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Executive Summary

Ageing, Disability and Home Care (ADHC), Department of Family and Community
Services NSW, through its Attendant Care and Physical Disability Unit (ACPDU),
commissioned the Social Policy Research Centre (SPRC), University of New South
Wales (UNSW) to undertake a research project on the need for two care workers in
a community setting.

ADHC wishes to explore approaches to two person services: to understand how
services are currently operating, both within the Attendant Care Program (ACP)
and the High Needs Pool (HNP), in a community setting, and in hospital and other
like settings; to assess the reasons for and the risks of using two workers; to
establish the possible use of equipment and technological solutions and their cost;
and to develop appropriate training packages and guidelines.

The methodology was a review of literature and policies and consultations with
interested stakeholders, the development of guidelines and a request form
template, and a report. This report is a summary of the findings. The guidelines are
a separate document with specific considerations for determining the need and
alternatives to two care workers.

Literature review

The literature review was about when are two or more attendant care workers
needed to work at the same task at the same time in a community setting. The
usual context within which the use of two person care is mentioned involves
managing lifting, moving and transferring clients, risk assessment and safe
handling. This section summarises the literature, with the full references included in
the body of the report.

There is very little mention of two person care in the community care literature, and
nothing at all on two person care (or care by more than one person) as a separate
issue. When the presence of more than one worker is mentioned, it is not
distinguished from one person care. The review did not uncover any instances
where care by more than one person was mandated across the board in specified
circumstances.

Most of the literature about safe client-handling and risk of staff injur
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There is some discrepancy among the findings of various studies about the extent
to which team lifting can reduce musculoskeletal injuries among care workers. A
number of studies have shown that that it does, but at least one study failed to find
some reduction in employee injuries after the introduction of team lifting. Other
research has also found that having two or more workers is no guarantee of
avoiding injury. The guidelines for avoiding musculoskeletal injuries among care
workers do not indicate that injuries only occur when staff work alone.

The current emphasis in the human services sector is on eliminating client lifting to
the fullest extent possible, whether performed by one person or by more than one.
The usual term for this is ‘No Lifting’, and it involves:

encouraging clients to assist in their own transfers

assessments of client-handling risk

using mechanical lifting aids and other equipment

modifying the work environment to accommodate the equipment and

X X X X X

training all staff in the correct use of equipment and techniques for moving and
transferring clients.

Stakeholder views

The second research method was interviews with interested stakeholders, including
clients, family members, service providers, advocacy and service peaks and
government representatives. Most stakeholders noted that the use of two care
workers has become more common. This was attributed to people with disabilities
increasingly living within the community resulting in an increased complexity of
support needs of people living at home as well as an increased emphasis on
workplace safety. The most frequent reasons for the use of two care workers were:

x Client age, weight, size, and physical function (capacity to assist with lifting and
positioning)

x Client challenging behaviour
X Scoliosis, spasticity or other high support needs related to positioning.

The stakeholders described the primary benefits of two care workers as relating to
worker and client safety. They thought that using two care workers reduces the risk
of manual handling injuries and unsafe handling of clients, and provides a more
secure working environment for workers, in which the risks to workers from clients’
challenging behaviour, grievances and complaints, or unsafe environments are
lessened. The perception of safety seems to be as important to workers and clients
as actual risk. The interviews indicate they do not agree about whether the use of
two care workers actually reduces the risk of injuries, compared to the use of one
worker.
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They identified assessment as an area in need of improvement. In terms of
indicators for the use of two care workers, stakeholders identified the need for risk
assessments to include:
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and solutions, and address both the actual and perceived benefits and risks of two
care workers.

The principles to make decisions about alternatives to two care workers relate to:

x client and worker safety
X meeting the needs of clients and
X ensuring that both clients and workers feel secure.

Some of the alternatives to two care workers relate to training and equipment.
Other alternatives relate to better systems of support for workers and clients, to
address the anxieties about the use of single

Social Policy Research Centre 4
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2.3 Steering committee

Another source of data was the project’s steering committee, which was constituted
to provide advice and feedback on the project's methodology and findings. The
steering committee was made up of representatives of consumer, policy and
service delivery organisations: Northwest Therapy, ADHC Manual Handling Unit,
Brain Injury Association of NSW, Attendant Care Industry Association, Physical
Disability Council of NSW, Spinal Cord Injuries Association, Just Better Care
Community Services, Australian Home Care Service, Lifetime Care and Support
Authority, MS Australia, Cerebral Palsy Alliance.

2.4 Limitations and caveats

The sample for the consultations was very small, and participated after nomination
from ADHC. The views of participants cannot be generalised, as it is not possible to
know how representative their experiences and opinions are.

In particular, there are limitations to the client sample in terms of age, as indicated
above, and limitations in that most clients (except one) had a physical disability.
Given the issue of challenging behaviour reflected in this report, not including other
disability types is seen as a limitation.

