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About This Report

About NLCAHR

The Newfoundland and Labrador Centre for Applied Health Research, established in 1999,
contributes to the effectiveness of health and community services in Newfoundland and
Labrador and to the physical, social, and psychological wellbeing of its population. NLCAHR
accomplishes this mandate by building capacity in applied health research, supporting high-
quality research, and fostering the effective use of research evidence by decision makers
and policy makers in the provincial healthcare system.

Rapid Evidence Reports

NLCAHR designed Rapid Evidence Reports to provide support for evidence-based decision
making in the Newfoundland and Labrador healthcare system on an expedited basis as
compared to the reports that we provide in our regular Contextualized Health Research
Synthesis Program. Through these expedited reports, NLCAHR provides a brief synthesis of
the best available research evidence on a high-priority research topic selected by decision
makers in the province.

Rapid Evidence Reports include:

e aclear statement of the issue and the background to the issue/problem;

e adescription of the scope and nature of the pertinent scientific literature;

e asummary of the principal features of the available evidence - points of consensus,
points of disagreement, areas of uncertainty, areas that lack evidence - on some or
all of the following: effectiveness of interventions, potential benefits and
harms/risks, costs and cost effectiveness;

e acomprehensive reference list of scholarly, peer-reviewed research literature from
the past five years, as well as a more selective list of policy reports and other grey
literature on the issue; and

o a brief analysis of the types of issues that might influence the applicability of the
evidence to the Newfoundland and Labrador context.

Unlike the regular products of NLCAHR’s Contextualized Health Research Synthesis Program,
a Rapid Evidence Report is not a comprehensive and systematic synthesis of the literature
on the topic. The report provides neither critical appraisal of included articles nor a full
analysis of the contextual issues involved in applying evidence to the Newfoundland and
Labrador healthcare setting. Rather, a Rapid Evidence Report provides decision makers with
a solid view of the scope and nature of the scientific literature on the topic in question, an
initial assessment of the strengths and gaps in this literature, and a review of the key points
of agreement and disagreement among researchers.
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Background

Patient handling tasks are a leading contributor to injuries among healthcare workers, who
are more likely to suffer from workplace-related injuries than individuals who work in other
sectors. The Newfoundland and Labrador Department of Health and Community Services
has developed an Injury Prevention Program (IPP) for nursing staff employed in Long Term
Care (LTC) to promote safe patient handling and to prevent injuries to the staff. The IPP
consists of education and training, installation of lifting equipment, and the creation of
several new positions for program coordination, policy development, education, and
training (NL Department of Health and Community Services, 2011).

The Department of Research, Eastern Health, is evaluating the IPP to determine the impact
and effectiveness of this program on nursing staff and residents in LTC (Eastern Health,
2012). Our partners in the Department of Research asked the Newfoundland and Labrador
Centre for Applied Health Research to complete a scan of the peer-reviewed literature
related to safe patient handling, with particular interest in the types of programs or
interventions that may be associated with reduced musculoskeletal injuries among nursing
staff.

“Safe patient handling” programs often involve multiple interventions such as worker
education programs, physical conditioning or exercise programs, disability management,
organizational policies, and/or the use of mechanical lifts or other patient transfer
equipment. The published literature in this area includes a number of special topics that
are not relevant to the particular needs of our partners for this report, such as lifting
bariatric patients or muscular/spinal motion analysis during lifting. Given the project
parameters specified by the Department of Research, Eastern Health, we formulated a
search strategy that would enable us to focus on outcomes identified in their proposal,
namely those related to the intervention process and the intervention outcomes.

Scope and Nature of the Scientific
Literature

This review covers all relevant peer-reviewed English language primary studies and
systematic reviews published within the last ten years. In total, we identified thirty primary
studies and four systematic reviews. The literature has been categorized according to the
two types of evaluation in the Eastern Health proposal: outcome evaluation and process
evaluation.
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The research we reviewed included only two randomized controlled trials (Baptiste, Boda,
Nelson, Lloyd, & Lee, 2006 and Yassi, et al., 2001). This is because the question under
investigation—the introduction of large and expensive machinery and/or educational
programs—does not lend itself to blinded randomized trials. Of the primary studies we
found, twenty-eight were non-randomized comparative designs. Many of these
comparative studies employed a pre- and post-intervention comparison. These studies
often analyzed data from surveys administered before and after the intervention was
implemented. In order to complete this rapid review promptly, we did not critically
appraise the studies for quality but included the results from all of them.

