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Learning Objectives

A. Outline clinical and safety benefits of a
dynamic Safe Patient Handling & Mobilization
Program (SPHM)

B. Describe how to conduct a SPHM gap analysis
and who should be involved in it

C. Describe how to maintain a sustainable SPHM
program

D. Demonstrate how to collaborate with other
programs in the hospital setting




WHY EMPLOYEE SAFETY MATTERS

* Our Employees are our Most Important Asset

* High cost of Employee injuries (Med / Mal)

* Missed nursing care when working hurt

e Caregivers whose backs hurt change their work practice
* Leave patients in bed that should get up
* Use bedpans instead of getting someone up to a commode
* Less likely to answer call bell in a timely fashion

 Less likely to be pleasant to patients
* More likely to call in to work sick

* 6-10% of injured workers leave or change their jobs
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HIGH RISK ACTIVITIES - NOT JUST FOR NURSES, BUT ALSO FOR
PATIENTS




e

Lifting a patient from the
floor

* With permission from Lynda Enos, Humanfit LLC



Catching a falling
patient

* With permission from
Lynda Enos, Humanfit LLC




Boosting, repositioning,
turning, transferring

* With permission from Lynda Enos, Humanfit
LLC

_V

=arlyMobility.com



aregivers consistently in top 10 of all
workers most likelv to be injured

Laborers and freight, stock, and material movers, hand

25,590

Heavy and tractor-trailer truck drivers 18,960

Nursing assistants 13,390

Stockers and order fillers | 11,200

Registered nurseS| I 9,530

Janitors and cleaners, except maids and housekeeping cleaners [INNNENEGEGEGEGEEE 6,360

Personal care aides [NNENEGEEEN 6,170

Maids and housekeeping cleaners |G 6,020
Construction laborers [[IIININEGEEEEEE 5220
Driver/sales workers [ 3,300

el aidels B 2,550

Customer service representatives [ 2,150

Packers and packagers, hand [ 1,780

Emergency medical technicia+s I 1,660

Cleaners of vehicles and equipment [l 1,330

v 0 5,000 10,000 15,000 20,000 25,000 30,000

Number of Injuries
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Linking Worker Safety to Patient Safety.
Direct Costs of WMSDs
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 Turnover Rate for RN 2021: 27.1%
* Ave cost per RN is $40,038

* Hospital cost $3.6 million to $6.5
million per year. The
top three reasons:

* Relocation, career
advancement and retirement.



https://www.beckershospitalreview.com/finance/the-cost-of-nurse-turnover-by-the-numbers.html

Cost of Employee Injuries

Incidence
* 6.8 injuries per 100 FT workers
* Overexertion and bodily strain 48% of all injuries

Average direct costs
* $15,860 (Osha website accessed November 2024)

Average indirect costs
« 3-5 times direct costs in indirect costs (~ 45K per injury)
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Cost of Employee Injuries

Workers' compensation costs by cause, 2020-2021

Maotor vehicle

Burn

Fall/slip

Caught

Struck by

Strain

Cumulative injuries
Striking against
Misc, cause

Cut/punch/scrape

Source: National Safety Council
https://injuryfacts.nsc.org/work/costs/workers-compensation-

costs/#:~:text=The%20average%20cost%20for%20all,about%20workers'%20compensation%20cost%20esti
mates.



https://injuryfacts.nsc.org/work/costs/workers-compensation-costs/#:~:text=The%20average%20cost%20for%20all,about%20workers'%20compensation%20cost%20estimates

SAFE EARLY AND CONTINUOUS MOBILITY
REDUCES CAREGIVER INJURIES

44% REDUCTION SUSTAINED OVER
10 YEARS IN SYSTEMATIC REVIEW

TEEPLE ET AL, 2019




Increased
Employee
Injuries

Decreased
patient
mobility
events




Safe Early and Continuous Mobility Definitions

SECM defines a culture where every Veteran is Mobilized Early and
throughout their day, stay and course of care across settings (Continuous) to
their highest potential to avoid preventable de-conditioning and sequelae of
immobility. And where mobilization is Safe for both the Veteran and their
caregiver.




