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legislation gains momentum
U.S. senators hear about lift injuries

Safe patient handling moved to the national stage for the first time 
recently as a U.S. Senate subcommittee held a hearing on a bill that 
would create new injury prevention requirements.

Almost a dozen states have passed legislation related to safe patient 
handling, but the proposed federal law would trigger a new regulatory 
standard. The law would require the U.S. Occupational Safety and Health 
Administration to issue a rule within two years of enactment, and health 
care employers would then have two years to purchase “an adequate 
number of safe lift mechanical devices.” The bill also requires health care 
employers to implement a safe patient handling and injury prevention 
plan. It would provide $200 million in grants, including $50 million for 
home health care. (For more information on the bill’s requirements, see 
box on p. 75.)

“We have the evidence that safe patient handling devices reduce inju-
ries and save money, but the unsafe nursing practice of manual patient 
lifting is still being tolerated in many areas,” says Anne Hudson, RN, a 
back-injured nurse from Coos Bay, OR, who founded WING USA (Work 
Injured Nurses’ Group USA), which has been lobbying for safe patient 
handling legislation in the states and the nation. “The loss of nurses, nurse 
assistants, and other healthcare workers to disabling injuries from lift-
ing hazardous amounts of weight is a shameful public health crisis. Many 
healthcare workers are routinely required to lift dangerous amounts of 
weight not permitted to be lifted by hand in other industries.”

Politically, the bill still faces an uphill battle as Congress wrestles with 
other high-profile issues and November elections loom.  At presstime, the 
Nurse and Health Care Worker Protection Act of 2009 (SB 1788) had one 
sponsor in the Senate — Sen. Al Franken (D-MN). In the House, HR 2381 
was sponsored by Rep. John Conyers (D-MI) and had 20 co-sponsors.

“I think it’s going to gain some traction. I think we’re finally getting 
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attention by the appropriate legislative commit-
tees,” says Bill Borwegen, MPH, health and safety 
director of the Service Employees International 
Union (SEIU). “As more people realize how this 
bill saves backs and bucks, it’s going to attract 
additional cosponsors.”

The Coalition for Health Care Worker and 
Patient Safety (CHAPS), a group of unions, nurs-
ing associations, hospitals and others, has been 
lobbying for the bill. “Each state has gone off 

and done something different. A lot of them don’t 
cover [all health care workers]. I believe that one 
federal rule is the way to go,” says Marsha Med-
lin, RN, MPA, founder of CHAPS and president 
of Safe Lifting Solutions, a consulting firm based 
in Mechanicsburg, PA. 

NIOSH: Lift limit is 35 pounds  

The research basis for safe patient handling is 
solid, James W. Collins, PhD, MSME, associa-
tion director for science in the Division of Safety 
Research at the National Institute for Occupa-
tional Safety and Health (NIOSH) in Cincinnati, 
told the senators.

Collins noted that NIOSH recommends a lift-
ing limit of 35 pounds for caregivers performing a 
vertical lift, such as transferring a patient from a 
bed to a chair. The aging of the health care work-
force and the “obesity epidemic” makes patient 
handling even riskier, he said. In a six-year study, 
NIOSH found a 61% reduction in workers’ com-
pensation injuries involving patient handling with 
the implementation of lift devices.1

“Our efforts have shown that there are effective 
alternatives to manual patient handling that are 
safe and cost-effective to implement,” he said in 
his statement.

Sen. Johnny Isakson (R-GA) asked Collins how 
long he thought it would take hospitals to install 
lift equipment. Collins noted that he was working 
with a 600-bed hospital that installed ceiling lifts 
in a year and a half.

Yet Douglas S. Erickson, FASHE, HFDP, 
CHFM, CHC, who chairs the committee that 
drafted the 2010 Guidelines for Design and Con-
struction of Health Care Facilities, asserted that 
hospitals need more time to accommodate lift 
devices in their often aging facilities.

“The safe-patient handling and lift standards 
as presented will not allow enough time to alter 
the built environment and install mechanical lift-
ing devices before the no-lift policy is mandated. 
This will create havoc in the health care industry 
as organizations will panic and do something—
anything—to avoid impending OSHA fines, ulti-
mately wasting a tremendous amount of health 
care resources,” Erickson, who is vice president/
secretary of the Facility Guidelines Institute in Chi-
cago, IL, said in his statement. He is also deputy 
executive director of the American Society for 
Healthcare Engineering, which is an affiliate of the 
American Hospital Association.
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June Altaras, RN, BSN, MN, administrative 
nursing director at Swedish Medical Center in 
Seattle, noted that safe patient handling requires a 
long-term effort with a strong commitment from 
the hospital leadership. “Safe patient handling is 
not an initiative. It is a culture change,” she told 
the senators.

And it is cost-effective, she said. Last year, 
Swedish Medical Center saved more than $2 mil-
lion by reducing lost and restricted work days due 
to injury, she said.

Hospitals in Washington state were able to 
successfully implement a safe patient handling 
directive within three years of the passage of a 
mandate in 2006, said Barbara Silverstein, MSN, 
PhD, MPH, CPE, research director of the Safety 
and Health Assessment and Research for Preven-
tion (SHARP)  program of the Washington State 
Department of Labor & Industries in Olympia. 
The federal law is patterned after the legislation in 
Washington state.

