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a—c. Traverse design into toilet room

d—e. Straight track

design with curve
into toilet room
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K-5: Ceiling-Lift Tracks
Extending from Patient
Room into Toilet Room

Figure K-7:
Suspended
Track

DSGW Architects

Figure K-6:
Toilet Room

Incorporated
into Bariatric
Patient Room

area with open room/toilet room design
(Figure K-6)

Alternate designs for clinical areas. A few alter-

native track design options are suitable for SCI,

bariatric, nursing home, and other patient rooms

that require or allow coverage into toilet rooms.

m Ceiling lift tracks into toilet room through
doorway (Figure K-4)

m Bariatric room design that incorporates the
toilet/shower area into the bariatric patient
room, using screens/privacy curtains rather
than doors, making it easier to run track and
transport bariatric patients from one area to
the next (Figure K-6)

©Liko® (2)

Other Track Design Options

Tracks may be suspended (Figure K-7) or
recessed (Figure K-8). The recessed option is
preferred, as this style diminishes the aesthetic
impact in patient rooms; however, suspended
tracks allow clearance for sprinkler heads, lights,
curtain tracks, and other obstacles. When
installing recessed tracks, ensure that the
dropped ceiling grid is butted up against the track.

Track Support/Fastening Options

The structural capacity of the building element to
which the lift is anchored must be capable of
supporting the combined weight capacity of the
lift, weight of the lifting equipment, and all other
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Figure K-8: Recessed Track
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©Liko®

b. Upright
support

Figure K-10:

Pendant
Attachment

superimposed loads. Both static and dynamic

loads must be considered. This capacity should be

evaluated by a structural engineer.

Three types of attachment options are
described here; others may be available. Consult
with ceiling lift manufacturers for options specific
for their tracks. Be aware that the interstitial
space dictates the amount of lateral bracing
required. In addition, the type of attachment
method (rod or pendant) needed to achieve a
stable system varies.
= Wall mount: Attached to wall with a wall

bracket and/or uses an upright support. For a

traverse track, suspended in a wall channel

track. Economical, appropriate for renovations

(Figures K-9).

m Pendant: Steel plate bolted to an engineered
metal framing system and anchored to the
supporting structure. Lateral support is
normally used when interstitial space is greater
than 19.5 in. See manufacturer’s specification
and instructions. Tracks can be fully or partially
recessed into the ceiling (Figure K-10).

m Threaded rod: Threaded rods can be
mounted using an engineered metal framing

Figure K-9: Wall-
Mounted Tracks

c. Wall channel
track

a. Bracket support

©Liko®

©Liko®

Figure K-11: Threaded Rod Mount

system attached to spanning beams or
trusses. Tracks can be fully or partially
recessed into the ceiling (Figure K-11).

Other Ceiling and Wall-Mounted Track

Design and Layout Considerations

The following should be considered in deter-

mining track layout:

m Items in ceiling: Light fixtures, AC diffusers,
fire sprinkler heads, televisions, X-ray equip-
ment, OR lights, and other fixtures.

m Items above ceiling: Other ceiling-mounted
equipment (e.g.,, radiology equipment), HVAC
ducts, electrical conduits, plumbing, etc.

= Wall-mounted barriers: TVs, light fixtures,
cabinets, and door swing radius.

m Structural materials in building frame:
Building elements such as joists, beams, etc.

m Building system elements: Mechanical and
electrical system features such as air ducts and
electrical conduits.

m Unique architecture: Multi-level ceiling
heights, vaulted ceilings, soffits, non-structural
or radius walls.

©Ergolet
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a-b. Curtain track
running through
lift track

©Liko®

c. Privacy curtains for private room

©Liko®

©Liko®

Figure K-12:
Privacy
Curtains

Privacy curtains for
semi-private rooms.

d. Separate tracks over each bed 6. Wall-mounted curtains

m Doors and door walls (structural and non- m Location/design of privacy curtains: The
structural walls): The use of tracking through use of privacy curtains is affected by the instal-
structural walls creates more challenges in lation of traverse track designs. Use of privacy
room-to-room tracking. screens, curtains attached to booms, and other

m Fire/life safety code requirements unique designs may be a suitable alternative to

m Ceiling height: Ceiling height must allow the curtains hung from the ceiling. In some situa-
minimum lifting range required for use of tions, privacy curtains can be split and then
lifting equipment. fastened together with Velcro or buttons. (See

m Motor maintenance: Allow enough space Figure K-12.)
between the track-end and wall for removal of
the motor.

m Motor charging: Provide a code-compliant
recharging location for the lift motor.

m Storage space: Provide storage space that
allows immediate accessibility for the motor
and hanger bar when they are not in use but
keeps the lift system away from areas of foot
travel.

m Headwall design: Some designs prevent
installation of tracks and thus use of ceiling
lifts, especially in ICU areas.
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Storage Requirements for PHAM Equipment

This appendix provides information to help deter-
mine how much storage space is needed for
several types of patient handling and movement
(PHAM) equipment.

Lift Storage Space Requirements

m Use average (non-expanded base) dimensions
(given below or from the lift manufacturer) to
determine the minimum space necessary for
the required number of both types of lifts.

m Space requirements will vary with lift weight
capacities. The footprint of bariatric floor-
based lifts will be greater than that of the
non-bariatric lifts given below.

m Space requirements will depend on the
storage arrangement (side by side, end to end,
or a combination).

Lift Footprint/Dimensions
Consult with staff and/or the lift manufacturer for
true dimensions.
m Average sit-to-stand lift =
27 in. wide x 43 in. long (~8 sf)
(Expanded base width = ~ 50 in.)
m Average floor-based sling lift =
27 in. wide x 54 in. long (~10 sf)
(Expanded base width = ~ 60 in.)

Example (NHCU)

One sit-to-stand (STS) lift is recommended for
every 8-10 partially weight-bearing patients/resi-
dents, and one floor-based sling lift (FBSL) is
recommended for each unit or floor. On an
NHCU with 60 beds and an average of 25 resi-
dents who are partially weight-bearing, storage
accommodations for 3 STS lifts and one FBSL
will be needed. Using the above average non-
expanded base dimensions to determine space
necessary for these 4 lifts, 34 sf should be
allotted for these 4 lifts.

STS space requirements:

27 in. x 43 in. = 8 sf x 3 STS
FBSL space requirements:

27 in. x 54 in. =10 sf x 1 FBSL = 10 sf
Total space requirements: 34 sf

= 24 sf

Calculating Storage Space
Requirements for Floor-Based Lifts

The recommendations given here are based on a
unit or facility’s ceiling lift coverage, as mentioned
elsewhere in this white paper.

Space requirements are based on the following:
m The type of clinical unit

m The number of patients on the unit

m Footprint/dimensions of floor-based lifts

To determine minimum space requirements for
storing portable/floor-based lifts on each unit:

1. Multiply the number of sit-to-stand (STS) lifts
required for the unit/area (as derived from
Table ]J-2) by the space requirements for the
lift(s) in use or to be purchased (for informa-
tion about determining the lift footprint, see
the sidebar).

# STS lifts/unit x lift footprint dimensions =
sit-to-stand lift space requirement (sf)

2. Multiply the number of floor-based sling lifts
(FBSL) required for the unit/area (as derived
from Table J-2) by the space requirements for
the lift/s in use or to be purchased (see
sidebar).

