents attending the St. Patrick's Day
Parage. Subsequent inspection revealed that the safety bar did not fully engage or seat properly
within the groove intended to prevent the latch mechanism from loosening. The Administrator further
determined that the handle was difficult to manipulate into the position required to fully secure the
seat within the floor track. AS an immediate corrective action, the Maintenance Supervisor lubricated
the latch hardware on all van seats and confirmed that each seat was properly locked and secured to
the floor track. Record review of the Daily Vehicle Pre-Trip/Post Trip Inspection Checklist book
revealed the van was checked before and after each use of the van, dating back to January 1, 2026.
Inspect items below and check if ok, if not, report to the Administrator immediately. Complete this
form daily. The pre and post checklist for 3/18/26 was completed and had all check marks - written
in Notes: Chips on windshield. The checklist included the following:Exterior:-Tires-Turn
(continued on next page)
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signals-Mirrors-Emergency Flashers-Windshield Wipers-Body Damage - please note on
diagram-Cleanliness-Spare tire/jack Interior:-Brakes/Emergency Brake-Wheelchair lift/Tie
Down-Dash lights/Gauges-AC/Heater Safety Equipment:-Fire Extinguisher-First Aid Kit-Blood borne
Pathogen Kit-Seat bets and seat belt cutter-Communication device (cell phone)-Accident
Form/Facility contact list-Proof of Insurance Record review of the Employee Driver Training
Log/In-Service provided to facility van drivers, dated 3/19/26, documented staff were educated over
the following: -Company Driver Selection Process-Defensive Driving Techniques-Call Phone
Usage-Accident/Emergency Procedures (What staff should do in the event of an accident/injury/fall
during a van ride)-Wheelchair lift Operations-Wheelchair Tie-Downs and Occupant Restraint Systems
(with return demonstration)-Height of the Vehicle-Driver Operating Rules-Road Tests-Vehicle
Inspection and Maintenance Requirements-Use of Company Forms-Other: Six staff were trained and
checked off by the RMS. Record review of the Van Incident Monitoring, start date, 3/20/26, and
documented daily and reviewed in daily standup, there was no evidence of any potential neglect.In
addition, staff were to monitor 4 instances of loading and /or unloading of a resident using the van lift
to ensure the lift was used correctly and the resident was properly secured. Note any corrective
actions on the back of this form. Monitoring concluded loading and/or unloading of residents was
performed correctly consistently. Record review on 3/19/26, the QAPI Committee will review the
findings and make changes to this plan as needed. The facility initially suspended the TA was
suspended pending investigation. Witness statements from TA and AD were obtained. TA was drug
tested which had negative results. Began Abuse/Neglect in-service. The chair was removed from the
van. Van removed from service until assessed by maintenance staff for proper functioning of all
safety devices/equipment. In-serviced staff who transport or assist with transporting resident in the
van following (with return demonstration) - staff members not in-serviced will not transport residents:
How to safely load and unload residents in the van using the lift. Properly securing a resident in the
van: ambulatory resident - securing with seat belt, non-ambulatory resident - securing the wheelchair
and the residents, maintain a list of staff who have completed training and provided return
demonstration. Staff not listed will not transport residents. The Medical Director was notified of the
incident. Each week the Administrator or designee monitors at least 4 instances of loading and /or
unloading of a resident using the van lift to ensure the lift was used correctly and the resident was
properly secured and will continue for four weeks. The QAPI Committee will review the findings and
make changes to this plan as needed. Inspection revealed the safety bar did not fully engage or was
not set properly within the groove intended to prevent the latch from loosening. Latch hardware was
lubricated and all seats were confirmed to be working properly and were locked and secured to the
floor track.This failure was identified as past noncompliance IJ as the facility had instituted adequate
corrective measure to prevent recurrence of the noncompliance. The noncompliance began on
3/18/26 and ended on 3/19/26. The facility corrected the noncompliance before the survey began.
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