When hospitals implemented new lift devices, 

SB 1788: Use lifts to  

‘greatest degree feasible’

Proposals would mandate SPH programs

The Nurse and Health Care Worker Protection Act 
of 2009 includes the following language requiring 

health care employers to purchase equipment for patient 
handling:

The safe patient handling and injury prevention 
standard shall require the use of engineering controls to 
perform lifting, transferring, and repositioning of patients 
and the elimination of manual lifting of patients by direct-
care registered nurses and all other health care workers, 
through the use of mechanical devices to the greatest 
degree feasible except where the use of safe patient 
handling practices can be demonstrated to compromise 
patient care. The standard shall apply to all health care 
employers and shall require at least the following:

(1) Each health care employer to develop and implement 
a safe patient handling and injury prevention plan within 6 
months of the date of promulgation of the final standard, 
which plan shall include hazard identification, risk 
assessments, and control measures in relation to patient 
care duties and patient handling.

(2) Each health care employer to purchase, use, maintain, 
and have accessible an adequate number of safe lift 
mechanical devices not later than 2 years after the date of 
issuance of a final regulation establishing such standard.

(3) Each health care employer to obtain input from 
direct-care registered nurses, health care workers, and 
employee representatives of direct-care registered nurses 
and health care workers in developing and implementing 
the safe patient handling and injury prevention plan, 
including the purchase of equipment.

(4) Each health care employer to establish and maintain 
a data system that tracks and analyzes trends in injuries 
relating to the application of the safe patient handling 
and injury prevention standard and to make such data 
and analyses available to employees and employee 
representatives.

(5) Each health care employer to establish a system to 

document in each instance when safe patient handling 
equipment was not utilized due to legitimate concerns 
about patient care and to generate a written report in each 
such instance. The report shall list the following:

  (A) The work task being performed.
  (B) The reason why safe patient handling equipment 

was not used.
  (C) The nature of the risk posed to the worker from 

manual lifting.
  (D) The steps taken by management to reduce the 

likelihood of manual lifting and transferring when 
performing similar work tasks in the future.

Such reports shall be made available to OSHA 
compliance officers, workers, and their representatives 
upon request within one business day.

(6) Each health care employer to train nurses and other 
health care workers on safe patient handling and injury 
prevention policies, equipment, and devices at least on 
an annual basis. Such training shall include providing 
information on hazard identification, assessment, and 
control of musculoskeletal hazards in patient care areas 
and shall be conducted by an individual with knowledge 
in the subject matter, and delivered, at least in part, in an 
interactive classroom-based and hands-on format.

(7) Each health care employer to post a uniform notice in 
a form specified by the Secretary that:

  (A) explains the safe patient handling and injury 
prevention standard;

  (B) includes information regarding safe patient 
handling and injury prevention policies and training; and

  (C) explains procedures to report patient handling-
related injuries.

(8) Each health care employer to conduct an annual 
written evaluation of the implementation of the safe 
patient handling and injury prevention plan, including 
handling procedures, selection of equipment and 
engineering controls, assessment of injuries, and new 
safe patient handling and injury prevention technology 
and devices that have been developed. The evaluation 
shall be conducted with the involvement of nurses, other 
health care workers, and their representatives and shall 
be documented in writing. Health care employers shall 
take corrective action as recommended in the written 
evaluation.
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“nursing staff may have at first been reluctant,” 
she said. “But once they became used to using the 
equipment, they were absolutely delighted and 
were glad their careers could last longer.”

[Editor’s note: Statements from the hear-
ing are available at http://help.senate.gov/
hearings/hearing/?id=6a53554d-5056-9502-5da3-
4d68be6b9f48.]
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‘OSHA is back,’ targets 
HCW infections, injuries
New standard in store for infectious disease?

Health care remains in the spotlight of an ener-
gized U.S. Occupational Safety and Health 

Administration (OSHA) as the agency explores 
new regulations related to infectious diseases and 
requirements for injury and illness prevention  
programs. 

OSHA also announced that it will be increasing 
its average penalties for severe violations, signaling 
a tougher enforcement policy.

“OSHA is back,” says Bill Borwegen, MPH, 
health and safety director of the Service Employees 
International Union (SEIU) in Washington, DC. 
“We weren’t sure they had a pulse in the last eight 
years. They’re back on the beat.”

Employers will see an immediate impact from 
OSHA’s increase in minimum and average penal-
ties for violations, says Brad Hammock, Esq., 
workplace safety compliance practice group leader 
at Jackson Lewis LLP in the Washington DC 
region office.

“[Previously], if you violated five standards, the 
fine might be $1,500,” he says. “Now, you could 
get a penalty of $2,500.”

OSHA said the average penalty for a seri-
ous violation will increase from $1,000 to about 
$3,000 or $4,000. “It signals that the agency is 
going to look for any number of different ways 
to increase penalties,” Hammock says. “They’re 
making it clear that the penalty structure cur-
rently is not adequate to deter conduct and to get 

employers to address hazards.”
OSHA is also supporting the Protect America’s 

Workers Act (HR 2067), which would update 
the Occupational Safety and Health (OSH) Act to 
increase maximum penalties, strengthen whistle-
blower protections, and place public employers 
under OSHA enforcement. In the future, penalty 
maximums would rise with inflation. The House 
bill has 90 co-sponsors and the Senate bill (SB 
1850) has 22 co-sponsors.

