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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on job 
description review, facility policy review, facility investigation documentation review, and interview, the facility 
failed to ensure 1 resident (Resident #1) was returned to her room after transportation to a medical 
appointment for 1 of 3 residents reviewed for accident hazards. The facility failure occurred on 5/8/2024 
when Resident #1 was taken to a medical appointment by the Transportation Coordinator and returned to the 
facility at approximately 4:30 PM. The facility was under a code black at the time for serious weather 
conditions. The Transportation Coordinator failed to unload Resident #1 from the facility van and Resident #1 
was locked inside the facility van for an unknown amount of time, estimated to be 3 to 4 hours. Licensed 
Practical Nurse (LPN) A became concerned about Resident #1 and the Transportation Coordinator due to 
the serious weather conditions around 7:00 PM shift change on 5/8/2024 and called the Nurse Practitioner 
(NP) to inquire about their location. The NP was present with the Transportation Coordinator during the call, 
and it was determined that the Transportation Coordinator had not unloaded Resident #1 from the facility van 
upon return to the facility from the medical appointment. LPN A found Resident #1 in the facility van and 
called 911 to obtain access to the vehicle. The facility's census on 5/8/2024 was 108.The facility was cited at 
F 689 Scope/Severity D. The facility was cited as past non-compliance. NO additional corrective actions are 
required.The findings include:Review of the Transportation Coordinator's job description, signed by the 
Transportation Coordinator on 10/17/2022, revealed .The Transport driver is responsible for safely 
transporting facility residents to and from appointments .Maintains a safe, secure, and healthy work 
environment by establishing, following, and enforcing standards and procedures .Review of the facility's 
policy titled Safety and Supervision of Residents, dated 5/19/2023, revealed .Our facility strives to make the 
environment as free from accident hazards as possible. Resident safety and supervision .to prevent 
accidents are facility-wide priorities .Review of the facility's policy titled, CareRite Emergency Management 
Codes and Procedures, dated 7/14/2023, revealed .Severe weather/natural disaster (Code Black) .Review of 
the facility's undated policy titled, Policy: Facility Van Transportation, It is the policy of the facility to provide 
guidelines for safe van transportation practices for those residents that need transportations for their medical 
appointments .The Facility Transportation Driver will be approved to drive the Van .Only after they review 
and sign the Facility Transportation Driver job description, complete the Orientation Curriculum and prove 
role competency which covers Van use and safety performance expectations .Safety Rules .Keys for the 
vehicle will be kept in the administrative offices .Review of the medical record revealed Resident #1 was 
admitted to the facility on [DATE] with diagnoses including Unspecified Fracture of Right Acetabulum (socket 
in the pelvis that forms the hip joint) with Routine Healing, Protein Calorie Malnutrition, Cognitive 
Communication Deficit, Hydronephrosis, Anemia in Chronic Kidney Disease, Chronic Obstructive Pulmonary 
Disease (COPD), and Dementia.Review of the comprehensive care plan dated 4/12/2024, revealed .Has 
difficulty communication with other R/T [related to] Cognitive communication deficit .requires assist with 
activities of daily living .Assist with .transfers .Assist with ADLS [activities of daily living] and ambulation as 
needed .Dementia .AFTT [Adult Failure to Thrive] .Review of the admission Minimum Data Set (MDS) 
assessment dated [DATE], revealed Resident #1 scored a 1 on the Brief Interview for Mental Status (BIMS) 
assessment which indicated the resident had severe cognitive impairment. Resident #1 had impaired 
functional range of motion on 1 side of the lower extremities and required a wheelchair for mobility. Resident 
#1 was dependent on staff for toileting hygiene and required substantial/maximal assistance for 
chair/bed-to-chair transfer. Resident #1 was frequently incontinent of urine and always incontinent of stool.
Review of a physician's order dated 5/8/2024, revealed .Appointment with [orthopedic surgeon] on 05/08/24 
[5/8/2024] at 1445 [2:45 PM] . The address to the orthopedic surgeon's office was listed in the physician's 
order and was 15 miles from the facility.Review of facility documentation dated 5/8/2024, revealed .Severe 
Weather/Code Black Initiated .5:30 pm .Review of a facility document dated 5/8/2024 at 7:55 PM, revealed .
