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Disclaimer 
 

OSHA’s Guidelines for Nursing Homes provides information to help employers identify 
ergonomic stressors (physical demands that have been associated with certain musculoskeletal 
disorders) in their workplaces and implement practical measures to control such stressors.   To 
develop these guidelines, OSHA reviewed existing ergonomic practices and programs in the 
nursing home industry, as well as available scientific information regarding ergonomic stressors 
and control methods.   OSHA also conducted one-on-one meetings with major stakeholder 
groups to gather the best available information on the stressors that are present in typical 
operations and on practices, programs, and processes that have been successfully used in the 
nursing home industry. 
 

The Occupational Safety and Health Act of 1970 (OSH Act) mandates that, in addition to 
compliance with hazard-specific standards, all employers have a general duty to provide their 
employees with a workplace free from recognized hazards likely to cause death or serious 
physical harm.   These guidelines are advisory in nature and informational in content.   They are 
not a new standard or regulation and impose no new legal requirements.   An employer’s failure 
to implement these guidelines is not a violation of the OSH Act. 
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Introduction 
 
Nursing Homes: A Demanding Work Environment 
 

Despite the efforts of nursing home employers and employees in recent years, workers in 
nursing homes are more than twice as likely as other workers to be injured on the job.  
According to the Bureau of Labor Statistics, employees in nursing and personal care facilities 
suffer over 200,000 work-related injuries and illnesses a year (1).  Many of these are serious 
injuries—more than half require time away from work.  Workers’ compensation costs for the 
industry now amount to nearly $1 billion per year (10). 
 
 Hazards encountered by nursing home workers may include exposure to bloodborne 
pathogens and other infectious agents, unsafe walking surfaces, hazardous chemicals, and the 
risk of workplace violence from combative residents.  Perhaps the greatest factor contributing to 
the high number of injuries in nursing homes, however, is the physically demanding nature of 
nursing home work.  Manual lifting, transferring, and repositioning of residents (referred to in 
this document as resident lifting or resident handling) are tasks that have been associated with an 
increased risk of pain and injury to caregivers, particularly to the back (3).  These tasks can entail 
high physical demands due to the large amount of weight involved, awkward postures that may 
result from leaning over a bed or working in a confined area, shifting of weight or unexpected 
loading that may occur if a resident loses balance or strength while moving, and many other 
factors.  These activities have been reported to account for the majority of injuries, lost and 
restricted workdays, and workers’ compensation costs in nursing homes. (2). 
 

Nursing home residents often require assistance to walk, bathe, or perform other normal 
daily activities; in some cases residents are totally dependent upon caregivers for mobility.  
Assistance is commonly provided by nursing assistants (e.g., nurse’s aides, certified nursing 
assistants, and other employees who perform resident-handling tasks), but nurses and other staff 
members may be involved as well.  Considerable physical demands may also be placed on other 
nursing home staff.  Workers who receive, store, and distribute supplies, gather and process 
laundry, and provide food service to residents, for example, may also be exposed to various 
ergonomic stressors.  The ergonomic stressors that workers in nursing homes face include: 
 

 Force - the amount of physical effort required to perform a task (such as heavy lifting) or 
to maintain control of equipment or tools, 

 
 Repetition - performing the same motion or series of motions continually or frequently, 

 
 Awkward postures - assuming positions that place stress on the body, such as reaching 

above shoulder height, kneeling, squatting, leaning over a bed, or twisting the torso while 
lifting, 

 
 Vibration - rapid oscillation of the body or part of the body, often caused by use of 

powered hand tools or equipment, 
 

 Contact stress - pressing the body or part of the body against a hard or sharp edge, such 
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as using the hand as a hammer. 
 

Exposure to these stressors in the workplace can result in a variety of disorders in 
affected workers, including muscle strains and tears, ligament sprains, joint and tendon 
inflammation, pinched nerves, herniated spinal discs, and other conditions (4, 5, 6).  These 
conditions, collectively referred to as musculoskeletal disorders (MSDs), may develop gradually 
over time or may result from instantaneous events such as a single heavy lift.  Pain, loss of work, 
and disability may result (4, 6).  Although these conditions may be classified as either injuries or 
illnesses for Occupational Safety and Health Administration (OSHA) recordkeeping purposes, 
they are referred to as injuries in this document. 

 
Not all MSDs are related to work activities.  Many MSDs are related to non-work 

activities, genetic causes, age, and other factors.  MSDs may also result from accidents such as 
trips or falls.  Finally, there is evidence that MSDs may result from certain psychosocial factors 
such as job dissatisfaction, monotonous work, and limited job control.  However, these 
guidelines address only physical factors in the workplace; they do not specifically address slips, 
trips, falls, and other similar accidents, workplace violence, or psychosocial factors. 
 
Ergonomics: An Effective Approach to Reducing the Number and Severity of Work-
Related Injuries 
 
 The number and severity of injuries resulting from physical demands in nursing homes—
and associated costs—can be dramatically reduced.  Ergonomics, the practice of designing 
equipment and work tasks to conform to the capability of the worker, provides a means for 
adjusting the work environment and work practices to prevent injuries before they occur. 
 

OSHA recommends that manual lifting of residents should be minimized in all cases and 
eliminated when possible.  Minimizing and, where possible, eliminating resident lifting is the 
primary goal of the ergonomics process in the nursing home setting and of these guidelines.   
However, the approach to controlling the hazards associated with manual handling of residents 
should take into account other factors such as: 
 

 Resident rehabilitation needs, 
 

 The need to restore functional abilities, 
 

 Medical contraindications, 
 

 Emergency situations, and 
 

 Resident dignity and rights. 
 

 Addressing work-related pain and disability is one of the greatest challenges facing 
nursing homes today.  Successfully meeting this challenge may also serve to alleviate another 
difficulty confronted by nursing homes—the recruitment and retention of qualified staff 
members.  A recent national survey of nursing home employers found double-digit vacancy rates 
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for staff registered nurses, licensed practical nurses, and certified nurse assistants.  Each of these 
groups also had annual turnover rates of more than 50% (7).  Complaints of back pain are 
relatively common in nursing staff.  Some evidence indicates that many trained, experienced 
staff members who leave their profession do so because of back pain (9).   
 
 Facilities that have implemented ergonomics-based injury prevention programs using 
effective engineering and work practice controls have achieved considerable success in reducing 
work-related injuries and workers’ compensation costs.  In addition, some institutions have 
experienced additional benefits, including reduced staff turnover and associated training and 
administrative costs, reduced absenteeism, increased productivity, improved morale, reduced 
resident injury, and increased resident comfort.  Many examples exist of effective ergonomics 
programs in nursing homes.  The following examples highlight some of the key aspects of 
successful ergonomics programs. 
 

 Wyandot County Nursing Home in Upper Sandusky, Ohio, reported that staff had 
suffered back injuries, including a single injury that resulted in workers’ compensation 
costs of $240,000.  The facility acquired 18 ceiling lifts, as well as portable total lifts, sit-
to-stand lifts, a lift walker, and 58 electrically adjustable beds at a cost of approximately 
$150,000.  Since Wyandot implemented a policy of performing all assisted resident 
transfers with mechanical lifts or gait belts, back injuries from resident lifting have been 
eliminated.  Increased efficiency has allowed staff members to spend more time with 
residents, and caregivers’ attitudes and energy levels have reportedly improved.   In 
addition, residents no longer complain of shoulder pain and bruises that had previously 
been associated with manual resident handling (12). 

 
 At Citizens Memorial Health Care Facility in Bolivar, Missouri, concern about the 

number of injuries related to lifting and their economic impact led to the establishment of 
an ergonomics component in the existing safety and health program.  The facility 
emphasized education and the use of assistive devices.  In each of the four years after the 
program was established, the number of OSHA-recordable lifting-related injuries 
declined by at least 45% over previous levels, and the number of associated lost 
workdays declined by at least 55%.  These reductions contributed to a direct savings of 
approximately $150,000 in workers’ compensation costs over a five year period (25). 

 
 The Sisters of Charity Health System in Lewiston, Maine, established an ergonomics 

program including staff involvement through a number of committees and an ergonomics 
task force, purchase of 15 mechanical lifts, specialized ergonomics training, and 
provisions for medical management when injuries occur.  Two years later, workers’ 
compensation costs related to MSDs had declined by approximately 35%.  The 
ergonomics program was also reported to have contributed to reduced turnover and 
absenteeism, increased efficiency and effectiveness, and improved morale among 
employees (92). 

 
 The nursing home industry has made substantial efforts in recent years to address work-
related musculoskeletal disorders, and the results achieved by these facilities and others 
demonstrate that methods are available to better protect workers in nursing homes from the risk 
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of injury.  These guidelines provide practical suggestions for employers to reduce the number 
and severity of workplace injuries in their facilities by identifying, evaluating, and controlling 
hazards using methods that have been found to be successful in the nursing home environment.  
The recommendations made here are based on discussions with and information from a number 
of sources, including trade and professional associations, labor organizations, the medical 
community, individual firms, published documents, OSHA records, and OSHA settlement 
agreements with employers.  These voluntary guidelines are intended for nursing and personal 
care facilities only.  Other employers with similar work environments, such as hospitals and 
home health care providers, may find the information provided useful.  Care should be taken, 
however, to ensure that distinctive circumstances found in different work environments are taken 
into account in developing ergonomic solutions for specific workplaces. 

 
These Guidelines for Nursing Homes provide information and recommendations to 

address hazards related to forceful exertions, awkward postures, and other ergonomic stressors 
commonly found in nursing home settings.   The information presented is organized into three 
sections.   First, management commitment and employee participation, ergonomics training, 
occupational health management of MSDs, and methods of evaluating an ergonomics program 
are discussed in a Management Practices section.   Second, methods of identifying and 
evaluating ergonomic stressors are discussed in a Worksite Analysis section.   The third section, 
Control Methods, presents methods of controlling exposure to ergonomic stressors and gives 
many examples of controls that can be used in nursing home settings.   
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Management Practices 
 
Importance of Management Commitment and Employee Participation 
 
 Management commitment and employee participation form the foundation for any 
effective ergonomics process.   Addressing ergonomics requires a sustained effort, allocation of 
resources and frequent follow-up that can only be achieved through management commitment.  
Management should attempt to tailor the ergonomics process to their specific workplace 
conditions and assign responsibilities to individuals throughout the organization to effectively 
implement the program.   
 