“[Public hospital employees] work under some 
of the most challenging working conditions, yet 
they have no OSHA coverage,” says Borwegen. 
“The OSH Act needs to be modernized and that’s 
what this legislation will do.”

Future rule could include contact exposure

OSHA has shown particular interest in the 
hazards facing the health care workforce. In its 
spring regulatory agenda, and then in a subsequent 
Federal Register notice, OSHA expressed concern 
that workplace infectious disease hazards aren’t 
being adequately tracked and that infection control 
measures, including hand hygiene and respiratory 
protection, aren’t being adequately followed.

“Workplace-acquired infections are a persistent 
problem and there are also increasing levels of 
drug-resistant microorganisms in healthcare set-
tings. Moreover, most current infection control 
efforts are intended primarily for patient protec-
tion and not for worker protection,” OSHA said 
in its regulatory agenda. “OSHA has developed a 
request for information on infectious diseases to 
better assess the extent of the problem and better 
understand ways to protect healthcare workers 
from infectious diseases.”

OSHA is considering diverging from the model 
set by California, which has a new Aerosol Trans-
missible Disease standard, with a more comprehen-
sive approach that would cover infectious diseases 
spread through contact exposure.

Yet OSHA is also asking for comments about 
whether guidelines or other non-regulatory mea-
sures could adequately protect workers.

A standard on infectious diseases could spur 
new resources for infection control and employee 
health, says Borwegen. It could work in tandem, 
not in conflict, with guidelines from the Centers 
for Disease Control and Prevention, he says. “We 
wouldn’t want any contradiction between CDC 
guidelines and an OSHA regulation,” he says. 
“We’ve never had that problem in the past. That’s 
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kind of a red herring.”
Meanwhile, OSHA has announced its inten-

tion to revive work on a rule requiring employers 
to have an injury and illness prevention program. 
It would include a process for identification and 
control of hazards, training and program evalua-
tion, and would outline the roles of managers and 
employees.

The rule would essentially require proactive 
measures to address hazards rather than respond-
ing to injuries. “We are asking employers to ‘find 
and fix’ the hazards in their workplaces,” Assis-
tant Secretary of Labor for OSHA David Michaels 
said in a statement.

Typically, it has taken many years for OSHA to 
promulgate a new rule. “I would like to think it’s 
a new day at OSHA,” says Borwegen. “[This is] 
an OSHA that’s interested in moving quickly.”

[Editor’s note: The Federal Register notice on 
OSHA’s request for information about an infec-
tious disease standard is available at www.osha.
gov/pls/oshaweb/owadisp.show_document?p_
table=FEDERAL_REGISTER&p_id=21497. 
OSHA is accepting comments through August 4 at 
www.regulations.gov.]  ■

Cal-OSHA cites hospital 
for meningitis exposure
Two hospitalized, notifications delayed

The unprotected exposure of a respiratory ther-
apist who later developed bacterial meningitis 

triggered the first citations under California’s new 
Aerosol Transmissible Disease Standard – with 
fines of $101,485, including two “willful” viola-
tions, the strongest possible penalty, against Alta 
Bates Summit Medical Center in Oakland, CA. 
The medical center has appealed the citations, 
but did not reply to a request for comment as this 
story was being filed.  

Alta Bates failed to promptly report the case of 
bacterial meningitis as soon as it was suspected 
in initial tests and failed to conduct a prompt 
exposure analysis or to readily offer prophylaxis, 
according to the California Division of Occupa-
tional Safety and Health (Cal-OSHA). An Oak-
land police officer, who was first on the scene and 
discovered the unconscious patient at his home, 
also was hospitalized with bacterial meningitis. 

Both the respiratory therapist and police officer 
required intensive care unit treatment, but both 
survived. The case highlights the importance of 
a swift response to exposures and the use of per-
sonal protective equipment to protect employees 
from unidentified infectious diseases, says Deborah 
Gold, MPH, CIH, senior safety engineer in the 
research and standards health unit at Cal-OSHA in 
Oakland.

“We hope the discussion generated by this 
case will cause other hospitals to look at what 
they’re doing and make sure their procedures are 
in place,” she says. “This is a bad outcome. This 
could have had a much worse outcome.”

California’s Aerosol Transmissible Diseases 
Standard requires employers to report aerosol 
transmissible disease exposures to the local health 
officer within 72 hours and to conduct post-expo-
sure follow-up of employees. The standard covers 
diseases that require airborne or droplet precau-
tions, including Neisseria meningitides.

Nationally, the Ryan White HIV/AIDS Treat-
ment Extension Act of 2009 requires hospitals to 
notify emergency responders that they transported 
a patient with an airborne infectious disease. That 
report is supposed to occur within 48 hours of 
determination of the disease. The act calls for the 
Secretary of U.S. Health and Human Services to 
create a list of life-threatening infectious diseases 
and those that can be transmitted through the air-
borne route.

Meanwhile, the U.S. Occupational Safety and 
Health Administration recently alerted employers 
that it will be gathering information on occupa-
tional exposure to infectious diseases in health care 
settings. (See related article on p. 76.)