# FBSL/unit x lift footprint dimensions =
FBSL Space requirement (sf)

3. Add the space requirements for the sit-to-stand
and floor-based sling lifts to obtain the
minimum storage space requirements for the
portable/floor-based lifts.

FBSL + STS lift space requirements = TOTAL
storage space requirements for portable lifts
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Storage for Lift Accessories
and Other Equipment

Storage space must also be provided for lift acces-
sories and other related equipment.

Sling and Hanger Bar Storage

Surplus slings should be stored in the same loca-
tion as floor-based lifts. Provide hooks for hanging
slings and/or shelving for storage of folded slings.
Standard shelving is acceptable for storing an
assortment of slings (see Figure L-1) and extra lift
hanger bars (see Figure L-2).

PHAMA: Appendix L

In patient rooms, provide hooks for storing
patient-specific slings. Slings assigned to a specific
patient should be stored in the patient room to
provide instant accessibility and ensure use
compliance.

Battery-Charging Equipment

Storage spaces for patient handling and move-
ment equipment often include locations for
charging batteries. For more information, refer to
the requirements for battery charging in Guide-
lines text 1.2-5.2.2.2, quoted in Chapter 2 of this
white paper.

Figure L-1: Sling Style

©Guldmann

©Romedic

Figure L-2: Lift Hanger Bar Styles

©Liko
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Other Equipment

Standard shelving is used to store other patient
handling and movement equipment, such as fric-
tion-reducing devices (Figure L-3) and
air-assisted lateral transfer aids with a motor
(Figure L-4).

Storage for Infrequently
Used Equipment

An equipment bank located in the basement or
other out-of-the-way area of the health care
facility is helpful for storing large, infrequently
used equipment such as bariatric beds, portable
bariatric (gantry) lifts, floor-based full body sling
lifts with an eight-point hanger bar for a supine
sling, and extra lifts. Such an area would need an
electric supply for charging batteries.

Hovermatt (©OHoverTech)

Figure L-3: Friction-
Reducing Devices

Slipp® (©Wright Products Inc.)

Figure L-4: Air-Assisted Lateral
Transfer Device with Motor
(Air mattress folds into smaller size)



Step One:

APPENDIX M

Infection Control Risk Assessment
Matrix of Precautions for Construction and Renovation

Using the following table, identify the Type of Construction Project Activity (Type A-D).

TYPE A

Inspection and non-invasive activities

Includes, but is not limited to:

m Removal of ceiling tiles for visual inspection only (e.g., limited to 1 tile per 50 square feet)

m Painting (but not sanding)

m Wall-covering, electrical trim work, minor plumbing, and activities that do not generate
dust or require cutting of walls or access to ceilings other than for visual inspection

TYPE B

Small-scale, short duration activities that create minimal dust
Includes, but is not limited to:

m Installation of telephone and computer cabling

m Access to chase spaces

m Cutting of walls or ceiling where dust migration can be controlled

TYPEC

Work that generates a moderate to high level of dust or requires demolition or removal
of any fixed building components or assemblies

Includes, but is not limited to:

Sanding of walls for painting or wall-covering

Removal of floor coverings, ceiling tiles, and casework

New wall construction

Minor ductwork or electrical work above ceilings

Major cabling activities

Any activity that cannot be completed within a single work shift

TYPE D

Major demolition and construction projects

Includes, but is not limited to:

m Activities that require consecutive work shifts

m Projects that require heavy demolition or removal of a complete cabling system
m New construction

Step 1:

Steps 1-3 and construction permit: Adapted with permission from V Kennedy, B Barnard, St Luke Episcopal Hospital, Houston TX; C Fine CA
Steps 4-14: Adapted with permission from Fairview University Medical Center, Minneapolis, MN.
Forms modified/updated and provided courtesy of Judene Bartley, ECSI Inc., Beverly Hills MI 2002. Updated 2009.
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Step Two:

Using the following table, identify the Patient Risk Groups that will be affected. If more than one risk
group will be affected, select the higher risk group:

Low Risk Medium Risk High Risk Highest Risk
Office areas Cardiology CCuU Any area for care of
Emergency room immunocompromised patients
Echocardiography Labor and delivery Burn unit
Endoscopy Laboratories (specimen) Cardiac cath lab

Nuclear medicine
Physical therapy
Radiology/MRI
Respiratory therapy

Medical units

Newborn nursery
Outpatient surgery
Pediatrics

Pharmacy
Post-anesthesia care unit
Surgical units

Central sterile supply
Intensive care units
Negative pressure
isolation rooms
Oncology
Operating rooms, including
C-section rooms

Step 2:

Step Three:

Match the Patient Risk Group (Low, Medium, High, Highest) with the planned
Construction Project Type (4, B, C, D) on the following matrix, to find the

Class of Precautions (/, 1], Il or IV) or level of infection control activities required.
(Class I-IV and Color-Coded Precautions are delineated on the following page.)

IC Matrix - Class of Precautions: Construction Project by Patient Risk

Construction Project Type

Patient Risk Group TYPE A TYPEB TYPEC TYPE D
LOW I Il Il nm1Av
MEDIUM I Il ]l v

HIGH I Il n1Av v
HIGHEST I m1Av n1Av v

Note: Infection Control approval will be required when the construction activity and risk level indicate
that Class III or Class IV control procedures are necessary.

Step 3:
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Description of Required Infection Control Precautions by Class

During Construction Project

Upon Completion of Project

. Use methods to execute work that minimize dust raised

1

. Clean work area upon completion of task.

covers. Shoe covers must be changed each time the worker
exits the work area.

7.

% from construction operations.
j 2. Immediately replace any ceiling tiles displaced for visual
Q mspection.
1. Provide active means to prevent airborne dust from 1. Wipe work surfaces with cleaner/disinfectant.
dispersing into atmosphere. 2. Contain construction waste before transport in
— |2. Water-mist work surfaces to control dust while cutting. tightly covered containers.
% 13. Seal unused doors with duct tape. 3. Wet mop and/or vacuum with HEPA filtered
E 4. Block off and seal air vents. vacuum before leaving work area.
© |5. Place dust mat at entrance and exit of work area. 4. Upon completion, restore HVAC system
6. Remove or isolate HVAC system in areas where work is where work was performed.
being performed.
1. Remove or isolate HVAC system in area where work is 1. Do not remove barriers from work area until
being done to prevent contamination of duct system. completed project has been inspected by the
2. Before construction begins, complete all critical barriers owner’s Safety and Infection Prevention &
(i.e., sheetrock, plywood, plastic) to seal work area from Control departments and thoroughly cleaned
non-work area or implement control cube method (cart with by the owner’s Environmental Services
= | plastic covering and sealed connection to work site with department.
@ | HEPA vacuum for vacuuming prior to exit). 2. Remove barrier materials carefully to
j 3. Maintain negative air pressure within work site utilizing minimize spreading of dirt and debris
O | HEPA-equipped air filtration units. associated with construction.
4. Contain construction waste before transport in tightly 3. Vacuum work area with HEP A-filtered
covered containers. vacuums.
5. Cover transport receptacles or carts. Tape covering unless ~ |4. Wet mop area with cleaner/disinfectant.
solid lid. 5. Upon completion, restore HVAC system
where work was performed.
1. Isolate HVAC system in area where work is being done to |1. Do not remove barriers from work area until
prevent contamination of duct system. completed project has been inspected by the
2. Before construction begins, complete all critical barriers owner’s Safety and Infection Prevention &
(i.e. sheetrock, plywood, plastic) to seal area from non-work | ~Control departments and thoroughly cleaned
area or implement control cube method (cart with plastic by the owner’s Environmental Services
covering and sealed connection to work site with HEPA department.
vacuum for vacuuming prior to exit). 2. Remove barrier material carefully to minimize
= |3. Maintain negative air pressure within work site utilizing spreadmg of dirt and debris associated with
21| HEPA-equipped air filtration units. construction.
j 4. Seal holes, pipes, conduits, and punctures. 3. Contain construction waste before transport in
S5, Construct anteroom and require all personnel to pass tightly covered containers.
through this room so they can be vacuumed using a HEPA |4 Cove_r transport reqeptgcles or carts. Tape
vacuum cleaner before leaving work site or they can wear covering unless solid lid.
cloth or paper coveralls that are removed each time they 5. Vacuum work area with HEPA filtered
leave work site. vacuums.
6. All personnel entering work site are required to wear shoe |6. Wet mop area with cleaner/disinfectant.

