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INTERNATIONAL ROUND TABLE
DISCUSSION: DO GAIT BELTS HAVE
A ROLE IN SAFE PATIENT HANDLING

PROGRAMS?

Participants:

HEIDI MILLER, BPHTY (REPRESENTING NEW ZEALAND)
KATHLEEN ROCKEFELLER, SCD, MPH, PT (REPRESENTING THE UNITED STATES)
PENNY TOWNSEND, GRAD DIP PHYS, MCSP (REPRESENTING THE UNITED KINGDOM)

INTRODUCTION

The question as to whether gait, transfer, or handling belts have any place in safe patient handling has been much de-
bated here in the USA and beyond. Originally intended as a support tool for physical therapists when mobilizing their
patients, the gait belt seemed to quickly transfer into an essential tool for the clinical nurse, who would place it around
the patient’s waist before proceeding to transfer (often pulling) them from bed to chair/commode and back again. This
technique has often been taught alongside the essential components of manual lifting. This discussion between physical
therapists from New Zealand, the United Kingdom, and the United States looks at how gait/transfer/handling belts are
used in their respective countries, explores who the most appropriate group is to use them, and in what circumstances

they can safely be used.
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Moderator (MOD): Kathy, as the use of gait belts in safe
patient handling and mobility (SPHM) have been such
an issue in the USA over the last few years, and you have
authored one of the very few articles on this subject, I'd like
to start by asking you to define what we mean by a gait belt.

Kathleen Rockefeller (KR): I can only speak from the
physical therapy point of view. Gait belts might also be
called transfer belts and are just very simply a long strip
of a heavy fabric, occasionally vinyl, about 2 inches wide
with an adjustable buckle. There are a few different varieties
including disposable.

MOD: In your experience, what professional group generally
uses gait belts?

KR: Physical therapists use them to assist a patient with
mobility activities as part of our entry-level education.
Nurses and other care providers might also use them. From
the research perspective, I was involved in a study of people
in a nursing assistant role in nursing homes, and they were
always required to use gait belts.

116

MOD: Heidi, how would you define a gait belt in New
Zealand?

Heidi Miller (HM): Gait belts in New Zealand have varying
names. They can be called moving and handling belts,
transfer belts, and, in the past, they were called lifting belts.
We have steered away from that final name because they are
not designed for lifting. They are a 2-3 inch wide strap and
some have extra padding on them for patients with more
sensitive skin. They also have 3-4 loops on them, which can
be used as handles, with a clip in the front that allows you to
adjust it to the correct size.

MOD: What professional group do you find generally uses
gait belts?

HM: Mainly physical therapists and occupational therapists
use them in rehabilitation, but they are also used in the
private hospitals and healthcare facilities. Care staff on the
wards/units use them to assist patients, but, as physical
therapists, we tend to advise which patients to use them with
and how to use them correctly.
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MOD: Finally, Penny, what does a gait belt look like in the
UKz?

Penny Townsend (PT): We don’t have webbing gait belts
in the UK. They are always a couple of inches thick, shaped
so they are slightly wider at the back and narrower at the
front. They are often padded and can be velcroed in the
front or held together with a clip. Generally, they have loops
in the front and the back to guide people so you are not just
holding the strap. I think in the US, you just hold the strap,
but ours have handles. Physical therapists will use them as
part of an early rehabilitation process, and occupational
therapists typically use them if they are conducting transfer
assessments in people’s homes. Paid caregivers in people’s
homes, schools, and hospitals will use them to assist people
to get up and stand and then walk a few steps. This is always
done under the assessment of a moving and handling
advisor or a PT.

MOD: Penny, you just introduced in your answer how gait
belts are being used. I'd like to come back to Kathy and Heidi
for their input on this area.

KR: Before I talk about activities, I'd like to make a point.
In physical therapy, we would not be using anything until
we have done a patient assessment, which would include
strength, balance, ability to weight bear, and cognition. Once
we have looked at those factors, we determine if the gait
belt is an appropriate tool to use with the patient. Usually
it is used with standard mobility activities, such as helping
someone to stand, transferring from one surface to another,
or taking a few steps to the walker.