While on LOA [leave of absence] .Pt [patient] noted to be in locked transport vehicle after returning from an 
appointment .Resident Description: 'I went and had a haircut and it was free.' .Immediate Action Taken .911, 
NP, DON [Director of Nursing], Maintenance, administrator notified. Window broken by police, EMS 
[emergency medical services] and nurse entered van. Resident assisted off van and immediately assessed 
by NP, DON. Status is at baseline. Assisted with incontinence care. Labs drawn .Offered food and drink. 
Daughter notified of incident .No injures observed at time of incident .Alert .Wheelchair bound .No injuries 
observed Post Incident .Other Info .Code black for facility .Agencies/People Notified .911- Emergency 
Services .5/8/2024 [8:00 PM] .[NP] .5/8/2024 19:55 [7:55 PM] .DON .5/8/2024 20:00 [8:00 PM] .Next of Kin .
5/8/2024 21:30 [9:30 PM] .Review of a Nursing Progress Note dated 5/8/2024 at 8:00 PM, revealed .Pt noted 
to have not returned from appt [appointment] at shift change. Staff nurse called NP to inquire about 
patient/transportation. Pt then noted to be in transportation van. NP made aware, 911 DON Maintenance, 
Administrator notified. Pt assisted out of van by staff .in cheerful mood and stated, 'I went to get a hair cut 
and it was free.' Vitals, labs .skin assessed. Food and fluids offered. 'I don't want a big dinner but I will take 
my cookies.' Pt assisted with PB [peanut butter] crackers and boost drink of choice. Assisted with incontinent 
care. Daughter notified of situation and came to center to visit her mother .resting in bed eyes closed with 
symmetrical rise and fall of chest .Review of the Weekly Skin Evaluation dated 5/8/2024 at 10:18 PM, 
revealed .No NEW open areas noted .No new alterations in skin integrity, Buttocks, sacrum, peri area 
without redness .Review of the Stressful Life Experiences Evaluation dated 5/8/2024 at 10:14 PM, revealed 
Resident #1 scored a 9. It was noted .An individual is considered to have screened positive if the sum of 
these items is 14 or greater .Review of the nurse practitioner Encounter note dated 5/8/2024, revealed .Chief 
Complaint/Nature of Presenting Problem .Lab review, facility incident .98YO [year old] female resident who is 
being seen for a lab review to follow up on an incident that happened at the facility. This provider received a 
call .around shift change wondering where the resident was as she was not on the hall. Instructed nursing to 
search the entire building which she had already done without success. Instructed nursing to look in 
transport van. Resident was located in the transport van, and this provider instructed nursing to call 911. 
Emergency services arrived, and resident was taken into the building .Past Medical History .Anemia .
dementia .cognitive communication deficit .CKD .Resident reports that shewent [she went] to get her hair cut, 
and it was free .Pulse: 64 BPM [beats per minute] .Blood Pressure: 126/72 .O2 Saturation: 98 Room Air .
Temperature: 97.4 .Respiratory Rate: 16 Breaths per minute .Physical Exam .Awake and alert in NAD [no 
acute distress]. Resident is joking with staff about her free hair cut .Respiratory: Normal respiratory effort. 
Normal to auscultation .No joint deformity, swelling, redness or muscle weakness .No tremor or cerebral 
signs noted .Cranial nerves .are grossly intact .Alert and oriented x 1 and able to follow commands .This 
provider was present when van was unlocked. Immediately entered van, and began a thorough assessment. 
Resident at baseline physically and mentally. She was brought back into her room, and placed into bed 
where this provider performed a full skin assessment with the DON. Resident was offered food .wanted .
'cookies' .ate a few of those and dranke [drank] a chocolate boost .Review of the comprehensive care plan 
dated 5/8/2024, revealed .has had a Stressful Life Experience related to code black situation .Review of the 
psychiatric NP note dated 5/9/2024, revealed .Staff requests initial psychiatric evaluation .admitted post 
hospitalization after fall in home setting sustaining a right acetabular fracture and pubic [NAME] fracture. 
