Speaker A: Nancy, BIRN nurse on 7 South

Speaker B: Gladeen, new Orientee to the unit

[VIDEO: Nurse A sitting at nurse’s station, Nurse B approaches]

A: Are you Gladeen the new Orientee?

B: Yes I am.

A: I’m Nancy, welcome to 7 South. I’m the BIRN on this unit, that’s shorthand for Back Injury Resource Nurse.

B: Well, it’s nice to meet you. Why does this unit need a back injury resource nurse? Are there lots of back injuries on this unit?

[VIDEO: Nurse A and B in Nurse A’s Office sitting across from each other]

A: No, let’s go chat in my office. Gladeen, we’re part of a safe patient handling and movement project that makes sure that we don’t have a lot of back injuries or other musculoskeletal type injuries for that matter. Can you tell me what you’ve learned at other facilities about preventing back injuries?

B: They usually provide you training on good body mechanics and proper lifting techniques, using the large muscles of the legs and keeping your back straight. But, you know, when I’m actually working with the patient it doesn’t really work.

A: That’s exactly right. Research has shown that training alone does not protect against back injury. There are a lot of reasons for that, particularly the fact that most patient handling doesn’t involve vertical lifting, for example, picking a box up from the floor. Most patient handling is really done from side-to-side. So, our facility has a new approach to protect you from getting hurt and it’s also a lot safer for the patients.

B: Great, what is it?

A: First of all, this is not the only training you’re going to get in safe patient handling. I’m assigned to this unit and I’m available to answer your questions whenever they come up. Kind of think of me as your coach, and you are the workplace athlete. My job is to motivate you to follow through on this new approach, all the way to a safe work environment.
B: I think I see, but what do you do exactly?
A: It took many weeks of specialized training for me to get to know my role, so I sure don’t expect you to understand everything in one day. One thing I do is work with the staff to evaluate the workplace for safety hazards such as broken equipment, improper movement of patients, or even untrained staff members. I also help you to learn and use the clinical algorithms.

B: What’s an algorithm? It sounds like algebra to me!

A: I know, it’s just a $10 word for a way to assess a patient’s needs and match them to the safest approach to lifting and moving them. For example, if you have a dependent patient that you want to move from a bed to a chair the algorithm identifies the characteristics of the patient that determines what type of transfer and equipment are required. The algorithms just kind of take away the guesswork. They are based on research studies that show what techniques reduce the risk the most.
B: It sounds like a good idea but complicated for me to learn.

A: Well, first of all, I’ll give you in-person training on their use. There’s a self-study module available that’s always good for a refresher, and whenever you like you can look at it. We’ve placed laminated copies of the algorithms next to each bed so they’re always there for handy reference. Besides, if you ever have a question, you can just call me.
B: So, that’s what you do.
A: Oh no, that’s not all I do, there’s a lot more. Did you know this unit has a no lift policy?
B: No, what’s that?

A: It’s really called the safe patient handling and movement policy, but we call it no lift, because It states that the staff must use assistance, either mechanical or staff, whenever a hazardous lifting situation arises. It’s also a reminder that hospital administration supports the use of safe ways of handling patients, and really doesn’t want you to be at risk from heavy lifting.
B: It sounds a bit intimidating. What if I am seen doing some unsafe lifting?

A: Well, nothing bad happens to you. I, or another staff member, will simply show you that there is a safer way to do things. We’ll provide some retraining for you if you need it, and we’re really going to look closely at the particular situation to see why you put yourself at risk. If you’ve performed an unsafe lift it’s probably because you were rushed, didn’t have the right equipment, or didn’t have the assistance nearby, and that’s a situation we really want to correct. We don’t want it to happen again. What we’re looking to do is to maintain a culture of safety on this unit.
B: I see, it doesn’t sound like I would get in trouble then. Now, what’s this culture you’re talking about? I take it it’s not a bacteria or a fungus!
A: Far from it, what we’re talking about is raising everybody’s level of awareness when it comes to safety, so it’s not an afterthought but instead it’s a focus of care. We will encourage you to report your experiences at an After Action Review or AAR. These help the team to identify what areas need a safety improvement.
B: Now I’m really lost, AARs, what are those?

A: It’s a technique that we borrowed from the military. Instead of just evaluating accidents or incidents after the fact, what we want to look at are near misses or close calls as well, but in a very informal sort of way. Because there are no records kept at these AAR meeting the staff really does feel freer to report their true feelings about safety on the unit. For example, let’s just say that you took a risk one morning and moved a heavy, very dependent patient by yourself because you were running behind schedule. Neither you nor the patient were hurt, but you know that what you did was not according to the algorithm. At that next AAR meeting you would describe what you did and why. The group would then analyze the situation and then come up with possible solutions such as lightening your load or not giving you so many dependent patients on your load. These AARs really do raise everyone’s awareness of safety so that safe patient handling and movement becomes second nature.
B: If no records are kept, how is the information useful?

A: One member does track the team’s recommendations just to make sure that they are achieved, such as equipment maintenance. The BIRNS themselves share information with each other and with other units and VISNS. That way we can really apply what we’ve learned from one situation to improving things the next time that situation or a similar situation arises.
B: Well, I’m worried about all of this new equipment that I see on the unit. I’ve never worked with a ceiling lift.

A: That is another part of my job, to help you become comfortable using this equipment. I’ve had special training from the manufacturer, so I’m an old hand at it by now. You did mention the ceiling lift, is that something you’d like to learn more about?

B: You bet, I’m not sure that I believe that those sky hooks can hold a patient safely. 
A: Not only safely, but securely. Most patients say they really do prefer these lifts to the older stand-mounted lifts that were hand-cranked and somewhat awkward to use. Let’s go over some basic principles of overhead lifts. Where possible, we like to have them ceiling mounted. We have a few portable lifts for rooms where ceiling mounting was not possible. All ceiling lifts have a sling that you must put under the patient. The slings come in various sizes according to the patient size. Each ceiling lift is also weight-rated up to a maximum number of pounds. They also make special heavy duty lifts for obese patients, so always check the weight capacity before you go to use that lift.

B: I’ve got it.

A: I’ve got an idea, let’s go to Mrs. Smith’s room, come on.

[VIDEO: Nurses A&B enter patient room where Nurse C is beginning to put a lift sling on Mrs. Smith]

B: Oh great, it looks like Linda is getting ready to get Mrs. Smith out of bed using the ceiling lift. Perfect timing!
A: First Gladeen, you really need to explain to the patient that you’re going to be using that ceiling lift to transfer her over to the stretcher or the bed or whatever destination it is. As you can see she has already positioned the bed at an appropriate height. The sling has been bunched up on one side so that she can pull it through to the other side.

B: Sort of like making an occupied bed.

[VIDEO: Nurse C fitting Mrs. Smith into the sling, hooking it to the ceiling lift and moving the patient from the bed to the chair.]

A: You’ve got it. And then what she does is pull the sling all the way through on the other side after turning the patient so that she can center the patient on the sling. She’s lowered the harness so that she can attach the hooks to the loops. And you see why it was very important why she had the thigh and shoulder portions of the sling appropriately placed. She’s gradually raising her up, using the harness to help move her over to the new location. She will gently lower her, and then the harness can be removed if that’s feasible.

B: Hey, that’s easy.

A: And, it’s a lot safer to. You know what, if you have any problems, you know where to find me.

B: Yes, thank you, and I will. You know what? I think I might like to be a BIRN.

A: That’s great!
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