So why bother?

A: The Realities of providing Dependent Care at Meal time - An Accepted Practice That
Deserves Reconsideration

1. Science and the physical demands of care

The physical principles involved in moving an occupied dining chair are well understood. Friction,
weight, resistance and leverage determine the force required. As a person's mobility decreases,
their ability to contribute to repositioning themselves diminishes, transferring the physical effort to
the caregiver. Caregivers routinely report the cumulative effects of these repetitive movements,
including musculoskeletal strain and injury. Unlike a single lifting incident, the physical
consequences of repeated pushing, pulling, rocking and twisting can develop gradually, making
them more difficult to identify, document and attribute to a particular activity.

2. Administration and the cost of doing business

Administrators are responsible for operating within established budgets. In healthcare settings,
replacing dining chairs and flooring every five to seven years has become an accepted operating
expense. Yet comparable furniture in hospitality settings can remain serviceable for ten to fifteen
years. If these differences in service life are representative, they raise an important question: Why
does furniture deteriorate so much faster in dependent-care environments? The answer may have
less to do with the quality of the furniture than with the way it is being used. When occupied chairs
are repeatedly dragged, lifted and twisted, they experience forces for which they were not originally
designed. However, when premature replacement becomes an anticipated budget item, there is
little incentive to examine whether the underlying cause could be eliminated.

3. Occupational health and safety: The evidence gap

Occupational health and safety recognizes the risks associated with repetitive physical exertion,
awkward postures and sustained pushing or pulling. However, the specific demands of
repositioning occupied dining chairs have received little dedicated attention. Workplace injury
reporting tends to capture identifiable incidents, while cumulative musculoskeletal injuries
develop through repeated activities that may never generate a single reportable event.
Consequently, the absence of dining-room-specific injury statistics should not be mistaken for
evidence that the work is safe. General ergonomic guidelines offer valuable direction, but they do
not replace an assessment of the actual physical demands imposed on caregivers during mealtime
assistance.



4. Memory care: Working within the limitations of existing furniture.

Memory-care communities place considerable emphasis on training caregivers to assist residents
safely and respectfully. Yet the training generally assumes that the existing dining furniture must be
used. The focus therefore becomes how to move a seated person using the chair provided, rather
than questioning whether the chair is appropriately designed for that task. This creates a
contradiction. Recognized person-centred dementia-care practices emphasize relationship
building, predictability, avoiding unexpected movements and approaching residents in ways that do
not startle or threaten them. Yet conventional dining chairs frequently require caregivers to
approach from behind and physically push, pull or reposition the occupied chair. The very actions
caregivers are encouraged to avoid during personal care can become routine during mealtime.

5. Recruitment and retention: The physical demands of caregiving.

Healthcare organizations devote considerable resources to recruiting and retaining caregivers.
Compensation, benefits, scheduling flexibility and recognition programs are important elements of
these efforts. Yet comparatively little attention is directed toward redesigning everyday work to
reduce unnecessary physical demands. Caregivers are expected to compensate physically when
residents lose mobility, often using furniture that was never designed for assisted movement. When
the work itself remains unnecessarily demanding, financial incentives alone do not address an
important contributor to fatigue, injury risk and job dissatisfaction. Improving the tools caregivers
use should be considered part of improving the conditions under which they work.

6. Families: The dilemma of dignhity and independence.

Families recognize the difficulties their parents experience as mobility declines. They observe the
effort required to become seated, the discomfort of being pushed or repositioned and, in some
cases, resistance to assistance that feels embarrassing, intrusive or belittling. Yet many families
are reluctant to consider a wheelchair for ordinary dining activities because of the loss of
independence, identity and dignity they associate with it. This creates a difficult choice between
conventional furniture that may no longer meet the person's needs and mobility equipment that
can change how the individual experiences everyday life. The question is whether families should
have to make that choice at all.