Further, there are limitations to the care worker sample. Two care workers were
interviewed in this sample. This number did not allow full reflection of a range of
issues for and characteristics of care workers that may affect their perspective on
the two care worker issue, such as their own size and strength, type of training,
type of agency, experiences in service provision and philosophy of service or care.
Future J 0 Tc B2(he(r)7(ai)1507(e.)9s24(d )10(ddpr)7(es)4ns)4( )10(t)2h Tc B2(a 1)6(i)6(m)-3(i)6(t)]
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3 Literature and policy review

3.1 Definitions

The expansion of the research to when are two or more attendant care workers
needed to work at the same task at the same time in a community setting focused
on identifying the occasions on which any increase in service hours is justified
because there is no viable alternative.

The inclusion of the term ‘two or more workers’ is a response to the discussion in
the literature about OH&S issues in the healthcare workforce that occurs in the
context of institutional care — hospitals, aged care and long-term care facilities —
where there are many members of staff present all the time. In that context,
questions about whether tasks should be performed by one or more people make
reference to more than two staff members.

Mention of the fact that the two (or more) employees are working ‘at the same task’
and ‘at the same time’ involves a further clarification. Simply referring to ‘two (or
more) workers’ is not sufficiently precise. Clients are often served by more than one
worker. For example, ADHC's guidelines for manual handling risk management in
community care (DADHC, 2006: 18) notes that a client could have up to 10 staff
working in their home, counting night shift, weekend staff and casual staff as well
as the client’'s usual worker(s). However, these staff do not all work at the same
time.

The attendant care worker is usually the sole worker providing assistance at any
one time for the person with disability. For example, the fact that only one staff
member is to be provided per service is emphasised in the assessment procedures
of Personal Attendant Care Inc (PAC, 2009b), a charitable non-profit organisation
in Ontario, Canada; and the wording of their health and safety regulations in
relation to lifts and transfers (PAC, 2009a) makes it quite clear that services are
being carried out by a single worker.

Working singly is recognised as one of the organisational aspects of the job that
can increase the level of risk. In their Health and Safety Guidelines for Home Care
Workers(UNISON, no date), Britain’s largest public sector union commented that
‘As lone workers, home care workers can be particularly vulnerable as they are
isolated from other workers and cannot easily liaise with colleagues’. Again, the
Queensland Government's Code of Practice for manual tasks involving the
handling of people (Queensland Government, 2001) acknowledges that working
singly means that a worker cannot call on another person for assistance or use
team-handling. However, there is no suggestion that the risks should be managed
by supplying two workers where the task has traditionally been done by one.

It may sometimes be necessary, of course, for two people to be available for the
same task at the same time, and a number of examples are given in what follows.
However, each of these examples involves a particular situation and there is no
suggestion that the use of two workers should be made into a mandatory
requirement across the board, e.g. whenever there is a hoist involved, without the
need to consider each case on its merits.
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with nursing staff in hospitals, even though work in private homes entails many of
the same risks as institutional health care, as well as extra burdens because the
work environment is uncontrolled and less standardised (Ono et al, 1995). (There is
some Swedish research on ergonomic risks to home care workers — see section
2.4 below).

The review did not uncover any instances where two person care was mandated in
specified circumstances across the board, for example, when hoists were being
used. The Victorian NW Residential Support Services guidelines on manual
assistance to people in residential care (2001), for example, do not even mention
two person care. Instead, recommendations refer to the need for assessing each
particular case as it presented. A manual-handling care plan for each person is the
recommended procedure. These guidelines state that the plan should indicate the
specific manual-assistance techniques the support worker should use for particular
activities. They also specifically forbid the use of particular lifting techniques (except
in an emergency), i.e. shoulder lift, cradle lift, top-and-tail lift, and lifting a resident
up from the floor on one’s own. But they do not specify any situations where two
support workers should be used (Victorian NW Residential Support Services,
2001). Similarly, although the UK Department of Health’s national minimum
standards specify that ‘two people fully trained in current safe handling techniques
and the equipment to be used are ... involved in the provision of care’, this is only
the case when the need has been identified from the manual-handling risk
assessment(UK DoH, 2003).

3.3 Institutional setting

Most of the literature on safe client handling, and on the risks of injuries to staff,
refers to institutional care — hospitals, aged care facilities — rather than to
community settings, e.g. the O’'Shea No Lift System (see below), O’'Shea and
Hennessey’s Handbook for WorkSafe Victoria, Transferring People Safely (O’Shea
and Hennessey, 2009), which was produced specifically for use by Victorian
employers in health and aged care settings.

Social Policy Research Centre 12
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Legislation has not been clear who is responsible for the condition of the premises
when the private home becomes a workplace as in the case of attendant care.
Most service providers hold clients responsible for maintaining safe premises, and
include that in their service agreements as a condition for the provision of services.
However, a better approach is for services providers, workers and clients to work in
partnership to consider the risks and how to best address them, and a formal
framework to guide collaboration is useful (DADHC, 2006).

