
Gait belts, sometimes referred to as transfer or walking 
belts, are strips of fabric or vinyl, about two inches wide, 

with an adjustable buckle. Some models have handles to im-
prove grasp, and some are disposable. Traditionally used 
for transferring patients from one position to another, and 
for ambulation activities, belts provide a nurse or therapist 
with a more secure means to assist patients during mobility 
tasks. Belts are used in a wide variety of health care settings, 
including acute, subacute, and outpatient care, long-term 
rehabilitation, skilled nursing facilities, and home health. 
Many agencies and facilities have policies and procedures 
requiring the use of belts as a part of standard patient care. 
Knowledge of and skill with their use is an accepted part of 
entry-level professional education for therapists and nurses. 
Th e use of gait belts has been an entrenched standard of 
practice for decades.

Th ere has been a long-held belief that the use of gait belts 
improves safety for both patients and caregivers; however, 
this is largely based on tradition and anecdotal opinion. 
Th ere is minimal research directly addressing such use to 
assist in making evidence-based decisions about the appro-
priate use of the devices in current practice. Th is article was 
written to explore the context of and evidence for gait belt 
use by nurses and therapists in an environment of safe pa-
tient handling and movement (SPHM).

Professional Practice and Education

Nurses and therapists are important members of the health 
care team; however, their professional roles and educational 

preparation diff er. According to the American Nurses As-
sociation (ANA), “Nursing is the protection, promotion, 
and optimization of health and abilities, prevention of ill-
ness and injury, alleviation of suff ering through the diag-
nosis and treatment of human response, and advocacy in 
the care of individuals, families, communities, and popula-
tions” (2004, p. 7). Registered nurses (RNs) must pass a state 
licensing examination aft er graduating from an approved 
school of nursing with a bachelor’s degree, associate degree, 
or diploma. Th e American Physical Th erapy Association 
(APTA) states that “Physical therapy is a dynamic profes-
sion with an established theoretical and scientifi c base and 
widespread clinical applications in the restoration, mainte-
nance, and promotion of optimal physical function” (Amer-
ican Physical Th erapy Association, 2003, p. 13). Physical 
therapists must also pass a state licensing examination and 
graduate from an accredited program. In the U.S., almost all 
of these programs are now at the Doctor of Physical Th erapy 
(DPT) level.

Members of both professions perform “hands-on” care 
for mobility tasks as essential functions of patient care, al-
though their focus and goals may diff er. Th e physical thera-
pist (PT) examines and evaluates a patient, using tests and 
measures, to determine specifi c impairments and function-
al limitations that may impact mobility. Impaired strength 
and balance, for example, may result in a limitation of the 
ability to independently rise to a standing position. Th e PT 
then develops a plan of care and determines which inter-
ventions are appropriate to address impairments (e.g., pro-
gressive strength and balance training) and limitations (e.g., 
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repeated practice of a standing activity). Interventions may 
include patient handling that is considered “therapeutic” 
in terms of progress toward the goals of independence and 
function. During a transfer, for example, the therapist might 
utilize a gait belt to provide a secure point of contact, as well 
as to give specifi c tactile feedback to improve motor control 
during task performance under therapist supervision—thus 
making a transfer task a “therapeutic moment.”

Th e nurse considers the patient’s overall medical conditions 
to design a plan of care that moves the “whole” patient to-
wards health and wellness. Mobility tasks oft en focus on 
specifi c, short-term goals that must be accomplished (such 
as assisting a patient to the toilet), not necessarily as a thera-
peutic intervention. If it is determined that there is a need 
for rehabilitation, then nursing consults with physical ther-
apy for discussion on this aspect of the patient’s overall plan 
of care. Ideally, there is communication between all mem-
bers of a patient’s health care team, as there is oft en overlap 
between goals and treatment opportunities.

Students in both professions receive content on “good pos-
ture and body mechanics” for handling loads as part of 
their education: keep the load close, maintain a wide base 
of support, contract the abdominals, lift  with the legs, keep 
the back straight, do not twist, and lift  smoothly. Practic-
ing specifi c patient handling tasks and techniques, including 
the use of gait belts, is also required in order to progress in 
educational programs. Th e National Institute for Occupa-
tional Safety and Health (NIOSH), in partnership with the 
Veterans Health Administration and the American Nurses 
Association, developed curricular materials on safe patient 
handling to be used by schools of nursing. Th e limited use of 
gait belts for a cooperative, partially weight-bearing patient 
is included in algorithms for decision making regarding the 
use of equipment in SPHM programs (National Institute for 
Occupational Safety and Health, 2009). 

If patient handling has always been an integral part of patient 
care, then advances in technology have presented caregivers 
with a quickly-evolving range of equipment options to assist 
patients across the spectrum of mobility (Rockefeller, 2008). 
Concurrently, there is an increasing body of evidence that 
the integration of appropriate equipment use as part of a 
multifaceted safe patient handling and movement program 
can have positive benefi ts in terms of improved safety and 
decreased costs (Nelson et al., 2006, Collins, Wolf, Bell, & 
Evanoff , 2004; Evanoff , Wolf, Aton, Canos, & Collins, 2003).

