Safe Patient Handling Programs and Infection Contral:
Ensuring a Smooth Process

By Andrew Rich, MS, OTRI/L

*Editor’s note: We are pleased to announce that Laurette Wright, RN MPH, COHN-S,
Clinical Director of Diligent Services, and her staff of clinical directors, will continue
this column. Andrew Rich, a Regional Clinical Manager, has authored this column.
Andrew has a Master of Science in Occupational Therapy and Ergonomic Certification:
IMPACC (Injury Management & Cost Containment.) We welcome Andrew’s expertise and

thank Laurette for continuing this excellent column.

Costs of work-related muscul oskel etal injuriesto staff

caused by manually handling patients continueto present a
major financial impact to healthcare organizations. Nursing
homesand personal carefacilitiesrank second, with aninci-
dence rate of 13.8 per 100 employees, and hospitals rank
sixth, withanincidencerate of 8.4 per 100 workers(Lipscomb,
Tinkoff, et a, 2004.) Theseratescons stently reveal that nurs-
ing personnel havethehighest claimrisk for musculoskeletal
disordersfor any occupation or industry.

Safe patient handling programs are showing tremendous ben-
efit for nursing homes and hospitals. Seventy to 80 percent
and higher reductionsin patient handling injuriesto hedthcare
workersdueto theintroduction of safe patient handling equip-
ment is not uncommon. The success of these programs has
led to theintroduction of legidation mandating the use of safe
patient handling programsin Texasand Rhode I dand.

As hospitals begin to introduce these programs, concernis
awaysvocalized regarding the spread of infectionfrom equip-
ment being used between patients. Thisconcerniswarranted,
considering hospital-acquired infections continueto beacom-
mon occurrencein healthcare. At any time, about onein 10
patientsin acute care hospitals have ahospital-acquired in-
fection, and an additional 10-60 percent of infections may
present after discharge (Infection Control: Basic Concepts
and Practices; 2™ Edition.) According to the Plowman study,
7.8 percent of patients had hospital-acquired infectionsiden-
tified during their staysinthehospital. In addition, 19 percent

of patients who were not diagnosed with hospital-acquired
infectionsin hospital —and 30 percent of those who were—
reported symptoms after discharge. Patientsdiagnosed with
ahospital-acquired infection remained in the hospital about
2.5 timeslonger than uninfected patients, an average of 11
additional days. Thisincreased hospital costs approximately
2.8 timesmorethan for uninfected patients, averaging about
$5,000 per case (Infection Control: Basic Conceptsand Prac-
tices: 2™ Edition.)

The concern regarding the costs due to cross contamination
isalegitimate one and can be expected to beraised once a
safe patient handling programisimplemented. One question
is aways posed. “Does the use of equipment (lifts, slings,
repositioning and lateral transfer devices, etc.) increasethe
risk of cross contamination and spread disease from patient
to patient among those who use the equipment?’ In an at-
tempt to examine specific microbes existing on equipment,
onestudy cultured non-disposablefabric dingsthat wereused
between patients. What was found was, of the 32 cultured
swabs taken from dings and hard-surfaced equipment, 25
percent were found with no growth, 71 percent were found
with negative coagul ace-negativeisol ated staphyl ococcusand
3 percent withisolated staphylococcus aureus (Boden, 1999.)
Themicrobesfound, athough with varying frequency, were
the sametypesfound on various surfaces. Based on this, the
preventive measuresto avoid cross contamination are basi-
caly thesame.
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Aswithany activity in ahospital, the most effective means of
preventing the spread of infection isthrough the use of hand
washing before and after interacting with apatient. In addi-
tion, after using lifting equipment with apatient, the surfaces
of theequipment should becleaned. Simply put—clean hands
on clean goods. Surfaces should be cleaned, disinfected and
then cleaned again. Cleaning first removes any significant
soilage. Thedisinfectant destroysany pathogensand micro-
organismsby physica or chemica means. Thesecond clean-
ing removes the disinfectant, thereby reducing risk of skin
irritation if apatient’s skin touchesthe surface upon using the
equipment. Be surethedisinfectant isleft on the surfacefor
the prescribed time dictated by the manufacturer of the solu-
tion. If these measures are taken with the non-porous sur-
faces of the equipment, risk of infection isgreatly reduced.
Interestingly, these processes are the same measures taken
for any medical equipment that isused inahospital.