In NSW (and elsewhere) the key features of a client-handling policy are:

x that workers are not to manually move a client’s body weight, either wholly or in
part, unaided

x that mechanical equipment must be used if a client has to be moved and

x that manual lifting is to be used only in extreme circumstances, either in
emergencies or when all other methods have failed (DADHC, 2006).

The NSW government, through ADHC, has developed a manual handling policy for
disability and community care supported by Best Practice Guidelines for manual-
handling risk management (DADHC, 2006). There was a review of the manual-
handling training programs of the Home Care Service of NSW, a statutory
corporation and the largest provider of home-based care in NSW. In January 2005,
ADHC introduced a program using occupational therapy manual-handling advisors
to conduct expert risk assessments with a view to eliminating high-risk tasks from
staff routines. The program targeted sites with high exposure to manual handling
risk and a history of manual-handling incidents and injuries. Manual-handling
injuries and the costs associated with them have been reduced since
1997/98(WorkCover NSW, 2006).

There is general agreement at the policy level that team lifting as a way of dealing
with manual handling risks should be used only as a last resort. The NSW
Occupational Health and Safety Regulation 2001, for example, emphasises the
importance of achieving risk control by means other than team lifting, as far as is
reasonably practicable. ADHC'’s ‘DisabilitySafe’ website® stresses the same point,
suggesting a number of other ways of controlling manual handling risks, e.g. by
modifying the work environment or the design of objects, by providing mechanical
aids, by ensuring staff are adequately trained. (See also: WorkCover NSW, 2004;
WorkCover NSW, 2006).

The Queensland Government’s Code of Practice for manual handling tasks
(Queensland Government, 2001) also says that team handling should only be used
when there is no other solution. The authors go further to say that team handling
itself involves a number of risks, namely:

Social Policy Research Centre 14
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x different capacities and physical dimensions of team members
x different degrees or timing of force exerted by different team members

X loss of coordination due to adjustments made to fit in with other team members

Social Policy Research Centre 15
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The Queensland Government’'s Code of Practice for the handling of people
(Queensland Government, 2001) also refers to using more than one worker in the
short term while waiting for a better solution. For example, when a device is not
immediately available, team-handling with training might be used until the
mechanical device is acquired. As well, the Code referred to two or more workers in
other contexts:

x during a sling lift from the floor with one worker operating the sling while the
other worker communicates with and reassures the person and assists where
necessary

X in the case of individual characteristics of the worker in a team handling
situation — younger, older, pregnant, with an existing back injury and

X raising a person from the floor in an aged care residential facility.

The US Occupational Safety and Health Administration’s Guidelines for Nursing
Homes (OSHA, 2009) says that the number of carers required depends in part on
the size and weight of the person being moved(as well as which equipment is
needed). The Guidelines describe a number of occasions when more than one
carer is needed:

x when clients cannot help to reposition themselves in a Geri or Cardiac chair (a
friction-reducing device is also needed)

X when using a ceiling hoist (although the Guidelines also note that some
residents can use this kind of device without assistance)

X in the case of lateral transfers or

Social Policy Research Centre 17
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two (or more) carers that was most frequently mentioned was the client's
uncooperativeness; other factors were weight (i.e. >200 pounds), the inability to
assist, and complicated clinical conditions.

Care of bariatric clients

One type of situation which is most likely to require two or more workers is the care
of bariatric clients in institutional settings.® Moving clients who are large, (bariatric
clients often classified as those more than 30% over Body Mass Index [BMI] with a
medical problem) whether by weight or height, poses even higher risks than moving
people of average height and weight. The South Australian government’s
Guidelines for community workers (SA Government, 2009) advises making sure
that there enough workers to move bariatric clients. The Disability Safe website®
emphasises the importance of including clients’ sizes as part of the assessment
procedure and of ensuring that the equipment available matches the tasks which
need to be done. They also recommend consulting the suppliers of equipment
specifically for bariatric clients when developing manual handling plans for such
clients.

Once again, the focus of most of the literature is on institutional settings (e.g.
Weinel, 2008), although much of what is discussed is relevant to the management
of bariatric clients in their own homes. Muir and Archer-Heese (2009), for example,
point out that even raising a client’s limb for a dressing change can be dangerous.
The weight of a leg of a 350-pound client, they say, would be 62 pounds, well over
the recommended maximum of 35 pounds. In this case, staff should use a
mechanical lift device and a limb sling. They recommend a ceiling lift as the best
choice, both for bariatric transfers and repositioning someone in bed, and for
reducing space requirements. They point out that the key to effective and safe
bariatric-client handling is thorough preparation prior to admission (or in the case of
attendant care, as part of the assessment process). Following the safe bariatric
patient-handling toolkit produced by the US Department of Veterans' Affairs,'® they
list a number of essential components of a safe program, namely:

X operational procedure and policy

X patient assessment tools

X communication tools

X patient handling algorithms and guidelines
X space and environment considerations

X equipment needs

Bariatrics is the science of providing healthcare for those who have extreme obesity (Muir and
Archer-Heese, 2009).
http://www.disabilitysafe.com.au/hazards-risks/manual-handling

! http://www.visn8.va.gov/visn8/patientsafetycenter/safePtHandling/toolkitBariatrics.asp

o

Social Policy Research Centre 18



Two care workers in a community setting

x staff training and education and
X evaluation.

