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Abstract.

BACKGROUND: Patient mobility tasks place rehabilitation professionals (Physical and Occupational Therapists) working
in hospitals at high risk for work-related musculoskeletal disorders (WMSDs). However, when investigating engagement
with a Safe Patient Handling and Mobility program (SPHM), administrative records at a level one trauma hospital showed
that rehabilitation professionals reported zero work-related injuries over an eight-year period.

OBJECTIVE: As part of a qualitative study conducted to discover their unique work experiences, we explored some of the
reasons that rehabilitation professionals might not report work-related injuries to their employers.

METHODS: Using a collective case study design, six focus groups were conducted with 25 members of the rehabilitation
team within a level-one trauma hospital. Focus groups were recorded; transcripts were analyzed for emergent themes using
first and second cycle coding procedures.

RESULTS: Participants in this study denied experiencing work-related injuries but frequently described working in pain,
often attributed to patient mobility tasks. These experiences were not reported to employers. Self-management of their pain
through co-worker treatment, over-the-counter medications, or informal alteration in job tasks were reported as common.
CONCLUSION: Administrative injury records may underrepresent injuries among rehabilitation professionals. This may
be due to their perception of work-related pain as something different than work-related injuries, or that many of these
rehabilitation professionals treat their own work-related pain and symptoms rather than report them. To get a more accurate
assessment of injury frequency among rehabilitation professionals, researchers should gather information directly from the
participants, and should inquire about work-related pain in addition to injury.
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1. Introduction
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injuries. Many injuries among healthcare workers,
especially in the acute care setting, are related to
patient mobilization [3-5]. This is especially true for
healthcare professionals (nurses and rehabilitation
professionals) who regularly perform patient mobil-
ity tasks [4, 6-13] that include repetitive lifting and
awkward posturing.

The recognition of these work-related injuries due
to patient mobility have led to the formation of work
safety programs aimed at improving work safety in
acute care environments. These programs, known as
Safe Patient Handling and Mobility (SPHM) pro-
grams, are comprehensive in nature and include
engineering controls through large scale purchasing
of mechanical lift equipment, implementing admin-
istrative policies and procedures to support the use
of this equipment, and holding regular trainings and
team meetings regarding the use of this lift equip-
ment [14-17]. These programs have been shown to
decrease the work-related injuries acquired during
patient mobility tasks [18-21].

Though less studied than other healthcare profes-
sions, several studies have quantified work-related
injuries among rehabilitation professionals (Physical
and Occupational Therapists and Assistants) [4, 6,
13]. In a prospective cohort study of nearly 900
Physical Therapists nationwide, Campo et al found a
one-year incidence rate of new musculoskeletal dis-
orders of 20.7% and a prevalence of musculoskeletal
disorders of 57.5% [4]. This same study found
increased odds of experiencing a work-related injury
among Physical Therapists when transferring or
moving patients 6-10 times per day or repositioning
patients in bed more than 10 times per day [4]. In a
regional survey of 1,189 Physical and Occupational
Therapists, Darragh et al found an incident rate
of new work-related injuries of 17/100 Full Time
Equivalents (FTEs) [6].

Despite this research that demonstrates that reha-
bilitation professionals do experience work-related
injuries, there remains evidence that they do not
report these injuries to their employer. Studies that
suggest pride in their work and the choice to self-
manage are potential reasons for this lack of reporting
[22]. However, much remains to be learned about the
injury experience in this work group who are heavily
involved in patient mobility tasks in inpatient settings
so that work-safety SPHM programs can be best fit
and adopted by this work group [12].

As part of a larger study by the current
study authors assessing rehabilitation professionals’
engagement with an SPHM program in a large, Level

1 trauma hospital, it was observed that rehabilitation
professionals reported no injuries to their hospital
administrators over an eight-year period. Given the
expected injury rates reported by the Campo and Dar-
ragh studies, both of which used survey methods to
capture injury information, it was unlikely that no
injuries had occurred in this population. Therefore,
the purpose of this qualitative study was to explore the
unique work-related injury experiences of rehabilita-
tion professionals working in the acute care setting,
including potential reasons for not reporting injuries
experienced at work.