Standard requires prompt notification

The Oakland case began on Dec. 3, 2009, with 
a call to 911. Someone had failed to show up 
for work, and his co-workers were concerned. A 
police officer, first on the scene, found the person 
unconscious in his home, tried to clear his airway, 
and called for emergency medical assistance.

The police officer didn’t wear respiratory pro-
tection, but paramedics from the Oakland Fire 
Department and a local ambulance service did. 
In the emergency department, at least 10 people 
worked on the patient to save his life, including a 
respiratory therapist who assisted in the intuba-
tion.

By the next morning, Friday, Dec. 4, initial 
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results from blood and cerebrospinal fluid indi-
cated that the patient might have bacterial men-
ingitis. That finding should have prompted an 
immediate call to the local public health officer, 
says Gold.

On Sunday, further blood testing confirmed 
N. meningitides but, again, that wasn’t imme-
diately reported, according to Cal-OSHA. The 
hospital contacted the Alameda County Public 
Health Department on Monday afternoon, Dec. 
7, according to the citations, more than 78 hours 
after meningitis was first suspected.

That delay in reporting, along with two other 
previous cases of delayed reporting, led to a 
“willful” citation with a $5,000 fine. “There is a 
requirement of prompt notification of the health 
department so they can start contact tracing,” says 
Gold. “Exposure investigations are much more 
effective when done promptly.”

On Dec. 9, the police officer was admitted to 
Kaiser Permanente Walnut Creek Medical Center 
with meningitis; he spent five days in the hospital. 
On Dec. 10, the respiratory therapist was admitted 
to John Muir Medical Center in Walnut Creek; he 
remained hospitalized for 11 days.

On Dec. 11, Alta Bates Summit Medical Center 
conducted a belated exposure analysis and con-
tacted potentially exposed employees, Cal-OSHA 
says. Two potentially exposed employees in the 
radiology department weren’t notified until Dec. 
15, and a charge nurse who had been in the emer-
gency department when the patient was treated 
was never included in the exposure analysis or 
post-exposure evaluation and treatment, according 
to the citations.

Those failures triggered another “willful” cita-
tion with a fine of $70,000. Willful violations are 
defined as incidents in which “the employer knew 
hazards existed which could lead to serious physi-
cal harm or a fatality and took no action to cor-
rect the hazards and comply with the appropriate 
regulations,” Cal-OSHA says.

Cal-OSHA also cited the hospital for an incom-
plete aerosol transmissible diseases exposure 
control plan, as well as incomplete fit-testing and 
training.

The Oakland Police Department also was cited 
for nine violations, including failing to notify the 
officer of his exposure, failing to provide a medical 
evaluation, and failing to inform the fire depart-
ment or ambulance service. The Oakland Fire 
Department was cited for similar notification fail-
ures. All three employers were cited for failing to 

comply with the ATD standard.
The incident underscores the importance of 

prompt notification, evaluation and prophylaxis, 
says Gold.

“We’re lucky that somebody didn’t die. Both of 
the exposed employees had families with children 
at home. This could have had a worse outcome,” 
she says. “But we had two employees hospitalized 
for a significant period of time with a life-threat-
ening disease. It was probably preventable if they 
had been informed of their exposure and provided 
treatment.”  ■

ED nurses seeking  
protection from violence
OSHA standard needed, nurses say

“Two dead in Tennessee Hospital Shooting” — 
New York Times, April 19, 2010

“Shooting Inside Danbury Hospital” — Hart-
ford Courant, March 3, 2010

“Gunman Opens Fire Inside North Carolina 
Hospital” — Fox News, February 15, 2010

Violence erupts in emergency rooms across the 
country with a troubling frequency. The worst 

cases make the headlines, but for emergency room 
personnel, it is the daily volley of physical and ver-
bal assaults that create a stressful and hazardous 
work environment. Amid a growing concern about 
safety in Emergency Departments, emergency 
room nurses are pressing for a workplace vio-
lence standard, rather than the current voluntary 
guidelines, from the U.S. Occupational Safety and 
Health Administration.

One in four emergency room nurses experienced 
20 or more acts of physical violence at work in the 
past three years, according to a 2009 survey by the 
Emergency Nurses Association (ENA). About 20% 
reported experiencing 200 or more incidents of 
verbal assault in the past three years.

The emergency department is inherently stress-
ful for patients, who may be feverish or fearful or 
in pain. “There’s a lot of anxiety and frustration 
that comes with going to an emergency depart-
ment,” says Bill Briggs, RN, MSN, CEN, FAEN, 
president of ENA in 2009 and trauma program 
manager at Tufts Medical Center in Boston.  
“That’s compounded by a crowding situation. 
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You add to that a problem with alcohol abuse and 
drug abuse and a significant mix of mental health 
patients. You can have quite a volatile situation.”

That makes work a hazardous, stressful place 
for emergency personnel. Two-thirds of the nurses 
reported that they do not feel safe in the emergency 
department.