These authors do not discuss the need for two or more care workers in this context,
apart from mentioning that using an older floor lift requires two staff to move it
safely in transferring a bariatric client from bed to chair, and a third staff member to
monitor the client (Muir and Archer-Heese, 2009).

The founder and president of American Bariatric Consultants,*Kevin Huffman
(Carlson, 2008), is also conscious of the fact that arrangements need to be made to
care for bariatric clients in their own homes. He advises occupational therapists to
try and ensure that their bariatric clients who are beariTel 0.038 T3.21(517 0 Td [(to)-1w)16(nnc
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for all settings; they require infrastructure and equipment to support their use; and
staffing needs careful consideration. However, most of these issues related to an
institutional setting rather than community care.

A systematic review of research reports on intervention strategies to reduce the risk

Social Policy Research Centre 20
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transferring a client from a bed to a chair, given a choice between solo lift, two
person lift, lifting team, mechanical lift and other. Musculoskeletal problems were
identified as pain, numbness, tingling, aching, stiffness, or burning in the neck,
shoulder and back. The study found that all the preventive devices — lifting teams,
mechanical lifting devices, adjustable beds, and sliding/transfer boards — were
significantly related to musculoskeletal disorders of the back, although lower levels
of disorders were associated with lifting teams and lifting devices than with the
other means of client transfer. Transfer boards/sliding sheets and adjustable beds
were associated with significantly higher levels of back disorders. In the case of
neck disorders, only the lifting devices made any significant difference in lowering
the risk of injury. The transfer method most popular with the hospital nurses was
the two person lift, although it was less popular with nurses in nursing homes and
home health agencies, who preferred mechanical lifts. Those who had been trained
in the use of lifting devices were twice as likely as the rest of the sample to prefer
using these devices, an outcome which the authors referred to as ‘encouraging’.

Other US studies have also found that the use of lift teams leads to cost savings
due to reductions in lost work time and in claims for compensation. One study
(Charney et al, 1991) found, for example, that injury rates dropped from 39 per
1000 to 2.4 per 1000 in one year at a US hospital after the introduction of lift teams,
thus saving $65,000 on the day shift; another study (Charney, 1997) found that
accidents resulting in lost time dropped from 16 to one in another large hospital,
thus saving $144,000 in the year following the introduction of teams.

In contrast to all the studies showing that the introduction of team lifting reduced
injuries and musculoskeletal disorders among nursing staff, another US study
(Springer et al, 2009) failed to find same reduction in employee injuries described
by previous authors. The authors of this study explained the discrepancy in terms
of the length of time over which the comparisons were made. They compared the
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while the two carer procedure is rated ‘F’). The other manual lifting tasks assessed
in the guide as high risk are not identified by the number of people performing
them. It might be assumed, then, that they are likely to cause injury, and hence are
not recommended, however many carers perform them. In other words, the
criterion of risk reduction in any task is not the number of people who perform it, but
the availability of mechanical aids (slide sheets in the case of turning or re-
positioning in bed). The guide did refer to a number of procedures requiring more
than one person to perform:

X moving a client

Social Policy Research Centre 22
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However, although manual handling involves more than lifting — it involves pushing,
pulling, lowering, holding, carrying and restraining as well as lifting (WorkCover
NSW, 2006) —'No Lifting’ still appears to be the preferred terminology.

The Victorian Department of Health (2004), for example, uses the term ‘No Lifting’
and describes it as the elimination of the manual lifting of clients in all but
exceptional or life-
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nurses to be proactive in identifying hazards and reducing risks of injury in the
workplace (Keating et al, 2002).
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community settings and private homes, as well as in acute hospitals and aged care
facilities.

It would appear that there has been increased interest in ceiling hoists as part of
the safe handling approach to decreasing the physical exertion of carers (Jung and
Bridge, 2009). WorkSafe Victoria (2009) prefers ceiling hoists (‘overhead track
systems’) for moving clients, noting that ceiling hoists require staff to exert
significantly less force than mobile, floor-based hoists. The overhead hoists are
more efficient, take less time to transfer a person, and they are more acceptable to
clients. In the UK, Hall (2002) pointed out that an overhead hoist usually just
required the worker to operate a handset and guide the carry-bar into place, rather
than having to support the weight of either the client or the carry-bar. (Only one
worker was mentioned in this context). WorkSafe Victoria (2009) recommended
that ceiling hoists be installed in all new and renovated health and aged care
facilities where people needed to be transferred, but private homes were not
mentioned.