Resident does have a diagnosis of dementia .no psychotropic medications .I am asked to assess resident 
following an incident where resident was in a transport van for an extended period .Confusion is apparent 
during assessment .She tells me she is [AGE] years old .She voices feeling 'fine.' She does recognize going 
to orthopedic appointment, but was frustrated stated 'he told me nothing new. I thought I was going to be 
able to walk.' She could answer some questions appropriately, but answered 'I don't have any idea' to many 
questions. She does deny acute depression or anxiety. She does not mention the incident .There is no 
voiced or observed distress following incident .Physical Exam .Behavioral Disturbance: None observed or 
reported .Orientation: Awake and alert: person only .There does not appear to be any emotional or physical 
distress from incident. Resident appears to be at baseline as discussed with Medical staff .Review of the 
physician Encounter note dated 5/10/2024, revealed XXX[AGE] year-old female with a history that includes 
COPD, hypertension and dementia who is being seen for monthly evaluation today .stable with no acute 
issues or concerns .Physical Exam .Patient sitting in bed, no acute distress .Good aeration bilaterally, no 
wheezing or rhonci .Range of motion at baseline, no joint deformity or swelling .Alert, at baseline mental 
status .Psychiatric: Normal mood and affect .Patient is stable with no acute medal issues at this time .chronic 
medical conditions are stable at this time .Review of the facility reported incident documentation to the state 
agency, revealed the facility reported an allegation of .Deprivation of Goods and Services by Staff . The 
former DON became aware of the incident on 5/8/2024 at 7:55 PM. The former Administrator became aware 
of the incident on 5/8/2024 at 8:08 PM. Resident #1 was the alleged victim. Resident #1 had .Dementia with 
behaviors . and scored a 1 on the BIMS assessment which indicated the resident had severe cognitive 
impairment. The alleged perpetrator was identified as The Transportation Coordinator. The Nurse on hall 
made the allegation and reported it to .EMS and leadership . The alleged incident occurred 5/8/2024 at 7:55 
PM. It was noted .Patient was left in van in parking lot No physical or mental harm identified .No noted 
changes to patient upon thorough examination/assessment by ANP [Advanced Nurse Practitioner] and 
Director of Nursing .Patient was immediately assessed; all systems were found to be within normal limits and 
status is at baseline. Root cause analysis initiated to determine what transpired to distract the transportation 
aide from remembering the patient was still in the van. Family was contacted by administrator and directly 
communicated with about the incident. Daughter came to facility and visited with the patient and expressed 
appreciation to leadership team for transparency and responsiveness to incident . Witnesses to the incident 
included LPN A. Police and EMS were notified by LPN A on 5/8/2024 at 7:55 PM. It was noted .Patient 
[Resident #1] was taken to appointment and then returned to center and not removed from van. Nurse [LPN 
A] discovered that transportation aide [Transportation Coordinator] and patient had not returned and initiated 
call to transportation aide [Transportation Coordinator] and then 911 for assistance in removing patient from 
van. Investigation was initiated and root cause analysis started including interviewing of all involved parties, 
transportation aide [Transportation Coordinator], nurse on hall [LPN A] . Report was made to Other Agencies 
on 5/8/2024 at 11:00 PM. The state agency was made aware via the .Submission Report . on 5/8/2024 at 
11:30 PM by the former Administrator. It was noted .No physical or mental harm noted, post multiple 
assessments from interdisciplinary team, including MD, ANP, nurses and social worker . The allegation was 
reported to the resident representative .on the evening of the incident, Wednesday evening . It was noted .