Outcome Evaluation

The Department of Research, Eastern Health, is interested in evaluating outcomes
associated with the implementation of the IPP. To aid in this evaluation, we have examined
the relevant literature in light of their three research questions and the indicators
associated with each:

Lost-time Incidents
Has the implementation of a comprehensive IPP in LTC impacted the number of lost-time

incidents due to musculoskeletal injuries and/or associated costs for nursing staff (RNs,
LPNs and PCAs)?

There is a body of safe patient handling research that focuses on the outcome of
musculoskeletal injuries. First, a systematic review by Tullar and colleagues (2010)
examined whether occupational safety and health interventions in healthcare settings have
an effect on musculoskeletal health status. The authors reviewed sixteen studies and found
moderate evidence supporting multi-component patient handling interventions, defined as
consisting of:

(a) an organizational commitment to reducing patient handling injuries,

(b) the purchase of lift and/or transfer equipment, and

(c) a training program that includes safe patient handling and/or equipment usage.

In addition, the authors found a moderate level of evidence indicating that patient handling
training alone had no effect on musculoskeletal health. These authors conclude by urging
policy makers to consider implementing multi-component patient handling interventions.

The second systematic review was conducted by Hignett (2003) who examined intervention
strategies to reduce MSIs associated with patient handling. There were sixty-three studies
included in the review, and the findings were grouped into three categories:

(a) Multifactor interventions,

(b) single factor interventions, and

(c) technique training interventions.

Multifactor interventions, defined as those that include any combination of two or more
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intervention strategies (e.g., equipment provision, education and training, work
environment redesign) were examined in two groups: those that included a risk assessment
program and those that did not. The results of the review indicated that there is a
moderate level of evidence supporting the effectiveness of both groups of multifactor
interventions. Single factor interventions were also examined in two distinct groups: those
that were based on the provision of equipment, and those that were based on a lift team
approach. There was moderate evidence to support the effectiveness of both types of
approach. Finally, there were mixed findings for technique training: some of the reviewed
studies indicated that there was strong evidence suggesting that interventions based on
technique training alone had no impact on working practices or injury rates, but other
reviewed studies presented moderate evidence finding that technique training had some
short-term benefits. In addition to these systematic reviews, the primary research we
examined also supports the finding that multi-component interventions are beneficial for
reducing MSls. For example, three studies found that lifting interventions comprised of
education, a lift team, and mechanical lifting equipment have been shown to reduce staff
injuries (Guthrie et al., 2004; Kutash, Short, Shea, & Martinez, 2009; Wardell, 2007).

There is also a body of primary research examining the effects of installing mechanical lifts
and transfer devices without the addition of organizational policies and/or extensive
training programs. These studies also demonstrate beneficial effects of using transfer
equipment. Yassi and colleagues (2001) conducted an RCT and found that, as compared to a
control group and a group instructed in “safe lifting,” the staff provided with mechanical
lifting equipment showed the greatest improvements in work fatigue, self-reported back
and shoulder pain, safety, and the frequency and intensity of physical discomfort associated
with patient handling tasks. There were, however, no differences in the number of
musculoskeletal injuries, rates, or costs for all musculoskeletal injuries, as reported in
workers’ compensation claims. Studies using other than RCT designs show similar results.

The introduction of mechanical lifts has been associated with:

e reduced musculoskeletal injuries (Evanoff, Wolf, Aton, Canos, & Collins, 2003; Li,
Wolf, & Evanoff, 2004; Lim, Black, Shah, Sarker, & Metcalfe, 2011; Silverwood &
Haddock, 2006),

e |ower odds of repeated injuries (Lim et al., 2011), and

e areduction in days lost because of injuries (Chhokar, Engst, Miller, Robinson, Tate,
& Yassi, 2005; Evanoff, et al., 2003).