Remember 3 things:

1. As humans, we function in upright position.
Everything we do, from the minute we are
born is to get standing and moving upright.

2. To be able to go home, patients need to be
able to stand up and get out of bed, and
transfer to a chair or toilet. Activities that
do not include weight bearing miss an
important functional component of
recovery

3. When someone is very sick, they fatigue
very quickly. A little activity, done several
times per day is much better than one
forty-five minute exercise session
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INCREASED TIME
AND BURDEN OF
CARE AND
READMISSIONS




ne Day Makes A Big Difference !

4-5 || 6-7 ||8-1

. ontractures Begin arcopenia (loss o -10% loss of plasma isk of gastric aspiration 6 bone mineralization one degradation continues
T D I_ C Begin 1* S ia (I f 8-10% | f pl Risk of i irati 1% b i lizati B d dati i
0-Do List muscle strength) 1-3% volume 1* and endotoxemia 1 lost per week 6* as long as bed rest occurs
B’Get Milk Muscle Atrophy Begins 1+ Per day 1,2
Cardiac workload TF 1+ Microvascular Dysfuction 1*  Visible weakness in Risk of ventilator acquired
. . Dorsal Atelectasis begins 25-30% Mechanically pneumonia increases every
Pressure Area Develops
[\ APick Up kids P Ventilated Patients day

HR (rest) T 1*
Thoracic fluid volume{]'5*

Plasma Volume {J 2* o 10-15% decrease in Risk of long term disabling

Muscle Strength 1* weakness continue every day

E’Mﬂbl lize Patients Stroke Volume J1*

Orthostatic Hypotension Loss of Calcium in Urine

begins to develop 2* and TF Risk °_f Cardiac Output {J 1* Risk for falls and delerium
Renal Calculi increases everyday

Hypoxemia 2* Lower Pain Threshold
40% chance of becoming
incontinent if 65+ years 6*

Insulin Resistence * 3* Anxiety and Fear

Peristalis {} /Impaction

Altered Triglyceride Depressed Central Nervous
levels 4* {F System Responses

CA+ in Urine 1T 1*

DeJonghe B, Sharshar T, Lefaucher JP et al. Paresis acquired in the ICU. A Prospective Multi-Center Study. JAMA 2002; 288(22): 2859-2867 2. King L. Developing a Progressive Mobility Activity Protocol. Orthopedic Nursing 2012; (Sept/Oct) 3.1(5): 253-262 3. Casey C. The Study of Activity. An Integrative Review. Journal of Gerentological Nursing, 2013; 39(8). 4.

Greenleaf JE. Physiology of prolonged Bedrest. NASA Technical Memorandum, 101010.1988 5. Pavy-Le Traon A, Heer M, Narici MV, Rittweger J, Vernikos J. From Space to Earth: advances in human physiology from 20 years of bed rest studies (1986-2006). Eur J Appl Physiol 2007; 101(2): 143-194 6. Ray K, A, i E. Pulmonary is in
Anesthesia and Critical Care. Continuing Education in Anaesthesia, Critical Care & Pain j 2014; 14(5): 236-245 7. Hamburg NM, McMackin CJ, Huang AL, Sherouda SM, et al. Physical Inactivity Rapidly induces insulin resistance and microvascular dysfunction in healthy volunteers. Arterioscler. Thromb. Vasc. Biol. 2007; 27:2650-2656 8. Peddie MC, Bone
JL, Rehrer NJ, Skeaff CM, Gray AR, & Perry TL. Breaking Prolonged sitting reduces postprandial glycemia | healthy normal-weight adults: a randomized crossover trial. Am J ClinNutr 2013; 98:358-66 9. http://www.ahrg.gov/research/HC/pressureulcertoolkit/putool.htm 10. Stuempfle KJ, & Drury DG. The Physiological Consequences of Bed rest. JEPOnline 2007; 10(3):32-41