HM: A moving and handling belt is seen as a piece of
equipment and is only used following a full assessment.
They are utilized in the rehab setting when progressing
someone with mobility aids or limited mobility. This allows
you to steady a patient (if required) but still stand away
from the patient. We also use them a lot with patients who
lack confidence, such as someone who has fallen recently
and is quite nervous and anxious. We can reassure them by
using the gait belts so they feel safe. A gait belt would only
be used when assisting a patient to stand if the patient has a
wider girth where you can't reach to put your hand on their
hip, or they may also be used for cultural reasons, where
a degree of separation between the caregiver and patient
is required. I've had feedback from patients who say, when
used correctly, it helps them to feel confident when they
walk. On the other hand, if it is not used correctly, it feels
like the staff are pushing and pulling the patient oft balance.
This has been described to me by patients in all settings, so
it is important that carers have adequate training and know

Int] SPHM = September 2017 = Vol 7, No 3

how to use it with their patients.

PT: I use them because I work in pediatrics. I get asked for
them quite a lot when we have children with challenging
behavior who go out in the community and may be likely to
run off from their caregivers. Many times, the caregivers ask
for handling belts in those situations. They don’t get them
straight away because it does depend on the assessment
of the individual and their situation. Sometimes for some
people with challenging behavior, we will use them so they
can still go out into the community without having to hold
hands. The caregivers can just lightly hold a belt just to
have that connection and hopefully prevent any accidents
happening. Again, this comes down to a risk assessment
and staff training to ensure they aren’t using them to yank
children back or pull them in any direction they want or
stop them from moving, but they are used more for added
safety in those situations.

KR: Sounds like a challenging situation.

PT: It is. Many times it involves me going for a walk with
the caregivers in the community to see how the children are
and how they react and if it is actually an appropriate action
for them to have one. We've ended up in a couple of sticky
situations. One time, while doing an assessment, a child ran
off up the road and took off his shoes, throwing them in a
bin, so not only did we need to dig his shoes out, but we also
had to tackle him to the ground to prevent him from being
run over by a car. Following that incident, he had a handling
belt assessment and staff practiced with him inside before
going back out into the community, and, even then, they
would only go short distances because there was a tendency
to want to pull him back to stop him from moving.

MOD: You have all mentioned the importance of assessment.
Do you have formal criteria by which to use a gait belt or
handling belt?

PT: We do not have set criteria, nothing written down,
but I look at how the client is in terms of their postural
tone. Some of my pediatric clients have very low tone and
are hypotonic. Sometimes a handling belt is really good
because it gives them some proprioceptive feedback, this
can improve their postural tone and have a positive impact
on their behavior, so sometimes we use them a little for
that. We also sometimes use them for assisting children
into upright or prone standing frames, as this prevents the
caregivers pulling the children by their arms and it improves
the caregiver’s posture during the transfer. Each child is
assessed on an individual basis, usually with the therapist
and myself, to see which clients are appropriate. I try to stay
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away from handling belts (gait belts) because they do have a
tendency to be misused by staff.

KR: Criteria are very facility-dependent. A lot of facilities
use measures like the functional independence measure
(FIM),! which does classify the patient dependency levels
on a scale, and I have seen use of the various safe patient
handling tools, not just gait belts, but some of the hoists
linked to those dependency levels which are also noted
along with the patient characteristics we spoke of before:
strength, balance, cognition, etc. In some facilities, I have
seen the use of belts and lifts linked to dependency levels
from total dependence to independent.

HM: We don’t have specific criteria for use. It is based on
the physical therapy or occupational therapy assessment.
Following the assessment, which includes strength, balance,
mobility, and cognition, you would determine if it is
appropriate to use a moving and handling belt with that
patient and which situations it should be used in.

PT: It sounds like New Zealand and the UK are very
similar in that they rely on the physical therapy assessment
and there isn't a full set of criteria for gait belt use. It is all
determined on an individual basis as to whether the patient
would benefit.

