Evaluation of the VHA Safe Patient Handling Initiative


ABSTRACT
Background:  Manual patient handling is associated with high rates of work-related musculoskeletal injuries with additional deleterious effects on patient safety and organizational factors such as nursing turnover, job satisfaction, and direct/indirect costs. Over the past decade, an evidence-based approach to patient handling has been gradually replacing outdated manual handling strategies. In 2007 the Veterans Health Administration (VHA) launched a system-wide initiative to implement an evidence-based safe patient handling (SPH) program across all VHA Medical Centers. The program included a number of key elements: facility champions, technology (equipment), safety huddles, ongoing hazard assessment, clinical tools (patient assessment and algorithms), SPH policy, and unit-based peer leaders.
Specific Aims:  This program evaluation has two objectives: (1) Evaluate program results associated with implementation of the VHA safe patient handling (SPH) program across sites and over time and (2) Provide a context for understanding variations in program results across sites and over time. Our evaluation is conceptualized by the interaction among four implementation processes (caregiver education, facility champion facilitation, peer leadership, and marketing), three primary mediators (dose of implementation, customization of implementation, and caregiver behaviors), numerous organizational and individual characteristics likely to moderate outcomes (i.e., culture of safety, staff demographics), and five categories of results (program milestones, caregiver outcomes, direct and indirect costs, patient outcomes, and unintended consequences).
Methods: This three-year longitudinal study will use a mixed-methods approach utilizing quantitative and qualitative approaches. Process and outcome variables will be collected at baseline and 3- or 6-month intervals.  We have developed a three-tiered evaluation plan. Level I includes the entire sample of all 158 VAMCs. Program implementation milestones and selected outcome measures will be tracked with surveys and extant databases. Level II includes a random sample of 21 VAMCs selected for more intensive prospective data collection including surveys from caregivers and peer leaders and extant databases. Level III includes a subset of six facilities, selected based on level of prior activation or the program. Activation was defined as “degree of deployment” of the SPH program elements; sites with “low activation” (n=3) and “high activation” (n=3) levels were selected for this sample. These facilities will receive more in-depth evaluation with site visits by a research team who will use ethnographic methods to obtain information.
Analysis Plan: Given the very large scope of this evaluation – the number of research questions, the variety of data sources, the varying frequency of data collection, and the different units of measurement -- a broad range of statistical methods will be used. Although both simple and complex methodologies will be considered, simpler methods will be favored if they are statistically sound and accurately describe the data. 
Impact: Results of the proposed evaluation will be use to provide feedback regarding the implementation of the SPH Program, to refine the Program Implementation Toolkit, and to develop products to enhance implementation and sustainability of the program. A number of dissemination reports are planned for a variety of stakeholders. The application of findings from this evaluation could improve safety for both patient and caregivers at the VHA, decrease costs, and enhance recruitment and retention of qualified caregivers. The VHA will continue to be recognized for its leadership in promoting safe patient handling across the healthcare industry.