What These Realities Have in Common

Each of these situations is generally treated as a separate issue requiring a separate response.
Caregivers receive additional training. Administrators budget for furniture replacement.
Occupational safety professionals promote better body mechanics. Memory-care teams refine
their approaches to managing resident responses. Human resources departments introduce
retention incentives. Families struggle to preserve a sense of normality and dignity.



These responses are understandable, and many are necessary. But they share one important
characteristic: they accommodate the limitations of the existing dining chair rather than
questioning whether those limitations should continue to exist.

The conventional dining chair was designed for independent use. As the person's mobility declines,
the chair remains unchanged, while the caregiver is expected to provide the movement the
individual can no longer accomplish independently. Over time, the physical effort, furniture
deterioration, caregiver training requirements and changes in the resident's mealtime experience
have become accepted features of dependent care.

What began as a furniture design intended for independent use has become an accepted part of
dependent-care infrastructure, without a corresponding reassessment of its functional
requirements.

Observations

Perhaps that is the most significant reality of all. The problem is not that nobody sees the
consequences. Science explains the mechanics, caregivers experience the demands,
administrators pay the replacement costs, and families witness the difficulties. The problem is that
each consequence has been normalized within a different area of responsibility.

The result is a system in which considerable effort is devoted to managing the consequences of a
design limitation, while relatively little attention is given to eliminating the limitation itself.

These six realities reveal something more important than a collection of arguments against
conventional chairs.

The industry has developed ways to accommodate a problem without establishing whether the
problem is necessary.

That is a fundamentally different argument from suggesting that manufacturers should build better
chairs.

It also explains why the problem persists. No single participant necessarily sees the full cost,
because the consequences are distributed among maintenance budgets, caregiver workloads,
resident experiences, workplace injury risks and family concerns.

Status Quo: We have become very good at managing the consequences of using furniture designed
for independent people in dependent-care settings. But have we become so accustomed to those
consequences that we no longer question the design itself?



B: The Disconnect Between Furniture Design and the Realities of Care

1. Senior living and healthcare communities are not furniture designers.

Their responsibility is to provide safe, dignified and effective care using the products available to
them. Administrators and caregivers develop procedures, establish training programs and adapt
their daily practices around the furniture they purchase. When a chair becomes difficult to use as a
resident's mobility declines, the expectation is generally that staff will find a way to accommodate
the person's changing needs. The limitations of the furniture become challenges for the care
community to manage, rather than design requirements for the furniture industry to address.

2. Furniture manufacturers are removed from the daily realities of providing care

Manufacturers develop products to meet established market expectations, purchasing
specifications and industry standards. However, they are seldom present to observe the daily
challenges caregivers experience when assisting residents at mealtime. They do not routinely
witness the physical effort required to reposition an occupied chair, the difficulty residents
experience negotiating the space between chair and table, or the cumulative damage caused by
repeated pushing, pulling and twisting. Unless these experiences are communicated back to
manufacturers as specific design requirements, there is little reason to expect the products
themselves to change.

3. Innovation is evaluated as an individual product rather than as part of a complete care
process.

New seating features and technologies are generally assessed according to their individual merits:
functionality, appearance, safety, ease of use and cost. Yet a feature that improves one aspect of
seating can create difficulties elsewhere. Casters may make a chair easier to move but introduce
stability concerns. Fixed legs provide stability but increase the physical effort required to reposition
an occupied chair. A swivel seat may simplify access but does not necessarily address movement
toward the table. When innovations are evaluated independently, rather than against the complete
sequence of becoming seated, moving to the table and exiting, their potential contribution to the
care process is easily overlooked. The question should not simply be whether an innovation
improves the chair, but whether it improves the entire experience of providing and receiving care.

4. Interior designers are expected to create environments that are visually appealing,
welcoming and commercially attractive.

The dining room is central to the identity of a senior living community. It is a gathering place for
residents and families and an important part of the impression created during prospective resident
tours. Understandably, considerable attention is given to hospitality-inspired furnishings, finishes
and décor. Yet the functional demands of assisted dining are not always given equal consideration.