Writing in the context of an evaluation of the use of ceiling hoists in a newly built
spinal cord injury unit at a veterans’ hospital in Florida, Weinel (2008) noted that
ceiling-mounted lifts were a viable alternative to floor-based lifts. The lifts use tracks
mounted on overhead beams sturdy enough to support someone’s weight. They
have battery-powered lifting motors which raise and lower the clients and move
them along the tracks, which can be either single or H-shaped so as the cover a
wider area. Some of the motor units are portable so that they can be relocated from
one track to another in another room. The client is suspended from the motor unit in
a sling and there is a variety of sling designs and fabrics available. The advantage
of a ceiling lift where frequent lifts and transfers are necessary is that it is always
accessible. The nursing staff in this facility preferred a two-function (up-down)
control rather than the multi-function powered tracking. They felt that the powered
tracking motor was too slow and they favoured a hands-on approach, especially as
they could move the person in the sling along the track with very little effort. Clients
reported feeling secure during transfer and being less jostled than with the floor lift.

The author (Weinel, 2008) said that studies comparing floor lifts with ceiling lifts had
found that there were fewer musculoskeletal injuries among staff with use of the
ceiling lift. Other studies had found that ceiling lifts required half the effort of floor
lifts, and that lifting and transferring with a ceiling lift produced less trunk and
shoulder muscle activity than with a floor lift.

The Victorian Hospitals Industrial Association (VHIA, 2003) listed the key
components of what they called ‘overhead tracking’ for an institutional setting as: a
ceiling track; an electric motor; a suspended sling or frame; and handset control.
The authors said that there were a number of different forms of tracking, namely:

X straight or curved, and in various lengths

X with turntable junctions for changes in direction

X a traverse or H-shaped system which allows for movements both up/down and
across

Social Policy Research Centre 27









Two care workers in a community setting

point out that significant numbers of incidents are reported each year where people
have been injured while being moved with hoisting equipment. It lists a number of
things that can go wrong, namely:

x the wrong size sling — discomfort if it is too small and the risk of the person
slipping out if it is too large

x the wrong type of hoist or sling for the particular person or the specific task —
inadequate support and increased risk of falling

X incompatibility of the hoist and sling — insecure attachment between the two

x failure of equipment due to poor maintenance, lack of inspection, inappropriate
laundering, or inadequate repair or modification

X leaving someone unattended in a hoist
x hoist overturning on a difficult surface and
X not using the safety harness/attachment (UK HSE, 2011).

The information sheet provides a checklist for safe handling practice of 24 items —
e.g. ‘Review the person’s condition prior to each transfer to ensure continued
suitability’ — together with additional guidance separately for mobile hoists, ceiling
track/overhead systems, standing hoists, slings and bath hoists. It also provides a
checklist for equipment safety checks prior to each use.

As already mentioned, there is little literature on the use of ceiling hoists in private
homes. The authors of the above-mentioned review (Jung and Bridge, 2009) said
that ceiling hoists were given low priority in community care strategies, even though
it was an important home modification issue. They surmised that ceiling hoists were
so rarely considered for people being cared for at home, because the systems were
initially introduced in response to the high incidence of back injuries among nurses.
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great deal to say about them. The installation of a ceiling hoist was mentioned only
on two occasions. It was one among a wide range of house modifications
mentioned by focus group participants; and one participant reported that the
owners of the house he occupied, the public housing authority Housing New
Zealand, had refused to allow a ceiling hoist to be installed, even though he had
been assessed as needing it because the house was not suitable for a wheelchair.
The research was commissioned by the Centre for Housing Research, Aotearoa
New Zealand and carried out by the Auckland Disability Resource Centre. The
report (Saville-Smith et al, 2007) mentioned ceiling hoists in the context of a wider
concern with ways of optimising housing access for people with moderate to severe
physical and sensory disabilities affecting their mobility. The research focused on:
the current housing experiences of people with physical disabilities; the capacity of
the housing market to respond to the demand for ‘lifetime homes’; and the
opportunities to establish a housing stock that was ‘future-proofed’ for those with
moderate to severe physical disabilities. The chief finding of the research was that
the housing needs of people with disabilities were not being met by New Zealand’s
current housing stock.

As already noted, the issue of the need for two (or more) care workers in an
attendant care setting is not discussed at any length in the literature. However,
there are a few fleeting mentions. The VHIA (2003) said that using-
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3.10 Assessment

The importance of assessment is stressed throughout the literature. As the authors
of the first evaluation of the VNBIPP (Keating et al, 2002) said, assessment of
client-handling requirements is a prerequisite for identifying and reducing the risks
associated with client handling.