Employee involvement is also critical to success.   In the nursing home environment 
where workers must work independently, employees must “buy into” the program to achieve 
results.   Employee participation is important to ensure that workers have input into the decisions 
regarding the equipment they will use.   Employee input will certainly increase worker 
acceptance of the ergonomics process and specific control methods.   In addition, many workers 
have learned proper body mechanics as the preferred method for resident handling.   
Unfortunately, even when proper body mechanics are used, employees are exposed to ergonomic 
stressors.   Proper body mechanics are certainly needed skills in many situations but should not 
be relied upon for routine resident handling operations.   Shifting the emphasis from proper body 
mechanics to minimizing or eliminating manual lifting of residents may be difficult and is best 
accomplished when employees are involved in the ergonomics process, including worksite 
analysis, selection of equipment, and program evaluation.               
 
Ergonomics Training 

 
To adequately identify and control ergonomic stressors and minimize the severity of 

workplace injuries, employees should receive training.  Ergonomics training should enable 
employees at all levels of the organization—administrators, charge nurses, nursing assistants, 
maintenance workers, and equipment purchasers—to further the ergonomics program.  People 
who work in nursing homes should be able to: (1) recognize the signs and symptoms of MSDs so 
that they can report them early and respond to them appropriately; (2) identify those jobs or tasks 
that have ergonomic stressors capable of causing MSDs; and (3) know how to control ergonomic 
stressors.  Success of the ergonomics program depends to a great extent on the effectiveness of 
ergonomics training.   
 
 To be effective, training should be provided to all individuals in a nursing home who are 
at risk of incurring MSD injuries, as well as all employees who have responsibility for 
implementing ergonomics policies and procedures.  Nursing home employers should consider 
training the following employees: 
 

 Nursing assistants and other workers exposed to MSD stressors, 
 
 Ergonomics program administrators, 
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 Charge nurses, supervisors, and those involved in receiving employee reports of injuries 
or symptoms, 

 
 Other healthcare providers who are on staff or otherwise work at the nursing home, 

 
 Maintenance and purchasing personnel (persons involved in selecting and procuring 

equipment), 
 

 Management and human resources personnel. 
 
 Many sources of ergonomics training materials exist.  OSHA intends to offer advice and 
training on the guidelines it develops through the Agency’s website as well as through the 12 
OSHA Education Centers nationwide.  In addition, a free consultation service largely funded by 
OSHA provides assistance to small businesses in identifying available training resources, as well 
as with other ergonomics-related topics.  The content of the training should be targeted to each 
specific employee group, as illustrated by the following examples. 
 
 Nursing Assistants and Other Workers Exposed to MSD Stressors 
 
 Nursing assistants, housekeepers, dietary workers, and other employees who are exposed 
to ergonomic stressors should receive ergonomics awareness training that enables them to 
identify, control, and report problems.  These employees should know how to identify MSD 
symptoms, ergonomic stressors, and control measures.  Learning objectives for this group should 
include: 
 

 The nursing home’s ergonomics program and employees’ role in the program, 
 

 The signs and symptoms of MSDs, 
 

 The procedures for reporting potential problems, 
 

 Existing ergonomic stressors and methods of control, 
 

 The use of engineering, administrative, and work practice controls, particularly safe 
resident handling techniques, 
 

 Techniques for informing a resident about the benefits of a lift assist. 
 
Initial ergonomics training should be provided in several short sessions or included as 

part of routine safety and health training.  All new employees should receive this training before 
they begin working with residents. 
 

Training sessions should include case studies or demonstrations based on examples from 
the nursing home, with ample time for questions (13).  Training should be provided in a manner 
that all employees can understand.  The training should be updated and presented to employees 
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as changes occur in the workplace, equipment, facilities, procedures, or policies.  Employees 
should be able to demonstrate an understanding of the stated objectives.   
 

Ergonomics Program Administrators 
 
 Every nursing home should have an individual or a group that is responsible for 
implementing, promoting, and maintaining the ergonomics process (14).  This individual or 
group should receive training on the following:  
 

 Fundamental ergonomic principles, 
 
 Quantitative methods for task evaluation, 

 
 Problem-solving, 

 
 Control alternatives, including administrative controls, 

 
 How to implement the ergonomics program, 

 
 Signs and symptoms of MSDs, 

 
 MSD reporting and responsibilities. 

 
The training should consist of lectures and learning activities, such as examples of job 

evaluation protocols and how to use them, brainstorming, and case studies.  Ample time should 
be provided for employee questions.  Follow-up training through conferences and courses should 
be provided to keep the ergonomics program administrator current on ergonomic issues and 
tools. 
 

Charge Nurses and Supervisors 
 
Charge nurses and supervisors are often the first to receive reports of injuries, and thus 

should be able to recognize early signs and symptoms of MSDs and know the procedures for 
responding to them.  Nursing home administrators should hold supervisors accountable for the 
identification of ergonomic stressors and control of ergonomic hazards in their respective areas.  
Supervisors’ training objectives should include:  
 

 Understanding MSD reporting procedures, 
 
 Understanding the ergonomics program, especially how to respond to reported MSDs, 

 
 Recognizing MSD signs and symptoms, 

 
 Identifying ergonomic stressors and control measures. 
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Training should include discussion of ergonomic problems in the nursing home and 
possible controls.  Nursing home administrators should participate in this training to show their 
support of the ergonomics program. 

 
Other Healthcare Providers and Maintenance and Purchasing Personnel 

 
Similar training should be provided for on-staff health care providers and maintenance 

and purchasing personnel, who are in a position to identify ergonomic stressors before an injury 
occurs.  These employees are also often involved in suggesting controls.  In addition, during their 
work in the nursing home they may use certain ergonomic controls.  Training objectives for this 
group of employees include: 
 

 Understanding the nursing home’s ergonomics program, 
 

 Identifying ergonomic stressors and appropriate controls, 
 

 Becoming familiar with the use of controls. 
 
Training should address nursing home policy, ergonomic stressors, and available controls.   
 

Management and Human Resources Personnel 
 

In large nursing homes and organizations with multiple facilities, management should 
understand ergonomics issues to demonstrate support for the ergonomics program and encourage 
employee participation.  Human resources personnel should be aware that an ergonomics 
program likely will increase reporting of injuries and signs and symptoms, as well as the number 
of workers’ compensation cases in the short term.  Cases will probably be less severe, however, 
and the number of workers’ compensation cases should ultimately decrease.  Training objectives 
for this group include: 
 

 Understanding the nursing home’s ergonomics program and its impact on the business, 
 

 Appreciating the importance of management leadership and support for the ergonomics 
program, 
 

 Knowing how to respond properly when reports of MSD signs and symptoms or 
problems are received. 

 
These objectives can be met by addressing the role of management in a successful ergonomics 
program and how that program relates to business objectives. 
 

The training matrix contained in Table 1 provides a summary of the training topics for 
the various groups of nursing home employees.   This matrix illustrates the common topics 
among the various groups, which suggests that some of the topics can be efficiently presented to 
more than one group at a time.   The ergonomics program administrator will have additional 
responsibilities that will require a more in-depth knowledge of hazard evaluation techniques, 

  



 

 
 

Table 1:  RECOMMENDED TRAINING MATRIX 
   Training Topics 
 
 
 
 
 
Employee Groups 

Ergonomics 
program and 
employees 
role 

Signs and 
symptoms 
of MSDs 

Reporting 
procedures 
for 
ergonomic 
stressors and 
sign/ 
symptoms 

Existing 
ergonomic 
stressors  
and controls 

The use of 
different types 
of controls and 
safe resident 
handling 

Resident 
interaction 

Additional 
ergonomic 
specific task 
(problem 
solving, 
controls, task 
evaluation) 

MSD 
reporting and 
responsibilities 

Leadership, 
business 
impact 

Nursing assistants 
and other exposed 
employees 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

   

Ergonomics 
program 
administrator1 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 
X 

 

Charge nurses/ 
supervisors 

X         X X X X X X X

Other healthcare 
providers 

X         X X X X X

Maintenance, 
purchasing, dietary, 
laundry 

 
X 

 
X 

 
X 

 
X 

     

Management and 
Human resources 

X         X X X X X X X X

                                                 
1 The training for ergonomics program administrators is a detailed, intense program because of the broad range of responsibilities necessitates a more in-depth 
knowledge of hazard evaluation techniques and control options.   The ergonomics program administrators also may serve as the trainer for other employees. 

 



 

control options, program implementation methods and problem solving methodologies.   The 
ergonomics program administrators may be qualified, following their in-depth training, to train 
to other employee groups. 
 
Occupational Health Management Of MSDs 

 
Even after an effective ergonomics program is implemented, work-related 

musculoskeletal injuries can still occur.  Thus, an ergonomics program should include a process 
for addressing work-related injuries.  Nursing home employers should develop an occupational 
health management process that ensures that workers receive prompt access to care for 
evaluation, treatment, and follow-up of MSD injuries related to workplace ergonomic stressors.  
Establishing such a process helps to identify problems and prevent the recurrence of MSDs.   
 

Benefits of occupational health management include preventing injuries, minimizing time 
away from work, reducing severity of an injury, and decreasing associated medical costs.  The 
following major components of occupational health management should be included in a 
facility’s policies and procedures (13, 14, 114): 
 

 A mechanism for employees to report MSDs and MSD signs and symptoms early, 
 

 A procedure that allows trained health care professionals to address reports of MSDs 
effectively, 
 

 Clear procedures for returning employees to work, 
 

 Accurate recordkeeping and documentation suitable for evaluation purposes. 
 

Employers should assign a person to be responsible for occupational health management and this 
person should have the proper training, authority, resources, and experience to carry it out 
effectively.     
 

A system should be in place so an employee can report to the employer work-related 
signs or symptoms (e.g., pain, numbness) and injuries.  Early reporting is essential to effective 
management of MSDs, allowing for timely and appropriate treatment and therefore should be 
encouraged (13, 14, 15).  For example, at the Veterans Health Administration Hospital in Tampa, 
Florida, employees report MSDs or MSD signs or symptoms to their supervisors, who then refer 
the employees to the occupational health services.  The supervisor retains a copy of the MSD 
report and maintains statistics for the specific unit (16).  [Note:  Employers should be aware of 
OSHA’s recordkeeping rule (29 CFR 1904).  Under this rule employers must record certain 
injuries including those related to workplace ergonomic stressors.] 
 

In addition to establishing a good reporting system, employers should create a procedure 
that provides employees with prompt and appropriate assessment, treatment, and follow-up of an 
MSD by an appropriately trained and licensed health care professional (13, 14, 17).  The health 
care professional should be familiar with the nursing home facility and the employee’s job duties 
and hazards, work history, and personal factors that may contribute to the problem (15, 17).  
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Often such health care professionals can help identify any work-related factors that may 
contribute to a reported injury. 
 

The health care professional, in consultation with the employer and the employee, should 
prepare return-to-work procedures that ensure that assigned restricted duties do not further injure 
the employee.  When making recommendations to return an employee to work, the health care 
professional should first determine that the employee’s physical capabilities match the work 
requirements.   The employer should make sure the job assigned to the employee is appropriate 
considering the work restrictions.  The employer and employee should follow any work 
restrictions designated by the health care professional.    
 