In addition, the implementation of ceiling lifts is also associated with a decrease in the
perceived risk of injury (Engst, Chhokar, Miller, Tate, & Yassi, 2005)

Despite the fact that there are many studies in support of reduced injuries following
installation of lifting devices, Springer et al. (2009) did not report the same finding. Springer
and colleagues examined the effect of implementing a lift team without the introduction of
a no-lift! policy. A no-lift policy directs staff to transfer using lifting equipment and aids for
patients with certain characteristics, for example, those who cannot bear weight, who
require more than one person to bear their weight, and/or who cannot assist when

' The term “no-lift policy” appears to be the most common in safe patient handling research, but it is

» u

also known as “zero-lift”, “minimal-lift”, or “lift-free”.
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repositioning in bed (Darragh, Campo, & Olson 2009). They found that the number of
employee injuries was not reduced to the same degree as was found by the other studies.
The authors suggest that this is the result of the absence of an institutional no-lift policy.

We did not locate any relevant peer-reviewed economic evaluations. However, some of the
reviewed studies do include economic data. Several of the papers included compensation
claims information and found that the installation of mechanical lifting devices was
associated with a reduction in the annual costs of workers’ compensation claims (Alamgir,
Kidd, & Yassi, 2007; Alamgir, Yu, Fast, Hennessy, Kidd, & Yassi, 2008; Li, et al., 2004; Miller,
Engst, Tate, & Yassi, 2006; Park, Bushnell, Bailer, Collins, & Stayner, 2009; Zadvinskis &
Salsbury, 2010). It might be possible to extrapolate the economic implications from these
findings by using cost information from the WHSCC and Eastern Health’s compensation
payment rates. As well, no-lift policies have been associated with a decrease in patient
handling injury claims and a decrease in lost time (Charney, Simmons, Lary, & Metz, 2006;
Martin, Harvey, Culvenor, & Payne, 2009).

Taken together, the studies we reviewed found a great deal of evidence that multifactor
lifting interventions, which include the introduction of policies, the installation of
equipment, and adequate staff training, have a positive impact on reducing musculoskeletal
injuries in staff. Policy makers should be aware that installing equipment without the
accompanying policy and educational components may not result in comparable injury
reductions and also that adopting educational programs without installing mechanical
lifting equipment is similarly unlikely to reduce injury rates among healthcare personnel, as
the manual transfer of patients is a leading cause of staff injury. The highest quality
evidence in this review, namely the two systematic reviews (Hignett, 2003; Tullar et al.,
2010), as well as three of the primary studies (Guthrie, Westphal, Dahlman, Berg, Behnam,
& Ferrell, 2004; Kutash et al., 2009; Wardell, 2007) all provide evidence in support of
multifactor interventions with regard to reducing injuries. No literature within the current
review suggested that the use of ceiling lifts had harmful effects or increased the rates of
MSiIs in staff.

Workplace Quality
Has the implementation of a comprehensive IPP in LTC improved the quality of the
workplace for nursing staff?

Several articles addressed the question of whether safe patient handling had an impact on
workplace quality as perceived by staff. Alamgir, Li, Yu, Gorman, Fast and Kidd (2009)
conducted a study designed to evaluate ceiling lifts in comparison with floor lifts using
several indices of staff and patient satisfaction. The authors found that transfers using
ceiling lifts required less time than transfers using floor lifts, and that patients rated the
ceiling lifts as being more comfortable than floor lifts. Staff in this study preferred to use
the ceiling lifts and reported that, as compared to floor lifts, they were seen as less
physically demanding. In a subsequent study, Alamgir, Drebit, Li, Kidd, Tam and Fast (2011)
examined the use of peer coaching in conjunction with ceiling lifts and found that following
implementation of the peer coaching program, staff reported using the lifts more
frequently as well as increased safety awareness and confidence in using the equipment.
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Berthelette and colleagues (2012) examined a safe patient handling program designed to
prevent back injuries in healthcare staff, and found that there was weak implementation
fidelity, i.e., that there were discrepancies between how the program was implemented
and how it was intended to be used by the designers of the program. The authors
suggested that the reason for this weak fidelity may have been a shortage of qualified staff,
so that having adequate staffing resources is an important point to consider.