Related Research

It is diffi  cult to fi nd research addressing the specifi c issue of 
gait belt usage in therapy or nursing. A literature review was 

performed in OVID, PubMed, BioMed Central, SAGE Pub,  
Science Direct, EBSCO, and CINAHL using the terms “gait 
belt,” “gait training,” “moving and handling patients,” “FIM,” 
“transfer devices,” “musculoskeletal disorders,” “lift ing belt,” 
“walking belt,” “transfer belt,” “safe patient handling and 
movement,” “safe patient handling transfers,” and “bed to 
wheelchair transfers” as key phrases. Th ere were no studies 
on the use of belts as a single intervention; although, several 
studies included them as part of the overall devices during 
the implementation of a comprehensive safe patient han-
dling and movement program (Nelson et al., 2006, Collins et 
al., 2004; Evanoff  et al., 2003). A number of biomechanical 
studies, however, may hold implications for this discussion. 
Key elements of three studies are summarized in Table 1.

Garg, Owen, Beller, and Banaag (1991) studied patient 
transfer tasks from bed-to-wheelchair and wheelchair-to-
bed, using a 3D static biomechanical model to estimate 
compression forces (measured in newtons of force, or N) 
at the L5/S1 spinal disc. Th ey investigated fi ve manual tech-
niques and three lift -assisted techniques. Th ey initially hy-
pothesized that of the manual techniques, those based on 
pulling rather than lift ing would result in signifi cantly lower 
stresses to nursing caregivers. For the pulling technique, the 
nurses were instructed to stand as close as possible to the 
patient with a wide base of support, one foot facing the pa-
tient and the other in the direction of the transfer. Th ey were 
also instructed to bend their knees and keep their backs 
straight (as much as possible). Th ey were then to use “…a 
gentle rocking motion to utilize momentum,” (p. 295) pull 
the patient towards them, pivot, and lower the patient. Th ese 
instructions are similar to those given as part of entry-level 
physical therapist education (Minor & Minor, 2010).

Th e manual lift ing technique resulted in signifi cantly higher 
forces compared to any of the rocking and pulling methods. 
For the bed-to-wheelchair task, the manual lift ing technique 
averaged 4376 N of compressive force, while the pulling 
methods averaged 2400 N overall.

Garg and Owen (1994) used similar methods to study 
wheelchair-to-toilet and toilet-to-wheelchair transfer tasks. 
Lab results for toilet-to-wheelchair transfers indicated the 
manual lift ing technique averaged 4795 N of compressive 
force, while the pulling methods averaged 2011 N overall. 
Unfortunately, the one-person gait belt technique was not 
assessed in this, or the previous, study.

More research was done by Marras, Davis, Kirking, and 
Bertsche (1999), using a dynamic EMG-assisted 3D biome-
chanical model to study a variety of transfer tasks using dif-
ferent techniques. Th e two categories of primary outcome 
measures were (1) spinal loading (forces at the L5/S1 spinal 
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Garg et al. (1991) Marras et al. (1999) Hess et al. (2007)
Setting Lab Lab Lab
Subjects (caregivers) 6 female student nurses; 

volunteers; acted as both 
caregiver and patient

17 volunteers
(12 experienced patient han-
dling and 5 inexperienced 
college students)

16 volunteer home care aides w/ 
varied level of experience
Attended 5-hour training by expe-
rienced therapists

Subjects (patients) 6 female student nurses; 
volunteers; acted as both 
caregiver and patient; mean 
weight = 63.3 kg

Same 50 kg female 2 “mock” patients (experienced 
clinicians); 57 kg and 73 kg

Subject characteristics Instructed to be passive and 
not assist in supporting own 
weight

Instructed to be NWB but 
capable of arm support and 
following basic instructions

“Moderate” dependency; contrib-
uted about 50% eff ort

Transfer Tasks Bed-to-wheelchair and 
wheelchair-to-bed

Bed-to-wheelchair and 
wheelchair-to-bed

Bed-to-wheelchair

Techniques 1) lift  method (2-person 
underarm)
2) transfer of momentum 
method using rocking and 
pulling:
a) 2-person gait belt
b) 2-person walking belt w/ 
handles
c) 1-person w/ transfer sling
d) 1-person walking belt w/ 
handles

1) 1-person hug
2) 2-person hook and toss
3) 2-person gait belt

1) pivot transfer (using rocking)
2) slide board transfer
3) scoot transfer (using rocking)

NOTE: all performed w/ transfer 
belt

Analysis &
Instrumentation

3D static biomechanical 
model; force dynamometers

Dynamic EMG-assisted 
3D biomechanical model: 
Lumbar Motion Monitor, 
force plate

Lumbar Motion Monitor, force 
dynamometers

RESULTS
Compression forces 
lumbar spine

Bed-to-wheelchair

Lift ing technique averaged 
4376 N

Pulling averaged 2400 N

All transfer techniques 
resulted in loads approach-
ing or exceeding those 
associated w/ tissue damage 
(NIOSH, 1981)

Not calculated

Probability of being 
in high risk group for 
LBD

Not investigated All transfer techniques held 
probability of being high 
risk, especially 1-person

All 3 techniques fell in “moderate” 
risk category for LBD

Table 1. summary of selected biomechanical studies

disc) and (2) probability of membership in a group at high 
risk for low back disorder (LBD).