 Maintaining documentation of injury reports related to ergonomic stressors is critical to 
preventing their recurrence.  In this process, the information in individual employees’ health 
records should be kept confidential (8).   
 

Information gained from work-related MSD reports can be used to make the workplace 
safer.  An analysis of such reports can identify areas of the nursing home that need focused 
worksite analysis and prevention.  Reports can also help determine if injury trends are emerging 
that should be addressed.   
 
Ergonomics Program Evaluation 

 
To be effective, an ergonomics program should have procedures and mechanisms in 

place to evaluate the program’s implementation and monitor its progress.  These procedures 
should ensure that the principles outlined in these guidelines are followed and the program is 
accomplishing measurable goals.  Evaluating a program involves more than inspecting or 
auditing a workplace; employers should determine whether the management system it establishes 
adequately addresses ergonomic stressors. 

 
Leading and Trailing Indicators 
 
Effective evaluation requires the use of both leading and trailing indicators.  Leading 

indicators seek to measure processes or events that can prevent injuries, and accidents from 
occurring.   
 

Leading indicators measure how well an employer is following the guidelines.  Leading 
measures can include the number and quality of worksite analyses; frequency of ergonomic 
interventions; extent of management commitment to reducing injuries related to ergonomic 
stressors; adherence to reporting mechanisms; the effectiveness of training programs; and the 
extent of employee involvement.  Although leading indicators can often be difficult to measure, 
employers should recognize the benefits of leading indicators and use them when appropriate.   
 

Trailing indicators measure historical results (e.g., number of injuries that occurred).  The 
most commonly used trailing indicators are OSHA recordable injury rates, the total incidence 
rate, the lost-time incidence rate, and the workers’ compensation experience modifier rate.  Large 
worksites may find the analyses to be more useful than smaller worksites. 
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The manner in which these indicators are examined is at least as important as the 

indicators themselves.  While the specific programs will vary from site to site, the basic tools 
used for evaluation should remain consistent.  These tools include document reviews, employee 
interviews (including interviews of managers, supervisors, and front-line employees), employee 
surveys, and reviews and observations of workplace conditions.   
 

Adherence to the Principles of the Ergonomic Guidelines for Nursing Homes 
 

The employer, with employee assistance, should periodically evaluate whether its system  
for identifying problems related to exposure to ergonomic stressors is functioning effectively.  
While trailing indicators such as injury rates provide useful information toward accomplishing 
this goal, the inquiry should not stop there.  The employer should ensure that reports of problems 
are being filed, their contents evaluated, and decisions made regarding their disposition.   
 

Once control measures are introduced as the result of worksite analysis, the employer 
should ensure that the controls are effective.  Trailing indicators can provide useful empirical 
data at this stage, as can other techniques such as employee interviews.  For example, after 
introducing a new lift at a nursing home, the employer should follow-up by talking with 
employees to ensure that the problem has been adequately addressed.  In addition, interviews 
provide a mechanism for ensuring that the control is not only in place, but is being used properly.   
Employers should combine their worksite assessments with their evaluation of control methods 
to achieve the most comprehensive picture of how the program is functioning.   
 

In examining the occupational health management program, employers should ensure 
that a system exists for reporting injuries related to ergonomic stressors and responding to 
employee medical needs.  Reviewing OSHA logs or other empirical data may provide an 
incomplete picture of the facility’s occupational health management program.  Thus, employees 
should be interviewed, or surveyed anonymously, to ensure that they are reporting injuries and 
receiving follow-up care.   
 

An effective training program should have clear goals for developing employees’ 
ergonomic awareness.  When evaluating a training program, the employer should examine the 
content and frequency of training sessions.  Does the training curriculum reflect the needs of the 
facility’s ergonomics program? Does the frequency of training sessions allow for prompt training 
of new employees and follow-up training for veteran staff? Also, the training is effective only if 
the material is understood and integrated into practice.  Thus when conducting an evaluation, 
employers should observe trained employees to ensure that they are adhering to the work 
practices and ergonomic principles discussed in training sessions.  Employers should ensure that 
employees follow the program through such actions as: 

 
 Reviewing the program and training to make sure that employees are fully informed of 

their responsibilities, 
 

 Evaluating the workplace culture to ensure that poor performance is not rewarded,  
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 Ensuring that employees have the needed tools and equipment to accomplish their jobs 
safely, and 

 
 Establishing policies that address employee compliance with program procedures. 

 
Finally, an ergonomics program that exists only on paper is unlikely to realize any health 

and safety benefits.  Determining whether employees are accepting the program is often a 
difficult outcome to measure.  Anonymous surveys of employees, as well as employee 
interviews, can be effective tools for gauging employee buy-in to the ergonomics program. 

 
Evaluating Injury Data 

 
While it should not be the sole indicator of the effectiveness of an ergonomics program, 

the role of empirical data should not be understated.  OSHA 300 logs can be particularly useful 
in this effort because they include a description of the incident, time and date of incident, unit 
where the incident occurred, body parts affected, and days of work lost.  Incident reports or 
OSHA 301 forms may provide more detailed information for assessing the effectiveness of an 
ergonomics program.  Other useful records may include reports of workers’ compensation 
claims, accident and near-miss investigation reports, and insurance company reports. 

 
Implementing and Following Up on Evaluations 

 
Program evaluations can be conducted by those responsible for implementing the 

ergonomics program, but evaluations performed by persons who are not involved in the day-to-
day operation of the program are often even more valuable.  These employees bring a fresh 
perspective to the task and can identify program weaknesses that those routinely involved in the 
program implementation fail to see.   
 
 The frequency of evaluations will vary by the size and complexity of the facility, but a 
nursing home should evaluate its ergonomics program at least every three years, and more 
frequently if it has reason to believe that the program is ineffective.  Management should revise 
the program promptly in response to any identified deficiencies and communicate the results of 
the program evaluation and program revisions to the employees. 
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Worksite Analysis 
 
 Analysis of ergonomic stressors in a job is the process of identifying where and how job 
requirements exceed the physical capabilities of workers.  Worksite analysis is the centerpiece of 
any program addressing injuries in the workplace because it identifies the conditions of the job 
and aspects of work activities that result in increased risk to employees.  Without proper analysis 
and assessment, any corrective actions taken may not only be ineffective, but may worsen 
existing hazards or introduce new hazards into the workplace. 
 
 Worksite analysis involves examining workplace conditions and individual tasks or 
elements of a job to distinguish factors that may result in an increased risk of injury.  Information 
about the job and any associated problems can be obtained from a variety of sources.  Once 
information is obtained, it can be used to identify and evaluate elements of a job that are 
associated with problems.  Suitable options can then be selected to address any problems found. 
 

Assessment of the worksite begins with the identification of tasks that require analysis.  
Job activities are candidates for analysis if reason exists to believe that they pose a risk to 
employees.  Review of injury and illness logs, workers’ compensation records, reports of 
problems, discussions with employees, or general observation of the workplace can all be used to 
identify tasks that warrant analysis. 
 
 The assessment of work tasks involves an examination of the duration, frequency, and 
magnitude of exposure to ergonomic stressors - force, repetition, awkward postures, vibration, 
and contact stress - to determine if employees are at risk of pain or injury.  In many cases the 
relevant stressors are apparent after observation of the job and discussions with employees.  In 
other cases, causes of pain and injury may not be readily apparent.  This is because many 
activities involve exposure to a combination of stressors.  For example, lifting a 30 pound box in 
front of the body from knuckle height to shoulder height (force) may not create a problem.  
However, if such a lift is performed frequently during the work shift (repetition), or if the worker 
must twist the torso while lifting the box (awkward posture), an increased risk of injury may 
result (19). 
 
 A variety of methods can be used to analyze exposure to ergonomic stressors.  
Procedures may be simple and informal, consisting of observation of the job and discussions 
with affected employees.  A more formalized process, such as a breakdown of the tasks 
performed in a job, videotaping or photographing employees performing the job, employee 
questionnaires, checklists, or quantitative measurements may also be used.  A number of 
protocols and checklists have been developed that can be used in performing these evaluations 
(16, 18, 19, 20, 21, 22, 23, 24). 
 
 The process of assessing job requirements in nursing homes is complicated by 
considerations that should be taken into account when examining resident handling tasks.  
Resident handling tasks can be variable, dynamic, and unpredictable in nature.  In addition, 
factors such as resident safety and medical contraindications should be taken into account.  As a 
result, different techniques are used for assessing resident handling tasks than are used for other 
nursing home activities. 
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Assessment of Resident Handling Tasks 
 
 An analysis of any resident handling task involves an assessment of the needs and 
abilities of the resident involved.  This assessment allows staff members to account for these 
characteristics in determining the safest methods for performing the task, within the context of a 
care plan that provides for appropriate care and services for the resident, including consideration 
of resident safety, dignity and other rights, and the need for maintenance or restoration of a 
resident’s functional abilities.  The resident assessment should include examination of factors 
such as: 
 

 The size and weight of the resident, 
 

 The level of assistance the resident requires, 
 

 The ability and willingness of the resident to cooperate, 
 

 Any medical conditions that may influence the choice of methods for transfer or 
repositioning. 

 
These factors are critically important in determining appropriate control measures for resident 
handling tasks.  The size and weight of the patient will, in some situations, determine what 
equipment is needed and how many caregivers are required to provide assistance.  The physical 
and mental abilities of the resident also play an important role in selecting appropriate control 
methods.  For example, a resident who is able and willing to partially support their own weight 
may be able to move from their bed to a chair using a standing assist device, while a mechanical 
sling lift may be more appropriate for those residents who are unable to support their own 
weight.  Other factors related to resident condition may need to be taken into account as well.  
For instance, a resident who has recently undergone hip replacement surgery may require 
specialized equipment for assistance in order to avoid placing stress on the affected area. 
  

A number of individuals in nursing homes can contribute to resident assessment and the 
determination of appropriate methods for assisting in transfer or repositioning.  Staff nurses, 
nursing supervisors, physical therapists, physicians, and the resident or his/her representative 
may all be involved.  Of critical importance is the involvement of employees directly responsible 
for resident care and assistance, as the needs and abilities of residents may vary considerably 
over a short period of time, and the employees responsible for providing assistance are in the 
best position to be aware of and accommodate such changes. 
 