KR: We also do that in the USA as well, but there are tools
that are linked to different protocols and guidelines that
we have to follow. Definitely the key is the assessment and
evaluation by physical therapy.

MOD: In what way do you think gait belts are misused by
staff?

PT: Staff use them to simply direct children into equipment
like standing and walking frames and also to guide ambulant
children around the setting, rather than it being a safety thing
regarding their balance. But we do have some real successes
with some of the students. I can think of one young man,
in particular, who was autistic and would regularly throw
himself on the floor. Our criteria is, if they are safe, you don’t
move them, but if you have to move them, you need to find
a safe way to do it. This client had incredibly hypermobile
joints so every time they used the team teach method to get
him up from the floor, they were putting his shoulders at
risk of being dislocated. Staft used the gait belt to help him
to stand so they weren’t pulling on his joints so much. His
behavior improved once he started wearing it, and he would
come in asking for it to be put on. He liked the feedback it
gave him. The gait belts can also be misused because there
can be a tendency to want to drag people with them and
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sometimes see them as a way to pull people up from the
floor rather than looking for a better method.

MOD: How prevalent is the gait belt in your patient handling
program? Do some of you include it as safe patient handling
equipment or is it just used for mobility?

KR: I think it's both. It’s another tool that we can use to
promote mobility. Whether you want to include that in
your own definition of safe patient handling, I think that
is a matter of personal preference. We do run into many
facilities who require use of the gait belt, and that is a risk
management policy. I'm not sure where that comes from, as
I haven't been able to find any literature that supports that
blanket policy. I have been trying to contact some of my
colleagues who are in management positions to ask them
where they think that policy might have come from. As
an educator, I have to teach my students how to use them
because they are going to be expected to use them.

PT: When I worked in a hospital setting, we used them. They
weren't part of a safe patient handling program, but we used
them as an aid to assist to stand so you weren’t grabbing
onto people’s clothes. It gave us, as therapists, improved grip
and control for the sit-to-stand activity. Now, working in
pediatrics, it’s still not so much about safe patient handling,
it's more to do with the safety of their mobility in their
environment and staying connected without necessarily
holding hands because it isn't always appropriate.

MOD: At what point do you distinguish using a handling
belt to aid someone from sitting to standing instead of using
a traditional sit-to-stand lift?

PT: We tend to use the handling belts when patients have
better mobility and are a little unsteady on their feet. If they
need more assistance, I would look at a traditional sit-to-
stand transfer as outlined in The Guide to Handling People,*
where they might need a bit more support. However,
sometimes there are cultural sensitivities, and patients
may feel that a handling belt is more appropriate for them.
Some people do not like to be physically touched or have
skin hypersensitivity, and the handling belt gives them the
support they need without the physical element of having
“hands on” The handling belt can be used to assist with
mobility if the patients are not so good on their feet. If they
don’t have the muscle strength to stand with the assistance
of a nurse using a handling belt or a traditional sit-to-stand
transfer, then we would look at an assistive device, such as
sit-to-stand device or an active standing hoist.

HM: In New Zealand, we only use the belt in the sit-to-
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stand transfer if the caregiver is unable to reach across the
patient’s opposite hip when facilitating them to stand or
for cultural reasons as a degree of separation. If a patient
requires a moderate amount of assistance to stand, we would
recommend using an assisted standing device, standing
hoist, or sling hoist.

MOD: So gait belts are not used routinely as part of your safe
patient handling programs in New Zealand and the UK?

HM: No, they are not routinely taught in the safe patient
handling program that I am involved in.

PT: We train our staff using the sit-to-stand techniques
without a handling belt, as we prefer the patient be more
independent. If they can't do this, we would then look at
using equipment to assist with the transfer. We prefer to use
pieces of equipment as opposed to a lot of manual lifting
techniques to eliminate risk of injury to the patients and the
staff. That is why we don't initially train using handling belts.