2. Methods
2.1. Research design

With a primary study goal of generating an in-depth
description of a bounded system, a qualitative collec-
tive case study design was employed [23, 24]. The
bounded system was an SPHM program and multiple
(collective) cases were selected to capture perspec-
tives within this system. The cases were the various
rehabilitation professionals.

A collective case study approach allows
researchers to study complex phenomena in its
natural setting and provides a rich, holistic descrip-
tion of beliefs held by of the system’s members
[23, 24]. Cases were selected based on the study’s
purpose and what these participants can reveal about
the system or topic of interest, namely, their work-
related injury experiences and their perspectives and
thoughts around these experiences.

2.2. Study site and worker population

The study site was a large academic medical
center, which had established an SPHM program
five years prior to the study. This SPHM program
was comprehensive in nature including extensive
lift equipment purchasing and administrative policy
changes around patient mobility. The medical center
employed approximately 50 full-time rehabilitation
professionals who, by the nature of their work, took
part in patient mobility/handling tasks.

2.3. Investigator perspectives
The study team consisted of two Physical Ther-

apists with doctoral degrees in Occupational Health
and one Occupational Health Research Scientist with
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a doctoral degree in Epidemiology and research
experience in this field, including qualitative focus
group research. Perspectives on the study findings
were enhanced by this diverse team. Team members
discussed and recognized contributions and biases
during the research process. No study team members
worked directly with any study participants and no
hierarchical relationships existed between any par-
ticipants and any research team member.

2.4. Sampling strategy

Purposeful sampling methods were employed to
gather data [24]. Following the collective case study
approach, a group of participants most suitable for
informing the researcher about the research problem
under examination were sampled [24]. Therefore,
Physical and Occupational Therapists and Assis-
tants who routinely performed patient mobility tasks
during their workday were recruited. Study site gate-
keepers, who informed the population via word of
mouth and emails which included a recruitment
flyer, were utilized to recruit participants. Participants
expressed interest to the primary study investigator
via email.

This study was approved by the Institutional
Review Board. Informed consent was obtained before
the start of each focus group. Trustworthiness was
ensured by including the IRB-approved cover letter
with recruitment materials and by reviewing the same
letter with participants at the time of the interview.
Anonymity was also ensured in voice recordings and
typed transcripts.

2.5. Data collection procedures

We utilized focus groups as the primary method
for data collection because they allow for partici-
pant discussion and interactions [23]. Focus groups,
when compared with individual interviews, can
improve robustness of the discussion as partici-
pants can include thoughts or ideas that may be
sparked by the discussion of other participants. This
is particularly beneficial for topics, such as experi-
ences at their workplace, which can be discussed
comfortably in everyday life [23]. Focus groups
participants consisted of various combinations of
rehabilitation professionals and sessions were sched-
uled and structured based on participant availability.
A semi-structured interview guide developed by
study investigators was used to ensure discussion of
work injury experiences and a variety of other work-

related subjects. Sessions lasted between 60 and 90
minutes (See Table 1 for Focus Group Guide).

Originally, all focus groups were expected to take
place in person. However, due to the COVID-19
pandemic, three of the six focus groups had to be
held via Zoom virtual meeting technology. Sessions
were recorded and alias names were used to ensure
anonymity. Investigators took field notes during each
session. All data were transcribed using the human
transcription option through Rev.com [25]. Injury
records for the years 2012-2020 were gathered from
the hospital safety department. Injury records con-
tained worker data including occupation, various
injury characteristics, and situational factors around
the reported injury.

2.6. Data analysis procedures

Thematic coding was used to analyze the qualita-
tive data. Using this approach, investigators identified
common feedback and established a “framework of
thematic ideas” as described by Gibbs [26]. The
transcribed data were analyzed independently by the
primary and secondary investigators using first and
second cycle coding procedures(27). Primary and
secondary study authors met frequently to compare
and discuss emerging themes. After first cycle cod-
ing was performed by hand, a chart was created in
Microsoft Office Word for secondary coding and
analysis that included initial codes and emerging
themes as decided on by primary and secondary study
authors. Attribute coding, descriptive coding (topic
based) and in vivo coding (terms used by participants
themselves) were the first cycle coding procedures
employed. This was done using a sentence-by-
sentence initial coding process and then holistic
paragraph by paragraph coding to develop open code
categories [27]. Secondary coding included pattern
coding to group the initial codes and develop emerg-
ing themes.