 A number of protocols have been developed for systematically examining resident needs 
and abilities with regard to transfer and repositioning, and for recommending procedures and 
equipment to be used for performing tasks (13, 14, 16, 17).  Figure 1 provides an example of one 
set of assessment criteria that has been developed.  These assessment criteria can assist in 
planning for safe lifting, transfer, and repositioning of residents and can be useful when 
incorporated into the assessment process.  Figures 2 through 7 show examples of algorithms that 
can be used as guides when planning lifting, transfer, and repositioning tasks.  Algorithms can 
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provide useful guidance in planning resident handling tasks, but do not substitute for professional 
judgment needed to assure the safety of residents and caregivers. 
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FIGURE 1.   Assessment Criteria and Care Plan for 
Safe Patient Handling and Movement 

 
I. Patient’s Level of Assistance: 
 
 ___ Independent – Patient performs tasks safely, with or without assistive devices. 
 
 ___ Partial Assist – Patient requires no more help than stand-by, cueing, or coaxing, or no more than 50% physical assistance by the 

nurse. 
 
 ___ Dependent – Patient requires more than 50% assistance by nurse, or is unpredictable in   the amount of assistance offered. 
 
An assessment should be made prior to each task if the patient has varying level of ability to assist due to medical reasons, fatigue, 
medications, etc.   When in doubt, assume the patient cannot assist in the transfer/repositioning. 
 
II. Can the patient bear weight? III.   Does the patient have upper extremity strength needed to 

support his/her weight during transfers? 
 
 ___ Yes, Full ___ Yes 
 ___ Yes, Partial ___ No 
 ___ No 
 
IV. Patient’s level of cooperation and comprehension: 
 
 ___ Cooperative – may need prompting; able to follow simple commands. 
 
 ___ Unpredictable or varies (patient whose behavior changes frequently should be considered as “unpredictable”), not cooperative, or 

unable to follow simple commands. 
 
V. Patient’s weight: ________  height:  ________ 
 
The presence of the following conditions are likely to affect the transfer/repositioning process and should be considered when identifying 
equipment and technique needed to move the patient. 
 
VI. Check applicable conditions likely to affect transfer/repositioning techniques. 
 
 ___ Abdominal Surgery Wounds ___ Hip/Knee Replacements ___ Postural Hypotension 
 ___ Bilateral Amputation ___ History of Falls ___ Severe Osteoporosis 
 ___ Colostomy ___ Paralysis  ___ Splints/Traction 
 ___Contractures/Spasms ___ Presence of Tubes (IV, chest, etc.) ___ Unstable Spine 
 ___ Fractures ___ Pressure Ulcers ___ Other 
 
Comments :   
 
VII.  Care Pl    
Algorithm 

# 
Task Equipment/Assistive 

Devices 
# 

Staff 
1 Transfer To and From: Bed-to-Chair, Chair-to-Toilet, Chair-to-Chair, or 

Car-to-Chair 
  

2 Lateral Transfer to and from: Bed-to-Stretcher, Trolley.   
3 Transfer to and from: Chair-to-Stretcher, or Chair-to-Exam Table   
4 Reposition in Bed: Side-to-Side, Up in Bed   
5 Reposition in Chair: Wheelchair and Dependency Chair   

 
 
Sling Type (circle choices): 1) Standard 2) Amputation 3) Head Support Sling Size: _____ 
 
 
Signature:       Date:
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The algorithms can be used to identify appropriate options among the measures presented 
in the Control Section of this document.  For example, Figure 2 presents an algorithm that can be 
used to assess procedures and equipment for transferring a resident from a bed to a chair, a chair 
to the toilet, or between chairs.  The algorithm indicates that when a resident cannot bear weight, 
and is not cooperative or does not have upper extremity strength, a full body sling lift and two 
caregivers should be used to perform the transfer.  A ceiling-mounted lift device (shown as 
control method number 9) is an example of a control method appropriate for this situation.  If the 
resident can partially bear weight and is cooperative, the algorithm indicates that either a stand 
and pivot technique using a gait/transfer belt or a powered standing assist lift (in each case with 
the assistance of one caregiver) would be appropriate.  An example of an option for this situation 
would be control number 14, a portable powered standing assist device. 
 
 In many cases a number of control options will be available.  For instance, Figure 3 
presents an algorithm that can be used when performing lateral transfers between beds, stretchers 
or trolleys.  If the resident in unable or only partially able to assist in the transfer, and the weight 
of the resident is less than 100 pounds, a lateral sliding aid with the assistance of two caregivers 
is recommended.  Many alternative lateral sliding aids are available.  The Control Section shows 
gurneys with transfer devices (control method number 1), free-standing mechanical devices 
(control method number 3), draw sheets (control method number 4), vinyl-covered boards and 
rollers (control method number 5), inflatable mattresses (control method number 6), and transfer 
cots with handles (control method number 7) that could be used in this situation.  The employer 
should determine which device or devices are most appropriate to protect workers given the 
particular circumstances found in the workplace. 
 
 In some cases the algorithms indicate not only a choice in the particular type of control 
measure, but in the method used as well.  For example, Figure 3 indicates several methods are 
appropriate for performing a transfer when a resident is unable or only partially able to assist in 
the transfer, and the resident weighs in excess of 200 pounds.  Use of a lateral sliding aid with 
three caregivers, use of a friction-reducing device or lateral transfer device with two caregivers, 
or use of a mechanical lateral transfer device would all be considered acceptable.  A range of 
options for each of these methods is presented in the Control Section.  Again, the employer 
should determine which method or methods are most appropriate to protect workers given the 
particular circumstances found in the workplace.  For instance, if staff availability precludes 
assigning three caregivers to assist with such a transfer, an employer may choose to adopt 
methods that can be performed safely with fewer staff members. 
 

  



FIGURE 2. Transfer to and from: Bed to Chair, Chair to Toilet, Chair to Chair, or Car to Chair

Is the Patient 
cooperative?

Can Patient 
bear weight?

Does the 
Patient have 

upper extremity 
strength?

Is the Patient 
cooperative?

Caregiver assistance not needed;
stand by for safety as needed.

Fully

Partially Yes Stand and pivot technique using a 
gait/transfer belt (1 caregiver) -or-

powered standing assist lift 
(1 caregiver)

No

Seated transfer aid; may use gait/transfer 
belt until the Patient is proficient in 
completing transfer independently.

No
No

Use full body sling lift and 
2 caregivers.

No

Yes
- For seated transfer aid, must have chair with 
arms that recess or are removable.

- For full body sling lift, select a lift that was 
specifically designed to access a patient from 
the car (if the car is the starting or ending 
destination).

- If partial weight bearing, transfer toward 
stronger side.

- Toileting slings are available for toileting.

- Bathing mesh slings are available for bathing.

Yes

Source:  The Patient Safety Center of Inquiry (Tampa, FL), Veterans 
Health Administration & Department of Defense. October 2001.



FIGURE 3. Lateral Transfer to and from: Bed to Stretcher, Trolley

Caregiver assistance not needed;
stand by for safety as needed.

If patient is <100 pounds: 
Use a lateral sliding aid and 2

caregivers.

Yes

Partially Able

Not At All Able

If patient is 100-200 pounds: 
Use a lateral sliding aid 

-or- a friction reducing device 
and 2 caregivers.

Can Patient assist?

Partially Able

Not At All Able If patient is >200 pounds:
Use a lateral sling aid and 3 caregivers

-or- a friction-reducing device or
lateral transfer device

and 2 caregivers
-or- a mechanical lateral transfer device.

- Surfaces should be even for lateral patient 
moves.

- For patients with Stage III or IV pressure 
ulcers, care must be taken to avoid shearing 
force.

Source:  The Patient Safety Center of Inquiry (Tampa, FL), Veterans 
Health Administration & Department of Defense. October 2001.



FIGURE 4. Transfer to and from: Chair to Stretcher

No
Is the Patient 
cooperative?

Use full-body sling lift and 
2 or more caregivers.

Partially

Yes

Fully
Caregiver assistance not needed,

stand by for safety as needed.

Can the Patient 
bear weight?

If exam table/stretcher can be 
positioned to a low level, use a 
non-powered stand-assist aid. 
If not, use a full-body sling lift.No

Use full-body sling lift and 
2 or more caregivers

Comments:

- High/low exam tables and stretchers would be 
ideal.

Source:  The Patient Safety Center of Inquiry (Tampa, FL), Veterans 
Health Administration & Department of Defense. October 2001.



FIGURE 5. Reposition in Bed: Side–to-Side, Up in Bed

Use full-body sling lift 
-or- friction-reducing device and 

2 or more caregivers.

-This is not a one person task - DO NOT PULL FROM HEAD OF BED.

- When pulling a patient up in bed, the bed should be flat or Trendelenburg 
position to aid in gravity, with the side rail down.

- For patient with Stage III or IV pressure ulcers, care should be taken to 
avoid shearing force.

- The height of the bed should be appropriate for staff safety (at the elbows).

- If the patient can assist when repositioning “up in bed”, ask the patient to 
flex the knees and push on the count of three.

Fully

Partially

Able

No

If patient is >200 pounds: 
Use a friction-reducing device 

and at least 3 caregivers.

If patient is <200 pounds: 
Use a friction-reducing device and 

2-3 caregivers.

Encourage patient to assist 
using a positioning aid or cues.

Source:  The Patient Safety Center of Inquiry (Tampa, FL), Veterans 
Health Administration & Department of Defense. October 2001.

Caregiver assistance not needed;
patient may/may not use positioning 

aid.

Can Patient assist?



Can Patient assist?

Is Patient 
cooperative?

Does chair 
recline?

Caregiver assistance not needed;
stand by for safety as needed.

FIGURE 6. Reposition in Chair: Wheelchair and Dependency Chair

Comments:

-This is not a one person task:  DO NOT PULL FROM BEHIND CHAIR.

- Take full advantage of chair functions, e.g., chair that reclines, or use of arm rest 
of chair to facilitate repositioning.

- Make sure the chair wheels are locked.

Fully

No

No

Partially If Patient has upper extremity strength 
in both arms, have patient lift up while 
caregiver pushes knees to reposition.

If Patient lacks sensation, cues may be 
needed to remind Patient to reposition.

Use full-body sling lift -or- non-powered 
stand-assist aid and 1 to 2 caregivers.

Use full-body sling lift
and 2 or more caregivers.

Recline chair and use a friction-reducing 
device and 2 caregivers.

Yes

Yes

No

Source:  The Patient Safety Center of Inquiry (Tampa, FL), Veterans 
Health Administration & Department of Defense. October 2001.



FIGURE 7. Transfer a Patient Up From The Floor

Yes No Depends on type and 
severity of injury 

(follow Standard Operating Procedures).

Was Patient 
injured? Was the injury minor?

Caregiver assistance not needed;
stand by for safety as needed.

Full-body sling lift needed with
2 or more caregivers.

Comments:

- Use full-body sling that goes all the way down to the floor  
(most of the newer models are capable of this).

- 1Modifications made with concurrence of Dr. Audrey 
Nelson at Veterans Administration Hospital, Tampa, Florida.

