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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** 40560

Based on record review and interview, the facility failed to ensure Resident 1 was wearing a gait belt (a 
device that helps prevent falls) at time of fall, during Resident 1's initial occupational therapy evaluation.

This facility failure had the potential to create an unsafe environment for Resident 1.

Findings:

During a review of Resident 1's Admission Record undated, indicated in part Resident 1 was admitted to the 
facility on [DATE], with diagnoses including cellulitis (bacterial skin infection) of right lower limb, restless leg 
syndrome (a condition that causes an urge to move one's legs when resting), and cutaneous abscesses 
(localized collections of pus that occur within the skin) of the right and left foot.

During a review of Resident 1's Progress Notes dated 6/14/24, indicated in part Resident (Resident 1) had a 
witnessed fall 6/13, while working with OT (Occupational Therapist, OT 1) that resulted in a mildly displaced 
fx (fracture) to the right ankle.

During an interview on 6/18/24, at 11:45 a.m., with Occupational Therapist (OT 2), the OT 2 verbalized at the 
time of Resident 1's fall, the OT 1 was not using a gait belt and should have been. The OT 2 verbalized it 
was facility policy to use gait belt at all times, unless a resident was cleared to be up on their own. When 
asked if Resident 1 was cleared to be up on their own at the time of fall, on 6/13/24, the OT 2 verbalized no.

During an interview on 6/18/24, at 12:00 p.m., with OT 1, the OT 1 verbalized a gait belt should have been 
used on Resident 1 during OT 1's initial occupational therapy evaluation, when Resident 1 fell , but was not.

During an interview on 6/18/24, at 1:30 p.m., with the Director of Nursing (DON 1), the DON 1 verbalized the 
OT 1 should have been using a gait belt for Resident 1 at time of fall.
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During a review of the facility's policy and procedure titled [Company Name] Injury and Illness 
Prevention/Safety Policy & Procedure dated 2/12/21, indicated in part Responsibilities of Employees .
Conduct work activities in a manner that will not endanger others .Utilize gait belts, lifts or other safety 
related equipment when indicated by the patient's orders, preferences, and/or condition.

During a review of the facility's policy and procedure titled Safe Lifting and Movement of Residents dated 
7/17, indicated in part Safe lifting and movement of residents .involves employees .implementing workplace 
safety and injury prevention strategies.
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