Darragh, Campo, and Olson (2009) conducted a qualitative evaluation of a no-lift policy.
The findings of this study indicated that occupational and physical therapy staff reported
positive perceptions of the equipment. Interestingly, employee age affected the perception
of the equipment: the older employees had more difficulty adapting to new equipment.
Barriers to the adoption of new equipment included physical variables, such as room
layout/size and the proximity of the equipment.

In summary, the literature suggests that safe patient handling programs, including ceiling
lifts, had a positive effect on perceived workplace quality. In addition, Alamgir et al. (2011)
demonstrate the beneficial effects of a peer coaching program for increasing usage of
equipment. Finally, as Berthelette et al. note, there needs to be an appropriate number of
trained staff in order to ensure that the lifts are used consistently and appropriately.

Resident Care and Safety
Has the implementation of a comprehensive IPP in LTC improved the quality of resident
care and safety?

There is a smaller body of research examining perceived quality of resident care and safety.
A Cochrane review by Moore and Cowman (2009) attempted to evaluate repositioning for
treating pressure ulcers; however, they did not find sufficient evidence to conduct a
systematic review on this topic. Alamgir, Li, Gorman, Fast, Yu, & Kidd (2009 found no
significant impacts on patient satisfaction, but found that patients approved of the use of
lifts and preferred being transferred using a ceiling lift as compared to floor lifts. The
findings of this study should be interpreted with caution, as no other articles pertaining to
patients’ perceived quality of care were found in this review.

Process Evalution

The Department of Research, Eastern Health also wishes to evaluate processes associated
with the implementation of the IPP. Their goal is to determine if the IPP was implemented
as intended in the facilities. To aid in this evaluation, we have examined the available
literature in light of the four factors they identified:

Nurse-related factors

The Department of Research is interested in whether nurses are satisfied with the training
involved in IPPs, whether they feel they have the necessary knowledge to use the
equipment, and in utilization patterns. Literature pertaining to these variables is presented
below.
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Schoenfisch and colleagues conducted three studies examining patient handling and
associated outcomes. Schoenfisch, Lipscomb, Myers, Fricklas, and James (2011) examined
the experience of a lift assist team in an acute-care hospital, and found that team members
reported increased staff safety and improved patient care; however, the authors also found
that the job responsibilities of the members expanded beyond their officially designated
roles on the lift assist team. Schoenfisch and colleagues (Schoenfisch, Pompeii, Myers,
James, Yeung, Fricklas, Pentico, et al., 2011) also completed a study examining objective
measures of adoption of lifts and found that no single variable predicted adoption and use
of the equipment. Finally, Schoenfisch and colleagues (Schoenfisch, Myers, Pompeii, &
Lipscomb, 2011) conducted a qualitative analysis to examine the factors that influence
adoption of mechanical lifts in hospitals and found that the process was complex, as many
factors played a role. The variables included time, knowledge and ability, staffing issues,
and patient status. The time needed to retrieve the lift, set it up, use it and return it
influenced whether the lift was used. Policy and equipment training alone were not
sufficient to influence equipment use; staff reported they needed to use the devices
regularly and/or have refresher training to feel skilled in the use of the equipment. Nurses
felt there were staffing issues, namely that there were not enough staff to complete
necessary tasks. Patient condition also influenced whether or not the equipment was used.

While the existing literature does not present strong findings with regard to nurse-related
factors, the three studies do highlight some points for consideration when implementing
patient handling programs.

Resident-related factors

There are very few studies examining resident/patient perception of the process of safe
patient handling interventions. Alamgir and colleagues (Alamgir, Li, Gorman, Fast, Yu, &
Kidd, 2009) determined that as compared to floor lifts, patients found ceiling lifts more
comfortable. In another study, Alamgir and colleagues (Alamgir, Li, Yu, Gorman, Fast, &
Kidd, 2009) found that patients approved of the use of ceiling lifts and also recognized that
this equipment is beneficial. Patients in this study also reported that they preferred being
transferred using a ceiling lift.

Training-related factors

Only one study examining satisfaction with training was found. Alamgir, Drebit, Li, Kidd,
Tam and Fast (2011) evaluated a peer coaching and mentoring program for safe patient
handling. They found that staff involved in the peer coaching program reported being
satisfied with the program, and that it has increased their awareness of safety and
increased their confidence in using the equipment.