This was reported to the Police department, EMS, the Ombudsman and APS. Each agency has responded 
to this incident and were pleased with our responsiveness to this incident and our plan of correction. Police 
department has closed the investigation . Steps taken to investigate the allegation included .Resident was 
assessed and interviewed by multiple members of our interdisciplinary team, including the Director of 
Nursing, medical nurse practitioner, psychiatric nurse practitioner, medical doctor, respiratory therapist, and 
social worker. No distress or harm indicated. Daughter (who is an LPN of many years) also assessed patient 
and concluded that there was no physical or mental harm. She also expressed appreciation for our 
responsiveness to this incident .Interview with nurse from resident's hall, [LPN A] stated that she was aware 
of patient being at appointment and assumed that the severe weather contributed to the delay of return. At 
shift change, she [LPN A] called to check on patient and transportation driver [Transportation Coordinator], 
thus discovering that this incident had occurred. She [LPN A] then immediately went to the van, called 911 
and remained with the patient, just outside the van, until access was obtained to assess the patient. Medical 
nurse practitioner and Director of Nursing were present when patient was removed from the van and 
thorough assessment was initiated .Interview was initiated with driver on the night of incident wherein she 
stated she had received several phone calls associated with other resident appointments and transportation 
matters while in the parking lot and was diverted from your normal routine. Additionally, the impending poor 
weather conditions contributed divergence from her normal routine. She [Transportation Coordinator] parked 
van in the back and went to check calendar and then did not unload patient. At just before 8:00 pm the nurse 
from the resident's hall [LPN A] called to inquire regarding whereabouts and then discovered the reality of 
the situation .Transport Driver [Transportation Coordinator] was most distraught by this incident and 
genuinely concerned for the welfare of the patient. There was no indication of malintent or impairment. Past 
performance reviews indicate very favorable employee status. Employee completely understood the severity 
of the incident and was more than apologetic .Other residents with recent facility transportation appointments 
were screened and interviewed as necessary with no voiced concerns or complaints .Director of Nursing .
was interviewed, post arrival at center regarding condition of nurse, resident and patient incident. Per DON, 
patient was found to be in good spirits, pleasantly confused as is her baseline. DON reported that she and 
our nurse practitioner assessed patient and found her to be within her usual baseline health condition .
Administrator interviewed transport driver [Transportation Coordinator] multiple times from the beginning of 
the investigation to the present and discovered her to be consistent with her memory of the incident, sincerity 
of sorrow the resident and family and acceptance of accountability for the incident .Resident was assessed 
by interdisciplinary team for potential harm physically, mentally, and psychosocially. All assessments findings 
were negative for harm and within normal baseline status of patient's history .Lab work was obtained and 
found to be within patient's normal ranges. Law enforcement investigation completion and closed per 
detective .who visited with patient on 5/10/24. APS [Adult Protective Services] screened all information 
pertaining to incident. Ombudsman also visited center on 5/10/24 and interviewed staff and patient and 
asked for copy of final plan of correction .The investigation concluded that while an incident did occur as 
reported, that the patient did not sustain injury or harm from incident, that an immediate and thorough action 
plan was initiated and completed to ensure the safety of the patient and that no other patients were affected 
by this incident. Additionally, policy and procedure reviews were implemented so as to minimize the 
potentiality of such an incident would occur in the future . Corrective Actions taken included .Employee 
disciplinary action was administered, including adjustment of transportation duties during investigation. 
Reeducation on Policy and Procedure were reviewed, updated and competencies were checked and verified 
.Director of Nursing, Plant Operations Director [Director of Maintenance] and administrator will directly 
oversee measures put in place and systematic changes made to ensure that practice will not reoccur .
Assessment was completed by multidisciplinary team members, including MD, psych NP, medical NP, and 
social worker. Stressful life evaluation, stressful life care plan and repeated oversight and monitoring of 
patient's physical, mental and psychosocial health and wellbeing continues, including but not limited to lab 
comparison, skin evaluations, pain evaluations .Review of current policy and procedures pertaining to 
transportation and reeducation and validation of knowledge through competency assessment of driver were 
provided to ensure understanding and compliance .[Named Police department] detective .investigated 
incident and closed this case today, May 10 2024, after interviewing center team members, resident and plan 
of action initiated by center, post incident .APS also screened this incident and were satisfied with center's 
responsiveness to incident .Ombudsman visited center on May 10, 2024, interview resident. Only request 
was for finalized plan of correction details .Review of the [Named Police department] PRELIMINARY 
INVESTIGATIVE REPORT, revealed .Date 5/8/2024 .COMP .[LPN A] .VICTIM .[Resident #1] .Victim Injury .
