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CFR(s): 483.25(d)(1)(2)
§483.25(d) Accidents.
The facility must ensure that -

§483.25(d)(1) The resident environment remains as free
of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Based on clinical record review, review of the

facility's transport policy and interviews, a facility
Transportation Aid failed to follow the transport a
resident to an appointment safely by not attaching the
shoulder harness strap and seat belt resulting in
resident sliding from wheelchair during a transport and
sustaining a fracture of the left femur for 1 of 3
residents reviewed for facility transports. (#1)

Resident #1 was admitted to the facility in March of
2025 following a fall, for rehabilitation and treatment
of a fracture of the resident's left distal femur,

right proximal humerus, Type 2 Diabetes Mellitus,
Atrial Fibrillation, and depression. The fracture of
the left distal femur was not healing well, and the
resident had an appointment with the Orthopedic
Surgeon.

During a review of the facility investigation, on
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6/26/25, at approximately 8:30 a.m. the facility
Transportation Aid (TA) loaded the resident into the
van and secured the wheelchair. The Transportation Aid
did not fasten the shoulder harness/seat belt
combination because it was not working. She then got
into the van and started to pull away from the facility
and she heard the resident fall out of her chair onto
the floor of the van. She stopped the van and
immediately called 911. The rescue team came and
transported the resident to the hospital. Transport
Aside knew the safety belts were not working properly
and did not report the issue.

Hospital Discharge Summary dated 7/3/25 stated recent
right proximal humerus fracture s/p ORIF(Open Reduction
and Internal Fixation) on 3/26/25 complicated by left
distal radius fracture and left distal femur fracture

who presents with left thigh pain after a fall in

wheelchair van and admitted for comminuted left femur
fracture.

On 7/7/25 at approximately 10:00 a.m. in an interview
with a surveyor, the Transportation Aid stated that she
has been with the facility since 2013 but has only been
driving the van for the last 2 weeks. When asked what
education she had received, she stated she had watched
the training videos and had been given an orientation

to the van by the Maintenance Director. When asked
about the day of the transport she stated that she had
loaded the resident into the van and locked the wheels
in place. "When | went to fasten the shoulder strap it
would not move, and | could not get it buckled. |

thought that because the distance to the appointment
was close and | could drop off the resident and come
back and report it to Maintenance." When asked if the
Maintenance staff was at the facility at the time she
found the issue with the shoulder strap? She said, "Yes
they were." When asked why she did not have them look
at it at that time? She stated, "l thought it would be

OK”

On 7/7/25, at approximately 11:15 a.m., in an interview
with the Administrator she stated, When the incident
happened, the van was removed from service immediately.
It was due for normal maintenance, so we had that done
and also an inspection of the safety straps was done by
the Maintenance Director. On 6/26/25, during the
inspection, it was discovered that the seatbelt straps

were not attached properly, and the issue was fixed.

The Maintenance Director was designated to be the van
driver trainer.

On 7/7/25, during a review of the facility's policy for
Motor Vehicle Rules & Requirements, dated 3/1/25, the
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policy states that there is "A notification sign must
be visibly placed in the vehicle that reads. 'SAFETY

BELTS MUST BE WORN'. The driver and all passengers must

properly wear seat/safety belts at all times during
operation of the motor vehicle."

On 7/7/25, at approximately 8:55 a.m. during an
observation of the transport van, no signs requiring
the use of seat belts were found. This was reported to
the Administrator at that time.

As a result of the facility's investigation, the
following corrective actions were initiated:

- On 6/26/25, Van was placed out of commission until
its safety was confirmed

- On 6/26/25, the Maintenance Director inspected the
inside of van completely to include all the equipment
to ensure proper functionality. Specifically focusing
on the seatbelt and tie downs.

- On 6/26/25, the Maintenance Director was designated
to be Van Transport Trainer.

- On 6/26/25 Education provided to staff how to secure
a passenger was placed in van for reference.

- On 6/27/25 Involved staff were retrained on van
safety with return demonstration.

- On 6/30/25 Passenger Loading Instructions Audit tool
developed for random audit to be done by the
Maintenance Director.

- On 6/30/25 Daily Wheelchair Van Safety Checklist
developed for transport aid to complete before using
the van.

- On 6/30/25 current Van Driver completed training.
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