Equipment-related factors

Several studies examined equipment-related factors, such as functionality and availability
of equipment. Alamgir and colleagues (2009): Patient transfers performed with ceiling lifts
took less time than transfers using floor lifts. Spiegel et al. (2002) conducted a cost-benefit
analysis of the installation of mechanical lifts and found that that within four years, direct
savings had produced a payback.

Baptiste et al. (2006) conducted an experiment in which eight acute care wards in a large
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hospital each randomly received one of eight lateral transfer devices, such as draw sheets,
patient rollers, or patient shifters. Caregivers, who were predominantly nurses, reported
that air-assisted devices performed better than other types of devices. Additionally, lateral
transfer devices were rated higher than traditional draw sheet methods of patient transfer.
The authors suggest that policy makers consider these lateral transfer devices, which are
relatively cost-effective as compared to mechanical lift equipment when implementing
patient handling technologies.

Finally, we found two studies that address barriers and facilitators for implementing patient
handling interventions. A systematic review by Koppelaar et al. (2009) was designed to
assess barriers and facilitators for implementing patient handling interventions in
healthcare. Nineteen studies were included in the analysis, and barriers and facilitators
were classified as either individual or environmental factors that influenced the
implementation of an intervention. Individual factors were those that are within a person,
such as motivation or attitude. Environmental factors were those that are external to a
person, such as one’s social and physical environment. For the implementation of patient
handling programs, findings indicated that the most important environmental factors were
“convenience and easy accessibility,” “supportive management climate,” and “patient
related factors.” As for individual factors, “motivation” emerged as an important category.
The authors found that, overall, environmental factors emerged as more important than
individual factors as obstacles to effective program implementation and subsequent
program effectiveness. In addition to their systematic review, Koppelaar and colleagues
also conducted a cross-sectional study (Koppelaar, Knibbe, Miedema, & Burdorf, 2011)
designed to examine determinants of use of ergonomic devices for patient handling. They
found that individual variables that influenced the use of these devices included: nurse
motivation, the presence of back injury in the past twelve months, and strict protocols for
the use of these devices. Organizational variables that influenced use included accessibility,
management support, and a supportive management climate. This study suggests that
policy makers should take these findings into consideration when implementing patient
handling programs, and ensure that these barriers and facilitators are addressed.



V o
Rapid EVIDENCE Reports
‘-’

References

Alamgir, H., Drebit, S., Li, H. G., Kidd, C., Tam, H., & Fast, C. (2011). Peer coaching and
mentoring: a new model of educational intervention for safe patient handling in
health care. American Journal of Industrial Medicine, 54(8), 609-617.
doi:10.1002/ajim.20968

Alamgir, H., Kidd, C., & Yassi, A. (2007). Cost-Benefit Analysis of the Overhead Ceiling Lifts in
Reducing Musculoskeletal Injury Amoung Direct Patient Care Staff.

Alamgir, H., Li, 0. W., Gorman, E., Fast, C., Yu, S., & Kidd, C. (2009). Evaluation of ceiling lifts
in health care settings: patient outcome and perceptions. AAOHN Journal: Official
Journal of the American Association of Occupational Health Nurses, 57(9), 374-380.
doi:10.3928/08910162-20090826-06

Alamgir, H., Li, 0. W., Yu, S., Gorman, E., Fast, C., & Kidd, C. (2009). Evaluation of ceiling lifts:
transfer time, patient comfort and staff perceptions. Injury, 40(9), 987-992.
doi:10.1016/j.injury.2008.12.002

Alamgir, H., Yu, S., Fast, C., Hennessy, S., Kidd, C., & Yassi, A. (2008). Efficiency of overhead
ceiling lifts in reducing musculoskeletal injury among carers working in long-term
care institutions. Injury, 39(5), 570-577. doi:10.1016/j.injury.2007.11.420

Baptiste, A., Boda, S. V., Nelson, A. L., Lloyd, J. D., & Lee, W. E., 3rd. (2006). Friction-reducing
devices for lateral patient transfers: a clinical evaluation. AAOHN Journal: Official
Journal of the American Association of Occupational Health Nurses, 54(4), 173-180.

