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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

44849

Based on interview and record review, the facility failed to prevent a fall when staff did not use a gait belt (an 
assistive device used by staff that wraps around a resident to assist the resident and staff with a transfer) to 
transfer a resident who was dependent on staff for transfers for 1 of 3 residents reviewed for falls. (Resident 
B)

Finding included:

During an interview on 4/2/24 at 9:37 a.m., Resident B indicated she had more than one fall. Resident B 
thought she had a fall when she took a shower. 

During an interview on 4/2/24 at 11:22 a.m., CNA 1 (Certified Nursing Aide) indicated CNA 1 and CNA 2 took 
Resident B to the shower room. When CNA 1 and CNA 2 attempted to transfer Resident B, Resident B's 
knee went out and CNA 1 and CNA 2 lowered Resident B to the floor. Neither CNA 1 nor CNA 2 used a gait 
belt to assist Resident B transfer from a wheelchair to the shower chair. CNA 1 should have used a gait belt 

During an interview on 4/2/24 at 11:27 a.m., CNA 2 indicated CNA 2 and CNA 1 took Resident B to the 
shower room. CNA 2 and CNA 1 tried to transfer Resident B and Resident B's knee went out. Resident B 
was lowered to the floor. CNA 2 should have used a gait belt for the transfer. 

The clinical record for Resident B was reviewed on 4/2/24 at 9:45 a.m. The diagnoses included, but were not 
limited to, multiple sclerosis, anxiety, and bipolar disorder. 

A Quarterly MDS (Minimum Data Set) assessment, dated 3/9/24, indicated Resident B was moderately 
cognitively impaired. Resident B was dependent (staff did all effort for transfers) for chair to chair transfers.

A Post Fall Evaluation, dated 2/19/24 at 11:47 a.m., indicated Resident B lost balance and was lowered to 
the floor by CNA 1 and CNA 2 in the shower room. CNA 1 and CNA 2 did not use a gait belt.

During an interview on 4/2/24 at 12:15 p.m., the DON (Director of Nursing) indicated CNA 1 and CNA 2 
should have used a gait belt to transfer Resident B. 
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On 4/2/24 at 10:32 a.m., the DON provided a copy of an undated facility policy, titled Use of Gait Belt, and 
indicated this was the current policy used by the facility. A review of the policy indicated it was the policy of 
the facility to use gait belts with residents that cannot independently ambulate or transfer for the purpose of 
safety. 

This citation relates to Complaint IN00430007. 
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