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INTRODUCTION

Over the past few decades, there has been growing concern over the increasing number and severity of
musculoskeletal injuries associated with patient handling tasks, especially in nursing personnel. This concern has
led to reports recommending patient handling technologies be used in place of traditional manual lifting. T' > These
recommendations have triggered debate between physical therapists (PTs) and rehabilitation nurses (RNs). On one
hand, with the nursing shortage and high rates of injuries among nursing personnel, the recommendations are
viewed as a necessary safety measure. On the other hand, over use of mechanical lifting devices could affect patient
functional status and independence. This paradox has triggered debate and has hindered efforts to promote safe
patient handling and movement in rehabilitation settings.

In order to address these concerns, the Veterans Health Administration (VHA) convened a National Task Force,
consisting of representatives from the Association of Rehabilitation Nurses (ARN), American Physical Therapy
Association (APTA), and the VHA. The purpose of this task force was to develop a position paper, balancing the
needs of all three organizations into a workable solution. Our goal was to find a way to effectively incorporate the
most recent evidence on safe patient handling and movement into rehabilitation settings.

PURPOSE
The purpose of this white paper is to promote collaboration between rehabilitation nurses and physical therapists to

address the mutual goals of improving:
1. Safety of patients during handling and movement tasks.

2. Functional status and independence of patients to achieve optimal rehabilitation potential.

3. Safety of care-providers during patient handling and movement tasks.

4. Utilization of evidenced based research on safe patient handling and movement.

5. Communication between interdisciplinary team members regarding safe patient handling methods.
RECOMMENDATIONS

After careful consideration of current practice and research, the APTA, ARN and VHA Task Force on Safe Patient
Handling and Movement make the following recommendations in order of priority:

1. Implement the OSHA Ergonomics for the Prevention of Musculoskeletal Disorders: Guidelines for
Nursing Homes.
a. Establish an interdisciplinary team responsible for reviewing and implementing the OSHA
guidelines.
b. Utilize or adapt algorithms in the guidelines for making decisions about safe patient
movement.
c. Establish organizational policies and procedures based on the guidelines

Discussion: In 2003, The Occupational Safety and Health Administration (OSHA) promulgated
voluntary guidelines for Nursing Homes for the prevention of musculoskeletal injuries. Though this
document was written to assist in reducing the number and severity of work-related musculoskeletal
injuries in Nursing Homes, they have application to many clinical settings, including rehabilitation. The
guideline recommendations were based on current scientific evidence, and existing practices and



programs, and were reviewed by various professional and trade associations, labor organizations, and
other stakeholders. The guidelines address a process for protecting workers and recommendations for
identification of problems and implementation of solutions for patient lifting and repositioning.

Build and support a culture of safety in rehabilitation settings that protects staff as well as patients.
Discussion: There is a difference in the culture of the two disciplines in regards to occupational safety.
Professional level educational programs for physical therapists (PTs) emphasize self-protection and
patient safety during all patient handling and movement tasks. This results into the development of a
culture of safety that transcends into practice. In contrast, professional level educational programs in
nursing emphasize patient safety but lack emphasis in self-protection. This results in a culture where
self-protection is not valued. For the last thirty years, nurses have appeared on the Occupational Safety
and Health Administration’s (OSHA) top 10 list of professions with work related injuries.” A reduction
in occupational injuries associated with patient handling can only occur when the nursing profession and
nurses themselves recognize this risk and take steps to promote their own safety. This will require a
paradigm shift for the nursing profession and a change in the way nurses are taught in schools of nursing.
Recognition that the culture of self-sacrifice contributes to the risk of injury in nursing is a necessary first
step in the paradigm shift to accept self-preservation and safety as high priorities. With the shortage of
RN, healthcare organizations need every nurse to be injury free.

Improve communication channels between nurses and physical therapists to facilitate safe patient
handling and movement tasks.

a. Collaborate on patient handling policies

b. Develop process for initial plans of patient care with on-going updates

c. Develop routine interdepartmental meetings to discuss staffing and equipment needs

Discussion: The development of a facility-wide policy that outlines patient handling and movement tasks
should be the product of collaboration among nursing, physical therapy and other rehabilitation

professional staff and address issues such as bed mobility, transfers, ambulation and gait, wheelchair
activities, and other activities of daily living. This policy should include provisions for a discussing
current patient level of cooperation; bed mobility assistance needs, transfer level, wheelchair level,
ambulation and gait level, special equipment needs, and functional goals. Status should be updated at
pre-set intervals to account for fluctuation in endurance and/or mentation. The policy should also outline
the availability, storage location, function, and maintenance of all equipment. Finally, it should create a
common language for all personnel to minimize error in decision-making, interpretation of patient care
plans, and status evaluation. This policy may be further modified to meet special needs of individual
patient care units.