No

Yes
No1

Is Patient independent?1

Yes

Source:  The Patient Safety Center of Inquiry (Tampa, FL), Veterans 
Health Administration & Department of Defense. October 2001.
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 An assessment of resident handling activities should also take into account other 
considerations that may impact the task being performed.  Considerations may include the 
presence of apparatuses such as oxygen tanks or intravenous connections, restrictions related to 
the environment such as limited room for equipment use in a bathroom, the availability of 
sufficient numbers of staff to perform assigned tasks properly, and safety concerns such as a wet 
floor or the potential for a chair or bed to move unexpectedly while a task is being performed.  
The special needs of bariatric residents may also need further examination.  Assistive devices 
must be capable of handling the heavier weight involved, and modification of work practices 
may be necessary. 
 
Assessment of Activities Other than Resident Handling 
 
 Although the majority of work-related MSDs in nursing homes are associated with the 
manual transfer and repositioning of residents, a number of other activities may also involve 
increased risk to workers.  The assessment process for these activities involves examination of 
the physical demands of work, layout and condition of the workplace or workstation, and 
characteristics of any objects handled.  Tasks that may require assessment include: 
 

 Cleaning rooms, 
 

 Bending to make a bed or feed a resident, 
 

 Lifting food trays above shoulder level or below knee level, 
 

 Waste collection, 
 

 Pushing heavy carts, 
 

 Bending to remove items from a deep cart, 
 

 Lifting and carrying when receiving and stocking supplies, 
 

 Bending and manually cranking an adjustable bed, 
 

 Removing laundry from washing machines and dryers. 
 
The assessment includes an evaluation of the duration, frequency, and magnitude of exposure to 
ergonomic stressors, as discussed at the beginning of this section.  In the vast majority of cases, 
job assessments can be accomplished by observing employees performing the task, and by 
discussing with employees the activities and conditions that they associate with difficulties.  
Observation provides general information about the workstation layout, tools, equipment, and 
general environmental conditions in the workplace.  Discussing tasks with employees helps to 
ensure that a complete picture of the process is obtained.  Employees who perform a given task 
are also often the best sources for identifying the cause of a problem, and developing the most 
practical and effective solutions.  Once information is obtained and problems identified, suitable 
improvements can be implemented. 
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Control Methods 
 
This section on control methods for ergonomic stressors presents changes to equipment, 

work practices, and work methods that can reduce injury levels among staff and residents, help 
control costs, and make employee recruitment less difficult.  The selection of appropriate 
controls should be based on worksite analysis described in the previous section.  But other 
factors should also be considered.  For example, what types of controls are possible for 
conditions in an individual facility.  This decision can be based on a number of factors, including 
the number of residents, the current state of equipment used, the availability of caregivers, and 
other on-going or prospective projects that will compete for scarce resources. 
 

The integration of ergonomic controls into the nursing home is a strategic decision that 
should be carefully planned and executed and that will pay long term benefits.  The prudent 
administrator will gain staff support and commitment by sharing information and soliciting input 
from those affected by these decisions—other managers, the caregivers, the residents, and the 
residents’ families.  Keeping everyone informed of the possible changes and obtaining input and 
acceptance on the use of the controls, will smooth the transition to a safer workplace.   
 

Forty-nine control approaches are presented in the following pages.  The controls are not 
intended to be an exhaustive list, nor does OSHA expect that all the presented controls will be 
used in any given facility.  The information represents a range of options available that a facility 
can consider using.  Many of the control approaches are simple, common sense modifications to 
equipment or procedures that require little time or few resources to implement.  Other control 
approaches may require more substantial efforts. 

  
 As stated earlier, OSHA recommends that manual lifting of residents should be 
minimized in all cases and eliminated when possible.  Administrators should also be cognizant of 
several factors that might restrict the application of certain controls, such as residents’ 
rehabilitation needs, the need for restoration of functional abilities, other medical 
contraindications, emergency conditions, and patients’ dignity and rights.   
 

Many controls are applicable to several conditions in a typical nursing home.  Table 2 
provides an index to the control descriptions for easy access.  Each of the control descriptions 
begins with a title and a representative picture and includes the following information: 
 

 Activity briefly describes the general work category being addressed.  More than one 
activity may be listed here and some controls will have many activities listed. 

 
 Description explains the types of equipment or handling methods used. 

  
 When To Use describes the conditions under which it is appropriate to use the control.   

 
 Points to Remember provides reminders about using the control, especially regarding 

safe and effective use. 
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 References refers to the source of the information used (see the Reference List at the end 
of this document).   

 
One important consideration on the procurement of control equipment is the selection of 

the equipment supplier.  Employers should establish a relationship with equipment suppliers.   
Such a relationship is critical because it facilitates obtaining training for employees in how to use 
equipment, modifying the equipment for special circumstances, and procuring parts and service 
when needed.  The following questions are designed to aid in the selection of the supplier that 
best meets the needs of an individual nursing home. 
 

 Availability of technical service – Is over-the-phone assistance, as well as onsite 
assistance, for repairs and service of the lift available? 

 
 Availability of parts  – Which parts will be in stock and available in a short time frame 

and how soon can they be shipped to your location? 
 

 Storage ability of the mechanical lift  – Is it too big for your facility? Can it be stored in 
close proximity to the area(s) where it is used? 

 
 If needed, is a charging unit and back up battery included? 

 
 What is the simplicity of the charging unit and space required for a battery charger if one 

is needed? 
 

 If the lift has a self-contained charging unit, what is the amount of space necessary for 
charging and what electrical receptacles are required? 

 
 What is the minimum charging time of a battery? 

 
 How high is the base of the lift and will it fit under the bed and various other pieces of 

furniture? 
 

 How wide is the base of the lift or is it adjustable to a wider and lockable position? How 
many people are required to operate the lift for lifting of a typical 200-pound person? 

 
 Does the lift activation device (pendant) have remote capabilities? 

 
 How many sizes and types of slings are available?  

 
 What type of sling is available for optimum infection control? 

 
 Is the device versatile? Can it be a sit-to-stand lift, as well as a lift device? Can it be a sit-

to-stand lift and an ambulation-assist device? 
 

 What is the speed and noise level of the device?  
 

  



DRAFT DRAFT 
 

 Will the lift go to floor level? How high will it go? 
 
 Based on the characteristics of the resident population and the layout of the facility, 
employers should determine how many devices are needed and where to locate the devices so 
they are accessible to workers.   If resident lifting equipment and controls are not accessible 
when they are needed, it is likely that all other aspects of the ergonomic process will be 
ineffective.  Employers should also establish routine maintenance schedules to ensure that the 
equipment is in good working order.   
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Table 2:  Index of Control Methods 

TOPICS SEE THESE CONTROLS
  

Resident Handling  
Transfers 1, 2, 3, 4, 5, 6, 7, 11, 12, 13, 14, 15, 

16, 17, 18, 29 
Repositioning 4, 6, 11, 19, 20, 21, 22, 23, 36 
Lifting 2, 8, 9, 10, 14, 15, 27, 34, 35 
Ambulation 17, 24 
Activities of Daily Living 25, 26, 27, 28, 29, 30, 31, 32, 33, 

37 
  

Non-Resident Handling  
Dispense of Medication 38 
Moving Equipment 39, 43 
Dietary 40, 41, 43, 45 
Housekeeping/Laundry 40, 41, 42, 43, 44, 45, 46, 47, 48, 

49 
Maintenance 41, 43, 44, 45 

  



Lateral Transfer

Activity:
Resident Handling

Description:
Free-standing lateral
transfer devices used with
height-adjustable stretcher
or gurney

When to Use: Transferring a partial- or non-weight-bearing
resident between 2 horizontal surfaces, such as a bed to a
stretcher or gurney in supine position.

Points to Remember: Two caregivers are required to perform this
type of transfer. Additional assistance may be needed depending
on resident status, e.g., for heavier or non-cooperative residents.
Always ensure that lifting device is in good working order before
use and rated for the load weight to be transferred. Ensure wheels
on equipment are locked. Ensure transfer surfaces are at same
level and at a height that allows caregivers to work at waist level to
avoid extended reaches and back flexion.

References: 16, 54

Lateral Transfer;
Repositioning
Activity:
Resident Handling

Description:
Draw sheet to be used in
combination with friction-
reducing devices such as
slippery sheets, plastic bags,
low friction mattress covers,
or slide boards

When To Use: Transferring a partial- or non-weight bearing
resident between 2 horizontal surfaces such as a bed to a stretcher
or gurney in supine position or when repositioning resident in bed.

Points to Remember: Two caregivers are required to perform this
type of transfer. Additional assistance may be needed depending
upon resident status, e.g., for heavier or non-cooperative residents.
May not be suitable for bariatric residents. Use a good hand-hold
by rolling up draw sheets or use other friction-reducing devices
with handles such as slippery sheets. Narrower slippery sheets
with webbing handles positioned on the long edge of the sheet
may be easier to use than wider sheets. Look for a combination of
devices that will minimize risk of skin trauma. Ensure wheels on
equipment are locked. Ensure transfer surfaces are at same level
and at a height that allows caregivers to work at waist level to
avoid extended reaches and back flexion. Count down and
synchronize the transfer motion between caregivers.

References: 13, 16, 27, 29, 30, 39, 56, 70, 76, 79, 89, 97, 113

Lateral Transfer

Activity:
Resident Handling

Description:
Ceiling-mounted device
with horizontal frame
system or litter

When to Use: Transferring residents who are totally dependent,
non-weight bearing, have other physical limitations, or are very
heavy and cannot be safely transferred by staff between 2
horizontal surfaces, such as a bed to a stretcher or gurney in
supine position.

Points to Remember: Motors can be fixed or portable
(lightweight). Device can be operated by hand-held control
attached to unit or by infrared remote control. Always ensure
lifting device is in good working order before use and is rated for
the load weight to be lifted.

References: 40, 47, 55, 88

Lateral Transfer

Activity:
Resident Handling

Description:
Gurneys with
transfer devices

When to Use: Transferring a partial- or non-weight-bearing
resident between 2 horizontal surfaces, such as a bed to a
stretcher or gurney in supine position.

Points to Remember: Two caregivers are required to perform this
type of transfer. Additional assistance may be needed depending
on resident status, e.g., for heavier or non-cooperative residents.
Motorized height-adjustable gurneys with built-in slide boards are
preferred to those adjusted by crank mechanism to minimize
physical exertion required by caregiver. Always ensure that lifting
device is in good working order before use and is rated for the
load weight to be transferred. Ensure wheels on equipment are
locked. Ensure transfer surfaces are same level and at caregiver’s
waist level to avoid extended reaches and back flexion.

References: 13, 16, 39, 72
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Resident Lifting

Activity
Resident Handling

Description:
Portable lift device (sling
type); can be a universal/
hammock sling or a
band/leg sling

When to Use: Lifting residents who are totally dependent, are
partial- or non-weight bearing, are very heavy, or have other
physical limitations. Transfers from bed to chair (wheel chair, Geri
or cardiac chair), chair or floor to bed, lateral transfers, or for
bathing and toileting. Enhances resident safety and comfort.