The emergency room events fuel a stream of vio-
lent events that make acute-care hospitals the site 
of more work-related injuries from assaults than 
any other workplace, according to 2008 data from 
the U.S. Bureau of Labor Statistics. Combined 
with psychiatric care and long-term care facilities, 
health care facilities were the site of more than 
10,000 reported assaults that resulted in injury. 
That represented about 47% of all work-related 
injuries from assaults in 2008.

Violence in the Emergency Department “is per-
vasive throughout the country,” says Briggs. The 
ENA survey found high levels of physical and ver-
bal assault in urban, suburban, and rural hospitals, 
he says, with a slightly higher incidence on the 
night shift or among male nurses.

Assaults should not be tolerated

Workplace violence is not an issue solely of 
security. Limited access entries and security guards 
are ubiquitous in the nation’s emergency depart-
ments. But beyond those necessary tools, hospitals 
need to promote a culture in which physical or ver-
bal assaults are not tolerated, says Briggs.

In the survey, nurses who reported fewer barri-
ers to reporting events also reported experiencing 
fewer incidents.

“There was less reported violence in hospitals 
that had a culture of reporting,” he says. Hospi-
tals need to make it clear that violence against its 
health care workers is unacceptable, he says. “You 
would never go into a supermarket, not like the 
price of an item, punch the cashier and get away 
with it,” he says. “If you went to a bar and got 
obnoxious, you’d be thrown out.”

Briggs has experienced the violence in emer-
gency departments. “I’ve been kicked and hit 
and shoved and spit on,” he says. One employer 
implemented a two-day violence prevention train-
ing program for the ED that included physicians, 
nurses, security officers and clerical staff.

They learned how to spot the warning signs and 
how to diffuse tense situations or agitated patients 
or visitors. “It truly reduced the violence,” he says.

Diane Gurney, RN, MS, CEN, ENA president 

and a retired manager of an emergency department 
in Hyannis, MA, was once slapped so hard by a 
psychiatric patient that she had to wear a neck 
brace for days. In the Emergency Department, she 
has been slapped, spit at, and yelled at. But she is 
gratified by the attention the issue has been receiv-
ing.

Fourteen states have passed laws making it a 
felony to assault health care workers, although 
those laws are not always consistently enforced, 
ED nurses say. (See related article on p. 80.)

“When I go across the country to talk to people, 
it is stunning to hear what some of them have been 
subjected to,” says Gurney.

Violence erupts in rural hospital

Last February, a bar fight spilled into the emer-
gency department of Scotland Memorial Hospital 
in Laurinburg, NC. According to news reports, 
at 3 a.m., a 31-year-old Domario Covington was 
being treated for a laceration to his neck that he 
received in the fight when another man came look-
ing for him and his girlfriend. The man identified 
himself as a family member, so he was allowed to 
visit the patients. He brandished a gun and began 
shooting, leaving Covington in critical condition 
and running out only after the gun jammed.

“When that person with the gun started shoot-
ing, [employees and patients] were seeking shelter 
and were afraid,” says marketing coordinator 
Karen Gainey. “They didn’t know if the shooter 
was going to come after them or if he was just 
intent on shooting the patient. Thankfully, his gun 
jammed. If it had not, we don’t know what he 
would have done.”

The hospital has since changed its policies. For 
example, patients in the emergency department 
now must indicate who will be visiting them, and 
the visitors must show identification. The hospital 
also created a special code that would send imme-
diate help to the emergency department.

The 104-bed rural hospital seems an unlikely 
spot for an eruption of violence. “It was incredibly 
shocking that this could happen in a small rural 
area such as ours, a small community hospital such 
as ours,” says Gainey. “It just goes to prove that 
we’re living in a world that is changing.

“It doesn’t matter where you live. Terrible 
things happen and there are people who are intent 
at hurting others,” she says. “We have to improve 
security matters and we’re working to keep our 
staff, our patients and our visitors safe.”  ■
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Assaultive patient  
‘just tired of waiting’
ED nurse suffered a dislocated jaw

For emergency room nurse Rita Anderson, RN, 
CEN, the assault was as sudden and unpredict-

able as a stroke of lightning.
She was at a major trauma center, mak-

ing rounds with a physician at 11 p.m., when 
a 16-year-old girl lying on a stretcher said she 
needed to go to the restroom. Anderson immedi-
ately stopped her rounds to check with the girl’s 
nurse. When she learned the girl couldn’t get up 
to use the restroom, she began looking for a cur-
tained area where she could have privacy to use a 
bedpan.

Anderson, a petite nurse who weighed about 
115 pounds, was about to push the stretcher of 
the girl, who weighed almost 300 pounds. She 
leaned over to explain that they were moving to a 
curtained area when the girl suddenly sat up and 
socked her in the jaw.

The punch sent Anderson flying backward 
toward the nurses’ station. It dislocated her jaw 
and caused her to miss about a month of work.

As chair of government affairs for ENA, Ander-
son had lobbied for a New York law that made it 
a felony to assault an emergency room nurse. But 
when she called the police, they hadn’t even heard 
of the law. They eventually arrested the patient, 
but prosecutors allowed the case to expire beyond 
the statute of limitations.

Meanwhile, on the day of her assault, before 
she realized the extent of the damage to her jaw, 
Anderson continued to work. The girl eventually 
told Anderson why she had hit her: “She said she 
was just tired of waiting,” Anderson recalls.

