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Background
Patient caregivers have one of the highest rates of musculoskeletal work-related injuries of any profession.
 Manual patient handling has a deleterious effect on caregiver injuries, patient safety, and organizational factors such as nursing turnover, job satisfaction, and cost.  Over the past 30 years, efforts to reduce work-related musculoskeletal disorders in hospitals and nursing homes have relied heavily on classes in body mechanics or training in lifting techniques, both of which have been largely unsuccessful.
 
 
 
 
 
 Over the past decade, an evidence-based approach to patient handling has been gaining momentum, gradually replacing outdated manual patient handling.3 
Recognizing unnecessary variations in patient handling programs across Veterans Health Administration (VHA) facilities, Veterans Affairs (VA) launched a system-wide initiative to implement a national, evidence-based program for safe patient handling (SPH) in 2007. The VHA Safe Patient Handling Initiative includes of the following program elements: patient handling equipment, ergonomic assessments of patient care areas, clinical tools (patient assessment tool and algorithms), safety huddles, and SPH policy. Facility champions and unit-based peer leaders are the key strategies for facilitating implementation. Over $205 million has been allocated over a three year period to implement this program nationally, including all patient care settings (inpatient, outpatient, diagnostic areas, therapy, radiology, morgue, and long term care settings). The goal of the VHA Safe Patient Handling Initiative is to support the VA in creating a culture of safety, promoting evidence-based practice, and becoming an employer of choice. This system-wide initiative affords the opportunity for a unique natural experiment.
The VHA has tasked the VISN 8 Patient Safety Center of Inquiry to complete a comprehensive evaluation of the VHA Safe Patient Handling Initiative. The purpose of the evaluation is to assess the processes and outcomes associated with implementation of a comprehensive SPH program across VHA facilities. The investigators have two general objectives and twelve specific research questions:
Objective 1:   Evaluate program results associated with implementation of the VHA Safe Patient Handling Initiative across sites and time. The research questions are:
1. 
How effective are facilities in achieving program milestones?  
2.
How effective is the program in improving caregiver outcomes (incidence and severity of injuries, turnover, and job satisfaction) and patient outcomes (injuries associated with patient handling)?
3.
How effective is the program in reducing direct and indirect costs?
4.
What are the unintended consequences of implementing the program?
Objective 2:   Provide a context for understanding variations in VHA Safe Patient Handling Initiative results across sites and time. The research questions are:
5.
What are the barriers and facilitators to program implementation across sites and over time?   
6.
How do selected organizational and individual factors moderate program results?  
7.
How does the dose of program implementation mediate program results across sites and over time, controlling for baseline level of program activation?
8.
Do caregiver behaviors (use of patient handling equipment) predict program results?  
9.
How is the program customized to better meet facility needs and to overcome barriers?  
10.
What are the programmatic investments and sacrifices that are made to the program over time in response to competing demands?  
11.
Do implementation processes (including Caregiver Education and effectiveness of Facility Champions and Peer Leaders) predict program results?    
12.  How do key stakeholder groups interpret variations in program milestones and outcome measures?  
Study Design & Staff Burden
This longitudinal study uses a mixed methods approach, with data collection planned at baseline and 4-6 month intervals over a 3 year period.  We have developed a three-tiered evaluation plan. 
(1) 
Level I: Data collection consists of two components. (1) As part of the VHA Safe Patient Handling Initiative, all 158 VA Medical Centers (VAMCs) must keep track of mandatory processes. The facility champions will access their knowledge of these existing processes for program evaluation purposes for Level I data collection.  (2) VHA administrative databases will be accessed by the investigators for staff and patient outcomes. There will be no recruitment of patients or staff in Level I data collection. R&D approval will be sought through the Tampa VA; Level I data collection should be exempt from IRB approval.

Staff Burden: Since much of the data will be extracted from extant databases, staff burden is minimal. The Facility champion will be asked to respond to three surveys quarterly which will take approximately one hour to complete.

2) 
Level II: In addition to the two components discussed above in Level I data collection, surveys will be distributed to staff and peer leaders and information from facility level OSHA Logs will be collected from a random sample of 21 VAMCs (Table 1). Surveys will be distributed to peer leaders and staff that provide direct patient care. For the Peer Leader Survey, we will ask the facility champion to distribute a survey to every peer leader; participation is voluntary and confidential. For the Staff Survey, we will ask facility champions to distribute 500 Staff Surveys per site with 70% going to nursing staff (RN, LPN, NA), 15% to technicians (diagnostic, dental, etc.) and 15% to therapy staff (PT,KT, OT and aides); participation is voluntary and confidential. The investigators will not follow-up with peer leaders and staff who have not returned a survey. Peer leaders and staff who complete surveys can submit them directly to the investigators or to the facility champion who will return them to the investigators.  For OSHA Log data collection, the investigators will create a data collection sheet for the facility champion to record the needed information. R&D and IRB approval for minimal risk research will be sought from each of the 21 VAMCs. The Staff and Peer Leader Surveys should not require documentation of Informed Consent as consent will be granted by responding to the surveys; a Waiver of Documentation of Informed Consent will be requested. A Waiver of Consent will be requested for the OSHA Log administrative database data collection.
Staff Burden: We will ask facility champions to organize the distribution of surveys to peer leaders and staff providing direct patient care every six months (two times per year). The Peer Leader Survey (Appendix 1) is four pages in length and asks for responses to 27 separate questions. It should take the peer leaders no longer than 10 minutes to complete the survey. The VHA Safe Patient Handling Initiative calls for one per leader per unit per shift to be appointed by September 30th, 2009; therefore, the number of peer leaders will vary by VAMC. Peer Leader Surveys will be distributed for the first time in October 2009; if a peer leader stays in the position for the entirety of the study, they could be asked to participate a maximum of 4 times. The Staff Survey (Appendix 2) is eight pages in length and asks for responses to 95 separate questions. It should take staff no longer than 30 minutes to complete. We will distribute 500 surveys to staff that provide direct patient care at each of the 21 VAMCs as soon as IRB approval is granted. The surveys will be distributed using a convenience sample: some staff may be asked to complete the survey all 6 times it is administered and some staff will never be asked to participate. Facility champions will report three pieces of information from the OSHA Log for each staff injury resulting from patient handling: Number of lost work days per injury; number of restricted work days per injury; and the number of job transfer days per injury. We will ask the facility champion to do this every six months.