Points to Remember: May require 2 or more caregivers. Look for
a device with a variety of slings, lift-height range, battery portability,
hand-held control, emergency shut-off, manual override, and boom
pressure sensitive switch. Having multiple slings allows one of
them to remain in place while resident is in bed or chair for only a
short period, reducing the number of times the caregiver lifts and
positions resident. Ensure lifting device is in good working order
before use and is rated for the load weight to be lifted. Electric/
battery powered lifts are preferred to crank or pump type devices
to allow a smoother movement for the resident, and less physical
exertion and risk of musculoskeletal injury to the caregiver.

References: 3, 13, 14, 16, 27, 29, 33, 38, 41, 43, 46, 50, 51, 52,
57, 65, 66, 69, 72, 73, 74, 75, 76, 77, 86, 90, 93, 94, 97, 98, 108,
110, 113

Lateral Transfer;
Repositioning

Activity:
Resident Handling

Description:
Air-assist lateral sliding aid;
flexible mattress inflated by
portable air supply

When to Use: Transferring a partial- or non-weight bearing
resident between two horizontal surfaces such as a bed to
stretcher or gurney in supine position. Can also be used for
repositioning a resident in bed. Increases resident’s comfort and
reduces risk of tissue damage during transfer.

Points to Remember: Two caregivers are required to perform this
type of transfer. Additional assistance may be needed depending
on resident status, e.g., for heavier or non-cooperative residents.
Ensure wheels on equipment are locked. Ensure transfer surfaces
are at level and at a height that allows caregivers to work at waist
level to avoid extended reaches and back flexion. Count down and
synchronize the transfer motion between caregivers.

References: 16, 39

Lateral Transfer

Activity:
Resident Handling

Description:
Boards or mats with vinyl
coverings and rollers

When to Use: Transferring a partial- or non-weight bearing
resident between 2 horizontal surfaces, such as a bed to a
stretcher or gurney in supine position.

Points to Remember:  Two caregivers are required to perform
this type of transfer. Additional assistance may be needed
depending on resident status, e.g., for heavier or non-cooperative
residents. Move resident to new surface using gentle push and pull
motion. Device may not be suitable for bariatric residents. Ensure
equipment wheels are locked. Ensure transfer surfaces are at
same level and at a height that allows caregivers to work at waist
level to avoid extended reaches and back flexion. Count down and
synchronize the transfer motion between caregivers.

References: 13, 16, 90, 97
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Lateral Transfer

Activity:
Resident Handling

Description:
Transfer cots with handles

When to Use: Transferring a partial- or non-weight-bearing
resident between 2 horizontal surfaces, such as a bed to a
stretcher or gurney in supine position.

Points to Remember:Two caregivers are required to perform this
type of transfer. Additional assistance may be needed
depending on resident status, e.g., for heavier or non-cooperative
residents. Technique may not be suitable for bariatric residents.
Use in combination with friction-reducing devices such as slide
boards or slippery sheets. Ensure wheels on equipment are
locked. Ensure transfer surfaces are at same level and at a height
that allows caregivers to work at waist level to avoid extended
reaches and back flexion. Count down and synchronize the
transfer motion between caregivers.

References: 13, 90
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Lateral Transfer
in Sitting
Position

Activity:
Resident Handling

Description:
Transfer boards –
wood or plastic
(some with movable seat)

When to Use: Transferring (sliding) residents who have good
sitting balance and are cooperative from one level surface to
another, e.g., bed to wheelchair, wheelchair to car seat or toilet.
Can also be used by residents who require limited assistance
but need additional safety and support. Movable seats increase
resident comfort and reduce incidence of tissue damage during
transfer.

Points to Remember: Ensure clothing is present between the
resident’s skin and the transfer device. The seat may be
cushioned with a small towel for comfort. May be uncomfortable
for larger residents. Usually used in conjunction with gait belts for
safety depending on resident status. Ensure boards have tapered
ends, rounded edges, and appropriate weight capacity. Ensure
wheels on equipment are locked and transfer surfaces are at
same level. Remove lower bedrails from bed and remove arms
and foot rests from chairs as appropriate.

References: 13, 16, 57, 86, 90, 94, 97, 113

Lateral Transfer;
Repositioning

Activity:
Resident Handling

Description:
Convertible wheelchair or
Geri chair to stretcher

When to Use: For lateral transfer of residents who are partial- or
non-weight bearing. Eliminates the need to perform lift transfer in
and out of wheelchairs.

Points to Remember: Two caregivers are required to perform
lateral transfer. Additional assistance for lateral transfer may be
needed depending on residents status, e.g., for heavier or non-
cooperative residents.  Wheelchairs that convert to stretchers may
also have a mechanical transfer aid built in for bed-to-stretcher or
stretcher-to-bed type transfers. Motorized height-adjustable
devices are preferred to those adjusted by crank mechanism to
minimize physical exertion and risk of musculoskeletal injury to the
caregiver. Always ensure device is in good working order before
use and is rated for the load weight to be transferred. Ensure
wheels on equipment are locked. Ensure transfer surfaces are at
same level and at a height that allows caregivers to work at waist
level to avoid extended reaches and back flexion.

References: 16, 26, 42

Resident Lifting

Activity:
Resident Handling

Description:
Portable compact lifts

When to Use: Lifting residents who are totally dependent, partial-
or non-weight bearing, or have other physical limitations. Transfers
from bed to chair (wheelchair, Geri or cardiac chair), chair or floor
to bed, chair to car, lateral transfers, or for bathing and toileting.
Increases resident safety and comfort during transfer. Can be used
where space or storage is limited.

Points to Remember: May require 2 or more caregivers. Look for
a device with a variety of slings, lift height range, battery portability,
hand-held control, emergency shut-off, manual override, and
boom pressure-sensitive switch. Having multiple slings allows one
of them to remain in place while resident is in bed or chair for only
a short period reducing the number of times a caregiver lifts and
positions the resident. Always ensure lifting device is in good
working order before use and rated for the load weight to be lifted.
Electric/battery powered lifts are preferred to crank or pump type
devices to allow a smoother movement for the resident and less
physical exertion and risk of musculoskeletal injury to the
caregiver.

References: 13, 16, 51, 69, 76
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Resident Lifting

Activity
Resident Handling

Description:
Ceiling-mounted lift device

When to Use: Lifting residents who are totally dependent, are
partial- or non-weight bearing, very heavy, or have other physical
limitations. Transfers from bed to chair (wheel chair, Geri or
cardiac chair), chair or floor to bed, or for bathing and toileting.
Increases residents’ safety and comfort during transfer.

Points to Remember: May require 2 or more caregivers. Some
residents can use the device without assistance. May be quicker
to use than portable device. Motors can be fixed or portable
(lightweight). Device can be operated by hand-held control
attached to unit or by infrared remote control. Ensure lifting device
is in good working order before use and is rated for the load weight
to be lifted.

References: 13, 16, 39, 40, 47, 51, 74, 75, 78, 85, 88, 90, 94
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Transfer from
Sitting to
Standing
Position

Activity:
Resident Handling

Description:
Powered sit-to-stand or
standing-assist devices.

When to Use: Lifting residents who are partially dependent, have
some weight-bearing capacity, are cooperative, can sit up on the
edge of the bed with or without assistance, and are able to bend
hips, knees, and ankles. Transfers from bed to chair (wheel chair,
Geri or cardiac chair), or chair to bed, or for bathing and toileting.
Can be used for repositioning where space or storage is limited.

Points to Remember: Usually requires 1 caregiver. Look for a
device that has a variety of sling sizes, lift-height range, battery
portability, hand-held control, emergency shut-off, and manual
override. Ensure lifting device is in good working order before use
and is rated for the load weight to be lifted. Electric/battery
powered lifts are preferred to crank or pump type devices to allow
a smoother movement for the resident, and less physical exertion
and risk of musculoskeletal injury to the caregiver.

References: 13, 16, 33, 38, 43, 46, 48, 86, 90, 94, 113

Lateral Transfer
in Sitting
Position

Activity:
Resident Handling

Description:
Transfer slings

When to Use: Transferring residents who are partially dependent,
cooperative, have some weight-bearing capacity, can sit up
unaided and are able to bend hips, knees, and ankles. Transfers
from bed to chair, or chair to chair, chair or toilet.

Points to Remember: Can be used by 1 or 2 caregivers with pivot
or transfer disc to assist transfer as necessary. Place sling under
resident’s hips. Caregiver(s) support resident during the transfer.
Use for short distance transfers only. Sling should not be used to
lift residents. Position sling so as not to dig into or slip off of
resident. Ensure sling is in good condition before use and resident
is wearing non-slip clothing. Adjust bed so resident’s feet are flat
on floor. Use smooth motion by moving feet while pivoting.

References: 13, 90, 97

Transfer from
Sitting to
Standing
Position

Activity:
Resident Handling

Description:
Stand-assist devices; can be
fixed to bed or chair or be
free-standing

When to Use: Transferring residents who are weight-bearing and
cooperative and can pull themselves up from sitting to standing
position. Can be used for independent residents who need extra
boost to stand. Can aid resident independence.

Points to Remember: Check that device is stable before use and
is rated for resident weight to be supported. Ensure frame is firmly
attached to bed, or if relies on mattress support that mattress is
heavy enough to hold the frame.

References: 13, 16, 90, 113

Transfer from
Sitting to
Standing
Position

Activity:
Resident Handling

Description:
Lift cushions and lift chairs

When to Use: Transferring residents who are weight-bearing and
cooperative but need assistance when standing and ambulating.
Can be used for independent residents who need an extra boost to
stand. Can aid resident independence.

Points to Remember: Lift cushions use a lever that activates a
spring action to assist residents to rise up. Lift cushions may not
be appropriate for heavier residents. Lift chairs are operated via
a hand-held control that tilts forward slowly, raising the resident.
Residents need to have physical and cognitive capacity to be
able to operate lever or controls. Always ensure device is in
good working order before use and is rated for the load weight
to be lifted.

References: 13

13 14
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Repositioning

Activity:
Resident Handling

Description:
Beds that convert to chairs

When to Use: Repositioning residents who are totally dependent,
non-weight bearing, very heavy, or have other physical limitations.
Can also be used to assist residents who are partially weight
bearing from a sit-to-stand position.

Points to Remember: Additional friction-reducing devices may
be required to reposition resident. Heavy duty beds are available
for bariatric residents. Device should have easy-to-use controls
located within easy reach of the caregiver, sufficient foot
clearance, and wide range of adjustment. Electric motor
operation is preferred to reduce physical exertion and risk of
musculoskeletal injury to caregiver and to facilitate positioning
of resident.