Upon completion, restore HVAC system
where work was performed.
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Step 4: Identify the areas surrounding the project area, assessing potential impact.

Unit Below Unit Above Lateral Lateral Behind Front

Risk Group Risk Group Risk Group Risk Group Risk Group Risk Group

Step 5: Identify specific site of activity (e.g., patient rooms, medication room, etc.).

Step 6: Identify issues related to ventilation, plumbing, electrical systems in terms
of the occurrence of probable outages.

Step 7: Identify containment measures, using prior assessment. What types of barriers
(e.g, solid wall barriers)? Will HEPA filtration be required?

(Note: Renovation/construction area shall be isolated from occupied areas during construction and shall be negative with
respect to surrounding areas.)

Step 8: Consider potential risk of water damage. Is there a risk due to
compromising structural integrity (e.g., wall, ceiling, roof)?

Step 9: Work hours: Can or will the work be done during non-patient care hours?
Step 10: Do plans allow for an adequate number of isolation/negative airflow rooms?
Step 11: Do the plans allow for the required number and type of hand-washing sinks?

Step 12: Does the infection prevention and control staff agree with the minimum number of sinks
for this project? (Verify against FGI Design and Construction Guidelines for types and area.)

Step 13: Does the infection prevention and control staff agree with the plans
relative to clean and soiled utility rooms?

Step 14: Plan to discuss the following containment issues (e.g, traffic flow, environmental
services—housekeeping, debris removal—how and when) with the project team.

Appendix: Identify and communicate the responsibility for project monitoring that includes infection
prevention and control concerns and risks. The ICRA may be modified throughout the project, but revi-
sions must be communicated to the project manager.
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Infection Control Construction Permit

‘ Permit No.:

Location of construction:

Project start date:

Project coordinator:

Estimated duration:

Contractor performing work:

Permit expiration date:

Supervisor:

Telephone:

YES | NO | CONSTRUCTION ACTIVITY

YES | NO |INFECTION CONTROL RISK GROUP

TYPE A: Inspection, non-invasive activity

GROUP 1: Low Risk

TYPE B: Small scale, short duration, moderate to high levels

GROUP 2: Medium Risk

TYPE C: Activity generates moderate to high levels of dust,
requires more than one work shift for completion

GROUP 3: Medium/High Risk

TYPE D: Major duration and construction activities
Requiring consecutive work shifts

GROUP 4: Highest Risk

1. Execute work using methods that minimize dust raised by
CLASS 1 construction operations.
2. Immediately replace any ceiling tiles displaced for visual

inspection.
3. Minor demolition for remodeling

Ju—

. Provide active means to prevent airborne dust from
dispersing into atmosphere.

. Water-mist work surfaces to control dust while cutting.

. Seal unused doors with duct tape.

. Block oft and seal air vents.

. Wipe surfaces with cleaner/disinfectant.

. Contain construction waste before transport in tightly

CLASS II

covered containers.

7. Wet mop and/or vacuum with HEPA -filtered vacuum
before leaving work area.

8. Place dust mat at entrance and exit of work area.

9. Isolate HVAC system in areas where work is being
performed; restore when work completed.

. Obtain infection control permit before construction begins.
. Isolate HVAC system in area where work is being done to
prevent contamination of the duct system.
CLASSIII | 3. Complete all critical barriers or implement control cube
method before construction begins.
4. Maintain negative air pressure within work site utilizing
HEPA equipped air filtration units.

N —= O3 wn s W

Date 5. Do not remove barriers from work area until complete

project is checked by Infection Prevention & Control and

Initial thoroughly cleaned by Environmental Services.

6. Vacuum work with HEPA-filtered vacuums.

7. Wet mop with cleaner/disinfectant

8. Remove barrier materials carefully to minimize
spreading of dirt and debris associated with
construction.

9. Contain construction waste before transport in tightly
covered containers.

10. Cover transport receptacles or carts. Tape covering.

11. Upon completion, restore HVAC system where work
was performed.

1. Obtain infection control permit before construction begins.

2. Isolate HVAC system in area where work is being done to
prevent contamination of duct system.

CLASSIV | 3. Complete all critical barriers or implement control cube
method before construction begins.

4. Maintain negative air pressure within work site utilizing
HEPA-equipped air filtration units.

Date 5. Seal holes, pipes, conduits, and punctures appropriately.

6. Construct anteroom and require all personnel to pass
through it so they can be vacuumed using a HEPA
vacuum cleaner before leaving work site, or they can wear
cloth or paper coveralls that are removed each time they
leave the work site.

7. All personnel entering work site are required to wear shoe
covers.

Initial

8. Do not remove barriers from work area until the
completed project is checked by Infection Prevention
& Control and thoroughly cleaned by Environmental.
Services.

9. Vacuum work area with HEPA -filtered vacuums.

10. Wet mop with disinfectant.

11. Remove barrier materials carefully to minimize
spreading of dirt and debris associated with
construction.

12. Contain construction waste before transport in tightly
covered containers.

13. Cover transport receptacles or carts. Tape covering.

14. Upon completion, restore HVAC system where work
was performed.

Additional requirements:

Exceptions/additions to this permit

Date Initials Date

Initials are noted by attached memoranda.

Permit request by: Permit authorized by:

Date: Date:




HOSPITAL BED

Weight limit: Ibs.
Side rail support: 1bs.
Bed scale? [1Yes [INo
If yes, weight limit: Ibs.
Width of bed: in.
Adjustable for width? [JYes [1No
Mattress type
[ ] Pressure relief
[ ] Pressure reduction o Alternating
[ ] Rotational
[ ] Other
WHEELCHAIR
Weight limit: Ibs.
Width: in.
Seat height: in.
Handle width: in.
Powered? [1Yes [INo
STRETCHER
Weight limit: Ibs.
Width: in.
Seat height: in.
Handle width: in.
Powered? [1Yes [INo
BEDSIDE COMMODE/SHOWER CHAIR
Weight limit: Ibs.
Seat width: in.
Adjustable height? [1Yes [INo
SCALES
Weight limit: lbs.
Width: in.
WALKER
Weight limit: Ibs.
Width: in.
BATHROOM
Doorframe width: in.
Shower door width: in.
Weight limits
Toilet: 1bs.
Wall-mounted grab bars: Ibs.
Wall-mounted skin: Ibs.