There are a number of sources which specify what should be included in any
process of assessment for client-handling risks. The report of the second VNBIPP
evaluation (Martin et al, 2004) stressed the importance of identifying the needs and
abilities of clients when assessing requirements for lifting and repositioning tasks.

WorkCover NSW (2006) points out that risk assessments in the health industry are
more complex than in other workplaces. In most work environments the only
assessment needed relates to inanimate objects, which do not change their size,
shape or weight from one occasion to another. However, people are not rigid or
stable, they are not always the same shape every time they are handled, and
consideration must also be given to attributes such as physical ability, mental
status and cognition, medical condition and communication issues. WorkCover
NSW (2006) lists four main areas of risk assessment required for handling people:
X the manual-handling task

x the patient-handling risk

x the workplace including the home and

x the equipment.

People also need to be moved in many different ways:

X moving up and down and repositioning in bed

X moving in and out of bed or trolley

X getting into and out of a chair

X moving to and from toilet or commode chair and

x walking.

The risk involved in each of these tasks needs to be assessed, and the assessment
repeated at regular intervals, depending on changes in the person’s condition. The
assessment should be undertaken by the people who are doing the work or at least
in consultation with them.

The South Australian government’s guidelines (SA government, 2009) listed the
following factors to be considered when identifying manual task hazards for
community workers:

X actions, postures and movements e.g. bending, twisting, over-stretching
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X workplace conditions, e.g. cramped work space, low work surface, uneven or
slippery floor surfaces, poor lighting, extremes of hot or cold

X weights and forces (worker should not lift more than 16-20kg)

X characteristics of the load, e.g. unstable or unpredictable, difficult to slide, push,
pull or turn

X location of load and distances moved, e.g. storage above shoulder or below
knee or load carried a long distance

x frequent and prolonged movements e.g. repetitive tasks, prolonged exertion

X job organisation, e.g. heavy workload, too many clients in one day, lack of staff,
unrealistic deadlines, bottlenecks of work and

x individual factors, e.g. worker skills and training, worker hampered by illness,
disability or restrictive clothing.

The US OSHA (2009) lists for inclusion in the client assessment:
x the level of assistance required

X the person’s size and weight

x

the person’s ability and willingness to understand and cooperate and

x

any medical conditions that may influence the choice of methods for lifting or
repositioning.

In the UK, UNISON (no date) advises employers to consider the following in
assessing manual-handling risks to home care workers:

x floor surfaces, e.g. uneven, slippery, include steps

X storage arrangements

x

the size and layout of the client’'s home
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evaluation of the environment and of the handling aids required, as well as a client
care-plan containing clear information on the client's movement abilities and needs,
instructions on handling techniques and aids, and the number of nurses to be used
for various moves.

The second level of assessment listed by the guide was an assessment of the
hospital department or ward. This does not translate directly into attendant care
because every client’'s home is different, unlike the standardised layouts of hospital
wards. Nonetheless, there is still a range of information that can be gathered at this
level, from space in the bathroom and the availability of handling aids to the training
of staff. The guide includes an example of a form designed to collect information for
such an assessment.

The third level of assessment, the top level, referred to senior management
considering the requirements of the organisation as a whole, e.g. decisions on
budgets, training, uniforms. For hospitals, much of the necessary information is
collected as a matter of course, but for care in the community, a survey might need
to be done to evaluate general needs.

The guide (RCN, 2003) noted that attendant care providers could minimise the
amount of local assessment required for the second level of assessment by
producing generic assessments wherever possible. These could also serve as
guides for attendant care workers to use in assessing particular manoeuvres in
people’s homes. Possible areas for generic assessments are:

x transfers from and to bed, chair, commode, toilet

x working with clients who have a history of falls

X bathing

x the condition of floors (hoists on carpets, slippery bathroom floors)

x difficulties in using hoists, e.g. carpets, restricted space

x transfers into and out of car

X babies in high-sided cots and

x handling supplies (packages/boxes) at health centres.

In the UK, the Department of Health’s National Minimum Standards for domiciliary
care (i.e. attendant care) (UK DoH, 2003) states that a detailed assessment of the
risks associated with the delivery of the service must be carried out by the service

provider for each new home. The registered person'* ensures that the assessment
is undertaken, by a trained and qualified person, before the attendant care worker

4 Al agencies providing personal domiciliary care services, irrespective of size will be required to

have a person as registered as the “Fit Person” who has overall responsibility for the service.
This person may be the owner or the most senior manager of the service’ (UK DoH, 2003: 5).
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commences work, and that it is updated annually or more frequently if necessary. A
plan for managing the risks is drawn up in consultation with the service user and
their family or representatives. It is included in the overall service-user plan and
kept in the home of the service user for staff to refer to. Assessment of the risks
associated with manual handling must be undertaken separately. The only mention
of a need for two person care occurs in this context of assessment. “Two people
fully trained in current safe handling techniques and the equipment to be used are
always involved in the provision of care when the need is identified from the manual
handling risk assessment’(UK DoH, 2003: 24, Standard 12.8).