Today, Anderson still works in an emergency 
department in a community hospital in suburban 
Phoenix. She hasn’t had another serious incident, 
but other types of violence are endemic.

“Nursing as a group has almost accepted it as 
a part of practice, that you’re going to get hurt 
or bitten or kicked,” she says. “To me, it’s not 
an acceptable way to treat me. The amount of 
physical violence is bad, but the amount of verbal 
abuse that emergency nurses take is phenomenal. 
Not a day goes by that I don’t get screamed at by 
someone, for things that aren’t my fault.”

Anderson continues to push for hospitals to 
provide the security and violence prevention pro-

grams that will keep emergency department staff 
safe. “I want nurses to understand that it’s not 
acceptable to just let something like that happen,” 
she says.  ■

Physical therapists  
slow to adopt lifts
PTs under-report, work through pain

For many years, “body mechanics” was the 
mantra of physical therapy. Position yourself 

correctly as you lift and you can avoid injury, the 
physical therapists said.

Physical therapists suffered injuries under that 
philosophy, many of them hidden by underreport-
ing. As patients became heavier and more chroni-
cally ill, the risk grew. Today, that burden has 
been acknowledged and physical therapists are 
becoming proponents of safe patient handling as a 
way to protect health care workers while rehabili-
tating patients.

“They were embarrassed,” says Kenneth J. Har-
wood, PT, PhD, CIE, vice president of practice and 
education at the American Physical Therapy Asso-
ciation in Alexandria, VA, explaining why physi-
cal therapists often failed to report their patient 
handling injuries. “You were considered the ‘go-to’ 
person to  prevent injuries, so you were less likely 
to report an injury. They were doing self-treat-
ments and working injured.”

Prevalence studies reveal the risk of injury. 
“Over half the therapists are experiencing work-
related pain each year,” says researcher Marc 
Campo, PT, PhD, OCS, associate professor in the 
physical therapy program at Mercy College in 
Dobbs Ferry, NY.

In one study, Campo and colleagues found that 
therapists who transferred patients six to 10 times 
a day were 2.4 times more likely to develop low-
back injuries than those therapists who did not 
perform transfers. 1

Many of those physical therapists continued 
to work through pain. In focus groups, physical 
therapists who suffer from work-related pain said 
they altered treatment plans or avoided some activ-
ities because of their pain. They worried that they 
would not be able to continue in their careers.2

 But Campo says he is detecting a shift in atti-
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tude, especially among younger therapists. APTA 
also is actively promoting safe patient handling. 
“In some of the studies we’re doing now, we’re 
finding that therapists believe in safe patient 
handling,” says Campo. “There’s a belief among 
some that it may actually improve the [patient] 
outcomes.”

APTA is developing an online course that will 
teach physical therapists how to integrate safe 
patient handling programs into their practice.

Pain leads to safer patient handling

Leslie Pickett, PT, now an ergonomics and 
injury prevention specialist at Swedish Medi-
cal Center in Seattle, suffered an injury just nine 
months after she became a physical therapist.  She 
was working with a stroke patient and was trans-
ferring her to a chair when suddenly the patient 
became rigid and threw herself backward.

The sudden movement jolted Pickett forward, 
and she felt a surge of pain in her back. The inci-
dent caused Pickett to have a herniated disc with 
radicular pain and numbness in her leg.

“It was very hard on me because I was so new 
and I felt really embarrassed. I’m supposed to be 
the expert in moving people. How could this hap-
pen to me?” she recalls. “There’s a lot of shame, 
pressure to feel that you have to come back to 
work right away.”

Despite the pain, she returned to work within 
10 days. She continued working, even though she 
wasn’t fully healed. She relied on an old Hoyer lift 
for patient transfers. “I would use that whenever I 
could,” she says.

The experience made Pickett an early propo-
nent of safe patient handling. When the Wash-
ington state legislature passed a law in 2006 
requiring hospitals to adopt a safe patient han-
dling program, Pickett headed the committee at 
Swedish Medical Center and helped draft the hos-
pital’s policy.

At first, the physical therapists were skeptical 
about the use of lift devices. After all, their focus 
was on rehabilitation and sometimes the devices 
added unaccustomed steps to the process. Pickett 
pointed out that the equipment could be used to 
help move a patient from a bed to a chair, where 
the therapist could then work on the rehabilita-
tion. Or a sling could provide security or support 
to prevent a fall while a patient ambulated and the 
therapist assisted or evaluated, she says.

Pickett worked to overcome skeptics, explain-

ing how the equipment could be used as part of 
the therapeutic process. “They’re just very caring 
folks. They’re sacrificing their bodies when they 
shouldn’t be,” she says. “I’m trying to get them to 
think more about their goals. If you integrate it as 
part of your therapy, then it makes a difference.“

Use a team approach to create program

Integrating safe patient handling into physical 
therapy requires a comprehensive approach, says 
Harwood. Nurses, therapists, and physicians can 
work together with the support of employee health 
to conduct patient assessments, select appropriate 
equipment, and implement a program, he says.

“The best success is where there was a collab-
orative team approach in implementing these pro-
grams,” he says.

If equipment is being used as part of the thera-
peutic program, it needs to enable patients to move 
in a more normal (but safe) fashion, Harwood 
says. Further research and collaboration between 
physical therapy and manufacturers could lead to 
better devices, he says.