APPENDIX N
Bariatric Equipment Safety Checklist

PATIENT CARE ENVIRONMENT
Patient chair

Weight limit: Ibs.
Width: in.
Seat height: in.
Geri/cardiac chair
Weight limit: Ibs.
Width: in.
Seat height: in.
TRANSFER DEVICES
Lateral transfer devices
Weight limit: Ibs.
Width: in.
Powered? [1Yes [INo
Full-body sling
Weight limit: Ibs.
Powered? [JYes [INo
Goes to floor? [1Yes [INo
Sit-to-stand devices
Weight limit: Ibs.
Width: in.
Powered? [JYes [INo
ANCILLARY DEPARTMENTS
Door widths: in.
X-ray table
Weight limit: Ibs.
Width: in.
CT scan equipment
Weight limit: Ibs.
Width: in.
OR table
Weight limit: lbs.
Width: in.
Emergency room equipment
Weight limit: Ibs.
Width: in.
Waiting room furniture
Weight limit: Ibs.
Width: in.
Exam room table
Weight limit: Ibs.
Width: in.

NOTE: All patient care devices and supplies should be carefully

evaluated for bariatric capacity.
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Making Critical In-House Connections for PHAMP Success

A win-win situation occurs when the facility safe
patient handling and movement (SPHM) leader is
included in the facility environment of care or
safety committee, or accident review board.
Simple presentation of status reports to these
bodies, even when given by the SPHM leader as a
guest, fosters program success by educating those
who would not normally be aware of the patient
handling and movement program (PHAMP).

Such face-to-face meetings have many benefits,
including keeping the committee or board
apprised of PHAMP progress. Even more impor-
tantly, the facility departments that usually belong
to bodies concerned with safety issues are those
departments particularly important to the success
of a safety program. Thus, these meetings provide
a valuable opportunity to facilitate working asso-
ciations between entities that can influence
implementation of a PHAMP.

Safety and Occupational Staff

Safety and occupational health staff are charged
with providing safe environments for staff and
patients, and the close relationship between staff
safety and patient safety often means patient
safety staff and risk managers are naturally inter-
ested in PHAMPs. During development and
implementation of a PHAMP, their input can be
valuable and should be pursued.

One of the most important contributions safety
and occupational staff members can make to the
PHAMP is provision of information on staff
patient handling injuries in the facility. They will
most likely be the source of accident reports for
review, and they may assist in tracking injuries
and developing reports for leadership. In addition,
some safety staff members have formal education
in ergonomics and may help facility coordinators
understand that science and even conduct
ergonomic evaluations. Staff members who follow
workers’ compensation claims will also be helpful

in pulling cost data for use in cost-benefit
analyses.

That patient handling and movement (PHAM)
technology improves the quality of care for
patients is even more reason for safety and occu-
pational staff interest and involvement in such
programs. These staff members can provide
important information and data showing the
benefits of using PHAM equipment for patient
outcomes, such as reductions in the incidence of
falls, skin tears, and other adverse events. They
may be able to help make the case for PHAMP
implementation and the introduction of patient
handling technology.

Middle Management

Support or lack of support from frontline supervi-
sors and other middle managers can make or
break a PHAMP. Forging alliances and fostering
good communication with these groups through
one-on-one meetings, supervisor meetings, and
other means are essential. Always meet face-to-
face and one-on-one with each of these key
players to educate them and enlist their support.
For successful program implementation, these
managers must help the facility PHAMP coordi-
nator select unit/area peer leaders, allow
employees to spend time performing as peer
leaders, allow time for staff training on new equip-
ment and PHAMP program elements, and
promote the ideals behind safe patient handling
and movement.

Frontline Staff

The time to introduce the safe patient handling
and movement (SPHM) concept to frontline staff
is early on, not after PHAM equipment has been
introduced on the unit/area. A variety of tech-
niques can be used to increase their awareness
and interest:
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m Provide an overview or awareness training for
frontline staff.

m Have each unit/area complete Tool 1: Percep-
tion of High-Risk Tasks Survey (in Appendix
H) by shift. Collate the results by shift and post
them in each unit/area.

m Ensure that staff members are involved in
evaluating potential PHAM equipment during
equipment trials and/or equipment fairs. Make
sure they know their voices are being heard by
having them complete equipment rating
survey forms (Appendix G).

m Involve as many staff members as possible in
the patient care ergonomic evaluation process
(Appendix E). Those who show keen interest
may be appropriate as PHAMP unit/area peer
leaders.

Facility Educators

Because comprehensive training is critical for
peer leaders and staff when a new PHAMP is
introduced, inclusion of facility educators in
training development is important. Who actually
conducts and coordinates the training varies from
facility to facility. Remember to include educators
from both nursing and facility staffs, as training is
required for all who move and handle patients—
physical therapists, radiology technicians, and
others, as well as nurses.

Facility Procurement Staff

Communication with staff members responsible
for procurement and contracting must be started
early in the PHAMP for a number of reasons:

m Close association with purchasing staff is
important so they will understand why PHAM
equipment must be selected with staff input
rather than on a cost-only basis. (It is integral
to the philosophy of a PHAMP that staff who
will use PHAM equipment have input into
equipment purchase decisions as well as the
program development process overall.)
Include purchasing staff in preparations for
equipment trials on the unit or during equip-
ment fairs. Usually contracting staff make
initial contact with the vendors who will be
asked to exhibit or test their equipment. (See

Appendix G for information on holding equip-
ment fairs and conducting equipment trials.)

m Purchasing or contracting staff are responsible
for making the actual purchase of the equipment,
but they may require the facility coordinator to
develop a statement of work (SOW) or purchase
order. Since facility coordinators often come from
clinical backgrounds, a good working relationship
with contracting staff can be very helpful.

m The job of purchasing or contracting staff is to
work with vendors. They know how to make
the best deals with vendors and how to follow
appropriate organizational policies and proce-
dures, most of which are unfamiliar to facility
champions with clinical backgrounds.

Facility Management Staff

Facility management/engineering/project manage-

ment staff members can be allies in implementation

of a PHAMP in several ways, and it is important to
have their involvement from the very beginning.

Due to their expertise, they must be included in the

following activities:

m Ergonomic site visit walk-through: It is impor-
tant for facility management staff to accompany
the site visit team as they walk through the
facility and make recommendations for PHAM
equipment. The facility staff will know the
structural and environmental issues (asbestos,
lead) that will affect certain types of lift track
installation, and this information will ensure
the structural integrity of the building is main-
tained if fixed lifts are installed. Be sure to have
facility staff look at patient and toilet room
space constraints and conflicts posed by
existing ceiling-hung equipment. While they are
with you, have them help find hidden storage
areas. Often, it may be feasible to create addi-
tional storage for PHAM equipment and
accessories by freeing up space that contains
sinks or hoppers that are no longer in use.

m Equipment evaluations: Be sure to include
facility management staff in PHAM equipment
evaluations and ask them to consider ease of
maintenance and repair.

m Lift installations: Facility management staff
members oversee the installation of fixed-lift
systems.