Findings indicated that all the techniques used for transfer 
tasks resulted in probabilities above 76% of having high risk 
for LBD. Th e results of spinal loading analyses confi rmed 
the risk results, indicating that all the techniques were as-

sociated with spinal loads approaching or exceeding lev-
els associated with tissue damage (National Institute for 
Occupational Safety and Health, 1981). For the caregivers 
performing the two-person technique with a gait belt, the 
average probability of membership in the high risk group 
was approximately 80%. Again, the use of a gait belt for one-
person transfers was not investigated in this study.
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Hess, Kincl, and Mandeville (2007) studied 16 home care 
aides performing one-person manual bed-to-wheelchair 
transfers using three techniques common in practice: pivot, 
slide board, and scoot. All techniques used a transfer belt 
securely fastened around the patient’s waist; during the pivot 
and the scoot, the caregiver used “forward-backward rock-
ing motions to gain momentum” to initiate the transfer. Th e 
patients were trained to exhibit a moderate level of depen-
dency, contributing about 50% eff ort to the transfer. Results 
indicated that all three techniques would fall into a “moder-
ate” risk category for LBD.

It is important to review the diff erences in methods among 
the studies described, especially with respect to generaliz-
ability. Th e “patients” in both the Garg et al. (1991) and the 
Marras et al. (1999) studies were instructed to be non-weight 
bearing. In practice, patients have varying levels of depen-
dency, which are assessed by both nurses and therapists and 
become part of the care plan that carries implications for 
reimbursement. Th e Functional Independence Measure 
(FIM) is the gold standard in rehabilitation settings, while 
the Minimum Data Set (MDS) of the nursing home Resi-
dent Assessment Instrument is federally mandated for pri-
vate-sector skilled nursing facilities (Velozo, Byers, Wang, 
& Joseph, 2007). Th e FIM categorizes the functional status 
of patients in six areas on a seven-point scale ranging from 
Total Assistance to Complete Independence. Th e rating is 
based on the amount of assistance a patient requires, not 
what they could do under certain circumstances. Th e Func-
tional Independence Measure (FIM) instrument uses par-
ticipation levels of less than 25%; at least 25% but less than 
50%; at least 50% but less than 75%; at least 75%; and 100% 
with supervision or setup (Guccione & Scalzitti, 2007). Th e 
study by Hess et al. (2007) was the only one that explicitly 
defi ned the level of patient involvement using FIM catego-
ries.

Th e “transfer of momentum” strategy described by Garg et 
al. (1991) and Hess et al. (2007) resembles what is taught to 
therapists who then take pride in their ability to use kinetic 
energy to “safely” move patients. Even when using such a 
strategy, however, it is diffi  cult to impossible to avoid lift -
ing, even if only to clear the supporting surfaces. And the 
biomechanical studies demonstrate that the lift ing moment 

is associated with high levels of stress to the lumbar spine. It 
would be helpful to have additional research to better quan-
tify forces and risks associated with using a gait belt with a 
transfer of momentum strategy on partially-dependent pa-
tients, perhaps categorized by FIM participation levels. Re-
search is also needed on patient outcomes associated with 
the use of therapeutic handling interventions. Regardless, 
one-person lift ing transfers, with or without a gait belt, are 
particularly risky for caregivers in terms of risk for lower 
back disorders, and exposure to these tasks should be mini-
mized.

Summary and Concluding Remarks

Gait belts are inexpensive, can be used over clothing or for 
individual patients to comply with infection control, and are 
easy to transport. Th ey may have handles to help improve 
grasp and padding to improve comfort. For the appropriate 
patient, gait belts may provide the nurse or therapist with 
another tool to perform a patient handling task, either tra-
ditional or therapeutic.

As with most tools and interventions, gait belts are not ap-
propriate for all patients. Th ey are not designed to lift  a pa-
tient off  the fl oor and should not be relied upon where pa-
tients are at high risk for falls. Th ey are diffi  cult to use on 
patients with wide girths, as the belt rides up and is hard to 
fasten securely. A summary of comments and recommenda-
tions about gait belt use is shown in Table 2.

Gait belts do have a limited role in the tool kit of resources 
for caregivers needing to assist patients with mobility tasks. 
As with all assistive and patient handling devices, caregivers 
need to apply evidence and use professional judgment to de-
termine the correct application for a specifi c task for a given 
patient. Th e use of gait belts by nurses and therapists is still 
common in clinical practice. Policies and procedures will 
vary across agencies and facilities, but should provide the 
fl exibility needed for professional expertise and individual 
patient circumstances. Although more research is needed to 
better defi ne their use, gait belts can be integrated into safe 
patient handling and movement programs to support the 
overall goal of improved safety and health for both caregiv-
ers and their patients.
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