N .Event .Elderly left in vehicle .Occurred On .[5/8/2024] .On Wednesday, 05/08/2024 .responded to [facility 
name] for an older woman locked in a transport van. When we arrived on the scene, we were met by [LPN A] 
.she advised that [Resident #1] had been locked in a transport van for several hours. I tried to lock the jock 
the van and was unable because the lock jock was too short, and it was storming. We decided to break the 
passenger-side vent window to gain entry .ambulance service arrived on the scene to check out [Resident 
#1], and she was taken back to the Rehab clinic after ambulance service cleared her .online APS referral for 
neglect of the listed victim. Due to to the fact of the incident occurring at the same time of the dangerous 
weather on 5/8/2024 .Is there significant reason to believe crime may be solved with a reasonable amount of 
investigative effort .NO .Date Notified .05/08/2024 [5/8/2024] .20:02 [8:02 PM] .Date/Time Arrived at Scene .
05/08/2024 [5/8/2024] 20:03 [8:03 PM] .Review of the EMS documentation dated 5/8/2024, revealed .
Responded to emergency to patients location for welfare check on female that left inside a wheelchair van 
for 3 hours. Patient was awake, alert and oriented. Patient stated that she was fine and didn't want or need 
to go to the hospital. Staff stated that she was leaving work just before the storm hit and she thought to call 
and check on the driver and patient. The driver answered the phone from home and didn't realize that patient 
was still strapped in to the van. Maintenance man came with a key to move the van. Patient was unloaded 
under the front awning .[facility name] .Call Received .05/08/2024 [5/8/2024] 20:01 [8:01 PM] .Dispatched .
05/08/2024 [5/8/2024] 20:13 [8:13 PM] .On Scene .05/08/2024 [5/8/2024] 20:20 [8:20 PM] .Depart Scene .
05/08/2024 [5/8/2024] 20:50 [8:50 PM] .Review of an undated written witness statement from LPN A 
revealed .1955 [7:55 PM] called to check status of pts arrival to facility from appt. it was discovered pt was in 
the transport van. This nurse went to transport van. Pt was in van. I was directed to call 911. Called 911. 
Police arrived and gained access to inside the van. This nurse entered van. Pt sitting in secured w/c 
[wheelchair]. Alert and not in distress. Phone service restored. I called DON for direction. DON @ facility, 
Maintenance drove to front of building. NP present at this time. assessed NP, DON [with] transporting Pt to 
room .Review of an undated written witness statement from the Transportation Coordinator revealed .4:30 
[4:30 PM] came Back to the facility, phone rang and [named non-emergency transport medical transportation 
company] called regarding Resident, [named healthcare facility] called Regarding time change for Resident. 
Cardiology called regarding time change For Resident pulled around Back to check calendar For Time 
change, and at approx [approximately] 8:00pm 500 hall nurse called to see if myself and resident were ok. I 
then realized I never unloaded resident .Review of an untitled facility document dated 5/8/2024, revealed .
[Resident #1] .05/08/2024 [5/8/2024] .1400 [2:00 PM] Transport took patient to appointment .Daughter met 
her at the appointment .1630 [4:30 PM] Transport returned to the center. Received several code black alerts. 
Received multiple phone calls regarding appointments for other residents in which she had to retrieve 
calendar from office to confirm appointment and transportation. Due to impending weather transport aid 
reached out to Administrator and maintenance regarding parking of the van due to possible [NAME] damage. 
The decision was made to park the van in the back parking lot .1955 [7:55 PM] - Hall nurse called transport 
aide to ensure they were safe. She assumed bad weather had delayed their arrival back to the center. 
Transport aide realized she didn't remember unloading patient. 911 was called. EMS and Police on scene. 