Environmental Services Staff

Housekeeping staff will most likely be responsible
for cleaning PHAM equipment within the room,
especially ceiling lifts. In their eyes, installation of
a lift system gives them “one more thing” to keep
clean. Recognizing that reservations regarding a
potential increase in workload are normal, work
with these staff members to make the additional
work as easy as possible.

Supply/Processing/Distribution (SPD) Staff

Depending on the facility, supply/processing/

distribution staff may be responsible for:

m Storing equipment and accompanying mate-
rials (e.g, slings, air mattresses)

m Laundering slings

m Cleaning PHAM equipment

m Distributing equipment to units/areas as
needed

Working with these staff members to develop

well-thought-out procedures for these activities

will improve the lives of all involved and facilitate

use of PHAM equipment.

Infection Preventionists

Infection control professionals will ensure that
PHAM equipment is suitable for its proposed use
from an infection control standpoint and that
disinfection/sterilization will be achievable.
Bringing these staff members into your planning
process early on will benefit both the PHAMP and
the infection prevention effort.
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Unions

Union representatives, by definition, support staff
rights and safety, and so generally unions are very
supportive of SPHM initiatives; they can be signif-
icant partners in promoting your cause with
leadership and others. As is their job, they will be
very protective of their workers and may want to
review the method for selecting peer leaders to
ensure that all who wish to become a peer leader
are given an equal opportunity. Understandably,
unions may resist collateral duty positions for
peer leaders, not wanting to add responsibility
without compensation or to overwork an
employee. Keep union representatives apprised of
PHAMP activities from the beginning, and include
their representation in your facility SPHM team.



This appendix provides descriptions of the
program elements that make up a patient
handling and movement program (PHAMP).

Peer Leaders

Peer leaders have been identified as key to the
success of a PHAMP."? These individuals obtain
their expertise through extra training and work in
the field. As staff resource persons and equipment
“super users,” they are available to answer their co-
workers’ questions about use of patient handling
and movement (PHAM) equipment and PHAMP
elements. As well, their presence is crucial for staff
compliance with use of PHAM equipment and tools.

Another vital role of peer leaders is transfer of
knowledge. In a new model for the education of
caregivers, PHAMP peer leaders, rather than
education staff, train co-workers. They serve as
unit/area safe patient handling and movement
(SPHM) champions, and—even more impor-
tant—as SPHM change agents in their areas,
where they are responsible for facilitating signifi-
cant change in the way their co-workers perform
their jobs. The peer leaders’ value in this regard
cannot be overstated. Finally, peer leaders can
help assess how implementation of a PHAMP is
progressing, and their feedback is critical to
program success. Appendix S offers a log for
capturing the unit activity and program status of
SPHM peer leaders.

Although each peer leader is a “leader” in his or
her own right, peer leaders as a group require a
group leader, and the facility SPHM coordinator
should assume this role.* Without someone in this
position, peer leader programs tend to fade away,
even if one or two facility peer leaders take on a
broader leadership role. The support of a dedi-
cated program leader can expand the activity of
peer leaders on facility units and prevent existing
PHAMP elements from losing their impact.

Peer leaders are frontline staff who work in
clinical units or areas where patient handling and
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movement occurs, including radiology, therapy,
and nursing units and other procedure and treat-
ment areas. One peer leader per shift per unit is
recommended to ensure availability around the
clock. Because peer leaders may leave their unit,
position, or organization, early thought must be
given to succession planning to facilitate a smooth
transition between peer leaders.

The VHA implemented a peer leader program as
the first element in its PHAMP as a way to facilitate
staff buy-in and assistance in program roll-out on
the units. An SPHM unit binder with information to
support peer leaders in program implementation,
equipment tracking, and other unit SPHM issues; a
weekly process log for capturing peer leader
activity; and other resources developed by the VHA
are available at www.visn8.va.gov/patientsafety-
center/safePtHandling/default.asp. Further
information is referenced in the footnotes.”*

Safety Huddles

At the VHA, after the SPHM peer leaders were in
place on their unit, their first function was to train
co-workers in the use of safety huddles. ° Safety
huddles offer a venue for unit staff to share ideas
on patient and staff safety issues, best practices,
and solutions for problematic unit concerns. They
provide a forum for reviewing near-miss and
injury incidents with the goal of preventing their
recurrence. Most important, they provide an
opportunity for staff to discuss problems and
come up with solutions.

Brainstorming in a safety huddle is guided
using the five questions below:

1. What happened?

2. What was supposed to happen?

3. What accounts for the difference?

4. How could the same outcome be avoided in

the future?

5. What is the follow-up plan?

Safety huddles do not gather information that
will serve as evidence for punishment; only



solutions and recommendations are recorded.
This approach facilitates candor and openness
among the staff.

Knowledge transfer mechanisms like the safety
huddle have been used in some organizations
very successfully, especially in the military. “After-
action reviews,” as they are called in the military,
are ingrained in the culture; consequently, few
activities take place without such an opportunity
to debrief those who were involved in the action
and to review the incident with those who were
not involved. The goal is to take information from
one person or group and share it with others so
that negative outcomes can be prevented and
positive ones repeated.

The VHA has found that safety huddles help
facilitate staff buy-in and contribute to successful
PHAMP roll-out on the units. Safety huddle
resources, such as a brochure and templates for
collecting  information, are found at
www.visn8.va.gov/patientsafetycenter/safePtHa
ndling/defaultasp. A comprehensive discussion
of safety huddles and “after-action reviews” is also
found in Safe Patient Handling and Movement: A
Practical Guide for Health Care Professionals.’

Patient Care Ergonomic Evaluations

After the VHA peer leaders were in place,
ergonomic evaluations were conducted, and
PHAM equipment recommendations were gener-
ated based on information gathered from unit
staff and the characteristics of the patient popula-
tion of the unit/area under consideration. These
recommendations were general, such as acquiring
ceiling lifts, sit-to-stand lifts, or air-assisted lateral
transfer devices, and usually did not specify a
particular manufacturer unless a one-of-a-kind
piece of equipment was suggested. For more
information, see Appendix E: Patient Care
Ergonomic Evaluation Process.

Patient Handling Equipment

Once a health care facility has decided to utilize
PHAM equipment, the next step is to choose,
acquire, and install the equipment.

Selection. It is generally accepted that PHAM
equipment and aides are key to reducing the risk
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of injury for caregivers, improving the quality of
care for patients, and increasing mobilization of
patients. However, if the equipment chosen is not
appropriate for a facility’s patient population or is
not easy to use, its purchase may turn out to be a
costly mistake. For this reason, once appropriate
PHAM equipment types have been identified
through the PCE process, staff should test the
equipment to determine what brand is best for
their patient population and most user-friendly
for them.

Holding PHAM equipment fairs and trials can
ensure staff participation in the equipment selec-
tion process, which will promote staff acceptance
of the equipment and the PHAMP. Refer to
Appendix C: Patient Handling and Movement
Equipment Categories for descriptions of different
types of PHAM equipment and to Appendix G:
Equipment Evaluation and Selection Process for
information on making good equipment purchase
decisions. Chapter 2 covers important design
considerations for specifying equipment.