. Vollman K. Progressive Mobility in the Critically IIl. Critical Care Nurse, 2010; 30(2): S3-S4. Winkelman C. Bed Rest In Health and Critical lliness. A Body Systems Approach. AACN Advanced Critical Care 20(3):254-266.13. Knight J, et al. Effects of bedrest 1. Cardiovascular, respiratory, & hematological systems. Nursing Times 2009; 105(21). https://www.pubfacts.com/

detail/19548502/Effects-of-bedrest-1:- llar-respiratory-and. ical-system: Nigam Y, Knight J, & Jones A. The physiological effects of bed rest and.i ity part 3- the musct system, skin, and Immunity. Nursing Times 2009; 105(23):18-22 Shearer WT, Ochs HD, et al. Inmune responses in adult female volunteers during the bed-rest

model of spaceflight: Antibodies and cytokines. J Allergy Clin Immunol 2009; 123(4): 900-905 Anastasopoulos et al. Is plasma calcium concentration implicated in the S Wiritimgkiliness polwmuropathy and myopathy? Critical Care 2011, 15:R247http:/ccforum.com/content/15/5/R247 Puthucheary ZA, Rawal J, McPhail M, Connolly B, et al. Acute skeletal

muscle wasting in critical iliness. JAMA 2013; 310(15)1591-1600. doi:10.1001/jama.2013.278481 18. Kortebein P, Ferrado A, Lombieda J, Wolfe R, & Evans J. Effect of 10 days of bedrest on skeletal muscle in healthy older adults. Journal of the American Medical Association, 2007. 297(16): 1772-1774. doi:10.1001/jama.297.16.1772-b.



Patient
Immobi

narm from

ity is widely

recoghized

* American Geriatrics Society, 2018 White Paper
* Implementation of mobility interventions

 Shift fall prevention focus to a focus on
safe mobility

* Up to 68% of patients admitted to acute
hospitals are discharged with some level of
disability related to muscular deconditioning
(Gill, Gahbauer, Han, and Allore ,2009)

* Merck Manual online, 2019: 75% of patients
75 and older functionally independent at
admission are not at discharge, with 15%
discharged to skilled nursing facilities




MOBILITY IS ONLY INTERVENTION
TO PREVENT AND TREAT
IMMOBILITY SYNDROME

* No pharmaceutical intervention for Immobility
Syndrome

* Improved Mortality, QOL, decreased Vent days,
Decreased Delirium, Improved Functional level at DC,
Decreased LOS

* ICU: Largest multi-center trial of over 15,000
patients

* Punetal, 2019
e Systematic Review of Literature
 Zhangetal 2019
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Average added cost of care per fall |
e S6700 - average all injuries
* 530,000 - ave with injury per CDC
* (AHRQ)
« SECM reduces falls (ave 56%)
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Cost of Pressure Injuries

%

Added cost of care per case
e 543,180.00
* (Medicare estimates per pressure
injury AHRQ)
* SECM reduces pressure injuries
(Average 30%)
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Safe Early and
Continuous
Mobility
reduces
Length of Stay

Average 25% ICU and 30%
Hospital LOS

Greatest Savings
> S1M per year for 24 bed ICU




Savings per ICU bed with 25% Dec. LOS

* Average Length of Stay 5 days

73 patients per bed per year (365/5)

* Savings of $311.25 per patient per bed
» $22,721.25 savings per bed per year

* Multiply by number of ICU beds

* Examples:
* 20 bed ICU - Savings of $454,425
* 30 bed ICU — Savings of $681,637.5




Savings per acute care bed with 30% Dec. LOS

* Average Length of Stay 4 days

* 91 patients per bed per year (365/4)
* Savings of S144 per patient per bed
* $13,093.08 savings per bed per year
* Multiply by number of hospital beds

* Examples:

* 200 bed hospital- Savings of $2,618,616
* At 70% occupancy = $1,833,031

* 450 bed hospital — Savings of $5,891,886
* At 70% occupancy = 54,124,320




Early Mobility Other Benefits

* Hospital readmission 17.1% to 11.5%

*11.3% more patients discharged home vs
SNF/Acute Rehab

*|Less anxiety and trend toward less
depression



OSHA Calculator
for cost savings

* https://www.osha.gov/safetypays
/estimator



https://www.osha.gov/safetypays/estimator

Cost of One

Patient Fall .-\ddililonl;ll Revenue

Needed to Offset . . .