Berthelette, D., Leduc, N., Bilodeau, H., Durand, M.-J., & Faye, C. (2012). Evaluation of the
implementation fidelity of an ergonomic training program designed to prevent back
pain. Applied Ergonomics, 43(1), 239-245. doi:10.1016/j.apergo.2011.05.008

Charney, W., Simmons, B., Lary, M., & Metz, S. (2006). Zero lift programs in small rural
hospitals in Washington State: reducing back injuries among health care workers.
AAOHN Journal, 54(8), 355—-358.

Chhokar, R., Engst, C., Miller, A., Robinson, D., Tate, R. B., & Yassi, A. (2005). The three-year
economic benefits of a ceiling lift intervention aimed to reduce healthcare worker
injuries. Applied Ergonomics, 36(2), 223-229. doi:10.1016/j.apergo.2004.10.008

Darragh, A. R., Campo, M., & Olson, D. (2009). Therapy practice within a minimal lift
environment: Perceptions of therapy staff. Work: A Journal of Prevention,
Assessment and Rehabilitation, 33(3), 241-253. doi:10.3233/WOR-2009-0872

Eastern Health, (June, 2012). Provincial Injury Prevention Pilot Program Evaluation Plan.
Applied Health Research Division, Department of Research.

Engst, C., Chhokar, R., Miller, A., Tate, R., & Yassi, A. (2005). Effectiveness of overhead lifting
devices in reducing the risk of injury to care staff in extended care facilities.
Ergonomics, 48(2), 187-199. doi:10.1080/00140130412331290826

Evanoff, B., Wolf, L., Aton, E., Canos, J., & Collins, J. (2003). Reduction in injury rates in
nursing personnel through introduction of mechanical lifts in the workplace.
American Journal of Industrial Medicine, 44(5), 451-457. doi:10.1002/ajim.10294

Guthrie, P. F., Westphal, L., Dahlman, B., Berg, M., Behnam, K., & Ferrell, D. (2004). A patient
lifting intervention for preventing the work-related injuries of nurses. Work
(Reading, Mass.), 22(2), 79-88.

Hignett, S. (2003). Intervention strategies to reduce musculoskeletal injuries associated with
handling patients: a systematic review. Occupational and Environmental Medicine,
60(9), E6.



V o
Rapid EVIDENCE Reports
‘-’

Koppelaar, E., Knibbe, J. )., Miedema, H. S., & Burdorf, A. (2009). Determinants of
Implementation of Primary Preventive Interventions on Patient Handling in
Healthcare: A Systematic Review. Occupational and Environmental Medicine, 66(6),
353-360. doi:10.1136/0em.2008.042481

Koppelaar, E., Knibbe, J. J.,, Miedema, H. S., & Burdorf, A. (2011). Individual and
Organisational Determinants of Use of Ergonomic Devices in Healthcare.
Occupational and Environmental Medicine, 68(9), 659-665.
do0i:10.1136/0em.2010.055939

Kutash, M., Short, M., Shea, J., & Martinez, M. (2009). The Lift Team’s Importance to a
Successful Safe Patient Handling Program. JONA: The Journal of Nursing
Administration, 39(4), 170-175. doi:10.1097/NNA.0b013e31819c¢9cfd

Li, J., Wolf, L., & Evanoff, B. (2004). Use of mechanical patient lifts decreased
musculoskeletal symptoms and injuries among health care workers. Injury
Prevention: Journal of the International Society for Child and Adolescent Injury
Prevention, 10(4), 212—216. doi:10.1136/ip.2003.004978

Lim, H. )., Black, T. R., Shah, S. M., Sarker, S., & Metcalfe, J. (2011). Evaluating repeated
patient handling injuries following the implementation of a multi-factor ergonomic
intervention program among health care workers. Journal of Safety Research, 42(3),
185-191. doi:10.1016/j.jsr.2011.05.002

Martin, P. J., Harvey, J. T, Culvenor, J. F., & Payne, W. R. (2009). Effect of a nurse back injury
prevention intervention on the rate of injury compensation claims. Journal of Safety
Research, 40(1), 13—19. doi:10.1016/j.jsr.2008.10.013

Meeks-Sjostrom, D., Lopuszynski, S., & Bairan, A. (2010). The Wisdom of Retaining
Experienced Nurses at the Bedside: A Pilot Study Examining a Minimal Lift Program
and Its Impact on Reducing Patient Movement Related Injuries of Bedside Nurses.
MEDSURG Nursing, 19(4), 233-236.