Procurement. Due to the great variation in
procurement criteria and activities among organ-
izations, it is best to connect with your purchasing
department before contacting vendors, to ensure
that organizational policies are followed.

Installation. During this phase, the following
activities will take place:

m Coordination with facility management staff

m Coordination with supervisors/staff in the
areas where installation will occur

m Check that the correct equipment has been
received

m Check that the correct equipment has been
installed in the correct room or area

m Check for satisfactory completion of installations

Each facility and organization will have its own
methods for facilitating these activities. It is crit-
ical for facility SPHM coordinators to be familiar
with them and to develop working relationships
with facility management staff and other entities.

Assessments, Algorithms, and
Guidelines for Safe Patient Handling

Research has been conducted to identify the
patient handling tasks that put caregivers at
greatest risk for injury (Appendix A), and many of
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Table P-1: Algorithms for Safe Patient Handling*

Algorithm Task

1 Transfer from bed to chair, chair to toilet, chair to chair, or car to chair and vice versa
2 Lateral transfer from bed to stretcher/trolley and vice versa

3 Transfer from chair to stretcher or chair to exam table and vice versa

4 Reposition in bed (side-to-side, up in bed)

5 Reposition in wheelchair and dependency chair

6 Transfer a patient up from the floor

Bariatric 1 Bariatric transfer from bed to chair, chair to toilet, or chair to chair or vice versa
Bariatric 2 Bariatric lateral transfer from bed to stretcher or trolley and vice versa

Bariatric 3 Bariatric reposition in bed (side-to-side, up in bed)

Bariatric 4 Bariatric reposition in wheelchair, chair, or dependency chair

Bariatric 5 Patient handling tasks requiring sustained holding of a limb/access

Bariatric 6 Bariatric transporting (stretcher, wheelchair, walker)

Bariatric 7 Toileting tasks for the bariatric patient

Bariatric 8 Transfer a bariatric patient up from the floor

*Adapted from “Algorithms for Safe Patient Handling and Movement,” posted at www.visn8.va.gov/patientsafetycenter/safePtHandling/default.asp.

these “high-risk” tasks have ergonomic control
measures (PHAM equipment) that decrease their
risk. Consequently, these tasks have been the
focus for development of ergonomic clinical algo-
rithms and guidelines that incorporate equipment
interventions to decrease injuries and the risk of
injury. Before these algorithms and guidelines can
be utilized for a patient, however, an assessment
of the patient’s moving and handling needs must
be completed.** " Use of such an assessment,
along with algorithms specific to each type of
high-risk task, helps staff select appropriate
patient handling technology for each patient’s
needs. In patient care areas where the clinical
status of patients is relatively constant, written
recommendations are generated to facilitate
consistency in transfer of information from staff
to staff and shift to shift.'"'** In clinical areas with
patients whose clinical status changes rapidly, the
algorithms and/or guidelines should be readily
available on site and staff trained in how to use
them. Suggestions for promoting them include
posting the guidelines/algorithms in patient
rooms or break rooms or hanging laminated
copies on equipment.

After PHAM equipment had been introduced
and staff trained, the VHA program put the “Patient
Assessment, Care Planning and Algorithms for Safe

Patient Handling” (“algorithms”) into practice to
help staff select the most appropriate equipment
for each high-risk task based on specific patient
characteristics and requirements." (See Table P-1
for a list of algorithms developed by the VHA and
Figure P-1 for a sample algorithm.) Later, staff with
expertise in specific clinical areas found they
needed ergonomic guidelines specific to their clin-
ical areas and patient characteristics. As a result,
the Association of periOperative Registered
Nurses (AORN)" and the National Association of
Orthopedic  Nurses (NAON)™ developed
ergonomic guidelines and algorithms. The NAON
guidelines are found at www.orthonurse.org/
ResearchandPractice/SafePatientHandling/tabid/
403 /Default.aspx, and the AORN guidelines can be
purchased from  www.aornbookstore.org/
product/product.asp?sku=MAN167&mscssid=KA
8KPFTXNHFW8HXVNCDFNM3X]JPOW4HXF. The
American Physical Therapy Association (APTA) has
also recognized the importance of focused guide-
lines and is in the process of developing them.

Safe Patient Handling
and Movement Policy

A SPHM policy ties all of the PHAMP elements
together and gives strength to the program. Such
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Figure P-1: Algorithm 5—Reposition in Wheelchair and Dependency Chair

Start Here
* Caregiver assistance not needed; stand by for
Fully able ——  safety as needed.
Can the
patient assist? m If patient has upper extremity strength in both
Partially able ——— arms, have patient lift up while caregiver pushes

* knees to reposition.

No m [f patient lacks sensation, cues may be needed

/

Can the patient
bear weight?

/

No

» Yes

Y

* Yes ——™>

Is the patient
cooperative?

No —— >

Notes
1. Make sure the chair wheels are locked.

to remind patient to reposition.

Recline chair and use a seated repositioning
device and 2 caregivers.

Use floor-based lift or stand-assist aid and
1 to 2 caregivers.

Use floor-based lift and 1 to 2 or more caregivers.

2. Take full advantage of chair functions (e.g., move a chair that reclines or use the armrest of a chair to facilitate repositioning).
3. During any patient transfer task, if any caregiver is required to lift more than 35 Ibs. of the patient’s weight, the patient should be considered
to be fully dependent and assistive devices should be used. [T. Waters “When is it safe to manually lift a patient?” in American Journal of

Nursing, 107, no. 8 (2007), 53-59.]

a policy is developed prior to PHAM equipment
introduction, but cannot be put into practice and
enforced until the equipment is in place and staff
members have received training on its use and on
the program elements. A policy template can be
found at www.visn8.va.gov/patientsafetycenter/
safePtHandling/default.asp.

Lift Teams

A lift team has been defined as “two physically fit
people, competent in lifting techniques, working
together, using mechanical equipment to accom-
plish high-risk patient transfers.”” However, lift
teams were often understood to be a team of men
(usually) whose job is to manually lift and move
patients. When such an incorrect interpretation
of a lift team is the standard procedure in a
facility, the staff members involved are placed at
great ergonomic risk. True lift teams are those
with special education in patient handling and
movement and the use of patient handling tech-

nology. They are mandated to move patients only
with proper patient handling assistive
devices’never manually. When properly imple-
mented, lift team programs can be quite
successful and allow busy nursing staff to
complete nursing tasks other than moving and
lifting patients. However, lift teams must be
adequately staffed so their help and expertise is
available when needed on all shifts and in all loca-
tions of a hospital. Otherwise, if nursing staff
must expedite a patient transfer without the lift
team (either before the team arrives or because
the team is busy elsewhere), the result may be
detrimental to the patient and/or the staff
member. The staff member may not have experi-
ence in using PHAM equipment on a day-to-day
basis and thus may use it without full competency
or choose to perform the patient handling activity
manually. As noted, with sufficient staffing and
use of appropriate equipment, lift teams provide
busy staff with much needed assistance.



140 PHAMA: Appendix P

Endnotes

1

13
14
15

M. Matz, “Unit-based peer safety leaders to promote safe patient
handling,” in Safe Patient Handling and Movement: A Practical
Guide for Health Care Providers, edited by A. L. Nelson (New York:
Springer Publishing Company, 2005).