There are many manual-handling risk assessment tools in the literature.
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x client-handling equipment and devices

X policy initiatives, the three primary examples being ‘no lift' policies, ergonomic
assessments of client care areas, and the use of client lift teams

X training of staff in the safe use of patient handling equipment, to the use of peer
leaders, and to clinical tools such as patient-assessment protocols and
algorithms.

An algorithm is a sequence of logical steps to be taken to achieve a given task,
consisting of a finite list of precisely defined successive ‘if ... then’ decision points
displayed in a flow chart. For example, in the case of the task of transferring
someone to or from bed, chair, toilet or car, the algorithm would start with the
question, ‘Can client assist?’ If the answer is ‘yes’, no carer assistance is required
apart from standing by for safety as needed. If the answer is ‘no’, either wholly or in
part, the next decision point relates to the client’'s weight. If the client weighs more
than 200 pounds the specified action is to use a friction reducing device plus three
carers; if less, the action is only to use a friction reducing device. (For more detail
about algorithms, see: Fragala et al, 2001; Nelson et al, 2003; Nelson, ed., 2006;
and for a list of examples see Appendix 1).

A trial of a ‘best practices’ musculoskeletal injury-prevention program in six nursing
homes over six years (Collins et al, 2004) found that the program had had a
number of positive results. The program involved the introduction of mechanical lifts
and repositioning aids, a zero-lift policy, and employee training in lift usage. After
the program, the rate, severity and cost of injuries associated with lifting and
moving residents, lost and restricted work days, and repeated staff injuries, were all
significantly reduced in all the nursing homes, for staff in all age groups and lengths
and types of tenure. Assaults and violent acts by residents towards staff also
declined. The reduction in workers’ compensation claims recovered the initial
capital outlay in slightly under three years.

A systematic review of studies investigating intervention strategies to reduce the
risks associated with patient handling activities (Hignett, 2003) identified the seven
most commonly used strategies:

X equipment provision

X education and training in, for example, risk assessment, use of equipment and
client assessment

x the introduction of risk assessment

x the introduction of safe-handling policies and procedures
X the introduction of a client assessment system

x redesigning of the work environment and

X changes in work organisation and practices.
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disability to live and participate in their family and community. The program policy is
directed at increasing the independence of the client, and, or reducing risk of illness
or injury to either the client or attendant care worker.

The EnableNSW Aids and Equipment program is means tested and operates on a
consumer copayment system: a contribution of a fixed $100 per year for pension
recipients, low income adults and children under 16 years or for those in a higher
income band 20% of the cost. EnableNSW set no upper limits on the cost of
individual assistive technology equipment but the item must be the most basic that
meets the person’s need.

Equipment can be available for loan through the EnableNSW equipment loan pool
for trial. The program is managed locally through Local Health Networks with
services available local area health services. The assessment and trial can also be
facilitated through suppliers making available on loan or through rental pieces of
equipment prior to purchase. The ongoing maintenance of equipment is generally
available through the supplier and required either on a 6 monthly or 12 monthly
basis. Some equipment may come with a warranty that covers maintenance costs
for an initial period, say 3 or 5 yrs. Others may require service calls which would
include a service call charge and any parts or labour. These cost outlays are very
dependent upon the particular piece of equipment and the supplier. Equipment that
is sourced through EnableNSW Aids and Equipment program maintenance is
covered by the scheme.

Cost implications of equipment include the assessment/trial, purchase and ongoing
maintenance of capital equipment costs (Table 3.1).

Table 3.1: Cost implications for the trial, purchase and maintenance of
equipment

| Purchase Cost | Example | Trial | Maintenance
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4 Stakeholder consultation

This section summarises the views of the stakeholders about the research
questions. The final section draws on these findings to discuss implications for
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The complexity of interpersonal relationships is mirrored in the complexity of
organisational factors with two workers. This relates to staff recruitment, rosters
and leave. Seven stakeholders from peak bodies, government and service
provision agencies talked about the difficulties of organising two workers rather
than one, and the difficulties that arise when one worker is sick or arrives late, or
when workers do not get on and cannot work well together. While cost is obviously
a significant factor in terms of salaries, the consultations suggest that the indirect
costs of two carers, associated with the organisational resources required to
coordinate this arrangement, are also significant.

4.5 Alternatives to two care workers

There were no alternatives to the use of two attendant carers proposed for clients
who use ventilators. A meeting of the reference group noted that the literature
describes glossopharyngeal breathing, or ‘frog breathing’ as a technique used by
some people who are otherwise fully ventilator dependent (Maltais, 2011). In
circumstances where a client does not want or require two attendant care workers
except as a safety measure around ventilation, and has been trained in this
technique, two attendant care workers may not be needed. However, the
consultations and literature suggest that this circumstance is rare.