References: 16, 39, 54

Repositioning

Activity:
Resident Handling

Description:
Electric powered height
adjustable bed

When To Use: For all activities involving resident care, transfer,
repositioning in bed, etc., to reduce caregiver trunk flexion when
interacting with resident.

Points to Remember: Device should have easy-to-use controls
located within easy reach of the caregiver, sufficient foot
clearance, and wide range of adjustment. Heavy duty beds are
available for bariatric residents. Beds raised and lowered with an
electric motor are preferred over crank-adjust beds which require
trunk flexion, force, and repetitive motion to use.

References: 29, 57, 67, 68, 70, 73, 79, 80, 94, 107
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Transfer from
Sitting to Standing
Position

Activity:
Resident Handling

Description:
Pivot discs or boards; some
discs have a stand-assist
device attached for
independent residents

When to Use: Transferring residents who are partially dependent,
have some weight-bearing capacity, and are cooperative.
Transfers such as bed to chair, chair to chair, or chair to car.
Helps caregivers perform transfers without twisting.

Points to Remember: May require 1 or 2 caregivers. The disc is
placed on the floor and used to rotate the resident 90 degrees to a
bed or chair. Lower bed so that resident’s feet are supported on
the floor before standing. Resident’s feet should be in the center of
the disc, not touching the outer rim.  A transfer or gait belt can be
used in addition to the disc. May not be appropriate for heavier
residents. Ensure disc has non-slip material on either side. Ensure
wheels on equipment are locked and transfer surfaces are at same
level. Lower bedrails, remove arms and foot rests from chairs and
other items that may obstruct the transfer.

References: 13, 29, 41, 90, 97

18

Transfer from
Sitting to Standing
Position;
Ambulation
Activity:
Resident Handling

Description:
Gait belts/transfer belts
with handles

When to Use: Transferring residents who are partially dependent,
have some weight-bearing capacity, and are cooperative. Trans-
fers such as bed to chair, chair to chair, or chair to car; when
repositioning residents in chairs; supporting residents during
ambulation; and in some cases when guiding and controlling falls.

Points to Remember: May require 1 or 2 caregivers. Belts with
padded handles are easier to grip and increase security and
control. Always transfer to resident’s strongest side. Use rocking
and pulling motion rather than lifting when using a belt. Belts may
not be suitable for ambulation of heavy or non-weight bearing
residents or residents with recent abdominal or back surgery,
abdominal aneurysm, etc. Should not be used for lifting residents.
Ensure belt is securely fastened and cannot be easily undone by
the resident during transfer (i.e., Velcro fasteners). Ensure a layer
of clothing is between residents’ skin and the belt to avoid abra-
sion. Keep resident as close as possible to caregiver during
transfer. Lower bedrails, remove arms and foot rests from chairs,
and other items that may obstruct the transfer.

References: 3, 13, 16, 27, 29, 38, 41, 52, 57, 76, 87, 90, 91, 97,
113
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Repositioning

Activity:
Resident Handling

Description:
Hand blocks and push up
bars.

When to Use: Repositioning residents that have the ability to
assist the caregiver during the activity, i.e., residents with upper
body strength and use of extremities, who are cooperative and can
follow instructions.

Points to Remember: Blocks also enable residents to raise
themselves up and reposition themselves in bed. Bars attached to
the bed frame serve the same purpose. May not be suitable for
heavier residents. Ensure that bed wheels are locked, bedrails are
lowered, and bed is adjusted to caregiver’s waist height to reduce
back flexion.

References: 13, 57
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Repositioning

Activity:
Resident Handling

Description:
Trapeze bar

When to Use: Reposition residents that have the ability to assist
the caregiver during the activity, i.e., residents with upper body
strength and use of extremities, who are cooperative and can
follow instructions.

Points to Remember: Residents use device by grasping bar
suspended from an overhead frame to raise themselves up and
reposition themselves in a bed. Heavy duty trapeze frames are
available for bariatric residents. Ensure that bed wheels are
locked, bedrails are lowered and bed is adjusted to caregiver’s
waist height to reduce back flexion.

References: 13, 75, 90, 113
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Ambulation

Activity:
Resident Handling

Description:
Ambulation assist device

When to Use: For residents who are weight bearing and
cooperative and who need extra security and assistance when
ambulating. Increases resident safety during ambulation and
reduces risk of falls.

Points to Remember: Usually requires one caregiver. The device
supports residents as they walk and push it along during
ambulation. Ensure height adjustment is correct for resident before
ambulation. Ensure device is in good working order before use
and rated for the load weight to be lifted. Apply brakes before
positioning resident in or releasing resident from device.

References: 13, 16, 28
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Repositioning

Activity:
Resident Handling

Description: Pelvic lift
devices (hip lifters)

When to Use: To assist residents who are cooperative and can sit
up with or without assistance, to position on a special bed pan.
May reduce need for extra toileting.

Points to Remember: Device is positioned under hips and inflates
like a pillow to lift hips. Use correct body mechanics, lower bedrails
and adjust bed to waist height to reduce back flexion.

References: 13, 27
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Height-adjustable shower
gurney or lift bath cart with
waterproof top

When to Use: For bathing non-weight bearing residents who are
unable to sit up. Transfer resident to cart with lateral transfer
boards or other friction-reducing devices.

Points to Remember: The cart can be raised to eliminate bending
and reaching to the caregiver. Feet and head supports are
available for resident comfort. May not be suitable for bariatric
residents. Look for carts that are power-driven to reduce force
required to move and position device.

References: 13, 29, 98
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Height-adjustable bathtub
and easy-entry bath tubs

When to Use: Bathing residents who sit directly in the bathtub, or
to assist ambulatory residents climb more easily into a low tub, or
easy-access tub. Bathing residents in portable-powered or ceiling-
mounted lift device using appropriate bathing sling. Reduces risk
of back and shoulder injuries to caregiver and to those who clean
the tub after use. Increases resident safety and comfort.

Points to Remember: The tub can be raised to eliminate bending
and reaching for the caregiver. Use correct body mechanics, and
adjust the tub to waist height to reduce back flexion, when per-
forming hygiene activities.

References: 13, 33, 94
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Shower and toileting chairs

When to Use: Showering and toileting residents who are partially
dependent, have some weight bearing capacity, can sit up
unaided, and are able to bend hips, knees, and ankles.

Points to Remember: Ensure that wheels move easily and
smoothly; chair is high enough to fit over toilet; chair has remov-
able arms, adjustable footrests, safety belts, and is heavy enough
to be stable, and that the seat is comfortable, accommodates
larger residents, and has a removable commode bucket for
toileting. Ensure that brakes lock and hold effectively on at least
two wheels and that weight capacity is sufficient for resident
handling.

References: 13, 29, 43, 90, 108
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Built-in or fixed bath lifts

When to Use: Bathing residents who are partially weight bearing,
have good sitting balance, can use upper extremities (have upper
body strength), are cooperative, and can follow instructions.
Useful in small bathrooms where space is limited.

Points to Remember: Ensure that seat raises so resident’s feet
clear tub, easily rotates, and lowers resident into water. May not be
suitable for heavy residents. Always ensure lifting device is in good
working order before use and rated for the load weight to be lifted.
Choose device with lift mechanism that minimizes physical effort
by caregiver when raising and lowering device.

References: 28, 90, 108, 113
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Bath boards and transfer
benches

When to Use: Bathing residents who are partially weight bearing,
have good sitting balance, can use upper extremities (have upper
body strength), are cooperative, and can follow instructions.
Independent residents can also use these devices.

Points to Remember: To reduce friction and possible skin tears,
use clothing or material between the resident’s skin and the board.
Can be used with a gait or transfer belt and/or grab bars to aid
transfer. Back support and vinyl padded seats add to bathing
comfort. Look for devices that allow for water drainage and have
height-adjustable legs. May not be suitable for heavy residents.
Ensure wheels on equipment are locked, transfer surfaces at same
level, and device is securely in place and rated for load to be
transferred. Remove arms and foot rests from chairs as
appropriate and ensure that floor is dry.

References: 13, 29, 90, 108
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Toilet seat risers

When to Use: For toileting partially weight-bearing residents who
can sit up unaided, use upper extremities (have upper body
strength), are able to bend hips, knees, and ankles, and are
cooperative. Independent residents can also use these devices.

Points to Remember: Risers decrease the distance and amount
of effort required to lower and raise residents. Grab bars and
height-adjustable legs add safety and versatility to the device.
Ensure device is stable and can accommodate resident’s weight
and size.

References: 13, 80, 113
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description
Grab bars and stand assists;
can be fixed or mobile

When to Use: When toileting, bathing, and/or showering residents
who need extra support and security. Residents must be partially
weight bearing, able to use upper extremities (have upper body
strength), and be cooperative. Independent residents can also use
these devices.

Points to Remember: Movable grab bars on toilets minimize
workplace congestion. Ensure bars are securely fastened to wall
before use.

References: 108, 113
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Bathtub, Shower,
and Toileting
Activities

Activity:
Resident Handling

Description:
Long-handled extension
tools on hand-held
shower heads, wash or
scrub brushes

When to Use: When bathing or showering residents.

Points to Remember: These devices reduce the amount of
bending, reaching, and twisting required when washing feet, legs,
and trunk of residents. Residents who are independent can also
use these devices to facilitate personal hygiene activities.

 References: 13, 29, 44, 105

32



Guiding and
Slowing Falls

Activity:
Resident Handling

Description:
Method for guiding and
slowing falls

When To Use: When resident is falling.

Points to Remember: The use of transfer or gait belts may assist
the caregiver in guiding the fall. Hold onto the belt/handles and
slowly lower the resident to the floor using correct body mechan-
ics. Reviewing resident assessments and watching for signs of
weakness are effective ways of preventing falls. Keep back
straight, tighten abdominal muscles, bend legs, and stay close to
resident if safe to do so. Do not attempt to stop the fall abruptly as
this may contribute to caregiver injury.

References: 13, 56, 76, 113
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Weighing

Activity:
Resident Handling

Description:
Scales with ramp to
accommodate wheelchairs;
portable-powered lift devices
with built-in scales; beds with
built-in scales.

When to Use: To reduce the need for additional transfer of partial-
or non-weight-bearing or totally dependent residents to weighing
device.

Points to Remember: Some wheelchair scales can accommodate
larger wheelchairs. Built-in bed scales may increase weight of the
bed and prevent it from lowering to appropriate work heights.

References: 13, 43, 57, 71, 94

Repositioning
in Chair

Activity:
Resident Handling

Description:
Variable position
Geri chairs

When to Use: Repositioning partial- or non-weight-bearing
residents who are cooperative.