3. Results
3.1. Study participants

Twenty-five rehabilitation professionals (11 Phys-
ical Therapists, 11 Occupational Therapists, and 3
Physical Therapist Assistants) participated in six
focus groups over a nine-month period. Focus groups
included between three and eight participants. The
years of work experience among participants in the
hospital setting ranged from 7 months to 14.5 years
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Table 1
Focus Group Domains and Questions
Focus Group Guide
Domain Questions

I. Introduction and
Work Description

e Let’s go around the table and have each person say your alias, age, and job.
e Describe the day-to-day aspects and requirements of your job.

e What role does patient mobility play in your daily job tasks?

e What are the greatest patient mobility issues that you face?

e How has your job changed over time?

II. Work-Related
Injuries

e What are your thoughts regarding hazards of patient handling for (nurses, rehab professionals)?
e Describe work-related injuries for yourself or coworkers.

e Which activities at work place yourself and your coworkers at greatest risk of injury?

e What do you do to reduce your risk of patient handling injury at work?

e What happens when someone is injured at work?

III. Safe Patient
Handling Program
Experiences

o In 2015, a lift equipment program was implemented in this hospital. How is this going?

e What is working? What is not working? Why?

o In what ways are you involved in the lift equipment program?

e Describe the initial training process on the equipment. What worked? What might you improve?
o Describe the ongoing training/retraining process on the equipment.

e What are your thoughts on the use of the equipment to prevent work-related injuries?

e How does the equipment change your day-to-day work?

e How would you describe the patient reaction when lift equipment is used?

e Describe the interaction of your profession with other professions regarding equipment use.

IV. Equipment
Uses and Needs

V. Organizational
and Structural
Effects

e What type of equipment do you use most commonly? Least commonly? Which do you enjoy using the most?
The least?

e Are you more likely to use various devices with certain types of patients? Which types? Why? Why not?

e What are some things that work well with the equipment? What needs improvement?

e In what ways is your director (boss) involved in the lift equipment program?

e What does your director (boss) do to promote the use of the lift equipment? What could they do to better
promote the use lift equipment?

e What is your director’s (boss’) response to a concern with the lift equipment? A work-related injury?

and their overall time from graduation ranged from
three to 26 years. All but one of the participants
were female (See Table 2 for Participant Demograph-
ics).

3.2. Injury reports and qualitative themes

There were zero injuries reported to hospital
administrators among rehabilitation professionals
over an eight-year period, from 2012-2020 (per
OSHA logs and hospital safety records). Qualita-
tive methodology was employed to explore reasons
behind this lack of reporting. Following qualita-
tive data analysis, six primary themes related to
work-related injury experiences among rehabilitation
professionals emerged. These included the central
role of patient mobility, task risk, non-reporting,
working in pain, equipment’s protective effect, and
self-management measures. The relationship of these
themes can be seen in Fig. 1.

Previous research has clearly established that
patient mobility is a central role of rehabilitation pro-
fessionals work that carries an injury risk with injuries
acknowledged in this work group but not always
reported. Additionally, lift equipment has been shown

to decrease this risk of work-related musculoskeletal
injuries when used as part of a comprehensive SPHM
program. This study adds to the existing knowledge
base by clarifying that the language used around
work-related injuries and pain in this group is impor-
tant as rehabilitation professionals may be more likely
to acknowledge work-related pain than injury. There-
fore, potential reasons for lack of reporting include
defining these work-related events as pain and not
injury while self-managing this pain through self-
limiting of work-related tasks and performance of
treatment techniques learned and practiced by reha-
bilitation professionals.