Furniture that looks appropriate for a hospitality environment may be poorly suited to the physical
realities of dependent care. As a result, a dining room can succeed visually while creating
unnecessary challenges for the people who must use it every day.

5. Regulatory reporting is largely event-driven.

Workplace safety systems document identifiable accidents, incidents and reported injuries.
However, the cumulative physical demands associated with repeated mealtime assistance do not
necessarily produce a single reportable event. A caregiver may push, pull, lift or twist occupied
dining chairs several times a day, with the physical consequences developing gradually. When there
is no clearly identifiable incident, the connection between the task and the resulting injury can
remain unrecognized. This creates an important gap between the physical demands that science
can explain, the experiences caregivers report and the information available to those responsible
for establishing workplace safety expectations.

If the Status Quo Works, Why Should We Bother?

Perhaps this is the most difficult question of all, because from the perspective of each participant,
the present system appears to work.

Residents receive their meals. Caregivers provide the required assistance. Administrators manage
operating costs. Designers create attractive environments. Manufacturers supply furniture that
meets purchasing requirements. Occupational health and safety professionals respond to reported
risks and injuries. Each participant is fulfilling the responsibilities assigned to them.

Yet the success of each individual participant does not necessarily establish the success of the
overall system.

A caregiver who successfully moves a seated resident to the table has completed the task, but that
does not establish that the effort required was appropriate. An administrator who replaces
damaged flooring within budget has managed an operating expense, but that does not establish
that the replacement was unavoidable. A manufacturer whose chair meets its design specifications
has supplied a compliant product, but that does not establish its suitability for an application
involving dependent care.

The difficulty is that no single participant has responsibility for examining the complete seating
process. Manufacturers design the furniture, designers specify it, administrators purchase it,
caregivers operate it and residents experience it. Each evaluates success from a different
perspective. Consequently, a limitation identified by one participant does not necessarily become a
design requirement for another.

This is how the status quo sustains itself. The difficulties are recognized, but their consequences
are absorbed into established practices, training programs, operating budgets and care
procedures. Because the system continues to function, there is little pressure to reconsider the
assumptions on which it was built.



However, the original design assumption has changed. Conventional dining chairs were developed
for people capable of independently approaching, occupying and repositioning themselves at the
table. When that ability declines, the physical requirements do not disappear. They are transferred
to the caregiver.

The question is no longer whether the existing system works. It clearly functions. The question is
whether it should continue to depend on caregivers compensating physically for limitations that
could be addressed through better design.

And that raises a fundamental question for the furniture industry and the broader senior living
community:

When a dining chair becomes part of providing care, who is responsible for ensuring that its design
is appropriate for the work it is now expected to perform?

We have a disconnect between those who design the product, those who purchase it, those who
must operate it and those who experience its consequences.

Nobody necessarily intends to create an unsafe or undignified experience. Nor is any single
participant necessarily responsible for the shortcomings of the overall process.

But because the consequences are distributed across different responsibilities, no one is
compelled to address the underlying design problem.

This also explains why introducing an innovation is difficult. An innovation designed to improve the
complete seating process is often evaluated within the very purchasing and operating practices itis
intended to change.

A caregiver may recognize its ergonomic benefits. An administrator may see an additional capital
cost. A designer may question its appearance. A manufacturer may regard it as an unfamiliar
feature. A safety professional may request injury statistics that have never been collected.

Each response is understandable within that participant's responsibilities. Collectively, however,
those responses can prevent an improvement from being adopted even when it addresses a
genuine need.

The obstacle to change is hot necessarily a lack of innovation, scientific understanding or
awareness of the difficulties. It is the absence of a shared responsibility for the complete process of
providing care.

And that returns us to A Chair Is a Chair... Until It Isn't.

The moment a chair becomes part of providing care, itis no longer simply a piece of furniture. It
becomes part of the care infrastructure. When the status quo appears to be working, who accepts
this responsibility?

So why bother?....because the caregiver’s life matters too!