The stakeholder consultations identified possible alternatives to two attendant care
workers for all clients, with the exception of those who use ventiltors. When the
decision to use two care workers is based on physical considerations—the nature
of the client’s physical disability, and so the nature of the physical tasks undertaken
by workers—the alternatives proposed were equipment, environmental
modifications, and staff training. Challenging behaviour and worker safety also
recurred as a reason for two workers, and fewer alternatives were suggested here,
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Reassessment of equipment at intervals was also recommended. For example,
clients who received an injury twenty years ago may be using outda
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includes all of those parameters, including the skill level of the staff
involved, and the training and those sorts of things as well. There
isn’t a blanket, ‘“You need two people to use a hoist’, no, no.

Representatives of government agencies also emphasised the utility of training
about effective use of equipment such as hoists, so that one worker is sufficient in
at least some circumstances.

Training does not relate only to use of equipment, but also to the physical training
of care workers, for example education in lifting techniques, warm-up exercises and
stretching. It also relates to training in specific contexts, particularly manual
handling of clients in domestic rather than institutional environments. Workers
familiar with hospital settings, or who received training that assumed their
workplaces would be group homes or hospitals, need specific, problem-solving
based training in home environments. This may involve the assessment of the
home’s potential for modification, including furniture, floor coverings and load-
bearing capacity of walls and ceilings. It may also involve trialling the use of
different kinds of equipment. Support and training is necessary in order for workers
to make these specific, responsive assessments to individual clients and
environments.

Challenging behaviour

Challenging behaviour is defined as behaviour of ‘such intensity, frequency or
duration that the physical safety of the person or others is placed in serious
jeopardy or behaviour which is likely to seriously limit or deny access to the use of
ordinary community facilities’ (Emerson, 1995). Half the respondents raised client
challenging behaviour , as one of the reasons for two care workers (10/23
interviews), although the research literature about this is sparse. This suggests a
gap in the research literature, perhaps because challenging behaviour is becoming
more concerning to workers and agencies, and research has yet to catch up with
this. In circumstances where the worker is at risk of being subject to the effects of a
client’s challenging behaviour, intervention programs for the client were suggested
by one stakeholder. The research literature indicates that interventions based on
functional assessments of challenging behaviour and positive behaviour support
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as team management structures to provide peer support for validation and learning
can address isolation and confidence of workers. Such strategies are also
opportunities to follow the principles of person centred planning, by building a team
in which the client’s specific needs are at the centre, and in which communication,
training and support for staff are based on these needs.

The concerns expressed by clients relate in some cases to safety, especially at
times of transition, such as moving from an institutional environment, where teams
of workers are common, to a home environment. Identifying and responding to
client anxiety around the use of single workers is also a positive step. In other
cases, cultural and social concerns may be responsible for client anxiety: for
example, a strong preference by some clients for female or male care worker, or
the fear that some clients have of being alone with a single worker. Again, the
responses to these concerns can be guided by the principles of solving specific
problems and responding to individual needs: for example, traumatic responses to
previous abuse require more nuanced responses than resorting to two care
workers.

Risk management is an important consideration for agencies, particularly in relation
to the risk of client and worker injury. Addressing the responsibilities of agencies to
minimise risk, and adapting the sometimes inflexible systems in which risk
assessments are devised, can avoid a simplistic two care worker response to risk
management.

Table 5.1 summarises the principles and strategies discussed in this section of the
report. It lists the principles behind decisions about the use of two care workers, as
identified in the literature and stakeholder consultation. It also identifies strategies

Social Policy Research Centre 48



Two care workers in a community setting

Table 5.1: Principles and alternative strategies instead of two care workers
for consideration of the feasibility in the particular circumstances of the

person

Reason for two
care workers

Principle behind
the reason

Alternative strategies for consideration of the
feasibility to address the reason and principle in
the particular circumstances of the person

Client size,
weight, disability

Client safety

Assessment process: tasks required, level of
client physical functioning, home environment,
skills/technigues/equipment needed

Home modification to install equipment

Trial use of equipment (via loan pool, assistance
from equipment agency representative)

Installation of high quality equipment e.g. hoists,
shower commodes, trolleys

Training in the use of equipment

In situ training in home environments

Worker safety

Physical matching of client and worker

Two workers as an interim measure to
determine worker characteristics (strength,
flexibility, height) needed

Quality of work

Peer support networks

Opportunities for feedback and validation

Regular monitoring and retraining opportunities

Challenging
behaviour

Worker safety

Social Policy Research Centre

Staff training to ensure a consistent approach

Functional assessment (what functions does the
behaviour serve for the client? What is being
communicated by the behaviour?)
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