(at 1300(;),0“1 margin) Average Hospital Profit Margins for 2023 was 1.6%

® .

y v Xp » Patip o, &
("":‘, "_'_()!“ I atient Additional Revenue
Pressure Injury Needed to Offset
(at 10% profit margin)

BALANCED
BUDGET

Cost of One

Employee Injury

Additional Revenue
. Needed to Offset

(at 10% profit margin)

|




Opportunity Cost Savings

Current Difference Cost per Incident Savings Assumptions

Employee Injuries 100 56 44 S 45,000.00 S 1,980,000.00 Indirect costs are 3 x direct costs
ICU Length of Stay 4.2 3.2 1.1 S 249.00 S 261,450.00 1000 admissions per year
Hospital LOS 5.7 3.8 1.9 S 109.00 S 205,029.00 1000 hospital admits per year
Falls 100 56 44.0 S 6,700.00 S 294,800.00

HAPI (stage 2+) 10 6.7 3.3 S 43,180.00 S 142,494.00

RN Retention 25% 23% 2% S 260,000 S. 520,000

$ 3,403,773



Protects against bacteria
and viral pathogens that
can cause us temporary
or life-long problems
with our health.

Use is Mandatory

Protects against
mechanical forces that
can cause us temporary
or life-long problems with
our health.

Use is Mandatory



SECM Videos

* SECM VS SPHM

e Safe Patient Handling Videos

—arl



https://youtu.be/8lLIV-mAhiU?si=pxWe8ThGKhgrpI_8
https://youtu.be/TsERBjJ1lB4?si=6oJHzXTf9xbEO4ro

<:> * Gap analysis
O * Work through processes for
implementation

e Train superusers on equipment and roles
for success

P ROG RAM | N e Develop dashboards and targets for

successful implementation, to track
FAC' L‘Tl ES progress and promote sustainability

* Monitor and measure your program on an
ongoing basis

* Ensure training is sufficient for Proficiency,
not just basic competency

* Hold yourselves and the program
accountable to the outcomes

-
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QO

 Pre-Onsite Visit
e Data and Metrics to establish baseline

* Processes, policies and accountability
measures

* Org chart and where SPHM / EM fit into the
ANALYS|S 1 hierarchy (Personnel and reporting

structure)
* Personnel and safety infrastructure
* Symptom Surveys




Onsite Visit
* Walk through the units

O<:> * Meet with key stakeholders

* Talk with front-line employees
* Look at storage, inspect equipment
* List equipment and location and state

GAP e Ask:
ANALYS|S 2 * What happens if you manually lift and move

patients?
* Who is your SPHM coordinator / Manager?
 What do you do if equipment is not working?
 How do you report equipment that is not
working?
* How often do you get trained on equipment

e Can you show me how to use “X” piece of
equipment?




* Equipment Fairs — Bring in Vendors
* Processes
* Laundering

O * Inventory
* Preventive Maintenance on equipment

* Storage
* Battery checks
* Equipment checks

P R E * Communication
- « What to do “when / if”
* Personnel Roster, names, roles, ways to get a hold of them

PROGRAM + blan for trining

* Initial training and proficiency
P LA N N | N G * Mentoring on the units
* Competencies

* Annual skills

* NEO

* Random knowledge checks and Remediation training as needed
* Accountability Plan

* What will be your measures for success?

* How will you communicate these?

* What will be the threshold for celebration / remediation?
. . . . 5
~ What will be the action when you hit the threshold

arlyMobility.com



* Define responsible party(ies)

O<:> * Budget for training (Staff need to be off
the unit for complete attention)

* Train the trainer program for peer leaders
on the unit

TRAINING * Managers need to also understand what

AN D is expected

* Ancillary staff as well as front-line
E D U CAT‘ O N caregivers

* Don’t assume that once is enough

* Preceptors must model appropriate
SPHM / EM practice

e Annual skills
e Remedial education




O * Create automatically populating
dashboards to measure behavior changes

* Connect behavior changes to desired
M ETR ‘ CS outcomes
AN D * Monitor and provide feedback

