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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.

35434

Based on observation, clinical record review, policy review, and staff interview, the facility failed to utilize a 
gait belt in order to ensure a safe transfer for 1 of 6 transfers observed (Resident #1). The facility reported a 
census of 18 residents.

Findings include:

The Minimum Data Set (MDS) assessment tool, dated 3/16/24, listed diagnoses for Resident #1 which 
included a history of falling, anxiety disorder, and diabetes. The MDS stated the resident required 
substantial/maximal assistance for toilet transfers and listed the Brief Interview for Mental Status (BIMS) 
score as 3 out of 15, indicating severely impaired cognition.

An 8/4/23 Post Fall Huddle Form/Variance stated staff heard the resident yell and found her sitting the floor 
next to her bed. 

12/6/23 Health Status Notes stated staff heard the resident yelling and found her prone (on her stomach) on 
the floor near the bed. The resident bled from a laceration (cut) on the left forehead, transferred to the ER, 
and received 4 stitches.

A 12/6/23 Post Fall Huddle Form/Variance stated staff heard the resident yelling and found her lying face 
down on the floor near the bed. The facility added a monitor to the room while in isolation.

A 5/5/24 Post Fall Huddle Form/Variance stated staff heard the resident yelling and her alarm went off. The 
resident developed a goose egg and transferred to the ER. 

A 5/5/24 Health Status Note stated the resident admitted to acute care for a urinary tract infection (UTI) and 
acute kidney damage.

On 5/14/24 at 12:54 p.m. Staff B Certified Nursing Aide (CNA) and Staff C CNA assisted the resident to 
stand up from the wheelchair and sit on the commode. The staff members did not utilize a gait belt. After the 
resident was finished, Staff B and Staff C each stood on one side of the resident and held her under her 
arms as she stood up. Staff B provided perineal cares (cleansing of private areas) and they pulled up her 
pants. The resident then took a few steps and sat down in her wheelchair. The staff members did not use a 
gait belt but there was one hanging on the wall by the bathroom door.
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Review of the Care Plan revealed the following:

A 7/27/20 entry stated the resident was at risk for falls related to impaired mobility, a fluctuation in her ability 
to transfer, poor weight bearing at times, and an inability to follow directions related to lethargy (a lack of 
energy). 

An 11/20/21 entry stated the resident walked with staff assistance and a walker. 

The facility policy Falls Prevention, revised 4/2024, stated staff should use gait belts with any patient 
transfers based on risk factor category assessments. 

On 5/15/24 at 2:16 p.m., the Director of Nursing (DON) stated staff should utilize a gait belt with Resident #1. 
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