Points to Remember: One caregiver can assist if resident has
upper extremity strength in both arms. If resident cannot assist to
reposition self in chair, use at least 2 caregivers and friction-
reducing device. Wheels on chair add versatility. Ensure that chair
is easy to adjust, move, and steer. Lock wheels on chair before
repositioning. Remove trays, foot rests, and seat belts where
appropriate. Ensure device is rated for the resident weight.

References: 16, 31, 94
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Lifting from the
Floor

Activity:
Resident Handling

Description:
Methods to lift residents
from floor

35

When To Use: After a resident fall.

Points to Remember: Assess resident for injury prior to lifting. If
resident cannot stand with minimal assistance, use a powered
portable or ceiling-mounted lift device to move resident. If
resident can regain standing position with minimal assistance,
use gait or transfer belt with handles to aid resident. If manual
assistance is required insure adequate number of caregivers are
available to provide needed assistance. Use 2 or more
caregivers when assisting larger residents. Keep back straight,
bend legs, and stay as close to resident as possible.

References: 13, 16, 27, 29



When to Use: Dispensing medications. The cart increases
accuracy and reduces time required to perform task.

Medications cart: Sort medications by day and time. Low profile
carts with easy-open side drawers are recommended to
accommodate hand height of shorter nurses.

Cartridge dispenser: Use cartridges with a “flip top” to store
medications until dispensed rather than foil wrapped doses or
small bottles. Individually wrapped medications in foil and paper
may require high finger forces and a sharp object to break the
seal.

References: 43, 56, 92, 106

Activities of
Daily Living

Activity:
Dispensing medications

Description:
Low profile medication cart
and cartridge pill dispenser

38

Activities of
Daily Living

Activity:
Transporting Equipment

Description:
Work methods and tools to
transport equipment

When to Use: When transporting assistive devices and other
equipment

Oxygen tanks: Use small cylinders with handles to reduce weight
and allow for easier gripping. Secure oxygen tanks to transport
device.

Medication pumps: Use stands on wheels.

Transporting equipment: Push equipment, rather than pull, when
possible. Keep arms close to the body and push with whole body
and not just arms. Remove unnecessary objects to minimize
weight. Avoid obstacles that could cause abrupt stops. Place
equipment on a rolling device if possible. Take defective
equipment out of service.  Perform routine maintenance on
all equipment.

References: 16, 29, 43, 82
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Pouring Liquids

Activity:
Dietary and Housekeeping

Description:
Pouring containers that tilt

When to Use: In dietary and housekeeping areas when pouring
soups or other liquid foods that are heavy, and in housekeeping
areas when emptying buckets with floor drain arrangements.
Reduces risk of spills and burns, speeds process, and reduces
waste.

Points To Remember: Tilt handle or mechanism should allow the
worker to reach it without bending and be positioned to assist in
controlling the weight of the container and liquid. If the worker
stands for more than 2 hours per day, shock-absorbing floors or
insoles will minimize back and leg strain. With hot liquids, ensure a
splash guard is included.

References: 43
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Various Activities
of Daily Living
and Bedside
Assistance
Activity Description:
Various Activities of
Daily Living

Description:
Work practices for feeding,
dressing, and grooming

When to Use: During feeding, dressing, personal hygiene tasks,
vital sign assessment, and other bedside assistance.

Bedside Assistance: Lower bed rails, position resident as close to
edge as safely possible. Sit or stand as close as possible to
resident’s side and face resident. Adjust tables and electric beds to
a height to allow caregivers to work at waist level and place
supplies close by to avoid back flexion and twisting. Gather
supplies in advance and place them on a table that is positioned
perpendicular to the resident. Avoid reaching across resident;
rather, walk to other side. Carry objects close to the body. Provide
adaptive equipment for resident use when appropriate to increase
independence and reduce assistance from caregiver.

Feeding: Cut food before placing in front of resident.

Dressing and grooming: Ensure that resident’s feet are flat on the
floor or a stool for balance when sitting. Place weaker limb in pant
or sleeve first. Use appropriate adaptive equipment for dressing,
grooming and oral hygiene.

References: 56, 99, 100, 101, 102, 103, 104



Storage and
Transfer of Food
and Supplies

Activity:
Dietary, Laundry, House-
keeping and Maintenance

Description:
Use of carts

When to Use: When moving food trays, cleaning supplies,
equipment, and maintenance tools. Speeds process for accessing
and storing items.

Points to Remember: Placement of items on the cart should
keep the most frequently used and heavy items within easy reach
between hip and shoulder height. Carts should have full-bearing
wheels of a material designed for the floor surface in your facility.
Cart handles that are vertical, with some horizontal adjustability
will allow all employees to push at elbow height and shoulder
width. Carts should have wheel locks. Handles that can swing out
of the way may be useful.  Heavy carts should have brakes.
Balance loads and keep loads under cart weight restrictions.
Ensure stack height does not block vision.

References: 15, 35, 60, 84
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Hand Tools

Activity:
Dietary, Laundry,
Housekeeping and
Maintenance

Description:
Select and use properly
designed tools

When to Use: When selecting tools for the kitchen, housekeeping,
laundry and maintenance areas. Enhances tool safety, speeds
process, and reduces waste.

Points To Remember:  Handles should fit the grip size of the
user. If tool must be used with a bent wrist, purchase bent-handled
tools. Minimize tool weight. Select tools that have minimal vibration
or vibration damping devices. Implement a regular maintenance
program for tools to keep blades sharp and edges and handles
intact. Always wear the appropriate personal protective equipment.

References: 34

Linen Carts

Activity:
Laundry

Description:
Spring loaded carts that
automatically bring linen
within easy reach

When to Use: Moving or storing linen. Speeds process for
handling linen, and reduces wear on linen due to excessive
pulling.

Points to Remember: Select a spring tension that is appropriate
for the weight of the load. Carts should have wheel locks and
height-appropriate handles that can swing out of the way.  Heavy
carts should have brakes.

References: 14, 35, 43, 56, 59, 64, 79, 92, 94
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Handling Bags

Activity:
Laundry, Housekeeping,
and Maintenance

Description:
Equipment and practices
for handling bags

When to Use: When handling laundry, trash and other bags.
Reduces risk of items being dropped, and speeds process for
removing and disposing of items.

Points to Remember: Receptacles that hold bags of laundry or
trash should have side openings that keep the bags within easy
reach and allow employees to slide the bag off the cart without
lifting. Minimize the size and weight of bags and provide handles
to decrease the strain of handling. Chutes and dumpsters should
be at or below grade level. Provide automatic opening or hard-
ware to keep doors open to eliminate twisting and awkward
handling.

References: 11, 26, 35, 53, 56, 62, 63



Cleaning Rooms
(Dry Method)

Activity:
Housekeeping

Description:
Work methods or tools to
clean resident rooms without
water and chemical products

When to Use: When cleaning rooms, beds, counters, walls, and
furniture; sweeping and dusting floors.

For hand tool use: Alternate leading hand; avoid tight and static
grip; and use padded non-slip handles.

For cleaning: Raise beds to waist level; use knee pads when
kneeling; use tools with long handles, step stools, or ladders to
avoid overhead reaching; alternate tasks frequently; and use carts
to transport cleaning supplies.

Sweeping and dusting: Use flat head duster or “doodle bugs” and
push with leading edge; avoid lifting leading edge of duster;
sweep all areas into one pile for pick up; and vacuum if possible.

References:  11, 26, 37, 50, 56, 60, 61, 63, 83
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Loading or
Unloading
Laundry

Activity:
Laundry

Description:
Front-loaded washers
and dryers

When to Use: When loading or unloading laundry from washers,
dryers and other laundry equipment. Speeds process for
retrieving and placing items, and minimizes wear-and-tear
on linen.

Points to Remember: Washers with tumbling cycles separate
clothes, making removal easier. For deep tubs, a rake with long or
extendable handle can be used to pull linen closer to the door
opening. Raise machines so that opening is between hip and
elbow height of employees.

References: 15, 43, 45, 81

Cleaning Rooms
(Wet Method)

Activity:
Housekeeping

Description:
Work methods and tools to
clean resident rooms with
water and chemical products

When to Use: When cleaning  with water and chemical products;
mopping; and using spray bottles.
For hand tool use: Alternate leading hand; avoid tight; static grip
and use padded non-slip handles.
For all cleaning: Use chemical cleaners and abrasive sponges to
minimize scrubbing force. Use kneepads when kneeling. Avoid
bending and twisting. Use extension handles, step stools, or
ladders for overhead needs. Use carts to transport supplies. Carry
only small quantities and weights of supplies.  Maintain all
equipment regularly. Ventilation of rooms may be necessary when
chemicals are used.
Mopping: Alternate mopping styles frequently (e.g. push/pull,
figure 8 and rocking side to side). Use rubber-soled shoes in wet
areas to prevent slipping. Wheeled buckets should have func-
tional brakes.  Use dry mop vs. wet mop to minimize back strain.
Cleaning wheelchairs: Push wheelchair up a ramped platform to
perform work at waist height.
Spray bottles: Use trigger handles long enough for the index and
middle fingers.  Avoid using the ring and little fingers.
References:  11, 26, 37, 60, 61, 63, 83, 111, 112
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Reaching into
Sink

Activity:
Dietary, Housekeeping, and
Maintenance

Description:
Tools used to modify a
deep sink for cleaning
small objects

When to Use: Cleaning small objects in a deep sink.

Points to Remember: Place an object such as a plastic basin in
the bottom of the sink to raise the work surface and reduce back
flexion sink bottom. An alternative is to use a smaller porous
container to hold small objects for soaking, transfer to an adjacent
countertop for aggressive cleaning, and then transfer back to the
sink for final rinsing. Store inserts and containers in a convenient
location to encourage consistent use.

References: 15, 36, 56, 109
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Cleaning Rooms
(Electrical)

Activity:
Housekeeping

Description:
Work methods and tools to
vacuum and buff floors

When to Use: Vacuuming and buffing floors.

Buffing: Buffers should have lightweight construction, triggers long
enough to accommodate at least the index and middle fingers,
adjustable handle height, and easy to reach controls.

Vacuuming: Vacuums should have lightweight construction,
adjustable handle height, and controls that are easily accessed.
Avoid short strokes by walking with the machine. Alternate leading
hand and avoid tight grip. Use telescoping or extension handles
for areas that are high, low, or far away. Remove vacuum bag
when 1/2 to 3/4 full.  Vacuums and powered devices are preferred
over manual devices for moderate-to-long duration use. Heavy
rolling canisters should have brakes.

Emptying trash: limit size of container to limit weight of load; dump
carts of trash into receptacle at lower level for gravity assistance;
use frame vs. solid can to prevent plastic bag from sticking to
inside of container; avoid tying bag to frame; and place receptacles
in unobstructed and easy to reach places.

References:  11, 26, 56, 62, 63, 109
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