


Adequate room is needed to be able to park mobile aids. Sufficient space
is required to accomplish parking manoeuvres and to avoid the problem
of one aid obstructing another.

Allow for the device to be stored in an alcove away from the direct
passage of patients and caregivers, while not interfering with the free
movement of other equipment (Fig. 45). Storage in corridors and
communal areas should be avoided, unless alcoves have been designed
such that equipment is safely parked out of the way. Preferably, aids
should be stored adjacent to wall-mounted battery chargers and
sufficient room made available to store a variety of slings.

Caregivers may be tempted to manually lift patients if aids are perceived
as being too far away, or take too much time to access. Storing aids on
another floor or having insufficient lifters should be avoided.

Storage space and turning radii

Fig. 45 - Storage space
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Applying concepts
Storage space and turning radii

Turning radii and free passage

Turning and free passage during the transport of patients with mobile
equipment must be able to take place without having to move any
furniture.

To facilitate turning manoeuvres, room for the caregiver is required

on both sides of the mobile equipment (Fig. 46). The diagrams/plan
drawings on the following pages show mobile equipment moving from
a wider area, and then turning through a door or around a corner. These
are the most common turning manoeuvres in any care facility. The turn
measurements provided in the drawings are minimum requirements.
Door jambs, knobs, protruding handles, etc., must be taken into
consideration.

To compensate for situations where doors cannot be opened 180°, or
even 90°, measurements for free passage must be increased somewhat.
Measurements shown are based on a wheelchair that is 1200 mm (47”) long

and 690 mm (27”) wide. A caregiver is pushing the wheelchair (Fig. 47).

1500/59"
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Fig. 46 - Patien with more
limited mobility in larger wheelchair
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Fig. 47 - Patient with assisting carer



Applying concepts
Storage space and turning radii

Fig. 48. Turning radii - example, shower trolley

Space requirements when turning with equipment

When making turns with mobile equipment, the initial space (A)
determines the free passage measurement (B) required to complete the
turn. The relationship between the two measurements constitutes a rule
that states: the narrower the initial space, the wider the space needed to
complete the turn.

This is shown in the diagrams, starting with the following examples:

1. Ifyou are pushing a shower trolley in an area with a width of 1800
mm/71” (A) and want to make a 90° turn around a corner, the free
passage measurement on the other side of the turn must be at least
1100 mm/43” (B).

2. If you are pushing a shower trolley in a 1400 mm/55” (A) wide
area, you will need at least 1500 mm/59” (B) on the other side of
a 90° turn to complete the manocuvre.

2000 1800 1600 :1400 1200 : 1000
79" 71" 63" v55" 47" v39"

B. Leaving bend
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Applying concepts
Storage space and turning radii

Fig. 49 - Turning radii with
a wheelchair
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Fig. 50 - Turning radii with

D a standing and raising aid
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Fig. 51 - Turning radii with
a sling lifter
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Applying concepts
Storage space and turning radii

Fig. 52 - Turning radii with a lift
hygiene chair

Fig. 53 - Turning radii with
a lift bath trolley

Fig. 54 - Turning radii with
a shower trolley
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Applying concepts
Storage space and turning radii
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Fig. 55 - Turning radii with a bed

Fig. 56 - Turning radii with a
height-adjustable/multi-purpose
hygiene chair






Summary & conclusion



:%eal I S I n g “The limitations of out-of-date facilities have been cited

as a major concern in terms of patient and staff safety.
Physical environments are increasingly blamed as a key
element in the cause of adverse events in care.
Healthcare staff often performs tasks that include lifting
and moving patients in awkward positions, primarily
because the space in which they work has not been
designed with these tasks in mind.” Nelson 2009 [1]



Realising efficient care

It is vital that the architect/planner involves the equipment supplier

of their choice from the very beginning, This consultation should
preferably take place before any final decisions are made, in order to avoid
unnecessary costs due to last-minute construction changes.

Today, most long-term care facilities will accommodate patients until the
end of their life. This means that someone who moves in with a mobility
level of Albert or Barbara is likely to be classified as an Emma sooner or
later. It is therefore very important to plan for these transitional changes
from the outset.

The functional mobility of a patient can also change during the course of a
day. A patient could wake up in the morning and have all the characteristics
of Carl, but as he becomes tired over the course of the day, or is affected
by his medication, his needs will change to those of Doris. The same is seen
in hospital acute care units.

Implementing changes in health facilities is a challenge. A new working
culture has to be developed, and that project must be started parallel to
the planning process. This enables the team to learn and adopt new work
sequences.