3.2.1. Central role of patient mobility

When describing their day-to-day work, partici-
pants overwhelmingly described patient mobility as
the primary or central aspect of their job. Central to
these patient mobility tasks was the idea of a thera-
peutic value to the mobility.

“PT, that is our job [patient mobility]... our
biggest goal is to get people up and out of bed
and moving, and then see how much help they
need with that . . . mobility is what we do here.”
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Table 2
Demographic Information of Focus Group Participants (n=25)
Focus Group Participant # Sex Profession Total Work Acute Care
Experience (Yrs) Experience (Yrs)

1 1 F PT 4 4

1 2 F PT 8 8

1 3 F oT 9.5 NR
2 4 F PT 8 3

2 5 F PT 3 3

2 6 F PT 10 10
3 7 F oT 12 3

3 8 F PT 3 2

3 9 F PT 5 35
4 10 F oT 13 13
4 11 F oT 10 8

4 12 F oT 8 6
4 13 F PTA NR 7mo
4 14 F oT 26 7
5 15 F oT NR 5

5 16 F PTA NR 3

5 17 F PT NR 14
5 18 F PTA NR 11
5 19 F PT NR 145
5 20 F PT NR 2
5 21 F oT NR 3

5 22 M PT NR 4
6 23 F oT 3 25
6 24 F oT 10 10
6 25 F oT 4 4
PT =Physical Therapist, OT =Occupational Therapist, PTA =Physical Therapist Assistant. NR=Not
reported.

Define
Events as
Work-
N . R Related

Rehab Pain
Patient Carries i
Work
Primary Mobility High Risk Work- Why = p;::rr] blc
Rehab Role is Creates of Injury Related RIS Self-
Patient Risk of Due to Ijeriss Not Limiti
Mobilization Work- High Oceur in el I?" |lng
Related Exposure Rehab Reperitail =
Injury to Workers
L ) S Mobility ) Self Manage

Pain with OTC
meds and
Lift Equipment coworker
Decreases Injury treatment
Risk

Fig. 1. Thematic diagram.
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“The only time I'm not mobilizing the patient is
when I'm chart reviewing or documenting.”

Within this description of patient mobility, reha-
bilitation professionals explicitly illustrated the
differences between themselves and nurses. These
differences were described from a rehabilitation per-
spective and included patient involvement in the
process and use of mechanically-driven mobility
techniques.

“... they’re [nurses] doing to get a patient from A
to B ... and for us, we’re trying to get the patient
as involved in the movement as possible . ..”

“Nurses get the lift training but we have the skills
and the knowledge set from being in school to
know how to properly use our bodies to help that
individual up into the [manual standing and rais-
ing aid].”

3.2.2. Task risk

Multiple patient mobility tasks were cited as risky
by participants. These included repositioning in bed,
bed mobility/supine to sit transfers, and stand pivot
transfers. However, there was no consensus on which
patient mobility task presented the greatest risk.

“I would probably say during bed mobility is
where I am most at risk and have tweaked my
back a couple of times, but nothing serious.”

“For me, it would be more during a lateral [stand
pivot] transfer . . . because it’s an awkward posi-
tion to be in anyway, and I feel like you’ re already
in a half squat yourself.”

Some participants cited environmental factors
including crowded or cluttered rooms, and greater
patient dependence as risk factors.

“Most times I can think of hurting myselfis reach-
ing for things in a patient room that is cluttered
and/or crowded.”

“I definitely will have patients that require a lot
more assistance and maybe more time is spent
with them. So, usually the next day we’ re all pretty
sore from that but not enough that it felt like I
couldn’t do my job safely.”

3.2.3. Non-reporting

Participants in our study denied experiencing
injuries at work. Additionally, no one reported a
work-related injury to their manager but participants

agreed they felt their manager would have been sup-
portive should an injury report be warranted. They
also denied serious injuries or having to miss work
due to the pain or injury.

“I have not been seriously hurt or anything like
that. I will say, like if I have some larger patients
for like a couple of weeks, I feel it. I can’t ever
say that I've gotten injured. Luckily.”

“I myself have never really been personally
injured that I had to go see a doctor or go to
employee health or anything at work.”