H. Knibbe, “Ergonomic approach in the Netherlands: Experience,”
presentation at the 5th Annual Safe Patient Handling and Movement
Conference, St. Pete Beach, FL (2005).

M. Matz, “Patient handling (lifting) equipment coverage & space
recommendations” (Internal VHA document presented to Director,
VHA, Occupational Health Program, 2007).

Matz, "Unit-based peer safety leaders to promote safe patient
handling.”

M. Matz et al., “Back injury prevention in health care,” in Handbook
of Modern Hospital Safety, 2nd ed., W. Charney, ed. (New York:
CRC Press, Taylor & Francis Group, 2010).

M. Matz, “After-action reviews,” in Safe Patient Handling and
Movement: A Practical Guide for Health Care Providers, A. L.
Nelson, ed. (New York: Springer Publishing Company, 2005).

Matz, “Unit-based peer safety leaders to promote safe patient
handling.”

S. Hignett et al., “Evidence-based patient handling: systematic
review,” Nursing Standard 17, no. 33 (2003): 33-36.

A. L. Nelson, ed., Patient Care Ergonomics Resource Guide: Safe
Patient Handling and Movement (Tampa: Veterans Administration
Patient Safety Center of Inquiry, 2001).

A. Nelson et al., “Algorithms for safe patient handling and move-
ment,” American Journal of Nursing 103, no. 3 (2003): 32-34.

A. L. Nelson, ed., Patient Care Ergonomics Resource Guide: Safe
Patient Handling and Movement.

A. Nelson et al., “Algorithms for safe patient handling and move-
ment,” .American Journal of Nursing, 103, no. 3 (2003), 32-4.

Nelson, “Algorithms for safe patient handling and movement.”
Nelson, Patient Care Ergonomics Resource Guide.

AORN Workplace Safety Taskforce, Safe Patient Handling and
Movement in the Perioperative Setting (Denver, CO: Association of
periOperative Registered Nurses [AORN], 2007).

C. A. Sedlak, M. O. Doheny, A. Nelson & T. R. Waters,
“Development of the National Association of Orthopaedic Nurses
guidance statement on safe patient handling and movement in the
orthopaedic setting,” Orthopaedic Nursing, Supplement to 28, no.
25 (2009): 2-8. Retrieved 10//1/09 from
www.orthonurse.org/ResearchandPractice/SafePatientHandling/tabi
d/403/Default.aspx.

J. Meittunen, K. Matzke, H. McCormack & S. C. Sobczak, “The
effect of focusing ergonomic risk factors on a patient transfer team
to reduce incidents among nurses associated with patient care.
Journal of Healthcare Safety, Compliance and Infection Control 2,
no. 7 (1999): 306-12.



APPENDIX Q

Safe Patient Handling and Movement Training Curricula Suggestions

This appendix provides suggestions for SPHM
curricula for staff, peer leaders, and facility
coordinators.

Staff

All staff members who move and handle patients
should participate in SPHM staff awareness
training. This training should include basic infor-
mation about the rationale for using patient
handling and movement equipment, SPHM
program elements specific to the facility’s
program, and tools and resources for facilitating
safe patient handling and movement, such as algo-
rithms used to determine the number of staff
members and type of equipment needed for safe
movement of individual patients. Various types of
patient handling equipment, including lifts/slings,
lateral transfer devices, repositioning aids, and
more, should be shown and discussed. Training
should also include information on sling selection
and use and bariatric patient care.

If there is time and equipment is available,
demonstrate a few key pieces of equipment,
knowing that further training will be provided for
proficiency. Facility coordinators, peer leaders, or
education staff will be responsible for conducting
competency training and skills check-offs for staff
members. For a sample template for tracking staff
skills and competencies, go to www.visn8.va.gov/
patientsafetycenter/safePtHandling/default.asp.

Staff SPHM awareness training objectives: On
completion of this training program, participants
will be able to:

m Explain why patient handling and movement
equipment must be used instead of manual
techniques.

m Select the appropriate piece of equipment and
slings for patients with a variety of medical
and physical conditions.

m Relay the elements of the facility SPHM program.

m Provide safe and sensitive bariatric patient care.

SPHM Peer Leaders

Special training that is more in-depth than staff
training should be offered to peer leaders. This
should provide scientific evidence for instituting
SPHM programs, introduce SPHM program
elements that are part of the facility program,
and—to ensure success—make peer leaders
aware of tools and resources that will facilitate
acceptance of the program and promote safe
patient handling and movement. As in the staff
training, various types of patient handling equip-
ment (e.g., lifts/slings, lateral transfer devices,
repositioning aids, and more) should be shown
and discussed, and sling selection and use and
bariatric patient care should be covered. If time
and equipment is available, demonstrate a few
key pieces of equipment.

In addition to the SPHM information provided,
peer leader training programs should address
these subjects: adult education, change manage-
ment strategies, and coaching techniques.

Peer leader SPHM training objectives: On
completion of this training program, participants
will be able to:

m Relay the rationale for implementing a safe
patient handling and movement program.

m Relay the elements of the facility’s SPHM program.

m Identify ergonomic and other hazards in health
care environments.

m Explain the relationship between ergonomics
and risk from patient handling activities.

m Understand and facilitate the support
processes needed for an effective program.

m Select and safely use the appropriate piece of
equipment and slings for patients with a
variety of medical and physical conditions.

m Institute strategies for safe and sensitive
bariatric patient care.

m Utilize change strategies to facilitate co-worker
adoption of safe patient handling behaviors.

m Effectively coach and train co-workers.
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Peer leaders will become the patient handling
equipment “super users” on their units or in their
clinical areas. To attain this designation, peer
leaders need extra training on the use of equip-
ment. The best resources for this training are the
equipment manufacturers, but such involvement
is not always possible. Facility champions or unit
peer leaders with advanced expertise may need to
take on the training role.

Another important consideration is the need
for equipment users to understand the impor-
tance of thinking through the best and most
sensitive approaches when using the equipment
with patients.

Facility coordinators or education staff will be
responsible for conducting competency training and
skills check-offs for peer leaders. For a sample
template to track peer leader skills and competencies,
go to www.visn8.va.gov/patientsafetycenter/
safePtHandling/default.asp.

SPHM Facility Coordinators

Facility SPHM coordinators must be able to relay
information required to train staff and peer leaders,
and thus must have a higher level of knowledge
than either. Such information can be obtained from
this white paper and from journal articles, books,
Web sites, and conferences. See Chapter 6 for lists
of SPHM resources, including these:

Fell-Carlson, D., ed. Working Safely in Health Care:
A Practical Guide. New York: Delmar Thomson
Learning Publishing Company, 2007.

Hudson, A. “Back injury prevention in health care”
in Handbook of Modern Hospital Safety, 2nd ed.,
edited by W. Charney. New York: CRC Press,
Taylor & Francis Group, 2010.

Nelson, A. L., ed. Safe Patient Handling and
Movement: A Guide for Nurses and Other Health
Care Providers. New York: Springer Publishing
Company, 2006.

Nelson, A. L., K. Motacki, & N. Menzel, eds. The
Illustrated Guide to Safe Patient Handling and
Movement. New York: Springer Publishing
Company, 2009.