Contending with cross contamination becomesmore chaleng-
ing when confronted with porous surfaces (or software) in-
volvedinsafepatient handling (i.e., dings, re-positioning sheets,
lateral transfer sheets, etc.) In many cases, these are classi-
fied asafabric or linen and thereforerequire additional mea-
suresto ensure clean handsareindeed placed on clean goods.

Thesedevicestypicaly fal into two categories: non-dispos-

ableand disposable (patient specific.)

»  Non-disposable productsarefurther broken down by the
means in which they are terminally cleaned. Some are
non-disposable and wipeable, and othersare non-dispos-
able and must undergo alaundry processto ensure ap-
propriate disinfection. Thebest manner to find out appro-
priate cleaning for the devicesisto check with the manu-
facturer of each device.

»  Disposable products are patient specific and can be used
multipletimesuntil the product degradesand losesitsfunc-
tionality or becomessignificantly soiled.

Regardlessof whichtypeof deviceisused, severa processes
need to be considered to ensure the safe patient handling pro-
gramwill comply withinfection control systemsand not prove
to beadisincentivefor use. These areas are:

1. Termina cleaning of liftsand non-porous equipment

2. Cleaning of porousequipment (dings, diding sheet, etc.)
3. Determination of appropriate par levelsand accessibility

of equipment

Terminal Cleaning of Equipment

It just makes sense that, after equipment isused, it should
be cleaned. The challenge when entering anursing home
or hospital is ensuring procedures are being followed to
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keep equipment clean. Asit relates to safe patient han-
dling equipment, refer to the manufacturer’s guidelines.
Almost all manufacturerswill recommend cleaning all sur-
faces that come into contact with patients with the
organi zation’stypical disinfection/cleaning solution. How-
ever, many times surfaces such as footplates, mast arms,
etc. are often found in a condition with debris on them.
Besides the risk for cross contamination, these surfaces
also smply do not look clean. The question one should pose
is, “Would | wish to be placed in this equipment, givenits
condition?’ If theanswer is“No,” it needsto be cleaned.

To contend with thisissue asit relates to the actual lifts,
many organizations have implemented simple procedures.
Standard infection control procedures should always be
expected to bein operation (i.e., inspect equipment before
useto ensure cleanliness, and terminally clean the equip-
ment after each use.) But, to ensure compliance, organi-
zations have assigned staff to “inspect equipment” onetime
per shift for cleanliness as part of aroutine, have House-
keeping clean equipment as part of their assignment to
ensure cleanliness, and/or use other types of monitoring
systems to ensure the cleanest state of the safe patient
handling equipment.

The key to the success of these types of monitoring sys-
temsisaccountability. The nurses, CNAS, therapists, etc.
who use the equipment should have the primary role of
keeping the equipment clean. During Housekeeping'sclean-
ing routine, if they find equipment with significant amounts
of debris, they should clean the equipment and then inform
their supervisor of the situation. The Housekeeping super-
visor then follows up with the patient care manager, charge
nurse, etc. and informsthem of the situation. This creates
afeedback loop. Housekeeping should not need to clean
the equipment, but if cleaning isrequired, the system should
raise theissueto the appropriate parties so correction can
occur. Without this loop, an expectation can be created
that Housekeeping is solely responsible for cleaning the
equipment. However, with the expectation that Housekeep-
ing staff will let their manager know about the state in
which patient handling equipment isfound, and that this
information will be communicated to the patient care man-
ager, thereisagreater likelihood of all staff performing
basic terminal cleaning procedures after patients use the
equipment.