MOD: Kathy, you wrote an article on the use of gait belts’
for the very first issue of the American Journal of SPHM.
The question of who should be using gait belts was a key
question that you and your fellow author, Rebecca Proctor,
looked at.

KR: Rebecca is a nurse and I am a physical therapist, so
we came at it from both sides. We saw that our respective
professions were using gait belts in mobilizing patients
where nursing had a different goal from physical therapy. The
bottom-line patient goal was mobility for both. We agreed
that gait belts did have a place in the tool kit that might go
into the umbrella of safe patient handling programs at the
time, although I am definitely glad to see we have enlarged
our perspective, and even the journal has changed its name
to safe patient handling and mobility. We did think they had
a place in the tool kit, maybe a limited place, but they are
definitely something people should know about.

MOD: Have you seen a lot of physical therapists being
injured while using gait belts, for example, trying to catch a
patient while falling?

PT: No, because we really do limit the use of them. We did
have a teacher in school injure herself where she was using
a handling belt with a young man as he tried to run off and
spin around all at the same time. She ended up with a torn
rotator cuff injury that caused her to retire early from work.
That was an injury due to using a handling belt. I'm always
very cautious of the use of them in my settings for that
reason.
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HM: There have been some reports of nurses, healthcare
assistants, and therapy assistants being injured using gait
belts, but not many physical therapists.

KR: I haven't either, but I do say that cautiously because
there are a large number of therapists in this country. It
would be interesting to see the data from risk managers or
insurance companies to see what is reported. The only thing
I do hear about is the fear of the patient being injured, and
the use of the gait belt could help the therapist prevent an
injury to both of them.

MOD: One of you mentioned earlier using an ambulation
sling and overhead lift to ambulate patients instead of a gait
belt. Did you find it difficult for physical therapists to come
on board with using that sort of equipment instead of a
handling belt or gait belt?

HM: No, it is a brilliant piece of equipment because you can
stand and retrain a patient’s gait much earlier than you could
with a gait belt because it will support the patient’s weight if
their legs give way. The risk of potential injury to the patient
and the therapist would be far too high if only a gait belt was
used. Ceiling track hoists with a walking sling are used on a
daily basis in our rehabilitation gyms.

PT: In the UK, the problem is we have a lot of antiquated
hospitals. Not every place has ceiling track hoists, so that is
a limitation. There is a big push over here to look at using
moving and handling equipment to get physical therapists
away from always needing 2 members of staft to do a physical
intervention/treatment and actually using equipment more
therapeutically. We've never really looked at the hoisting
equipment as being a therapeutic thing, only as a moving
and handling intervention. We are trying to get our therapy
colleagues to change their minds about how they use the
hoisting equipment and see it as a therapeutic tool as well.

HM: In the hospital I work in, we don’t use ceiling track
hoists with walking slings on the wards/units, as we do not
have adequate tracking in the ward/unit setting. It is mainly
used in the rehabilitation/therapy areas. This is something
we are working toward, as it is used very successfully in
other hospitals.

KR: I think your point about promoting the therapeutic
use of the equipment is extremely well received, and I am
very encouraged by what I have seen over the last decade
or so regarding therapists really beginning to embrace the
equipment and become advocates for it even if they were a
little skeptical at first. I think being exposed to the equipment
and being able to trial it has made a difference. There are
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many therapists in the States that are trying to bring this
level of education to our colleagues. Some of us still think it’s
not happening as quickly as we would like, but I have been
in this business for quite a while and I am encouraged by
what I am seeing. There could definitely be more support for
equipment use. Some states have legislation which might be
a factor in promoting the use of equipment. There are some
healthcare systems that are champions in this, the Veterans
Administration System, for example, as well as some other
healthcare systems. My bias is that therapists are creative,
and, once they have the opportunity to become familiar
with the mobility equipment, they can think of all sorts of
ways to use it.

MOD: The other thing we have in America is the early
mobility initiative to get people up and out of bed, even in
intensive care units. Is there anything like that in the UK or
New Zealand?