Miller, A., Engst, C., Tate, R. B., & Yassi, A. (2006). Evaluation of the effectiveness of portable
ceiling lifts in a new long-term care facility. Applied Ergonomics, 37(3), 377-385.
doi:10.1016/j.apergo.2005.05.012

Moore, Z. E., & Cowman, S. (2009). Repositioning for treating pressure ulcers. Cochrane
Database of Systematic Reviews (Online), (2), CD006898.
doi:10.1002/14651858.CD006898.pub?2

NL Department of Health and Community Services (2011). Proposal for a Provincial Injury
Prevention Pilot Program in Long Term Care.

Park, R. M., Bushnell, P. T., Bailer, A. J., Collins, J. W., & Stayner, L. T. (2009). Impact of
publicly sponsored interventions on musculoskeletal injury claims in nursing homes.
American Journal of Industrial Medicine, 52(9), 683—697. doi:10.1002/ajim.20731

Schoenfisch, A. L., Lipscomb, H. J., Myers, D. J., Fricklas, E., & James, T. (2011). A lift assist
team in an acute care hospital-prevention of injury or transfer of risk during patient-
handling tasks? AAOHN Journal: Official Journal of the American Association of
Occupational Health Nurses, 59(8), 329-334. doi:10.3928/08910162-20110726-02

Schoenfisch, A. L., Myers, D. J., Pompeii, L. A., & Lipscomb, H. J. (2011). Implementation and
adoption of mechanical patient lift equipment in the hospital setting: The
importance of organizational and cultural factors. American Journal of Industrial
Medicine, 54(12), 946—954. doi:10.1002/ajim.21001

Schoenfisch, A. L., Pompeii, L. A., Myers, D. J., James, T., Yeung, Y., Fricklas, E., Pentico, M.,
et al. (2011). Objective measures of adoption of patient lift and transfer devices to



V o
Rapid EVIDENCE Reports
‘-’

reduce nursing staff injuries in the hospital setting. American Journal of Industrial
Medicine, 54(12), 935-945. doi:10.1002/ajim.20998

Silverwood, S., & Haddock, M. (2006). Reduction of musculoskeletal injuries in intensive care
nurses using ceiling-mounted patient lifts. Dynamics, 17(3), 19-21.

Spiegel, J., Yassi, A., Ronald, L. A., Tate, R. B., Hacking, P., & Colby, T. (2002). Implementing a
resident lifting system in an extended care hospital. Demonstrating cost-benefit.
AAOHN Journal: Official Journal of the American Association of Occupational Health
Nurses, 50(3), 128-134.

Springer, P. J., Lind, B. K., Kratt, J., Baker, E., & Clavelle, J. T. (2009). Preventing employee
injury: implementation of a lift team. AAOHN Journal: Official Journal of the
American Association of Occupational Health Nurses, 57(4), 143—-148.

Tullar, J. M., Brewer, S., Amick, B. C., 3rd, Irvin, E., Mahood, Q., Pompeii, L. A., Wang, A., et
al. (2010). Occupational safety and health interventions to reduce musculoskeletal
symptoms in the health care sector. Journal of Occupational Rehabilitation, 20(2),
199-219. doi:10.1007/s10926-010-9231-y

Wardell, H. (2007). Reduction of injuries associated with patient handling. AAOHN Journal:
Official Journal of the American Association of Occupational Health Nurses, 55(10),
407-412.

Yassi, A., Cooper, J. E., Tate, R. B., Gerlach, S., Muir, M., Trottier, J., & Massey, K. (2001). A
randomized controlled trial to prevent patient lift and transfer injuries of health care
workers. Spine, 26(16), 1739—-1746.

Zadvinskis, I. M., & Salsbury, S. L. (2010). Effects of a multifaceted minimal-lift environment
for nursing staff: pilot results. Western Journal of Nursing Research, 32(1), 47-63.
doi:10.1177/0193945909342878