Ceiling lifts with adjustable slings already pro-
vide new possibilities for therapy, he says. “It 
allows the therapist to observe the movement in 
a non constrained way,” he says. “You’re getting 
better eye and manual contact. Your facilitation 
techniques may be better.”

Meanwhile, Campo and other researchers are 
continuing to explore the attitudes of physical 
therapists and their readiness to change. “In some 
studies we’re doing now, we’re finding that the 
therapists who believe in safe patient handling and 
use the equipment believe their outcomes are actu-
ally improved,” he says.

The key is to increase the number of physical 
therapists who adopt safe patient handling. “I’m 
not going to tell you it’s easy,” says Pickett. “It 
takes a lot of culture change with therapists. But I 
think there are quite a few who are starting to buy-
in.

“The trick is to have that happen before they 
injure themselves,” she says. “Everyone’s an advo-
cate after they injure themselves.”

REFERENCE
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CNE QUESTIONS
1.  According to the Nurse and Healthcare Worker Pro-

tection Act of 2009, how long would hospitals have 
to purchase safe patient handling equipment after 
the U.S. Occupational Safety and Health Adminis-
tration issued a rule?

 A. One year
 B. Two years
 C. Four years
 D. No time limit

2.  OSHA is considering issuing a new rule on infectious 
disease hazards in the health care workplace. What 
types of infectious diseases does OSHA say it might 
cover?

 A. Airborne diseases
 B. Airborne and droplet transmission
 C. Airborne, droplet and contact transmission
 D. All infectious diseases, including bloodborne

3.  According to a survey by the Emergency Nurses 
Association, what percentage of emergency room 
nurses experienced 20 or more acts of violence in 
the past three years?

 A. 15%
 B. 25%
 C. 35%
 D. 50%

4.  According to Kenneth J. Harwood, PT, PhD, CIE, vice 
president of practice and education at the Ameri-
can Physical Therapy Association in Alexandria, VA, 
physical therapists often work with pain and fail to 
report musculoskeletal disorder injuries because:

 A. they are afraid of being fired.
 B. they believe the injuries were their own fault.
 C. they don’t believe the injuries are work-related.
 D. they feel ashamed because they are supposed to 

be the experts on MSD injuries.

Answer Key:  1. B; 2. C; 3. B; 4. D. 

CNE INSTRUCTIONS 

Nurses participate in this continuing nursing edu-
cation program by reading the issue, using the 

provided references for further research, and study-
ing the questions at the end of the issue. Participants 
should select what they believe to be the correct 
answers, then refer to the list of correct answers to 
test their knowledge. To clarify confusion surround-
ing any questions answered incorrectly, please consult 
the source material. After completing this semester’s 
activity with the December issue, you must complete 
the evaluation form provided in that issue and return 
it in the reply envelope provided to receive a credit 
letter.  

2. Campo M and Darragh AR. Impact of work-related pain 
on physical therapists and occupational therapists. Physical 
Therapy 2010. Available online at http://ptjournal.apta.org/
cgi/content/abstract/ptj.20090092v1.  ■

Best practice: Injuries 
drop with lift investment
St. Mary’s program helps patients, employees

A ream of statistics and studies may prove the 
benefits of safe patient handling. But at St. 

Mary’s Hospital in Amsterdam, NY, equally com-
pelling was the story of one patient – a 450-pound 
woman who could not get out of the ambulance. 
It took about half an hour before enough employ-
ees came to lift her out and roll her into the Emer-
gency Department.

Kelly Flewelling, CWCP, human resources 
specialist, could have built a case for safe patient 
handling by pointing to other costs of manual lift-
ing, including 22 nurses injured in a single year, 
and about a million dollars a year spent replac-
ing them with agency nurses. But the story of the 
woman stuck in the ambulance revealed that safe 
patient handling provides a better experience for 
patients as well as health care workers, she says.

In fact, nurses and the patient’s family pitched 
in to buy the hospital’s first air mattress to help 
move that obese patient. “Just imagine how she 
felt [when she was stuck in the ambulance],” 
Flewelling says. “We didn’t want that to happen 
ever again.”

That personal story reflected a trend that is 
impacting St. Mary’s and hospitals around the 
country. As obesity rates rise nationally, the aver-
age weight of patients is increasing dramatically. 
To get a better picture of the patient handling 
needs, Flewelling conducted an extensive ergo-
nomics survey with the help of safe patient han-
dling consultant Don Maynes of Des Moines, IA.

About half of St. Mary’s patients weighed 
more than 250 pounds. In one year, 138 patients 
weighed more than 400 pounds. An analysis 
found that employees were repositioning patients 
in bed 664 times a day. They were transferring 
patients from a bed to chair 193 times a day. 
Twenty-nine times a day, they were moving 
patients who were anxious or combative, and 
about twice a day, they needed to lift a patient 
from the floor. About 62% of the hospital’s 
patients were partially or totally dependent.
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COMING IN FUTURE MONTHS

Over all, employees at St. Mary’s were manu-
ally moving patients more than 1,000 times a day, 
often with awkward postures due to the lack of lift 
equipment. “Without having that type of analysis, 
you don’t know what kind of patient you’re try-
ing to accommodate with patient handling equip-
ment,” says Maynes. “It also helps you to make 
the business case for safe patient handling.”