PT: It's coming. A presenter from the States came to the
National Back Exchange conference last year and did a
plenary session regarding early mobility. There were a lot of
moving and handling advisors who took that information
away and back to their settings to see how they can implement
it. We are trying to encourage staff to do early mobilization
in the care settings. There is a lot of work that has come out
of Denmark and Sweden, where they have been advocates
for early mobility in ICU settings, and I think the message is
starting to move through.

HM: There has recently been a new initiative in the hospital
I work in to encourage patients to get up and mobilize as
early as possible to reduce the risk of dependency. We are
also looking at early mobilization in ICU with our aim to
install ceiling tracking to be used with walking slings. In the
short term, we are looking at using walking jackets with the
current mobile hoists in the unit.

PT: T still work as a pediatric physical therapist, and a
client of mine who suffered a head injury 10 years ago
now chooses to use the hoist and a set of lift pants to do
his physiotherapy in. It has made such a difference to him
and to me. It has been so successful at improving his skills.
Using the equipment has taken him to a whole other level
in doing his physiotherapy. He is enjoying it, and I am able
to facilitate him so much better, plus I am less physically
exhausted. Personally, I am doing a lot with safe patient
handling equipment therapeutically for these reasons. It is
having a really positive impact. He actually sat unsupported
for the first time for 3 minutes this week, and he’s never done
that before. It has given him the freedom to move with a
greater variety of movements without the need for me to
constantly support his body. It is very revolutionary to start
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thinking about equipment in different ways. There are so
many pieces of safe patient handling equipment that can
be used therapeutically, I think we have very exciting times
ahead in terms of rehabilitation.

KR: I do think promoting early mobility is an exciting
initiative with a lot of potential overlap with safe patient
handling and mobility. There is a strong body of evidence
supporting many of those initiatives in many different
settings, and I suspect more studies are in the works.

MOD: I have two final questions for you all. Do you think
nurses or other healthcare professionals should use a
handling or gait belt? What would you like to say about
handling or gait belts in the safe patient handling world and
their place?

HM: Following a physiotherapist or occupational therapist
assessment, the patient will have been identified as requiring
the use of a gait belt with a description as to which situations
it should be used. The nurses and healthcare assistants will
then implement this in their care plan.

I think gait belts need to be classed a piece of equipment
which requires an assessment and recommendations as to
when and how it is to be used with each individual patient.

PT: I agree with Heidi. It is a piece of equipment, and every
patient needs to be assessed before one is used on them.

KR: I agree as well. It is a tool and it has its place in patient
handling, and different healthcare professionals may find
it is useful in their care of patients. The importance lies in
training and proper assessment of the right patient under
the right circumstances.

MOD: I guess we all agree that one of the things the gait belt
is not used for is lifting.

PT: Not lifting, not dragging patients up from the floor, and
not catching them when they are falling.

MOD: Is there anything else you would like to add to this
subject for the discussion?

PT: I would just like to say that National Back Exchange has
had a few publications over the years, and there is a section
on handling and gait belts in the Moving and Handling in the
Community Residential Care book* to give people advice on
how to use them and some contraindications for use, but I
couldn’t find any further information.
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KR: As an educator, I am really pleased to see that some of
our newer textbooks used for our basic patient care skills
consider mobility and what we do to include chapters on
safe patient handling programs. There are also some very
good discussions on the appropriate use of gait belts as we
have all been talking about. I am really pleased to see that
content in our basic textbooks.

MOD: Thank you all for taking part in this round table
discussion. I am sure you have raised some points that will
continue the discussion between our readers.

This international round table discussion was moderated by
Heather M. Monaghan, MHSc, RN, Editor-in-Chief of the
International Journal of Safe Patient Handling ¢ Mobility.
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LET'S KEEP TALKING!

Each round table discussion topic will be posted on
the International Journal of SPHM's LinkedIn page so
be sure to join us to continue the discussion and share
your experiences.

DO YOU WANT TO BE INVOLVED?
If you have topics you would like to see discussed in

this new feature of the International Journal of SPHM,
please email info@sphmjournal.com.
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