Existing facilities, as well as newly planned projects, often face the
problem that functional ergonomic requirements have not been
incorporated adequately.

While optimal conditions may not be achievable, significant
improvements are still possible even at a late stage of the project.

Budget difficulties may hamper efforts for improved workspace

conditions. It is therefore recommended to develop a full cost assessment.

Please note that ergonomic care and safe patient handling should not
only be calculated with regard to the direct benefits. Whereas reduced
treatment costs due to reduced occupational health problems of staff may
not have a direct impact on the revenue stream, high staff turnover due to
difficult workspace conditions should be taken into account.

The visualisation of the short-term, mid-term and long-term effects of
efficient ergonomic care to the revenue stream of health facilities is a
valuable planning step.



Planning for efficient ergonomic care requires consistency throughout
the project. If a new concept is realised inconsistently, achievements
reached in one sector may be lost already in the adjacent one.

It is important that the project team focuses upon maximum efficiency

of staff time. Buildings and technical support should be designed to cope

with peak time conditions.

Projects for efficient ergonomic care require a long-term view and full
cost assessment of all project decisions.

The care profession is facing major challenges due to social and economic
changes in the coming decades. While the economic pressure for health
facilities may further increase, it is nevertheless important to make the
workplace more attractive.

It is very important for the caregivers to see some tangible improvements
being applied. These initial steps may not be optimally tuned, but they

are a great source of motivation, and they enable the incorporation of the
staff into the project. Step-by-step, the staff is led into a new strategy for
quality care, a better work environment and improved economic results.

For additional support, such as CAD drawings and assessments, please
visit www. ArjoHuntleigh.com.

Realising efficient care

“Ergonomic considerations are critical during the design
process to minimize the potential for employee injury.

The ergonomist is an important stakeholder who should
be included in all phases of the design process, review all
construction documents, and participate in the evaluation
of the design features in mock-up simulations. Nurse
Leaders must be diligent in ensuring that ergonomic
features are included in the design to provide optimal
patient and provider outcomes after the facility is
constructed.” Stichler, Feiler 2011 [56]
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‘As an architect who has become increasingly interested
in the relationship between human factors and
ergonomics and design, this book is an invaluable
resource for designing healthcare environments. Being
able to understand the interaction of the space with the
intended function, for both caregivers and patients with
differing abilities and needs, is paramount for architects
and designers to provide the best solutions. The graphic
nature of the diagrams make the recommendations easy

to understand and implement. This is a must have on any

rgﬁzrence she!ﬁ

Ellen Taylor, AIA MBA EDAC, US

‘Having used the previous Guidebook for many years,
it is a privilege to be involved in developing this
revised edition. The Guidebook definitely was an
‘early innovator’ in its own right and, as such, part
of the ArjoHuntleigh commitment towards not only
developing leading solutions but also, and equally
important, ensuring their implementation in the
context of day-to-day care. As times have changed, I
am convinced this updated version will, even better,
serve to bridge the gap of understanding between
architects, caregivers, nurse-managers, patients, their
relatives, and the gap between quality andﬁnance.

It will provide a common language, necessary for all
people who aim to provide the best quality of care and
life for both patients and caregivers.’

Hanneke J] Knibbe, MSc PT Researcher at
LOCOmotion Research in Health Care, first
author of all Dutch Guidelines for Practice, NL

Endorsements

“Life as a larger person can be complicated by obstacles
that people of more ‘average’ dimensions are completely
unaware of. Questions of sufficient space and adequate
weight capacity are always present within the mind of a
largepatient and can add unnecessary stress and anxiety
to every new situation. This valuable resource will help
make accomplishing tasks sqfer and simpler for stqﬁ:

In addition, by demonstrating that the fundamentals
of dignified, respectful care have been incorporated at
every stage and for every person, healthcare facilities
will inspire confidence and trust in patients by showing
that they fully understand their needs and have their
well-being at the very heart of what they are trying to

achieve!

Tracey Carr, consultant at

www.fatlotsheknows. co.uk, UK
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‘As an architect who has become increasingly interested in the relationship
between human factors and ergonomics and design, this book is an invaluable
resource for designing healthcare environments. Being able to understand the
interaction of the space with the intended function, for both caregivers and
patients with differing abilites and needs, is paramount for architects and
designers to provide the best solutions. The graphic nature of the diagrams
make the recommendations easy to understand and implement. This is a must
have on any reference shelf.”

Ellen Taylor, AIA MBA EDAC, United States
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