The periodic review of staffing allocation and equipment needs are recommended to appropriately
respond to an ever-changing patient population. While the appropriate selection of assistive and patient
handling equipment can minimize the physical effort of personnel, these equipment still require one or
more staff for safe operation, and the allocation of staff should continually meet the demands of the
patient population. Interdepartmental meetings give staff the opportunity to request input on use or
function of equipment; problems with equipment use, storage, and maintenance; and may generate ideas
for improved staff utilization.

Develop policies and procedures for the therapeutic use of patient handling equipment.
a. Select equipment that first provides safety for staff and patients.
b. Select equipment with features that, as appropriate, allows for or promotes active use of the
assistive equipment by the patient for some therapeutic benefit.

Discussion: Selection of patient handling equipment should assure the safety of providers and patients
yet not jeopardize the patient’s rehabilitation potential. Various patient handling equipment may be used
as assistive devices during rehabilitation, thereby increasing the patient’s familiarity and independence
with the device while decreasing the risk for developing occupational musculoskeletal injuries in staff.
Institutional policy and procedures should include the following objectives so to prevent injury and
maintain optimum rehabilitation potential:



a. Train all staff in the proper and safe operation of all equipment.

b. Use valid and reliable algorithms and patient assessment tools (an example is included in the
OSHA Guidelines)

c. Encourage patient participation in the use of assistive equipment (e.g. some sit/stand lifts can
be used as an ambulation aid).

d. Conduct an individualized functional assessment of each patient to assure techniques for
assistance with movement are appropriate.

e. Provide consistency in the use of equipment by both physical therapy and nursing staff.

5. Develop competency-based assessments that demonstrate proficiency for use of all patient
handling equipment used on the respective patient care unit, including return demonstration.

Discussion: All new physical therapy and nursing staff should be introduced to patient handling
equipment used by the facility during orientation. Once the employee has been assigned to a specific
patient care unit, additional training should be provided to include the use, function, maintenance and
proper storage of the equipment. Adequate hands-on practice with the equipment must be provided
and include the operation from provider and receiver roles, and coaching on how to train patients and
family members on the appropriate use of the equipment. Employees should be required to
demonstrate competency through active methods such as role playing and teaching other staff
members (otherwise known as return demonstration).

A system for on-going assessment of competency with these devices should be incorporated into
existing channels for behavioral observation and professional development. In this way, there is a
simple expansion of a familiar and accepted process rather than a new method that requires extensive
introduction, orientation, and teaching. For example, proper use of equipment could be added to a
checklist used by safety or ergonomics teams that perform random or periodic walkthroughs, an
existing peer-review process, or an existing system for positive reinforcement whenever good practices
are observed. More importantly, the continual review process helps to integrate appropriate use of
equipment into the safe patient handling culture.

6. Encourage research that supports the improvement of patient and staff safety while maximizing
patient rehabilitation potential.
a. Investigate the cost-effectiveness of ergonomics interventions
b. Investigate the impact of injury-risk reduction to physical therapists
c. Determine the efficacy of patient handling equipment when integrated into therapeutic
activities

Discussion: To enhance administrative support and resource allocation for purchasing appropriate
patient handling equipment, cost effectiveness studies are needed to build a solid business case for safe
patient handling interventions. Consideration of the direct and indirect costs associated with workplace
injuries must be addressed and may include assessment of the costs of medical care, absenteeism,
replacement, rehiring, training, work restrictions, insurance and worker’s compensation premiums,
productivity, quality of care, and the impact on morale.

While the integration of safe patient handing practices that emphasizes the use of assistive equipment
has been encouraged in nursing personnel, little is documented about the impact of injury reduction
strategies when these devices are integrated into physical therapy practice. Further research is needed
to investigate the effect of patient handling and movement on physical therapy staff injury rates, the
use of equipment as a means to assist in reaching rehabilitation goals while preventing injury, and the
attitudinal changes required to incorporate safe patient handling techniques using equipment into
physical therapy practice.
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