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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure that each resident is free from the use of physical restraints, unless needed for medical treatment.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interview, the facility failed to ensure a resident was free from physical restraint 
for the purpose of convenience for 1 of 3 residents reviewed for restraints. (Resident B)Findings include:The 
record for Resident B was reviewed on 7/31/25 at 9:48 a.m. The resident's diagnoses included, but were not 
limited to, chronic obstructive pulmonary disease, asthma, alcohol abuse with alcohol induced mood 
disorder, muscle weakness, abnormalities of gait and mobility, and anxiety disorder.The care plan, dated 
7/8/25 and revised on 7/28/25, indicated Resident B was at risk for falls due to and a history of falls, 
weakness, impaired mobility, and restlessness. The interventions included, but were not limited to, a high 
back wheelchair for comfort and positioning as tolerated, staff were to keep the resident's call light in reach, 
and staff were to keep the resident within sight of staff when he was up in his wheelchair.The incident report, 
dated 7/28/25, indicated Certified Nursing Aide (CNA) 3 reported to oncoming staff that staff had to use a 
gait belt in the wheelchair to keep the resident from faceplanting because he kept trying to get up.During an 
interview, on 7/31/25 at 11:00 a.m., the Administrator indicated the incident with Resident B happened the 
night before, on 7/27/25 around 8:00 p.m. There was a death in the facility and staff were getting the resident 
cleaned up for the funeral home. CNA 4 indicated to the next shift that she had to put a gait belt around 
Resident B and his chair to keep him from falling. The CNA confirmed to the Administrator that she 
restrained the resident for his safety because they were busy with another resident. The resident was 
restrained for approximately 15 minutes. She did not restrain the resident because she was upset with the 
resident, she did it for his safety and indicated she did not know it was considered abuse. The CNA had been 
educated on abuse and restraints were included in the in-service.During an interview, on 7/31/25 at 11:45 a.
m., CNA 4 indicated she was the CNA for the day shift when the incident occurred. CNA 3 approached her 
and indicated she had to put a gait belt restraint around Resident B so he would not faceplant onto the floor. 
CNA 4 indicated to CNA 3 she could not restrain the resident for any reason and informed the nurse on duty 
and the Director of Nursing (DON). During an interview, on 7/31/25 at 12:00 p.m., Licensed Practical Nurse 
(LPN) 5 indicated she entered the facility at 5:30 a.m., on 7/28/25 for the day shift. She heard the day shift, 
and the night shift CNAs say something about restraining a resident. She asked the CNAs what they were 
talking about and CNA 4 indicated the night shift CNA 3 told her that she had to restrain Resident B so he 
would not faceplant. She informed CNA 3 she could not restrain any resident. CNA 4 returned to the nurse's 
station with the resident's wheelchair and the gait belt was still attached to the wheelchair in a restraining 
position. The DON was notified immediately about the incident. She had no knowledge of how long the 
restraint was on the resident. During an interview, on 7/31/25 at 12:27 p.m., the Social Service Director 
indicated she was currently working on the 3 day follow up on the incident with the gait belt. She conducted 
her follow ups on 7/29/25, 7/30/25, and 7/31/25. The care plan was updated on 7/29/25. The resident was 
pleasantly confused and was verbal, but she couldn't understand what he was saying. When the incident 
occurred, the staff member was trying to keep the resident from falling, sliding, or leaning by using a gait belt 
around the resident and the wheelchair. The resident did lean at times. The resident had not shown any 
signs of effects from the incident. The current abuse prevention policy, dated 10/22, indicated .the willful 
infliction of injury, unreasonable confinement, intimidation or punishment with resulting physical harm, pain, 
mental anguish, or deprivation by an individual, including a caretaker, of goods or services that are 
necessary to attain or maintain physical, mental, and psychosocial well-being .This deficient practice was 
corrected prior to the start of the survey, on 07/28/25, after the facility assessed residents, educated staff, 
and had a system of monitoring in place. 3.1-3(w)3.1-26
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