Police broke side window out. Call was made to DON regarding status .2000 [8:00 PM] .DON and 
Maintenance on the way to center .2008 [8:08 PM]- Administrator made aware of situation and noted in 
WhatsApp high risk chat .2015 [8:15 PM] - Maintenance arrived at center with spare key 2020 [8:20 PM]- 
DON and NP arrived at centered. Van was pulled around to the front of the building .2026 [8:26 PM]- Patient 
unloaded from the van. Patient in good spirits and joking with staff. Pt transferred to her room and assessed. 
Labs drawn. Skin assessed. Food and fluids offered .2130 [9:30 PM] - Administrator arrived at center and 
initial assessment complete. Daughter notified of incident. Immediately started state notification .2300- 
Incident report to State .website .05/09/2024 [5/9/2024] am - email sent to new ombudsman's related to 
incident .1200 pm - reported to APS. APS screened the incident due to our response and interventions .1324 
[1:24 PM] - Ad hoc emailed to high risk team .1330 [1:30 PM]- psych np telehealth app .Review of the 
undated ROOT CAUSE ANALYSIS REPORT, revealed .Date of Event 05/08/2024 [5/8/2024] .Resident left 
unattended in facility vehicle for extended period .Resident was transported by facility transport aide 
[Transportation Coordinator] to a scheduled appointment. Upon arrival back to the facility transportation aide 
failed to unload patient and return to room related to impending poor weather and multitude of phone calls 
diverting her from her normal routine. No harm resulted from incident .What were the expected sequence of 
events that were to take place? .Resident to get ready for appointment by hall staff. Transport aide assist 
resident into the van safely and appropriately. Transport aide assist resident off van and to appointment. 
Upon arrival back to the facility transport aide unloads patient and returns to appropriate hall/room .Was 
there any deviation from the expected sequence? .Yes. Resident was not unloaded and returned to 
appropriate hall/room after appointment due to resident resting quietly in the van, calls from transportation 
and cardiology diverting attention away from usual routine to obtain calendar and other work product to 
participate in lengthy calls with companies .If deviation occurred from the expected sequence, was it likely to 
have contributed to an adverse event? .Transport aide received multiple calls regarding other patient 
appointment, rescheduling ambulance transportation and impending poor weather conditions. The impending 
weather conditions prompted her to park in parking lot behind the building, different from where she had 
been parking. The multiple calls about appointments required her to obtain her computer, calendar, and 
phone to try and coordinate the appointments .Is the expected sequence of actions described in policy, 
procedure, written guidelines or included in staff education? .No .During an interview on 9/23/2025 at 2:23 
PM, the NP stated she recalled the incident with Resident #1. LPN A called the NP on the night of the 
incident (the NP was unable to recall the exact time) and asked if the NP knew where Resident #1 was. 
Resident #1 had an appointment that day and LPN A wanted to know if she had been admitted after the 
appointment. The NP asked LPN A to look in the facility for the resident. LPN A stated she had already 
looked and couldn't find her. The NP told LPN A that the van was parked in the back of the facility and asked 
LPN A to look in the van. LPN A went to look in the van with the NP still on the phone. LPN A stated 
Resident #1 was in the van sleeping and she could see the resident sitting up in the van in her wheelchair. 
LPN A was unable to get in the van because the doors were locked. The NP told LPN A to call 911 and the 
NP called the Director of Maintenance (DOM). The DOM stated there was not a key at the facility. The NP 
told LPN A to break the window to get Resident #1 out. LPN A told the NP that the police were at the facility 
and had broken the window. The NP stated she was able to hear Resident #1 talking and she was alert. The 
NP was on her way to the facility when she was notified by LPN A. There was a storm and there were .trees 
all over the road . on the NP's way to the facility. The NP stated when she arrived at the facility, the NP was 
there and EMS and the police were leaving the scene. Resident #1 did not require transfer to the hospital 
from EMS. The NP assessed Resident #1 and stated she was at her baseline mentally with no skin changes 
or respiratory difficulty. Resident #1 did not show any signs of anxiety. The NP stated Resident #1 was in the 
van for .maybe 3 hours .I don't know for sure .Resident #1 was seen by the psychiatric NP on 5/9/2025 with 
no signs of psychosocial distress and Resident #1 had no recollection of the event. The NP stated she had 
seen Resident #1 multiple times after the incident with no concerns related to change in behaviors for 
Resident #1.During an interview on 9/23/2025 at 3:54 PM, the Director of Maintenance stated he was called 
at his house by the NP .sometime after 6 . The NP stated he needed to get to the facility as soon as possible 
because a resident was left in the facility van after transport to a doctor's appointment. The staff at the facility 
and police were unable to get into the van. The Director of Maintenance had keys to the van and came to the 
facility. The Director of Maintenance stated on the night of the incident when Resident #1 had been left in the 
facility van there were tornado warnings and it was hailing. The Director of Maintenance arrived at the facility .