3

‘... s0 I work in pain a good bit but I've never
been out of work because of an injury.”

3.2.4. Working in pain

Although participants denied experiencing
injuries, several indicated they had worked in pain
caused by job tasks. The frequency of working in
pain varied greatly from several times a year to
multiple times a week. Participants felt overall that
the rate of injuries among rehab professionals was
low especially when compared to nurses or other
professions.

[When asked how common it is to work in pain]:

“Honestly, just a couple of times a year. .. not
very often.”

“Maybe once a week....maybe a handful of
times during the week, once or twice.”

“Although I think as a whole we have far fewer
injuries than we hear about in other departments.
Far fewer injuries than nursing for example.”

3.2.5. Equipment’s protective effect

Unequivocally, all participants reported that the
use of the lift equipment during patient mobility
reduced the risk of pain or injury although did not
eliminate it completely. Some believed the equipment
reduced risk more significantly than others. This was
especially true with the manual standing and rais-
ing aid that was the most commonly used piece of
equipment among this study population.

“The more we use the lift equipment, [ don’t feel as
strained or pulled muscles or anything like that.”

“...the [manual standing and raising aid], 1
think that’s a huge saver of injuries personally.”

“... we talk amongst ourselves ... oh that was
a really heavy lift . .. we should have utilized the
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[manual standing and raising aid] or something
to help us out. So, yes, I do see without the equip-
ment, it’s likely for injury amongst ourselves.”

3.2.6. Self-management measures

Participants reported that self-treatment of work-
related causes of pain was common through three
primary methods including co-workers treating each
other, the use of Over the Counter (OTC) medica-
tions, and self-limitation of work-related tasks. They
were quick to state that one of their co-workers who
used to work in an outpatient setting would perform
hands-on, manual therapy treatments to manage their
symptoms.

“We have a few physical therapists who used to
work in outpatient and they do a lot of manipula-
tions and readjusting of all of us.”

“Whenever there was a heavier assist, I can
almost tell immediately and have one of our PTs
here put me back in alignment.”

The second way that participants self-managed
their work-related pain was through OTC medica-
tions. Some participants described having a bottle
of ibuprofen within the rehab department that they
shared when needed. However, other participants
denied taking OTC medications.

“We take some advil and move on with life.”
“We have a community bottle of [ibuprofen].”

The final aspect of self-management of work-
related pain described by participants was self-
limiting their work-related tasks or having co-
workers provide physical assistance while the pain
persisted.

“Yeah, I mean sometimes for me, it’s as simple as
switching sides or switching a dominant arm.”

“You tell your teammates, and they’ll do more.”

“I think you limit yourself, probably, in the next
days, while you are still injured.”

4. Discussion

This study provides an in-depth description of
the work-related experiences and injury manage-
ment among rehabilitation professionals in acute care
environments including the perceived risk of work-
related injuries and methods to minimize this risk

and subsequent pain. Broadly, this study is consis-
tent with previous research in which patient mobility
is described as the central role of rehabilitation pro-
fessionals [5, 6, 28]. Patient mobility was described
in this study as anything that involved purposeful and
skilled movement of the patient from repositioning in
bed, to sitting up out of bed (supine to sit transfer), to
transferring from sit to stand, and ambulation. Central
to these patient mobility tasks was the idea of a ther-
apeutic value to the mobility. This was described by
participants as prioritizing patient involvement in the
mobility task. The central nature of patient mobil-
ity combined with the importance of a therapeutic
value to the patient are unique to the rehabilitation
team.

Participants in this study contrasted their role with
that of nurses and perceived the nursing role to be
more oriented to the end goal of getting patients from
one point to another safely rather than working to
involve them in the mobility process. This is most
likely due to the varied and broad scope of nursing
practice compared with a more central, primary role
of patient mobility for rehabilitation professionals.
The literature supports this hypothesis indicating that
the role of nurses is quite varied and includes items
such as providing a safe environment, communica-
tion, breathing support, eating and drinking support,
elimination, cleansing and dressing, rest, controlling
body temperature, mobility, work and play, and end of
life care [29]. This broad and varied scope of nursing
practice contrasts with our study among rehabilitation
professionals where patient mobility is described as
the central work task in this acute care environment.

