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Sheyenne Crossings Care Center/Tcu 125 13th Avenue West
West Fargo, ND 58078

F 0689

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.

46963

Based on observation, record review, review of facility policy, and staff interview, the facility failed to provide 
adequate supervision and assistive devices for 1 of 2 sampled residents (Resident #1) observed during a 
transfer. Failure to use a gait belt during transfers placed the resident at risk for accidents, falls, or injuries.

Findings include:

Review of the facility policy titled Standards of Care occurred on 05/02/24. This policy, revised January 2024, 
stated, . A gait belt will be used for all assisted transfers and ambulation .

Review of Resident #1's medical record occurred on 05/02/24. Diagnoses included history of falling and 
symptoms and signs involving cognitive functions and awareness. The current care plan stated, Ambulation, 
Transfers and Toileting: assist x [times] 1 FWW [front wheeled walker]. 

Observation on 05/02/24 at 11:47 a.m., showed a certified nurse aide (CNA) (#1) assisted Resident #1 from 
the resident's bed to the wheelchair and again from the wheelchair to the toilet without utilizing a gait belt. 

During an interview on 05/02/24 at 12:50 p.m., an administrative nurse (#2) stated she expected staff to use 
the gait belt during all assisted transfers.
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