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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Actual harm
Based on interview and record review, the facility failed to ensure a staff member followed the facility policy
Residents Affected - Few and procedure related to the use of a gait belt during a transfer which resulted in a resident fall for 1 of 3
residents reviewed for accidents. (Resident B) This deficient practice resulted in an abrasion on the
resident's forehead and a fracture of the right femur. The deficient practice was corrected on 5/5/25, prior to
the start of the survey, and therefore was past noncompliance.

Findings include:

During a telephone interview, on 5/27/25 at 8:47 a.m., Resident B's family indicated the resident was a fall
risk. He was in the hall, heard a thump, and entered to find the resident on the floor. The resident had blood
coming from her head. The CNA did not have a gait belt. He told the facility to call the paramedics. He
indicated the resident sustained a right femur fracture (broken bone in the upper leg) and had emergency
surgery the following day.

The clinical record for Resident B was reviewed on 5/27/25 at 9:15 a.m. The diagnoses included, but were
not limited to, muscle weakness, chronic respiratory failure, and chronic kidney disease with heart failure.

A fall risk assessment, dated 4/1/25, indicated Resident B was at a high fall risk.

A care plan, dated 4/2/25, indicated Resident B was a new admission and required implementation of
services. An intervention, dated 4/2/25, indicated to provide fall prevention interventions.

A physician's order, dated 4/23/25, indicated the resident could get up when she wanted with assistance of a
staff member.

A Minimum Data Set (MDS) assessment, dated 4/29/25, indicated Resident B required substantial/maximal
assistance to transfer from sitting to standing and was cognitively intact.

A facility falls event document, dated 5/4/25, indicated Resident B had a witnessed fall. The resident hit her
head, said her head hurt, and it was decided the resident needed to go to the emergency room for further
evaluation. The CNA was transferring the resident from the bed to the wheelchair and the resident fell
backwards.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

A hospital emergency room note, dated 5/4/25 at 4:08 p.m., indicated Resident B presented to the
emergency department. The resident's son was present and indicated he knocked on the resident's door at
the facility, heard a loud thump from the resident's room, entered, and observed his mother on the floor with
the aid standing there. He told the emergency room staff the CNA was transferring his mother to the
wheelchair, slipped, and dropped her. The resident had sustained an abrasion to the right side of the
forehead and the right leg was resting in an external rotation.

A radiology report, dated 5/4/25, indicated Resident B had sustained a nondisplaced intertrochanteric
fracture of the proximal right femur.

A facility document, titled Approaches on Profile, undated, indicated Resident B was an assistant of 1 person
with transfers.

A facility document, titled Employee Communication Form, indicated, on 5/4/25, CNA 2 failed to use a gait
belt during a transfer which resulted in a fall with injury. CNA 2 was aware all transfers required the use of a
gait belt if a mechanical lift was not used. The document was signed by CNA 2 and the Director of Nursing
on 5/4/25 and by the Executive Director on 5/5/25.

During an interview, on 5/27/25 at 10:15 a.m., the Director of Therapy indicated Resident B's therapy
evaluation indicated a stand assist of one (1), standing pivot transfer with a gait belt on.

During a telephone interview, on 5/27/25 at 10:56 a.m., CNA 2 indicated Resident B had experienced loose
stools all day. The resident wanted to get up and go to the bathroom. The wheelchair was present at the side
of the bed. The resident stood up and CNA 2 was holding the resident's pants. The resident fell back onto
her side. CNA 2 indicated the resident had a small amount of blood from the right temple area. The resident
was a one person transfer per care sheet (a sheet which told the interventions/needs the resident required).
CNA 2 indicated she did not have a gait belt on Resident B and there were no care sheets available that day
or the day prior. The facility had a policy to use gait belts and told staff to use gait belts. The resident's family
member was at the facility when the incident occurred.

During an interview, on 5/27/25 at 12:19 p.m., the Director of Nursing indicated the use of a gait belt was
standard and CNA 2 should have used a gait belt. Gait belts were provided upon hire as part of the uniform.

During an interview, on 5/28/25 at 9:56 a.m., CNA 3 indicated gait belts were to be used anytime a resident
needed to stand/transfer if they did not require a mechanical lift.

During an interview, on 5/28/25 at 9:49 a.m., RN 4 indicated a gait belt should be used anytime a resident
needed to be transferred.

During an interview, on 5/28/25 at 9:48 a.m., CNA 5 indicated the gait belt was to be used anytime staff
helped a resident transfer.

A facility document, titled Nurse Aide/Certified Nurse Aide Job Specific Orientation Plan, dated as completed
6/24/24 and received from the Director of Nursing on 5/28/25 at 9:50 a.m., indicated CNA 2 had completed
her CNA training including, but not limited to, .Gait belt policy/Proper body mechanics
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F 0689 A current facility procedure, titled Transfer to Wheelchair, dated as last reviewed in 9/2023 and received from
the Director of Nursing on 5/27/25 at 12:10 p.m., indicated .Procedure Steps .place gait belt around

Level of Harm - Actual harm resident's waist .Grasp belt securely on both sides .Help resident to pivot to front of wheelchair .remove gait
belt

Residents Affected - Few
A current facility policy, titled Gait Belts, dated 2/20/20 and received from the Director of Nursing on 5/27/25
at 12:19 p.m., indicated .Use of gait belts serves to reduce the risk of injury to patient/resident as well as to
staff members .It is the policy for all Therapy and Wellness staff to utilize gait belts to assist patients who are
not independent with transfers and ambulation .Failure to comply will result in disciplinary action and may
lead to termination

The deficient practice was corrected by 5/5/25 after the facility implemented a systemic plan which included
an investigation, education on gait belt use, and audits were initiated for other residents and for ensuring
staff had and were using gait belts.

This citation relates to Complaint INO0458980.
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