Tasks and mechanics used by rehabilitation profes-
sionals when mobilizing patients may also differ from
other professionals’ (primarily nurses) [28]. These
tasks often require longer duration or higher repeti-
tions, as it is the central aspect of their patient care
plan. Given that the specific work tasks are different,
the work-related injury experiences and risks may
also differ within this rehabilitation group.

Patient mobility tasks have been shown to increase
the risk for a work-related injury [4, 8, 30, 31].
Despite this central role of patient mobility among
rehabilitation professionals and its associated injury
risk, the participants in this study denied experiencing
injuries at work. When asked about their work-related
injury experiences, study participants reported fre-
quently working in pain but did not define these to
be work-related “injuries.” This theme is supported
by hospital injury data at the study site in which zero
members of the rehabilitation team reported injuries
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in the eight years since SPHM program implementa-
tion (2012-2020).

Previous studies have suggested that the culture
of independence and pride in the mechanics of their
physical work has created a reluctance among reha-
bilitation professionals to acknowledge or report
work-related injuries [6, 32, 33]. Cromie reported
nearly 20 years ago that the idea of being seen as
capable and hard-working may interfere with the
recognition and reporting of injuries among Physi-
cal Therapists [32]. More recent work found that the
central value among rehabilitation professionals was
independence and a pride in their ability to perform
lifting tasks safer than nurses [34].

Our findings suggest that the choice of wording
when asking about work-related injuries among this
work group might be important. When asked, all par-
ticipants in our study denied injuries at work but
were quick to state that they experienced pain dur-
ing or after work-related tasks. A nationwide survey
by Campo et al, found that when using a case defini-
tion of pain rated at 4/10 (on a O to 10 scale) lasting
more than a week or present at least once a month,
nearly 60% of Physical Therapists reported work-
related pain during their career and 20% reported
a new incidence of work-related pain within a one-
year follow-up period [4]. This case definition did
not include the word “injury”. This was also seen
in similar work using the same case definition in
which 18% of Occupational Therapists and 16% of
Physical Therapists reported a one-year incidence of
work-related musculoskeletal symptoms [6].

When participants in this study experienced work-
related pain, none reported this to their employer but
instead chose various methods of self-management.
These self-management strategies included treatment
by co-workers, informal alteration in job tasks, and
use of over-the-counter (OTC) medications. This
is similar to previous work in this area in which
Physical Therapists were not likely to report a work-
related injury or seek medical treatment for the
work-related pain [4]. The most common method
of self-management among this study population
was treatment by a co-worker. Participants often
sought the care of co-workers who performed man-
ual therapy treatments to the spine in order to help
them manage work-related pain. A recent system-
atic review regarding work-related injuries among
Physical Therapists found that over 61% of the PTs
indicated that they had treated themselves or had
sought treatment from a colleague for a WMSD [7].
A similar qualitative study with Physical Therapists

who had been injured at work also reported seeking
treatment from colleagues or other Physical Thera-
pists [32]. This ability to self-manage is most likely
an important reason for underreporting in this work
group as they seem able to manage the pain acutely
due to their training and skillset.

Informal alteration of work tasks was mentioned
in this study and has also been reported in several
previous studies among rehabilitation professionals
[32, 33]. In a survey of Physical and Occupational
Therapists in the mid-west, almost all participants
continued to work even with a work-related injury
and many of these reported altering their work habits
due to the injury [6]. A survey of Physical Thera-
pists and Assistants also reported that about 25% of
therapists changed their work position in response
to a work-related injury and about 40% increased
their use or reliance on other members of the health-
care team [33]. Participants in our study also reported
using OTC medications (primarily ibuprofen) to man-
age their symptoms. This avenue of self-management
was either not reported in prior work or was denied
by rehabilitation professionals who participated in
previous research [32]. It should be noted that this
alteration of work tasks was not something rec-
ommended by managers but rather designed by
participants to keep working.