3)
Level III: Level III data collection will include all data collected at Levels I and II. It will also include focus groups and interviews with key stakeholders during site visits for six VAMCs (Table 1; highlighted in gray) chosen based on level of prior activation of the program. Site visits will occur two times per year for three years. Interviews and focus groups will be conducted with approximately 34 staff during each site visit. One other type of data will be collected in Level III data collection; the use of patient handling equipment through tracking devices. Tracking devices will be installed on 3 kinds of equipment; ceiling lifts, mobile lifts, and hover mats. The tracking devices will only monitor the day, time, and length of transfer; no room numbers or patient information will be tracked. The facility champions will be responsible for extracting the data from centralized computers at each VAMC. These computers will be password protected and will not be connected to the VAMC servers. The data will be extracted in Excel and emailed using encryption software to the project manager at the Tampa VA. R&D and IRB approval for minimal risk research will be sought from each of the 6 VAMCs; Informed Consent will be sought for staff participating in focus groups and interviews. 
Staff Burden: Facility champions will be asked to help organize the bi-annual site visits and will assist the investigators during the site visit. About 34 staff per visit will participate in either focus groups that last between 30-60 minutes or interviews that last between 60-120 minutes. Direct patient care staff, members of the Safety Committee and others who have a role in the VHA Safe Patient Handling Initiative will be asked to participate in focus groups or interviews during the site visits. On a weekly basis, facility champions will download the tracking device data from a central computer and email the data to the investigators. 

In summary, the facility champion position, funded as a .5 FTE through the VHA Safe Patient Handling Initiative, carries the largest burden in responding to surveys and assisting the investigators in the program evaluation. We estimate that the staff burden varies from either none to small across the three levels of data collection. For Level I data collection (158 VAMCs), there is no staff burden outside of the staff member in the facility champion role. For Level II data collection (21 VAMCs), staff who are peer leaders will be asked to complete a survey two times per year with each administration taking 10 minutes or less. For staff who provide direct patient care, 500 from each of the 21 VAMCs will be asked to complete a survey up to two times per year with each administration taking 30 minutes or less. For Level III data collection, the facility champion will assist the investigators pre-site visit and provide on-site assistance for two days, bi-annually. A small number of staff will be asked to participate in focus groups or interviews. Participation is voluntary and will depend on availability due to scheduled days off and work shift.
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Table 1. Twenty-one VAMCs for Level II Evaluation with 6 Level III VAMCs shaded�
�
VISN�
Facility #�
VAMC  �
City�
State�
�
1�
523A4�
West Roxbury Campus�
Boston�
MA�
�
2�
528A5�
VAMC at Canandaigua �
Canandaigua�
NY�
�
3�
561�
East Orange Campus�
East Orange�
NY�
�
4�
646A4�
H. John Heinz III Progressive Care Center�
Pittsburgh�
PA�
�
5�
688�
VAMC at Washington DC �
Washington�
DC�
�
6�
517�
VAMC at Beckley �
Beckley�
WV�
�
7�
508 �
VAMC at Atlanta �
Atlanta�
GA�
�
8�
673 �
James A. Haley �
Tampa�
FL�
�
9 �
596A4�
Cooper Drive Division�
Lexington�
KY�
�
10 �
541�
Louis Stokes �
Cleveland�
OH�
�
11�
550�
VAMC at Illiana�
Danville�
IL�
�
12�
607 �
William S. Middleton Memorial �
Madison�
WI�
�
15 �
589A7�
Robert J. Dole �
Wichita�
KS�
�
16�
667�
Overton Brooks �
Shreveport�
LA�
�
17�
674�
Olin E Teague Veterans' Center�
Temple�
TX�
�
18 �
678�
VAMC at Southern Arizona �
Tucson�
AZ�
�
19�
442�
Cheyenne �
Cheyenne�
WY�
�
20 �
531�
Boise �
Boise�
ID�
�
21�
570�
VAMC at Central California �
Fresno�
CA�
�
22 �
664�
VAMC at San Diego �
San Diego�
CA�
�
23 �
618 �
VAMC at Minneapolis �
Minneapolis�
MN�
�






Appendices:


Appendix 1: Peer Leader Survey


Appendix 2: Staff Survey
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