From small start to big savings

Still, Flewelling initially started modestly. She 
spent about $8,000 to buy a Hoyer lift, a sit-to-
stand lift, and slip sheets for lateral transfers. The 
modest investment helped justify a greater one. 
“We started to see a change and that helped to get 
a buy-in from the board of directors,” she says.

She expanded her program with $25,000 worth 
of equipment. Then she proposed a comprehen-
sive program to make a fundamental shift to a 
“minimal lift” policy hospital-wide, and the board 
agreed to invest $425,000. For example, the ICU is 
completely tracked with ceiling lifts.

The investment proved to be a smart financial 
move. In the past four years, St. Mary’s has had 
only eight patient handling workers’ compensa-
tion claims. The total worker’s compensation 
savings, based on prior history: $981,058. Back 
and shoulder injuries are not even among the top 
five reasons that employees take disability leave, 
Flewelling notes.

St. Mary’s also has received acclaim for its 
safe patient handling program. This spring, the 
hospital received a Best Practice award from the 
Safe Patient Handling and Movement Conference, 
sponsored by the James A. Haley Veterans’ Hospi-
tal and the University of South Florida in Tampa. 
The hospital also received the Workforce Innova-
tion Loss-Prevention Strategies (WILS) award from 
its health system, Ascension Health.

The program became a tool for nurse recruit-
ment and retention.  When employees are working 
pain-free, “the entire environment changes,” says 
Maynes. “It’s a different feeling when you walk 
into that hospital. It’s a much better environment, 
a happier environment.”

‘Super-users’ champion lifts

This didn’t happen entirely by buying equip-
ment. The hospital followed through with an 
investment in training and policy changes.

The St. Mary’s policy states that employees 

must use patient handling equipment when it’s 
appropriate. (In some cases, such as with combat-
ive patients, securing a lift may not be possible, 
Flewelling notes.) “We made it a part of our man-
ager’s performance appraisal that they had to sup-
port and promote the program,” she says.

Extensive training was the cornerstone of the 
implementation. “Super-users,” who became 
champions of the safe patient handling program 
and helped their co-workers adjust to using the 
equipment, received a full eight hours of training. 
Other employees received four hours of training.

That was the key to success for St. Mary’s, says 
Brian Trewella, vice president of sales at Martin 
Innovations in Raleigh, NC. He was with Barton 
Medical of Austin, TX, when he conducted the 
training.

“When you’re investing in safe patient han-
dling, the training is a key component to getting 
[employees] comfortable and that comfort is a key 
component in culture change,” he says. ”I would 
rather see a lower investment in equipment and a 
higher investment in training and culture change. 
The equipment doesn’t do any good if the people 
don’t use it.”

Flewelling gave the super-users $5 gas cards that 
they could hand out to employees when they saw 
someone using the equipment appropriately. She 
also rewarded the super-users for their efforts with 
small token gifts – and even once surprised then 
with a $500 bonus. There are about 15 super-users 
on various units and shifts.

The hospital also incorporated the safe patient 
handling equipment in its public relations, includ-
ing billboards and newspaper ads. St. Mary’s 
worked with the emergency department and local 
ambulance companies to pre-load stretchers with 
slip sheets.  ■
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Dear HOSPITAL EMPLOYEE HEALTH Subscriber:

This issue of your newsletter marks the start of a new continuing nursing education (CNE) semester
and provides us with an opportunity to review the procedures. 

HOSPITAL EMPLOYEE HEALTH, sponsored by AHC Media LLC, provides you with evidence-based
information and best practices that help you make informed decisions concerning treatment options and
physician office practices. Our intent is the same as yours — the best possible patient care.  

The objectives of HOSPITAL EMPLOYEE HEALTH are to:
• identify particular clinical, administrative, or regulatory issues related to the care of hospital

employees
• describe how the clinical, administrative and regulatory issues particular to the care of hospital

employees affect health care workers, hospitals, or the health care industry at large
• cite solutions to the problems faced in the care of hospital employees based on expert guidelines

from relevant regulatory bodies, or the independent recommendations of other employee health
professionals.

Each issue of your newsletter contains questions relating to the information provided in that issue.
After reading the issue, answer the questions at the end of the issue to the best of your ability. You
can then compare your answers against the correct answers provided in an answer key in the
newsletter. If any of your answers were incorrect, please refer back to the source material to clarify
any misunderstanding. 

At the end of each semester, you will receive an evaluation form to complete and return in an enve-
lope we will provide. Please make sure you sign the attestation verifying that you have completed
the activity as designed. Once we have received your completed evaluation form we will mail you a
letter of credit. This activity is valid 36 months from the date of publication. The target audience for
this activity is nurses.

If you have any questions about the process, please call us at (800) 688-2421, or outside the United
States at (404) 262-5476. You also can fax us at (800) 284-3291, or outside the United States at
(404) 262-5560. You also can e-mail us at: customerservice@ahcmedia.com.

On behalf of AHC Media, we thank you for your trust and look forward to a continuing education
partnership.
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Valerie Loner 
Director, Continuing Education
AHC Media LLC