U.S. Department of Veterans Affairs. Safe Patient
Handling Guidebook for Facility Champions/
Coordinators. www.visn8.med.va.gov/Patient
SafetyCenter/safePtHandling.
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PHAMP Marketing Activities/Strategies Aimed at Staff

The importance of marketing in support of a
patient handling and movement program
(PHAMP) or safe patient handling and move-
ment (SPHM) program is discussed in Chapter 4:
Facilitating a Patient Handling and Movement
Program and Technology Acceptance. This
appendix suggests marketing activities suitable
for such an effort.

Peer leader unit walk-through
m Activities:
0 Walk through units.
o Ask staff questions on equipment use and
usability.
0 Ask staff if they have any questions about
equipment or related issues.
0 Give awards for answering questions
correctly, etc.
0 After the walk-through, discuss the findings.
m Coordination of activities:
o Determine activities to include.
0 Determine date/time/length of activity.
0 Ask supervisors to permit peer leaders to
participate.
o Advise unit supervisors of date and time.
o Write down questions for peer leaders to ask
staff.
0 Order T-shirts or pins for peer leaders to
wear.
o Order awards.
0 Other

Vendor equipment fairs
Skills/equipment fair

Bulletin boards

Post information such as the following on bulletin

boards throughout hospital; note peer leader

involvement.

m Facility/unit patient handling injury data/goal
to reduce number of injuries

m Other facility/unit information

m Results of unit staff completing the Perception
of High-Risk Task Survey Tool (Appendix H)

m Algorithms for determining the need for PHAM
equipment

m Photos of peer leaders

m Research data

m Photo of nurse executive /administrator/staff
in a ceiling lift

m SPHM articles

m Quality data related to SPHM

m Information on conferences/meetings related
to SPHM

m Safety huddle recommendations

m Best practices from peer leader conference
calls

Facility newsletter/e-mails

Publish or send out articles on a regular basis that
promote peer leaders, the SPHM program, posi-
tive results from engaging in safe patient handling
and movement, etc.

Screensaver with SPHM or peer leader logo

Nurse’s Week
Showcase peer leaders as part of plans for this
week.

Letter/e-mail to employees
launching program

Open house after installation
Have the facility director be the first person lifted
in a demonstration.

Competitive games

m Have peer leaders lead their unit/area team

m Competition between units

m Game show, relay race, Safe Patient Handling
Jeopardy, etc.

m Have peer leaders and staff write questions
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SPHM Walk (Organize hospital-wide “walk”
for SPHM.)

Brochures/fliers/posters that promote peer

leader Web site training

m Include rationale for safe patient handling and
the peer leader program.

m Include content outline, etc.

m Note that CEUs are offered.

Develop/produce facility peer leader video

m Light-hearted/fun video - show use of algo-
rithms and equipment (right way/wrong way)

m Medical media

Promotional items

m Create SPHM program logo/title.

m Create peer leader logo/title.

m Labels: “I got caught lifting safely,” “Lifting
patients safely keeps staff healthy,” “No Lifting”
sign on pin or sticker, etc.

m Pens, pins, mugs, T-shirts, caps, buttons,
banners, etc.

m Awards

m Other

New employee orientation

m Include peer leaders in the development of
SPHM information.

m Include information on the peer leader
program.

m Have peer leaders conduct the SPHM training
piece of new employee orientation.

SPHM poster to promote whole program
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SAFE PATIENT HANDLING PEER LEADER
Unit Activity and Program Status Log

Type of unit: Peer leader:

Dates included in this report: Sunday through Saturday

Part 1: Being a peer leader for your clinical unit

Indicate the number of times during the past week... NUMBER

a. One of your co-workers asked for your advice about patient handling
and movement.

b. You met in person with a nurse one-to-one about patient handling
tasks.

¢. You met in person with staff in a group setting about patient
handling tasks.

d. You demonstrated the use of patient lifting equipment
(portable or ceiling-mounted sling lifts, stand assist lifts, etc.).

e. You demonstrated the use of other patient handling or movement
equipment (lateral transfer aids, stand-assist aids, transfer/
dependency chairs, transfer/gait belts, etc.).

f. You were asked to deal with a problem in the operation of a lifting device.

Part 2: Other activities related to being a peer leader

Indicate the number of times during the past week... NUMBER

a. You demonstrated the use of the algorithms for safe patient handling
and movement or one of your co-workers asked for your advice about
their use.

b. You were asked to evaluate a potential ergonomic/safety hazard on
your unit.

. You performed an ergonomic hazard evaluation on your unit.

. You led an AAR.

. You participated in an AAR led by another.

0 Q0

You attended activities related to being a peer leader other than
those above (meetings w/nurse manager, other peer leaders, site
coordinator, or training, etc.).

g. You completed paperwork related to being a peer leader.

h. You asked your nurse manager for support/info/help related to being
a peer leader.
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Part 3: Support and interest

During the past week... YES NO

a. My nurse manager was enthusiastic about the Back Injury
Prevention Program and supported my efforts.

b. Nursing co-workers were enthusiastic about the Back Injury
Prevention Program and supported my efforts.

c. Patients, residents and/or families were enthusiastic about the

changes taking place or supported what they knew of my/our efforts.
Part 4: Program effectiveness

How effective do you think these have been in preventing musculoskeletal
incidents and injuries?

NOT AT ALL SOMEWHAT NO EFFECT SOMEWHAT EXTREMELY UNSURE
EFFECTIVE INEFFECTIVE EFFECTIVE EFFECTIVE

Unit peer leader

After action
reviews

Use of lifting
equipment

Ergonomic
hazard analyses

1O O OO
1O O OO
s
1O O OO
s
s

Safe patient
handling and
movement policy

Algorithms for
safe patient
handling and
movement

[]
[]
L]
[]
L]
L]
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Patient Care Equipment Use Survey

How many times in a typical day would you say you use the following patient care aids?

1. Powered full-body sling lifts (ceiling-mounted)
[ ] 0-None 1 12 13-4 []15-6 [17-8 [19-10 [ Greater than 10 I N/A

2. Powered full-body sling lifts (portable base)
[J 0-None 1 ]2 13-4 [15-6 [17-8 [19-10 [ Greaterthan 10 [IN/A

3. Mechanical lateral transfer aids
[J 0-None 1 02 13-4 []5-6 []7-8 [J9-10 [ Greaterthan 10 [ N/A

4. Friction reducing lateral aids
[J 0-None 1 2 13-4 [15-6 []7-8 [19-10 [ Greater than 10 [ N/A

5. Air-assisted lateral aids
[J 0-None 1 02 13-4 []5-6 [J7-8 [J9-10 [ Greaterthan 10 [ N/A

6. Transfer chairs
[J 0-None 1 02 13-4 []5-6 [J7-8 [J9-10 [ Greaterthan 10 [ N/A

7. Dependency/geri-chairs
[J 0-None 1 2 13-4 [15-6 []7-8 [19-10 [ Greaterthan 10 [ N/A

8. Powered standing assist and repositioning lifts
[J 0-None 1 12 (13-4 [15-6 [17-8 [19-10 [ Greater than 10 [ N/A

9. Standing assist and repositioning aids
[J 0-None 1 ]2 (13-4 [15-6 []7-8 [19-10 [ Greater than 10 [ N/A

10. Gait belts
[J 0-None 1 02 13-4 []5-6 [J]7-8 [J9-10 [l Greater than 10 [ N/A