Despite rarely acknowledging or reporting work-
related injuries, rehabilitation professionals in our
study reported that the use of lift equipment did
seem to decrease their pain and risk of injury. This
was especially true with the manual sit to stand lift
that they stated they used most commonly. This per-
ception of the role of lift equipment in decreasing
injury risk is consistent with a similar study among
Physical and Occupational Therapists in which the
results of focus groups indicated an acknowledge-
ment of the role of the lift equipment in decreasing
injury risk [35]. A recent narrative review of the
literature regarding WMSDs among Physical Ther-
apists described “self-protective behaviors” to avoid
injuries and included mechanical lifts and slippery
sheets as part of these strategies [7]. However, when
directly comparing rehab professionals and nurses,
Myers et al found that nurses were much more likely
to acknowledge the protective role of lift equip-
ment in decreasing injury risk [34]. More recent
publications have found that current lift equipment
does not meet rehabilitation professionals’ needs and
suggested potential changes that could improve thera-
peutic use of the equipment and, therefore, potentially
reduce work-related injuries and pain [13, 36, 37].
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As with any research study, there are both strengths
and limitations to this project. The primary limitation
of this study is the fact that this is a single-site study.
Since qualitative case studies are not meant to be
generalizable, comparisons must be made carefully
and within the context of this setting and compara-
ble settings in mind. In this case, it is worth noting
that this setting was a teaching hospital in a small
urban community and that comparisons outside this
type of setting are particularly problematic. However,
the SPHM program implemented is structured simi-
larly to other SPHM programs nationwide and these
findings may, therefore, be transferrable with consid-
eration of contextual differences. In addition, many
of our findings are similar to those demonstrated
in other studies among rehabilitation professionals.
More research at different study sites with varied
methodology would help to validate these findings.

Additionally, due to the COVID-19 pandemic, the
final three focus groups were held online. This has
been previously cited as a less preferred method
of small group discussion as participants may have
less opportunity to respond to nonverbal cues of
other participants due to lack of face-to-face dis-
cussion. However, study authors did not notice any
appreciable change in the content of the discussion
when compared to the three in-person focus groups
performed pre-pandemic. Interestingly, the online
method also significantly improved participants abil-
ity to participate given busy healthcare employee
schedules.

Several study strengths also exist. These include
the presence of a strong, comprehensive SPHM pro-
gram at this facility, the willingness of the hospital
employees to collaborate with this project, and the
experienced and varied research team. The presence
of an existing but relatively new SPHM program
makes it an ideal time to study program effective-
ness. This program meets all recommended criteria
for an SPHM cited in several sources [20, 38—40].
This includes extensive equipment purchasing and
strong training and support at the administrative and
personnel levels. Program administrators and hospi-
tal employees were very open to and supportive of
the research study. Finally, study investigators were
able to combine varied but complementary experi-
ence in rehabilitation science, occupational health
and qualitative research to design and analyze this
qualitative project. After six focus groups with 25
total rehabilitation professionals, study investigators
felt common themes had emerged indicating that
saturation had been reached. The study purpose of

discovering the specific details behind work-related
injuries and management lends to the appropriateness
of this qualitative collective case study to elucidate
comment themes from the rehabilitation profession-
als’ perspectives.

5. Conclusion

Rehabilitation  professionals overwhelmingly
described patient mobility as the primary aspect of
their job. However, despite the fact that these patient
mobility tasks have been shown to increase the risk
of work-related injuries, zero injuries were reported
by this staff of 50 rehabilitation professionals over an
eight-year period. Participants in this study did not
perceive pain initiated during work tasks as injuries,
and they did not report these injurious events to their
employer. Training for this work group that improves
recognition of work-related pain as a potential work-
related injury is suggested. Researchers studying
injuries in rehabilitation professionals should be
careful to inquire about work-related pain in addition
to work-related injury, in case this perception
regarding work-related injuries and pain is not
unique to this study site. Additionally, our findings
suggest that when measuring the effect of these
SPHM programs on this work group, hospital injury
records should not be the only source of information
used but should be supplemented from information
gathered directly from the workers.
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