Cleaning of porous equipment (slings, sliding sheets, etc.)
Theterminal cleaning of slingsand other software piecesis
the same asfor non-porous equipment in terms of the expec-
tation to follow infection control procedures. In the case of
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patient-specific disposable equipment, it israther basic. Dis-
pose of the sling, etc. after it is no longer needed or is
significantly soiled. The challenge with disposabl e equip-
ment isensuring correct par levels have been determined
and aclean supply isregularly monitored and re-stocked
asneeded. There are elaborate computer systemsthat can
be used, or asimple count of the stock. The problem often
istheinitial par level is not correct or the supply is not
monitored, and the result eventually isthat no disposables
areavailable. Thehopeisthat if thisoccurs, staff will sm-
ply takethe appropriate steps and get the supply re-stocked.
However, without asystem in place, what often occursis
due to the time demands (real or perceived) by staff, a
choice is made to either use another patient’s sling or to
simply perform amanual handling maneuver. Either choice
can |lead to catastrophic results; spread of a contagion or
injury to astaff member dueto the heavy lifting required
to move the patient. To determine appropriate par levels,
determine the number of patients on the unit that typically
require use of the sling, etc.

In the situation where non-disposabl e launderabl e devices
are being used, the challenges are basically the same. En-
sure the correct number of devicesis available, and en-
surethe deviceis sent to be cleaned upon discharge of the
patient. In identifying par levels of non-disposables, the
steps to determine the correct number are basically the
same as when looking at disposables.

Once asling, sliding sheet, etc. has been assigned to the
patient, it isimperative that a standard placement location
inthe patient room isdetermined. Devices should beeasily
accessible and ready to use. If astaff person must search
for the device, it increasesthe likelihood that an inappro-
priate transfer will occur, or the staff member will grab a
readily available devicethat belongsto adifferent patient.
In addition, storage of clean and ready-to-use slings and
slides should also bein astandardized location (i.e., clean
hold, etc.)

Determining Par Levels

To avoid the problem of not having enough equipment, itis
important to determine the correct amount of devices
needed for the patient population. For example, if on aunit
of 40 patients, thetypical number of patientsthat require
use of alift with anon-disposable or disposable slingis30
percent, that means 12 patients on any given day will need
asling. Therefore, the amount needed in a ready-to-use
stateis 12. However, what must be considered are vari-
anceswhen ahigher demand occurs, and moreimportantly

with non-disposables, how long it will taketo get the de-
vices back from laundry. In the case with higher demand,
many organizationsincrease the par level by two or three,
or they have a backup available that they can call upon.
Laundry turn-around must also be considered. If it takes
24 hoursfor asoiled sling to return to the unit in aclean
and usable state, that will increase the demand by 100 per-
cent, or inthis case 24. Some organizationswill increase
their original par level by 51010 percent to accommodate
for thisand have additional slingsavailablefor use by re-
quest (i.e., calling central supply and having more sent.)
The key to the success of this system is monitoring and
updating par level s based on the casel oad.

To assist inlowering costs and supporting infection control
procedures, many manufacturers are creating slings and
other software devicesthat are wipeabl e between patient
uses. So, through the use of disposable and wipeable de-
vices, organizations can implement safe patient handling
programsthat significantly contain the risk of cross con-
tamination between patients.

Thebottom lineisthat theimplementation of asafe patient
handling program should not create new obstaclesto in-
fection control processes. Safe patient handling equi pment
should betreated like any other equipment brought into a
patient’sroom, whether it isablood pressure cuff, achair
or a portable x-ray machine. Simply follow your
organization’sinfection control policies. However, to en-
sure success of your safe patient handling program and
compliance with infection control, have systemsin place
to inspect and monitor the status of your program. If these
steps are done, you can expect to keep your staff and pa-
tients safe from therisks of inappropriate manual handling
and the spread of infection.
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