* People do what is measured or what they
MON'TOR'NG value

* Remind staff this is about their safety and
wellbeing




* Ensure you are consistent in messaging

O<:> * Set staff up for success (Proper training
and sufficient equipment)

* Set reasonable and natural consequences
and plans for errors are made and when
the system fails

e Remember the system is usually at fault
ACCO U NTAB' UTY more than the last decision made by the
person at the point of failure

* Approach resolution by looking at the
system that led to the errors

e Accountability should be to the program
outcomes, and all team members are
working towards the same goal




AND MORH

SPHM IS NOT AN

SPHM

NE 0

Veterans
Contracting F o
amilies




Early Mobility is Everyone’s Job

The most successful teams include:

H O H

Administrator Physician Champion Nurse/Rehab Mgr

“_'} (LA

29 ¢

Patient
Family
r— s Case Manager
E— M - | Diagnostic
PT Imaging
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Safety Action Economics

QUaIity Results
— THANK YOU! QUESTIONS!

'

. . Margaret@EarlyMobility.com
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Evidence-Based Practice

* Smart DA, Dermody G, Coronado ME, and Wilson M. Mobility Programs for the
Hospitalized Older Adult A Scoping Review. Gerontology & Geriatric Medicine, 2018. 4: 1-
18. Article reuse guidelines: sagepub.com/journals-permissions DOI:
10.1177/233371418808146146 journals.sagepub.com/home/ggm

* Arias-Fernandez, P., Romero-Martin, M., Gomez-Salgado, J., & Fernandez-Garcia, D.
(2018). Rehabilitation and early mobilization in the critical patient: systematic
review. Journal of physical therapy science, 30(9), 1193-1201.
https://doi.org/10.1589/jpts.30.1193

* Hoyer EH, Friedman M, Lavezza A, et al. Promoting mobility and reducing length of stay in
hospitalized general medicine patients: a quality-improvement project. J Hosp Med.
2016;11(5):341-347. doi: 10.1002/jhm.2546

* Wyatt S, Meacci K, Arnold M. Integrating Safe Patient Handling and Early Mobility:
Combining Quality Initiatives. J Nurs Care Qual. 2020;35(2):130-134.
doi:10.1097/NCQ.0000000000000425

e Arnold M, Vernikos J (2020) Mobility-Non-Exercise Physical Activity (NEPA) is the key to
health and longevity. ] Nov Physiother Phys Rehabil 7(1): 007-008. DOI:
https://dx.doi.org/10.17352/2455-5487.000067
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* AHRAQ. (2019). Patient Safety Primer: High Reliability. Retrieved January 25, 2021 from High Reliability | PSNet
ahrg.gov).

* American Nurses Association. (2013). Safe Patient Handling and Mobility (SPHM) Interprofessional National Standards.
Silver Spring: ANA.

* OSHA. (2015). Worker Safety in Hospitals Caring for our Caregivers. Retrieved January 25, 2021 from
https://www.osha.gov/dsg/hospitals/patient handling.html.

* TIC. (2017).0SHA & Worker Safety Handling with Care Practicing safe patient handling. Retrieved January 25, 2021
from OSHA & Worker Safety: Handling with Care Practicing safe patient handling

* VHA Center for Engineering and Occupational Safety and Health (CEOSH). (2017). Safe Patient Handling and Mobility
Guidebook. Retrieved January 25, 2021 from http://vaww.hefp.va.gov/guidebooks/safe-patient-handling-and-mobility-
guidebook. NOTE: This is an internal VA Web site that is not available to the public.

* Wyatt, S, Meacci, K, Arnold M (2020). Integrating safe patient handling and early mobility: combining quality initiatives.
J. Nurse Care Qual. 35(2):130-134.


https://www.psnet.ahrq.gov/primer/high-reliability
https://www.osha.gov/dsg/hospitals/patient_handling.html
https://www.jcrinc.com/-/media/jcr/jcr-documents/about-jcr/osha-alliance/pages_from_ecn_20_2017_08-2.pdf?db=web&hash=E471E08D9AC494C0D2C740FD4103DACD
http://vaww.hefp.va.gov/guidebooks/safe-patient-handling-and-mobility-guidebook
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