about 25 minutes . after he was notified and the police and ambulance were at the facility. They had obtained 
entrance to the van . and the van was parked in the back parking lot of the facility. EMS was there and 
leaving the scene when the Director of Maintenance arrived. Resident #1 was sitting in the wheelchair inside 
the van. The police officer asked the Director of Maintenance to move the van to the front of the facility so 
they could remove the resident from the van. Resident #1 seemed .confused . to the maintenance director 
but the maintenance director stated he was unaware of her baseline. Resident #1 didn't seem upset. The 
Director of Maintenance stated the Transportation Coordinator had transported the van that day called him 
about 4:30 PM on the day of the incident. The Transportation Coordinator said she had just returned from 
transporting a resident from an appointment and asked if he wanted to her to leave the van on the side of the 
building under the awning because of the weather that was coming in to protect it from [NAME]. The Director 
of Maintenance told the Transportation Coordinator to park the van in the back of the facility. The Director of 
Maintenance was present during a conversation between the former Administrator and the Transportation 
Coordinator and she stated the cause of leaving the resident in the van was because she was worried about 
the upcoming weather and wanted to get home before the storm.During a telephone interview on 9/23/2025 
at 5:00 PM, the Transportation Coordinator stated she transported Resident #1 to an orthopedic appointment 
on the day of the incident. Resident #1's appointment was around .2:30 or 3:00 in the afternoon .the best that 
I remember . The Transportation Coordinator stated she was unable to state the exact time they returned to 
the facility, but it was .probably around 4:00 . The Transportation Coordinator parked the van in the back of 
the facility. This surveyor asked the Transportation Coordinator to describe the weather conditions and 
temperature at the time of the incident and the Transportation Coordinator stated .it's been a long time .I 
wish I could .there were tornado warnings and severe storms . The Transportation Coordinator stated she 
received a phone call when she returned to the facility from an ambulance company about another resident's 
appointment and exited the van to go inside to check the calendar. The Transportation Coordinator stated 
she had not unloaded Resident #1 from the van when she went inside to check the calendar. While inside 
the facility, The Transportation Coordinator received multiple other phone calls about other resident 
appointments the next day. The transportation process at the time of was to load the resident into van, take 
them to the appointment, and unload them and return them to their room. There was no sign out sheet at the 
time or checklists to ensure residents were unloaded after transport. The Transportation Coordinator 
confirmed she was aware residents were not to be left alone in the van at any time. The NP received a call 
from someone (unable to recall who the staff member was or what time it was) at the facility while she and 
the Transportation Coordinator were together asking if she knew where Resident #1 was and at that time the 
Transportation Coordinator knew she had forgotten to remove Resident #1 from the van after the 
appointment. The Transportation Coordinator was suspended from transportation duties until she had been 
educated on the new processes. The new processes included a sign in and out sheet for every transport, 
safety checklists to be completed before and after every trip, a 2nd attendant in the van during transport for 
residents depending on their BIMS score, no cell phones in the van except the business cell phone. The 
transport coordinator stated there was no one in the van with her at the time of the transport. The 
Transportation Coordinator stated she had seen Resident #1 on multiple occasions after the incident and she 
had no change in her behaviors. The Transportation Coordinator no longer works at the facility.During a 
telephone interview on 9/23/2025 at 5:42 PM, the former DON stated she re[TRUNCATED]
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